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Introduction
Private duty nursing (PDN) is the provision of individual and continuous nursing care to MO HealthNet participants under the age of 21 who are eligible for Healthy Children and Youth (HCY) Program services. The HCY Program is Missouri’s Early Periodic Screening Diagnosis and Treatment (EPSDT) program.
Refer to Section 2.1 of this manual for a more detailed service definition.
[bookmark: Section_1:_Reimbursement_Methodology][bookmark: _bookmark0]Refer to the Healthy Children and Youth Provider Manual for additional information regarding the EPSDT/HCY Program.
[bookmark: _Toc224633338][bookmark: _Toc224633737]Section 1: Reimbursement Methodology
Reimbursement for private duty nursing (PDN) services is made on a Fee-For-Service (FFS) basis. The maximum allowable fee for a unit of service has been determined by the MO HealthNet Division (MHD) to be a reasonable fee, consistent with efficiency, economy, and quality of care. Payment for covered services is the lower of the provider's actual billed charge or the maximum allowable per unit of service.
Services available under the MO HealthNet PDN Program are registered nurse (RN) private duty nursing and licensed practical nurse (LPN) private duty nursing. Payment is made in accordance with the fee per unit of service as defined and determined by MHD using the information below.
A unit of service is 15 minutes
The fee per unit of service is the same for the services of the RN or LPN
The fee per unit of service is based on the determination by the state agency of the reasonable cost of providing the covered services on a statewide basis and within the mandatory maximum payment limitations
Payment is made on the lower of the established rate per service unit or the provider's billed charges. The charge billed to MHD may not be more than a provider's ordinary charge to the general public for the same services.
Refer to Section 5 of this manual for procedure codes and current maximum allowable unit rates.
[bookmark: _Toc224633339][bookmark: _Toc224633738]1.1 Fee Schedule
[bookmark: 1.1_Fee_Schedule][bookmark: _bookmark1]Under a fee schedule each procedure, service, medical supply, and equipment covered under a specific program has a maximum allowable fee established. MHD determines a maximum allowable fee for the services based upon the current appropriated funds.
The Fee Schedule identifies covered and non-covered procedure codes, restrictions, allowed units, and the MHD allowable fee per unit. The Fee Schedule is updated monthly and is intended as a reference not a guarantee for payment.

The Fee Schedule allows for the downloading of individual files or the search for a specific procedure code. Some procedure codes may be billed by multiple provider types. Categories within the Fee Schedule are set up by the service rendered and are not necessarily provider-specific.
[bookmark: Section_2:_Benefits_and_Limitations][bookmark: _bookmark2]Refer to Section 2 of this manual for program-specific benefits and limitations.
[bookmark: 2.1_General_Information][bookmark: _bookmark3][bookmark: _Toc224633340][bookmark: _Toc224633739]Section 2: Benefits and Limitations
[bookmark: _Toc224633341][bookmark: _Toc224633740]2.1 General Information
The Healthy Children and Youth (HCY) Program, also known as Early Periodic Screening Diagnosis and Treatment (EPSDT), ensures a comprehensive, preventive health care program for MO HealthNet-eligible children under the age of 21.
[bookmark: Private_Duty_Nursing_Service_Definition][bookmark: _bookmark4]The HCY Program is designed to link the child and family to an ongoing health care delivery system. The program provides coverage for early and periodic medical/dental screenings and diagnosis to eligible children to determine physical and mental defects. It also provides coverage for treatment to correct or reduce the severity of defects and chronic conditions. Refer to the Healthy Children and Youth Provider Manual for more information.
[bookmark: _Toc224633741]Private Duty Nursing Service Definition
Private duty nursing (PDN) is the delivery of professional nursing services on an individual and continuous care basis (at least a four (4)-hour continuous block of time), in contrast to part-time or intermittent care, as covered under the MO HealthNet Home Health Program. Refer to the Home Health Provider Manual for more information on the MO HealthNet Home Health Program. PDN services must be provided by a registered nurse (RN) or licensed practical nurse (LPN) acting within the scope of the Missouri Nurse Practice Act. PDN services are provided under the direction of the participant’s physician, according to an individualized plan of care signed by the ordering practitioner. Refer to Sections 2.10 and 2.15 of this manual for more information regarding plans of care.
PDN services do not take the place of the parent(s)/responsible party(ies). It is not permissible for the parent(s)/responsible party(ies) to be away from the home for an extended period of time with the expectation that the PDN provider agency will accept total responsibility for the participant. The parent(s)/responsible party(ies) must appoint a designated individual to provide direct care and for medical care decisions in the extended absence of the parent(s)/responsible party(ies). The designated individual shall not be an employee of the provider agency or a Department of Health and Senior Services, Bureau of Special Health Care Needs (DHSS/BSHCN) employee. Custodial, child care, respite, and transportation services are not covered services under the Private Duty Nursing Program.
A MO HealthNet-enrolled PDN agency may be reimbursed for PDN services rendered by a legal guardian or family member. A family member is defined as a parent; sibling; child by blood, adoption, or marriage; spouse; grandparent or grandchild. The PDN caregiver who delivers the direct care must have a valid RN or LPN license in the State of Missouri and be employed by the MO HealthNet-

enrolled PDN provider. Refer to Section 2.2 of this manual for more information on enrolling as a MO HealthNet PDN agency.
PDN services provided by a family member or legal guardian for a single participant or multiple participants with the same residence may not exceed 12 hours per day, up to a maximum of 40 hours per week. A family member or legal guardian shall not provide more than 40 hours of service in a seven (7)-day period. For a family member or legal guardian, 40 hours is the total amount allowed regardless of the number of children who receive services.
[bookmark: Conditions_for_Reimbursement][bookmark: _bookmark5][bookmark: _Toc224633742]Conditions for Reimbursement
Except for school-based Individualized Education Plan (IEP) PDN services, all PDN services are authorized by BSHCN prior to service delivery, in accordance with a PDN plan of care, specifying the amount, duration, and scope of services. The prior authorization (PA) is the basis for reimbursement. Refer to Section 2.9 of this manual for prior authorization information. Refer to Section 2.10 of this manual for more information on plans of care. Refer to Section 2.15 of this manual for reimbursement information on school-based IEP services.
[bookmark: Unit_of_Service][bookmark: _bookmark6][bookmark: _Toc224633743]Unit of Service
A unit of PDN service is 15 minutes. It is permissible to accrue partial units of less than 15 minutes for several dates of service within the same calendar month and bill the total, in whole units (15 minutes), at the end of the day on which the whole unit is accrued, as long as care delivery is consistent with the written plan of care. For example, a provider delivers care from 10:00 a.m. to 2:05 p.m. on June 1, then provides care from 10:00 a.m. to 2:10 p.m. on June 2. Sixteen units of services are billed for June 1, and 17 units of services are billed on June 2. Partial units may only be accrued during the same calendar month and may not be carried over and accrued in a different calendar month.
[bookmark: 2.2_Provider_Participation][bookmark: _bookmark7][bookmark: _Toc224633342][bookmark: _Toc224633744]2.2 Provider Participation
MO HealthNet Division accepts new applications from PDN providers at all times. Agencies interested in becoming a provider should contact the Missouri Medicaid Audit and Compliance Unit (MMAC), at MMAC.ProviderEnrollment@dss.mo.gov.
To participate in the MO HealthNet Private Duty Nursing Program, the PDN provider must satisfy one (1) of the following requirements:
Be a Medicare-certified and MO HealthNet-enrolled home health agency provider
Be accredited by the Joint Commission or the Community Health Accreditation Program (CHAP)
If one (1) of the above criteria is not met, submit a Private Duty Nursing Addendum
to MMAC Provider Enrollment. By signing this addendum, the provider agrees to provide

the services in accordance with standards as established in both 13 CSR 70-95.010, Private Duty Nursing Care under the HCY Program, and this manual.
The validation of the participation agreement is dependent upon MMAC’s acceptance of an application for enrollment. An investigation of the applicant's background is conducted pursuant to 13 CSR 65-2. Refer to MMAC Provider Enrollment for more information on enrolling as a MO HealthNet provider.
Additional information on provider conditions of participation can be found in the General Sections Manual.
[bookmark: Additional_Participation_and_Notificatio][bookmark: Provider_Monitoring][bookmark: _bookmark8][bookmark: _bookmark9][bookmark: _Toc224633745]Additional Participation and Notification Requirements
Provider Monitoring
All applicants to provide MO HealthNet PDN services may be subject to a pre-enrollment site visit, performed at the discretion of the Department of Social Services (DSS), by MMAC staff prior to enrollment.
MMAC conducts post-payment on-site and desk reviews (audits) of MO HealthNet-enrolled PDN providers. Audit visits may be announced or unannounced. Providers must comply with the provisions of 13 CSR 70-3.030, regarding providing documentation to MMAC.
Agencies found to be out of compliance with these standards may have a penalty imposed. Penalties may be as follows:
The agency will be required to submit a written plan of correction, with a follow-up monitoring by DSS staff within 90 days
New PA requests will not be approved for a specified period of time
[bookmark: Provider_Updates][bookmark: _bookmark10]The MO HealthNet provider enrollment agreement will be suspended and/or terminated
Provider Updates
The provider must notify the MMAC Provider Enrollment Unit of any changes affecting their provider enrollment records, including change in location or telephone number, within 90 days of the change; with the exception of change of ownership or control, which must be reported within 30 days. Providers should complete the Provider Update Request and fax the completed form to (573) 634-3105.
The provider should notify MMAC in writing at least 30 days prior to the voluntary termination of the provider agreement.
[bookmark: Insurance_Coverage][bookmark: _bookmark11]Insurance Coverage
The provider must maintain bonding, personal and property liability, and medical malpractice insurance coverage on all employees involved in delivering nursing services in the home.

