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Claims;Adjustment Requests

Topic #814

Allowed Claim

An alowed claim (or adjustment request) contains at least one service that is reimbursable. Allowed claims display on the Paid
Claims Section of the RA (Remittance Advice) with a dollar amount greater than "0" in the allowed amount fields. Only an allowed
claim, which is also referred to as a claim in an allowed status, may be adjusted.

Topic #815

Denied Claim

A claim that was completely denied is considered to be in a denied status. To receive reimbursement for a claim that was
completely denied, it must be corrected and submitted as a new claim.

Topic #512

Electronic

837 Transaction

Even if the original claim was submitted on paper, providers may submit electronic adjustment requests using an 837 (837 Health
Care Claim) transaction.

Provider Electronic Solutions Softwar e

The DHS (Department of Health Services) offers electronic billing software at no cost to providers. The PES (Provider Electronic
Solutions) software allows providers to submit electronic adjustment requests using an 837 transaction. To obtain PES software,
providers may download it from the ForwardHealth Portal. For assistance installing and using PES software, providers may call
the EDI (Electronic Data Interchange) Helpdesk.

Portal Claim Adjustments

Providers can submit claim adjustments via the Portal. Providers may use the search function to find the specific claim to adjust.
Once the claim is found, the provider can alter it to reflect the desired change and resubmit it to ForwardHealth. Any claim
ForwardHealth has paid within 365 days of the DOS (date of service) can be adjusted and resubmitted on the Portal, regardliess
of how the claim was originally submitted.

Claim adjustments with DOS beyond the 365-day submission deadline should not be submitted electronically. Providers who
attempt to submit a claim adjustment electronically for DOS beyond 365 days will have the entire amount of the claim recouped.

Requests for adjustments to claims with DOS beyond the 365-day submission deadline may be submitted using the Timely Filing
process (a paper process) if the claim adjustment meets one of the exceptions to the claim submission deadline.
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Topic #513

Follow-Up

Providers who believe an error has occurred or their issues have not been satisfactorily resolved have the following options:

. Submit a new adjustment request if the previous adjustment request isin an allowed status.

. Submit anew claim for the services if the adjustment request isin a denied status.

. Contact Provider Services for assistance with paper adjustment requests.

. Contact the EDI (Electronic Data Interchange) Helpdesk for assistance with electronic adjustment requests.

Topic #515

Paper

Paper adjustment requests must be submitted using the Adjustment/Reconsideration Request (F-13046 (07/12)) form.

Topic #816

Processing

Within 30 days of receipt, ForwardHealth generally reprocesses the original claim with the changes indicated on the adjustment
request and responds on ForwardHealth remittance information.

Topic #514

Purpose

After reviewing both the claim and ForwardHealth remittance information, a provider may determine that an allowed claim needs
to be adjusted. Providers may file adjustment requests for reasons including the following:

. To correct billing or processing errors.

. To correct inappropriate payments (overpayments and underpayments).

. Toadd and delete services.

. To supply additional information that may affect the amount of reimbursement.
. Torequest professional consultant review (e.g., medical, dental).

Providers may initiate reconsideration of an allowed claim by submitting an adjustment request to ForwardHealth.

Topic #4857

Submitting Paper Attachmentswith Electronic Claim
Adjustments

Providers may submit paper attachments to accompany electronic claim adjustments. Providers should refer to their companion
quides for directions on indicating that a paper attachment will be submitted by mail.
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Good Faith Claims

Topic #518

Definition of Good Faith Claims

A good faith claim may be submitted when a claim is denied due to a discrepancy between the member's enrollment information in
the claims processing system and the member's actua enrollment. If a member presents a temporary identification card for EE
(Express Enrollment) in BadgerCare Plus or Family Planning Only Services, providers are encouraged to check the member's
enrollment via Wisconsin's EV'S (Enrollment Verification System) and, if the enrollment is not on file yet, make a photocopy of the
member's temporary identification card. Providers should check enrollment again in two days or wait one week to submit aclaim
to ForwardHealth. If, after two days, the EV Sindicates that the member till is not enrolled or the claim is denied with an
enrollment-related EOB (Explanation of Benefits) code, providers should contact Provider Services for assistance.
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Over payments

Topic #528

Adjustment Request vs. Cash Refund

Except for nursing home and hospital providers, cash refunds may be submitted to ForwardHealth in lieu of an adjustment
request. However, whenever possible, providers should submit an adjustment request for returning overpayments since both of
the following are true:

. A cash refund does not provide documentation for provider records as an adjustment request does. (Providers may be
required to submit proof of the refund at a later time.)

. Providers are not able to further adjust the claim after a cash refund is done if an additional reason for adjustment is
determined.

Topic #532

Adjustment Requests

When correcting an overpayment through an adjustment request, providers may submit the adjustment request electronically or on
paper. Providers should not submit provider-based billing claims through adjustment processing channels.

ForwardHealth processes an adjustment request if the provider is al of the following:

. Medicaid-enrolled on the DOS (date of service).

. Not currently under investigation for Medicaid fraud or abuse.

. Not subject to any intermediate sanctions under DHS 106.08, Wis. Admin. Code.

. Claiming and receiving ForwardHealth reimbursement in sufficient amounts to allow the recovery of the overpayment within
avery limited period of time. The period of time is usually no more than 60 days.

Electronic Adjustment Requests

Wisconsin Medicaid will deduct the overpayment when the electronic adjustment request is processed. Providers should use the
companion guide for the appropriate 837 (837 Health Care Claim) transaction when submitting adjustment requests.

Paper Adjustment Requests

For paper adjustment requests, providers are required to do the following:

. Submit an Adjustment/Reconsideration Request (F-13046 (07/12)) form through normal processing channels (not Timely
Filing), regardless of the DOS.

. Indicate the reason for the overpayment, such as a duplicate reimbursement or an error in the quantity indicated on the
claim.

After the paper adjustment request is processed, Wisconsin Medicaid will deduct the overpayment from future reimbursement
amounts.

Topic #533
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Cash Refunds

When submitting a personal check to ForwardHealth for an overpayment, providers should include a copy of the RA (Remittance
Advice) for the claim to be adjusted and highlight the affected claim on the RA. If acopy of the RA is not available, providers
should indicate the ICN (internal control number), the NPI (National Provider Identifier) (if applicable), and the payee ID from
the RA for the claim to be adjusted. The check should be sent to the following address:

ForwardHealth

Financia Services Cash Unit
313 Blettner Blvd

Madison WI 53784

Topic #531

ForwardHealth-Initiated Adjustments

ForwardHealth may initiate an adjustment when aretroactive rate increase occurs or when an improper or excess payment has
been made. ForwardHealth has the right to pursue overpayments resulting from computer or clerical errors that occurred during
claims processing.

If ForwardHealth initiates an adjustment to recover overpayments, ForwardHealth remittance information will include details of
the adjustment in the Claims Adjusted Section of the paper RA (Remittance Advice).

Topic #530

Requirements

As stated in DHS 106.04(5), Wis. Admin. Code, the provider is required to refund the overpayment within 30 days of the date of
the overpayment if a provider receives overpayment for a claim because of duplicate reimbursement from ForwardHealth or other
health insurance sources.

In the case of al other overpayments (e.g., incorrect claims processing, incorrect maximum allowable fee paid), providers are
required to return the overpayment within 30 days of the date of discovery.

The return of overpayments may occur through one of the following methods:

. Return of overpayment through the adjustment regquest process.
. Return of overpayment with a cash refund.

. Return of overpayment with avoided claim.

. ForwardHealth-initiated adjustments.

Note: Nursing home and hospital providers may not return an overpayment with a cash refund. These providers routinely receive
retroactive rate adjustments, requiring ForwardHealth to reprocess previoudly paid claims to reflect a new rate. Thisis not
possible after a cash refund is done.

Topic #3417
Voiding Claims
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Providers may void claims on the ForwardHealth Portal to return overpayments. This way of returning overpayments may be a
more efficient and timely way for providers as a voided claim is a complete recoupment of the payment for the entire claim. Once
aclaim isvoided, the claim can no longer be adjusted; however, the services indicated on the voided claim may be resubmitted on

anew claim.
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Responses

Topic #540

An Overview of the Remittance Advice

The RA (Remittance Advice) provides important information about the processing of claims and adjustment requests as well as
additional financial transactions such as refunds or recoupment amounts withheld. ForwardHealth provides electronic RAs to
providers on their secure ForwardHealth Portal accounts when at least one claim, adjustment request, or financial transaction is
processed. RAs are generated from the appropriate ForwardHealth program when at |east one claim, adjustment request, or
financia transaction is processed. An RA is generated regardless of how aclaim or adjustment is submitted (electronically or on
paper). Generally, payment information is released and an RA is generated by ForwardHealth no sooner than the first state
business day following the financial cycle.

Providers are required to access their secure ForwardHealth provider Portal account to obtain their RA.

RAs are accessible to providersin a TXT (text) format via the secure Provider area of the Portdl. Providers are also able to
download the RA from their secure provider Portal account in a CSV (comma-separated values) format.

Topic #5092

Provider Number on the Remittance Advice

Providers that are exempt from NPI (National Provider Identifier) requirements will see their provider number listed as the "Payee
ID" on their RAS.

Topic #4818

Calculating Totals on the Remittance Advice for
Adjusted and Paid Claims

The total amounts for all adjusted or paid claims reported on the RA (Remittance Advice) appear at the end of the adjusted
claims and paid claims sections. ForwardHealth calculates the total for each section by adding the net amounts for al claims listed
in that section. Cutback amounts are subtracted from the allowed amount to reach the total reimbursement for the claims.

Note: Some cutbacks that are reported in detail lines will appear as EOB (Explanation of Benefits) codes and will not display an
exact dollar amount.

Topic #534

Claim Number

Each claim or adjustment request received by ForwardHealth is assigned a unique claim number (also known asthe ICN (internal
control number)). However, denied real-time compound and noncompound claims are not assigned an ICN, but receive an
authorization number. Authorization numbers are not reported to the RA (Remittance Advice) or 835 (835 Health Care Claim
Payment/Advice).
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Inter preting Claim Numbers

The ICN consists of 13 digits that identify valuable information (e.g., the date the claim was received by ForwardHealth, how the
claim was submitted) about the claim or adjustment request.

Interpreting Claim Numbers

Each claim and adjustment received by ForwardHealth is assigned a unique claim number (also known as the internal control
number or ICN). This number identifies valuable information about the claim and adjustment request. The following diagram

and table provide detailed information about interpreting the claim number,

region f | \ sequence number

ear julian date  batch range

Type of Number and Description Applicable Numbers and Description

Region — Two digits indicate the region. The region
indicates how ForwardHealth received the claim or

adjustment request.

10 — Paper Claims with No Atachments

11 — Paper Claims with Attachments

20 — Electrenic Claims with Mo Attachments

21 — Electronic Claims with Attachments

22 — Internet Cloims with No Attachmentis

23 — Internet Claims with Attachments

25 — Point-of-Service Claims

26 — Point-of-Service Claims with Attachments

40 — Claims Converted from Former Processing System

45 — Adjustments Converted from Former Processing
System

50-59 — Adjustments

80 — Claim Resubmissions

90-91 — Claims Requiring Speciol Handling

Year — Two digits indicate the year ForwardHealth

received the claim or adjusiment request.

For example, the year 2008 would appear os 08.

Julian date — Three digits indicate the day of the
year, by Julian date, that ForwardHealth received the
claim or adjustment request.

For example, February 3 would appear as 034,

Batch range — Three digits indicate the batch ronge

assigned to the claim.,

The batch range is used internally by ForwardHealth.

Sequence number — Three digits indicate the

sequence number ossigned within the botch range,

The sequence number is used internally by ForwardHealth.

Topic #535
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Claim Status

ForwardHealth generally processes claims and adjustment requests within 30 days of receipt. Providers may check the status of a
claim or adjustment request using the AVR (Automated V oice Response) system or the 276/277 (276/277 Health Care Claim
Status Request and Response) transaction.

If aclaim or adjustment request does not appear in claim status within 45 days of the date of submission, a copy of the original
claim or adjustment request should be resubmitted through normal processing channels.

Topic #4746

Cutback Fields on the Remittance Advice for Adjusted
and Paid Claims

Cutback fields indicate amounts that reduce the allowed amount of the claim. Examples of cutbacks include other insurance,
member copayment, spenddown amounts, deductibles, or patient liability amounts. Amounts indicated in a cutback field are
subtracted from the total allowed reimbursement.

Providers should note that cutback amounts indicated in the header of an adjusted or paid claim section apply only to the header.
Not al cutback fields that apply to a detail line (such as copayments or spenddowns) will be indicated on the RA (Remittance
Advice); the detail line EOB (Explanation of Benefits) codes inform providers that an amount was deducted from the total
reimbursement but may not indicate the exact amount.

Note: Providers who receive 835 (835 Health Care Claim Payment/Advice) transactions will be able to see all deducted amounts
on paid and adjusted claims.

Topic #5637

Electronic Remittance I nfor mation

Providers are required to access their secure ForwardHealth provider Portal account to obtain their RAs (Remittance Advices).
Electronic RAs on the Portal are not available to the following providers because these providers are not allowed to establish
Portal accounts by their Provider Agreements:

. In-state emergency providers.
. Out-of-state providers.
. Out-of-country providers.

RAs are accessible to providersin a TXT (text) format or from a CSV (comma-separated values) file via the secure Provider
area of the Portal.

Text File

The TXT format file is generated by financial payer and listed by RA number and RA date on the secure provider Portal account
under the "View Remittance Advices' menu. RAs from the last 97 days are available in the TXT format. When a user clicks on an
RA, a pop-up window displays asking if the user would like to "Open" or "Save" the file. If "Open" is chosen, the document opens
based on the user's application associated with opening text documents. If "Save" is chosen, the "Save As" window will open. The
user can then browse to a location on their computer or network to save the document.
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Users should be aware that "Word Wrap" must be turned off in the Notepad application. If it isnot, it will cause distorted
formatting. Also, users may need to resize the Notepad window in order to view dl of the data. Providers wanting to print their
files must ensure that the "Page Setup" application is set to the "Landscape” setting; otherwise the printed document will not
contain al the information.

Comma-Separ ated Values Downloadable File

A CSV fileisafile format accepted by awide range of computer software programs. Downloadable CSV-formatted RAs alow
users the benefits of building a customized RA specific to their use and saving the file to their computer. The CSV fileona
provider's Portal appears as linear text separated by commas until it is downloaded into a compatible software program. Once
downloaded, the file may be saved to a user's computer and the data manipulated, as desired.

To access the CSV file, providers should select the "View Remittance Advices' menu at the top of the provider's Portal home
page.

The CSV files are generated per financial payer and listed by RA number and RA date. A separate CSV fileislisted for the last
10 RAs. Providers can select specific sections of the RA by date to download making the information easy to read and organize.

The CSV file may be downloaded into a Microsoft Office Excel spreadsheet or into another compatible software program, such
as Microsoft Office Access or OpenOffice 2.2.1. OpenOffice is a free software program obtainable from the Internet. Google
Docs and ZDNet also offer free spreadsheet applications. Microsoft Office Excel, awidely used program, is a spreadsheet
application for Microsoft Windows and Mac OS X. For maximum file capabilities when downloading the CSV file, the 1995
Office Excel for Windows (Version 7.0) included in Office 95 or a newer version is recommended. Earlier versions of Microsoft
Office Excel will work with the CSV file; however, files exceeding 65,000 lines may need to be split into smaller files when
downloading using earlier versions. Microsoft Office Access can manage larger data files.

Refer to the CSV User Guide on the Portal User Guides page of the Portal for instructions about Microsoft Office Excel functions
that can be used to manipulate RA data downloaded from the CSV file.

835

Electronic remittance information may be obtained using the 835 (835 Health Care Claim Payment/Advice) transaction. It
provides useful information regarding the processing of claims and adjustment requests, which includes the status or action taken
on aclaim, claim detail, adjustment, or adjustment detail for all claims and adjustments processed that week, regardless of
whether they are reimbursed or denied. However, areal-time compound or noncompound claim will not appear on remittance
information if the claim is denied by ForwardHealth. ForwardHealth releases payment information to the 835 no sooner than on
the first state business day following the financial cycle.

Provider Electronic Solutions Softwar e

ForwardHealth offers electronic billing software at no cost to providers. The PES (Provider Electronic Solutions) software allows
providers to submit electronic claims and claim reversals, and to download the 835 transaction. To obtain PES software,
providers may download it from the ForwardHealth Portal. For assistance installing and using PES software, providers may call
the EDI (Electronic Data Interchange) Hel pdesk.

Topic #4822

Explanation of Benefit Codesin the Claim Header and
in the Detail Lines
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EOB (Explanation of Benefits) codes are four-digit numeric codes specific to ForwardHealth that correspond to a printed
message about the status or action taken on a claim, claim detail, adjustment, or adjustment detail.
The claim processing sections of the RA (Remittance Advice) report EOBs for the claim header information and detail lines, as
appropriate. Header information is a summary of the information from the claim, such as the DOS (date of service) that the claim
covers or the total amount paid for the claim. Detail lines report information from the claim details, such as specific procedure

codes or revenue codes, the amount billed for each code, and the amount paid for a detail line item.

Header EOBs are listed below the claim header information and pertain only to the header information. Detail line EOBs are listed
after each detail line and pertain only to the detail line.

TEXT File

EOB codes and descriptions are listed in the RA information in the TXT (text) file.

CSV File

EOB codes are listed in the RA information from the CSV (comma-separated val ues) file; however, the printed messages
corresponding to the codes do not appear in the file. The EOB Code Listing matching standard EOB codes to explanation text is
available on the Portal for reference.

Topic #13437

ForwardHealth-Initiated Claim Adjustments

There are times when ForwardHealth must initiate a claim adjustment to address claim issues that do not require provider action
and do not affect reimbursement.

Claimsthat are subject to this type of ForwardHealth-initiated claim adjustment will have EOB (Explanation of Benefits) code
8234 noted on the RA (Remittance Advice).

The adjusted claim will be assigned a new claim number, known as an ICN (internal control number). The new ICN will begin
with "58." If the provider adjusts this claim in the future, the new ICN will be required when resubmitting the claim.

Topic #4820

| dentifying the Claims Reported on the Remittance
Advice

The RA (Remittance Advice) reports the first 12 characters of the MRN (medical record number) and/or a PCN (patient control
number), also referred to as Patient Account Number, submitted on the original claims. The MRN and PCN fields are located
beneath the member's name on any section of the RA that reports claims processing information.

Providers are strongly encouraged to enter these numbers on claims. Entering the MRN and/or the PCN on claims may assist
providers in identifying the claims reported on the RA.

Note: Claims processing sections for dental and drug claims do not include the MRN or the PCN.

Topic #539
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Obtaining the Remittance Advice

Providers are required to access their secure ForwardHealth provider Portal account to obtain RAs (Remittance Advice). The
secure Portal alows providers to conduct business and exchange electronic transactions with ForwardHealth. A separate Portal
account is required for each financial payer.

Providers who do not have a ForwardHealth provider Portal account may request one.

RAs are accessible to providersin a TXT (text) format via the secure provider Portal account. The TXT format file is generated
per financia payer and listed by RA number and RA date on the secure provider Portal account under "View Remittance
Advices' menu at the top of the provider's Portal home page. RAs from the last 97 days are available in the TXT format.
Providers can also access RAsin a CSV (comma-separated values) format from their secure provider Portal account. The CSV

files are generated per financia payer and listed by RA number and RA date on the secure provider Portal account under "View
Remittance Advices' menu at the top of the provider's Portal home page. A separate CSV fileislisted for the last 10 RAS.

Topic #4745

Overview of Claims Processing I nfor mation on the
Remittance Advice

The claims processing sections of the RA (Remittance Advice) include information submitted on claims and the status of the
claims. The claim status designations are paid, adjusted, or denied. The RA also supplies information about why the claim was
adjusted or denied or how the reimbursement was cal culated for the payment.

The claims processing information in the RA is grouped by the type of claim and the status of the claim. Providers receive claims
processing sections that correspond to the types of claims that have been finalized during the current financial cycle.

The claims processing sections reflect the types of claims submitted, such as the following:

. Compound drug claims.

. Dental claims.

. Drug claims.

. Inpatient claims.

. Long term care claims.

. Medicare crossover ingtitutional claims.
. Medicare crossover professional claims.
. Outpatient claims.

. Professional claims.

The claims processing sections are divided into the following status designations:
. Adjusted claims.

. Denied claims.
. Paid claims.
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Claim Types on the Remittance Advice and
Corresponding Provider Types

Claim Types

Provider Types

Dental claims

Dentists, dental hygienists, HealthCheck agencies that provide dental

Services.

Drug and compound drug claims

Pharmacies and dispensing physicians.

Inpatient claims

Inpatient hospital providers and institutes for mental disease providers.

Leng term care claims

Mursing homes,

Medicare crossover institutional claims

Most providers who submit elaims on the UB-04.

Medicare crossover professional claims

Most providers who submit claims on the 1500 Health Insurance Claim

Form.

Outpatient claims

Qutpatient hospital providers and hospice providers.

Professional claims

Ambulance providers, ambulatory surgery centers, anesthesiclogist
assistants, audiologists, case management providers, cerfified registered
nurse anesthetists, chiropractors, community care organizations,
community support programs, crisis intervention providers, day treatment
providers, family planning clinics, federally qualified health centers,
HealthCheck providers, HealthCheck “"Other Services” providers,
hearing instrument specialists, home health agencies, independent labs,
individual medical supply providers, medical equipment vendors, mental
health/substance abuse clinics, nurses in independent practice, nurse
practitioners, occupotional therapists, opticions, oplometrists, personal
care agencies, physical therapists, physician assistants, physician clinics,
physicians, podiatrists, portable X-ray providers, prenatal care
coordination providers, psychologists, rehabilitation agencies, respiratory
therapists, rural health clinics, school-based services providers,
specialized medical vehicle providers, speech and hearing clinics,

speech-languoge pothologists, therapy groups.

Topic #4821

Prior Authorization Number on the Remittance Advice

The RA (Remittance Advice) reports PA (prior authorization) numbers used to process the claim. PA numbers appear in the

detail lines of claims processing information.

Topic #4418

Reading Non-Claims Processing Sections of the

Remittance Advice

Personal Care
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Address Page

Inthe TXT (text) file, the Address page displays the provider name and "Pay to" address of the provider.

Banner M essages

The Banner Messages section of the RA (Remittance Advice) contains important, time-sensitive messages for providers. For
example, banner messages might inform providers of claim adjustments initiated by ForwardHealth, claim submission deadlines,
and dates of upcoming training sessions. It is possible for each RA to include different messages; therefore, providers who receive
multiple RAs should read all of their banner messages.

Banner messages appear on the TXT file, but not on the CSV (comma-separated values) file. Banner messages are posted in the
"View Remittance Advices' menu on the provider's secure Portal account.

Explanation of Benefits Code Descriptions

EOB (Explanation of Benefits) code descriptions are listed in the RA information in the TXT file.

EOB codes are listed in the RA information from the CSV file; however, the printed messages corresponding to the codes do not
appear in thefile.

Financial Transactions Page

The Financial Transactions section details the provider's weekly financial activity. Financial transactions reported on the RA
include payouts, refunds, accounts receivable, and payments for claims.

Payouts are payments made to the provider by ForwardHealth that do not correspond to a specific claim (i.e., nursing home
assessment reimbursement).

Refunds are payments made to providers for overpayments.

The Accounts Recelvable section displays the accounts receivable for amounts owed by providers. The accounts receivable is set
to automatically recover any outstanding balance so that money owed is automatically recouped from the provider. If the full
amount cannot be recouped during the current financial cycle, an outstanding balance will appear in the "Balance” column.

In the Accounts Receivable section, the "Amount Recouped In Current Cycle" column, when applicable, shows the recoupment
amount for the financial cycle as a separate number from the "Recoupment Amount To Date." The "Recoupment Amount To
Date" column shows the total amount recouped for each accounts receivable, including the amount recouped in the current cycle.
The "Total Recoupment” line shows the sum of all recoupments to date in the "Recoupment Amount To Date" column and the
sum of al recoupments for the current financial cycle in the "Amount Recouped In Current Cycle" column.

For each claim adjustment listed on the RA, a separate accounts receivable will be established and will be listed in the Financia
Transactions section. The accounts receivable will be established for the entire amount of the original paid claim. This reflects the
way ForwardHealth adjusts claims — by first recouping the entire amount of the original paid claim.

Each new claim adjustment is assigned an identification number caled the "Adjustment ICN (internal control number)." For other
financial transactions, the adjustment ICN is determined by the following formula.

Type of Character and Description Applicable Characters and
Description

Transaction — The first character indicates the V — Capitation adjustment
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type of financia transaction that created the
accounts receivable. 1 — OBRA Levd 1 screening
void request

2 — OBRA Nurse Aide
Training/Testing void request

Identifier — 10 additional numbers are assigned to |The identifier is used internally
complete the Adjustment ICN. by ForwardHealth.

Service Code Descriptions

The Service Code Descriptions section lists al the service codes (i.e., procedure codes or revenue codes) reported on the RA
with their corresponding descriptions.

Summary

The Summary section reviews the provider's claim activity and financial transactions with the payer (Medicaid, ADAP (Wisconsin
AIDS Drug Assistance Program), WCDP (Wisconsin Chronic Disease Program), or WWWP (Wisconsin Well Woman
Program)) for the current financial cycle, the month-to-date, and the year-to-date, if applicable.

Under the "Claims Data" heading, providers can review the total number of claims that have been paid, adjusted, or denied along
with the total amount reimbursed for all paid and adjusted claims. Only WWWP providers will see amounts reported for " Claims
in Process.” Other providers will always see zeroes in these fields.

Under the "Earnings Data" heading, providers will see total reimbursement amounts for other financial transactions, such as
reimbursement for OBRA (Omnibus Budget Reconciliation Act of 1987) Level 1 screening, reimbursement for OBRA Nurse Aid
Training/Testing, and capitation payments.

Note: HMOs should note that capitation payments are only reported in the Summary section of the RA. HMOs receive
supplemental reports of their financial transactions from ForwardHealth.

The "Earnings Data" portion also summarizes refunds and voids and reports the net payment for the current financial cycle, the
month-to-date, and the year-to-date, if applicable.

Providers should note that the Summary section will include outstanding checks 90 days after issuance and/or payments made to
lien holders, if applicable.

Topic #368

Reading the Claim Adjustments Section of the
Remittance Advice

Providers receive a Claim Adjustments section in the RA (Remittance Advice) if any of their claims were adjusted during the
current financia cycle. A claim may be adjusted because one of the following occurred:

. An adjustment request was submitted by the provider.
. ForwardHedlth initiated an adjustment.
. A cash refund was submitted to ForwardHealth.

To adjust a claim, ForwardHealth recoups the entire amount of the original paid claim and calculates a new payment amount for
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the claim adjustment. ForwardHealth does not recoup the difference — or pay the difference — between the original claim
amount and the claim adjustment amount.

In the Claim Adjustments section, the original claim information in the claim header is surrounded by parentheses. Information
about the claim adjustment appears directly below the original claim header information. Providers should check the Adjustment
EOB (Explanation of Benefits) code(s) for a summary of why the claim was adjusted; other header EOBs will provide additional
information.

The Claim Adjustments section only lists detail lines for a claim adjustment if that claim adjustment has detail line EOBs. This
section does not list detail lines for the original paid claim.

Note: For adjusted compound and noncompound claims, only the compound drug sections include detail lines.
Below the claim header and the detail information will be located one of three possible responses with a corresponding dollar
amount: "Additional Payment," "Overpayment To Be Withheld," or "Refund Amount Applied.” The response indicated depends

on the difference between the original claim amount and the claim adjustment amount.

If the difference is a positive dollar amount, indicating that ForwardHealth owes additional monies to the provider, then the amount
appears in the "Additional Payment" line.

If the difference is a negative dollar amount, indicating that the provider owes ForwardHealth additional monies, then the amount
appearsin the "Overpayment To Be Withheld" line. ForwardHealth automatically withholds this amount from payments made to
the provider during the same financia cycle or during subsequent financial cycles, if necessary. This amount also appearsin the
Financia Transactions section as an outstanding balance under "Accounts Receivable.”

An amount appears for "Refund Amount Applied” if ForwardHealth makes a payment to refund a cash receipt to a provider.

Topic #4824

Reading the Claims Denied Section of the Remittance
Advice

Providers receive a Claims Denied section in the RA (Remittance Advice) if any of their claims were denied during the current
financia cycle.

In the denied claims section, providers will see the original claim header information reported along with EOB (Explanation of
Benefits) codes for the claim header and the detail lines, as applicable. Providers should refer to the EOB Code Description
section of the RA to determine why the claim was denied.
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Sample Professional Services Claims Denied Section of the
Remittance Advice

Remittance Advice —

EAXXXEK LLXXXX UK X
ENOOOOOOO XK KRR
KEXXOOOODDIE X X XX KKK IIO0000000IKK
XR00CCODOOUIXXXEXNIDOO0O00O0OE, XX XIOODE- 000K

-=I{H-~ oM HEN EERVICE DATES
FROM T

HEMBER HAME: XXXXEXRIOOOOOOCCKEENENERHINN0G
REYYJIJEEESSE XEEXXIOOOOIKK KXXXXXXI00O(X MMODYVY MMDDYY

HEADER EOBS: 9998 5505 5559

HEMBER WO, :

essional Service Claims Denied Sample

OTH IHS

AMOUNT
AEEEEXENERAR
933,999,999, 9% 9,999,939

FA WUMEER
FROC €D MODIFIERS ALLW UNITE RENDERING PROVIDER BILLED AMT
EXXMX XL XX XX EX 995 .99 Y XXX XXODDOODOOCXEY  XN0000IILK

9,95%%,5999.99
EEXXK KX XX XX EX P97, 99 KMDDYY MMDDYY XXX XXXOOOOCODILEXEX  XXOOOOOoot

9.99%2,999.9%
XXXEM XX XX XX XX FFIF .99 MMDDYY MMODYY XXX XXOOOOOODUOCEXXXX  XI0000O00E

9,999, 995.99
EEXEN KX KX XX KR 3999, 9% HMDDYY MMDDYY EEX XGOUOUOOUCENEX  XIOUONOEN

9,993,999.99

AL FROFESSIOHAL SERVICE CLAIME DE 9,999,999,999.9% 59,599,999

TOTAL BO. DENT 999, 939

9.33

EFEHDDOWH

RMOUNT

393,999.99

DETARIL EOBES

9999
2995
aaan
2399
9999
99989
9909
9395

.95

LT
5555
LTI
5555
LT
5555
SO
5555

5, 99!

2999
3333
9999
9339
9999
2393
9999
5333

9,999,

2999
2999
9999
9999
2999
9999
LERE
99359

PAYEE ID
HPI
CHECK/EFT NUMEER
PRYMENT DATE

9999 9995 9555 99939 9990 9555 5555 9999 0005 5555 9990 9000 5559 9999 LLO0H OO55 9399

GGG
5555
FFT
55935
FI99
95955
99209
3555

EEEE]
999
EELE]
EEEE]
2999

5999

9955
EELL
953 %
9555
9999
9555
LR
5555

$999
5599

MM/ 0D/ CoYY

993555399999999
FIFIIIIDDD
55993939399

MM DD COYY

99959
EEEE]
EEETE]
EEEE]
H599
EEEL]
99
EEEE]

9.993

2959
2933
K999
293939
9999
2399
9999
2393

Topic #4825

Reading the Claims Paid Section of the Remittance

Advice

Providers receive a Claims Paid section in the RA (Remittance Advice) if any of their claims were determined payable during the

current financial cycle.

Inapaid claims section, providers will see the origina claim information reported along with EOB (Explanation of Benefits) codes
for both the header and the detail lines, if applicable. Providers should refer to the EOB Code Description section of the RA for
more information about how the reimbursement amount was determined.

Personal Care
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Sample Professional Services Claims Paid Section of the
Remittance Advice

Remittance Advice — Professional Service Claims Paid Sample

D-R IGE DATE: MM/DDSCCYY

EKEEXEELLEE
XXX DCOOODDOOO00OKKEEXEXEX XXX

EEERCOOOOUINKHEK XX REXEREER , 06 000K - KXY

MEHR SERVICE DATES BILLE

I I L

IMKKEXKRXXX  XXXODODODOODD.  MMDDY

PRSSE R RS

PROC CD MODIFIERS
EEELL i KN KK KX

W KN KX XX MMD

99, 9959, 595, 99 9,999, 999,99 9,999,995%.9

Topic #4828

Remittance Advice Financial Cycles

Each financial payer (Medicaid, ADAP (Wisconsin AIDS Drug Assistance Program), WCDP (Wisconsin Chronic Disease
Program), and WWWP (Wisconsin Well Woman Program)) has separate financial cycles that occur on different days of the
week. RAs (Remittance Advices) are generated and posted to secure provider Portal accounts after each financial cycleis
completed. Therefore, RAs may be generated and posted to secure provider ForwardHealth Portal accounts from different
payers on different days of the week.

Certain financial transactions may run on adaily basis, including non-claim related payouts and stop payment reissues. Providers
may have access to the RAs generated and posted to secure provider Portal accounts for these financial transactions at any time
during the week.

Topic #4827

Remittance Advice Generated by Payer and by Provider
Enrollment

RAs (Remittance Advices) are generated and posted to secure provider Portal accounts from one or more of the following
ForwardHealth financial payers:

. Wisconsin Medicaid (Wisconsin Medicaid is the financial payer for the Medicaid, BadgerCare Plus, and SeniorCare
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programs).
. ADAP (Wisconsin AIDS Drug Assistance Program).
. WCDP (Wisconsin Chronic Disease Program).
. WWWP (Wisconsin Well Woman Program).

A separate Portal account is required for each financial payer.

Note: Each of the three payers generate separate RAs for the claims, adjustment requests, or other financial transactions
submitted to the payer. A provider who submits claims, adjustment requests, or other financial transactions to more than one of
these payers may receive severa RAS.

The RA is generated per provider enrollment. Providers who have asingle NPI (National Provider Identifier) that is used for
multiple enrollments should be aware that an RA will be generated for each enrollment, but the same NPI will be reported on each
of the RAs.

For instance, a hospital has obtained a single NPI. The hospital has aclinic, alab, and a pharmacy that are al enrolled with
ForwardHealth. The clinic, the lab, and the pharmacy submit separate claims that indicate the same NPI as the hospital. Separate
RAswill be generated for the hospital, the clinic, the lab, and the pharmacy.

Topic #6237

Reporting a Lost Check

To report alost check to ForwardHealth, providers are required to mail or fax aletter to ForwardHealth Financial Services.
Providers are required to include the following information in the letter:

. Provider's name and address, including the ZIP+4 code.
. Provider's identification number.
o For hedlthcare providers, include the NPI (National Provider Identifier) and taxonomy code.
o For non-healthcare providers, include the provider identification number.
. Check number, check date, and check amount. (This should be recorded on the RA (Remittance Advice).)
. A written request to stop payment and reissue the check.
. The signature of an authorized financial representative. (An individua provider is considered his or her own authorized
financia representative.)

Fax the letter to ForwardHealth at (608) 221-4567 or mail it to the following address:
ForwardHealth
Financia Services
313 Blettner Blvd
Madison WI 53784

Topic #5018

Sear ching for and Viewing All Claims on the Portal

All claims, including compound, noncompound, and dental claims, are available for viewing on the ForwardHealth Portal.
To search and view claims on the Portal, providers may do the following:

. Go tothe Portal.
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. Loginto the secure Provider area of the Portal.

. The most recent claims processed by ForwardHealth will be viewable on the provider's home page or the provider may
select "claim search" and enter the applicable information to search for additional claims.

. Sdlect the claim the provider wants to view.

Topic #4829

Sections of the Remittance Advice

The RA (Remittance Advice) information in the TXT (text) file includes the following sections:

. Address page.

. Banner messages.

. Paper check information, if applicable.

. Claims processing information.

. EOB (Explanation of Benefits) code descriptions.
. Financia transactions.

. Service code descriptions.

. Summary.

The RA information in the CSV (comma-separated values) file includes the following sections:

. Payment.
. Payment hold.

. Service codes and descriptions.

. Financid transactions.

. Summary.

. Inpatient claims.

. Outpatient claims.

. Professional claims.

. Medicare crossovers — Professional.
. Medicare crossovers — Ingtitutional.
. Compound drug claims.

. Drug claims.

. Dental claims.

. Long term care claims.

. Financid transactions.

. Summary.

Providers can select specific sections of the RA in the CSV file within each RA date to be downloaded making the information
easy to read and to organize.

Remittance Advice Header Infor mation
Thefirst page of each section of the RA (except the address page of the TXT file) displays the same RA header information.
The following fields are on the left-hand side of the header:

. Thetechnical name of the RA section (e.g., CRA-TRAN-R), which is an internal ForwardHealth designation.

. The RA number, which is a unique number assigned to each RA that is generated.

. The name of the payer (Medicaid, ADAP (Wisconsin AIDS Drug Assistance Program), WCDP (Wisconsin Chronic
Disease Program), or WWWP (Wisconsin Well Woman Program)).
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. The"Pay to" address of the provider. The "Pay to" addressis used for mailing purposes.
The following information is in the middle of the header:

. A description of the financial cycle.
. The name of the RA section (e.g., "Financial Transactions" or "Professional Services Claims Paid").

The right-hand side of the header reports the following information:

. Thedate of the financia cycle and date the RA was generated.

. The page number.

. The"Payee ID" of the provider. A payee ID is defined as the identification number of a unique entity receiving payment for
goods and/or services from ForwardHesalth. The payee ID is up to 15 characters long and may be based on a pre-existing
identification number, such as the Medicaid provider number. The payee ID is an internal ForwardHealth designation. The
Medicaid provider number will display in this field for providers who do not have an NPI (National Provider |dentifier).

. The NP of the provider, if applicable. This field will be blank for those providers who do not have an NPI.

. The number of the check issued for the RA, if applicable. The date of payment on the check, if applicable.

Topic #544

Verifying Accuracy of Claims Processing

After obtaining ForwardHealth remittance information, providers should compare it to the claims or adjustment requests to verify
that ForwardHealth processed elements of the claims or adjustment requests as submitted. To ensure correct reimbursement,
providers should do the following:

. ldentify and correct any discrepancy that affected the way a claim processed.
. Correct and resubmit claims that are denied.
. Submit an adjustment request for allowed claims that require a change or correction.

When posting a payment or denial to a member's account, providers should note the date on the ForwardHealth remittance
information that indicates that the claim or adjustment has finalized. Providers are required to supply thisinformation if further
follow-up actions are necessary.
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Responsibilities

Topic #516

Accuracy of Claims

The provider is responsible for the accuracy, truthfulness, and completeness of al claims submitted whether prepared or submitted
by the provider or by an outside billing service or clearinghouse.

Providers may submit claims only after the service is provided.

A provider may not seek reimbursement from ForwardHealth for a noncovered service by charging ForwardHealth for a covered
service that was not actually provided to the member and then applying the reimbursement toward the noncovered service. In
addition, a provider may not seek reimbursement for two separate covered services to receive additional reimbursement over the
maximum alowed amount for the one service that was provided. Such actions are considered fraudulent.

Topic #4823

Billing for Personal Care Services Provided

For each DOS (date of service), the provider is required to bill only for the amount of time it actually takes to complete the tasks.
For each day and for all persona care services provided (regardless of the number of PCWs (personal care worker) assisting the
member each day), the provider is to add up the time and round it to the nearest unit for billing the DOS. The number of units
billed for the week should not exceed the number authorized for the week.

The provider should reduce the amount of time billed if time was authorized for tasks that were not provided as indicated on the
PCST (Persona Care Screening Tool, F-11133 (01/11)). The reduced amount should be proportionate to the amount alocated
by the PCST and authorized by BadgerCare Plus. Authorized services that are provided less often than indicated on the PCST
(i.e.,, number of times per day or days per week) may be recouped.

Topic #4826

Frequencies Indicated on the Personal Care Screening
Tool and Requested on the Prior Authorization Request
Form

The documentation for PCW (personal care worker) services indicated on the PCST (Personal Care Screening Tool, F-11133
(01/11)), should match the frequencies on the PA/RF (Prior Authorization/Request Form, F-11018 (05/13)), physician orders,
and the POC (plan of care).

For example, if the screener indicated on the PCST that PCW services would be provided five days per week, then the same
frequency must be indicated in the following documents:

. PA/RF. The provider must request the number of units needed to provide services for the member five days per week.
. Physician orders. The physician orders must clearly indicate that medically necessary services are ordered five days per
week.
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. POC. The POC must state that services are to be provided five days per week.

It isimperative that medical records accurately reflect the correlation among physician orders, POC, PCST, and the daily
documentation for PCW services.

During an audit, DHCAA (Division of Helath Care Access and Accountability) staff will check frequencies on the PCST, the
PA/RF, the physician orders, the POC, and daily documentation to verify that the frequencies match or have been prorated
according to the services provided. In addition, the frequencies indicated on the PCST should also reflect the frequencies per day
per week that the agency providing personal care services will provide. For example, if services indicated on the PCST are to be
provided five days per week, the provider may not then use the total weekly allocation for less than five days per week.

Topic #547

Submission Deadline

ForwardHealth recommends that providers submit claims at least on a monthly basis. Billing on a monthly basis alows the
maximum time available for filing and refiling before the mandatory submission deadline.

With few exceptions, state and federal laws require that providers submit correctly completed claims before the submission
deadline.

Providers are responsible for resolving claims. Members are not responsible for resolving claims. To resolve claims before the
submission deadline, ForwardHealth encourages providers to use all available resources.

Claims

To receive reimbursement, claims and adjustment requests must be received within 365 days of the DOS (date of service). This
deadline appliesto claims, corrected claims, and adjustments to claims.

Crossover Claims

To receive reimbursement for services that are allowed by Medicare, claims and adjustment requests for coinsurance, copayment,
and deductible must be received within 365 days of the DOS or within 90 days of the Medicare processing date, whichever is
later. This deadline appliesto all claims, corrected claims, and adjustments to claims. Providers should submit these claims through
normal processing channels (not timely filing).

Exceptionsto the Submission Deadline

State and federd laws provide eight exceptions to the submission deadline. According to federal regulations and DHS 106.03,
Wis. Admin. Code, ForwardHealth may consider exceptions to the submission deadline only in the following circumstances:

. Change in anursing home resident's level of care or lighility amount.

. Decision made by a court order, fair hearing, or the DHS (Department of Health Services).

. Denidl due to discrepancy between the member's enrollment information in ForwardHealth interChange and the member's
actua enrollment.

. Reconsideration or recoupment.

. Retroactive enrollment for persons on GR (Genera Relief).

. Medicare denia occurs after ForwardHealth's submission deadline.

. Refund request from an other health insurance source.

. Retroactive member enrollment.

Published Policy Through August 31, 2015

Personal Care Page 24 of 320



Wisconsin Medicaid

ForwardHealth has no authority to approve any other exceptions to the submission deadline.
Claims or adjustment requests that meet one of the exceptions to the submission deadline may be submitted to Timely Filing.

Topic #517

Usual and Customary Charges

For most services, providers are required to indicate their usual and customary charge when submitting claims. The usual and
customary charge is the provider's charge for providing the same service to persons not entitled to the program's benefits. For
providers using a diding fee scale, the usual and customary charge is the median of the individua provider's charge for the service
when provided to non-program patients. For providers who have not established usual and customary charges, the charge should
be reasonably related to the provider's cost for providing the service.

Providers may not discriminate against BadgerCare Plus or Medicaid members by charging a higher fee for the same service than
that charged to a private-pay patient.

For services requiring a member copayment, providers should still indicate their usual and customary charge. The copayment
amount collected from the member should not be deducted from the charge submitted. When applicable, ForwardHea th
automatically deducts the copayment amount.

For most services, ForwardHealth reimburses the lesser of the provider's usua and customary charge or the maximum allowable
fee established.

Topic #2490

Home and Community-Based Waiver Requirements

According to home and community-based waiver requirements, providers are required to submit claims for BadgerCare Plus fee-
for-service services prior to utilizing Medicaid waiver funds for services available under fee-for-service in the state plan (Medicaid
Community Waivers Manual, Chapter 1, section 1.08[11]).

Providers may not discriminate against BadgerCare Plus or Medicaid members by charging a higher fee for the servicesthan is
charged to non-BadgerCare Plus or Medicaid patients.
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Submission

Topic #542

Attached Documentation

Providers should not submit additional documentation with a claim unless specifically requested.

Topic #15737

Claimsfor Services Prescribed, Referred, or Ordered

Claimsfor services that are prescribed, referred, or ordered must include the NPI (National Provider |dentifier) of the Medicaid-
enrolled provider who prescribed, referred, or ordered the service. Claims that do not include the NPI of a Medicaid-enrolled
provider will be denied. (However, providers should not include the NPI of a provider who prescribes, refers, or orders services
on claimsfor services that are not prescribed, referred, or ordered, as those claims will also deny if the provider is not Medicaid-
enrolled.)

Note: Claims submitted for ESRD (end-stage renal disease) services do not require referring provider information; however,
prescribing and ordering provider information will still be required on claims.

Contacting Prescribing/Referring/Ordering Provider After a Claim Denial

If aclaim for services prescribed, referred, or ordered is denied because the prescribing/referring/ordering provider was not
Medicaid-enrolled, the rendering provider should contact the prescribing/referring/ordering provider and do the following:

. Communicate that the prescribing/referring/ordering provider is required to be Medicaid-enrolled.

. Inform the prescribing/referring/ordering provider of the limited enrollment available for prescribing/referring/ordering
providers.

. Resubmit the claim once the prescribing/referring/ordering provider has enrolled in Wisconsin Medicaid.

Exception for Services Prescribed, Referred, or Ordered Prior to a
Member's Medicaid Enrollment

Providers may submit claims for services prescribed, referred, or ordered by a non-Medicaid-enrolled provider if the member
was not yet enrolled in Wisconsin Medicaid at the time the prescription, referral, or order was written (and the member has since
enrolled in Wisconsin Medicaid). However, once the prescription, referral, or order expires, the prescribing/referring/ordering
provider is required to enroll in Wisconsin Medicaid if he or she continues to prescribe, refer, or order services for the member.

The procedures for submitting claims for this exception depend on the type of claim submitted:
. Indtitutional, professional, and denta claims for this exception must be sent to the following address:

ForwardHealth

P.R.O. Exception Requests
Ste 50

313 Blettner Blvd
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Madison WI| 53784
A copy of the prescription, referral, or order must be included with the claim.
. Pharmacy and compound claims for this exception do not require any specia handling. These claims include a prescription

date, so they can be processed to bypass the prescriber Medicaid enrollment requirement in situations where the provider
prescribed services before the member was Medicaid-enrolled.

Topic #6957

Copy Claimson the ForwardHealth Portal

Providers can copy institutional, professional, and denta paid claims on the ForwardHealth Portal. Providers can open any paid
claim, click the "Copy" button, and all of the information on the claim will be copied over to a new claim form. Providers can then
make any desired changes to the claim form and click "Submit" to submit as a new claim. After submission, ForwardHealth will
issue a response with anew ICN (interna control number) along with the claim status.

Topic #5017

Correct Errorson Claims and Resubmit to
ForwardHealth on the Portal

Providers can view EOB (Explanation of Benefits) codes and descriptions for any claim submitted to ForwardHealth on the
ForwardHealth Portal. The EOBs help providers determine why a claim did not process successfully, so providers may correct
the error online and resubmit the claim. The EOB appears on the bottom of the screen and references the applicable claim header
or detail.

Topic #4997

Direct Data Entry of Professional and Institutional
Claimson the Portal

Providers can submit the following claims to ForwardHealth via DDE (Direct Data Entry) on the ForwardHealth Portal:

. Professiond claims.

. Indtitutional claims.

. Dental claims.

. Compound drug claims.

. Noncompound drug claims.

DDE is an online application that allows providers to submit claims directly to ForwardHealth.

When submitting claims via DDE, required fields are indicated with an asterisk next to the field. If arequired field isleft blank, the
claim will not be submitted and a message will appear prompting the provider to complete the specific required field(s). Portal
help is available for each online application screen. In addition, search functions accompany certain fields so providers do not
need to look up the following information in secondary resources.

On professional claim forms, providers may search for and select the following:
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. Procedure codes.

. Modifiers.

. Diagnosis codes.

. Place of service codes.

On ingtitutional claim forms, providers may search for and select the following:

. Typeof hill.

. Patient status.

. Visit point of origin.
. Vigit priority.

. Diagnosis codes.
. Revenue codes.

. Procedure codes.
. Modifiers.

On dental claims, providers may search for and select the following:

. Procedure codes.

. Rendering providers.

. Areaof the ora cavity.
. Place of service codes.

On compound and noncompound drug claims, providers may search for and select the following:

. Diagnosis codes.

. NDCs (Nationa Drug Codes).
. Place of service codes.

. Professional service codes.

. Reason for service codes.

. Result of service codes.

Wisconsin Medicaid

Using DDE, providers may submit claims for compound drugs and single-entity drugs. Any provider, including a provider of DME
(durable medical equipment) or of DMS (disposable medical supplies) who submits noncompound drug claims, may submit these

clamsvia DDE. All claims, including POS (Point-of-Sale) claims, are viewable via DDE.

Topic #344

Electronic Claim Submission

Providers are encouraged to submit claims electronically. Electronic claim submission does the following:

. Adaptsto existing systems.

. Allows flexible submission methods.

. Improves cash flow.

. Offersefficient and timely payments.

. Reduces hilling and processing errors.
. Reduces clerical effort.

Topic #2488
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Per sonal Care Services

Electronic claims for personal care services must be submitted using the 8371 (837 Health Care Claim: Institutional) transaction.
Electronic claims for personal care services submitted using any transaction other than the 8371 will be denied.

Providers should use the companion guide for the 837l transaction when submitting these claims.

Disposable M edical Supplies

Electronic claims for DM S (disposable medical supplies) must be submitted using the 837P (837 Health Care Claim: Professional)
transaction. Claims for DM S-related personal care services submitted using any transaction other than the 837P are denied.

Providers should use the companion guide for the 837P transaction when submitting these claims.

Provider Electronic Solutions Softwar e

The DHCAA (Division of Hedth Care Access and Accountability) offers electronic billing software at no cost to providers. The
PES (Provider Electronic Solutions) software allows providers to submit electronic claims using an 837 transaction. To obtain
PES software, providers may download it from the ForwardHealth Portal. For assistance installing and using PES software,
providers may call the EDI (Electronic Data Interchange) Helpdesk.

Topic #16937

Electronic Claimsand Claim Adjustmentswith Other Commer cial Health
I nsurance I nfor mation

Effective for claims and claim adjustments submitted electronically via the Portal or PES software on and after June 16, 2014,
other insurance information must be submitted at the detail level on professional, institutional, and dental claims and adjustments if
it was processed at the detail level by the primary insurance. Except for afew instances, Wisconsin Medicaid or BadgerCare Plus
is the payer of last resort for any covered services, therefore, providers are required to make a reasonable effort to exhaust all
existing other health insurance sources before submitting claims to ForwardHealth or to a state-contracted MCO (managed care
organization).

Other insurance information that is submitted at the detail level viathe Porta or PES software will be processed at the detail level
by ForwardHealth.

Under HIPAA (Health Insurance Portability and Accountability Act of 1996), claims and adjustments submitted using an 837
(837 Hedth Care Claim) transaction must include detail-level information for other insurance if they were processed at the detail
level by the primary insurance.

Adjustmentsto Claims Submitted Prior to June 16, 2014

Providers who submit professional, institutional, or dental claim adjustments electronically on and after June 16, 2014, for claims
originaly submitted prior to June 16, 2014, are required to submit other insurance information at the detail level on the adjustment
if it was processed a the detail level by the primary insurance.

Topic #365

Extraordinary Claims
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Extraordinary claims are claims that have been denied by a BadgerCare Plus HMO (health maintenance organization) or SSI
(Supplemental Security Income) HMO and should be submitted to fee-for-service.

Topic #4837

HIPAA-Compliant Data Requirements

Procedur e Codes

All fields submitted on paper and electronic claims are edited to ensure HIPAA (Health Insurance Portability and Accountability
Act of 1996) compliance before being processed. Compliant code setsinclude CPT (Current Procedural Terminology) and
HCPCS (Healthcare Common Procedure Coding System) procedure codes entered into all fields, including those fields that are
"Not Required” or "Optional."

If the information in all fieldsis not vaid and recognized by ForwardHealth, the claim will be denied.

Provider Numbers

For health care providers, NPIs (National Provider Identifiers) are required in al provider number fields on paper claims and 837
(837 Health Care Claim) transactions, including rendering, billing, referring, prescribing, attending, and "Other" provider fields.

Non-healthcare providers, including persona care providers, SMV (specialized medical vehicle) providers, blood banks, and
CCOs (community care organizations) should enter valid provider numbersinto fields that require a provider number.

Topic #562

Managed Care Organizations

Claims for services that are covered in a member's state-contracted MCO (managed care organization) should be submitted to
that MCO.

Topic #2487

Multiple Membersin a Single L ocation

If personal care services are provided to more than one member a a single location, providers should only hill for the actua time
spent by the PCW (personal care worker) (rounded to the nearest 15-minute increment). Refer to the following for examples:

. Services performed in sequence. If the agency is providing bathing and dressing services to a husband and wife in the
same home, submit claims separately for the actual time spent (within rounding guidelines) providing services for each
member. The total time billed cannot exceed the actual time spent giving care, within rounding guidelines.

. Services performed simultaneously. Submit claims only once for tasks that are simultaneously performed for more than
one member at atime. Examples include cleaning, laundry, grocery shopping, meal preparation, and travel time.

o Servicesincidental to ADL (activities of daily living): If it takes two hours to provide cleaning, laundry, and meal
preparation for a husband and wife who are both BadgerCare Plus Standard Plan members and live in the same
home, bill for one hour for the husband and one hour for the wife. Billing two hours for each member is duplicate
hilling and would be subject to recoupment.

o Travel time: If the agency is providing personal care services for two members residing in a CBRF (Community
Based Residential Facility), add travel time to and from the CBRF, round to the nearest 15-minute increment, and
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bill for one member only. Billing the total travel time to each member is duplicate billing and would be subject to
recoupment.

Topic #10837

Note Field for Most Claims Submitted Electronically

In some instances, ForwardHealth requires providers to include a description of a service identified by an unlisted, or NOC (not
otherwise classified), procedure code. Providers submitting claims electronically should include a description of an NOC
procedure code in a"Notes' field, if required. The Notes field allows providers to enter up to 80 characters. In some cases, the
Notes field allows providers to submit NOC procedure code information on a claim electronically instead of on a paper claim or
with a paper attachment to an electronic claim.

The Notes field should only be used for NOC procedure codes that do not require PA (prior authorization).

Claims Submitted Via the ForwardHealth Portal Direct Data Entry or
Provider Electronic Solutions

A Notesfield is available on the ForwardHealth Portal DDE (Direct Data Entry) and PES (Provider Electronic Solutions)
software when providers submit the following types of claims:

. Professional.
. Indtitutional.
. Dentadl.

On the Professional form, the Notes field is available on each detail. On the Ingtitutional and Dental forms, the Notes field is only
available on the header.

Claims Submitted Via 837 Health Care Claim Transactions

ForwardHealth accepts and utilizes information submitted by providers about NOC procedure codes in certain loops/segments on
the 837 (837 Health Care Claim) transactions. Refer to the companion guides for more information.

Topic #561

Paper Claim Form Preparation and Data Alignment
Reguirements

Optical Character Recognition

Paper claims submitted to ForwardHealth on the 1500 Health Insurance Claim Form ((02/12)) and UB-04 Claim Form are
processed using OCR (Optical Character Recognition) software that recognizes printed, a phanumeric text. OCR software
increases efficiency by alleviating the need for keying in data from paper claims.

The data alignment requirements do not apply to the Compound Drug Claim (F-13073 (07/12)) and the Noncompound Drug
Claim (F-13072 (07/12)).

Speed and Accuracy of Claims Processing

Published Policy Through August 31, 2015

Personal Care Page 31 of 320



Wisconsin Medicaid

OCR software processes claim forms by reading text within fields on claim forms. After a paper claim form is received by
ForwardHealth, the claim form is scanned so that an image can be displayed electronically. The OCR software reads the
electronic image on file and populates the information into the ForwardHealth interChange system. This technology increases
accuracy by removing the possibility of errors being made during manual keying.

OCR software speeds paper claim processing, but only if providers prepare their claim forms correctly. In order for OCR
software to read the claim form accurately, the quality of copy and the aignment of text within individual fields on the claim form
need to be precise. If data are misaligned, the claim could be processed incorrectly. If data cannot be read by the OCR software,
the process will stop and the electronic image of the claim form will need to be reviewed and keyed manually. This will cause an
increase in processing time.

Handwritten Claims

Submitting handwritten claims should be avoided whenever possible. ForwardHealth accepts handwritten claims; however, it is
very difficult for OCR software to read a handwritten claim. If a handwritten claim cannot be read by the OCR software, it will
need to be keyed manually from the electronic image of the claim form. Providers should avoid submitting claims with handwritten
corrections as this can also cause OCR software processing delays.

Use Original Claim Forms

Only origina 1500 Health Insurance Claim Forms and UB-04 Claim Forms should be submitted. Original claim forms are printed
in red ink and may be obtained from afederal forms supplier. ForwardHealth does not provide these claim forms. Claims that are
submitted as photocopies cannot be read by OCR software and will need to be keyed manually from an electronic image of the
claim form. This could result in processing delays.

UseLaser or Ink Jet Printers

It is recommended that claims are printed using laser or ink jet printers rather than printers that use DOT matrix. DOT matrix
printers have breaks in the letters and numbers, which may cause the OCR software to misread the claim form. Use of old or
worn ink cartridges should also be avoided. If the claim form is read incorrectly by the OCR software, the claim may be denied or
reimbursed incorrectly. The process may also be stopped if it is unable to read the claim form, which will cause a delay whileit is
manually reviewed.

Alignment

Alignment within each field on the claim form needs to be accurate. If text within afield is aigned incorrectly, the OCR software
may not recognize that data are present within the field or may not read the data correctly. For example, if areimbursement
amount of $300.00 is entered into afield on the claim form, but the last "0" is not aligned within the field, the OCR software may
read the number as $30.00, and the claim will be reimbursed incorrectly.

To get the best alignment on the claim form, providers should center information vertically within each field, and align all
information on the same horizontal plane. Avoid squeezing two lines of text into one of the six line items on the 1500 Health
Insurance Claim Form.

The following sample claim forms demonstrate correct and incorrect alignment:

. Correct dignment for the 1500 Health Insurance Claim Form.
. Incorrect dignment for the 1500 Health Insurance Claim Form.
. Caorrect dignment for the UB-04 Claim Form.

. Incorrect aignment for the UB-04 Claim Form.

Clarity
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Clarity is very important. If information on the claim form is not clear enough to be read by the OCR software, the process may
stop, prompting manual review.

The following guidelines will produce the clearest image and optimize processing time:

. Use 10-point or 12-point Times New Roman or Courier New font.

. Typeall claim datain uppercase |etters.

. Useonly black ink to complete the claim form.

. Avoid using italics, bold, or script.

. Make sure characters do not touch.

. Make sure there are no lines from the printer cartridge anywhere on the claim form.

. Avoid using special characters such as dollar signs, decimals, dashes, asterisks, or backslashes, unlessit is specified that
these characters should be used.

. Use Xsin check boxes. Avoid using letters such as"Y" for "Yes,” "N" for "No," "M" for "Made," or "F" for "Femae."

. Do not highlight any information on the claim form. Highlighted information blackens when it is imaged, and the OCR
software will be unable to read it.

Note: The above guidelines will also produce the clearest image for claims that need to be keyed manually from an electronic
image.

Staples, Correction Liquid, and Correction Tape

The use of staples, correction liquid, correction tape, labels, or stickers on claim forms should be avoided. Staples need to be
removed from claim forms before they can be imaged, which can damage the claim and cause a delay in processing time.
Correction liquid, correction tape, labels, and stickers can cause data to be read incorrectly or cause the OCR process to stop,

prompting manual review. If the form cannot be read by the OCR software, it will need to be keyed manually from an electronic
image.

Additional Diagnosis Codes

ForwardHealth will accept up to 12 diagnosis codes in Item Number 21 of the 1500 Health Insurance Claim Form.

Personal Care Published Policy Through August 31, 2015 Page 33 of 320



Lo L% 2 N N I

Sample of a Correctly Aligned 1500 Health Insurance Claim Form
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Sample of an Incorrectly Aligned 1500 Health Insurance Claim Form
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Sample of a Correctly Aligned UB-04 Claim Form
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Sample of an Incorrectly Aligned UB-04 Claim Form
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Per sonal Care Services

Paper claims for personal care services must be submitted using the UB-04 Claim Form. Claims for personal care services
submitted on any other paper claim form are denied.

Providers should use the appropriate claim form instructions for personal care services when submitting these claims.

Disposable M edical Supplies

Paper claims for DM S (disposable medical supplies) services must be submitted using the UB-04 Claim Form. Claims for DMS
services submitted on any other paper claim form are denied.

Providers should refer to the DM S service area and use the appropriate claim form instructions for DM S services when submitting
these claims.

Obtaining the Claim Forms
ForwardHealth does not provide the UB-04 Claim Form. The form may be obtained from any federal forms supplier.

Topic #2485

Personal Careand Trave Time Services Not Prior
Authorized

Wisconsin Medicaid alows Medicaid-enrolled providers to be reimbursed for the first 50 hours of medically necessary personal
care and travel time services per calendar year, per member in any combination of prior authorized or non-prior authorized hours.
All prior authorized and non-prior authorized services reimbursed in the calendar year, regardless of DOS (date of service) or
when the claim is submitted, count toward this 50-hour threshold. Therefore, providers should take care to delay submitting claims
for prior authorized personal care hours until after claims for non-authorized hours have been finalized.

Providers should submit claims for al personal care and travel time services without PA (prior authorization) on a separate claim
form from those services with PA.

Topic #11257

Physician Ordersand Plan of Care Requirement

Regardless of the date the provider submits a request to ForwardHealth for personal care PA (prior authorization), the provider
may not submit claims for personal care services provided before the provider obtained signed and dated physician orders and the
RN (registered nurse) supervisor developed the POC (plan of care) based on the nursing assessment conducted in the member's
home.

Topic #10177

Prior Authorization Numberson Claims

Providers are not required to indicate a PA (prior authorization) number on claims. ForwardHealth interChange matches the claim
with the appropriate approved PA request. ForwardHealth's RA (Remittance Advice) and the 835 (835 Health Care Claim
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Payment/Advice) report to the provider the PA number used to process aclaim. If a PA number isindicated on a claim, it will not
be used and it will have no effect on processing the claim.

When a PA requirement is added to the list of drugs requiring PA and the effective date of a PA fallsin the middle of abilling
period, two separate claims that coincide with the presence of PA for the drug must be submitted to ForwardHealth.

Topic #10637

Reimbursement Reduction for Most Paper Claims

Asaresult of the Medicaid Rate Reform project, ForwardHealth will reduce reimbursement on most claims submitted to
ForwardHealth on paper. Most paper claims will be subject up to a $1.10 reimbursement reduction per claim.

For each claim that a reimbursement reduction was applied, providers will receive an EOB (Explanation of Benefits) to notify
them of the payment reduction. For claims with reimbursement reductions, the EOB will state the following, "This claim is eligible
for electronic submission. Up to a $1.10 reduction has been applied to this claim payment."

If apaid claim's total reimbursement amount is less than $1.10, ForwardHealth will reduce the payment up to a $1.10. The claim
will show on the RA (Remittance Advice) as paid but with a $0 paid amount.

The reimbursement reduction applies to the following paper claims.

. 1500 Hedlth Insurance Claim Form ((02/12)).

. UB-04 (CMS 1450) Claim Form.

. Compound Drug Claim (F-13073 (07/12)) form.

. Noncompound Drug Claim (F-13072 (07/12)) form.

