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Katie Quimby: Welcome everyone. This is Katie Quimby. On behalf of the New York State Family Planning 
TrainingCenter, I'd like to welcome you all today to today's interactive webinar on Re-imagining Outreach
Strategies. I'm joined today on video by my training center colleagues, Caitlin Hungate, Meg Sheahan,
Lisa Schamus, Jennifer Kawatu and Rachel Turk. I love to see others joining by video as well. So if you are
able to join by video, please turn on your video and join us. This webinar is part one of our four-part
Adapting to COVID Webinars Series. Today, we'll hear from two family planning program providers,
Finger Lakes Community Health and Planned Parenthood of Greater New York, who will share their
experiences. And then we'll break into small groups to have more discussion about the strategies you
are using and the questions you have for your peers. Before we begin, I have just a couple brief
announcements. First, everyone is muted today to reduce background noise. When we break out into small 
groups, youcan unmute yourself by clicking the microphone button on the bottom left of your screen, but 
please remain on mute until we get to that point. We are recording today's webinar and the slides and
recording will be posted to our website, nysfptraining.org within the next few days. We will have some
time for questions today. So please feel free to chat in your questions at any time. You can find the chat
pod by hovering over your webinar screen. A panel of options will come up at the bottom of the screen
and from that panel you can click the chat bubble. If you don't see the chat bubble, click the three dots
where it says more then you'll see the chat as an option where you can click. When you try to respond
please be sure to click send to everyone before typing in your response.In addition to the questions you've 
sent us in today, we did receive a number of questions during the registration, and we will try to get to as 
many of those as possible. I would now like to turn it over to my training center colleague, Caitlin Hungate, 
who will be one of our moderators for today's webinar. She will introduce the topic and our panelists, Caitlin.



Caitlin Hungate: Thanks Katie. Hi everyone. This is our first virtual session in our series on Adapting to 
COVID-19 and today's session as Katie mentioned is focused on re-imagining outreach. As I said, my name is 
Caitlin Hungate. I am a training and technical assistance provider within New York State Family Planning
Training Center as well as the Family Planning National Training Center. And I look forward to being with
you all in community today and learning from our peers and everyone on this call today, and so grateful
for your time. And I'd like to turn it over to Meg to introduce herself.

Meg Sheahan: Good afternoon, everybody. My name is Meg Sheahan and I am a certified nurse midwife. I've 
been providing clinical, sexual and reproductive health services and family planning services for over a
decade. I also direct the Title X family planning program in the US Virgin Islands at our department of
health. And I've also been a lead on our COVID response team down here in the Virgin Islands. So I've
been very much involved in adapting all of our family planning activities and larger department activities
to the COVID context. I work as a consultant and a technical advisor for JSI and I am working to support
the family planning network throughout the United States. And I am very happy to be with you all today.
Thank you for joining us.



Meg Sheahan: We hope at the end of our conversation today that you will be able to describe two ways that
family planning outreach can be provided differently during the COVID-19 public health emergency.
Identify one challenge related to virtual outreach and one strategy for overcoming this challenge,
describe a few strategies that family planning programs can use to ensure that outreach is inclusive and
also to identify one new outreach strategy described by a peer that could be implemented in New York
Family Planning Program.

Caitlin Hungate: Thanks Meg. And so when we talk about re-imagining outreach COVID-19 is without a 
doubt a collective trauma and a challenge that we will give space to in our December session. New York and 
so many communities across this country are grappling with the health and economic impacts due to this
pandemic. COVID-19 has forced family planning providers to adapt and we hear such phrases as the new
normal. When thinking about conducting outreach for family planning services, this challenge presents
an opportunity. One that's born out of necessity to think outside of the box and creatively find ways to
support our community and clients. Re-imagining outreach includes finding new ways to connect with
clients and partners such as participating in COVID response activities from mass collections to testing
sites and to so much more. Family planning providers are stepping up and being present and offering
support in ways that are big and small. We also think about physically distant activities, such as virtual 
events like Zoom events or resuming outreach via print, radio, and other avenues. Perhaps your agency is 
starting to consider what in-person events look like. Can you do a socially distance mask wearing meetup 
outside, will community members want to come, or will they fear coming? What are the implications of 
those in-person events? Another shift that many are thinking about is the quality of the outreach versus the 
quantity. In a virtual event if you have smaller number of people joining, but you are truly able to listen and 
respond and meet the needs of your community partners or potential clients, does that matter more? Is 
there a shift in thinking in your agency or in your team? And lastly, as a result of COVID-19, perhaps your 
organization are networking and collaborating with new partners as communities have mobilized and 
continue to mobilize to meet the needs of community. We're going to hear from two family planning 
providers agencies today and learn how they re-imagined and continue to reimagine their outreach 
programs. Meg, I'll turn it back to you.



Meg Sheahan: So we've done some brainstorming and we've talked with others and we have also drawn from 
our own experiences to come up with some ideas about what physically distance outreach activities could be or
could look like. And some of our activities that we've come up with include things like establishing and
maintaining an effective social media presence through things like Facebook ads and using Facebook live
to have a conversation with an expert. Also using social media platforms that we're familiar with like
Instagram, Twitter or TikTok. We can also add widgets to our partner websites. Now this one was new
for me because I am not a tech person. So for any of you who may be as un-techie as I am, a widget is
one of these small buttons that you often see on a partner website or a website that's outside of your
own that does one specific discreet thing for example, advertise a calendar of events of your outreach of
events. We can also offer things like virtual office hours with our clients. We can host webinars. We can use
local radio, TV and print media, and we can use mobile devices or mHealth strategies, like sending text
messages to remind clients of appointments or to provide information or update them on how your
services are evolving. And so with all of this internetting going on, we would like to draw your attention
to one resource. It's the website audit form at the bottom of this slide, and you can access it through the
link when you get the slides. This forum can help you examine and possibly improve your own website
with the patient's experience in mind. 



Caitlin Hungate: Thanks Meg. We want to hear from you all in the chat. So one of the things that as Meg and 
I, and in talking with the Finger Lakes Community Health and Planned Parenthood of Greater New York is 
really considering building inclusive outreach and how do we do that amid a pandemic and COVID-19. And so 
we want to hear from you, how do you build inclusive outreach programs? What principles of inclusive 
outreach do you integrate into your planning and how does this look like right now with COVID-19? So please 
take a minute and weigh in on the chat. We'd love to hear from you and hear what you and your colleagues 
are doing and integrating and ensuring your outreach is inclusive.

Meg Sheahan: We'll move on as your ideas roll in, please feel free to chat them into the box, ways, ideas, 
thoughts that you have about how we can make our inclusive services more available.

Caitlin Hungate: Thanks Laura. Laura chatted in using videos to advertise telehealth services. Fantastic. And 
Laura, perhaps you can add more in the chat, if is it in multiple languages? How do you advertise, can you tell 
us a little bit more about that.

Meg Sheahan: We'd also be curious where these videos could be played.

Caitlin Hungate: Absolutely. Thanks so much, Laura, for adding more context to what you and your colleagues 
are doing at Green County.

Meg Sheahan: Yep. We see that you're using your telehealth videos and about telehealth services, direct PV 
in English.

Caitlin Hungate: Caitlin, thank you. This is a wonderful point of listening and that the needs of communities 
are dynamically shifting and it is important to understand what community members would like to hear at this 
time. Absolutely. Thank you so much. That's an essential element of building an inclusive outreach program. 
Anyone else want to weigh in on the chat of how you and your colleagues... Radio PSA's fantastic. Thanks Ken.

Meg Sheahan: Yep. Here in the Virgin Islands, we have also kind of circled back to old school and we use radio 
and print in ways that in the age of the internet, we had sort of let go up for a little while. So that's great. 
Increase allyship to broaden the scope of community messaging across different organizations. So true. One 
thing that certainly we have learned in our work is that many of our partner organizations, we serve the same 
clients. And so if we can expand our message across those organizations, we can really reach a lot of people.

Caitlin Hungate: Absolutely. And it looks like Sherry also weighed in and Nicole, thank you so much and Meg 
perhaps you can dive into some more other considerations of inclusive outreach.



Meg Sheahan: Absolutely. So I think we're all really starting to learn more and more through the ongoing 
conversations that are unfolding in the United States and around the world right now that there are a lot of 
disparities that we need to tackle right now through our work. Disparities in internet access and technology
literacy, what's becoming known as the digital divide, language proficiency and the different ways that
communities access information. These considerations present challenges that affect how we deliver
and how people access outreach. Systemic health and social inequities have put many people from
underrepresented and historically marginalized communities at increased risk of getting sick and dying
from COVID-19. These and other socioeconomic factors underscore the criticality of designing outreach
programs that can reach members of our communities who may be at most risk for not being able to
sufficiently access information and services. As our conversation unfolds today and in our upcoming
sessions, we'd like to shine a light specifically on how we can proactively, strategically design and
implement inclusive and equitable family planning services.

Caitlin Hungate: Wonderful. And thank you everyone so much for continuing. I put this in the chat, but 
thank you so much for continuing to share how you and your colleagues are ensuring your outreach 
programs are inclusive. And at this time we want to open it up to hear from your peers on the line. We are 
so grateful to be joined by Olivia Catalano, Reproductive Health Program Manager at Finger Lakes 
Community Health, and a group from Planned Parenthood of Greater New York, Laura Gallery, Rachel 
Mercey and Cassandra VanNostrand. So we're so grateful to hear from you all and to give you more time, 
we're just going to dive into some questions for you for both of your organizations, how you've reimagined 
outreach in this time of a collective trauma in pandemic. So we'll start with Olivia. Olivia, can you briefly 
describe what your activities pre COVID-19 looked like? 

