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REGIONAL HEALTH HUB
INTRO

Regional Health Hubs (RHHs) play an important role 
supporting DMAHS in key initiatives such as the NJ 
FamilyCare Housing Supports Program.

Camden Coalition will:

• Deliver and curate a training series to support 
program roll-out

• Serve as a “help line” for providers to field/answer
questions and troubleshoot issues through the process

• Liaise between the state, MCOs, and providers to
support implementation

All RHHs will:

• Promote the program to recruit a robust network of 
providers within their regions

• Conduct member/community  engagement to inform 
successful roll-out
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DISCLAIMER

Disclaimer

The views, opinions and content expressed herein do not 
necessarily reflect the official position of the state of NJ’s 
Department of Community Affairs or Division of Medical 

Assistance Healthcare Services (DMAHS)



Objectives

Prospective providers will 
understand the ‘nuts and bolts’ 
of how clients will be identified 
for the program (referrals) and 
the steps they need to take to 
get permission to provide and 
bill for services (authorization).

Note: This training will only 
focus on pre-tenancy and 
tenancy sustaining services.



Referral & Authorization: 
Definitions



DEFINITIONS

Referral: Identify clients for the program
Three main pathways:

Your organization identifies the client (the “in network provider”) 

The member’s MCO sends them to your organization

Other people send them to you - a friend, family member, the member self-refers or
another community organization (an “out of network provider”)

Eligibility: Assess for program eligibility

Authorization: Secure permission to provide services
Three main types:

Initial: First 30 days or Auto Approval 

Continuing: Days 31 – 180 or Necessity Review

Reauthorization: Days 181+ or Updated Necessity Review

Definitions



Referral Pathways



REFERRAL PATHWAYS

Origin of the Referral How Members are referred to your 

organization

1. From your organization - the “in network 

provider”
--

2. From the member’s MCO • Telephone

• Fax

3. From everyone else – the member, a friend, a • Email

family member, another community

organization (an “out of network provider”) * The referral may or may not include an Initial

Assessment Form



Determining 
Eligibility



DETERMINING ELIGIBILITY

*Order of steps may vary based on your workflow

Steps* How Note

Step 1: Check if client is 

enrolled in Medicaid 

and which MCO they 

are enrolled in

• eMEVS (electronic Medicaid Eligibility

Verification System)

• Check client’s NJ FamilyCare ID card

• Check client’s NJ FamilyCare account if

they have one

• Check client’s mail from NJ Family Care

• Call REVS to verify enrollment: (1-800-676-

6562) and enter either the Medicaid ID number 

or the member’s date of birth and Social 

Security number

• eMEVS is currently only available to 

providers enrolled in Fee-for-Service and 

DMAHS will issue an announcement when 

eMEVS access is expanded

Step 2: Check if client or 

any other members of 

their household are 

currently enrolled in HSP

• Ask the client’s MCO

• Check HMIS

• Ask the client

• Call other organizations the clients says they 

are also working with

• Client identifies household members (and 

provider will list them on the Initial 

Intake Assessment)

• Survivors of domestic violence and other

protected groups will not be in HMIS

• You’re checking for duplicative services

Step 3: Check if client 

is currently enrolled 

in CSS or ICMS

• e-MEVS (will only indicate CSS)

• Ask the client

• Ask the MCO

• These programs disqualify clients for pre-

tenancy and tenancy services

• You’re checking for duplicative services



DETERMING ELIGIBILITY CON’T

Steps* How Note

Step 4: Determine if client has a clinical 

risk factor

• See list of risk factors in the Initial 

Assessment Tool

• Self report or observation by the provider’s 

staff is all that  is needed. MCOs should not 

deny members services if the MCO does not 

have a record of the member’s clinical or social 

risk factors.Step 5: Determine if client has a social 

risk factor

• See list of risk factors in the Initial 

Assessment Tool

*Order of steps may vary based on your workflow



DETERMINING ELIGIBILITY CON’T

• Remember: Members cannot be authorized for pre-tenancy and tenancy sustaining 
services at the same time.

