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Introduction 
The Adult Day Care Waiver (ADCW) was developed to provide a community-based alternative to individuals with a disability, ages 18 through 63 years of age who otherwise would be institutionalized in a nursing facility. The ADCW is administered by the Missouri Department of Social Services (DSS), MO HealthNet Division (MHD), and operated by the Department of Health and Senior Services (DHSS), Division of Senior and Disability Services (DSDS). ADCW providers must adhere to all requirements outlined in 19 CSR 30-90. This manual does not address the adult day care services offered through the Aged and Disabled Waiver (ADW). Refer to the Aged and Disabled Waiver Provider Manual for policy regarding ADW adult day care services.
[bookmark: _Toc226530673]Section 1: Reimbursement Methodology 	
[bookmark: _Toc395101207][bookmark: _Toc130365921][bookmark: _Toc226530674]1.1 Adult Day Care Waiver Services
Reimbursement for Adult Day Care Waiver (ADCW) 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. 
Authorizations for adult day care services must not exceed 40 units, or 10 hours, per day. Eight (8) units, or two (2) hours, per day are included in the 10-hour maximum for transporting the participant to and from the adult day care facility. Authorizations must not exceed five (5) days per week. One (1) unit equals 15 minutes.
[bookmark: _Toc395101209][bookmark: _Toc130365922][bookmark: _Toc226530675]1.2 Maximum Payment
The maximum payment during a month for adult day care, combined with any personal care services delivered in that participant's home may not exceed one hundred percent (100%) of the average statewide expenditure for care and treatment in a Nursing Facility (NF) for a comparable period of time. Refer to the Department of Health and Senior Services (DHSS), Home and Community Based Services (HCBS) Policy Manual, HCBS Cost Maximums, for information on statewide expenditures. 
The expenditure for Intermediate Care Facilities for Individuals with Intellectual Disabilities (ICF/IID) is not included. The cap on adult day care payments is re-calculated each state fiscal year. It is the responsibility of DHSS Division of Senior and Disability Services (DSDS) staff to authorize adult day care services and other HCBS within the established cost maximums.
[bookmark: _Toc395101210][bookmark: _Toc130365923][bookmark: _Toc226530676]1.3 Fee Schedule
Under a fee schedule, each procedure, service, medical supply, and equipment covered under a specific program has a maximum allowable fee established. MHD determines a maximum allowable fee for the services based upon the current appropriated funds. 
The MO HealthNet Fee Schedule identifies covered and non-covered procedure codes, restrictions, allowed units and MO HealthNet 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 fee schedule. Some procedure codes may be billed by multiple provider types. Categories within the Fee Schedule are set up by the service rendered and are not necessarily provider specific.
Refer to Section 2 of this manual for program-specific benefits and limitations.
[bookmark: ADHAppforProDirDep][bookmark: _SECTION_13—BENEFITS_AND][bookmark: _Section_2—Benefits_and][bookmark: _Section_2:_Benefits][bookmark: _Toc130365925][bookmark: _Toc226530677]Section 2: Benefits and Limitations
[bookmark: ADH13_12][bookmark: _2.1_Adult_Day][bookmark: _Toc395106218][bookmark: _Toc130365927][bookmark: _Toc226530678]2.1 Adult Day Care Service Definition
Adult day care is the continuous care and supervision of adults with a disability in a licensed adult day care setting for up to 10 hours per day for a maximum of five (5) days per week. Services include but are not limited to assistance with activities of daily living (ADLs), planned group activities, food services, participant observation, skilled nursing services as specified in the plan of care, and transportation. The participant must be present at the adult day care facility at the time services are provided in order to bill for services. 
All units of adult day care services must be authorized by the Department of Health and Senior Services (DHSS), Division of Senior and Disability Services (DSDS) or their designee before services can be delivered. Refer to Section 3 of this manual for more information on prior authorization.
The following describes the services that must be provided by every ADCW provider enrolled with MO HealthNet.
[bookmark: _Individual_Plan_of][bookmark: _Toc395106219][bookmark: _Toc130365928][bookmark: _Toc226530679]Individual Plan of Care
The provider must develop a written individual plan of care for each participant within five (5) contact days following the entry of the participant into the adult day care program. The plan shall be designed to maintain the participant at, or to restore to, optimal capability for self-care. The plan shall be based on information obtained from the participant, the participant's family and physician, and the person or agency referring the participant, including a functional assessment. 
The plan shall include the following:
Participant's physical, social and/or psychological needs
Short and long-term goals 
Means of accomplishing goals, to the degree that the program is designed, and the staff are qualified to meet these goals
Positions of persons responsible for specific individualized activities provided for the participant that are not documented by the regularly scheduled plan of activities for the program
Participant’s regularly scheduled days for attendance, including arrival and departure times 
The plan of care shall be revised as frequently as warranted by the participant’s condition but shall be reviewed at least every six (6) months and updated as necessary. Revision of the plan of care shall not be required when modifications to physician-ordered medical services do not result in substantive changes in the plan objectives or means of accomplishment.
[bookmark: _Toc395106220][bookmark: _Toc130365929][bookmark: _Toc226530680]Food Service
Meals provided as part of ADCW shall not constitute a ‘full nutritional regimen’ (three (3) meals per day). The provider shall ensure the availability of meals and supplemental snacks in accordance with each participant's individual plan of care. Meals served by the provider shall provide at least one-third of the recommended dietary allowance of the National Research Council. Supplemental snacks shall consist of nourishing food and beverages.
Food may be prepared, stored and/or served on-site if the requirements of the local health department or applicable regulations established by DHSS (19 CSR 20-1) are met. Food prepared away from the site shall be prepared in a food preparation facility that meets the requirements of the local health department or applicable regulations established by DHSS (19 CSR 20-1).
[bookmark: _Toc395106221][bookmark: _Toc130365930][bookmark: _Toc226530681]Transportation
The provider must arrange for or provide transportation to enable people to access the services and to participate in outings at no cost to the participant. Reimbursement is made for up to eight (8) units, or two (2) hours per day and are included in the 10-hour maximum for transporting an individual to and from the adult day care setting. 