Exceptionsto Paper Claim Reimbursement Reduction
The reimbursement reduction will not affect the following providers or claims:

. In-state emergency providers.

. Out-of-state providers.

. Medicare crossover claims.

. Any claims that ForwardHealth requires additional supporting information to be submitted on paper. For example:

o Hysterectomy claims must be submitted along with an Acknowledgment of Receipt of Hysterectomy Information (F-
01160 (06/13)) form.

Sterilization claims must be submitted along with a paper Consent for Sterilization (F-01164 (10/08)) form.

o Claims submitted to Timely Filing appeals must be submitted on paper with a Timely Filing Appeals Request (F-

13047 (07/12)) form.
o In certain circumstances, drug claims must be submitted on paper with a Pharmacy Special Handling Request (F-

13074 (07/12)) form.

o Claims submitted with four or more NDCs (National Drug Codes) for compound and noncompound drugs with
specific and non-specific HCPCS (Healthcare Common Procedure Coding System) procedure codes.

Topic #4817

Submitting Paper Attachmentswith Electronic Claims

Providers may submit paper attachments to accompany electronic claims and electronic claim adjustments. Providers should refer
to their companion guides for directions on indicating that a paper attachment will be submitted by mail.
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Paper attachments that go with electronic claim transactions must be submitted with the Claim Form Attachment Cover Page (F-
13470 (10/08)). Providers are required to indicate an ACN (attachment control number) for paper attachment(s) submitted with
electronic claims. (The ACN is an aphanumeric entry between 2 and 80 digits assigned by the provider to identify the
attachment.) The ACN must be indicated on the cover page so that ForwardHealth can match the paper attachment(s) to the
correct electronic claim.

ForwardHealth will hold an electronic claim transaction or a paper attachment(s) for up to 30 calendar days to find a match. If a
match cannot be made within 30 days, the claim will be processed without the attachment and will be denied if an attachment is
required. When such a claim is denied, both the paper attachment(s) and the electronic claim will need to be resubmitted.

Providers are required to send paper attachments relating to electronic claim transactions to the following address:

ForwardHealth

Claims and Adjustments
313 Blettner Blvd
Madison WI 53784

This does not apply to compound and noncompound claims.

Topic #3508

UB-04 (CM S 1450) Claim Form Instructionsfor
Personal Care Services

Use the following claim form completion instructions, not the form locator descriptions printed on the claim form, to avoid claim
denial or inaccurate claim payment. Complete all required form locators, as appropriate. Do not include attachments unless
instructed to do so.

These instructions are for the completion of the UB-04 claim for ForwardHealth. For complete billing instructions, refer to the
Nationa UB-04 Uniform Billing Manual prepared by the NUBC (National Uniform Billing Committee). The National UB-04
Uniform Billing Manual contains important coding information not available in these instructions. Providers may purchase the
National UB-04 Uniform Billing Manual by calling (312) 422-3390 or by accessing the NUBC Web site.

Members enrolled in ForwardHealth receive a ForwardHeal th identification card. Always verify a member's enrollment before
providing nonemergency services to determine if there are any limitations on covered services and to obtain the correct spelling of
the member's name. Refer to the Online Handbook in the Provider area of the ForwardHealth Portal for more information about
verifying enrolIment.

Note: Every code used on this claim form, even if the code is entered in a non-required form locator, is required to be avaid
code. In addition, each provider is solely responsible for the truthfulness, accuracy, timeliness, and completeness of claims relating
to reimbursement for services submitted to ForwardHeal th.

Submit completed paper claims to the following address:

ForwardHealth

Claims and Adjustments
313 Blettner Blvd
Madison WI 53784

Form Locator 1 — Provider Name, Address, and Telephone Number
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Enter the name of the provider submitting the claim and the provider's complete practice location address. The minimum
requirement is the provider's name, city, state, and ZIP+4 code. Do not enter a Post Office Box or a ZIP+4 code associated with
a PO Box. The namein Form Locator 1 must correspond with the billing provider number in Form Locator 57.

Form Locator 2 — Pay-to Name, Address, and ID (not required)

Form Locator 3a— Pat. Cntl # (optional)
Providers may enter up to 20 characters of the patient'sinternal office account number. This number will appear on the RA
(Remittance Advice) and/or the 835 (835 Health Care Claim Payment/Advice) transaction.

Form Locator 3b — Med. Rec. # (optional)
Enter the number assigned to the patient's medical/health record by the provider. This number will appear on the RA and/or the
835 transaction.

Form Locator 4 — Type of Bill
Enter the three-digit type of bill code. Type of bill codes for personal care providers include the following:

32X: Home Health — Services under a plan of treatment.

. 321 Inpatient admit through discharge claim.
. 322: Interim bill — first claim.

. 323: Interim bill — continuing claim.

. 324 Interim bill — final claim.

34X: Home Health — Services not under a plan of treatment.

. 341 Inpatient admit through discharge claim.
. 342: Interim bill — first claim.

. 343: Interim bill — continuing claim.

. 344: Interim bill — final claim.

Form Locator 5— Fed. Tax No.

Data are required in this form locator for OCR (Optical Character Recognition) processing. Any information populated by a
provider's computer software is acceptable data for this form locator (e.g., "Same"). If computer software does not automatically
complete this form locator, enter information such as the provider's federal tax identification number.

Form Locator 6 — Statement Covers Period (From — Through)
Enter both datesin MMDDY'Y format (e.g., November 3, 2008, would be 110308). Include the date of discharge or death.

Form Locator 7— Unlabeled Field (not required)

Form Locator 8 a-b — Patient Name

Enter the member's last name and first name, separated by a space or comma, in Form Locator 8b. Use Wisconsin's EVS
(Enrollment Verification System) to obtain the correct spelling of the member's name. If the name or spelling of the name on the
ForwardHealth card and the EV'S do not match, use the spelling from the EVS.

Form Locator 9 a-e — Patient Address

Data are required in this form locator for OCR processing. Any information populated by a provider's computer software is
acceptable data for this form locator (e.g., "On fil€"). If computer software does not automatically complete this form locator,
enter information such as the member's complete addressin field 9a.

Form Locator 10 — Birthdate
Enter the member's birth datein MMDDCCY'Y format (e.g., September 25, 1975, would be 09251975).
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Form Locator 11 — Sex
Specify the member's gender as male with an "M" or female with an "F." If the member's gender is unknown, enter "U."

Form Locator 12— Admission Date (not required)
Form Locator 13— Admission Hr (not required)

Form Locator 14 —Priority (Type) of Admission or Visit
Enter the appropriate admission type for the services rendered. Refer to the UB-04 Billing Manual for more information.

Form Locator 15— Poaint of Origin for Admission or Visit
Enter the code indicating the source of this admission. Refer to the UB-04 Billing Manual for more information.

Form Locator 16 — DHR (not required)

Form Locator 17 — Patient Discharge Status
Enter the code indicating disposition or discharge status of the member at the end service for the period covered on this claim.
Refer to the UB-04 Billing Manual for more information.

Form Locators 18-28 — Condition Codes (required, if applicable)

Enter the code(s) identifying a condition related to this claim, if appropriate. Refer to the UB-04 Billing Manual for more
information.

Form Locator 29— ACDT State (not required)

Form Locator 30 — Unlabeled Field (not required)

Form Locators 31-34 — Occurrence Code and Date (required, if applicable)

If appropriate, enter the code and associated date defining a significant event relating to this claim that may affect payer
processing. All dates must be printed in the MMDDY'Y format. Refer to the UB-04 Billing Manual for more information.

Form Locator 35-36 — Occurrence Span Code (From — Through) (not required)

Form Locator 37 — Unlabeled Field (not required)

Form Locator 38 — Responsible Party Name and Address (not required)

Form Locators 39-41 a-d — Value Code and Amount (not required)

Form Locator 42— Rev. Cd.

Enter the appropriate four-digit revenue code as defined by the NUBC that identifies a specific accommodation or ancillary

service. Refer to personal care publications or the UB-04 Billing Manual for information and codes.

Form Locator 43 — Description
Do not enter any dates in this form locator.

Form Locator 44 — HCPCS/Rate/HI PPS Code
Enter the appropriate five-digit procedure code and the appropriate modifier. Refer to the personal care service area for
appropriate modifiers.

Form Locator 45 — Serv. Date
Enter the single "from" DOS (date of service) in MMDDY'Y format in this form locator.
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Form Locator 46 — Serv. Units
Enter the number of units of service or visits where appropriate. For each DOS, indicate whole units rounded to the nearest 15
minutes (15 minutes = 1 unit).

Form Locator 47 — Total Charges (by Accommodation/Ancillary Code Category)
Enter the usual and customary charges for each line item.

Form Locator 48 — Non-covered Charges (not required)

Form Locator 49 — Unlabeled Field

Enter the "to" DOSin DD format only if the detail line includes arange of consecutive dates. The revenue code, procedure code
and modifiers (if applicable), service units, and the charge must be identical for each date within the range.

Detail Line 23

PAGE __ OF

Enter the current page number in the first blank and the total number of pagesin the second blank. This information must be
included for both single- and multiple-page claims.

CREATION DATE (not required)

TOTALS

Enter the sum of al charges for the claim in this field. If submitting a multiple-page claim, enter the total charge for the claim (i.e.,
the sum of all details from all pages of the claim) only on the last page of the claim.

Form Locator 50 A-C — Payer Name (not required)

Form Locator 51 A-C — Health Plan 1D (not required)

Form Locator 52 A-C — Rdl. Info (not required)

Form Locator 53 A-C — Asg. Ben. (not required)

Form Locator 54 A-C — Prior Payments (not required)

Form Locator 55 A-C — Est. Amount Due (not required)

Form Locator 56 — NPI (National Provider Identifier)(not required)

Form Locator 57 — Other Provider 1D

Enter the provider number in this form locator. The provider number in Form Locator 57 should correspond with the name in
Form Locator 1.

Form Locator 58 A-C — Insured’'s Name

Data are required in this form locator for OCR processing. Any information populated by a provider's computer software is
acceptable data for this form locator (e.g., "Same"). If computer software does not automatically complete this form locator, enter
information such as the member's last name, first name, and middle initial.

Form Locator 59 A-C — P. Rel (not required)

Form Locator 60 A-C — Insured'sUnique D
Enter the member identification number. Do not enter any other numbers or letters. Use the ForwardHealth card or the EVS to
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obtain the correct member ID.

Form Locator 61 A-C — Group Name (not required)

Form Locator 62 A-C — Insurance Group No. (not required)

Form Locator 63 A-C — Treatment Authorization Codes (not required)

Form Locator 64 A-C — Document Control Number (not required)

Form Locator 65 A-C — Employer Name (not required)

Form Locator 66 — Dx (not required)

Form Locator 67 — Principal Diagnosis Code and Present on Admission Indicator

Enter the valid, most specific ICD (International Classification of Diseases) code describing the principal diagnosis (e.g., the
condition established after study to be chiefly responsible for causing the admission or other health care episode). Do not enter
manifestation codes as the principa diagnosis; code the underlying disease first. The principal diagnosis may not include External
Cause of Morhidity codes.

Form Locators 67A-Q — Other Diagnosis Codes and Present on Admission Indicator

Enter valid, most specific ICD diagnosis codes corresponding to additional conditions that coexist at the time of admission, or
develop subsequently, and that have an effect on the treatment received or the length of stay. Diagnoses that relate to an earlier
episode and have no bearing on this episode are to be excluded. Providers should prioritize diagnosis codes as relevant to this
claim.

Form Locator 68 — Unlabeled Field (not required)

Form Locator 69 — Admit Dx (not requir ed)

Form Locator 70 — Patient Reason Dx (not required)

Form Locator 71 — PPS Code (not required)

Form Locator 72— ECI (not required)

Form Locator 73 — Unlabeled Field (not required)

Form Locator 74 — Principal Procedure Code and Date (not required)

Form Locator 74 a-e — Other Procedure Code and Date (not required)

Form Locator 75 — Unlabeled Field (not required)

Form Locator 76 — Attending (not required)

Form Locator 77 — Operating (not required)

Form Locators 78 and 79 — Other Provider Name and | dentifiers

Enter the referring provider's NP, followed by "DN" in the qualifier field and the last and first names of the provider in the

appropriate fields. If arendering provider is required on the claim, enter the rendering provider's NPI, followed by "82" in the
qualifier field and the last and first names of the provider in the appropriate fields.
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Form Locator 80 — Remarks (not required)
Form Locator 81 a-d — CC (not required)

Topic #11677

Uploading Claim AttachmentsViathe Portal

Providersare ableto upload attachments for most claims via the secure Provider area of the ForwardHealth Portal.
Thisallows providersto submit all componentsfor claims electronically.

Providersare able to upload attachments via the Portal when a claim is suspended and an attachment was indicated
but not yet received. Providers are able to upload attachmentsfor any suspended claim that was submitted

electronically. Providers should note that all attachmentsfor a suspended claim must be submitted within the same
business day.

Claim Types

Providerswill be able to upload attachmentsto claimsvia the Portal for the following claim types:
. Professional.
. Ingtitutional.
. Dental.

The submission policy for compound and honcompound drug claims does not allow attachments.

Document Formats

Providersare able to upload documentsin the following formats:

. JPEG (Joint Photographic Experts Group) (.jpg or .jpeg).
. PDF (Portable Document Format) (.pdf).

. Rich Text Format (.rtf).

. Text File (.txt).

JPEG filesmust be stored with a" .jpg" or " .jpeg" extension; text filesmust be stored with a" .txt" extension; rich
text format filesmust be stored with a” .rtf" extension; and PDF filesmust be stored with a™ .pdf" extension.

Microsoft Word files (.doc) cannot be uploaded but can be saved and uploaded in Rich Text Format or Text File
formats.

Uploading Claim Attachments
Claims Submitted by Direct Data Entry

When a provider submitsa DDE (Direct Data Entry) claim and indicates an attachment will also be included, a
feature button will appear and link to the DDE claim screen wher e attachments can be uploaded.

Providersare till required to indicate on the DDE claim that the claim will include an attachment via the
" Attachments' panel.
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Claimswill suspend for 30 days before denying for not receiving the attachment.
Claims Submitted by Provider Electronic Software and 837 Health Care Claim Transactions

Providers submitting claims via 837 (837 Health Care Claim) transactions are required to indicate attachments via the
PWK segment. Providers submitting claimsvia PES (Provider Electronic Solutions) software will be required to
indicate attachmentsvia the attachment control field. Once the claim has been submitted, providerswill be ableto
sear ch for the claim on the Portal and upload the attachment via the Portal. Refer to the Implementation Guides for
how to use the PWK segment in 837 transactions and the PES Manual for how to use the attachment control field.

Claims will suspend with 30 days befor e denying for not receiving the attachment.
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Timely Filing Appeals Requests

Topic #549

Reguirements

When a claim or adjustment request meets one of the exceptionsto the submission deadline, the provider isreguired
to mail ForwardHealth a Timely Filing Appeals Reguest form (F-13047 (07/12)) with a paper claim or an
Adjustment/Reconsider ation Request form (F-13046 (07/12)) to override the submission deadline. If claims or
adjustment requests are submitted electronically, the entire amount of the claim will be recouped.

DOS (dates of service) that are beyond the submission deadline should be submitted separately from DOSthat are
within the deadline. Claims or adjustment requestsreceived that contain both current and late DOS ar e processed
through normal channels without review by Timely Filing and late DOS will be denied.

Topic #551

Resubmission

Decisionson Timely Filing Appeals Requests (F-13047 (07/12)) cannot be appealed. Providers may resubmit the
claim to Timely Filing if both of the following occur:

. Theprovider submitsadditional documentation as reguested.
. ForwardHealth receives the documentation befor e the specified deadline for the exception to the submission
deadline.

Topic #744
Submission
Toreceive consideration for an exception to the submission deadline, providersarerequired to submit the following:

. A properly completed Timely Filing Appeals Request (F-13047 (07/12)) form for each claim and each
adjustment to allow for electronic documentation of individual claims and adjustments submitted to
ForwardHealth.

. Alegibleclaim or adjustment request.

. All required documentation as specified for the exception to the submission deadline.

For paper claimsand paper claim adjustments where other health insurance sources are indicated, providers are also
required to complete and submit the Explanation of M edical Benefitsform.

Toreceive consideration, a Timely Filing Appeals Request must be received befor e the deadline specified for the
exception to the submission deadline.

When completing the claim or adjustment request, providersarerequired to indicate the procedur e code, diagnosis
code, POS (place of service) code, etc., as effective for the DOS (date of service). However, providers should usethe
current claim form and instructions or adjustment request form and instructions. Reimbursement for Timely Filing
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Appeals Requestsis contingent upon the claim or adjustment request meeting program requirementsfor the DOS.

Thefollowing table lists the filing deadlines and documentation requirements as they correspond to each of the eight

allowable exceptions.

Description of the Exception Documentation Requirements Submission
Address
This exception occurs when anursing home | To receive consideration, the request must be submitted within | ForwardHealth
clamisinitially received within the submission |455 days from the DOS and the correct liability amount or Timely Filing
deadline and reimbursed incorrectly dueto a |level of care must be indicated on the Ste 50
change in the member's authorized level of Adjustment/Reconsideration Request (F-13046 (07/12)) 313 Blettner
care or ligbility amount. form. Blvd
The most recent claim number (also known as the ICN Madison Wi
(interna control number)) must be indicated on the 53784
Adjustment/Reconsideration Request form. This number may
be the result of a ForwardHealth-initiated adjustment.

Description of the Exception Documentation Requirements Submission
Address
This exception occurs when a decision | To receive consideration, the request must be submitted within 90 ForwardHealth
is made by a court, fair hearing, or the |days from the date of the decision of the hearing. A complete copy of | Timely Filing
DHS (Department of Health the notice received from the court, fair hearing, or DHS must be Ste 50
Services). submitted with the request. 313 Blettner
Blvd
Madison Wi
53784

Personal Care

Description of the Exception Documentation Requirements Submission
Address
This exception occurs when aclaim isinitialy received | To receive consideration, the following ForwardHealth
by the deadline but is denied due to a discrepancy documentation must be submitted within 455 days | Good
between the member's enrollment information in from the DOS: Faith/Timely
ForwardHealth interChange and the member's actual Filing
enrollment. . A copy of remittance information showing | Ste 50
the claim was submitted in atimely manner | 313 Blettner
and denied with a qudifying enrollment- Blvd
related explanation. Madison Wi
. A photocopy of one of the following 53784

indicating enrollment on the DOS:
o Temporary ldentification Card for
Express Enrollment in BadgerCare
Plus.
o Temporary ldentification Card for
Express Enrollment in Family Planning
Only Services.
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Wisconsin's EVS (Enroliment
Verification System) from a
commercial eligibility vendor.

o Thetransaction log number received
through WiCall.
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Description of the Exception Documentation Requirements Submission
Address
This exception occurs when If a subsequent provider submission is required, the request must | ForwardHealth
ForwardHealth reconsiders apreviously | be submitted within 90 days from the date of the RA (Remittance | Timely Filing
processed claim. ForwardHealth will Advice) message. A copy of the RA message that shows the Ste 50
initiate an adjustment on a previously paid |ForwardHealth-initiated adjustment must be submitted with the | 313 Blettner
clam. request. Blvd
Madison WI
53784

Description of the Exception Documentation Requirements Submission
Address
This exception occurs when the local county or tribal | To receive consideration, the request must be submitted | ForwardHealth
agency requests a return of a GR (generd relief) within 180 days from the date the backdated enrollment | GR Retro
payment from the provider because amember has | was added to the member's enrollment information. The | Eligibility
become retroactively enrolled for Wisconsin request must be submitted with one of the following: Ste 50
Medicaid or BadgerCare Plus. 313 Blettner
. "GR retroactive enrollment" indicated on the Blvd
clam. Madison Wi
. A copy of the letter received from the local 53784
county or tribal agency.

Description of the Exception Documentation Requirements Submission
Address
This exception occurs when claims submitted to Medicare (within 365 | To receive consideration, the ForwardHealth
days of the DOS) are denied by Medicare after the 365-day following must be submitted within | Timely Filing
submission deadline. A waiver of the submission deadline will not be 90 days of the Medicare processing | Ste 50
granted when Medicare denies a claim for one of the following reasons. | date: 313 Blettner
Blvd

. The charges were previously submitted to Medicare. . A copy of the Medicare Madison WI

. The member name and identification number do not match. remittance information. 53784

. The services were previoudly denied by Medicare. . The appropriate Medicare

. The provider retroactively applied for Medicare enrollment and disclaimer code must be

did not become enrolled. indicated on the claim.

Personal Care
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Description of the Exception Documentation Requirements Submission
Address
This exception occurs when an other health insurance | To receive consideration, the following ForwardHealth
source reviews a previously paid claim and determines | documentation must be submitted within 90 days Timely Filing
that reimbursement was inappropriate. from the date of recoupment notification: Ste 50
313 Blettner
. A copy of the commercid hedth insurance  |Blvd
remittance information. Madison Wi
. A copy of the remittance information showing | 53784
recoupment for crossover claims when
Medicare is recouping payment.

Description of the Exception Documentation Requirements Submission
Address

This exception occurs when aclaim cannot | To receive consideration, the request must be submitted within | ForwardHealth
be submitted within the submission deadline | 180 days from the date the backdated enrollment was added | Timely Filing

due to adelay in the determination of a to the member's enrolIment information. In addition, Ste 50
member's retroactive enrollment. "retroactive enrollment" must be indicated on the claim. 313 Blettner
Blvd
Madison Wi
53784
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Archive Date:09/01/2015

Coordination of Benefits:Commercial Health I nsurance

Topic #595

Assignment of I nsurance Benefits

Assignment of insurance benefitsis the process by which a specified party (e.g., provider or policyholder) becomes
entitled to receive payment for claimsin accordance with the insurance company policies.

Commercial health insurance companies may permit reimbur sement to the provider or member. Providers should
verify whether commer cial health insurance benefits may be assigned to the provider. Asindicated by the commercial
health insurance, providers may berequired to obtain approval from the member for this assignment of benefits.

If the provider isassigned benefits, providers should bill the commer cial health insurance.

If the member isassigned insurance benefits, it is appropriate to submit a claim to ForwardHealth without billing the
commercial health insurance. In thisinstance providers should indicate the appropriate other insurance indicator or
complete the Explanation of Medical Benefits form, as applicable. ForwardHealth will bill the commercial health
insurance.

Topic #3844

Claimsfor Services Denied by Commercial Health
| nsurance

If commercial health insurance denies or recoups payment for servicesthat are covered by Badger Care Plus and
Wisconsin Medicaid, the provider may submit a claim for those services. To allow payment in this situation, providers
are encouraged to follow the requirements (e.g., request PA (prior authorization) before providing the service for
covered servicesthat require PA). If the requirements are followed, Forwar dHealth may reimburse for the service up
to the allowed amount (less any payments made by other health insurance sour ces).

Note: The provider isrequired to demonstrate that a correct and complete claim was denied by the commercial health
insurance company for areason other than that the provider was out of network.

Topic #598

Commercial Fee-for-Service

Fee-for-service commer cial health insuranceisthetraditional health care payment system under which providers
receive a payment for each unit of service provided rather than a capitation payment for each member. Such
insurance usually does not restrict health careto a particular network of providers.

When commercial health insurance plans give the member the option of getting care within or outside a provider
network, non-network providers may be reimbur sed by the commer cial health insurance company for covered
servicesif they follow the commercial health insurance plan's billing rules.

Topic #601
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Definition of Commercial Health I nsurance

Commercial health insurance is defined as any type of health benefit not obtained from Medicare or Wisconsin
Medicaid and Badger Care Plus. The insurance may be employer-sponsored or privately purchased. Commercial
health insurance may be provided on a fee-for-service basis or through a managed care plan.

Common types of commercial health insurance include HM Os, PPOs (preferred provider organizations), POS (point-
of-service) plans, Medicare Advantage plans, Medicar e supplemental plans, and LTC (long term care) plans. Some
commercial health insurance providersrestrict coverage to a specified group of providersin a particular service area.

When commercial health insurance plans require membersto use a designated network of providers, non-network
(i.e., providerswho do not have a contract with the member's commercial health insurance plan) will be reimbursed by
the commercial health insurance plan only if they obtain areferral or provide an emergency service.

Except for emergency services and covered servicesthat are not covered under the commercial health insurance
plan, membersenrolled in both a commercial health insurance plan and Badger Care Plus or Wisconsin Medicaid (i.e.,
state-contracted MCO (managed car e organization), fee-for-service) arerequired to receive services from providers
affiliated with the commercial health insurance plan. In thissituation, providersarerequired to refer the membersto
the commercial health insurance plan's network providers. Thisis necessary because commer cial health insuranceis
always primary to Badger Care Plus.

Badger Care Plusand Wisconsin Medicaid will not reimburse the provider if the commercial health insurance plan
denied or would deny payment because a service otherwise covered under the commercial health insurance plan was
performed by a provider outside the plan. In addition, if a member receives a covered service outside hisor her
commercial health insurance plan, the provider cannot collect payment from the member.

Topic #602

Discounted Rates

Providers of servicesthat are discounted by commercial health insurance should include the following information on
claims or on the Explanation of Medical Benefitsform, as applicable:

. Their usual and customary charge.

. Theappropriate other insurance indicator.

. Theamount, if any, actually received from commercial health insurance as the amount paid by commer cial
health insurance.

Topic #596

Exhausting Commer cial Health I nsurance Sour ces

Providersarerequired to exhaust commer cial health insurance sour ces befor e submitting claims to Forwar dHealth.
Thisisaccomplished by following the processindicated in the following steps. Providersarerequired to prepare
complete and accurate documentation of effortsto bill commercial health insurance to substantiate other insurance
indicators used on any claim.

Step 1. Determine if the Member Has Commer cial Health I nsurance
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If Wisconsin's EVS (Enrollment Verification System) does not indicate that the member has commercial health
insurance, the provider may submit a claim to ForwardHealth unless the provider is otherwise aware of commercial health
insurance coverage.

If the member disputestheinformation asit isindicated in the EV'S, the provider should submit a completed Other
Coverage Discrepancy Report (F-01159 (09/12)) form. Unless the service does not require other health insurance billing, the
provider should allow at least two weeks before proceeding to Step 2.

Step 2. Determine if the Service Requires Other Health Insurance Billing

If the service requires other health insurance billing, the provider should proceed to Step 3.
If the service does not require other health insurance billing, the provider should proceed in one of the following ways:

. The provider is encouraged to bill commercial health insurance if he or she believes that benefits are available.
Reimbursement from commercial health insurance may be greater than the Medicaid-allowed amount. If billing commercia
health insurance first, the provider should proceed to Step 3.

. The provider may submit a claim without indicating an other insurance indicator on the claim or on the Explanation of
Medical Benefits form, as applicable.

The provider may not bill Wisconsin Medicaid and commercial health insurance simultaneously. Simultaneous billing may
congtitute fraud and interferes with Wisconsin Medicaid's ability to recover prior payments.

Step 3. Identify Assignment of Commercial Health Insurance Benefits

The provider should verify whether commercial health insurance benefits may be assigned to the provider. (As indicated by
commercial health insurance, the provider may be required to obtain approval from the member for this assignment of benefits.)

The provider should proceed in one of the following ways:

. If theprovider isassigned benefits, the provider should bill commercial health insurance and proceed to Step 4.

. If the member isassigned insurance benefits, the provider may submit a claim (without billing commercia health
insurance) using the appropriate other insurance indicator or complete the Explanation of Medical Benefits form, as
applicable.

If the commercial health insurance reimburses the member, the provider may collect the payment from the member. If the
provider receives reimbursement from Wisconsin Medicaid and the member, the provider is required to return the lesser amount
to Wisconsin Medicaid.

Step 4. Bill Commercial Health Insurance and Follow Up

If commercial health insurance denies or partially reimbursesthe provider for the claim, the provider may proceed to
Step 5.

If commercial health insurance does not respond within 45 days, the provider should follow up the original claim with an
inquiry to commercial health insurance to determine the disposition of the claim. If commercial health insurance does not respond
within 30 days of the inquiry, the provider may proceed to Step 5.

Step 5. Submit Claim to Forwar dHealth

If only partial reimbursement isreceived, if the correct and complete claim is denied by commercial health

insurance, or if commercial health insurance does not respond to the original and follow-up claims, the provider may
submit a claim to ForwardHealth using the appropriate other insurance indicator or complete the Explanation of Medical Benefits
form, as applicable. Commercial remittance information should not be attached to the claim.

Topic #18497
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Explanation of M edical Benefits Form Requirement

An Explanation of Medical Benefits (F-01234 (11/14)) form must beincluded for each other payer when other health
insurance sour ces (e.g., commercial insurance, Medicare) are indicated on a paper claim or paper adjustment.

Note: ADA (American Dental Association) claimsand claim adjustments and compound and noncompound drug
claims and claim adjustments are not subject to the requirementsregarding use of the Explanation of Medical
Benefitsform.

Paper claimsor adjustmentsregueststhat have other health insurance indicated may be returned to the provider
unprocessed or denied if they are submitted without the Explanation of Medical Benefitsform for each other payer.
Paper claimsor adjustments submitted with incorrect or incomplete Explanation of Medical Benefits formswill also
bereturned or denied.

Use of the ForwardHealth Explanation of M edical Benefits form is mandatory; providersarerequired to use an exact
copy. ForwardHealth will not accept alternate versions (i.e., retyped or otherwise reformatted) of the Explanation of
M edical Benefitsform.

The Explanation of Medical Benefits form requirement for paper claimsand adjustmentsisintended to help ensure
consistency with electronic claims and adjustments submitted via the ForwardHealth Portal or using an 837 Health
Care Claim transaction (including those submitted using Provider Electronic Solutions software or through a
clearinghouse or softwar e vendor).

The Explanation of Medical Benefits form requirement appliesto paper claimsand paper adjustments submitted to
Wisconsin Medicaid, Badger Care Plus, Senior Care, and the WCDP (Wisconsin Chronic Disease Program). Providers
arereminded that, except for a few instances, Wisconsin M edicaid, Badger Care Plus, Senior Care, and WCDP are
payersof last resort for any covered service. Therefore, providersarerequired to make a reasonable effort to
exhaust all other existing health insurance sour ces befor e submitting claimsto ForwardHealth or to a state-
contracted MCO (managed car e organization).

Wisconsin M edicaid and Badger Care Plus are not payers of last resort for memberswho receive coverage from
certain governmental programs. Providers should ask membersif they have coverage from these other gover nment
programs.

If a member becomesretroactively enrolled in Wisconsin Medicaid or Badger Car e Plus after the provider has
already been reimbursed by one of these gover nment programs, the provider may be required to submit the claimsto
ForwardHealth and refund the payment from the gover nment program.

Ink, Data Alignment, and Quality Standardsfor Paper Claim Submission
In order for Optical Character Recognition softwareto read paper claim formsaccurately, the claim forms must
comply with certain ink standards, aswell as other data alignment and quality standards. The Explanation of Medical

Benefits form will also need to comply with these standards.

Topic #263

Members Unableto Obtain Services Under Managed
CarePlan

Sometimes a member's enrollment file shows commer cial managed car e cover age, but the member isunableto
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receive services from the managed car e plan. Examples of such situationsinclude the following:

. Children enrolled in a commer cial managed care plan by a noncustodial parent if the custodial parent refusesto
usethe coverage.

. Membersenrolled in a commercial managed care plan who reside outside the service ar ea of the managed care
plan.

. Membersenrolled in a commercial managed care plan who enter a nursing facility that limitsthe member's
access to managed care providers.

In these situations, Wisconsin Medicaid will reimbur se services cover ed by both Badger Care Plus or Medicaid and
the commercial managed care plan even though the services are obtained from providers outside the plan.

When submitting claims for these members, providers should do one of the following:
. Indicatethe other insurance information on the Explanation of M edical Benefitsform for paper claims.

. Refer tothe Wisconsin PES (Provider Electronic Solutions) Manual or the appropriate 837 (837 Health Care
Claim) companion guide to determine the appropriate other insuranceindicator for electronic claims.

Topic #604

Non-Reimbur sable Commercial Health | nsurance
Services

Providersare not reimbursed for the following:

. Services covered by a commercial health insurance plan, except for coinsurance, copayment, or deductible.
. Servicesfor which providerscontract with a commercial health insurance plan to receive a capitation payment
for services.

Topic #605

Other Insurance Indicators

Other insurance indicators are used to report results of commercial health insurance billing and to report when
existing insurance was not billed. Providersare required to use theseindicators as applicable on professional,
ingtitutional, or dental claims or on the Explanation of M edical Benefits form, as applicable, submitted for members
with commercial health insurance. The intentional misuse of other insuranceindicatorsto obtain inappropriate
reimbur sement constitutes fraud.

Other insurance indicators identify the status and availability of commercial health insurance. The indicators allow
providersto be reimbursed correctly when the following occur:

. Commercial health insurance exists, does not apply, or when, for some valid reason, the provider isunableto
obtain such reimbur sement by reasonable means.

. Commercial health insurance does not cover the service provided.

. Full or partial payment was made by commercial health insurance.

Code|Description

OI-P |PAID in part or in full by commercial health insurance or commercial HMO. Indicate the amount paid by commercial
health insurance to the provider or to the insured.
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OI-D |DENIED by commercial health insurance or commercial HMO following submission of a correct and complete claim, or
payment was applied towards the coinsurance and deductible. Do not use this code unless the claim was actually billed to
the commercial health insurer.

Ol-Y |YES, the member has commercial health insurance or commercial HMO coverage, but it was not billed for reasons
including, but not limited to, the following:

. The member denied coverage or will not cooperate.

. The provider knows the service in question is not covered by the carrier.

. The member's commercial health insurance failed to respond to initia and follow-up claims.
. Benéfits are not assignable or cannot get assignment.

. Benefits are exhausted.

Note: The provider may not use OI-D or OI-Y if the member is covered by a commercial HMO and the HM O denied
payment because an otherwise covered service was not rendered by a designated provider. Services covered by a
commercial HMO are not reimbursable by ForwardHealth except for the copayment and deductible amounts.
Providers who receive a capitation payment from the commercial HMO may not bill ForwardHealth for services that
areincluded in the capitation payment.

Providers should not use other insurance indicators when the following occur :

. Wisconsin'sEVS (Enrollment Verification System) indicates no commercial health insurance for the DOS (date
of service).

. Theservice does not require other health insurance billing.

. Claim denialsfrom other payersrelating to NPI (National Provider Identifier) and related data should be
resolved with that payer and not submitted to Forwar dHealth. Payments made in these situations may be
recouped.

Documentation Requirements

Providersarerequired to prepare and maintain truthful, accurate, complete, legible, and concise documentation of
effortsto bill commercial health insurance sour ces to substantiate other insurance indicators used on any claim,
according to DHS 106.02(9)(a), Wis. Admin. Code.

Topic #603

Services Not Requiring Commercial Health Insurance
Billing
Providersare not required to bill commercial health insurance sour ces befor e submitting claims for the following:

. Case management services.

. CCS (Comprehensive Community Services).

. CrisisIntervention services.

. CRS(Community Recovery Services).

. CSP (Community Support Program) services.
. Family planning services.

. Personal care services

. PNCC (prenatal care coordination) services.

. Preventive pediatric services.
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. SMV (specialized medical vehicle) services.

Topic #769

Services Requiring Commercial Health Insurance Billing

If ForwardHealth indicates that the member has other commercial health insurance, the provider isrequired to bill the
following servicesto commercial health insurance befor e submitting claims to Forwar dHealth:

. Ambulance services, if provided as emergency services.

. Anesthetist services.

. Audiology services, unless provided in a nursing home or SNF (skilled nursing facility).

. Blood bank services.

. Chiropractic services.

. Dental services.

. DME (durable medical equipment) (rental or purchase), prosthetics, and hearing aidsif the billed amount is
over $10.00 per item.

. Home health services (excluding PC (personal care) services).

. Hospice services.

. Hospital services, including inpatient or outpatient.

. Independent nurse, nurse practitioner, or nurse midwife services.

. Laboratory services.

. Medicare-covered servicesfor memberswho have M edicare and commercial health insurance.

. Mental health/substance abuse services, including services delivered by providers other than physicians,
regardless of POS (place of service).

. PT (physical therapy), OT (occupational therapy), and SL P (speech and language pathology) services, unless
provided in a nursing home or SNF.

. Physician assistant services.

. Physician services, including surgery, surgical assistance, anesthesiology, or any service to a hospital inpatient.
However, physician services provided to a woman whose primary diagnosisindicates a high-risk pregnancy do
not require commercial health insurance billing.

. Pharmacy servicesfor memberswith verified drug cover age.

. Podiatry services.

. PDN (private duty nursing) services.

. Radiology services.

. RHC (rural health clinic) services.

. Skilled nursing home care, if any DOS (date of service) iswithin 30 days of the date of admission. If benefits
greater than 30 days are available, the nursing homeisrequired to continue to bill for them until those benefits
are exhausted.

. Vision services over $50, unless provided in a home, nursing home, or SNF.

If ForwardHealth indicates the member has other vision coverage, the provider isrequired to bill the following
services to commer cial health insurance before submitting claims to Forwar dHealth:

. Ophthalmology services.
. Optometrist services.

If ForwardHealth indicates the member has M edicar e Supplemental Plan Coverage, the provider isrequired to bill
the following services to commercial health insurance befor e submitting claims to Forwar dHealth:

. Alcohol, betadine, and/or iodine provided by a pharmacy or medical vendor.

. Ambulance services.

Personal Care
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. Ambulatory surgery center services.

. Breast reconstruction services.

. Chiropractic services.

. Dental anesthesia services.

. Home health services (excluding PC services).

. Hospital services, including inpatient or outpatient.

. Medicare-covered services.

. Osteopath services.

. Physician services.

. Skilled nursing home care, if any DOS iswithin 100 days of the date of admission. If benefits greater than 100
days are available, the nursing homeisrequired to continueto bill for them until those benefits are exhausted.

ForwardHealth hasidentified servicesrequiring M edicar e billing.
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M edicare

Topic #664

Acceptance of Assignment

In Medicare, " assignment” isa process through which a provider agreesto accept the M edicar e-allowed amount as
payment in full. A provider who agreesto thisamount is said to " accept assignment.”

A Medicare-enrolled provider performing a Medicare-covered service for a dual eligible or QM B-Only (Qualified

M edicar e Beneficiary-Only) member isrequired to accept assignment of the member's Medicare Part A benefits.
Therefore, Wisconsin Medicaid'stotal reimbur sement for a Medicare Part A-covered inpatient hospital service(i.e,
any amount paid by other health insurance sour ces, any copayment or deductible amounts paid by the member, and
any amount paid by Wisconsin Medicaid or Badger Care Plus) may not exceed the M edicar e-allowed amount.

Topic #666

Claims Denied for Errors

Medicare claims that were denied for provider billing errors must be corrected and resubmitted to Medicare before
the claim may be submitted to ForwardHealth.

Topic #668

Claims Processed by Commercial Insurance That Is
Secondary to Medicare

If a crossover claim isalso processed by commercial health insurance that is secondary to Medicare (e.g., Medicare
supplemental), the claim will not be forwarded to ForwardHealth. After the claim has been processed by the

commer cial health insurance, the provider should submit a provider-submitted crossover claim to ForwardHealth with
the appropriate other insurance indicator or Explanation of M edical Benefits form, as applicable.

Topic #670

Claims That Do Not Require M edicare Billing

For services provided to dual digibles, professional, institutional, and dental claims should be submitted to
ForwardHealth without first submitting them to Medicarein the following situations:

. Theprovider cannot be enrolled in Medicare.
. Theserviceisnot allowed by Medicare under any circumstance. Providers should notethat claims are denied
for servicesthat Medicare has determined are not medically necessary.

In these situations, providers should not indicate a M edicare disclaimer code on the claim.
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Topic #704

Claims That Fail to Cross Over

ForwardHealth must be able to identify the billing provider in order to report paid or denied M edicar e crossover
claimsinformation on the RA (Remittance Advice). Claimswith an NPI (National Provider Identifier) that failsto
appear on the provider's RA are an indication that thereisa problem with the matching and identification of the
billing provider and the claims wer e denied.

ForwardHealth is not able to identify the billing provider on automatic crossover claims submitted by health care
providersin the following situations:

. Thebilling provider's NPI has not been reported to ForwardHealth.

. Thetaxonomy code has not been reported to ForwardHealth or isnot indicated on the automatic cr ossover
claim.

. Thebilling provider's practice location ZI P+4 code on file with ForwardHealth isrequired to identify the
provider and isnot indicated on the automatic crossover claim.

If automatic crossover claimsdo not appear on the RA after 30 days of the M edicar e processing date, providersare
required to resubmit the claim directly to ForwardHealth using the NPI that was reported to ForwardHealth asthe
primary NPI. Additionally, the taxonomy code and the ZI P+4 code of the practice location on file with ForwardHealth
arerequired when additional data is needed to identify the provider.

Topic #667

Claimsfor Services Denied by Medicare

If Medicare deniesor recoups payment for services provided to dual eligiblesthat are covered by Badger Care Plus
or Wisconsin Medicaid, the provider may submit a claim for those services directly to ForwardHealth. To allow
payment by ForwardHealth in this situation, providers are encouraged to follow Badger Care Plus and Medicaid
requirements (e.g., request PA (prior authorization) before providing the service for covered servicesthat require
PA). If the requirements ar e followed, Forwar dHealth may reimbur se for the service up to the allowed amount (less
any payments made by other health insurance sour ces).

Topic #2166

Coverage Deter mination Software

CDS (cover age deter mination softwar €) helps home health and personal care providersidentify when they should bill
M edicar e before billing Wisconsin Medicaid for dual entitlees. Agenciesarerequired to usethe CDS for members
who are dual eligibles. Providersarereguired to usethe CDS asfollows:

. Usethe CDS beforethe agency provides Medicaid services.

. Usethe CDSwhen a member's condition or status changes, potentially making the member eligible for
M edicar e cover age.

. Keep aprinted copy of theresults of the softwar €'s deter mination on file and on the agency's premises for audit
purposes.

It isimportant to use CDS when one agency is sharing a case with another agency. If skilled careisprovided by
another agency, the member may be eligible for Medicare home health care through that agency. In that situation, a
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Medicare-enrolled provider isrequired to bill Medicare for those services covered by Medicare.

Medicaid |s Payer of Last Resort

Wisconsin Medicaid isthe payer of last resort for any Medicaid-covered service. Federal law prohibits home health
and personal care servicesthat are covered by Medicareto be paid by Medicaid. The CM S (Centersfor Medicare
and Medicaid Services) acceptsthe CDS-printed results as documentation that Medicaid isthe payer of last resort. If
an agency submits claimsto ForwardHealth for servicesthat M edicare pays home health agenciesto provide,
Wisconsin Medicaid will audit and recoup Medicaid payments.

Although the CDS does not ask questions about a member's other insurance coverage, providersarerequired to
exhaust all existing other health insurance sour ces befor e submitting claims to Forwar dHealth.

Personal Care-Only Agencies

Even though agencies certified to provide only personal care cannot bill Medicare, they arerequired to still use CDS.
Wisconsin Medicaid will not reimburse for personal car e services which would be reimbursed by Medicare. Personal
care-only agenciesare not Medicare-enrolled providers. Therefore, these agencies arerequired to notify all personal
care member s about Medicar e cover age and do the following:

. Providethe member with the Notice to Wisconsin M edicaid Members Regarding This Personal Care Agency
form.

. Havethe member or legally responsible person review and sign the form.

. Givethe member a copy and keep the original form in the member'sfile.

If the member iseligible for Medicare home health services, and the agency isnot certified to provide home health
services, the provider isrequired to do one of the following:

. Coordinate carewith a Medicare-enrolled home health agency so that the agency provides only those personal-
care hoursthat exceed Medicar e’ shome health coverage.
. Dischargethe member.

Topic #671

Crossover Claims

A Medicare crossover claim isa Medicare-allowed claim for a dual eligible or QM B-Only (Qualified Medicare
Beneficiary-Only) member sent to ForwardHealth for payment of coinsurance, copayment, and deductible.

Submit Medicare claimsfirst, as appropriate, to one of the following:

. Medicare Part A fiscal intermediary.

. Medicare Part B carrier.

. Medicare DME (durable medical equipment) regional carrier.

. Medicare Advantage Plan.

. Railroad Retirement Board carrier (also known asthe Railroad Medicare carrier).

There aretwo types of crossover claims based on who submitsthem:

. Automatic crossover claims.
. Provider-submitted crossover claims.
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Automatic Crossover Claims

An automatic crossover claim isa claim that M edicare automatically forwardsto ForwardHealth by the COBC
(Coordination of Benefits Contractor).

Claims will be forwarded if the following occur:

. Medicare hasidentified that the services were provided to a dual eligible or a QM B-Only member.
. Theclaimisfor amember whoisnot enrolled in a Medicare Advantage Plan.

Provider-Submitted Crossover Claims

A provider-submitted crossover claim isa Medicare-allowed claim that a provider directly submitsto ForwardHealth
when the M edicare claim did not automatically cross over. Providers should submit a provider-submitted crossover
claim in the following situations:

. Theautomatic crossover claim does not appear on the ForwardHealth RA (Remittance Advice) within 30 days
of the M edicar e processing date.

. Theautomatic crossover claim is denied and additional information may allow payment.

. Theclaim isfor amember whoisenrolled in Medicare and commer cial health insurance that is secondary to
Medicare (e.g., Medicare Supplemental).

. Theclaim isfor amember who was not enrolled in Badger Care Plus or Wisconsin Medicaid at thetimethe
service was submitted to M edicare for payment, but the member was retroactively determined enrolled in
Badger Care Plusor Medicaid.

. Theclaimisfor a member who isenrolled in a Medicare Advantage Plan.

When submitting crossover claimsdirectly, the following additional data may be required on the claim to identify the
billing and rendering provider:

. TheNPI (National Provider Identifier) that ForwardHealth has on file for the provider.
. Thetaxonomy code that ForwardHealth hason file for the provider.
. TheZIP+4 codethat correspondsto the practice location address on file with ForwardHealth.

Providers may initiate a provider-submitted claim in one of the following ways.

. DDE (Direct Data Entry) through the ForwardHealth Provider Portal.
. 8371 (837 Health Care Claim: Institutional) transaction, as applicable.
. 837P (837 Health Care Claim: Professional) transaction, as applicable.
. PES(Provider Electronic Solution) software.

. Paper claim form.

Topic #672

Definition of Medicare

Medicareisa health insurance program for people 65 years of age or older, for certain people with disabilities under
age 65, and for people with ESRD (end-stage renal disease). Medicareisa federal government program created
under Title XVII1 of the Social Security Act.

M edicare coverage is divided into four parts:
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. Part A (i.e,, Hospital Insurance). Part A helpsto pay for medically necessary services, including inpatient
hospital services, servicesprovided in critical access hospitals (i.e., small facilitiesthat give limited inpatient
services and outpatient servicesto beneficiarieswho residein rural areas), servicesprovided in skilled nursing
facilities, hospice services, and some home health services.

. Part B (i.e, Supplemental Medical Insurance). Part B helpsto pay for medically necessary services, including
physician services, outpatient hospital services, and some other servicesthat Part A doesnot cover (such asPT
(physical therapy) services, OT (occupational therapy) services, and some home health services).

. Part C (i.e, Medicare Advantage). A commercial health plan that acts for Medicare Parts A and B, and
sometimes Medicare Part D, for all Medicare covered services except hospice. Medicare Part A continuesto
provide coverage for hospice services. There are limitations on cover age outside of the carrier's provider
network.

. Part D (i.e, drug benefit).

Topic #684

Dual Eligibles

Dual eligibles are memberswho are digible for coverage from Medicare (either Medicare Part A, Part B, or both)
and Wisconsin Medicaid or Badger Care Plus.

Dual eligibles may receive coverage for the following:
. Medicare monthly premiumsfor Part A, Part B, or both.
. Coinsurance, copayment, and deductible for M edicare-allowed services.

. BadgerCarePlus- or Medicaid-covered services, even thosethat are not allowed by Medicare.

Topic #2514

Per sonal Care Services

If amember qualifiesfor Medicare home health services, Medicare will reimbursefor a home health aide to provide
hands-on personal care (e.g., bathing, dressing, grooming, and transfer s) to maintain the member's health or facilitate
treatment of the member'sillness or injury. Agenciesthat Wisconsin Medicaid enrollsto provide both home health
and personal care services and per sonal care-only agencies follow different proceduresregarding dual eligibles.

Home Health/Personal Care Agencies

If the member isa dual eligible and M edicare coversthe service, Medicare-enrolled providersarerequired to send
claimsto Medicar e before billing Wisconsin Medicaid, according to DHS 106.03(7)(b), Wis. Admin. Code.

If Medicare coversthe service provided to a dual €igible but the claim is denied, M edicare-enrolled providers should
indicate a M edicare disclaimer code in the appropriate field/item on the claim form submitted to ForwardHealth.
Claims denied by Medicare dueto provider billing error must be corrected and resubmitted to M edicar e befor e being
sent to ForwardHealth. Refer to Form Locator 84 of the UB-04 Claim Form Instructionsfor the appropriate Medicare
disclaimer code.

Personal Care-Only Agencies
Wisconsin Medicaid will not reimburse for personal care servicesthat would be reimbursed by Medicare. Per sonal

care-only agencies are not Medicare-enrolled providers. Therefore, they arerequired to notify all personal care
member s about M edicar e coverage and do the following:
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. Providethe member with the Noticeto Wisconsin M edicaid M embers Regarding This Personal Care Agency
form.

. Havethe member or legally responsible person review and sign thisform.

. Givethe member a copy and keep the original form in the member'sfile.

If the member iseligible for Medicare home health services and the agency is not enrolled by Medicareto provide
home health services, the provider isrequired to do one of the following:

. Coordinate carewith a M edicare-enrolled home health agency so the agency provides only those personal care
hoursthat exceed M edicar € s home health coverage.
. Dischargethe member from the provider's personal care services.

Disposable M edical Supplies

M edicare may pay for DM S (disposable medical supplies) under Part B coverage. Medicare-enrolled providersare
required to bill Medicarefor these supplies. If the provider isnot enrolled to bill Medicare, the member will need to
obtain the suppliesfrom a different Medicare-enrolled provider, such as arehabilitation agency, pharmacy, or other
medical equipment or suppliesvendor.

If a provider submits claimsto ForwardHealth for servicesthat Medicare would pay, Wisconsin Medicaid may recoup
any related paymentsit made on a postpayment basis.

Topic #669

Exhausting M edicare Coverage

Providersare required to exhaust M edicar e cover age befor e submitting claimsto ForwardHealth. Thisis
accomplished by following these instructions. Providersarerequired to prepare complete and accur ate documentation
of effortsto bill Medicare to substantiate M edicar e disclaimer codes used on any claim.

Adjustment Request for Crossover Claim

The provider may submit a paper or electronic adjustment request. If submitting a paper Adjustment/Reconsideration Request
(F-13046 (07/12)) form, the provider should complete and submit the Explanation of Medical Benefits form, as applicable.

Provider-Submitted Crossover Claim
The provider may submit a provider-submitted crossover claim in the following situations:

. Theclaimisfor amember who is enrolled in a Medicare Advantage Plan.

. Theautomatic crossover claim is not processed by ForwardHealth within 30 days of the Medicare processing date.

. ForwardHealth denied the automatic crossover claim and additional information may allow payment.

. Theclamisfor amember who is enrolled in Medicare and commercia health insurance that is secondary to Medicare
(e.g., Medicare Supplementadl).

. Theclamisfor amember who was not enrolled in BadgerCare Plus at the time the service was submitted to Medicare

for payment, but the member was retroactively enrolled.”

When submitting provider-submitted crossover claims, the provider is required to follow al claims submission requirementsin
addition to the following:

. For electronic claims, indicate the Medicare payment.
. For paper claims, the provider is required to do the following:
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o Complete the Explanation of Medical Benefits form.

When submitting provider-submitted crossover claims for members enrolled in Medicare and commercia health insurance that is
secondary to Medicare, the provider is also reguired to do the following:

. Refrain from submitting the claim to ForwardHealth until after the claim has been processed by the commercia health
insurance.

. Indicate the appropriate other insurance indicator on the claim or the Explanation of Medical Benefits form, as applicable.

* Inthissituation, atimely filing appeal's request may be submitted if the services provided are beyond the claims submission deadline. The
provider isrequired to indicate "retroactive enrollment” on the provider-submitted crossover claim and submit the claim with the Timely Filing
Appeals Request (F-13047 (07/12)) form and Explanation of Medical Benefits form, as applicable. The provider isrequired to submit the timely
filing appeal s request within 180 days from the date the backdated enrollment was added to the member'sfile.

Claim for Services Denied by Medicare

When Medicare denies payment for a service provided to adual eligible that is covered by BadgerCare Plus or Wisconsin
Medicaid, the provider may proceed as follows:

. Bill commercial health insurance, if applicable.

. Submit a claim to ForwardHealth using the appropriate Medicare disclaimer code. If applicable, the provider should
indicate the appropriate other insurance indicator on the claim or the Explanation of Medical Benefits form, as applicable.
A copy of Medicare remittance information should not be attached to the claim.

Crossover Claim Previously Reimbur sed
A crossover claim may have been previously reimbursed by Wisconsin Medicaid when one of the following has occured:

. Medicare reconsiders services that were previously not allowed.
. Medicare retroactively determines a member eligible.

In these situations, the provider should proceed as follows:

. Refund or adjust Medicaid payments for services previously reimbursed by Wisconsin Medicaid.
. Bill Medicare for the services and follow ForwardHealth's procedures for submitting crossover claims.

Topic #687

Medicare Advantage

M edicar e services may be provided to dual eligiblesor QM B-Only (Qualified Medicar e Beneficiary-Only) members
on afee-for-service basis or through a Medicare Advantage Plan. M edicar e Advantage was formerly known as
Medicare Managed Care (MM C), Medicare + Choice (MPC), or Medicare Cost (Cost). M edicar e Advantage Plans
have a special arrangement with the federal CM S (Centersfor Medicare and Medicaid Services) and agreeto
provide all Medicare benefitsto M edicare beneficiariesfor afee. Providers may contact Medicarefor alist of

M edicare Advantage Plansin Wisconsin and the insurance companies with which they are associated.

Paper Crossover Claims

Providersarerequired to complete and submit an Explanation of Medical Benefitsform, along with provider -
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submitted paper crossover claimsfor services provided to membersenrolled in a Medicare Advantage Plan.

Reimbur sement Limits

Reimbursement limits on Medicare Part B services are applied to all M edicar e Advantage Plan copayment amounts
in accordance with federal law. This may reduce reimbur sement amountsin some cases.

Topic #688

M edicar e Disclaimer Codes

Medicare disclaimer codes are used to ensure consistent reporting of common billing situations for dual eligibles.
Refer to claim instructionsfor Medicare disclaimer codes and their descriptions. Theintentional misuse of Medicare
disclaimer codesto obtain inappropriate reimbursement from ForwardHealth constitutes fraud.

Medicare disclaimer codesidentify the status and availability of Medicar e benefits. The code allows a provider to be
reimbursed correctly by ForwardHealth when Medicar e benefits exist or when, for some valid reason, the provider is
unable to obtain such benefits by reasonable means.

When submitting a claim for a covered service that was denied by Medicare, providers should resubmit the claim
directly to ForwardHealth using the appropriate M edicar e disclaimer code on the claim or the Explanation of Medical
Benefits form, as applicable.

Code Description

M -7 |Medicare disallowed or denied payment. This code applies when Medicare denies the claim for reasons related to policy
(not billing errors), or the member's lifetime benefit, SOI (spell of illness), or yearly allotment of available benefitsis
exhausted.

For Medicare Part A, use M-7 in the following instances (all three criteria must be met):

. Theprovider isidentified in ForwardHealth files as enrolled in Medicare Part A.

. The member is eligible for Medicare Part A.

. Theserviceis covered by Medicare Part A but is denied by Medicare Part A due to frequency limitations,
diagnosis restrictions, or exhausted benefits.

For Medicare Part B, use M-7 in the following instances (all three criteria must be met):

. Theprovider isidentified in ForwardHealth files as enrolled in Medicare Part B.

. The member is eligible for Medicare Part B.

. Theserviceis covered by Medicare Part B but is denied by Medicare Part B due to frequency limitations,
diagnosis restrictions, or exhausted benefits.

M -8 |Noncovered Medicare service. This code may be used when Medicare was not billed because the service is not covered
in this circumstance.

For Medicare Part A, use M-8 in the following instances (all three criteria must be met):
. The provider isidentified in ForwardHealth files as enrolled in Medicare Part A.

. The member is eligible for Medicare Part A.
. Theserviceisusualy covered by Medicare Part A but not in this circumstance (e.g., member's diagnosis).
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For Medicare Part B, use M-8 in the following instances (all three criteria must be met):

. The provider isidentified in ForwardHealth files as enrolled in Medicare Part B.
. The member is eligible for Medicare Part B.
. Theserviceisusually covered by Medicare Part B but not in this circumstance (e.g., member's diagnosis).

Documentation Requirements

Providersarerequired to prepare and maintain truthful, accur ate, complete, legible, and concise documentation of
effortsto bill Medicareto substantiate M edicar e disclaimer codes used on any claim, according to DHS 106.02(9)(a),
Wis. Admin. Code.

Topic #689

M edicar e Enrollment

Some providers may become retroactively enrolled in Medicare. Providers should contact Medicare for more
infor mation about retroactive enrollment.

Servicesfor Dual Eligibles

Asstated in DHS 106.03(7), Wis. Admin. Code, a provider isrequired to beenrolled in Medicareif both of the
following aretrue:

. Heor sheprovidesaMedicare Part A serviceto adual eligible.
. Heor shecan beenrolled in Medicare.

If aprovider can be enrolled in Medicare but chooses not to be, the provider isrequired to refer dual eligiblesto
another Medicaid-enrolled provider whoisenrolled in Medicare.

Servicesfor Qualified M edicar e Beneficiary-Only Members

Because QM B-Only (Qualified M edicar e Beneficiary-Only) member sreceive cover age from Wisconsin Medicaid
only for services allowed by Medicare, providerswho arenot enrolled in Medicare arerequired to refer QMB-Only
membersto another Medicaid-enrolled provider whoisenrolled in Medicare.

Topic #8457

Medicare L ate Fees

M edicar e assesses a late fee when providers submit a claim after Medicar€'s claim submission deadline has passed.
Claimsthat cross over to ForwardHealth with a Medicare late fee are denied for being out of balance. To identify
these claims, provider s should reference the M edicar e remittance infor mation and check for ANSI (American
National Standards I nstitute) code B4 (late filing penalty), which indicates a late fee amount deducted by Medicare.

ForwardHealth considers a late fee part of Medicare's paid amount for the claim because M edicar e would have paid
the additional amount if the claim had been submitted before the Medicare claim submission deadline. ForwardHealth
will not reimburse providersfor late fees assessed by Medicare.
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Resubmitting M edicare Crossover Claimswith Late Fees

Providers may resubmit to ForwardHealth crossover claims denied because the claim was out of balance dueto a
Medicarelate fee. The claim may be submitted on paper, submitted electronically using the ForwardHealth Portal, or
submitted as an 837 (837 Health Care Claim) transaction.

Paper Claim Submissions

When resubmitting a crossover claim on paper, include a copy of the M edicar e remittance information so
Forwar dHealth can determine the amount of the late fee and apply the correct reimbursement amount.

Electronic Claim Submissions

When resubmitting a claim viathe Portal or an electronic 837 transaction (including PES (Provider Electronic
Solutions) softwar e submissions), providers arerequired to balance the claim's paid amount to reflect the amount

M edicare would have paid before Medicare subtracted a late fee. Thisisthe amount that ForwardHealth considers
when adjudicating the claim. To balancethe claim's paid amount, add the late fee to the paid amount reported by
Medicare. Enter thisamount in the Medicare paid amount field.

For example, the M edicar e remittance information reports the following amountsfor a crossover claim:

. Billed Amount: $110.00.

. Allowed Amount: $100.00.
. Coinsurance: $20.00.

. LateFee: $5.00.

. Paid Amount: $75.00.

Since Forwar dHealth considersthe late fee part of the paid amount, providers should add the late fee to the paid
amount reported on the Medicar e remittance. I n the example above, add the late fee of $5.00 to the paid amount of
$75.00 for atotal of $80.00. The claim should report the M edicare paid amount as $80.00.

Topic #690

M edicar e Retr oactive Eligibility

If amember becomesretroactively digible for Medicare, the provider isrequired to refund or adjust any payments
for theretroactive period. The provider isrequired to then bill Medicare for the services and follow ForwardHealth's
proceduresfor submitting crossover claims. Claimsfound to bein conflict with this program requirement will be
recouped.

Topic #692

Qualified M edicar e Beneficiary-Only Members

QMB-Only (Qualified M edicar e Beneficiary-Only) members are a limited benefit category of Medicaid members.
They are digiblefor coverage from Medicare (either Part A, Part B, or both) and limited coverage from Wisconsin
Medicaid. QM B-Only members receive Medicaid coverage for the following:

. Medicare monthly premiumsfor Part A, Part B, or both.
. Coinsurance, copayment, and deductible for M edicare-allowed services.
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QM B-Only members do not receive coverage from Wisconsin Medicaid for services not allowed by Medicare.
Therefore, Wisconsin Medicaid will not reimburse for servicesif either of the following occur:

. Medicaredoes not cover the service.
. Theprovider isnot enrolled in Medicare.

Topic #686

Reimbursement for Crossover Claims

Professional Crossover Claims

State law limitsreimbursement for coinsurance and copayment of M edicare Part B-covered services provided to dual
gigiblesand QM B-Only (Qualified M edicar e Beneficiary-Only) members.

Total payment for a Medicare Part B-covered service (i.e., any amount paid by other health insurance sour ces, any
copayment or spenddown amounts paid by the member, and any amount paid by Wisconsin M edicaid) may not exceed
the M edicar e-allowed amount. Therefore, Medicaid reimbursement for coinsurance or copayment of a Medicare Part
B-covered serviceisthe lesser of the following:

. The Medicare-allowed amount less any amount paid by other health insurance sources and any copayment or
spenddown amounts paid by the member.

. The Medicaid-allowed amount less any amount paid by other health insurance sources and any copayment or
spenddown amounts paid by the member.

Thefollowing table provides three examples of how the limitations are applied.

Reimbursement for Coinsurance or Copayment of Medicare Part B-Covered Services
. Example
Explanation

1 2 3
Provider's billed amount $120 |$120 $120
Medicare-allowed amount $100 |$100 $100
Medicaid-alowed amount (e.g., maximum alowable fee) $90 |$110 $75
Medicare payment $80 |$80 |$80
Medicaid payment $10 (%20 |$0

Outpatient Hospital Crossover Claims
Detail-level information is used to calculate pricing for all outpatient hospital crossover claimsand adjustments.

Detailsthat Medicare paid in full or that Medicare denied in full will not be considered when pricing outpatient
hospital crossover claims. Medicare deductibles are paid in full.

| npatient Hospital Services

State law limitsreimbursement for coinsurance, copayment and deductible of M edicare Part A-covered inpatient
hospital servicesfor dual eligiblesand QM B-Only members.

Wisconsin Medicaid'stotal reimbursement for a Medicare Part A-covered inpatient hospital service (i.e., any amount
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paid by other health insurance sour ces, any copayment or deductible amounts paid by the member, and any amount
paid by Wisconsin Medicaid or Badger Car e Plus) may not exceed the M edicar e-allowed amount. Therefore,
Medicaid reimbursement for coinsurance, copayment, and deductible of a Medicare Part A-covered inpatient hospital
serviceisthelesser of the following:

. Thedifference between the Medicaid-allowed amount and the Medicare-paid amount.
. Thesum of Medicare coinsurance, copayment, and deductible.

Thefollowing table provides three examples of how the limitations are applied.