• Members cannot be authorized for pre-tenancy or tenancy sustaining services if they 
are receiving the following services at the same time:

• Community Supports Services (CSS) or Integrated Case Management Services (ICMS).

• See additional potentially duplicative programs on following slides 

• Only one person in the member’s household can receive pre-tenancy and/or 
tenancy sustaining services at a time.

• Example: Lynn and her adult daughter Danielle live together, and they each have a clinical 
risk factor. They are currently being evicted from their apartment and do not have 
another place to live. Either Lynn or Danielle are eligible for HSP but not both.

Members are not eligible for HSP if they are receiving 
similar/duplicative services



Programs That Are Duplicative of Housing Supports Program (HSP) Services

Several other state programs 
provide some of the same 
services offered in the HSP. 
If a Medicaid member is 
enrolled in one of these 
programs, they are ineligible 
for one or possibly more of 
the HSP services.

These programs are 
assigned Special Program 
Codes (SPC) so providers 
can use REVS/eMEVS to 
identify if a client is 
enrolled in a  program that 
makes them ineligible for 
HSP service(s). 

DETERMINING ELIGIBILITY CON’T



Programs That Are Duplicative of Housing Supports Program (HSP) Services, con’t

Other Programs Not Listed: 

There are many other programs 
(PATH, PACT, etc) that a 
member may be participating in 
that may or may not be 
duplicative. You should talk 
with the member to better 
understand the services they 
are receiving elsewhere, and 
assess whether they are 
providing the same support. If 
you are unsure, you should 
discuss this with your point of 
contact at the MCO. If you have 
a case to make about why HSP 
services are not duplicative with 
another program that the 
member is enrolled in, you can
use the Initial Assessment Tool 
and Housing Stabilization Plan 
to articulate your case. 

DETERMINING ELIGIBILITY CON’T



Authorization: 
Simplest Case Scenario



SIMPLEST CASE SCENARIO

In this scenario:

This is your established client – no one referred them to you.

The client is enrolled in Medicaid, and you have a contract with the
MCO the client is enrolled in (you’re an in-network provider).

You had the client sign the forms that require a signature. 

You fully completed all the required forms.

You submitted all the forms on time.

The MCO approved your requests for authorization.

What do we mean by the Simplest Case Scenario?



AUTHORIZATION TYPES REMINDER

Type of 

authorization
Time period MCO standard of 

review
Forms Required

Initial First 30 days Auto Approval Intake Assessment Tool

Continuing Days 31 – 180 Necessity Review Level of Need

Housing Stabilization Plan

Reauthorization Days 180+ Necessity Review Level of Need (updated)

Housing Stabilization Plan (updated)

There are three types of authorizations which 
require different forms



OBTAINING AN INITIAL 30-DAY AUTHORIZATION OR AUTO APPROVAL

Steps Note

Step 1: Complete the Intake Assessment 

Form
• Include the client’s signature*

Step 2: Submit the Intake Assessment Form 

to the client's MCO

• Submit via MCO portal, fax or phone

• If the form is fully complete, the MCO has two business 

days to determine if the member is eligible

• No need to submit any  other documents – such as 

verification of clinical or social risk factors

• Prior authorization form specific to the MCO will 

also need to be submitted alongside the IAT 

Step 3: Receive approval/denial from MCO
• If approved, the payment period begins the day you

submitted the Intake Assessment Form**

* A signature is required for approval. If you don’t include it, the MCO will have 5 days to try  and contact

the member and verify they want  the services before they can deny your request.

** Remember, MCOs pay you for pre-tenancy and tenancy services AFTER you’ve completed them.

Payment is retroactive.



