Aged and Disabled Waiver Provider Manual
Table of Contents
Section 1: Reimbursement Methodology	1
1.1 Aged and Disabled Waiver Services	1
1.2 Fee Schedule	1
Section 2: Benefits and Limitations	2
2.1 Aged and Disabled Waiver Services	2
Homemaker Services	2
Chore Services	3
Respite Care Services	4
Home Delivered Meals	5
Adult Day Care Services	6
2.2 Participant Eligibility	6
Participant Rights	7
2.3 Provider Participation	7
Electronic Visit Verification	8
Provider Responsibilities	8
Discharge Policies and Procedures	10
Provider Compliance	10
2.4 Home and Community-Based Services Settings Requirements	10
2.5 Supervision of In-Home Services	11
2.6 Training for In-Home Services	12
Orientation and Basic Training	13
Advanced Respite Worker Training	14
2.7 Records	14
Participant Case Record	14
Provider Personnel Records	15
Adequate Documentation	16
Requirements for Documentation of Services Rendered	17
Electronic Visit Verification Data	17
Home Delivered Meals Documentation	17
Adult Day Care Documentation	18
2.8 Quality Assurance	18
2.9 Authorized Services for Hospice	19
2.10 Provider Responsibilities for Participant Reassessments	19
Provider Requirements	19
Section 3: Special Documentation Requirements	20
3.1 Prior Authorization	20
Division of Senior and Disability Services Electronic Case Record	20
3.2 Home and Community-Based Services Referral	21
3.3 Participant Choice Statement	21
3.4 Changes to Person Centered Care Plan	22
Section 4: Billing Instructions	22
4.1 Electronic Data Interchange	22
4.2 Electronic Claim Submission	22
4.3 Billing for Units of Service	23
4.4 CMS-1500 Claim Form	24
4.5 Resubmission of Claims	32
4.6 Place of Service Codes	33
4.7 Insurance Coverage	33
4.8 Diagnosis Codes	33
Section 5: Procedure Codes	33
[bookmark: _Toc221006022]



