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Introduction
The Medically Fragile Adult Waiver (MFAW) is designed to provide home and community-based services (HCBS) to individuals with serious and complex medical needs, who have reached the age of 21, and who are no longer eligible for home care services available under the Healthy Children and Youth (HCY) Program, Missouri’s Early Periodic Screening Diagnosis and Treatment (EPSDT) program. MFAW offers the following services: waiver attendant care, specialized medical supplies, and private duty nursing. MFAW provides a cost-effective alternative to Intermediate Care Facility for Individuals with Intellectual Disabilities (ICF-IID) placement for individuals that are assessed to meet the need for ICF-IID Level of Care (LOC). ICF-IID LOC requires the presence of developmental disabilities as defined in 42 CFR 435.1010. Reference the Developmental Disabilities Waiver Program Provider Manual for more information on ICF-IID LOC requirements.
[bookmark: Section_1:__Reimbursement_Methodology][bookmark: _bookmark0]Refer to the Healthy Children and Youth Provider Manual for additional information regarding the EPSDT/HCY Program.
[bookmark: _Toc224630270][bookmark: _Toc224630411]Section 1: Reimbursement Methodology
Reimbursement for Medically Fragile Adult Waiver (MFAW) services is made on a Fee-For-Service (FFS) basis. The maximum allowable fee for a unit of service has been determined by the MO HealthNet Division (MHD) to be a reasonable fee, consistent with efficiency, economy, and quality of care. Payment for covered services is the lower of the provider's actual billed charge or the maximum allowable per unit of service.
[bookmark: 1.1_Fee_Schedule][bookmark: _bookmark1][bookmark: _Toc224630271][bookmark: _Toc224630412]1.1 Fee Schedule
Under a fee schedule, each procedure, service, medical supply, and equipment covered under a specific program has a maximum allowable fee established. MHD determines a maximum allowable fee for the services based upon the current appropriated funds.
The Fee Schedule identifies covered and non-covered procedure codes, restrictions, allowed units and the MHD allowable fee per unit. The Fee Schedule is updated monthly and is intended as a reference not a guarantee of payment.
The Fee Schedule allows for the downloading of individual files or the search for a specific procedure code. Some procedure codes may be billed by multiple provider types. Categories within the Fee Schedule are set up by the service rendered and are not necessarily provider-specific.
Refer to Section 2 of this manual for program-specific benefits and limitations.
[bookmark: Section_2:__Benefits_and_Limitations][bookmark: _bookmark2][bookmark: _Toc224630272][bookmark: _Toc224630413]Section 2: Benefits and Limitations
[bookmark: 2.1_Medically_Fragile_Adult_Waiver_Servi][bookmark: _bookmark3][bookmark: _Toc224630273][bookmark: _Toc224630414]2.1 Medically Fragile Adult Waiver Services
The authority for this program is a federally-approved waiver under Section 1915(c) of the Social Security Act. Under this section, the Secretary of the Department of Health and Human Services may

approve by waiver the inclusion of home and community-based services (HCBS) not otherwise covered by a state's Medicaid plan. The Centers for Medicare & Medicaid Services (CMS) approval of a waiver is subject to strict conditions of eligibility, accountability, and cost containment. Under a waiver, certain services that could not otherwise be reimbursed under Title XIX may be provided to a select group of participants, in order to provide an alternative to institutional care.
The Medically Fragile Adult Waiver (MFAW) is administered by the Missouri Department of Social Services, MO HealthNet Division (DSS/MHD) and the Missouri Department of Health and Senior Services, Bureau of Special Health Care Needs (DHSS/BSHCN). The agencies coordinate efforts to maintain the cost effectiveness of the program which is mandated for waiver programs.
Some of the services offered under MFAW are already covered by MO HealthNet, but under the waiver, program limitations are removed or expanded to meet the extensive needs of MFAW participants.
[bookmark: Waiver_Attendant_Care][bookmark: _bookmark4][bookmark: _Toc224630274][bookmark: _Toc224630415]Waiver Attendant Care
Waiver attendant care provides hands-on care with activities of daily living (ADLs), of both a supportive and health-related nature, specific to the needs of the participant. Supportive services are those which substitute for the absence, loss, diminution, or impairment of a physical or cognitive function (bathing, dressing, toileting, transferring, maintaining continence, feeding, personal hygiene, laundry, and meal preparation). Waiver attendant care is above and beyond the limitations for State Plan Personal Care. State Plan Personal Care services will be utilized for care required in the home until exhausted. Waiver attendant care services may be utilized for care in the home and outside the home in the performance of normal life activities by waiver participants when medically- necessary. The scope and nature of these services do not differ from State Plan Personal Care services, with the exception that waiver attendant care can be provided outside the home. All agency State Plan Personal Care Program requirements apply. Reference the Personal Care Provider Manual for information regarding program requirements.
[bookmark: Specialized_Medical_Supplies][bookmark: _bookmark5][bookmark: _Toc224630275][bookmark: _Toc224630416]Specialized Medical Supplies
Specialized medical supplies are as specified in the participant’s plan of care, and exclude items which are not of direct medical benefit or remedial benefit to the individual. All items shall meet applicable standards of manufacture and design, and must be furnished by MO HealthNet enrolled Durable Medical Equipment (DME) providers. Refer to Section 3.2 of this manual for more information regarding plans of care.
Specialized medical supplies are not a routine covered service for adults under the State Plan. Items normally covered by the State Plan are submitted through the Home Health or DME Programs; and medically-necessary items not covered by the State Plan should be submitted to the MHD Exceptions Unit. If items are not covered by the Exceptions Unit, then prior authorization of the items may be requested through MFAW for enrolled waiver participants. Examples of typically-covered items under the waiver include but are not limited to briefs, under-pads, and gloves.

