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Introduction 
The Independent Living Waiver (ILW) is administered by the Missouri Department of Social Services (DSS), MO HealthNet Division (MHD), and operated by the Department of Health and Senior Services (DHSS), Division of Senior and Disability Services (DSDS), Bureau of Federal Programs (BFP) 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 (HHS) may approve by waiver the inclusion of Home and Community-Based Services (HCBS) not otherwise covered by a state’s Medicaid Plan.
ILW was developed to provide a community-based alternative to individuals 18 through 64 years of age with a cognitive or physical disability who otherwise would be institutionalized in a nursing facility. Individuals who have cognitive impairment must have had the onset of the cognitive impairment on or after age 22. Participants must be able to self-direct their personal care services to be enrolled in ILW. Participants who are receiving ILW services when they turn 65 may choose to continue to participate in ILW for as long as they maintain the ability and desire to self-direct their personal care. 
The approval and continued operation of the waiver is contingent upon a yearly demonstration that the average annual per capita ILW expenditures do not exceed the average annual per capita expenditures that would have been made under the State Medicaid Program had ILW not been implemented. To prove cost effectiveness, DSDS/BFP and MHD must demonstrate that the cumulative cost of HCBS for participants does not exceed the cost of the institutional care that participants would require in the absence of the waiver.
[bookmark: _Toc228793560]Section 1: Reimbursement Methodology 
[bookmark: _Toc228793561]1.1 Independent Living Waiver Services
Reimbursement for Independent Living Waiver (ILW) services is made on a Fee-For-Service (FFS) basis. The maximum allowable fee for a unit of service has been determined by the State Medicaid Agency 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: _Toc228793562]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 current appropriated funds.  
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 provider manual for program-specific benefits and limitations.
[bookmark: _Section_2:_Benefits][bookmark: _Toc228793563][bookmark: _2.1_Service_Definitions][bookmark: _2.1_Independent_Living][bookmark: _Toc395106218][bookmark: _Toc130365927][bookmark: _Toc142392537]Section 2: Benefits and Limitations 
[bookmark: _2.1_Independent_Living_1][bookmark: _Toc228793564]2.1 Independent Living Waiver Services 
Waiver Personal Care Consumer-Directed Services (T1019 U6)
[bookmark: _Hlk188884056]Waiver Personal Care (PC) Consumer-Directed Services (CDS) authorized through the Independent Living Waiver (ILW) is an extension of State Plan CDS. This means the ILW provides additional CDS services after the monthly approved State Plan CDS units of service are exhausted (used). The scope and nature of ILW CDS do not differ from State Plan CDS. Each month, participants must exhaust the current monthly maximum units of State Plan CDS services prior to receipt of waiver CDS services. When billing, all units of State Plan CDS (T1019 U2) must be billed on a claim prior to billing ILW CDS (T1019 U6) on a claim. Additional PC services provided under the waiver are not limited in amount or frequency. Waiver CDS and State Plan CDS are both self-directed, with the participant having the authority and responsibility to recruit, hire, train, monitor, and fire their attendant. 
ILW CDS (T1019 U6) includes CDS Personal Care services and is billed in 15-minute increments. Refer to Section 2 of the Personal Care Manual for examples of CDS Personal Care tasks. Refer to Section 5 of this manual for more information on procedure codes. 
ILW participants are allowed to elect a designee of their choice to direct their care, i.e., make decisions on hiring and firing attendants, make recommendations on the scheduling of the attendant, complete and review electronic visit verification (EVV) records on behalf of the participant, if the participant retains the ability to self-direct. Refer to Section 2.3 of this manual for more information on EVV. 
The designee may not be the paid personal care attendant. The designee must be capable of fulfilling the requirements of the program on behalf of and as directed by the participant. A monthly contact by the Financial Management Services (FMS) provider is intended to monitor all aspects of the program participation, including actions taken by the designee, to ensure they are in the best interest of the participant.
NOTE:  CDS transportation does not include transporting to medical appointments when that ride is covered under the Non-Emergency Medical Transportation (NEMT) program. To determine if the ride is covered under NEMT, contact the NEMT transportation broker (MTM) at (866) 269-5927. 
Case Management (T2024 U6)
Case management (CM) (T2024 U6) services include: 
Assisting participants in gaining access to needed waivers and other State Plan services, as well as medical, social, educational, and other services, regardless of the funding source for the services to which access is gained
Ongoing monitoring of provision of services included in participant's care plan
Review of the HCBS care plan
Identification of abuse, neglect, and/or exploitation
Assisting in acquisition of necessary assistive technology services and/or devices and advocating for participants by arranging services with individuals, businesses, and agencies for the best available service within limited resources