Introduction
The Aged and Disabled Waiver (ADW) was developed to provide community-based alternatives to individuals aged 65 years and older and individuals with physical disabilities who are ages 63 and 64 who otherwise would be institutionalized in a nursing facility.
The services provided through the ADW include: 
Homemaker services
Chore services
Basic and Advanced Respite Care
Adult Day Care
Home Delivered Meals
[bookmark: _Toc226029303][bookmark: _Toc226531872]Section 1: Reimbursement Methodology 
[bookmark: _Toc221950995][bookmark: _Toc226029304][bookmark: _Toc226531873]1.1 Aged and Disabled Waiver Services
Reimbursement for the Aged and Disabled Waiver (ADW) services is made on a Fee-For-Service (FFS) basis. The maximum allowable fee for a unit of service has been determined by the MO HealthNet Division (MHD) to be a reasonable fee, consistent with efficiency, economy, and quality of care. Payment for covered services is the lower of the provider’s actual billed charge or the maximum allowable per unit of service.
[bookmark: _Toc221950996][bookmark: _Toc226029305][bookmark: _Toc226531874]1.2 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 following information and current appropriated funds:
Recommendations from the State Medical Consultant and/or the provider subcommittee of the Medical Advisory Committee
Medicare’s allowable reasonable and customary charge payment or cost-related payment, if applicable
Charge information obtained from providers in different areas of the state. Charges refer to the fees for various services that are charged to the public. Implicit in the use of charges as the basis for fees is the objective that charges for services be related to the cost of providing the services
The MHD 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 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: AGEAppforProDirDep][bookmark: _Section_2_-][bookmark: _Section_2:_Benefits][bookmark: _Toc226029306][bookmark: _Toc226531875]Section 2: Benefits and Limitations 
[bookmark: _2.1_General_Information][bookmark: _2.1_Aged_and][bookmark: _Toc226029307][bookmark: _Toc226531876]2.1 Aged and Disabled Waiver Services
Aged and Disabled Waiver (ADW) services are included in the Missouri Medicaid Program under the authority of a 1915(c) Home and Community-Based Services (HCBS) waiver granted by the Centers for Medicare & Medicaid Services (CMS). CMS approval of a waiver is subject to strict conditions of eligibility, accountability, and cost containment. Under a waiver, certain services that could not otherwise be reimbursed under Title XIX may be provided to a select group of participants to provide an alternative to institutional care. 
To provide ADW services, providers must complete the necessary provider enrollment forms provided by the Department of Social Services (DSS) Missouri Medicaid Audit and Compliance (MMAC) Provider Enrollment Unit by emailing MMAC.IHSContracts@dss.mo.gov. Refer to MMAC Provider Enrollment for more information. 
ADW services are not included as a plan benefit of the MO HealthNet Managed Care Health Plans.
ADW services are described in this section.
[bookmark: _Toc226029308][bookmark: _Toc226531877]Homemaker Services
Homemaker services (procedure code: S5130) consist of general household activities provided by a trained homemaker when the individual regularly responsible for these activities is temporarily absent or unable to manage the home and care for themselves or others in the home. Refer to Section 5 in this manual for more information on procedure codes.
Homemaker services under this program may not be provided by an employee who is a member of the participant’s immediate family (spouse; parent; sibling; child by blood, adoption, or marriage (stepchild); grandparent; or grandchild). Homemaker services are primarily directed toward home management and assistance with activities of daily living (ADLs) on a regular basis for a person who has a multiplicity of needs and requires this assistance to remain in the home. 
Homemaker services include one (1) or any combination of the following activities:
Planning and preparing meals, including special diet menus, and cleaning-up meals  
Tidying and dusting the home 
Cleaning kitchen counters, cupboards, and appliances, including oven, surface burners, and inside refrigerator 
Cleaning bathroom fixtures 
Laundering clothes and linens 
Making beds and changing sheets 
Ironing and mending clothes 
Washing dishes, pots, pans, and utensils 
Washing inside windows and cleaning blinds that are within reach without climbing 
Sweeping and/or vacuuming, and mopping floors 
Bagging trash inside the home and putting it out for pick-up 
Shopping for essential items (e.g., groceries, cleaning supplies, etc.) 
Performing essential errands (e.g., picking up medication, posting mail, etc.)  
Reading and writing essential correspondence for participants that are unable to do so, due to blindness, illiteracy, or physical impairments  
Instructing the participant in ways to become self-sufficient in performing household tasks
Homemaker services are authorized as a 15-minute unit. A unit of service includes time spent completing documentation. Time spent for travel, lunch, breaks, or administrative activities such as completing other reports or paperwork shall not be included. Refer to Section 4 in this manual for more information on billing for units of service.
[bookmark: _Toc226029309][bookmark: _Toc226531878]Chore Services
Chore services (procedure code: S5120) aid with short-term intermittent tasks necessary to the maintenance of a clean, safe, sanitary, and habitable home environment. This service is restricted to non-skilled tasks, and the need for service is determined in relationship to the participant’s functioning capacity. As in the case of homemaker services, chore services under this program may not be provided by an employee who is a member of the participant’s immediate family. Refer to Section 5 in this manual for more information on procedure codes.
Available services include, at a minimum one (1) or any combination of the following activities:
Washing walls and woodwork 
Cleaning closets, basements, and attics 
Shampooing rugs 
Airing out mattresses and bedding 
Spraying for insects within the home using over the counter (OTC) supplies  
Providing rodent control within the home (e.g., setting traps)
Chore services are authorized as a 15-minute unit. A unit of service includes time spent completing documentation. Time spent for travel, lunch, breaks, or administrative activities such as completing other reports or paperwork shall not be included. Refer to Section 4 in this manual for more information on billing for units of service.
[bookmark: _Toc226029310][bookmark: _Toc226531879]Respite Care Services
Respite care is the provision of required care to a participant to provide temporary relief to the caregiver(s) that normally provides care. In-home respite care is the delivery of the respite services within the confines of the participant’s normal living situation. Services are oriented toward maintenance and supervision, and include meal preparation, minor personal care, and companion sitting. Respite services provided by members of the participant’s immediate family are not covered by MO HealthNet. 
Additional in-home services, other than respite, may be authorized on the same day as advanced respite care. However, the additional HCBS cannot be provided at the same time as the authorized respite services.
A unit of service includes time spent completing documentation. Time spent for travel, lunch, breaks, or administrative activities such as completing other reports or paperwork shall not be included. Refer to Section 4 in this manual for more information on billing for units of service.
Basic Respite Care
Basic respite care (procedure code: S5150) is intended to offer periods of caregiver relief. Basic respite is authorized as a 15-minute unit. Additional in-home services, other than respite, may be authorized on the same day as basic respite care. However, the additional HCBS cannot be provided at the same time as the authorized respite services. Refer to Section 5 in this manual for more information on procedure codes.
Basic respite care must include the provision of the following services as appropriate to the needs of the participant, authorized by the Missouri Department of Health and Senior Services (DHSS) Division of Senior and Disability Services (DSDS) or their designee, and specified in a person-centered care plan (PCCP) developed in cooperation with the participant.
Supervision: The respite care worker must provide supervision of the participant for the duration of the service period, although sleeping is permitted when the participant is asleep. The worker must be in close proximity to the participant during sleep periods, although not necessarily in the same room.