Reference the Home Health Provider Manual, the Durable Medical Equipment Provider Manual, and the Exceptions Provider Manual for each respective program’s requirements.
[bookmark: Private_Duty_Nursing][bookmark: _bookmark6][bookmark: _Toc224630276][bookmark: _Toc224630417]Private Duty Nursing
Private duty nursing (PDN) is the delivery of professional nursing services on an individual and continuous care basis (at least a four (4)-hour continuous block of time), in contrast to part-time or intermittent care, as covered under the Home Health Program. The scope and nature of these services do not differ from the MHD Private Duty Nursing Program, and all Private Duty Nursing Program requirements established in 13 CSR 70-95.010 apply.
[bookmark: Refer_to_the_Private_Duty_Nursing_Provid][bookmark: _bookmark7]Refer to the Private Duty Nursing Provider Manual for information regarding program requirements.
[bookmark: 2.2_Participant_Conditions_of_Participat][bookmark: _bookmark8][bookmark: _Toc224630277][bookmark: _Toc224630418]2.2 Participant Conditions of Participation
The participant must be eligible for MO HealthNet benefits and meet the criteria for MFAW services on the day the service is delivered. This is a requirement even when the service has been prior authorized by BSHCN. It is the responsibility of the provider to verify the participant’s MO HealthNet eligibility on the day the service is provided via eMOMED or by using the interactive voice response (IVR) system at (573) 751-2896 or toll-free (833) 222-7916. Refer to the General Sections Manual for more information.
In addition to being MO HealthNet eligible, the participant must:
Have a federally-matched Medicaid Eligibility (ME) code (see the General Sections Manual for state-only funded ME Codes)
Require medical care equivalent to the level of care received in an Intermediate Care Facility for Individuals with Intellectual Disabilities (ICF-IID)
Cannot receive services through another waiver
Have previously required PDN services through the Healthy Children and Youth (HCY)/ Early Periodic Screening Diagnosis and Treatment (EPSDT) Program in the State of Missouri, or had a documented need for PDN services prior to the age of 21 as provided under the EPSDT program
[bookmark: Participant's_Rights_and_Procedures][bookmark: _bookmark9][bookmark: _Toc224630278][bookmark: _Toc224630419]Participant's Rights and Procedures
The provider shall have a written statement of the participant's Bill of Rights, which is to be given to each participant/responsible party(ies) at the time service is initiated and which includes, at a minimum, the right to:
Be treated with respect and dignity
Have all personal and medical information kept confidential