[bookmark: Services_Outside_of_Regular_Business_Hou][bookmark: _bookmark12]Services Outside of Regular Business Hours
The provider must have the capability to provide nursing staff outside of regular business hours, on weekends and on holidays to provide services in accordance with the plan of care authorized by BSHCN for each participant. If a provider agency is unable to provide services in accordance with the plan of care, the provider must contact BSHCN staff as soon as possible, no later than the next business day.
[bookmark: Multiple_Private_Duty_Nursing_Agencies][bookmark: _bookmark13]Multiple Private Duty Nursing Agencies
There are times when one (1) PDN agency is unable to staff all the PDN services authorized for a participant. The BSHCN RN Service Coordinator may approve services to multiple provider agencies or a different agency to meet the needs of the participant. The services must be prior authorized for each provider agency, with a specific number of units authorized to each agency based on the anticipated services each agency will provide. The participant may then utilize multiple PDN provider agencies to assist them in receiving the authorized units of PDN services.
The authorized units can be adjusted and/or moved to another agency in the event an agency is not able to staff their authorized units but another agency can. Provider agencies are encouraged to coordinate with each other to staff all authorized units of PDN services. Agency providers should contact the appropriate BSHCN Regional Office to adjust the authorization. If an unforeseen, urgent or emergency situation arises resulting in a need to adjust the authorization, BSHCN should be contacted within 72 hours after the event.
The provider must have a policy for responding to emergency situations. Reimbursement is not made for services in excess of the prior authorized amount; therefore, any emergency situation resulting in service delivery beyond the limits of the PA must be reported in writing to BSHCN within 72 hours. Additional units of service are approved or denied based on medical necessity.
[bookmark: Qualification_Requirements_for_Personnel][bookmark: _bookmark14][bookmark: _Toc224633746]Qualification Requirements for Personnel
For nursing staff, the PDN provider agency must show evidence in the personnel record that the employee's licensure status is current with the Missouri Board of Nursing or that the employee’s multi-state license in a participating Nurse Licensure Compact (NLC) state is current.
Upon initial employment, the provider must document that at least two (2) employment or personal references (not including relatives) were contacted prior to the employee delivering direct care services.
The provider is responsible for ensuring and documenting that the nurse's health permits performance of the required activities and does not pose a health hazard. Service delivery shall be prohibited when the employee has a communicable condition.
Centers for Disease Control and Prevention (CDC) Clinical Testing Guidance for Tuberculosis for Health Care Personnel are to be followed.
[bookmark: Nurse_Licensure_Compact][bookmark: _bookmark15]Nurse Licensure Compact

Missouri is a participating state in the Nurse Licensure Compact (NLC). The NLC enables nurses to practice across the country without having to obtain additional licenses. The NLC has uniform licensure requirements so that all participating states can be confident the nurses practicing within the NLC have a set of minimum requirements regardless of the home state in which they are licensed. A nurse possessing a multi-state license in a compact state meets the licensure criteria to provide PDN in the MO HealthNet PDN Program without obtaining a Missouri license. The states currently participating in the NLC can be found on the National Council of State Boards of Nursing website.
[bookmark: Criminal_History_Screening][bookmark: _bookmark16][bookmark: _Toc224633747]Criminal History Screening
PDN providers are required by RSMo 192.2495 to perform criminal background investigations on all staff prior to employment in positions involving contact with participants. No person is allowed to be employed to work or volunteer in any capacity who left or was discharged from employment with any other employer due to abuse or neglect to patients, residents, or participants and the dismissal or departure has not been reversed by any tribunal or agency.
All persons employed shall be registered and screened through the Family Care Safety Registry (FCSR), which includes an Employee Disqualification List (EDL) screening, and a criminal background review through the Missouri State Highway Patrol (MSHP).
PDN providers are required to complete an EDL screening and MSHP criminal background review for all new applicants prior to employment in positions involving contact with participants.
Providers are also required to complete checks of the EDL at least annually to determine whether any current employee, contractor, or volunteer has been recently added to the list. If the provider finds that a current employee was added to the EDL, that employee will not be allowed to be employed as a PDN caregiver. Providers must abide by the rules set forth in 19 CSR 30-82.060 regarding any employees not eligible for employment.
Providers using the FCSR to conduct the EDL and MSHP criminal background review fulfill the statutorily required background screening requirements, provided there is sufficient documentation showing the identity of the person who was screened, the date the screening was required and completed, and the outcome of the screening.
DHSS is responsible for maintaining the FCSR and EDL. Refer to DHSS Background Information for additional information.
[bookmark: Training_of_Personnel][bookmark: _bookmark17][bookmark: _Toc224633748]Training of Personnel
All direct care staff (LPNs and RNs) must have at least four (4) hours of orientation training prior to service provision. Orientation training should include general information about the MO HealthNet PDN Program, HCY Program, relationship of the provider agency with MHD and BSHCN, PA process, abuse/neglect indicators and reporting, participant rights, participant grievance procedures, internal agency policy, and a review of universal precaution procedures as defined by the CDC.