Olivia Catalano: Yeah. So pre COVID-19 we had our community engagement plan and we had all of these 
identified groups that we wanted to work with and how we were going to work with them. And luckily our 
program is about 47 years old. So we had a lot of really strong established partnerships in each one of 
these areas. We were doing some education that was in-person in our communities and after-school 
groups, in drug rehab groups, in our local jails, face to face. We were able to pass out materials, allow 
people to physically touch contraceptive methods or little STD plush dolls, and tabling. We did on campus 
outreach. We did a lot of media partnerships, so we already had a newsletter going and we've continued 
that. We also do social media channels. So we have a Twitter and a Facebook for our organization. We do 
radio interviews, newspaper articles, and public service announcements. And in addition to that, our team 
was also doing in-person education with patients that came into the health center when we weren't 
working on all that other stuff.



It's okay to use these platforms, but again, we want to really try to use as much security as we can, of course, 
to protect that confidential information. So what about HIPAA during this COVID emergency in regards to 
telehealth? The Office of Civil Rights, or OCR, at health and Human services is responsible for enforcing certain 
regulations issued under HIPAA to protect the privacy and security of protected health information. 

Caitlin Hungate: A very busy plan.

Olivia Catalano: Yeah.

Caitlin Hungate: About the team at Planned Parenthood, what did your outreach activities look like pre 
COVID-19?

Cassandra Nostrand: Hi. So pre-COVID-19, we were all pretty busy. I personally was doing in-person 
education at a number of different community-based organizations. We were tabling at large inner agency 
events at college campuses, health fairs, community events, such as festivals or street fairs, really large 
getting our names out there and just able to reach a lot of people through that.

Meg Sheahan: Good doing. Thank you. Yeah, you all sound very busy. And so with all of this busy-ness I'm 
actually curious about how your activities were impacted by COVID 19, for example, were you diverted from 
the time that you were able to spend in your family planning activities into help with testing or other
aspects of the response or were staff furloughed or maybe even laid off? Or for example, did you have
staff who may have been at high risk for having poor outcomes if they did get COVID? So they had to
pull back from in-person contacts and activities.

Olivia Catalano: So for Finger Lakes Community Health, unfortunately our education team was furloughed. So 
it was just me left. And that was a lot to take on as one person with nine locations and still wanted to try to 
make sure that we're meeting all of our goals. To that same piece, a lot of our programs that we had already
set up really just said, we're on pause for an indefinite amount of time. So the programs didn't happen
in person. So it was a lot easier to make them happen virtually for those who did keep them. We found
that the ones that happened virtually, you got a lot more authentic engagement in and people who
wanted to be there were the ones who were showing up. Our campus education, so we have a family
planning health center on a college campus that is still closed at this time. Even though the campus is open, 
the campus has decided that they're not going to do that at this time period. We started providing some of 
our services virtually. So our education, we moved to a virtual platform professional for youth, for adults. We 
now mail condom packages or safe sex kits in the mail. We had a lot of our partners that shifted focus too. So 
people who we were already working with were saying we can't do that preventative stuff right now, we need 
to focus on this pandemic that we're in. And there's nothing else that we can do during this time period. So 
we started helping with testing events, our agency, because we're a federally qualified health center, very 
quickly had to modify and make sure that we could assist public health with their testing events. So our 
providers would do that and then our staff would help with registration or processing of labs or things like 
that. So any way that we could be utilized, we very often use in our agency other duties as defined in our job 
description and I can't wait to come back obviously. 

Rachel Mercey: I would agree with Olivia, when COVID hit and things started to shut down, we are a very 
large organization with so many different departments and moving pieces, and we did suffer reduced hours
and furloughs for some staff. And so while we are large, we were not excluded from this. And it was
really difficult at first because it was almost like a stall. But we still have a responsibility to the
community. So very quickly as Olivia had mentioned, we started thinking, okay, what else can we do
instead? So the other problem we had was a lot of the organizations we partner with on a regular basis,
they were closed. Some of their staff was reduced significantly. So it was all about trying to maintain those 
relationships in different ways than we were accustomed to before. No longer going out with the tabling 
because not only were obviously staff safety is a concern. So being careful about people going out but also 
those agencies were not having events and not having people in for education and training and outreach. 



So really looking at what does this look like now? And we've done a lot of similar things that Olivia had 
mentioned, started doing different sort of partnering activities. And really during that time trying to stay in 
touch with those agencies and looking at it as a way of not what the community can do to help Planned 
Parenthood. We're not thinking that way anymore. We're thinking what can Planned Parenthood do to help 
the community and what are the needs here and how can we meet them that maybe is different than we have 
done before. 

Caitlin Hungate: Thank you both so much. And we'll start maybe this time with the Planned Parenthood team 
on the next question. How does your outreach activity look different now? Like we're nearly at the end of
September into October, how does it look differently now compared to March and what virtual or other
re-imagined outreach activities have you done?

Cassandra Nostrand: So March was definitely an adjustment period for us. Outreach work really stalled for a 
bit. Obviously we were in shutdowns, couldn't really do typical outreach, but like Rachel had mentioned, we 
realized we still have a responsibility to our communities and making sure we're getting our information out 
there. So multiple teams within our organization came together. We began to bring online programming 
where needed, virtual trivia, such as Jeopardy's and even live panels and trainings that a bunch of people
throughout our organization were able to facilitate. And it was for not only people within Planned Parenthood 
of Greater New York, but also our communities at large as well.

Caitlin Hungate: Great, thanks so much, Olivia.

Olivia Catalano: So I would echo a lot of what Cassandra just said in terms of similarities and how we're trying 
to reach out some examples of how we're trying to mix this like virtual/ in-person education while keeping 
staff safe is we've done some socially distance luncheon/table events recently. And our education team did
go on campus to one of our colleges and did a socially distance bingo, where students were able to log
into a virtual platform and we had a bingo game set up and then they could open their windows and
they could hear the questions being asked. And then our education team was able to see the answers
that all the students had for their bingo cards. So when they said, bingo, they just had to give them some
information and we could go look at their card and say, yes, you have it, or no, you don't. So just trying to use 
any virtual platforms that are out there, figure out how we can serve the community just like Rachel said, what 
are the ways that we can help them give what they need? We've changed a lot of our education in some 
context. So one of the projects we worked on over this summer was around Human papillomavirus and we 
actually ended up recording videos, standardized videos in multiple languages and then writing them in a 
cultural competency, health literacy way so that we can give them to patients on site to talk about the 
increase of oral cancer related to HPV and how important that preventative health vaccine is. So we're just 
trying to keep our ear to the ground and listen as things come up and say, what can we do and how can we 
make sure that people are aware that this other thing is equally as important?

Meg Sheahan: That's incredible. It sounds like both agencies have done an amazing job at pivoting and 
standing up some really innovative activities with not a lot of time. That is good. Good. Well, another question 
that I have that I've been curious about is what strategies did or does your agency need to incorporate to
ensure that your outreach activities are inclusive and equitable?

Laura Gallery: So one thing that we had converted to pretty quickly from a service perspective was telehealth 
and something that we didn't necessarily expect was in our outreach and getting our messaging out that
people might not know what telehealth meant or how to access that. So we would have people showing
up at the health center, thinking they were coming there for a virtual visit, not realizing it was from
home. We also pretty quickly realized a lot of our clients health, especially since we serve such a huge
area is not English speaking. 



So not only did we have to figure out how to provide that service over telehealth in other languages, we 
could get a translation service, et cetera, but being able to get that messaging out to our clients and to other 
agencies in a way that they were able to understand what is telehealth and also just the fact that it even 
exists, that we're not closed. You could still get services through us. So trying to figure out ways to make that 
culturally appropriate and culturally understandable was something that we are still quite frankly within on.

Olivia Catalano: So I would echo that telehealth was such a big piece for us. We were doing this before, but I 
know that at least in our family planning reporting the number of telehealth visits really increased because 
patients were concerned about safety. We had to do some education with our patient population that it was 
still safe to continue your contraceptive method, that you should definitely be using that if you're sexually
active. And in fact, we're starting to see a little bit of a rise in STDs in our areas because people stopped
accessing them during the early days of the pandemic, I should say. We also for our education team do
something called Adolescent Health Conference once a year. And we historically have this really great
turnout and we do charge a fee for that. And this is a professional based conference, when we were planning 
that this year, we were trying to figure out how do we allow people whose budgets have been
cut to come to this? How do we allow them to feel safe attending this? So we had to figure out pricing and 
safety online and engaging format and our education team when we're doing what we call pre-visit planning, 
which is where we basically look at patients who are coming in for certain services and talk to them before 
their appointment each day, we are seeing so many more things come up related to social determinants of 
health, transportation, lack of housing, lack of food, lost my job. Domestic violence is really high coercion 
we're having problems with in some of these areas. So just talking to our patients and letting them know that 
we're here for them, finding out if it's a safe place for them to even be talking in the first place, letting them 
know the importance of continuing things like their hormone therapy or their prep and trying to engage 
them when people are really still focused on this public health crisis.

Caitlin Hungate: Thank you both. And maybe we'll turn right back to Olivia this time for this question. Sorry, 
what is your current outreach message or messages and for clients and community partners, and how has 
this evolved since March or maybe even pre-COVID? Can you tell a little bit about your outreach messaging
to potential clients and community partners?

