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[bookmark: _Toc225253651]Introduction
The AIDS Waiver is designed for MO HealthNet participants 21 years and older living with Human Immunodeficiency Virus (HIV)/Acquired Immunodeficiency Syndrome (HIV/AIDS) that, due to their disease, have a decreased level of function and meet nursing home level of care. The AIDS Waiver allows such individuals to receive care in their homes as a cost-effective alternative to placement in a nursing facility.  
The AIDS Waiver provides medically oriented in-home services. Services available in the AIDS Waiver are:  Waiver Personal Care, Waiver Attendant Care, and Specialized Medical Supplies.  
It is recommended that in-home care providers practice universal precautions in the delivery of all services.
[bookmark: _Toc225253652][bookmark: _Toc229051493]Section 1:  Reimbursement Methodology 
[bookmark: _Toc225253653][bookmark: _Toc229051494]1.1 AIDS Waiver Services
[bookmark: _Toc224738020]Reimbursement for AIDS Waiver services are 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 (should be the provider’s charge to the general public for the service), or the maximum allowable per unit of service.
[bookmark: _Toc225253654][bookmark: _Toc229051495]1.2 Fee Schedule
The MO HealthNet Fee Schedule identifies covered and non-covered procedure codes, restrictions, allowed units and the 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: AIDAppforProDirDep][bookmark: _SECTION_13—BENEFITS_AND][bookmark: _Section_2:_][bookmark: _Toc225253655][bookmark: _Toc229051496]Section 2:  Benefits and Limitations 
[bookmark: _2.1_General_Information][bookmark: _2.1_Covered][bookmark: _Toc225253656][bookmark: _Toc229051497]2.1 General Information
The authority for this program is a federally-approved waiver under Section 1915(c) of the Social Security Act. Under this section, the Secretary of Health and Human Services may approve by waiver the inclusion of home and community-based services not otherwise covered by a state's Medicaid Plan. The AIDS Waiver is administered jointly by the Missouri Department of Social Services/MO HealthNet Division (DSS/MHD) and the Department of Health and Senior Services (DHSS) according to an interagency agreement.
The approval and continued operation of the waiver are contingent upon a yearly demonstration that the average annual per capita Medicaid expenditure with the AIDS Waiver does not exceed the average per capita expenditure, that would have been made under the State Medicaid Program had the AIDS Waiver not been implemented. To prove cost effectiveness, the DHSS Bureau of HIV, STD, and Hepatitis (BHSH) must demonstrate that the cumulative cost of home and community-based services for participants does not exceed the cost of the institutional care that participants would require in the absence of the waiver.
A functional assessment is completed by AIDS Waiver case managers from local health departments and community-based organizations with which DHSS/BHSH has contracts to complete this function. AIDS Waiver case managers determine eligibility for both State Plan Personal Care and AIDS Waiver services. 
Several of the services offered through the AIDS Waiver are already covered by MO HealthNet, but under the waiver, program limitations are removed or expanded to meet the extensive needs of these participants. 
[bookmark: _Toc229051498]Service Definitions
The following services are available under the AIDS Waiver and are provided on a prior authorized. basis which eliminates the duplication and overlap in services by not providing the same service at the same time on the same day. 
[bookmark: _Toc229051499]Waiver Personal Care
Waiver personal care services are medically-oriented tasks that are authorized by the AIDS Waiver case manager to meet a participant’s physical needs and thereby enable the individual to receive treatment in the individual’s home rather than in a hospital or nursing facility. These services must be reasonable and necessary for the treatment of a medical condition and must maintain or increase the functional capacity of the participant. Waiver personal care services are intended to meet personal and physical requirements as opposed to general housekeeping requirements and to meet needs that cannot be met by other resources. 
AIDS Waiver services may be provided to eligible participants in residential care facilities (RCFs) that meet applicable standards specified in the Section 1616(e) of the Social Security Act (45 CFR 1397).
Waiver personal care services may include assistance with activities of daily living (ADLs), such as bathing, grooming, dressing, and meal preparation. State Plan Personal Care (SPPC) services are limited by a financial cap, set in state regulation. The waiver personal care services provided under the waiver are in excess of the benefit available under the SPPC Program. Each month, participants must exhaust or use the current maximum units of SPPC services prior to receipt of waiver personal care services. 
[bookmark: _Toc229051500]Limitations
The following are limitations to waiver personal care services:  
Covered only in the participant’s home or licensed residential setting where the participant resides
Services are not covered in a hospital or nursing facility
Waiver personal care aides may accompany and provide assistance to participants during transport to receive non-emergency medical care, whereas the aide under personal care cannot
Reimbursement is not made when services are provided to a participant by a member of the participant’s family. A family member is defined as a spouse; parent; sibling; child by blood, adoption or marriage (step-child); grandparent; or grandchild.
[bookmark: _Toc229051501]Waiver Attendant Care
Waiver Attendant Care (WAC) offers supportive and health-related personal care services. These services are provided in the participant’s home, which includes single-family homes, single-room occupancy units, and other home-like living arrangements. Supportive services are those that substitute for the absence, loss, diminution, or impartment of a physical or cognitive function. 
Attendant care is paid at a per diem rate. Housekeeping activities that are incidental to the performance of care may also be furnished as part of this activity. 
Services listed in the service plan that are within the scope of the State’s Nurse Practice Act are provided by a registered nurse (RN), or a licensed practical nurse (LPN) or vocational nurse under the supervision of a RN, licensed to practice in the state. 
[bookmark: _Toc229051502]Training of Waiver Personal Care and Attendant Care Aides
In accordance with 13 CSR 70-91.010 and the Personal Care Provider Manual, all personal care and attendant care aides must meet or have met the basic training and in-service training standards for personal care services. The cost of all training is part of the provider’s administrative cost and is not separately billable. Refer to the Personal Care Provider Manual for more information on the training of personal care aides.
[bookmark: _Toc229051503]Specialized Medical Supplies