Companionship: The worker must provide companionship during the participant’s waking hours and attempt to make the participant as comfortable as possible.
Direct Participant Assistance: The worker must provide direct participant assistance as needed to meet the needs usually provided by the regular caregiver.
Advanced Respite Care
In addition to supervision, companionship, and direct participant assistance, advanced respite care services (procedure code: S5150 TF) are maintenance services provided to a participant with special needs in that individual's residence for the purpose of temporary relief to a caregiver. Participants appropriate for this service include people with specific needs approved by DSDS or their designee. Refer to Section 5 in this manual for more information on procedure codes.
Advance respite care includes, but is not limited to, participants who:
Are essentially bedfast, requiring turning and positioning and/or transferring from bed to a chair, with or without assistive devices
Require assistance with elimination (ambulation, urinal, bedpan, catheters, and/or ostomies)
Have behavior disorders or disruptive behavior which requires close monitoring
Have health problems requiring prompting for self-administered medication or manual assistance with oral medications
Have special monitoring and assistance needs due to swallowing problems
Have care needs like participants for whom basic respite is appropriately authorized but with a higher level of oversight required
Advanced respite care is authorized as a 15-minute unit and includes all personal care and advanced personal care services. 
[bookmark: _Toc226029311][bookmark: _Toc226531880]Home Delivered Meals
Home delivered meals (procedure code: S5170) is a service to provide an individual with one (1) or two (2) meals per day. Each meal contains at least one-third (1/3) of the recommended daily nutritional requirements. Refer to Section 5 in this manual for more information on procedure codes.
A reimbursable unit of service is one (1) meal delivered to the home of the participant. Individuals must reside in their home or the home of a caregiver.
The maximum unit of service is two (2) meals per day.
The home delivered meals provider must be enrolled as an ADW provider with a home delivered meals specialty and must maintain qualification as a nutrition service provider with DSDS, meeting the requirements set forth in 660.099, RSMo, 19 CSR 15-4, 19 CSR 15-7, and the Older American’s Act, PL 114-144, as amended in 2016. 
The provider must have the capability to provide the number of meals prior authorized regardless of the location of a participant within the designated service area. Designated service areas are determined by DSDS. Refer to Section 3.1 in this manual for prior authorization information.
All providers enrolled to provide home delivered meals shall comply with all personnel requirements pursuant to 19 CSR 15-7.060.
A unit of service for home delivered meals is defined as a ‘delivered unit of service’ which is a meal delivered to the participant in the participant’s home or home of their caregiver. The maximum units of service are two (2) meals per day. Refer to Section 4 in this manual for more information on billing for units of service.
[bookmark: _Toc226029312][bookmark: _Toc226531881]Adult Day Care Services
Adult Day Care (procedure code: S5100 HC) is the continuous care and supervision of aged and disabled participants in a licensed adult day care setting. 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 PCCP, and transportation. Planned group activities include socialization, recreation, and cultural activities that provide stimulation and help the participant maintain optimal functioning. 
Authorization for services should not exceed 40 units or 10 hours per day with a maximum of five (5) days per week. The provider must arrange or provide transportation to the adult day care setting at no cost to the participant. Transportation is limited to eight (8) units or two (2) hours maximum per day, which is included in the 10 hour per day maximum. Refer to Section 5 in this manual for more information on procedure codes.
Providers of adult day care services are required to be licensed by the DHSS Division of Regulation and Licensure (DRL) and must meet the requirements of Chapter 192, RSMo before applying with the MMAC Provider Enrollment Unit as a MO HealthNet ADW provider. 
All adult day care service providers shall comply with all personnel requirements pursuant to 19 CSR 30-90.
Adult Day Care services are authorized as a 15-minute unit. A unit of service includes time spent completing documentation. Time spent for travel, lunch, breaks, or administrative activities such as completing other reports or paperwork shall not be included. Refer to Section 4 in this manual for more information on billing for units of service.
Refer to the Adult Day Care Waiver Provider Manual for more information.
[bookmark: _Toc226029313][bookmark: _Toc226531882]2.2 Participant Eligibility
Eligibility for ADW services requires current MO HealthNet eligibility. In addition to being MO HealthNet-eligible, the participant must:
Be 65 years of age or older, or have physical disabilities and be 63 or 64 years of age
Be assessed by DSDS or their designee to have certain impairments and unmet needs, such that the participant would require admission to a nursing facility if ADW services were not provided
Be willing to receive comprehensive assessment and authorization of services from DSDS or their designee
Be willing to be reassessed by DSDS staff or their designee to continue to receive ADW services
Participants in state-only Medicaid Eligibility (ME) categories who meet the above criteria are not eligible to receive ADW services reimbursed through 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 ADW 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. Refer to Section 3.1 in this manual for more information on prior authorization.
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 calling Provider Communications at (573) 751-2896 or toll-free at (833) 222-7916, before providing the service. 
Refer to the General Sections Manual for further information on eligibility.
[bookmark: _Participant_Rights][bookmark: _Toc226029314][bookmark: _Toc226531883]Participant Rights
The provider shall provide a written statement of the participant’s rights to each participant or caregiver at the time service is initiated that 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 PCCP
Know the provider’s established grievance procedure and how to make a complaint about the service and receive cooperation to reach a resolution, without fear of retribution
Receive services without regard to race, creed, color, age, sex, or national origin
Receive a copy of the code of ethics under which services are provided
[bookmark: _2.3_Provider_Participation][bookmark: _Toc226029315][bookmark: _Toc226531884]2.3 Provider Participation
[bookmark: _Hlk189747297][bookmark: _Hlk189744142]ADW providers must have a valid participation agreement in effect with MMAC. Refer to MMAC Provider Enrollment for more information.
Refer to Section 2.3 of the Personal Care Provider Manual for information regarding supervisory staff of in-home services and in-home service aide requirements.
All ADW providers must notify the MMAC Provider Enrollment Unit at least 30 days before a change of ownership or control of the provider’s business. The provider must notify MMAC within at least 90 days before any other changes, such as change in location, telephone number, administrative, or corporate status. The provider must notify MMAC by completing the Home and Community Based Services Change Request. The Request and supporting documentation should be faxed to (573) 634-3105. 
The provider must notify MMAC at least 30 days prior to the termination of the provider agreement.
[bookmark: _Electronic_Visit_Verification][bookmark: _Toc148010568][bookmark: _Toc226029316][bookmark: _Toc226531885]Electronic Visit Verification
In accordance with the 21st Century CURES Act and 13 CSR 70-3.320, providers are required to utilize an electronic visit verification (EVV) system to document services rendered related to the delivery of in-home services for all Medicaid-funded agency personal care services. Refer to Section 2.1 of the Personal Care Provider Manual for more information regarding EVV.
[bookmark: _Provider_Responsibilities][bookmark: _Toc226029317][bookmark: _Toc226531886]Provider Responsibilities
The following is a list of responsibilities for ADW providers:
For in-home services workers, the provider must establish, implement, and enforce a policy governing communicable diseases that prohibits provider staff contact with participants when the employee has a communicable condition. The provider must ensure that reporting requirements governing communicable diseases as set by DHSS (19 CSR 20-20) are carried out. 