Olivia Catalano: So often it's what services are we provided, how can you access services, ways that we 
provide care. So, like Laura just mentioned, you have in-person, you have telehealth and then we also can do 
phone visits. And we also do something called in camp where we take services directly to our clients in 
certain populations. And what are we able to provide during each one of those visits? Obviously, you couldn't
do a physical assessment or per se a depo injection on a virtual or a phone visit, but maybe we can call
that prescription into the pharmacy. So describing what that care looks like to a patient. And in terms of our 
education program and partnerships out in the community, it's really talking about our program is adapting. 
Our program is flexible as it always has been to meet your needs. And if you want in-person, we want to talk 
about your safety, our staff safety, as well as what the needs are for that group. And what is the topics that 
we're trying to cover, how can we tie these topics into what's relevant and going on so that it's not 
something people just glaze over.

Caitlin Hungate: Thanks Olivia. How about Rachel? I think you went to unmute your line, please.

Rachel Mercey: Yeah. So again, sort of echoing a lot of what Olivia said, our message at Planned Parenthood 
has always been care no matter what. So really sticking to that, it hasn't changed for us. It's really just saying 
that care no matter what means, no matter what, even despite COVID, we will adapt, we will be there. And 
really getting that message out. Talking about, as Laura had mentioned, getting our telehealth visits out 
there, telephonic options. We always offer options at Planned Parenthood regardless. So really just



educating the community as much as we can on that. That our services they might look a little different
depending on what's going on with COVID, but they have not changed. And really, really communicating that to 
people as much as we can. Also being out in the community whenever we can and getting that message to our 
community partners, because we may not be in a position to reach that patient for some reason, but they may 
be going to one of our community partners for help. So really staying in touch with local agencies to let them 
know, hey, what's going on right now with our offices? What services are we providing? And we tried and true 
through entire COVID offering services and getting people the care that they needed again, no matter what. 

Meg Sheahan: That's wonderful. I think what you're all describing ties in very well with our upcoming sessions 
on telehealth and providing in-person services. So it's really awesome to hear how you all have been
navigating these shifting sands sort of in real time. Thank you. So along the way with all of this I'd like to
hear more about the challenges that you've encountered, stumbling blocks, frustrations, realities and
maybe about some lessons learned.

Laura Gallery: So I am going to, again, echo Olivia and Rachel, both what we said for the previous question, one 
hand getting the information out to patients and making sure that they know that we're still here, but also
conveying how telehealth works. A lot of people don't realize they're like, although I need an annual
exam, I can do that over telehealth, but realizing that we can meet their needs and what that might look
like though, it's different than maybe what they would expect or what they're used to, that they can still
access the care. So not just looking at the word out, but getting people to understand it.
We've learned along the way just using the terminology of telehealth confuse some people and virtual
confuse people. So we kind of had to say like change it from like in-person versus phone or using an app.
And that made a little more sense to some people. So they would have a better idea that you're not
going to show up at the health center and use a computer here, you can use it right from your phone
right at home. It's going to be the same provider. They'll see you. It's someone that you probably know
that you've seen before. So being able to convey that just in general and then adding in all of the other stuff 
such as language barriers, such as access to even having a smartphone at home to use and navigating that and 
getting that message out that if you don't have this at home or you're not sure, you don't understand, you can
still come here, but there's going to be things you need to take into consideration, could keep us safe
what is it that you need? And just getting that comprehension or understanding through to patients
more than beyond just like the words are out there and the information is out there, but bringing it to
fruition, I guess.

Olivia Catalano: So in echoing the earlier piece that we brought up about staff furlough, it was not just my IT 
team that was furloughed. So there were other people within our support services department that were cut in
trying to figure out how we were going to continue to provide the same level of services to patients,
right? And figuring out what the focus was, right? Because earlier in COVID, it was just COVID and
nobody wanted to talk about anything else. And I was just kind of over here like, "Hey, let's talk about
STDs and birth control." And people were like, "No, COVID." And I'm like, "But STDs and birth control."
So making sure that you have equal time at the table, patient priorities, whether they didn't want to
come in for the preventative health things, they were concerned about safety. They were concerned
about housing. They didn't want to deal with those other pieces. One of the more challenging things that I 
personally experienced in addition to all of that, I did deal with the Zoom bomb really early on in all of this. And 
that was a really awful horrible experience that I hope no one else dealt with, but things that you're not 
prepared for, we were very familiar with using the Zoom platform. We were trying to make sure that everyone 
had equal access to this platform. And then some really horrible thing happened. So that's tough and you learn 
from it and you pivot, but it's tough.

Meg Sheahan: Yeah, absolutely. Yeah, absolutely. As everyone is going through so much stress and trauma and
adaptation to have to deal with that new nefarious way of exploiting our vulnerabilities right now is
incredible and horrible. Thank you for sharing that.



Caitlin Hungate: Absolutely. And maybe Olivia, we'll start with you again. Maybe we can think about some 
things that have gone really well. So can you talk about what outreach activities either virtually or in person, 
that bingo that you just described sounded like such a degree successful strategy. Can you talk about some
things that worked well for you and your team?

Olivia Catalano: So we really had to, especially early on in April and May, adapt to creating an online program 
that didn't even exist in the first place. So we took a lot of our in-person education and we had to figure out 
how to make it interactive. And luckily we were able to get feedback and the groups that we work with 
multiple days, the students would come or the group would come and they would tell us, this is what we like, 
this is what we didn't like. So we were able to quickly build and adapt to this program to be really
interactive. And now the people who are attending the programs love it. We get a lot of feedback.
We've purchased some new platforms to really be able to engage at a higher level because as I'm sure
everyone who has been in a Zoom meeting, reading 40 Zoom answers that come in and trying to figure
out which one was the first one was really difficult, especially with limited staff being available. The social 
media presence that we've had, I've seen growing during this time period, we are an FQHC, so we are not all 
across New York city, we have just located in the Finger Lakes region, getting people to really engage with 
sexual health education. We did that by using messages that they appreciated. So we had a graphic that we 
designed that said STIs don't believe in social distancing. So make sure you can protect yourself. And that's 
how we advertise our safe sex kits. The word of mouth with our pre-visit education, that was going really well 
because we've been able to reach more patients. If we're not physically in the health center, we can reach 
anybody coming in that day. We can call them, we can make sure it's a safe place for them to talk. We also are 
able, like I mentioned, we find out that they have transportation issues that they just lost their insurance and 
they weren't going to come in anymore. And then we're able to tell them about all of the additional supportive 
things that our health center can offer them so that they can continue to access their care. And just listening to 
patients and the stress that's relieved from them during these conversations is so key. We've had conversations 
with patients across the board who are pregnancy planning, who are trying to figure out whether herpes is a 
keepable STD or something that you get rid of and doing partner education. And we're very glad that we didn't
just say, "Hey, this isn't happening anymore." We were able to adapt and find ways that were relatively
low cost in order to do that. And we continue to do that in our partnership with like the colleges, for
example, because colleges is a really big target demographic for us. They want to have interactive
programming. And most of them are doing online classes too. So they tell us something works with their
population. So we'll look into it as well.

Caitlin Hungate: Thanks, Olivia, how about the team at Planned Parenthood?

Cassandra Nostrand: Right. So we definitely learned to be more flexible and we began offering programs at 
different times of the day. We also made safety kits for tabling events that we're at now. So they have masks, 
hand sanitizer, center information, information on our services, especially on our LGBTQ services and our
insurance enrollment like the family planning benefit program. We make sure that our outreach is
socially distanced and just make sure that we're able to see these people face to face, make sure that
we're giving them the information that they need, but also for the virtual space, making sure it's
interactive and fun. A lot of people I've found they don't want to log on to a Zoom meeting and just have 
somebody talk at them. It's not fun. It's not enjoyable. And it's happening for a lot of people, especially as they 
work from home. So by doing more interactive and fun things such as panels or trivias, we're able to get people
talking. We're able to get them asking questions and really able to connect with them that way while
making it seem like it doesn't feel like a typical learning space, but they are learning. So we just want to
make sure that we're there and we're just meeting them where they're at.

Caitlin Hungate:
That's great. And maybe we'll go back to Planned Parenthood and perhaps if there's strategies you've
abandoned because they weren't working well or some activity that wasn't working well.



Cassandra Nostrand: So for in-person definitely have abandoned, just laying things out on our table, like for 
tabling events. So making sure that things are packaged, spread apart that people can just grab. So that's been 
something that we've had to abandon because it's not working well, stereotypical education with just a 
PowerPoint, we will do, but not as often because I've personally found a lot of people just kind of check
out and also abandoned this idea of it needs to reach a certain amount of time for workshops. So for
me, typically workshops would be an hour, but in this new space, people aren't going to stay focused for
an hour. So shortening, making sure we're getting the information out there, but not jeopardizing other
people's time and making sure that it's concise enough where they can get the information and
understand it.

Caitlin Hungate: Thanks so much. Olivia, how about you? Any thoughts on strategies maybe your team 
abandoned because they weren't working well?

Olivia Catalano: So pretty much I would echo what was just said. And additionally, it doesn't need to be a 
regular education. So at first we were like, how do we continue to provide this education out in the 
community? And we hosted a really successful weekly online series and then summer hit and people were 
like, "No bye. I'm going to go outside." So we stopped providing those educational services weekly online as
attendance decreased, as participation decreased when the summer months started.