The AIDS Waiver covers specialized medical supplies (SMS) that are not otherwise available through MO HealthNet. SMS is prior authorized when such supplies are necessary for maintaining and treating the participant at home. SMS are delivered by Durable Medical Equipment (DME) providers. The following SMS are covered under the waiver: 
Gloves
Incontinence briefs/adult diapers
Underpads
Medical supplies necessary for maintaining and treating the participant at home may be covered when prior authorized. Immediately following or at the time of delivery, the provider must submit a list to the AIDS Waiver case manager of the required supplies for one (1) month, the quantity, and the acquisition cost. The AIDS Waiver case manager authorizes the monthly dollar amount that may be billed for supplies. 
[bookmark: _Toc225253657][bookmark: _Toc229051504]2.2 Participant Conditions of Participation
The AIDS Waiver’s target population is participants with HIV/AIDS who are currently receiving long-term institutional care or who are at risk of institutionalization. Waiver participants must be assessed at nursing facility level of care criteria, and in addition, must meet at least two (2) of the following AIDS Waiver medical criteria to receive services:
Multi-organ failure (e.g., liver, kidney, heart, pancreas, lung) 
Support to maintain vital functions and/or maintain complex intravenous (IV) therapy, peripheral    nutrition, central venous catheters, daily diabetic blood sugar tests, and insulin injections
Assessment and assistance with pain control and/or pain therapy during acute and     terminal phases of illnesses
Oversight as related to dementia, and/or severe chronic and persistent mental illness (e.g., Bipolar, multiple suicide attempts, schizophrenia, confusion) 
Oversight related to terminal phase of illness
Licensed nursing care on a regular basis to assist in recovering from opportunistic infections and/or acute illnesses 
Weekly monitoring required by a licensed nurse and/or physician in order to provide assessment for opportunistic infection (cluster of differentiation 4 (CD4), Visceral Leishmaniasis (VL), signs, and symptoms)
Licensed nursing care on a regular basis to assist with medication set up, adherence, and monitoring for serious side effects 
Monitoring and assistance to maintain safety/optimum mobility related to neurological deficits (e.g., neuropathy, uncontrolled seizures)
Oversight as a result of co-morbid complications (e.g., substance abuse, secondary disease processes, Tuberculosis (TB), hepatitis)
Residential facilities in which the waiver services are provided must meet all applicable federal and state licensure and certification requirements.
Refer to the General Sections Manual for more information on participant eligibility.
[bookmark: _Toc229051505]Participant Exclusions
The following participants are not eligible for AIDS Waiver services:
Participants with a state-funded only Medicaid Eligibility (ME) code; refer to the General Sections Manual for a list of ME codes 
Participants of inpatient care in a hospital or a nursing facility, while receiving such care
Participants of other home and community-based waivers
Participants under the age of 21
Participants who reside in a residential facility that is out of compliance with Section 1616(e) of the Social Security Act 
[bookmark: _Toc229051506]MO HealthNet Managed Care
Participants receiving AIDS Waiver services are not enrolled with a MO HealthNet Managed Care health plan. If an individual is enrolled in a Managed Care health plan and is interested in receiving AIDS Waiver services, the individual may be required to disenroll from the Managed Care health plan. These individuals cannot be identified by their ME code.
Not all individuals diagnosed with AIDS or HIV-related illness are AIDS Waiver participants. If individuals with a related illness do not meet the AIDS Waiver medical criteria outlined in this section, they may maintain enrollment with the Managed Care health plan. Managed Care plans are responsible for all in-plan services these individuals may require.
Refer to the General Sections Manual for more information on the Managed Care Program. 
[bookmark: AIDMedicaidAIDSHIVWaiverProgramAddendumt][bookmark: _2.3_Provider_Conditions][bookmark: _Toc225253658][bookmark: _Toc229051507]2.3 Provider Conditions of Participation
To participate as a provider of AIDS Waiver services, providers must be a qualified MO HealthNet enrolled provider of the service that will be provided. All individual program safeguards and provider standards applicable to the provision of MO HealthNet state plan services continue to apply. To participate in the AIDS Waiver, the provider must also satisfy the following requirements:
All participating providers must be in compliance with applicable standards, regulations or licensure requirements as stated in this manual and as required for participation in the applicable MO HealthNet program. Refer to specific Provider Manuals for more information.  
Personal care providers (provider type 26) who have signed a MO HealthNet AIDS Waiver Program Addendum may deliver waiver personal care services and attendant care services
DME providers (provider type 62) may furnish gloves, incontinence briefs/adult diapers, and underpads to AIDS Waiver participants
All persons employed by the provider shall be registered with the DHSS Family Care Safety Registry (FCSR); refer to Section 2.5 of this manual for more information 
In accordance with the 21st Century CURES Act and 13 CSR 70-3.320, providers are required to utilize an electronic visit verification (EVV) system to document services rendered related to the delivery of all Medicaid-funded in-home agency personal care services. The EVV system must 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, and time the service begins and ends; and the system must have the ability to exchange data with the EVV Aggregator Solution (EAS) designated by DSS. EVV requirements do not apply to services provided in residential or group settings, such as RCFs or Assisted Living Facilities (ALFs). Home and Community-Based Service (HCBS) in-home personal assistant providers shall have an EVV system in place. It is the responsibility of each provider to register their contracted EVV vendor, log onto the EAS at least weekly to verify the vendor sends timely and accurate visit data to the EAS,  and to report any suspected falsification of data to the Missouri Medicaid Audit and Compliance Unit (MMAC). EVV visits must match the claims data, which includes the participant designated client number (DCN), date of service, procedure code and/or modifier combination, and the provider identification number (ID). Agencies with no data in the EAS for participants that have received Medicaid-funded in-home personal care services are out of compliance with EVV requirements. All EVV data must be available for inspection by DSS and DHSS. Providers found to be out of compliance with EVV requirements will be subject to administrative actions by MMAC. Refer to Electronic Visit Verification for more information, such as administrative rules and other announcements. 