Ensuring participants have full access to a variety of services and service providers to meet their specific needs, regardless of funding source 
ILW participants are authorized for monthly CM services, and the service unit is one (1) month. All participants enrolled in ILW shall be authorized for CM. 
Providers of CM may not provide direct PC services to the participant. Case managers employed by the ILW provider shall provide CM services monthly, which include a minimum of monthly contact with the participant and face-to-face visits with the participant as deemed necessary. 
Documentation must support CM service delivery. Failure to deliver and/or adequately document service delivery may result in recoupment of claims. Refer to Section 2.7 of this manual for further guidance on adequate documentation of CM.    
Refer to Section 5 of this manual for more information on procedure codes. 
Specialized Medical Equipment (T2029 U6) and Specialized Medical Supplies (T2028 U6)
Specialized Medical Equipment (SME) (T2029 U6) items are devices, controls, or appliances specified in a participant’s care plan that enable them to increase their ability to perform activities of daily living (ADLs). SME items reimbursed with waiver funds are in addition to any medical equipment furnished under the State Plan and exclude those items that are not of direct medical or remedial benefit to the participant. All items shall meet applicable standards of manufacture, design, and installation. The agreed purchase price shall cover the costs of training the participants in the operation and maintenance of the equipment. Coverage shall also include the costs of maintenance and upkeep of equipment.
SME shall be authorized only when it can be documented that such authorization will decrease the current authorization of, or future need for personal care services, either through State Plan or ILW.
SME shall be authorized only when it can be documented that these services cannot be covered by another source, such as MO HealthNet or Medicare.
Purchases covered by the SME category are limited to $5,000 in a five (5)-year period. If the $5,000 per five (5)-year period limit is reached, DSDS and the CM provider will assist participants in accessing various community resources to meet the need.
Specialized Medical Supplies (SMS) (T2028 U6) are supplies specified in a participant’s care plan that enable them to increase their ability to perform ADLs. SMS reimbursed with waiver funds are in addition to any supplies furnished under the State Plan and exclude those items that are not of direct medical or remedial benefit to the participant. All items shall meet applicable standards of manufacture and design.
SME and SMS shall be authorized only when it can be documented that such authorization will decrease the current authorization of or future need for PC services, either through State Plan or ILW.
SME and SMS shall be authorized only when it can be documented that these supplies cannot be covered by another source, such as MO HealthNet or Medicare.
SME or SMS may be substituted for PC services when identified as a cost-effective alternative on the participant’s care plan. 
Refer to Section 5 of this manual for more information on procedure codes. 
Environmental Accessibility Adaptations (S5165 U6)
Environmental Accessibility Adaptations (EAA) (S5165 U6) are physical adaptations to the private residence of the participant or their family, required by the participant’s care plan, which are necessary to ensure the health, welfare, and safety of the participant, or that enable the participant to function with greater independence in the home and community and avoid institutionalization. Such adaptations include the installation of ramps and grab-bars, widening of doorways, modification of bathroom facilities, or the installation of specialized electric and plumbing systems necessary to accommodate the medical equipment and supplies necessary for the welfare of the participant. 
Excluded are adaptations or improvements to the home that are of general utility and are not of direct medical or remedial benefit to the participant (e.g., carpeting, roof repair, central air conditioning).
Adaptations that add to the total square footage of the home are excluded from this benefit except when necessary to complete an adaptation (e.g., to improve entrance/egress to a residence or to configure a bathroom to accommodate a wheelchair). EAA shall be provided in accordance with applicable state or local building codes. EAA shall not be provided to living arrangements owned or leased by waiver providers. When an individual is being transitioned from an institution back to the community and EAA is deemed necessary and authorized, the adaptations may begin within 180 consecutive days prior to community transition. Such adaptations cannot be billed until the date the individual leaves the institution and enters the waiver.
EAA shall be authorized only when it can be documented that such authorization will decrease the current authorization of, or future need for PC services, either through State Plan or ILW.
EAA shall be authorized only when it can be documented that these services cannot be covered by another source, such as MO HealthNet or Medicare.
EAA may be substituted for PC services when identified as a cost-effective alternative on the participant’s care plan. 