The provider must ensure that no in-home services worker is a member of the immediate family of the participant being served by that worker. Immediate family is defined as a spouse; parent; sibling; child by blood, adoption, or marriage (stepchild); grandparent; or grandchild.
The provider shall maintain bonding and personal liability insurance coverage on all employees who are involved in delivering in-home waiver services.
The provider must protect DSS and DHSS and their employees, agents, or representatives from any and all liability, loss, damage, cost, and expense which may accrue or be sustained by DSS and DHSS, its officers, agents, or employees as a result of claims, demands, costs, suits, or judgments against it arising from the loss, injury, destruction or damage, either to person or property, sustained in connection with the performance of the in-home services.
The provider must issue to each in-home services worker, at the time of employment, a permanent identification (ID) card that shows the provider’s name and the employee’s name and title. The provider shall require each worker to carry the ID card to present to participants as necessary. The provider shall make every effort to repossess this ID card upon termination of employment. If unable to do so, the provider must retain on file a statement describing what efforts were made to recover the ID card.
Providers must ensure all subcontractors comply with all standards.
Providers must have an established grievance system through which a participant may present grievances concerning the operation of the ADW. Providers must document the participant’s receipt of information regarding the grievance procedures.
Providers must establish, enforce, and implement a policy whereby all contents of the personnel files of its employees are made available to DSS and DHSS employees or representatives when requested as part of an official investigation of abuse, neglect, financial exploitation, misappropriation of participant funds or property, or falsification of documentation which verifies service delivery.
Providers must have the capability to provide services outside of regular business hours, on weekends, and on holidays in accordance with the PCCP for each participant. Services must be provided by qualified people on the provider’s staff.
Prior to the delivery of service, the in-home service worker shall receive a copy of the PCCP for the participant and be provided with information about the participant to appropriately deliver services to meet the needs of the participant. 
Providers must deliver the ADW service within 10 calendar days of authorization of the PCCP or on the beginning date specified by the authorization, whichever is later, and on a regular basis thereafter in accordance with the PCCP. The date of authorization is documented in the participant’s electronic case record. If service is not initiated within the required time period, detailed written justification must be maintained in the participant’s file and be available to the DSS and DHSS employees or representatives upon request. Refer to Section 2.7 of this manual for more information on the participant case record.
The provider shall have a written statement of the participant’s rights, which is to be given to each participant or caregiver at the time service is initiated. Refer to Section 2.2 in this manual for what must be included in the participant rights. 
Providers must ensure that each employee is registered, screened, and employable according to the Family Care Safety Registry (FCSR), the Office of Inspector General (OIG) and the Employee Disqualification List (EDL) maintained by DHSS DRL and applicable state laws and regulations prior to employment.
Providers must monitor the current EDL to ensure that no current or prospective employee’s name appears on the list and must take appropriate action once it is discovered by the provider that the employee is on the EDL.
Refer to Section 2.7 of this manual for more information on records. 
Providers and any of their employees, including volunteers, shall agree to not accept donations, contributions, gifts, or payments from any participant receiving ADW services.
Providers must report all instances of potential abuse, neglect, and/or exploitation (ANE) of a participant to the DHSS Adult Abuse and Neglect Hotline by calling (800) 392-0210 or making a report using the Missouri ANE Hotline Online Reporting System. Provider must report any suspected ANE including all instances that may involve an employee of the provider.
[bookmark: _Toc226029318][bookmark: _Toc226531887]Discharge Policies and Procedures
Refer to Section 2.2 of the Personal Care Provider Manual for discharge policies and procedures.  
[bookmark: _Toc226029319][bookmark: _Toc226531888]Provider Compliance
MMAC conducts both program and fiscal monitoring of the ADW. Monitoring visits may be announced or unannounced. Providers must agree to comply with any evaluation conducted by MMAC. MMAC may, in accordance with the protective service mandate (192.2475, RSMo), take action to protect participants from providers who are found to be out of compliance with applicable statutory and regulatory requirements, when such noncompliance is determined by MMAC to create a risk of injury or harm to participants. Evidence of such risk may include unreliable or inadequate provider documentation of services or training due to falsification or fraud, the provider’s failure to deliver services in a reliable and dependable manner, or use of workers who do not meet the minimum training standards. 
Immediate action by MMAC may include, but is not limited to:
Removing the provider from any list of providers
Informing current clients served by the provider of the provider’s noncompliance and that MMAC has determined the provider unable to deliver safe care. Such clients are allowed to choose a different provider from the list maintained by MMAC, which is then authorized to provide service to them.
[bookmark: _Toc226029320][bookmark: _Toc226531889]2.4 Home and Community-Based Services Settings Requirements
In accordance with 42 CFR 441.301(c)(4), the setting in which HCBS are provided must be integrated in and supports full access of individuals receiving HCBS to the greater community. This includes opportunities to seek employment and work in competitive and integrated settings, engage in community life, control personal resources, choose where they live and receive services in the community to the same degree as individuals who do not receive HCBS.
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 Medicaid HCBS
Be selected by the individual from among setting options, including non-disability specific settings and options for a private unit in a residential setting
Ensure an individual’s rights of privacy, dignity, respect, and freedom from coercion and restraint
Optimize individual initiative, autonomy, and independence in making life choices, including but not limited to, daily activities, physical environment, and with whom to interact 
Facilitate individual choice regarding services and supports, and who provides them
Refer to MMAC Provider Enrollment for enrollment information.
[bookmark: _2.5_Supervision_of][bookmark: _Toc226029321][bookmark: _Toc226531890]2.5 Supervision of In-Home Services
The duties of the designated supervisor of in-home services include, at a minimum, the following:
Monitor the provision of services by the in-home services worker to assure that services are delivered in accordance with the PCCP. This shall be primarily in the form of an at least monthly review and comparison of the in-home service worker’s record of provided services with the care plan. The units of service authorized (on the PCCP), the tasks specified, and the authorized frequency of delivery must be compared to the units, tasks, and frequency of delivered services. The monitoring reports shall be available for review by DSS and DHSS upon request. Documentation, including the reason for the service, must be maintained on authorized services and units not delivered. 
Establish, implement, and enforce a policy governing communicable diseases that prohibits provider staff contact with participants when the employee has a communicable condition, including colds or flu. Assure that reporting requirements governing communicable diseases, including hepatitis and tuberculosis (TB), as set by the DHSS regulation 19 CSR 20-20.020, are carried out.
Make an on-site visit at least annually to evaluate each in-home services worker’s performance and the adequacy of the PCCP, including review of the PCCP with the participant. The in-home services worker may or may not be present for this evaluation. A written record of the evaluation shall be maintained in the personnel file of the in-home services worker. 
This record must contain, at a minimum, the following:
Participant’s name and address
Date and time of the visit
In-home services worker’s name