Meg Sheahan: That is great. It sounds to me like you all are touching on something that I was curious about 
too, which is how have your ideas about what makes outreach meaningful evolved? Like in the past maybe we 
said, wow, outreach was a success because I gave out a thousand condoms or because I spent an hour with
these people, but now in the different environment, in this different context, success looks different. So
I was wondering if you can speak to that a little bit

Rachel Mercey: Yes, absolutely. So as outreach staff, a lot of times you're driven by numbers, numbers, 
numbers, numbers but now we're in times when mass gatherings are not at all acceptable. So we're not
necessarily going to those places where we'd get hundreds and hundreds of people. It's really moving
more from a quality versus quantity situation. So now it's definitely more about the quality. What was
that interaction? It's great to be able to be at a table in an event with hundreds of people but what
about the quality of that, did you actually connect with anyone? Did you provide information that was
actually going to help this person? So really looking at it as a way of almost storytelling rather than
numbers has really been a big difference. And I just wanted to mention also that for the people listening 
today, you're hearing us a lot say that we're going to echo what each other are saying. And I just think that 
that is really important to bring up because while it might sound like, they're just going to say the same thing 
that someone else said, before this, we have not spoken to Olivia about their outreach and their adaptations 
to COVID and it's fascinating to me how, let's not forget we are all in the same circumstance. We are all 
dealing with COVID personally and professionally. We're all having the same obstacles. We're all having 
different successes. And it's very important for us all to remain connected. And we're going to share our 
contact information at the end so that we can all be in touch because it's just really important to remember 
that we're all going through this and that's why we keep echoing each other's sentiments. So let's not forget 
that we're all going through this together. And it's really important for us as people who all work with similar 
populations to kind of band together and be able to remember that we are still working, we are still here and 
we want to get that out to the community.

Olivia Catalano: I think that was really well said. We think about all of these things and ours was a lot focused 
on the numbers too, right? How many people did you work with? How many people did you take your
information? And now we're finding being able to be removed from the physical in-person and talk to
patients in a way that they're comfortable in their home, whether it's on a video visit or on the phone,
they're longer visits, you're getting more information, you're getting better information. Clients take the



time to talk with you and you're not rushed, right? Because the provider might walk in at any point when 
we're in-person versus now I'm talking to them maybe an hour before their scheduled appointment, and we 
have more time to discuss what the patient needs to discuss. So it's a really nice piece to be able to have that 
and know that your client is benefiting or your potential client is getting better information because you're 
not rushed or you have multiple people waiting behind them at an event. 

Caitlin Hungate: Thank you both. The other thing that kind of comes to mind for me is just the power in 
giving space to each other today. And through this virtual series, just Olivia in the same way you were talking 
about being able to hear from the clients and really understand their needs and give them time. And I think
that time and space for each other today is so important amid all of the challenges Rachel, as you said,
the personal and professional challenges with COVID-19. So I just want to honor that in this community,
in this space today as well. So thank you everyone again for joining. I want to add to the concept of
success and just wondering if either of you have any sort of experience or anecdote or story that really
demonstrates the impact of your outreach activism ways that were meaningful or really touched you or
touched your program, or just really made an impact in your community or with your potential clients.
So how about we start with Olivia?

Olivia Catalano: I got on mute there. So it's funny. This is like a funny but sad story, shall we say. We have, as 
I mentioned, a college campus that we have a family planning health center on and pre COVID we were
doing in-person services there. Luckily we have another location about five to 10 miles from that college
campus and a bus that brings students directly to us. So services were uninterrupted, they could still
access them. But one thing that we saw was we had this connections with the college students and we
tell them about the importance of our services. And we had a college student early in the pandemic
before graduation, so late April or early May that was diagnosed with HIV. And he said, "There's no way
that I have HIV. That's not true." His rapid test came back positive and we were like, "Well, we're going
to do the blood draw to confirm. And then we'll find out more information and come back and we'll
discuss treatment options on what we find." And then he didn't show up for the appointment. And then our 
education team got involved again. And we reached out to him and he was like, "No, I don't have HIV. That's 
not a thing for me. I used to be a really high risk person, but now I'm not high risk and I've cleaned up my act. 
There's just no way." So a lot of that disbelief was going on. So we had some education with him and 
encouraged him to come back in and we were able to get him started on medication. And then it was kind of 
how can we transfer his care because he was moving back out of state after graduation. So we had to 
coordinate transfer care, then his insurance dropped in the middle of it. But I think about that and I'm like, if 
we didn't have that established partnership, if we didn't have the relationship with the campus, if he didn't 
know about our services off campus, so many things could have happened negatively. And if our medical 
team didn't work with our education team in that partnership, disruption occurred in so many ways for this 
patient. So I always go back to thinking about him and how glad that I am that we were here and able to 
work as a team to make sure he got what he needed in the end. I don't remember why I thought that was 
relevant, but that's what came up for me.

Caitlin Hungate: No, that's a beautiful anecdote and story of the impact of the work you and Planned 
Parenthood and every other family planning providing organization on this call does in the impact of your 
care. So thank you, Olivia. How about Planned Parenthood?

Cassandra Nostrand: So we've really been able to make new connections with both organizations and also 
our communities. We've been able to partner with organizations that we necessarily wouldn't have in the 
past, because like Rachel mentioned earlier, we stopped looking at it as what ways can the community help 
us, but how can we help the communities. Where we're located there's a lot of food insecurity here right 
now. And a really big thing that we've been doing are food drops. So food drops aren't typical set up a table
and talk face to face, it's people driving through and you're packing their cars, but we're able to get our



information out there. We're able to say a quick hello and that's been really helpful. Another really
meaningful thing we've done is one of our local police departments started a neighborhood engagement
unit or the most marginalized and at risk communities within that city. And they did one last month and 
they're doing another one this month, where community based organizations are partnering. We had about, I 
think, 10 of them. And we basically just hit the streets. We saw people, we spoke to people, we met them 
where they were at. And a lot of people mentioned that they wouldn't have normally sought out our services. 
They wouldn't have sought out our tables, but because we were coming to them, they were able to get that 
information. They were able to find a way to get education, make an appointment. And so that's just been 
really meaningful to us to be able to meet people where they are, understand that this isn't necessarily the 
most important thing to them right now, it's not on the forefront of their minds right now. Everybody thinks 
COVID, COVID, COVID, but we also want people to make sure that they're taking their health as a priority away 
from COVID and making sure that they're getting those appointments and getting that help that they may 
need.

Meg Sheahan: Cassandra, did you read my mind about the next question that I wanted to ask you all? I did 
want to hear more about any new partnerships that you all may have established or are working on as a result 
of this new way of working.

Olivia Catalano: So we have a little bit of twofold answer for that, right? So we have some established 
partnerships of people who sat on committees and we worked with kind of in this distant way. And then like 
us, their programs moved online and we were able to increase the services that we offered. So March of Dimes
has a pregnancy support group. We started working with them, talking about breastfeeding and contraception 
and doing education with that group and talking about relationships. We expanded our relationship with the 
American Cancer Society, building a HPV program to talk about that rise in oral cancer, but that's a dental 
focused program. So as an FQHC, we do dental services too. So this is a nice way for our education department 
and our dental department to work together. And then of course, loop in the medical piece as well. We have a 
lot of food pantries in the area. And as many people know food was a huge problem during the early days and 
still continues to be. So we had pop-up food pantries that started that we were able to partner with to get our 
information out there. And we built some brand new relationships that didn't exist before this with American 
Sign Language groups. And we were able to provide education virtually with their groups on a variety of topics 
for their young adult population. So it was really nice and even their adults were like, I didn't know some of 
this content. So that's kind of your added bonus on some of
these events.

Meg Sheahan: That is great. And as we work across different fields, like you mentioned dental, for example, 
it's actually really interesting how we see that our communities, that we all serve many of the same people. 
And so the messages overlap. That's wonderful. Thank you.

Cassandra Nostrand: I guess we kind of already covered ours for those connections. I will also say that we 
were able to make connections with organizations that we had connections with prior, but lost that connection 
either due to staff turnover or things just get busy. So that's also been a really good added benefit.

Meg Sheahan: Great. Thank you. Let's move on. We know that the group probably has some questions for you 
all. So to the larger group, what questions do you have for our peer presenters? Please use the chat to type in
your questions for either or both of our presenting agencies and actually while I'm at it, speaking of the
chat I wanted to call your attention to and also thank Ken for mentioning a couple of very good resources, 
Bingo Baker, and also the Adolescent Health Conference that's coming up. Information about both of those are 
in the chat. And then also Tara mentioned Spark, which I have not heard of. But it's free and apparently 
awesome. So it's definitely on my list to check out too for helping with some Facebook use. Thank you. Yeah. 
To the group, what questions do you have for our peer presenters? I think Obed I have seen your plan, your 
question to the group, can you send a link to the Spark thing? I think if you scroll up the link was included if I'm 
not mistaken. No, it's not okay. Yes. We will send a link to the Spark thing. And I see Ken too, that you also 



mentioned a feature that you're using Kahoot, which I know a lot of college students are using these days 
too, and students in general. So that might be a method and an option for those demographics.

Olivia Catalano: So Ken is one of my educators. I'm so glad that he's been chiming in.

Meg Sheahan: He has been.

Olivia Catalano: Yes, but Kahoot actually, we use that with our college students and even professionals. 
People love it. It's so engaging. They get into like a healthy competition so far on everyone. You never know 
how that would go, but it is really great platform. The biggest issue that we find with it is, do people know 
how to use the technology?