LPNs must demonstrate competency in each task required by the plan of care. The competency demonstration must be conducted by a RN or a licensed nurse supervisor and must be documented in the LPN’s personnel file.
All direct care staff must have a certificate in either cardiopulmonary resuscitation (CPR) or basic certified life-support (BLS).
[bookmark: Supervision][bookmark: _bookmark18][bookmark: _Toc224633749]Supervision
Each agency shall employ a RN, with at least three (3) years' nursing (RN and/or LPN) experience, to act as supervisor to all other nursing staff. One (1) year of experience must either be in a supervisory position or in the field of pediatric nursing. The RN supervisor is responsible for the following:
Case conferences with staff nurses and documenting the conferences
Assuring the competency of staff
Training and orientation
Evaluation of direct care staff
A LPN with three (3) years’ experience may act as the assistant supervisor under the RN supervisor. One (1) year of experience must be in high-acuity pediatric nursing care in a hospital, home care agency, or residential setting. The assistant nursing supervisor may be responsible for case conferences with staff nurses, documenting the conferences, developing plan of care after the initial plan of care has been established by a RN, orientation, training and evaluation of direct care staff, and other duties delegated by the nursing supervisor.
All nursing staff providing direct care shall have an annual performance evaluation completed by a licensed nurse supervisor, maintained in the employee’s personnel record. The evaluation must be based on a minimum of two (2) visits with the staff person, with at least one (1) visit conducted on- site (where the participant resides); and one (1) visit may be conducted in a lab or training setting.
[bookmark: Frequency_of_Supervisory_Visits][bookmark: _bookmark19][bookmark: _Toc224633750]Frequency of Supervisory Visits
Participants of PDN care shall have a personal visit with assessment by a licensed nurse supervisor at least once every 60 days if the participant is receiving LPN services. Supervisory visits by a nurse are not separately reimbursed.
Participants who have received RN shift care through the PDN Program or intermittent visits by a RN under the Home Health Program (if those services were provided by an agency affiliated with the PDN provider) are not required to have a separate supervisory visit.
Supervisory visits, or explanation of why there are no separate supervisory visits for the month (e.g., RN shifts were delivered), are to be documented in the participant medical record.
[bookmark: 2.3_Adequate_Documentation][bookmark: _bookmark20][bookmark: _Toc224633343][bookmark: _Toc224633751]2.3 Adequate Documentation
All services provided must be adequately documented in the medical record. 13 CSR 70-3.030 Section (2)(A) defines "adequate documentation" and "adequate medical records" as follows:
Adequate documentation means documentation from which services rendered and the amount of reimbursement received by a provider can be readily discerned and verified with reasonable certainty.
Adequate medical records are records which are of the type and in a form from which symptoms, conditions, diagnoses, treatments, prognosis and the identity of the patient to which these things relate can be readily discerned and verified with reasonable certainty. All documentation must be made available at the same site at which the service was rendered.
[bookmark: Requirements_for_Contents_of_Medical_Rec][bookmark: _bookmark21][bookmark: _Toc224633752]Requirements for Contents of Medical Records
Appropriate medical records for each MO HealthNet participant served must be maintained at the PDN agency. Records shall be kept confidential and access shall be limited to PDN staff and representatives of the Departments of Social Services and Health and Senior Services.
Medical records shall contain the following:
Identifying information about the participant, such as name, birth date, MO HealthNet ID (Department Client Number (DCN)), caretaker, and emergency contact person
All forms of correspondence to and from BSHCN regarding the services which have been prior authorized
Signed practitioner orders, including verbal orders
Practitioner orders for any certification period must be signed and dated by the ordering practitioner before a claim is submitted to MHD for payment.
For verbal orders given by the ordering practitioner, the nurse must immediately put the order in writing, date and sign it. The verbal order must then be countersigned by the ordering practitioner before the provider submits a claim to MHD for payment, and it must be maintained in the participant’s record.
Consent from the participant’s legal custodian for treatment prior to service delivery
The plan of care, documenting the amount, duration, and scope of service. The level of care indicated in the plan of care (RN or LPN) must be based on acceptable standards of nursing practice.
All services provided must be documented daily. Documentation must include all skilled tasks provided, as well as assessing, teaching, planning, and evaluating patient or family needs and their responses to nursing care. In addition, the documentation must include the beginning and ending clock times for all services billed to MHD.
Documentation of all services provided and any supervisory visits
Documentation of the LPN's competency demonstration before a RN or a licensed nurse supervisor when the plan of care includes the services of a LPN
Documentation that a copy of the participant's Bill of Rights was given to the participant, parent or guardian. Refer to Section 2.4 of this manual for more information.
[bookmark: 2.4_Participant_Eligibility][bookmark: _bookmark22][bookmark: _Toc224633344][bookmark: _Toc224633753]2.4 Participant Eligibility
The participant must be eligible for MO HealthNet coverage for each date a service is rendered in order for reimbursement to be made to a provider. This is a requirement even when the service has been prior authorized by BSHCN or is included in an IEP. It is the responsibility of the provider to verify the participant’s MO HealthNet eligibility on the day the service is provided via eMOMED or by using the interactive voice response (IVR) system at (573) 751-2896 or toll-free (833) 222-7916. Refer to the General Sections Manual for more information.
The participant must be under the age of 21 and eligible for HCY services.
All services rendered to the participant must be billed under the participant’s individual MO HealthNet ID (DCN).
[bookmark: Participant's_Rights_and_Procedures][bookmark: _bookmark23][bookmark: _Toc224633754]Participant's Rights and Procedures
The provider shall have a written statement of the participant's Bill of Rights, which is to be given to each participant or parent(s)/responsible party(ies) at the time service is initiated and which includes, at a minimum, the right to:
Be treated with respect and dignity
Have all personal and medical information kept confidential
Have direction over the services provided, to the degree possible, within the service plan approved by BSHCN (for non-IEP services)
Know the provider's established grievance procedure, how to make a complaint about the service, and receive cooperation to reach a resolution, without fear of retribution
Know the procedure to report abuse, neglect, and/or exploitation
Receive services without regard to race, creed, color, age, sex, or national origin
Receive a copy of the written statement of the participant’s Bill of Rights
[bookmark: Grievance_Procedure][bookmark: _bookmark24][bookmark: _Toc224633755]Grievance Procedure
Providers shall have a written grievance policy which shall be provided to each participant or parent(s)/responsible party(ies) upon initiation of services. The grievance policy must also include the phone number of BSHCN, (800) 451-0669, and the MHD Constituent Services Unit, (800) 392- 2161.
[bookmark: Child_Abuse_and_Neglect_Hotline][bookmark: _bookmark25][bookmark: _Toc224633756]Child Abuse and Neglect Hotline
Providers must report all instances of possible child abuse, neglect, and exploitation (ANE) to the Child Abuse and Neglect Hotline Unit, either by calling the hotline toll-free at (800) 392-3738, or by completing an online report. Any suspected abuse or neglect by a caretaker, including PDN staff, must be reported according to RSMo 210.110-210.189, the Child Abuse Law. Failure to report by a mandatory reporter (PDN staff are considered mandatory reporters) is a violation of RSMo 210.115 and can be subject to prosecution.
[bookmark: 2.5_Place_Of_Service][bookmark: _bookmark26][bookmark: _Toc224633345][bookmark: _Toc224633757]2.5 Place of Service
PDN services may be provided in the home or school. Home is defined as the home of the parent(s)/responsible party(ies) or other caretaker. PDN services are not authorized for a participant while in a hospital receiving inpatient hospital services or residing in a skilled nursing facility, intermediate care facility, or any other institutional setting or health care facility, including Independent Supported Living (ISL) settings.
Participants who require and are authorized to receive PDN in the home may utilize their approved services outside the home during the hours when their normal life activities take them outside the home setting with the consent of the parent(s)/responsible party(ies). Nurses may accompany participants, but may not drive. It is not permissible for PDN services to be authorized for activities outside the home unless the participant is actually receiving PDN services at home.
Normal life activities in the local community include those types of activities that do not require time away from the home overnight. This would include, but is not be limited to: attending day care, attending medical appointments, going shopping, attending religious services, going to a restaurant, going to family functions, and going to a movie or a sporting event.
In the event that PDN services are required for overnight travel, BSHCN must authorize these services on an individual-basis, per trip. In the event that PDN services are authorized for travel, the provider must ensure that the PDN staff has appropriate licensure for the states in which they will provide the PDN services.
No additional hours of PDN services may be authorized for the exclusive use outside the home. Payment will be for the PDN services only and will not include travel expenses.
BSHCN determines if services are medically-necessary and will be provided in accordance with the above policy. The provider must document in the participant’s record that services provided outside the home are approved by a BSHCN RN Service Coordinator.
Participants who require PDN in public school (Pre-Kindergarten (Pre-K) through Grade 12) settings will utilize expanded school-based services.
Refer to Section 4.5 of this manual for more information on place of service (POS).
[bookmark: Two_or_More_Participants_in_Same_Residen][bookmark: _bookmark27][bookmark: _Toc224633758]Two or More Participants in Same Residence
When two (2) or more participants residing in the same residence require PDN services, and their skilled needs can be met by one (1) nurse, the total units billed must be divided between the participants receiving services and may not exceed the actual amount of time (in 15-minute units) the nurse was in the home. BSHCN staff only authorize the medically-necessary units of service required. Refer to Section 2.2 of this manual for more information.
[bookmark: 2.6_Covered_Services][bookmark: _bookmark28][bookmark: _Toc224633346][bookmark: _Toc224633759]2.6 Covered Services
PDN is the delivery of professional nursing services in the home or school on more than a part-time or intermittent basis. The service may be performed by a RN or LPN, according to the specific medical needs of the participant. The service must be delivered strictly according to the prior authorization letter sent to the provider agency, and the plan of care which specifies amount, frequency, and duration. Services are delivered under the direction of the participant’s physician. The MO HealthNet PDN Program allows a maximum of 448 units (112 hours) per week of PDN services. Refer to Sections 2.9 and 2.15 of this manual for more information.