Reimbursement for Medicare Part A-Covered Inpatient Hospital Services Provided To Dual Eligibles
i Example
Explanation
1 2 3
Provider's billed amount $1,200 ($1,200 |$1,200
Medicare-allowed amount $1,000 {$1,000 $1,000
Medicaid-allowed amount (e.g., diagnosis-related group or per diem) $1,200 |$750 |$750
M edicare-paid amount $1,000 [$800 |$500
Difference between Medicaid-allowed amount and Medicare-paid amount $200 |($-50) [$250
Medicare coinsurance, copayment and deductible $0 $200 |$500
Medicaid payment $0 $0 $250

Topic#770

Services Requiring Medicare Advantage Billing

If Wisconsin's EVS (Enrollment Verification System) indicates M edicare + Choice, the provider isrequired to bill the
following servicesto the Medicare Advantage Plan before submitting claimsto Forwar dHealth:

. Ambulance services.

. Ambulatory surgery center services.

. Chiropractic services.

. Dental anesthesia services.

. Home health services (excluding PC (personal car€) services).
. Hospital services, including inpatient or outpatient.

. Medicare-covered services.

. Osteopath services.

. Physician services.

If the EVSindicates Medicare Cogt, the provider isrequired to bill the following servicesto the M edicare Advantage
Plan before submitting claims to Forwar dHealth:

. Ambulance services.
. Home health services (excluding PC services).
. Medicare-covered services.

ForwardHealth hasidentified servicesrequiring commercial health insurance billing.
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Other Coverage I nformation

Topic #4940

After Reporting Discrepancies

After receiving an Other Coverage Discrepancy Report (F-01159 (09/12)), Forwar dHealth confirms the infor mation
and updates the member files.

It may take up to two weeksto process and update the member's enrollment information. During that time,
ForwardHealth verifies theinsurance information submitted and adds, changes, or removesthe member's other
coverage information as appropriate. If verification contradictsthe provider'sinformation, a written explanation is
sent to the provider. The provider should wait to submit claimsuntil one of the following occurs:

. Theprovider verifiesthrough Wisconsin's EVS (Enrollment Verification System) that the member's other

coverage information has been updated.
. Theprovider receivesa written explanation.

Topic #4941

Coverage Discrepancies

Maintaining complete and accur ate insurance information may result in fewer claim denials. Providersare an
important source of other coverage information as they are frequently thefirst to identify cover age discr epancies.

Topic #609

| nsur ance Disclosur e Program

ForwardHealth receives policyholder files from most major commer cial health insurance companies on a monthly
basis. ForwardHealth then compares thisinformation with member enrollment files. If a member has commercial
health insurance, ForwardHealth revises the member's enroliment file with the most current information.

Theinsurance company is solely responsible for the accuracy of thisdata. If the insurance company provides
information that isnot current, ForwardHealth's files may be inaccurate.

Topic#610

Maintaining Accurate and Current Records

Forwar dHealth uses many sour ces of information to keep accurate and current records of a member's other
coverage, including the following:

. Insurance Disclosure program.
. Providerswho submit an Other Coverage Discrepancy Report (F-01159 (09/12)) form.
. Member certifying agencies.
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. Members.
The information about a member's other health insurance coverage in the member files may be incomplete or
incorrect if ForwardHealth received inaccurate infor mation from the other health insurance sour ce or the member's
certifying agency.

Topic #4942

Reporting Discrepancies

Providersare encouraged to report discrepanciesto ForwardHealth by submitting the Other Cover age Discr epancy
Report (F-01159 (09/12)) form. Providers are asked to complete the form in the following situations:

. Theprovider isaware of other coverage information that is not indicated by Wisconsin's EVS (Enrollment
Verification System).

. Theprovider received other coverageinformation that contradicts the information indicated by the EVS.

. A claimisdenied because the EVSindicates commercial managed car e coverage but the coverageis not
available to the member (e.g., the member doesnot livein the plan's service area).

Providers should not use the Other Coverage Discrepancy Report form to update any information regarding a
member's coverage in a state-contracted MCO (managed car e or ganization).

When reporting discrepancies, providers should include photocopies of current insurance cards and any available
documentation, such asremittance information and benefit coverage dates or denials.
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Provider-Based Billing

Topic #660

Purpose of Provider-Based Billing

The purpose of provider-based billing isto reduce costs by ensuring that providers receive maximum reimbur sement
from other health insurance sourcesthat are primary to Badger Care Plus or Wisconsin Medicaid. For example, a
provider-based billing claim is created when Badger Care Plus or Wisconsin Medicaid pays a claim and later
discoversthat other coverage exists or was maderetroactive. Since Badger Care Plus and Wisconsin M edicaid
benefits are secondary to those provided by most other health insurance sour ces, providersare required to seek
reimbursement from the primary payer, as stated in DHS 106.03(7), Wis. Admin. Code.

Topic #658

Questions About Provider-Based Billing

For questions about provider-based billing claimsthat are within the 120-day limit, providers may call the
Coordination of Benefits Unit at 608-243-0676. Providers may fax the corresponding Provider-Based Billing Summary
to 608-221-4567 at the time of the telephone call.

For questions about provider-based billing claimsthat are not within the 120-day limit, providers may call Provider
Services.

Topic #661

Receiving Notification
When a provider-based billing claim is created, the provider will receive the following:

. A natification letter.

. A Provider-Based Billing Summary. The Summary lists each claim from which a provider-based billing claim
was created. The summary also indicates the corresponding primary payer for each claim.

. Provider-based billing claim(s). For each claim indicated on the Provider-Based Billing Summary, the provider
will receive a prepared provider-based billing claim. This claim may be used to bill the other health insurance
source; the claim includes all of the other health insurance sour ce'sinformation that is available.

If a member has coverage through multiple other health insurance sour ces, the provider may receive additional
Provider-Based Billing Summaries and provider-based billing claimsfor each other health insurance source that is on
file

Topic #659

Responding to ForwardHealth After 120 Days

If aresponseisnot received within 120 days, the amount originally paid by Badger Care Plus or Wisconsin M edicaid
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will bewithheld from future payments. Thisis not afinal action. To receive payment after the original payment has
been withheld, providersare required to submit the required documentation to the appropriate address asindicated in
the following tables. For DOS (dates of service) that are within claims submission deadlines, providers should refer to
thefirst table. For DOSthat are beyond claims submission deadlines, providers should refer to the second table.

Within Claims Submission Deadlines

Scenario

Documentation Requirement

Submission Address

The provider discovers through the EVS
(Wisconsin's Enrollment Verification System)
that ForwardHealth has removed or
enddated the other health insurance coverage
from the member'sfile.

A claim according to normal claims submission
procedures (do not use the prepared provider-
based billing claim).

ForwardHealth

Claims and Adjustments
313 Blettner Blvd
Madison WI 53784

The provider discovers that the member's
other coverage information (i.e., enrollment
dates) reported by the EVSisinvalid.

. An Other Coverage Discrepancy Report (F-

01159 (09/12)) form.

. A claim according to normal claims

submission procedures after verifying that the
member's other coverage information has
been updated by using the EV'S (do not use
the prepared provider-based billing claim).

Send the Other Coverage
Discrepancy Report form
to the address indicated on
the form.

Send the claim to the
following address:

ForwardHealth

Claims and Adjustments
313 Blettner Blvd
Madison WI 53784

The other health insurance source reimburses
or partialy reimburses the provider-based
billing claim.

. A claim according to normal claims

submission procedures (do not use the
prepared provider-based billing claim).

. The appropriate other insurance indicator on

the claim or complete and submit the
Explanation of Medica Benefits form, as
applicable.

. The amount received from the other health

insurance source on the claim or complete and
submit the Explanation of Medical Benefits
form, as applicable.

ForwardHealth

Claims and Adjustments
313 Blettner Blvd
Madison WI 53784

The other health insurance source denies the
provider-based hilling claim.

. A claim according to normal claims

submission procedures (do not use the
prepared provider-based billing claim).

. The appropriate other insurance indicator or

Medicare disclaimer code on the claim or
complete and submit the Explanation of
Medical Benefits form, as applicable.

ForwardHedlth

Claims and Adjustments
313 Blettner Blvd
Madison WI 53784

The commercia hedth insurance carrier does
not respond to an initia and follow-up
provider-based hilling claim.

Personal Care

. A claim according to normal claims

submission procedures (do not use the
prepared provider-based billing claim).

. The appropriate other insurance indicator on

the claim or complete and submit the
Explanation of Medical Benefits form, as
applicable.
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Beyond Claims Submission Deadlines

Scenario

Documentation Requirement

Submission Address

The provider discovers through the
EV S that ForwardHealth has
removed or enddated the other
health insurance coverage from the
member'sfile.

. A claim (do not use the prepared provider-based

billing claim).

. A Timely Filing Appeals Request (F-13047 (07/12))

form according to normal timely filing appeals
procedures.

ForwardHealth
Timely Filing

Ste 50

313 Blettner Blvd
Madison WI 53784

The provider discovers that the
member's other coverage
information (i.e., enrollment dates)
reported by the EVSisinvalid.

. An Other Coverage Discrepancy Report form.
. After using the EVSto verify that the member's

other coverage information has been updated,
include both of the following:
o A claim (do not use the prepared provider-
based billing claim.)
o A Timely Filing Appeas Request form
according to norma timely filing appeals
procedures.

Send the Other Coverage
Discrepancy Report form to
the address indicated on the
form.

Send the timely filing appeals
request to the following
address:

ForwardHealth
Timely Filing

Ste 50

313 Blettner Blvd
Madison WI 53784

The commercia health insurance
carrier reimburses or partially
reimburses the provider-based
billing claim.

. A claim (do not use the prepared provider-based

hilling claim).

. Indicate the appropriate other insurance indicator on

the claim or complete and submit the Explanation of
Medical Benefits form, as applicable.

. Indicate the amount received from the commercial

insurance on the claim or complete and submit the
Explanation of Medical Benefits form, as applicable.

. A Timely Filing Appeals Reguest form according to

normal timely filing appeals procedures.

ForwardHealth
Timely Filing

Ste 50

313 Blettner Blvd
Madison WI 53784

The other hedlth insurance source
denies the provider-based billing
claim.

Personal Care

. A claim (do not use the prepared provider-based

billing claim).

. The appropriate other insurance indicator or

Medicare disclaimer code on the claim or complete
and submit the Explanation of Medical Benefits
form, as applicable.

. A Timely Filing Appeals Request form according to

normal timely filing appeal s procedures.

. The Provider-Based Billing Summary.
. Documentation of the denial, including any of the

following:
o Remittance information from the other health
insurance source.
o A written statement from the other health
insurance source identifying the reason for
denial.
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o A letter from the other health insurance source
indicating a policy termination date that
proves that the other health insurance source
paid the member.

o A copy of theinsurance card or other
documentation from the other health insurance
source that indicates that the policy provides
limited coverage such as pharmacy, dental, or
Medicare supplementa coverage only.

. The DOS, other health insurance source, billed

amount, and procedure code indicated on the
documentation must match the information on the
Provider-Based Billing Summary.

Wisconsin Medicaid

The commercia health insurance
carrier does not respond to an initia
and follow-up provider-based
billing claim.

. A claim (do not use the prepared provider-based

billing claim).

. The appropriate other insurance indicator on the

claim or complete and submit the Explanation of
Medical Benefits form, as applicable.

. A Timely Filing Appeals Request form according to

normal timely filing appeals procedures.

ForwardHealth
Timely Filing

Ste 50

313 Blettner Blvd
Madison WI 53784

Topic #662

Responding to ForwardHealth Within 120 Days

Within 120 days of the date on the Provider-Based Billing Summary, the Provider-Based Billing Unit must receive
documentation verifying that one of the following occurred:

. Theprovider discoversthrough the EVS (Enrollment Verification System) that ForwardHealth has removed or
enddated the other health insurance cover age from the member'sfile.

. Theprovider verifiesthat the member's other coverageinformation reported by ForwardHealth isinvalid.

. Theother health insurance source reimbursed or partially reimbursed the provider-based billing claim.

. Theother health insurance sour ce denied the provider-based billing claim.

. Theother health insurance sour ce failed to respond to an initial and follow-up provider-based billing claim.

When responding to ForwardHealth within 120 days, providersarerequired to submit the required documentation to
the appropriate address asindicated in the following table. If the provider's response to ForwardHealth does not
include all of the required documentation, the information will be returned to the provider. The provider isrequired to
send the complete information within the original 120-day limit.

Scenario

Documentation Requirement

Submission Address

The provider discovers
through the EV'S that
ForwardHealth has removed
or enddated the other health
insurance coverage from the
member'sfile.

. The Provider-Based Billing Summary.
. Indication that the EV'S no longer reports the member's other | Provider-Based Billing

coverage.

ForwardHealth

PO Box 6220
Madison W 53716-0220
Fax (608) 221-4567

The provider discovers that
the member's other coverage

Personal Care

. The Provider-Based Billing Summary.
. One of the following:
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information (i.e., enrollment
dates) reported by the EVS
isinvalid.

o The name of the person with whom the provider spoke
and the member's correct other coverage information.

o A printed page from an enrollment Web site containing
the member's correct other coverage information.

Wisconsin Medicaid

PO Box 6220
Madison W 53716-0220
Fax (608) 221-4567

The other health insurance
source reimburses or partialy
reimburses the provider-
based billing claim.

. The Provider-Based Billing Summary.

. A copy of the remittance information received from the other
health insurance source.

. The DOS (date of service), other health insurance source, billed
amount, and procedure code indicated on the other insurer's
remittance information must match the information on the
Provider-Based Billing Summary.

. A copy of the Explanation of Medical Benefits form, as
applicable.

Note: In this situation, ForwardHealth will initiate an adjustment if the
amount of the other health insurance payment does not exceed the
allowed amount (even though an adjustment reguest should not be
submitted). However, providers (except nursing home and hospital
providers) may issue a cash refund. Providers who choose this option
should include a refund check but should not use the Claim Refund
form.

ForwardHealth
Provider-Based Billing
PO Box 6220

Madison WI 53716-0220
Fax (608) 221-4567

The other health insurance
source denies the provider-
based billing claim.

. The Provider-Based Billing Summary.
. Documentation of the denial, including any of the following:

» Remittance information from the other health insurance
source.

o A letter from the other health insurance source indicating
apolicy termination date that precedes the DOS.

» Documentation indicating that the other health insurance
source paid the member.

o A copy of theinsurance card or other documentation
from the other health insurance source that indicates the
policy provides limited coverage such as pharmacy,
dental, or Medicare supplemental coverage.

o A copy of the Explanation of Medical Benefits form, as
applicable.

. The DOS, other health insurance source, billed amount, and
procedure code indicated on the documentation must match the
information on the Provider-Based Billing Summary.

ForwardHealth
Provider-Based Billing
PO Box 6220

Madison WI 53716-0220
Fax (608) 221-4567

The other health insurance
source fails to respond to the
initiad and follow-up
provider-based billing claim.

. The Provider-Based Billing Summary.

. Indication that no response was received by the other health
insurance source.

. Indication of the dates that the initial and follow-up provider-
based hilling claims were submitted to the other health insurance
source.

ForwardHealth
Provider-Based Billing
PO Box 6220

Madison WI 53716-0220
Fax (608) 221-4567

Topic #663

Submitting Provider-Based Billing Claims

Personal Care
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For each provider-based billing claim, the provider isrequired to send a claim to the appropriate other health
insurance sour ce. The provider may usethe claim prepared by ForwardHealth or produce hisor her own claim. If the
other health insurance source requiresinformation beyond what isindicated on the prepared claim, the provider
should add that information to the claim. The providers should also attach additional documentation (e.g., Medicar€'s
remittance information) if required by the other health insurance sour ce.

Personal Care Published Policy Through August 31, 2015 Page 79 of 320



Wisconsin Medicaid

Reimbur sement for Services Provided for Accident Victims

Topic #657

Billing Options
Providers may chooseto seek payment from either of the following:

. Civil liabilities (e.g., injuries from an automobile accident).
. Worker's compensation.

However, as stated in DHS 106.03(8), Wis. Admin. Code, Badger Care Plus and Wisconsin M edicaid will not
reimburse providersif they receive payment from either of these sources.

The provider may choose a different option for each DOS (date of service). For example, the decision to submit one
claim to ForwardHealth does not mean that all claims pertaining to the member's accident must be submitted to
ForwardHealth.

Topic #829

Points of Consideration

Providersshould consider the time and costs involved when choosing whether to submit a claim to ForwardHealth or
seek payment from a settlement.

Time
Providersare not required to seek payment from worker's compensation or civil liabilities, rather than seeking
reimbur sement from Badger Care Plus or Wisconsin M edicaid, because of the timeinvolved to settle these cases.

While some worker's compensation cases and certain civil liability cases may be settled quickly, others may take
several year s before settlement is reached.

Costs

Providers may receive morethan the allowed amount from the settlement; however, in some cases the settlement
may not be enough to cover all costsinvolved.

Topic #826

Seeking Payment from Settlement

After choosing to seek payment from a settlement, the provider may instead submit the claim to ForwardHealth as
long asit is submitted before the claims submission deadline. For example, the provider may instead choose to submit
the claim to Forwar dHealth because no reimbur sement was received from the liability settlement or because a
settlement has not yet been reached.

Topic #827
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Submitting Claimsto ForwardHealth

If the provider choosesto submit a claim to ForwardHealth, he or she may not seek further payment for that claimin
any liability settlement that may follow. Once a claim is submitted to ForwardHealth, the provider may not decide to
seek reimbursement for that claim in aliability settlement. Refunding payment and then seeking payment from a
settlement may constitute a felony. If a settlement occurs, ForwardHealth retainsthe soleright to recover medical

COsts.

Providersarerequired to indicate an accident-related diagnosis code on claimswhen services are provided to an
accident victim. If the member has other health insurance coverage, the provider isrequired to exhaust the other
health insurance sour ces before submitting the claim to ForwardHealth.
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Archive Date:09/01/2015

Covered and Noncover ed Services:Codes

Topic#830

Diagnosis Codes

All diagnosis codes indicated on claims (and PA (prior authorization) requests when applicable) must be the most
specific ICD-9-CM (International Classification of Diseases, Ninth Revision, Clinical M odification) diagnosis code.
Providersare responsible for keeping current with diagnosis code changes. Etiology and manifestation codes may not
be used asa primary diagnosis.

Therequired use of valid diagnosis codes includes the use of the most specific diagnosis code. Valid, most specific
diagnosis codes may have up to five digits. Claims submitted with three- or four-digit codes where four- and five-digit
codes ar e available may be denied.

Topic #2482

Place of Service Codes

Providersarerequired to use POS (place of service) codes on the PA/RF (Prior Authorization Request Form, F-11018
(05/13)).

Topic #2481

Procedure Codes and Modifiers

Per sonal Care Services

Personal care providersarerequired to usethe appropriate CPT (Current Procedural Terminology) or HCPCS
(Healthcare Common Procedur e Coding System) procedur e code from the following table that describes the service
performed. The modifiers providersarerequired to use with procedure codes are also listed.

Procedure . . .
Code Description Required M odifier
T1019 Personal care services, per 15 minutes, not for an inpatient or resident of a hospital, None

nursing facility, ICF/MR or IMD, part of the individualized plan of treatment (code may
not be used to identify services provided by home health aide or certified nurse assistant)

T1019 Personal care services, per 15 minutes, not for an inpatient or resident of a hospital, U3 — Travel time
nursing facility, ICF/MR or IMD, part of the individualized plan of treatment (code may
not be used to identify services provided by home health aide or certified nurse assistant)

99509 Home visit for assistance with activities of daily living and personal care (per visit) TD — Registered
Nurse
Topic #2480
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Revenue Codes

Providersarerequired to use the appropriate revenue codes on the UB-04 Claim Form for personal care services.
Therevenue codes listed in the following table are examples of codes that might be used.

Revenue Code Service Description
0550 Skilled Nursing

0551 Skilled Nursing Visit

0559 Skilled Nursing Hourly Charge
0570 Personal Care

For the most current and completelist of revenue codes, contact the AHA (American Hospital Association) NUBC
(National Uniform Billing Committee) by calling (312) 422-3390 or by mail at:

American Hospital Association
National Uniform Billing Committee
29th FI

1N Franklin

Chicago IL 60606

Providers may also refer tothe NUBC Web site.

Topic #2479

Units of Service

Personal Careand Travel Time

For personal careand travel time, one unit of serviceisequal to 15 minutes. When calculating the number of units
that should be billed, total the number of personal care hoursor travel time hoursfor that DOS (date of service) and
round up or down according to the following table.

Accumulated time|Unit(s) billed
1-22 minutes 10

23-37 minutes 2.0

38-52 minutes 3.0

53-67 minutes 4.0

68-82 minutes 5.0

83-97 minutes 6.0

98-112 minutes  |7.0

113-127 minutes (8.0

Etc. 9.0+

Registered Nurse Supervisory Visits
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RN (registered nurse) supervisory visits for personal care must be billed as a quantity of one unit, regardless of the
duration of the visit.

Topic #643

Unlisted Procedure Codes

According to the HCPCS (Healthcare Common Procedur e Coding System) code book, if a serviceis provided that is
not accurately described by other HCPCS CPT (Current Procedural Terminology) procedure codes, the service
should bereported using an unlisted procedure code.

Before considering using an unlisted, or NOC (not otherwise classified), procedure code, a provider should determine
if thereisanother more specific code that could be indicated to describe the procedure or service being
performed/provided. If thereis no more specific code available, the provider isrequired to submit the appropriate
documentation, which could include a PA (prior authorization) request, to justify use of the unlisted procedure code
and to describe the procedure or service rendered. Submitting the proper documentation, which could include a PA
request, may result in moretimely claims processing.

Unlisted procedur e codes should not be used to request adjusted reimbur sement for a procedure for which thereisa
mor e specific code available.

Unlisted Codes That Do Not Require Prior Authorization or Additional
Supporting Documentation

For alimited group of unlisted procedure codes, ForwardHealth has established specific policies for their use and
associated reimbursement. These codes do not require PA or additional documentation to be submitted with the claim.
Providers should refer to their service-specific area of the Online Handbook on the Forwar dHealth Portal for details
about these unlisted codes.

For most unlisted codes, ForwardHealth requires additional documentation.

Unlisted Codes That Require Prior Authorization

Certain unlisted procedure codesrequire PA. Providers should follow their service-specific PA instructions and
documentation requirementsfor requesting PA. For alist of procedure codes for which ForwardHealth requires PA,
refer to the service-specific interactive maximum allowable fee schedules.

In addition to a properly completed PA request, documentation submitted on the service-specific PA attachment or as
additional supporting documentation with the PA request should provide the following infor mation:

. Specifically identify or describe the name of the procedur e/service being performed or billed under the unlisted
code.

. List/justify why other codes are not appropriate.

. Include only relevant documentation.

. Includeall required clinical/supporting documentation.

For most situations, once the provider has an approved PA request for the unlisted procedure code, thereisno need
to submit additional documentation along with the claim.

Unlisted Codes That Do Not Require Prior Authorization
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If an unlisted procedure code does not require PA, documentation submitted with the claim to justify use of the
unlisted code and to describe the procedur e/service rendered must be sufficient to allow ForwardHealth to determine
the nature and scope of the procedure and to determine whether or not the procedureis covered and was medically
necessary, as defined in Wisconsin Administrative Code.

The documentation submitted should provide the following information related to the unlisted code:

. Specifically identify or describe the name of the procedure/service being performed or billed under the unlisted
code.

. List/justify why other codes are not appropriate.

. Include only relevant documentation.

How to Submit Claims and Related Documentation

Claimsincluding an unlisted procedure code and supporting documentation may be submitted to ForwardHealth in the
following ways:

. On paper with supporting information/description included in Item Number 19 of the 1500 Health Insurance
Claim Form ((02/12)).

. On paper with supporting documentation submitted on paper. This option should be used if Item Number 19
does not allow enough space for the description or when billing multiple unlisted procedur e codes. Providers
should indicate " See Attachment™ in Item Number 19 of the paper claim and send the supporting
documentation along with the paper claim.

. Electronically, either using DDE (Direct Data Entry) through the ForwardHealth Portal, PES (Provider
Electronic Solutions) transactions, or 837 Health Care Claim electronic transactions, with supporting
documentation included electronically in the Notes field. The Notesfield islimited to 80 characters.

. Electronically with an indication that supporting documentation will be submitted separately on paper. This
option should be used if the Notes field does not allow enough space for the description or when billing multiple
unlisted procedure codes. Providers should indicate " See Attachment™ in the Notesfield of the electronic
transaction and submit the supporting documentation on paper.

. Upload claim attachmentsvia the secure Provider area of the Portal.
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Covered Services and Requirements

Topic #2478

Accompanying the Member to Medical Appointments

The Badger Care Plus Standard Plan covers personal care servicesin which the PCW (personal care worker)
accompanies the member to obtain a medical diagnosis and treatment at a facility wherethe member receives
covered services. The purpose of covering a PCW to accompany the member to medical appointmentsis not to
transport (drive) the member to medical appointments, but to assist the member with ADL (activities of daily living)
and delegated nursing tasks (e.g., assistance with taileting, dressing/undressing, transferring, and if delegated, tasks
such as medication administration.

The physician'sordersfor personal care services should clearly support the medical necessity for accompanying the
member to appointmentsfor medical diagnosis and treatment. If the member needs assistance from a PCW with prior
authorized ADL and/or delegated nursing tasksto be provided in the home, then those personal care services also
might be covered outside the home when the member is obtaining medical disanosis and treatment.

Also, personal care covered services do not include providing surrogates for the guardian or legal representative. If
the member isunableto speak for him or herself or to understand information conveyed during the medical
appointment, the member's guardian or legal representative should communicate directly with the medical
professional diagnosing or treating the member. Regardless of the relationship between the PCW and the member,
personal care services do not include the PCW accompanying the member to communicate with the physician. As
appropriate, the PCW's nurse supervisor should speak directly with the member's physician to determineif the
physician's orders have been changed and the POC (plan of care) needsto be modified.

Topic #2477

Assistance with Activities of Daily Living

Assistance with ADL s (activities of daily living) include the following tasks:

. Assistance with getting in and out of bed.

. Toileting, including use and care of bedpan, urinal, commode, or toilet.

. Assistance with bathing.

. Assistance with feeding.

. Teeth, mouth, denture, and hair care.

. Assistance with dressing and undressing.

. Careof eyeglasses and hearing aids.

. Assistance with mobility and ambulation, including use of walker, cane, or crutches.
. Simpletransfers, including bed-to-chair or wheelchair and reverse.

. Skin care, excluding wound care.

Supervision, cueing, or prompting of a member, when that isthe only service provided, is not separately reimbur sable.

Topic #2475
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Assistance with M edically Oriented Tasks

Medically oriented tasks generally ar e those tasks supportive of nursing carethat require special medical knowledge
or skill. These tasks are covered personal care services and must meet the following conditions according to DHS
107.11(2)(b), Wis. Admin. Code:

. Thetasksare safely delegated to the PCW (personal careworker) by an RN (registered nur se).

. ThePCW istrained and supervised by the provider to provide the tasks.

. Themember, parent, or responsible person is permitted to participate in the training and supervision of the
PCW.

Topic #2476

Assistance with Services Incidental to Activities of Daily
Living

No more than one-third of the total weekly time spent by a PCW (personal care worker) may bein performing
servicesincidental to ADL (activities of daily living) for the member according to DHS 107.112(3)(e), Wis. Admin.
Code. Moreinformation regarding limitsto servicesincidental to ADL isavailable. To bereimbursed by Wisconsin
M edicaid, the services must be incidental to medically oriented covered tasks or ADL. The following are covered
personal care services.

. Changing the member's bed and laundering the bed linens and the member's personal clothing.

. Light cleaning in essential areas of the home used during personal care service activitiesincluding cleaning
medical equipment.

. Meal preparation, food purchasing, meal serving, and cleaning member's dishes. Wisconsin M edicaid
reimbursesfor thetimeit takesa PCW to go to and from the member'shomefor groceries and supplies. The
time spent for thisis considered a personal care service, not travel time, for PA (prior authorization) and billing
purposes.

These services may not be provided for the benefit of any other member of the household, even if some of thetime
authorized for servicesincidental to ADLsand to MOTs (medically oriented tasks) remains.

Topic #2474

Carein Group Settings

Membersmay residein alternate group living settings, such as CBRFs (community-based residential facilities),
RCACs (residential care apartment complexes), and AFHs (adult family homes). Any personal care service provided
in a CBRF with morethan 20 bedsis not covered under the personal car e benefit.

Alternate living facilities often provide some personal care aspart of their contract with the member's county. This
car e often includes housekeeping, meal preparation, grocery shopping, and laundry.

M edically necessary personal care over and abovethat provided by the alternate living facility may be covered.
Personal care providersareresponsible for coordinating servicesto avoid duplication of those servicesthe facility is
required to provide under itslicensure and contract with the county. Duplicative care will be monitored through audits.

Careprovided in group settingsisrequired to meet all requirements, including RN (register ed nurse) supervision.
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Topic #2473

Careto Multiple Membersat a Single L ocation

When personal care services are provided to morethan one member at a singlelocation, providersarerequired to
consolidate care for tasks such ascleaning, laundry, travel time, and meal preparation.

Topic #44

Definition of Covered Services

A covered serviceisa service, item, or supply for which reimbursement is available when all program requirements
aremet. DHS 101.03(35) and 107, Wis. Admin. Code, contain mor e information about covered services.

Topic #2472

Per sonal Care Services

As specified in DHS 107.112, Wis. Admin. Code, covered personal care services are medically-oriented activities
related to assisting a member with ADL (activities of daily living) necessary to maintain the member in hisor her
place of residence in the community.

Personal care services ar e covered when provided by a M edicaid-enrolled personal care provider to a member
enrolled in Badger Care Plus or Medicaid according to policies and procedures.

Covered servicesarerequired to have written orders of a physician and a written POC (plan of care). All covered
personal care services provided must be supervised by a RN (registered nurse) supervisor. The services must be
medically necessary and be provided by individualswho aretrained in a manner that isin compliance with licensing
and certification requirements.

Providersarereminded that all nursing acts delegated to a PCW (personal care worker) by a RN must be
documented in the physician orders. If the PCW isto provide MOTs (medically oriented tasks), then ordersfor
nursing acts delegated to the PCW need to clearly spell out the delegated nursing actsto be provided.

Written orders examples:

Example 1

PCW: Up to 4 hrg/day, 7 days/week for assistance with bathing, dressing and undressing, grooming, toileting,
incontinence cares PRN (pro re nata), applying orthotics daily, suprapubic catheter cares BID (bisin die), assist with
changing suprapubic catheter every two weeks and PRN, and servicesincidental to ADL and MOTs (including
laundry, grocery shopping, and meal preparation).

Example 2

PCW: 2 hrd/day, 6 days/week for assistance with bathing, grooming, dressing, and glucometer checksdaily (call RN
supervisor if blood glucose <70 or >200).

Topic #2471
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Delegation of Medically Oriented Tasks

Medically oriented tasks are covered personal care services when delegated by an RN (registered nurse) under DHS
107.112(2)(b) and ch. N 6, Wis. Admin. Code.

Criteriafor Delegation of Medically Oriented Tasks

According to DHS 107.112(2)(b), Wis. Admin. Code, a PCW (personal careworker) of a Medicaid-enrolled personal
care agency may perform a medically oriented task under the delegation of an RN according to ch. N 6, Wis. Admin.
Code, and the guidelines of the Board of Nursing. When delegating medically oriented tasks, the following conditions
should be met:

1. Theagency haspolicies and procedures designed to provide for safe and accur ate performance of the
delegated tasks. These policies shall be followed by personnel assigned to perform these tasks.

2. TheRN provideswritten delegation of the nursing act.

3. Documentation supportsthe educational preparation of the caregiver who performs delegated tasks.

4, For medication administration, documentation should also include the name of the medication, the dose, the

route of administration, the time of administration, and identification of the person administering the

medication.

Teaching and supervisory oversight isprovided by the RN.

Membersareinformed, prior to the delivery of service, that unlicensed personnel will administer their

medications and other treatments/procedures.

7. Thesupervision and direction of the delegated nursing act meets the requirements of ch. N 6, Wis. Admin.
Code.

8. Themember, parent, or responsible person is permitted to participate in the training and supervision of the
PCW.

o o

To assurethat services are competently and safely provided, and the needs of the member are being met, an RN
must provide the following supervision and direction of the delegated nursing acts.

. Delegate tasks commensur ate with educational preparation and demonstrated abilities of the person
supervised.

. Provide direction and assistance to those super vised.

. Observe and monitor the activities of those supervised.

. Evaluatethe effectiveness of acts performed under supervision.

The supervising RN must document that the above requirements are met when medically oriented tasksare
delegated to PCWs. Documentation must include that the PCW has been appropriately trained to providethe
medically oriented task safely for the specific member and competency has been evaluated.

Responsibility for Delegation

Though agencies may suggest which nursing acts should be delegated, it isthe supervising RN who makesthe
decision on whether and under what circumstances the delegation occurs. When an RN delegates another person to
perform atask, the RN assumesresponsibility and liability under hisor her license for the proper performance of that
task. The RN should only delegate tasks that can be performed appropriately or safely by the PCW.

The PCW isnot required to accept a delegated act. However, the PCW should immediately inform the RN super visor
if he or sherefusesto accept the delegation.

Questions Regar ding Delegation
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The Wisconsin DSPS (Department of Safety and Professional Services) standardsin ch. N 6, Wis. Admin. Code,
define a nur se's responsibility when delegating nursing acts. Further questions regarding the inter pretation of this
code and the delegation of nursing acts, should be directed to:

Department of Safety and Professional Services
Board of Nursing

PO Box 8935

Madison W1 53708-8935

(608) 266-0145

Topic #2154

Disposable M edical SuppliesIncluded in the Home Care
Reimbursement Rate

DM S (disposable medical supplies) are medically necessary itemsthat have a limited life expectancy and are
consumable, expendable, disposable, or nondurable.

The cost of routine DM S used by home health providers, personal care providers, and NIP (Nursesin I ndependent
Practice) while caring for the member, including routine DM S mandated by OSHA (Occupational Safety and Health
Administration), is covered in the reimbursement rate for the service provided. Home health providers, personal care
providers, and NIP are expected to provide these supplies only during the billable hoursin which they provide
covered services. Providersare not expected to provide memberswith suppliesfor use when they are not directly
providing covered services.

Note: None of the DM S covered in thereimbursement rate are separately reimbursable.
When DM Sisincluded in the reimbursement rate, providers may not do any of the following:
. Chargethe member for the cost of DMS.
. Usesupplies obtained by the member and paid for by Wisconsin M edicaid.
. Submit claimsto ForwardHealth for the cost of the supplies.

DMSincluded in the home carereimbursement rateinclude, but are not limited to, those listed in the following table.

Procedure Code M odifier Description
A4244 - Alcohol or peroxide, per pint
A4402 - Lubricant per ounce
A4455 - Adhesive remover or solvent (for tape, cement or other adhesive), per ounce
AAA5E i Adhesive remover, wipes, any type, each
Disposable underpads, al sizes [when used for purposes other than
A4554 - : )
incontinence or bowel and bladder programs]
A4626 59 Applicators
A4626 22 Cotton balls per 100
A4927 - Gloves, non-sterile, per 100
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The December 2002 Wisconsin Medicaid and Badger Care Recipient Update, titled " Your home care provider is
required to supply some disposable medical supplies used for your care," explainsthis policy to memberswho receive
home care services. Providers are encouraged to share thisinformation with new members.

Topic #2498

Duties of Registered Nurse Supervisor

The RN (registered nurse) supervisor performsseveral roles. Asthetitle suggests, the RN supervisor performs
dutiesrelated to supervising the member's PCW (personal careworker). The RN supervisor's dutiesalso include
activitiesrelated to the medically necessary personal care services provided to the member.

Dutiesfor Personnel and Service Delivery

The supervisory role appliesto the PCW and to the delivery of personal care services. Supervision, accordingto DHS
101.03(173), Wis. Admin. Code, is defined asinter mittent face-to-face contact between the supervisor and assistant
and aregular review of the assistant'swork by the supervisor.

According to DHS 107.112, Wis. Admin. Code, RN supervisory dutiesinclude the following:

. Assign PCW to specific member s giving full consider ation to the member's preference for choice of PCW.

. Assign specific tasks to the PCW giving full consideration to the member's preference for service
arrangements.

. Assurethe PCW istrained for the specific tasksthe PCW is assigned to provide to the member.

. Set standardsfor the assigned personal care activities.

. Review the PCW's daily written record.

. Supervisethe PCW according to awritten POC (plan of care) and, at least every 60 days, provide a supervisory
review of the PCW providing personal care service(s) in the member's home.

. Comply with additional requirementsfor prior authorized servicesthat are specifically listed in DHS 107.11(2)
(b), Wis. Admin. Code.

Dutiesfor Physician Ordersand Plans of Care

Personal care services are covered only if they are ordered by the member's physician, included in the POC, and
meet all other program requirements. Home health agencies providing personal care servicesarerequired also to
meet the POC reguirements under DHS 133.20, Wis. Admin. Code.

According to DHS 107.02(2m)(b), Wis. Admin. Code, the physician orders must bein writing and signed and dated.
DHS 105.17(2)(b), Wis. Admin. Code, requiresthe RN supervisor to obtain the ordersfor personal care and to renew
the orders once every three months unless the physician specifies orders covering a period of time up to ayear or
when the member's needs change, whichever occursfirst.

Aspart of the POC review, the RN supervisor isrequired to visit the member's home. Also, accordingto DHS
107.112, Wis. Admin. Code, the following are RN supervisor duties applicable to the member and the POC for the
member:

. Assessthe member's environment (social and physical), functional level, and pertinent cultural factors.

. Review and interpret the physician'sorders.

. Develop awritten POC for the purposes of providing necessary and appropriate services.

. At least every 60 days, review the POC, evaluate the member's condition, and discuss with the physician any
necessary changesin the POC.
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Topic #85

Emergencies

Certain program requirements and reimbursement procedures are modified in emer gency situations. Emer gency
servicesare defined in DHS 101.03(52), Wis. Admin. Code, as" those servicesthat are necessary to prevent the
death or seriousimpairment of the health of theindividual." Emergency servicesare not reimbursed unlessthey are
covered services.

Additional definitionsand proceduresfor emergenciesexist in other situations, such as dental and mental health.
Program requirements and reimbur sement procedures may be modified in the following ways:

. PA (prior authorization) or other program requirements may be waived in emergency situations.
. Non-U.S. citizens may be eligible for covered servicesin emergency situations.

Topic #2468

|nformal Support Systems

Badger Care Plus and Medicaid supplement the personal care services provided by informal support systems,
including other members of a member's household. Wisconsin Medicaid will not reimbur se services furnished by the
provider when family and other household members provide the medically necessary services without reimbur sement.
However, thisinformal participation isnot a condition of coverage.

In assessing the member's needs for supplemental personal care, the provider isrequired to:

. Ask members of the household about the extent to which they are willing and able to provide medically
necessary covered servicesfor the member and document the answersin the member's medical record.

. List the carefamily memberscan provide.

. Document if no member of the household can provide care. A COP (Community Options Program) assessment
or narrative reflecting possible informal support systems meets this requirement.

. Indicateall care, formal and informal, when applying for PA (prior authorization).

Topic #34

Medical Necessity

Wisconsin Medicaid reimburses only for servicesthat are medically necessary as defined under DHS 101.03(96m),
Wis. Admin. Code. Wisconsin M edicaid may deny or recoup payment if a service failsto meet Medicaid medical
necessity requirements.

Topic #86

Member Payment for Covered Services

Under state and federal laws, a M edicaid-enrolled provider may not collect payment from a member, or authorized
person acting on behalf of the member, for covered services even if the services are covered but do not meet program
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requirements. Denial of a claim by ForwardHealth does not necessarily render a member liable. However, a covered
service for which PA (prior authorization) was denied istreated as a noncovered service. (If a member choosesto
receive an originally requested service instead of the service approved on a modified PA request, it isalso treated as
anoncovered service)) If amember requests a covered service for which PA was denied (or modified), the provider
may collect payment from the member if certain conditions are met.

If aprovider collects payment from a member, or an authorized person acting on behalf of the member, for a covered
service, the provider may be subject to program sanctionsincluding termination of Medicaid enrollment.

Topic #2467

Personal Care Services

Accordingto DHS 107.112(1)(b), Wis. Admin. Code, Wisconsin M edicaid will reimburse a personal care provider for
the following medically necessary services.

. Assistancewith ADL (activities of daily living).

. Assistance with housekeeping activities.

. Accompanying the member to medical appointments.
. Assistance with medically oriented tasks.

. Travel time.

Per sonal care services must be performed under the supervision of an RN (registered nurse) by a PCW (personal
careworker) who meets Wisconsin M edicaid qualifications and who is employed by or under contract with a

M edicaid-enrolled provider. Licensed home health agencies should also refer to the Home Health service area for
further information.

Topic #2466

Place of Service

Although the member does not need to be confined to the hometo receive personal care services, the services must
be provided in the home (which isthe place where the member lives and sleeps). Authorization for servicesin a
member'stemporary residence is handled on a case-by-case basis through PA (prior authorization). The only
exceptionsto services provided in the home allow the PCW (personal careworker) reasonable timeto:

. Accompany the member to medical appointmentsfor diagnosis and treatment.
. Leavethe hometo purchase groceries and medical suppliesor prescriptionsfor a member whoisunableto
perform these activities. The member does not accompany the PCW on thesetrips.

Topic #66

Program Requirements

For a covered serviceto meet program requirements, the service must be provided by a qualified Medicaid-enrolled
provider to an enrolled member. In addition, the service must meet all applicable program reguirements, including,
but not limited to, medical necessity, PA (prior authorization), claims submission, prescription, and documentation
requirements.

Topic #824
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Services That Do Not Meet Program Reguirements

Asstated in DHS 107.02(2), Wis. Admin. Code, Badger Car e Plus and Wisconsin M edicaid may deny or recoup
payment for covered servicesthat fail to meet program requirements.

Examples of covered servicesthat do not meet program reguirementsinclude the following:

. Servicesfor which recordsor other documentation were not prepared or maintained.

. Servicesfor which the provider failsto meet any or all of therequirements of DHS 106.03, Wis. Admin. Code,
including, but not limited to, the requirements regarding timely submission of claims.

. Servicesthat fail to comply with requirementsor state and federal statutes, rules, and regulations.

. Servicesthat the DHS (Department of Health Services), the PRO (Peer Review Organization) review process,
or Badger Care Plus determinesto be inappropriate, in excess of accepted standar ds of reasonableness or less
costly alternative services, or of excessive frequency or duration.

. Services provided by a provider who fails or refusesto meet and maintain any of the enrollment requirements
under DHS 105, Wis. Admin. Code.

. Servicesprovided by a provider who fails or refusesto provide accessto records.

. Servicesprovided inconsistent with an intermediate sanction or sanctionsimposed by the DHS.

Topic #4819

Transportation to Medical Appointments When
Accompanied by a Personal Care Worker

Coverage for most personal care servicesislimited to services provided in the member's home. Accompanying a
member to obtain medical diagnosisand treatment allows for coverage of medically necessary personal care services
outside the home when the member is seeking Badger Car e Plus-cover ed diagnosis and treatment services. If a
member needs transportation services, providers can refer to the ForwardHealth Portal for more information about
covered transportation services.

If an attendant is needed to accompany a member for medical diagnosis and treatment that isother than routine (such
asduring transportation to receive a service that is available only in another county or state) per DHS 107.23(1)(d)4.,
Wis. Admin. Code, the provider should seek authorization for coverage of the attendant under Badger Care Plus
transportation services, not under Badger Care Plus personal care services.

Topic #2461

Two CaregiversProviding Carefor a Member at the
Same Time

When it is medically necessary, Wisconsin Medicaid may reimburse a PCW (personal care worker) to assist an RN
(registered nurse), LPN (licensed practical nurse), home health aide, or another PCW to provide care simultaneously
to amember when a primary caregiver isnot available. If two providersare caring for a member simultaneoudly, one
provider must bea PCW.

Thesituationsin which a PCW may assist are;
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. Periodic changing of the entire tracheotomy tube.
. Periodictransfer or repositioning of a member when a two-person transfer isrequired because all other transfer
devices have failed.

The RN supervisor isrequired to document on the POC (plan of care) the reason that two caregivers are required.
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HealthCheck " Other Services"

Topic #22

Definition of HealthCheck " Other Services'

HealthCheck is a federally mandated program known nationally as EPSDT (Early and Periodic Screening, Diagnosis,
and Treatment). HealthCheck services consist of a comprehensive health screening of membersunder 21 year s of
age. On occasion, a HealthCheck screening may identify the need for health care servicesthat are not otherwise
covered or that exceed coverage limitations. These services are called HealthCheck " Other Services." Federal law
requiresthat these services be reimbursed through HealthCheck " Other Services' if they are medically necessary
and prior authorized. The purpose of HealthCheck " Other Services' isto assurethat medically necessary medical
services are available to Badger Care Plus Standard Plan and M edicaid member s under 21 years of age.

Topic#1

Prior Authorization

Toreceive PA (prior authorization) for HealthCheck " Other Services," providersarerequired to submit a PA request
via the ForwardHealth Portal or to submit the following via fax or mail:

. A completed PA/RF (Prior Authorization Request Form, F-11018 (05/13)) (or PA/DRF (Prior
Authorization/Dental Request Form, F-11035 (07/12)), or PA/HIAS] (Prior Authorization Request for Hearing
Instrument and Audiological Services 1, F-11020 (05/13))).

o Theprovider should mark the checkbox titled " HealthCheck Other Services' at the top of the form.
o Theprovider may omit the procedure codeif he or sheisuncertain what it is. The ForwardHealth
consultant will assign one for approved services.

. Theappropriate service-specific PA attachment.

. Verification that a comprehensive HealthCheck screening has been provided within 365 days prior to
ForwardHealth'sreceipt of the PA request. The date and provider of the screening must be indicated.

. Necessary supporting documentation.

Providersmay call Provider Servicesfor moreinformation about HealthCheck " Other Services' and to determine
the appropriate PA attachment.

Topic#41

Requirements

For a serviceto be reimbursed through HealthCheck " Other Services,” the following requirements must be met:

. Thecondition being treated isidentified in a HealthCheck screening that occurred within 365 days of the PA
(prior authorization) request for the service.

. Theserviceisprovided to amember whoisunder 21 years of age.

. The service may be covered under federal Medicaid law.

. Theserviceis medically necessary and reasonable.

. Theserviceisprior authorized beforeit isprovided.
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. Services currently covered arenot considered acceptableto treat theidentified condition.
ForwardHealth has the authority to do all of the following:

. Review the medical necessity of all requests.

. Establish criteriafor the provision of such services.

. Determine the amount, duration, and scope of services aslong as limitations ar e reasonable and maintain the
preventive intent of the HealthCheck program.
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Noncovered Services

Topic #68

Definition of Noncover ed Services

A noncovered serviceisa service, item, or supply for which reimbursement is not available. DHS 101.03(103) and
107, Wis. Admin. Code, contain more information about noncovered services. In addition, DHS 107.03, Wis. Admin.
Code, contains a general list of noncovered services.

Topic #11377

Delegated Nursing Tasks That Are Not Covered

Regardless of a hurse delegating the task(s) to a PCW (personal careworker), the following MOTs (medically
oriented tasks) are noncovered personal care services.

. Insertion of catheters.

. Sterileirrigation of catheters.

. Giving injections.

. Application of dressingsinvolving prescription medication and use of aseptic techniques.

. Administration of medicine that isnot usually self-administered.

. Any delegated nursing act requiring direct supervision for which general supervision is provided.

Topic#104

Member Payment for Noncovered Services

A provider may collect payment from a member for noncovered servicesif certain conditions are met.

Providers may not collect payment from a member, or authorized person acting on behalf of the member, for certain
noncover ed services or activities provided in connection with covered services, including the following:

. Chargesfor missed appointments.

. Chargesfor telephone calls.

. Chargesfor timeinvolved in completing necessary forms, claims, or reports.
. Trandation services.

Missed Appointments

Thefederal CM S (Centersfor Medicare and Medicaid Services) does not allow state Medicaid programsto per mit
providersto collect payment from a member, or authorized person acting on behalf of the member, for a missed
appointment.

Avoiding Missed Appointments

Forwar dHealth offers the following suggestions to help avoid missed appointments:
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. Remind members of upcoming appointments (by telephone or postcard) prior to scheduled appointments.

. If amember needs assistance in obtaining transportation to a medical appointment, encour age the member to
call MTM, Inc. (Medical Transportation Management, Inc.) for NEMT (non-emer gency medical
transportation). Most Medicaid and Badger Car e Plus members may receive NEMT servicesthrough MTM,
Inc. if they have no other way toreceive aride. Refer tothe NEM T service area for moreinformation.

. If the appointment is made through the HealthCheck screening or targeted case management programs,
encour age the staff from those programsto ensurethat the scheduled appointments are kept.

Trandation Services

Trandation services are considered part of the provider's overhead cost and are not separately reimbursable.
Providers may not collect payment from a member, or authorized person acting on behalf of the member, for
trandation services.

Providers should call the Affirmative Action and Civil Rights Compliance Officer at (608) 266-9372 for information
about when tranglation servicesarerequired by federal law. Providers may also write to the following address:

AA/CRC Office

1W Wilson St Rm 561
PO Box 7850

Madison W| 53707-7850
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Managed Care
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Archive Date:09/01/2015

Managed Care:Claims

Topic #385

Appealsto Badger Care Plusand Wisconsin Medicaid

The provider has 60 calendar daysto file an appeal with Badger Care Plus or Wisconsin M edicaid after the HM O
(health maintenance organization) or SSI (Supplemental Security Income) HM O either does not respond in writing
within 45 calendar days or if the provider isdissatisfied with the HMO'sor SSI HMO'sresponse.

Badger Care Plus or Wisconsin Medicaid will not review appeals that were not first madetothe HMO or SSI HMO.
If aprovider sends an appeal directly to Badger Care Plus or Wisconsin Medicaid without first filing it with the HM O
or SSI HMO, the appeal will bereturned to the provider.

Appealswill only bereviewed for enrollees who wer e dligible for and who were enrolled in a Badger Care PlusHM O
or Medicaid SSI HMO on the date of servicein question.

Appeals must be madein writing and must include:

. Aletter, clearly marked " APPEAL," explaining why the claim should be paid or a completed Managed Care
Program Provider Appeal (F-12022 (03/09)) form.

. A copy of theclaim, clearly marked " APPEAL."

. A copy of the provider'sletter totheHMO or SSI HMO.

. A copy of theHMO'sor SSI HMO'sresponse to the provider.

. A copy of the member's medical record that supportsthe claim if the denial is based on a medical decision
(emergency, medical necessity, prior authorization, etc.), or any documentation that supportsthe case.

. A copy of the RA (Remittance Advice) showing the date, denial, and denial reason.

The appeal will be reviewed and any additional information needed will be requested from the provider or the HMO
or SSI HMO. Once all pertinent information isreceived, Badger Care Plus or Wisconsin Medicaid has 45 calendar
daysto make a final decision.

The provider and the HM O or SSI HMO will be notified in writing of the final decision. If the decision isin favor of
the provider, the HMO or SSI HMO isrequired to pay the provider within 45 calendar days of the final decision. The
decision isfinal, and all parties must abide by the decision.

Topic #384

Appealsto HMOsand SSI HMOs

Providersarerequired tofirst file an appeal directly with the Badger Care PlusHM O (health maintenance
organization) or Medicaid SSI (Supplemental Security Income) HM O within 60 calendar days of receipt of the initial
denial. Providersarerequired toinclude a letter explaining why the HMO or SSI HM O should pay the claim. The
appeal should be sent to the addressindicated on the HM O's or SSI HM O's denial notice.

TheHMO or SSI HM O then has 45 calendar daysto respond in writing to the appeal. The HM O or SSI HMO
decides whether to pay the claim and sendsthe provider aletter stating the decision.

If theHMO or SSI HM O does not respond in writing within 45 calendar days, or if the provider isdissatisfied with
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theHMO'sor SSI HMO'sresponse, the provider may send a written appeal to ForwardHealth within 60 calendar
days.

Topic #386

Claims Submission

Badger Care Plus HM Os (health maintenance or ganizations) and Medicaid SSI (Supplemental Security Income)
HM Os have requirementsfor timely filing of claims, and providersarerequired to follow HMO and SSI HMO claims
submission guidelines. Contact the enrollee sHMO or SSI HMO for or ganization-specific submission deadlines.

Topic #387

Extraordinary Claims

Extraordinary claims are Badger Care Plus or Medicaid claimsfor a Badger Care PlusHM O (health maintenance
organization) or Medicaid SSI (Supplemental Security Income) HMO enrollee that have been denied by an HMO or
SSI HM O but may be paid as fee-for-service claims.

Thefollowing ar e some examples of extraordinary claims situations:

. Theenrolleewas not enrolled inan HMO or SSI HMO at the time he or she was admitted to an inpatient
hospital, but then enrolled in an HMO or SSI HM O during the hospital stay. In thiscase, all claimsrelated to
the stay (including physician claims) should be submitted to fee-for-service. For the physician claims associated
with theinpatient hospital stay, the provider isrequired to include the date of admittance and date of discharge
in Item Number 18 of the paper 1500 Health Insurance Claim Form ((02/12)).

. Theclaimsarefor orthodontia/prosthodontia servicesthat began before HMO or SSI HM O coverage. Include
arecord with the claim of when the bands were placed.

Submitting Extraordinary Claims

When submitting an extraordinary claim, include the following:

. A legible copy of the completed claim form, in accor dance with billing guidelines.
. A letter detailing the problem, any claim denials, and any steps taken to correct the situation.
. A copy of the Explanation of Medical Benefitsform, as applicable.

Submit extraordinary claimsto:
ForwardHealth
Managed Care Extraordinary Claims

PO Box 6470
M adison WI 53716-0470

Topic #388

Medicaid as Payer of Last Resort

Wisconsin Medicaid isthe payer of last resort for most covered services, even when a member isenrolled in a
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Badger Care Plus HM O (health maintenance organization) or Medicaid SSI (Supplemental Security Income) HMO.
Before submitting claimsto HM Os and SSI HM Os, providersare required to submit claimsto other health insurance
sour ces. Contact the enrollee sHMO or SSI HM O for mor e infor mation about billing other health insurance sour ces.

Topic #389

Provider Appeals

When a Badger Care PlusHM O (health maintenance organization) or Medicaid SSI (Supplemental Security I ncome)
HM O deniesa provider's claim, the HMO or SSI| HM O isrequired to send the provider a notice informing him or her
of theright to file an appeal.

An HMO or SSI HMO network or non-network provider may file an appeal to the HMO or SSI HM O when:

. A claim submitted to the HM O or SSI HMO is denied payment.
. Thefull amount of a submitted claim is not paid.

Providersarerequired to filean appeal with the HMO or SSI HMO beforefiling an appeal with ForwardHealth.
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Covered and Noncovered Services

Topic #16197

Cared4Kids Program Benefit Package
Covered Services

Membersenrolled in the Care4Kids program are eligible to receive all medically necessary services covered under
Wisconsin Medicaid; however, CaredKidswill have the flexibility to provide servicesin a manner that best meetsthe
unigue needs of children in out-of-home care, including streamlining PA (prior authorization) requirements and
offering select servicesin home settings. M emberswill also be allowed to go to any Medicaid-enrolled provider for
emer gency medical servicesor family planning services.

Noncovered Services

Thefollowing services are not provided as covered benefits through the Care4Kids program, but can be reimbur sed
for eligible Medicaid memberson a fee-for-service basis:

. Chiropractic services.

. CRS (Community Recovery Services).

. CSP (Community Support Programs).

. CCS(Comprehensive Community Services).

. Crisisintervention services.

. Directly observed therapy for individuals with tuberculosis.

. MTM (Medication therapy management).

. NEMT (Non-emergency medical transportation) services.

. Prescription and over-the-counter drugs and diabetic supplies dispensed by the phar macy.
. Provider-administered drugs and their administration, and the administration of Synagis.
. SBS(School-based services).

. Targeted case management.

Children's Hospital of Wisconsin will establish working relationships, defined in writing through a memorandum of
under standing, with providers of the following services:

. CSP.

. CCs.

. Crisisintervention services.

. SBS.

. Targeted case management services.

Providers of these services must coordinate with CaredKidsto help assure continuity of care, eliminate duplication,
and reduce fragmentation of services.

Topic #390

Covered Services
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HMOs

HM Os (health maintenance or ganizations) arerequired to provide at least the same benefits asthose provided under
fee-for-service arrangements. Although ForwardHealth requires contracted HM Os and Medicaid SSI (Supplemental
Security Income) HM Osto provide all medically necessary covered services, the following services may be provided
by Badger Care PlusHM Os at their discretion:

. Dental.
. Chiropractic.

If the HM O does not include these servicesin their benefit package, the enrollee receivesthe services on a fee-for-
service basis.

Topic #391

Noncovered Services

Thefollowing are not covered by Badger Care PlusHMOs or Medicaid SSI (Supplemental Security Income) HM Os
but are provided to enrollees on a fee-for-service basis provided the member's fee-for-service plan coversthe
service:

. CRS (Community Recovery Services).

. CSP (Community Support Program) benefits.
. Cridisintervention services.

. Environmental lead inspections.

. CCC (child care coordination) services.

. Pharmacy services and diabetic supplies.

. PNCC (prenatal care coordination) services.
. Provider-administered drugs.

Note: The Provider-Administered Drugs Carve-Out Procedur e Codestable indicates the status of procedure
codes considered under the provider-administered drugs carve-out policy.

. SBS(school-based services).

. Targeted case management services.

. NEMT (non-emergency medical transportation) services.

. DOT (directly observed therapy) and monitoring for TB-Only (Tuberculosis-Only Related Services).

Topic #13877

Striving to Quit Initiative— First Breath

Background I nformation

According to the CDC (Centersfor Disease Control and Prevention), almost one million individualsin Wisconsin
smoke every day. While the smoking rate for adults overall in the state is about 20 percent, therateis higher —
about 33 percent — for Badger Care Plus members. Wisconsin M edicaid hasreceived a five-year $9.2 million grant
from the CM S (Centersfor Medicare and Medicaid Services) to help Badger Care Plus membersenrolled in
participating HM Os (health maintenance or ganizations) to quit smoking through the Striving to Quit initiative.
Striving to Quit includes the following separ ate, evidence-based programs:
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. Wisconsin Tobacco Quit Line (i.e., Quit Line), which offerstelephone counseling to eligible members who
smoke.

. First Breath, which targets dligible pregnant women who smoke by connecting them to trained tobacco
cessation counselorsfor face-to-face tobacco cessation counseling.

First Breath

TheFirst Breath program offers eligible pregnant women who smoke (or who have quit smoking in the last six
months) face-to-face tobacco cessation counsding during their prenatal care visits and up to five face-to-face
counseling visits plus additional telephone calls for support during the postpartum phase. To participatein the First
Breath program, members may be referred to First Breath by their prenatal care provider or may independently call
First Breath without areferral at (800) 448-5148. M emberswho participatein First Breath via Striving to Quit may
be digibleto receive financial incentives of up to $160.00 for participation in treatment and for quitting smoking.

Enrollment Criteria

To be€ligible to receive enhanced services from the First Breath program via Striving to Quit, Badger Care Plus
member s must meet the following criteria:

. Beenralled in the Badger Care Plus Standard Plan.
. Beapregnant smoker.
. Expressan interest in quitting smoking.
. Beenrolled in one of the following HM Os:
o Children's Community Health Plan.
o CommunityConnect HealthPlan.
o Managed Health Services.
MercyCare Health Plans.
Molina Health Care.
Network Health Plan.
o Physicians Plus Insurance Cor poration.
Unity Health Plans I nsurance Cor poration.
. Rwdeln one of the following counties:
Dane.
Kenosha.
Milwaukee.
Racine.
Rock.

Covered Services

1 O

o o o o o

The following services are covered by Striving to Quit via First Breath:

. Up to 10 one-on-one counseling sessions during regular prenatal care appointments by First Breath providers.
. Five one-on-one counseling sessionswith atrained First Breath Health Educator following delivery.
. Up tosix telephone callswith the First Breath Health Educator following delivery.

Provider Responsibilities

Providersareresponsible for screening pregnant Badger Care Plus HM O membersfor smoking and enrolling them in
the First Breath program or referring membersto the First Breath program.
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Clinicsthat currently provide First Breath services areresponsible for the following:

. Screening for smoking and enrolling membersin First Breath.

. Encouraging membersto enroll in Striving to Quit.

. Providing regular First Breath counsdling during prenatal care visits.

. Completing First Breath data formsand submitting the formsvia fax to (608) 251-4136 or mail to the following
address.

Wisconsin Women's Health Foundation
2503 Todd Dr
M adison WI 53713

Clinicsthat do not currently provide First Breath smoking cessation services should refer membersto First Breath.
Screening and Making Referrals
For clinicsthat currently provide First Breath services, there are no changesto current procedures.
Thefollowing language is suggested for providersto useto encourage membersto enroll in First Breath:
One of the benefits of enrolling in First Breath now isthat you may be eligible to participatein a stop
smoking study that provides free counseling services to help you quit and will pay you for taking part in
certain activities. You can learn more about the program when someone from the First Breath office calls
you or when you call them.
Clinicsthat do not currently provide First Breath services should encour age pregnant Badger Care Plus membersto
seek help to quit by using the above language. Clinic staff or the member may call the First Breath program at (800)

448-5148, extension 112, for help in finding a First Breath provider in the member's area. Members may also visit the
First Breath Web siteto locate a First Breath provider.

Becoming a First Breath Site

Clinics not currently providing First Breath services may become First Breath sites by calling the First Breath
Coordinator at (800) 448-5148, extension 112, or by visiting the First Breath Web site. Providerswill need to
complete four hours of training to provide First Breath services. Training isfree and provided by First Breath
coordinators on site. Becoming a First Breath site allows all pregnant Badger Car e Plus and Medicaid membersto be
served during their regular prenatal care visits.

After becoming a First Breath site, clinics will need to do the following:
. Provide evidence-based cessation counseling during regular prenatal care.

. Complete enrollment and other data forms.
. Distribute small, non-cash gifts supplied by the First Breath program.

For More lnformation

For moreinformation about Striving to Quit, providers should contact their HM O representative, visit the
ForwardHealth Portal, or e-mail Striving to Quit at dhsstginfo@wisconsin.gov.

For moreinformation or for technical assistance questionsregarding the Quit Line, providers may visit the UW-CTRI
(University of Wisconsin Center for Tobacco Research and Intervention) Web site.

For moreinformation or for technical assistance questions regardina First Breath, providers may call First Breath at
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(800) 448-5148, extension 112, or visit the First Breath Web site.

Topic #13857

Striving to Quit Initiative — Wisconsin Tobacco Quit
Line
Background I nformation

According to the CDC (Centersfor Disease Control and Prevention), almost one million individualsin Wisconsin
smoke every day. While the smoking rate for adults overall in the state is about 20 percent, therateis higher —
about 33 percent — for Badger Care Plus members. Wisconsin M edicaid hasreceived a five-year $9.2 million grant
from the CM S (Centersfor Medicare and Medicaid Services) to help Badger Care Plus membersenrolled in
participating HM Os (health maintenance or ganizations) to quit smoking through the Striving to Quit initiative.
Striving to Quit includes the following separ ate, evidence-based programs:

. Wisconsin Tobacco Quit Line (i.e.,, Quit Line), which offerstelephone counseling to eigible memberswho
smoke.

. First Breath, which targets eligible pregnant women who smoke by connecting them to trained tobacco
cessation counselorsfor face-to-face tobacco cessation counseling.

Wisconsin Tobacco Quit Line

Striving to Quit offers eligible member s who smoke enhanced tobacco cessation treatment from the Quit Line.
Memberswho participatein Striving to Quit qualify for at least five smoking cessation counseling calls from the Quit
Line and appropriate tobacco cessation medications covered by ForwardHealth. To participatein Striving to Quit,
members may be referred to the Quit Line by their provider or may independently call the Quit Linewithout a
referral at (800) QUIT-NOW (784-8669).