Rachel Mercey: I did receive a question sent to me individually, just asking a little more about storytelling. So 
I just wanted to comment a little bit more on that. That's more of when you're maybe doing your reporting
rather than showing that in those high numbers. It's more about creating that narrative, really giving
solid examples of what maybe a particular situation that you had had again, not using any names or
particular details. But just to give an overall idea rather than saying 300 people at tabling event
something more like received phone call regarding a patient who had, as Olivia had mentioned maybe
lost health insurance needed to have X amount of services, but couldn't afford them. A person was able to 
schedule appointment, was able to obtain insurance, was able to get appointments received, the services that 
they need came in uninsured, needing a service left with insurance and had service provided with medications 
they needed and things like that. Really just telling more of a story of a completed outreach occurrence that 
really came to fruition. And rather than just saying like X amount of people and thinking the numbers look 
great sometimes as it is really is just about really speaking to one person in particular. 

Meg Sheahan: Yeah, absolutely. I think this is one of the many ways that COVID is actually going to adapt us 
for the better. We're going to adopt new technologies, new methods of doing things, telehealth, new ways of
conversing, new ways of allowing our clients to manage their own care. And we're not going to go back
from these evolutions, which I think is fantastic. Actually, it's one of the silver linings of this. All right.



Meg Sheahan: So now we're going to break out into smaller groups to continue the conversation. 
You don't have to click on anything or do anything in order to land in your breakout group. Our 
magical tech wizard is going to whisk us all into our groups where we will each have a facilitator that 
will kick off the discussion and we'll get to learn more from each other about the journey that we've 
all been on with re-imagining outreach during COVID. We have about 20 minutes in our breakout 
sessions after which our magical tech wizard will whiz us back to the larger group. And we'll get to 
share what we learned in the groups. So have fun. Let's go. See you soon.

Caitlin Hungate: Hi, everyone. Thanks so much for coming back and we hope your virtual breakout room 
was going well. And we want to take these next few minutes to hear from you and hear what you discussed 
and what maybe one new outreach strategy did your group think could be successfully implemented given 
COVID. So maybe I see Katie you're on video. Can maybe you queue up on reporter outer?



Katie Quimby: Sure. Well, I am our group's reporter outer, so that works out nicely. We had a great discussion 
kind of keeping on some themes around some virtual activities, talked about some virtual panels that were 
done kind of engaging youth, getting youth to participate in kind of developing social media. Some videos that 
could then kind of be re-purposed for a social media presence. Talked about some partnerships, so a 
partnership with the city-based adolescent health program called Catch that has developed into a longer term 
partnership. And it seems like it'll be sustainable. And then kind of reallocating resources to have previous 
health education staff be working to help patients be prepared for telehealth visits. So helping them 
download the app and get set up and create profiles for telehealth so that they were ready for the telehealth 
visit when it was scheduled. I'm sure they were a lot more, but I just want to be quick to give other folks the 
chance to share their strategies too.

Caitlin Hungate: Thanks, Katie. How about my colleague, Lisa, if you can queue up your reporter outer.

Lisa Schamus: Sure. Our reporter outer is going to be Rachel.

Rachel Mercey: Hi everybody again. So we talked about just like the basic concerns over COVID and how a lot 
of the focus is not looking necessarily for family planning programming and more COVID. How do we get back
to work? How do we make things work out under the new circumstances? Several in our group were
from Downstate, New York city area. So as we know the infection rate has been different in that area. So
there was a lot of awaiting game to see what it's going to happen with the schools, what is happening
with local agencies. So a little bit of a stall there in waiting to see not only what is happening with those
places, but how can outreach work effectively in those spaces? Also talked about doing backyard
programming, whereas before, you might go inside an agency and now it's just about adapting to your
surroundings and maybe offering a program outdoors. Someone had also mentioned the use of QR codes 
which is something that I hadn't thought about. So I thought that that was pretty cool just using them as a 
means. A lot of people have smart phones and using that as a means for someone to automatically direct 
them to schedule an appointment with an agency. So that is pretty cool. As far as ideas go, we did talk a little 
bit about if money was no object, maybe doing some kind of skywriting or airplane with a banner on it as a 
means to get some information out there.

Caitlin Hungate: Thanks. How about Jennifer from your group, can you share who is your reporter outer?

Jennifer Kawatu: I think we're going to hear from Pascal.

Pascal: Hi everyone. And Jennifer, please jump in if I missing any ideas. Some of the things that we talked 
about is utilizing existing peer health education programs in order to increase online presence for youth
engagement to give them updates about center hours or appointments and changes, and even telehealth, 
then also advertisements via dating apps and creating profiles on dating apps such as Grindr. And I feel like 
I'm missing something. Jennifer, I don't know if you want to chime in another thing that we had discussed in 
the chat.

Jennifer Kawatu: The Instagram, Ask the Expert.

Pascal: Yes. And Ask the Expert in which people would DM their questions and someone would answer 
accordingly.

Caitlin Hungate: Wonderful. Thanks so much Pascal and Ken, you're our reporter outer for our group. Last but 
not least Ken, can you talk about what we talked about?



Ken: Yeah. So some of the things that we really talked about was really that what we're going through right
now is really how we kind of see family planning services and education being done futuristically
anyways, we're just doing a fast forward due to COVID. So we kind of see that this is the future, right?
We are moving into telehealth very quickly with healthcare in general, because it provides more access.
It provides more choice for our patients. It also cuts down on a lot of the travel times, the barriers to
care, et cetera. But I also want to point that a lot of what we're creating now digitally and this content
that we're creating to be more engaging online, to be more relevant, to reaching a greater audience, it's
not something that is just going to be done now and then put to the wayside. This is something that we're 
creating now and it's going to be continued and we're developing these habits and using these things. So yes, 
we are talking about digital bingo games and online quizzes and forums and things, but these are going to be 
the future anyways. While we'll still probably be doing community outreach in person we know that that's not 
always going to be successful, and we know that it's an uphill battle anyways to achieve great numbers in that 
realm anyways. So meshing together this digital format that we're forced to do right now is something that the 
direction is going in any ways. So it's just a matter of finding that right equation, finding the right combo and 
mix and mesh to reach that successful point.

Caitlin Hungate: Thanks so much, Ken. And Meg, how about your group last but not least?

Meg Sheahan: So my group, our reporter outer is Vanessa, but before we do that, I want to just point out one 
thing. Shameeka Charles in the chat has asked, what advice would you give to organizations with small
budgets and limited tech? And I actually think this is an extremely important point for us to address. If
you are able and willing and have any easy, free, ways to work, please contribute your thoughts for
Shameeka and others into the chat, because I know that that is something that we struggle with at my
site. We have very limited human and financial resources, and we need these easy, free options too. So
thanks for doing that chatting your ideas and our reporter outer is Vanessa.

Vanessa: Hi everyone. So I got some advice from my group because I let them know I've had tech issues in the
past and I have an event coming up and I wouldn't like to have any tech issues at the end of the event in
person. And their advice was to either try to download whatever I wanted straight to my computer so
that way I wouldn't have to use the internet service around me. So I wouldn't have any trouble shooting
my video. And I feel like the best advice I got was kind of to wing it and just let it flow as it goes. Like if I
have any problems or whatever, I can just turn something bad into something good and just let the
workshop just flow as is. And then Meg asked the question and she said, if we had no restrictions what
would we do with our budget that we receive? And I said, I would create like a center that has all kinds of 
services in it, like where we can give hot meals, where people come and take showers, where somebody 
needed to see a psychiatrist or a psychologist or a doctor or anything like that, they can come and get those 
free services. Somebody said they would create a way for people to have transportation because they know 
that their clients have a lot of trouble coming and making it to appointments. And then I thought of childcare, 
like maybe having like a childcare center, because I know now schools are hectic the same way our companies 
are hectic and they're hybrid half learning and half in school. So I think childcare would be a good thing to kind 
of set up too~ for people.

Caitlin Hungate: Absolutely. Thank you so much. And I want to turn it over to Meg at this point to close this out 
into and share some resources and move us forward.



Meg Sheahan: Sure. So we could proceed to the next slide so that I can show you all some resources. These 
resources that we're going to share with you provide a lot of fantastic information, tips, best practices and 
tools. I think we actually went up a slide. We needed to go down a slide. There we go. Perfect. You can use
these resources to improve the patient experience and improve your outreach, communicate about the
availability of services and also to improve the services that you provide for your clients and to meet
their needs.

Meg Sheahan: Okay. Next slide. Our next session, which focuses on scaling out telehealth services for family 
planning programs will be held on October 22nd from 10:30 AM until noon. In this session, we'll have a pure
presentation from public health solutions that shares their experience with implementing telehealth.
And the Northeast Telehealth Resource Center will discuss their services available to you. They will
discuss various telehealth modalities and key telehealth policy considerations specific to New York. We'll
have lots of time for Q&A of course, we look forward to connecting with you again.



Meg Sheahan: So please click on the link in the chat and in this slide when you receive them and you can 
register that way. We are in the process of finalizing the November and December session dates. We'll let you 
know with plenty of time to schedule these sessions in. The November session will focus on safely providing
in-person services and December will focus on collective trauma and moral distress. Really, really
interesting topics, so we hope that you'll join us. Finally, a big, huge thank you to our peer presenters,
Olivia, Laura, Rachel and Cassandra for sharing your experiences with us and another big thank you to all
of you for sharing your experiences and expertise in re-imagining outreach as well.

Meg Sheahan: Please reach out to us with any thoughts, ideas, or questions. Here's our email address on the 
slide. It's been an absolute pleasure to connect and we're looking forward to our next discussion on telehealth,
October 22nd, 10:30 AM. Until then, thank you. Thank you for your truly important work and stay safe.

Caitlin Hungate: Thank you.
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	However, you shouldn't use those public facing platforms, things like Facebook Live and TikTok, TikTok's really popular, twitch and similar video communication applications like that. You should always enable all encryption and privacy modes when using these applications and take steps to reasonably ensure privacy during all patient practitioner interactions. It's important to talk to the patient about reduced privacy connections and risks. 
	 