Documentation for transporting the participant to and from the adult day care setting must include a start and end time. If the transportation services are provided directly or through a contract, they must meet the requirements of 19 CSR 15-4.410.
[bookmark: _Toc395106222][bookmark: _Toc130365931][bookmark: _Toc226530682]Planned Group Activities 
The provider shall provide planned group activities, which include socialization, recreation, and cultural activities that stimulate the individual and help the participant maintain optimal functioning. This includes providing planned activities during at least fifty percent (50%) of the time that the program is open for daily operation, with a maximum of four (4) hours of planned activities required. 
Activities shall be suited to the needs and interests of participants and designed to stimulate interest, rekindle motivation, and encourage physical exercise. Activities shall be conducted individually and in small and large groups. 
Planned activities include meals, rest periods, exercise, recreation, and social activities. Physical exercise shall be designed in relation to everyone’s needs, impairments, and abilities and shall be alternated with rest periods or quiet activities.
[bookmark: _Toc395106223][bookmark: _Toc130365932][bookmark: _Toc226530683]Activities of Daily Living
ADLs include aiding and training in walking, toileting, feeding, personal care, and other ADLs, in accordance with each participant's individual plan of care.
[bookmark: _Toc395106224][bookmark: _Toc130365933][bookmark: _Toc226530684]Emergency Services
Arrangements to respond to emergency situations shall be made. The following are requirements of adult day care providers:
The staff always has emergency numbers available for each participant
At least one (1) staff person trained and certified in first aid and cardiopulmonary resuscitation (CPR) shall always be on the premises and available. First aid and CPR training shall be taken from the American Red Cross or from another comparable source.
[bookmark: _Toc395106225][bookmark: _Toc130365934]At a minimum, first aid supplies recommended by the Red Cross Standard First Aid and Personal Safety shall be readily available
[bookmark: _Toc226530685]Definition of Emergency Services
Emergency services are services required when there is a sudden or unforeseen situation or occurrence or a sudden onset of a medical condition manifesting itself by acute symptoms of sufficient severity (including severe pain) that the absence of immediate medical attention could reasonably be expected to result in:
· Placing the participant's health in serious jeopardy 
· Serious impairment to bodily functions
· Serious dysfunction of any bodily organ or part
Refer to the General Sections Manual for more information. 
[bookmark: _Toc395106226][bookmark: _Toc130365935][bookmark: _Toc226530686]Emergency Medical Plan
Each ADCW provider shall have a written emergency medical plan that ensures transportation to a hospital or other type of facility providing emergency or urgent care. A written agreement signed by the participant or legal guardian must be on file in the facility, granting permission to transport the participant in need of emergency care to the designated hospital or other type of facility.
[bookmark: _Toc395106227][bookmark: _Toc130365936][bookmark: _Toc226530687]Documentation of Emergency Services 
Notes must be made in the participant’s record immediately of any accident, injury, or illness and the emergency procedures taken. 
[bookmark: _Toc395106228][bookmark: _Toc130365937][bookmark: _Toc226530688]Observation
The health, functional, and psychosocial status of each participant shall be observed and documented in the participant’s record at least monthly by the adult day care program director or other designated professional staff and the plan of care modified if necessary.
[bookmark: _Toc395106229][bookmark: _Toc130365938][bookmark: _Toc226530689]Medical Consultation and Treatment
A licensed nurse shall communicate with each participant's physician to report observed changes in health status, including reaction to medicine and treatment. Ordered medical services shall be recorded, signed, and dated by the physician.
Orders concerning treatments and medication shall be in effect for a specified number of days as indicated by the physician. If not specified, the period may not exceed 60 days.
Physician phone orders may be taken only by a licensed nurse.
Phone orders shall be written into the participant's record by the licensed nurse receiving them and shall be signed and dated by that person. The physician shall sign and date the order within five (5) working days after giving the phone order.
[bookmark: _Toc395106230][bookmark: _Toc130365939][bookmark: _Toc226530690]Nursing Services
A licensed nurse must be available at times during the program's daily operating hours when required by the participant’s care plan. Nursing services must be provided in accordance with the needs of each participant and must include supervision of the administration of medication as prescribed by the participant's physician. 
[bookmark: _Toc395106231][bookmark: _Toc130365940][bookmark: _Toc226530691]Diet Modification
The provider shall provide special diets and other diet modifications as ordered by a physician or the physician’s designated agent. Such diets shall be reviewed by a qualified dietitian, physician, or nurse at least every six (6) months.
[bookmark: _Toc395106232][bookmark: _Toc130365941][bookmark: _Toc226530692]Medication Administration, Distribution, Storage, and Recording
The adult day care shall have a system in place for administering, distributing, and storing medications in accordance with licensure requirements found at 19 CSR 30-90. 
[bookmark: _Toc226530693]2.2 Service Limitations
Participants can only receive services through one (1) waiver at a time. At the time of enrollment, if the participant is receiving services in another waiver, the participant must terminate those waiver services and choose the ADCW as a condition of receiving ADCW services.
The following are not eligible for the ADCW:
Participants who reside in a long-term residential or intermediate care facility licensed by DHSS’ Division of Regulation and Licensure (DRL) 
Participants who reside in any group home or residential type facility licensed by the Department of Mental Health (DMH) 
Participants who reside in a DMH Individualized Supported Living form of residential habilitation
The maximum payment during a month for adult day care, combined with any personal care services delivered in that participant's home, may not exceed for any participant one hundred percent (100%) of the average statewide expenditure for care and treatment in a nursing facility (NF) for a comparable period. The expenditure for Intermediate Care Facilities for Individuals with Intellectual Disabilities (ICF/IID) is not included. The cap on adult day care payments is re-calculated each state fiscal year. It is the responsibility of DSDS staff to authorize adult day care services and other HCBS within the spending caps.
[bookmark: _Toc226530694]2.3 Participant Eligibility
Eligibility for adult day care services requires current MO HealthNet eligibility. In addition to being MO HealthNet-eligible, the participant must:
