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Introduction
The MO HealthNet Pharmacy Program oversees reimbursement for outpatient, Fee -For-Service (FFS) prescription drugs, and devices. The program is responsible for the pharmacy program and uses best practices and evidence-based medicine to drive clinical policy development. 
[bookmark: _Toc132279687][bookmark: _Toc220305732][bookmark: _Toc221092715][bookmark: _Toc224218546]Section 1:  Reimbursement Methodology
[bookmark: _Toc364169186][bookmark: _Toc132279689][bookmark: _Toc220305733][bookmark: _Toc220305782][bookmark: _Toc221092716][bookmark: _Toc224218547][bookmark: Determiningafee]1.1 Determining a Fee
Under a fee system, a maximum allowable fee is established for each procedure, service, medical supply, and equipment covered under a specific program.
The MO HealthNet Division (MHD) determines reimbursement for prescribed drugs, devices, and supplies by applying the following hierarchy method:
National Average Drug Acquisition Cost (NADAC); if there is no NADAC;
Missouri Maximum Allowed Cost (MAC); if no NADAC or MAC;
Wholesale Acquisition Cost (WAC); or
The usual and customary (U&C) charge submitted by the provider if it is lower than the chosen price (NADAC, MAC, or WAC).
U&C is a provider's charge to the general public that reflects all advertised savings, discounts, special promotions, or other programs, including membership-based discounts initiated to reduce prices for product costs available to the general public, a special population, or an inclusive category of customers. 
MHD adds a professional dispensing fee to prescriptions filled or refilled by pharmacy providers. The professional dispensing fee is applied as outlined below:
Out-of-state pharmacy providers receive a professional dispensing fee of $8.85 
In-state pharmacy providers receive a professional dispensing fee of $12.22, plus an adjustment to account for the cost of the Missouri Pharmacy Reimbursement Allowance attributable to Medicaid-reimbursed prescriptions 
Maintenance medications receive only one (1) dispensing fee every 25 days for a participant receiving the same strength and dosage form of medication. Refer to Section 2.8 in this manual for more information.
Providers may not bill MHD an amount above the provider’s U&C charge for a particular service. Prescriptions reimbursed at the provider’s U&C charge do not receive a professional dispensing fee. Providers must submit the package's precise 11-digit national drug code (NDC) number on the prescribed drug, device, and supply dispensed. Reference the traditional and specialty Missouri Maximum Allowable Cost (MAC) List.
[bookmark: PHAMissouriMedicaidLongTermCarePharmacyD][bookmark: _Toc364169187][bookmark: _Toc132279690][bookmark: _Toc220305783][bookmark: _Toc221092717][bookmark: _Toc224218548]Long-Term Care Dispensing Fee Requirements
Long-term care (LTC) pharmacy providers supplying covered drugs to participants in LTC facilities receive an extra $0.50 dispensing fee. Providers must meet all the qualifications listed below to receive the LTC dispensing fee.
The medication is dispensed in unit-dose or controlled-dose containers, which meet, at a minimum, Class B standards for moisture permeation as defined in the United States Pharmacopoeia
The pharmacy provides emergency services 24 hours a day, seven (7) days a week
Provider is willing to assist the facility and the residents in accessing prescriptions through the MHD prior authorization (PA) process
The provider must complete the Missouri Medicaid Audit and Compliance (MMAC) LTC Pharmacy Dispensing Fee Provider Specialty Application 
MHD bases the qualifications to determine the controlled-dose LTC prescription fee differential on Patient Residence [384-4X], values 02 or 03, and Special Packaging Indicator [429-DT], values 03 or 04. MHD identifies the participant as a LTC facility resident on the participant eligibility file.
[bookmark: _Toc132279691][bookmark: _Toc220305734][bookmark: _Toc220305784][bookmark: _Toc221092718][bookmark: _Toc224218549][bookmark: _Hlk180500551]1.2 Public Health Service (340B) Drug Pricing Program
340B is a drug pricing program that resulted from the enactment of Public Law 102-585 and the Public Health Service Veterans Health Care Act of 1992. The 340B Program limits the cost of covered outpatient drugs to certain federal grantees, federally qualified health center (FQHC) look-alikes, and qualified hospitals. MHD follows the Health Resources and Services Administration (HRSA) guidelines. Covered entities that use the 340B Drug Pricing Program and bill MHD must follow the rules outlined on HRSA’s website. To avoid duplicate discounts and ensure correct payment, 340B providers that choose to carve in Medicaid must provide HRSA with their National Provider Identifier (NPI) and MO HealthNet provider identification number for each site that carves in for inclusion in the Medicaid Exclusion File.
340B contract pharmacies, which are pharmacies that have an agreement with a 340B covered entity to dispense 340B drugs, are not covered under this policy and must carve out Medicaid from their 340B operations.
MHD determines reimbursement for 340B identified drugs for 340B providers who carve in for Medicaid by applying the following methodology:
Pharmacy providers are reimbursed at their actual acquisition cost, up to the 340B MAC (calculated ceiling price), plus a professional dispensing fee. Covered entities cannot bill more than their actual acquisition cost plus the professional dispensing fee.
MHD reimburses physician-administered drugs purchased through the 340B Program at the lesser of the Physician-Administered 340B MAC or the actual acquisition cost submitted by the provider. MHD calculates the Physician-Administered 340B MAC by adding six percent (6%), up to $600, to the calculated ceiling price. Physician-administered drugs do not receive a professional dispensing fee. 
The actual acquisition cost is the NDC’s invoice cost per billing unit. The invoice of cost does not include timely pay discounts or discounts paid as a rebate on a separate invoice for volume-based purchases. 
MHD requires 340B providers to identify 340B purchased drugs, including those billed to MHD as the secondary payer, at the claim level using the following codes:
Point-of-service (POS) pharmacy claims: Submission Clarification Code (SCC) 20
Medical and outpatient claims: Modifier JG or TB
MHD carves out certain drugs from 340B reimbursement. Providers must purchase the drugs carved out of 340B reimbursement through their non-340B purchasing path and omit any 340B identifiers on the claim. MHD reimburses drugs carved out of 340B reimbursement using the hierarchy methodology. Review the Drugs Carved Out of 340B Reimbursement List for more information.
[bookmark: _Toc132279692][bookmark: _Toc220305735][bookmark: _Toc220305785][bookmark: _Toc221092719][bookmark: _Toc224218550][bookmark: ReimbursementInquiries]1.3 Reimbursement Inquiries
Providers billing pharmacy claims with MAC reimbursement may request a review of the MAC reimbursement. The provider must contact the MHD Pharmacy Administration at (573) 751-6963 between 8:00 a.m. and 5:00 p.m., Monday through Friday, before dispensing or administering the drug. Providers must submit a MAC Pricing Inquiry Worksheet when instructed by MHD and only for the drug(s) specified. MHD will not review the inquiry if the worksheet is incomplete, lacks the required invoice, is for more or different drugs than instructed, or contains Protected Health Information (PHI). MHD will notify the provider of the outcome of the pricing inquiry and any pricing updates made effective on the date the pricing worksheet is received, not the date the provider called about the reimbursement issue. Providers shall make every effort to resolve reimbursement issues before dispensing and are not required to dispense below cost.
Providers billing pharmacy claims with NADAC reimbursement may contact the NADAC Helpdesk for support of the NADAC survey, request a review of a NADAC rate, or provide notification of recent price changes not reflected in posted NADAC files.
Providers may contact the NADAC Helpdesk through the following means:
Phone:  (855) 457-5264
Email:  info@mslcrps.com
Fax:  (844) 860-0236
NADAC Request For Medicaid Reimbursement Review Form
Find additional information regarding NADAC and the Retail Price Survey at Medicaid.gov.
[bookmark: _Toc403135507][bookmark: _Toc486508199][bookmark: _Toc132279694][bookmark: _Toc220305736][bookmark: _Toc220305786][bookmark: _Toc221092720][bookmark: _Toc224218551][bookmark: _Toc317166534][bookmark: _Toc318376053][bookmark: _Toc368473618]Section 2:  Benefits and Limitations
[bookmark: _Toc486508200][bookmark: _Toc132279695][bookmark: _Toc220305737][bookmark: _Toc220305787][bookmark: _Toc221092721][bookmark: _Toc224218552]2.1 General Information
[bookmark: _Toc132279696][bookmark: _Toc220305788][bookmark: _Toc221092722][bookmark: _Toc224218553][bookmark: _Toc317166535][bookmark: _Toc318376054][bookmark: _Toc368473619][bookmark: _Toc486508201]Omnibus Reconciliation Act of 1990 
The Omnibus Reconciliation Act of 1990 (OBRA 90) introduced important reforms to the delivery of pharmaceutical services within state Medicaid programs. These federal requirements continue to influence several key areas of the MO HealthNet Division (MHD) Pharmacy Program, including:
Drug Coverage Requirements
Prior Authorization Processes
Drug Utilization Review (DUR) Standards
One of the key provisions of OBRA 90 prohibits the use of federal matching funds to cover Food and Drug Administration (FDA) approved prescription drugs produced by manufacturers that do not have a federal Medicaid Drug Rebate Agreement with the Department of Health and Human Services (HHS). Virtually all drug products from manufacturers participating in the program are eligible for reimbursement, although they must still meet specific clinical and programmatic criteria set at the state level.
[bookmark: _Toc317166536][bookmark: _Toc318376055][bookmark: _Toc368473620][bookmark: _Toc486508202][bookmark: _Toc132279697][bookmark: _Toc220305789][bookmark: _Toc221092723][bookmark: _Toc224218554]Drug Coverage by the MO HealthNet Pharmacy Program
MHD covers outpatient prescription drugs produced by manufacturers that have an active federal rebate agreement. The program does not cover:
Drug Efficacy Study Implementation (DESI) drugs as identified by the FDA
Products from manufacturers that are not participating in the federal rebate agreement.
Providers should consult the Drug Manufacturer Contact Information resource to confirm which manufacturers have a rebate agreement. Drug products for manufacturers not included on the list are not reimbursable under the MHD Pharmacy Program and cannot be approved through any PA process.  All prescriptions dispensed to participants must be filled according to Chapter 338 of the Missouri Board of Pharmacy (MBOP) statutes.
Drugs covered by MHD must meet the definition of a prescribed drug as defined in 42 CFR 440.120(a) or a covered outpatient drug as defined in the Social Security Act, Section 1927(k)(2) and Section 1927(k)(4).
[bookmark: PHA13.4][bookmark: _Toc220305790][bookmark: _Toc221092724][bookmark: _Toc224218555]Drug Products Excluded From the Pharmacy Program
OBRA 90 lists specific drugs and categories of drugs that state Medicaid programs may exclude from coverage. The following drug classes are excluded from the MHD Pharmacy Program: 
	Drug or Category Excluded
	Exceptions Reimbursable

	Drugs used to promote fertility
	N/A

	Drugs used to treat sexual dysfunction
	N/A

	Drugs used to promote weight loss
	Glucagon-Like Peptide-1 (GLP-1) that are approved by the FDA for the treatment of obesity and listed as preferred on the Preferred Drug List (PDL). 
Review the Glucagon-Like Peptide-1 (GLP-1) Receptor Agonists Indicated for Obesity PDL Edit for more information.