Striving to Quit membersusing the Quit Line may be eligible to receive financial incentives of up to $120.00 for
participation in treatment and for quitting smoking. Striving to Quit requires memberswho participate in Quit Line
treatment servicesto take a biochemical test to confirm smoking status at initial enrollment, six months post-
enrollment, and 12 months after enrollment in theinitiative.

Enrollment Criteria

To beédligible to receive enhanced services from the Quit Line via Striving to Quit, members must meet the following
criteria:

. Beenrolled in Badger Care Plus Standard Plan.
. Bel18yearsof ageand older.

. Beasmoker and expressan interest in quitting smoking.
. Beenrolled in one of the following HM Os:
Children's Community Health Plan.
Compcare.

Group Health Cooperative of Eau Claire.
Managed Health Services.

MercyCare Health Plans.

Molina Health Care.

Network Health Plan.

o o o o o o
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Physicians Plus I nsurance Cor por ation.
UnitedHealthcare Community Plan.
Unity Health Plans Insurance Cor poration.
o Residein one of the following counties:

= Brown.

« Calumet.

= Columbia.

« Dane

. Dodge.

« Door.

. Florence.

» Fonddu Lac.

« Grant.

« Green.

. lowa.

« Jefferson.

. Kewaunee.

. Lafayette.

. Manitowoc.

. Marinette.

. Menominee.

» Oconto.

. Outagamie.

. Rock.

. Sauk.

. Sheboygan.

. Walworth.

« Waupaca.

= Winnebago.

Covered Drugsand Services

Thefollowing drugs and services are covered by Striving to Quit or ForwardHealth:

. Up tofive cessation counseling callsto the Quit Line plus additional callsinitiated by the member are covered
by Striving to Quit.

. Tobacco cessation medications and biochemical testing to confirm smoking status ar e covered by
ForwardHealth.

Provider Responsibilities
For members seeking Striving to Quit services from the Quit Line, providersareresponsible for the following:

. Screening for smoking and referring potentially eligible memberswho smoke to the Quit Line.

. Conducting biochemical tests(i.e., urine cotinine tests).

. Writing prescriptionsfor tobacco cessation drugs for members, as appropriate.

. Working with the Quit Line, completing Striving to Quit referral formsfor member referrals, writing tobacco
cessation prescriptions, and faxing biochemical test results and formsto the Quit Line.

. ldentifying one or two key staff membersin aclinic or practice who will serve as points of contact for Striving to
Quit and assist with coordinating the biochemical tests and other tasks as needed.

Screening and Making Referrals
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Thefollowing language is suggested for providersto useto encourage memberswho smoketo agreeto areferral or
to call the Quit Linethemselves:

One of the benefits of calling the Quit Line now isthat you may be eligible to participatein a stop
smoking study that provides free counseling servicesto help you quit and will pay you for taking part in
certain activities. | would be happy to make areferral for you. If you areinterested, all weneed todoisa
simple urinetest to confirm that you smoke. After | send the paperwork, someone from the Quit Line will
call you to tell you more about the study or you can call them directly at the number on the card. If you do
not want to bein the study, you may still get some services from the Quit Line.

Providers should ask HMO membersliving in targeted countiesif they may refer the member to the Quit Line. If a
member isreferred to the Quit Line, providers should submit a Striving to Quit Referral form signed by the member
tothe Quit Lineviafax at (877) 554-6643. Striving to Quit Referral forms are available on the UW-CTRI's
(University of Wisconsin Center for Tobacco Resear ch and Intervention) Striving to Quit Web site or on the
ForwardHealth Portal. A representative from the Quit Line will call the member within three business daysto begin
the enrollment process.

Outreach Specialistsfor the UW-CTRI will provide technical assistance to clinics and providers about how to make
Striving to Quit referrals. A short training video about Striving to Quit proceduresis available on UW-CTRI's Web
site. A link to thetraining video isalso on the Portal.

Biochemical Testing

Aspart of Striving to Quit, HM O membersarerequired to have a urine cotinine test to confirm smoking status. This

test should be conducted by providersin the member's HM O network using NicCheck® | testing strips. NicCheck® |
testing strips (item M A-500-001) may be ordered online or by calling (888) 882-7739.

Urine cotinine test results should be faxed to the Quit Line at (877) 554-6643. Claimsfor urine cotinine testing should
be submitted to the member'sHMO.

Badger Car e Plus members may betested on a walk-in basis at any participating clinic in the member'sHMO
networ k. Memberswho need assistance finding a participating clinic should contact their HMO.

Prescriptions

For HMO membersidentified as smokerswho express an interest in quitting and agreeto areferral to the Quit Line,
provider s should discussthe use of tobacco cessation medications. Resear ch indicates that the use of tobacco
cessation medications in combination with evidence-based counsaling almost doublesthelikelihood of a successful
quit attempt. The following types of tobacco cessation medications ar e covered by ForwardHealth for Badger Care
Plus members:

. OTC (over-the-counter) nicotine gum and patches.
. Legend products (i.e., bupropion SR, Chantix, Nicotrol spray).

Providers may use the Drug Search Tool to determine the most current covered drugs. Providers may also refer to
the benefit plan-specific product lists for the most current list of covered drugs.

An allowable diagnosis code must be indicated on claimsfor covered tobacco cessation medications. Tobacco
cessation medications are not covered for uses outside the allowable diagnosis code.

If tobacco cessation medications ar e appropriate for members, prescriptionsfor tobacco cessation medications should
be sent to the member's pharmacy. On the Striving to Quit Referral form sent to the Quit Line, the tobacco cessation
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medication prescription box should be checked either yesor no.

For HMO memberswho independently call the Quit Line and are enrolled in Striving to Quit, staff at the Quit Line
will provide a suggested prescription to a provider within the member'sHM O network. The provider will determine
the adequacy of the prescription and approve as appropriate. The provider isreguired to send the following:

. Theprescription to the pharmacy whereit will befilled (e-prescribingis preferred).

. Theapproval or disapproval of the prescription to the Quit Line on the Striving to Quit Referral form via fax at
(877) 554-6643.

For More Information

For moreinformation about Striving to Quit, providers should contact their HM O representative, visit the Portal, or
e-mail Striving to Quit at dhsstginfo@wisconsin.gov.

For moreinformation or for technical assistance questionsregarding the Quit Line, providers may visit the UW-CTRI
(University of Wisconsin Center for Tobacco Research and Intervention) Web site.
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Enrollment

Topic #392

Disenrollment and Exemptions

In some situations, a member may be exempt from enrolling in a Badger Care PlusHM O (health maintenance
organization) or Medicaid SSI (Supplemental Security Income) HMO. Exempted membersreceive health care under
fee-for-service. Exemptions allow member s to complete a cour se of treatment with a provider who is not contracted
with the member'sHMO or SSI HMO. For example, in certain circumstances, women in high-risk pregnancies or
women who arein thethird trimester of pregnancy when they areenrolled in an HMO or SSI HM O may qualify for
an exemption.

The contracts between the DHS (Department of Health Services) and the HM O or SSI HM O provide mor e detail on
the exemption and disenrollment requirements.

Topic #393

Enrollee Grievances

Enrollees havetheright to file grievances about services or benefits provided by a Badger Care PlusHM O (health
maintenance organization) or Medicaid SSI (Supplemental Security Income) HMO. Enrollees also havetheright to
filea grievance when the HM O or SSI HMO refusesto provide a service. Al HMOsand SSI HMOsarerequired to
have written policies and proceduresin place to handle enrollee grievances. Enrollees should be encour aged to work
with their HMO'sor SSI HMO's customer service department to resolve problemsfirst.

If enrollees are unableto resolve problems by talking to their HMO or SSI HMO, or if they would prefer to speak
with someone outsidetheir HMO or SSI HM O, they should contact the Enroliment Specialist or the Ombudsman

Program.

The contracts between the DHS (Department of Health Services) and the HM O or SSI HM O describesthe
responsibilities of the HMO or SSI HM O and the DHS regarding enr ollee grievances.

Topic #397

Enrollment Eligibility
Badger Care PlusHMOs

Membersenrolled in the Badger Care Plus Standard Plan are eligible for enrollment in a Badger Care PlusHM O
(health maintenance or ganization).

An individual who receivesthe TB-Only (Tuberculosis-Related Services-Only) benefit, Senior Care, or Wisconsin
Well Woman Medicaid cannot be enrolled in a Badger Care PlusHMO.

Information about a member's HM O enrollment status and commer cial health insurance coverage may be verified by
using Wisconsin's EVS (Enrollment Verification System) or the ForwardHealth Portal.
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SSI HMOs

Members of the following subprograms are dligible for enrollment in a Medicaid SSI (Supplemental Security I ncome)
HMO:

. Individuals ages 19 and older, who meet the SSI and SS|-related disability criteria.
. Dual digiblesfor Medicare and Medicaid.

Individualswho areliving in an institution, nursing home, or participating in a Home and Community-Based Waiver
program arenot eligibleto enroll in an SSI MCO (managed car e organization).

Topic #394

Enrollment Periods
HMOs

Membersare sent enrollment packets that explain the Badger Care Plus HM Os (health maintenance or ganizations)
and the enrollment process and provide contact information. Once enrolled, enrollees may change their HMO
assignment within the first 90 days of enroliment in an HM O (whether they chose the HM O or wer e auto-assigned).
If an enrollee no longer meetsthecriteria, he or shewill be disenrolled from the HMO.

SSI HMOs

Membersare sent enrollment packetsthat explain the Medicaid SSI (Supplemental Security Income) HMO's
enrollment process and provide contact information. Once enrolled, enrollees may disenroll after a 60-day trial period
and up to 120 days after enrollment and return to Medicaid fee-for-serviceif they choose.

Topic #395

Enrollment Specialist

The Enrollment Specialist provides objective enrollment, education, outreach, and advocacy servicesto Badger Care
PlusHM O (health maintenance organization) and Medicaid SSI (Supplemental Security Income) HM O enrollees.
The Enrollment Specialist is a knowledgeable single point of contact for enrollees, solely dedicated to managed care
issues. The Enrollment Specialist isnot affiliated with any health care agency.

The Enrollment Specialist providesthe following servicesto HM O and SSI HM O enrollees:
. Education regarding the correct use of HMO and SSI HM O benefits.
. Telephone and face-to-face support.
. Assistance with enrollment, disenrollment, and exemption procedures.

Topic #398

Member Enrollment
HMOs
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Badger Care Plus HM O (health maintenance or ganization) enrollment is either mandatory or voluntary based on ZIP
code-defined enrollment areas asfollows:

. Mandatory enrollment — Enrollment is mandatory for eligible memberswho residein ZIP code areas served
by two or more Badger Care Plus HM Os. Some members may meet criteria for exemption from Badger Care
PlusHM O enrollment.

. Voluntary enrollment — Enrollment isvoluntary for memberswho residein ZIP code areas served by only one
BadgerCare PlusHMO.

Membersliving in areas where enrollment is mandatory are encouraged to choose their Badger Care PlusHMO.
Automatic assignment to a Badger Care Plus HM O occursif the member does not choose a Badger Care PlusHMO.
In general, all members of a member'simmediate family eligible for enrollment must choose the same HMO.

Membersin voluntary enrollment areas can choose whether or not to enroll in a Badger Care PlusHMO. Thereisno
automatic assignment for member s who live within ZIP codes where enrollment isvoluntary.

SSI HM Os

Medicaid SSI (Supplemental Security Income) HMO enrollment is either mandatory or voluntary asfollows:

. Mandatory enrollment — Most SSI and SSI-related membersarerequired toenroll in an SS| HMO. A
member may choose the SSI HM O in which he or shewishesto enrall.

. Voluntary enrollment — Some SS| and SSI-related members may choose to enroll in an SSI HMO on a
voluntary basis.

Topic #396

Ombudsman Program

The Ombudsmen, or Ombuds, areresources for enrollees who have questions or concerns about their Badger Care
PlusHM O (health maintenance organization) or Medicaid SSI (Supplemental Security Income) HMO. Ombuds
provide advocacy and assistance to help enrollees under stand their rights and responsibilitiesin the grievance and
appeal process.

Ombuds can be contacted at the following address:
Badger Care PlusHM O/Medicaid SSI HM O Ombudsmen

PO Box 6470
M adison WI 53716-0470

Topic #399

Release of Billing or Medical Information

Forwar dHealth supports Badger Care Plus HM O (health maintenance or ganization) and Medicaid SSI (Supplemental
Security Income) HM O enrolleerightsregarding the confidentiality of health care records. ForwardHealth has
specific standardsregarding the release of an HM O or SSI HM O enrollee's billing information or medical claim
records.
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Managed Car e | nfor mation

Topic #401

Badger Care PlusHMO Program

An HMO (health maintenance organization) is a system of health care providersthat providesa comprehensive range
of medical servicesto a group of enrollees. HM Osreceive a fixed, prepaid amount per enrollee from ForwardHealth
(called a capitation payment) to provide medically necessary services.

BadgerCare PlusHM Os are responsible for providing or arranging all contracted covered medically necessary
servicesto enrollees. Badger Care Plus membersenrolled in state-contracted HM Os ar e entitled to at least the same
benefits as fee-for-service members; however, HM Os may establish their own requirements regarding PA (prior
authorization), claims submission, adjudication procedures, etc., which may differ from fee-for-service palicies and
procedur es. Badger Care PlusHM O network providers should contact their HM O for moreinformation about its
policies and procedures.

Topic #16177

Cared4Kids Program Overview

CaredKidsisahealth care program for children and youth in out-of-home care in Wisconsin. The Care4Kids program
will offer comprehensive, coordinated servicesthat areintended to improve the quality and timeliness of and access
to health servicesfor these children.

The CaredKids program will serve children in out-of-home care placements (other than residential care centers) in
Kenosha, Milwaukee, Ozaukee, Racine, Washington, and Waukesha counties. Member participation will be
voluntary and enrollment will be allowed to continue for up to 12 months after the child leaves the out-of-home care
system, aslong asthe child remains M edicaid-eligible and resides within one of the six counties.

CaredKidsisrequired to provide at least the same benefits asthose provided under fee-for-service arrangements.

Program Administration

Children's Hospital of Wisconsin is currently the only integrated health system certified by ForwardHealth to
administer the Care4Kids program. Children's Hospital of Wisconsin will be responsible for providing or arranging for
the provision of all services covered under Medicaid, with a small number of exceptions. The services not included in
the CaredKids program will be reimbursed as fee-for-ser vice benefits. Children's Hospital of Wisconsin'sintegrated
network of health care providers, which includes specialty and primary care physicians and clinics within the
Children's Hospital System aswell as providerswho are participating in CCHP (Children's Community Health Plan),
isintended to provide coordinated care and services to meet the individualized needs of each of the children enrolled
across multiple disciplines, including physical, behavioral health, and dental care.

CaredKidswill be responsible for providing or arranging for the provision of all medically necessary services covered
by Wisconsin Medicaid to enrollees. Providersarerequired to be part of the CCHP network to get reimbursed by
CaredKids. Providersinterested in being a part of the network should contact CCHP. Out-of-network providersare
required to call CaredKids prior to providing servicesto a Care4Kids enrollee. I n situations wher e emer gency
medical services are needed, out-of-network providersare required to contact CaredKidswithin 24 hours of providing
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services.

Member Enrollment Verification

Providers should verify a member's enrollment before providing services to determine if the member isenrolled in
CaredKids. Membersenrolled in CaredKidswill present a ForwardHealth member identification card.

Providersverifying enrollment on the ForwardHealth Portal will see Care4Kids under the M C Program heading in the
Managed Care Enrollment panel.

For 271 response transactions, Care4Kids enrollment will be identified in the EB segment of the 2110C loop.
Identified by "MC" in the EBOL, "HM" in the EB04, and " CaredKids' in the EBO5. The MC provider contact
information will bereported in the NM 1 (name info), N3 (addressinfo), and PER (telephone numbers) segments
within the 2120C loop.

The WiCall AVR (automated voice response) system will identify CaredKids asthe state-contracted managed care
program in which the member isenrolled.

Contact Information
Providers can contact CCHP at (800) 482-8010 for the following:

. Tobecome part of the CCHP network.
. For coverage policy and procedure information, including PA (prior authorization) and claim submission
guidelines, if they are already a Care4Kids network provider.

Topic #405

Managed Care

Managed Carerefersto the Badger Care PlusHM O (health maintenance or ganization) program, the Medicaid SSI
(Supplemental Security Income) HM O program, and the several special managed car e programs available.

The primary goals of the managed care programs are:

. Toimprovethe quality of member care by providing continuity of care and improved access.
. Toreducethecost of health carethrough better care management.

Topic #402

Managed Care Contracts

The contract between the DHS (Department of Health Services) and the Badger Care Plus HM O (health maintenance
organization) or Medicaid SSI (Supplemental Security Income) HMO takes precedence over other ForwardHealth
provider publications. Information contained in ForwardHealth publicationsis used by the DHS to resolve disputes
regarding cover ed benefitsthat cannot be handled internally by HMOs and SSI HMOs. If thereisa conflict, the
HMO or SSI HMO contract prevails. If the contract does not specifically address a situation, Wisconsin
Administrative Code ultimately prevails. HM O and SSI HM O contracts can be found on the Managed Care
Organization area of the Forwar dHealth Portal.
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Topic #404

SSI HM O Program

Medicaid SSI (Supplemental Security Income) HM Os (health maintenance or ganizations) provide the same benefits
as Medicaid fee-for-service (e.g. medical, dental, mental health/substance abuse, vision, and prescription drug
coverage) at no cost to their enrolleesthrough a care management model. Medicaid members and SSI-related
Medicaid membersin certain counties may be eligibleto enroll in an SS| HMO.

SSl-related Medicaid member sreceive cover age from Wisconsin Medicaid because of a disability determined by the
Disability Deter mination Bureau.

Member Enrollment
Memberswho meet the following criteria are eligibleto enroll in an SSI HMO:

. Medicaid-eligible individualsliving in a service area that hasimplemented an SSI managed car e program.
. Individuals ages 19 and older.
. Individualswho are enrolled in Wisconsin Medicaid and SSI or receive SSl-related M edicaid.

Individualswho areliving in an institution or nursing home or are participating in a home and community-based
waiver program or FamilyCarearenot eligibleto enroll in an SS| HMO.

Ozaukee and Washington Counties

Most SSI and SSlI-related Medicaid memberswho reside in Ozaukee and Washington counties arerequired to
choose the HM O in which they wish to enroll. Dual eligibles (membersreceiving M edicare and Wisconsin M edicaid)
arenot required to enroll. After a 60-day trial period and up to 120 days after enrollment, enrollees may disenroll and
return to Medicaid fee-for-service if they choose.

Southwestern Wisconsin Counties

SSI membersand SSI-related M edicaid memberswho reside in Buffalo, Jackson, La Craosse, Monroe, Trempealeau,
and Vernon counties may choose to receive coverage from the HM O or remain in Wisconsin Medicaid fee-for-
service.

Continuity of Care

Special provisionsareincluded in the contract for SSI HM Osfor continuity of carefor SSI membersand SSI-related
M edicaid members. These provisionsinclude the following:

. Coverage of services provided by the member's current provider for thefirst 60 days of enroliment in the SS|
program or until thefirst of the month following completion of an assessment and car e plan, whichever comes
later. The contracted provider should get areferral from the member'sHMO after this.

. Honoring a PA (prior authorization) that is currently approved by ForwardHealth. The PA must be honored for
60 days or until the month following the HM O's completion of the assessment and car e plan, whichever comes
later.

. Coverage of drugsthat an SSI member iscurrently taking until a prescriber ordersdifferent drugs.

Topic #403
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Special Managed Care Programs

Wisconsin Medicaid has several special managed care programsthat provide servicesto individualswho are elderly
and/or who have disabilities. These members may be eligible to enroll in voluntary regional managed car e programs
such as Family Care, the PACE (Program of All-Inclusive Carefor the Elderly), and the Family Care Partnership
Program. Additional information about these special managed car e programs may be obtained from the Managed
Care Organization area of the ForwardHealth Portal.
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Prior Authorization

Topic #400

Prior Authorization Procedures

Badger Care Plus HM Os (health maintenance or ganizations) and Medicaid SSI (Supplemental Security Income)
HM Os may develop PA (prior authorization) guidelinesthat differ from fee-for-service guidelines. However, the
application of such guidelines may not result in less cover age than fee-for-service. Contact the enrollee sHMO or
SSI HM O for more information regarding PA procedures.

Personal Care Published Policy Through August 31, 2015 Page 120 of 320



Wisconsin Medicaid

Provider Information

Topic #406

Copayments

Providers cannot charge Medicaid SSI (Supplemental Security Income) HMO (health maintenance or ganization)
enrollees copaymentsfor covered services except in cases wherethe Medicaid SSI HM O does not cover services
such asdental, chiropractic, and phar macy. However, even in these cases, providersare prohibited from collecting
copayment from memberswho are exempt from the copayment requirement.

When services are provided through fee-for-service or to membersenrolled in a Badger Care Plus HM O, copayments
will apply, except when the member or the serviceis exempt from the copayment reguir ement.

Topic #407

Emergencies

Non-network providers may provide servicesto Badger Care PlusHM O (health maintenance or ganization) and
Medicaid SSI (Supplemental Security Income) HMO enrolleesin an emer gency without authorization or in urgent
situations when authorized by the HM O or SSI HMO. The contract between the DHS (Department of Health
Services) and the HM O or SSI HM O defines an emer gency situation and includes general payment requir ements.

Unlessthe HMO or SSI HM O has a written agreement with the non-network provider, the HMO or SSI HMO is
only liable to the extent fee-for-service would be liable for an emergency situation, asdefined in 42 CFR s. 438.114.
Billing proceduresfor emergencies may vary depending on the HMO or SSI HMO. For specific billing instructions,
non-network providers should always contact the enrollee sHMO or SSI| HMO.

Topic #408

Non-network Providers

Providerswho do not have a contract with the enrollee's Badger Care Plus HM O (health maintenance or ganization) or
Medicaid SSI (Supplemental Security Income) HM O arereferred to as non-network providers. (HMO and SSI| HMO
network providers agree to payment amounts and billing proceduresin a contract with the HM O or SSI HMO.) Non-
network providersarerequired to direct enrolleesto HMO or SSI HMO network providersexcept in the following
situations:

. When a non-network provider istreatingan HMO or SSI HMO enrollee for an emer gency medical condition as
defined in the contract between the DHS (Department of Health Services) and the HMO or SSI HMO.

. When theHMO or SSI HMO has authorized (in writing) an out-of-plan referral to a non-network provider.

. When the serviceisnot provided under the HMO'sor SSI HM O's contract with the DHS (such as dental,
chiropractic, and pharmacy services).

Non-network providers may not serve Badger Care PlusHMO or Medicaid SSI HMO enrollees as private-pay
patients.

Personal Care Published Policy Through August 31, 2015 Page 121 of 320



Wisconsin Medicaid
Topic #409

Out-of-Area Care

Badger Care Plus HM Os (health maintenance or ganizations) and Medicaid SSI (Supplemental Security Income)

HM Os may cover medically necessary care provided to enrollees when they travel outsidethe HMO'sor SSI
HMO'sservicearea. TheHMO or SSI HMO isrequired to authorize the services before the services are provided,
except in cases of emergency. If theHMO or SSI HM O does not authorize the services, the enrollee may be held
responsible for the cost of those services.

Topic#410

Provider Participation

Providersinterested in participating in a Badger Care Plus HM O (health maintenance or ganization) or Medicaid SSI
(Supplemental Security Income) HMO or changing HMO or SSI HM O network affiliations should contact the HMO
or SSI HMO for moreinformation. Conditions and terms of participation in an HM O or SSI| HMO are pursuant to
specific contract agreements between HMOs or SSI HM Os and providers. An HMO or SSI HM O hastheright to
choose whether or not to contract with any provider.

Topic #411

Referrals

Non-network providers may at times provide services to Badger Care PlusHM O (health maintenance organization)
and Medicaid SSI (Supplemental Security Income) HMO enrolleeson areferral basis. Non-network providersare
alwaysrequired to contact the enrollee sHMO or SSI HMO. Before services are provided, the non-network provider
and the HMO or SSI HM O should discuss and agr ee upon billing procedures and fees for all referrals. Non-network
providersand HMOsor SSI HM Os should document the details of any referral in writing before servicesare
provided.

Billing proceduresfor out-of-plan referrals may vary depending on the HMO or SSI HMO. For specific billing
instructions, non-network providers should always contact the enrollee sHMO or SSI| HMO.

Topic #412

Services Not Provided by HMOs or SSI HMOs

If an enrollee's Badger Care Plus HM O (health maintenance or ganization) or Medicaid SSI (Supplemental Security
Income) HM O benefit package does not include a covered service, such as chiropractic or dental services, any
M edicaid-enrolled provider may providethe service to the enrollee and submit claimsto fee-for-service.
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Archive Date:09/01/2015

Member Information:Birth to 3 Program

Topic #792

Administration and Regulations

In Wisconsin, Birth to 3 services are administered at the local level by county departments of community programs,
human service departments, public health agencies, or any other public agency designated or contracted by the
county board of supervisors. The DHS (Department of Health Services) monitors, providestechnical assistance, and
offersother servicesto county Birth to 3 agencies.

Theenabling federal legislation for the Birth to 3 Program is 34 CFR Part 303. The enabling state legidation iss.
51.44, Wis. Stats., and the regulations are found in DHS 90, Wis. Admin. Code.

Providers may contact the appropriate county Birth to 3 agency for moreinformation.

Topic #790

Enrollment Criteria

A child from birth up to (but not including) age 3 is eligible for Birth to 3 servicesif the child meets one of the
following criteria:

. Thechild has a diagnosed physical or mental condition that has a high probability of resulting in a
developmental delay.
. Thechild hasat least a 25 percent delay in one or more of the following ar eas of development:
o Cognitive development.
o Physical development, including vision and hearing.
» Communication skills.
o Social or emotional development.
o Adaptive development, which includes self-help skills.
. Thechild has atypical development affecting his or her overall development, as determined by a qualified team
using professionally acceptable procedures and informed clinical opinion.

Badger Care Plus provides Birth to 3 information because many children enrolled in the Birth to 3 Program are also
Badger Care Plus members.

Topic #791

|ndividualized Family Service Plan

A Birth to 3 member receivesan |FSP (Individualized Family Service Plan) developed by an interdisciplinary team
that includesthe child's family. The |FSP provides a description of the outcomes, strategies, supports, services
appropriate to meet the needs of the child and family, and the natural environment settings wher e services will be
provided. All Birth to 3 services must beidentified in the child's IFSP.

Topic #788
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Requirementsfor Providers

Title 34 CFR Part 303 for Birth to 3 servicesrequiresall health, social service, education, and tribal programs
receiving federal funds, including Medicaid providers, to do the following:

. ldentify children who may be digible for Birth to 3 services. These children must bereferred to the appropriate
county Birth to 3 program within two working days of identification. Thisincludes children with developmental
delays, atypical development, disabilities, and children who are substantiated as abused or neglected. For
example, if a provider's health exam or developmental screen indicatesthat a child may have a qualifying
disability or developmental delay, the child must bereferred to the county Birth to 3 program for evaluation.
(Providersare encouraged to explain the need for the Birth to 3 referral to the child's parentsor guardians.)

. Cooperate and participate with Birth to 3 service coordination asindicated in the child's IFSP (Individualized
Family Services Plan). Birth to 3 services must be provided by providerswho are employed by, or under
agreement with, a Birth to 3 agency to provide Birth to 3 services.

. Deliver Birth to 3 servicesin the child's natural environment, unless otherwise specified in the IFSP. The child's
natural environment includes the child's home and other community settings wher e children without disabilities
participate. (Hospitals contracting with a county to provide therapy servicesin the child's natural environment
must receive separ ate enrollment as atherapy group to bereimbursed for these therapy services.)

. Assist parentsor guardians of children receiving Birth to 3 servicesto maximize their child's development and
participate fully in implementation of their child's I[FSP. For example, an occupational therapist isrequired to
work closely with the child's parents and caretakersto show them how to perform daily tasks in ways that
maximize the child's potential for development.

Topic #789

Services

TheBirth to 3 Program cover sthe following types of serviceswhen they areincluded in the child's IFSP
(Individualized Family Services Plan):

. Evaluation and assessment.

. Special instruction.

. OT (occupational therapy).

. PT (physical therapy).

. SLP (speech and language pathology).

. Audiology.

. Psychology.

. Social work.

. Assigtivetechnology.

. Transportation.

. Service coordination.

. Certain medical servicesfor diagnosis and evaluation purposes.
. Certain health servicesto enablethe child to benefit from early intervention services.
. Family training, counseling, and home visits.
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Enrollment Categories

Topic #225

Badger Care Plus

Populations Eligible for Badger Care Plus
Thefollowing populations are eligible for Badger Care Plus:

. Parentsand caretakerswith incomesat or below 100 percent of the FPL (Federal Poverty Level).

. Pregnant women with incomes at or below 300 per cent of the FPL.

. Children (ages 18 and younger) with household incomes at or below 300 percent of the FPL.

. Childless adults with incomes at or below 100 percent of the FPL.

. Transitional medical assistance individuals, also known as members on extensions, with incomes over 100
percent of the FPL.

Where available, Badger Care Plus membersare enrolled in Badger Care Plus HM Os (health maintenance
organizations). I n those ar eas of Wisconsin where HM Os are not available, serviceswill bereimbursed on a fee-for-
service basis.

Premiums

Thefollowing membersare required to pay premiumsto be enrolled in Badger care Plus:

. Transtional medical assistance individuals with incomes over 133 percent of the FPL. Transitional medical
assistance individuals with incomes between 100 and 133 percent FPL are exempt from premiumsfor the first
six months of their eligibility period.

. Children (ages 18 and younger) with household incomes greater than 200 per cent with the following exceptions:

o Children under age 1 year.
o Children who aretribal membersor otherwise eligible to receive Indian Health Services.

Topic #16677

Badger Care Plus Benefit Plan Changes

Effective April 1, 2014, all memberseligible for Badger Care Pluswere enrolled in the Badger Car e Plus Standard
Plan. Asaresult of this change, the following benefit plans wer e discontinued:

. BadgerCare Plus Benchmark Plan.
. BadgerCare Plus Core Plan.
. BadgerCare PlusBasic Plan.

Memberswho are enrolled in the Benchmark Plan or the Core Plan who met new income limits for Badger Care Plus
eligibility were automatically transitioned into the Badger Car e Plus Standard Plan on April 1, 2014. In addition, the
last day of Badger Rx Gold program cover age for all existing memberswas March 31, 2014.

Providers should refer to the March 2014 Online Handbook ar chive of the appropriate service area for policy
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information pertaining to these discontinued benefit plans.

Topic #785

Badger Care Plus Prenatal Program

Asa result of 2005 Wisconsin Act 25, the 2005-07 biennial budget, Badger Car e has expanded coverage to the
following individuals:

. Pregnant non-U.S. citizenswho are not qualified aliens but meet other eligibility criteriafor Badger Care.
. Pregnant individuals detained by legal process who meet other eligibility criteriafor Badger Care.

The Badger Care Plus Prenatal Program is designed to provide better birth outcomes.

Women are eligible for all covered services from thefirst of the month in which their pregnancy isverified or thefirst
of the month in which the application for Badger Care Plusisfiled, whichever islater. Membersareenrolled through
thelast day of the month in which they deliver or the pregnancy ends. Postpartum careisreimbursable only if
provided as part of global obstetric care. Even though enroliment is based on pregnancy, these women are eligible for
all covered services. (They arenot limited to pregnancy-related services.)

These women are not presumptively eligible. Providers should refer them to the appropriate county/tribal social or
human services agency where they can apply for this coverage.

Fee-for-Service

Pregnant non-U.S. citizenswho are not qualified aliens and pregnant individuals detained by legal processreceive
careonly on a fee-for-service basis. Providersarerequired to follow all program requirements (e.g., claim submission
procedures, PA (prior authorization) requirements) when providing services to these women.

Emergency Servicesfor Non-U.S. Citizens

When Badger Care Plus enrollment endsfor pregnant non-U.S. citizenswho are not qualified aliens, they receive
coverage for emergency services. These women receive emer gency cover age for 60 days after the pregnancy ends;
this coverage continues through the end of the month in which the 60th day falls (e.g., a woman who delivers on June
20, 2006, would be enrolled through the end of August 2006).

Topic #230

Express Enrollment for Children and Pregnant Women

The EE (Express Enrollment) for Pregnant Women Benefit isa limited benefit category that allows a pregnant woman
to receive immediate pregnancy-related outpatient services while her application for full-benefit Badger Care Plusis
processed. Enrollment is not restricted based on the member's other health insurance coverage. Therefore, a
pregnant woman who has other health insurance may be enrolled in the benefit.

The EE for Children Benefit allows certain membersthrough 18 years of age to receive Badger Car e Plus benefits
under the Badger Care Plus Standard Plan while an application for Badger Care Plusis processed.

Fee-for-Service
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Women and children who are temporarily enrolled in Badger Care Plus through the EE process are not eligible for
enrollment in an HMO until they are determined dligible for full benefit Badger Care Plus by the county/tribal office.

Topic #226

Family Planning Only Services

Family Planning Only Servicesisa limited benefit program that providesroutine contraceptive management or
related servicesto low-income individuals who are of childbearing/reproductive age (typically 15 years of age or
older) and who are otherwise not dligible for Wisconsin Medicaid or Badger Car e Plus. Membersreceiving Family
Planning Only Services must be receiving routine contraceptive management or related services.

Note: Memberswho meet the enrollment criteria may receive routine contraceptive management or related services
immediately by temporarily enrolling in Family Planning Only Services through EE (Express Enroliment).

The goal of Family Planning Only Servicesisto provide memberswith information and servicesto assist them in
preventing pregnancy, making Badger Car e Plus enrollment due to pregnancy lesslikely. Providers should explain the
purpose of Family Planning Only Servicesto members and encourage them to contact their certifying agency to
determine their enrollment optionsif they are not interested in, or do not need, contraceptive services.

Membersenrolled in Family Planning Only Servicesreceive routine servicesto prevent or delay pregnancy and are
not eligible for other services (e.g., PT (physical therapy) services, dental services). Even if amedical condition is
discovered during a family planning visit, treatment for the condition isnot covered under Family Planning Only
Services unlessthetreatment isidentified in thelist of allowable procedur e codes for Family Planning Only Services.

Membersarealso not eligiblefor certain other servicesthat are covered under Wisconsin Medicaid and Badger Care
Plus (e.g., mammograms and hyster ectomies). |f a medical condition, other than an STD (sexually transmitted
disease), is discovered during routine contraceptive management or related services, treatment for the medical
condition is not covered under Family Planning Only Services.

Colposcopies and treatment for STDs are only covered through Family Planning Only Servicesif they are determined
medically necessary during routine contr aceptive management or related services. A colposcopy isa covered service
when an abnormal result isreceived from a pap test, prior to the colposcopy, while the member isenrolled in Family
Planning Only Services and receiving contraceptive management or related services.

Family Planning Only Services members diagnosed with cervical cancer, precancer ous conditions of the cervix, or
breast cancer may be eligible for Wisconsin Well Woman Medicaid. Providers should assist eligible memberswith the
enrollment process for Well Woman Medicaid.

Providers should inform members about other coverage options and providereferralsfor carenot covered by Family
Planning Only Services.

Topic #4757

ForwardHealth and ForwardHealth inter Change

ForwardHealth bringstogether many DHS (Department of Health Services) health care programswith the goal to
create efficienciesfor providersand to improve health outcomes for members. ForwardHealth inter Changeisthe
DHS claims processing system that supports multiple state health care programs and Web services, including:

. BadgerCarePlus.
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. BadgerCare Plus and Medicaid managed care programs.
. SeniorCare.

. ADAP (Wisconsin AIDS Drug Assistance Program).

. WCDP (Wisconsin Chronic Disease Program).

. WIR (Wisconsin Immunization Registry).

. Wisconsin Medicaid.

. Wisconsin Well Woman Medicaid.

. WWWP (Wisconsin Well Woman Program).

ForwardHealth inter Change is supported by the state's fiscal agent, HP (Hewlett-Packard).

Topic #229

Limited Benefit Categories Overview

Certain membersmay be enrolled in alimited benefit category. These limited benefit categoriesinclude the following:

. BadgerCare Plus Prenatal Program.

. EE (Express Enrollment) for Children.

. EE for Pregnant Women.

. Family Planning Only Services, including EE for individuals applying for Family Planning Only Services.
. QDWI (Qualified Disabled Working Individuals).

. QI-1(Qualifying Individuals 1).

. QMB Only (Qualified Medicare Beneficiary Only).

. SLMB (Specified L ow-Income M edicar e Beneficiary).

. TB-Only (Tuberculosis-Related Services-Only) Benefit.

Membersmay be enrolled in full-benefit Medicaid or Badger Care Plus and also be enrolled in certain limited benefit
programs, including QDWI, QI-1, QM B Only, and SLMB. In those cases, a member hasfull Medicaid or
Badger Care Plus coveragein addition to limited coverage for Medicar e expenses.

Membersenrolled in the Badger Care Plus Prenatal Program, Family Planning Only Services, EE for Children, EE for
Pregnant Women, or the TB-Only Benefit cannot be enrolled in full-benefit Medicaid or Badger Care Plus. These
member s receive benefits through the limited benefit category.

Providers should note that a member may be enrolled in more than one limited benefit category. For example, a
member may be enrolled in Family Planning Only Services and the TB-Only Benefit.

Providersare strongly encouraged to verify dates of enroliment and other coverage infor mation using Wisconsin's
EVS (Enrollment Verification System) to determine whether a member isin alimited benefit category, receives full-
benefit Medicaid or Badger Care Plus, or both.

Providersareresponsible for knowing which services are covered under a limited benefit category. If a member of a
limited benefit category requests a service that is not covered under the limited benefit category, the provider may
collect payment from the member if certain conditions are met.

Topic #228

M edicaid

Medicaid isa joint federal/state program established in 1965 under Title X1X of the Social Security Act to pay for
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medical servicesfor selected groups of people who meet the program'sfinancial requirements.

The purpose of Medicaid isto provide reimbursement for and assur e the availability of appropriate medical careto
per sons who meet the criteria for Medicaid. Wisconsin Medicaid is also known as the M edical Assistance Program,
WMAP (Wisconsin Medical Assistance Program), MA (Medical Assistance), Title XIX, or T19.

A Medicaid member isany individual entitled to benefitsunder Title XIX of the Social Security Act and under the
Medical Assistance State Plan asdefined in ch. 49, Wis. Stats.

Wisconsin Medicaid enrollment is determined on the basis of financial need and other factors. A citizen of the United
Statesor a" qualified immigrant" who meets low-income financial requirements may be enrolled in Wisconsin
Medicaid if he or sheisin one of the following categories:

. Age65and older.
. Blind.
. Disabled.

Some needy and low-income people become eligible for Wisconsin Medicaid by qualifying for programs such as:

. Katie Beckett.

. Medicaid Purchase Plan.

. Subsidized adoption and foster care programs.
. SSI (Supplemental Security Income).

. WWWP (Wisconsin Well Woman Program).

Providers may advise these individualsor their representativesto contact their certifying agency for more
information. The following agencies certify people for Wisconsin Medicaid enrollment:

. Local county or tribal agencies.
. Medicaid outstation sites.
. SSA (Social Security Administration) offices.

In limited circumstances, some state agencies also certify individuals for Wisconsin M edicaid.
M edicaid fee-for-service member s receive services through the traditional health care payment system under which
providersreceive a payment for each unit of service provided. Some Medicaid members receive services through

state-contracted M COs (managed car e or ganizations).

Topic #232

Qualified Disabled Working Individual Members

QDW!I (Qualified Disabled Working Individual) members are a limited benefit category of Medicaid members. They
receive payment of Medicare monthly premiumsfor Part A.

QDWI membersare certified by their local county or tribal agency. To qualify, QDWI membersarerequired to meet
the following qualifications:

. Haveincomeunder 200 percent of the FPL (Federal Poverty Level).

. Beentitled to, but not necessarily enrolled in, Medicare Part A.

. Haveincome or assetstoo high to qualify for QM B-Only (Qualified M edicare Beneficiary-Only) and SLMB
(Specified L ow-Income M edicar e Beneficiaries).
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Topic #234

Qualified M edicar e Beneficiary-Only Members

QMB-Only (Qualified Medicare Beneficiary-Only) members are a limited benefit category of Medicaid members.
They receive payment of the following:

. Medicare monthly premiumsfor Part A, Part B, or both.
. Coinsurance, copayment, and deductible for M edicare-allowed services.

QMB-Only membersare certified by their local county or tribal agency. QM B-Only membersarerequired to meet
the following qualifications:

. Havean income under 100 per cent of the FPL (Federal Poverty Level).
. Beentitled to, but not necessarily enrolled in, Medicare Part A.

Topic #235

Qualifying Individual 1 Members

QI-1 (Qualifying Individual 1) membersarealimited benefit category of Medicaid members. They receive payment
of Medicare monthly premiumsfor Part B.

Ql-1 membersarecertified by their local county or tribal agency. To qualify, QI-1 membersarerequired to meet the
following qualifications:

. Haveincome between 120 and 135 percent of the FPL (Federal Poverty Level).
. Beentitled to, but not necessarily enrolled in, Medicare Part A.

Topic #236

Specified L ow-Income Medicare Beneficiaries

SLMB (Specified L ow-Income M edicar e Beneficiary) members are a limited benefit category of Medicaid members.
They receive payment of M edicare monthly premiumsfor Part B.

SLMB membersare certified by their local county or tribal agency. To qualify, SLMB membersarerequired to meet
the following qualifications:

. Have an income under 120 per cent of the FPL (Federal Poverty Level).
. Beentitled to, but not necessarily enrolled in, Medicare Part A.

Topic #262

Tuberculosis-Related Services-Only Benefit

The TB-Only (Tuberculosis-Related Services-Only) Benefit isa limited benefit category that allows individuals with
TB (tuberculosis) infection or diseaseto receive covered TB-related outpatient services.
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Topic #240

Wisconsin Well Woman Medicaid

Wisconsin Well Woman Medicaid provides full Medicaid benefitsto underinsured or uninsured women ages 35 to 64
who have been screened and diagnosed by WWWP (Wisconsin Well Woman Program) or Family Planning Only
Services, meet all other enrollment requirements, and are in need of treatment for any of the following:

. Breast cancer.
. Cervical cancer.
. Precancerous conditions of the cervix.

Services provided to women who are enrolled in WWWMA (Wisconsin Well Woman M edicaid) are reimbur sed
through Medicaid fee-for-service.
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Enrollment Responsibilities

Topic #241

General I nformation

Members have certain responsibilitiesper DHS 104.02, Wis. Admin. Code, and the ForwardHealth Enrollment and
Benefits (P-00079 (07/14)) booklet.

Topic #243

L oss of Enrollment — Financial Liability

Some covered services consist of a series of sequential treatment steps, meaning mor e than one office visit is
required to complete treatment.

In most cases, if a member loses enrollment midway through treatment, Badger Care Plus and Medicaid will not
reimburse services (including prior authorized services) after enrollment has lapsed.

Membersarefinancially responsible for any servicesreceived after their enrollment has been terminated. If the
member wishesto continue treatment, it is a decision between the provider and the member whether the service
should be given and how the services will be paid. The provider may collect payment from the member if the member
acceptsresponsibility for payment of a service and certain conditions are met.

To avoid misunder standings, it isrecommended that providersremind membersthat they are financially responsible
for any continued care after enrollment ends.

To avoid potential reimbur sement problemsthat can arise when a member loses enrollment midway thr ough
treatment, the provider isencouraged to verify the member's enroliment using the EVS (Enrollment Verification
System) or the ForwardHealth Portal prior to providing each service, even if an approved PA (prior authorization)
request is obtained for the service.

Topic #707

Member Cooperation

Membersareresponsiblefor giving providersfull and accurate information necessary for the correct submission of
claims. If amember has other health insurance, it isthe member's obligation to give full and accurate information to
providersregarding the insurance.

Topic #269

Members Should Present Card

It isimportant that providers determine a member's enrollment and other insurance coverage prior to each DOS
(date of service) that services are provided. Pursuant to DHS 104.02(2), Wis. Admin. Code, a member should inform
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providersthat he or sheisenrolled in Badger Care Plus or Wisconsin Medicaid and should present a current
ForwardHealth identification card before receiving services.

Note: Duetothe nature of their specialty, certain providers— such as anesthesiologists, radiologists, DME (durable
medical equipment) suppliers, independent labor atories, and ambulances— are not always ableto see a member's
ForwardHealth identification card because they might not have direct contact with the member prior to providing the
service. In these circumstances, it is still the provider's responsibility to obtain member enrollment information.

Topic #244

Prior Identification of Enrollment

Except in emergenciesthat preclude prior identification, membersarerequired to inform providersthat they are
receiving benefitsand must present their ForwardHealth identification card beforereceiving care. If a member
forgets hisor her ForwardHealth card, providers may verify enrollment without it.

Topic #245

Reporting Changesto Caseworkers

Membersarerequired toreport certain changesto their caseworker at their certifying agency. These changes
include, but are not limited to, the following:

. A new addressor a move out of state.

. A changeinincome.

. A changein family size, including pregnancy.

. A changein other health insurance coverage.

. Employment status.

. A changein assetsfor memberswho are over 65 years of age, blind, or disabled.
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Enrollment Rights

Topic #246

Appealing Enroliment Deter minations

Applicants and members have theright to appeal certain decisionsrelating to Badger Care Plus, Medicaid, or ADAP
(Wisconsin AIDS Drug Assistance Program) enrollment. An applicant, a member, or authorized person acting on
behalf of the applicant or member, or former member may file the appeal with the DHA (Division of Hearings and
Appeals).

Pursuant to HA 3.03, Wis. Admin. Code, an applicant, member, or former member may appeal any adver se action or
decision by an agency or department that affectstheir benefits. Examples of decisionsthat may be appealed include,
but are not limited to, the following:

. Individual was denied theright to apply.

. Application for Badger Care Plus, ADAP, or Wisconsin Medicaid was denied.

. Application for Badger Care Plus, ADAP, or Wisconsin Medicaid was not acted upon promptly.
. Enrollment was unfairly discontinued, terminated, suspended, or reduced.

In the case when enrollment is cancelled or terminated, the date the member, or authorized per son acting on behalf of
the member, files an appeal with the DHA deter mines what continuing coverage, if any, the member will receive until
the hearing decision is made. The following scenarios describe the coverage allowed for a member who filesan
appeal:

. If amember filesan appeal before hisor her enrollment ends, coverage will continue pending the hearing
decision.

. If amember files an appeal within 45 days after hisor her enrollment ends, a hearing is allowed but coverageis
not reinstated.

If the member files an appeal morethan 45 days after hisor her enrollment ends, a hearing is not allowed. Members
may file an appeal by submitting a Request for Fair Hearing (DHA-28 (08/09)) form.

Claimsfor Appeal Reversals

Claim Denial Dueto Termination of Badger Care Plus or Wisconsin M edicaid Enrollment

If aclaim isdenied dueto termination of Badger Care Plus or Wisconsin Medicaid enrollment, a hearing decision that
reversesthat determination will allow the claim to be resubmitted and paid. The provider isrequired to obtain a copy
of the appeal decision from the member, attach the copy to the previously denied claim, and submit both to
ForwardHealth at the following address:

ForwardHealth
Specialized Research
Ste 50

313 Blettner Blvd

M adison WI 53784

If aprovider hasnot yet submitted a claim, the provider isrequired to submit a copy of the hearing decision along
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with a paper claim to Specialized Resear ch.

Asareminder, claims submission deadlines still apply even to those claims with hearing decisions.

Claim Denial Dueto Termination of ADAP Enrollment

If aclaim isdenied dueto termination of ADAP enrollment, a hearing decision that rever sesthat determination will
allow the claim to be resubmitted and paid. The provider isrequired to obtain a copy of the appeal decision from the
member, attach the copy to the previously denied claim, and submit both to ForwardHealth at the following address:

ForwardHealth

ADAP Claims and Adjustments
PO Box 8758

Madison W1 53708

If aprovider hasnot yet submitted a claim, the provider isrequired to submit a copy of the hearing decision along
with a paper claim to ADAP Claims and Adjustments.

Asareminder, claims submission deadlines still apply even to those claims with hearing decisions.

Topic #247

Freedom of Choice

Member s may receive covered services from any willing Medicaid-enrolled provider, unlessthey areenrolled in a
state-contracted M CO (managed care organization) or assigned to the Pharmacy Services L ock-In Program.

Topic #248

General I nformation

Membersare entitled to certain rights per DHS 103, Wis. Admin. Code.

Topic #250

Notification of Discontinued Benefits

When the DHS (Department of Health Services) intendsto discontinue, suspend, or reduce a member's benefits, or
reduce or eiminate coverage of servicesfor a general class of members, the DHS sends a written notice to members.
Thisnoticeisrequired to be provided at least 10 days befor e the effective date of the action.

Topic #252

Prompt Decisions on Enrollment

Individuals applying for Badger Care Plusor Wisconsin Medicaid have theright to prompt decisions on their
applications. Enrollment decisions are made within 60 days of the date the application was signed for those with
disabilities and within 30 daysfor all other applicants.
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Topic #254

Reguesting Retroactive Enrollment

An applicant hastheright to request retroactive enrollment when applying for Badger Care Plus or Wisconsin
Medicaid. Enrollment may be backdated to the first of the month three monthsprior to the date of application for

eligible members. Retroactive enrollment does not apply to QM B-Only (Qualified M edicar e Beneficiary-Only)
members.
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|dentification Cards

Topic #266

ForwardHealth | dentification Cards

Each enrolled member receives an identification card. Possession of a program identification card does not guarantee
enrollment. It is possible that a member will present a card during a lapsein enrollment; therefore, it is essential that
providersverify enrollment before providing services. Membersaretold to keep their cards even though they may
have lapsesin enrollment.

ForwardHealth | dentification Card Features

The ForwardHealth identification card includes the member's name, 10-digit member 1D, magnetic stripe, signature
panel, and the Member Servicestelephone number. The card also has a unique, 16-digit card number on the front for
internal program use.

The Forwar dHealth card does not need to be signed to be valid; however, adult members are encouraged to sign their
cards. Providers may use the signatur e as another means of identification.

Thetoll-free number on the back of each of the cardsisfor member use only. The address on the back of each card is
used toreturn alost card to ForwardHealth if it isfound.

If aprovider finds discrepancieswith theidentification number or name between what isindicated on the
ForwardHealth card and the provider'sfile, the provider should verify enrollment with Wisconsin's EVS (Enrollment
Verification System).

| dentification Number Changes

Some providers may question whether services should be provided if a member's 10-digit identification number on his
or her ForwardHealth card does not match the EVSresponse. If the EVSindicates the member isenrolled, services
should be provided.

A member'sidentification number may change, and the EVSwill reflect that change. However, ForwardHealth does
not automatically send a replacement ForwardHealth card with the new identification number to the member.
ForwardHealth cross-referencesthe old and new identification numbers so a provider may submit claims with either
number. The member may request a replacement ForwardHealth card that indicates the new number.

Member Name Changes

If amember's name on the ForwardHealth card is different than the response given from Wisconsin's EV'S, providers
should use the name from the EVSresponse. When a name change isreported and on file, a new card will
automatically be sent to the member.

Deactivated Cards

When any member identification card has been replaced for any reason, the previousidentification card is
deactivated. If a member presents a deactivated card, providers should encourage the member to discard the
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deactivated card and use only the new card.

Although a member identification card may be deactivated, the member ID isvalid and the member still may be
enrolled in a ForwardHealth program.

If a provider swipesa ForwardHealth card using a magnetic stripe card reader and findsthat it has been deactivated,
the provider may request a second form of identification if he or she does not know the member. After the member's
identity has been verified, providers may verify a member's enrollment by using one of the EVS methods such as
AVR (Automated Voice Response).

Defective Cards

If aprovider usesacard reader for a ForwardHealth card and the magnetic stripe is defective, the provider should
encour age the member to call Member Servicesat the number listed on the back of the member'scard torequest a
new card.

If amember presents a ForwardHealth card with a defective magnetic stripe, providers may verify the member's
enrollment by using an alternate enrollment verification method. Providers may also verify a member's enrollment by
entering the member 1D or 16-digit card number on atouch pad, if available, or by calling WiCall or Provider
Services.

Lost Cards

If amember needs areplacement ForwardHealth card, he or she may call Member Servicesto request a new one.

If amember lost hisor her ForwardHealth card or never received one, the member may call M ember Servicesto
request a new one.

Managed Car e Organization Enrollment Changes

Membersdo not receive a new ForwardHealth card if they are enrolled in a state-contracted M CO (managed care
organization) or change from one MCO to another. Providers should verify enrollment with the EVS every time they
see a member to ensure they have the most current managed care enrollment infor mation.
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Sample ForwardHealth
Identification Card

ForwardHoulth

Wisconsin serving you

0000 0000 0000 0000

1D No. 0000000000
Ima Member

e o

Authorized Signature

For questions about your
Wisconsin healthcare coverage,
call: 1-800-362-3002

W State of Wisconsin, PO Box 6678, Madison, WI S3716-0678 )/

Topic #1435

Types of Identification Cards

ForwardHealth membersreceive an identification card upon initial eligibility determination. Identification cards may
be presented in different formats (e.g., white plastic cards, paper cards, or paper printouts), depending on the program
and the method used to enroll (i.e., paper application or online application). Memberswho aretemporarily enrolled in
Badger Care Plus or Family Planning Only Servicesreceive temporary identification cards.
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Misuse and Abuse of Benefits

Topic#271

Examples of Member Abuse or Misuse

Examples of member abuse or misuse areincluded in DHS 104.02(5), Wis. Admin. Code.

Topic#274

Pharmacy Services L ock-1n Program

Overview of the Pharmacy Services L ock-In Program

The purpose of the Pharmacy Services L ock-1n Program isto coordinate the provision of health care servicesfor
member s who abuse or misuse M edicaid, Badger Care Plus, or Senior Care benefits by seeking duplicate or medically
unnecessary services, particularly for controlled substances. The Pharmacy Services L ock-In Program focuses on the
abuse or misuse of prescription benefitsfor controlled substances. Abuse or misuseis defined under Recipient Duties
in DHS 104.02, Wis. Admin. Code.

Coordination of member health care servicesisintended to:

. Curb the abuse or misuse of controlled substance medications.
. Improvethe quality of carefor a member.
. Reduce unnecessary physician utilization.

The Pharmacy Services L ock-In Program focuses on the abuse or misuse of prescription benefits for controlled
substances. Abuse or misuse isdefined under Recipient Dutiesin DHS 104.02, Wis. Admin. Code. The abuse and
misuse definition includes:

. Not duplicating or altering prescriptions.

. Not feigning illness, using false pretense, providing incorrect enrollment status, or providing falseinformation
to obtain service.

. Not seeking duplicate care from more than one provider for the same or similar condition.

. Not seeking medical carethat is excessive or not medically necessary.

The Pharmacy Services L ock-In Program appliesto membersin fee-for-service aswell as membersenrolled in
Medicaid SSI (Supplemental Security Income) HM Os (health maintenance or ganizations) and Badger Care Plus
HMOs. Membersremain enrolled in the Pharmacy Services L ock-In Program for two yearsand are continuously
monitored for their prescription drug usage. At the end of the two-year enrollment period, an assessment is madeto
determine if the member should continue enrollment in the Pharmacy Services L ock-In Program.

Membersenrolled in the Pharmacy ServicesLock-In Program will be locked into one pharmacy wher e prescriptions
for restricted medications must befilled and one prescriber who will prescribe restricted medications. Restricted
medications are most controlled substances, carisoprodol, and tramadol. Referrals will berequired only for restricted
medication services.

Fee-for-service members enrolled in the Phar macy Services L ock-1n Program may choose physicians and pharmacy
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providersfrom whom to receive prescriptions and medical servicesnot related to restricted medications. Members
enrolled in an HM O must comply with the HM O's policiesregarding carethat is not related to restricted medications.

Referrals of members as candidates for lock-in are received from retrospective DUR (Drug Utilization Review),
physicians, pharmacists, other providers, and through automated surveillance methods. Once areferral isreceived,
six months of pharmacy claims and diagnoses data are reviewed. A recommendation for one of the following cour ses
of action isthen made:

. Nofurther action.

. Send an intervention letter to the physician.

. Send awarning letter to the member.

. Enroll the member in the Pharmacy Services L ock-In Program.

Medicaid, Badger Care Plus, and Senior Care memberswho are candidates for enrollment in the Pharmacy Services
Lock-In Program are sent a letter of intent, which explainstherestriction that will be applied, how to designate a
primary prescriber and a pharmacy, and how to request a hearing if they wish to contest the decision for enrollment
(i.e., due process). If amember failsto designate providers, the Pharmacy Services L ock-1n Program may assign
providers based on claims history. In theletter of intent, members are also informed that accessto emergency care
isnot restricted.

L etters of notification are sent to the member and to the lock-in primary prescriber and pharmacy. Providers may
designate alternate prescribersor pharmaciesfor restricted medications, as appropriate. Membersremain in the
Pharmacy Services Lock-In Program for two years. The primary lock-in prescriber and pharmacy may makereferrals
for specialist care or for carethat they are otherwise unable to provide (e.g., homeinfusion services). The member's
utilization of servicesisreviewed prior to release from the Pharmacy Services L ock-In Program, and lock-in
providersare notified of the member'srelease date.

Excluded Drugs

The following scheduled drugs will be excluded from monitoring by the Phar macy Services L ock-In Program:

. Anabolic steroids.
. Barbiturates used for seizure control.

. Lyrica®.
. Provigil® and Nuvigil®.
. Weight lossdrugs.

Pharmacy Services L ock-In Program Administrator

The Pharmacy Services L ock-In Program isadministered by HID (Health Information Designs, Inc.). HID may be
contacted by telephone at (800) 225-6998, extension 3045, by fax at (800) 881-5573, or by mail at the following
address.

Pharmacy Services Lock-In Program
c/o Health Information Designs

391 Industry Dr

Auburn AL 36832

Pharmacy Services Lock-In Prescribers Are Required to Be Enrolled in
Wisconsin M edicaid
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To prescriberestricted medications for Phar macy Services Lock-In Program members, prescribersarerequired to be
enrolled in Wisconsin M edicaid. Enrollment for the Pharmacy Services Lock-In Program isnot separate from
enrollment in Wisconsin Medicaid.

Role of the Lock-In Prescriber and Phar macy Provider

TheLock-In prescriber determines what restricted medications are medically necessary for the member, prescribes
those medications using hisor her professional discretion, and designates an alternate prescriber if needed. If the
member requires an alternate prescriber to prescribe restricted medications, the primary prescriber should complete
the Phar macy Services L ock-In Program Designation of Alternate Prescriber for Restricted Medication Services (F-
11183 (12/10)) form and return it to the Pharmacy Services Lock-In Program and to the member'sHMO, if
applicable.

To coordinate the provision of medications, the L ock-In prescriber may also contact the L ock-1n phar macy to givethe
pharmacist(s) guidelines asto which medications should be filled for the member and from whom. The primary L ock-
In prescriber should also coordinate the provision of medications with any other prescribershe or she has designated
for the member.

The Lock-In pharmacy fills prescriptions for restricted medications that have been written by the member's L ock-In
prescriber (s) and workswith the Lock-In prescriber(s) to ensure the member'sdrug regimen is consistent with the
overall careplan. The Lock-In pharmacy may fill prescriptions for medications from prescribers other than the L ock-
In prescriber only for medications not on thelist of restricted medications. If a pharmacy claim for arestricted
medication is submitted from a provider who is not a designated L ock-In prescriber, the claim will be denied.

Designated L ock-In Pharmacies

The Pharmacy Services L ock-In Program pharmacy fills prescriptions for restricted medications that have been
written by the member's L ock-In prescriber(s) and workswith the Lock-1n prescriber(s) to ensure the member'sdrug
regimen is consistent with the overall care plan. The Lock-In pharmacy may fill prescriptions for medications from
prescribersother than the Lock-In prescriber only for medications not on thelist of restricted medications. If a

phar macy claim for arestricted medication is submitted from a provider who isnot a designated L ock-In prescriber,
the claim will be denied.

Alternate Providersfor Members Enrolled in the Pharmacy Services L ock-
In Program

Membersenrolled in the Pharmacy Services L ock-In Program do not haveto visit their Lock-1n prescriber to receive
medical servicesunlessan HMO requiresa primary carevisit. Members may see other providersto receive medical
services, however, other providerscannot prescribe restricted medications for Pharmacy Services L ock-1n Program
member s unless specifically designated to do so by the primary Lock-In prescriber. For example, if a member seesa
cardiologist, the cardiologist may prescribe a statin for the member, but the cardiologist may not prescribe restricted
medications unless he or she has been designated by the L ock-In prescriber asan alternate provider.

A referral to an alternate provider for a Pharmacy Services Lock-In Program member is necessary only when the
member needsto obtain a prescription for arestricted medication from a provider other than hisor her Lock-In
prescriber or Lock-In pharmacy.

If the member requires alternate prescribersto prescriberestricted medications, the primary Lock-In prescriber is
required to complete the Pharmacy Services L ock-In Program Designation of Alternate Prescriber for Restricted

M edication Servicesform. Referralsfor fee-for-service members must be on file with the Pharmacy Services L ock-In
Program. Referralsfor HM O members must be on file with the Pharmacy Service L ock-In Program and the
member'sHMO.
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Designated alternate prescribersarerequired to be enrolled in Wisconsin M edicaid.

Claimsfrom ProvidersWho Are Not Designated Phar macy Services L ock-
In Providers

If the member bringsa prescription for arestricted medication from a non-L ock-In prescriber to the designated L ock-
In pharmacy, the pharmacy provider cannot fill the prescription.

If a pharmacy claim for a restricted medication is submitted from a provider who isnot the designated L ock-In
prescriber, alternate prescriber, Lock-In pharmacy, or alternate pharmacy, the claim will be denied. If aclaim is
denied because the prescription isnot from a designated L ock-In prescriber, the L ock-In pharmacy provider cannot
dispensethedrug or collect a cash payment from the member because the serviceisa nonreimbursable service.
However, the L ock-In pharmacy provider may contact the Lock-In prescriber to request a new prescription for the
drug, if appropriate.

Todetermineif a provider ison file with the Pharmacy Services L ock-1n Program, the Lock-In pharmacy provider
may do one of the following:

. Speak to the member.

. Call HID.

. Call Provider Services.

. Usethe ForwardHealth Portal.

Claimsare not reimbursableif the designated L ock-In prescriber, alternate L ock-I1n prescriber, Lock-1n pharmacy, or
alternate L ock-1n pharmacy provider isnot on file with the Pharmacy Services L ock-I1n Program.

For More lnformation

Providers may call HID with questions about the Pharmacy Services L ock-In Program. Pharmacy providers may also
refer to thelist of restricted medications data table or call Provider Serviceswith questions about the following:

. Drugsthat arerestricted for Pharmacy Services L ock-In Program members.
. A member'senrollment in the Pharmacy Services L ock-In program.
. A member'sdesignated L ock-In prescriber or Lock-In pharmacy.

Topic#273

Providers May Refuseto Provide Services

Providers may refuseto provide servicesto a Badger Care Plus or M edicaid member in situations when thereis
reason to believe that the person presenting the Forwar dHealth identification card is misusing or abusing it.

M ember s who abuse or misuse Badger Care Plus or Wisconsin Medicaid benefits or their ForwardHealth card may
have their benefitsterminated or be subject to limitations under the Phar macy Services L ock-In Program or to
criminal prosecution.

Topic #275
Requesting Additional Proof of |dentity
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Providers may request additional proof of identity from a member if they suspect fraudulent use of a ForwardHealth
identification card. If another form of identification is not available, providers can compare a person's signature with
the signature on the back of the ForwardHealth identification card if it is signed. (Adult members are encouraged to
sign the back of their cards; however, it isnot mandatory for membersto do so.)