Observations related to the participant’s receipt of care plan delivery
Participant’s satisfaction of the in-home services worker’s performance and the adequacy of the care plan
Signature and date by the supervisor who prepared it and by the in-home services worker. If the required evaluation is not performed or not documented, the in-home services worker's qualifications to provide the services may be presumed inadequate and all payments made for services by that worker may be recouped. 
Approve, in advance, all changes to the PCCP based on supervisory on-site visits, information from the in-home services worker, or observation by the Registered Nurse (RN), or a combination of these, as noted and dated in the participant’s file.
Make appropriate recommendations to DSDS or its designee, including proposed increase, reduction or termination of services, or need for increased DHSS involvement based on supervisory on-site visits, review of reports, information from the in-home services worker, observation by the RN, or a combination of these.
Assist in orientation and personal care training for in-home services workers.
Designate a trainer(s) to perform on-the-job training sessions required as part of the basic training of the in-home services worker. The designated trainer(s) may be the supervisor or a worker who has been employed by the provider at least half-time for a period of six (6) months. A list of designated trainers and documentation of any exceptions waiving the required length of employment must be available for monitoring.
Communicate with DSDS or its designee regarding changes in any participant’s condition and recommended changes in scope or frequency of service delivery. The provider must document in the participant file such communication.
Be available for regular case conferences with DHSS.
[bookmark: _2.6_Training_for][bookmark: _Toc226029322][bookmark: _Toc226531891]2.6 Training for In-Home Services
The following information provides guidelines for the minimum training for in-home service workers (homemaker, chore, and respite). 
Refer to Section 2.4 of the Personal Care Provider Manual for more information regarding the following: 
Basic training
Waiver of basic training
Supervised on-the-job training 
In-services training 
In-service training for staff performing only chore service activities is left to the discretion of the provider.
All in-home services workers who provide services reimbursed by MHD must meet or have met the same training standards as are required under the Title XIX Personal Care Program. Under these standards, a worker could be trained once for all programs, as long as specific training is provided in each area. Detailed documentation of all training must be maintained. Refer to Section 2.7 in this manual for more information on records.
[bookmark: AGE13_5_A][bookmark: _Toc226029323][bookmark: _Toc226531892]Orientation and Basic Training
Orientation and basic training for all in-home services staff must include at least the following:
Organization, purpose, and philosophy of the ADW provider
Relationship of the provider to DSDS and MMAC
Code of ethics
Activities that must and must not be performed under the standards for services
Basic first aid and procedures to be followed in an emergency
Information about record-keeping and report forms required by the standards 
Overview of Alzheimer disease and related dementia pursuant to the requirements of 192.2000.7, RSMo
Additional topics for the orientation of in-home services workers shall include:
Techniques in basic ADW activities
Techniques in food preparation, nutritional requirements, and basic sanitation practices
Household management and home maintenance skills
Safety precautions and recognition of job hazards
Information about the availability of other community resources
[bookmark: AGE13_5_B]Code of Ethics
As part of basic training, the provider shall distribute to all in-home services workers a code of ethics. The code of ethics shall forbid, at a minimum, the following actions:
Using the participant’s car 
Consuming the participant’s food or drink (except water) 
Using the participant’s telephone for personal calls 
Discussing own or others' personal problems or religious or political beliefs with the participant 
Accepting gifts or tips 
Bringing other people to the participant’s home 
Consuming alcoholic beverages, or using medicine or drugs for any purpose, other than medical, in the participant’s home or prior to service delivery 
Smoking in the participant’s home 
Accepting or soliciting money or goods for personal gain from the participant 
Breaching the participant’s privacy and confidentiality of information and records 
Purchasing any item from the participant even at fair market value 
Assuming control of the financial and/or personal affairs of the participant or the participant’s estate, including power of attorney, conservatorship, or guardianship 
Taking anything from the participant’s home  
Committing any act of abuse, neglect, or exploitation
[bookmark: AGE13_5_C][bookmark: _Toc226029324][bookmark: _Toc226531893]Advanced Respite Worker Training
In addition to meeting the basic training requirements of the ADW, the advanced respite worker must receive additional training. The additional training is determined and provided by the provider RN following assessment of the participant's condition and needs. 
Advanced respite care services shall not be assigned or performed by an advanced respite worker who is not a licensed nurse until the worker has been fully trained to perform the service, and the RN has personally observed and documented successful execution of the service. The documentation must be signed by the RN, filed in the worker's personnel record, and be available for monitoring or inspection by MMAC or DHSS.
[bookmark: _2.7_Records][bookmark: _Toc226029325][bookmark: _Toc226531894]2.7 Records
[bookmark: _Participant_Case_Record][bookmark: _Toc226029326][bookmark: _Toc226531895]Participant Case Record
The provider shall maintain a participant case record including records of service provision for each participant. The participant record is confidential and shall be protected from damage, theft, and unauthorized inspection and be maintained in a central location. 
The provider’s participant case record shall contain at least the following:
The PCCP authorization from the participant’s DSDS electronic case record, which documents authorization for all units of service provided. Refer to Section 3.1 in this manual for more information on the electronic case record.
Documentation of undelivered services
Copies of any written communications transmitted to DSDS or its designee
Providers of home delivered meals and adult day care services may design their own service delivery logs or records, but all paid units of service must be documented. Refer to the Adult Day Care Waiver Provider Manual for more information on requirements for participant records and documentation of adult day care services. 
Providers of respite, homemaker, or chore services must utilize an EVV system to document service delivery. Refer to Section 2.1 of the Personal Care Manual for more information regarding EVV. Service delivery logs and EVV records will be monitored or inspected by DSS and DHSS or any other state or federal agency acting on these departments’ behalf. If the services delivered differ from the services specified in the PCCP, the discrepancy must be explained in writing by the supervisor.
The participant’s service delivery logs or EVV records must contain the following: 
Type of service performed
Individual receiving the service
Date of the service
Location of the service delivery when it begins and ends
Individual providing the service
Time the service begins and ends 
Written notes concerning any on-site visits made to the participant
Documentation of all correspondence and contacts with the participant’s physician or other care providers
Any other pertinent documentation regarding the participant
[bookmark: _Personnel_Record][bookmark: _Toc226029327][bookmark: _Toc226531896]Provider Personnel Records
The provider must maintain an individual record for each ADW worker. A personnel record is a confidential record and shall be protected from damage, theft, and/or unauthorized inspection. 
An individual personnel record shall include, at a minimum, the following:
Employment application with the employee's signature showing the date of birth, education, work experience, and the date employed by the service provider 
For RNs and Licensed Practical Nurses (LPNs), a copy of their current Missouri license 
Documentation of basic and in-service training received (individual training report, refer to Section 2.6 of this manual) 
Documentation for any waiver of employment or training requirements (refer to Section 2.6 of this manual) 
For in-home service workers, an annual performance evaluation which includes observations from one (1) on-site visit 