[bookmark: _Hlk189744142]Refer to MMAC Provider Enrollment for more information.
MMAC conducts both program and fiscal monitoring of the AIDS Waiver. Monitoring visits may be announced or unannounced. Providers must agree to comply with any reviews conducted by MMAC. MMAC may, in accordance with the protective service mandate (Chapter 192, 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.   
Additional information on provider conditions of participation can be found in the General Sections Manual.
[bookmark: _Toc229051508]Participant Rights
The provider shall have a written statement of the participant’s rights which is to be given to each participant or responsible party(ies) at the time of service. The written statement should include, at a minimum, the right to:
Be treated with respect and dignity
Have all personal and medical information kept private 
Have direction over the services provided, to the degree possible, within the service plan authorized
Know the provider’s established grievance procedure, how to make a complaint about the service, and receive cooperation to reach a resolution, without fear of retribution 
Know the procedure to report abuse, neglect, or exploitation
Receive service without regard to race, creed, color, age, sex, or national origin
Receive a copy of the written statement of the participant’s rights 
Grievance Procedure
The provider shall have a written grievance policy which shall be provided to each participant or responsible party(ies) upon initiation of services. The grievance policy must also include the following phone numbers: 
BHSH: (888) 252-8045
MHD Participant Services: (800) 392-2161
[bookmark: _Toc229051509]Discharge Policies and Procedures
Discontinuing services for a participant still in need of assistance shall occur only after appropriate case conferences with the state agency or its designee, participant, and the participant’s family.
Services for a participant shall be discontinued by a provider under the following circumstances:
When the participant’s case is closed by the Department of Health and Senior Services (DHSS) or its designee
When the provider learns of circumstances that require the closure of a case for reasons including, but not limited to: 
Death
Entry into a nursing facility 
Participant no longer needs services
In these circumstances, the provider shall notify DHSS or its designee in writing and request that the participant’s services be discontinued.
When the participant is noncompliant with the agreed upon plan of care. Noncompliance requires persistent actions by the participant, friends, or family which negate the services delivered by the provider. After all alternatives have been explored and exhausted, the provider shall notify DHSS or its designee, in writing, of the noncompliant acts and request that the participant’s services be discontinued. Refer to Section 2.7 of this manual for more information on the plan of care.
When the participant or participant’s family demonstrates threatening or violent behavior to the point where the staff’s welfare is in jeopardy and corrective action has failed
If the identification of an environmental health concern is present
When a provider is unable to continue to meet the maintenance needs of a participant. In these circumstances, the provider shall notify the AIDS Waiver case manager and request that the participant’s services be discontinued.
When a provider is unable to continue to meet the maintenance needs of a participant or when a participant is noncompliant with the agreed upon plan of care, the provider shall provide written notice of discharge to the participant or participant’s family and DHSS or its designee, at least 10 days prior to the date of discharge. During this 10-day period, the state agency or its designee shall assist in making appropriate arrangements with the participant for transfer to another provider, institutional placement, or other appropriate care. Regardless of circumstances, the personal care provider must continue to provide care in accordance with the plan of care for these 10 days or until alternate arrangements can be made by the state agency, or its designee, whichever comes first.
[bookmark: _Toc225253659][bookmark: _Toc229051510]2.4 Home and Community-Based Services Settings Requirements
To comply with 42 CFR 441.301(c)(4), providers who enroll with MHD 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, control personal resources, and choose where they live 
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
In a provider owned or controlled residential setting, in addition to the requirements specified above, the following additional conditions should be met:
Specific unit/dwelling is owned, rented, or occupied under legally enforceable agreement by the individual receiving services. Individuals must have the same responsibilities/protections from eviction as all tenants under landlord-tenant law of state, county, city, or other designated entity. If landlord-tenant laws do not apply, a lease, residency agreement, or other written agreement is in place providing protections to address eviction processes and appeals comparable to those provided under the jurisdiction’s landlord-tenant law.
Each individual has privacy in their sleeping or living unit
Units have lockable entrance doors, with the individual and appropriate staff having keys to doors as needed
Individuals sharing units have a choice or of roommates
Individuals have the freedom to furnish and decorate their sleeping or living units within the lease or other agreement
Individuals have freedom and support to control their schedules and activities and have access to food any time
Individuals may have visitors at any time
Setting is physically accessible to the individual
Any modification of the additional conditions specified above should be supported by a specific assessed need and justified in the person-centered care plan. The following requirements should be documented in the person-centered care plan:
Specific and individualized assessed need
Positive interventions and supports used prior to any modifications to the person-centered care plan
Less intrusive methods of meeting the need that have been tried but did not work
Clear description of the conditions that is directly proportionate to the specific assessed need
Regular collections and review of data to measure the ongoing effectiveness of the modification
Established time limits for periodic reviews to determine if the modification is still necessary or can be terminated
Informed consent of the individual
Assurance that interventions and supports will cause no harm to the individual
[bookmark: _Toc225253660][bookmark: _Toc229051511]2.5 Personnel
[bookmark: _Background_Investigations][bookmark: _Toc229051512]Criminal History Screening
Providers are required to perform criminal/background investigations for prospective staff prior to employment in positions involving contact with partiipants. No person is allowed to be employed to work or volunteer in any capacity who left or was discharged from employment with any employer due to abuse or neglect to patients, residents or participants and the dismissal or departure has not been reversed by any tribunal or ageny. 