	Drugsused to promote hair growth
	N/A

	Drugs used for cosmetic purposes
	N/A

	Non-legend Products
	Refer to the Over-The-Counter (OTC) Covered Products List, prescription required


[bookmark: _Toc220305738]Other non-covered drugs include cross-sex hormones or puberty-blocking drugs, as such terms are defined in Revised Statutes of Missouri (RSMo) Section 191.1720 for the purpose of a gender transition. Drugs falling outside the definition of a prescribed drug as defined in 42 CFR 440.120(a) or a covered outpatient drug as defined in the Social Security Act, Section 1927(k)(2) and Section 1927(k)(4) are excluded. For questions regarding a denied claim, pharmacies may call the Pharmacy and Medical Pre-Certification Help Desk at (800) 392-8030.
[bookmark: _Toc132279698][bookmark: _Toc220305739][bookmark: _Toc220305791][bookmark: _Toc221092725][bookmark: _Toc224218556]2.2 Physician-Administered Drugs
Providers must submit claims for all drugs, including physician-administered drugs, administered in the clinic or outpatient hospital setting, with the exact 11-digit National Drug Code (NDC) that appears on the product administered. Non-retail pharmacy claim submissions are limited to a one (1)-day supply.
[bookmark: _Toc132279699][bookmark: _Toc220305792][bookmark: _Toc221092726][bookmark: _Toc224218557]Exceptions To Billing Physician-Administered Drugs
The following exceptions to billing physician-administered drugs apply in specific instances:
Ambulatory Surgical Centers (Specialty B5) must not bill separately for injections, as the facility payment includes all supplies and equipment
Mental Health Regional Centers (Specialty 56) are restricted to annual assessments and daily specialized services only
Public Health Department Clinics must bill on the professional claim following special instructions for vaccines provided by the Centers for Disease Control and Prevention (CDC). Providers must bill all other (purchased) vaccines with the 11-digit NDC.
[bookmark: _Toc132279700][bookmark: _Toc220305793][bookmark: _Toc221092727][bookmark: _Toc224218558]Contrast Materials and Radiopharmaceuticals
Providers should bill contrast materials and radiopharmaceuticals used in radiologic procedures separately using the appropriate Healthcare Common Procedure Coding System (HCPCS) procedure code and the NDC representing the materials or agents used in the procedure. The appropriate HCPCS procedure code alone is acceptable if the material or agent does not have an NDC. Refer to the MHD Fee Schedule for HCPCS procedure codes that require an NDC.
[bookmark: _Toc132279701][bookmark: _Toc220305794][bookmark: _Toc221092728][bookmark: _Toc224218559]Take-Home Drugs and Supplies
[bookmark: _Toc220305795][bookmark: _Toc221092729]When billed by hospital and clinic providers, MHD does not cover take-home drugs and supplies. Only drugs and items administered or used during the visit are covered services. Providers can bill the participant for take-home drugs and supplies. The provider must inform the participant that MHD may reimburse take-home medications when a pharmacy provider fills a prescription. When a participant is seen during the night, and a pharmacy will not be open until morning to dispense a prescription, sending a one (1) or two (2) day supply of an oral drug with the participant is permissible. This billing is subject to Missouri Medicaid Audit and Compliance (MMAC) scrutiny. Drugs Carved Out of Inpatient Rate
MHD carves out certain drugs from the inpatient rate. These Drugs Carved Out of Inpatient Rate are separately reimbursed by the MHD Pharmacy Program when administered during inpatient hospital stays. MHD does not allow for bundle billing of any products on this list. 
Some Drugs Carved Out of Inpatient Rate may require PA before being administered to the participant. The MHD Pharmacy Program reviews the PA requests for drugs, including for participants enrolled in a Managed Care health plan. MHD reimburses these drugs at the current MO HealthNet drug reimbursement rate.
Providers can submit an outpatient or pharmacy claim with the most appropriate NDC to receive separate reimbursement for drugs carved out of the inpatient rate administered during inpatient hospital stays. They will receive their inpatient rate and be reimbursed separately for the drug.
Refer to Section 1.1 in this manual for drug claim reimbursement and Section 3.13 for billing information. 
Providers must bill all other inpatient expenses according to the Physician Provider Manual and Hospital Provider Manual.
Failure to obtain the necessary PA for any drug, regardless of the setting, before the administration will result in no payment for the drug.
Refer to Section 2.23 in this manual for separate reimbursement on long-acting reversible contraception (LARC) devices.
[bookmark: _Toc368473622][bookmark: _Toc486508204][bookmark: _Toc132279703][bookmark: _Toc220305740][bookmark: _Toc220305796][bookmark: _Toc221092730][bookmark: _Toc224218560][bookmark: _Hlk206673377]2.3 Smoking Cessation
MHD reimburses for smoking cessation for participants, including both behavioral and pharmacologic interventions. Published guidelines recommend smoking cessation behavioral intervention before the pharmacologic intervention.
There are no limitations on the number of attempts to help the participant quit smoking.
[bookmark: _Toc368473624][bookmark: _Toc486508206]Refer to the Behavioral Health Services Provider Manual for covered behavioral interventions.
[bookmark: _Toc317166537][bookmark: _Toc318376057][bookmark: _Toc368473626][bookmark: _Toc486508208][bookmark: _Toc132279704][bookmark: _Toc220305741][bookmark: _Toc220305797][bookmark: _Toc221092731][bookmark: _Toc224218561]2.4 Over-the-Counter Product Coverage
[bookmark: _Toc220305742]Select OTC products are reimbursable through the MHD Pharmacy Program with a prescription. While OTC products generally do not require a prescription for sale to the public, a prescription for OTC products is required to be reimbursable for a MO HealthNet participant. Review the OTC Covered Products List for more information.
[bookmark: _Toc220305743]MHD requires participants to receive a 90-day supply of select OTC prescriptions. Refer to the Extended Supply Fiscal Edit for a complete list of products with a 90-day supply requirement. 
[bookmark: _Toc220305744]The nursing home per diem includes OTC preparations listed in 13 CSR 70-10.010. Providers cannot bill per diem items to the MHD Pharmacy Program; payment for these products is the nursing home's responsibility. Refer to the Nursing Home Provider Manual for more information. 
[bookmark: _Toc220305745][bookmark: _Toc220305798][bookmark: _Toc221092732][bookmark: _Toc224218562][bookmark: _Toc317166538][bookmark: _Toc318376058][bookmark: _Toc368473627][bookmark: _Toc486508209][bookmark: _Toc132279705]2.5 Nutritional Supplements and Medical Foods
Nutritional supplements, infant formulas, and medical or enteral foods are not reimbursable through the MHD Pharmacy Program. These products do not meet the definition of a covered outpatient drug and are not covered. 
The nursing home per diem includes nutritional supplements, infant formulas, and medical or enteral foods; the nursing home is responsible for payment of these products. For children under 21 years of age, all nutritional supplements, infant formulas, supplies related to medical or enteral foods, and pumps related to intravenous (IV) therapy are available only through the MO HealthNet Durable Medical Equipment (DME) program. For further information, refer to the DME Provider Manual or the MHD Fee Schedule.
[bookmark: _Toc220305746]For participants 21 years of age and older, nutritional supplements, infant formulas, medical or enteral foods, and related pumps and supplies are not covered. The Exceptions Unit reviews requests for non-covered items and services. Refer to the Exceptions Provider Manual for more information.
[bookmark: PHADrugPriorAuthorization][bookmark: Utilization_Management][bookmark: _Toc317166539][bookmark: _Toc318376059][bookmark: _Toc368473628][bookmark: _Toc486508210][bookmark: _Toc132279706][bookmark: _Toc220305747][bookmark: _Toc220305799][bookmark: _Toc221092733][bookmark: _Toc224218563]2.6  Utilization Management
The clinical team of the MHD Pharmacy Program along withUniversity of Missouri-Kansas City School of Pharmacy Drug Information Center, Oregon Evidence-Based Drug Research Consortium, MHD Drug Advisory Committees, and clinical contractors conducts evidence based reviews of specific therapeutic classes. The clinical findings are combined with a fiscal evaluation to developed utilization management edit criteria.
As specified in OBRA 90, any MHD prescription PA process must meet certain criteria, including responding within 24 hours of a PA request and providing at least a 72-hour supply of a covered outpatient drug in an emergency.  
Prescriptions covered by MHD may be subject to utilization management edits, including clinical, fiscal, PDL, reference list, and step therapy edits. These edits are designed to improve participant care and the appropriate use of program funds. Criteria for a prescription may be in one (1) or more edits.
[bookmark: _Toc220305800][bookmark: _Toc221092734][bookmark: _Toc224218564]Clinical Edits
Clinical Edits are defined as the process that screens the use of specific medications based on clinical appropriateness. Clinical edits may include:
Age restrictions
Appropriate diagnosis
Dose limits
Lack of contraindications
Step therapy
[bookmark: _Toc220305801][bookmark: _Toc221092735][bookmark: _Toc224218565]Fiscal Edits
Fiscal Edits are defined as the process that screens the use of specific medications based on the achievement of cost savings to the program. Fiscal edits may include:
Brand name requirements
Day supply limits
Duration of therapy limits
Minimum and maximum quantity limits per day or fill
Early refill
Unit optimization
[bookmark: _Toc220305802][bookmark: _Toc221092736][bookmark: _Toc224218566]Preferred Drug List Edits
PDL Edits are defined as a list of specific medications within a functional therapeutic class that are available as the preferred product in a class based on available evidence-based clinical review findings and net cost to MHD. PDL edits may include:
[bookmark: _Hlk166747894]Age restrictions 
Appropriate diagnosis 
Dose limits 
Lack of contraindications
Preferred and non-preferred drug lists 
Step therapy
[bookmark: _Toc220305803][bookmark: _Toc221092737][bookmark: _Toc224218567]Reference List Edits
Reference List Edits are defined as a list of specific medications within a functional therapeutic class that are available as the reference product in a class based on available evidence-based clinical review findings and net cost to MHD. Reference List edits may include:
Age restrictions 
Appropriate diagnosis 
Dose limits 
Lack of contraindications 
Reference and non-reference drug lists 
Step therapy 
[bookmark: _Toc220305804][bookmark: _Toc221092738][bookmark: _Toc224218568]Step Therapy Edits
Step Therapy Edits are defined as a list of specific medications within a functional therapeutic class that are available as the reference product in a class based on available evidence-based clinical review findings and net cost to MHD. Step Therapy edits may include:
Age restrictions 
Appropriate diagnosis 
Dose limits 
Lack of contraindications 
Reference drug lists 
Step therapy
For more information regarding a specific prescription item, please see Utilization Management Edits.
Pharmacy claims move through an automated computer system to apply these utilization management edits. Through this process, MHD transparently approves therapy for participants who meet the system-approved criteria.
For participants whose pharmacy claims do not meet the system-approved criteria, the prescriber’s office or the pharmacy may contact the MHD Pharmacy and Medical Pre-Certification Helpdesk at (800) 392-8030 or fax the Drug Prior Authorization to (573) 636-6470 to initiate a review and potentially authorize claims. All PA requests must include all the required information, and those with insufficient information do not undergo a review. PA requests from sources other than the prescriber or pharmacy do not initiate a PA review and will not be processed.
Some drug classes may undergo changes for preferred and non-preferred status; certain classes of drugs will allow for therapy continuation if participants are compliant. Refer to the individual edit criteria to determine if a specific edit allows for the continuation of therapy. MHD Drug Advisory Committees review compliance criteria for each drug class yearly. No PA process exists for products of manufacturers that have yet to join or have departed from the Medicaid Drug Rebate Program operated by CMS.
The MHD Pharmacy and Medical Pre-Certification Helpdesk, (800) 392-8030, is available Monday through Friday, 8:00 a.m. to 7:00 p.m., and Saturday and Sunday, 8:00 a.m. to 6:00 p.m. Hours may vary for state-observed holidays. A menu directs callers to select options based on the nature of the call. The MHD Pharmacy and Medical Pre-Certification Helpdesk fax number is (573) 636-6470.
Providers may also use the CyberAccess tool to determine drug status, initiate a PA review, and review a participant’s MHD paid claim history. To become a CyberAccess user, contact the CyberAccess Helpdesk at (888) 581-9797 or (573) 632-9797, Monday through Friday, 8:00 a.m. to 5:00 p.m., or email CyberaccessHelpdesk@Conduent.com.
For information on prescriptions subject to utilization management edits, reference PDL & Utilization Management Edits. Providers should review the specific policy requirements to expedite the processing of requests. Utilization management edits are date of service-specific as these policies are dynamic and revised as necessary to remain current.
[bookmark: _Toc132279707][bookmark: _Toc220305805][bookmark: _Toc221092739][bookmark: _Toc224218569]Backdate Requests for Denied Claims
Providers may request a backdate request for any of the following:
A participant is made retro-eligible
Drug given in an emergency department (ED) setting
The first day of observation
Time-sensitive emergency drugs dispensed from the “Emergency Kit” for an emergency supply
Backdate requests will not be approved if the claim was billed and denied on the date of service (DOS) and the pharmacy failed to obtain the necessary override on the DOS before dispensing to the participant. It is the provider's responsibility to get the participant's MHD eligibility information before dispensing. Providers dispensing drugs without a paid claim from MHD run the risk of non-payment. 
To request an electronic backdate form, email Pharmacy Administration at MHD.PharmacyAdmin@dss.mo.gov. 
[bookmark: _Toc132279709][bookmark: _Toc220305806][bookmark: _Toc221092740][bookmark: _Toc224218570]Early Refill
MHD compares the drug, strength, and dosage form with all drug claims in the participant's history for a match. If MHD finds an exact match and 85% of the day's supply has not been used, the claim is denied, and the early refill exception is posted.
MHD only considers early refill overrides when there has been an increase in dosage or if the prescription is lost, stolen, or damaged. MHD grants an override for a lost, stolen, or damaged prescription at most once per rolling calendar year. When requesting an override for a stolen prescription, a police report must be obtained and faxed to the MHD Pharmacy and Medical Pre-Certification Helpdesk at (573) 636-6470. MHD will grant a vacation/travel override once per rolling calendar year.
MHD will not grant an early refill override if a claim is denied due to a pharmacy error. Errors include but are not limited to wrong day supply, filling an old prescription, the pharmacy filling and mailing a prescription the participant did not receive, and the prescriber prescribing the wrong drug or strength. MHD will require the pharmacy to reverse and resubmit the claim correctly for all pharmacy errors. Prescribers are required to call Pharmacy Administration at (573) 751-6963 between 8:00 a.m. and 5:00 p.m., Monday through Friday or email MHD.PharmacyAdmin@dss.mo.gov for prescriber error early refill overrides. Participants who increase a prescription dose without a doctor’s authorization will not receive an override.
Participants residing in a care facility are not eligible for an early refill override for lost, stolen, or damaged prescriptions. The facility must replace the prescription at its own cost. MHD will not grant overrides for destroyed prescriptions when a participant residing in a care facility has been admitted to the hospital and later returns. The facility must keep the prescription for the duration of the absence. MHD will not grant an early refill override when a participant transfers from a care facility or home; the prescription must move with the participant.
MHD will grant an early refill override, at most two (2) per rolling calendar year, per prescription needed, for children requiring a prescription for both home and school. MHD shall require dispensing subsequent fills under one (1) prescription.
[bookmark: _Toc317166547][bookmark: _Toc318376067][bookmark: _Toc368473636][bookmark: _Toc486508218][bookmark: _Toc132279710][bookmark: _Toc220305807][bookmark: _Toc221092741][bookmark: _Toc224218571]72-Hour Emergency Supply
OBRA 90 requires PA programs to provide for the dispensing of a 72-hour emergency supply. For these purposes, dispensing a 72-hour emergency supply is reimbursable only when dispensed outside the MHD Pharmacy and Medical Pre-Certification Helpdesk's regular working hours (Monday through Friday, 8:00 a.m. to 7:00 p.m., and Saturday and Sunday, 8:00 a.m. to 6:00 p.m.). This requirement intends to assure participants have access to prior authorized drugs when necessary; it is not to circumvent the PA process. The dispensing pharmacist should use professional judgment to determine if an immediate threat of severe adverse consequences exists should the patient not receive an emergency supply. Claims submitted for an emergency supply are tracked and reviewed for possible abuse by participants and providers. If such misuse is detected, MHD takes appropriate action. For questions about this policy or to obtain authorization for a 72-hour emergency fill, contact Pharmacy Administration at (573) 751-6963 between 8:00 a.m. and 5:00 p.m., Monday through Friday or email MHD.PharmacyAdmin@dss.mo.gov.
In the pharmacist's judgment, if the dispensing of an emergency supply is warranted, the pharmacist shall determine the appropriate amount for a three (3)-day supply. For products in a fixed or unbreakable package, for example, a metered-dose inhaler, the provider must dispense the smallest package size available for an emergency.
[bookmark: _Toc132279711][bookmark: _Toc220305808][bookmark: _Toc221092742][bookmark: _Toc224218572]Days Supply Limit
There is a 31-day maximum supply limit on claims submitted for most prescriptions dispensed to participants. The following categories are exempt from this limitation:
	[bookmark: _Hlk166572581]Drug or Category
	Limitation