For supervisory staff, documentation that they have been provided with and have read Section 2 of this manual  
Signed statement(s) verifying that the worker received the code of ethics and that the provider policy regarding confidentiality of participant information was explained prior to service delivery 
For a terminated employee, the date of termination by the service provider
For a terminated in-home services worker, their returned ID card or documentation of why it is not available
Copies of the written explanation that documents discrepancies between authorized and delivered services and describing the corrective action taken. These copies must be maintained in a central location and available for monitoring or inspection by DSS and DHSS. 
Copy of the FCSR Screening conducted prior to employment in accordance with 192.2495.1, RSMo and documentation of compliance with Good Cause Waiver guidelines found in 19 CSR 30-82.060, if applicable. (NOTE:  Adult day care facilities shall conduct FCSR screenings at least every 90 days in accordance with 19 CSR 30-90. Refer to Section 2.3 in this manual for more information). 
Providers are encouraged to check each employee monthly against the OIG’s List of Excluded Individuals/Entities (LEIE) for current employees and prior to employment for prospective employees. 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. Refer to Section 2.3 in this manual for more information.
Written plans for basic training and in-service training; refer to Section 2.6 of this manual for information on training
[bookmark: _Toc226029328][bookmark: _Toc226531897]Adequate Documentation
All services provided must be adequately documented in the medical record. 13 CSR 70-3(2)(A), defines adequate documentation and adequate medical records. Refer to Section 2.3 of the General Sections Manual for more information.  
The ADW provider shall document implementation of requirements for the following, as applicable:
Coordination with other providers
Non-discrimination based on disability
Administrative policies and procedures
[bookmark: _Toc226029329][bookmark: _Toc226531898]Requirements for Documentation of Services Rendered
Any document used to bill for services rendered (e.g., EVV records, time sheets) must be retained for six (6) years and be made available for inspection by DHSS and DSS.
The provider shall not submit claims solely based on the prior authorization but must base claims upon documentation of actual services rendered. The participant may have been in the hospital or nursing home during a month, may have been away from the home visiting family or friends, or there may have been other reasons why all services which were prior authorized were not necessary or could not be delivered. The prior authorization merely establishes the maximum number of hours and types of services which may be delivered to a participant during a time period. All units billed to MHD must be supported by the documentation of delivery as described in this section. Refer to Section 3 of this manual for specific information about prior authorization of services.
[bookmark: _Toc226029330][bookmark: _Toc226531899]Electronic Visit Verification Data
HCBS in-home providers of respite, homemaker, and chore services must have an EVV system in place. All EVV systems must collect the following data elements: 
Type of service performed
Individual receiving the service
Date of the service
Location of the service delivery when it begins and ends
Individual providing the service
Time the service begins and ends
The EVV system must have the ability to exchange data with the EVV Aggregator Solution. Refer to Section 2.1 of the Personal Care Manual for more information regarding EVV.
[bookmark: _Toc226029331][bookmark: _Toc226531900]Home Delivered Meals Documentation
For home delivered meals, providers must maintain appropriate documentation at the meal’s distribution site. Appropriate documentation shall include daily meal delivery route logs. Providers of home delivered meals may design their own service delivery logs or records, but all paid units of service must be documented. At a minimum, each log shall contain the following information:  
Participant name
Delivery address
Departmental Client Number (DCN) or MO HealthNet ID number 
Date of service (DOS)
Delivered indicator – the delivery driver must attest, with their signature on the log, that the meal(s) were delivered
[bookmark: _Toc226029332][bookmark: _Toc226531901]Adult Day Care Documentation
Providers of adult day care services may design their own service delivery logs or records, but all paid units of service must be documented. For adult day care services, as set forth in 19 CSR 30-90, appropriate documentation must be maintained at the facility. Appropriate documentation must include at a minimum:  
Date of service 
Actual start clock time of when the participant arrives at the facility
End clock time of when the participant leaves the facility
Actual start and stop time of transporting the participant to and from the facility
Address from which the participant was picked up 
Address where the participant was returned to after day care services
Name of the worker providing the transportation
Name of the day care facility
Participant’s name
Participant’s DCN
Refer to the Adult Day Care Waiver Provider Manual for more information on requirements for participant records and documentation of adult day care services.
[bookmark: _Unit_of_Service][bookmark: AGE13_6_D_3_][bookmark: AGE13_6_D_5_][bookmark: AGE13_6_D_6_][bookmark: _Toc226029333][bookmark: _Toc226531902]2.8 Quality Assurance
All providers are subject to survey by DSS or any entity that DSS authorizes to conduct such surveys to ensure compliance and quality of care.
[bookmark: _Toc226029334][bookmark: _Toc226531903]2.9 Authorized Services for Hospice
When electing the hospice benefit, a MO HealthNet participant does not automatically forfeit their right to receive medical services such as HCBS waiver services. When a MO HealthNet participant is authorized with an agency to receive personal care services or home and community-based waiver services for the aged and disabled and then elects hospice, DSDS or their designee must coordinate the PCCP in collaboration with the hospice provider to ensure that services are not duplicative.
The hospice may provide short-term inpatient respite care. ADW respite services are provided in the home. The waiver respite service cannot be authorized during times when inpatient respite care under the hospice benefit is used. Respite care is appropriate for the hospice participant who has a caregiver (other than the hospice provider) who needs to be away from home for periods of time (two (2) to 12-hour periods or for several days at a time). DSDS or their designee authorizes respite, when necessary, to augment hospice services.
[bookmark: _Toc226029335][bookmark: _Toc226531904]2.10 Provider Responsibilities for Participant 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 reassesses the participant. 
[bookmark: _Toc226029336][bookmark: _Toc226531905]Provider Requirements  
If a provider chooses to assist with the reassessment of participants, the following criteria must be met:  
· The provider must ensure that all reassessments are completed by provider staff that have:
· Completed the online training modules provided by DSDS
· Passed the Provider Reassessment Training Exam with eighty percent (80%) accuracy to receive a certificate
· Documentation of the reassessment training must be kept in the personnel file of the individual completing the reassessment. Documentation within the personnel file must include the date of the training and the training certificate. 
· HCBS providers should maintain a list of individuals who successfully completed the training and exam
· HCBS providers must complete a reassessment packet with MMAC and must be approved by MMAC as a reassessment provider (third party assessor) to complete and bill for the completed reassessments. Refer to Reassessment Packet for more information. 
· Each month, a list of participants requiring reassessment is sent by DSDS to each provider electronically through SharePoint. Providers must only complete and bill for reassessments of participants that are included on the lists provided by DSDS. Providers may only bill once for these reassessments.
After successful completion of the reassessment training and exam, the provider will receive a provider reassessment number (provider type 27) from MMAC. The provider will then need to email DSDS at providerreassessments@health.mo.gov to request access to the SharePoint.
Providers must maintain all appropriate documentation to verify that the reassessment was completed. This documentation should indicate on what date the reassessment was completed and what provider staff member completed the reassessment. 