	It's okay to use these platforms, but again, we want to really try to use as much security as we can, of course, to protect that confidential information. So what about HIPAA during this COVID emergency in regards to telehealth? The Office of Civil Rights, or OCR, at health and Human services is responsible for enforcing certain regulations issued under HIPAA to protect the privacy and security of protected health information. 
	 
	 
	Figure
	 
	Ann Finn: During the COVID-19 emergency, some of the technologies that are being allowed to communicate with patients may not fully comply with the requirements of the HIPAA rules. So, to accommodate this, the OCR has issued a notification of enforcement discretion for telehealth remote communication. You'll see this on the CMS website and New York Guidance also talks about it.  
	 
	And they will not impose penalties for noncompliance with the regulatory requirements under the HIPAA rules and healthcare providers in connection with good faith provision telehealth during the emergency. So, because they're saying it is okay to use these platforms, they're also saying that we're going to allow a little bit of HIPAA relaxing of the rules. So this applies to telehealth provided for any reason regardless of whether the telehealth service is related to the diagnosis and treatment of health co
	 
	 
	Figure
	Ann Finn: Okay. How about documentation? People have asked kind of, how do we document these visits? And of course, documentation is critical. The documentation requirements for a visit conducted via telehealth are the same as a face-to-face visit. 
	 
	You need to make sure that you have in your chart note all of the services that are happening. You want to manage or document all diagnoses that you are managing during the visit. You want to document the rationale for ordering diagnostic tests and procedure if necessary. 
	 
	If someone's got to drop off a sample or come in and have testing done, we want to make sure that that's documented. We want to include notes on all the counseling that's being provided and we ought to really clearly describe the management of the patient. Are you prescribing a refill of a contraceptive? Maybe pills or a patch and prescribing it or telling them about it over the counter and medication. So things that are happening within the visit, just like if you were face-to-face, we would document those
	 
	But for telehealth, what we also want to document is the mode of telecommunication that's used with the patient. So, are you using your tele medicine system that's internal to your system? Are you using FaceTime? Are you using the telephone? 
	 
	Make sure that that's documented in the record. The location of both the patient and the provider. Are you both at home? Is a provider at the clinic and the patient's at home? Make sure that the note clearly states this. The names and roles of this other staff that are involved in the service, if that's applicable or if it's just you. And most importantly is the total time spent during the telehealth service. As I mentioned, it's really critical as many of these services are based off of time and the paymen
	 
	I've seen a few different templates where they have kind of right up at the top, kind of up by the HPI. They've kind of got an area to add that information in so that the providers are not forgetting to document it, and that would really make it easy for everybody, is to have some fields added into the EHR and the chart note. 
	 
	 
	Figure
	 Ann Finn: So we need to document verbal consent in the patient's record. New York Guidance states that the practitioners shall confirm the patient's identity and provide the patient with basic information about the services that he or she will be receiving via telemedicine or telephone. Written consent by the patient is not required at this time. And remember, telemedicine, telephonic sessions and services should not be recorded 
	without the patient's consent. Telehealth is normally limited to establish patients, but during the state of emergency, both telemedicine and telephonic services can be provided to new and established patients when clinically appropriate. 
	 
	 
	Figure
	 
	Ann Finn: Coding restrictions limiting certain telehealth services to establish patients are waived. Rate codes used to bill for telephonic care will be all inclusive and not dependent on a CPT code for the Article 28 billers as well. And CMS has also stated, that during the emergency, to the extent that the waiver requires. That during the emergency to the extent that the waiver requires that patients have a prior established relationship with the practitioner, HHS will not conduct audits during this publi
	 
	 
	Figure
	 
	Ann Finn: A couple of terms that we always hear when we're talking about telehealth, so I want to make sure that everybody's clear on them is distance site. That is where the provider is located. When you're looking at the state's guidance or a different payers' guidance, and it talks about the distance site, that is where the provider is located. That can include anywhere right now during this emergency, including your home. Your originating site 
	is where the patient is located. Again, it can be anywhere right now during the emergency, including their home. Sometimes there's guidance, and we're sticking with, I mentioned today that the patient being at home, in some situations the patient can be at the clinic and then receiving telemedicine services from another provider. There is guidance if you go through state's guidance on that. But we're focusing on the common scenario of what's happening with family planning providers and the questions that ar
	 
	 
	Figure
	 
	Ann Finn: How about cost sharing? New York State Department of Financial Services, or DFS, has adopted a new emergency regulation that requires New York state insurance companies to waive cost sharing, including deductibles, copayments, and co-insurance for in-network telehealth visits, whether or not they're related to COVID-19 during the state of emergency. All the services under telehealth, the cost sharing and deductibles, are waived right now. 
	 
	 
	Figure
	 
	Ann Finn: When we're billing a claim, we always include a locator code for your facility, and that's usually a code with your zip, you want to still during this time, regardless of where your provider is located, we want to use the locator code that is for where the clinic is. Where would the provider normally be when the face to face encounter is happening? If you're home, you're still going to use the locator code at the clinic. 
	 
	 
	Figure
	 
	Ann Finn: Family planning indicators, and I see this sometimes missed on family planning claims, so it's really important that on all claims whether the telehealth or regular face to face visits, that when the visit is a family planning visit and the Z30 ICD 10 diagnosis code, Z30 contraceptive management is the primary diagnosis. Then we need to append an A4 condition code up in the header of a claim for the institutional claim format or if you're using the UB claim format or a professional claim, then it'
	 
	Either claim format that you're using and both and in face to face, if you're doing a LARC insertion and you have an ordered ambulatory claim or your APG claim or your PPS claim for the visit you would use in the family planning indicator. We want to include these indicators on the telephonic and the telemedicine claims as well. In this family planning and care, and it's important to use. The state requires that they go on the claims and say that no, if you don't use them under audit, there's a risk of take
	 
	Figure
	 
	Ann Finn: Let's talk a little bit specifically about telephonic billing for the telephone calls. This is new for 
	telehealth, and this is just during the emergency. Not all states are allowing this, but New York State is, so let's talk about some of the specifics. For billing, both telephonic or audio/visual or telemedicine differs, and it's important to set up your EHRs and billing systems to accurately bill to these services. There's some nuances for depending on the format. 
	 
	 
	Figure
	 
	Ann Finn: Billing staff will need to be trained on these new codes, and what CPT codes should be billed. Services will be paid for by specific rate codes and an all inclusive payments for the clinics and FQHCs. Telephonic visits are described in the New York state guidance. If everybody's looked at it, you'll see it on page three, there's a big chart we're going to look at and that's use lanes. That's what it kind of describes what type of provider you are and then you look to the appropriate lane for how y
	 
	 
	Figure
	 
	Ann Finn: Let's take a look at that table. I know it's a little bit busy, but here we go. Here's the state's guidance. If we look, there's a lot of information here, but what's important, and again, these are in the Medicaid update in the FAQ, where you can refer to this table. The chart has two basic sections. Lanes one and two are used for fee schedule billers, primarily practitioners in the office based settings and lanes three through six are for all of the billers that primarily bill rates for clinic a
	 
	We're going to focus on lanes three to five today. Lane five or article 28 clinics and FQHCs should be using lanes three, four and five. Lanes three and four are for the evaluation management services by the physician, the NP or other qualified healthcare professional that normally bills ENM services. You're going to use lane three if you are an article 28 clinic and lane four if you are an FQHC. 
	 
	Lane five is for other practitioner types such as social workers, dieticians, RNs, and should be used for any and all patient assessment and management services that are appropriate to be billed telephonically unless otherwise noted for both clinics and FQs. Lane six is reserved for all other services that don't fit into the first five lanes. More guidance is going to be issued on lane six, but they're saying like 90% of the visits should really fall under lanes one through five, so we're not going to worry
	 
	All right, this table is very helpful for setting up your billing systems and include a lot of those codes that we're going to need. We want to make sure all our billers have access to this. Let's go back to lanes three and four, and these are for the physician, NP and other qualified healthcare professionals that are billing ENM services. Remember lanes three and five have new rate codes. We'll look at five on the next slide, but these special rate codes are not in your billing systems right now. 
	 
	We really need to make sure that they're mapped appropriately in your systems and that they're going out to the claim appropriately. You should do some testing, get them loaded and then test that they're going out as indicated with all the different family planning services that you think are going on claims, because sometimes what we think is on the claim is not what happens behind the scenes. 
	 
	 
	Figure
	 
	Ann Finn: These payments for lanes three and five again, they are going to be all inclusive and for the facility type end, the Department of Health has told me they're not published yet, so I don't know what those rates are going to be. Lane four is the 4012 is a rate code that's already established for the FQHCs, for the offsite ENM services. These are already in the rate files, and there's 4015 if you're a school based health center. When I looked at the rate file, most of the FQHCs have around a $70 paym
	 
	 
	Figure
	 
	Ann Finn: Let's look at lane five for other providers. Here you can see that there's new rate codes. Again, just like in lane three, so the FQHC is hopefully your 4012 or 4015 is in your system, but check that and then they should be added. For the assessment and patient management telephonic services, you want to stick to this lane, and it would be by these practitioners that we've mentioned. I mentioned social workers, RNs, dieticians, and it's all based on time. You can see there's these three different 
	 
	Then you want to bill time, and then you're going to match the rate code to the time. It's not so much driven by the CPT code, it's driven by the documented time, what rate code that you will pick. You're also going to need to include the NPI. You can see down here at the bottom of the box, the NPI, the supervising physician as the attending on the claim, and that's just for lane five. 
	 