	Contraceptives, oral
	Up to a one (1)-year supply may be dispensed

	Products limited by packaging requirements
	Up to the day supply sufficient for package size

	Vitamins, Children's
	Up to a 100-day supply

	Vitamins, Prenatal
	Up to a 100-day supply

	Select OTC items[footnoteRef:1] [1:  Select prescriptions require a 90-day supply per dispensing. Once a participant has demonstrated stability on a given drug (same strength and dose) for at least 60 days through claims data, a 90-day supply is required. Claims submitted for less than a 90-day supply will be denied. Prescriptions that require a 90-day supply are made available through the Extended Supply Fiscal Edit. ] 

	90-day supply (required)

	Mavyret
	Up to a 16-week supply


MHD denies pharmacy claims submitted for a day supply greater than allowed under this policy.
NOTE: All spend down participants are exempt from the 31-day supply maximum restriction on all pharmacy services. Refer to the General Sections Provider Manual for more information on the Spend Down Program.
[bookmark: _Toc132279712][bookmark: _Toc220305809][bookmark: _Toc221092743][bookmark: _Toc224218573]Prior Authorization for Participants with Third Party Liability
PA approval from MHD does not nullify the requirement for MHD to be the payer of last resort. All third party benefits must be exhausted before payment will be made by MHD, including but not limited to therapeutic alternatives, PA through the third party, and use of a preferred pharmacy. Failure to bill MHD as the payer of last resort may result in claim denial or recoupment, even if MHD provided a PA approval.
MHD will review prescriptions covered under the Missouri State Plan when the third party payer excludes all therapeutic alternatives from coverage. MHD conducts reviews on a case-by-case basis through the Pharmacy Administration. MHD requires documentation of PA denial and an appeal of the denial or coverage exclusion by the third party for review.
Refer to the General Sections Provider Manual for more information on Third Party Liability.
[bookmark: _Toc132279713][bookmark: _Toc220305748][bookmark: _Toc220305810][bookmark: _Toc221092744][bookmark: _Toc317166550][bookmark: _Toc318376070][bookmark: _Toc368473639][bookmark: _Toc486508221][bookmark: _Toc224218574]2.7 Missouri Maximum Allowable Cost
MHD maintains the Missouri Maximum Allowable Cost (MAC) List, which contains the broadest possible list of prescriptions. MHD's vendor recommends specialty and traditional MAC rates for final rate review and implementation. Following actual acquisition pricing methodology, the vendor bases rates on comparing acquisition costs from various proprietary sources, benchmarks to other states' Medicaid programs, commercial reimbursement, and pricing generally available to providers in Missouri.
The MAC contains both a Traditional and Specialty MAC List, as described below.
[bookmark: _Toc220305811][bookmark: _Toc221092745][bookmark: _Toc224218575]Traditional Maximum Allowable Cost List
The Traditional MAC is the amount MHD will reimburse for prescribed multisource drugs. Traditional MAC contains nearly all generic products manufactured or distributed by companies that have signed the federal rebate agreement. Rates listed for each drug entity apply to brand and generic products. Providers who dispense the brand product without PA (based on medical necessity) will receive the MAC reimbursement.
NOTE: To obtain an override for a generic reimbursement limitation (called generic override) listed in the Traditional MAC listing, the prescriber’s office must submit a Request for Brand Name Drug Prior Authorization by fax at (573) 636-6470 or call the MHD Pharmacy and Medical Pre-Certification Helpdesk at (800) 392-8030. This drug PA must be on behalf of a specific participant and document whether the participant had a trial of a generic product. If the participant has not tried a generic product, the provider must document the medical reason a trial of a generic product is inappropriate.
[bookmark: _Toc220305812][bookmark: _Toc221092746][bookmark: _Toc224218576]Specialty Maximum Allowable Cost List
The Specialty MAC is the amount MHD will reimburse for specific specialty drugs. Specialty drugs are high-cost injectable, infused, oral, or inhaled drugs that may involve specific handling, supervision, or monitoring.
[bookmark: _Toc220305813][bookmark: _Toc221092747][bookmark: _Toc224218577]340B and Physician-Administered 340B Maximum Allowable Cost Lists
The Missouri 340B MAC (calculated ceiling price) and the Physician-Administered 340B MAC are the amounts MHD will reimburse for 340B purchased drugs. MHD does not disclose the 340B MAC due to confidentiality provisions in the Medicaid statute that protect manufacturer pricing data.
The 340B ceiling price is the Average Manufacturer Price (AMP) minus the Unit Rebate Amount (URA). Health Resources and Services Administration (HRSA) maintains the official 340B ceiling prices, which are unavailable to state Medicaid programs or the public due to confidentiality protections.
CMS performs the URA calculations based on manufacturer-reported pricing data and specific methodology determined by law. CMS provides the URA to states quarterly. CMS provides the AMP to states monthly and quarterly. MHD uses the quarterly URA and AMP information to determine the 340B MAC.
For pricing inquiries, refer to Section 1.3 in this manual.
[bookmark: PHA13.9][bookmark: Special_Limitations][bookmark: _Toc317166552][bookmark: _Toc318376072][bookmark: _Toc368473641][bookmark: _Toc486508223][bookmark: _Toc132279714][bookmark: _Toc220305749][bookmark: _Toc220305814][bookmark: _Toc221092748][bookmark: _Toc224218578]2.8 Special Limitations
[bookmark: PHA13.10.B][bookmark: PHAClinical_Edit][bookmark: PHAStepTherapy][bookmark: _Toc317166553][bookmark: _Toc368473642][bookmark: _Toc486508224][bookmark: _Toc132279715][bookmark: _Toc220305815][bookmark: _Toc221092749][bookmark: _Toc224218579]Products Covered Under the Nursing Home Per Diem
Products reimbursed under the nursing home per diem can not be billed to MHD by providers. Providers cannot bill participants for per diem items. MHD considers all routine care items included in the MHD reimbursement methodology for long-term care (LTC) facilities. Pharmacy providers must not bill MHD or the participant for items or services, even if prescribed; nursing home stock drugs, DME (e.g., diabetic testing supplies, needles), OTC products, and vitamin and mineral products are per diem. Refer to the Nursing Home Provider Manual and the DME Provider Manual for more information.
[bookmark: PHA13.10.G][bookmark: _Toc317166558][bookmark: _Toc368473647][bookmark: _Toc486508229][bookmark: _Toc132279716][bookmark: _Toc220305816][bookmark: _Toc221092750][bookmark: _Toc224218580]Maintenance Medication Billing
Maintenance medications are defined as drugs with a common indication for treating a chronic disease, and the therapeutic duration is expected to exceed one (1) year for most participants. MHD uses the First Databank MedKnowledge package maintenance drug indicator as the primary basis to determine if a drug is a maintenance medication.
The dispensing fee policy for maintenance medications allows only one (1) dispensing fee for a maintenance medication every 25 days for a participant receiving the same strength and dosage form of maintenance medications. During the first 25 days, a dispensing fee may be paid on each claim to allow dosing adjustments for new maintenance medication therapies. Claims for maintenance medications receiving an early refill override will receive a dispensing fee. MHD starts the dispensing fee determination process when a refill of maintenance medication does not occur within 60 days.
[bookmark: _Toc220305817][bookmark: _Toc221092751][bookmark: _Toc224218581]Drug Shortages
Prescribed drugs that are not covered outpatient drugs (including drugs authorized for import by the FDA) are covered when medically necessary during drug shortages identified by the FDA.
[bookmark: PHA13.11][bookmark: _Toc317166564][bookmark: _Toc318376075][bookmark: _Toc368473653][bookmark: _Toc486508235][bookmark: _Toc132279717][bookmark: _Toc220305750][bookmark: _Toc220305818][bookmark: _Toc221092752][bookmark: _Toc224218582]2.9 Managed Care Health Plan Pharmacy Services
MHD Managed Care health plans do not provide pharmacy services for their participants. The MHD Pharmacy Program processes pharmacy services for all Managed Care participants. MHD Managed Care participants should present their MO HealthNet Identification Card at the MHD Fee-For-Service (FFS) enrolled pharmacy. The MHD Pharmacy Program pays for all outpatient pharmacy services, diabetic testing supplies, and spacing chambers for inhaled drugs. Managed Care health plans cannot prior authorize pharmacy services.
[bookmark: _Toc132279718][bookmark: _Toc220305751][bookmark: _Toc220305819][bookmark: _Toc221092753][bookmark: _Toc224218583]2.10 Pharmacy Services for Presumptive Eligible Participants
Presumptive Eligibility (PE) allows eligible individuals to temporarily gain immediate access to medical services while they submit an application to the Family Support Division (FSD) for ongoing MHD coverage. Participants benefit from PE because they can start on the drugs they need instead of waiting for FSD to process their application. These drugs include mental and behavioral health drugs, heart failure treatments, prenatal vitamins for pregnant moms, among many other drugs.
PE programs include the following:
Temporary MO HealthNet during Pregnancy (TEMP) 
PE for children ages 0 to 18 
Show-Me Healthy Babies-PE (SMHB-PE)
PE for Parents/Caretaker Relatives and Former Foster Care Youth 
These groups receive MO HealthNet pharmacy coverage for a temporary period of time under PE. The PE form will list the participant’s MO HealthNet Number for claim processing. This eight (8) or 10-digit number will remain the participant’s processing information for MO HealthNet services for life. Once this information is received, the pharmacy can build insurance coverage into the pharmacy system for processing. Potentially, the claim will not be processed immediately, but the information can be used to reprocess the claim in the coming days.
PE ensures reimbursement to MHD pharmacy providers for any covered drug dispensed to the patient. If a patient presents a pharmacy provider with a MO HealthNet PE Authorization (PE-3) or PE-3 TEMP, the pharmacy can bill for covered drugs provided to the patient. Providers should only dispense a 30-day supply and attempt to identify drugs consistent with MHD’s PDL when possible.
Providers may also reference the Preferred Drug List (PDL) and Diabetic Supply Program (DSP) Product Search. 
PE eligibility is not immediately entered into the MHD system and is not directly available in eMOMED or the point-of-sale pharmacy system. The forms, however, are valid once issued and guarantee eligibility after the date on the form. When billing MHD for services provided to PE patients, pharmacy providers should make a copy of the PE-3 and PE-3 TEMP forms and maintain a copy in the pharmacy files for documentation of eligibility. 
Coverage will end whichever of the following is the earliest: 
A decision is made on eligibility for ongoing MO HealthNet benefits
The last day of the month following the month of PE determination
If the formal application is rejected before the PE period expires, the PE will close on the date of the rejection instead of the last day of the following month
Once the MO HealthNet Number is active, providers should reprocess any unpaid claims for the individual from the date range on the PE forms. If a denial occurs when reprocessing, call or submit a backdate request to the MHD Pharmacy Administration. By establishing a process for this participant group at the pharmacy, participants will be able to receive necessary care during the transition period. Refer to Section 2.6 in this manual for more information on backdate requests.
Providers with questions or having difficulty processing claims for individuals with PE should contact MHD Pharmacy Administration at (573) 751-6963 between 8:00 a.m. and 5:00 p.m., Monday through Friday or MHD.PharmacyAdmin@dss.mo.gov.
[bookmark: _Toc132279719][bookmark: _Toc220305752][bookmark: _Toc220305820][bookmark: _Toc221092754][bookmark: _Toc317166565][bookmark: _Toc318376076][bookmark: _Toc368473654][bookmark: _Toc486508236][bookmark: _Toc224218584]2.11 Drug Utilization Review
The DUR process fulfills federal requirements established by OBRA 90 and state law (208.175 and 208.176, RSMo, Cum. Supp. 1992). MHD has implemented the required DUR types, Prospective DUR, and Retrospective DUR.
[bookmark: _Toc317166566][bookmark: _Toc368473655][bookmark: _Toc486508237][bookmark: _Toc132279720][bookmark: _Toc220305821][bookmark: _Toc221092755][bookmark: _Toc224218585]Prospective Drug Utilization Review
State Regulation 13 CSR 70-20.310 requires pharmacy providers to screen for potential drug therapy problems before dispensing each prescription to non-nursing home participants. Federal Prospective DUR requirements mandate that the pharmacist's review include screening to identify the following types of potential drug therapy problems:
Incorrect drug dosage—the dosage lies outside the daily dosage range specified in predetermined standards as necessary to achieve therapeutic benefit
Adverse drug-drug interaction—the potential for, or occurrence of, an adverse medical effect as a result of the participant using two (2) or more drugs together
Drug-disease contraindication—the potential for or occurrence of:
An undesirable therapeutic effect of a given prescription because of the presence of a disease condition; or
An adverse effect of the drug on the patient’s disease condition
Therapeutic duplication—the prescribing and dispensing of two (2) or more drugs from the same therapeutic class such that the combined daily dose puts the participant at risk of an adverse medical event or incurs additional program costs without additional therapeutic benefit
Incorrect duration of drug treatment—the number of days of prescribed therapy exceeds or falls short of the recommendations contained in the predetermined standards