[bookmark: _SECTION_14_-][bookmark: _Section_3_-][bookmark: _Toc226029337][bookmark: _Toc226531906]Section 3: Special Documentation Requirements 
[bookmark: _3.2_Prior_Authorization][bookmark: _3.1_Prior_Authorization][bookmark: _Toc225571258][bookmark: _Toc226029338][bookmark: _Toc226531907]3.1 Prior Authorization
All services covered by the Missouri Title XIX Aged and Disabled Waiver (ADW) must be prior authorized by the DHSS Division of Senior and Disability Services (DSDS), or its designee.  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. Refer to Section 2.7 of this manual for more information on the participant case record.
HCBS providers should refer to DHSS HCBS Provider Information to receive guidance on the electronic case record by reviewing the Instructional Guide. 
The participant’s electronic case record indicates an approved ‘posted’ prior authorization (PA) and includes the following specific information: 
PA number
Services authorized
Period of time 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 assessment. The end date for the 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 ADW authorized period, services are not reimbursed for the ineligible dates. Refer to the General Sections Manual for details about participant eligibility.
[bookmark: _Division_of_Senior][bookmark: _Toc226029339][bookmark: _Toc226531908]Division of Senior and Disability Services Electronic Case Record
Providers should make sure that the participant's name and identification number is correct in the participant’s electronic case record and matches the participant's MO HealthNet ID card, Additionally, the electronic case record must contain 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. 
In addition to the PA, providers have access to scanned documents (e.g., Participant Choice Statement, HCBS General Health Evaluation & LOC recommendation, etc.), case notes, and assessment screening information within the participant’s electronic case record by navigating the electronic case record.
[bookmark: AGELCDE_LTACSClientDataEntry_][bookmark: AGEHomeandCommunityServicesIntakeScreeni][bookmark: _Toc225571259][bookmark: _Toc226029340][bookmark: _Toc226531909]3.2 Home and Community-Based Services Referral
[bookmark: _Hlk189746059]Referrals for HCBS can be made to DSDS by 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. 
[bookmark: _Hlk189576646]Complete the HCBS Referral 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. 
[bookmark: _Hlk189576672]The HCBS Intake and Person-Centered Care Planning Customer Service Center phone lines are 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: AGEServicePlan][bookmark: _Toc225571260][bookmark: _Toc226029341][bookmark: _Toc226531910]3.3 Participant Choice Statement
The 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 notify the DHSS’s Central Registry Unit (CRU) to report abuse, neglect, or exploitation   
Right to appeal any reduction or closing of PCCP
Need to notify the appropriate DSDS PCCP 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
[bookmark: _Hlk189576751]Acknowledgment that HCBS providers must use an EVV system, as required by state and federal law; and providers and participants may not opt out of using a EVV system. Refer to Section 2.1 of the Personal Care Provider Manual for more information regarding EVV. 
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 participant. 
[bookmark: AGEServicePlanSupplement][bookmark: _Toc225571264][bookmark: _Toc226029342][bookmark: _Toc226531911]3.4 Changes to Person Centered Care Plan
[bookmark: _Hlk189576866]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: _SECTION_15-BILLING_INSTRUCTIONS][bookmark: _Section_4:_Billing][bookmark: _Toc226029343][bookmark: _Toc226531912]Section 4: Billing Instructions 
[bookmark: _Toc226183106][bookmark: _Toc226029344][bookmark: _Toc226531913]4.1 Electronic Data Interchange
[bookmark: _Toc226183107]Providers exchanging electronic transactions with MHD should access the ASC X12 Implementation Guides, adopted under the Health Insurance Portability and Accountability Act (HIPAA). For Missouri specific information, including connection methods, the biller’s responsibilities, forms to be completed prior to submitting electronic information, as well as supplemental information, reference the X12 Version v5010 and NCPDP Telecommunication D.0 & Batch Transaction Standard V.1.1 Companion Guides.
[bookmark: _Toc226029345][bookmark: _Toc226531914]4.2 Electronic Claim Submission
Providers may submit claims online via eMOMED. For access to eMOMED, providers are required to register. Each individual provider, billing staff, or billing service/clearing house representative must be approved to access eMOMED. 
[bookmark: _Hlk201063668]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: _Toc226029346][bookmark: _Toc226531915]4.3 Billing for Units of Service
Providers must only bill for delivered units of service, not the total units authorized for any given month. Refer to Section 2.1 in this manual for more information on each service and units. 
Providers shall not bill MO HealthNet participants for any services reimbursed by MHD, or for any services that would have been reimbursed by MHD if the provider had followed proper policies and procedures for obtaining payment.
Refer to Section 5 in this manual for procedure codes and modifiers. 
Homemaker, Chore, and Respite Services Accrued Units
ADW providers may bill up to one (1) full calendar month of service on one (1) detail line of a claim when billing for homemaker, chore, or respite services (15-minute units). It is permissible to accrue partial units (for homemaker, chore, or respite) of less than 15 minutes for several dates of service and bill the total, in whole units (15 minutes), at the end of the day, week, or month, as long as care delivery is consistent with the PCCP.
The following instructions apply to billing accrued units on separate detail lines of a claim:
When billing each date of service (DOS), partial units may be accrued and billed on the first date a whole unit is accrued. 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.
When billing multiple dates of service on one (1) detail line of a claim, total the time spent in minutes for each date, divide by 15 and bill the number of whole units. Do not round up to the nearest whole unit. Example: At the end of the month, time spent in the provision of service to an individual in a congregate living facility, who received services every day, totals 620 minutes. 620/15=41.33 units. Bill for 41 whole units (15 minutes) of service.
When billing multiple dates of service on one (1) detail line of a claim, dates during which the participant is in a hospital, in a nursing home, visiting relatives, or is ineligible should not be included in the range of dates.
When billing multiple dates of service on one (1) detail line of a claim, do not bill for dates of service falling in two (2) separate calendar months.
Home Delivered Meals and Adult Day Care Billing by Month
Home delivered meal and adult day care providers may bill up to one (1) full calendar month of service on one (1) detail line of a claim. 
The following instructions apply to billing accrued units on one (1) detail line of a claim:
The ‘from’ and ‘to’ format must be utilized for dates of service
The provider must not bill for dates falling in two (2) separate calendar months on the same detail line
The provider must only bill for the total delivered units of service, not the total units authorized for any given month
When billing for multiple dates of service on one (1) detail line of a claim, the range of dates should not include dates that a participant is in a hospital, in a nursing facility, visiting relatives, or ineligible
Adult Day Care Billing by Day
ADW providers may bill up to 40 units per day on one (1) detail line of a claim when billing for adult day care services.
When billing each DOS, partial units may be accrued and billed on the first date a whole unit is accrued. 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.
[bookmark: _Toc226183108][bookmark: _Toc226029347][bookmark: _Toc226531916]4.4 CMS-1500 Claim Form
The CMS-1500 claim form is always used to bill the MO HealthNet Division (MHD) for Aged and Disabled Waiver (ADW) 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. MHD 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 Benefit 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) number 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
	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(s) of Service
	Enter the date(s) of service under ‘from’ in MM/DD/YY 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 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 (POS) code in the unshaded area of the field. For homemaker/chore, in-home respite, and home delivered meals the appropriate code is 12 (home). 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.) See Section 5 of this manual for applicable procedure codes.