Have direction over the services provided, to the degree possible, within the service plan approved by BSHCN
Know the provider's established grievance procedure, how to make a complaint about the service and receive cooperation to reach a resolution, without fear of retribution
Know the procedure to report abuse, neglect, and/or exploitation
Receive services without regard to race, creed, color, age, sex, or national origin
[bookmark: 2.3_Assessment][bookmark: _bookmark10]Receive a copy of the written statement of the participant’s Bill of Rights
[bookmark: _Toc224630279][bookmark: _Toc224630420]2.3 Assessment
An assessment for MFAW is performed by a Registered Nurse (RN) Service Coordinator from BSHCN.
During the assessment process, the BSHCN RN Service Coordinator determines the level of care the participant is currently receiving, as well as the medical necessity for continued services. The assessment process includes a discussion of all possible alternatives the participant/responsible party may choose, including ICF-IID placement. In order to participate in MFAW, the participant must require the ICF-IID level of care. Once the ICF-IID level of care is established, the BSHCN RN Service Coordinator and the participant/responsible party work together to develop a plan of care. Refer to Section 3.2 of this manual for more information regarding plans of care.
[bookmark: 2.4_Service_Coordination_Requirements][bookmark: _bookmark11][bookmark: _Toc224630280][bookmark: _Toc224630421]2.4 Service Coordination Requirements
The BSHCN RN Service Coordinator provides the following service coordination services for participants enrolled in MFAW:
Contacts the participant or provider(s) as needed
Makes participant contact on a quarterly basis (alternating quarterly home visits and phone contacts)
Completes the following every six (6) months or anytime there is a significant change in the participant's condition:
Plan of care
[bookmark: 2.5_Provider_Conditions_of_Participation][bookmark: _bookmark12]PA request
[bookmark: _Toc224630281][bookmark: _Toc224630422]2.5 Provider Conditions of Participation
[bookmark: Provider_Enrollment][bookmark: _bookmark13][bookmark: _Toc224630282][bookmark: _Toc224630423]Provider Enrollment
MO HealthNet Division accepts new applications from providers at all times. Agencies interested in becoming a MO HealthNet provider should contact the Missouri Medicaid Audit and Compliance Unit (MMAC) at MMAC.ProviderEnrollment@dss.mo.gov.
In order to provide services under MFAW, service providers must first enroll as a MO HealthNet provider. MO HealtNet-enrolled PDN and personal care providers must then submit the MO HealthNet Medically Fragile Adult Waiver Program Addendum to the MMAC Provider Agreement for Home Health, Personal Care or PDN Services to MMAC Provider Enrollment to provide MFAW services. MO HealthNet-enrolled DME providers are not required to complete the addendum in order to provide specialized medical supplies under MFAW.
Provider enrollment requirements for the PDN, Personal Care, and DME Programs can be found in the Private Duty Nursing, Personal Care, and Durable Medical Equipment provider manuals.
The validation of the Title XIX Participation Agreement is dependent upon MMAC’s acceptance of an application for enrollment. An investigation of the applicant's background is conducted pursuant to 13 CSR 65-2. Applicants may be subject to a pre-enrollment site visit by MMAC staff prior to enrollment. Refer to MMAC Provider Enrollment for more information on enrolling as a MO HealthNet provider.
Additional information on provider conditions of participation can be found in the General Sections Manual.
[bookmark: Notification_Requirements][bookmark: _bookmark14][bookmark: _Toc224630283][bookmark: _Toc224630424]Notification Requirements
The provider must notify the MMAC Provider Enrollment Unit by of any changes affecting their provider enrollment records, including change in location or telephone number, within 90 days of the change; with the exception of change in ownership or control, which must be reported within 30 days. Providers should complete the HCBS Change Request and fax the completed form to
(573) 634-3105.
The provider should notify MMAC in writing at least 30 days prior to the voluntary termination of the provider agreement.
The provider must have a policy for responding to emergency situations. Reimbursement is not made for services in excess of the prior authorized amount; therefore, any emergency situation resulting in service delivery beyond the limits of the Prior Authorization (PA) must be reported in writing to BSHCN within 72 hours. Additional units of service are approved or denied based on medical necessity. Refer to Section 3.1 of this manual for more information on PAs.
[bookmark: Provider_Monitoring][bookmark: _bookmark15][bookmark: _Toc224630284][bookmark: _Toc224630425]Provider Monitoring
MMAC conducts post-payment reviews (audits) of MO HealthNet-enrolled MFAW providers. Audit visits may be announced or unannounced. Providers must comply with the provisions of 13 CSR 70-3.030, regarding providing documentation to MMAC.
Agencies found to be out of compliance with these standards may have a penalty imposed. Penalties may be as follows:
The agency will be required to submit a written plan of correction, with a follow-up monitoring by DSS staff within 90 days
New PA requests will not be approved for a specified period of time
[bookmark: Electronic_Visit_Verification][bookmark: _bookmark16]The MO HealthNet provider enrollment agreement will be suspended and/or terminated
[bookmark: _Toc224630285][bookmark: _Toc224630426]Electronic Visit Verification
In accordance with the 21st Century CURES Act and 13 CSR 70-3.320, providers are required to utilize an electronic visit verification (EVV) system to document services rendered related to the delivery of all Medicaid-funded in-home agency personal care services. The EVV system must have the ability to exchange data with the EVV Aggregator Solution (EAS). Home and Community-Based Services in-home waiver attendant care providers shall have an EVV system in place. It is the responsibility of each provider to ensure the accuracy of all data transmitted via EVV and to report any suspected falsification of data to MMAC. Providers who are found to be out of compliance with EVV requirements are subject to sanctions to participation in the MO HealthNet Program. Refer to Electronic Visit Verification for more information.
[bookmark: Personnel_Record][bookmark: _bookmark17][bookmark: _Toc224630286][bookmark: _Toc224630427]Personnel Record
Providers must maintain an individual record for each employee. A personnel record is a confidential record and shall be protected from damage, theft, and/or unauthorized inspection. An individual personnel record shall include, at a minimum, the following:
Employment application with the employee’s signature showing date of birth, education, work experience, and the date employed and terminated by the service provider
All documentation of criminal history screenings obtained through DHSS’ Employee Disqualification List (EDL) and DHSS’ Family Care Safety Registry (FCSR) must be maintained in the personnel record.
[bookmark: Grievance_Procedure][bookmark: _bookmark18][bookmark: _Toc224630287][bookmark: _Toc224630428]Grievance Procedure
Providers shall have a written grievance policy which shall be provided to each participant or parent(s)/responsible party(ies) upon initiation of services. The grievance policy must also include the phone number of BSHCN, (800) 451-0669, and the MHD Constituent Services Unit, (800) 392- 2161.
[bookmark: Criminal_History_Screening][bookmark: _bookmark19][bookmark: _Toc224630288][bookmark: _Toc224630429]Criminal History Screening
Providers are required to perform criminal/background investigations on all staff prior to employment in positions involving contact with participants. No person is allowed to be employed to work or volunteer in any capacity who left or was discharged from employment with any other employer due to abuse or neglect to patients, residents or participants and the dismissal or departure has not been reversed by any tribunal or agency.
All persons employed shall be registered and screened through the FCSR, which includes an EDL screening and a criminal background review through the Missouri State Highway Patrol (MSHP).
Providers are required by statute at RSMo 192.2495 to complete an EDL screening and a criminal background review through MSHP for all new applicants prior to employment in positions involving contact with participants. Providers are also required to complete checks of the EDL at least annually to determine whether any current employee, contractor, or volunteer has been recently added to the list. If the provider finds that a current employee was added to the EDL, that employee will not be allowed to be employed as a caregiver. Providers must abide by the rules set forth in 19 CSR 30-82.060 regarding any employees not eligible for employment.
