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[bookmark: _Toc224818329][bookmark: _Toc224818438]Introduction
The Structured Family Caregiving Waiver (SFCW) 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.
SFCW was developed to provide a community-based option for individuals aged 21 and older diagnosed with Alzheimer's or a dementia-related disorder who otherwise would be institutionalized in a nursing facility. This waiver is unique in that it requires both the primary caregiver and participant to reside in the same home, whether it be the private home of the primary caregiver or the participant. The primary and substitute caregivers may be a non-family member, a family member, or a legal guardian, which would include the spouse. SFCW must adhere to all applicable requirements outlined in 208.896, RSMo and 19 CSR 15-7.021. 
The approval and continued operation of the waiver is contingent upon a yearly demonstration that the average annual per capita SFCW expenditures do not exceed the average annual per capita expenditures that would have been made under the State Medicaid Program had SFCW 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: _Toc228790088]Section 1: Reimbursement Methodology 
[bookmark: _Toc228790089]1.1 Structured Family Caregiving Waiver Services
Reimbursement for Structured Family Caregiving Waiver (SFCW) services is made on a Fee-For- Service (FFS) basis. The maximum allowable fee for a unit of service per state statute is sixty percent (60%) of the daily nursing home cost cap established by the state each year. Payment for covered services is the lower of the provider’s actual billed charge or the maximum allowable per unit of service. 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 MO HealthNet Fee Schedule identifies covered and non-covered procedure codes, restrictions, allowed units, and the MHD allowable fee per unit. The fee schedule is updated monthly and is intended as a reference, not a guarantee for payment.
The Fee Schedule allows for the downloading of individual files or the search for a specific fee schedule. Some procedure codes may be billed by multiple provider types. Categories within the fee schedule are set up by the service rendered and are not necessarily provider specific.
Refer to Section 2 of this manual for program-specific benefits and limitations.
[bookmark: _Section_2:_Benefits][bookmark: _Toc228790090]Section 2: Benefits and Limitations
[bookmark: _2.1_Service_Definition][bookmark: _Toc228790091]2.1 Service Definition 
The structured family caregiving service is inclusive of all homemaker and attendant care services outlined in the participant’s care plan. Refer to Section 2.3 of this manual for more information. Necessary support services are provided by the primary caregiver as part of the Structured Family Caregiving Waiver (SFCW). Allowable activities include: 
Homemaker and attendant care services related to activities of daily living (ADLs) 
Medication oversight (to the extent permitted under State law) 
Escorting to necessary appointments such as doctor appointments and community activities that are therapeutic in nature or assist with maintaining natural support 
Supportive and health-related attendant and homemaker services that substitute for the absence, loss, diminution, or impairment of a physical or cognitive function 
SFCW allows a qualified substitute caregiver chosen by the participant and employed by the provider agency to provide services at times when the paid primary caregiver is not available. There shall be one (1) caregiver providing services to one (1) participant.
SFCW services are provided in either the home of the primary caregiver or the participant, so the participant maintains all the rights, dignity, and qualities of living in a private residence including privacy, comfortable surroundings, and the opportunity to modify their living area to suit their individual preferences. The goal of this waiver service is to provide necessary care while fostering and emphasizing the participant’s independence in a home environment that provides the participant with a range of care options as the needs of the participant change. The goal is reached through a cooperative relationship between the participant (or the participant’s legal guardian), the primary and substitute caregivers, and the provider agency. The primary and substitute caregivers may be a non-family member, a family member, or a legal guardian, which would include the spouse. 
Participant needs shall be addressed in a manner that supports and enables the individual to maximize abilities to function at the highest level of independence possible, while primary and substitute caregivers receive initial and ongoing support to provide high quality care. 
[bookmark: _Toc228790092]2.2 Service Limitations
Individuals who reside in a nursing facility, Residential Care Facility (RCF), or Assisted Living Facility (ALF) licensed by the Department of Health and Senior Services (DHSS), Division of Regulation and Licensure (DRL) are not eligible for SFCW. 
Participants can only receive services through one (1) 1915(c) home and community-based services (HCBS) waiver at a time, regardless of which agency administers the waiver. As a condition of enrollment into SFCW, if the participant is receiving services through another waiver, the participant must be discharged from the other waiver. 
Separate authorization may not be made for other state plan long term services and supports, as the intent of SFCW is to meet all care needs of the participant. 
Participants may only have one (1) primary caregiver and a substitute caregiver. No additional primary caregivers may be hired. 
A unit of service for SFCW is equal to a 24-hour period. 
[bookmark: _2.3_Administration][bookmark: _Toc228790093]2.3 Administration
[bookmark: _Toc228790094]Provider Conditions of Participation
To apply as a SFCW provider, the provider must satisfy the following requirements:
Be enrolled as a MO HealthNet In-Home Service Personal Care provider (provider type 26) 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 Structured Family Caregiving Waiver Addendum to Title XIX Participation Agreement. This will assign the provider a ‘SF’ specialty code for SFCW. 
Additional information on provider’s conditions of participation can be found in the General Sections Manual. For information on how to enroll as a SFCW provider, visit MMAC Home and Community Based Services and refer to the MO HealthNet Provider Enrollment Guide. For questions, contact the MMAC Contracts Unit at MMAC.IHSContracts@dss.mo.gov.
[bookmark: _Toc228790095]Provider Agency Developed Care Plan
Agency providers must develop, implement, and provide ongoing management and support of a provider agency-developed care plan that addresses the participant’s level of service needs. The support provided within the home are managed and completed throughout the day based on the participant’s daily needs. The provider agency developed care plan is to be created by the provider with the assistance of the participant and caregiver(s). The provider and caregiver(s) should include any necessary medical professional for instructions on medication oversight or any other medical task needed for the provider agency-developed care plan.
The provider shall keep a copy of the provider agency developed care plan in the participant’s file to present to the State upon request. The caregiver should keep a copy of the provider agency developed care plan to ensure tasks are completed as written in the provider agency developed care plan.
[bookmark: _Toc228790096]Provider Requirements 
Pursuant to 208.896, RSMo, all organizations serving as structured family caregiving agencies are considered in-home service provider agencies and are accountable for the following:    
Documentation of services delivered
Meeting the requirements set forth for these provider agencies 
Working with participants and caregivers to establish backup plans for emergencies and other times when the principal caregiver is unable to provide care
Qualification and requalification of caregivers and homes 
Caregiver training 
Providing a case manager or registered nurse (RN) to create a provider agency-developed care plan tailored to each participant's needs 
Professional staff support for eligible individuals 
Ongoing monitoring and support through monthly home visits to assess the ongoing needs of the participant and caregiver trainings documented in the participants’ and caregivers’ files.
Deployment of electronic daily caregiver notes (Refer to Section 2.5 of this manual)
Remote consultation with families
In accordance with 19 CSR 15-7.021, in-home service providers must meet the requirements which include, but are not limited to:  
Identify a designated manager to MMAC The designated manager shall be responsible for the provider's day-to-day operations and shall be a policy maker and direct the provider's record keeping, service delivery verification, hiring and firing practices, and staff training. The provider shall ensure that the designated manager successfully completes (or has completed) the MMAC In-Home Services (IHS) Designated Manager Training. Refer to MMAC IHS Designated Manager and Certified Consumer Directed Services Training/Testing for more information.  
Employ a RN or designate a RN as a consultant to be primarily responsible for ensuring that policies and procedures of the IHS provider meet the clinical standards for proper care of clients, training of staff, and general clinical integrity of the IHS provider
Employ and train the staff necessary to provide the required services 
Monitor DHSS Employee Disqualification List (EDL) to ensure that no current or prospective employee's name appears on the list, and discharge any such employee once it is discovered by the provider that the employee is on the EDL 
Maintain a commercial general and professional liability insurance policy in full force and effect that covers all places of business and all clients, customers, employees, and volunteers
Providers shall maintain an employee dishonesty bond covering employees and volunteers who are connected with the delivery and performance of in-home services in the clients' homes
Recommend changes to the authorized care plan any time the client has an ongoing need for service activities which may require changes in the provider agency developed care plan
Prior to employment, providers must screen prospective employees through the Family Care Safety Registry (FCSR) to ensure they have no disqualifying crimes
Keep documentation of undelivered services, including the reason for the failure to deliver authorized units
Ensure the participant has an emergency and/or back up plan (Refer to Section 2.4 of this manual for more information)
Provide a written statement of the client's rights and review the statement with each client and primary caregiver, when appropriate at the time service is initiated. Client rights shall also include information about the provider's established grievance procedure and how to make a complaint about the service and receive cooperation to reach a resolution, without fear of retribution.
Report all instances of potential abuse, neglect, exploitation of a client, or any combination of these, to Division of Senior and Disability Services (DSDS) Adult Abuse and Neglect Hotline, including all instances that may involve an employee of the provider agency
Establish, enforce, and implement a policy whereby all contents of the personnel files of its employees are made available to DHSS and/or DSS employees or representatives when requested as part of an official investigation of abuse, neglect, financial exploitation, misappropriation of client's funds or property, or falsification of documentation which verifies service delivery. 
[bookmark: _2.4_Participant_Eligibility][bookmark: _Toc228790097]2.4 Participant Eligibility
Participant eligibility for SFCW services requires current MO HealthNet eligibility. In addition to being MO HealthNet eligible, the participant must:
Be age 21 years and older