Drug-allergy interactions—the significant potential for, or the occurrence of, an allergic reaction as a result of drug therapy
Clinical abuse-misuse—the occurrence of situations referred to in the definitions of abuse, gross overuse, overutilization, underutilization, incorrect dosage, and incorrect duration, as defined above
Prospective DUR aims to identify potential drug therapy concerns to allow the pharmacist to use professional judgment regarding the need for intervention, such as whether or not to contact the prescribing physician.
Prospective DUR alerts transmitted through the electronic claims management (ECM) or Point-of-Service (POS) system are generated based on predetermined standards approved by the Missouri DUR Board. These predetermined standards utilize data from claims history files, including physician, outpatient, inpatient, LTC facility, and other claims that report patient diagnoses, in addition to drug claim data.
Providers not utilizing this service must develop and document their predetermined standards for evaluating drug therapy.
[bookmark: _Toc132279721][bookmark: _Toc220305822][bookmark: _Toc221092756][bookmark: _Toc224218586][bookmark: _Toc368473657][bookmark: _Toc317166568][bookmark: _Toc486508239]Documentation for Offer to Counsel and Signature Log 
As a component of Prospective DUR, federal law requires MHD participating pharmacies to offer patient counseling to each participant upon dispensing each prescription. The Missouri Board of Pharmacy (MBOP) and MHD require the offer of counseling for all patients through 20 CSR 2220-2.190 and 13 CSR 70 20.310. The regulation states, “the elements of counseling shall include matters that the pharmacist deems significant in the exercise of professional judgment and are consistent with applicable state laws.” The regulation also states, “Patient counseling, as described in this rule, shall not be required for inpatients of a hospital, institution, or another setting where other licensed or certified health care professionals are authorized to administer drugs.”
The pharmacy must obtain the signature of the participant or their representative’s signature and relationship to the participant for each prescription received, except for participants living in LTC facilities, i.e., nursing facilities, intermediate care facilities for individuals with intellectual disabilities (ICF/IID) or psychiatric residential treatment facilities (PRTF). The signature log verifies that the participant received the prescription dispensed and must document uniformly whether the offer to counsel was accepted or refused. The absence of the appropriate signature indicates that the participant did not receive the prescription. Missing documentation of acceptance or refusal of the offer to counsel may also subject the pharmacy to administrative actions, such as recouping the funds. Electronic signatures are acceptable. One (1) signature per date of service is required. For shipped or delivered prescriptions, the pharmacy must obtain the participant's or their representative’s signature on the delivery date. 
Pharmacies serving LTC facilities, nursing facilities, ICF/IID, and PRTF must retain a signed delivery manifest indicating proof of delivery of each drug/supply to that facility. Both pharmacy and facility staff must sign the delivery manifests to document the process. This delivery manifest verifies that the LTC, nursing facility, ICF/IID, and PRTF received the prescription from the pharmacy. The absence of the appropriate signatures indicates that the facilities mentioned above did not receive the dispensed prescription from the pharmacy, and MHD will recoup funds from the pharmacy. 
Pharmacy providers must maintain a log containing the following information for five (5) years and must keep the log on-site and in an auditable manner:
Participant’s name
The signature of the participant or that of their representative
The date of receipt of the prescription
The participant or provider cannot waive the receipt signature requirement, nor does ‘signature on file’ meet these obligations.
[bookmark: _Toc317166570][bookmark: _Toc368473658][bookmark: _Toc486508240][bookmark: _Toc132279722][bookmark: _Toc220305823][bookmark: _Toc221092757][bookmark: _Toc224218587]Patient Profiles
Due to the federal mandate found at 42 CFR Part 456.705(d), MHD requires in 13 CSR 70-20.310 that for participants, participating pharmacies must make a reasonable effort to obtain, record, and maintain patient profiles containing all of the following, at a minimum:
Name, address, telephone number, date of birth (or age), and gender of the patient
Individual medical history, if significant, including disease states, known allergies and drug reactions, and a comprehensive list of drugs and relevant devices
Pharmacists’ comments relevant to the individual’s drug therapy
[bookmark: _Toc317166571][bookmark: _Toc368473659][bookmark: _Toc486508241]The rule defines reasonable effort as each time a participant, representative, or caregiver presents a prescription, the pharmacist’s designee should request profile information verbally or in writing. For example, if the patient presents the prescription in person, the request should be made verbally. If the provider mails the prescription, the request should be in writing. 
[bookmark: _Toc132279723][bookmark: _Toc220305824][bookmark: _Toc221092758][bookmark: _Toc224218588]Retrospective Drug Utilization Review
The Retrospective DUR system applies to all participants. It focuses on drug regimen reviews after the patient has received a prescription. It targets potential therapy problems that result after a period of time, possibly characterized by an exacerbated medical condition or the appearance of a drug side effect.
MHD has entered in to an outside contract to produce computerized patient reports or ‘patient profiles.’ These patient profiles are generated by applying therapeutic criteria to paid MHD claims data, which are reviewed and approved by the Missouri DUR Board.
[bookmark: _Toc317166572][bookmark: _Toc318376077][bookmark: _Toc368473660][bookmark: _Toc486508242]The purpose of the profile reviews is to detect potential drug therapy problems and to bring the information to the attention of the treating prescriber and dispensing pharmacist.
[bookmark: _Toc317166575][bookmark: _Toc318376079][bookmark: _Toc368473663][bookmark: _Toc486508245][bookmark: _Toc132279724][bookmark: _Toc220305753][bookmark: _Toc220305825][bookmark: _Toc221092759][bookmark: _Toc224218589]2.12 Pharmacy Reimbursement for Participants in Hospice
MHD hospice benefits include covered services provided according to a written plan of care. All drugs (prescription and OTC) and biologicals used for symptomatic control of the terminal illness are the responsibility of the hospice provider. Any service or treatment not directly used for symptomatic control or palliation of the participant’s terminal illness is not the responsibility of the hospice. MHD reimburses these services on an FFS basis. Refer to the Hospice Provider Manual for a full description of hospice benefits.
The plan of care must indicate all drugs the patient uses and whether the drug is related to the terminal illness. MHD reimburses pharmacy providers for claims unrelated to the hospice patient’s terminal diagnosis. The hospice provider is responsible for providing documentation verifying specific drugs unrelated to the terminal diagnosis. 
[bookmark: _Toc220305826][bookmark: _Toc221092760][bookmark: _Toc224218590]Prior Authorization 
[bookmark: _Toc135214798][bookmark: _Toc135214799][bookmark: _Toc135214800]PA is required for drugs unrelated to the terminal illness or related conditions. Providers can obtain PA by calling Pharmacy Administration at (573) 751-6963 between 8:00 a.m. and 5:00 p.m., Monday through Friday or emailing MHD.PharmacyAdmin@dss.mo.gov. The hospice provider must reimburse the pharmacy for drugs MHD has deemed related to the participant's terminal condition(s).
[bookmark: _Toc220305754][bookmark: _Toc220305827][bookmark: _Toc221092761][bookmark: _Toc224218591][bookmark: _Toc368473664][bookmark: _Toc486508246]2.13 Medication Therapy Management 
Medication therapy management (MTM) enables pharmacists to support participants in maintaining a care standard for their multiple chronic diseases and comorbidities by utilizing nationally recognized, evidence-based treatment standards. This approach offers a range of services to optimize therapeutic outcomes, prevent medication problems, and moderate costs. MTM leverages the pharmacist-patient relationship, focusing on the quality of care, wellness initiatives, and cost containment. Counseling a participant or other services required by the MBOP as part of the normal course of filling and dispensing medications to a participant are not MTM and are not a separately billable service.
[bookmark: _Toc368473665][bookmark: _Toc486508247][bookmark: _Toc220305828][bookmark: _Toc221092762][bookmark: _Toc224218592]Persons Eligible
FFS and Managed Care participants are eligible for MTM services if they have a complex medical condition or, based on the pharmacist's clinical judgment, would likely benefit from an MTM encounter. Examples include but are not limited to:
Uncontrolled or persistent asthma or Chronic Obstructive Pulmonary Disease (COPD)
Diabetes Type 1 or Type 2 with potential for complications or comorbidity
Transition of care at high risk for readmission
Moving one level of care to another (i.e., to and from home, LTC, or inpatient hospital)
Documentable non-adherence to a treatment for a chronic condition
High-risk medication use, including polypharmacy of five (5) or more medications concurrently for greater than 30 consecutive days
Severe mental illness (SMI) controlled by psychotherapeutic agents such as typical antipsycholitics, atypical antipsychotic, antidepressants and related agents.
NOTE: Participants residing in a setting where an individual needs medical or LTC services, and dual eligible participants, are not eligible for MTM services. Refer to Section 2.21 in this manual for more information on dual eligible participants.
[bookmark: _Toc368473666][bookmark: _Toc486508248][bookmark: _Toc220305829][bookmark: _Toc221092763][bookmark: _Toc224218593]Provider Participation
Pharmacists desiring to provide billable MTM services, must have a valid Medication Therapy Services certificate (MTS certificate) issued by the MBOP , in accordance with 20 CSR 2220-6.080. To obtain this certificate, a pharmacist must have an active Missouri pharmacist license and fulfill at least one (1) of the following educational or certification criteria:
A PharmD degree from an Accreditation Council for Pharmacy Education (ACPE) accredited school
A post-graduate medication therapy certificate course or program accredited or granted by ACPE, American Society of Health-System Pharmacists (ASHP), American Society for Clinical Pathology (ASCP), or American Pharmacists Association (APhA)
A current certification from the Board of Pharmaceutical Specialties, the Commission for Certification in Geriatric Pharmacy, or the National Certification Board for Diabetes Educators
A qualifying post-graduate MTS certificate course
[bookmark: _Toc368473667][bookmark: _Toc486508249][bookmark: _Toc220305830][bookmark: _Toc221092764][bookmark: _Toc224218594]MTM Program Parameters
Some complex medical conditions include, but are not limited to, the following: 
Diabetes
Asthma 
COPD 
Falls in the Elderly
Hyperlipidemia 
Hypertension 
Gastroesophageal Reflux Disease (GERD) 
Heart Failure 
Multiple Sclerosis
Osteoporosis
Severe Mental Illness (SMI)
Multiple chronic conditions and the use of multiple medications would increase the odds of a potential medication therapy problem requiring an MTM intervention. When a participant meets specific disease-based criteria, a pharmacist may provide or cause to be provided, as allowed by the MBOP, a wide variety of MTM services to address specific treatment needs. This may include the following:
Counseling participants on the importance of medication adherence (alerting participants to missed dosages and refills)
Providing medication education
Providing health literacy education
Providing self-care education for specific chronic conditions
Referring participants to their treating provider or primary care provider regarding pharmacist-provided Clinical Laboratory Improvement Amendments (CLIA) waived  test
Connecting with and supporting Community Health Workers advocating for the participant
Connecting participants with other community-based resources as needed
Interventions can be comprised of the following components:
Assessing a participant’s health status
Developing a medication treatment plan
Monitoring and evaluating a participant’s response to therapy
Providing a comprehensive medication review to identify, resolve, and prevent medication-related problems
Providing oral education and training to enhance participant understanding and appropriate use of medications
Providing information, support services, and resources to strengthen participant adherence to therapeutic regimens 
Coordinating and integrating MTM services within a participant’s broader health care services, caregivers, and advocates
Participants are limited to four (4) total MTM units per rolling calendar month, per provider. 
[bookmark: _Toc368473668][bookmark: _Toc486508250][bookmark: _Toc220305831][bookmark: _Toc221092765][bookmark: _Toc224218595]Reimbursement
Pharmacists will receive payments for participating in the MTM program.  Once an intervention is complete, providers will submit an electronic medical claim to MHD using  eMOMED, or other billing software. 
The provider’s Remittance Advice (RA) will reflect the payment of these claims. MTM billing codes are in 15-minute increments.  If the provider utilizes eMOMED or other billing software, they must use the proper codes and the number of units when submitting the claim. The pharmacist shall maintain accurate records of all billed MTM services, which must be available to MHD or MMAC for auditing within 10 business days of request and retained for 5 (five) calendar years.
[bookmark: _Toc486508251][bookmark: _Toc368473669]Procedure codes designated for pharmacy providers: 
	Procedure Code
	Description
	Minutes
	Units