Be 18 to 63 years of age. Initial enrollment into ADCW is restricted to participants ages 18 to 62 years of age. Participants initially enrolling at 63 years of age will be authorized for adult day care services through the Aged and Disabled Waiver (ADW). Refer to the Aged and Disabled Waiver Provider Manual for more information. 
Be assessed by DSDS or their designee to have certain impairments and unmet needs, such that the participant would require admission to a hospital or a long-term care facility if adult day care services were not provided
Be willing to receive comprehensive assessment and authorization of services from DSDS or their designee
Be reassessed by a registered nurse (RN) or DSDS staff or their designee that meet specific experience and educational requirements when continuing receipt of adult day care services
Participants in state-only Medicaid Eligibility (ME) categories who meet the above criteria are not eligible to receive ADCW services reimbursed through the MO HealthNet Division (MHD). Refer to the General Sections Manual for more information on ME codes.
The participant must be eligible for MO HealthNet services and meet the criteria for ADCW services on the day the service is delivered, or the provider is not reimbursed through MHD. This is a requirement even when the service has been prior authorized. 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 contacting Provider Communications at (573) 751-2896 or toll-free at (833) 222-7916 before providing the service.
Refer to the General Sections Manual for more information about MO HealthNet eligibility.
[bookmark: _Toc395106241][bookmark: _Toc130365949][bookmark: _Toc226530695]2.4 Admission Criteria
The adult day care program must develop written criteria for admission. These criteria shall be specific so that the program does not accept or continue to care for people whose needs cannot realistically be met by the program directly or in cooperation with outside resources.
Prior to or at the time of admission, the participant and/or the participant’s family shall receive a copy of the adult day care program description containing at least the following:  
Administrative organization
Maximum number of participants that can be served
Types of participants that shall not be admitted
Days of the week and hours of operations
Services available to participants and families
Procedures and requirements for admission
Emergency arrangements for participants
Criteria and procedure for discontinuing services to a participant
Participant and family procedures for resolving grievances
Confidentiality of participant information and records
[bookmark: _Toc226530696]Physician’s Written Assessment of Participant
No later than five (5) working days of the first day of participation, the adult day care program shall obtain from a physician a written assessment of the participant's general medical condition, restrictions on activities, diet modification orders, and instructions related to health care including any orders for medication.
[bookmark: _Toc226530697]2.5 Attendance Requirements
Attendance at an adult day care program shall normally be planned. The number of days scheduled shall be determined by the time needed to carry out the individual plan of care, and the needs of the participant and the participant’s caretakers. Absence by a participant on a day scheduled for the participant shall be checked out at least by telephone on the day of the occurrence to find out the reason for the absence.
Refer to Section 2.1 of this manual for more information on the individual care plan.
A provider may not bill for services when the participant was not in attendance at the adult day care facility. 
[bookmark: _Toc395106242][bookmark: _Toc130365950][bookmark: _Toc226530698]2.6 Provider Requirements
Providers of adult day care services are required to be licensed by DHSS and must meet the requirements of Chapter 192, RSMo before applying with the Missouri Medicaid Audit and Compliance (MMAC) Unit for enrollment as a MO HealthNet ADCW provider. Refer to MMAC Provider Enrollment for more information.
The adult day care center must meet all criteria regarding fire safety and facility physical requirements as outlined in 19 CSR 30-90.
Each provider shall have personnel policies in writing and there shall be a written position description for each job which specifies at least the qualifications for the job, a delineation of the tasks, the person's immediate supervisor, and the salary range. Refer to Section 2.10 of this manual for information on record retention and requirements.
[bookmark: _Toc226530699]Direct Care Staff Ratios
The adult day care provider shall always provide a sufficient number of direct care staff on duty to meet the needs of each participant and ensure that participants are never left unattended. At a minimum, there shall be at least two (2) direct care staff members when two (2) through 16 participants are present and one (1) additional direct care staff person for any portion of eight (8) additional participants present. Trained volunteer staff at least 18 years of age may be counted in the direct care staff to participant ratio, provided a written volunteer program description is submitted and approved by the department specifying the formal training and regular work scheduling of such volunteers. 
Secretaries, cooks, accountants, and other staff members who do not provide direct care must not be considered in calculating the staff ratio, but such staff may be counted only if they provide direct care to the participants.
[bookmark: _Toc226530700]2.7 Home and Community-Based Services Settings Requirements
In accordance with 42 CFR 441.301(c)(4), the setting in which Home and Community-Based Services (HCBS) are provided must be integrated in and support full access of individuals receiving HCBS to the greater community. This includes opportunities to seek employment and work in competitive and integrated settings, engage in community life, control personal resources, choose where they live, and receive services in the community to the same degree as individuals who do not receive HCBS.
To comply with 42 CFR 441.301(c)(4), providers who enroll with MO HealthNet must be in compliance and maintain continued compliance with the following requirements. 
Be integrated in and support full access to the greater community
Provide opportunities to seek employment, work in competitive integrated settings, engage in community life, and control personal resources
Ensure the individual receives services in the community to the same degree of access as individuals not receiving MO HealthNet HCBS
Be selected by the individual from among setting options, including non-disability specific settings and options for a private unit in a residential setting
Ensure an individual’s rights of privacy, dignity, respect, and freedom from coercion and restraint
Optimize individual initiative, autonomy and independence in making life choices, including but not limited to, daily activities, physical environment, and with whom to interact
Facilitate individual choice regarding services and supports, and who provides them
Refer to MMAC Provider Enrollment for more information.
[bookmark: _Toc226530701]2.8 Background Investigations for Staff