All persons employed by the provider shall be registered and screened through the 
Family Care Safety Registry (FCSR), which includes an Employee Disqualification List (EDL) screening and a criminal background review through the Missouri State Highway Patrol (MSHP). 
Providers are required by statute at 192.2495 RSMo 1to complete an EDL screening and a criminal background review through MSHP for all new applicants prior to employment in positions involving contact with participants. Providers are also required to complete checks at least every 90 days (quarterly) to determine whether any current employee, contractor, or volunteer has been recently added to the list. If it is foud that a current employee was added to the EDL, that employee will not be allowed to be employed as a caregiver. Providers must abide by the rules set forth in 19 CSR 30-82.060 regarding any employee not eligible for employment. 
Providers using the FCSR to conduct the EDL and MSHP criminal background review fulfill the statutorily required background screening requirement, provided there is sufficient documentation showing the identity of the person who was screened, the date the screening and completed, and the outcome of the screening. 
DHSS is responsible for maintaining the EDL and the FCSR. Refer to DHSS Background Information for additional information. 
[bookmark: _Toc229051513]Administrative Supervisor Qualifications
A personal care administrative supervisor shall be designated by the provider ownership or administrative management to supervise the day to day delivery of direct personal care services. This position of responsibility may be assigned in conjunction with other duties within the provider organization. 
The designated administrative supervisor shall be at least 21 years of age. In addition, the supervisor must meet at least one (1) of the following criteria before performing the supervisory duties required by these standards: 
Be a RN currently licensed in Missouri
Have a baccalaureate degree
Be a LPN currently licensed in Missouri with at least one (1) year of experience with the care of the elderly, or individuals with disabilities or medically-complex conditions
Have at least two (2) years of experience in the care of the elderly, or individuals with disabilities or medically-complex conditions
If the designated administrative supervisor is not a RN, the provider agency must have a designated RN currently licensed in Missouri on staff or employed as a consultant available to fulfill the supervision of in-home services functions described later in this section.
If supervised by a RN, a LPN or Graduate Nurse (GN) may perform the supervisory functions described later in this section.
[bookmark: _Toc229051514]Attendant Care Aide Requirements
All basic Attendant Care aides employed by the provider must:
Be at least 18 years of age
Be able to read, write, and follow directions 
Not be the family member of the participant for whom attendant care is to be provided, as defined in Section 2.1 of this provider manual 
Prior to the delivery of service, the aide shall receive a copy of the plan of care for the participant and be provided with information about the participant in order to appropriately deliver services to meet the needs of the participant. Refer to Section 2.7 of this manual for information on the plan of care.
[bookmark: _Supervision_of_In-Home][bookmark: _Toc229051515]Supervision of In-Home Services
The duties of the designated supervisor of in-home services include, at a minimum, the following:
All nursing staff (RNs and LPNs) and administrative supervisors must have documentation in their personnel files that they have been given and have read these supervision of in-home services requirements. 
Monitor the provision of personal care services and authorized nurse visits to assure that services are delivered in accordance with the plan of care. This shall be primarily in the form of an at least monthly review and comparison of the aides’ records of provided services with the plan of care. The units of services authorized, 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, must be kept 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 TB, as set by 19 CSR 20-20.020, are carried out.
Make an on-site visit at least annually to evaluate each aide’s performance and the adequacy of the plan of care, including review of the plan of care with the participant. The aide may or may not be present for this evaluation. A written record of the evaluation shall be maintained in the personnel file of the aide. This record must contain, at a minimum, the participant’s name and address, date and time of the visit, aide’s name, observations related to the participant’s receipt of care plan delivery, the participant’s satisfaction of the aide’s performance, and the adequacy of the care plan. The record must be signed and dated by both the supervisor who prepared it and the aide. If the required evaluation is not performed or not documented, the aide’s qualifications to provide the services may be presumed inadequate and all payments made for services by that aide may be recouped. 
Approve, in advance, all changes to the plan of care based on supervisory on-site visits, information from the aide, or observation by the RN, or a combination of these, as noted and dated in the participant’s file.
Make appropriate recommendations to DHSS 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 aide, observation by the RN, or a combination of these
Assist in orientation and attendant care training for attendant care workers
Designate a trainer(s) to perform the on-the-job training sessions required as part of the basic training of the attendant care aide. The designated trainer(s) may be the attendant care supervisor or an attendant care aide who has been employed by the provider agency at least half-time for a period of six (6) months. 
Communicate with the AIDS Waiver case manager regarding changes in any participant’s condition and recommended changes in scope or frequency of service delivery
Be available for case conferences with the AIDS Waiver case manager, as needed
[bookmark: _Toc225253661][bookmark: _Toc229051516]2.6 Records
[bookmark: _Toc229051517]Participant Case Record 
Attendant Care/Personal Care
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. It shall be maintained in a central location, and shall contain at least the following:  
The MO HealthNet Authorization Determination form which documents authorization for all units of service provided 
All paid units of service must be documented. If these documents are not maintained in the participant’s case record, they must be maintained in an area that is readily available for monitoring or inspection by DSS and DHSS. Refer to the Adequate Documentation requirements in this section.
Documentation of undelivered services 
The RN’s 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