	99605
	MTM service(s) provided by a pharmacist, individual, face-to-face with the patient, with assessment and intervention if provided; initial 15 minutes, new patient. Payable only once per participant per lifetime. 
	8 – 22 minutes
	1 Unit

	99606
	MTM service(s) provided by a pharmacist, individual, face-to-face with the patient, with assessment and intervention if provided; initial 15 minutes, established patient (a patient that has previously been assessed).
	8 - 22 minutes 
	1 Unit

	99607
	Each additional 15 minutes (Listed separately in addition to the code for primary service) provided face-to-face or telemetrically, a maximum of four (4) 15-minute increments (60 minutes) per provider per patient per rolling month.
	23 – 37 minutes
	1 Unit

	99607
	Each additional 15 minutes (Listed separately in addition to the code for primary service) provided face-to-face or telemetrically, a maximum of four (4) 15-minute increments (60 minutes) per provider per patient per rolling month.
	23 – 37 minutes
	2 Units

	99607
	Each additional 15 minutes (Listed separately in addition to the code for primary service) provided face-to-face or telemetrically, a maximum of four (4) 15-minute increments (60 minutes) per provider per patient per rolling month.
	53 – 67 minutes
	3 Units


[bookmark: _Toc220305832][bookmark: _Toc221092766][bookmark: _Toc224218596]Program Documentation 
The pharmacist participating in MTM must maintain the documentation necessary to support the claims submitted to MHD for reimbursement. 
Appropriate documentation includes a log of all MTM interventions performed, including but not limited to:
First name, last name, and either middle initial or date of birth of the participant
Patient signature or retrievable electronic verification of their permission to receive MTM services 
Participant’s relevant medical history
Reason for the encounterPatient signature or retrievable electronic verification for each MTM intervention provided 
Date the service was provided (month/day/year)
Amount of time with the participant in 15-minute increments spent completing the activity (record keeping and billing time are not billable)
The actual beginning and end time used for the delivery of service(s)
The setting in which the service was rendered
Identity of the pharmacist providing the service
The plan of the treatment, evaluation(s), test(s), findings, results, and prescription(s) as necessary
Action that was taken because of the encounter
Objective of the therapeutic service(s) provided
Applicable test results if ordered
[bookmark: _Toc220305755][bookmark: _Toc220305833][bookmark: _Toc221092767][bookmark: _Toc224218597]2.14 Pharmacist Provider Services 
MHD shall determine coverage, program limitations, and the maximum allowable fees for all services under the Pharmacist Provider Services (PPS) program. PPS are beyond the scope of the dispensing of medication to participants. 
[bookmark: _Toc220305834][bookmark: _Toc221092768][bookmark: _Toc224218598]Provider Participation
The provider must be a qualified Missouri licensed pharmacist with an active individual MHD provider status. PPS providers must be competent to perform the services provided and shall maintain ongoing and continued competency as required by the MBOP. Refer to MMAC Provider Enrollment for information regarding being an active MO HealthNet provider.
[bookmark: _Toc220305835][bookmark: _Toc221092769][bookmark: _Toc224218599]Persons Eligible
FFS participants can receive PPS services following the procedures described in this manual. Before performing any service, the MHD pharmacist provider shall ascertain the patient's MO HealthNet eligibility status. Refer to the General Sections Provider Manual for information on participant eligibility.
[bookmark: _Toc220305836][bookmark: _Toc221092770][bookmark: _Toc224218600]Program Documentation
The provider must record the participant's applicable health history in the medical record documentation, including, but not limited to, the pertinent past and present illnesses, self-screening questionnaires, tests, treatments, and outcomes. This documentation legally verifies the care provided and should be complete, legible, and concise. At a minimum, records must include but not limited to the following:
Participant’s relevant medical history
Reason for the encounter
Patient signature or retrievable electronic verification of their permission to receive PPS
Action was taken because of the encounter
Objective of the therapeutic service(s) provided
Applicable test results, if ordered
Site of service(s) provided
Date, time of service, and identity of the pharmacist providing the service
Total time spent with the participant providing the service(s)
Patient signature or retrievable electronic verification for each PPS provided
[bookmark: _Toc220305837][bookmark: _Toc221092771][bookmark: _Toc224218601]Reimbursement
MHD reimburses for PPS on a FFS basis. Pharmacist providers will receive payment following the fee per unit of service as defined and determined by MHD and outlined in the MHD Fee Schedule. Reimbursement for covered services is the lower of the provider’s actual billed charge (the provider’s usual and customary (U&C) charge to the general public for the service) or the maximum allowable per unit of service. 
Providers must submit an electronic medical claim to MHD. MHD will reflect the payment status of these claims in the provider's RA. 
Refer to the Physician Provider Manual for additional information on billing medical claims. 
[bookmark: _Toc368473670][bookmark: _Toc486508252][bookmark: _Toc220305756][bookmark: _Toc220305838][bookmark: _Toc221092772][bookmark: _Toc224218602]2.15 Pharmacist-Administered Vaccines
MHD policies for pharmacist-administered vaccines follow the MBOP and Pharmacy Practice Act guidelines. 
[bookmark: _Toc368473671][bookmark: _Toc486508253][bookmark: _Toc220305839][bookmark: _Toc221092773][bookmark: _Toc224218603]Persons Eligible
Both FFS and Managed Care participants are eligible for pharmacist-administered vaccines. The provider is responsible for checking the participant's MO HealthNet eligibility for the DOS.
[bookmark: _Toc368473672][bookmark: _Toc486508254][bookmark: _Toc220305840][bookmark: _Toc221092774][bookmark: _Toc224218604]Vaccines for Children
MHD providers administering vaccines to participants under the age of 19 must enroll in the Vaccines for Children (VFC) program and administer free VFC vaccines to these participants. The provider may bill for the administration of the VFC vaccine.
A VFC provider for VFC vaccines must immunize all children enrolled in MO HealthNet coverage. Through the VFC program, federally provided vaccines are available at no cost to public and private providers for eligible children ages zero (0) through 18 years of age. Children who meet at least one (1) of the following criteria are eligible for a VFC vaccine:
MO Healthnet Enrolled: A child enrolled in the MO HealthNet program 
Uninsured: A child with no health insurance coverage
Native American/Alaskan Native: Children as defined in the Indian Health Services Act
Underinsured: The child has some type of health insurance, but the benefit plan does not include vaccinations. The child must be vaccinated in a Federally Qualified Health Clinic (FQHC) or a Rural Health Clinic (RHC).
[bookmark: _Hlk201671838]Pharmacies can enroll as VFC providers if they meet all VFC program requirements, including having a medical provider authorized to prescribe all Advisory Committee on Immunization Practices (ACIP)- recommended vaccines. They must also offer all ACIP-recommended vaccines for the ages they serve. 
For more information regarding the specific guidelines of the VFC program, contact the Department of Health and Senior Services (DHSS) at (800) 219-3224, Fax: (573) 526-0238, or contact the VFC Regional Contact. Refer to the Physicians Provider Manual for more information regarding VFC.
[bookmark: _Toc220305841][bookmark: _Toc221092775][bookmark: _Toc224218605]Vaccines For Children Reimbursement
Pharmacy providers not enrolled in the VFC program or contracted by a VFC program cannot bill MHD for the administration of vaccines or the vaccine cost to MO HealthNet participants covered under the VFC program. A VFC provider must immunize children enrolled in MHD with VFC vaccines. 
Providers may bill for the administration of the free vaccine by using the appropriate VFC Administration Codes. Providers must not use any additional administration procedure code. Refer to Section 6.8 of the Physician Provider Manual for VFC Administration Codes. 
[bookmark: _Toc220305842][bookmark: _Toc221092776][bookmark: _Toc224218606]Non-Vaccines For Children Vaccines Reimbursement
Pharmacies or pharmacists billing and receiving reimbursement from MHD for pharmacist-administered vaccines can bill through the pharmacy’s POS system using an NDC and accepting the allowable reimbursement of the vaccine plus the vaccine administration fee. The vaccine administration fee for claims processed through the pharmacy’s POS system is equal to the dispensing fee.
Pharmacy providers who administer vaccines outside of a pharmacy and do not bill using the pharmacy’s POS system should refer to the Physician Provider Manual for billing instructions.
Pharmacist providers may not bill separately for syringes or alcohol swabs when billing for a vaccine administration fee.
[bookmark: _Toc220305757][bookmark: _Toc220305843][bookmark: _Toc221092777][bookmark: _Toc224218607]2.16 Pharmacist-Administered Drugs
MHD will reimburse pharmacies for administering certain drugs by MO HealthNet enrolled pharmacists. The only drugs allowed for administration reimbursement are healthcare professional-administered drugs.
[bookmark: _Toc220305844][bookmark: _Toc221092778][bookmark: _Toc224218608]Persons Eligible
FFS and Managed Care participants are eligible for pharmacist-administered drugs. For participants with private insurance or Medicare, the provider must bill the primary insurance for this service. The provider is responsible for checking the participant's MO HealthNet eligibility for the DOS.
[bookmark: _Toc220305845][bookmark: _Toc221092779][bookmark: _Toc224218609]Reimbursement
Pharmacy providers must bill the administration fee for drugs on a medical claim using the Current Procedural Terminology (CPT) code 96372 with a TT modifier. Providers may submit a claim through their medical billing system or eMOMED. The administering pharmacist should be listed as the performing provider and enrolled with MHD. There is a limit of one (1) unit per participant, per pharmacy per day. CPT 96372 is not allowed for the administration of vaccines.
MHD does not permit reimbursement for the administration of self-administered drugs.
[bookmark: PHADiabeticSuppliesPriorAuthorization][bookmark: _Toc132279725][bookmark: _Toc220305758][bookmark: _Toc220305846][bookmark: _Toc317166581][bookmark: _Toc318376081][bookmark: _Toc368473679][bookmark: _Toc486508261]Pharmacy providers cannot bill separately for syringes or alcohol swabs when billing for the administration of a pharmacist-administered drug.
[bookmark: _Toc221092780][bookmark: _Toc224218610]2.17 Diabetic Testing Supplies 
The MHD Pharmacy Program reimburses all diabetic testing supplies, including continuous glucose monitors and tubeless insulin pumps, via the POS system or eMOMED. DME providers may bill for diabetic supplies but must use a pharmacy claim. For a detailed list of covered diabetic testing supplies, reference the Diabetic Supplies Reference List. To request non-reference diabetic testing supply products, submit a Diabetic Supplies Prior Authorization. Requests for PA for other brands are reviewed on an individual patient basis and evaluated for medical necessity.
Providers must call Pharmacy Administration at (573) 751-6963 between 8:00 a.m. and 5:00 p.m., Monday through Friday for billing instructions when a participant has a third party payer requiring billing diabetic testing supplies under the DME program.
NOTE: Medicare reimburses diabetic supplies for Medicare-eligible participants. Providers are to bill Medicare according to Medicare rules and guidance.
MHD reimburses insulin external ambulatory infusion pumps (E0784) through the DME program. Refer to the DME Provider Manual for more information.
[bookmark: _Toc486508263][bookmark: _Toc132279726][bookmark: _Toc220305759][bookmark: _Toc220305847][bookmark: _Toc221092781][bookmark: _Toc224218611][bookmark: _Toc317166583][bookmark: _Toc318376083][bookmark: _Toc368473681]2.18 Spacing Chambers
The MHD Pharmacy Program reimburses spacing chambers (spacers) for inhaled drugs. Claims for these items for all participants (FFS and Managed Care) should be billed using the item’s 11-digit NDC.
[bookmark: _Toc486508264][bookmark: _Toc132279727][bookmark: _Toc220305760][bookmark: _Toc220305848][bookmark: _Toc221092782][bookmark: _Toc224218612]2.19 Tamper-Resistant Prescription Pads
All written MO HealthNet prescriptions must be on tamper-resistant prescription pads containing all three (3) of the industry-recognized characteristics listed below:
Prevent unauthorized copying of a completed or blank prescription form
Prevent erasure or modification of information written on the prescription by the prescriber
Prevent the use of counterfeit prescription forms
This requirement applies to all legend and OTC non-electronic prescriptions written for participants when MHD is the primary or secondary payer. Drug Enforcement Administration and the MBOP laws and regulations pertaining to all written and electronic prescriptions still apply.
[bookmark: _Toc317166584][bookmark: _Toc318376084][bookmark: _Toc368473682][bookmark: _Toc486508265][bookmark: _Toc132279728][bookmark: _Toc220305849][bookmark: _Toc221092783][bookmark: _Toc224218613]Exceptions to Tamper-Resistant Rx Pads Requirement
Exempt from the tamper-resistant requirement are the following:
Prescriptions, items, or services furnished and amounts expended by or through a MO HealthNet Managed Care Entity
Prescriptions provided in specified institutional and clinical settings for which the drug is not separately reimbursed but reimbursed as part of the total service
Institutional and clinical settings defined as nursing facilities, ICF/IID, inpatient and outpatient hospitals, hospice, dental, laboratory, x-ray, and renal dialysis services
Prescriptions that are e-prescribed or faxed to the pharmacy from the provider’s office or telephoned to the pharmacy by the provider
[bookmark: _Toc317166585][bookmark: _Toc318376085][bookmark: _Toc368473683][bookmark: _Toc486508266][bookmark: _Toc132279729][bookmark: _Toc220305850][bookmark: _Toc221092784][bookmark: _Toc224218614]Emergency Fills
Emergency fills for prescriptions written on non-tamper-resistant pads are permitted as long as the prescriber provides a verbal, faxed, electronic, or compliant written prescription within 72 hours after the date on which the prescription was filled. An emergency allows a pharmacy to telephone a prescriber to obtain a verbal order for a prescription written on a non-compliant prescription pad. The pharmacy must document the call on the face of the written prescription.
[bookmark: _Toc220305761][bookmark: _Toc220305851][bookmark: _Toc221092785][bookmark: _Toc224218615][bookmark: _Toc132279730][bookmark: _Toc317166587][bookmark: _Toc318376087][bookmark: _Toc368473685][bookmark: _Toc486508268]2.20 Automatic Refill Program
MHD does not allow automatic refills or automatic shipments of drugs, devices, or supplies. MHD does not pay for any prescription without an explicit request from a participant or the participant’s responsible party, such as a caregiver, for each refilling event. Participants and providers cannot waive the explicit refill request requirement and enroll in an automatic refill program. This policy applies to all MHD participants, including dual eligible participants and participants with primary insurance. Refer to Section 2.21 in this manual for more information on dual eligible participants.
A nurse or other authorized agent of the facility may initiate a request for a refill for a participant residing in a skilled nursing facility, group home, or assisted living arrangement.
Cycle filling for a participant residing in a nursing facility, group home, or assisted living arrangement does not constitute an automatic refill program as long as the pharmacy and facility staff have a policy and procedure in place to prevent drugs that are discontinued or otherwise unneeded from being billed to MHD. Cycle filling drugs that do not follow the policy and procedure between the pharmacy and the facility may be subject to administrative action.
Any prescription filled without a request from a participant or the participant’s responsible party may be subject to recoupment. Any provider who pursues an automatic refill policy may be subject to audit, claim recovery, suspension, or termination of their provider agreement.
Electronic, verbal, or written requests to refill are acceptable. An available refill on a prescription does not constitute a current or future refill request. Pharmacies must receive an explicit request from the participant or the participant’s responsible party before refilling a prescription.
[bookmark: Dual_eligible_billing][bookmark: _Toc220305762][bookmark: _Toc220305852][bookmark: _Toc221092786][bookmark: _Toc224218616]2.21 Billing Pharmacy Services for Dual Eligible Participants
Dual eligible participants are enrolled in both Medicare and MO HealthNet. The term includes participants enrolled in Medicare Part A, Part B, or both, and getting full MO HealthNet benefits or only help with Medicare premiums or cost-sharing through one (1) of the following Medicare Savings Programs (MSP) eligibility groups:
Table 1: Billing Pharmacy Services for Dual Eligible Participants
	MSP Eligibility Group
	Premium(s) Paid