Have a diagnosis of Alzheimer’s or dementia-related disorder, as defined by state statute 172.800, RSMo
Reside full time in the same household as the primary caregiver
Establish a back-up plan
A qualified substitute caregiver familiar with the participant’s needs, chosen by the participant or legal guardian and employed by the provider, must be identified and available to provide services at times when the primary caregiver is not available
Meet Nursing Home Level of Care (LOC)
Have a federally matched Medicaid Eligibility (ME) code. Refer to the General Sections Manual for descriptions of all ME codes
[bookmark: _Toc228790098]Participants with Spend Down
Participants eligible for MO HealthNet coverage on a spend down basis may be authorized to receive SFCW during periods when spend down liability is met. When the participant has not met their monthly spend down liability amount, the participant and provider may make a private arrangement for the continued delivery of services. In these instances, the participant is responsible for the cost of services received. 
Refer to the General Sections Manual for more information regarding spend down. 
[bookmark: _Toc228790099]Transfer of Property Penalty
Participants determined to have transferred property without fair and valuable consideration are subject to transfer of property penalties. Participants subject to the Transfer of Property penalty are eligible for SFCW. The participant must be eligible for MO HealthNet on the day the service is delivered, or the provider is not reimbursed through MHD. This is a requirement even if the service was prior authorized. Refer to Section 3 of this manual for more information on prior authorization.
It is the responsibility of the provider to verify eligibility using eMOMED or by contacting Provider Communications at (573) 751-2896 or toll-free (833) 222-7916. Refer to the General Sections Manual for more information about participant eligibility.
[bookmark: _2.6_Participant_Case][bookmark: _2.56_Participant_Case][bookmark: _2.5_Participant_Case][bookmark: _Hlk181278892][bookmark: _Toc228790100]2.5 Participant Case Records
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 provider agency-developed care plan that addresses specific needs of the participant that is created by the provider, participant, and caregiver, which documents authorization 
Documentation of all correspondence and contacts with the participant’s physician or other care providers 
Documentation explaining discrepancies between authorized and delivered services including a description of corrective action taken, when applicable
Electronic daily caregiver notes. Refer to Electronic Daily Documentation of Services for more information. 
Any other pertinent documentation regarding the participant 
[bookmark: _Electronic_Daily_Documentation][bookmark: _Hlk180581291][bookmark: _Toc228790101]Electronic Daily Documentation of Services
Documentation to support services rendered includes electronic daily caregiver notes that record and track the participant’s status, updates, or significant changes in their health status or behaviors, participation in community-based activities, medication management records (if applicable), and other notable or reportable events. Caregivers may choose to use the participant’s provider agency-developed care plan as a checklist template for these notes; notes will detail the specific task(s) completed everyday (e.g., laundry, meal prep, bathing). 
The caregiver shall submit these documented notes to the provider to prove services were rendered. Providers must submit this documentation to the State upon request. Failure to have documentation may result in recouped claims.
An electronic visit verification (EVV) system may be utilized if the EVV records include the required caregiver notes; however, the SFCW does not require the use of EVV. Refer to EVV for more information.
[bookmark: _Toc228790102][bookmark: _Hlk169272307]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: _Toc433899882][bookmark: _Toc161993005][bookmark: _Toc228790103]Adequate Documentation
All services provided must be adequately documented in the medical record. Refer to the General Sections Manual for more information on adequate documentation. 
The provider shall not submit claims solely based on the PA but must base claims upon documentation of actual services rendered. The PA merely establishes the maximum number of units which may be given to a participant in a monthly timeframe. All units billed to MHD must be supported by the documentation of delivery as described in this section. 
[bookmark: _Toc228790104]2.6 Personnel Requirements 
Caregivers must be qualified to meet all Federal and State regulatory guidelines and be able to provide care and support to a participant based on the participant’s assessed needs. Caregivers receive training on participant-specific services based on the participant’s assessed needs and are paid a per diem for the care and support they provide to participants. Providers are to provide ongoing management and support of the provider agency-developed care plan to ensure participants have a current provider agency developed care plan and that the services and supports in place meet the participant’s needs. 
[bookmark: _Toc228790105]Training 
Caregivers must receive a minimum of eight (8) hours of training annually in addition to the five (5) hours required annually by the In-home Services regulation (19 CSR 15-7.021) that is based on and reflects the participant’s individualized assessed needs. Training may be delivered during monthly home visits, through secure electronic communication methods, or in another manner that is flexible and meaningful to the caregiver. Caregiving training shall include an overview of Alzheimer's disease and related dementias and methods of communicating with persons with dementia. In-service training curricula shall include updates on Alzheimer's disease and related dementia specific to the participant’s needs and documented in the training record of the caregiver.