Purchases covered by the EAA category are limited to $5,000 in a five (5)-year period. If the $5,000 per five (5)-year period limit is reached, DSDS and the CM provider will assist participants in accessing various community resources to meet the need.
EAA may only be authorized when the FMS provider has verified and documented that no other resources are available to meet the need. 
Refer to Section 5 of this manual for more information on procedure codes. 
Financial Management Services (T2040 U6)
FMS (T2040 U6) is administrative assistance on behalf of the participant or their designee to facilitate employment of staff by the participant, by performing as the participant’s agent. One (1) unit of FMS equals one (1) month of FMS. This service may be billed monthly for all participants receiving ILW services. 
The FMS provider must ensure that the participant understands the responsibilities involved in directing their services. FMS does not duplicate other waiver services, including CM. Monthly contact by the FMS provider is intended to monitor all aspects of program participation, including actions taken by the designee, to ensure they are in the best interest of the participant.
FMS providers perform the following supportive services and functions:   
Assist the participant in verifying the attendant's citizenship status
Collect and process EVV records of personal care attendants; refer to Section 2.3 of this manual for more information on EVV
Process payroll, withholding, filing, and payment of applicable federal, state, and local employment-related taxes and insurance
Ensure all funds paid for ILW personal care attendants are used to pay the PC attendant's wages and all employment-related taxes and insurance
Ensure personal care attendants are registered with the Family Care Safety Registry (FCSR)
Provide information and assistance to the participant or their designee in arranging for, directing, and managing services
Assist in identifying immediate and long-term needs, developing options to meet those needs and accessing identified supports and services
Offer practical skills training to enable families and participants to independently direct and manage waiver services, including providing information to ensure understanding of the responsibilities involved with directing their services (e.g. recruiting, hiring, and managing personal care attendants, effective communication, and problem-solving) 
Assist in the acquisition of necessary assistive technology services and/or devices. This includes advocating for the participant by arranging for services with individuals, businesses, and agencies for the best available service within limited resources.
Assist the participant in obtaining three (3) cost statement bids for the authorization of SME, SMS, and EAA. This includes:   
Assuring the purchase price includes the cost of training the participant in the operation and maintenance of SME, the cost of maintenance, and the cost of the upkeep of the equipment
Ensuring that providers of SME and SMS are enrolled with MHD as a durable medical equipment (DME) provider or registered and in good standing with the Missouri Secretary of State's office; refer to Provider Enrollment for more information
Ensuring providers and contractors for EAA are qualified and meet all state and local licensure and or certification requirements. The contractor must have an applicable business license and meet all applicable building codes.  
While FMS provides significant support to the participant, participants are still ultimately the employers of record for the personal care attendant.
Refer to Section 5 of this manual for more information on procedure codes. 
[bookmark: _Toc228793565]2.2 Service Limitations
Individuals who reside in a nursing facility, Residential Care Facility (RCF), or Assisted Living Facility (ALF) licensed by DHSS, Division of Regulation and Licensure (DRL), are not eligible for ILW services.
Participants can only receive services through one (1) waiver at a time, regardless of which agency administers the waiver. As a condition of enrollment into ILW, if the participant is receiving services through another waiver, the participant must be discharged from the other waiver.
Each month, participants must exhaust the current monthly maximum units of State Plan CDS services prior to receipt of waiver CDS services. 
Only one (1) unit of FMS is to be authorized per waiver participant per month. FMS shall not be billed unless at least one (1) unit of ILW CDS has been delivered.
For all other CDS service limitations, refer to the Personal Care Provider Manual. 
[bookmark: _2.3_Provider_Conditions][bookmark: _Toc228793566][bookmark: _Hlk188883191][bookmark: _Hlk188883483]2.3 Provider Conditions of Participation
[bookmark: _Hlk189035441][bookmark: _Hlk188861556]To enroll as an ILW provider, the provider must satisfy the following requirements:
Be enrolled as a MO HealthNet Consumer Directed Services (CDS) Personal Care (PC) provider and have a valid MO HealthNet Participation Agreement in effect with the Department of Social Services (DSS), Missouri Medicaid Audit and Compliance Unit (MMAC) pursuant to federal and state laws and regulations
Complete a MO HealthNet Financial Management Services Addendum and submit it to MMAC by fax to (573) 634-3105 or email to mmac.ihscontracts@dss.mo.gov 
Refer to Provider Enrollment for more information on enrolling as a MO HealthNet provider.
Additional information on provider’s conditions of participation can be found in the General Sections Manual. Refer to section 2.10 of the Personal Care Manual for CDS personnel requirements. 