Link to Initial Assessment Tool Form

INITIAL ASSESSMENT TOOL FORM

https://camdenhealth.org/initial-assessment-tool/


INITIAL ASSESSMENT TOOL FORM

Link to Initial Assessment Tool Form

https://camdenhealth.org/initial-assessment-tool/


INITIAL ASSESSMENT TOOL FORM

Link to Initial Assessment Tool Form

https://camdenhealth.org/initial-assessment-tool/


CONTINUING 31 – 180 DAYS AUTHORIZATION OR NECESSITY REVIEW

Steps How Notes

Step 1: Reconfirm client is 

enrolled in Medicaid

• eMEVS (electronic Medicaid Eligibility

Verification System)

• Check client’s NJ FamilyCare ID card

• Check client’s NJ FamilyCare account if 

they have one

• Check client’s mail from NJ Family Care

• Call REVS to verify enrollment: (1-800-676-

6562) and enter either the Medicaid ID number 

or the member’s date of birth and Social 

Security number

• eMEVS is currently only available to 

providers enrolled in Fee-for-Service and 

DMAHS will issue an announcement when 

eMEVS access is expanded

Step 2: Reconfirm client is 

currently enrolled in CSS or 

ICMS

• e-MEVS (will only

indicate CSS)

• Ask the client

• Ask the MCO

• These programs disqualify clients for pre-

tenancy and tenancy services

• You’re checking for duplicative services

Step 3: Complete the Level 

of Need Assessment form 

with the client

• Completed by case manager
• Identifies whether  client has a lower or 

higher level of need

Steps must be completed before the end of day 30



CONTINUING 31 – 180 DAYS AUTHORIZATION OR NECESSITY REVIEW CON’T

Steps How Notes

Step 4: Complete the Housing 

Stabilization Plan with the client
• Completed by case manager

• You must include at least 1 goal and  1 action for 

each of the 3 plan components: housing, health 

and income

• Client’s signature is needed

Step 5: Submit the Level of Need 

Assessment and Housing 

Stabilization forms to the client's 

MCO

• Submit via MCO portal, fax or 

phone

• Submit both forms before the initial 30 days of 

service ends

Step 6: Track progress of the MCO 

for auth approval (or denial)

• Monitor your email or portal for 

notification from the MCO

• MCO will determine eligibility of fully completed 

forms within 7 calendar days of submission. If 

MCO does not make a determination in this time, 

the MCO should automatically approve it.

Steps must be completed before the end of day 30



LEVEL OF NEED ASSESSMENT TOOL

Link to Level of Need Assessment Tool Form
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LEVEL OF NEED ASSESSMENT TOOL
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LEVEL OF NEED ASSESSMENT TOOL

Link to Level of Need Assessment Tool Form
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STABILIZATION PLAN

Link to Housing Stabilization Plan Form
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Link to Housing Stabilization Plan Form
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Link to Housing Stabilization Plan Form
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OBTAINING REAUTHORIZATION AT 181+ DAYS AUTHORIZATION OR UPDATED 
NECESSITY REVIEW

Providers follow the same steps for the Necessity Review 

(e.g., authorization for Days 31-180) but submit updated forms

Steps How Notes

Step 1: Reconfirm client is 

enrolled in Medicaid

• eMEVS (electronic Medicaid Eligibility

Verification System)

• Check client’s NJ FamilyCare ID card

• Check client’s NJ FamilyCare account if 

they have one

• Check client’s mail from NJ Family Care

• Call REVS to verify enrollment: (1-800-676-

6562) and enter either the Medicaid ID number 

or the member’s date of birth and Social 

Security number

• eMEVS is currently only available to 

providers enrolled in Fee-for-Service and 

DMAHS will issue an announcement when 

eMEVS access is expanded

Step 2: Reconfirm client is not

currently enrolled in CSS or 

ICMS

• e-MEVS (will only}

indicate CSS)

• Ask the client

• Ask the MCO

• These programs disqualify clients for pre-

tenancy and tenancy services

• You’re checking for duplicative services

Step 3: Update and 

complete the Level of 

Need Assessment form 

with the client

• Completed by case manager
• Identifies whether  client has a lower or higher

level of need



Steps How Notes

Step 4: Update and complete the 

Housing Stabilization Plan with the 

client
• Completed by case manager

• You must include at least 1 goal and 1 action for 

each of the 3 plan components: housing, health 

and income

• Client’s signature is needed

Step 5: Submit the updated Level of 

Need Assessment and Housing 

Stabilization forms to the client's
MCO

• Submit via MCO portal, fax or

phone

• Submit both forms before the client’s current

service period ends

Step 6: Track progress of the MCO 

for auth approval (or denial)

• Monitor your email or portal for 

notification from the MCO

• MCO will determine eligibility of fully completed 

forms within 7 calendar days of submission. If 

MCO does not make a determination in this time, 

the MCO should automatically approve it.