[bookmark: _Toc226530702]New Applicants
ADCW providers are required to perform background investigations prior to allowing any person who has been hired by the provider, volunteers or contracted through an employment agency as a full-time, part-time or temporary position to have contact with participant in an adult day care program. All employee background screenings must be retained by the provider either electronically or in paper form and must be made available upon request by DHSS or DSS staff.
Background investigations must include the following for all new applicants for employment: 
All persons employed, contracted, or volunteering shall be registered and screened through DHSS’ Family Care Safety Registry (FCSR)
Office of Inspector General’s List of Excluded Individuals/Entities (LEIE) 
For employment in positions involving contact with participants, background investigations must also include the following for all new applicants for employment: 
Criminal record review through Missouri State Highway Patrol (MSHP) 
Employee Disqualification List (EDL) screening 
 No person is allowed to be employed to work or allowed to volunteer in any capacity in any adult day care program 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. 
Providers using the FCSR to conduct the EDL and criminal background screenings fulfills the statutory background screening requirements, provided there is sufficient documentation showing the identity of the person who was screened, the dates the screening was required and completed, and the outcome of the screening.
DHSS is responsible for maintaining the EDL and the FCSR.
[bookmark: _Toc226530703]Current Employees
The provider must check the EDL at least every 90 days for current employees to ensure their names do not appear on the EDL. This may be accomplished by contacting FCSR Unit by telephone (toll-free) at (866) 422-6872, by email at fcsr@health.mo.gov, or by accessing the FCSR Registry once the individual is registered and listed in the registry. 
Providers must check the LEIE for each current employee monthly. 
[bookmark: _Toc226530704]2.9 Staff Requirements
All personnel, paid and volunteer, shall be given a general orientation to the facility, its normal routine, fire and safety measures, and policies and regulations. 
[bookmark: _Toc395106243][bookmark: _Toc130365951][bookmark: _Toc226530705]Director
The program director and any such designee shall be qualified by demonstrated competence, specialized background, education, or experience to manage the day-to-day operation of an adult day care program. The program director’s responsibilities are outlined in 19 CSR 30-90.
Either the program director or the program director’s designee shall be present and in charge during all hours that participants are on the premises. If an adult day care program is associated with another facility, it shall have its own full-time director and designated full and/or part-time direct care staff. 
A long-term care facility is not to use the adult day care direct care staff to meet the required staff ratio for the licensing of its long-term care facility and vice versa. 
[bookmark: _Toc395106244][bookmark: _Toc130365952][bookmark: _Toc226530706]Direct Care Staff
Direct care paid staff shall be at least 18 years of age and qualified by education, training, experience, or demonstrated competence to perform the duties required by the written job description. 
Direct care staff shall be sufficiently qualified to meet the needs of the adult day care program participants and must assure that participants are never left unattended. Additional staffing requirements outlined in 19 CSR 30-90 must be met. 
[bookmark: _Toc395106245][bookmark: _Toc130365953][bookmark: _Toc226530707]Medical Staff
A licensed nurse must be available at times during the program's daily operating hours when required by the participant’s care plan. Nursing services must be provided in accordance with the particular needs of each participant and must include administration of medication as prescribed by the participant's physician. 
[bookmark: _2.10_Service_and][bookmark: _2.10_Requirements_and][bookmark: _Toc395106246][bookmark: _Toc130365954][bookmark: _Toc226530708]2.10 Requirements and Retention of Records 
The provider shall keep such records as they are needed for the operation of the program and required by DSS, and to document the progress of the participants. Records of participants shall be retained for a period of at least six (6) years.
Records shall be maintained so that they are accessible only to the director, staff, and to funding and monitoring agencies. The provider may not discuss or reveal the contents of the records without the participant's permission.
[bookmark: _Toc395106247][bookmark: _Toc130365955][bookmark: _Toc226530709]Retention of Records
MO HealthNet providers must retain, for a minimum of six (6) years from the date of service, fiscal and medical records that coincide with and fully document services billed to MHD and must furnish or make the records available for inspection or audit by DSS and DHSS, or their representatives, upon request. Refer to the General Sections Manual for further information on retention of records requirements. 
[bookmark: _Toc395106248][bookmark: _Toc130365956][bookmark: _Toc226530710]Adequate Documentation
All services provided must be adequately documented in the medical record. The 13 CSR 70-3.030(1)(A) defines ‘adequate documentation’ and ‘adequate medical records’ as follows:
Adequate documentation means documentation from which services are 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.
Refer to the General Sections Manual for more information.
[bookmark: _Toc395106249][bookmark: _Toc130365957][bookmark: _Toc226530711]Required Records
Participant Records
Participant records to be kept by the provider shall contain at least the following information.
Identifying information including the following: 
· Participant’s name
· Address
· Home telephone number
· Sex
· Date of birth
· Legal guardian, if applicable
· Name and telephone number of the person to be notified in case of emergency and at least one (1) alternate contact person
· Next of kin
· Travel directions between the home and program location 
· Transportation arrangements
Physician’s pre-admission medical report and recommendations and subsequent medical   information
Individual plan of care and progress notes
A chart of medications administered, and any reactions noted, if applicable 
Documentation of any prescribed or modified diet provided
Daily attendance log for the previous calendar year 
Daily records of attendance (including transportation) with start and stop times and services provided
Documentation of any accident or incident reports
All forms and correspondence to and from DSDS
Personnel Records
Individual personnel records for staff and volunteers of the adult day care facility shall contain:
Position title 
Written job description of the work tasks, responsibilities, and qualifications of the job duties to be performed by each person 
Identifying information including the following: 
· Name
· Address
· Telephone
· Date of birth
· Social Security number
Licensure, certification, or other documentation of professional qualification, as applicable (i.e., copies of license, certification)