[bookmark: _Toc228793567]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 and consumer-directed (CDS) PC services. Refer to the Personal Care Provider Manual and the Electronic Visit Verification webpage for additional information regarding EVV requirements. 
[bookmark: _Toc228793568]2.5 Participant Eligibility
Participant eligibility for ILW services requires current MO HealthNet eligibility. In addition to being MO HealthNet-eligible, the participant must also:   
Be between 18 and 64 years of age (When participants enrolled in ILW turn 65, they may choose to remain in ILW for as long as they maintain the ability and the desire to self-direct their PC services.)
Have a physical disability, defined as the loss of, or loss of use of, all or part of the neurological, muscular, or skeletal functions of the body to the extent that the person requires the assistance of another person to accomplish routine tasks
Be able to self-direct their own services/care (consumer-directed)
Be capable of living independently (in a non-institutional or unsupervised residential setting) with CDS in place
Have a federally matched Medicaid Eligibility (ME) code (Refer to the General Sections Manual for state-only funded ME codes)
Be assessed by DSDS or its designee to meet nursing facility level of care (LOC) due to having certain impairments and unmet needs, such that the participant would require admission to a hospital or a long-term care facility in the absence of ILW services
Be willing to receive a comprehensive initial assessment from DHSS 
Be reassessed annually by DSDS or a provider re-assessor to facilitate determination of continued eligibility for HCBS and the amount of assistance authorized. Refer to the Personal Care Provider Manual for further information regarding provider re-assessor requirements. 
Have unmet needs that can be safely met at a cost that does not exceed the average monthly MO HealthNet cost of nursing facility care
Allow providers to utilize EVV as required by state and federal law; refer to Section 2.3 of this manual for more information on EVV
Participants who are eligible for MO HealthNet on a spend down basis may be authorized to receive ILW services during periods when they meet the spend down liability. A participant is responsible for the cost of services received during periods of time when they have not met the spend down liability.	
The participant must be eligible for MO HealthNet services on the day the service is delivered, or the provider will not be reimbursed through MHD. This is a requirement even when the service has been prior authorized. It is the responsibility of the provider to verify the participant’s MO HealthNet eligibility on the day the service is provided by contacting Provider Communication at (573) 751-2896, toll-free at (833) 222-7916, or via eMOMED. 
Refer to the General Sections Manual for more information about participant eligibility.
[bookmark: _2.6_Authorization_of][bookmark: _Toc228793569]2.6 Authorization of Services
All units of Title XIX ILW services must be prior authorized by DSDS or their designee before services can be delivered. Refer to Section 3.1 of this manual for information on requesting prior authorization. Following development of a care plan, a set of documents are available to the provider in the participant’s electronic case record.
The detailed care plan or authorization for services shows how many units of service are authorized and specifies the period covered by the authorization. In addition, the care plan includes a list that shows the specific activities that must be performed, at a minimum, by the PC attendant. Additional service activities may be performed if the time spent does not exceed the units authorized.
The authorization for services is based on participant needs identified during the initial assessment and reassessment processes. The needs of the participant must be reassessed at least annually, and the amount of assistance authorized will be maintained, adjusted or eliminated accordingly.
The provider is not reimbursed for services if the services have not been prior authorized by DSDS. 
[bookmark: AIDMedicaidAIDSHIVWaiverProgramAddendumt][bookmark: _2.7_Records][bookmark: _Toc228793570]2.7 Records
ILW providers shall document implementation of requirements for the following, as applicable:   
Coordination with other providers
Non-discrimination based on disability
Administrative policies and procedures
All services provided must be adequately documented in the participant’s case record. For more information on adequate documentation requirements, including CDS participant case record documentation requirements, refer to the Personal Care Provider Manual.  
[bookmark: _Adequate_Documentation]Required Documentation
HCBS in-home personal care providers must have an EVV system in place. Refer to Section 2.3  of this manual for information regarding EVV requirements. 
EAA, SMS, and SME require additional documentation to be obtained by BFP and shall not be authorized until specific approval is given by BFP. Refer to Section 2.1 of this manual for additional requirements for these services. 
FMS is automatically authorized in the participant’s electronic case record when ILW CDS is approved. Providers shall bill for this service as provided and documents shall be saved in the provider-maintained participant case record. Refer to Section 3.1 of this manual for more information on the PA care plan. 