[bookmark: 2.7_Initiation_of_Private_Duty_Nursing_S][bookmark: _bookmark29][bookmark: _Toc224633347][bookmark: _Toc224633760]2.7 Initiation of Private Duty Nursing Services
The BSHCN Regional Office that serves the area where the participant resides must be contacted prior to the initiation of non-IEP PDN services. For participants being discharged from a hospital and in need of PDN services, the hospital must contact the appropriate BSHCN Regional Office prior to the discharge planning meeting. BSHCN RN Service Coordinators participate in discharge planning to determine the need and to authorize appropriate services.
Practitioners who order PDN services for participants who are in need of these services but have not been hospitalized should contact the appropriate BSHCN Regional Office for assessment and authorization of services.
PDN provider agencies who receive a request to provide services must contact the appropriate BSHCN Regional Office for assessment and authorization of services.
Reference the BSHCN Regional Office Map for regional office and Regional Coordinator information.
[bookmark: 2.8_Assessment_of_Need_for_Private_Duty_][bookmark: _bookmark30][bookmark: _Toc224633348][bookmark: _Toc224633761]2.8 Assessment of Need for Private Duty Nursing Services
For non-IEP services, the BSHCN RN Service Coordinators perform an assessment of the participant prior to the authorization of PDN services. The individual must require substantial and complex continuous (at least a four (4)-hour continuous block of time) nursing care by a licensed nurse. BSHCN uses an assessment tool to evaluate the technological, physical, and social/environmental factors that affect the participant’s skilled needs. Subsequent assessments are performed on a quarterly basis and provide documentation to support the authorized units.
[bookmark: Technological_and_Physical_Factors][bookmark: _bookmark31][bookmark: _Toc224633762]Technological and Physical Factors
Participants with advanced medical support needs include but are not limited to the following. The advanced support needs are life threatening and may require attention around the clock with one
(1) or more of the following categories present. The constancy or level of care exceeds the family's ability to care for the patient at home.
Intravenous (IV) Drug Therapy
Parenteral Nutrition
Tracheostomy Care
Oxygen Supplementation/Monitoring
Enteral Feedings
Peritoneal Dialysis
Ventilator Dependency
The participant should have a related diagnosis requiring ventilator support. These include but are not limited to:
Neuromuscular disease involving the respiratory muscles
Brainstem respiratory center dysfunction
Severe thoracic cage abnormalities
Intrinsic lung disease
Lung disease associated with cardiovascular disorders Each patient must be stable from a cardiovascular point of view.
The advanced medical support needs may be related, but are not limited to any of the following diagnoses:
Severe neuromuscular, respiratory, or cardiovascular disease
Chronic liver or gastrointestinal disorders with associated nutritional compromise
Multiple congenital anomalies or malignancies with severe involvement of vital body functions
Serious infections that require prolonged treatment
Severe	immune	deficiency	diseases	and	metabolic	diseases, including Acquired Immunodeficiency Syndrome (AIDS)
[bookmark: Social/Environmental_Factors][bookmark: _bookmark32][bookmark: _Toc224633763]Social/Environmental Factors
Major commitments on the part of the participant’s family and community are necessary to meet the participant’s extraordinary needs and to ensure the participant can be maintained safely at home. The intention of the program is to support, not replace, the parent(s)/responsible party(ies).
Specific components include:
Caregiver—demonstrates interest and ability in the care of the patient related to tracheostomy care, ventilator management, drug administration, feeding needs, and developmental stimulation
Family composition
Primary caregivers
Support System—adequate family and/or community support beyond the immediate family
Community Support—sufficient resources within the community including emergency medical services, educational and vocational programs, and other support programs
Identified stressors
Financial status
Transportation requirements
Adequate physical environment within the home
[bookmark: Private_Duty_Nursing_Acceptance_Form][bookmark: _bookmark33]Stable parent or parent figure
[bookmark: _Toc224633764]Private Duty Nursing Acceptance Form
The Private Duty Nursing Acceptance Form is an informational form that defines PDN services, the role of BSHCN, the responsibility of the parent(s)/responsible party(ies) and the circumstances under which PDN services are not covered. This Private Duty Nursing Acceptance Form must be signed by the parent(s)/responsible party(ies) of the participant who is to receive non-IEP PDN services to acknowledge receipt of information and discussion regarding the requirements of the PDN Program. The signature is obtained by the BSHCN RN Service Coordinator during the initial and annual assessment process.
[bookmark: 2.9_Prior_Authorization][bookmark: _bookmark34][bookmark: _Toc224633349][bookmark: _Toc224633765]2.9 Prior Authorization
All PDN services must be authorized before services are initiated. This section does not apply to school-based IEP services. Refer to Section 2.15 of this manual for information regarding school- based IEP services.
BSHCN nursing staff approve and sign the completed Prior Authorization Request form for PDN services based on their assessment of the participant. The frequency, amount, and duration of services are based on the information obtained during the assessment of the participant. BSHCN staff will only prior authorize services of at least a four (4)-hour continuous block of time of PDN
care per day. BSHCN only prior authorizes those services that are required to educate the parent(s)/responsible party(ies) in the medically-necessary care of the participant or to provide the needed care to stabilize/maintain the participant’s condition.
NOTE: MHD does not consider time spent waiting for a school bus to bring the participant home, or time spent waiting for a parent to bring the participant home, as a delivery of professional nursing services; therefore, units of time for these purposes are not covered as a MO HealthNet service.
It is the policy of MHD and BSHCN that 448 units (112 hours) per week is the maximum amount of PDN services that may be authorized. Exceptions to the policy can be made on a short-term, case- by-case basis not to exceed three (3) consecutive weeks or with the notification of the BSHCN Regional Coordinator and approval of the HCY Program Manager when there is documentation to support this need. More than 112 hours of PDN services per week may be authorized in unique circumstances such as post-hospitalization for a child newly-requiring a ventilator, or a baby/infant discharged from the hospital with extreme medical complexities.
PDN services are authorized as a total number of units per month, based on weekly hours, which are determined by the assessed medical needs of the participant. Participants or their responsible parties may schedule services through their providers to meet their needs throughout the week and must stay within the authorized number of monthly units. Requested increases in authorizations due to misutilization of the authorized monthly units will not be approved by BSHCN. Participants or their responsible parties must contact their BSHCN RN Service Coordinator to report any changes that could necessitate a change in monthly authorized services. Refer to the BSHCN Regional Map for Regional Coordinators’ contact information.
Once BSHCN staff have discussed the approved services with the PDN provider and have received the approved plan of care from the provider agency (practitioner-signed or verbal orders), the Prior Authorization Request form is forwarded to MO HealthNet’s fiscal agent for entry into the MO HealthNet system. The prior authorization letter is sent to the provider agency, notifying them of the units approved, and for what time periods. The provider must deliver the service exactly as authorized.
Providers who have questions about the current status of a PA may contact Provider Communications at (573) 751-2896, toll-free at (833) 222-7916, or via eMOMED.
If there are any changes in the participant’s needs that warrant revisions to the original plan of care, the provider agency or the parent(s)/responsible party must notify BSHCN staff for review/reassessment to determine if the previously-approved authorization should be amended. After review/assessment, the BSHCN RN Service Coordinator initiates authorization changes based on the participant’s needs. The provider agency is responsible for sending a nurse-signed order to BSHCN and the ordering practitioner, based on the change in authorization.
For verbal orders given by the ordering practitioner, the nurse must immediately put the order in writing, date, and sign it. The verbal order must then be countersigned by the ordering practitioner.
MO HealthNet claims for services that do not agree with the most recently approved or changed authorization may be denied by the fiscal agent when the claim is processed.
[bookmark: 2.10_Plan_of_Care][bookmark: _bookmark35][bookmark: _Toc224633350][bookmark: _Toc224633766]2.10 Plan of Care
The term ‘plan of care’ refers to the medical treatment plan established by the ordering practitioner with the assistance of the home health care nurse or medical home health professional. Provider agencies may use a standardized plan of care form or they may develop their own plan of care form as long as the form contains all the required information. Refer to Section 3.2 of this manual for more information regarding plan of care form requirements for non-IEP services. Refer to Section 2.15 of this manual for plan of care requirements for school-based IEP services. Plan of care documents and interim order(s) must be maintained in the patient’s record.
PDN services must be provided under the direction of the participant's physician. The provider agency is responsible for obtaining a plan of care with the ordering practitioner’s signature. The plan of care specifies the type, frequency (number of 15-minute units per month based on hours per week), and duration (how many weeks or months) of services to be provided. The plan of care must also include the specific skilled nursing procedures to be completed.
The plan of care must be implemented with the assistance and cooperation of the parent(s)/responsible party(ies) and must include ongoing training and teaching of parent(s)/responsible party(ies)/designated individual(s) on how to assist in patient care. A parent's/responsible party(ies) or an individual with care, custody, or control of the participant’s outright refusal to provide adequate medical care for a participant must be reported to the Child Abuse and Neglect Hotline.
The plan of care must be reviewed and re-established by the ordering practitioner at least every 60 days, but no sooner than 45 days prior to the start of the certification period. Any increase in the frequency of services or addition of new services during a certification period must be authorized by way of a verbal order or written order prior to the provision of the increased or additional services. If a verbal order is given, the nurse or therapist must immediately put the order in writing and date and sign it. The verbal order must then be countersigned by the ordering practitioner before the provider submits a claim to MO HealthNet for payment, and it must be maintained in the participant’s record. The plan of care must address short-term goals as well as the long-term nature of the care required.