[bookmark: _Toc228790106]2.7 Discharge Policies and Procedures
Discontinuing services for a participant still in need of assistance shall occur only after appropriate conferences with DHSS 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 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, admission to a nursing facility or the 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 and/or caregiver is noncompliant with the agreed-upon care plan Noncompliance requires persistent actions by the participant, caregiver, or their family/representative which negate the plan of care. After all alternatives have been explored and exhausted, the provider shall notify DHSS or its designee, in writing, and request that the participant’s services be discontinued.
When the caregiver is no longer able to meet the needs of the participant. The provider shall notify DHSS or its designee, in writing, and request that the participant’s services be discontinued, or a new primary caregiver established.
When a caregiver is unable to continue to meet the needs of a participant, the participant or participant’s family shall identify a new primary caregiver. If a new primary caregiver cannot be identified, the provider will provide written notice of discharge to the participant or participant’s family and DHSS or its designee at least 21 days prior to the date of discharge. During this 21-day period, DHSS or its designee shall assist in making appropriate arrangements with the participant for transfer to institutional placement or other appropriate care. Regardless of circumstances, the provider must continue to provide care in accordance with the plan of care for these 21 days or until alternate arrangements can be made by DHSS, or its designee, whichever comes first.
[bookmark: _Toc228790107]2.8 Provider Reassessments 
HCBS providers have the option to partner with DSDS to gather the necessary information for DSDS to determine continued eligibility for HCBS. If a provider chooses not to participate in the reassessment and care planning process, DSDS will reassess the participant. If a provider chooses to assist with the reassessment of participants, the following criteria must be met:   
HCBS providers must complete a reassessment packet with MMAC and must be approved by MMAC as a reassessment provider to complete and bill for the completed reassessments.
Each month, a list of participants requiring reassessment is sent by DSDS to each provider through SharePoint. Providers must only complete and bill for reassessments of participants that are included in the lists provided by DSDS. Reassessments completed by qualified providers may only be billed for participants when appearing on the list provided by DSDS. Providers may bill only once for these reassessments.
A provider must ensure that all reassessments are completed by:
Provider staff that have either attended the DSDS sponsored train the trainer classes and passed the test
Provider-qualified staff that have been trained by an individual who has attended and passed the train the trainer class. A list of all individuals who have passed the train the trainer test is maintained on the DHSS website. 
Providers must maintain all appropriate documentation to verify that the reassessment was completed.  This documentation should indicate on what date the reassessment was completed and what provider staff member completed the reassessment. 
Documentation of the reassessment training must be kept in the personnel file of the individual completing the reassessment if the staff member completing the reassessment is not listed on the DSDS-maintained trainer list. Documentation within the personnel file must include the name of the individual who provided the training and the date that the training occurred.
[bookmark: AIDPriorAuthorizationRequest][bookmark: _Toc228790108]2.9 Home and Community-Based Services Settings Requirements
The home settings shall be assessed by provider agency staff who meet at least the minimum requirements of a licensed practical nurse (LPN) in good standing with the State of Missouri during the development of the PCCP. The LPN shall determine if caregivers are properly qualified to meet the participant’s needs during the person-centered care planning process. 
The provider agency must conduct, at a minimum, monthly home visits. Additional home visits and ongoing communication with the caregiver are based on the assessed needs of the participant and the caregiver. Home visits are conducted by the provider agency staff who meet at least the minimum requirements of an LPN as determined by a provider agency-developed care plan. 
The provider agency must capture electronic daily caregiver notes that are completed by the family caregiver in an electronic format, and use the information collected to monitor participant health and caregiver support needs. Upon request, the agency provider must make such notes available to DSS and DHSS.
[bookmark: _Section_3:_][bookmark: _Section_3:_Special][bookmark: _Toc228790109]Section 3: Special Documentation Requirements 
[bookmark: _Toc228790110]3.1 Prior Authorization
All units of Structured Family Caregiving Waiver (SFCW) services must be prior authorized by the Department of Health and Senior Services (DHSS), Division of Senior and Disability Services (DSDS), or its designee, before services can be delivered. The provider is not reimbursed for services for any MO HealthNet participant if the service has not been prior authorized by DSDS. 