All participants enrolled in ILW shall be authorized for CM. Case managers employed by the HCBS provider must deliver and document at least 12 hours of CM per year, which should include at least monthly contact with the participant to provide ongoing monitoring of the provision of services in the plan of care and other services needed to live independently. CM documentation shall be saved in the provider-maintained participant case record. Refer to Section 2.1 for more information on requirements for CM services. 
In accordance with 19 CSR 15-8, providers must ensure the participant’s case record contains, at minimum, the following:    
Written care plan and service authorization that documents the type of services and quantity of units to be provided 
Copies of all correspondence with DHSS, the participant’s physician, other service providers, and other administrative agencies
Documentation of the participant’s emergency and/or backup plans
Documentation of training provided to the participant in the skills needed to understand and perform the essential functions of an employer
Signed documentation that the participant has been informed of their rights concerning hearings and participant responsibilities 
Any other pertinent documentation regarding the participant
Retention of Records
MO HealthNet providers must retain, for a minimum of six (6) years from the date of service, fiscal and medical records that coincide with and fully document services billed to MHD and must furnish or make the records available for inspection or audit by DSS and DHSS, or their representatives, upon request. Refer to the General Sections Manual for further information on retention of records requirements. 
[bookmark: _Toc228793571]2.8 Training
[bookmark: _Toc383416608]ILW participants self-direct their PC services; therefore, they train their own CDS in-home service workers to meet their needs. 
Refer to Section 2.11 of the Personal Care Provider Manual for information regarding CDS consumer training requirements. 
[bookmark: _Toc228793572]2.9 Discharge Policies and Procedures
Providers shall refer situations that may require closure or termination of services to DSDS or its designee for review. Situations to be referred include but are not limited to:     
Death of the participant 	
Participant is admitted into a long-term care facility 
Participant no longer needs services 
Inability of the participant to self-direct
Inability to continue to meet the maintenance needs of the participant because the care plan hours needed to ensure the health and safety of the participant exceed availability
After notice to DSDS, providers may suspend services to participants in the following circumstances:    
The inability of the participant to self-direct
Falsification of records or fraud 
Persistent actions by the participant of noncompliance with the care plan 
The participant or a member of the participant’s household threatens or abuses the attendant, provider, and/or state staff
The attendant is not providing the services outlined in the care plan and attempts to remedy the situation have been unsuccessful
For more information regarding CDS discharge policies and procedures, refer to the Personal Care Provider Manual.  
[bookmark: _Toc228793573]2.10 Provider Reassessments 
[bookmark: AIDPriorAuthorizationRequest]HCBS providers have the option to partner with DSDS/BFP to gather the necessary information for DSDS/BFP to determine continued eligibility for HCBS. If a provider chooses not to participate in the reassessment and care planning process, DSDS/BFP will reassess the participant.
If a provider chooses to assist with the reassessment of participants, they must meet the reassessment provider criteria outlined in the Personal Care Provider Manual. 
[bookmark: _Toc228793574]2.11 Home and Community-Based Services Setting Requirements 
In accordance with 42 CFR 441.301(c)(4), the setting in which HCBS are provided must be integrated in and support full access of individuals receiving HCBS to the greater community. This includes opportunities to seek employment and work in competitive and integrated settings, engage in community life, control personal resources, choose where they live, and receive services in the community to the same degree as individuals who do not receive HCBS. 
To comply with 42 CFR 441.301(c)(4), providers who enroll with 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, and control personal resources
Ensure the individual receives services in the community to the same degree of access as individuals not receiving MO HealthNet HCBS
Be selected by the individual from among setting options, including non-disability specific settings and options for a private unit in a residential setting
Ensure an individual’s rights of privacy, dignity, respect, and freedom from coercion and restraint
Optimize individual initiative, autonomy, and independence in making life choices, including but not limited to daily activities, physical environment, and with whom to interact
Facilitate individual choice regarding services and supports, and who provides them
[bookmark: AGELCDE_LTACSClientDataEntry_][bookmark: AGEHomeandCommunityServicesIntakeScreeni][bookmark: AGEServicePlan][bookmark: PERMissouriDivisionofAgingHomeandCommuni][bookmark: AGEServicePlanSupplement][bookmark: _SECTION_14_-][bookmark: _Toc228793575]Section 3: Special Documentation Requirements 
[bookmark: _3.1_Requirements][bookmark: _3.1_Prior_Authorization][bookmark: _Toc228793576]3.1 Prior Authorization
All services covered by the Missouri Title XIX Independent Living Waiver (ILW) must be prior authorized by the Department of Health and Senior Services (DHSS), Division of Senior and Disability Services (DSDS), Bureau of Federal Programs (BFP). Refer to Section 2.6 of this manual for more information. 