OBTAINING REAUTHORIZATION AT 181+ DAYS AUTHORIZATION OR UPDATED NECESSITY 
REVIEW CON’T



Alternate Scenarios: 
First 30 Days



INCOMPLETE INTAKE ASSESSMENT TOOL

• The Tool is incomplete if at least one question was not answered and/or
the member’s signature is missing.

• The MCO must contact the provider or the member at least 3 times 
within 5 business days to try and finish the form before they can deny 
the authorization.

• An incomplete Tool means the MCO could deny your first 30-day 
authorization request.

*So, after you submit the Tool, monitor your phone calls, email and MCO
portals for messages from the MCO.

The Intake Assessment Tool is incomplete



Questions to consider to figure this out:

Does your organization have client eligibility requirements in 
addition to the HSP client eligibility requirements?

For example, do you only work with  people who  are pregnant or who 
qualify for your housing vouchers?

Is your organization only going to provide HSP services to clients 
that meet your criteria or will you accept all clients who qualify 
for HSP?

How will you continually assess capacity and process new 
referrals?

How will your organization navigate HSP referrals 
who are not already your clients?

ACCEPTING OUTSIDE HSP REFERRALS



MCO REFERS CLIENT TO PROVIDER

• An MCO can send providers referrals in two ways: With  or without  the initial 
30-day authorization.

• If the MCO referral comes without the initial 30-day authorization :
• The provider determines if they have the capacity to accept the referral and lets the 

MCO know.
• If the provider accepts the referral, they need to meet wi th  the client and complete 

the first 30-day authorization process.

• If the MCO referral comes with the initial 30-day authorization :
• The provider determines if they have the capacity to accept the referral and lets the 

MCO know.
• The provider contacts the member and begin services.

• Note: For pre-tenancy and tenancy sustaining services, the date of first 30-day 
authorization is the date the provider has their first interaction wi th  the client (and 
records their first touchpoint).

The client is referred to you by an MCO - aka the 
person is not your existing client



AUTHORIZATION DENIED

These are the only reasons a provider will be denied: 

Incomplete Initial Assessment Tool form: At least one question is left 

unanswered and/or client’s signature is missing.

Ineligibility: The MCO determines the client is ineligible based on the 

information in the Initial Assessment Tool form.

Duplication of services: The MCO determines the member is receiving 

duplicative services (CSS or ICMS) or another member of the household is already 

receiving HSP pre-tenancy or tenancy sustaining services.

Reasons for denials in the first 30 days



Alternate Scenarios: 
31+ Days



Providers need to submit the Level of Need and Housing Stabilization 
forms before the current authorization period ends.

For example, if the client’s current authorization period ends June 15, you need to

submit the forms by June 14.

A “late” form means it was submitted at least one day after the current
authorization period ended (June 16 in the example above).

If the form is submitted 1 – 5 days late, providers get a grace period; the MCO must

accept and grant retroactive approval.

If the form is submitted 6+ days late, the MCO could deny your authorization 
request.

The provider submits the Level of Need and Housing 
Stabilization Plan forms late – aka after the current 
authorization period ends

SUBMITTING LEVEL OF NEED AND HOUSING STABILIZATION FORMS LATE



Member wants to change their provider 

Member changes their MCO

Member’s level of need changes

The type of HSP services a member needs changes

What  a provider needs to do to facilitate any of these changes is complete 
a Reauthorization (i.e. submit updated Level of Need and Housing 
Stabilization forms).

If approved, the MCO will authorize services for 180 days.

Types of Changes

MEMBER CHANGES



PROVIDER CHANGE

• Steps the new provider needs to take:
• The member must tell you they want  you to provide their services.