The orders on the plan of care must indicate the type of services to be provided to the participant both with respect to the professional who will provide them and with respect to the nature of the individual services, as well as the frequency and duration of the services.
It is not necessary to attach the Plan of Care forms or the plan of care to claims when billing, since the service is prior authorized. Refer to Section 3.2 of this manual for more information regarding plan of care form and documentation requirements.
[bookmark: Ordering_Practitioner’s_Certification][bookmark: _bookmark36][bookmark: _Toc224633767]Ordering Practitioner’s Certification
The PDN agency must be acting upon an ordering practitioner’s certification which is part of the plan of care. The ordering practitioner must certify that:
The participant requires private duty skilled nursing services which are reasonable and necessary for the treatment of an injury or illness; or
A plan of care had been established while the individual was under the care of a physician; and
The services were furnished under the direction of the participant’s physician.
Services may be delivered after an authorization by the ordering practitioner is obtained, by way of a verbal order or written order.
The ordering practitioner’s certification may cover a period less than but not greater than 60 days. The ordering practitioner’s certification may be signed by another practitioner who is authorized by the ordering practitioner to care for the participant in their absence. If the ordering practitioner omits the date, the provider must enter the date the plan of care was received back from the ordering practitioner.
If there are any changes in the participant’s needs that warrant revisions to the original plan of care, the provider agency or the parent(s)/responsible party must notify BSHCN staff for review/reassessment to determine if the previously-approved authorization should be amended. After review/assessment, the BSHCN RN Service Coordinator initiates authorization changes based on the participant’s needs. The provider agency is responsible for sending a nurse-signed order to BSHCN and the ordering practitioner, based on the change in authorization.
If a verbal order is given by the ordering practitioner, the nurse must immediately put the order in writing, date, and sign it. The verbal order must then be countersigned by the ordering practitioner, and it must be maintained in the participant’s record.
Services that are provided after the expiration of a plan of care, but before the acquisition of a verbal order or a signed plan of care, cannot be considered for payment by MO HealthNet.
Additionally, the ordering practitioner must sign and date all applicable orders before a claim is submitted to MO HealthNet for payment.
[bookmark: 2.11_Discontinuation_of_Private_Duty_Nur][bookmark: _bookmark37][bookmark: _Toc224633351][bookmark: _Toc224633768]2.11 Discontinuation of Private Duty Nursing Services
Arranging specialized home nursing services for participants with complex medical needs involves considerable planning and time, and family/caregiver(s) acquire a reliance on these services. Providers must give notification to the family/caregiver and BSHCN prior to the discontinuation of PDN services. This section is not applicable to school-based IEP services.
The PDN service provider notifies the parent(s)/responsible party(ies) in writing of the decision to discharge a participant and provides a minimum of 21 days’ notice prior to the discontinuation of PDN services for reasons that include (but are not limited to) the following:
The participant or parent(s)/responsible party(ies) are non-compliant to the agreed-upon plan of care
The provider is no longer able to meet the service needs of the participant
The parent(s)/responsible party(ies) requests a change
The PDN provider agency shall advise BSHCN within 72 hours of the parent(s)/responsible party(ies) notification of planned discontinuation of PDN services. The BSHCN RN Service Coordinator shall assist the parent(s)/responsible party(ies) in making appropriate arrangements to locate and transfer care (if possible and necessary) to a new PDN provider agency. The existing provider agency shall continue to provide care in accordance with the plan of care for a minimum of 21 days or until alternate arrangements can be made by BSHCN and/or parent(s)/responsible party(ies), whichever comes first.
In cases where the PDN service provider decides to discontinue services due to actual or threatened harm to the agency personnel by the participant and/or parent(s)/responsible party(ies), the provider agency will contact local law enforcement or 911. In addition, the provider agency will contact BSHCN staff within 24 hours or the next business day.
The PDN provider shall notify BSHCN within 72 hours of closure of a case due to the following circumstances:
Death of the participant
Participant’s admission to a health care facility
[bookmark: 2.12_Infection_Control_Guidelines][bookmark: _bookmark38]Participant is no longer in need of care
[bookmark: _Toc224633352][bookmark: _Toc224633769]2.12 Infection Control Guidelines
While it is recommended that in-home care providers practice universal precautions in the delivery of all PDN services, the policies and procedures related to infection control are essential to the care of persons with AIDS.
The following infection control guidelines have been developed for the person with AIDS at home and for their caregivers. These guidelines were developed by Lusby and Schietinger and are based upon CDC recommendations and epidemiological data.
[bookmark: Handwashing][bookmark: _bookmark39][bookmark: _Toc224633770]Handwashing
Handwashing is the single most important way to prevent the spread of an infectious organism. Soap and water should be used at all times. Handwashing should be done before and after all aspects of participant care, including preparation and serving of meals to participants in their homes. If running water is not available, gloves should be worn. Handwashing is advised after removing and disposing of gloves.
[bookmark: Gloves/Protective_Smock][bookmark: _bookmark40][bookmark: _Toc224633771]Gloves/Protective Smock
Gloves serve to block the transmission of any infectious agent to a potential host. The caregiver should wear gloves in the following situations:
When caring for open skin lesions or wounds
When handling secretions or excretions such as emesis, urine, stool, blood, saliva, or wound secretions
When handling soiled diapers, incontinence pads, linens, or clothing
When providing oral care if contact with oral lesions or blood is likely
When providing perineal care to the person who is incontinent or to a woman who is menstruating or who has postpartum bleeding
Gloves are not required when bathing a participant with AIDS if they do not have skin lesions, when assisting the participant with transfers, ambulation or feeding, or when talking with or counseling the participant.
Protective smocks are not required for routine care giving, but aprons or gowns may be used if soiling of the caregiver or their clothing is likely.
[bookmark: Handling_of_Needles_and_Other_Sharp_Inst][bookmark: _bookmark41][bookmark: _Toc224633772]Handling of Needles and Other Sharp Instruments
Needles, scalpels, and other sharp instruments must be handled with particular caution because the virus is capable of being transmitted through blood contact. Needles should not be recapped or resheathed after use, but disposed of intact in a puncture-resistant container. These containers may be available through supply companies. Household metal tins or heavy plastic bottles may be substituted. The containers must be leak proof and have a properly-fitting lid that will not come open when transported during trash removal. The container should be discarded and replaced when it is three-fourths (3/4) filled to prevent injury.
[bookmark: Disposal_of_Supplies][bookmark: _bookmark42][bookmark: _Toc224633773]Disposal of Supplies
Soiled disposable supplies used in the care of the person with AIDS (gloves, diapers, incontinence pads, toilet paper, dressing supplies, respiratory therapy tubing, or nebulizers) may be placed in a heavy-duty plastic bag that can be securely fastened at the top. If a heavy-duty bag is not available, double bagging should be done. Removal of these plastic bags, as well as the sharp containers, should be in conformity with local solid waste disposal regulations used by the community. Usually this is the regular trash disposal system. The provider's local public health department should be aware of these regulations and be able to assist in the interpretation and implementation.
[bookmark: Environmental_Safety][bookmark: _bookmark43][bookmark: _Toc224633774]Environmental Safety
Environmental safety is maintained by usual household cleaning methods. Standard household detergents are appropriate to maintain a safe environment for the person with AIDS and other members of the household.
For floor or counter surfaces soiled by secretions or excretions, removal of surface debris, and cleansing with hot, soapy water followed by disinfecting with a 10% bleach solution (one (1) part bleach, nine (9) parts water) is adequate. The bleach solution also can be used to disinfect the toilet, tub, and shower after routine cleaning. Bedpans and commodes should be cleaned regularly with household detergents and hot water. Soiled linens or clothing may be laundered in the household or laundromat washing machine. One (1) cup of bleach along with the regular detergent should be added to water prior to placing clothes in the washer.
Items that are shared with other participants, such as toilets, showers, or bedpans, do not require different handling or cleansing. The cleaning procedures described earlier are sufficient. The procedures should be administered between participants if a participant is incontinent, has diarrhea, or has open genital lesions.
Dishes can be cleaned with those of other household members using hot soapy water. Utensils do not need to be isolated.
Weekly cleaning of the interior surface of the refrigerator as well as the bathroom fixtures help control the growth of molds or fungi. Routine household cleaning agents can be used.
[bookmark: Pets][bookmark: _bookmark44][bookmark: _Toc224633775]Pets
Pets may pose a particular threat to the person with AIDS. Organisms sometimes present in the excrement of cats, birds, and fish may cause serious illness because the immune system of the person is compromised. For participants who wish to keep pets, someone other than the person with AIDS should be responsible for cleaning the bird cage, cat litter box, or fish tank.
[bookmark: Pregnant_Caregivers_and_AIDS][bookmark: _bookmark45][bookmark: _Toc224633776]Pregnant Caregivers and AIDS
Women who are pregnant or who may become pregnant should be aware that persons with AIDS are prone to two (2) viruses, cytomegalovirus and herpes virus, which have been known to cause serious birth defects and/or miscarriages. Infection control guidelines discussed earlier prevent caregivers from acquiring Human Immunodeficiency Virus (HIV) infections.
[bookmark: Durable_Medical_Equipment_and_AIDS][bookmark: _bookmark46][bookmark: _Toc224633777]Durable Medical Equipment and AIDS
The management and cleaning of DME is an issue of particular concern for home health care providers caring for persons with AIDS. The CDC has issued no specific guidelines for the provision or cleaning of DME used in the home of a person with AIDS. However, the CDC has recommended the use of a 10% bleach solution to wipe down soiled DME that cannot be sterilized by ethyl oxide or autoclaved. Most DME used at home for participants with AIDS (hospital beds, commodes, walkers, wheelchairs) cannot be autoclaved or sterilized.