Census records must indicate that the participant was in the facility on the date of the billed service. Documentation must also indicate the participant was in the facility at least (6) six hours for each date of service attendant care is billed.
Any other pertinent documentation regarding the participant
[bookmark: _Toc229051518]Personnel Record 
The provider must maintain an individual personnel record for each employee. A personnel record is a confidential record and shall be protected from damage, theft, and/or unauthorized inspection. An individual personnel record shall include, at a minimum, the following:  
Employment application with the employee’s signature showing date of birth, education, work experience, and the date employed and terminated by the service provider
All documentation of the background screenings (EDL and FCSR) 
[bookmark: _Adequate_Documentation][bookmark: _Toc229051519]Adequate Documentation
All services provided must be adequately documented in the medical record. 13 CSR 70-3.030(2)(A) defines adequate documentation and adequate medical records. Refer to the General Sections Manual for more information. 
The following are the requirements for the documentation of services rendered: 
HCBS in-home personal assistant providers 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
For more information regarding EVV, refer to Section 2.3 of this manual. 
When the personal care services are provided in congregate living settings, such as a RCF I or II or ALF, when on–site supervision is available and attendant care aide staff will divide their time among a number of individuals, all tasks performed for each participant must be documented by date of service and by staff shifts during each 24-hour period
[bookmark: _Toc229051520]Participant Non-Liability
MO HealthNet-covered services rendered to an eligible participant are not billable to the participant if MHD would have paid had the provider followed the proper policies and procedures for obtaining payment through the MO HealthNet Program as set forth in 13 CSR 70-4.030. Providers should contact Provider Communications via eMOMED or by calling (833) 222-7916 for assistance. Refer to the General Sections Manual for more information.
[bookmark: _2.7_HIV/AIDS_Care][bookmark: _Toc225253662][bookmark: _Toc229051521]2.7 HIV/AIDS Care Service Coordination
DHSS operates a statewide HIV/AIDS case management system to accept referrals for waiver services. In addition, waiver case management staff determines waiver program eligibility, assesses the need for waiver services, and coordinates with the DHSS SPPC/AIDS Waiver Program Coordinator to prior authorize services for reimbursement and monitor the provision of waiver services.
[bookmark: _Toc229051522]Evaluation and Assessment
DHSS contracted AIDS Waiver case managers evaluate and assess the MO HealthNet participant’s waiver eligibility and need for waiver services. After the completion of the initial client evaluation and assessment, a revisit must be completed every six (6) months or more frequently if indicated by changes in the participant's condition. 
The evaluation/assessment is an integrated process that uses a standardized scoring instrument. The evaluation determines whether the participant would, without waiver services, require a level of care equivalent to the level of care provided in a nursing home. The assessment identifies the participant’s strengths and needs. The information obtained during the assessment is used to develop the appropriate plan of care. 
To receive waiver services, the participant's assessment must indicate the need for at least one (1) of the services provided through the waiver. Refer to Section 2.1 of this manual for information on covered services. In addition, the AIDS Waiver case manager must ensure that the participant can be safely maintained in a home or community environment with waiver services. 
Finally, DHSS must demonstrate that in-home care is provided at a cost equivalent to or less than the institutional care that would otherwise be required.
[bookmark: _Toc229051523]Service Plan Development
As part of the process of developing the service plan and arranging care, AIDS Waiver case managers require certain information from providers before a participant may begin receiving waiver services. Providers are encouraged to complete an initial assessment of the participant's service needs and to communicate this information to the AIDS Waiver case manager as appropriate. 
Providers are required to complete supervisory monitoring logs monthly. These reports contain utilization data and pertinent information regarding the participant's physical condition. This information is used by the AIDS Waiver case manager in assessing the need for services in the subsequent months.
[bookmark: _Plan_of_Care][bookmark: _Toc229051524]Plan of Care
Each participant has a plan of care based on the assessment of need. Information related to the need for services is obtained from the participant, caretaker, concerned others, primary physician, hospital, and home health staff. Based on the assessment of need, the SPPC/AIDS Waiver Program Coordinator develops a plan of care listing all services to be provided. For each waiver service, the plan of care specifies the provider, the period of service, the units of service, and the maximum payment.
The participant receives at least one (1) home visit by the AIDS Waiver case manager annually. This visit is conducted by the AIDS Waiver case manager to evaluate and assess the participant's needs on an ongoing basis to ensure that services are of an acceptable quality and are appropriate to meet the participant's needs.
[bookmark: _Toc229051525]Provider Monitoring
DHSS’ contracted AIDS Waiver case managers monitor services rendered by home and community-based providers. If there are questions as to the effectiveness or quality of the services, the AIDS Waiver case manager consults with DHSS Quality Service Manager (QSM) and other members of the patient care team regarding the quality of services rendered. The QSM’s review is then discussed with the provider and suggestions are offered to improve service delivery if appropriate. If the services are of poor quality, are ineffective, or are unsatisfactory to the participant, the QSM will work with the AIDS Waiver case manager to take immediate steps to change services and/or providers. 
Multiple unsatisfactory provider reviews are reported to MHD for quality oversight and follow-up. 
[bookmark: AIDPriorAuthorizationRequest][bookmark: _2.8_Prior_Authorization][bookmark: _Toc225253663][bookmark: _Toc229051526]2.8 Prior Authorization
A prior authorization (PA) process is used to ensure the cost effectiveness and appropriate provision of services according to the participant's individual plan of care. All covered services in the AIDS Waiver require prior approval. DHSS has been designated by DSS to conduct all AIDS Waiver PA activities. All requests for information or questions regarding AIDS Waiver PA should be directed to DHSS Bureau of HIV, STD, and Hepatitis by calling (573) 751-6439 or in writing to:
Missouri Department of Health and Senior Services
Bureau of HIV, STD, and Hepatitis
930 Wildwood
Jefferson City, Missouri 65102