Verifying member identity, aswell as enrollment, can help providersdetect instances of fraudulent Forwar dHealth
card use.
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Special Enrollment Circumstances

Topic #276

Medicaid Membersfrom Other States

Wisconsin Medicaid does not pay for services provided to membersenrolled in other state Medicaid programs.
Providers are advised to contact other state Medicaid programsto determine whether the service sought isa covered
service under that state's Medicaid program.

Topic #279

Members Traveling Out of State

When a member travelsout of state but iswithin the United States (including itsterritories), Canada, or Mexico,
Badger Care Plus and Wisconsin Medicaid cover medical servicesin any of the following cir cumstances:

. Anemergency illness or accident.

. When the member's health would be endangered if treatment wer e postponed.

. When the member's health would be endangered if travel to Wisconsin wer e undertaken.

. When PA (prior authorization) has been granted to the out-of-state provider for provision of a nonemergency
service.

. When there are coinsurance, copayment, or deductible amountsremaining after M edicar e payment or approval
for dual eligibles.

Note: Some providerslocated in a state that borders Wisconsin may be Wisconsin Medicaid enrolled as a border-
status provider if the provider notifies ForwardHealth in writing that it iscommon practice for membersin a particular
area of Wisconsin to seek hisor her medical services. Border-status providersfollow the same policies as Wisconsin
providers.

Topic #277

Non-U.S. Citizens— Emergency Services

Certain non-U.S. citizenswho are not qualified aliensare eligible for servicesonly in cases of acute emer gency
medical conditions. Providers should use the appropriate diagnosis code to document the nature of the emergency.

An emergency medical condition isa medical condition manifesting itself by acute symptoms of such severity that one
could reasonably expect the absence of immediate medical attention to result in the following:

. Placing the person's health in serious jeopardy.
. Seriousimpairment to bodily functions.
. Serious dysfunction of any bodily organ or part.

Dueto federal regulations, Badger Care Plus and Wisconsin Medicaid do not cover servicesfor non-U.S. citizenswho
arenot qualified aliensrelated to routine prenatal or postpartum care, major organ transplants (e.g., heart, liver), or
ongoing treatment for chronic conditions wherethereisno evidence of an acute emergent state. For the purposes of
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this policy, all labor and delivery is considered an emergency service.

Note: Babies born to certain non-qualifying immigrants are eligible for Medicaid enrollment under the CEN
(continuoudly €ligible newborn) option. However, babies born to women with incomes over 300 per cent of the FPL
(Federal Poverty Level) are not digiblefor CEN status. The baby may still qualify for Badger Care Plus. These
mothers should report the birth to the local agencies within ten calendar days.

A provider who gives emergency careto a non-U.S. citizen should refer him or her to thelocal county or tribal agency
or ForwardHealth outstation site for a determination of Badger Car e Plus enrollment. Providers may complete the
Certification of Emergency for Non-U.S. Citizens (F-01162 (02/09)) form for clientsto taketo thelocal county or tribal
agency in their county of residence wherethe Badger Care Plus enrollment decision is made.

Providers should be awarethat a client's enrollment does not guar antee that the services provided will be reimbur sed
by Badger Care Plus.

Topic #278

Persons Detained by L egal Process

Most individuals detained by legal process are not eligible for Badger Care Plus or Wisconsin Medicaid benefits.

Note: " Detained by legal process' means a person who isincarcerated (including some Huber Law prisoners)
because of law violation or alleged law violation, which includes misdemeanor s, felonies, delinquent acts, and day-
release prisoners.

Pregnant women detained by legal processwho qualify for the Badger Car e Plus Prenatal Program and state prison
inmates who qualify for Wisconsin Medicaid or Badger Care Plus during inpatient hospital stays may receive certain
benefits. Additionally, inmates of county jails admitted to a hospital for inpatient services who are expected to remain
in the hospital for 24 hours or morewill be eligible for PE (presumptive digibility) determinationsfor Badger Care
Plus by qualified hospitals. Refer to the Presumptive Eligibility chapter of either the Inpatient or Outpatient Hospital
service area for moreinformation on the PE deter mination process.

The DOC (Department of Corrections) over sees health care-related needs for individuals detained by legal process
who do not qualify for the Badger Care Plus Prenatal Program or for state prison inmates who do not qualify for
Wisconsin Medicaid or Badger Care Plus during an inpatient hospital stay.

Topic #280

Retr oactive Enrollment

Retroactive enrollment occurs when an individual has applied for Badger Care Plusor Medicaid and enrollment is
granted with an effective date prior to the date the enrollment deter mination was made. A member's enrollment may
be backdated to allow retroactive coverage for medical billsincurred prior to the date of application.

Theretroactive enrollment period may be backdated up to three months prior to the month of application if all

enrollment reguirements were met during the period. Enrollment may be backdated more than three monthsif there
wer e delaysin determining enrollment or if court orders, fair hearings, or appealswere involved.

Reimbursing Membersin Cases of Retroactive Enrollment

When a member receives retroactive enrollment, he or she hastheright to request thereturn of payments madeto a
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Medicaid-enrolled provider for a covered service during the period of retroactive enrollment, according to DHS
104.01(11), Wis. Admin. Code. A Medicaid-enrolled provider isrequired to submit claimsto ForwardHealth for
covered services provided to a member during periods of retroactive enrollment. Medicaid cannot directly refund the
member.

If a service(s) that requires PA (prior authorization) was performed during the member's period of retroactive
enrollment, the provider isrequired to submit a PA request and receive approval from ForwardHealth before
submitting a claim.

If aprovider receives reimbursement from Medicaid for services provided to aretroactively enrolled member and the
member has paid for the service, the provider isrequired to reimburse the member or authorized person acting on
behalf of the member (e.g., local General Relief agency) the full amount that the member paid for the service.

If aclaim cannot befiled within 365 days of the DOS (date of service) dueto a delay in the determination of a
member'sretroactive enrollment, the provider isrequired to submit the claim to Timely Filing within 180 days of the
datethe retroactive enrollment isentered into Wisconsin's EVS (Enrollment Verification System) (if the services
provided during the period of retroactive enrollment wer e cover ed).

Topic #281

Spenddown to Meet Financial Enrollment Requirements

Occasionally, an individual with significant medical bills meets all enrollment requirements except those pertaining to
income. These individualsarerequired to " spenddown” their income to meet financial enrollment requirements.

The certifying agency calculates theindividual's spenddown (or deductible) amount, tracks all medical coststhe
individual incurs, and deter mines when the medical costs have satisfied the spenddown amount. (A payment for a
medical service does not have to be made by the individual to be counted towar d satisfying the spenddown amount.)

When the individual meetsthe spenddown amount, the certifying agency notifies ForwardHealth and the provider of
thelast servicethat theindividual is €ligible beginning on the date that the spenddown amount was satisfied.

If theindividual's last medical bill is greater than the amount needed to satisfy the spenddown amount, the certifying
agency notifies the affected provider by indicating the following:

. Theindividual is€ligible for benefits as of the DOS (date of service) on the last bill.

. A claim for the service(s) on thelast bill should be submitted to ForwardHealth. (The claim should indicate the
full cost of the service.)

. Theportion of thelast bill that the individual must pay to the provider.

The certifying agency also informs ForwardHealth of the individual's enroliment and identifies the following:

. TheDOS of thefinal charges counted towar d satisfying the spenddown amount.
. Theprovider number of the provider of the last service.
. The spenddown amount remaining to be satisfied.

When the provider submitsthe claim, the spenddown amount will automatically be deducted from the provider's
reimbursement for the claim. The spenddown amount isindicated in the Member's Share element on the M edicaid
Remaining Deductible Update (F-10109 (02/14)) form sent to providers by the member's certifying agency. The
provider's reimbursement isthen reduced by the amount of the member's obligation.
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Archive Date:09/01/2015

Prior Authorization:Decisions

Topic #424

Approved Requests

PA (prior authorization) requests are approved for varying periods of time based on the clinical justification
submitted. The provider receives a copy of a PA decision notice when a PA request for a serviceis approved.
Providers may then begin providing the approved service on the grant date given.

An approved request meansthat the requested service, not necessarily the code, was approved. For example, a
similar procedure code may be substituted for the originally requested procedure code. Providers are encouraged to
review approved PA requeststo confirm the services authorized and confirm the assigned grant and expiration dates.

Listing Procedure Codes Approved asa Group on the Decision Notice
L etter

In certain circumstances, ForwardHealth will approve a PA request for a group of procedure codes with a total
quantity approved for the entire group. When this occurs, the quantity approved for the entire group of codes will be
indicated with thefirst procedure code. All of the other approved procedur e codes within the group will indicate a
quantity of zero.

Providers may submit claimsfor any combination of the procedure codesin the group up to the approved quantity.

Topic #4724

Communicating Prior Authorization Decisions

ForwardHealth will make a decision regarding a provider's PA (prior authorization) request within 20 working days
from thereceipt of all the necessary information. After processing the PA request, ForwardHealth will send the
provider either a decision notice letter or areturned provider review letter. Providerswill receive a decision notice
letter for PA requeststhat were approved, approved with modifications, or denied. Providerswill receive areturned
provider review letter for PA requeststhat require corrections or additional information. The decision notice letter or
returned provider review letter will clearly indicate what is approved or what correction or additional information
Forwar dHealth needs to continue adjudicating the PA request.

Providers submitting PA requests via the Forwar dHealth Portal will receive a decision notice letter or returned
provider review letter viathe Portal.

If the provider submitted a PA request viamail or fax and the provider has a Portal account, the decision notice letter
or returned provider review letter will be sent to the provider via the Portal aswell as by mail.

If the provider submitted a paper PA request via mail or fax and does not have a Portal account, the decision notice
letter or returned provider review letter will be sent to the addressindicated in the provider'sfileashisor her PA
address (or to the physical addressif thereisno PA addresson file), not to the address the provider wrote on the PA
request.

The decision notice letter or returned provider review letter will not be faxed back to providerswho submitted their
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paper PA request via fax. Providerswho submitted their paper PA request via fax will receive the decision notice
letter or returned provider letter via mail.

Topic #5038

Correcting Returned Prior Authorization Requests and
Request Amendments on the Portal

If aprovider received a returned provider review letter or an amendment provider review letter, he or shewill be able
to correct the errorsidentified on thereturned provider review letter directly on the ForwardHealth Portal. Once the
provider has corrected the error(s), the provider can resubmit the PA (prior authorization) request or amendment
request viathe Portal to ForwardHealth for processing. When correcting errors, providersonly need to addressthe
itemsidentified in thereturned provider review letter or the amendment provider review letter. Providersare not
required to resubmit PA information already submitted to Forwar dHealth.

Topic #5037

Decision Notice L ettersand Returned Provider Review
L etterson the Portal

Providerscan view PA (prior authorization) decision notices and provider review lettersvia the secure area of the
ForwardHealth Portal. Prior authorization decision notices and provider review letters can be viewed when the PA is
selected on the Portal.

Note: The PA decision notice or the provider review letter will not be available until the day after the PA request is
processed by ForwardHealth.

Topic #425

Denied Requests

When a PA (prior authorization) request is denied, both the provider and the member are notified. The provider
receives a PA decision notice, including the reason for PA denial. The member receives a Notice of Appeal Rights
letter that includes a brief statement of the reason PA was denied and information about hisor her right to a fair
hearing. Only the member, or authorized person acting on behalf of the member, can appeal the denial.

Providersmay call Provider Servicesfor clarification of why a PA request was denied.

Providersarerequired to discuss a denied PA request with the member and are encouraged to help the member
under stand the reason the PA request was denied.

Providers have three options when a PA request is denied:

. Not provide the service.

. Submit anew PA request. Providersarerequired to submit a copy of the original denied PA request and
additional supporting clinical documentation and medical justification along with a new PA/RF (Prior
Authorization Request Form, F-11018 (05/13)), PA/DRF (Prior Authorization/Dental Request Form, F-11035
(07/12)), or PA/HIASI (Prior Authorization for Hearing I nstrument and Audiological Services 1, F-11020
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(05/13)).

. Providethe service as a noncovered service.

If the member does not appeal the decision to deny the PA request or appeals the decision but the decision isupheld
and the member choosesto receive the service anyway, the member may choose to receive the service(s) asa
noncover ed service.
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Sample Notice of Appeal Rights Letter

<Month DD, CCYY=>
<sequence number>

<RecipName> Member ldentification Number:
<RecipAddressLinel> XXX X
<RecipAddressLine2> Local County or Tribal Agency
<RecipCity> <RecipStateZip= Telephone Number: <AgencyPhone>

=PROGRAM NAME=> Notice of Appeal Rights

Appeal Date: <AppealDate>

In <PROGRAM NAME=, certain services and products must be reviewed and approved before
payment can be made for them. This review process is called prior authorization (PA). The
purposes of this letter are to notify you that <PROGRAM NAME= has either denied or modified
a request for prior anthorization of a service or product that was submitted on your behalf and to
inform you of your right to appeal that decision.

Your provider <ProviderName> requested prior authorization for the following service(s):

Service Code Modifier Service Unit Daollar
Deseription

LO S0 6.5.0.0.0.0 .4 XX XX LRGS0 0088.6.0.9.0.0.0.0.5.6.6.5.6.0.8.§.6.4 HNEXNNN XX XXX XX
AN XX AN OO )
BRGS0 00000060000 0.0.0.0.0.0.6.6.6.¢

KXNRNAXXKXXX XX XX LRSS EE 0068006 0.6.60.5.5.5.6.6.9.6. KXXKXX KX XXNXX.XX
AX XX b e 055088000008 885665566664
OO XN X

<ServiceNN=

That prior authorization request, PA number <PANumber>, was reviewed by <PROGRAM
NAME= medical consultants. Based on that review, the following services have been denied or
modified as follows.
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Denied Services

Service Code Modifier Service Unit Dollar
Deseription

hE. S 0.9.6.6.9.0.0.9.4 KX XX EES S0 008 8.6.9.9.9.0.0.6.0.6.6.9.0.0.9.9.91 HHXNK KN MHENX KX
AN XX AR OO OO
OO

LE S 06 5.5.0.0.0.4 KX XX RO 00.8.8.6.9.9.9.0.6.6.6.6.0.5.5.0.9.8.9 1 HEXNK KK HHNAX XX
XX XX OO0
AOOCOCOCOCOII R

<DeniedServiceNN=

Modified Services

Service Code Modifier Service Unit Dallar
Description

AU XX XX LRSS L0 00600.9.0.0 00 5.6.6.5.0.0.6.6.¢.4 OO OO
KX XX AR OO
R85 5.0.0.0.0.0 00 6 6660 50.5.5.9.6.6 6

SOOI XK XX EESE S0 000000000006 0.5.0.0.6.6.6.4 MNOOOLKK XXX
XX XX AN RN
AOOCCCCOOOOOOOOICOOOOX

<ModifiedServiceNN=

<PROGRAM NAME=>"s denial or modification of the services requested was made for the
following reasons:

(Denial/modify code(s) will be inserted here)

<PROGRAM NAME= bases its decisions on criteria found in the Wisconsin Administrative
Code. <PROGRAM NAME=> may modily or deny a prior authorization request if one or more of
the criteria are not supported by documentation submitted by your provider. The specific
regulation(s) that supports the reason for the denial/maodification of your provider’s request for
services is found in the following Wisconsin Administrative Code:

(Wis. Admin. Code Regulation(s) will be inserted here)

We have sent your provider the denied/modified prior authorization request. We encourage you
to contact <Provider Name> to review the prior authorization requesi and the reasons for the
decision.
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Your Rights and Responsibilities

You or your designated representative may appeal this decision in accordance with state and
federal law within <RecipientDays> days. To file an appeal, you may do one of the following:

1) Call your local county or tribal agency at the telephone number listed on the first page of this
letter for an appeal form and/or assistance in completing it.

2) Write a letter requesting an appeal to the Division of Hearings and Appeals at the following
address:

Division of Hearings and Appeals
Department of Administration
PO Box 7875

Madison WI 53707-7875

The appeal form or letter should include all of the following:

* The name, address, and telephone number of the <PROGRAM NAME= member for whom
the appeal is being made.

= The member identification number,

= The prior authorization number <PANumber= of the denied/modified request.

= The reason you think the denial or modification of the prior authorization s wrong,

REMEMBER: You must mail or deliver your appeal to your local county or tribal agency or the
Division of Hearings and Appeals so it is received by the <RecipientDays=-day deadline, which is
<AppealDate>.

You will lose your right to an appeal if your request to appeal is not received by the local county
or tribal agency or the Division of Hearings and Appeals by <AppealDate>.

If you file an appeal, you may expect the following to occur:

* The state Division of Health Care Access and Accountability will be required to explain, in
writing, the reason(s) for the denial or modification of the services your provider requested.
This explanation will be mailed to you.

+ The Division of Hearings and Appeals will schedule a hearing to consider your appeal and
will notify you of the time and place by mail. Hearings are generally held at your local county
or tribal agency. You may want to ask your local county or tribal ageney if there is free legal
help available in vour area.

= At that hearing, you (or you may choose a friend, relative, attomey, provider, ete., to
represent you) will have an opportunity to explain your need for the service to a hearing
officer. Division of Health Care Access and Accountability staff may also appear in person
or participate by telephone.

= Based on all the information available, the hearing officer will make a decision on your
appeal, notify you of the decision by mail, and advise you of any additional appeal rights.
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Whether or not you appeal, <PROGRAM NAME=> will pay for any services it has approved.
After the hearing officer makes a decision on your appeal, <PROGRAM NAME> will continue
to pay for the approved services plus any additional services the hearing officer directs
<PROGRAM NAME= to pay.

If you need information about accommodation for a disability or for language translation, please
call 1-608-266-3096 (voice) or 1-608-264-9853 (TTY) immediately so arrangements can be
made. The staff at these numbers will not be able to provide yvou with information about the
reasons for Wisconsin <PROGRAM NAME="s decision to deny or modify the prior
authorization request. These telephone numbers at the Division of Hearings and Appeals should
only be used for questions about the hearing process.

F-11194 {10/08)

Topic #426

Modified Requests

M odification isa changein the services originally requested on a PA (prior authorization) request. M odifications
could include, but are not limited to, either of the following:

. Theauthorization of a procedure code different than the one originally requested.
. A changein thefreguency or intensity of the service requested.

When a PA request is modified, both the provider and the member are notified. The provider will be sent a decision
notice letter. The decision notice letter will clearly indicate what is approved or what correction or additional
information is needed to continue adjudicating the PA request. The member receives a Notice of Appeal Rights letter
that includes a brief statement of the reason PA was modified and information on hisor her right to a fair hearing.
Only the member, or authorized person acting on behalf of the member, can appeal the modification.

Providersarerequired to discuss with the member thereasons a PA request was modified.
Providers have the following options when a PA request is approved with modification:

Provide the service as authorized.

. Submit arequest to amend the modified PA request. Additional supporting clinical documentation and medical
justification must beincluded.
Not providethe service.

. Providethe serviceasoriginally requested as a noncover ed service.

If the member does not appeal the decision to modify the PA request or appealsthe decision but the decision is
upheld and the member choosesto receivethe originally requested service anyway, the member may chooseto
receive the service(s) as a noncovered service.

Providersmay call Provider Servicesfor clarification of why a PA request was modified.
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Sample Notice of Appeal Rights Letter

<Month DD, CCYY>
<gequence number>

<RecipMName> Member Identification Number:
<RecipAddressLinel> . 6.0.0.0.6:0.6.0.0. &
<RecipAddressLine2> Local County or Tribal Agency
<RecipCity> <RecipStateZip= Telephone Number: <AgencyPhone>

<PROGRAM NAME> Notice of Appeal Rights

Appeal Date: <AppealDate>

In <PROGRAM NAME=>, certain services and products must be reviewed and approved before
payment can be made for them. This review process is called prior authorization (PA). The
purposes of this letter are to notify you that <PROGRAM NAME= has either denied or modified
a request for prior authorization of a service or product that was submitted on your behalf and to
inform you of your right to appeal that decision.

Your provider <ProviderName> requested prior authorization for the following service(s):

Service Code Modifier Service Unit Dallar
Desenption

eS80 6550064 KX XX B S00.8.860.9.0.0.0.6.0.6.6.5.0.0.8.6.61 AN KK MK XX
AN XX NN OO OO OO R
EEE 0000000000000 EEL00.6.6.6.¢

XXXXEXXXXXX XX XX KNXNEXNEX KRN KXXXX XX XXXXX.XX
AN XX NEERRNEKHNHEN AN AN NN
NGOG

<ServiceNN=>

That prior authorization request, PA number <PANumber>, was reviewed by <PROGRAM
NAME= medical consultants. Based on that review, the following services have been denied or
modified as follows.
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Denied Services

Service Code Modifier Service Unit Dallar
Deseription

LS R0 500004 KX XX EEEE L0 0886.90.0.0.0.0. 05 6.6.0.0.0.6.6.6.4 KENKKEK KMXXX XX
AN XX AR
RO

LS5 0.0.0.0 ¢ XX XX BRGS0 000.8.6.6.0.0.0.0.0.5.6.6.5.0.0.6.§.6.4 HNEKKK KK KMXXX XX
AN XX BRGS0 4000006000000 0000666 ¢
AOGCOOOOOCOI OO

<DeniedServiceNN=

Modified Services

Service Code Modifier Service Unit Daollar
Deseription

RHOOOUKXX XX XX OGO X KNHHNEK XKXNKKMNK
XX XX AU
LS9 0.0.0.0.0.0. 0.0 6 ¢ 000000006 6

OO XX XX B S0 0868000000 6.6.6.9.0.0.6. 6. 6.4 XXXXNXXY  XXXXXXX
XX XX L6000 0000 000000000 00.0.0.8 6.1
HNRXNOOOC OO X

=ModifiedServiceNN=

<PROGRAM NAME="s denial or modification of the services requested was made for the
following reasons:

(Denial/modify code(s) will be inserted here)

<PROGRAM NAME> bases its decisions on criteria found in the Wisconsin Administrative
Code. <PROGRAM NAME=> may modify or deny a prior authorization request if one or more of
the criteria are not supported by documentation submitted by your provider. The specific
regulation(s) that supports the reason for the denial/modification of your provider’s request for
services is found in the following Wisconsin Administrative Code:

(Wis. Admin. Code Regulation(s) will be inserted here)

We have sent your provider the denied/modified prior authorization request. We encourage you
Lo contact <Provider Name> to review the prior authorization request and the reasons for the
decision.
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Your Rights and Responsibilities

You or your designated representative may appeal this decision in accordance with state and
federal law within <RecipientDays> days. To file an appeal, you may do one of the following:

1) Call your local county or tribal agency at the telephone number listed on the first page of this
letter for an appeal form and/or assistance in completing it.

2} Write a letter requesting an appeal to the Division of Hearings and Appeals at the following
address:

Division of Hearings and Appeals
Department of Administration
PO Box 7875

Madison WI 53707-7873

The appeal form or letter should include all of the following:

* The name, address, and telephone number of the <PROGRAM NAME= member for whom
the appeal is being made.

= The member identification number,

* The prior authorization number <PANumber> of the denied/modified request.

*  The reason you think the denial or modification of the prior authorization is wrong.

REMEMBER: You must mail or deliver your appeal to your local county or tribal agency or the
Division of Hearings and Appeals so it is received by the <RecipientDays=-day deadline, which is
<AppealDate>.

You will lose your right to an appeal if your request to appeal is not received by the local county
or tribal agency or the Division of Hearings and Appeals by <AppealDate>.

If you file an appeal, you may expect the following to occur:

+ The state Division of Health Care Access and Accountability will be required to explain, in
writing, the reason(s) for the denial or modification of the services your provider requested.
This explanation will be mailed to you.

* The Division of Hearings and Appeals will schedule a hearing to consider vour appeal and
will notify you of the time and place by mail. Hearings are generally held at your local county
or tribal agency. You may want 1o ask your local county or tribal agency if there is free legal
help available in your area.

= At that hearing, you (or you may choose a friend, relative, attomey, provider, elc., 1o
represent you) will have an opportunity to explain your need for the service (o a hearing
officer. Division of Health Care Access and Accountability staff may also appear in person
or participate by telephone.

= Based on all the information available, the hearing officer will make a decision on your
appeal, notify you of the decision by mail, and advise you of any additional appeal rights.
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Whether or not you appeal, <PROGRAM NAME=> will pay for any services it has approved.
After the hearing officer makes a decision on your appeal, <PROGRAM NAME> will continue
to pay for the approved services plus any additional services the hearing officer directs
<PROGRAM NAME= to pay.

If you need information about accommodation for a disability or for language translation, please
call 1-608-266-3096 (voice) or 1-608-264-9853 (TTY) immediately so arrangements can be
made. The staff at these numbers will not be able to provide you with information about the
reasons for Wisconsin <PROGRAM NAME="s decision to deny or modify the prior
authorization request. These telephone numbers at the Division of Hearings and Appeals should
only be used for questions about the hearing process.

F-11194 {10/08)

Topic #4944

Personal Care Screening Tool Allocation Sufficient for
Tasks

The personal care provider isresponsiblefor hiring and training the PCW (personal care worker) assigned to the
Badger Care Plus member. M edicaid-enrolled personal care providersareresponsible for assuring that their PCWs
efficiently complete their assigned activities. How long a worker takesto perform a particular task for a member
generally depends upon the skill and efficiency of the worker and the needs of the particular member. The PCST
(Personal Care Screening Tool, F-11133 (01/11)) allocates an amount of time sufficient for a qualified worker to
perform atask.

Topic #4737

Returned Provider Review L etter Response Time
Thirty Daysto Respond to the Returned Provider Review L etter

Forwar dHealth must receive the provider's response within 30 calendar days of the date on the returned provider
review letter, whether the letter was sent to the provider by mail or through the ForwardHealth Portal. If the
provider'sresponseis received within 30 calendar days, ForwardHealth still considersthe original receipt date on the
PA (prior authorization) request when authorizing a grant date for the PA.

If ForwardHealth does not receive the provider's response within 30 calendar days of the date thereturned provider
review letter was sent, the PA status becomes inactive and the provider isrequired to submit a new PA request. This
resultsin alater grant dateif the PA request isapproved. Providerswill not be notified when their PA request status
changesto inactive, but thisinformation will be available on the Portal and through WiCall.

If ForwardHealth receives additional information from the provider after the 30-day deadline has passed, a letter will
be sent to the provider stating that the PA request isinactive and the provider isrequired to submit a new PA request.

Topic #427

Returned Reguests
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A PA (prior authorization) request may bereturned to the provider when forms are incomplete, inaccur ate, or
additional clinical information or corrections are needed. When this occurs, the provider will be sent a provider review
letter.

Returned Provider Review L etter

Thereturned provider review letter will indicate the PA number assigned to the request and will specify corrections or
additional information needed on the PA request. Providers are reguired to make the corrections or supply the
requested information in the space provided on the letter or attach additional information to the letter before mailing
theletter to ForwardHealth. Providers can also correct PAsthat have been placed in returned provider review status
in the ForwardHealth Portal.

The provider's paper documents submitted with the PA request will not be returned to the provider when corrections
or additional information are needed; however, X-rays and dental models will be returned once the PA isfinalized.

Photographs submitted to ForwardHealth as additional supporting clinical documentation for PA requests will not be
returned to providers and will be disposed of securely.

Therefore, providersarerequired to make a copy of their PA requests (including attachments and any supplemental
information) before mailing the requeststo ForwardHealth. The provider isrequired to have a copy on file for
reference pur posesif moreinformation isrequired about the PA request.

Note: When changing or correcting the PA request, providers arereminded to revise or update the documentation
retained in their records.
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Emergent and Urgent Situations

Topic #429

Emergency Services

In emergency situations, the PA (prior authorization) requirement may be waived for servicesthat normally require
PA. Emergency services aredefined in DHS 101.03(52), Wis. Admin. Code, as " those services which are necessary
to prevent the death or seriousimpairment of the health of theindividual ."

Reimbursement is not guaranteed for servicesthat normally require PA that are provided in emergency situations. As
with all covered services, emergency servicesmust meet all program reguirements, including medical necessity, to be
reimbursed by Wisconsin Medicaid. For example, reimbursement is contingent on, but not limited to, eligibility of the
member, the circumstances of the emergency, and the medical necessity of the services provided.

Wisconsin Medicaid will not reimbur se providersfor noncovered services provided in any situation, including
emergency situations.

Topic#430

Urgent Services

Telephone consultations with DHCAA (Division of Health Care Access and Accountability) staff regarding a
prospective PA (prior authorization) request can be given only in urgent situations when medically necessary. An
urgent, medically necessary situation is one where a delay in authorization would result in undue hardship for the
member or unnecessary costsfor Medicaid as determined by the DHCAA. All telephone consultations for urgent
services should be directed to the Quality Assurance and Appropriateness Review Section at (608) 266-2521.
Providers should have the following infor mation ready when calling:

. Member'sname.

. Member identification number.

. Service(s) needed.

. Reason for theurgency.

. Diagnosis of the member.

. Procedure code of the service(s) requested.

Providersarerequired to submit a PA request to ForwardHealth within 14 calendar days after the date of the
telephone consultation. PA may be denied if the request isreceived more than two weeks after the consultation. If the
PA request isdenied in this case, the provider cannot request payment from the member.
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Follow-Up to Decisions

Topic #4738

Amendment Decisions

ForwardHealth will make a decision regarding a provider's amendment request within 20 working days from the
receipt of all the information necessary. The method ForwardHealth will use to communicate decisionsregarding PA
(prior authorization) amendment requests will depend on how the PA request was originally submitted (not how the
amendment request was submitted) and whether the provider has a ForwardHealth Portal account:

. If the PA request was originally submitted via the Portal, the decision notice letter or returned amendment
provider review letter will be sent to the provider via the Portal.

. If the PA request was originally submitted via mail or fax and the provider has a Portal account, the decision
notice letter or returned amendment provider review letter will be sent to the provider via the Portal, aswell as
by mail.

. If the PA request was originally submitted via mail or fax and the provider does not have a Portal account, the
decision notice letter or returned amendment provider review letter will be sent by mail to the addressindicated
in the provider'sfileashisor her PA address (or tothe physical addressif thereisno PA address on file), not
to the address the provider wrote on the PA request or amendment request.

Topic#431

Amendments

Providersarerequired to use the Prior Authorization Amendment Request (F-11042 (07/12)) to amend an approved or
modified PA (prior authorization) request.

ForwardHealth does not accept a paper amendment request submitted on anything other than the Prior Authorization
Amendment Request. The Prior Authorization Amendment Request may be submitted through the Forwar dHealth
Portal aswell asby mail or fax. If ForwardHealth receives a PA amendment on a previous version of the Prior
Authorization Amendment Request form, a letter will be sent to the provider stating that the provider isrequired to
submit a new PA amendment request using the proper forms.

Examples of when providers may request an amendment to an approved or modified PA request include the following:

. Totemporarily modify a member's frequency of a service when thereisa short-term changein hisor her
medical condition.

. Tochangetherendering provider information when the billing provider remains the same.

. Tochange the member's Forwar dHealth identification number.

. Toadd or change a procedure code.

Note: ForwardHealth recommendsthat, under most circumstances, provider s should enddate the current PA request
and submit a new oneif thereisasignificant, long-term change in servicesrequired.

Topic #3185

Personal CareProviders
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Additional situationsin which personal care providers may decide to submit amendment requestsinclude, but are not
limited to, the following:

. Torequest more PRN (prore nata) units when previously authorized units are exhausted.

. Torequest PRN unitswhen PRN services were not included on the PA/RF (Prior Authorization Request Form,
F-11018 (05/13)) requesting PA for personal care services.

. Toadjust approved unitsfor a short-term changein informal supportsor in the member's condition. Short-term
changes are anticipated to persist for three monthsor less.

. Toadjust approved unitsfor along-term change in informal supportsor in the member's condition.

. Todiscontinue PA.

. Toadd or increasetravel time.

Completea Prior Authorization Amendment Request describing the specific change requested and the reason for the
request. Provide sufficient detail for ForwardHealth to determine the medical necessity of the requested covered
personal care service.

The amendment request should include the number of additional units being requested. Additional unitsarerequired
to berequested in units per week (per year for PRN) on the Prior Authorization Amendment Request.

Refer to the following two tables detailing the documentation providers arerequired to submit to ForwardHealthfor
each of these PA amendment request situations. Thefirst tablelists the specific forms and information included in
each documentation package. The second table outlines some of the reasons for which a provider may submit a prior
authorization amendment, the stepsto be completed, and the documentation that must be submitted in each situation.

Documentation package to be submitted for

Prior Authorization Amendment Documentation included in package

. Copy of the PA/RF.

. Copy of PCST Summary Sheet, F-11133SS, or the paper PCST
(Personal Care Screening Tool, F-11133 (01/11))*

. Prior Authorization Amendment Request

. POC (plan of care).

Package A

. Copy of the PA/RF.

. Copy of Web-based Full PCST report including the Summary Sheet
or the paper PCST.*

. Prior Authorization Amendment Request.

. Personal Care Addendum (F-11136 (10/08)).

. POC.

. Supporting documentation, as directed in the PCST instructions.

Package B

. Copy of the PA/RF.
Package C . Prior Authorization Amendment Request

*Note: If using the Web-based PCST and required to create an initial screen, submit a copy of the newly created Full PCST
report including the Summary Sheet. When not required to create an initial screen, submit the current version of the Full PCST
report and Summary Sheet.

If using the paper PCST and required to create an initial screen, submit a copy of the newly created paper PCST. When not
required to create an initial screen, submit a copy of the current paper PCST.
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Reason for Requesting a Prior Eg?.rage';étg be Should the current  |Which documents should be
Authorization Amendment . PA beend-dated? |submitted?
completed again?
To request PRN time up to 96 units per
year and not previoudy requested on the Yes No Package A
PA/RF.
To request a(_jdltlonal PRN time over the No No Package B
amount previously approved.
The provider has received an adjudicated
PA request, but the registered nurse
determines that the units allocated by the
PCST and approved by ForwardHealth are No No Package B
insufficient to meet the member's needs for
personal care worker provided services.
There is a short-term change in informal
supports or the member's condition. More
units are required. No No Package B
(Short-term changes are anticipated to
persist for three months or less.)
Package A
(If the newly created PCST
Yes No . -

) . allocates units sufficient to meet the
There is along-term change in |_n_forma| member's needs for a PCW.)
supports or the member's condition. More
units are required. Package B

Yes No (If the newly created PCST
allocates units insufficient to meet
the member's needs for a PCW.)
The PA reguest is discontinued. No Yes Package C
To reguest travel time or to request
additional travel time. No No Package C

Topic #432

Appeals

If a PA (prior authorization) request isdenied or modified by ForwardHealth, only a member, or authorized person
acting on behalf of the member, may file an appeal with the DHA (Division of Hearings and Appeals). Decisions that
may be appealed include the following:

. Denial or modification of a PA request.
. Denial of aretroactive authorization for a service.

The member isrequired to file an appeal within 45 days of the date of the Notice of Appeal Rights.
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To file an appeal, members may complete and submit a Request for Fair Hearing (DHA-28 (08/09)) form.

Though providers cannot file an appeal, they are encouraged to remain in contact with the member during the appeal
process. Providers may offer the member information necessary to file an appeal and help present hisor her case
during a fair hearing.

Fair Hearing Upholds ForwardHealth's Decision

If the hearing decision upholdsthe decision to deny or modify a PA request, the DHA notifiesthe member and
ForwardHealth in writing. The member may chooseto receive the service (or in the case of a modified PA request,
theoriginally requested service) asa noncovered service, not receive the service at all, or appeal the decision.

Fair Hearing Overturns ForwardHealth's Decision

If the hearing decision overturnsthe decision to deny or modify the PA request, the DHA notifies Forwar dHealth and
the member. Theletter includesinstructionsfor the provider and for ForwardHealth.

If the DHA letter instructsthe provider(s) to submit a claim for the service, each provider should submit the following
to ForwardHealth after the service(s) has been performed:

. A paper claim with"HEARING DECISION ATTACHED" writtenin red ink at the top of the claim.
. A copy of the hearing decision.
. A copy of the denied PA request.

Providersarerequired to submit claimswith hearing decisionsto the following addr ess:

ForwardHealth
Specialized Research
Ste 50

313 Blettner Blvd
Madison W1 53784

Claimswith hearing decisions sent to any other address may not be processed appropriately.

If the DHA letter instructsthe provider to submit a new PA request, the provider isrequired to submit the new PA
request along with a copy of the hearing decision to the PA Unit at the following address:

ForwardHealth
Prior Authorization
Ste 88

313 Blettner Blvd
M adison WI 53784

ForwardHealth will then approve the PA request with the revised process date. The provider may then submit a claim
following the usual claims submission procedures after providing the service(s).

Financial Responsibility

If the member asksto receive the service before the hearing decision is made, the provider isrequired to notify the
member beforerendering the service that the member will be responsible for payment if the decision to deny or
modify the PA request isupheld.
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If the member acceptsresponsibility for payment of the service beforethe hearing decision is made, and if the appeal
decision upholds the decision to deny or modify the PA request, the provider may collect payment from the member if
certain conditions are met.

If the member acceptsresponsibility for payment of the service before the hearing decision is made, and if the appeal
decision overturnsthe decision to deny or modify a PA request, the provider may submit a claim to ForwardHealth. If
the provider collects payment from the member for the service before the appeal decision is overturned, the provider
isrequired to refund the member for the entire amount of payment received from the member after the provider
receives Medicaid's reimbur sement.

Wisconsin Medicaid does not directly reimburse members.

Sample Notice of Appeal Rights Letter

=Month DD, CCYY=>

<sequence numbers

<RecipName> Member Identification Number:
<RecipAddressLinel> $5.6.0.0.0.6.0.6.0.0. &
<RecipAddressLine2> Local County or Tribal Agency
<RecipCity> <RecipStateZip= Telephone Number: <AgencyPhone>

<PROGRAM NAME> Notice of Appeal Rights

Appeal Date: <AppealDate>

In <PROGRAM NAME=, certain services and products must be reviewed and approved before
payment can be made for them. This review process is called prior authorization (PA). The
purposes of this letter are to notify you that <PROGRAM NAME=> has either denied or modified
a request for prior authorization of a service or product that was submitted on your behalf and to
inform you of your right to appeal that decision.

Your provider <ProviderMame> requested prior authorization for the following service(s):

Service Code Modifier Service Unit Dallar
Desenption

L6.6.6.8.6.9.0.6.6.5 4 KX KX OO N NXXKNXX XXXXX XX
AN XX AN OO OO
NOOOOCOCOOCOOOOIN OO

XXXXXXXXXXX XX XX LRSS S S0 000 0.0.6. 606050506964 XXXXX XX XXXXX.XX
KN XX LRSS0 0SS 0L LSS LELEEE LS
NGOG

<RerviceNN=>

That prior authorization request, PA number <PANumber>, was reviewed by <PROGRAM
NAME= medical consultants. Based on that review, the following services have been denied or
modified as follows.
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Denied Services

Service Code Modifier Service Unit Dallar
Deseription

LS R0 500004 KX XX EEEE L0 0886.90.0.0.0.0. 05 6.6.0.0.0.6.6.6.4 KENKKEK KMXXX XX
AN XX AR
RO

LS5 0.0.0.0 ¢ XX XX BRGS0 000.8.6.6.0.0.0.0.0.5.6.6.5.0.0.6.§.6.4 HNEKKK KK KMXXX XX
AN XX BRGS0 4000006000000 0000666 ¢
AOGCOOOOOCOI OO

<DeniedServiceNN=

Modified Services

Service Code Modifier Service Unit Daollar
Deseription

RHOOOUKXX XX XX OGO X KNHHNEK XKXNKKMNK
XX XX AU
LS9 0.0.0.0.0.0. 0.0 6 ¢ 000000006 6

OO XX XX B S0 0868000000 6.6.6.9.0.0.6. 6. 6.4 XXXXNXXY  XXXXXXX
XX XX L6000 0000 000000000 00.0.0.8 6.1
HNRXNOOOC OO X

=ModifiedServiceNN=

<PROGRAM NAME="s denial or modification of the services requested was made for the
following reasons:

(Denial/modify code(s) will be inserted here)

<PROGRAM NAME> bases its decisions on criteria found in the Wisconsin Administrative
Code. <PROGRAM NAME=> may modify or deny a prior authorization request if one or more of
the criteria are not supported by documentation submitted by your provider. The specific
regulation(s) that supports the reason for the denial/modification of your provider’s request for
services is found in the following Wisconsin Administrative Code:

(Wis. Admin. Code Regulation(s) will be inserted here)

We have sent your provider the denied/modified prior authorization request. We encourage you
Lo contact <Provider Name> to review the prior authorization request and the reasons for the
decision.
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Your Rights and Responsibilities

You or your designated representative may appeal this decision in accordance with state and
federal law within <RecipientDays> days. To file an appeal, you may do one of the following:

1) Call your local county or tribal agency at the telephone number listed on the first page of this
letter for an appeal form and/or assistance in completing it.

2} Write a letter requesting an appeal to the Division of Hearings and Appeals at the following
address:

Division of Hearings and Appeals
Department of Administration
PO Box 7875

Madison WI 53707-7873

The appeal form or letter should include all of the following:

* The name, address, and telephone number of the <PROGRAM NAME= member for whom
the appeal is being made.

= The member identification number,

* The prior authorization number <PANumber> of the denied/modified request.

*  The reason you think the denial or modification of the prior authorization is wrong.

REMEMBER: You must mail or deliver your appeal to your local county or tribal agency or the
Division of Hearings and Appeals so it is received by the <RecipientDays=-day deadline, which is
<AppealDate>.

You will lose your right to an appeal if your request to appeal is not received by the local county
or tribal agency or the Division of Hearings and Appeals by <AppealDate>.

If you file an appeal, you may expect the following to occur:

+ The state Division of Health Care Access and Accountability will be required to explain, in
writing, the reason(s) for the denial or modification of the services your provider requested.
This explanation will be mailed to you.

* The Division of Hearings and Appeals will schedule a hearing to consider vour appeal and
will notify you of the time and place by mail. Hearings are generally held at your local county
or tribal agency. You may want 1o ask your local county or tribal agency if there is free legal
help available in your area.

= At that hearing, you (or you may choose a friend, relative, attomey, provider, elc., 1o
represent you) will have an opportunity to explain your need for the service (o a hearing
officer. Division of Health Care Access and Accountability staff may also appear in person
or participate by telephone.

= Based on all the information available, the hearing officer will make a decision on your
appeal, notify you of the decision by mail, and advise you of any additional appeal rights.
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Whether or not you appeal, <PROGRAM NAME=> will pay for any services it has approved.
After the hearing officer makes a decision on your appeal, <PROGRAM NAME> will continue
to pay for the approved services plus any additional services the hearing officer directs
<PROGRAM NAME= to pay.

If you need information about accommodation for a disability or for language translation, please
call 1-608-266-3096 (voice) or 1-608-264-9853 (TTY) immediately so arrangements can be
made. The staff at these numbers will not be able to provide you with information about the
reasons for Wisconsin <PROGRAM NAME="s decision to deny or modify the prior
authorization request. These telephone numbers at the Division of Hearings and Appeals should
only be used for questions about the hearing process.

F-11194 {10/08)

Topic #3184

Enddating

Providersarerequired to usethe Prior Authorization Amendment Request (F-11042 (07/12)) to enddate most PA
(prior authorization) requests. ForwardHealth does not accept requeststo enddate a PA request for any service,
except drugs, on anything other than the Prior Authorization Amendment Request. PA for drugs may be enddated by
using STAT-PA (Specialized Transmission Approval Technology-Prior Authorization) in addition to submitting a Prior
Authorization Amendment Request.

Providers may submit a Prior Authorization Amendment Request on the ForwardHealth Portal, or by fax or mail.

If arequest to enddate a PA isnot submitted on the Prior Authorization Amendment Request, a letter will be sent to
the provider stating that the provider isrequired to submit the request using the proper forms.

Examples of when a PA request should be enddated include the following:

. A member choosesto discontinuereceiving prior authorized services.

. A provider choosesto discontinue delivering prior authorized services or terminates participation in Wisconsin
Medicaid or Badger Care Plus.

. Morevolunteer assistance becomes available.

. Themember nolonger needs personal care services. In thissituation, the provider should retain physician's
ordersthat recommend discharging the member.

. Another provider takes over personal care servicesfor the member.

. The member isadmitted into an institution for along-term stay.

. The member expires.

Examples of when a PA request should be enddated and a new PA request should be submitted include the following:
. Thereisan interruption in a member's continual care services.
. Thereisachangein the member's condition that warrantsalong-term changein servicesrequired.

. Theservice(s) isno longer medically necessary.

Topic #4739

Returned Amendment Provider Review L etter

Published Policy Through August 31, 2015

Personal Care Page 170 of 320



Wisconsin Medicaid

If the amendment request needs correction or additional information, a returned amendment provider review letter
will be sent. The letter will show how the PA (prior authorization) appearscurrently in the system and providersare
required to respond by correcting errorsidentified on the letter. Providers arerequired to make the corrections or
supply the requested information in the space provided on the letter or attach additional information to the letter
before mailing the letter to ForwardHealth. Providers can also correct an amendment request that has been placed in
returned provider review statusin the ForwardHealth Portal.

ForwardHealth must receive the provider's response within 30 calendar days of the date the returned amendment
provider review letter was sent. After 30 days the amendment request status becomes inactive and the provider is
required to submit a new amendment request. The ForwardHealth inter Change system will continue to use the
original approved PA request for processing claims.

The provider's paper documents submitted with the amendment request will not be returned to the provider when
corrections or additional information are needed; however, X-raysand dental models will be returned oncethe
amendment request isfinalized.

Photographs submitted to ForwardHealth as additional supporting clinical documentation for PA requests will not be
returned to providers and will be disposed of securely.

Therefore, providersarerequired to make a copy of their amendment requests (including attachments and any
supplemental information) before mailing the requests to ForwardHealth. The provider isrequired to have a copy on
filefor reference purposesif ForwardHealth requires moreinformation about the amendment request.

Note: When changing or correcting the amendment request, providers arereminded to revise or updatethe
documentation retained in their records.

Topic #5039

Sear ching for Previously Submitted Prior Authorization
Requests on the Portal

Providerswill be able to search for all previously submitted PA (prior authorization) requests, regardless of how the
PA was initially submitted. If the provider knowsthe PA number, he or she can enter the number to retrieve the PA
information. If the provider does not know the PA nhumber, he or she can search for a PA by entering information in
one or more of the following fields:

. Member identification number.
. Requested start date.

. Prior authorization status.

. Amendment status.

If the provider does not search by any of the information above, providerswill retrieve all their PA requests
submitted to ForwardHealth.
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Forms and Attachments

Topic #960

An Overview

Depending on the service being requested, most PA (prior authorization) requests must be comprised of the following:

. ThePA/RF (Prior Authorization Request Form, F-11018 (05/13)), PA/DRF (Prior Authorization/Dental Request
Form, F-11035 (07/12)), or PA/HIASI (Prior Authorization for Hearing | nstrument and Audiological Services 1,
F-11020 (05/13)).

. A service-specific PA attachment(s).

. Additional supporting clinical documentation.

Topic #446

Attachments

In addition to the PA/RF (Prior Authorization Request Form, F-11018 (05/13)), PA/HIASL (Prior Authorization for
Hearing Instrument and Audiological Services 1, F-11020 (05/13)), or PA/DRF (Prior Authorization/Dental Request
Form, F-11035 (07/12)), a service-specific PA (prior authorization) attachment must be submitted with each PA
request. The PA attachment allows a provider to document the clinical information used to determine whether or not
the standards of medical necessity are met for the requested service(s). Provider s should include adequate
information for ForwardHealth to make a reasonable judgment about the case.

ForwardHealth will scan each form with a barcode asit isreceived, which will allow greater efficienciesfor processing
PA requests.

Topic #3183

Documentation Required for Requesting Prior
Authorization

Toobtain PA (prior authorization) for personal care services, providersarerequired to submit documentsto
ForwardHealth that accurately and completely demonstrate the need for the requested personal care services. If the
documentation containserrorsor isincomplete, adjudication of the PA will be delayed while the request isreturned to
the provider to supply therequired information.

Completion of the Personal Care Screening Tool

The provider isrequired to complete the PCST (Personal Care Screening Tool, F-11133 (01/11)) for a member each
time PA isrequested for that member. Also, the PCST isrequired to be completed as often as necessary when
preparing a PA amendment for an adjudicated PA. PA may be granted for varying periods of time, depending on the
circumstances, but is never granted for longer than a 12-month period.

The PCST may not be completed more than 90 days before the requested PA start date. ForwardHealth will authorize
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therequested start date only when therequested start dateison or after the PCST completion date and all other
requirements are met.

Minimum Documentation That Providers Are Required to Submit

Torequest PA for personal care services, providersarerequired to submit the following documentsto
ForwardHealth:

. PA/RF (Prior Authorization Request Form, F-11018 (05/13)).

. Personal CarePrior Authorization Provider Acknowledgement (F-11134 (07/12)).
. Oneof thefollowing:

o A copy of the PCST Summary Sheet (when using the Web-based PCST).

o A copy of the completed PCST (when using the paper PCST).

Documentation Providers Are Required to Maintain on File

Providersarerequired to maintain all of the following on fileto support their reimbursement for personal care
services:

. Copiesor theoriginals, asappropriate, of all documents submitted with the PA request to ForwardHealth.
(Providersarerequired to maintain the Full PCST on file, not just the PCST Summary Sheet.)

. ThePOC (plan of care).

. Signed and dated physician ordersreflecting the number of hours per day and days per week that personal care
services areto be provided. Physician ordersarerequired to be expressed as hours per day, days per week.

. Thenursing assessment. Standar ds of Practice for Registered Nursesand Licensed Practical Nurses, chapter
N 6.03(1), Wis. Admin. Code, definesthe nursing assessment as the " systematic and continual collection and
analysis of data about the health status of a patient culminating in the formulation of a nursing diagnosis."
Nursing assessment forms ar e created by the provider. ForwardHealth does not prescribe a format for nursing
assessments.

. Therecord of all PCW (personal careworker) assignments for the member, and therecord of the RN
(registered nurse) supervisory visits.

. Thetimeand activity records of all visits by PCWs, including observations and assigned activities, completed
and not completed.

. Documentation of travel timeif claimed for reimbur sement.

. Thelist of the member's medications, regardless of the involvement with medication administration assistance.

. Thelist of the member'sregularly scheduled activities outside the home.

. Thecopy of written agreements between the personal care providersand the RN supervisor, if applicable.

. Theclinical rationale making the services medically necessary must be clearly documented.

Topic #447

Obtaining Forms and Attachments

Providers may obtain paper versions of all PA (prior authorization) forms and attachments. In addition, providers may
download and complete most PA attachments from the ForwardHealth Portal.

Paper Forms

Paper versions of all PA formsand PA attachments are available by writing to ForwardHealth. Include areturn
address, the name of the form, the form number (if applicable), and mail the request to the following address:
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ForwardHealth
Form Reorder

313 Blettner Blvd
M adison WI 53784

Providersmay also call Provider Servicesto order paper copies of forms.

Downloadable Forms

Most PA attachments can be downloaded and printed in their original format from the Portal. Many formsare
availablein fillable PDF (Portable Document Format) and fillable Microsoft® Word for mats.

Web Prior Authorization Viathe Portal

Certain providers may complete the PA/RF (Prior Authorization Request Form, F-11018 (05/13)) and PA attachments
through the Portal. Providers may then print the PA/RF (and in some cases the PA attachment), and send the PA/RF,
service-specific PA attachments, and any supporting documentation on paper by mail or fax to ForwardHealth.

Topic #3182

Per sonal Care Addendum

The Personal Care Addendum (F-11136 (10/08)) isto be completed as directed for PA (prior authorization) requests
and with PA amendment requests.

ForwardHealth requiresthe POC (plan of care) to be submitted with every Personal Care Addendum. When
completing the Personal Care Addendum, rather than repeating information that has been included in the POC,
providersmay refer to specific locations (e.g., page and item numbers) in the POC aslong asthereferenced item in
the POC contains all of the required components. Stating " See POC" istoo general. ForwardHealth requires
providersto include all of the requested Personal Care Addendum components.

Topic #3181

Personal Care Prior Authorization Provider
Acknowledgement

The Personal Care Prior Authorization Provider Acknowledgement (F-11134 (07/12)) indicates that the supervising
RN (registered nurse) will perform each of the following tasks before personal care services are provided for the
claims submitted to ForwardHealth:

. Obtain physician's signed and dated orders.
. Conduct an assessment at the member's place of residence.
. Develop the POC (plan of care).

Providersarerequired to submit the completed Personal Care Prior Authorization Acknowledgement with each
request for PA (prior authorization).

Topic #3180

Personal Care Published Policy Through August 31, 2015 Page 174 of 320



Wisconsin Medicaid

Personal Care Screening Tool

Providersarerequired to complete the PCST (Personal Care Screening Tool, F-11133 (01/11)) before requesting PA
(prior authorization).

The PCST assists providersin deter mining the number of unitsto request for PA of medically necessary personal
care services. Providers may choose to complete either the Web-based PCST or the paper PCST.

Topic #448

Prior Authorization Request Form

The PA/RF (Prior Authorization Reguest Form, F-11018 (05/13)) isused by ForwardHealth and is mandatory for most
providerswhen requesting PA (prior authorization). The PA/RF serves asthe cover page of a PA request.

Providersarerequired to complete the basic provider, member, and service information on the PA/RF. Each PA
request isassigned a unique ten-digit number. Forwar dHealth remittance information will report to the provider the
PA number used to process the claim for prior authorized services.

Topic #2459

Prior Authorization Request Form Completion
| nstructions for Personal Care Services

A sample PA/RF (Prior Authorization Reguest Form) for personal care servicesis available.

ForwardHealth reguires certain information to enable the programsto authorize and pay for medical services
provided to eigible members.

Members of ForwardHealth arerequired to give providersfull, correct, and truthful information for the submission of
correct and complete claims for reimbursement. Thisinformation should include, but is not limited to, information
concerning enrollment status, accurate name, address, and member identification number (DHS 104.02[4], Wis.
Admin. Code).

Under s. 49.45(4), Wis. Stats., personally identifiable information about program applicants and membersis
confidential and isused for purposes directly related to Forwar dHealth administration such as deter mining eligibility
of the applicant, processing PA (prior authorization) requests, or processing provider claimsfor reimbursement. The
use of the PA/RF (F-11018 (05/13)) is mandatory to receive PA for certain items. Failureto supply the information
requested by the form may result in denial of PA or payment for the service.

Providers should make duplicate copies of all paper documents mailed to ForwardHealth. Providers may submit PA
requests, along with the PCST (Personal Care Screening Tool, F-11133 (01/11)) by fax to ForwardHealth at (608) 221-
8616 or by mail to the following address:

ForwardHealth
Prior Authorization
Ste 88

313 Blettner Blvd
Madison W 53784
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The provision of servicesthat are greater than or significantly different from those authorized may result in
nonpayment of the billing claim(s).

SECTION I — PROVIDER INFORMATION

Element 1 — HealthCheck " Other Services' and Wisconsin Chronic Disease Program (WCDP)

Enter an " X" in the box next to HealthCheck " Other Services' if the servicesrequested on the PA/RF arefor
HealthCheck " Other Services." Enter an " X" in the box next to WCDP (Wisconsin Chronic Disease Program) if the
servicesrequested on the PA/RF arefor a WCDP member.

Element 2 — Process Type

Enter processtype " 120" for personal care services by a dually enrolled home health/per sonal care agency and
"121" for services by a personal care only agency. The processtypeisathree-digit code used to identify a category
of service requested. PA requestswill bereturned without adjudication if no processtypeisindicated.

Element 3 — Telephone Number — Billing Provider
Enter the telephone number, including the area code, of the office, clinic, facility, or place of business of the billing
provider.

Element 4 — Name and Address— Billing Provider

Enter the name and complete address (strest, city, state, and ZIP+4 code) of the billing provider. Providersare
required to include both the ZIP code and four-digit extension for timely and accurate billing. The namelisted in this
element must correspond with the billing provider number listed in Element 5a.

Element 5a — Billing Provider Number
Enter the provider number of the billing provider. The provider number in this element must correspond with the
provider namelisted in Element 4.

Element 5b — Billing Provider Taxonomy
Enter the national 10-digit alphanumeric taxonomy code that correspondsto the provider number of the billing
provider in Element 5a.

Element 6a— Name — Prescribing/Referring/Ordering Provider
Enter the prescribing/referring/ordering provider's name.

Element 6b — National Provider Identifier — Prescribing/Referring/Ordering Provider
Enter the prescribing/referring/ordering provider's 10-digit NPI (National Provider Identifier).

SECTION II — MEMBER INFORMATION

Element 7— Member |dentification Number
Enter the member ID. Do not enter any other numbersor letters. Use the Forwar dHealth identification card or the
EVS (Wisconsin's Enrollment Verification System) to obtain the correct number.

Element 8 — Date of Birth — Member
Enter the member'sdate of birthin MM/DD/CCYY format (e.g., September 8, 1966, would be 09/08/1966).

Element 9 — Address— Member
Enter the complete address of the member's place of residence, including the strest, city, state, and ZIP code. If the
member isaresident of a nursing home or other facility, include the name of the nursing home or facility.

Element 10 — Name — Member
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Enter the member'slast name, followed by hisor her first name and middle initial. Use the EVSto obtain the correct
spelling of the member's name. If the name or spelling of the name on the Forwar dHealth card and the EVS do not
match, use the spelling from the EVS.

Element 11 — Gender — Member
Enter an " X" in the appropriate box to specify male or female.

SECTION |11 — DIAGNOSIS/ TREATMENT INFORMATION

Element 12 — Diagnosis— Primary Code and Description
Enter the appropriate ICD-9-CM (International Classification of Diseases, Ninth Revision, Clinical M odification)
diagnosis code and description most relevant to the service/procedure requested.

Element 13 — Start Date— SOI (not required)
Element 14 — First Date of Treatment — SOI (not required)

Element 15 — Diagnosis — Secondary Code and Description
Enter the appropriate secondary |CD-9-CM diagnosis code and description relevant to the service/procedure
requested, if applicable.

Element 16 — Requested PA Start Date
Enter therequested start DOS (date for service) in MM/DD/CCYY format, if a specific start date isrequested.

Element 17 — Rendering Provider Number (not required)
Element 18 — Rendering Provider Taxonomy (not required)

Element 19 — Service Code
Enter the appropriate HCPCS (Healthcare Common Procedure Coding System) procedure code for each
service/procedur efitem requested.

Note: If the provider needs additional spacesfor Elements 18-23 for the PA request, the provider may complete
additional PA/RF(s). The PA/RFs should beidentified, for example, as" page 1 of 2" and " page 2 of 2."

Element 20 — Modifiers
Enter the modifier (s) corresponding to the procedure code listed if a modifier isrequired.

Element 21 — POS
Enter the appropriate POS (place of service) code designating wher e the requested service/procedure would be
provided/perfor med/dispensed.

Element 22 — Description of Service
Enter awritten description corresponding to the appropriate HCPCS procedur e code for each service/procedur efitem
requested.

When requesting personal care services, indicate the number of units per week multiplied by the total number of
weeks being requested. The total number of unitsrequested on the PA/RF must be equivalent to the number of hours
ordered by the physician (4 units=1 hour). If requesting travel time, enter thisasa separateitem using procedure
code T1019 and modifier U3.

If sharing a case with another provider, enter " shared case with (name of provider)" and include a statement that the
total number of unitsof all providerswill not exceed the combined and total number of units ordered on the plan of
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care.

Element 23— QR

Enter the appropriate quantity in unitsfor the procedure code listed. To calculate total quantity requested, multiply
the number of hours per week by the number of units per hour (4 units=1 hour). Multiply that number by the number
of weeksrequested (e.g., hoursiweek x 4 units’/hour x number of weeks). For example, 14 hours/week x 4 units’/hour x
53 weeks = 2968 units.

Element 24 — Charge

Enter the provider'susual and customary charge for each service/procedurefitem requested. If the quantity is greater
than " 1," multiply the quantity by the charge for each service/procedure/item requested. Enter that total amount in
this element.

Note: The chargesindicated on the request form should reflect the provider's usual and customary charge for the
procedurerequested. Providers arereimbursed for authorized services according to provider Terms of
Reimbursement issued by the DHS (Department of Health Services).

Element 25 — Total Charges

Enter the anticipated total chargesfor thisreguest. If the provider completed a multiple-page PA/RF, indicate the
total chargesfor the entire PA request on Element 22 of the last page of the PA/RF. On the preceding pages, Element
22 should refer to thelast page (for example, " SEE PAGE TWO").

Element 26 — Signature — Requesting Provider
Theoriginal signature of the provider requesting/per forming/dispensing this service/procedur elitem must appear in
this element.

Element 27 — Date Signed
Enter the month, day, and year the PA/RF was signed (in MM/DD/CCYYY format).
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Sample PA/RF for Personal Care Services

DEPARTMENT OF HEALTH SERVICES STATE OF WISCONSIN

ForwardHealth DHS 106.03(4), Wis. Admin. Code

F-11018 (0513) DH3 152.06(3)h), 153.06(3Ka). 154.06(3)g), Wis. Admin. Code
FORWARDHEALTH

PRIOR AUTHORIZATION REQUEST FORM (PA/RF)

Providers may submit prior authonzation (PA) reguests by fax to ForsardHealth at (608) 221-8616 or by mail to: ForsardHealth, Prior Authorization, Suite
83, 313 Bletiner Boulevard, Madison, Wl 53784, Inatructions: Type or print clearly, Before completing this form, read the service-spacific Prior Authonzation
Request Form (PA/RF) Complation Instructions.

SECTION | — PROVIDER INFORMATION

1. Chack only if applicabla 2. Process Type 3. Telaphona Number — Billing Provider
O  HealhCheck *Other Senices”

121
O ‘Wisconsin Chronic Disease Program (WCDP) (555) 555-5555
4. Mame and Address — Billing Provider (Street, City, State, ZIP+4 Code) 5a. Billing Provider Number
.M. BILLING PROVIDER 0222222220

609 WILLOW ST 5b. Billing Provider Taxonomy Code

ANYTOWN WI 55555-1234 123456789X

Ba. Name — Prescribing / Refering / Ordaring Provider Gb. Mational Provider |dentifier — Prescribing / Refamring /

Ordering Provider

.M. ORDERING PROVIDER 0111111110

SECTION Il — MEMBER INFORMATION

7. Member ldemtification NMumber &, Date of Birth — Mamber 9. Address — Member (Streel, City, State, ZIP Code)

1234567890 MMIDDICCYY 322 RIDGE ST

10. Name — Mamber (Last. First, Middle Initial) 11. Gender — Mamber ANYTOWN WI 55555

MEMEER, IM A QO Male B Female

SECTION Il — DIAGNOSIS | TREATMENT INFORMATION

12. Diagnosis — Primary Code and Description 13. Stant Date — 501 14. First Drate of Treatmant — S01

401.9 — Hypertension NOS

15. Diagnosis — Secondary Code and Description 16. Requested PA Start Date

250.00 — Diabetes Il MM/DDVCCY'Y

17. Rendering | 18. Rendering | 19 Service 20, Modfiers 1. 22. Description of Senvice 23 aR 24, Charge

Prowider Provider Code POS

HNumbes Taxonomy 1 2 3| 4

Code

T‘ID19 12 Fersonal care services, 83 unis, wh 1 53 wosks 3|339 MR AN
Ti019 12 PRN personal care sanices. 56 unis/yr =753 MM MK
Ti019 u3 12 Personal care trawel tiee, 28 unitsiwk x 53 weeks 1,484 O KK

An approved aulhonzalion does nol quaranies paymenl. Reimbursenenl & conlingenl upon ernaliment of the member 8nd prendder 1 The e the Seivice is
prm-clcdand the complstensss. of the cllrmdonnabm Paymisnl will not be masde for sardicss inftated prior b approval or after the authonzation axpiration 25 Total
e, R will b i accordancas wih ForwaniHealh papmaed methodology and policy. I the member i anrolled in o BadgerCare Flis Managed | Cpoaropy XXX
szpwamatﬂwmlpﬂnrmmmdmm is prowided, ForwarndHsalth rembursement will be alowed anly if the service is nol covensd by e

Mansged Care Program

26, SIGMATURE — Requesting Provider 27. Date Signed
I.M. Requesting Provider MM/DDICCYY
Topic #449

Supporting Clinical Documentation

Wisconsin Medicaid

Certain PA (prior authorization) requests may require additional supporting clinical documentation to justify the
medical necessity for a service(s). Supporting documentation may include, but isnot limited to, X-rays, photographs, a

physician's prescription, clinical reports, and other materialsrelated to the member's condition.
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All supporting documentation submitted with a PA request must be clearly labeled and identified with the member's
name and member identification number. Securely packaged X-rays and dental modelswill bereturned to providers.