	 
	Figure
	 
	Ann Finn: Like I mentioned for all the services, use the CPT codes that best describe the services provided, such as for lanes three and four. You're going to use ENMs codes and 992 codes for outpatient services. If you're a licensed clinical social worker and you're doing individual psychotherapy, you would bill a code for the service 90832 that you normally do or whatever service that is being provided. 
	 
	There's been a lot of questions on billing 99441 through 99443. These are the telephone evaluation and management codes, which I would have expected that maybe those would get used. But the Department of Health has been very clear that no, those are really for just those lanes one and two, the office-based billers and not for facility billings. They said lanes three through five you should not be using the 99441 to 443 codes. Then you can look through the updated guidance when it comes out, hopefully this w
	 
	 
	Figure
	 
	Ann Finn: Place of service as a code that goes on the claim. This is an area that's been a little bit confusing in some of the guidance, so the place of service code, what they've instructed is to use the place of service code where that provider would have been located if the service had been provided face to face. For example, the clinic, and DOH also clarified that using the POS of O2, which is for telemedicine, is only for professional claims in lanes one and two, and it does not apply to lanes three, f
	 
	There's some talk about POS 02 in the guidance and in the FAQ. There's a number of contradicting statements in the FAQs about it. This was last Thursday and Friday's follow up from the state. Again, I would review the guidance once it's updated to make sure that they didn't make any additional changes to that. I think they were trying to figure out their way and figure out what conflicts are outstanding as well as all of us. Does that make sense? Use the POS code where provider would have been located if th
	 
	Figure
	 
	Ann Finn: They also said very clearly you don't need to use modifiers, those 95 GT and GQ that are for telemedicine, you don't need to use those for telephonic calls. The rate codes are going to drive the payment and you don't need to add these. That makes it simple. 
	 
	 
	Figure
	 
	Ann Finn: Let's look at a scenario of a non COVID-19 patient in need of birth control calls in. Again, this is just a quick scenario to get us all on the same page. But Lisa is a 17 year old patient. She's at home, she's not able to connect with her audio/visual platform, so she's using her telephone for the visit with the nurse practitioner. She wants to obtain a refill on her oral contraceptive pills. Lisa receives patient-centered counseling and has all of her questions answered during 15 minute call. 
	 
	The nurse practitioner sends a prescription renewal in for the pills. The provider documents a visit including the length of time spent with Lisa, and that they use the telephone to connect both Lisa and her location on the call and other relevant information for verbal consent, for example. Based on the face to face time normally used to select an ENM code, the provider could code a 99213. There's a lot of counseling time happening, basing it off of over 50% of the time is spent counseling and the total fa
	prescription on contraceptive pill as a diagnosis code. 
	 
	 
	Figure
	 
	Ann Finn: Common scenario, I always think about how to bill it, so if you're a clinic, we're going to bill the rate code. We're going to have the ENM code, the 99213 nine nine with no modifier. We're going to say the place of service is an 11, the clinic or wherever, if you're would've been somewhere else normally, but clinic code, and we're going to have a Z30.41. We're going to have a family planning indicator because a Z30 is primary and then we're going to look to the rate code. If you are a clinic, you
	 
	 
	Figure
	 
	Ann Finn: All right, that's telephonic. That's audio only. So even if you have your smartphone, I even asked that question. Like, if you had a smart phone and you're using Skype, would that be considered the telephone? But it's, audio only. So, anything that has the audio/visual on the phone, is considered telemedicine. Okay? 
	 
	 
	Figure
	 
	Ann Finn: And you'll see the terms, and I noticed this in the Medicaid updates, tele-health kind of includes both of them. Telemedicine typically refers to the audio/visual, and telephonic is the audio. I noticed there's a lot of interchanging of the terms, and it was confusing a little bit to me when I was trying to be very specific, because it talks about telehealth and telephonic, but telehealth includes the telephonic. And so, I think that's where some of the clarifications need to occur. Because telehe
	 
	 
	Figure
	 
	Ann Finn: So, for the place of service, this is one that was contradicting. And there was a few different things that were said in the FAQ and then, in some of my answers back, they were crossing out some of the guidance. So I'm going to leave this one up to that, we need to check with the updates that's coming out, to be clear. And typically, for telemedicine visits, you see the 02, for telehealth, used for place of service. But some of the 
	guidance also talks about, in the FAQs, being where the provider was located. Like 12, for their home. Or in the clinic. So, it was confusing, and you should check for the update. And then, we just want to make sure that those are put into our system correctly. 
	 
	I really tried hard to get those answers, but I just thought at this point, with guidance coming out, it's better to flag some of the areas that are confusing to a number of different providers, kind of raise some of these questions. And where the state will probably provide some clarifying guidance, so it will be helpful to go through the updated documents, as soon as they're posted. 
	 
	 
	Figure
	 
	Ann Finn: Okay, so if you take the same visit with Lisa, and she is using the audio/visual system now. So let's say, she's on Skype with the clinic. Then, how are we going to bill for this visit? Let's see how it differs from telephonic. 
	 
	 
	Figure
	 Ann Finn: So we are going to have the claim. If you're an APG biller, so if you're an Article 28 clinic and you bill APGs, then we're going to bill an APG claim. And we're going to use the APG rate code that you normally bill, for a clinic visit. You're going to have the same CPT code, like 99213, and add a modifier, 95. You have the 
	same diagnosis. Place of service, like we said, we're going to clarify that, hopefully this week. We're going to include a family planning indicator on the claim. And we're going to bill the APG claim, and the APG claim should pay as it did, as if it was a face to face visit. 
	 
	 
	Figure
	 
	Ann Finn: What if the provider is at home? This was an area that was not clear, and there was some contradicting information and the way it was kind of posted, led me to think that it was suggesting billing in a way that would be paid less than a face to face visit. And the state said, they need to look at it, and kind of clarify billing for the home. At the home. So my thought is, and because these visits are supposed to be paying at the same rate as if it's face to face, that you'll probably still be bill
	 
	 
	Figure
	 
	Ann Finn: If you're an FQHC, and you've adopted the APG billing methodology, then of course you're going to bill the same way that we just talked about, for the services when you're at the clinic or you're at home. And remember because the distant site where the provider is, is anywhere is covered, including the home. That's what leads me to think it's going to be the same billing, but, I'm just not sure on how that's going to work. 
	 
	 
	Figure
	 
	Ann Finn: Okay. For FQHCs, billing the PPS rate. So, you're billing a threshold visit, and not the APGs. If you are the distant site provider, the FQHC can bill their PPS rate, and you're going to do the same thing. You're going to bill for the CPT codes, you're going to add the 95 modifier, and you should get paid in full for the visit. So, the telemedicine audio/visual are kind of paying at a parity with the face to face visits, and the telephonic are being paid at parity with offsite E and M rate codes. 
	 
	 
	Figure
	 
	Ann Finn: So the question was asked, "What if the visit starts off as audiovisual, and there are connections and other problems, and then we switch over to the telephone, audio only. How do we bill for this service?" And it was funny, because the person said to me, "I think would bill this as an audio/visual call, as a telemedicine call." But the state came back and said, "No, it should be billed as a telephonic, because problems with the connection prevented the full telemedicine service from being provide
	 
	 
	Figure
	 
	Ann Finn: Another question that was asked is, "What about picking up contraceptives? Can we bill for those?" So, the state clarified, yes, that if the patient has a telemedicine visit, and then picks up contraceptives or emergency contraception at the clinic on the same day, the contraceptive can be billed on the claim. So for those, if you're billing some of those rate codes that are all inclusive, if it's telephonic, that's not going to make a difference in your reimbursement. But if you're an APG biller,
	 
	 
	Figure
	 
	Ann Finn: About specimen collection, someone asked that, "What happens if a patient has a telemedicine visit, and then drops off a specimen? Can we bill for this?" And so, again, it's the same thing as with the contraceptives. If there is a telemedicine visit during the day, and then there some other services that happen, they can be billed for, as well. On the same day. Okay. It's a lot of information covered. And now I just want to turn it over to Rae Ann Augliera, who's the Assistant Director of the Bure
	 
	 
	Figure
	 
	Rae Ann Augliera: Great. Thank you. So, we did want to take a few minutes to address some other frequently asked questions that have come through from New York State Family Planning Program providers. We did share last week that the visits conducted through telehealth can and should be documented in the clinic visit records, so that we're sure that we're capturing all of the information about the family planning services that you're delivering through telehealth, in our Ahlers data management system. 
	 
	However, there were some questions about how specifically to document those visits, which we'll address in just a minute. And then, in addition, organizations that enroll patients into the Family Planning Benefit Program wanted to know, if the application can be conducted via telehealth. So, I'd like to turn it over quickly to Eileen Shields, the Director of our Data Analysis Research and Surveillance unit, to respond to the first question and provide some more information about how to code your CVRs for yo
	 
	 
	Figure
	 
	Eileen Shields: Thanks, Rae Ann. And good afternoon, everybody. You should all have received an email earlier today with the information that is going to be in the slides. It was a little more details, but I just want to briefly go over some of the most important points. As Rae Ann said, and has been documented previously, there is no field in the CVR for specifying telehealth visits. So you code the visits the same as a CVR for an in person visit, as 
	best you can. Please review the email that was sent earlier with coding specifications and specific examples. And also, please read additional telehealth related documentation, and other sources. 
	 