DSDS utilizes the participant’s electronic case record, which can be accessed by Home and Community-Based Services (HCBS) providers. HCBS providers can receive guidance on the participant’s electronic case record by reviewing the Home and Community Based Services Manual.
The participant’s electronic case record indicates an approved ‘posted’ prior authorization (PA) and includes the following specific information: 
PA number
Services authorized
Period covered by the authorization
Total monthly units
Associated tasks and frequencies
The effective date for the posted authorization cannot precede the completion date of the assessment. The end date for the posted authorization shall not exceed the last full month within 365 days from the completion date of the assessment.
The provider should be aware that if a participant loses MO HealthNet eligibility during an ILW authorized period, services are not reimbursed for the ineligible dates. Refer to the General Sections Manual for details about participant eligibility.
Providers must ensure the participant's name and identification number in the participant’s electronic case record match the participant's MO HealthNet ID card and that the participant’s electronic case record contains the provider's correct name for the service to be provided. If any of these items are incorrect, the provider should immediately contact the appropriate DSDS Person-Centered Care Plan (PCCP) Team to initiate a correction or care plan change.
The provider has access to scanned documents (e.g., Participant Choice Statement, HCBS General Health Evaluation & Level of Care (LOC) recommendation) and Case Notes within the participant’s electronic case record. 
Any document used to bill for services rendered (e.g., electronic visit verification (EVV) records) must be retained for six (6) years and be open to inspection as specified in Section 2.7 of this manual.
[bookmark: _Toc228793577]3.2 Home and Community-Based Services Referral
Referrals for HCBS can be made to DSDS by using one (1) of the following options: 
Submit the referral using the Online HCBS Referral. This is the preferred method to submit referrals as this allows for increased efficiency with processing. 
Complete the Home and Community Based Services Referral Form and email the completed form to HCBSCallCenterReferrals@health.mo.gov. This form should be utilized in instances where referrals cannot be submitted online. 
NOTE:	The HCBS Intake and PCCP Customer Service Center phone lines are reserved for participants and their supports who have no other means to initiate communication with DSDS. Providers and professional community partners must initiate HCBS referrals and requests electronically. Refer to the Communicating with HCBS Intake and PCCP Quick Guide for more information. 
[bookmark: _Toc228793578]3.3 Participant Choice Statement
The Participant Choice Statement allows documentation of the participant’s involvement in determining the care plan by including the participant’s acknowledgment of their:   
Participation in the development of the care plan
Right to have anyone involved in the development of the care plan
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 Adult, Abuse, and Neglect Hotline to report abuse, neglect, or exploitation  
Right to appeal any reduction or closing of their care plan
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
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 an EVV system. Refer to Section 2.3 of this 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 participants. 
[bookmark: _3.4_Participant_Case][bookmark: _Toc228793579]Section 4: Billing Instructions 
[bookmark: _Toc226183106]Personal care providers may bill up to one (1) full month of services on one (1) detail line of a claim. It is permissible to accrue partial units 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, if care delivery is consistent with the written care plan. Each month, providers must exhaust the current monthly maximum units of State Plan Consumer Directed Services (CDS) prior to billing Independent Living Waiver (ILW) CDS services. Refer to Section 5 of this manual for information regarding units of service.
The following instructions apply to billing accrued units on separate detail lines of a claim:  
When billing each date of service, partial units may be accrued and billed on the first date a whole unit is accrued. For 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.
The following instructions apply to billing accrued units 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. For example, at the end of the month, time spent in the provision of personal care 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 of service.
Dates during which the client is in a hospital, in a nursing facility (NF), visiting relatives, or is ineligible, should not be included in the range of dates. Do not bill for dates of service falling in two (2) separate calendar months.
[bookmark: _Toc228793580]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: _Toc228793581]4.2 Electronic Claim Submission
Providers may submit claims online via eMOMED. Providers are required to register. An authorization is required for each individual user. 
The following claim types can be used 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: _Toc228793582]4.3 CMS-1500 Claim Form
The CMS-1500 claim form is always used to bill MHD for ILW 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 (*) besides 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 participant has both Medicare and MO HealthNet, check both boxes. 