Photographs submitted to ForwardHealth as additional supporting clinical documentation for PA requests will not be
returned to providers and will be disposed of securely.
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General Information

Wisconsin Medicaid

Topic #4402

An Overview

ThePA (prior authorization) review processincludes both a clerical review and a clinical review. The PA request will
have one of the statuses detailed in the following table.

Prior Authorization Status

Description

Approved The PA request was approved.
Approved with Modifications |The PA request was approved with modifications to what was requested.
Denied The PA request was denied.

Returned — Provider Review

The PA request was returned to the provider for correction or for additional information.

Pending — Fiscal Agent
Review

The PA request is being reviewed by the Fiscal Agent.

Pending — Dentd Follow-up

The PA request is being reviewed by a Fiscal Agent dental specidist.

Pending — State Review

The PA request is being reviewed by the State.

Suspend — Provider Sending
Information

The PA request was submitted via the ForwardHealth Portal and the provider indicated they will
be sending additional supporting information on paper.

Inactive The PA reguest is inactive due to no response within 30 days to the returned provider review
letter and cannot be used for PA or claims processing.
Topic #3179

Case Sharing

Case Sharing Only for Personal Care Services

If the member requires more personal care servicesthan one provider can deliver, the provider may case shareto
meet the member's needsfor a PCW (personal care worker). It may be convenient for the agenciesinvolved if the
agency planning to provide most of the personal care servicesfor the member completesthe PCST (Personal Care
Screening Tool, F-11133 (01/11)). The provider that completesthe PCST isresponsible for coordinating and leading

the case sharing activities, however, each agency isrequired to complete and submit its own PA (prior authorization)

and amendment requests.

When screening the member for personal care servicesto be provided by more than one provider, the screener isto
completethe PCST based on the member's comprehensive weekly needsfor the assistance of a PCW. The screener
must not include assistance provided in or out of the home by informal supportsor unpaid caregivers. Only one
provider is permitted to complete the PCST (either the Web-based or paper PCST) for the member. Provider s sharing
the case should develop a system to sharerequired information needed for each provider to submit their PA request.

Information needed by each provider includesthe Full PCST.

Each provider sharing the caseisrequired to do one of the following:

Personal Care
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. Check "caseshare' on the PCST Summary Sheet when completing the Web-based PCST and include on the
PA/RF (Prior Authorization Request Form, F-11018 (05/13)) the names of the other agencies sharing the case.

. Check "caseshare" in paper PCST Element 36 and includein Element 36 the names of the other agenciesthat
aresharing the case.

Each provider needing travel time should separ ately add weekly units of travel timeto its PA/RF for the member.

Combined Units Requested Are Less Than or Equal to the Number of Units
Allocated

When sharing a case for which the combined number of unitsrequested by all providersislessthan or equal to the
number of unitsallocated by the PCST, each provider isrequired to submit the following documents:

. The PA/RF including:
o Thenumber of units per week the agency will provide.
o Thenumber of unitsper year of PRN (pro re nata) the agency will provide.
o The combined number of unitsto be provided by all case sharing providers.
. ThePersonal CarePrior Authorization Provider Acknowledgement (F-11134 (07/12)).
. A copy of the PCST Summary Sheet report.
. The staffing schedule, including the days of week and times of day that each agency will provide care. Providers
may use Element 15 of the Personal Care Addendum to record the staffing schedule.

. ThePOC (plan of care).

Combined Units Requested Are Greater Than the Number Allocated

Badger Care Plus PA requires each provider sharing the case to submit the following documents when the combined
number of unitsrequested exceeds the number of units allocated by the PCST:

. The PA/RF including:
o Thenumber of units per week the agency will provide.
o Thenumber of units per year of PRN the agency will provide.
o The combined number of unitsto be provided by all case sharing providers.
. ThePersonal Care Prior Authorization AcknowledgementST Report.
. Thecompleted Personal Care Addendum (F-11136 (10/08)).
. ThePOC.
. Supporting documentation, asdirected in the PCST instructions.

Physician Ordersfor the Shared Case

The physician orders must contain the combined number of hoursreflecting the member's need for personal care
services by a PCW and the number of hoursthat each provider will be providing care. The number of physician-
ordered hours of personal care services arethen to be shared among the providers on the case. For example, if the
PCST allocates 196 units per week for the member and providers" A" and "B" areto sharethe member's case, the
physician ordersfor providers" A" and "B" areto bewritten asfollows:

"PCW services 49 hours per week. Provider " A" to provide carefor 4 hoursper day, 7 days per week. Provider " B"
to provide carefor 3 hoursper day, 7 days per week."

Amendment

When it is necessary to amend PA for a shared case, only as many providers as needed should prepare amendments
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requesting additional units.

Case Sharing Personal Care Worker and Home Health Aide Services

Badger Care Plusrequiresthe PCST screener to do the following only when the provider is case sharing PCW and
home health aide services:

. Either check " case share" on the PCST Summary Sheet when completing the Web-based PCST and include on
the PA/RF the names of the other agencies sharing the case or, when using the paper PCST, check " case
share" in Element 36 and include the names of the other agenciesthat are case sharing.

. Submit the Personal Care Addendum with specific attention paid to Element 15.

. Submit the POC, which includes the ordersfor personal care services.

If a caseis shared with a home health agency providing home health aide visits, the home health agency is expected
toinclude routine personal caretasksin addition to MOTs (medically oriented tasks), ther eby lessening the need for
PCW activity.

Topic #434

Communication with Members

ForwardHealth recommends that providersinform membersthat PA (prior authorization) isrequired for certain
specified services before delivery of the services. Providers should also explain that, if required to obtain PA, they will
be submitting member records and information to Forwar dHealth on the member's behalf. Providersarerequired to
keep membersinformed of the PA request statusthroughout the entire PA process.

Member Questions

A member may call Member Servicesto find out whether or not a PA request has been submitted and, if so, when it
was received by ForwardHealth. The member will be advised to contact the provider if moreinformation is needed
about the status of an individual PA request.

Topic #435

Definition

PA (prior authorization) isthe electronic or written authorization issued by ForwardHealth to a provider prior to the
provision of a service. In most cases, providersarerequired to obtain PA before providing servicesthat require PA.
When granted, a PA request is approved for a specific period of time and specifies the type and quantity of service

allowed.

Topic #3124

Personal Care Services
PA isrequired for personal care servicesin the following circumstances:

. All personal care servicesthat exceed 50 hours per calendar year, per member, according to Wisconsin Act 27,
Laws of 1995, the biennial budget.
. All personal care hourswhen provided to a member whoisalso receiving PDN (private duty nursing) or
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ventilator-dependent PDN according to DHS 107.02(3)(e) and DHS 101.03(96m), Wis. Admin. Code.

Topic #5098

Designating an Addressfor Prior Authorization
Correspondence

Correspondence related to PA (prior authorization) will be sent to the practice location address on file with
ForwardHealth unlessthe provider designates a separate addressfor receipt of PA correspondence. This policy
appliesto all PA correspondence, including decision notice letters, returned provider review letters, returned
amendment provider letters, and returned supplemental documentation such as X-rays and dental models.

Photographs submitted to ForwardHealth as additional supporting clinical documentation for PA requests will not be
returned to providersand will be disposed of securely.

Providers may designate a separate address for PA correspondence using the demographic maintenance tool.

Topic #3178

Other Funding Sour ces

Some members may be dligible for services provided by programs funded by other sources such as Medicare,
commercial insurance, etc.

Although approval of personal care PA (prior authorization) requestsisnot affected by other funding sources, it is
helpful to the PA reviewersto be able to see that the member's needs are being met. Providers may identify other
funding sour ces by completing Element 13 of the PCST (Personal Care Screening Tool, F-11133 (01/11)).

Providersare urged to obtain PA before providing servicesif thereisany doubt other insuranceswill reimburse for
the service. If commer cial insurance or Medicar e coversthe requested services, providers are always required to bill
those health insurancesfirst, even when thereis an approved PA from ForwardHealth.

Topic #3177

Personal Care Services Provided by Home Health
Agencies

Home health agencies providing both home health services (skilled nursing, home health aide, medication
management, etc.) and personal care servicesto the same member may either choose to submit all serviceson the
same PA/RF (Prior Authorization Request Form, F-11018 (05/13)) or request services on separate PA/RFs. The
provider should be sureto include the required documentation for each type of service requested.

Topic #1141

Personal Care Services and the Hospice Benefit

M ember sreceiving personal care who elect the hospice benefit may be eligible to continue receiving personal care
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services from the personal care agency if those servicesare not directly related to theterminal illness.

If thiscriterion ismet, the agency providing personal care services will have already received PA (prior authorization)
for the member. The personal care agency isrequired to submit a Prior Authorization Amendment Request (F-11042
(07/12)) form and attach a copy of the hospice POC (plan of care) that identifies the need for continued personal care
services aswell as the specific services provided directly by the hospice. The POC must also indicate any aide
servicesto be provided by the hospice. Thismust be sent within seven calendar days of the member's election of
hospice care.

When the personal care PA needsto berenewed, a current hospice POC must beincluded. Renewal of PA for
personal care services may be granted up to, but not exceeding, the current L OS (level of service). Additional
personal care needsresulting from the terminal illness ar e the responsibility of the hospice.

Topic #2458

Reimbur sement

Personal care agencies should continueto bill for servicesthe same as befor e the member began hospice care.

For example, a member isa quadriplegic asaresult of an automobile accident and has been receiving personal care
services. The member isthen diagnosed with terminal cancer and elects the hospice benefit. Wisconsin M edicaid will
continueto reimburse the personal care provider for the PC required in connection with the quadriplegia with an
amended PA, including a hospice POC (plan of care€), identifying the continued need for that service. When the
member requires additional PC dueto theterminal iliness, the hospiceisresponsible for those additional services.

Topic #4383

Prior Authorization Numbers

Upon receipt of the PA/RF (Prior Authorization Request Form, F-11018 (05/13)), ForwardHealth will assign a PA
(prior authorization) number to each PA request.

The PA number consists of 10 digits, containing valuable information about the PA (e.g., the date the PA request was
received by ForwardHealth, the medium used to submit the PA request).

Each PA request isassigned a unique PA number. Thisnumber identifies valuable information about the PA. The
following table provides detailed information about inter preting the PA number.

Type of Number and Description |Applicable Numbers and Description

Media — One digit indicates media | Digits are identified as follows:

type. 1= paper; 2 = fax; 3 = STAT-PA (Specialized Transmission Approval Technology-
Prior Authorization); 4 = STAT-PA; 5 = Portal; 6 = Portal; 7 = NCPDP (National
Council for Prescription Drug Programs) transaction or 278 (278 Health Care Services
Review - Request for Review and Response) transaction; 9 = MedSolutions

Year — Two digitsindicate the year |For example, the year 2008 would appear as 08.
ForwardHealth received the PA
request.

Julian date— Three digitsindicate |For example, February 3 would appear as 034.
the day of the year, by Julian date, that
ForwardHealth received the PA
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request.

Sequence number — Four digits The sequence number is used internally by ForwardHealth.
indicate the sequence number.

Topic #11417

Process for Requesting Prior Authorization

To obtain PA (prior authorization) for personal care services, providersarerequired to submit documentsto
ForwardHealth that accurately and completely demonstrate the need for the requested personal care services. If the
documentation containserrorsor isincomplete, adjudication of the PA will be delayed while the request isreturned to
the provider to supply therequired information. With certain exceptions, providerswill be required to obtain physician
orders and develop the POC (plan of care€) before submitting a subsequent request for PA of personal care services.

PA does not relieve the provider of responsibility to meet all program requirementsincluding, but not limited to,
covered service requirements. Therefore, beforethe provider renders M edicaid-cover ed personal care services, the
screener may need to edit and recalculate the allocation so that the Full PCST (Personal Care Screening Tool, F-
11133 (01/11)) report accurately representsthe physician ordersand the provider does not claim for moretimethan is
authorized and allocated by the revised (i.e., edited and recalculated) PCST.

Topic #436

Reasons for Prior Authorization

Only about four percent of all services covered by Wisconsin Medicaid require PA (prior authorization). PA
requirementsvary for different types of services. Refer to ForwardHealth publicationsand DHS 107, Wis. Admin.
Code, for information regarding services that require PA. According to DHS 107.02(3)(b), Wis. Admin. Code, PA is
designed to do the following:

. Safeguard against unnecessary or inappropriate care and services.

. Safeguard against excess payments.

. Assessthe quality and timeliness of services.

. Promote the most effective and appropriate use of available services and facilities.
. Determineif less expensive alternative care, services, or suppliesare permissible.
. Curtail misutilization practices of providersand members.

PA requests are processed based on criteria established by the DHS (Department of Health Services).

Providers should not request PA for services that do not require PA simply to determine coverage or establish a
reimbursement rate for a manually priced procedure code. Also, new technologies or procedures do not necessarily
require PA. PA requestsfor servicesthat do not require PA aretypically returned to the provider. Providers having
difficulties determining whether or not a service requires PA may call Provider Services.

Topic #437

Referralsto Out-of-State Providers

PA (prior authorization) may be granted to out-of-state provider s when nonemer gency services are necessary to help
amember attain or regain hisor her health and ability to function independently. The PA request may be approved
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only when the services are not reasonably accessible to the member in Wisconsin.

Out-of-state providers arerequired to meet ForwardHealth's guidelines for PA approval. Thisincludes sending PA
requests, required attachments, and supporting documentation to ForwardHealth befor e the services are provided.

Note: Emergency services provided out-of-state do not require PA; however, claimsfor such services must include
appropriate documentation (e.g., anesthesia report, medical record) to be considered for reimbursement. Providers
arerequired to submit claims with supporting documentation on paper.

When a Wisconsin Medicaid provider refersa member to an out-of-state provider, the referring provider should
instruct the out-of-state provider to go to the Provider Enrollment | nformation home page on the ForwardHealth
Portal to complete a Medicaid Out-of-State Provider Enrollment Application.

All out-of-state nursing homes, regardless of location, arerequired to obtain PA for all services. All other out-of-state
non-border-status providersarerequired to obtain PA for all nonemergency services except for home dialysis
supplies and equipment.

Topic #438

Reimbur sement Not Guar anteed

Wisconsin Medicaid may declineto reimburse a provider for a service that has been prior authorized if one or more
of the following program requirementsisnot met:

. Theservice authorized on the approved PA (prior authorization) request isthe service provided.
. Theserviceis provided within the grant and expiration dates on the approved PA request.

. Themember iseligiblefor the service on the date the serviceis provided.

. Theprovider isenrolled in Wisconsin Medicaid on the date the serviceis provided.

. Theserviceisbilled according to service-specific claim instructions.

. Theprovider meetsother program requirements.

Providers may not collect payment from a member for a service requiring PA under any of the following
circumstances:

. Theprovider failed to seek PA before the service was provided.

. Theservice was provided beforethe PA grant date or after the PA expiration date.

. Theprovider obtained PA but failed to meet other program requirements.

. Theservice was provided before a decision was made, the member did not accept responsibility for the payment
of the service before the service was provided, and the PA was denied.

Therearecertain situations when a provider may collect payment for servicesin which PA was denied.

Other Health I nsurance Sour ces

Providersare encouraged, but not required, to request PA from ForwardHealth for covered servicesthat require PA
when members have other health insurance coverage. Thisisto allow payment by Wisconsin Medicaid for the
services provided in the event that the other health insurance sour ce denies or recoups payment for the service. If a
serviceisprovided before PA isobtained, ForwardHealth will not consider backdating a PA request solely to enable
the provider to be reimbursed.

Topic #2457
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Per sonal Care Services

Reimbursement will be allowed only for direct careor travel hoursactually used, within rounding guidelines, even if
the PA (prior authorization) allows for additional time.

M edicaid-enrolled home health/per sonal care agencies can bill for both home health and per sonal car e services on
the same claim form if the corresponding PA includes both PCW (personal care worker) and home health procedure
codes.

Topic #3176

Requesting PRN Hours

PRN (prorenata) (as needed) units may be requested when time is needed to accompany the member to medical
appointments and for short duration episodes of acute need for services from a PCW (personal care worker).

Although the weekly and annual amounts allocated by the PCST (Personal Care Screening Tool, F-11133 (01/11))
should be sufficient to meet the needs for weekly scheduled servicesfrom a PCW, there may be instances (such asa
short term need) in which a deviation might occur in the member's weekly needsfor services from a PCW. For the
occasional deviation in the member's needs for services from a PCW, PRN units may be requested. The PCST
allocatestime for PRN when the screener indicatesin the PCST both of the following:

. Themember hasaneed for PRN services.
. Themember hasaneed for a PCW to provide ADL (activities of daily living) services.

Requestsfor PRN should be recorded on a separate line of the PA/RF (Prior Authorization Request Form, F-11018
(05/13)). The amount of PRN time allocated by the PCST (96 units per year) should be adequate to meet most annual
PRN needs.

Asrequired with any other PA request for PCW services, the submitted documentation should describe medically
necessary cover ed personal care services, and that all informal supports (such asfamily and friends) have been
exhausted. The reason for PRN units should be indicated on the physician's orders. Personal careworker service
unitsauthorized to be used PRN may be used only for services covered under DHS 107.112(1)(b) and (2)(b), Wis.
Admin. Code. I n addition, PRN units should be requested as a specific number of units over the length of the entire
PA period.

Requesting Pro Re Nata Time on the Prior Authorization Request
Providers should take the following steps when making a request for PRN time:

1. Obtain a physician'sorder for PRN hours. Physician orders must be based on the member's weekly needs for
scheduled PCW services and must indicate the circumstances in which the PRN hours may be used.

2. Indicatethe annual PRN unitsbeing reguested in Element 22 on the PA/RF (thiswould include PRN units for
accompanying to medical appointments and PRN unitsfor use when thereisa deviation in the member's weekly
needsfor regularly scheduled PCW services).

If the annual number of PRN units being requested exceeds 96 units, Forwar dHealth requires completed itemsto be
included with the PA/RF:

. ThePOC (plan of care).
. The Personal Care Addendum form. (F-11136 (10/08))
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. Justification for the need for annual PRN to exceed 96 units.

Amending for Additional Pro Re Nata Time

If the authorized PRN timeis exhausted and moretimeis needed in the PA period to accompany the member to
medical appointmentsor for short duration episodes of acute need, the provider may request additional PRN time by
reguesting an amendment.

The physician ordersand Prior Authorization Amendment Request (F-11042 (07/12)) should be completed with
sufficient detail for the nurse consultant to adjudicate the request. Thetype of detail needed is demonstrated in the
following examples:

. Physician orders- Document in hours per year the additional PRN amount needed for the remaining months of
the PA period.

. Justification and specific information - The specific information needed to adjudicate the request for more PRN
will include the disciplines, dates, length of appointments already used, and how PRN time was used.

Providersarerequired to submit the appropriate paperwork when requesting an amendment to a current PA.

Documentation of Pro Re Nata Timein the Medical Record

Badger Care Plus reguires documentation of PRN unitsto be maintained in the medical record.

Topic #1268

Sour ces of | nformation

Providers should verify that they have the most current sources of information regarding PA (prior authorization). It is
critical that providersand staff have accessto these documents:

. Wisconsin Administrative Code: Chapters DHS 101 through DHS 109 are therulesregarding Medicaid
administration.

. Wisconsin Statutes: Sections 49.43 through 49.99 provide the legal framework for Wisconsin M edicaid.

. ForwardHealth Portal: The Portal givesthe latest policy information for all providers, including infor mation
about Medicaid managed care enrollees.

Topic #3812

Status Inquiries

Providers may inquire about the status of a PA (prior authorization) reguest through one of the following methods:

. Accessing WiCall, ForwardHealth's AVR (Automated Voice Response) system.
. Calling Provider Services.

Providers should have the 10-digit PA number available when making inquiries.

Topic #3175
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The50-Hour Prior Authorization Threshold

In each calendar year, Badger Care Plus allows a member to receive up to 50 hours of medically necessary per sonal
care servicesin any combination of prior authorized or non-prior authorized hours. Once Wisconsin M edicaid has
reimbur sed 50 hours of personal care servicesor travel timein a calendar year, all subsequent hours must have PA
(prior authorization). Thisis called the 50-hour PA threshold and allows sufficient time for a PA request to be
processed and for providersto coordinate careif necessary. The 50-hour PA threshold is per member, not per
provider.

Services That Count Toward the 50-Hour Prior Authorization Threshold
Servicesthat count toward the 50-hour PA threshold include the following:

. All reimbursed PCW (personal care worker) and travel time services, whether or not the services have PA.

. Theaggregate hours of PCW and travel time service for amember by all providers. Since it may be difficult for
to determineif another provider has already provided care, providers are encouraged to obtain PA as soon as
possible.

Example: A provider receives PA and begins providing personal care on January 1. If a claim issubmitted in January
for 50 hoursand the provider subsequently submitsa claim for 10 hours, the claim for 10 hourswill be denied because
the 50-hour PA threshold has already been met.

Services That Do Not Count Toward the 50-Hour Prior Authorization
Threshold

Servicesthat do not count toward the 50-hour PA threshold include the following:

. Personal care supervisory visits, which do not require PA.
. Home health services, such ashome health aide services, which have separ ate PA requirements. Refer to the
Home Health service area for these requirements.

Important Guidelines
Thefollowing areimportant guidelinesregarding the 50-hour PA threshhold:

. Once Medicaid hasreimbursed 50 hours of personal careor travel timefor a member in a calendar year, all
subsequent personal care servicesrequire PA.
. ForwardHealth will not backdate a PA dueto a provider'sfailureto monitor the number of hours of personal
care provided.
. Claimsfor services beyond the 50-hour PA limit will be denied if thereisno PA.
. Becausethe number of hoursthat can be provided before PA isrequired islimited, the provider should do the
following:
o Request PA for amember when theinitial POC (plan of care) is completed.
o Coordinate serviceswith other agenciesin situations of case sharing because services by all providers
count toward the 50-hour limit.
o Reguest subsequent PAs before the current PA expiresto avoid a lapsein service. Renewal PAswill not
be backdated.
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Grant and Expiration Dates

Topic #439

Backdating

Backdating an initial PA (prior authorization) request or SOI (spell of illness) to a date prior to ForwardHealth'sinitial
receipt of therequest may be allowed in limited circumstances.

A request for backdating may be approved if all of the following conditions are met:
. Theprovider specifically requests backdating in writing on the PA or SOI request.
. Therequest includes clinical justification for beginning the service before PA or SOI was granted.

. Therequest isreceived by ForwardHealth within 14 calendar days of the start of the provision of services.

Topic #2071

Initial Requests

An initial PA request may be backdated up to 14 calendar daysfrom thefirst date of receipt by ForwardHealth. For
backdating to be authorized, both of the following criteria must be met:

. Theprovider specifically requests backdating in writing on the PA reguest.
. Therequest includes clinical justification for beginning the service before PA was granted.
. Therequest isreceived by ForwardHealth within 14 calendar days of the start of the provision of services.

Extraordinary Circumstances
In the following cases, a PA request may be backdated for morethan 14 days.

. A court order or hearing decision requiring Wisconsin Medicaid coverage is attached to the PA request.

. Themember isretroactively enrolled. (Indicatein Element 21 of the PA/RF (Prior Authorization Request Form,
F-11018 (05/13)) that the service was provided during a period of member retroactive enroliment. In Element
15, indicate the actual date the service was provided.)

Returned Requests

An initial PA request returned for additional information may be backdated 14 calendar days from the dateit was
initially received by ForwardHealth if the additional corrected information isreturned with the original PA/RF.

Amendment Requests

PA amendment requests may be backdated 14 calendar days from the date of receipt by ForwardHealth if the request
isfor urgent situationsin which medical necessity could not have been predicted.

Amendment requests may also be backdated to the grant date on the original PA request for the following two
reasons:
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. Theamendment request isdirectly related to a modification of the original request and ForwardHealth receives
the amendment request within 14 days of the adjudication date on the original PA/RF.
. Theamendment request resultsfrom an error on the original adjudication.

Denied Requests

Once a PA request has been denied, that PA number can no longer be used. A new PA number must be used with a
new request. A new request following a denial may be backdated to the original date the denied request was r eceived
by ForwardHealth when all the following criteria are met:

. Theearlier grant dateisrequested.

. Thedenied PA request isreferred to in writing.

. Thenew PA request hasinformation to justify approval.

. Therequest for reconsideration submitted with additional supporting documentation isreceived within 14
calendar days of the adjudication date on the original denied PA reguest.

Subsequent Requests Will Not Be Backdated

ForwardHealth will not backdate subsequent PA requests for continuation of ongoing services. To prevent alapsein
coverage, all subsequent PA reguests must be received by ForwardHealth prior to the expiration date of the previous
PA.

Topic #440

Expiration Date

The expiration (end) date of an approved or modified PA (prior authorization) request isthe date through which
servicesareprior authorized. PA requestsare granted for varying periods of time. Expiration dates may vary and do
not automatically expire at the end of the month or calendar year. In addition, providers may request a specific
expiration date. Providers should carefully review all approved and modified PA requests and make note of the
expiration dates.

Topic #441

Grant Date

Thegrant (start) date of an approved or modified PA (prior authorization) request isthefirst datein which services
are prior authorized and will be reimbursed under this PA number. On a PA request, providers may request a specific
datethat they intend servicesto begin. If no grant dateisrequested or the grant dateisillegible, the grant date will
typically be the date the PA request wasreviewed by ForwardHealth.

Topic #442

Renewal Requests

To prevent alapsein coverage or reimbursement for ongoing services, all renewal PA (prior authorization) requests
(i.e., subsequent PA requestsfor ongoing services) must be received by ForwardHealth prior to the expiration date of
the previous PA request. Each provider issolely responsible for the timely submission of PA request renewals.
Renewal requests will not be backdated for continuation of ongoing services.
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Member Eligibility Changes

Topic #443

L oss of Enrollment During Treatment

Some covered services consist of sequential treatment steps, meaning mor e than one office visit or serviceis
required to complete treatment.

In most cases, if amember loses enrollment midway through treatment, or at any time between the grant and
enddates, Wisconsin Medicaid will not reimburse services (including prior authorized services) provided during an
enrollment lapse. Providers should not assume Wisconsin Medicaid covers completion of services after the member's
enrollment has been terminated.

To avoid potential reimbursement problemswhen a member loses enrollment during treatment, providers should
follow these procedures:

. Ask to seethe member's ForwardHealth identification card to verify the member's enroliment or consult
Wisconsin's EVS (Enrollment Verification System) before the services are provided at each visit.

. When the PA (prior authorization) request is approved, verify that the member is still enrolled and eligibleto
receive the service before providing it. An approved PA request does not guarantee payment and is subject to
the enrollment of the member.

Members arefinancially responsible for any servicesreceived after their enrollment has ended. If the member
wishes to continue treatment, it is a decision between the provider and the member whether the service should be
given and how payment will be made for the service.

To avoid misunderstandings, providers should remind membersthat they are financially responsible for any continued
care after their enrollment ends.

Topic #444

Retr oactive Disenrollment from State-Contracted M COs

Occasionally, a servicerequiring fee-for-service PA (prior authorization) is performed during a member's enrollment
period in a state-contracted M CO (managed car e organization). After the serviceis provided, and it is determined
that the member should be retroactively disenrolled from the MCO, the member's enrollment is changed to fee-for-
servicefor the DOS (date of service). The member is continuously eigible for Badger Care Plus or Wisconsin
Medicaid but has moved from M CO enrollment to fee-for-service status.

In this situation, the state-contracted M CO would deny the claim because the member was not enrolled on the DOS.
Fee-for-service would also deny the claim because PA was not obtained.

Providers may take the following stepsto obtain reimbursement in this situation:
. For aservicerequiring PA for fee-for-service members, the provider isrequired to submit a retroactive PA

request. For a PA request submitted on paper, indicate" RETROACTIVE FEE-FOR-SERVICE" along with a
written description of the service requested/provided under " Description of Service." Also indicate the actual
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date(s) the service(s) was provided. For a PA request submitted via the ForwardHealth Portal, indicate
"RETROACTIVE FEE-FOR-SERVICE" along with a description of the service requested/provided under the
" Service Code Description” field or include additional supporting documentation. Also indicate the actual date
(s) the service(s) was provided.

. If the PA request is approved, the provider isrequired to follow fee-for-service policies and procedures for
claims submission.

. If the PA request is denied, Wisconsin Medicaid will not reimburse the provider for the services. A PA request
would be denied for reasons such aslack of medical necessity. A PA request would not be denied duetothe
retr oactive fee-for-service status of the member.

Topic #445

Retr oactive Enrollment

If a service(s) that requires PA (prior authorization) was performed during a member'sretroactive enrollment period,
the provider isrequired to submit a PA request and receive approval from ForwardHealth before submitting a claim.
For a PA request submitted on paper, indicate the words"” RETROACTIVE ENROLLMENT" at thetop of the PA
request along with a written description explaining that the service was provided at a time when the member was
retroactively enrolled under " Description of Service." Also include the actual date(s) the service(s) was provided. For
a PA request submitted via the ForwardHealth Portal, indicate the words” RETROACTIVE ENROLLMENT" along
with a description explaining that the service was provided at a time when the member was retroactively eligible
under the" Service Code Description” field or include additional supporting documentation. Also include the actual
date(s) the service(s) was provided.

If the member wasretroactively enrolled, and the PA request is approved, the service(s) may be reimbursable, and
the earliest effective date of the PA request will be the date the member receivesretroactive enrollment. If the PA
request isdenied, the provider will not bereimbursed for the service(s). Members have theright to appeal the
decision to deny a PA request.

If a member requests a service that requires PA before hisor her retroactive enrollment is determined, the provider
should explain to the member that he or she may beliable for the full cost of the serviceif retroactive enrollment is
not granted and the PA request is not approved. This should be documented in the member'srecord.
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Personal Care Screening Tool

Topic #3165

A Web-Based Personal Care Screening Tool Resulting in
| nsufficient Units

When the personal care screener correctly completesthe PCST (Personal Care Screening Tool, F-11133 (01/11)), the
PCST allocatestime for medically necessary tasksin amounts that should be sufficient for a PCW (personal care
worker) to completethetasks. If after the PCST iscompleted the RN (registered nurse) determinesthat an
insufficient number of units have been allocated for the member's per sonal care services, the RN should identify the
factors present to justify a greater allocation of unitsthan that computed by the PCST.

When zero units are allocated, the member might not qualify for personal care services, or the RN may determine
that there arefactors present to justify units of personal care services.

If an RN determinesthat a greater allocation of unitsisjustified for the member and the provider requests PA (prior
authorization) for more units than computed by the PCST, ForwardHealth requires providersto submit the following:

. PA/RF (Prior Authorization Request Form, F-11018 (05/13)).

. Personal CarePrior Authorization Provider Acknowledgement (F-11134 (07/12)).
. A copy of the Full PCST report, including the Summary Sheet.

. ThePersonal Care Addendum (F-11136 (10/08)).

. ThePOC (plan of care).

. Supporting documentation, as directed in the PCST instructions.

The PA/RF should include the following infor mation listed separ ately:

. Thenumber of weekly and annual unitsrequested.

. If needed, the number of annual PRN (pro re nata) units requested.

. If needed, the number of weekly and annual unitsrequested for travel time.
Note: When the provider wantsto communicate more information to ForwardHealth than the Web-based PCST
comment section can hold, the provider may include the additional information with the addendum. The provider
should not submit the paper PCST with the PA request.

ForwardHealth will adjudicate the PA request and notify the provider of the number of authorized unitson the
adjudicated PA request.

Topic #4621

Allocation Based on FrequenciesIndicated in the
Personal Care Screening Tool

The PCST (Personal Care Screening Tool, F-11133 (01/11)) instructions reguire the provider to indicate the frequency
a PCW (personal careworker) will be providing the service-specific activity. When Badger Car e Plus authorizesthe
number of units/week as allocated by the PCST, the provider may not use all the units without providing the services
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as frequently aswasindicated on the PCST.

Providers should use the Personal Care Activity Time Allocation Tableto assist in prorating time for the services
when services are provided less frequently than indicated on the PCST. The table does not include the time added
when moretimeisrequested due to the member's medical condition or behaviorsthat make it more time consuming
for the PCW to complete the assigned task. If " yes' ischecked in Elements 33, 34, or 35 (with " Yes' for
interventions) of the PCST, thetotal timefor ADL (activities of daily living) and MOTs (medically oriented tasks) is
multiplied by a factor of 1.25.

Also, if ADL and MOT servicesare provided less frequently than the documentation indicates, the time for services
incidental to ADL and MOTs should be reduced proprotionately.
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Personal Care Activity Time Allocation Table

Activity Response *Time (in Max/Day Max/Week Limitations
Selected Minutes) | Frequencies | Frequencies
Bathing A, B, and F 0 1 7
C,D,ond E 30 1 7
C.D,ond E &0 1 7 Allowed when the anly service
provided is bathing.
Dressing - A, B, and F 0 2 7
Upper C,DendE 10 2 7
Dressing - A, B, and F 0 2 7
Lower C,DondE 10 2 7
Placement of | Yes 10 1 7 Time allocated includes the
Prostheses placement and the removal of
prosthetic items.
Grooming A, B and G 0 2 7
D] 5 2 7
C.E andF 15 2 /
Eoting 0, A, B, and 0 3 7
H
C 5 3 7
D,E,F,and G |20 3 7
Mability 0,4 B and E 0 1 7
C,D 20 1 7
Toileting A, B and G 0 0 7 Regardless of the combination of
Cand D 10 0-9 7 selections and frequencies, the
E 15 0-6 7 daily maximum is 90 minutes,
F 5 0.-18 7
Transfers A B G, andF 0 1 7 Maximum daily allocation. This
CoaondD 30 1 7 daily amaount is in addition to time
E 45 1 7 allocated for transfers with
bathing and taileting.
Medication 0,A, B, and C 0 7
Assistance D 5 7
Glucometer | Yes 5 7
Readings
Skin Care fes 5 2 7
Catheter Site | Yes 5 2 7
Care
G-Tube Site | Yes 5 2 7
Care
Complex Yes 5 & 7
Paositioning

*This versiow af Personal Care Adieity Tewe Allocaivon Tabde afybes fo alleations calolated after Fefraary 4, 2017, and compieted saing PCST lustroctions P

111334 (017 11),

Topic #3174

Personal Care
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An Overview of the Personal Care Screening Tool

The PCST (Personal Care Screening Tool, F-11133 (01/11)) was developed to assist providersin determining the
number of unitsto request for PA (prior authorization) of medically necessary personal care servicesthat areto be
provided by a PCW (personal careworker).

Providers may choose to complete either the Web-based or paper PCST. Either format may be used for a member
who requires personal care services. Providersareto use the PCST instructions with therevision date of 01/11 for
screen allocations calculated after February 4, 2011.

The PCST should be completed based on the member's needs for medically necessary personal care services
provided in the member's home by a PCW. The frequenciesindicated on the PCST should reflect the frequencies per
week the agency providing personal care serviceswill provide and should match the frequencies on the PA/RF (Prior
Authorization Request Form, F-11018 (05/13)), physician orders, and the POC (plan of care).

The PCST allocates weekly and annual units based on the information the screener entersinto thetool. When the
provider requests PA for personal care services, Badger Care Pluswill not authorize unitsthat are requested in
excess of what the PCST allocates without sufficient additional documentation. The PSCT increases the amount
allocated if the screener indicatesthat the member exhibits behavior (s) more than once per week that makethe ADL
(activities of daily living) and MOTs (medically oriented tasks) more time consuming for the PCW to complete. The
PCST also increases the amount if the screener indicates that the member hasa rare medical condition that makes
the ADL and MOTs moretime consuming for the PCW to complete. For those occasional deviations when the
member's condition requires moretime to complete the tasks in the week, the provider should make use of the
authorized PRN units.

Providers may contact Provider Serviceswith questions about the PCST .

Web-Based Personal Care Screening Tool

By completing the Web-based version of the PCST, providers can deter mine the maximum number of units of
personal care services that may be authorized without submitting additional supporting clinical documentation. The
PCST Summary Sheet displaysthe number of unitsallocated and information pertinent to the determination.

Providers are encouraged to utilize the Web-based version to immediately identify the number of units that may be
indicated on the PA request. Providerswho have been granted user access may access the Web-based PCST.

Paper Personal Care Screening Tool

Providers may choose to complete the paper PCST rather than using the Web-based PCST. To avoid delays,
providersarerequired to enter information on the paper form for all required elements as stated in the completion
instructions. After Badger Care Plus receives the paper PCST with the provider's PA request, Badger Care Plus will
enter the PCST data into the Web-based PCST for the provider. The authorized number of units will then be
communicated back to the provider on the PA/RF when the request is adjudicated.

Topic #3173

Authorized Screeners

Only an agency-designated RN (registered nurse) or authorized LTC FS (Long Term Care Functional Screen)
screener may completethe PCST (Personal Care Screening Tool, F-11133 (01/11)). For an individual other than an
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RN to become an authorized PCST screener, the screener should meet all the following requirements:

. Beauthorized to complete the PCST by the agency authorized to completethe LTC FS.
. BeaDLTC (Division of Long Term Care)-certified LTC FS screener.

Topic #3171

Completing the Paper Personal Care Screening T ool
Requesting Zero Units

When requesting PA (prior authorization) for personal care services and using the paper PCST (Personal Care
Screening Tool, F-11133 (01/11)), the basic stepsto complete include the following:

1. Theagency-designated RN (registered nurse) or authorized LTC FS (Long Term Care Functional Screen)
screener completes all information requested on the paper PCST. (To avoid delaysin processing, the agency-
designated RN or authorized L TC FS screener should respond to all required elements as stated in the
completion instructions.)

2. Theprovider completes the following documentation:

o PA/RF (Prior Authorization Request Form, F-11018 (05/13)).
» Personal CarePrior Authorization Provider Acknowledgement (F-11134 (07/12)).

3. Theprovider submitsall of the above documentation to ForwardHealth.

The PA/RF should include the following information listed separately:

. Zeroweekly and annual units of PC services.
. If needed, zero annual unitsof PRN (pro re nata).
. If needed, the number of weekly and annual units requested for travel time.

ForwardHealth will enter theinformation from the paper PCST into the Web-based PCST and adjudicate the PA
according to the number of personal care unitsallocated by the Web-based PCST. ForwardHealth will notify the
provider of the number of authorized unitsand include a copy of the Full PCST when the adjudicated PA request is
returned to the provider.

If, after the PA isadjudicated and returned to the provider, the RN determinesthat a greater number of unitsthan
those authorized arejustified for the member, the provider may complete a PA Amendment Request (F-11042
(07/12)) to amend an approved PA.

Topic #3172

Completing the Paper Personal Care Screening T ool
with Additional Documentation

Requesting a Quantity Greater Than Zero

When requesting PA (prior authorization) for personal care services using the paper PCST (Personal Care Screening
Tool, F-11133 (01/11)) and if requesting a specific quantity of units greater than zero, the basic stepsto complete
include the following:
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1. Theagency-designated RN (registered nurse) or authorized LTC FS (Long Term Care Functional Screener)
completes all information requested on the paper PCST. (To avoid delaysin processing, the agency-designated
RN or authorized LTC FS screener should respond to all required elements as stated in the completion
instructions.)

2. Theprovider completesthe following documentation:

o PA/RF (Prior Authorization Request Form, F-11018 (05/13)).
o Personal CarePrior Authorization Provider Acknowledgement (F-11134 (07/12)).
o Personal Care Addendum.

POC (plan of care).
Supporting documentation, as directed in the PCST instructions.
3. Theprovider submitsall of the prior documentation to ForwardHealth.

The PA/RF should include the following information listed separately:

. Thenumber of weekly and annual unitsrequested.

. If needed, the number of annual PRN (pro re nata) unitsrequested.

. If needed, the number of weekly and annual units requested for travel time.
ForwardHealth will enter the information from the paper PCST into the Web-based PCST and adjudicate the PA. The
documentation submitted is used to adjudicate the PA when the provider requests a number of unitsin excess of the

number of unitsthe Web-based PCST allocates. ForwardHealth will notify the provider of the number of authorized
units and include a copy of the Full PCST when the adjudicated PA is sent to the provider.

Topic #3170

Completing the Web-Based Personal Care Screening
Tool

Two entry paths exist to complete the PCST (Personal Care Screening Tool, F-11133 (01/11)), " Screen” and " Edit
Screen." Each path isdesignated for specific purposes.

The screener may select " Screen” for any of the following purposes:

. Toenter information about a new applicant that previously has not been screened for personal care services.

. Toenter information asaresult of along-term change in the member's condition and based on a face-to-face
visit in the member's home.

. Tocompletethe PCST in order torequest PA (prior authorization) for personal care servicesfor a subsequent
PA period.

The screener may select " Edit Screen™ for any of the following pur poses:

. Tocorrect information entered for the" Initial screen."
. Tochange medical insurance information.
. Toupdate " optional" fields.

Personal Care Screening Tool Instructions

The PCST instructions are abbreviated in the Web-based PCST application prompts. Screeners should be familiar
with the PCST instructions and should not rely solely on the prompts provided with the Web-based PCST. Before

beginning the Web-based PCST, the screener isinstructed to read the following message on the Basic Infor mation
page of the Web-based PCST:
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The Web-based PCST contains language that is abbreviated from the paper PCST. Instructionsfor the PCST provide
guidance to the authorized screener responding to questionsin the paper and the Web-based PCST formats.
Regardless of the PCST format (paper or Web-based) screeners must adhereto the PCST Completion Instructions
(F-11133A (08/15)) when completing the PCST.

By completing the Web-based PCST, you are acknowledging that you have read the above, understand the
limitations of the Web-based PCST, and agree to the use of the PCST subject to the above terms.

When requesting PA for personal care services using the Web-based PCST, the basic steps include the following:

The agency-designated RN (registered nurse) or authorized LTC FS(Long Term Care Functional Screen) completes
all information requested on the PCST and printsthe Full PCST Report.

. Theprovider completesthe following documentation:
o PA/RF (Prior Authorization Request Form, F-11018 (05/13)).
o Personal CarePrior Authorization Provider Acknowledgement (F-11134 (07/12)).
. Theprovider submitsall documentation to ForwardHealth including a copy of the PCST Report Summary
Sheet.
. ForwardHealth adjudicates the PA request.
. Theprovider isnotified of the number of authorized unitson the adjudicated PA request.

The PA/RF should include the following information listed separately:
. Thenumber of weekly and annual unitsequal to or lessthan the number of weekly and annual units allocated
by the PCST.
. If needed, the number of PRN (pro re nata) units equal to or lessthan the number of annual units allocated by
the PCST.
. If needed, the number of weekly and annual unitsrequested for travel time.

Topic #3169

Components Requiring Manual Review

The PCST (Personal Care Screening Tool, F-11133 (01/11)) does not allocate timein the following situations:

. Themedically oriented taskslisted in Part 111 of the MOTs (Medically Oriented Tasks) section (Element 29)
aremarked on the PCST.

. The"ageappropriate" responseisselected in the ADL (Activities of Daily Living) section. (Typically, children
ages five and younger requir e the assistance of an adult to complete many ADL.)

When requesting more unitsthan the PCST allocated, the provider isrequired to submit the Personal Care Addendum
(F-11136 (10/08)), the POC (plan of care), and other supporting documentation, asdirected in the PCST Completion
Instructions.

Medically Oriented Tasks

When MOTslisted in Part 111 of the MOTs section are identified on the PCST, nurse consultants adjudicate the PA
(prior authorization) requests based on PA/RF (Prior Authorization Request Form, F-11018 (05/13)), full PCST, and
other information required to be submitted. A nurse consultant manual review of the PA request will be required only
when the total amount of time computed by the PCST isinsufficient for a PCW (personal care worker) to provide the
delegated tasksidentified and additional timeisbeing requested for those delegated tasks.
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Age-Appropriate Assistance

The provider may request more units when the age appropriate response is selected if the RN (registered nurse)
determinesthetask requires more assistance than an adult would typically provide to a child that age and the PCST
allocated an insufficient number of unitsto meet the member's weekly needs for PCW services. When requesting
mor e unitsthan the PCST allocated, providersarerequired to indicate the reason that more assistanceis needed in
the comment section for that ADL and submit the Personal Care Addendum (including the POC).

Topic #3708

Correcting Errors Entered into the Personal Care
Screening Tooal

The provider may correct errorsin theinformation entered into the PCST (Personal Care Screening Tool, F-11133

(01/11)).

When completing the Web-based PCST, screeners ar e cautioned against using the computer's mouse scroll function.
Using the scroll function may change the selections in the drop-down menus. Befor e calculating the allocation, the
screener should carefully review the selections for each element in the PCST.

With limited exceptions, Forwar dHealth expects that once the screener becomes familiar with the PCST, the screener
will not have to edit the screen after the allocation is determined and before the PA (prior authorization) request is
submitted for adjudication. The screener isencouraged to review PCST responses before proceeding to the allocation
screen.

ForwardHealth hasthe ability to monitor screen editing activities.

Correcting the Personal Care Screening Tool After Prior Authorization Has
Been Adjudicated

If the provider discoversthat he or she hasentered an incorrect responseinto the PCST after submitting the PA
request, he or she should edit the screen and compare the amount that is allocated after the PCST screen is edited to
the amount that was prior authorized. The provider'sactions depend on the results of the comparison.

When the prior authorized amount is less than the amount of the revised allocation, then the provider may send in an
amendment request only if moretimeis needed than has been authorized.

When the prior authorized amount is equal to or more than the amount of the revised allocation, the provider isnot
required to submit an amendment. However, the provider may not use amountsin excess of the revised PCST
allocation. Paymentsfor services provided are subject to recoupment if the services were authorized as aresult of
provider error when completing the PCST. Prior authorization does not constitute a guarantee or promise of payment.
Furthermore, Wisconsin M edicaid will reimburse providersonly for medically necessary servicesthat are provided,
ordered by the physician, and supported by the POC (plan of care).

If, after editing the PCST, the amount allocated isless than the amount authorized and the RN (registered nur ses)
determinesthat the PCST hasnot allocated a sufficient number of units, the provider may request moretime.

Topic #11457
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Face-to-Face Visitsin the Home

Whether the screener isusing the Web-based or paper PCST (Personal Care Screening Tool), the PCST must be
completed based on a face-to-face evaluation of the member in the member's home. The screener must directly
observe the member performing the activity before selecting the member'slevel of need for assistance in the home.

Per sonal care services must not be substituted for alternative techniques and assistive devices that the member can
use to obtain or maintain independence or require less assistance. The screener must observe the member using
available assistive devicesto perform the activities. The member may need an occupational therapy and/or physical
therapy evaluation and prescription for one or mor e assistive devices before the PCST can be completed. The
screener should not indicate a need for assistance if the member refusesto use an appropriate assistive device or
alternative technique to perform the activity.

Topic #3870

|nitiating a Screen

Not all the membersreceiving personal care serviceswill havean LTC FS (Long Term Care Functional Screen). For
memberswith or without an existing LTC FS, the requesting provider can initiate the PCST (Personal Care Screening
Tool, F-11133 (01/11)). Providers should carefully check the member'sidentifying information, especially the Social
Security number, to verify that an LTC FSor another PCST does not exist for the member.

Before submitting a paper PCST to ForwardHealth for data entry, providers should carefully check the member's
identifying information, especially the Social Security number.

If during data entry, ForwardHealth discoversthe member has already been screened by another provider, the PA
(prior authorization) request including the paper PCST will be returned.

Topic #3707

Long Term Care Functional Screen Creates Error
M essage on the Per sonal Care Screening T ool

ThedataontheLTC FS(Long Term Care Functional Screen) and PCST (Personal Care Screening Tool, F-11133
(01/11)) screen should be consistent. During the Web PCST data entry, a message may appear advising the screener
that the response entered into the PCST element isinconsistent with information provided in theadult LTC FS.

In order to removethe error message, it isnecessary for the PCST screener to reach an agreement with the
authorized LTC FSscreener. Theauthorized LTC FS screener contact information islocated on the Basic
Information page of the Web-based PCST.

If theauthorized LTC FS screener does not agree with the PCST screener to changethe LTC FSresponse, then the
PCST screener will not be able to calculate the allocation.

When ForwardHealth enters data from a paper PCST into the Web-based PCST and an error message appears,
ForwardHealth will return the PA (prior authorization) request to the provider to resolve the conflict. TheLTC FS
screener contact information will beincluded with thereturned PA request.

Topic #11477
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Medically Oriented Tasks

The PCST (Personal Care Screening Toal, F-11133 (01/11)) includes selectionsfor the screener to indicatethe
member requires assistance from a PCW (personal careworker) with MOTs (medically oriented tasks). The more
common MOTsarenamed in thetool, but the PCST allowsfor other MOTsto be specified under " Other" in Element
28 on the paper form and MOT Part 3 on the Web-based form.

An MOT may beincluded on the PCST only if thetask is ordered by the physician, included in the POC (plan of care)
and delegated to the PCW by the RN (registered nurse) supervisor.

Topic #11497

Parametersfor Making Selections

The PCST (Personal Care Screening Tool, F-11133 (01/11)) isatool that collectsinformation on an individual's ability
to accomplish ADL (activities of daily living), IADL (instrumental activities of daily living), MOTs (medically oriented
tasks) delegated by an RN (registered nurse), and the member's need for PCW (personal care worker) assistance
with these activitiesin the home. The screener may not include services provided to the member by informal, unpaid
supportssuch asfamily or friends. Whether the screener isusing the Web-based or paper PCST, the PCST must be
completed based on a face-to-face evaluation of theindividual in hisor her home.

The screener must directly observe the member performing the activity before selecting the member's level of need
for assistancein the home. Personal care services should not be substituted for alter native techniques and assistive
devicesthat the member can use to obtain or maintain independence or require less assistance.

Only an authorized LTC FS (Adult Long Term Care Functional Screen) screener or agency-designated RN may
completethe PCST. Clerical entry of information into the PCST may be done by usersto whom DHS (Department of
Health Services) has granted access, however, theinformation the clerical staff entersinto the PCST must be only
theinformation provided by the authorized L TC FS screener or agency-designated RN.

When completing the PCST for requesting PA (prior authorization) of PC (personal care) services, the screener must
adhereto the following parameter s as applicable:

Age-Appropriate Responsesfor Activities of Daily Living

Typically, children age five and younger require the assistance of an adult to perform many ADLs. The " age
appropriate’ response should be selected for tasks with an age range associated with the activity (i.e., bathing,
dressing, grooming, eating, mobility, toileting, and transfers) and the child's age falls within the stated range.

Assistive Devices

The member may beindependent or less dependent on a PCW for assistance with performing activitiesif the member
uses assistive devices. Providing PCW assistance with PC services cannot replace less expensive alter natives that
can be used to maintain the member in hisher home. The screener must observe the member using available
assistive devicesto perform activities. Assistance from a PCW with an activity is not medically necessary if the
member can perform the activity safely with the use of an assistive device; therefore, the PC serviceisnot a covered
service, DHS 107.02(3) and DHS 107.03(5) and (9), Wis. Admin. Code. ForwardHealth coversa variety of assistive
devices. The member may need an occupational therapy and/or physical therapy evaluation and prescription for one
or more assistive devices before PCST form is completed.
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Authorized Screener

The completed PCST must include the name and credentials (as applicable) of the authorized per son completing the
PCST aswell asthe authorized screener's signature and date of signature. A screener authorized to completethe
PCST must meet one of the following criteria:

. Isauthorized to completethe LTC FS.
. IsaRN designated by the agency requesting PA for PC services.

Bathing

Bathing involves the cleansing of surfaces of the entire body along with preparatory and follow-up activities.
Assistance with bathing includes clothing changes, cleansing the body, shampooing hair (as needed), drying, lotion and
deodorant applications, and routine catheter care. Cleansing that does not involving the entire body surfaceis not
"bathing." Refer to Grooming for assistance with cleansing that does not involve surfaces of the entire body.
Shampooing the hair without cleansing the remainder of the body is not " bathing."

Behaviors

The"Yes' sdection for behaviors making the ADL tasks more time consuming for the PCW to perform must not be
selected unlessthe behaviorsinterfere with the performance of an ADL more often than once per week. Additionally,
behaviors must be identified along with an explanation asto how behaviors make the tasks mor e time consuming for
the PCW to perform.

Bowel Program

A bowel program involves a physician-prescribed regimen to develop proper bowel evacuation. A bowel program may
include the use of suppositories, enemas, or digital stimulation and includes assistance with related hygiene activities.
A task indicated for the bowel program should not beindicated unlessit is performed by the PCW at least once per
week.

Catheter Site Care

Catheter site careinvolves cleansing the site wher e the suprapubic catheter entersthe body. Cleansing typically
involves the use of soap and water and is followed by covering with gauze. Catheter site care should not be mistaken
for carefor an indwelling catheter. Indwelling catheter careistypically performed with the bathing activity. Catheter
site care does not involve theinsertion of cathetersor sterileirrigation of catheters.

Complex Positioning
Thisisnot an ADL but is specialized positioning delegated by an RN and including positioning required to:

. Reduce spasticity.
. Properly apply a brace or splint so it will be effective and not harm the member.
. Prevent skin breakdowns when the member has demonstrated problemswith frequent skin breakdowns.

Complex positioning includes positioning required to change body positions while at a specific location for the purpose
of maintaining skin integrity, pulmonary function, and circulation. Complex positioning to be provided only during
bathing, dressing, and toileting activities should not be indicated on the PCST.
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Complex Transfers

Complex transfers are covered as delegated nursing tasks, not asADL. A complex transfer requiresthe use of a
special device (e.g., Hoyer lift) or a specialized technique and isrequired to prevent a negative outcome likely to
result from techniques used in smpletransfers. Assistance with a simpletransfer does not require RN delegation and
may involve using a device such as a diding board or transfer belt.

Complex transfers may be medically necessary when the member has no volitional movement below the neck and
simpletransfer techniques have been demonstrated to be ineffective and unsafe.

Constant Supervision by a Personal Care Worker

" Constant supervision" of a PC serviceisreserved for memberswho cannot perform the activity without continuous
direction from a PCW and if the PCW physically intervenesto ensurethe member performsthe activity safely. The
PCW must be actively involved in directing the member during the execution of the activity and physically participate
in one or more steps of the activity the member is performing. Watching the member executing the task by himself or
her self without physical intervention isnot " constant supervision."

Delegated Nursing Tasks

If an RN délegates nursing tasksto a PCW, the delegating RN isresponsible for supervising the provision of the
delegated nursing actsasrequired under N 6, Wis. Admin. Code, Board of Nursing and DHS 133.18, Wis. Admin.
Code. In Section V Partsl, Il,and 111 (Medically Oriented Tasks- Delegated Nursing Acts), indicate a frequency for
delegated nursing tasks only for the task(s) the supervising RN will delegate to the PCW(s) and will providethe
appropriate level of supervision required for the member's situation (basic or complex as defined under N 6, Wis.
Admin. Code, Board of Nursing).

Dressing

Dressing involves activitiesrelated to changing clothing. Typical clothing changes are from sleepwear to daywear and
from daywear to sleepwear. Assistance with dressing isdivided into activitiesrelated to clothing changes for the
upper body and clothing changes for the lower body. Dressing includes assistance with placement and removal of
prescribed ForwardHealth-covered prosthetics, braces, splints, and anti-embolism hose.

Dressing assistance does not include activitiesrelated to garment closures (e.g., zippers, buttons, snaps, ties) at the
back of the garment or clothing changeswith bathing, toileting, or incontinence episodes. Refer to Taileting if
assistance is needed for clothing changes associated with toileting or incontinence episodes.

Eating

Eating involves activitiesrelated to food intake using conventional or adaptive utensils. Eating does not include
assistance with meal preparation. Providing nutrition through tube feedings or intravenously to a member whose
nutritional needs are met primarily through a " feeding” tubeisaMOT.

Assistance with eating for a member with arecent history of choking or potential for choking isreserved for members

with a diagnosis for a permanent medical condition supporting the medical necessity for a PCW to provide assistance
with eating activities.

" Feeding" Tube

Administering nutrition via a tube such as gastrostomy (g-tube), jefunostomy tube (j-tube), or nasogastric tube (NG

Published Policy Through August 31, 2015

Personal Care Page 207 of 320



Wisconsin Medicaid

tube) is covered as a delegated nursing task. Monitoring the progress of the feeding isnot a covered PC service.
Assistance with providing nutrition intravenously is not a covered PC service.

" Feeding" Tube Site Care

Thetask of a PCW providing special cleaning of the site wherethe " feeding" tube (g-tube, j-tube, or NG tube) enters
the member's body must be delegated by an RN. The special cleaning usually involves cleansing the area, applying
legend or non-legend creams or ointments, and/or covering it with dry gauze.

Glucometer Reading

Glucometer readings must be delegated by an RN and reported to the supervising nurse whenever they are outside
the parameter s established for the member by the physician. The member's medical history must support the need for
a PCW to monitor glucose levelsfor early detection of readings outside established parameters. High blood sugars
dueto the noncompliance of a competent adult do not justify glucometer testsasMOTs.

Grooming

Grooming involves tending to personal hygiene needs and includes cleansing surfaces of less than the entire body,
combing/brushing hair, shaving, nail care, applying deodorant, and oral or denture care. Do not indicate a need for

assistance with grooming when the only assistance with grooming the PCW will provide are activitiesthe PCW will
provide during bathing (e.g., face, hands and feet, and deodorant application). Shampooing hair isnot included asa
"grooming" activity. Refer to Bathing for assistance with shampooing.

Level of Help and Frequencies

With an exception for " toileting,” the screener may select only oneresponseto indicate the level of help needed for
ADL. For toileting, the screener should indicate all applicable responses. The screener should not indicate a need for
assistance with an ADL or MOT if the member does not need the assistance at least once per week. If the level of
help needed varies from week to week, select thelevel of help that representsthe level most often needed.

If assistance with ADL and MOTsisneeded on lessthan a weekly basis, the RN developing the POC (plan of care)
should determine the need for requesting authorization for time as PRN (pro re nata).

Living Situation

The selectionsfor living situation combine various factor s affecting the member's need for and ability to obtain
assistance with ADL, MOTs, and servicesincidental to ADL and MOTs. Theliving situation selection should be one
that most accurately reflects the building structure, the household composition and member'slevel of independence.

" Alone" doesnot accurately reflect theliving situation if the residence agreement includes housekeeping services for
any private spacein the member's home. Private space in the member's home includes, but is not limited to, the
member's apartment, bedroom, or bathroom. The living situation isthe member's home environment and isthe
location where the PC services will be provided.

Medical Conditions Making Personal Care Worker Assistance with
Activitiesof Daily Living and Medically Oriented TasksMore Time
Consuming

The selection for " medical conditions" isreserved for applicantswith long-term, rare medical conditions that present
unique challenges for caregivers and makes assistance with ADL tasks mor e time consuming for the PCW to
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perform. Therare medical condition must affect performance of caresfor the applicant and berarely diagnosed in the
population using PC serviceslong term in the home (e.g., severe combined immunodeficiency disease, |CD-9-CM
(International Classification of Diseases, Ninth Revision, Clinical M odification) code 279.2, conjoined twins, |CD-9-
CM code 759.4; and Edwards syndrome, |CD-9-CM code 758.2). Additionally, the medical condition must meet one
of thefollowing criteria:

. Inorder to assist with an ADL, the PCW must use one or mor e pieces of protective equipment prescribed for
the member (e.g., helmet or back brace).

. When performing an ADL, the PCW isrequired to adhere to applicant-specific precautions (as documented in
the POC) in order to accommodate the rare medical condition.

M edical Necessity

Only the PC services that are medically necessary for a PCW to provide may beindicated on the PCST. Medically
necessary services must meet therequirements under DHS 101.03(96m), Wis. Admin. Code. A medically necessary
serviceisrequired to prevent, identify, or treat the member'sillness, injury, or disability, and meet specific standards
including, but not limited to, the following:

. Isconsistent with the member's symptoms or with prevention, diagnosis, or treatment of the member'sillness,
injury, or disability.

. Isof proven medical value or usefulness and, consistent with s. DHS 107.035, Wis. Admin. Code, is not
experimental in nature.

. Isnot solely for the convenience of the member, the member's family, or a provider.

. Isnot duplicative with respect to other services being provided to the member.

. Isthemost appropriate supply or level of a service that can safely and effectively be provided to the member.

Medically Oriented Tasks

Medically oriented tasks ar e supportive of nursing care and requir e special medical knowledge or skill. Among other
requirements, for coverage, an MOT must be physician ordered, included in the POC, and delegated to the PCW by
the RN supervisor. Regardless of nurse delegation, physician orders, and inclusion in the POC, an MOT ishot
covered if the member isable to perform thetask for himself or herself with or without the use of an assistive device.
Additionally, covered MOT do not include any of the delegated nursing tasks specified in DHS 107.112(4), Wis.
Admin. Code, as noncover ed services.

M edication Assistance

Assistance with medication administration may be provided by PCWswhen delegated by an RN under N 6, Wis.
Admin. Code.

Mobility in the Home

M obility in the home involves the physical movement of the member from one location to another within the
member's home living environment. The movement may be carried out by walking or by other means. For example,
PCW assistance with mobility might involve using a wheelchair to move the member from the bedroom to the living
room. Refer to Assistive Devices for limitationsto coverage for PCW assistance with mobility.

Personal Care Case Sharing Arrangements

When one or more agencies will be sharing the case, the frequenciesindicated in the PCST must represent only the
PCW servicesthe case-sharing providerswill provide. Additionally, the case sharing arrangement must be
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acknowledged as directed by the PCST Completion Instructions (F-11133A (08/15)).

Place of Service

Include on the PCST only PC servicesthat will be provided in the home. If the member participatesin regularly
scheduled activities outside the home and the member will not be receiving PC servicesin the home on some days,
adjust thefrequencies per day and/or per week as necessary to reflect the aver age weekly amount of PC servicesa
PCW will provide in the home.

Plan of Care and Physician Orders Required for Prior Authorization

Only the activities and frequenciesincluded in the POC and as ordered by the physician may be entered on the PCST.
Subsequent requests for PA may be submitted to ForwardHealth before the provider obtainsthe signed and dated
physician ordersif the following conditions are met:

. Theprovider requesting PA iscurrently authorized to provide PC servicesto the member.

. Thedate ForwardHealth receivesthe new PA request isbeforethe current PA for PC services ends.

. Themember'sneedsfor assistance with PC services are not changed and the selections on the PCST arethe
same selections as made on the PCST completed for the current PA.

. Theactivities selected on the PCST for the current PA arein the current POC and are ordered by the
physician.

. Theprovider requesting PA assuresthe supervising RN completesthe tasks asrequired by the Personal Care
Prior Authorization Provider Acknowledgement (F-11134 (07/12)).

Pro Re Nata

If aneed for PRN isindicated, the PRN must be based on the member's needs for medically necessary PCW
assistance with ADL and MOTsasindicated in the physician's ordersand included in the POC.

Prosthetics, Braces, Splints, and/or Anti-Embolism Hose

Assistance with placement of prescribed prosthetics, braces, splints, and/or anti-embolism hose that does not require
RN delegation is covered asan ADL.

Range of Motion

Range of motion must be directly supported by the member's diagnosis and medical condition. Range of motion

exer cises are delegated nursing acts that typically can be incorporated with PCW assistance with ADLs. A member's
need for PCW assistance with ROM (range of motion) must be indicated only if ROM cannot be performed during
assistance with ADLs. If the ROM isnot delegated, it isnot a covered PC service.