The DHSS HIV/AIDS Case Management Program provides special education for direct care staff in understanding infection control and in dispelling fear and misinformation about AIDS. Case managers are located in a variety of settings, including local health departments and community-based organizations. Providers may contact their HIV/AIDS Case Management Program Regional Office for further information.
[bookmark: Confidentiality][bookmark: _bookmark47][bookmark: _Toc224633778]Confidentiality
According to state law, health care personnel working directly individuals with HIV/AIDS have a need to know this information for the purpose of providing direct patient health care.
It is the responsibility of the individual with HIV/AIDS to disclose this information to any provider of health care when such person receives health care services. This notification should be made prior to receiving services from the health care professional.
PDN providers serving an individual with HIV/AIDS must disclose this information to employees providing direct health care services to the individual. Such disclosure should be done in strictest confidentiality and prohibit further disclosure. Medical records of individuals with HIV/AIDS shall be afforded the same confidentiality protection afforded other medical records.
No civil liability shall accrue to any health care provider as a result of making a good faith report to DHSS about a person reasonably-believed to be infected with HIV/AIDS.
[bookmark: 2.13_Hospice_Patients][bookmark: _bookmark48][bookmark: _Toc224633353][bookmark: _Toc224633779]2.13 Hospice Patients
When electing the hospice benefit, MO HealthNet participants do not automatically forfeit their right to receive medical services. When a MO HealthNet participant is authorized for PDN services then elects hospice, or a referral is received by the BSHCN RN Service Coordinator concerning a hospice participant, the Service Coordinator must review the plan of care in collaboration with the hospice provider and the PDN agency to ensure services are not duplicative.
The following is a guideline that is used by BSHCN RN Service Coordinators when assessing initial or continued eligibility for PDN services for persons who have elected hospice.
Hospice nursing care includes a provision for continuous home care to be provided only during a period of crisis
Under the hospice benefit, a minimum of eight (8) hours of nursing care per a 24-hour period beginning at midnight must be provided during a crisis period. A crisis is described as a period in which a patient requires continuous care, which is primarily nursing care, to achieve palliation or management of acute medical symptoms.
If PDN is to be authorized, the provider must plan the frequency and duration of the PDN visits with the hospice providers, to be sure the PDN service augments any service for which the hospice provider is responsible either during a period of crisis or to maintain the patient on a routine basis
PDN does not include crisis intervention, whereas hospice nursing care as continuous home care is for crisis intervention
[bookmark: 2.14_Related_Services][bookmark: _bookmark49][bookmark: _Toc224633354][bookmark: _Toc224633780]2.14 Related Services
[bookmark: Personal_Care][bookmark: _bookmark50][bookmark: _Toc224633781]Personal Care
Personal care services are medically-oriented tasks that are designed to meet a client's physical needs. This program was developed on the premise that assistance with activities of daily living (ADLs) provided within the participant's home allows some clients to avoid nursing facility or institutional placement.
Examples of basic personal care services that may be performed are:
Planning, preparing and cleaning up meals
Making beds and changing sheets
Giving bed baths and assisting with other baths
Brushing teeth and cleaning dentures
Personal care services must be prior authorized and provided by an enrolled personal care provider.
Refer to the Personal Care Provider Manual for further information regarding personal care services.
[bookmark: Advanced_Personal_Care_Services][bookmark: _bookmark51][bookmark: _Toc224633782]Advanced Personal Care Services
Advanced personal care tasks are maintenance services provided to assist a participant with a stable chronic condition with ADLs when such assistance requires devices and procedures related to altered body functions.
Only the specific tasks listed below may be authorized as advanced personal care:
Routine personal care for persons with ostomies (including tracheostomies, gastrostomies, and colostomies with well-healed stoma) and external, indwelling, and suprapubic catheters. This care includes changing bags, and soap and water hygiene around ostomy or catheter sites.
Remove external catheters, inspect skin and reapplication of same
Administer prescribed bowel program including use of suppositories and sphincter stimulation, and enemas (pre-packaged only) for participants without contraindicating rectal or intestinal conditions
Apply medicated (prescription) lotions or ointments, and dry, non-sterile dressing to unbroken skin
Use lift for transfers
Manually assist with oral medications which are set up by a RN or LPN
Provide passive range of motion (non-resistive flexion of joint) delivered in accordance with the plan of care, unless contraindicated by underlying joint pathology
Apply non-sterile dressings to superficial skin breaks or abrasions as directed by a RN or LPN
Use universal precautions as defined by the CDC
Advanced personal care services must be prior authorized and provided by a MO HealthNet-enrolled personal care provider.
Refer to the Personal Care Provider Manual for further information regarding advanced personal care services.
[bookmark: Home_Health][bookmark: _bookmark52][bookmark: _Toc224633783]Home Health
Home health services provide, on an intermittent basis, primarily medically-oriented treatment or supervision to individuals with an acute illness, or an exacerbation of a chronic or long-term illness that can be therapeutically managed at home. Home health services may be provided in an individual’s residence and in any setting in which normal life activities take place other than a hospital, nursing facility, intermediate care facility for individuals with intellectual disabilities (ICF- IID), or any setting in which payment is or could be made under MHD for inpatient services. The delivered care should follow a written plan of treatment established and periodically reviewed by the ordering practitioner.
The Home Health Program is divided into two (2) distinct segments based on the participant's age. Participants who are 21 years of age and older are defined as adults within the Home Health Program. Participants who are 20 years of age and under are classified as children and are eligible to receive expanded home health services as part of the HCY federal mandate. The HCY federal mandate allows MO HealthNet to cover a broader range of services and to lift some limitations that are imposed on the adult population.
Home health services must be provided by an enrolled home health provider.
Refer to the Home Health Provider Manual for further information regarding home health services.
[bookmark: Durable_Medical_Equipment][bookmark: _bookmark53][bookmark: _Toc224633784]Durable Medical Equipment
DME includes medical equipment that is prescribed by a physician and is medically-necessary in the course of treatment. DME must be obtained from and billed by a MO HealthNet-enrolled DME provider.
See the Durable Medical Equipment Provider Manual for further information regarding DME.
[bookmark: 2.15_School-Based_Individualized_Educati][bookmark: _bookmark54][bookmark: _Toc224633355][bookmark: _Toc224633785]2.15 School-Based Individualized Education Plan Direct Services
MO HealthNet Private Duty Nursing Individualized Education Plan (PDN IEP) services are included in the school-based services program for public and charter schools. The program allows for the school district to receive the federal match portion of the funds allocated for certain medical services. Only the services identified in the IEP and up to the amount and duration identified in the IEP will be considered reimbursable.
School based PDN IEP services is the provision of individual and continuous care (in contrast to part- time or intermittent care) of at least four (4)-hour shift of nursing care per day according to the specific medical needs of the child and are provided according to an individual plan of care under the direction of the participant’s physician. Services within the MO HealthNet PDN IEP program include shift care by a licensed RN or LPN acting within the scope of the Missouri Nurse Practice Act. The school district must monitor the overall physical care needs of the participant while in the school setting and contact the ordering practitioner if the participant’s condition warrants.
The procedure code for billing PDN IEP services in a school setting is T1000TM. This service is billed in 15-minute increments. All services must be logged and billing is based on the time spent providing a covered service. Observation and waiting time are not covered. Medical monitoring may be covered. Medical monitoring is monitoring for medical conditions or symptoms that require immediate skilled nursing judgement and intervention.
To participate in the MO HealthNet school-based PDN IEP program, the billing provider of the services must be a recognized public school district in the State of Missouri. These services are billed by the school district and reimbursement is made only to the school district. The school district may provide PDN IEP services directly or through contract with a PDN agency.
If the school district chooses to contract for PDN IEP services, the arrangements made by the school district with the actual PDN agency are between the school district and the PDN agency. The PDN provider must be enrolled with MO HealthNet and cannot bill directly for MO HealthNet school-based PDN IEP services.
For school districts who do not contract with a MO HealthNet-enrolled PDN provider, all PDN requirements as set forth in 13 CSR 70-95 must be met. A school district providing direct PDN IEP services must meet the criteria for a PDN agency. The school district must be accredited by the Joint Commission or CHAP.
If the school district is not accredited, the Private Duty Nursing Addendum must be completed. By signing this addendum, the provider agrees to provide the services in accordance with standards as established in both 13 CSR 70-95.010 Private Duty Nursing Care under the HCY Program, and this manual.
Whether PDN IEP services are provided directly by the school district or through contact with a PDN agency, PDN IEP service providers must meet the provider participation requirements for the PDN program, outlined in Section 2.2 of this manual.
Direct services provided as documented in the IEP are reimbursed on a cost-basis at the Federal Financial Participation (FFP) rate. The remainder of the cost is the responsibility of the school district originating the IEP. Claims for all services are to be billed, and interim payments at the FFP rate will be made based on the MO HealthNet maximum allowable rate. Direct services are then cost settled in accordance with the School-Based IEP Direct Services Cost Settlement Provider Manual. The MO HealthNet maximum allowable fee for each code can be found in the MO HealthNet Fee Schedule.
All services included in the school-based PDN IEP program must be billed by the school district. The school district will be considered the billing provider.
The child receiving school-based PDN IEP services must be eligible for MO HealthNet coverage for each date a service is rendered for reimbursement to be made. The child must be under the age of
21. All services rendered to a child must be billed under the child’s individual MO HealthNet ID (DCN).
The school district and the PDN provider must maintain a copy of the official public school generated IEP and the plan of care in the child’s record to document the service as an IEP service.