Providers using the FCSR to conduct the EDL and MSHP criminal background review fulfill the statutorily required background screening requirements, provided there is sufficient documentation showing the identity of the person who was screened, the date the screening was required and completed, and the outcome of the screening.
DHSS is responsible for maintaining the FCSR and EDL. Refer to DHSS Background Information for additional information.
[bookmark: 2.6_Home_and_Community-Based_Services_Se][bookmark: _bookmark20][bookmark: _Toc224630289][bookmark: _Toc224630430]2.6 Home and Community-Based Services Settings Requirements
In accordance with 42 CFR 441.301(c)(4), the setting in which Home and Community-Based Services (HCBS) are provided must be integrated in and supports full access of individuals receiving HCBS to the greater community. This includes opportunities to seek employment and work in competitive and integrated settings, engage in community life, control personal resources, choose where they live, and receive services in the community to the same degree as individuals who do not receive HCBS.
According to 42 CFR 441.301(c)(4), providers must be in compliance and maintain continued compliance with the following requirements:
Be integrated in and support full access to the greater community
Provide opportunities to seek employment, work in competitive integrated settings, engage in community life, and control personal resources
Ensure the individual receives services in the community to the same degree of access as individuals not receiving Medicaid HCBS
Be selected by the individual from among setting options, including non-disability specific settings and options for a private unit in a residential setting
Ensure an individual’s rights of privacy, dignity, respect, and freedom from coercion and restraint
Optimize individual initiative, autonomy, and independence in making life choices, including but not limited to, daily activities, physical environment, and with whom to interact
Facilitate individual choice regarding services and supports, and who provides them
[bookmark: 2.7__Discontinuation_of_Waiver_Services][bookmark: _bookmark21][bookmark: _Toc224630290][bookmark: _Toc224630431]2.7 Discontinuation of Waiver Services
Arranging services for participants with complex medical needs involves considerable planning and time, and family/caregiver(s) acquire a reliance on these services. Providers must give notification to the family/caregiver and BSHCN prior to the discontinuation of waiver services.
The provider notifies the parent(s)/responsible party(ies) in writing of the decision to discharge a participant and provides a minimum of 21 days’ notice prior to the discontinuation of services for reasons that include (but are not limited to) the following:
The participant or parent(s)/responsible party(ies) are non-compliant to the agreed-upon plan of care
The provider is no longer able to meet the service needs of the participant
The parent(s)/responsible party(ies) requests a change
The provider shall advise BSHCN within 72 hours of the parent(s)/responsible party(ies) notification of planned discontinuation of waiver services. The BSHCN RN Service Coordinator shall assist the parent(s)/responsible party(ies) in making appropriate arrangements to locate and transfer care (if possible and necessary) to a new provider agency. The existing provider agency shall continue to provide care in accordance with the plan of care for a minimum of 21 days or until alternate arrangements can be made by BSHCN and/or parent(s)/responsible party(ies), whichever comes first. Refer to Section 3.2 of this manual for more information regarding plans of care.
In cases where the provider decides to discontinue services due to actual or threatened harm to the agency personnel by the participant and/or parent(s)/responsible party(ies), the provider will contact local law enforcement or 911. In addition, the provider will contact BSHCN staff within 24 hours or the next business day.
The provider shall notify BSHCN within 72 hours of closure of a case due to the following circumstances:
Death of the participant
Participant’s admission to a health care facility
Participant is no longer in need of care
[bookmark: 2.8_Participant_Case_Record][bookmark: _bookmark22][bookmark: _Toc224630291][bookmark: _Toc224630432]2.8 Participant Case Record
MFAW providers shall maintain a participant case record for each MO HealthNet participant served.
Refer to the Private Duty Nursing, Personal Care, and Durable Medical Equipment provider manuals for information regarding requirements for contents of medical records.
[bookmark: 2.9__Abuse,_Neglect,_and_Exploitation][bookmark: _bookmark23][bookmark: _Toc224630292][bookmark: _Toc224630433]2.9 Abuse, Neglect, and Exploitation
Providers must report all instances of possible adult abuse, neglect, and exploitation (ANE) to the Adult Abuse/Neglect Hotline by calling (800) 392-0210 or making a report online using the Missouri Adult Abuse and Neglect Hotline Online Reporting System. Providers must report any suspected ANE by a caretaker, including MFAW staff.
[bookmark: Section_3:__Special_Documentation_Requir][bookmark: 3.1_Prior_Authorization][bookmark: _bookmark24][bookmark: _bookmark25][bookmark: _Toc224630293][bookmark: _Toc224630434]Section 3: Special Documentation Requirements
[bookmark: _Toc224630294][bookmark: _Toc224630435]3.1 Prior Authorization
All of the Medically Fragile Adult Waiver (MFAW) services must be prior authorized by the Department of Health and Senior Services, Bureau of Special Health Care Needs (DHSS/BSHCN). The BSHCN Registered Nurse (RN) Service Coordinator approves and signs the completed Prior Authorization Request form.
The BSHCN RN Service Coordinator may prior authorize up to six (6) months of MFAW services (private duty nursing, waiver attendant care, and specialized medical supplies) at a time. Subsequent authorization periods depend upon reassessment of the participant’s individual needs. BSHCN has ultimate authority for approving requests for MFAW services.
Services for MFAW require prior authorization by BSHCN. Procedures for obtaining prior authorization are:
The participant/responsible party advises BSHCN staff of their choice of provider(s) for their services and/or supplies
BSHCN staff coordinates the number of units of services required and/or the quantity and cost of supplies required per month for up to six (6) months with the participant/responsible party, the provider agency providing PDN and/or waiver attendant care services, and the provider of supplies
The maximum amount of PDN services that may be authorized is 448 units (112 hours) per week. Exceptions to the policy can be made on a short-term, case-by-case basis not to exceed three (3) consecutive weeks, or with the notification of the BSHCN Regional Coordinator when there is documentation to support the need. Reference the BSHCN Regional Map for regional office and Regional Coordinator information.
More than 112 hours of PDN services per week may be authorized in unique circumstances such as post-hospitalization for a participant newly-requiring a ventilator.
PDN services are authorized as a total number of units per month, based on weekly hours, which are determined by the assessed medical needs of the participant. Participants or their responsible parties may schedule services through their providers to meet their needs throughout the week and must stay within the authorized number of monthly units. Requested increases in authorizations due to misutilization of the authorized monthly units will not be approved by BSHCN. Participants or their responsible parties must contact their BSHCN RN Service Coordinator to report any changes that could necessitate a change in monthly authorized services.
Durable Medical Equipment (DME) providers submit to BSHCN a copy of their Invoice of Cost (IOC) to document their costs (actual billed charges) and establish an allowed amount for reimbursement. The IOC should include the provider agency name, date, participant name, and participant’s MO HealthNet ID or Department Client Number (DCN). DHSS staff uses the invoice(s) to calculate the prior authorized amount for DME supplies based upon cost plus the current percentage of increase allowed for DME providers through the MO HealthNet DME Program. If there is no PDN plan of care, DME providers must also submit a physician’s order to BSHCN. Refer to the Durable Medical Equipment Provider Manual for further information regarding prior authorizations for DME. Refer to Section of this manual for more information regarding plans of care.