[bookmark: _Toc229051527]Authorization of Services
Based on the participant’s evaluation/assessment, the AIDS Waiver case manager develops a plan of care that lists the services to be authorized., and  a PA Request for authorized services is forwarded to the MHD fiscal agent.
The PA Request lists the authorized services, the number of units or dollar amounts authorized and the specific period of time covered by the authorization. Services are authorized by procedure code, one line per month, for periods of up to six (6) consecutive months.
The completion of the PA Request authorizes payment for services or products delivered conditionally upon the participant's continued MO HealthNet eligibility for such services. Providers should be aware that reimbursement for services is not made on behalf of ineligible participants, regardless of the existing PA. Providers should verify MO HealthNet eligibility in eMOMED or by calling Provider Communications at (833) 222-7916. Refer to the General Sections Manual for more information.
[bookmark: _Toc229051528]Changes to Authorized Services
Instructions to the providers of AIDS Waiver services are given prior to the initiation of services and are continuously updated as the participant's needs require. In certain situations changes in the participant's daily care needs require that additional services be authorized. The provider or attending physician should contact the AIDS Waiver case manager to request authorization for additional services. No additional services are reimbursed, unless prior approved by the AIDS Waiver case manager and the SPPC/AIDS Waiver Program Coordinator and authorized in writing.
[bookmark: _Toc229051529]Billing for Authorized Services
Providers receive notification of authorized services via the MO HealthNet Authorization Determination. Providers should use the information on the MO HealthNet Authorization Determination when filing claims to ensure that required information contained on the claim corresponds with information listed on the MO HealthNet Authorization Determination.
Providers should verify that the participant’s name and MO HealthNet identification number (ID) on the MO HealthNet Authorization Determination correspond with the information on the participant's ID card. Additionally, providers should determine that the MO HealthNet Authorization Determination contains the correct provider name and number. If any of the items on the MO HealthNet Authorization Determination are incorrect the provider should immediately contact the AIDS Waiver case manager to initiate a correction.
Refer to Section 4 of this manual for additional information on billing and claims. 
[bookmark: AID13.10][bookmark: _Toc225253664][bookmark: _Toc229051530]2.9 Waiver Services for Participants Electing Hospice
When electing the hospice benefit, a MO HealthNet participant does not automatically forfeit the right to receive waiver services. When a MO HealthNet participant is authorized for personal care or waiver services for persons with HIV/AIDS and then elects hospice, the AIDS Waiver case manager must develop a plan of care in collaboration with the hospice provider to ensure services are not duplicative.
Refer to the Hospice Provider Manual for information on covered hospice benefits. 
[bookmark: _Toc229051531]Assessing Eligibility for Services in Hospice
Following is a guideline that may be used by AIDS Waiver case managers when assessing initial or continued eligibility for waiver or personal care services for persons who have elected hospice.
[bookmark: _Toc229051532]Specialized Medical Supplies for Participants Electing Hospice
The hospice reimbursement is structured to include any palliative care or service that is directly related to the terminal illness. Incontinence briefs/diapers, underpads and gloves fit this definition and are the financial responsibility of the hospice provider. Supplies under the AIDS Waiver should never be authorized under the waiver for a participant who has elected hospice.
[bookmark: _Toc229051533]State Plan Personal Care and Waiver Attendant Care for Participants Electing Hospice
The hospice benefit includes home health aide and homemaker services. Home health aides may provide personal care services. Aides may also perform household services to maintain a safe and sanitary environment in areas of the home used by the participant, (i.e., changing the bed, light cleaning, laundering essential to the comfort and cleanliness of the patient). 
Aide services must be provided under the general supervision of a RN. Homemaker services may include assistance in personal care, maintenance of a safe and healthy environment, and services to enable the individual to carry out the plan of care. Home health aide and homemaker services are intended to meet personal care needs which are the result of the terminal illness. The hospice benefit, however, is not intended to provide a full-time caregiver. 
It is appropriate for a person who has elected hospice to also receive SPPC and waiver personal care. The AIDS Waiver case manager needs to develop a SPPC or waiver plan of care in collaboration with the hospice provider, who maintains primary responsibility for the patient, to ensure services are arranged appropriately in the best interest of the participant and augment services that are the responsibility of the hospice.
[bookmark: _Toc229051534]Waiver Attendant Care for Participants Electing Hospice
Individuals authorized to receive waiver attendant care may also elect to receive hospice benefits. 
[bookmark: _Toc225253665][bookmark: _Toc229051535]2.10 Confidentiality