	Let our program know about the telehealth work you're doing, and as time permits, please track those visits with any related issues and successes that you're experiencing. And, given the documentation requirements that Ann noted earlier, for your Medicaid records, we might be adding a small request for additional information in your quarterly reports. And please, always remember, you can reach out with any questions to your FPP program manager here, and please cc any emails to our BML. 
	 
	 
	Figure
	 
	Eileen Shields: Just to go over, in brief, the required information on the CVRs. All of the top portion... Just let me add that, you should have received a copy of the CVR with the email this morning, as well. Everything in the top portion is required, with the exception of the Medicaid number. That is only required if you use Ahlers for your Medicaid billing. 
	 
	But, in brief, it's all the demographic information, the clinic and client numbers, pregnancy history. And then, the other required parts are in the lower section of the CVR. And those are items 3, 5, 5A, 8, 9 and 9C, including the assigned charge and primary insurance fields, the purpose of visit. Visit date is not listed in this slide, but that's very important. And, the beginning and ending contraceptive methods. And reason, if none. 
	 
	 
	Figure
	 
	Eileen Shields: Additional visit specific coding, of course will vary, depending on what services are provided and communications capacity. But may include medical services, counseling services, pregnancy testing and STD, testing and treatment. Those are most important for... Most importantly for those, they must be accompanied by family planning related counseling and education, particularly for new clients. 
	 
	You also will be coding type of provider and type of counselor, depending on which of the above services you provide. The email, again, includes more specific examples and further guidance, so please review that carefully. And again, please feel free to contact any of us here in the department for further assistance, if you have any additional questions. I hope that's helpful. Thank you. 
	 
	 
	Figure
	 
	Rae Ann Augliera: Thanks, Eileen. And just to echo what Eileen mentioned about the email that went out earlier today, I believe that was sent out just prior to this call. And it was sent to specific contacts on our Family Planning Program listserv. So if you, whoever in your organization is designated as a program director, clinical contact, physical contact or executive contact would have received that guidance. So, if you haven't seen it yet, please reach out to those in your agency that are on our listse
	 
	Rae Ann Augliera: Moving on to the other questions that we've received. We have also been asked whether Family Planning Benefit Program Applications can be conducted through a telehealth visit. And the answer to that is yes, Family Planning Benefit Program applications, including the presumptive eligibility screening forms, can be conducted during your telehealth visits. Our colleagues in the Office of Health Insurance Programs sent guidance out on April 2nd that went to individuals on the Family Planning B
	 
	They did make clear to us that applications are still being processed, as they always have been. Both for PE, and for the full FPBP application. So, those are still occurring, and certainly would like for, to the extent that you can, for you to continue to do those applications in conjunction with a telehealth visit with your patients that need insurance coverage. 
	 
	So, the summary here on this slide, the guidance predominantly relates to how to obtain signatures during this COVID-19 Emergency. And the guidance specifies, it's specific to the Family Planning Benefit Program, the full application. So, of note is that, the staff person that's providing the application assistance, they should read the Terms, Rights and Responsibilities section to the patient. And, also need to read the Declination of Medicaid Eligibility Determination section, to the patient. 
	 
	So, this is how we're going to obtain the consent of the patient to apply for Family Planning Benefit Program. In addition, the staff person providing the application assistance should make a notation on the signature lines of the application to indicate the applicant's initials, the applicant's date of birth, the initials of the staff person who obtained the signature, and the date the signature was obtained. 
	 
	 
	Figure
	 
	Rae Ann Augliera: Here you can see an example of an acceptable notation. In addition, there's an audio recording requirement for the patient agreeing to apply for the FPBP and their declination to apply for Medicaid. That needs to be retained by the provider for at least six years per the New York state Medicaid document retention guidance. 
	 
	 
	Figure
	 
	Rae Ann Augliera: Again, our colleagues in OHIP have indicated that additional guidance is forthcoming that will allow for some easements of documentation that will further simplify and support the FPBP application process during this emergency. So keep an eye out for that coming from the FPBP listserv. And if you're not on the FPBP listserv or you have any other questions around Family Planning Benefit Program enrollment during this time, please feel free to reach out to the staff at OHIP and use their Fam
	Rae Ann Augliera: Again, our colleagues in OHIP have indicated that additional guidance is forthcoming that will allow for some easements of documentation that will further simplify and support the FPBP application process during this emergency. So keep an eye out for that coming from the FPBP listserv. And if you're not on the FPBP listserv or you have any other questions around Family Planning Benefit Program enrollment during this time, please feel free to reach out to the staff at OHIP and use their Fam
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	. And I think that is it. I'll turn it back to Anne for additional questions. 

	 
	 
	Figure
	 
	Ann Finn: Great. And so, again, just wanted to say that here's the link at the top. This is where the Medicaid updates are located, and if you have additional questions about the telehealth billing, then you can send it to the email box on the slide here
	Ann Finn: Great. And so, again, just wanted to say that here's the link at the top. This is where the Medicaid updates are located, and if you have additional questions about the telehealth billing, then you can send it to the email box on the slide here
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	 Okay. We have questions. 

	 
	Can providers bill for asynchronous telehealth? Yes, they can bill for those types of visits. Those visits are like store-and-forward where they're not in real time. And in the Medicaid update that I just gave you the link to, that volume five, it starts on page four and talks about billing for this service. And then on page nine it talks about the reimbursement for store-and-forward billing and how it works. And there's also remote 
	monitoring of patients' vitals and other information that's needed for diabetics and other conditions, and that's covered as well. That's in the state's guidance that'll go over that and give you some of the specifics on it. 
	 
	What type of service do you use to bill 99441-99443? So for the 99441 to 99443, the state was very clear that they said that was only for office based billers that are billing the professional claim, not the facility billing. So they said you shouldn't be using the 9944 codes. You should be using the E&M codes as appropriate that the provider would normally be coding the 992 codes. 
	 
	Do managed care plans pay an FQHC, the offsite rates, the telephonic visits? You have to kind of check with your managed cares just to make sure I'm what they're doing. But they should be kind of following the fee for service guidance according to the update and paying that same offsite rate just like fee for service is doing. So I would expect, yes, but again you should clarify with the different payers. And really make sure if there's any specifics that they want to see such as modifiers or place of servi
	 
	Where can I find the new updates on Telephone billing that clearly state that the Place of Service (POS) should be where the face-to face encounter should have happened and the CPT codes should be the regular E/M codes? If you go through the FAQ, things are stated a few different ways. This came to me last week from OHIP and from the people in charge over there, and they said that they are updating the guidance and it'll clearly say that. So they said the guidance is coming out timely, so I kind of just che
	 
	Can the provider bill the PPS rate if they are providing services from home to a patient who is also at home for audio/visual services? Again, both for those homes, the guidance was not super clear and I posed those direct scenarios over to OHIP. I've said APG biller, practitioner at the office, APG biller, and practitioner at home, just to make sure we are clear. 
	 
	And I know a couple of other people ask those same questions FQHC with the provider in the clinic or at home, and they said they were going to clarify. They said they couldn't clarify until they put the guidance out. So I think that they were working on it. So I'm sorry to not be clearer. But be on the lookout for that and I think it will address those questions pronto, hopefully this week. 
	 
	Can you provide any guidance on appropriate counseling CPT codes? Well, depending on the service, there's different counseling code that are different types of providers, like dieticians, nurses, or social workers would use. So you'd use those same CPT codes that they would normally use, but things like 99401, some of the preventive medicine counseling, those can be used. Really any of the CPT codes that describe the services that you provide face to face can be billed as telemedicine. Because the nurses ar
	 
	Katie Quimby: There've been a few questions about FPBP, so maybe I can see if New York State Department of Health has the information to answer those few questions that we've received. Otherwise, we can bring them back to OHIP to answer. 
	 
	Regarding the audio recording for the consent for FPBP application, has there been any guidance about how to obtain that audio recording? No specific guidance, and I think that that would vary depending on what platform you're using for the encounter. It could be different. So what we do know is that the forthcoming 
	guidance from OHIP about documentation is going to allow for some easement of documentation and we'll show some other options available if recording the patient encounter isn't possible. So I would just keep an eye out for that guidance to come out from the FPBP staff at OHIP. 
	 
	To confirm, the audio recording of the patients agreeing to apply for FPBP is a requirement, correct? That is currently a requirement. So I'm not sure what the new guidance is going to say because I think, as, as people are concerned about whether the platform that they have will actually be able to maintain that for the required six years. So I would just keep an eye out to learn what kind of easements they're able to put in place to allow for other options. 
	 
	Are you aware of any current plans for extending FPBP applications during this time? I'm not aware of that. We can take that back and ask folks. 
	 
	Can presumptive eligibility for FPBP be over the phone? Yes. 
	 
	Katie Quimby: So we can give it a couple more minutes to make sure we've received and answered all of your questions, for the questions that we can answer today. And not seeing any other questions coming in. Ann, any last comments from you before we sign off here while we're wrapping up? 
	 
	Ann Finn: Just to check that Medicaid guidance and check it this week and there'll be an update, but check it for ongoing because I think as COVID-19 continues to develop, the guidance, and as people are starting to bill for this, there's going to be clarifications out there. And then, again, check with your other payers, your commercial and your managed care plans, to make sure that you've picked up all of their requirements and get those claims in. And don't forget, you still got to do a timely billing, t
	 
	Katie Quimby:  That brings us to the end of the webinar. So thank you all very much for joining us today. As you log out from the webinar, you will be prompted to complete an evaluation. We do sincerely ask that you fill out that evaluation for us and let us know what you thought of today's webinar and how we can improve. We always use your feedback to improve future webinars, so please take a minute and share your thoughts. Thank you all so much for joining us. Thank you for your questions. That concludes 
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