The PAs for PDN and waiver attendant care services require approval of number of units for the timeframe of the PA. PDN services and waiver attendant care services must be broken down into separate lines on the PA by calendar month. In the description field, BSHCN staff describe the delivery of service units per week. The PAs for supplies require approval of the dollar amount for the supplies required for the time frame of the PA. The supplies are broken down into separate lines for each calendar month. In the description field, BSHCN staff describes the items and quantities included in the dollar amount requested for each month.
BSHCN submits approved PAs to MO HealthNet’s fiscal agent for entry into the system to allow proper processing of claims.
Once the BSHCN RN Service Coordinator has discussed the approved services with the provider agency and received the approved plan of care from the agency (practitioner-signed or verbal orders), the Prior Authorization Request form is forwarded to MO HealthNet’s fiscal agent for entry into the MO HealthNet system. An authorization letter is generated and sent to the provider agency, notifying them of the units approved, and for what time periods. The provider must deliver the service exactly as authorized.
Providers who have questions about the current status of a PA may contact Provider Communications at (573) 751-2896, toll-free (833) 222-7916, or via eMOMED.
If there are any changes in the participant’s needs that warrant revisions to the original plan of care, the provider agency must notify BSHCN staff for review/reassessment to determine if the previously- approved authorization should be amended. After review/assessment, the BSHCN RN Service Coordinator initiates authorization changes based on the participant’s needs. The provider agency is responsible for sending a nurse-signed order to BSHCN and the ordering practitioner, based on the change in authorization.
For verbal orders given by the ordering practitioner, the nurse must immediately put the order in writing, date, and sign it. The verbal order must then be countersigned by the ordering practitioner.
MHD claims for services that do not agree with the most recently approved or changed authorization may be denied by the fiscal agent when the claim is processed.
[bookmark: 3.2_Plan_of_Care][bookmark: _bookmark26][bookmark: _Toc224630295][bookmark: _Toc224630436]3.2 Plan of Care
The term ‘plan of care’ refers to the medical treatment plan established by the ordering practitioner with the assistance of the home health care nurse or medical home health professional. Provider agencies may use a standardized plan of care form or they may develop their own plan of care form, as long as the form contains all the required information. The individualized plan of care must include the following:
All pertinent diagnoses (including the International Classification of Diseases (ICD) diagnosis codes), and any relevant surgical procedures
The participant’s mental, psychosocial, and cognitive status
The types of services, supplies, and equipment required
The frequency and duration of visits to be made
Orders for discipline, treatments and services
Prognosis
Functional limitations
Activities permitted
Nutritional requirements
All medications (to include name, dose, frequency and route), treatments and allergies
A description of safety measures to protect against injury (to include the participant’s risk for emergency department visits and hospital re-admission, and all necessary interventions to address the underlying risk factors)
Participant goals (to include specific intervention, education and measurable outcomes). These goals should address the participant’s rehabilitation potential, and participant and caregiver education and training to facilitate timely discharge
Information related to any advanced directives
Any additional items the provider agency, physician, or allowed practitioner may choose to include
In addition, the plan of care should include the following:
Participant’s MO HealthNet ID (DCN), date of birth, gender, name and address (to correctly identify participant)
Start of care date and certification period (to ensure that nursing care documentation corroborates that the participant’s care was assessed/reassessed in a timely manner and care was completed in correspondence with the dates listed on the plan of care)
The provider’s National Provider Identifier (NPI) number, name and address (to confirm the agency that is providing the participant’s care)
Nurse’s signature and date of verbal order, where applicable (to validate that a verbal order was obtained, and to allow the nurse to begin providing skilled nursing services)
Practitioner’s signature (legally authenticates verbal or written orders and confirms practitioner reviewed and approved the treatment as outlined in the plan of care).
The approved plan of care must be submitted to BSHCN when requesting prior authorization of services. BSHCN RN Service Coordinators initiate authorization changes based on the participant’s needs. The agency must send BSHCN an order as well as to the physician based on this authorization change.
[bookmark: Section_4:__Billing_Instructions][bookmark: _bookmark27][bookmark: _Toc224630296][bookmark: _Toc224630437]Section 4: Billing Instructions
Providers should follow the claim filing instructions in their MO HealthNet program-specific provider manual. Procedure codes given on the prior authorization letter should be used for the completion of claim forms.
Providers of private duty nursing (PDN) and/or waiver attendant care services bill with the date of service being the date when service is provided. The number of units is the number of 15-minute increments of service provided on that date.
[bookmark: 4.1__Electronic_Data_Interchange][bookmark: _bookmark28]Providers of Durable Medical Equipment (DME) supplies bill with the date of service being the date when the supplies are delivered. The number of units is one (1) for those supplies delivered on that date. DME providers may bill up to the amount authorized. If the billed amount exceeds the amount authorized, the claim will deny.
[bookmark: _Toc224630297][bookmark: _Toc224630438]4.1 Electronic Data Interchange
Providers exchanging electronic transactions with MHD should access the ASC X12 Implementation Guides, adopted under the Health Insurance Portability and Accountability Act (HIPAA). For Missouri specific information, including connection methods, the biller’s responsibilities, forms to be completed prior to submitting electronic information, as well as supplemental information, reference the X12 Version v5010 and NCPDP Telecommunication D.0 & Batch Transaction Standard V.1.1 Companion Guides.
[bookmark: 4.2_Electronic_Claim_Submission][bookmark: _bookmark29][bookmark: _Toc224630298][bookmark: _Toc224630439]4.2 Electronic Claim Submission
Providers may submit claims online via eMOMED. Providers are required to register in eMOMED. An authorization is required for each individual user.
The features of eMOMED include claim submissions, claim credits, claim attachment submissions, remittance advice retrieval, claim confirmation records, claim status inquiry, and eligibility verification. Providers have the option to input and submit claims individually or in a batch submission. A confirmation file is returned for each transmission.
Refer to the General Sections Manual for more information on eMOMED.
[bookmark: 4.3_CMS-1500_Claim_Form][bookmark: _bookmark30][bookmark: _Toc224630299][bookmark: _Toc224630440]4.3 CMS-1500 Claim Form
The CMS-1500 claim form is used by private duty nursing (PDN) providers, personal care providers, and DME suppliers unless a provider bills those services electronically. Instructions on how to complete the CMS-1500 claim form are found on the following pages.
[bookmark: CMS-1500_Claim_Filing_Instructions][bookmark: _bookmark31][bookmark: _Toc224630300][bookmark: _Toc224630441]CMS-1500 Claim Filing Instructions
The CMS-1500 claim form should be typed or legibly printed. It may be duplicated if the copy is legible. MO HealthNet claims should be mailed to:
Wipro Infocrossing
P.O. Box 5600
Jefferson City, MO 65102
NOTE: An asterisk (*) beside field numbers indicates required fields. These fields must be completed or the claim is denied. All other fields should be completed as applicable. Two asterisks (**) beside the field number indicate a field is required in specific situations.
	Field Number
	