According to state law, health care personnel working directly with participants diagnosed with AIDS or HIV related illnesses have a need to know this information for the purpose of providing direct patient health care.
Medical records of participants diagnosed with AIDS or HIV related illnesses shall be afforded the same confidentiality protection afforded other medical records.
No civil liability shall accrue to any health care provider as a result of making a good faith report to DHSS about a person reasonably believed to be infected with HIV.
[bookmark: _Toc225253666][bookmark: _Toc229051536]Section 3:  Special Documentation Requirements
[bookmark: _SECTION_14_-]AIDS Waiver services covered under the MO HealthNet Program must be prior authorized by the Department of Health and Senior Services (DHSS) State Plan Personal Care (SPPC)/AIDS Waiver Program Coordinator prior to the service being rendered. Contracted AIDS Waiver case managers will assess the participant’s needs and determine services; DHSS Quality Service Managers (QSMs) must approve all services prior to delivery. Following QSM approval, DHSS generates a computer printout and sends it to the MO HealthNet Division (MHD) fiscal agent, who then enters the information into the claims processing system. Once processed, the MHD fiscal agent sends an authorization determination letter to DHSS, who then sends a copy to the provider. 
Prior to performing AIDS Waiver services, all providers must complete the MO HealthNet AIDS Waiver Program Addendum and the speciality must be approved by Missouri Medicaid Audit and Compliance (MMAC). This document must be sent to the MMAC Provider Enrollment Unit at MMAC.ProviderEnrollment@dss.mo.gov for approval. 
MHD has other requirements for documentation when processing claims under certain circumstances. Refer to Section 4 of this manual for additional information. Refer to the General Sections Manual for general program documentation requirements.
[bookmark: _SECTION_15_-][bookmark: _Section_4:_][bookmark: _Toc225253667][bookmark: _Toc229051537]Section 4: Billing Instructions 
[bookmark: _Toc372026679][bookmark: _Toc225253668][bookmark: _Toc229051538]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: _Toc372026680][bookmark: _Toc225253669][bookmark: _Toc229051539]4.2 Claim Submission
Providers may submit claims via eMOMED. Providers are unable to access eMOMED without proper authorization. An authorization is required for each individual user. 
[bookmark: _Toc372026681]The following claim types can be used in eMOMED applications: 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.
The MO HealthNet Authorization Determination contains the program specific procedure code, the type of service, and the number of units or dollar amount authorized per month for the participant. No reimbursement is made for units or dollar amounts billed in excess of the amount authorized or provided.
The following suggestions help ensure prompt and accurate payment:
The place of service (POS) code to use for AIDS Waiver services provided in the home is 12. POS 12 is a location, other than a hospital or other facility, where the patient receives care in a private residence.
Each date of service must match or fall within the from/through dates on the appropriate line of the MO HealthNet Authorization Determination
When the MO HealthNet Authorization Determination appears to contain errors or information that is not understandable, contact the participant's AIDS Waiver case manager for clarification
Each time a claim is processed and paid, the number of units or dollars paid is subtracted from the number authorized. Providers should not bill for more units or dollars than authorized within the specified time period on the PA file or the claim will be denied.
The AIDS Waiver case manager must have the correct provider number with which the provider will bill, because services are prior authorized to a specific provider number
[bookmark: _Toc225253670][bookmark: _Toc229051540]4.3 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 claims in eMOMED or on a CMS-1500 claim form. 
In certain situations, providers may receive an underpayment on a submitted claim. When a claim is paid, whether in full or in part, the resubmission of the claim may result in its denial as a duplicate. In cases where the whole claim (zero payment) has been previously denied, the provider may then resubmit with the appropriate corrections. The above applies to overpayments as well. Refer to the General Sections Manual for specific information regarding adjustments.
Refer to the General Sections Manual for additional billing instructions.
[bookmark: _Toc225253671][bookmark: _Toc229051541]4.4 CMS-1500 Claim Form
[bookmark: _Toc372026682]The CMS-1500 claim form is used by personal care providers and durable medical equipment (DME) providers for billing AIDS Waiver services. Providers may bill these services in eMOMED or on paper.
[bookmark: _Toc229051542]CMS-1500 Claim Filing Instructions
The CMS-1500 claim form should be typed or legibly printed. It may be duplicated if the copy is legible. MHD claims should be mailed to:
Wipro Infocrossing 
P.O. Box 5600
Jefferson City, MO 65102
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 the type of health insurance coverage applicable to this claim by checking the appropriate box.  For example, if a Medicare claim is being filed, check the Medicare box, if a MO HealthNet claim is being filed, check the Medicaid box and if the patient has both Medicare and MO HealthNet, check both boxes.