Respiratory Assistance
Respiratory assistance involves suctioning, chest physiother apy, nebulizer treatments, and tracheostomy-related

care. If respiratory assistance is selected, the delegated nursing tasks to be performed by the PCW must be specified
asdirected in the PCST completion instructions.

Scheduled Activities Outside Residence

"Yes' must be selected if the member regularly participatesin scheduled activities outside the home. Examples of
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scheduled activitiesinclude, but are not limited to, school, work, social functions, medical appointments, and physical
exercise. If the member regularly participatesin scheduled activities outside the home, indicate the number of days
per week the member participates. A detailed schedule of activitiesregularly attended must be included in the
applicant's medical file.

Screen Completion Date

For PA, theinformation entered into the PCST must be gathered during one or mor e face-to-face contacts with the
member in the member's home. The face-to-face contacts must be conducted within 90 days of the requested start
datefor PC services.

Screener Qualifications

If the PCST iscompleted as needed to request PA for ForwardHealth-covered PC services, only an agency-
authorized, experienced professional meeting either or both of the following qualifications may complete the PCST:

. An RN employed by or under contract with the Medicaid-enrolled PC agency requesting PA.
. An experienced professional who hastaken an online training cour se, passed a certification exam, and isableto
access and administer the Adult LTC FS.

Saizures

"Yes' for seizureson the PCST isreserved for seizureinterventionsto be provided by a PCW at least once a week.
The seizure intervention provided by the PCW must include PRN medication administration and/or protective
measur es.

If seizureintervention will be provided by a PCW on lessthan a weekly basis, the RN developing the POC should
determine the need for requesting authorization for time as PRN.

ServicesIncidental to ADLsand MOTs

A serviceincidental toan ADL and/or MOT iscovered only if the provider alsoisproviding an ADL and/or MOT to
the member as prior authorized. Servicesincidental to ADL and MOTsinclude changing the member's bed,
laundering the member's bed linens and personal clothing, care of eyeglasses (also contact lenses) and hearing aids,
light cleaning in essential areas of the home used during PC services, food shopping for the member, preparing the
member's meals, and cleaning the member's dishes.

Skin Care

Skin careisadelegated nursing task involving the application of legend solutions, lotions, or ointmentsthat are
ordered by the physician due to skin breakdown, rashes, and other medical conditions requiring treatment. Skin care
does not include the routine act of applying prescription or over-the-counter products (e.g., creams, lotions, and
powders), which are used primarily for cosmetic purposes (e.g., moisturizing dry skin).

Timeto Perform a Task

Regardless of the time it takesthe member to perform thetask safely with or without the use of an assistive device,
the screener should select theresponse that indicatesthe member isableto perform thetask (i.e., isindependent
with thetask). " Partial physical assistance" with atask isnot a covered PC service when the purpose for the
assistance from a PCW isto help the member to perform the task more quickly.
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Toileting

Toileting involves assisting the member with various aspectsrelated to bowel and bladder evacuation. Personal care
worker assistance with toileting includestransfers on and off thetoilet or other receptacle used to collect waste,
emptying ostomy and catheter bags, changing per sonal hygiene products used for incontinence, adjusting clothing,
and cleansing affected body surfaces. Bowel program assistanceis not covered asan ADL.

Transferring

Transferring involves moving from one surface to another. Moving from bed to a wheelchair and chair to bed are
typical transfer activities. Transfersfor bathing and toileting activities are included with the bathing and toileting
activities. Certain transfers may require delegation. Refer to Complex Transfersfor more information.

Wound Care

Wound careisa delegated nursing task. Wound care involves cleaning and or dressing woundsthat arethe result of a
serious burn, traumatic injury, seriousinfection, or prolonged pressure. Positioning to prevent decubitusulcersis not
wound care. Refer to Complex Positioning for more information about specialized positioning.

Vital Signs

Taking vital signs must be delegated by an RN and reported to the supervising nur se whenever they are outsidethe
parameters established for the member by the physician. The member's medical condition must support the need for a
PCW to monitor vital signsfor early detection of an exacer bation of the existing medical condition and a reading
outside established parameterswill trigger a medical intervention or changein treatment. Monitoring vital signs due
to noncompliance of a competent adult do not justify taking vital signs as medically necessary. Taking vital signs may
include taking the member's temperature, blood pressure, and pulse and respiratory rates.

Topic #3168

Registration for User Accessto Web-Based Per sonal
Care Screening Tool

Providers should contact the DHS (Department of Health Services) SOS Helpdesk (not Provider Services) for
assistance with registration to access the Web-based PCST (Personal Care Screening Tool, F-11133 (01/11)).

Before a M edicaid-enrolled personal care provider may use the Web-based PCST, the provider isrequired to
register and be approved for user access. User accessto the PCST isnot automatically granted to providers
authorized tousethe LTC FS(Long Term Care Functional Screen); providerswith LTC FSaccessare required to
also register for user accesstothe PCST.

An authorized representative of the M edicaid-enrolled personal care provider isrequired to register for agency user
access by completing the Agency Application for Accessto Web-Based Personal Care Screening Tool (F-20418
(04/10)) and submitting it to the DHS SOS Helpdesk. The Agency Application for Accessto Web-Based Personal
Care Screening Tool form may be downloaded and printed or providers may also call the DHS SOS Helpdesk at (608)
266-9198 to request a copy.

After the DHS SOS Helpdesk approvestherequest, information will be sent to the provider about how to grant user
access to individuals within the agency and how to create user identification numbers and passwords. As changes
occur related to the provider'sand screener'sregistration, the provider isresponsible for contacting the DHS SOS
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Helpdesk to update information on those per sons who require user access.

Topic #3167

Services Incidental to Activities of Daily Living and
Medically Oriented Tasks

When the screener indicates on the PCST (Personal Care Screening Tool, F-11133 (01/11)) that the member needs
servicesincidental to ADL (activities of daily living) and that the PCW (personal care worker) will provide those
services, the PCST automatically calculates the maximum amount of timeto allocate for servicesincidental tothe
ADL and MOTs (medically oriented tasks).

Badger Care Plus coversthe following services that areincidental to ADL and MOTSs:

. Changing the member's bed and laundering the member's bed linens and personal clothing.
. Light cleaning in essential areas of the home used during personal care activities.

. Careof eyeglasses and hearing aids.

. Meal preparation, food purchasing, and meal service.

The weekly amount of personal caretime prior authorized for the member combines the amount of time prior
authorized for ADL, MOTs, and for servicesincidental to the ADL and MOTs. Neither travel timenor PRN (prore
nata) time qualifiesto have time added for servicesincidental to ADL and MOTSs.

Calculating Timefor Prior Authorization of Servicestothe Member Living
Alone

For the member living " alone," asindicated in PCST Element 8, thetimefor servicesincidental to ADL and MOTsis
calculated in an amount equal to one-third of the time allocated for the ADL and MOT services. For example, if the
PCST allocates 900 weekly minutesfor ADL and MOTSs, it adds 300 minutesto bring the weekly allocation to a total
of 1200 minutes. In allocating units, the PCST divides the total weekly minutes by 15 minutes and rounds up. In this
example, the PCST allocated 80 units per week because the PCST calculated the weekly number of minutesto be
between 1,186 and 1,200 minutes.

Billing for Services Provided to the Member Living Alone

Badger Care Plusrequiresthat the weekly amount of time billed for ADL and/or MOTsrepresentsat least 75 per cent
of the weekly amount of time billed for PCW services. In order to bill for servicesincidental to ADL and MOTson
the DOS (date of service), the provider isrequired to bill at least one ADL and/or MOT service.

For example, if the weekly amount billed for ADL and/or MOTsadds up to 900 minutes, then the weekly amount of
time billed for servicesincidental to ADL and MOTs may be equal to or lessthan 300 minutes. The provider may bill
up to 1,200 minutes weekly of PCW servicesfor ADL, MOTSs, and servicesincidental to ADL and MOT activities
combined aslong asthe number of minutesbilled for servicesincidental to ADL isequal to or lessthan 25 percent of
the amount of time billed.

The provider isto bill for each DOS and only for the actual time used to provide prior authorized services. Refer to
the chart below for rounding guidelines when converting minutes of service provided into billing units.

Time units are calculated based on rounding accumulated minutes of service for each day. The following chart
illustrates the rules of rounding and gives the appropriate billing unit.
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Accumulated time|Unit(s) billed

1-22 minutes 10
23-37 minutes 2.0
38-52 minutes 3.0
53-67 minutes 4.0
68-82 minutes 5.0
83-97 minutes 6.0
98-112 minutes 7.0
113-127 minutes 8.0
Etc. 9.0+

Calculating Timefor Prior Authorization of Servicesto the Member Not
Living Alone

When aliving arrangement other than " alone" ischecked in PCST Element 8, then thetimefor servicesincidental to
ADL and MOTsiscalculated in an amount equal to one-fourth of thetime allocated for the ADL and MOT services.
For example, if the PCST allocates 1,120 weekly minutes weekly for ADL and MOTSs, it adds 280 minutesto bring
the weekly allocation to a total of 1,400 minutes. In allocating units, the PCST dividesthe total weekly minutes by 15
minutes and rounds up. In this example, the PCST allocated 94 units per week because the PCST calculated the total
weekly number of minutesto be between 1,396 and 1,410 minutes.

Billing for Services Provided to the Member Not Living Alone

Badger Care Plusrequiresthat the weekly amount of time billed for ADL and/or MOTsrepresents at least 80 percent
of the weekly amount of time billed for PCW services. In order to bill for servicesincidental to ADL and MOTson
the DOS, the provider isrequired to bill at least one ADL and/or MOT service.

For example, if the weekly amount billed for ADL and/or MOTs adds up to 1,120 minutes, then the weekly amount of
time billed for servicesincidental to ADL and MOTs may be equal to or lessthan 280 minutes. The provider may bill
up to 1,400 minutes of PCW services weekly for ADL, MOTSs, and servicesincidental to ADL and MOT activities
combined aslong asthe number of minutes billed for servicesincidental to ADL MOTsisequal to or lessthan 20
percent of the amount of time billed.

The provider isto bill for each DOS and only for the actual time used to provide prior authorized services. Refer to
the above chart for rounding guidelines when converting minutes of service provided into billing units.

Determining Allocations for Amounts Authorized During Manual Review

When Badger Car e Plus authorizes services requiring nurse consultant review of the PCST, the nur se consultant
manually calculatesthe additional timefor servicesincidental to those services. Nurse consultants calculate the time
using the previously described methods for determining the amounts allocated for the member that isliving alone or is
in aliving situation other than alone.

Topic #3706
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Submitting Full and Summary Sheet Reports

When providersrequest moretimethan isallocated by the PCST (personal care screening tool), they arerequired to
submit a copy of the full PCST (Personal Care Screening Tool, F-11133 (01/11)) with the PA/RF (Prior Authorization
Request Form, F-11018 (05/13)). When providersrequest an amount equal to or lessthan thetime allocated on the
PCST, they are required to submit a copy of the PCST Summary Sheet with the PA/RF. Providers should not submit
the paper PCST that isused to collect information during the face-to-face visit.

Submission M ethods

Providers can submit PCST reportswith PA requests via the ForwardHealth Portal, fax, or mail. Providers should not
submit morethan one PCST report per member to ForwardHealth regar dless of the submission method.

Portal

Providerscan upload full PCST reportsand PCST Summary Sheet reportsfor submission with PA requests on the
Portal.

Providers should complete the Personal Care Allocation Information page of the PCST report before uploading the
report to the Portal. On both the full PCST report and the PCST Summary Sheet report, providersarerequired to
enter the billing provider's name, address, and NPI (National Provider |dentifier) or Medicaid provider number, and
to indicate whether or not the member will be served under a case-share arrangement. The uploaded report must
contain the required information or the PA request will be returned to the provider.

The ForwardHealth Provider Portal Prior Authorization User Guide provides specific information for uploading
documentsfor a PA reguest.

Fax or Mail

Providers may also submit copies of PCST reportswith PA requeststo ForwardHealth by fax at (608) 221-8616 or by
mail to the following address:

ForwardHealth
Prior Authorization
Ste 88

313 Blettner Blvd
M adison WI 53784

Providerswho completed the Web-based PCST and intend to fax or mail copies of the PCST reportswith PA requests
to ForwardHealth should print the reports from the Web-based PSCT. The full PCST and Summary Sheet report
selections can be found under the heading " Reports' on theleft side of the Web-based PCST. Thereportsare
generated in a PDF (Portable Document Format). The full PCST report, which includes the Summary Sheet, displays
only theresponsesthat the screener selected for each completed element of the PCST.
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Sample Personal Care Screening Tool Summary Sheet

Personal Care Allocation Information

Allocation Calculated By Agency: ABC Personal Care Agency

Screener: Screener, Im A.

Screen Completion Date: MM/DD/CCYY
Applicant’s Information: Member, Im A
123 W. Main 5t
Madison, WI 53706
ForwardHealth: 1234567890 (The identification number does not signify eligibility)
Date of Birth: 06/22/1348

Annual (53 weeks) Weekly
Allocation: ADLs / Med Oriented Tasks (includes . ;
incidental services and added time for Hp08.00units 56.00 units

behaviors, medical conditions and [/ or seizures)

Pro Re Nata (includes time for covered medical 96.00 units NIA
appointments andfor during short duration
episodes of acute need for PC services)

TOTAL ANNUAL ALLOCATION (53 weeks) 3,084.00 units

Note: The PCST does not constitute prior authorization for the provision of Wisconsin ForwardHealth
personal care services. Refer to Wisconsin ForwardHealth publications for more information on obtaining
prior authorization.

Provider must complete the following before submitting to Wisconsin ForwardHealth

Billing Provider Name:

Billing Provider Address:

WI MA Certified Provider Number:

Please check one of the following statements:
[] The applicant will be served by other providers under a case share arrangement.

[] The applicant will not be served by other providers under a case share arrangement.

Topic #3166

Transferring Provider Accessto Member Records

Only one agency may have accessto a member's Web-based PCST (Personal Care Screening Tool, F-11133 (01/11))
record. To obtain accessto the PCST record of a member who is changing providers, the new provider isrequired to
request access to the member's PCST record from the agency listed in the Basic I nformation page of the Web-based
PCST.

Upon the official request for a screen transfer, the provider with control of the electronic screen isrequired to
transfer the screen without delay. Failureto transfer the screen immediately could affect the member's accessto
care. The provider controlling the electronic screen does not have the authority to interfere with a member's accessto
personal care services from another provider.

Additionally, when a member changes providers, the previous provider isrequired to amend and end date their PA
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(prior authorization) and the new provider should submit a new PA reguest. Instructions on how to transfer the PCST
areavailablein the"HELP" function of the Web-based PCST.

Topic #3684

When the Personal Care Screening Tool AllocatesMore
Time Than Ordered by the Physician

The provider may request only the number of unitsthat are supported by the physician's order and the POC (plan of
care) even if the PCST (Personal Care Screening Tool, F-11133 (01/11)) allocates mor e time than needed.

For example, if the physician'sorder and the POC support the need to provide 56 units/week (not including travel
time) and the PCST allocates 70 units'week, then the number of unitsthe provider may reguest may not exceed 56
units/week (not including travel time) without sufficient additional documentation.
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Plan of Care

Topic #2460

An Overview

According to DHS 107.112(3)(b), Wis. Admin. Code, the purpose of the POC (plan of care) isto:

. Provide necessary and appropriate services.

. Allow appropriate assignment of a PCW (personal care worker).

. Set standardsfor personal care activities.

. Givefull consideration to the member's preferences for service arrangements and choice of PCWs.

The POC isdeveloped by an RN (registered nurse) supervisor based on physician ordersin collaboration with the
member /family and is approved by the physician. The POC is based on a visit to the member's home and includes all
of the following:

. A review and interpretation of the physician's orders.

. Evaluation of the member's needs and preferences.

. Assessment of the member's social and physical environment, including family involvement, living conditions,
the member'slevel of functioning, and any pertinent cultural factors such aslanguage.

. Thefrequency and anticipated duration of service.

Topic #1143

Physician Stamped Signatures

Under specific conditions, Wisconsin Medicaid accepts physicians stamped signatures on physician ordersand POC
(plan of care), including attachmentsthat are submitted with requestsfor PA (prior authorization).

The home care provider (NIP (nursesin independent practice), Home Health, Personal Care) isrequired to meet both
of the following requirements befor e accepting a physician's stamped signature:

. Obtain a dated statement from the physician with the physician's original signature attesting that he or sheis
the only person who possesses the signatur e stamp and isthe only per son who usesit.
. Maintain the signed and dated physician statement in the home care provider's records.

Wisconsin Medicaid will consider a stamped signatureinvalid if these requirements are not met. Payments made by
Wisconsin Medicaid to a home care provider that are based on physician orders, authorized PA requests, or POC
stamped with an invalid or improperly used signature stamp will be subject to recoupment. Theserequirementsare
similar to those of CM S (Centersfor Medicare and Medicaid Services) for providersparticipating in Medicare.

Signature Stamp Security Awarenessfor Physicians

Physicians using a signatur e stamp should be awar e that this method is much less secure than a handwritten
signature, creating the potential for misuse or abuse of the stamp. The individual whose hame is on the signature
stamp isresponsible for and atteststo the authenticity of the information. Physicians should check with their
attorneysand malpracticeinsurersin regard to the use of a signature stamp.
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Topic #10577

Physician's Orders

When submitting PA (prior authorization) requestsfor PC (personal care), the provider isrequired to havefirst
obtained physician orders (verbal or written asrequired) for PC servicesincluded in the POC (plan of care). Licensed
and Medicar e-enrolled home health agencies should refer to their licensing and certification requirementsregarding
physician orders.

Subsequent Requestsfor Prior Authorization

Subsequent requests for PC PA may be submitted to ForwardHealth beforethe provider obtainsthe signed and dated
physician ordersonly if all of the following conditions are met:

. Theprovider isrequesting unitsin an amount equal to or lessthan the amount allocated by the PCST (Personal
Care Screening Tool, F-11133 (01/11)).

. Theprovider requesting PA is currently authorized to provide PC servicesto the member.

. Thedate ForwardHealth receivesthe new PA request is beforethe current PA for PC ends.

. The member'sneedsfor assistance with PC services are not changed and the selections on the PCST arethe
same selections as made on the PCST for the current PA.

. Theactivities selected on the PCST for the current PA arein the current POC and are ordered by the
physician.

. Theprovider requesting PA assuresthe supervising RN (registered nurse) completes the tasks asrequired by
the Personal Care Prior Authorization Provider Acknowledgement (F-11134 (07/12)).
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Review Process

Topic #450

Clerical Review

Thefirst step of the PA (prior authorization) request review processisthe clerical review. The provider, member,
diagnosis, and treatment information indicated on the PA/RF (Prior Authorization Request Form, F-11018 (05/13)),
PA/HIASI (Prior Authorization for Hearing I nstrument and Audiological Services 1, F-11020 (05/13)), and PA/DRF
(Prior Authorization/Dental Request Form, F-11035 (07/12)) formsisreviewed during the clerical review of the PA
request review process. The following are examples of information verified during the clerical review:

. Billing and/or rendering provider number is correct and corresponds with the provider's name.
. Provider'snameis spelled correctly.

. Provider isMedicaid-enrolled.

. Procedure codes with appropriate modifiers, if required, are covered services.

. Member'snameisspelled correctly.

. Member'sidentification number iscorrect and corresponds with the member's name.

. Member enrollment isverified.

. All required elements are complete.

. Forms, attachments, and additional supporting clinical documentation are signed and dated.

. A current physician's prescription for the serviceis attached, if required.

Clerical errorsand omissions are responsible for the majority of PA requeststhat arereturned to providersfor
correction or additional information. Since having to return a PA request for corrections or additional information can
delay approval and delivery of servicesto a member, providers should ensurethat all clerical information is correctly
and completely entered on the PA/RF, PA/DRF, or PA/HIASL.

If clerical errorsareidentified, the PA request isreturned to the provider for corrections before undergoing a clinical
review. One way to reducethe number of clerical errorsisto complete and submit PA/RFsthrough Web PA.

Topic #451

Clinical Review

Upon verifying the completeness and accuracy of clerical items, the PA (prior authorization) request isreviewed to
evaluate whether or not each service being requested meets Wisconsin M edicaid's definition of " medically
necessary" aswell asother criteria.

The PA attachment allows a provider to document the clinical information used to determine whether the standards of
medical necessity are met for therequested service. Wisconsin Medicaid consider s certain factor s when determining
whether to approve or deny a PA request pursuant to DHS 107.02(3)(€), Wis. Admin. Code.

Itiscrucial that a provider include adequate information on the PA attachment so that the Forwar dHealth consultant
performing theclinical review can determine that the service(s) being requested meets all the elements of Wisconsin
Medicaid's definition of " medically necessary” , including elementsthat are not strictly medical in nature.
Documentation must provide the justification for the service requested specific to the member's current condition and
needs. Pursuant to DHS 101.03(96m), Wis. Admin. Code, " medically necessary" isa service under ch. DHS 107 that

Published Policy Through August 31, 2015

Personal Care Page 220 of 320



Wisconsin Medicaid

meets certain criteria.

Deter mination of Medical Necessity

The definition of " medically necessary” isalegal definition identifying the standar dsthat must be met for approval of
the service. The definition imposes parameters and restrictions that are both medical and nonmedical.

The determination of medical necessity isbased on the documentation submitted by the provider. For thisreason, it is
essential that documentation is submitted completely and accurately and that it providesthe justification for the
servicerequested, specific to the member's current condition and needs. To be approved, a PA request must meet all
of the standards of medical necessity including those that are not strictly medical in nature.

Todetermineif arequested service is medically necessary, ForwardHealth consultants obtain direction and/or
guidance from multiple resourcesincluding:

. Federal and state statutes.

. Wisconsin Administrative Code.

. PA guidelines set forth by the DHS (Department of Health Services).
. Standards of practice.

. Professional knowledge.

. Scientific literature.
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Situations Requiring New Requests

Topic #452

Changein Billing Providers

Providersarerequired to submit a new PA (prior authorization) request when thereisa changein billing providers. A
new PA request must be submitted with the new billing provider's name and billing provider number. The expiration
date of the PA request will remain the same asthe original PA request.

Typically, as no morethan one PA request isallowed for the same member, the same service(s), and the same dates,
the new billing provider isreguired to send the following to ForwardHealth's PA Unit:

. A copy of the existing PA request, if possible.
. A new PA request, including the required attachments and supporting documentation indicating the new billing
provider's name and address and billing provider number.
. A letter requesting the enddating of the existing PA request (may be a photocopy) attached to each PA request
with the following information:
o Theprevious billing provider's name and billing provider number, if known.
The new billing provider's name and billing provider number.
Thereason for the change of billing provider. (The provider may want to confer with the member to verify
that the services by the previous provider have ended. The new billing provider may includethis
verification in the letter.)
o Therequested effective date of the change.

[= R R

Topic #453

Examples

Examples of when a new PA (prior authorization) request must be submitted include the following:

. A provider'shilling provider changes.

. A member requestsa provider change that resultsin a changein billing providers.

. A member'senrollment status changes and thereisnot a valid PA on file for the member's current plan (i.e.,
Badger Care Plus Standard Plan, Medicaid).

If the rendering provider indicated on the PA request changes but the billing provider remainsthe same, the PA
request remainsvalid and a new PA request does not need to be submitted.

Topic #454

Services Not Performed Before Expiration Date

Generally, anew PA (prior authorization) request with a new requested start date must be submitted to
ForwardHealth if the amount or quantity of prior authorized servicesis not used by the expiration date of the PA
request and the serviceis still medically necessary.
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Submission Options

Topic #12597

278 Health Care Services Review — Request for Review
and Response Transaction

Providers may request PA (prior authorization) electronically using the 278 (278 Health Care Services Review —
Request for Review and Response) transaction, the standard electronic format for health care service PA requests.

Compliance Testing
Trading partners may conduct compliance testing for the 278 transaction.
After receiving an " accepted” 999 (999 Functional Acknowledgment) for atest 278 transaction, trading partnersare

required to call the EDI (Electronic Data I nter change) Helpdesk to request the production 278 transaction set be
assigned to them.

Submitting Prior Authorization Requests

Submitting an initial PA request using the 278 transaction does not result in a real-time approval and cannot be used
torequest PA for drugs and diabetic supplies.

After submitting a PA request via a 278 transaction, providerswill receive a real-time response indicating whether the
transaction isvalid or invalid. If thetransaction isinvalid, the response will indicate the reject reason(s), and
providers can correct and submit a new PA request using the 278 transaction. A real-time response indicating a valid
278 transaction will include a PA number and a pending status. The PA request will be placed in a status of " Pending -
Fiscal Agent Review."

The 278 transaction does not allow providersto submit supporting clinical information asrequired to adjudicate the
PA request.

Trading partners cannot submit the 278 transaction through PES (Provider Electronic Solutions). In order to submit
the 278 transaction, trading partnerswill need to use their own software or contract with a software vendor.

Topic #455

Fax

Faxing of all PA (prior authorization) requests to ForwardHealth may eliminate one to three days of mail time. The
following ar e recommendations to avoid delays when faxing PA requests:

. Providersshould follow the PA fax procedures.
. Providersshould not fax the same PA reguest more than once.
. Providersshould not fax and mail the same PA request. This causes delaysin processing.

PA requests containing X-rays, dental molds, or photos as documentation must be mailed; they may not be faxed.
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To help safeguard the confidentiality of member health care records, providersshould include a fax transmittal form
containing a confidentiality statement as a cover sheet to all faxed PA requests. The Prior Authorization Fax Cover
Sheet (F-01176 (12/11)) includes a confidentiality statement and may be photocopied.

Providersare encouraged to retain copies of all PA requests and supporting documentation befor e submitting them to
ForwardHealth.

Prior Authorization Fax Procedures

Providers may fax PA requeststo ForwardHealth at (608) 221-8616. PA requests sent to any fax number other than
(608) 221-8616 may result in processing delays.

When faxing PA requeststo Forwar dHealth, providers should follow the guidelines/procedures listed below.

Fax Transmittal Cover Sheet
The completed fax transmittal cover sheet must include the following:

. Date of thefax transmission.

. Number of pages, including the cover sheet. The ForwardHealth fax clerk will contact the provider by fax or
telephoneif all the pages do not transmit.

. Provider contact person and telephone number. The ForwardHealth fax clerk may contact the provider with any
guestions about the fax transmission.

. Provider number.

. Fax telephone number to which ForwardHealth may send its adjudication decision.

. To: "ForwardHealth Prior Authorization.”

. ForwardHealth'sfax number ([608] 221-8616). PA requests sent to any other fax number may result in
processing delays.

. ForwardHealth'stelephone numbers. For specific PA questions, providers should call Provider Services. For
faxing questions, provider s should call (608) 224-6124.

Incomplete Fax Transmissions

If the pageslisted on theinitial cover sheet do not all transmit (i.e., pages stuck together, the fax machine has
jammed, or some other error has stopped the fax transmission), or if the PA request is missing information, providers
will receive the following by fax from the ForwardHealth fax clerk:

. A cover sheet explaining why the PA reguest is being returned.
. Part or all of the original incomplete fax that ForwardHealth received.

If a PA request isreturned to the provider dueto faxing problems, providers should do the following:
. Attach a completed cover sheet with the number of pages of the fax.
. Resend the entire original fax transmission and the additional information requested by the fax clerk to (608)
221-8616.
General Guidelines
When faxing information to ForwardHealth, providers should not reduce the size of the PA/RF (Prior Authorization

Request Form, F-11018 (05/13)) or the PA/HIASI (Prior Authorization for Hearing I nstrument and Audiological
Services 1, F-11020 (05/13)) to fit on the bottom half of the cover page. This makesthe PA request difficult to read
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and leaves no space for consultantsto write aresponseif needed or to sign therequest.

If a photocopy of the original PA request and attachmentsis faxed, the provider should make surethese copiesare
clear and legible. If the information is not clear, it will bereturned to the provider.

If the provider does not indicate hisor her fax number, ForwardHealth will mail the decision back to the provider.

ForwardHealth will attempt to fax a responseto the PA request to a provider threetimes. If unsuccessful, the PA
request will be mailed to the provider.

If providersarenot sureif an entire fax was sent, they should call ForwardHealth's fax clerk at (608) 224-6124, to
inquire about the status of the fax.

Prior Authorization Request Deadlines

Faxing a PA request eliminates oneto three days of mail time. However, the adjudication time of the PA request has
not changed. All actionsregarding PA requests are made within the predeter mined time frames.

Faxed PA requestsreceived after 1:00 p.m. will be considered as received the following business day. Faxed PA
requests received on a Saturday, Sunday, or holiday will be processed on the next business day.

Avoid Duplicating Prior Authorization Requests

After faxing a PA request, providers should not send the original paperwork by mail. Mailing the original paperwork
after faxing the PA request will create duplicate PA requestsin the system and may result in a delay of several days
to processthe faxed PA request.

Refaxing a PA request before the previous PA request has been returned will also create duplicate PA requests and
may result in delays.

Response Back from ForwardHealth
Once ForwardHealth reviews a PA request, Forwar dHealth will fax one of three responses back to the provider:

. "Your approved, modified, or denied PA request(s) is attached.”

. "Your PA request(s) requires additional information (see attached). Resubmit the entire PA request, including
the attachments, with the requested additional information."

. "Your PA request(s) has missing pages and/or isillegible (see attached). Resubmit the entire PA request,
including the attachments."

Resubmitting Prior Authorization Requests

When resubmitting a faxed PA request, providersarerequired to resubmit the faxed copy of the PA request,
including attachments. Thiswill allow the provider to obtain the earliest possible grant date for the PA request (apart
from backdating for retroactive enrollment). If any attachments or additional information that wasrequested is
received without therest of the PA request, the information will bereturned to the provider.

Topic #458

ForwardHealth Portal Prior Authorization

Published Policy Through August 31, 2015

Personal Care Page 225 of 320



Wisconsin Medicaid

Providers can usethe PA (prior authorization) features on the ForwardHealth Portal to do the following:

. Submit PA reguests and amendmentsfor all servicesthat reguire PA.

. Savea partially completed PA request and return at a later timeto finish completing it.

. Upload PA attachments and additional supporting clinical documentation for PA requests.

. Receive decision notice lettersand returned provider review letters.

. Correct returned PA requests and PA amendment requests.

. Changethe status of a PA request from " Suspended" to " Pending."

. Submit additional supporting documentation for a PA request that isin " Suspended” or " Pending" status.
. Search and view previously submitted PA requests or saved PA requests.

. Print a PA cover shest.

Submitting Prior Authorization Requests and Amendment Requests

Providers can submit PA requestsfor all servicesthat require PA to ForwardHealth via the secure Provider area of
the Portal. To save time, providers can copy and paste information from plans of care and other medical
documentation into the appropriate fields on the PA request. Except for those providers exempt from NPI (National
Provider Identifier) requirements, NPl and related data arerequired on PA requests submitted via the Portal.

When completing PA attachments on the Portal, providers can take advantage of an Additional Information field at
the end of the PA attachment that holds up to five pages of text that may be needed.

Providers may also submit amendment requests via the Portal for PA requests with a status of " Approved" or
" Approved with M odifications."

Saving Partially Completed Prior Authorization Requests

Providersdo not have to complete PA requestsin one session; they can save partially completed PA requests at any
point after the Member Information page has been completed by clicking on the Save and Complete Later button,
which is at the bottom of each page. Thereisno limit to how many times PA requests can be saved.

Providers can complete partially saved PA requests at a later time by logging in to the secure Provider area of the
Portal, navigating to the Prior Authorization home page, and clicking on the Complete a Saved PA Request link. This
link takesthe provider to a Saved PA Requests page containing all of the provider's PA requeststhat have been
saved.

Onceon the Saved PA Requests page, providers can select a specific PA request and chooseto either continue
completing it or deleteit.

Note: The ability to save partially completed PA requestsisonly applicable to new PA requests. Providers cannot
save partially completed PA amendmentsor correctionsto returned PA requests or amendments.

30 Calendar Daysto Submit or Re-Save Prior Authorization Requests

Providers must submit or re-save PA requestswithin 30 calendar days of the date the PA request was last saved.
After 30 calendar days of inactivity, a PA request isautomatically deleted, and the provider hasto re-enter the entire
PA request.

The Saved PA Requests pageincludesalist of deleted PA requests. Thislist isfor information purposes only and
includes saved PA requeststhat have been deleted dueto inactivity (it does not include PA requests deleted by the
provider). Neither providersnor ForwardHealth are ableto retrieve PA requeststhat have been deleted.
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Submitting Completed Prior Authorization Requests

ForwardHealth'sinitial receipt of a PA request occurswhen the PA request is submitted on the Portal. Normal
backdating policy applies based on the date of initial receipt, not on the last saved date. Providersreceive a
confirmation of receipt along with a PA number once a PA reguest is submitted on the Portal.

PA Attachmentson the Portal

Almost all PA request attachments can be completed and submitted on the Portal. When providers are completing PA
requests, the Portal presentsthe necessary attachments needed for that PA request. For example, if a physician is
completing a PA request for physician-administered drugs, the Portal will prompt a PA/JCA (Prior Authorization/" J"
Code Attachment, F-11034 (07/12)) and display the form for the provider to complete. Certain PA attachments cannot
be completed online or uploaded.

Providers may also upload an electronically completed version of the paper PA attachment form. However, when
submitting a PA attachment electronically, ForwardHealth recommends completing the PA attachment online as
opposed to uploading an electronically completed version of the paper attachment form to reduce the chances of the
PA request being returned for clerical errors.

All PA request attachment forms are available on the Portal to download and print to submit by fax or mail.

Providers may also choose to submit their PA request on the Portal and mail or fax the PA attachment(s) and/or
additional supporting documentation to ForwardHealth. If the PA attachment(s) are mailed or faxed, a system-
generated Portal PA Cover Sheet (F-11159 (10/08)) must be printed and sent with the attachment to ForwardHealth
for processing. Providers must list the attachments on the Portal PA Cover Sheet. When ForwardHealth receivesthe
PA attachments by mail or fax, they will be matched up with the PA/RF (Prior Authorization Request Form, F-11018
(05/13)) that was completed on the Portal.

Note: If the cover sheet could not be generated while submitting the PA request due to technical difficulties, providers
can print the cover sheet from the main Portal PA page.

Before submitting any PA request documents, providers should save or print a copy for their records. Oncethe PA
request is submitted, it cannot beretrieved for further editing.

Asareminder, ForwardHealth does not mail back any PA reguest documents submitted by providers.
Additional Supporting Clinical Documentation

ForwardHealth accepts additional supporting clinical documentation when the information cannot be indicated on the
required PA request formsand is pertinent for processing the PA request or PA amendment request. Providers have
the following options for submitting additional supporting clinical information for PA requestsor PA amendment
requests:

. Upload eectronically.
. Mail.
. Fax.

Providers can choose to upload eectronic supporting information through the Portal in the following for mats:

. JPEG (Joint Photographic Experts Group) (.jpg or .jpeg).
. PDF (Portable Document Format) (.pdf).
. Rich Text Format (.rtf).

Published Policy Through August 31, 2015

Personal Care Page 227 of 320



Wisconsin Medicaid

. Text File (.txt).
. OrthoCAD™ (.3dm) (for dental providers).

JPEG filesmust be stored with a" .jpg" or " .jpeg" extension; text filesmust be stored with a" .txt" extension; rich
text format filesmust be stored with an " .rtf" extension; and PDF files must be stored with a" .pdf" extension.

Dental OrthoCAD ™ files are stored with a".3dm" extension.

Microsoft Word files (.doc) cannot be uploaded but can be saved and uploaded in Rich Text Format or Text File
formats.

In addition, providers can also upload additional supporting clinical documentation via the Portal when:

. Correcting a PA request or PA amendment request that isin a" Returned — Provider Review" status.
. Submitting a PA amendment request.

If submitting supporting clinical information via mail or fax, providersare prompted to print a system-gener ated
Portal PA Cover Sheet to be sent with the information to ForwardHealth for processing. Providers must list the
additional supporting information on the Portal PA Cover Sheet.

ForwardHealth will return PA requests and PA amendments requests when the additional documentation could have
been indicated on the PA/RF and PA attachments or when the pertinent information is difficult to find.

" Suspended” Prior Authorization Requests
For PA requestsin a" Suspended" status, the provider hasthe option to:

. Changea PA request statusfrom " Suspended” to " Pending.”
. Submit additional documentation for a PA request that isin " Suspended” or " Pending" status.

Changing a Prior Authorization Request from " Suspended” to " Pending”

The provider hasthe option of changing a PA request status from " Suspended — Provider Sending Info" to
"Pending" if the provider determinesthat additional information will not be submitted. Changing the status from

" Suspended — Provider Sending Info" to " Pending” will allow the PA request to be processed without waiting for
additional information to be submitted. The provider can change the status by searching for the suspended PA
request, checking the box indicating that the PA request isready for processing without additional documentation, and
clicking the Submit button to allow the PA request to be processed by ForwardHealth. Thereisan optional freeform
text box, which allows providersto explain or comment on why the PA request can be processed.

Submitting Additional Supporting Clinical Documentation for a Prior Authorization Request in
" Suspended” or " Pending" Status

Thereisan Upload Documentsfor a PA link on the PA home page in the provider secured Home Page. By selecting
that link, providers have the option of submitting additional supporting clinical documentation for a PA request that is
in " Suspended” or " Pending" status. When submitting additional supporting clinical documentation for a PA request
that isin " Suspended" status, providers can choose to have ForwardHealth begin processing the PA request or to
keep the PA request suspended. Prior authorization requestsin a" Pending" status are processed regardless.

Note: When the PA request isin a" Pending" statusand the provider uploads additional supporting clinical
documentation, there may be up to a four-hour delay before the documentation is available to ForwardHealth in the
system. |f the uploaded information was received after the PA request was processed and the PA request was
returned for missing information, the provider may resubmit the PA request stating that the missing information was
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already uploaded.

Topic #456
Mail

Any type of PA (prior authorization) request may be submitted on paper. Providers may mail completed PA requests,
amendmentsto PA requests, and requests to enddate a PA request to Forwar dHealth at the following address:

ForwardHealth
Prior Authorization
Ste 88

313 Blettner Blvd
M adison WI 53784

Providersare encouraged to retain copies of all PA requests and supporting documentation befor e submitting them to
ForwardHealth.

Topic #457

STAT-PA

Providers can submit STAT-PA (Specialized Transmission Approval Technology-Prior Authorization) requestsfor a
limited number of services (e.g., certain drugs, lead inspections for HealthCheck). The STAT-PA system isan
automated system accessed by providers by touch-tone telephone that allowsthem to receive an immediate decision
for certain PA (prior authorization) requests.

NPI (National Provider Identifier) and related data arerequired when using the STAT-PA system.

Providersare encouraged to retain copies of all PA requests and supporting documentation befor e submitting them to
ForwardHealth.
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Provider Enrollment and Ongoing
Responsibilities:Documentation

Topic #6277

1099 Miscellaneous Forms

ForwardHealth generatesthe 1099 Miscellaneous form in January of each year for earnings greater than $600.00,
per IRS (Internal Revenue Service) regulations. One 1099 Miscellaneous form per financial payer and per tax
identification number is generated, regardless of how many provider IDsor NPIs (National Provider |dentifier) share
the same tax identification number. For example, a provider who conducts business with both Medicaid and WCDP
(Wisconsin Chronic Disease Program) will receive separate 1099 Miscellaneous formsfor each program.

The 1099 Miscellaneous forms ar e sent to the addr ess designated asthe " 1099 mailing address.”

Topic #1640

Availability of Recordsto Authorized Personnel

The DHS (Department of Health Services) hastheright to inspect, review, audit, and reproduce provider records
pursuant to DHS 106.02(9)(e), Wis. Admin. Code. The DHS periodically requests provider recordsfor compliance
auditsto match information against ForwardHealth'sinformation on paid claims, PA (prior authorization) requests,
and enrollment. Theserecordsinclude, but are not limited to, medical/clinical and financial documents. Providersare
obligated to ensurethat therecordsarereleased to an authorized DHS staff member (s).

Wisconsin Medicaid reimbur ses providers $0.06 per page for the cost of reproducing records requested by the DHS
to conduct a compliance audit. A letter of request for records from the DHS will be sent to a provider when records
arerequired.

Reimbursement is not made for other reproduction costsincluded in the provider agreement between the DHS and a
provider, such asreproduction costs for submitting PA requests and claims.

Also, state-contracted M COs (managed car e organizations), including HMOs and SSI (Supplemental Security
Income) HM Os, are not reimbur sed for the reproduction costs covered in their contract with the DHS.

Thereproduction of records requested by the PRO (Peer Review Organization) under contract with the DHSis
reimbursed at arate established by the PRO.

Topic #200

Confidentiality and Proper Disposal of Records

ForwardHealth supports member rights regarding the confidentiality of health care and other related records,
including an applicant or member's billing information or medical claim records. An applicant or member hasaright to
have thisinformation safeguarded, and the provider is obligated to protect that right. Use or disclosure of any
information concerning an applicant or member (including an applicant or member's billing information or medical
claim records) for any purpose not connected with program administration is prohibited unless authorized by the
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applicant or member (program administration includes contacts with third-party payersthat are necessary for
pursuing third-party payment and the release of information as ordered by the court).

Federal HIPAA (Health Insurance Portability and Accountability Act of 1996) Privacy and Security regulations
establish requirementsregarding the confidentiality and proper disposal of health care and related records containing
PHI (protected health information). These requirements apply to all providers (who are considered " covered
entities') and their business associates who create, retain, and dispose of such records.

For providersand their business partners who are not subject to HIPAA, Wisconsin confidentiality laws have similar
requirements pertaining to proper disposal of health care and related records.

HIPAA Privacy and Security Regulations
Definition of Protected Health Infor mation

Asdefined in the HIPAA privacy and security regulations, PHI is protected health information (including demographic
information) that:

. Iscreated, received, maintained, or transmitted in any form or media.

. Relatestothe past, present, or future physical or mental health or condition of an individual, the provision of
health careto an individual, or the payment for the provision of health care to an individual.

. ldentifiestheindividual or providesareasonable basisto believethat it can be used to identify the individual.

A member's name combined with hisor her member identification number or Social Security number isan example of
PHI.

Requirements Regarding " Unsecured" Protected Health Infor mation

Title X111 of the American Recovery and Reinvestment Act of 2009 (also known asthe HITECH (Health Information
Technology for Economic and Clinical Health) Act) included a provision that significantly expanded the scope,
penalties, and compliance challenges of HIPAA. This provision imposes hew reguirements on covered entities and
their business associates to notify patients, the federal government, and the media of breaches of " unsecured” PHI
(refer to 45 CFR Parts 160 and 164 and s. 13402 of the HITECH Act).

Unsecured PHI is PHI that has not been rendered unusable, unreadable, or indecipherable to unauthorized individuals
through the use of physical destruction approved by the HHS (U.S. Department of Health and Human Services).
According tothe HHS, destruction is the only acceptable method for rendering PHI unusable, unreadable, or
indecipherable.

Asdefined by federal law, unsecured PHI includes information in any medium, not just electronic data.

Actions Required for Proper Disposal of Records

Under the HIPAA privacy and security regulations, health care and related records containing PHI must be disposed
of in such a manner that they cannot bereconstructed. Thisincludes ensuring that the PHI is secured (i.e., rendered

unusable, unreadable, or indecipherable) prior to disposal of the records.

Tosecure PHI, providersand their business associates arerequired to use one of the following destruction methods
approved by the HHS:

. Paper, film, labels, or other hard copy media should be shredded or destroyed such that the PHI cannot be read
or otherwise reconstructed.
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. Electronic media should be cleared, purged, or destroyed such that the PHI cannot be retrieved according to
National Institute of Standards and Technology Special Publication 800-88, Guidelinesfor Media Sanitization,
which can be found on the NIST (National I nstitute of Standards and Technology) Web site.

For moreinformation regarding securing PHI, providers may refer to Health Information Privacy on the HHS Web
sSite.

Wisconsin Confidentiality L aws

Section 134.97, Wis. Stats., requires providers and their business partnerswho are not subject to HIPAA regulations
to comply with Wisconsin confidentiality laws pertaining to the disposal of health care and related records containing
PHI.

Section 146.836, Wis. Stats., specifiesthat the requirements apply to " all patient health carerecords, including those
on which written, drawn, printed, spoken, visual, electromagnetic or digital information isrecorded or preserved,
regardless of physical form or characteristics." Paper and electronic records are subject to Wisconsin confidentiality
laws.

" Personally I dentifiable Data" Protected

According to s.134.97(1)(e), Wis. Stats., the types of records protected are those containing " per sonally identifiable
data."

Asdefined by the law, personally identifiable data isinformation about an individual's medical condition that is not
considered to be public knowledge. This may include account numbers, customer numbers, and account balances.

Actions Required for Proper Disposal of Records

Health care and related records containing personally identifiable data must be disposed of in such a manner that no
unauthorized person can accessthe personal information. For the period of time between arecord's disposal and its
destruction, providersand their business partnersarerequired to take actionsthat they reasonably believe will
ensurethat no unauthorized person will have access to the personally identifiable data contained in the record.

Businesses Affected

Sections 134.97 and 134.98, Wis. Stats., governing the proper disposal of health care and related records, apply to
medical businesses as well asfinancial institutions and tax preparation businesses. For the purposes of these
requirements, a medical businessis any for-profit or nonprofit organization or enterprise that possessesinformation
— other than personnel records— relating to a person's physical or mental health, medical history, or medical
treatment. M edical businessesinclude sole proprietor ships, partnerships, firms, businesstrusts, joint ventures,
syndicates, cor porations, limited liability companies, or associates.

Continuing Responsibilitiesfor All Providers After Ending Participation

Ending participation in a ForwardHealth program does not end a provider's responsibility to protect the confidentiality
of health care and related records containing PHI.

Providerswho no longer participatein a ForwardHealth program are responsible for ensuring that they and their
business associates/par tner s continue to comply with all federal and state laws regarding protecting the confidentiality
of members PHI. Oncerecord retention requirements expire, records must be disposed of in such a manner that they
cannot bereconstructed — according to federal and state regulations— in order to avoid penalties.
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All ForwardHealth providersand their business associates/partner s who cease practice or go out of business should
ensurethat they have policies and proceduresin placeto protect all health care and related records from any
unauthorized disclosure and use.

Penaltiesfor Violations

Any covered entity provider or provider's business associate who violates federal HIPAA regulationsregarding the
confidentiality and proper disposal of health care and related records may be subject to criminal and/or civil penalties,
including any or all of the following:

. Finesup to $1.5 million per calendar year.
. Jail time.
. Federal HHS Office of Civil Rights enforcement actions.

For entities not subject to HIPAA, s.134.97(4), Wis. Stats., imposes penalties for violations of confidentiality laws.
Any provider or provider'sbusiness partner who violates Wisconsin confidentiality laws may be subject to fines up to
$1,000 per incident or occurrence.

For more specific information on the penalties for violationsrelated to members health carerecords, providers
should refer to s. 13410(d) of the HITECH Act, which amends 42 USC s. 1320d-5, and s. 134.97(3), (4) and 146.84,
Wis. Stats.

Topic #4678

Documentation for Accompanying Member to Medical
Appointments

When it ismedically necessary to accompany a member to a medical appointment and the member istraveling by
common carrier, the provider should document the medically necessary personal care services provided while the
PCW (personal careworker) accompaniesthe member. If the PCW does not provide any medically necessary ADL
(activities of daily living) or delegated nursing actsidentified in the POC (plan of care), then the provider should not
bill Badger Care Plus for accompanying the member to medical appointments.

If a PCW must remain with the member during the medical appointment, the provider isrequired to document the
medically necessary services provided during the appointment. The services provided by the PCW may not duplicate
servicesthat the medical professional isresponsible for providing for the member. Badger Care Plus personal care
services do not cover supervision of the member as stated in DHS 107.11(5), and DHS 107.112(4), Wis. Admin. Code.

Assistance with ADL and delegated nursing acts that can be provided before the member leaves home for the medical
appointment or upon hisor her return home for the medical appointment or upon hisor her return home do not
support the need for the PCW to accompany the member to the medical appointment. For the PCW to accompany the
member to the medical appointment, documentation must include the ADL, the delegated nursing acts, and the
medical necessity for the provision of the ADL and delegated nursing acts while the PCW accompaniesthe member
to the medical appointment.

Topic #201

Financial Records

According to DHS 106.02(9)(c), Wis. Admin. Code, a provider isrequired to maintain certain financial recordsin
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written or eectronic form.

Topic #202

M edical Records

A dated clinician's signature must beincluded in all medical notes. According to DHS (Department of Health
Services) 106.02(9)(b), Wis. Admin. Code, a provider isrequired to include certain written documentation in a
member's medical record.

Topic#199

Member Accessto Records

Providersarerequired to allow members access to their health care records, including those related to
ForwardHealth services, maintained by a provider in accordance with Wisconsin Statutes, excluding billing
statements.

Feesfor Health Care Records

Per s. 146.83, Wis. Stats., providersmay charge a fee for providing one set of copies of health carerecordsto
memberswho are enrolled in Wisconsin Medicaid or Badger Car e Plus programs on the date of the recordsrequest.
Thisappliesregardless of the member's enrollment status on the DOS (dates of service) contained within the health
carerecords.

Per s. 146.81(4), Wis. Stats., health carerecordsareall recordsrelated to the health of a patient prepared by, or
under the supervision of, a health care provider.

Providersarelimited to charging membersenrolled in state-funded health care programs 25 per cent of the applicable
feesfor providing one set of copies of the member's health carerecords.

Note: A provider may charge members 100 percent of the applicable fees for providing a second or additional set of
copies of the member's health carerecords.

The DHS (Department of Health Services) adjusts the amounts a provider may charge for providing copies of a
member's health carerecordsyearly per s. 146.83(3f)(c), Wis. Stats.

Topic #2509

Personal Careand Travel Time

According to DHS 106.02(9)(f), Wis. Admin. Code, covered services are not reimbursable under Wisconsin Medicaid
unless the documentation and medical record keeping requirements are met. Documentation is monitored during the
audit process.

Provider records must support that all time billed to Wisconsin Medicaid is actual (within rounding guidelines),
necessary, and reasonable. Providerswill only bereimbursed by Wisconsin Medicaid for personal caretime and
travel time actually provided (within rounding guidelines), even if PA (prior authorization) allows for additional time.

For each DOS (date of service) billed to Wisconsin Medicaid, the following must be documented:
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1. Whereand when travel started and ended.
2. When each period of personal care started and ended.
3. When and wherereturn travel started and ended.

Using a Computer-Generated Mileage Program

Provides may use a computer-generated mileage program to document travel time, if preferred. The program must
provide the shortest distance between pointsin both miles and minutes when documenting PCW (per sonal care
worker) travel time. If a computer-generated method isused, the provider isrequired to adhereto the following
documentation standards:

. Establish aroutineitinerary for each PCW using the following guidelines:

o Theroutineitinerary must be based on travel to and from authorized locations. The only authorized
locationsfor calculating travel time are the previous or following personal care appointment, the PCW's
residence, or the provider's office.

o A PCW may deviate from the routineitinerary to make stops between authorized locationsif thetime
billed does not differ from the routineitinerary for that day.

o When a PCW changestheroutineitinerary a new itinerary must be documented.

. Schedule PCW visitsto maximize travel time so that the serviceis delivered in a cost-effective manner,
according to DHS 101.03(96m), Wis. Admin. Code. Thisrequirement isalso in effect when routineitineraries
are utilized.

. Bill travel timeonly for datesthat the PCW actually provided personal care servicesto the member.

. Maintain the following information on filein the agency records:

The computer-gener ated map documenting the shortest distance and time between travel locations.

Theroutineitinerariesfor each PCW.

The addresses of locations for which "to" and " from" travel occurs.

o Themember's name and address.

o TheDOS, start and end times, and personal care services provided.

1 O

Topic #16157

Policy Requirements for Use of Electronic Signatureson
Electronic Health Records

For ForwardHealth policy areaswhere a signatureisrequired, electronic signatures are acceptable aslong as the
signatur e meets the requirements. When ForwardHealth policy specifically statesthat a handwritten signatureis
required, an electronic signature will not be accepted. When ForwardHealth policy specifically statesthat a written
signatureisrequired, an electronic signature will be accepted.

Reimbursement for services paid to providerswho do not meet all electronic signature requirements may be subject
to recoupment.

Electronic Signatur e Definition

An electronic signature, asstated in s. 137.11(8), Wis. Stats., is" an electronic sound, symbol, or process attached to
or logically associated with arecord and executed or adopted by a person with the intent to sign the record.”

Some examplesinclude:
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. Typed name (performer may type hisor her complete name).
. Number (performer may type a number uniqueto him or her).
. Initials (performer may type initials unique to him or her).

All examples above must also meet all of the electronic signature requirements.

Benefits of Using Electronic Signatures

The use of dectronic signatureswill allow providersto:

. Savetime by streamlining the document signing process.
. Reducethe costs of postage and mailing materials.

. Maintain theintegrity of the data submitted.

. Increase security to aid in non-repudiation.

Electronic Signature Requirements

By following the general electronic signature requirements below, the use of electronic signatures provides a secure
alternative to written signatures. These requirementsalign with HIPAA (Health Insurance Portability and
Accountability Act of 1996) Privacy Rule guidelines.

General Requirements
When using an electronic signature, all of the following requirements must be met:

. Theéectronic signature must be under the sole control of the rendering provider. Only therendering provider
or designee hasthe authority to use the rendering provider's electronic signature. Providersare required to
maintain documentation that shows the electronic signatur e that belongs to each rendering provider if a
numbering or initial system isused (e.g., what number isassigned to a specific rendering provider). This
documentation must be kept confidential.

. Theprovider isrequired to have current policies and proceduresregarding the use of electronic signatures. The
DHS (Department of Health Services) recommendsthe provider conduct an annual review of policies and
procedureswith those using electronic signaturesto promote ongoing compliance and to addr ess any changesin
the policies and procedures.

. Theprovider isrequired to conduct or review a security risk analysisin accordance with the requirements
under 45 CFR s. 164.308(a)(1).

. Theprovider isrequired to implement security updates as necessary and correct identified security deficiencies
aspart of itsrisk management process.

. Theprovider isrequired to establish administrative, technical, and physical safeguardsin compliance with the
HIPAA Security Rule.

Electronic Health Record Signature Requirements
An EHR (electronic health record) that utilizes electronic signatures must meet the following requirements:

. Thecertification and standard criteria defined in the Health Information Technology Initial Set of Standards,
Implementation Specifications, Certification Criteria for Electronic Health Record Technology Final Rule (45
CFR Part 170) and any revisionsincluding, but not limited to, the following:

o Assign a unique name and/or number for identifying, tracking user identity, and establishing controls that
permit only authorized usersto access electronic health information.

o Record actionsrelated to electronic health information according to the standard set forth in 45 CFR s.
170.210(b).
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» Enableauser to generate an audit log for a specific time period. The audit log must also have the ability
to sort entries according to any of the elements specified in the standard 45 CFR s. 170.210(b).

o Verify that a person or entity seeking access to electronic health information isthe one claimed and is
authorized to access such information.

o Record the date, time, patient identification, and user identification when electronic health information is
created, modified, accessed, or deleted. An indication of which action(s) occurred and by whom must also
be recor ded.

» Use a hashing algorithm with a security strength equal to or greater than SHA-1 (Secure Hash Algorithm
1) as specified by the NIST (National Institute of Standards and Technology) in FIPS PUB 180-3
(October 2008) to verify that electronic health information has not been altered. (Providersunsure
whether or not they meet this guideline should contact their IT (Information Technology) and/or
security/privacy analyst.)

. Ensurethe EHR provides:

o Nonrepudiation — assurance that the signer cannot deny signing the document in the future.

User authentication — verification of the signer'sidentity at the time the signature was gener ated.
Integrity of electronically signed documents — retention of data so that each record can be authenticated
and attributed to the signer.

o Message integrity — certainty that the document has not been altered since it was signed.

o Capability to convert electronic documentsto paper copy — the paper copy must indicate the name of the
individual who electronically signed the form aswell asthe date electronically signed.

. Ensureélectronically signed records created by the EHR have the same back-up and record retention
requirements as paper records.

o o

Topic #203

Preparation and Maintenance of Records

All providerswho receive payment from Wisconsin M edicaid, including state-contracted MCOs (managed care
organizations), arerequired to maintain recordsthat fully document the basis of charges upon which all claims for
payment are made, accor ding to DHS 106.02(9)(a), Wis. Admin. Code. This required maintenance of recordsis
typically required by any third-party insurance company and is not unique to ForwardHealth.

Topic #2508

Record M aintenance

M edicaid-enrolled personal care providers have the responsibility to maintain all agency, member-related, and
employeerecordslisted in DHS 105.17 and DHS 106.02(9), Wis. Admin. Code.

Thisresponsibility can be satisfied if the Medicaid-enrolled provider maintains the records on premises. If services
are contracted, the provider may require the subcontractor to maintain records. However, the Medicaid-enrolled
provider retainsall responsibility to assure compliance with requirements.

Topic #204

Record Retention

Providersarerequired to retain documentation, including medical and financial records, for a period of not less than
five yearsfrom the date of payment, except RHCs (rural health clinics), which arerequired to retain recordsfor a
minimum of six years from the date of payment.
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According to DHS 106.02(9)(d), Wis. Admin. Code, providersare required to retain all evidence of billing information.

Ending participation as a provider does not end a provider'sresponsibility to retain and provide accessto fully
maintained records unless an alter native arrangement of record retention and maintenance has been established.

Maintaining Confidentiality of Records

Ending participation in a ForwardHealth program does not end a provider's responsibility to protect the confidentiality
of health care and related records containing PHI (protected health information).

Providerswho no longer participatein a ForwardHealth program are responsible for ensuring that they and their
business associates/par tner s continue to comply with all federal and state laws regarding protecting the confidentiality
of members PHI. Oncerecord retention requirements expire, records must be disposed of in such a manner that they
cannot bereconstructed — according to federal and state regulations— in order to avoid penalties. For more
information on the proper disposal of records, refer to Confidentiality and Proper Disposal of Records.

All ForwardHealth providersand their business associates/partner s who cease practice or go out of business should
ensur e that they have policies and proceduresin place to protect all health care and related records from any
unauthorized disclosure and use.

Reviews and Audits

The DHS (Department of Health Services) periodically reviews provider records. The DHS hastheright to inspect,
review, audit, and photocopy the records. Providersarerequired to permit access to any requested record(s), whether
in written, electronic, or micrographic form.

Topic #205

Recor ds Requests

Reguestsfor billing or medical claim information regarding services reimbur sed by Wisconsin M edicaid may come

from avariety of individuals including attor neys, insurance adjusters, and members. Providersare required to notify
Forwar dHealth when releasing billing information or medical claim recordsrelating to chargesfor covered services

except in the following instances:

. When the member isa dual eligible (i.e., member iseligible for both Medicare and Wisconsin Medicaid or
Badger Care Plus) and isrequesting materials pursuant to Medicare regulations.

. When the provider isattempting to exhaust all existing health insurance sour ces prior to submitting claimsto
ForwardHealth.

Request from a Member or Authorized Person

If the request for a member's billing information or medical claim recordsisfrom a member or authorized person
acting on behalf of a member, the provider isrequired to do the following:

1. Send acopy of the requested billing information or medical claim recordsto the requestor.

2. Send aletter containing the following information to Forwar dHealth:
. Member'sname.
. Member's ForwardHealth identification number or SSN (Social Security number), if available.
. Member'sDOB (date of birth).
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. DOS (date of service).
. Entity requesting the records, including name, addr ess, and telephone number.

Theletter must be sent to the following address:

Wisconsin Casualty Recovery — HM S
Ste 100

5615 Highpoint Dr

Irving TX 75038-9984

Request from an Attorney, Insurance Company, or Power of Attorney

If therequest for a member's billing information or medical claim recordsisfrom an attorney, insurance company, or
power of attorney, the provider isrequired to do the following:

1. Obtain arelease signed by the member or authorized representative.

2. Furnish therequested material to therequester, marked "BILLED TO FORWARDHEALTH" or "TO BE
BILLED TO FORWARDHEALTH," with a copy of therelease signed by the member or authorized
representative. Approval from ForwardHealth isnot necessary.

3. Send a copy of the material furnished to therequestor, along with a copy of their original request and medical
authorization release to:

Wisconsin Casualty Recovery — HM S
Ste 100

5615 Highpoint Dr
Irving TX 75038-9984

Request for Information About a Member Enrolled in a State-Contracted
Managed Care Organization

If therequest for a member's billing information or medical claim recordsisfor amember enrolled in a state-
contracted M CO (managed car e or ganization), the provider isrequired to do the following:

1. Obtain arelease signed by the member or authorized representative.
2. Send a copy of the letter requesting the infor mation, along with the release signed by the member or authorized
representative, directly tothe MCO.

The MCO makes most benefit payments and is entitled to any recovery that may be available.

Request for a Statement from a Dual Eligible
If therequest isfor an itemized statement from a dual eligible, pursuant to HR 2015 (Balanced Budget Act of 1997) s.
4311, adual eligible hastheright to request and receive an itemized statement from hisor her Medicare-enrolled

health care provider. The Act requiresthe provider to furnish the requested infor mation to the member. The Act does
not requirethe provider to notify ForwardHealth.

Topic #1646
Release of Billing Information to Government Agencies
Providersare permitted to release member information without infor med consent when awritten request is made by
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the DHS (Department of Health Services) or the federal HHS (Department of Health and Human Services) to
perform any function related to program administration, such as auditing, program monitoring, and evaluation.

Providersare authorized under Wisconsin Medicaid confidentiality regulationsto report suspected misuse or abuse of
program benefitsto the DHS, aswell asto provide copies of the corresponding patient health care records.
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Ongoing Responsibilities

Topic #220

Accommodating Memberswith Disabilities

All providers, including ForwardHealth providers, operating an existing public accommodation have requirements
under Titlell1 of the Americans with Disabilities Act of 1990 (nondiscrimination).

Topic #2505

Business Oper ations

The Medicaid-enrolled provider isresponsible for the following:

. Possessing the capacity to enter into a legally binding contract.
. Documenting the following in the enrollment application:
o Cost-effective provision of services.
o Adequate resourcesto maintain a cash flow sufficient to cover operating expenses for 60 days.
o A written plan of operation describing the entire process from referral through delivery of services and
follow-up.
. Documenting a financial accounting system that complies with generally accepted accounting principles.
. Submitting claimsto ForwardHealth for personal care and travel time services, RN (registered nurse)
supervisory visits, and DM S (disposable medical supplies) to receive Medicaid reimbur sement.

Topic #2504

Case Sharing

If morethan one M edicaid-enrolled home care provider provides careto a member, the case becomes a shared case.
Personal care providers sharing a case with other personal care agencies, home health agencies, or NIP (nursesin
independent practice) should document their communication with the other providersregarding member needs, POC
(plan of care), and scheduling. Thiswill ensure coordination of services and continuity of care, while also preventing
duplication of services being provided to a member.

Each personal care provider isresponsible for supervision of itsown PCWs (personal care workers) by an RN
(registered nurse) supervisor. Each provider may be reimbursed by Wisconsin Medicaid for RN supervision of the
PCW.

Topic#219

Civil Rights Compliance (Nondiscrimination)

Providersarerequired to comply with all federal lawsrelating to Title X1X of the Social Security Act and state laws
pertinent to Forwar dHealth, including the following:
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. TitleVI and VII of the Civil Rights Act of 1964.

. The AgeDiscrimination Act of 1975.

. Section 504 of the Rehabilitation Act of 1973.

. The ADA (Americanswith Disabilities Act) of 1990.

The previoudly listed lawsrequirethat all health care benefits under ForwardHealth be provided on a
nondiscriminatory basis. No applicant or member can be denied participation in ForwardHealth or be denied benefits
or otherwise subjected to discrimination in any manner under ForwardHealth on the basis of race, color, national
origin or ancestry, sex, religion, age, disability, or association with a person with a disability.