	24e*
	Diagnosis Pointer
	Enter A, B, C, D or the actual diagnosis code(s) from Field 21 in the unshaded area of the field. 
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.

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

	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 of 24i 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
	Provider Signature
	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 NPI number of the service facility location reported in Field 32

	32b**
	Other ID#
	Enter number. A provider taxonomy code must be reported if providers have one (1) NPI for multiple legacy MO HealthNet provider numbers. 

	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 number


* These fields are mandatory on all CMS-1500 claim forms.
** These fields are mandatory only in specific situations, as described. 
[bookmark: _Toc226183110][bookmark: _Toc226029348][bookmark: _Toc226531917]4.5 Resubmission of Claims
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 a provider bills the incorrect amount for a service, the claim cannot be resubmitted. It will deny as a duplicate. 
Refer to the General Sections Manual for more information on the adjustment request process.
[bookmark: AGECMS-1500][bookmark: _4.5_Place_of][bookmark: _Toc226183112][bookmark: _Toc226029349][bookmark: _Toc226531918]4.6 Place of Service Codes
An ADW provider may provide care in the following places of service (POS):

	[bookmark: _Toc130368826][bookmark: _Hlk189576973]Code
	Code Description
	[bookmark: _Toc130368827]Definition

	[bookmark: _Toc130368828]12
	Home
	[bookmark: _Toc130368829]Location, other than a hospital or other facility, where the patient receives care in a private residence

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


[bookmark: _Toc226183113]Refer to the General Sections Manual for more information on POS codes.
[bookmark: _Toc226029350][bookmark: _Toc226531919]4.7 Insurance Coverage 
[bookmark: _Hlk189577054]Participant eligibility and TPL information may be verified via eMOMED or by calling 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: _Toc129935136][bookmark: _Toc226029351][bookmark: _Toc226531920]4.8 Diagnosis Codes
The diagnosis code is a required field 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_19_-][bookmark: _Section_5_-][bookmark: _Section_5:_Procedure][bookmark: _Toc226029352][bookmark: _Toc226531921]Section 5: Procedure Codes 
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.
All homemaker, chore, respite, home delivered meals, and adult day care services must be authorized by the Department of Health and Senior Services (DHSS), Division of Senior and Disability Services (DSDS). Refer to Section 3.1 in this manual for information on prior authorization.  
Refer to the table below for procedure codes, units, and place of service (POS) codes. Refer to Section 4 in this manual for billing instructions.

	Procedure Code
	Description
	Service Units
	POS

	S5130
	Homemaker Service
	15 Minutes
	12-Home


	S5120
	Chore Service
	15 Minutes
	12-Home

	S5150
	Basic Respite
	15 Minutes
	12-Home

	S5150 TF
	Advance Respite
	15 Minutes
	12-Home

	S5170
	Home Delivered Meals
	Per delivered meal (maximum of two (2) meals per day)
	12-Home

	S5100 HC
	Adult Day Care Service
	15 Minutes
	99-Other Unlisted Facility
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