All services authorized by DSDS or its designee are authorized utilizing the participant’s electronic case record. HCBS providers can receive guidance on the participant’s electronic case record by reviewing the HCBS Fusion User Guides. 
The participant’s electronic case record indicates an approved, ‘posted’ prior authorization (PA) to include the PA number, the period covered by the authorization, and the total units per month. 
The effective date for the posted PA cannot precede the completion date of the assessment. The end date for the posted PA shall not exceed the last full month within 365 days from the completion date of the assessment.
If a participant loses MO HealthNet eligibility or coverage during an authorized period of time, services are not reimbursed for the ineligible dates, the posted PA notwithstanding. Refer to the General Sections Manual for additional participant eligibility information.
Providers must ensure the participant's name and MO HealthNet identification number (ID) on the authorization 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 DSDS to initiate a correction. Providers and/or participants must notify the appropriate DSDS Person-Centered Care Planning (PCCP) Team by calling (866) 835-3505 or completing the Change Request Form to request a care plan change. 
Providers have 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.
Providers that complete reassessments also have access to the participant’s prescreen, assessment information, and PAs in the participant’s electronic case record.
Refer to Section 2.5 of this manual for information on retention of records requirements.
[bookmark: _Toc228790111]3.2 Home and Community Based Services Referral
Referrals for HCBS can be made to DSDS, or its designee, by submitting the Online HCBS Referral Form. In instances where referrals cannot be submitted online, referrals should be submitted by completing and emailing the Home and Community Based Referral (HCBS-1) to HCBSCallCenterReferrals@health.mo.gov. Potential participants, or their representatives, are encouraged to contact the HCBS Intake and PCCP Customer Service Center toll-free at (866) 835-3505 to complete the intake and prescreen process.
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 using the Online HCBS Referral or HCBS-1. Refer to the Communicating with HCBS Intake and PCCP Quick Guide for more information. 
[bookmark: _Toc228790112]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:  
Right to participate 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 or nursing facility care
Right to choose a qualified home and community-based provider
Loss of services due to discriminatory behavior in service delivery
Expectations and responsibilities
Need to report abuse, neglect, or exploitation; refer to Stop Adult Abuse for more information
Right to appeal any reduction or closing of services regarding their care plan
Need to notify the DSDS PCCP Team of any problems concerning service delivery as well as changes in health, formal and informal supports, satisfaction with the services provided, and/or functioning status that might require care plan adjustment
The Participant Choice Statement  is completed by DSDS or its designee upon initial assessment and any subsequent assessment. DSDS or its designee reviews the information covered on the Statement with the participant or their authorized representative and ensures the participant’s understanding of the information. The document must be retained in the participant’s electronic health record in the participant’s electronic case record, and a copy must be provided to the participant. 
[bookmark: _3.4_Participant_Case][bookmark: _Toc228790113]Section 4: Billing Instructions 
[bookmark: _Toc226183106]Structured Family Caregiving Waiver (SFCW) providers may bill up to one (1) full month of service on one (1) detail line of a claim. 
[bookmark: _Toc228790114]4.1 Electronic Data Interchange
Providers exchanging electronic transactions with 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: _Toc228790115]4.2 Electronic Claim Submission
Providers may submit claims online via eMOMED. Providers are required to register in eMOMED. Providers are unable to access eMOMED without proper authorization. An authorization is required for each individual user. 
The following claim types can be used in online applications: Medical (NSF), Inpatient and Outpatient (UB-04), Dental, 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 on claim submission.
[bookmark: _Toc228790116]4.3 CMS-1500 Claim Form
Unless billing for services electronically, providers must use the CMS-1500 claim form  to bill MHD for SFCW services. Instructions on how to complete the CMS-1500 claim form are below.
The CMS-1500 claim form should be typed or legibly printed. It may be duplicated if the copy is legible. MHD claims should be mailed to:  
Wipro Infocrossing 
P.O. Box 5600
Jefferson City, MO 65102
NOTE: An asterisk (*) beside field numbers indicates required fields. These fields must be completed, or the claim is denied. All other fields should be completed as applicable. Two (2) asterisks (**) beside the field number indicate a field is required in specific situations.