Educational background
Employment history
Documentation of references checked prior to employment 
· Results of the criminal background checks and, if applicable, a copy of any Good Cause Waiver granted by the Department
Documentation that required background investigations were conducted (e.g., FCSR, EDL, LEIE) 
Annual evaluation of work performance 
Documentation of orientation and in-service training received 
Record of dates and hours worked for at least the previous calendar year 
Copies of contracts with consultants, as applicable
Documentation of any communicable disease and a physician’s or the physician’s designated agent’s written release stating that the employee or volunteer may return to work 
Documentation of any current certification in first aid and CPR
Administrative and Fiscal Records
Administrative and fiscal records shall be maintained documenting:
Written personnel policies which address, at a minimum, the staffing requirements found in 19 CSR-30-90 
An organizational chart depicting lines of supervision and responsibility
Documentation of program income and expenditures in accordance with generally accepted accounting procedures
Current and projected annual budgets, including specific cost allocations and formula for arriving at projected expenditures, and including accurate service costs that are maintained and revised annually
Fees charged, and fee schedule, if appropriate
Annual program evaluation report, with supportive summary statistics, to include information on the following:   
· Number of adult day care participants served
· Demographic data on adult day care participants served
· Cost of delivering services
· Descriptions of the social, health, and functional characteristics of adult day care participants served
· Range of services provided
· Outcome of services 
· Recommendations for administrative changes to improve the adult day care program must be summarized.
Records of orientation and in-service training provided to staff and volunteers
A permanent record of all participants admitted to the center
Inspection records from the past three (3) years from the local health authority, local fire authority, department, or division and any state or local inspection authority
The daily schedule of activities
Daily menu of meals served during the previous calendar month
Staff and participant attendance records
[bookmark: _Toc395106251][bookmark: _Toc130365959][bookmark: _Toc226530712]2.11 Provider Reassessments
HCBS providers have the option to partner with DSDS to gather the necessary information for DSDS to determine a participant’s continued eligibility for HCBS. If a provider chooses not to participate in the reassessment and care planning process, DSDS will reassess the participant. 
If a provider chooses to assist with the reassessment of participants, the provider must meet following criteria:   
Complete a reassessment packet with Missouri Medicaid Audit and Compliance (MMAC) and be approved by MMAC as a reassessment provider to complete and bill for the completed reassessments.
Only complete and bill for reassessments of participants that are included in the list of participants requiring reassessment, provided by DSDS through SharePoint monthly. Providers may bill only once for these reassessments.
Ensure that all reassessments are completed by one (1) of the following:
· Provider staff that has attended the DSDS-sponsored train-the-trainer class and passed the test
· Provider-qualified staff that have been trained by an individual who has attended and passed the train-the-trainer class. To request a list of individuals who have passed the train-the-trainer test, email: CHW@health.mo.gov.
Maintain all appropriate documentation to verify that the reassessment was completed. This documentation shall indicate the date the reassessment was completed and what provider staff member completed the reassessment.
[bookmark: _SECTION_14—SPECIAL_DOCUMENTATION][bookmark: _Section_3—Special_Documentation][bookmark: _Toc130365961]Maintain documentation of the reassessment training in the personnel file of the individual completing the reassessment. If the staff member completing the reassessment is not listed on the DSDS-maintained trainer list, documentation within the personnel file must include the name of the individual who provided the training and the date the training occurred.
[bookmark: _Section_3:_—Special][bookmark: _Section_3:_Special][bookmark: _Toc226530713]Section 3: Special Documentation Requirements 
[bookmark: PER14.1][bookmark: _Toc395106528][bookmark: _Toc130365962][bookmark: _Toc226530714]3.1 Participant’s Electronic Case Record
Providers should ensure that the participant's name and MO HealthNet identification number in the participant’s electronic case record match the participant's MO HealthNet ID card, and that the electronic case record contains the provider's correct name for the service to be provided. If any of these items are incorrect, the provider should immediately contact DSDS or its designee to initiate a correction.  Refer to Communicating with HCBS Intake and PCCP Quick Guide for contact information.
Providers have access to scanned documents (e.g., Participant Choice Statement, Home and Community Based Services (HCBS) General Health Evaluation & Level of Care (LOC) recommendation), case notes, and assessment screening information within the participant’s electronic case record.
Any document used to bill for services rendered (e.g., time sheets) must be retained for six (6) years and be made available for inspection by the Department of Health and Senior Services (DHSS) and the Department of Social Services (DSS).
[bookmark: _Toc226530715]3.2 Prior Authorization
[bookmark: PERSupervisoryMonitoringDeliveryLog][bookmark: PER14.2.A][bookmark: PERSupervisoryMonitoringLogHIV/AIDSServi][bookmark: PERPhysicianCertificationofNeedforPerson][bookmark: PERPersonalCarePlanforChildren][bookmark: PERLCDE(LTACSClientDataEntry)][bookmark: PERHomeandCommunityServicesIntakeScreeni][bookmark: PERServicePlan][bookmark: PERServicePlanSupplement][bookmark: PERMissouriDivisionofAgingHomeandCommuni]All services covered by the Missouri Title XIX (MO HealthNet) Adult Day Care Waiver (ADCW) must be prior authorized by DHSS Division of Senior and Disability Services (DSDS), or its designee. 
DSDS utilizes the participant’s electronic case record to provide prior authorization (PA) information to the provider. The PA information is a component of the electronic case record and can be accessed and printed by the provider. HCBS providers should refer to HCBS Fusion User Guides to receive guidance on the electronic case record.
[bookmark: _Hlk200620102]The participant’s electronic case record indicates an approved, ‘posted’ PA and includes the following specific information: 
PA number
Authorized services
Period covered by the authorization
Total monthly units
Associated tasks and frequencies
The effective date for the posted PA cannot precede the completion date of the participant’s initial assessment or reassessment. The end date for he posted PA shall not exceed the last full month within 365 days from the completion date of the assessment.