	1a*
	Insured’s ID Number
	Enter the patient's eight (8)-digit MO HealthNet ID   number (DCN) as shown on the participant's ID card

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

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

	
	Sex
	Mark appropriate box

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

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

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

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

	8
	Patient Status
	Not required

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

	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 involved, leave blank. 

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

	9c**
	Employer’s Name
	Enter the secondary policyholder’s employer name. This field is for private insurance information only. If no private insurance involved, leave

	9d**
	Insurance Plan Name or Program Name
	Enter the other insured plan name or program name.
If the insurance plan denied payment for the service provided, attach valid denial from the insurance plan. If insurance paid, complete Field 29. This field is for private insurance information only. 

	10a-10c**
	Is Patient’s 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
	Reserved for Local Use
	May be used for comments/descriptions

	11**
	Insured’s Policy or Group 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 involved, leave blank. 

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

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

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

	11d**
	Other Health Plan
	Indicate whether the patient has a secondary health insurance plan; if so, complete Fields 9-9d with the secondary insurance information. This field is for private insurance information only. If no private insurance involved, leave blank. 

	12
	Patient’s Signature
	Leave blank

	13**
	Insured’s Signature
	This field should be completed only when the patient 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 or MO HealthNet. Payment may be otherwise issued to the policyholder requiring the provider to collect insurance benefits from the policyholder.

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

	15
	Date Same/Similar Illness
	Leave blank

	16
	Dates Patient Unable to Work
	Leave blank

	17**
	Name of Referring Provider or Other Source
	Enter the name of the referring 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 #
	Enter the Provider Taxonomy qualifier “ZZ” in the first area if the provider reported in Field 17b is required to report a Provider Taxonomy Code to MO HealthNet. Enter the corresponding 10-digit Provider Taxonomy Code in the second area for the provider reported in Field 17b.

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

	18
	Hospitalization Dates
	Leave blank

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

	20
	Lab Work Performed Outside Office
	Leave blank

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

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

	23
	Prior Authorization Number
	Leave blank

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

	24b*
	Place of Service
	 Home (12)
Refer to the General Sections Manual for more information on place of service POS codes.

	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 modifiers, if any, corresponding to the service rendered in the unshaded area of the field.  Description of the service is required for DME providers. (Field 19 may be used for remarks or descriptions.)

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

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

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

	24h**
	EPSDT/Family Planning
	If the service is an Early and Periodic Screening, Diagnostic and Treatment (EPSDT)/Healthy Children and Youth (HCY) screening service or referral, enter “E”.  If the service is family planning related, enter “F”.  If the service is both a HCY and Family Planning enter “B”.
Refer to the Healthy Children and Youth Provider Manual for more information. 

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

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

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

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

	27
	Accept Assignment
	Not required on MHD claims

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

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

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

	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.

	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 the NPI reported in Field 32a if the provider is required to report a Provider Taxonomy Code to MHD. Do not enter a space, hyphen, or other separator between the qualifier and code.
A Provider Taxonomy Code must be reported if providers have one (1) NPI for multiple legacy MO HealthNet provider numbers.

	33*
	Provider Name/Number/Address
	Enter the Provider Name, NPI, and Address

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

	33b**
	Other ID #
	Enter the 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 MHD. Do not enter a space, hyphen, or other separator between the qualifier and code.


* These fields are mandatory on all CMS-1500 claim forms.
** These fields are mandatory only in specific situations, as described. 
[bookmark: AIDUB-04][bookmark: _Toc372026689][bookmark: _Toc225253672][bookmark: _Toc229051543]4.5 Insurance Coverage 
While providers are verifying the patient’s eligibility, they can obtain the TPL information contained on the MHD participant file. Eligibility may be verified by calling Provider Communications at (833) 222-7916 or via eMOMED. Both allow the provider to verify eligibility and inquire on third party resources. Refer to the General Sections Manual for more information.
Participants must always be asked if they have third party insurance regardless of the TPL information given by Provider Communications or eMOMED. It is the provider's responsibility to obtain from the patient the name and address of the insurance company, the policy number, and the type of coverage. Refer to the General Sections Manual for more information.
[bookmark: _SECTION_18_-][bookmark: _Toc225253673][bookmark: _Toc229051544]4.6 Diagnosis Code
The diagnosis code must be entered on the claim form exactly as it appears in the current International Classification of Diseases-Clinical Modification (ICD-CM). The appropriate code(s) may be up to seven (7) digits, depending upon the patient's diagnosis and applicable ICD code version. 
[bookmark: _SECTION_19_-][bookmark: _Toc225253674][bookmark: _Toc229051545]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 website. 
All AIDS Waiver Services must be prior authorized by the Department of Health and Senior Services (DHSS). Refer to Section 2.8 of this manual for prior authorization information. Participants must meet AIDS Waiver eligibility criteria to be authorized for these services. 
The tables below detail procedure codes and the units of service for each AIDS Waiver service. Refer to Section 2.1 of this manual for information on each service.
[bookmark: _Toc225253675][bookmark: _Toc229051546]5.1 Waiver Personal Care
The following service may be billed by personal care providers. 



	Procedure Code
	Modifier
	Description
	Place Of Service (POS)
	Unit

	T1019
	U4
	Waiver Personal Care
	12
	15 Min


[bookmark: _Toc225253676][bookmark: _Toc229051547]5.2 Waiver Attendant Care
A unit of waiver attendant care is defined as a calendar day and includes services as specified in an individual plan of care. The following services may be billed by personal care providers. 

	Procedure Code
	Modifier
	Description
	POS
	Unit

	S5126
	U4
	Waiver Attendant Care
	12
	1 Day


Specialized medical supplies may be prior authorized and billed in addition to waiver attendant care services. Home health and/or personal care services may not be billed on the same date of service as waiver attendant care.
[bookmark: _Toc225253677][bookmark: _Toc229051548]5.3 Specialized Medical Supplies
The following services may be billed by Durable Medical Equipment (DME) providers. Supplies may include gloves, incontinence briefs/diapers, and underpads. All supplies should be billed once a month as a single unit, with one date of service and one charge, on one line.

	Procedure Code
	Modifier
	Description
	POS
	Unit

	T2028
	U4
	Specialized supplies, not otherwise specified, waiver  
	12
	1
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