Field Name
	
Instructions for Completion

	1
	Type of Health Insurance Coverage
	Show type of health insurance coverage applicable to this claim by checking the appropriate box. For example, if a Medicare claim is being filed, check the Medicare box, if a MO HealthNet claim is being filed, check the Medicaid Box and if the patient has both Medicare and MO HealthNet, check both boxes.

	1a*
	Insured’s ID Number
	Enter the patient’s eight (8)-digit MO HealthNet ID or MO HealthNet Managed Care ID (Department Client Number (DCN)) as shown on the participant’s ID card

	2*
	Patient’s Name
	Enter last name, first name, middle initial in that order as it appears on the ID card

	3
	Patient’s Birth Date
	Enter month, day, and year of birth

	
	Sex
	Mark appropriate box

	4**
	Insured’s Name
	If there is individual or group insurance besides MO HealthNet, enter the name of the primary policyholder. If this field is completed, also complete Fields 6, 7, 11, and 13. If no private insurance is involved, leave blank.

	5
	Patient’s Address
	Enter address and telephone number, if available

	6**
	Patient’s Relationship to Insured
	Mark appropriate box if there is other insurance. If no private insurance is involved, leave blank.

	7**
	Insured’s Address
	Enter the primary policyholder’s address; enter policyholder’s telephone number, if available. If no private insurance is involved, leave blank.

	8
	Patient Status
	Not required

	9**
	Other Insured’s Name
	If there is other insurance coverage in addition to the primary policy, enter the secondary policyholder’s name For private insurance only, if no private insurance is involved, leave blank.

	9a**
	Other Insured’s Policy or Group Number
	Enter the secondary policyholder’s insurance policy number or group number, if the insurance is through a group such as an employer, union, etc. For private insurance only, if no private insurance is involved, leave blank.

	9b**
	Other Insured’s Date of Birth
	Enter the secondary policyholder’s date of birth, and mark the appropriate box for sex. For private insurance only, if no private insurance is involved, leave blank.

	9c**
	Employer’s Name
	Enter the secondary policyholder’s employer name. For private insurance only, if no private insurance is involved, leave blank.

	9d**
	Insurance Plan Name or Program Name
	Enter the other insured's insurance plan or program name. If the insurance plan denied payment for the service provided, attach valid denial from the insurance plan. For private insurance only, if no private insurance is involved, leave blank.

	10a-10c**
	Is Condition Related to:
	If services on the claim are related to participant’s employment, auto accident, or other accident, mark the appropriate box. If the services are not related to an accident, leave blank. For private insurance only, if no private insurance is involved, leave blank.

	10d
	Reserved for Local Use
	May be used for comments/descriptions

	11**
	Insured’s Policy Group or FECA Number
	Enter the primary policyholder’s insurance policy number or group number, if the insurance is through a group, such as an employer, union, etc. For private insurance only, if no private insurance is involved, leave blank.

	11a**
	Insured’s Date of Birth, Sex
	Enter primary policyholder’s date of birth and mark the appropriate box reflecting the sex of the primary policyholder. For private insurance only, if no private insurance is involved, leave blank.

	11b**
	Employer’s Name
	Enter the primary policyholder’s employer name. If no private insurance is involved, leave blank. For private insurance only, if no private insurance is involved, leave blank.

	11c**
	Insurance Plan Name
	Enter the primary policyholder’s insurance plan name. If the insurance plan denied payment for the service provided, attach valid denial from the insurance plan. For private insurance only, if no private insurance is involved, leave blank.

	11d**
	Other Health Plan
	Indicate whether the participant has another health insurance plan; if so, complete Fields 9, 9a, 9b, 9c and 9d with the secondary insurance information. For private insurance only, if no private insurance is involved, leave blank.

	12
	Patient’s Signature
	Leave blank

	13**
	Insured’s Signature
	This field should be completed only when the participant has another health insurance policy. Obtain the policyholder’s or authorized person’s signature for assignment of benefits. The signature is necessary to ensure the insurance plan pays any benefits directly to the provider of MO HealthNet. Payment may otherwise be issued to the policyholder requiring the provider to
collect insurance benefits from the policyholder.