If a participant loses MO HealthNet eligibility during an ADCW authorized period, services are not reimbursed for ineligible dates. Refer to the General Sections Manual for details about participant eligibility.
[bookmark: AGELCDE_LTACSClientDataEntry_][bookmark: AGEHomeandCommunityServicesIntakeScreeni][bookmark: _Toc225571259][bookmark: _Toc130365963][bookmark: _Toc226530716]3.3 Home and Community-Based Services Referral
Referrals for HCBS can be made to DSDS using the following options:   
Submit the referral by using the Online HCBS Referral Form. Providers and professional community partners must initiate HCBS referrals and requests electronically. This is the preferred method to submit referrals as this allows for increased efficiency with processing. 
Complete the Online HCBS Referral Form and return the form to DSDS by emailing HCBSCallCenterReferrals@health.mo.gov. This form should be utilized in instances where referrals cannot be submitted online. 
The HCBS Intake and PCCP Customer Service Center phone line (866-835-3505) is reserved for participants and their supports who have no other means to initiate communication with DSDS. Refer to the Communicating with HCBS Intake and PCCP Quick Guide for more information.
[bookmark: _Toc226530717]3.4 Person Centered Care Plan
The development of a person-centered care plan (PCCP) is the result of a thorough review of the participants’ needs. PCCPs are individualized in accordance with the unmet needs of the participant and outline what services are necessary to keep the participant living independently in their home. HCBS authorized within the PCCP shall be mutually identified as necessary by the participant and DSDS or its designee. The PCCP process assesses the health and safety factors of the participant and outlines the participant’s personal goals to remain in their least restrictive environment. A PCCP shall be developed with and agreed upon by the participant and/or legal guardian during the development process and authorization of HCBS. Refer to the DHSS HCBS Policy Manual, Section 4.20, and Section 3.5 of this manual for additional information. 
DSDS or its designee sends a copy of the initial PCCP to the participant and their physician. Following development of a PCCP by DSDS or their designee, the information is available to the provider in the participant’s electronic case record. It is the provider’s responsibility to access this information and provide services in accordance with the PCCP. The physician is sent a copy of the PCCP for review. This allows the physician to review and contact the authorizing agency or the provider of care with concerns. These documents may include the initial PCCP and authorization for services.
The detailed PCCP or authorization for services shows how many units of service are authorized and specifies the period covered by the authorization.
The provider is not reimbursed for services for any MO HealthNet participant if the service has not been prior authorized by DSDS. More information about prior authorization is found in Section 3.2 of this manual.
[bookmark: _Toc226530718]Changes to Person Centered Care Plan 
Providers and/or participants must notify the appropriate DSDS PCCP Team to request a care plan change. PCCP Team contact information is available in the Communicating with HCBS Intake and PCCP Quick Guide.
[bookmark: AGEServicePlan][bookmark: _3.4_Participant_Choice][bookmark: _3.5_Participant_Choice][bookmark: _Toc225571260][bookmark: _Toc130365964][bookmark: _Toc226530719]3.5 Participant Choice Statement
The DSDS Participant Choice Statement allows documentation of the participant’s involvement in determining the PCCP by including the participant’s acknowledgment of their:
Participation in the development of the PCCP
Right to have anyone involved in the development of the PCCP
Right to choose and receive HCBS rather than nursing facility care
Right to choose a qualified home and community-based provider
Notification of DHSS Notice of Privacy Practices
Acknowledgment of rights and responsibilities
Need to report abuse, neglect, or exploitation to the Missouri Adult Abuse and Neglect Hotline.
Right to appeal any reduction or closing of services regarding their PCCP
Need to notify the appropriate DSDS Person Centered Care Planning Team of any problems concerning service delivery as well as changes in health, informal supports, satisfaction with the services provided, and/or functioning status that might require care plan adjustment
The Participant Choice Statement is completed by DSDS or its designee upon initial assessment and any subsequent assessment. DSDS or its designee reviews the information covered on the form with the participant and ensures the participant understands the information. The document is maintained in the participant’s electronic case record. A copy is provided to the participants. 
[bookmark: AGEServicePlanSupplement][bookmark: _Toc130365967][bookmark: _Toc226530720]Section 4: Billing Instructions 
[bookmark: _Toc395081592][bookmark: _Toc130365968][bookmark: _Toc226530721]4.1 Electronic Data Interchange
Providers exchanging electronic transactions with the MO HealthNet Division (MHD) should access the ASC X12 Implementation Guides, adopted under the Health Insurance Portability and Accountability Act (HIPAA). For Missouri specific information, including connection methods, the biller’s responsibilities, forms to be completed 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: _Toc395081593][bookmark: _Toc130365969][bookmark: _Toc226530722]4.2 Accrual of Units
Adult day care providers may not bill for more than one (1) date of service per detail line. When billing each date of service, partial units may be accrued and billed on the first date a whole unit is accrued. This applies to billing accrued units on separate detail lines of a claim.
Example: A provider delivers care from 10:00 a.m. to 11:40 a.m. on June 1, then provides care from 10:00 a.m. to 12:10 p.m. on June 4. Six (6) units of service are billed for June 1, and nine (9) units of service are billed on June 4. 
Refer to Section 5 of this manual for procedure codes, modifiers, and place service. 
[bookmark: _Toc226530723]4.3 Electronic Claim Submission
Providers may submit claims online at eMOMED. Providers are required to register in eMOMED. Providers are unable to access eMOMED without proper authorization. An authorization is required for each individual user. 
The following claim types can be completed in eMOMED:  Medical (NSF), Inpatient and Outpatient (UB-04), Dental (2019 American Dental Association), Nursing Home, and Pharmacy. For convenience, some of the input fields are set as indicators or accepted values in drop-down boxes. Providers have the option to input and submit claims individually or in a batch submission. A confirmation file is returned for each transmission.
Refer to the General Sections Manual for more information.
[bookmark: _Toc395081594][bookmark: _Toc130365970][bookmark: _Toc226530724]4.4 CMS-1500 Claim Form
The CMS-1500 Claim form is always used to bill MHD for Adult Day Care Waiver (ADCW) services unless a provider bills those services electronically. Instructions on how to complete the CMS-1500 claim form are below. 
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 (2) asterisks (**) beside the field number indicate a field is required in specific situations.