	Qualified Medicare Beneficiary (QMB) program
	Part A and Part B premiums, deductibles, coinsurance, and copayments

	Specified Low-Income Medicare Beneficiary (SLMB) program
	Only Part B premiums

	Qualifying Individual (QI) program
	Only Part B premium (individuals enrolled in this program have no other MO HealthNet eligibility)

	
	

	
	

	Qualified Disabled Working Individual (QDWI) program
	Only Part A premium for specific individuals under age 65 with disabilities who have returned to work. Medicare pays covered dually eligible beneficiaries’ medical services first because Medicare is the primary payer for items and services that both programs cover.
MO HealthNet may cover medical costs that Medicare doesn’t cover or partially covers (for example, nursing home care, personal care, and home and community-based services (HCBS)).
Beneficiaries’ coverage can vary by state. Some Medicaid programs pay for care directly through FFS coverage. Others offer Medicaid through Managed Care or other integrated care models.


The above eligibility groups must carry a Medicare Part D plan or a Medicare Advantage plan that includes drug coverage. 
[bookmark: _Toc132279731][bookmark: _Toc220305853][bookmark: _Toc221092787][bookmark: _Toc224218617]Diabetic Supplies 
Medicare Part B covers diabetic testing supplies. MHD pays the Medicare cost-sharing amounts for dual eligible participants as crossover claims. Some participants  qualify  for  both  Medicare  and  MO  HealthNet.  For these  participants,  Medicare  claims  will  crossover  to  MHD.  
Providers must file a claim with Medicare first. After Medicare makes a payment, the Medicare contractor forwards the claim information to MHD for payment of cost-sharing amounts. For claims that do not cross automatically from Medicare to MHD, providers must file the claim through eMOMED or the 837 electronic claims transaction. If a participant has Medicare but does not have Part B, MHD can provide an override to bypass Medicare billing for diabetic testing supplies. Providers should contact Pharmacy Administration at (573) 751-6963  between 8:00 a.m. and 5:00 p.m., Monday through Friday or email MHD.PharmacyAdmin@dss.mo.gov to obtain an override. 
Refer to the Medicare/Medicaid Claims Processing Provider Manual for more information on crossover claims. 
[bookmark: _Toc132279732][bookmark: _Toc220305854][bookmark: _Toc221092788][bookmark: _Toc224218618]Part B-Covered Drugs for Participants with no Part B Coverage
Part B-covered drugs are given in a hospital outpatient department, ED, observation unit, surgery center, or clinic as part of their service. Part B-covered drugs are generally limited to drugs given by infusion or injection and are not usually self-administered drugs. If a participant has Medicare Part A and Part D but no Part B, an override to bypass Medicare can be given for Part B-covered drugs. Providers should contact Pharmacy Administration at (573) 751-6963 between 8:00 a.m. and 5:00 p.m., Monday through Friday or email MHD.PharmacyAdmin@dss.mo.gov to obtain an override. Visit Medicare.gov for more information on Part B-covered drugs.
Some Part B drugs, when dispensed by a pharmacy, become the responsibility of Part D. Providers must bill the appropriate Medicare plan and bill MHD or MORx secondary. For more information on MORx, refer to Section 2.22 in this manual.
[bookmark: _Toc132279733][bookmark: _Toc220305855][bookmark: _Toc221092789][bookmark: _Toc224218619]Dual Eligible Participants with Private Primary Insurance
If a dual eligible participant also has private primary insurance, providers must first bill the private primary insurance, Medicare secondary, and MORx or MHD tertiary. 
Refer to MO HealthNet Tertiary Payer Claims for more information.
[bookmark: _Toc132279734][bookmark: _Toc220305856][bookmark: _Toc221092790][bookmark: _Toc224218620]Dual Eligible Participants with Medicare Advantage Plan (Part C)
Medicare Advantage (Part C) plans must cover all drugs that Part A and Part B cover. Suppose a dual eligible participant chooses to have a Medicare Advantage plan. In that case, they must join a plan that offers prescription drug coverage. Medicare Advantage plans do not forward electronic crossover claims to MHD. Therefore, providers must submit Medicare Advantage crossover claims through eMOMED. For non-QMB MHD participants enrolled with a Medicare Advantage plan, MHD processes claims following established coordination of benefits policies. For Part B-covered drugs billed through a Medicare Advantage plan, the provider must obtain an override to allow the claim to process following established coordination of benefits policies. Providers should contact Pharmacy Administration at (573) 751-6963 between 8:00 a.m. and 5:00 p.m., Monday through Friday or email MHD.PharmacyAdmin@dss.mo.gov to obtain an override.
Refer to the Medicare/Medicaid Claims Processing Provider Manual for more information on crossover claims.
[bookmark: MORxreference][bookmark: _Toc132279735][bookmark: _Toc220305763][bookmark: _Toc220305857][bookmark: _Toc221092791][bookmark: _Toc224218621]2.22 Missouri Rx Plan (MORx)
MORx is Missouri’s State Pharmaceutical Assistance Program (SPAP). MORx provides prescription drug assistance to dual eligible participants by coordinating benefits with Medicare’s (Part D) Prescription Drug Plan (PDP) program. Dual eligibles receive pharmacy benefits through their Medicare Part D plan and MORx. MORx is a secondary payer after any PDP. MORx assists with prescription drug copayments only and pays fifty percent (50%) of the participant’s out-of-pocket costs for drugs covered by the participant’s PDP. MORx does not cover PDP premiums, DME, or Part B-covered drugs.
MORx does not have a formulary and only covers prescription drugs covered by the PDP and MO HealthNet.
[bookmark: _Toc317166588][bookmark: _Toc318376088][bookmark: _Toc368473686][bookmark: _Toc486508269][bookmark: _Toc132279736][bookmark: _Toc224218622]MORx Eligibility
Dual eligibles includes participants receiving full MO HealthNet benefits, participants with a spend down requirement (regardless of meeting spend down or not), and participants who receive only the coverage of their Medicare Part B premiums.
Refer to the General Sections Provider Manual for more information on the Spend Down Program.
[bookmark: _Toc132279737][bookmark: _Toc220305858][bookmark: _Toc317166589][bookmark: _Toc318376089][bookmark: _Toc368473687][bookmark: _Toc486508270][bookmark: _Toc221092792][bookmark: _Toc224218623]Low-Income Subsidy
The Low-Income Subsidy (LIS) is a separate benefit of the Medicare Part D program, which provides additional assistance to individuals with limited income. Dual eligibles are automatically deemed eligible for LIS and do not need to apply.
LIS eligibility is re-determined on an annual basis. Dual eligible participants suddenly paying full price in January are most likely participants with a spend down requirement that has yet to be met in recent months. Although spend down does not affect MORx eligibility, it may impact LIS eligibility determination. Dual eligible MORx members with a spend down requirement are covered by MORx regardless of whether or not the spend down has been met.
NOTE: Participants with a spend down requirement must meet their spend down at least once per year to qualify for LIS.
There are different levels of assistance under the LIS for MORx participants:
Dual eligibles with income at or below 100% of the Federal Poverty level (FPL) will have the lowest Part D copayments
Dual eligible with an income above 100% FPL will pay a slightly higher copayment for prescription drugs
Institutionalized (residing in a skilled nursing facility or a mental health institution) full-dual eligible participants will have a zero (0) copayment
Dual eligibles receiving HCBS will have a zero (0) copayment
Dual eligibles in a residential care facility may be subject to a copayment
Refer to the General Sections Provider Manual for more information on the Spend Down Program.
[bookmark: _Toc317166592][bookmark: _Toc318376092][bookmark: _Toc368473690][bookmark: _Toc486508273][bookmark: _Toc132279738][bookmark: _Toc220305859][bookmark: _Toc221092793][bookmark: _Toc224218624]MORx Drug Coverage and Part D Excludable Drugs
Drugs identified by the federal government as Medicare Part D excludable drugs are non-covered by Medicare PDP. MHD covers OTC products included in MHD’s Covered OTC List for MORx dual eligible participants, provided the participant is eligible for MHD benefits on the date of service. Pharmacies must submit claims for excludable drugs to the PDP and then to MORx for coverage determination.
NOTE: Dual eligibles with a spend down requirement must meet their spend down before MORx covers excludable drugs.
MORx covers up to a 31-day supply for each prescription. MORx does not cover 90-day supplies.
For assistance coordinating benefits between MORx and the Medicare Part D plan, contact Pharmacy Administration at (573) 751-6963, Monday through Friday, 8:00 a.m. to 5:00 p.m., or email MHD.PharmacyAdmin@dss.mo.gov.
NOTE: MORx does not cover compounded drugs. 
Refer to Section 3.9 of this manual for MORx Billing Procedures.
[bookmark: _Toc132279739][bookmark: _Toc220305764][bookmark: _Toc220305860][bookmark: _Toc221092794][bookmark: _Toc224218625][bookmark: FamilyPlanning]2.23 Family Planning
MHD defines family planning as any medically approved diagnosis, treatment, counseling, drug, supply, or device prescribed or furnished by a provider to individuals of childbearing age to enable such individuals to determine the number and spacing of their children.
It is crucial to correctly identify family planning services by diagnosis and procedure code since the federal financial participation (FFP) rate of the payment for these procedures is 90% (rather than the normal rate of approximately 65%). The state general revenue funds the remaining percentage.
Family planning services for which the higher FFP rate is available are birth control products, including drugs, non-biodegradable drug delivery implant systems, intrauterine devices (IUDs), and diaphragms.
[bookmark: _Toc132279740][bookmark: _Toc220305861][bookmark: _Toc221092795][bookmark: _Toc224218626]Long-Acting Reversible Contraception Devices
MHD will allow separate reimbursement for LARC devices inserted during an inpatient hospital stay for delivery. LARC devices, including IUDs and birth control implants, are implantable devices that remain effective for several years to prevent pregnancies. Separate reimbursement applies to the LARC device only. The inpatient hospital rate includes reimbursement for all other related services, procedures, supplies, and devices.
To receive separate reimbursement for LARC devices inserted during inpatient hospital stays, providers can submit an outpatient or pharmacy claim with the most appropriate NDC. Providers will receive their inpatient rate and be reimbursed separately for the LARC device.