	1a*
	Insured’s I.D. Number
	Enter the patient’s eight (8)-digit MO HealthNet 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
Sex
	Enter month, day, and year of birth
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 no 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 National Uniform Claim Committee (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. 

	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. 

	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 a valid denial from the insurance plan.
This field is for private insurance information only. If no private insurance is involved, leave blank. 

	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 Group Policy 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. 

	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.

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

	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.

	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 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. Payment may otherwise be issued to the policyholder requiring the provider to collect insurance benefits from the policyholder. 

	14.
	Date of Current Illness, Injury, or Pregnancy
	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 #
	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 MHD. 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
	Additional Claim Information (Designated by NUCC)
	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. 

	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) 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 is 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
	Enter the appropriate place of service (POS) code in the unshaded area of the field 

	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. See Section 5 of this manual for applicable procedure codes. (Field 19 may be used for remarks or descriptions.)

	24e*
	Diagnosis Pointer
	Enter A, B, C, D 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 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 POS 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


[bookmark: _Toc228793583]4.4 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 be denied 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 it as a duplicate. Refer to the General Sections Manual for more information on the adjustment request process.
[bookmark: _Toc228793584]4.5 Place of Service Codes
ILW services should be provided at the following POS’. Refer to the General Sections Manual for more information on POS codes. 

	Code
	Description
	Definition

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

	99
	Other Unlisted Facility
	Other places of service not identified


[bookmark: _Toc228793585]4.6 Insurance Coverage  
Participant eligibility and TPL information may be verified via eMOMED or by calling Provider Communications at (573) 751-2896 or toll-free (833) 222-7916. 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. For additional TPL information, refer to the General Sections Manual.
[bookmark: _Toc228793586]4.7 Diagnosis Codes
The diagnosis code is a required field on the claim form and must be entered on the claim form exactly as it appears in the applicable ICD-CM. Note that the appropriate code(s) may be up to seven (7) characters, depending upon the patient’s diagnosis and applicable ICD code version. 
Claims may be denied if the applicable version of ICD diagnosis code is not used. The applicable ICD-CM should be used as a guide in the selection of the appropriate diagnosis code. 
Additional information regarding the ICD-CM may be found on the CDC website.
[bookmark: _Section_5:_Procedure][bookmark: _Section_5:_][bookmark: _Toc228793587]Section 5: Procedure Codes
All services listed in this section must be prior authorized for Independent Living Waiver (ILW) participants by the Division of Senior and Disability Services (DSDS). Refer to Section 3.1 of this manual for more information on prior authorization. 
Procedure codes used by the MO HealthNet Division (MHD) are identified as Health Care Procedure Coding System (HCPCS) codes. The HCPCS is divided into two (2) subsystems, referred to as Level I and Level II. Level I is comprised of Current Procedural Terminology (CPT) codes that are used to identify medical services and procedures furnished by physicians and other health care professionals. Level II is comprised of the HCPCS National Level II codes that are used primarily to identify products, supplies and services not included in the CPT codes. 
[bookmark: _Toc222046754]Reference materials regarding the HCPCS, CPT may be obtained through the American Medical Association. 
	Procedure Code
	Modifier
	Description
	Unit

	T1019 
	U6
	Consumer Directed Services (CDS) Personal Care (PC)
	15 minutes

	T2024
	U6
	Case Management (CM)
	1 unit/month

	T2028 
	U6
	Specialized Medical Supplies (SMS)
	Cost

	T2029
	U6
	Specialized Medical Equipment (SME)
	Cost

	T2040 
	U6
	Financial Management Services (FMS)
	1 unit/month

	S5165
	U6
	Environmental Accessibility Adaptation (EAA)
	Cost
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