	Field Number
	Field Name
	Instructions for Completion

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

	1a*
	Insured’s I.D. Number
	Enter the patient’s eight (8)-digit MO HealthNet or MO HealthNet Managed Care ID number (DCN) as shown on the patient’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
	Reserved for NUCC Use
	Leave blank

	9**
	Other Insured’s Name
	Enter other insured’s full last name, first name, and middle initial of the enrollee in another health plan if it is different from that shown in Item Number 2.
This field is for private insurance information only. If no private insurance is involved, leave blank. If Medicare, MO HealthNet, employer’s name, or other information appears in this field, the claim will be denied. 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.)
This field is for private insurance information only. If no private insurance is involved, leave blank. If Medicare, MO HealthNet, employer’s name, or other information appears in this field, the claim will be denied. 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. 
This field is for private insurance information only. If no private insurance is involved, leave blank. If Medicare, MO HealthNet, employer’s name, or other information appears in this field, the claim will be denied. See the General Sections Manual for further TPL information.

	10a-10c**
	Is Condition Related to:
	If services on the claim are related to patient’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 (Designated by NUCC)
	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.  
This field is for private insurance information only. If no private insurance is involved, leave blank. If Medicare, MO HealthNet, employer’s name, or other information appears in this field, the claim will be denied. 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. 
This field is for private insurance information only. If no private insurance is involved, leave blank. If Medicare, MO HealthNet, employer’s name, or other information appears in this field, the claim will be denied. 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 National Uniform Claim Committee (NUCC).

	11c**
	Insurance Plan Name or Program 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. 
This field is for private insurance information only. If no private insurance is involved, leave blank. If Medicare, MO HealthNet, employer’s name, or other information appears in this field, the claim will be denied. See the General Sections Manual for further TPL information.  

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

	12
	Patient’s or Authorized Person’s Signature
	Leave blank

	13**
	Insured or Authorized Person’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. Otherwise, payment may 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
	Other Date
	Leave blank

	16
	Dates Patient Unable to Work
	Leave blank 

	17
	Name of Referring Provider or Other Source
	Enter the name of the referring MO Healthnet-enrolled primary care provider or other source. If multiple providers are involved, enter one (1) provider using the following priority order: 
1. Referring provider
2. Ordering Provider

	17a**
	Other ID #
	Leave blank

	17b**
	NPI
	Enter the National Provider Identifier (NPI) of referring or ordering provider.

	18
	Hospitalization Dates
	Leave blank

	19
	Additional Claim Information (Designated by NUCC)
	Leave blank. Providers may use this field for additional remarks/descriptions.

	20
	Outside Lab
	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.
NOTE: A diagnosis code is not required when billing home delivered meals services on paper claims. Fields 21 and 24e of the CMS-1500 claim form should be left blank. However, a diagnosis code is required for billing home delivered meals services electronically. Electronically filed claims must have the current ICD-CM diagnosis code Z72.4 (Inappropriate Diet and Eating Habits) in the appropriate field.