• Complete the Reauthorization with the member and submit to MCO.

• Note: The MCO verifies the member wants to switch by seeing the member’s 
signature on the Stabilization Plan or the MCO Housing Specialist talks to the 
member.

• What  about the original provider?
• If the MCO approves the new provider, the MCO notifies the original provider 

that  it approved a new provider. The original provider will submit a discharge 
form in HMIS.

• If the MCO denies the new provider, the MCO notifies the new provider and the 
member, and the original provider continues to provide services.

Note: The MCO will approve the change to start at the end of a 30 day 
cycle.

Member wants to change their provider



MCO CHANGE

Steps a provider needs to take:

• Call the HSP Housing Specialist at the member’s new MCO to inform

them you are providing the HSP services.

• If you are in-network with the new MCO, you can continue to provide
services.

• Complete and submit a new Necessity Review Service authorization.

• The new MCO must retroactively start authorization on the date the member 
enrolled with the new MCO. This means you can continue to provide and be paid 
for services you provided while you were submitting the new authorization.

• Example: Mr. Jones switched from Aetna to Fidelis on May 20. You have contracts 
with both MCOs. You submitted the new Necessity Review Service authorization on 
June 5. Fidelis approved your authorization, dated it May 20, and you can bill Fidelis 
for your services starting May 20.

Member changes their MCO



MCO CHANGE

• If you are out of network with the new MCO, you can continue to 
provide and be paid for services until the new MCO authorizes a new, 
in-network provider.

• You will complete a “single case agreement” with the new MCO.

• The new MCO may also require you to submit a new Necessity Review Service 
authorization.

• Example: Ms. Carter switched from Horizon to Wellpoint on January 5. You do not 
have a contract with Wellpoint. You complete the single case agreement process with 
Wellpoint and submit a new Necessity Review Service authorization on January 12. 
Wellpoint approved your authorization and dated it January 5. Wellpoint notifies you 
that  on February 20 a new provider will take over with Ms. Carter. You can bill 
Wellpoint for your services from January  12 to February 19.

Member changes their MCO con’t



NEED CHANGES

• This means a member started services with a low level of need, and her 
circumstances changed over time, and she developed a high level of 
need (or vice versa).

• Steps a provider needs to take:

• Complete and submit a new Necessity Review Service authorization that  includes 
relevant information about the change in level of need.

• If approved, authorization for the new level of need starts when  the current 30-
day billing period ends.

• If denied, the previous authorization will remain as is.

Member’s Level of Need Changes



SERVICE CHANGE

• For example: You’ve been assisting Ms. Scott to find a place to live (pre-
 tenancy services), and she has successfully moved into a new 
apartment, and now you want  to start providing financial literacy 
skills, connecting her to social services and more (tenancy sustaining 
services).

• Steps a provider needs to take:
• Complete and submit a new Necessity Review Service authorization that  includes 

relevant information about the change in level of need.

• If approved, authorization for the new level of need starts when  the current 30-
day billing period ends.

• If denied, the previous authorization will remain as is.

Member Requires a Change in Services



DENIALS

These are the only reasons a provider will be denied:

Incomplete Level of Need form or Housing Stabilization Plan: At least one

question is left unanswered and/or client’s signature is missing.

Ineligibility: The MCO determines the client is ineligible based on the 

information in the forms listed above.

Duplication of services: The MCO determines the member is receiving 

duplicative services (CSS or ICMS) or another member of the household is already 

receiving HSP pre-tenancy or tenancy sustaining services.

Reasons for denials in 31+ days



AUTHORIZATION HELP

When you need help or have questions about the 
authorization process, call the MCO Housing Specialist!

The Housing Specialist interacts with members and providers on pre-
tenancy and tenancy sustaining services.

The Housing Specialist is responsible for:
Follow up on program referrals

Ensure timely delivery of services
Monitor member services
Support providers and build meaningful relationships with the provider community
Provide a warm handoff to members at the end of program services

Please see “MCO Staff Contact List” 

https://camdenhealth.org/work/nj-familycare-housing-supports-program/
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