	14
	Date of Current Illness, Injury, or Pregnancy
	
Leave blank

	15
	Date Same/Similar Illness
	
Leave blank

	16
	Dates Patient Unable to Work
	
Leave blank

	17**
	Name of Referring Provider or Other Source
	Enter the name of the referring provider or other source. If multiple providers are involved, enter one (1) provider using the following priority order:
Private Duty Nursing
1. Ordering Provider
2. Prescribing Provider
3. Referring Provider
Durable Medicaid Equipment
1. Referring Provider
2. Ordering Provider
3. Supervising Provider

	17a**
	Other ID #
	Enter the Provider Taxonomy qualifier ZZ in the first area if the provider reported in Field 17b is required to report a Provider Taxonomy Code to MO HealthNet. Enter the corresponding 10-digit Provider Taxonomy Code in the
second area for the provider reported in Field 17b.

	17b**
	NPI
	Enter the National Provider Identifier (NPI) number of the provider reported in Field 17

	18
	Hospitalization Dates
	Leave blank

	
19
	
Reserved for Local Use
	Providers	may	use	this	field	for additional remarks/descriptions

	
20
	Lab Work Performed Outside Office
	Leave blank

	21*
	Diagnosis
	Enter the complete current ICD-M diagnosis code(s). Enter the primary diagnosis under No. 1, the secondary diagnosis under No. 2, etc.

	22**
	MO HealthNet Resubmission
	For timely filing purposes, if this is a resubmitted claim, enter the Internal Control Number (ICN) of the previous related claim or attach a copy of the original Remittance Advice indicating the claim was initially submitted timely.

	23
	Prior Authorization Number
	Leave blank

	24a*
	Date of Service
	Enter the date of service under ‘from’ in month/day/year format, using six (6)-digit format in the unshaded area of the field. All line items must have a from date.
The six (6) service lines have been divided to accommodate submission of both the NPI and another/proprietary identifier during the NPI transition and to accommodate the submission of supplemental information to support the billed service. The top area of the service lines are shaded and is the location for reporting supplemental information. It is not intended to allow the billing of 12 lines of service. When filing PDN claims, each date of service must be billed on individual detail line items.

	24b*
	Place of Service
	Enter the appropriate place of service (POS) code in the unshaded area of the field. Refer to Section 4.5 of this manual for more information for POS codes.

	24c*
	EMG-Emergency
	Leave blank

	24d*
	Procedure Code
	Enter the appropriate Curent Procedural Terminology (CPT) or Health Care Procedure Coding System (HCPCS) code and applicable modifiers, if any, corresponding to the service rendered in the unshaded area of the field. (Field 19 may be used for remarks or descriptions.) See Section 5 of this manual for applicable procedure codes.

	24e*
	Diagnosis Pointer
	Enter 1, 2, 3, 4 or the actual diagnosis code(s) from Field 21 in the unshaded area of the field

	24f*
	Charges
	Enter the provider’s charge for each line item in the unshaded area of the field. This should be the total charge if multiple days or units are shown.

	24g*
	Days or Units
	Enter the number of days or units of service provided for each detail line in the unshaded area of the field. The system autopopulates a ‘1’ if the field is left blank. A unit of service equals 15 minutes.

	24h**
	EPSDT/Family Planning
	If the service is:
· Early Periodic Screening Diagnosis and Treatment (EPSDT)/Healthy Children and Youth (HCY) screening service or referral, enter ‘E’
· Family Planning-related, enter ‘F’
Both EPSDT/HCY and Family Planning, enter ‘B’

	24i**
	ID Qualifier
	A provider taxonomy code must be reported if providers have one (1) NPI for multiple legacy MO HealthNet provider numbers. If the rendering provider is required to report a Provider Taxonomy Code to MO HealthNet, enter the Provider Taxonomy qualifier ZZ in the shaded area.

	24j**
	Rendering Provider ID
	If the Provider Taxonomy qualifier (ZZ) was reported in Field 24i; enter the corresponding 10-digit Provider Taxonomy Code in the shaded area.
Enter the 10-digit NPI number of the individual rendering the service in the unshaded area.

	25
	SS #/Fed Tax ID
	Leave blank

	26
	Patient Account Number
	For the provider’s own information, a maximum of 12 alpha and/or numeric characters may be entered here

	27
	Assignment
	Not required on MO HealthNet claims

	28*
	Total Charge
	Enter the sum of the line item charges

	29
	Amount Paid
	Enter the total amount received by all other insurance resources, excluding previous MHD payments, Medicare payments, cost sharing, and copay amounts

	30
	Balance Due
	Enter the difference between the total charge (Field 28) and the amount paid (Field 29)

	31
	Provider Signature
	Not required

	32**
	Name and Address of Facility
	If services were rendered in a facility other than the home or office, enter the name and location of the facility. This field is required when the POS is other than
home or office.

	32a**
	NPI#
	Enter the 10-digit NPI number of the service facility location reported in Field 32

	32b**
	Other ID#
	A provider taxonomy code must be reported if providers have one (1) NPI for multiple legacy MO HealthNet provider numbers. If the provider is required to report a Provider Taxonomy Code to MO HealthNet, enter the Provider Taxonomy qualifier ZZ and corresponding 10- digit Provider Taxonomy code for NPI number reported in Field 32a. Do not enter a space, hyphen, or other separator between the qualifier and code.

	33*
	Provider Name/Number/Address
	Enter the provider’s name, phone number, and address

	33a**
	NPI#
	Enter the NPI number of the billing provider in Field 33

	33b**
	Other ID#
	If the provider is required to report a Provider Taxonomy Code to MO HealthNet, enter Provider Taxonomy qualifier ZZ and corresponding 10-digit Provider Taxonomy Code for the NPI number reported in Field 33a. Do not enter a space, hyphen or other separator between the qualifier and code.