	Field Number
	Field Name
	Instructions for Completion

	1
	Type of Health Insurance Coverage
	Show 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 ID Number
	Enter the participant’s eight (8)-digit MO HealthNet ID (Department Client Number (DCN)) as shown on the participant’s ID card

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

	3
	Patient’s Birth Date
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 Field 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 Patient’s Condition Related to
	If services on the claim are related to participant’s employment, auto accident, or other accident, mark the appropriate box. If the services are not related to an accident, leave blank.

	10d
	Claim Codes (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 the 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 participant 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 participant has another health insurance policy. Obtain the policyholder’s or authorized person’s signature for assignment of benefits. The signature is necessary to ensure the insurance plan pays any benefits directly to the provider of MO HealthNet. Payment may otherwise be issued to the policyholder requiring the provider to collect insurance benefits from the policyholder.

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

	15
	Other Date
	Leave blank

	16
	Dates Patient Unable to Work
	Leave blank

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

	17a**
	Other ID #
	Leave blank

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

	18
	Hospitalization Dates
	Leave blank

	19
	Additional Claim Information (Designated by NYCC)
	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 automatically 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 if the rendering provider should be reported in 24J in the shaded area.

	24j**
	Rendering Provider ID
	The individual rendering service; 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 3

	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: _Toc228790117]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: _Toc228790118]4.5 Place of Service Codes

	Code
	Description
	Definition

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


[bookmark: _Toc228790119]4.6 Insurance Coverage 
Participant eligibility and Third-Party Liability (TPL) information may be verified via eMOMED or by contacting Provider Communications at (573) 751- 2896 or toll-free (833) 222-7916. Providers must always ask participants if they have third party insurance regardless of the TPL information given by Provider Communications or eMOMED. It is the provider’s responsibility to obtain from the participant the name and address of the insurance company, the policy number, and the type of coverage. For additional TPL information, refer to the General Sections Manual.
[bookmark: _4.7_Diagnosis_Codes][bookmark: _Toc228790120]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 participant’s diagnosis and applicable ICD code version. 
Claims may be denied if the applicable version of ICD diagnosis code is not used. The applicable ICD-CM should be used as a guide in the selection of the appropriate diagnosis code. 
Additional information regarding the ICD-CM may be found on the CDC website.
[bookmark: _Section_5:_][bookmark: _Toc228790121]Section 5: Procedure Codes
All SFCW services must be prior authorized by the Division of Senior and Disability Services (DSDS).
Procedure codes used by the MO HealthNet Division (MHD) are identified as Health Care Procedure Coding System (HCPCS) codes. The HCPCS is divided into two (2) subsystems, referred to as Level I and Level II. Level I is comprised of Current Procedural Terminology (CPT) codes that are used to identify medical services and procedures furnished by physicians and other health care professionals. Level II is comprised of the HCPCS National Level II codes that are used primarily to identify products, supplies, and services not included in the CPT codes. 
Reference materials regarding the HCPCS, CPT may be obtained through the American Medical Association. 

	Procedure Code
	Description
	Unit

	S5126 HB
	Structured Family Caregiving
	1 unit/day
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