	22**
	Resubmission Code
	Leave blank 

	23
	Prior Authorization Number
	Leave blank

	24a*
	Date(s) of Service
	Enter the date(s) of service under ‘from’ in month/day/year format, using six (6)-digit format in the un-shaded 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 is 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 adult day care 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. The appropriate code for adult day care is 99-Other Unlisted Facility.

	24c*
	EMG-Emergency
	Leave blank

	24d*
	Procedure Code
	Enter the appropriate Current Procedural Terminology (CPT) or Healthcare Common Procedure Coding System (HCPCS) code and applicable modifier(s), if any, corresponding to the service rendered in the unshaded area of the field. (Field 19 may be used for remarks or descriptions.) Refer to the Procedure Codes section 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 auto-populates a ‘1’ if the field is left blank. 

	24h**
	EPSDT/Family Planning
	Leave blank

	24i**
	ID Qualifier
	Enter in the shaded area the qualifier identifying if the number is a non-NPI. The other ID number of the rendering provider should be reported in 24j in the shaded area. 

	24j**
	Rendering Provider ID
	The individual rendering service is reported here. Enter the NPI number of the provider in the unshaded area of the field. 

	25
	Federal Tax ID Number (SSN# EIN#)
	Leave blank

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

	27
	Accept Assignment
	Leave blank

	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
	Reserved for NUCC
	Leave blank 

	31
	Signature of Physician or Supplier
	Leave blank 

	32**
	Service Facility Location Information
	If services were rendered in a facility other than the home or office, enter the name and location of the facility. 
This field is required when the place of service is other than home or office.

	32a**
	NPI#
	Enter the 10-digit NPI 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 MO HealthNet. Do not enter a space, hyphen or other separator between the qualifier and code.

	33*
	Billing Provider Info & Phone
	Provider name, 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 reported in Field 33a if the provider is required to report a Provider Taxonomy Code to MO HealthNet. Do not enter a space, hyphen or other separator between the qualifier and code.


* These fields are mandatory on all CMS-1500 claim forms.
** These fields are mandatory only in specific situations, as described. 
[bookmark: _Toc395081596][bookmark: _Toc130365972][bookmark: _Toc226530725]4.5 Resubmission of Claims
[bookmark: _Hlk201066636]Any line item on a claim that resulted in a zero (0) payment or incorrect payment can be retrieved and resubmitted in eMOMED if it denied due to a correctable error. The error that caused the claim to be denied must be corrected before resubmitting the claim. The provider may retrieve and resubmit it electronically or on a CMS-1500 claim form. An example of a correctable error is the use of an invalid procedure code. A provider may also void a previously billed and paid claim in eMOMED. 
If a line item on a claim paid but the payment was incorrect, do not resubmit that line item. For instance, if a provider bills the incorrect amount for a service, the claim shows 10 units of service but should have shown 16 units of service, that claim cannot be resubmitted. It will deny it as a duplicate.
The General Sections Manual explains the adjustment request process.
[bookmark: ADHCMS-1500][bookmark: _Toc395081598][bookmark: _Toc130365974][bookmark: _Toc226530726]4.6 Place of Service 
ADCW services are rendered at the following place of service (POS). Refer to the General Sections Manual for more information on POS codes. 

	[bookmark: _Toc130368826]POS Code
	Code Description
	[bookmark: _Toc130368827]Definition

	[bookmark: _Toc130368830]99
	Other Unlisted Facility
	[bookmark: _Toc130368831]Other place of service not identified


[bookmark: _Toc395081599][bookmark: _Toc130365975][bookmark: _Toc226530727]4.7 Insurance Coverage
Participant eligibility and Third Party Liability (TPL) information may be verified via eMOMED or by contacting Provider Communications at (573) 751-2896 or toll-free at (833) 222-7916. 
Providers must always ask participants if they have third party insurance regardless of the TPL information given by Provider Communications or eMOMED. It is the provider’s responsibility to obtain from the participant the name and address of the insurance company, the policy number, and the type of coverage. For additional TPL information, refer to the General Sections Manual.
[bookmark: _Toc130365976][bookmark: _Toc226530728]4.8 Diagnosis Codes
The diagnosis code is a required field on the claim form and 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 participant’s diagnosis and applicable ICD code version. 
Claims may be denied if the applicable version of ICD diagnosis code is not used. The applicable ICD-CM should be used as a guide in the selection of the appropriate diagnosis code. 
Additional information regarding the ICD-CM may be found on the CDC website.
[bookmark: _Section_5:_Procedure][bookmark: _Toc130365977][bookmark: _Toc226530729]Section 5: Procedure Code 
Adult day care waiver (ADCW) services must be prior authorized for ADCW participants by the Department of Health and Senior Services (DHSS), Division of Senior and Disability Services (DSDS). 
Procedure codes used by the MO HealthNet Division (MHD) are identified as Health Care Procedure Coding System (HCPCS) codes. The HCPCS is divided into two (2) subsystems, referred to as Level I and Level II. Level I is comprised of Current Procedural Terminology (CPT) codes that are used to identify medical services and procedures furnished by physicians and other health care professionals. Level II is comprised of the HCPCS National Level II codes that are used primarily to identify products, supplies and services not included in the CPT codes. 
[bookmark: _Hlk201067858]Reference materials regarding the HCPCS CPT may be obtained through the American Medical Association.
ADCW services must be billed using the following procedure code, corresponding modifier, and place of service (POS) code. 
	Proc Code
	Description
	Service Units
	POS Code 

	S5100 HB
	Adult Day Care Service
	15 minutes
	99 (Other unlisted facility)
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