* These fields are mandatory on all CMS-1500 claim forms.
** These fields are mandatory only in specific situations, as described.
[bookmark: 4.5_Resubmission_of_Claims][bookmark: _bookmark32][bookmark: _Toc224630301][bookmark: _Toc224630442]4.4 Resubmission of Claims
Any line item on a claim that resulted in a zero (0) payment can be resubmitted if it was denied due to a correctable error. The error that caused the claim to deny must be corrected before resubmitting the claim. The provider may resubmit in eMOMED or on a CMS-1500 claim form. If a line item on a claim is paid but the payment was incorrect, do not resubmit that line item. For instance, if the claim showed 10 units of service but should have shown 16 units of service, that claim cannot be resubmitted. It will deny as a duplicate. In order to correct that payment, the provider must adjust their claim. The General Sections Manual explains the adjustment process.
[bookmark: 4.5_Place_of_Service_Codes][bookmark: _bookmark33][bookmark: _Toc224630302][bookmark: _Toc224630443]4.5 Place of Service Codes
Services may be rendered in the following locations, and the appropriate place of service (POS) code must be entered when submitting a claim:
	POS
Code
	Description
	Definition

	04
	Homeless Shelter
	Facility or location that providers temporary housing

	
12
	
Home
	Location, other than a hospital or other facility, where the patient receives care in a private residence

	99
	Other POS
	Other place of service not identified above


[bookmark: 4.6_Insurance_Coverage_Codes][bookmark: _bookmark34][bookmark: _Toc224630303][bookmark: _Toc224630444]4.6 Insurance Coverage Codes
Type of insurance coverage codes identified on interactive voice response (IVR) or eMOMED are listed in the General Sections Manual.
While providers are verifying the patient’s eligibility, they can obtain the Third Party Liability (TPL) information contained on the MO HealthNet participant file. Eligibility and TPL information may be verified in eMOMED or by calling the Provider Communications IVR line at (573) 751-2896 or toll- free (833) 222-7916. Reference the General Sections Manual for more information.
Participants must always be asked if they have third party insurance regardless of the TPL information given by eMOMED or Provider Communications. It is the provider’s responsibility to obtain from the patient the name and address of the insurance company, the policy number and the type of coverage. Reference the General Sections Manual for more information.
[bookmark: 4.7_Diagosis_Codes][bookmark: _bookmark35][bookmark: _Toc224630304][bookmark: _Toc224630445]4.7 Diagnosis Codes
The diagnosis code must be entered on the claim form exactly as it appears in the applicable International Classification of Diseases-Clinical Modification (ICD-CM). Note that the appropriate code(s) may be up to seven (7) characters, depending upon the patient’s diagnosis and applicable ICD code version.
Claims may be denied if the applicable version of ICD diagnosis code is not used. The applicable
ICD-CM should be used as a guide in the selection of the appropriate diagnosis code. Additional information regarding the ICD-CM may be found on the CDC Website.
[bookmark: Section_5:___Procedure_Codes][bookmark: _bookmark36][bookmark: _Toc224630305][bookmark: _Toc224630446]Section 5: Procedure Codes
All services listed in this section must be prior authorized for Medically Fragile Adult Waiver (MFAW) participants by the Department of Health and Senior Services, Bureau of Special Health Care Needs (DHSS/BSHCN).
Procedure codes used by the MO HealthNet Division (MHD) are identified as Health Care Procedure Coding System (HCPCS) codes. The HCPCS is divided into two (2) subsystems, referred to as Level I and Level II. Level I is comprised of Current Procedural Terminology (CPT) codes that are used to identify medical services and procedures furnished by physicians and other health care professionals. Level II is comprised of the HCPCS National Level II codes that are used primarily to identify products, supplies and services not included in the CPT codes.
[bookmark: 5.1_Medically_Fragile_Adult_Waiver_Servi][bookmark: _bookmark37]Reference materials regarding the HCPCS, CPT may be obtained through the American Medical Association.
[bookmark: _Toc224630306][bookmark: _Toc224630447]5.1 Medically Fragile Adult Waiver Services Procedure Codes
MFAW services may be rendered with the appropriate procedure code:


	Proc Code
	Modifier
	Description
	Unit
	Provider Type

	S5125
	U5
	Waiver Attendant Care - Services which exceed the frequency, duration, and scope of the State Plan Personal Care Program
	15 minutes
	Personal Care

	T1000
	U5
	Private Duty Nursing (PDN) Licensed Practical Nurse (LPN)/Registered Nurse (RN) - Individual and continuous care, in contrast to 
	15 minutes
	Home Health
Private Duty Nursing




	
	
	part time or intermittent care, provided by licensed nurses within the scope of state law
	
	

	





T2028
	





U5 NU
	Specialized Medical Supplies - Items normally covered by the MO HealthNet Durable Medical Equipment (DME) Program are submitted for payment to MHD’s fiscal agent; items not covered by the DME Program should be submitted to the Exceptions Unit. When items are not covered by the MO HealthNet Exceptions process, then prior authorization of the items should be requested through MFAW. Refer to Section
2.1 of this manual for more information.
	





Cost
	





DME


[bookmark: State_Plan_Personal_Care_Services][bookmark: _bookmark38][bookmark: _Toc224630307][bookmark: _Toc224630448]State Plan Personal Care Services
	Procedure Code
	
Modifier
	
Description
	
Unit

	T1019
	
	Basic Personal Care Aide
	15 minutes

	T1019
	TF
	Advanced Personal Care Aide
	15 minutes

	T1001
	
	Authorized Nurse Visit
	Per visit


Refer to the Personal Care Provider Manual for descriptions of services.
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