MHD has a Non-Oral Contraceptives Fiscal Edit to prevent duplicate billing. Providers are responsible for checking the criteria to confirm the participants’ eligibility for a LARC device before billing MHD. Claims for separate reimbursement of the LARC device are subject to post-payment review.
[bookmark: _Toc220305765]NOTE: MHD does not allow pharmacy providers to bill for LARCs. The provider inserting the IUD or implant must purchase and bill for the product and the insertion procedure.
[bookmark: _Toc132279741][bookmark: _Toc220305862][bookmark: _Toc221092796][bookmark: _Toc224218627]Long Acting Reversible Contraceptive Devices For Dual Eligibles
MHD reimburses providers for LARC devices for dual eligible participants even if their Medicare benefit does not cover it. Once a provider has determined that a dual eligible participant meets the criteria for a LARC, they must submit a claim to MHD, then contact the Pharmacy Administration Unit at (573) 751-6963 between 8:00 a.m. and 5:00 p.m., Monday through Friday or email MHD.PharmacyAdmin@dss.mo.gov to obtain an override.
[bookmark: _Toc364938724][bookmark: _Toc132279742][bookmark: _Toc220305863][bookmark: _Toc221092797][bookmark: _Toc224218628]Oral Contraception (Birth Control Pill)
MHD reimburses for prescribed oral contraceptives through the MHD Pharmacy Program. MHD does not reimburse for participants to skip placebos. Providers must dispense a 21-day pack if placebos are not taken. MHD does not cover take-home drugs and supplies billed by hospital and clinic providers. Only drugs and items administered or used during the visit are covered services.
[bookmark: _Toc364938725][bookmark: _Toc132279743][bookmark: _Toc220305864][bookmark: _Toc221092798][bookmark: _Toc224218629]Diaphragms or Cervical Caps
MHD reimburses for diaphrams and cervical caps. Claims should be submitted using the item’s 11-digit NDC.
[bookmark: PHYSterilizationConsentForm][bookmark: _Toc364938731][bookmark: _Toc220305865][bookmark: _Toc221092799][bookmark: _Toc224218630]Services Not Covered Under Family Planning
Condoms, devices, or supplies available as non-prescribed OTC products are not covered.
[bookmark: _Toc220305766][bookmark: _Toc220305866][bookmark: _Toc221092800][bookmark: _Toc224218631]2.24 Out-of-State, Non-Bordering Pharmacies
MHD defines an out-of-state, non-bordering pharmacy as any pharmacy found in a state that does not physically border Missouri. Bordering-state providers of services (located in Arkansas, Illinois, Iowa, Kansas, Kentucky, Nebraska, Oklahoma, and Tennessee) are on the same MHD participation basis as providers of services within Missouri.
MHD requires documentation of limited or exclusive distribution arrangement(s) between drug manufacturer(s) and out-of-state, non-bordering pharmacy providers when applying for enrollment with bi-annual enrollment and when adding medications or services to existing pharmacy enrollment. If approved, MHD restricts the out-of-state, non-bordering pharmacy to dispensing the approved limited distribution drug(s) listed within their provider enrollment letters. 
To request an Out-of-State, Non-Bordering Pharmacies questionnaire for first-time enrollment, bi-annual enrollment, or to add medications or services to existing pharmacy enrollment, email MHD.PharmacyIntegrity@dss.mo.gov.
For additional information, refer to the current Out-of-State, Non-Bordering Pharmacies Fiscal Edit.
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[bookmark: _Toc132279744][bookmark: _Toc220305767][bookmark: _Toc220305867][bookmark: _Toc221092801][bookmark: _Toc224218632]Section 3: Billing Instructions
[bookmark: _Toc204578251][bookmark: _Toc132279745][bookmark: _Toc220305768][bookmark: _Toc220305868][bookmark: _Toc221092802][bookmark: _Toc224218633]3.1 Electronic Data Interchange
Providers exchanging electronic transactions with the MO HealthNet Division (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 before submitting electronic information, and supplemental information, reference the X12 Version v5010 and NCPDP Telecommunication D.0 & Batch Transaction Standard V.1.1 Companion Guides.
[bookmark: _Toc204578253][bookmark: _Toc132279746][bookmark: _Toc220305769][bookmark: _Toc220305869][bookmark: _Toc221092803][bookmark: _Toc224218634]3.2 Point of Service Claim Submission
MHD can process and adjudicate pharmacy claims submitted electronically through a Point-of-Service (POS) system. The electronic routing of claims to the fiscal agent, Wipro Infocrossing, is handled through network companies (switches). A switch is an entity that routes claims from the pharmacy to the payer or plan. MHD accepts the National Council for Prescription Drug Programs (NCPDP) Telecommunications Standard Format, Version D.0, for electronic claims billing.
Claims are submitted to MHD using the Bank Identification Number (BIN) of 004047 and the Processor Control Number (PCN) of 43-1754897. MHD has no group identification number; pharmacies should leave this field blank.
[bookmark: _Toc204578252][bookmark: _Toc132279747][bookmark: _Toc220305770][bookmark: _Toc220305870][bookmark: _Toc221092804][bookmark: _Toc224218635]3.3 Electronic Claim Submission
Providers may submit claims, credit claims, and verify eligibility via eMOMED. Providers are required to register in eMOMED before submitting claims. Providers are only able to access eMOMED with proper authorization for each user.
The following claim types are available on eMOMED: Medical, Inpatient, Outpatient (UB-04), Dental, Nursing Home, and Pharmacy. MHD sets some input fields as indicators or accepted values in drop-down boxes for convenience. Providers can input and submit claims individually or in a batch submission. MHD returns a confirmation file for each transmission.
Refer to Section 3 of the General Sections Manual for more information regarding eMOMED.
[bookmark: _Toc132279748][bookmark: _Toc220305771][bookmark: _Toc220305871][bookmark: _Toc221092805][bookmark: _Toc224218636]3.4 National Drug Code Requirement
To comply with the Deficit Reduction Act of 2005 (DRA), states must collect the 11-digit National Drug Codes (NDC) on all outpatient drug claims for rebate purposes. Providers must submit their claims for all drugs administered in the clinic or outpatient hospital setting with the exact NDC that appears on the product administered, including crossover claims and claims where MHD is a secondary payer. Should a dispute arise between MHD utilization data and a manufacturer's estimated products sold, data is supplied to the manufacturer to resolve the dispute. If necessary, MHD provides zip code or provider-specific utilization data. If data shows that a provider is billing NDCs other than those identifying the product dispensed, the information is referred to the Missouri Medicaid Audit & Compliance (MMAC) Unit and may result in administrative action, recoupment, and possible termination from the MO HealthNet program.
[bookmark: _Toc132279749][bookmark: _Toc220305772][bookmark: _Toc220305872][bookmark: _Toc221092806][bookmark: _Toc224218637]3.5 Compound Billing
eMOMED and POS claim submissions allow compound claims with up to 25 ingredients. Although billed as one (1) claim, the multiple ingredients of a compound appear as separate lines on the Remittance Advice (RA) and have a common prescription number. The first ingredient billed via POS is assigned a compound indicator of ‘1’ (eMOMED claims have an indicator of ‘0’) and has a dispensing fee applied. All remaining ingredients are assigned a compound indicator of ‘2’ and do not have a dispensing fee applied. POS compound claims with four (4) or fewer ingredients are adjudicated online. Compounds billed with five (5) or more ingredients are processed in real-time, but are captured and processed in batch.
MHD will automatically reverse the entire claim if a compound contains a non-payable ingredient and the provider submits via POS. The pharmacy can then resubmit the claim with all NDCs (both payable and non-payable) and include a Submission Clarification Code value of ‘08’ in field 420-DK. MHD processes the claim for those covered ingredients.
NOTE: Providers must submit all active ingredients of a compound to MHD regardless of reimbursement.
[bookmark: _Toc132279750][bookmark: _Toc220305873][bookmark: _Toc221092807][bookmark: _Toc224218638]Active Pharmaceutical Ingredients and Excipients
MHD does not pay for active pharmaceutical ingredients (API) and excipients. If prescribers feel a compounded drug, including APIs and excipients, is medically necessary, they may submit a prior authorization (PA) request. Requests for prior authorization are reviewed on an individual participant basis and evaluated for medical necessity. Submit requests by fax to (573) 636-6470 using a Compound Prior Authorization form. Either the pharmacy or prescriber staff may initiate the request.
[bookmark: _Toc132279751][bookmark: _Toc220305773][bookmark: _Toc220305874][bookmark: _Toc221092808][bookmark: _Toc224218639]3.6 Claim Reversals
A provider can reverse (credit) any claim adjudicated through the POS system. Providers must credit prescriptions that are not picked up by the participant. 
All claims containing drug information require a prescription number, except the Medicare and MHD crossover claims. Providers may use the participant account number in the prescription number field; however, providers must add a unique identifying numeric character to this participant account number to make it unique for each occurrence of dispensed or administered drugs. MHD uses the prescription number to sort claims on the RA. MHD also uses the prescription number to identify claims if an adjustment is required. Not using a unique number for each billed drug line can lead to credits or claim adjustments other than those intended. The last claim MHD receives with the same prescription number dispensed on the same day by the same provider is reversed first.
If a provider requests MHD to reverse a claim on behalf of the provider, the reversal will take an overnight update to process. If a provider cannot reverse a claim through their POS system, it may also be reversed in eMOMED in real-time.
Both the claim and the reversal appear on the provider’s RA. When a captured claim is reversed, neither the claim nor the reversal appears on the provider’s RA.
[bookmark: _Toc132279752][bookmark: _Toc220305774][bookmark: _Toc220305875][bookmark: _Toc221092809][bookmark: _Toc224218640]3.7 Fee-For-Service Coordination of Benefits Claims Processing
MHD uses the Government Coordination of Benefits (COB) methodology to process Third Party Liability (TPL) claims.
The Government COB method requires providers to submit the Other Payer Amount Paid [431-DV] and the Other Payer-Patient Responsibility Amount [352-NQ], even in cases when the amount is zero ($0.00). This method allows MHD to reimburse claims based on the lower of Other Payer Amount or Other Payer-Patient Responsibility amount calculations.
When MHD is not the primary payer, Other Coverage Code (OCC) 02, 03, or 04 is required for TPL claims.
	Code
	Description