Children enrolled in a MO HealthNet managed care health plan receive school-based services that are identifiable in an IEP on a Fee-For-Service (FFS) basis outside the MO HealthNet Managed Care Program. Refer to the General Sections Manual for more information on the MO HealthNet Managed Care Program.
[bookmark: Provider_Enrollment][bookmark: _bookmark55][bookmark: _Toc224633786]Provider Enrollment
Each school district interested in billing MO HealthNet for school-based PDN IEP services must enroll as a MO HealthNet provider. Refer to MMAC Provider Enrollment for more information.
School districts currently enrolled for school-based therapy services who wish to expand to include PDN services must contact the Missouri Medicaid Audit and Compliance (MMAC), Provider Enrollment Unit, to request the PDN IEP service be added to the school district’s enrollment file. This request can be emailed to MMAC.ProviderEnrollment@dss.mo.gov; faxed to (573) 634-3105; or mailed to:
Missouri Medicaid Audit and Compliance Attn: Provider Enrollment Unit
PO Box 6500
Jefferson City, MO 65102
If a school district contracts with a PDN agency to provide PDN services, the PDN agency must individually enroll with MO HealthNet and meet the requirements outlined in 13 CSR 70-91.
Information provided on the enrollment application must be the same as the information on file with the Department of Elementary and Secondary Education.
[bookmark: Plan_of_Care][bookmark: _bookmark56][bookmark: _Toc224633787]Plan of Care
In accordance with the requirements of 42 CFR 440.80, PDN services must be provided under the direction of the participant’s physician. The term ‘plan of care’ refers to the medical treatment plan established by the ordering practitioner with the assistance of the home health care nurse. Services are considered school-based when they are included in an IEP as defined by the Individuals with Disabilities Education Act, Part B (34 CFR 300 and 301). In addition to the IEP, a plan of care must be developed and signed by the MO HealthNet-enrolled PDN provider and prescribing practitioner for a child receiving school-based PDN IEP services. Provider agencies may use a standardized plan of care form or they may develop their own plan of care form as long as the form contains all the required information. Services must be provided as indicated in the IEP and plan of care. A child’s plan of care must be evaluated at regular intervals. Any increase in the frequency of services or addition of new services during a certification period must be authorized by way of a verbal order or written order prior to the provision of the increased or additional services. If a verbal order is given, the nurse or therapist must immediately put the order in writing and date and sign it. The verbal order must then be countersigned by the ordering practitioner before the provider submits a claim to MO HealthNet for payment, and it must be maintained in the participant’s record. Services may be delivered after an authorization by the ordering practitioner is obtained, by way of a verbal order or written order.
The plan of care must specify:
The diagnosis
The desired outcome
The nature of the treatment
The frequency of treatment (number of minutes per day/per week/per month)
The duration (weeks or months) of services
The child or their family may not be charged for development of the plan of care. MHD does not reimburse the school district or PDN providers to participate in IEP meetings or when developing a plan of care for a child.
The plan of care signed by the ordering practitioner must be maintained at the facility where services are performed and must be made available for audit purposes at any time. MHD does not dictate a standardized plan of care.
The child’s treatment record must also include all components, including adequate documentation as required in 13 CSR 70-3.030. The following must be included in the child’s treatment record:
The diagnosis
The desired outcome
The nature of the treatment
The frequency of treatment (number of minutes per day/per week/per month)
[bookmark: Section_3:_Special_Documentation_Require][bookmark: _bookmark57]The duration (weeks or months) of services
[bookmark: 3.1_Prior_Authorization][bookmark: _bookmark58][bookmark: _Toc224633356][bookmark: _Toc224633788]Section 3: Special Documentation Requirements
[bookmark: _Toc224633357][bookmark: _Toc224633789]3.1 Prior Authorization
All non-IEP private duty nursing (PDN) services for MO HealthNet-eligible children under 21 years of age must be prior authorized by the Department of Health and Senior Services, Bureau of Special Health Care Needs (DHSS/BSHCN). The BSHCN Registered Nurse (RN) Service Coordinator approves and signs the completed Prior Authorization Request form for PDN services. The BSHCN RN Service Coordinator may prior authorize up to six (6) months of PDN services at a time. Subsequent authorization periods depend upon reassessment of the participant’s individual needs. BSHCN has ultimate authority for approving requests for PDN services.
Once the BSHCN RN Service Coordinator has discussed the approved services with the PDN provider agency and received the approved plan of care from the agency (practitioner-signed or verbal orders), the Prior Authorization Request form is forwarded to MO HealthNet’s fiscal agent for entry into the MO HealthNet system. A prior authorization letter is generated and sent to the provider agency, notifying them of the units approved, and for what time periods. The provider must deliver the service exactly as authorized.
Providers who have questions about the current status of a PA may contact Provider Communications at (573) 751-2896, toll-free (833) 222-7916, or via eMOMED.
If there are any changes in the participant’s needs that warrant revisions to the original plan of care, the provider agency or the parent(s)/responsible party(ies) must notify BSHCN staff for review/reassessment to determine if the previously-approved authorization should be amended. After review/assessment, the BSHCN RN Service Coordinator initiates authorization changes based on the participant’s needs. The provider agency is responsible for sending a nurse-signed order to BSHCN and the ordering practitioner, based on the change in authorization.
For verbal orders given by the ordering practitioner, the nurse must immediately put the order in writing, date, and sign it. The verbal order must then be countersigned by the ordering practitioner.
[bookmark: 3.2_Plan_of_Care_Documentation][bookmark: _bookmark59]MHD claims for services that do not agree with the most recently approved or changed authorization may be denied by the fiscal agent when the claim is processed.
[bookmark: _Toc224633358][bookmark: _Toc224633790]3.2 Plan of Care Documentation
Provider agencies may use a standardized plan of care form or they may develop their own plan of care form, as long as the form contains all the required information. The individualized plan of care must include the following:
All pertinent diagnoses (including the International Classification of Diseases (ICD) diagnosis codes), and any relevant surgical procedures
The participant’s mental, psychosocial, and cognitive status
The types of services, supplies, and equipment required
The frequency and duration of visits to be made
Orders for discipline, treatments, and services
Prognosis
Functional limitations
Activities permitted
Nutritional requirements
All medications (to include name, dose, frequency, and route), treatments, and allergies
A description of safety measures to protect against injury (to include the participant’s risk for emergency department visits and hospital re-admission, and all necessary interventions to address the underlying risk factors)
Participant goals (to include specific intervention, education, and measurable outcomes). These goals should address the participant’s rehabilitation potential, and participant and caregiver education and training to facilitate timely discharge.
Information related to any advanced directives
Any additional items the provider agency, physician, or allowed practitioner may choose to include
In addition, the plan of care should include the following:
Participant’s MO HealthNet ID (DCN), date of birth, gender, name, and address (to correctly identify patient)
Start of care date and certification period (to ensure that nursing care documentation corroborates that the patient’s care was assessed/reassessed in a timely manner and care was completed in correspondence with the dates listed on the plan of care)
The provider’s National Provider Identifier (NPI) number, name, and address (to confirm the agency that is providing the participant’s care)
Nurse’s signature and date of verbal order, where applicable (to validate that a verbal order was obtained, and to allow the nurse to begin providing skilled nursing services)
Practitioner’s signature (legally authenticates verbal or written orders and confirms practitioner reviewed and approved the treatment as outlined in the plan of care)
If a verbal order is given by the ordering practitioner, the nurse must immediately put the order in writing, date, and sign it. The verbal order must then be countersigned by the ordering practitioner, and it must be maintained in the participant’s medical record.
The approved plan of care must be submitted to BSHCN when requesting prior authorization of services. Services that are provided after the expiration of a plan of care, but before the acquisition of a verbal order or a signed plan of care, cannot be considered for payment by MHD.
Refer to Section 2.15 of this manual for Plan of Care requirements applicable to school-based IEP services. The requirements in Section 3 of this manual do not apply to school-based IEP services.
[bookmark: Section_4:_Billing_Instructions][bookmark: 4.1_Electronic_Data_Interchange][bookmark: _bookmark60][bookmark: _bookmark61][bookmark: _Toc224633359][bookmark: _Toc224633791]Section 4: Billing Instructions
[bookmark: _Toc224633360][bookmark: _Toc224633792]4.1 Electronic Data Interchange
Providers exchanging electronic transactions with MO HealthNet should access the ASC X12 Implementation Guides, adopted under the Health Insurance Portability and Accountability Act (HIPAA). For Missouri specific information, including connection methods, the biller’s responsibilities, forms to be completed prior to submitting electronic information, as well as supplemental information, reference the X12 Version v5010 and NCPDP Telecommunication D.0 & Batch Transaction Standard V.1.1 Companion Guides.
[bookmark: _Toc224633361][bookmark: _Toc224633793]4.2 Electronic Claim Submission
Providers may submit claims online at eMOMED. Providers are required to register in eMOMED. An authorization is required for each individual user.
[bookmark: 4.3_CMS-1500_Claim_Form][bookmark: _bookmark63]The features of eMOMED include claim submissions, claim credits, claim attachment submissions, remittance advice retrieval, claim confirmation records, claim status inquiry, and eligibility verification. Providers have the option to input and submit claims individually or in a batch submission. A confirmation file is returned for each transmission.
[bookmark: _Toc224633362][bookmark: _Toc224633794]4.3 CMS-1500 Claim Form
The CMS-1500 claim form is always used to bill the MO HealthNet Division (MHD) for private duty nursing (PDN) services unless a provider bills those services electronically. Instructions on how to complete the CMS-1500 claim form are on the following pages.
[bookmark: CMS-1500_Claim_Filing_Instructions][bookmark: _bookmark64][bookmark: _Toc224633795]CMS-1500 Claim Filing Instructions
The CMS-1500 claim form should be typed or legibly printed. It may be duplicated if the copy is legible. MO HealthNet claims should be mailed to:
Wipro Infocrossing
P.O. Box 5600
Jefferson City, MO 65102
NOTE: An asterisk (*) beside field numbers indicates required fields. These fields must be completed or the claim is denied. All other fields should be completed as applicable. Two asterisks (**) beside the field number indicate a field is required in specific situations.
	Field Number
	Field Name
	Description