	0
	Not specified by patient

	1
	No other coverage

	2
	Other coverage exists - payment collected

	3
	Other coverage billed - claim not covered

	4
	Other coverage exists - payment not collected


When MHD bases payment on the Other Payer-Patient Responsibility Amount, only the Patient Pay Amount qualifier [351-NP] value of 06 is considered for payment by MHD.
Only the Other Payer Amount Paid Qualifier value 07 [342-HC] determines the TPL amount considered for payment. This indicator signifies the dollar amount the other payer paid as part of the drug benefit plan.
MHD participants are not eligible for patient assistance programs. If a provider utilizes a patient assistance program or other discount programs, the information is referred to the MMAC Unit and may result in administrative action, recoupment, and possible termination from the program.
Refer to the General Sections Provider Manual for more information on Third Party Liability.
[bookmark: _Toc132279753][bookmark: _Toc220305775][bookmark: _Toc220305876][bookmark: _Toc221092810][bookmark: _Toc224218641]3.8 Pharmacy Program Inquiries
For MO HealthNet Pharmacy Program related questions such as claims adjudication, MORx inquiries, TPL coordination, or pharmacy claims pricing issues, providers may contact Pharmacy Administration at MHD.PharmacyAdmin@dss.mo.gov or call (573) 751-6963 for assistance, between the hours of 8:00 a.m. and 5:00 p.m., Monday through Friday. Hours may vary for state-observed holidays.
For questions related to drug claim edit overrides or PA, providers may contact the MHD Pharmacy and Medical Pre-Certification Helpdesk at (800) 392-8030 seven (7) days a week, Monday through Friday, 8:00 a.m. to 7:00 p.m., and Saturday and Sunday, 8:00 a.m. to 6:00 p.m. Hours may vary for state-observed holidays. A menu directs callers to select options based on the nature of the call.
[bookmark: _Toc132279754][bookmark: _Toc220305776][bookmark: _Toc220305877][bookmark: _Toc221092811][bookmark: _Toc224218642][bookmark: MORxBillingProcedures]3.9 MORx Billing Procedures
The same fiscal agent processes MORx claims as MHD pharmacy claims and accepts only electronic claims submitted at POS. MORx does not accept submission of claims through eMOMED.
Providers must submit claims to the Medicare PDP before submitting them to MORx. Providers must submit claims for dual eligible MORx participants not enrolled in a PDP to the federal government’s Limited Income Newly Eligible Transition (LI NET) program. For more information on LI NET, visit Medicare LI NET Program or call (800) 783-1307.
Providers must include the COB information with the claim submitted to MORx. The Cardholder Identification number is the same as the participant’s Medicare Beneficiary Identification (MBI).
Claims must be submitted to MORx using the BIN of 004047 and the PCN of P021011511. The MORx participant ID is the participant’s MBI. MORx has no group identification number; pharmacies should leave this field blank.
[bookmark: _Toc132279755][bookmark: _Toc220305878][bookmark: _Toc221092812][bookmark: _Toc224218643]MORx Coordination Of Benefits Claims Processing
MHD uses the Government COB methodology to process TPL claims.
Only the OCC 02, 03, and 04 are allowed for MORx claims. For proper payment, providers must accurately populate the OCC field [308-C8] for MORx claims. Claims for copayment only should be submitted with a ‘2’ in the OCC field. Providers must submit claims for deductible or gap coverage in which the PDP paid zero with a ‘4’ in the OCC field. Providers should submit claims for coverage of PDP excludable drugs with a ‘3’ in the OCC field.
	Code
	Description

	0
	Not specified by patient

	1
	No other coverage

	2
	Other coverage exists - payment collected

	3
	Other coverage billed - claim not covered

	4
	Other coverage exists - payment not collected


Benefit Stage Amount [394-MW] repetitions are required when a prior payer is a PDP. The Benefit Stage Amount is the amount of the claim allocated to the Medicare true out-of-pocket (TrOOP) stage identified by the benefit stage qualifier. It allows MHD to determine the stage of benefit for the participant.
Patient Pay Amount Qualifier values 01, 02, 03, 04, 05, 07, 08, 09, 10, 11, 12, or 13 are considered for payment, but 06 from any prior payer will be denied. This field indicates that the provider is submitting the amount reported by a prior payer as the patient’s responsibility.
Pharmacy providers encountering problems with MORx claims submissions should contact Pharmacy Administration at MHD.PharmacyAdmin@dss.mo.gov or (573) 751-6963 between 8:00 a.m. and 5:00 p.m., Monday through Friday, for assistance.
[bookmark: PHAPharmacyClaim][bookmark: start_here][bookmark: _Toc204578267][bookmark: _Toc132279756][bookmark: _Toc220305777][bookmark: _Toc220305879][bookmark: _Toc221092813][bookmark: _Toc224218644]3.10 Point-of-Service Captured Claims
A captured claim has one (1) or more exceptions that prevent the claim from being immediately processed through the POS system. MHD may capture claims for multiple reasons, including when the claim date of service (DOS) is the first day of a participant's spend down period. The claim will be processed during the fiscal agent’s next batch (internal) cycle. MHD reports the final disposition of the claim on the subsequent RA.
MHD will capture drug claims with a reimbursed amount greater than or equal to $250,000. Claims are reviewed by MHD staff for accuracy and appropriateness of billing. Providers will be contacted if the claim appears to be billed incorrectly; otherwise, the claim is released for payment.
[bookmark: _Toc132279757][bookmark: _Toc220305778][bookmark: _Toc220305880][bookmark: _Toc221092814][bookmark: _Toc224218645]3.11 Drug Billing
[bookmark: _Hlk168397766]Providers must calculate the quantities billed for injectable drugs dispensed to participants as follows:
Powder-filled vials that require reconstitution must be billed by the vial (e.g., if 2.5 vials are dispensed, the correct billed quantity is 3 vials).
Containers of drug in solution (e.g., ampules, bags, bottles) must be billed by the milliliter (mL) dispensed, even if the quantity includes a decimal (e.g., if three (3) 0.5 mL vials are dispensed, the correct billed quantity is 1.5 mL).
Single-dose vials or packages must be billed per the number of mL, including waste. The units billed must correspond with the smallest dose (vial) available for purchase from the manufacturer(s), providing the appropriate dose while minimizing waste. (e.g., if 2.5 mL is dispensed from a 3 mL vial, the correct billed quantity is 3 mL).
Multi-dose containers or multi-use packages are not subject to reimbursement for discarded amounts. (e.g., if 2.5 mL is dispensed from a 3 mL vial, the correct billed quantity is 2.5 mL).
Ointments must be billed per number of grams, even if the quantity includes a decimal.
Eye drops must be billed per the number of mL in each bottle, even if the quantity includes a decimal. MHD uses the standard of 20 drops per mL when calculating the day supply.
Combination products, which consist of devices and drugs designed to be used together, are to be billed as a kit or per each (e.g., Zymfentra, Beqvez, Cablivi).
Non-vaccine for children, immunizations, and vaccines must be billed using mL dispensed rather than per dose.
For additional information, refer to MO HealthNet Proper Drug Billing. For questions, providers may contact Pharmacy Administration at MHD.PharmacyAdmin@dss.mo.gov or (573) 751-6963 between 8:00 a.m. and 5:00 p.m., Monday through Friday, for assistance.
[bookmark: _Toc220305779][bookmark: _Toc220305881][bookmark: _Toc221092815][bookmark: _Toc224218646]3.12 Medical and Outpatient Claim Submission
Drug claims submitted on an electronic Professional or Institutional ASC X12 837 Health Care claim transaction or manually entered on a medical or outpatient claim into eMOMED are to be billed with a valid Healthcare Common Procedure Coding System (HCPCS) code and a valid NDC for each drug. MHD denies medical or outpatient claim lines submitted with a drug HCPCS procedure code without a corresponding NDC. For reference, the HCPCS code will remain on the denied claim.
For drugs without a valid HCPCS code, a provider must use the most appropriate Revenue Code and nonspecific HCPCS codes with the appropriate NDC.
For medical or outpatient claims correctly submitted with a drug HCPCS code and the corresponding NDC, the system will automatically generate a separate claim for the NDC to process as a drug claim and appear as a separate claim on the provider's RA. The corresponding line with the HCPCS procedure code and NDC will be dropped from the medical or outpatient claim. Providers can reference the MHD Fee Schedule to verify if a HCPCS procedure code requires an NDC. The pricing indicator ‘D’ will indicate HCPCS codes requiring an NDC.
[bookmark: Billing_CGT][bookmark: _Toc220305780][bookmark: _Toc220305882][bookmark: _Toc221092816][bookmark: _Toc224218647][bookmark: _Hlk208214102]3.13 Billing Cell and Gene Therapies Carved Out of Inpatient Rate
Cell and gene therapies (e.g., Chimeric Antigen Receptor T-cell (CAR-T) therapy and sickle cell disease) are authorized by MHD to be carved out of the inpatient rate. Carved-out drugs are those that are reimbursed separately from the facility’s inpatient bundled rate due to clinical or financial considerations.
When required by federal programs, manufacturers, or the Food and Drug Administration (FDA), facilities must meet all enrollment, registry participation, and manufacturer approval requirements before administering these drugs.
[bookmark: _Toc220305883][bookmark: _Toc221092817][bookmark: _Toc224218648]Prior Authorization and Manufacturer Approval
Prior Authorization must be obtained for cell and gene therapies through the MHD Pharmacy and Medical Pre-Certification Helpdesk for Fee-For-Service (FFS) participants by calling (800) 392-8030 or by fax to (573) 636-6470. Failure to obtain PA will result in the denial of payment.
On the PA submission, the provider must attest to the intended setting of care (inpatient or outpatient, as applicable).
The administering facility must be approved by the manufacturer, when required by the manufacturer, before payment is authorized.
[bookmark: _Toc220305884][bookmark: _Toc221092818][bookmark: _Toc224218649]Billing and Reimbursement
Carved-out drugs, such as the cell and gene therapies, must be billed separately on an outpatient or pharmacy claim using the appropriate NDC. The administering facility will continue to receive the inpatient bundled rate for the hospitalization. Refer to the Drugs Carved Out of Inpatient Rate for more information.
[bookmark: _Hlk208992240]Depending on coverage, professional/provider charges outside of the drug are to be billed separately to MHD FFS or the participant’s Managed Care health plan.
Pre-therapy services, such as apheresis, leukapheresis, chemotherapy, cell engineering, or preparative regimens may only be billed separately if not included in the cost of the drug.
If additional inpatient stays (subsequent hospitalizations) are required after the initial admission, reimbursement will be made at the applicable FFS or Managed Care health plan inpatient bundled rate.
Drugs carved out of the inpatient rate are not eligible for reimbursement under 340B pricing. Refer to the Drugs Carved Out of Inpatient Rate for more information.
The maximum dollar amount for cell and gene therapies that can be submitted per drug claim line is $9,999,999.99.
[bookmark: _Toc220305885][bookmark: _Toc221092819][bookmark: _Toc224218650]Inpatient Administration
Fee-For-Service Participants
Pre-certification of a FFS participant’s inpatient stay for cell and gene therapies is required. Pre-inpatient services may be reimbursed separately if the cost is not included in the cost of the drug. MHD covers the carved-out drug (reimbursed separately from the inpatient stay) and the facility inpatient bundled rate.
Managed Care Members
Managed Care health plans are responsible for the hospital inpatient bundled payment rate and all professional/provider charges. Prior Authorization for the drug is required.
[bookmark: _Toc220305886][bookmark: _Toc221092820][bookmark: _Toc224218651]Outpatient Administration
Fee-For-Service Participants
When outpatient administration is permitted, MHD covers the drug (reimbursed separately from the outpatient stay) for FFS participants. Other related services are reimbursed on a FFS basis.
If hospitalization is required following administration of the drug (e.g., for complications), inpatient pre-certification is required, and the facility is reimbursed at the inpatient bundled rate.
Managed Care Members
Managed Care health plans pay for all other medically necessary covered outpatient services. If hospitalization is required following administration of the drug, the Managed Care health plan will reimburse the facility at the applicable inpatient bundled rate.
[bookmark: _Toc220305887][bookmark: _Toc221092821][bookmark: _Toc224218652]Clinical Trial or Compassionate Use
If a carved-out drug is supplied by the manufacturer through compassionate use or a clinical trial, MHD will not reimburse for the drug itself. Covered services not included in the trial protocol may be reimbursed according to FFS or the Managed Care health plan policies.
[bookmark: _Toc220305781][bookmark: _Toc220305888][bookmark: _Toc221092822][bookmark: _Toc224218653]3.14 340B Provider Claim Submission
340B Provider Claim Submission Drug claims submitted on an electronic Professional or Institutional ASC X12 837 Health Care claim transaction or manually entered on a medical or outpatient claim into eMOMED are to be billed with a valid HCPCS code and a valid NDC for each drug. Medical or outpatient claim lines submitted with a drug HCPCS code without a corresponding NDC will be denied. For drugs without a valid HCPCS code, a provider must use the most appropriate Revenue Code and nonspecific HCPCS code with the appropriate NDC. If a claim is denied because the required NDC was not included, the HCPCS code will remain on the denied claim for the providers reference.
340B providers are required to identify 340B purchased drugs, including those billed to MHD as the secondary payer, at the claims level using the following codes:
POS pharmacy claims: Submission Clarification Code (SCC) 20
Medical and outpatient claims: Modifier JG or TB
Providers can reference the MHD Fee Schedule to verify if an NDC is required for a HCPCS code. The pricing indicator ‘D’ will indicate HCPCS codes requiring an NDC.
When billing the MORx Program, Covered Entities, and contract pharmacies may utilize 340B purchased prescription drugs without including a 340B indicator if the participant’s Medicare Part D plan is paid as primary. 340B purchased, nonprescription drugs, such as OTC products, not covered by the participant's Medicare Part D, must be billed to the MORx Program with the 340B indicator.
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