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

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

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

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

	
	Sex
	Mark appropriate box

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

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

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

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

	8
	Patient Status
	Not required

	9**
	Other Insured’s Name
	If there is other insurance coverage in addition to the primary policy, enter the secondary policyholder’s name. If no private insurance is involved, leave blank.
This field is for private insurance information only. If no private insurance is involved, leave blank. If Medicare, MO HealthNet, employers name or other information appears in this field, the claim will deny.
See the General Sections Manual for further Third Party Liability (TPL) information.

	9a**
	Other Insured’s Policy or Group Number
	Enter the secondary policyholder’s insurance policy number or group number, if the insurance is through a group such as an employer, union, etc. If no private insurance is involved, leave blank.
This field is for private insurance information only. If no private insurance is involved, leave blank. If Medicare, MO HealthNet, employers name or other information appears in this field, the claim will deny. See the General Sections Manual for further TPL information.

	9b**
	Reserved for NUCC Use.
	Leave blank

	9c**
	Reserved for NUCC Use.
	Leave blank

	9d**
	Insurance Plan Name or Program Name
	Enter the other insured's insurance plan or program name. If the insurance plan denied payment for the service provided, attach valid denial from the insurance plan. If no private insurance is involved, leave blank.
This field is for private insurance information only. If no private insurance is involved, leave blank. If Medicare, MO HealthNet, employers name or other information appears in this field, the claim will deny. See the General Sections Manual for further TPL information.

	10a-10c**
	Is Condition Related to:
	If services on the claim are related to participant’s employment, auto accident or other accident, mark the appropriate box. If the services are not related to an accident, leave blank.

	10d
	Claim Codes (NUCCC)
	Leave blank

	11**
	Insured’s Policy Group or FECA Number
	Enter the primary policyholder’s insurance policy number or group number, if the insurance is through a group, such as an employer, union, etc. If no private insurance is involved, leave blank.
This field is for private insurance information only. If no private insurance is involved, leave blank. If Medicare, MO HealthNet, employers name or other information appears in this field, the claim will deny. See the General Sections Manual for further TPL information.

	11a**
	Insured’s Date of Birth, Sex
	Enter primary policyholder’s date of birth and mark the appropriate box reflecting the sex of the primary policyholder. If no private insurance is involved, leave blank.
This field is for private insurance information only. If no private insurance is involved, leave blank. If Medicare, MO HealthNet, employers name or other information appears in this field, the claim will deny. See the General Sections Manual for further TPL information.

	11b**
	Other Claim ID (Designated by NUCC)
	Enter the ‘Other Claim ID.’ Applicable claim identifiers are designated by the NUCC.

	11c**
	Insurance Plan Name
	Enter the primary policyholder’s insurance plan name. If the insurance plan denied payment for the service provided, attach a valid denial from the insurance plan. If no private insurance is involved, leave blank.
This field is for private insurance information only. If no private insurance is involved, leave blank. If Medicare, MO HealthNet, employers name or other information appears in this field, the claim will deny. See the General Sections Manual for further TPL information.

	11d**
	Other Health Plan
	Indicate whether the participant has a secondary health insurance plan; if so, complete Fields 9-9d with the secondary insurance information. If no private insurance is involved, leave blank.
This field is for private insurance information only. If no private insurance is involved, leave blank. If Medicare, MO HealthNet, employers name or other information appears in this field, the claim will deny. See the General Sections Manual for further TPL information.

	12
	Patient’s Signature
	Leave blank

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

	14
	Date of Current Illness, Injury, or Pregnancy (LMP)
	Leave blank

	15
	Date Same/Similar Illness
	Leave blank

	
16
	Dates Patient Unable to Work
	
Leave blank

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

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

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

	18
	Hospitalization Dates
	Leave blank

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

	20
	Lab Work Performed Outside Office
	Leave blank

	21*
	Diagnosis
	Enter the complete current International Classification of Diseases-Clinical Modification (ICD- CM) diagnosis code(s). Enter the primary diagnosis under No. 1, the secondary diagnosis under No. 2, etc.

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

	23
	Prior Authorization Number
	Leave blank

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

	24b*
	Place of Service
	Enter the appropriate place of service code in the unshaded area of the field. For private duty nursing, enter 12 (Home) or 99 (Other) for services provided outside the home.

	24c
	EMG-Emergency
	Leave blank

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

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

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

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

	24h**
	EPSDT/Family Planning
	If the service is a EPSDT/HCY screening service or referral, enter ‘E.’ If the service is family planning related, enter ‘F.’
If the service is both EPSDT/HCY and Family Planning enter ‘B.’

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

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

	25
	SS #/Federal Tax ID
	Leave blank

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

	27
	Assignment
	Not required

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

	29
	Amount Paid
	Enter the total amount received by all other insurance resources. Previous MHD payments, Medicare payments, cost sharing and copay amounts are not to be entered in this field.

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

	31
	Provider Signature
	Not required

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

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

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

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

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

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


* These fields are mandatory on all CMS-1500 claim forms.
[bookmark: 4.4_Resubmission_of_Claims][bookmark: _bookmark65]** These fields are mandatory only in specific situations, as described.
[bookmark: _Toc224633363][bookmark: _Toc224633796]4.4 Resubmission of Claims
[bookmark: 4.5_Place_of_Service_Codes][bookmark: _bookmark66]Any line item on a claim that resulted in a zero (0) payment can be resubmitted if it denied due to a correctable error. The error that caused the claim to deny must be corrected before resubmitting the claim. The provider may resubmit electronically or on a CMS-1500 claim form. If a line item on a claim paid but the payment was incorrect, do not resubmit that line item. For instance, if the claim showed 10 units of service but should have shown 16 units of service, that claim cannot be resubmitted. It will deny as a duplicate. In order to correct that payment, the provider must submit an Individual Adjustment Request. The General Sections Manual explains the adjustment request process.
[bookmark: _Toc224633364][bookmark: _Toc224633797]4.5 Place of Service Codes
Services may be rendered in the following locations, and the appropriate place of service (POS) code must be entered when submitting a claim:
	POS Code
	Description
	Definition

	03
	School
	School setting, where the participant receives care

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

	99
	Other POS
	Other place of service not identified above


[bookmark: 4.6_Insurance_Coverage_Codes][bookmark: _bookmark67][bookmark: _Toc224633365][bookmark: _Toc224633798]4.6 Insurance Coverage Codes
Type of insurance coverage codes identified on the interactive voice response (IVR) system or eMOMED are listed in the General Sections Manual.
While providers are verifying the patient’s eligibility, they can obtain the Third Party Liability (TPL) information contained on the MO HealthNet participant file. Eligibility and TPL information may be verified by calling the IVR system at (573) 751-2896, toll-free at (833) 222-7916, or online at eMOMED. Reference the General Sections Manual for further information regarding TPL.
Participants must always be asked if they have third party insurance regardless of the TPL information given by the IVR or eMOMED. It is the provider's responsibility to obtain from the patient the name and address of the insurance company, the policy number, and the type of coverage. Reference the General Sections Manual for further TPL information.
[bookmark: 4.7_Diagnosis_Codes][bookmark: _bookmark68]School-based IEP services are exempt from billing a third party insurance.
[bookmark: _Toc224633366][bookmark: _Toc224633799]4.7 Diagnosis Codes
The diagnosis code must be entered on the claim form exactly as it appears in the applicable International Classification of Diseases-Clinical Modification (ICD-CM). Note that the appropriate code(s) may be up to seven (7) characters, depending upon the patient’s diagnosis and applicable ICD code version.
Claims may be denied if the applicable version of ICD diagnosis code is not used. The applicable
[bookmark: Section_5:_Procedure_Codes][bookmark: _bookmark69]ICD-CM should be used as a guide in the selection of the appropriate diagnosis code. Additional information regarding the ICD-CM may be found on the CDC Website.
[bookmark: _Toc224633367][bookmark: _Toc224633800]Section 5: Procedure Codes
All school-based non-IEP PDN services must be prior authorized by the Department of Health and Senior Services, Bureau of Special Health Care Needs (DHSS/BSHCN).
Procedure codes used by the MO HealthNet Division (MHD) are identified as Health Care Procedure Coding System (HCPCS) codes. The HCPCS is divided into two (2) subsystems, referred to as Level I and Level II.
Level I is comprised of Current Procedural Terminology (CPT) codes that are used to identify medical services and procedures furnished by physicians and other health care professionals.
Level II is comprised of the HCPCS National Level II codes that are used primarily to identify products, supplies and services not included in the CPT codes.
Reference materials regarding the HCPCS, CPT may be obtained through the American Medical Association.
	Procedure Code
	Modifier
	Description
	Unit

	T1000
	
	Private Duty Nursing LPN/RN
	15 minutes

	T1000
	TM
	PDN/Individualized Education Plan (IEP)
	15 minutes
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