Any of the following actions may be considered discriminatory treatment when based on race, color, national origin,
disability, or association with a person with a disability:

. Denial of aid, care, services, or other benefits.

. Segregation or separate treatment.

. Restriction in any way of any advantage or privilege received by others. (There are some program restrictions
based on eligibility classifications.)

. Treatment different from that given to othersin the determination of eligibility.

. Refusing to provide an oral language inter preter to personswho are considered LEP (limited English proficient)
at no cost to the LEP individual in order to provide meaningful access.

. Not providing trandation of vital documentsto the LEP groupswho represent five percent or 1,000, whichever
issmaller, in the provider'sarea of servicedelivery.

Note: Limiting practice by ageis not age discrimination and specializing in certain conditionsis not disability
discrimination. For further information, see 45 CFR Part 91.

Providersarerequired to bein compliance with the previously mentioned laws asthey are currently in effect or
amended. Providerswho employ 25 or more employees and receive $25,000 or more annually in Medicaid
reimbursement are also required to comply with the DHS (Department of Health Services) Affirmative Action and
Civil Rights Compliance Plan requirements. Providersthat employ lessthan 25 employees and receive lessthan
$25,000 annually in Medicaid reimbursement are required to comply by submitting a L etter of Assurance and other
appropriate forms.

Providerswithout Internet access may obtain copies of the DHS Affirmative Action and Civil Rights Compliance Plan
(including the L etter of Assurance and other forms) and instructions by calling the Affirmative Action and Civil Rights
Compliance Officer at (608) 266-9372. Providers may also write to the following addr ess:

AA/CRC Office

1W Wilson St Rm 561
PO Box 7850

Madison W1 53707-7850

For moreinformation on the acts protecting member s from discrimination, refer to the civil rights compliance

information in the Enrollment and Benefits booklet. The booklet is given to new ForwardHealth members by local
county or tribal agencies. Potential ForwardHealth members can request the booklet by calling M ember Services.

Title VI of the Civil Rights Act of 1964

Thisact requiresthat all benefits be provided on a nondiscriminatory basis and that decisions regar ding the provision
of services be made without regard to race, color, or national origin. Under thisact, the following actionsare
prohibited, if made on the basis of race, color, or national origin:

. Denying services, financial aid, or other benefitsthat are provided asa part of a provider's program.
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. Providing servicesin amanner different from those provided to othersunder the program.

. Aggregating or separately treating clients.

. Treating individuals differently in digibility determination or application for services.

. Selecting a sitethat hasthe effect of excluding individuals.

. Denying an individual's participation as a member of a planning or advisory board.

. Any other method or criteria of administering a program that hasthe effect of treating or affecting individualsin
a discriminatory manner.

TitleVII of the Civil Rights Act of 1964

Thisact prohibits differential treatment, based solely on a person'srace, color, sex, national origin, or religion, in the
terms and conditions of employment. These conditions or terms of employment arefailure or refusal to hireor
discharge compensation and benefits, privileges of employment, segregation, classification, and the establishment of
artificial or arbitrary barriersto employment.

Federal Rehabilitation Act of 1973, Section 504

Thisact prohibitsdiscrimination in both employment and service delivery based solely on a person's disability.

Thisact requiresthe provision of reasonable accommodations wher e the employer or service provider cannot show
that the accommodation would impose an undue hardship in the delivery of the services. A reasonable accommodation
isadevice or service modification that will allow the disabled person to receive a provider's benefits. An undue
hardship isa burden on the program that is not equal to the benefits of allowing that handicapped person's
participation.

A handicapped person means any person who has a physical or mental impair ment that substantially limits one or
moremajor life activities, hasa record of such an impairment, or isregarded as having such an impairment.

In addition, Section 504 requires" program accessibility,” which may mean building accessibility, outreach, or other
measuresthat allow for full participation of the handicapped individual. In determining program accessibility, the
program or activity will be viewed in itsentirety. In choosing a method of meeting accessibility requirements, the
provider shall give priority to those methodsthat offer a person who isdisabled servicesthat are provided in the most
integrated setting appropriate.

Americanswith Disabilities Act of 1990

Under Titlelll of the ADA (Americanswith Disabilities Act) of 1990, any provider that operates an existing public
accommodation has four specific requirements:

1. Removebarriersto make hisor her goods and services available to and usable by people with disabilitiesto the
extent that it isreadily achievableto do so (i.e., to the extent that needed changes can be accomplished without
much difficulty or expense).

2. Provideauxiliary aids and services so that people with sensory or cognitive disabilities have access to effective
means of communication, unless doing so would fundamentally alter the operation or result in undue burdens.

3. Modify any policies, practices, or proceduresthat may be discriminatory or have a discriminatory effect, unless
doing so would fundamentally alter the nature of the goods, services, facilities, or accommodations.

4. Ensurethat there are no unnecessary eligibility criteriathat tend to screen out or segregate individuals with
disabilitiesor limit their full and equal enjoyment of the place of public accommodation.

Age Discrimination Act of 1975
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The Age Discrimination Act of 1975 prohibits discrimination on the basis of age in programs and activities receiving
federal financial assistance. The Act, which appliesto all ages, per mitsthe use of certain age distinctions and factors
other than age that meet the Act'srequirements.

Topic #198

Contracted Staff

Under afew circumstances (e.g., personal care, case management services), providers may contract with non-
M edicaid-enrolled agencies for services. Providersarelegally, programmatically, and fiscally responsible for the
services provided by their contractorsand their contractors services.

When contracting services, providersare required to monitor the contracted agency to ensure that the agency is
meeting member needs and adhering to ForwardHealth requirements.

Providersarealso responsible for informing a contracted agency of ForwardHealth reguirements. Providers should
refer those with whom they contract for servicesto ForwardHealth publicationsfor program policies and procedures.
ForwardHealth references and publicationsinclude, but are not limited to, the following:

. Wisconsin Administrative Code.
. ForwardHealth Updates.
. The Online Handbook.

Providers should encourage contracted agenciesto visit the ForwardHealth Portal regularly for the most current
information.

Topic #2503

Contract Requirementsfor Contracted Personal Care Services

If a Medicaid-enrolled personal care agency contracts for services, it isrequired to enter into a written contract for
any personal care services provided by any outside personnel for which it bills Wisconsin Medicaid and maintain a
copy of the contract on file according to DHS 105.17(1n)(e), (f), and (fm), Wis. Admin. Code.

Topic #216

Examples of Ongoing Responsibilities

Responsibilities for which providers are held accountable are described throughout the Online Handbook. M edicaid-
enrolled providers have responsibilities that include, but are not limited to, the following:

. Providing the samelevel and quality of careto ForwardHealth members as private-pay patients.

. Complying with all state and federal lawsrelated to ForwardHealth.

. Obtaining PA (prior authorization) for services, when required.

. Notifying membersin advanceif a serviceisnot covered by ForwardHealth and the provider intendsto collect
payment from the member for the service.

. Maintaining accur ate medical and billing records.

. Retaining preparation, maintenance, medical, and financial records, along with other documentation, for a
period of not lessthan five years from the date of payment, except rural health clinic providerswho are
required to retain recordsfor a minimum of six years from the date of payment.

. Billina only for servicesthat were actually provided.
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. Allowing a member accessto hisor her records.

. Monitoring contracted staff.

. Accepting Medicaid reimbursement as payment in full for covered services.

. Keeping provider information (i.e., address, business name) current.

. Notifying ForwardHealth of changesin ownership.

. Responding to Medicaid revalidation notifications.

. Safeguarding member confidentiality.

. Verifying member enrollment.

. Keeping up-to-date with changesin program requirements as announced in ForwardHealth publications.

Topic #217

Keeping Information Current
Changes That Require ForwardHealth Notification

Providersarerequired to notify ForwardHealth of any changesto their demographic information, including the
following, asthey occur:

. Address(es) — practice location and related information, mailing, PA (prior authorization), and/or financial.

Note: Health care providerswho are federally required to have an NPI (National Provider |dentifier) are
cautioned that changesto their practice location address on file with Forwar dHealth may alter their ZIP+4 code
information that isrequired on transactions.

. Businessname.

. Contact name.

. Federal Tax ID number (IRS (Internal Revenue Service) number).
. Group affiliation.

. Licensure.

. NPI.

. Ownership.

. Professional certification.

. Provider specialty.

. Supervisor of nonbilling providers.

. Taxonomy code.
. Telephone number, including area code.

Failureto notify ForwardHealth of changes may result in the following:
. Incorrect reimbursement.
. Misdirected payment.
. Claim denial.
. Suspension of paymentsor cancellation of provider fileif provider mail isreturned to ForwardHealth for lack of
acurrent address.

Entering new information on a claim form or PA request is not adequate notification of change.

Notifying ForwardHealth of Changes

Providerscan notify ForwardHealth of changes using the demographic maintenance tool.
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Providers Enrolled in Multiple Programs

If demographic information changes, providersenrolled in multiple programs (e.g., Wisconsin Medicaid and WCDP
(Wisconsin Chronic Disease Program)) will need to change the demographic information for each program. By
toggling between accounts using the Switch Organization function of the Portal, providers who have a Portal account
for each program can change their information for each program using the demographic maintenance tool. The
Account User Guide provides specific information about switching organizations.

ProvidersLicensed or Certified by the Division of Quality Assurance

Providerslicensed or certified by the DQA (Division of Quality Assurance) arerequired to notify the DQA of changes
to physical address, changes of ownership, and facility closures by emailing Lisa.l mhof @dhs.wisconsin.gov.

Topic#577

L egal Framework

Thefollowing laws and regulations provide the legal framework for Badger Care Plus, Medicaid, and Wisconsin Well
Woman Medicaid:

. Federal Law and Regulation:
o Law — United States Social Security Act; Title XIX (42 US Code ss. 1396 and following) and Title X XI.
o Regulation — Title 42 CFR Parts 430-498 and Parts 1000-1008 (Public Health).

. Wisconsin Law and Regulation:
o Law — Wisconsin Statutes: 49.43-49.499, 49.665, and 49.473.

Laws and regulations may be amended or added at any time. Program requirements may not be construed to
supersede the provisions of these laws and regulations.

Theinformation included in the ForwardHealth Portal appliesto Badger Care Plus, Medicaid, and Wisconsin Well
Woman Medicaid. Badger Care Plus, Medicaid, and Wisconsin Well Woman Medicaid are administered by the DHS
(Department of Health Services). Within the DHS, the DHCAA (Division of Health Care Access and Accountability)
isdirectly responsible for managing these programs.

Topic #2502

Section 49.46(2)(b)6.j., Wis. Stats.,, DHS 105.17 and DHS 107.112, Wis. Admin. Code, provide the legal framework
for personal care services.

Section 441.04, 441.05, 441.06, 448.07, Wis. Stats.,, DHS 105.17 and DHS 107.112, Wis. Admin. Code, and Wisconsin
Board of Nursing Administration Code ch. N 6 provide the legal framework for professional nursing and medicine
Services.

Medicaid-enrolled personal careprovidersarerequired to meet the defined standards of business operations, record
maintenance, per sonnel management, responsiveness to member s, and documentation according to DHS 105.17, Wis.
Admin. Code.

Topic #17097
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L icensure Information

Licensed providersarerequired to keep all licensureinformation, including license number, grant and expiration
dates, and physical location as applicable (e.g., hospital providers), current with ForwardHealth.

If providersdo not keep their licensure information, including their license number, current with ForwardHealth, any
of the following may occur:

. Providers enrollment may be deactivated. Asaresult, providerswould not be able to submit claimsor PA (prior
authorization) requests or be ableto function as prescribing/referring/ordering providers, if applicable, until
they update their licensureinformation.

. Providersmay experiencealapsein enrollment. If a lapse occurs, providers may need to re-enroll, which may
result in another application fee being assessed.

Providers may change the grant and expiration datesfor their current license(s) and enter information for a new
license(s), such asthe license number, licensing state, and grant and expiration dates, using the demogr aphic
maintenance tool. After entering information for their new license(s), some providers (e.g., out-of-state providers) will
also berequired to upload a copy of their license using the demographic maintenance tool. Provided licensure
information must correspond with the information on file with the applicable licensing authority.

In some cases, ForwardHealth will need to verify licensureinformation with the applicable licensing authority, which
may take up to 10 business days after submission. Providers updating their license infor mation should plan
accordingly so that they do not experience any of the indicated interruptionsin enrollment. If provided licensure
information (e.g., grant and expiration dates) does not correspond with the licensing authority's information, the
licensing authority'sinformation will be retained and will display in the demographic maintenance tool once verified by
ForwardHealth.

Topic #2506

Member Rights

Per sonal care member s have the samerights afforded to all ForwardHealth program members as detailed in DHS
104, Wis. Admin. Code. To protect members, personal care providersarerequired to perform certain activities as
directed by DHS 105.17(1w), Wis. Admin. Code.

Providers should provide memberswith the Member Services contact information for assistance.

Topic #2500

Personal Care Worker Guidelinesfor Completing a
Record of Care

PCWs (personal careworkers) arerequired to record the following infor mation about the services provided to
memberson arecord of careform:

. Theactual start time and end time of personal care each day.

. Thetimeactually spent providing Medicaid-cover ed tasks, not the time estimated by the agency or on the PA
(prior authorization).

. Theservices provided to the member for each date of service.
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For each task, the PCW must record therequired information using one of the following methods.

. Placing a checkmark next to each task completed.
. Recording the number of minutes spent on each task.
. Recording the time each task was started and ended.

PCWsmay complete the record of care at the end of each shift based on memory, rather than immediately after each
task is performed.

The member and PCW signatures and dates of signaturesarerequired on all records of care completed by PCWs. If
the member does not sign the record of care, the agency must document the reason why in the medical record.

Topic #2499

Personnel M anagement

The Medicaid-enrolled provider isreguired to document and implement a system of personnel management accor ding
to DHS 105.17(1n), Wis. Admin. Code.

Topic #15157

Recovery Audit Contractor Audits

The ACA (Affordable Care Act) requires statesto establish an RAC (Recovery Audit Contractor) program to enable
the auditing of Medicaid claim paymentsto providers. In Wisconsin, the RAC will audit claim payments from
Wisconsin M edicaid and Badger Care Plus. The Wisconsin DHS (Department of Health Services) has awar ded the
contract to HM S (Health Management Systems, Inc.) asthe RAC for the state of Wisconsin.

Note: The RAC will not audit claims submitted for Family Planning Only Services, Senior Care, WCDP (Wisconsin
Chronic Disease Program), the WWWP (Wisconsin Well Woman Program), and ADAP (Wisconsin AIDS Drug
Assistance Program).

The overall goal of the RAC program isto identify and decrease improper payments. The audits will ensure that
payments are for services covered under the programsin which the member was enrolled and that the serviceswere
actually provided and properly billed and documented. The audits are being conducted under Generally Accepted
Government Auditing Standards.

Providerswill be selected for audits based on data analysis by the RAC and referrals by state agencies. The RAC will
ensurethat its audits neither duplicate state audits of the same providersnor interfere with potential law enfor cement
investigations.

Providerswho receive a notification regarding an audit should follow theinstructions as outlined in the notification
within the requested time frames.

Affected Providers

Any provider may be audited, including, but not limited to, fee-for-service providers, institutional and non-institutional
providers, aswell asmanaged car e entities.

Additional Information
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Any questions regar ding the RAC program should be directed to HM S at (800) 310-0865. Refer to the RAC Web site
for additional information regarding HM S RAC activities.

Topic #3644

Registered Nurse Visit

At least once every 60 days, the RN (registered nurse) shall visit each member's home and, based on the home visit,
complete the following activities for each member, based on DHS 107.12 Wis. Admin. Code:

. Review and evaluate the member's medical condition and medical needs according to the written POC (plan of
care) during the period in which careis being provided.

. Determinewhether the current level of services, including frequency and duration of service, continueto be
appropriateto treat the member's medical condition.

. Discusswith the physician any changes necessary to the POC.

. Discussand review with the member or representative, as appropriate, the services provided by the PCW
(personal care worker) and the member's needs and prefer ences.

. Review theworker'sdaily record.

. Document each supervisory visit in the member's medical record.

Topic #13277

Reporting Suspected Waste, Fraud, and Abuse

The DHS (Department of Health Services) Ol G (Office of Inspector General) investigates fraud and abuses
including, but not limited to, the following:

. Billing Medicaid for services or equipment that were not provided.

. Submitting false applications for a DHS-funded assistance program such as Medicaid, Badger Care Plus, WIC
(Special Supplemental Nutrition Program for Women, Infants, and Children), or FoodShare.

. Trafficking FoodShar e benefits.

. Crime, misconduct, and/or mismanagement by a DHS employee, official, or contractor.

Those who suspect fraudulent activity in Medicaid programs arerequired to notify the OIG if they have reason to
believe that a person is misusing or abusing any DHS health care program or the ForwardHealth identification card.

Section 49.49, Wis. Stats., defines actions that represent member misuse or abuse of benefits and the resulting
sanctionsthat may beimposed. Providers are under no obligation to inform the member that they are misusing or
abusing their benefits. A provider may not confiscate a ForwardHealth card from a member in question.

Reporting Suspected Fraud and Abuse

Those who suspect any form of fraud, waste, or abuse of a program by providers, trading partners, billing services,
agencies, or recipients of any government assistance program arerequired to report it. Those reporting allegations of
fraud and abuse may remain anonymous. However, not providing contact information may prevent OIG from fully
investigating the complaint if questions arise during the review process.

If a provider suspectsthat someone is committing fraudulent activities or ismisusing hisor her ForwardHealth card,
the provider isrequired to notify ForwardHealth by one of the following methods:
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. Goingtothe OIG fraud and abuse reporting Web site.
. Calling the DHS fraud and abuse hotline at (877) 865-3432.

The following information is helpful when reporting fraud and abuse:

. A description of the fraud, waste, and/or abuse, including the nature, scope, and timeframe of the activity in
question. The description should include sufficient detail for the complaint to be evaluated.

. Thenamesand dates of birth (or approximate ages) of the people involved, aswell asthe number of
occurrences and length of the suspected activity.

. Thenamesand date(s) of other people or agenciesto which the activity may have been reported.

After the allegation isreceived, the DHS OI G will evaluate it and take appropriate action. If the name and contact
information of the person reporting the allegation was provided, the Ol G may bein contact to verify details or ask for
additional information.

Topic #14358

Requirementsfor Home Health and Personal Care
Agenciesto Report Personnel I nfor mation to
ForwardHealth

ForwardHealth has implemented requirements for home health and personal care agenciesto report personnel
information to ensure appropriate licensing and to prevent waste, fraud, and abuse.

Reporting Requirementsfor Providers Enrolling in Wisconsin Medicaid

ForwardHealth requires home health agencies and personal care agencies, including out-of-state and border status
providers, enrolling in Wisconsin Medicaid to report specific information regarding the following personnel who are
employed by, contracted by, or employed by an agency under contract with the home health and personal care
agency:

. LPNs(Licensed practical nurses).

. RNs (Registered nurses).

. SLPs(Speech and language pathologists).
. OTs(Occupational therapists).

. OT assistants.

. PTs(Physical therapists).

. PT assistants.

. Home health aides.

. Personal careworkers.

Home health and personal care agenciesarerequired to report information on the personnel listed above, even if the
employee or contractor isalso a separately enrolled Medicaid provider. Medicaid-enrolled home health and per sonal
care agencies will haveto report the following information to Forwar dHealth:

. First name, middleinitial, and last name.
. DOB (Date of birth).

. SSN (Social Security number).

. Employment effective date.

. Employment end date (when applicable).
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. Licenseinformation (not required for home health aides or personal careworkers).

Note: Providing personnel SSNsisvoluntary; however, any person employed by, contracted by, or employed by an
agency under contract with a Wisconsin Medicaid home health and/or personal care agency who provides home
health and/or personal care servicesto membersisrequired to supply avalid SSN in order for Wisconsin Medicaid to
conduct screenings via the following databases:

. The SSA's(Social Security Administration) Death Master File.
. OIG (Office of the Inspector General) LEIE (List of Excluded IndividualEntities).
. The EPLS (Excluded Parties List System).

When applicable, Wisconsin Medicaid will also conduct license verification. ForwardHealth is prohibited by law from
reimbursing for services provided by anyone who isincluded on the SSA Death Master File, the OIG LEIE, or the
EPL Sfor services provided by an unlicensed practitioner.

Services provided by home health agency and personal care agency wor kerswhose SSN are not on file with
ForwardHealth or by workerswho do not pass the screening process are not reimbursable.

Per sonnel Screening During New Enrollment

When completing the Medicaid enrollment processfor the first time, home health and personal care agencieswill be
required to enter their workers information for screening. After entering a worker'sinformation, the provider will see
a pass status on the Portal panel if the screening was successfully completed. In addition, the worker's name and
statuswill beincluded on the enrollment report that the agency will beinstructed to print after completing the
enrollment process.

If thereisany discrepancy or problem during the screening, the worker will not appear in thelist, and the information
will be automatically forwarded to ForwardHealth for manual review. If the worker does not passthe screening, a
letter will be mailed to the agency indicating the name of the worker and information regarding why the worker did not
pass the screening.

Updating Personnel I nformation via the Demogr aphic Maintenance T ool

Onceenrolled in Wisconsin Medicaid, home health and personal care agencies, including out-of-state and bor der
status providers, arerequired to report and maintain personnel information using the demographic maintenance tool.
Each agency isresponsible for designating agency personnel to update and maintain personnel information.

Note: In order to protect theindividual's personal information, the SSN (Social Security number) and DOB (date of
birth) will not display after the first time theinformation is entered into the demogr aphic maintenance tool fields.

ForwardHealth requires home health agencies and personal care agenciesto report personnel information for any of
the following qualifying events:

. The person becomes an employee of the enrolled Medicaid provider.

. Thecontract agency beginsits contract with the enrolled Medicaid provider.
. A person begins employment with the contract agency.

. A person begins higher contract with the enrolled Medicaid provider.

If aworker passesthe screening, hisor her name will appear in thelist of workers panel, and the agency will receive
a message that the worker passed the screening.

If thereisany discrepancy or problem during the screening, the worker's name will not appear in thelist, and the
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information will be automatically forwarded to ForwardHealth for manual review. If the worker passes the manual
screening, hisgher name will appear in thelist within 10 business days. If the worker does not pass the screening, a
letter will be mailed to the agency indicating the name of the worker and information regar ding why the worker did not
passthe screening.

Home health agencies and per sonal care agencies may submit claimsfor services beginning on the date the per sonnel
information was reported to ForwardHealth only for services provided by personswho passed the screening on or
beforethe DOS (date of service).

If the person does not pass the screening, the home health or personal care agency may not submit claimsfor
services provided by that person to Wisconsin Medicaid or Badger Car e Plus members.

An agency should report the employment end date immediately after an employeeresigns or the agency or contract
agency terminates the employee.

Topic #1711

Submitting Cost Reports

The WIMCR (Wisconsin Medicaid Cost Reporting) initiative is a cost-based payment system for countiesenrolled as
Medicaid providers of community-based servicesthat provides additional funding for Wisconsin Medicaid while
remaining cost neutral for counties.

All countiesenrolled as Medicaid providers of community-based services are required to submit cost reportsto
ForwardHealth. Cost reportsarerequired under WIMCR for the following services provided and billed to Wisconsin
Medicaid by county providers:

. Case management services.

. Child/adolescent day treatment.

. Community support program services.

. Homehealth services.

. Medical day treatment services.

. Mental health crisisintervention services.

. Outpatient mental health and substance abuse services, including evaluation, psychotherapy, and substance
abuse counsding and intensive in-home mental health servicesfor children under HealthCheck.

. Outpatient mental health and substance abuse services provided in the home and community. (The non-federal
share of thisserviceisprovided by the county.)

. Personal careservices.

. PNCC (Prenatal Care Caoordination) services.

. Substance abuse day treatment.

If Wisconsin Medicaid isnot billed by the county for case management services, no cost report isrequired.

Cost Reporting Web Tool

Counties are reguired to submit cost reports online by using the WIMCR Web tool. After registering on the Web site,
the user will be directed to the WIM CR home page wher e the following information is located:

. Certification of Medicaid Operating Deficit and Application for Distribution of Federal Financial Participation.
. Past WIMCR Cost Reports.

. The WIMCR Cost Report Instruction Manual.

. Other WIMCR reference documents.
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WIMCR Initiative I nformation

For further information about the WIMCR initiative, refer to the document titled, " Questions and Answers

Regarding Wisconsin M edicaid Cost Reporting I ncluding M edicaid Payments, CSDRB, CBMAC, and the
State/County Contracts."
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Personal Care Agency Personnel Qualifications

Topic #2495

Personal Care Worker Training

Medicaid-enrolled personal care agencies are required to employ trained PCWs (personal careworkers) or train or
arrange and pay for training of employed or contracted PCWs according to DHS 105.17, Wis. Admin. Code.

The coststo personal care agenciesfor PCW training are administrative and are not separately reimbursable by
Wisconsin Medicaid.

Topic #2494

Personal Care Workers

Medicaid-enrolled providersareresponsible for assuring that the PCW s (per sonal care workers) employed or
contracted with the agency meet the requirements according to DHS 105.17, Wis. Admin. Code. Personal care
services provided by a legally responsiblerdative under s. 49.90(1), Wis. Stats., are not covered, per DHS 107.112(4)
(d), Wis. Admin. Code.

Topic #2493

Registered Nurse Supervisors

An RN (registered nurse) supervisor under contract with, or employed by, a Medicaid-enrolled personal care agency
isrequired to meet all of the qualificationsunder DHS 105.17, Wis. Admin. Code.
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Provider Enrollment

Topic #3969

Categories of Enrollment

Wisconsin Medicaid enrolls providersin three billing categories. Each billing category has specific designated uses
and restrictions. These categoriesinclude the following:

. Billing/rendering provider.
. Rendering-only provider.
. Billing-only provider (including group billing).

Providersshould refer to the service-specific information in the Online Handbook or the Information for Specific
Provider Types page on the Provider Enrollment Information home page to identify which category of enrollment is
applicable.

Billing/Rendering Provider

Enrollment asa billing/rendering provider allows providersto identify themselves on claims (and other forms) as
either the provider billing for the services or the provider rendering the services.

Rendering-Only Provider

Enrollment asarendering-only provider is given to those providerswho practice under the professional supervision of
another provider (e.g., physician assistants). Providerswith arendering provider enrollment cannot submit claimsto
ForwardHealth directly, but they have reimbursement rates established for their provider type. Claimsfor services
provided by arendering provider must include the supervising provider or group provider asthe billing provider.

Billing-Only Provider (Including Group Billing)

Enrollment as a billing-only provider is given to certain provider typeswhen a separate rendering provider isrequired
on claims.

Group Billing

Groups of individual practitionersare enrolled as billing-only providers as an accounting convenience. This allows the
group to receive one reimbursement, one RA (Remittance Advice), and the 835 (835 Health Care Claim
Payment/Advice) transaction for covered servicesrendered by individual practitionerswithin the group.

Providers may not have more than one group practice enrolled in Wisconsin M edicaid with the same ZI P+4 code
address, NPI (National Provider Identifier), and taxonomy code combination. Provider group practiceslocated at the
same Z1P+4 code address arerequired to differentiate their enrollment using an NPI or taxonomy code that uniquely
identifies each group practice.

Individual practitionerswithin group practices are required to be M edicaid-enrolled because these groupsare
required to identify the provider who rendered the service on claims. Claimsindicating these group billing providers
that are submitted without a rendering provider are denied.
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Topic #14137

Enrollment Requirements Dueto the Affordable Care
Act

In 2010, the federal government signed into law the ACA (Affordable Care Act), also known asfederal health care
reform, which affects several aspects of Wisconsin health care. Forwar dHealth has been working toward ACA
compliance by implementing some new requirementsfor providersand provider screening processes. To meet
federally mandated reguirements, ForwardHealth isimplementing changesin phases, thefirst of which began in 2012.
A high-level list of the changesincluded under ACA isasfollows:

. Providersareassigned arisk level of limited, moder ate, or high. Most of therisk levels have been established
by the CM S (Centersfor Medicare and Medicaid Services) based on an assessment of potential fraud, waste,
and abuse for each provider type.

. Providersare screened according to their assigned risk level. Screenings are conducted during initial
enrollment and revalidation.

. Certain provider types are subject to an enroliment application fee. This fee has been federally mandated and
may be adjusted annually. The feeisused to offset the cost of conducting screening activities.

. During the enrollment process, providersare required to provide additional information for personswith an
ownership or controlling interest, managing employees, and agents. " Persons' in thisinstance may mean a
person or a corpor ation.

. Providersarerequired to undergo revalidation every threeto five years.

. Ordering and referring physicians or other professionalsarerequired to be enrolled as a participating M edicaid
provider.

. Payment suspensions areimposed on providers based on a credible allegation of fraud.

ForwardHealth Implementation of Affordable Care Act Requirementsto
Date

Provider Screenings

Wisconsin Medicaid screens all enrolling providersto accommodate the ACA limited risk level screening
requirements. Limited risk level screening activitiesinclude:

. Checking federal databases, which include:
o The SSA (Social Security Administration)'s Death Master File.
The NPPES (National Plan and Provider Enumeration System).
OI G (Office of the Inspector General) LEIE (List of Excluded IndividualEntities).
EPLS (The Excluded PartiesList System).
o MED (Medicare Exclusion Database).
. Verifying licenses are appropriate in accor dance with state laws and that there are no current limitations on the
license.

1 o o

These screening activities are conducted on applicants, providers, and any person with an ownership or controlling
interest or who isan agent or managing employee of the provider at the time of enrollment, on a monthly basis for
enrolled providers, and at revalidation.

ForwardHealth will deny enrollment or terminate the enrollment of any provider where any person with a five per cent
or greater direct or indirect ownership interest in the provider has been convicted of a criminal offenserelated to that
person'sinvolvement with the Medicare, Medicaid, or Title XXI program in thelast 10 yearsor if invalid licensure
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information isfound.
Additional Information Needed During Provider Enrollment

ForwardHealth collects some personal data information from personswith an ownership or controlling interest,
agents, and managing employees. ForwardHealth will only use the provided information for provider enrollment. All
information provided will be protected under the HIPAA (Health I nsurance Portability and Accountability Act of 1996)
privacy rule.

Providersarerequired to submit the following information at the time of enrollment and revalidation for their
individual ownerswith a controlling interest:

. First and last name.

. Provider's SSNs (Social Security numbers).
. Datesof birth.

. Street address, city, state, and Z1P+4 code.

Providersarerequired to submit the following information at the time of enrollment and revalidation for their
organizational ownerswith controlling interest:

. Legal businessname.
. Tax identification number.
. Business street address, city, state, ZI P+4 code.

Providersarerequired to submit the following information at the time of enrollment and revalidation for their
managing employees and agents:

. First and last name.
. Employees and agents' SSNs.

. Datesof birth.
. Street address, city, state, and Z1P+4 code.

Topic #194

|n-State Emergency Providersand Out-of-State
Providers

ForwardHealth requires all in-state emergency providers and out-of-state providerswho render servicesto
Badger Care Plus, Medicaid, or Senior Care membersto be enrolled in Wisconsin Medicaid. Information is available
regar ding the enroliment options for in-state emer gency providersand out-of-state providers.

Topic#193

Materials for New Providers

On an ongoing basis, providers should refer to the Online Handbook for the most current Badger Care Plus,
Medicaid, and ADAP (Wisconsin AIDS Drug Assistance Program) information. Future changesto policies and
procedures are published in ForwardHealth Updates. Updates ar e available for viewing and downloading on the
ForwardHealth Publications page.
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Topic #4457

Provider Addresses

ForwardHealth has the capability to storethe following types of addresses and contact infor mation:

. Practicelocation address and related information. Thisaddressiswhere the provider's officeis physically
located and where records are normally kept. Additional information for the practice location includes the
provider's office telephone number and the telephone number for members' use. With limited exceptions, the
practice location and telephone number for members use are published in a provider directory made available
to the public.

. Mailing address. This addressiswhere ForwardHealth will mail general information and correspondence.
Providers should indicate accurate address information to aid in proper mail delivery.

. PA (prior authorization) address. Thisaddressiswhere ForwardHealth will mail PA information.

. Financial addresses. Two separate financial addresses are stored for ForwardHealth. The checks addressis
where ForwardHealth will mail paper checks. The 1099 mailing addressis where ForwardHealth will mail IRS
Form 1099.

Providers may submit additional addressinformation or modify their current information using the demographic
maintenance tool.

Note: Providersare cautioned that any changesto their practice location on file with Wisconsin M edicaid may alter
their ZIP+4 codeinformation required on transactions. Providers may verify the ZIP+4 code for their address on the
U.S. Postal Service website.

Topic #14157

Provider Enrollment Information Home Page

ForwardHealth has consolidated all information providerswill need for the enrollment processin onelocation on the
ForwardHealth Portal. For information related to enrollment criteria and to complete online provider enrollment
applications, providers should refer to the Provider Enrollment Information home page.

The Provider Enrollment Information home page includes enrollment applications for each provider type and specialty
eligible for enrollment with Wisconsin Medicaid. Prior to enrolling, providers may consult a provider enrollment
criteriamenu, which isareference for each individual provider type detailing the information the provider may need
to gather before beginning the enrollment process, including:

. Linkstoenrollment criteriafor each provider type.
. Provider termsof reimbur sement.

. Disclosureinformation.

. Category of enrollment.

. Additional documents needed (when applicable).

Providerswill also have accessto alist of linksrelated to the enrollment process, including:

. General enrollment information.

. Regulationsand forms.

. Provider type-specific enrollment information.

. In-state and out-of-state emergency enrollment infor mation.
. Contact information.
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Information regarding enrollment policy and billing instructions may still be found in the Online Handbook.

Topic #1931

Provider Type and Specialty Changes
Provider Type

Providerswho want to add a provider type or changetheir current provider type arerequired to complete a new
enrollment application for each provider typethey want to add or change to because they need to meet the enroliment
criteriafor each provider type.

Provider Specialty

Providerswho have the option to add or change a provider specialty can do so using the demographic maintenance
tool. After adding or changing a specialty, providers may berequired to submit documentation to ForwardHealth,
either by uploading through the demographic maintenance tool or by mail, supporting the addition or change.

Providers should contact Provider Serviceswith any questions about adding or changing a specialty.

Topic #2511

Separate or Existing Enrollment

Existing enroliment as a home health, case management, or mental health provider isnot sufficient to be reimbur sed
for personal care services provided to members. Providersarerequired to apply to Wisconsin Medicaid for separate
enrollment to receive Wisconsin Medicaid reimbur sement for personal care services.

Separ ate enrollment is not necessary for a Medicaid-enrolled personal care agency to be reimbursed for DM S
(disposable medical supplies). Upon enrollment as a personal care agency, providers automatically receive applicable
policy and billing information for DM S. Wisconsin M edicaid does not reimbur se personal care providersfor DME
(durable medical equipment) or nutritional supplements.

Topic #14317

Terminology to Know for Provider Enrollment

Duetothe ACA (Affordable Care Act), ForwardHealth has adopted new terminology. The following table includes
new terminology that will be useful to providers during the provider enrollment and revalidation processes. Providers
may refer to the Medicaid rule 42 CFR s. 455.101 for mor e information.

New Terminology Definition

Agent Any person who has been delegated the authority to obligate or act on behaf of a provider.

Disclosing entity  |A Medicaid provider (other than an individual practitioner or group of practitioners) or afiscal agent.

Federal health care |Federa health care programs include Medicare, Medicaid, Title XX, and Title XXI.
programs

Other disclosing  |Any other Medicaid disclosing entity and any entity that does not participate in Medicaid but is required to
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disclose certain ownership and control information because of participation in any of the programs
established under Title V, XVII, or XX of the Act. Thisincludes:

. Any hospital, skilled nursing facility, home health agency, independent clinical laboratory, renal
disease facility, rural health clinic, or HMO that participatesin Medicare (Title XVIII).

. Any Medicare intermediary or carrier.

. Any entity (other than an individua practitioner or group of practitioners) that furnishes, or arranges
for the furnishing of, health-related services for which it claims payment under any plan or program
established under Title V or XX of the Act.

Indirect ownership

An ownership interest in an entity that has an ownership interest in the disclosing entity. This term includes
an ownership interest in any entity that has an indirect ownership in the disclosing entity.

Managing
employee

A general manager, business manager, administrator, director, or other individual who exercises operational
or manageria control over, or who directly or indirectly conducts the day-to-day operation of an institution,
organization, or agency.

Ownership interest

The possession of equity in the capital, the stock, or the profits of the disclosing entity.

Person with an
ownership or
control interest

A person or corporation for which one or more of the following applies:

. Has an ownership interest totaling five percent or more in a disclosing entity.

. Hasan indirect ownership interest equal to five percent or more in a disclosing entity.

. Has acombination of direct and indirect ownership interest equal to five percent or morein a
disclosing entity.

. Ownsan interest of five percent or more in any mortgage, deed of trust, note, or other obligation
secured by the disclosing entity if that interest equals at least five percent of the value of the property
or asset of the disclosing entity.

. Isanofficer or director of adisclosing entity that is organized as a corporation.

. Isapersoninadisclosing entity that is organized as a partnership.

Subcontractor

. Anindividual, agency, or organization to which adisclosing entity has contracted or delegated some
of its management functions or responsibilities of providing medical care to its patients; or,

. Anindividua, agency, or organization with which afiscal agent has entered into a contract,
agreement, purchase order, or lease (or leases of real property) to obtain space, supplies, equipment,
or services provided under the Medicaid agreement.

Re-enrollment

Re-enrollment of a provider whose Medicaid enrollment has ended for any reason other than sanctions or
failure to revalidate may be re-enrolled as long as al licensure and enrollment requirements are met. If a
provider's enrollment with Wisconsin Medicaid lapses for longer than one year, they will have to re-enroll as
a"new" provider. Providers should note that when they re-enroll, application fees and screening activities
may apply. Re-enroliment was formerly known as re-instate.

Revalidation

All enrolled providers are required to revalidate their enrollment information every three years to continue
their participation with Wisconsin Medicaid. Revalidation was formerly known as recertification.

Note: Providers should notethat the CM S (Centersfor Medicare and Medicaid Services) requiresrevalidation at
least every five years. However, Wisconsin Medicaid will continue to revalidate providersevery threeyears.

Personal Care
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Provider Numbers

Topic #4908

Exemptionsto Federal National Provider [dentifier
Provider Number Requirements

Personal care only providers, SMV (specialized medical vehicle) providers, and blood banks are exempt from federal
NPI (National Provider Identifier) requirements.

Topic #536

Provider Numbers

Providers exempt from federal NPI (National Provider Identifier) requirementsareto indicate their provider 1D for
billing and rendering on all paper and electronic claims.
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Provider Rights

Topic #208

A Comprehensive Overview of Provider Rights

M edicaid-enrolled providers have certain rightsincluding, but not limited to, the following:

. Limiting the number of membersthey servein a nondiscriminatory way.

. Ending participation in Wisconsin Medicaid.

. Applying for a discretionary waiver or variance of certain rulesidentified in Wisconsin Administrative Code.

. Collecting payment from a member under limited circumstances.

. Refusing servicesto a member if the member refuses or failsto present a ForwardHealth identification card.
However, possession of a ForwardHealth card does not guarantee enroliment (e.g., the member may not be
enrolled, may be enrolled only for limited benefits, or the ForwardHealth card may be invalid). Providers may
confirm the current enrollment of the member by using one of the EVS (Enroliment Verification System)
methods, including calling Provider Services.

Topic #2491

Advisory Committees

The Home Care Advisory Committee and the Home Care Consumer Advisory Committee advisethe DHS
(Department of Health Services) and act as a communication link between the DHS, providers, and members.
Personal care providersand members are represented on the committees. Information on the advisory committeesis
available by writing to the DHCAA (Division of Health Care Access and Accountability) at:

Division of Health Care Access and Accountability
1W Wilson St

Room 350

PO Box 309

Madison W1 53701-0309

Topic #207

Ending Participation

Providers other than home health agencies and nursing facilities may ter minate participation in ForwardHealth
according to DHS 106.05, Wis. Admin. Code.

Providers choosing to withdraw should promptly notify their membersto give them ample timeto find another
provider.

When withdrawing, the provider isrequired to do the following:

. Provideawritten notice of the decision at least 30 daysin advance of the termination.
. Indicate the effective date of ter mination.
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Providerswill not receive reimbursement for nonemer gency services provided on and after the effective date of
termination. Voluntary termination notices can be sent to the following addr ess:

Wisconsin M edicaid
Provider Enrollment
313 Blettner Blvd

M adison WI 53784

If the provider failsto specify an effective date in the notice of termination, ForwardHealth may terminate the
provider on the date the noticeisreceived.

Topic #209

Hearing Requests

A provider who wishesto contest a DHS (Department of Health Services) action or inaction for which due processis
required under s. 227, Wis. Stats., may reguest a hearing by writing to the DHA (Division of Hearings and Appeals).

A provider who wishesto contest the DHCAA's (Division of Health Care Access and Accountability) notice of intent
to recover payment (e.g., to recoup for overpayments discovered in an audit by DHCAA) isrequired to request a
hearing on the matter within the time period specified in the notice. The reguest, which must bein writing, should
briefly summarize the provider's basis for contesting the DHS decision to withhold payment.

Refer to DHS 106, Wis. Admin. Code, for detailed instructions on how to file an appeal.

If atimely request for a hearing isnot received, the DHS may recover those amounts specified in itsoriginal notice
from future amounts owed to the provider.

Note: Providersarenot entitled to administrative hearings for billing disputes.

Topic #210

Limiting the Number of Members

If providers chooseto limit the number of membersthey see, they cannot accept a member as a private-pay patient.
Providersshould instead refer the member to another ForwardHealth provider.

Persons applying for or receiving benefits are protected against discrimination based on race, color, national origin,
sex, religion, age, disability, or association with a person with a disability.

Topic #206

Reguesting Discretionary Walivers and Variances

In rareinstances, a provider or member may apply for, and the DHCAA (Division of Health Care Accessand
Accountability) will consider applicationsfor, a discretionary waiver or variance of certain rulesin DHS 102, 103, 104,
105, 107, and 108, Wis. Admin. Code. Rulesthat are not considered for a discretionary waiver or variance are
included in DHS 106.13, Wis. Admin. Code.

Waiversand variances ar e not available to permit cover age of servicesthat are either expressy identified as

Published Policy Through August 31, 2015

Personal Care Page 264 of 320



Wisconsin Medicaid

noncovered or are not expressly mentioned in DHS 107, Wis. Admin. Code.

Requirements

A request for awaiver or variance may be made at any time; however, all applications must be madein writing to the
DHCAA. All applications are required to specify the following:

. Therulefrom which thewaiver or varianceisrequested.

. Thetime period for which the waiver or varianceisrequested.

. If therequest isfor a variance, the specific alter native action proposed by the provider.

. Thereasonsfor therequest.

. Justification that all requirementsfor a discretionary waiver or variance would be satisfied.

The DHCAA may also require additional information from the provider or the member prior to acting on the request.

Application
The DHCAA may grant a discretionary waiver or varianceif it findsthat all of the following requirements are met:

. Thewaiver or variance will not adver sely affect the health, safety, or welfare of any member.

. Either the strict enforcement of a requirement would result in unreasonable hardship on the provider or on a
member, or an alternativeto aruleisin theinterests of better care or management. An alternativeto arule
would include a new concept, method, procedure or technique, new equipment, new personnel qualifications, or
the implementation of a pilot project.

. Thewaiver or varianceis consistent with all applicable state and federal statutes and federal regulations.

. Federal financial participation isavailable for all services under the waiver or variance, consistent with the
Medicaid state plan, thefederal CM S (Centersfor Medicare and Medicaid Services), and other applicable
federal program requirements.

. Servicesrelating to thewaiver or variance are medically necessary.

To apply for a discretionary waiver or variance, providersarerequired to send their application to the following
address:

Division of Health Care Access and Accountability
Waiversand Variances

PO Box 309

Madison WI 53701-0309
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Sanctions

Topic#211

| ntermediate Sanctions

According to DHS 106.08(3), Wis. Admin. Code, the DHS (Department of Health Services) may impose inter mediate
sanctions on providerswho violate certain requirements. Common examples of sanctionsthat the DHS may apply
include the following:

. Review of the provider's claims before payment.

. Referral tothe appropriate peer review organization, licensing authority, or accreditation organization.
. Restricting the provider's participation in Badger Care Plus.

. Requiring the provider to correct deficienciesidentified in a DHS audit.

Prior toimposing any alter native sanction under this section, the DHS will issue a written noticeto the provider in
accordance with DHS 106.12, Wis. Admin. Code.

Any sanction imposed by the DHS may be appealed by the provider under DHS 106.12, Wis. Admin. Code. Providers
may appeal a sanction by writing to the DHA (Division of Hearings and Appeals).

Topic #212

|nvoluntary Termination

The DHS (Department of Health Services) may suspend or terminate the Medicaid enrollment of any provider
according to DHS 106.06, Wis. Admin. Code.

The suspension or termination may occur if both of the following apply:

. TheDHSfindsthat any of the groundsfor provider termination are applicable.
. Thesuspension or termination will not deny members accessto services.

Reasonable notice and an opportunity for a hearing within 15 days will be given to each provider whose enrollment is
terminated by the DHS. Refer to DHS 106.07, Wis. Admin. Code, for detailed information regarding possible
sanctions.

In cases where Medicare enrollment isrequired as a condition of enrollment with Wisconsin M edicaid, termination
from Medicareresultsin automatic termination from Wisconsin Medicaid.

Topic #213

Sanctionsfor Collecting Payment from Members

Under state and federal laws, if a provider inappropriately collects payment from an enrolled member, or authorized
person acting on behalf of the member, that provider may be subject to program sanctionsincluding ter mination of
Medicaid enrollment. In addition, the provider may also be fined not more than $25,000, or imprisoned not morethan
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fiveyears, or both, pursuant to 42 USC s. 1320a-7b(d) or s. 49.49(3m), Wis. Stats.

There may be narrow exceptions on when providers may collect payment from members.

Topic #214

Withholding Payments

The DHS (Department of Health Services) may withhold full or partial Medicaid provider paymentswithout prior
notification if, astheresult of any review or audit, the DHSfinds reliable evidence of fraud or willful
misrepresentation.

"Reliable evidence" of fraud or willful misrepresentation includes, but is not limited to, the filing of criminal charges
by a prosecuting attorney against the provider or one of the provider's agents or employees.

The DHSisrequired to send the provider awritten notice within five days of taking this action. The notice will
generally set forth the allegations without necessarily disclosing specific information about the investigation.
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Reimbur sement
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Reimbur sement: Amounts

Topic #258

Acceptance of Payment

The amounts allowed as payment for covered services must be accepted as payment in full. Therefore, total payment
for the service (i.e., any amount paid by other health insurance sour ces, any Badger Care Plus or Medicaid copayment
or spenddown amounts paid by the member, and any amount paid by Badger Care Plus, Medicaid, or ADAP
(Wisconsin AI1DS Drug Assistance Program)) may not exceed the allowed amount. Asaresult, providers may not
collect payment from a member, or authorized person acting on behalf of the member, for the difference between their
usual and customary charge and the allowed amount for a service (i.e., balance billing).

Other health insurance payments may exceed the allowed amount if no additional payment is received from the
member or Badger Care Plus, Medicaid, or ADAP.

Topic #694

Billing Service and Clearinghouse Contracts

According to DHS 106.03(5)(c)2, Wis. Admin. Code, contracts with outside billing services or clearinghouses may not
be based on commission in which compensation for the service is dependent on reimbursement from BadgerCare
Plus. This means compensation must be unrelated, directly or indirectly, to the amount of reimbursement or the
number of claimsand is not dependent upon the actual collection of payment.

Topic #3117

Electronic Funds Transfer

EFT (electronic fundstransfer) allows ForwardHealth to directly deposit paymentsinto a provider's designated bank
account for a more efficient delivery of paymentsthan the current process of mailing paper checks. EFT is secure,
eliminates paper, and reduces the uncertainty of possible delaysin mail delivery.

Only in-state and bor der-status providers who submit claims and M COs (managed car e organizations) are eligibleto
receive EFT payments.

Provider Exceptions

EFT payments are not available to the following providers:
. In-state emergency providers.
. Out-of-state providers.

. Out-of-country providers.
. SMV (specialized medical vehicle) providersduring their provisional enroliment period.

Enrolling in Electronic Funds Transfer
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A ForwardHealth Portal account isrequired to enroll into EFT as all enrollments must be completed via a secure
Provider Portal account or a secure MCO Portal account. Paper enrollments are not accepted. A separate EFT
enrollment isrequired for each financial payer a provider bills.

Providerswho do not have a Portal account may Request Portal Accessonline. Providers may also call the Portal
Helpdesk for assistancein requesting a Portal account.

Thefollowing guidelines apply to EFT enrollment:

. Only aPortal Administrator or aclerk that has been assigned the" EFT" role on the Portal may complete the
EFT enrollment information.

. Organizations cannot revert back to receiving paper checksonceenrolled in EFT.

. Organizations may changetheir EFT information at any time.

. Organizationswill continueto receive their Remittance Advice asthey do currently.

Refer to the Electronic Funds Transfer User Guide on the Portal User Guides page of the Portal for instructions and
mor e information about EFT enrollment.

Providerswill continue to receive payment via paper check until the enrollment process movesinto " Active' status
and the provider's ForwardHealth EFT enrollment is considered complete.

Recoupment and Reversals

Enrollment in EFT does not change the current process of recouping funds. Overpayments and recoupment of funds
will continueto be conducted through the reduction of payments.

Note: Enrollingin EFT does not authorize ForwardHealth to make unauthorized debitsto the provider's EFT account;
however, in someinstances an EFT reversal of payment may be necessary. For example, if the system generatesa
payment twice or the amount entered manually consists of an incorrect value (e.g., a decimal point is omitted creating
a $50,000 keyed value for a $500 claim), a reversal will take placeto correct the error and resend the correct
transaction value. ForwardHealth will notify the designated EFT contact person of an EFT reversal if a payment is
madein error dueto a system processing or manual data entry error.

Problem Resolution

If payment isnot deposited into the designated EFT account according to the Forwar dHealth payment cycle,
providers should first check with their financial institution to confirm the payment was received. If the payment was
not received, providers should then call Provider Servicesto resolvetheissue and payment by paper check will be
reinstated until the matter has been resolved.

Topic #3897

Fee Schedules

Maximum allowable fee information is available on the Forwar dHealth Portal in the following forms:

. Interactivefee schedule.
. Downloadable fee schedulein TXT (text) files.

Certain fee schedules are inter active. I nter active fee schedules provide cover age infor mation as well as maximum
allowablefeesfor all reimbursable procedure codes. The downloadable TXT files are free of charge and provide basic
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maximum allowable fee infor mation for Badger Care Plus by provider service area.

A provider may request a paper copy of a fee schedule by calling Provider Services.

Providers may call Provider Servicesin the following cases:

. Internet accessisnot available.

. Thereisuncertainty asto which fee schedule should be used.

. Theappropriate fee schedule cannot be found on the Portal.

. Todetermine coverage or maximum allowable fee of procedure codes not appearing on a fee schedule.

Topic #260

Maximum Allowable Fees

Maximum allowable fees ar e established for most covered services. Maximum allowable fees are based on various
factors, including a review of usual and customary char ges submitted, the Wisconsin State L egisature's Medicaid
budgetary constraints, and other relevant economic limitations. Maximum allowable fees may be adjusted to reflect
reimbursement limits or limits on the availability of federal funding as specified in federal law.

Providersarereimbursed at the lesser of their billed amount and the maximum allowable fee for the procedure.

Topic #2464

Registered Nurse Supervision of Personal Care Worker

Personal care providersarerequired to have the RN (registered nurse) supervisor supervisethe PCW (personal care
worker) at least once every 60 days. Reimbursement islimited to one PCW supervisory visit every 60 days per
provider, per member. During the visit to supervise the PCW, the RN supervisor may also review and evaluate the
member's condition. However, the RN supervisor isnot required to complete the review and evaluation of the
member's condition during the same visit used to supervise the PCW.

If at sometime during the 60-day period between visitsto review and evaluate the member's condition for the POC
(plan of care), the RN supervisor visitsa member's home and observes and documentsthe PCW perfor ming per sonal
caretasks, thevisit to review and evaluate the member's condition may be made without the PCW being present.
Within prescribed limits, Wisconsin M edicaid reimburses providersfor RN supervisory visits of PCWSs, but it does
not separately reimburse providersfor reviewing and evaluating the member's condition.

Toallow flexibility in scheduling, a supervisory visit isreimbursable every 50 to 60 days per provider, per member.
Nevertheless, if the RN makes and documents a PCW supervisory visit before day 50 and the RN visitsthe member
at home during days 50 through 60 without the PCW being present, the provider may bill the later visit asa PCW
supervisory visit.

Registered Nurse Supervision More Frequently Than Every 60 Days

Personal care membersare generally stable patients and their carerequiresonly routine supervision no more
frequently than once every 60 days. For exceptional circumstances, Wisconsin M edicaid may reimbur se per sonal
careprovidersup to one RN supervisory visit of the PCW's activities each month. To qualify for Medicaid
reimbur sement, the provider isrequired to document in the medical record the medical necessity for more frequent
visitsto supervisethe PCW.
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Training of the PCW, assessment of the member's condition, and other administrative duties are considered
administrative expenses for which Medicaid does not reimbur se separately. Medicaid does not reimburse for skilled
nursing visits for agenciesthat are Medicaid-enrolled to provide only personal care services.

Topic #2462

Travel Time

Wisconsin Medicaid reimbur ses personal care providersfor reasonable travel time of the PCW (personal care
worker). Thisis never more than the actual time, rounded to the nearest 15-minute increment, that the PCW spends
traveling to and from the member's residence and one of the following locations:

. Thepreviousor following personal care appointment.
. ThePCW'sresidence.
. Theprovider'soffice.

Regardless of the transportation chosen (walking, biking, taking the bus, etc.), reasonable travel time for a PCW is
always defined asthe averagetimeit would take to drive the shortest possible distance by car. Excessive travel time
dueto an individual PCW'stransportation choices, such asalengthy busride, isnot covered.

Wisconsin Medicaid does not reimburse for travel time of the PCW between appointments when separ ate
appointments are in the same building.

Providers should not bill twice for the sametrip, even if the reimbursement comes from separ ate payment sour ces.

Multiple round tripsto a single member'shomein a day are not covered unlessit is medically necessary to provide
the care at separate intervals and the PCW must physically leave the home between those intervals.

Providersarerequired to schedule PCW visitsto minimize travel time so that the serviceisdelivered in the most
cost-effective manner, according to DHS 101.03(96m), Wis. Admin. Code.
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Collecting Payment From Members

Topic #227

Conditions That Must Be M et

A member may request a noncovered service, a covered service for which PA (prior authorization) was denied (or
modified), or a service that isnot covered under the member'slimited benefit category. The charge for the service
may be collected from the member if the following conditions are met prior to the delivery of that service:

. Themember accepts responsibility for payment.
. Theprovider and member make payment arrangementsfor the service.

Providersare strongly encouraged to obtain a written statement in advance documenting that the member has
accepted responsibility for the payment of the service.

Furthermore, the service must be separate or distinct from arelated, covered service. For example, a vision provider
may provide a member with eyeglasses but then, upon the member'srequest, provide and charge the member for
anti-glare coating, which isa noncovered service. Charging the member is permissiblein this situation because the
anti-glare coating is a separate service and can be added to the lenses at a later time.

Topic #538

Cost Sharing

According to federal regulations, providers cannot hold a member responsible for any commercial or Medicar e cost-
sharing amount such as coinsurance, copayment, or deductible. Therefore, a provider may not collect payment from a
member, or authorized person acting on behalf of the member, for copaymentsrequired by other health insurance
sources. Instead, the provider should collect from the member only the M edicaid or Badger Car e Plus copayment
amount indicated on the member's remittance infor mation.

Topic #224

Situations When M ember Payment |s Allowed

Providers may not collect payment from a member, or authorized person acting on behalf of the member, except for
the following:

. Required member copaymentsfor certain services.

. Commercial insurance payments made to the member.

. Spenddown.

. Chargesfor aprivateroom in a nursing home or hospital.

. Noncovered servicesif certain conditions are met.

. Covered servicesfor which PA (prior authorization) was denied (or an originally requested service for which a
PA request was modified) if certain conditions are met. These services aretreated as noncovered services.

. Services provided to a member in alimited benefit category when the services are not covered under the
limited benefit and if certain conditions are met.
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If aprovider inappropriately collects payment from a member, or authorized person acting on behalf of the member,
that provider may be subject to program sanctionsincluding termination of Medicaid enrollment.
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Copayment

Topic #2456

Prohibited

Providersare prohibited from collecting copayment for all personal care services except DM S (disposable medical
supplies). Refer tothe DM S service area for further information.
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Payer of Last Resort

Topic #242

|nstances When Medicaid Is Not Payer of Last Resort

Wisconsin Medicaid or Badger Care Plus are not the payer of last resort for members who receive coverage from
certain gover nmental programs, such as.

. Birthto3.
. CrimeVictim Compensation Fund.
. GA (General Assistance).
. HCBS (Home and Community-Based Services) waiver programs.
. IDEA (Individuals with Disabilities Education Act).
. Indian Health Service.
. Maternal and Child Health Services.
. WCDP (Wisconsin Chronic Disease Program).
o Adult Cystic Fibrosis.
o Chronic Renal Disease.
o HemophiliaHome Care.

Providers should ask membersif they have coverage from these other governmental programs.

If the member becomes retroactively enrolled in Wisconsin Medicaid or Badger Car e Plus, providers who have
already been reimbursed by one of these government programs may be required to submit the claimsto
ForwardHealth and refund the payment from the government program.

Topic #251

Other Health I nsurance Sour ces

Badger Care Plusreimburses only that portion of the allowed cost remaining after a member's other health insurance
sour ces have been exhausted. Other health insurance sourcesinclude the following:

. Commercial fee-for-service plans.

. Commercial managed care plans.

. Medicare supplements (e.g., Medigap).

. Medicare.

. Medicare Advantage.

. TriCare

. CHAMPVA (Civilian Health and Medical Plan of the Veterans Administration).
. Other governmental benefits.

Topic #253

Payer of Last Resort
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Except for afew instances, Wisconsin Medicaid or Badger Care Plus are the payer of last resort for any covered
services. Therefore, the provider isrequired to make areasonable effort to exhaust all existing other health
insurance sour ces before submitting claims to ForwardHealth or to a state-contracted M CO (managed care
organization).

Topic #255

Primary and Secondary Payers

Theterms" primary payer" and " secondary payer" indicate therelative order in which insurance sourcesare
responsible for paying claims.

In general, commercial health insuranceisprimary to Medicare, and Medicareisprimary to Wisconsin Medicaid and
Badger Care Plus. Therefore, Wisconsin Medicaid and Badger Care Plus are secondary to Medicare, and Medicareis
secondary to commer cial health insurance.
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Reimbursement Not Available

Topic #2455

Duplicative Services

As specified in DHS 101.03(96m)(b)6, Wis. Admin. Code, medically necessary services cannot duplicate other
services being provided to the member. All providers areresponsible for coordinating servicesto avoid duplicate
billing.

Topic #2454

Reimbursement Not Available

Under DHS 107.112(4), Wis. Admin. Code, reimbur sement is not available from Wisconsin Medicaid for the
following:

. Personal care services provided in a hospital, nursing home, or CBRF (community-based residential facility)
with more than 20 beds.

. Homemaking services and cleaning of areas not used during personal care services, unlessdirectly related to
the care of the person and essential to the member's health.

. Personal care services not documented in the POC (plan of care).

. Personal care services provided by alegally responsiblerélative, defined as a spouse or parent of a child under
18 yearsof age.

. Personal care services provided in excess of 50 hour s per calendar year without PA (prior authorization).

. Skilled therapy and nursing services (these may be covered under the home health benefit when provided by a
M edicaid-enrolled home health agency).

. Medically oriented tasks performed by a PCW (personal careworker) but not delegated by an RN (registered
nurse).

Separ ate reimbursement is not available for the timeinvolved in completing necessary forms, claims, or reports,
according to DHS 107.03(17), Wis. Admin. Code. Separate reimbur sement is also not available for PCW training,
assessment of the member's condition, and other administrative duties.

Medicaid does not reimburse for skilled nursing visitsfor agenciesthat are Medicaid-enrolled to provide only
personal care services.

Topic #695

Reimbursement Not Available Through a Factor

Badger Care Plus will not reimburse providersthrough a factor, either directly or by virtue of a power of attorney
given to the factor by the provider. A factor isan organization (e.g., a collection agency) or person who advances
money to a provider for the purchase or transferal of the provider'saccountsreceivable. Theterm " factor" does not
include business r epresentatives, such as billing services, clearinghouses, or accounting firms, which render
statements and receive paymentsin the name of the provider.
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Services Not Separately Reimbursable

If reimbursement for a serviceisincluded in the reimbursement for the primary procedure or service, it isnot

separ ately reimbursable. For example, routine venipunctureis not separately reimbursable, but it isincluded in the
reimbursement for the laboratory procedure or the laboratory test preparation and handling fee. Also, DME (durable
medical equipment) delivery charges areincluded in the reimbursement for DME items.
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Resour ces. Contact | nfor mation

Topic #476

Member Services

Providersshould refer ForwardHealth memberswith questionsto Member Services. Thetelephone number for
Member Servicesisfor member useonly.

Topic #473

Provider Relations Representatives

The Provider Relations representatives, also known asfield representatives, conduct training sessions on various
ForwardHealth topics for both large and small groups of providersand billers. In addition to provider education, field
representatives are available to assist providerswith complex billing and claims processing questions. Field
representatives are located throughout the state to offer detailed assistanceto all ForwardHealth providersand all
ForwardHealth programs.

Field Representative Specialization

Thefield representatives are assigned to specific regions of the state. In addition, thefield representatives have
specialized in a group of provider types. This specialization allows the field representatives to most efficiently and
effectively address provider inquiries. To better direct inquiries, providers should contact the field representativein
their region who specializesin their provider type.

Provider Education

Thefield representatives primary focusis provider education. They provideinformation on ForwardHealth programs
and topicsin the following ways:

. Conducting provider training sessionsthroughout the state.
. Providing training and information for newly enrolled providersand/or new staff.
. Participating in professional association meetings.

Providers may also contact the field representativesif thereis a specific topic, or topics, on which they would like to
have an individualized training session. This could include topics such as use of the Portal (information about claims,
enrollment verification, and PA (prior authorization) requests on the Portal). Refer to the Providers Trainings page for
the latest information on training opportunities.

Additional Inquiries

Providers are encouraged to initially obtain information through the ForwardHealth Portal, WiCall, and Provider
Services. If these attempts are not successful, field representatives may be contacted for the following types of
inquiries:

. Claims, including discrepanciesregarding enrollment verification and claim processing.
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. PES(Provider Electronic Solutions) claims submission software.

. Claims processing problemsthat have not been resolved through other channels (e.g., telephone or written
correspondence).

. Referralsby a Provider Servicestelephone correspondent.

. Complex issuesthat require extensive explanation.

Field representatives primarily work outside their officesto provide on-site service; therefore, providers should be
prepared to leave a complete message when contacting field representatives, including all pertinent information
related to theinquiry. Member inquiries should not be directed to field representatives. Providers should refer
membersto Member Services.

If contacting a field representative by e-mail, providers should ensure that no individually identifiable health
information, known as PHI (protected health information), isincluded in the message. PHI can include things such as
the member's name combined with hig’her identification number or SSN (Social Security number).

Information to Have Ready
Providersor their representatives should have the following information ready when they call:

. Nameor alternate contact.

. County and city where services are provided.

. Name of facility or provider whom they arerepresenting.
. NPI (National Provider Identifier) or provider number.

. Teephone number, including area code.

. A concise statement outlining concern.

. Daysand timeswhen available.

For questions about a specific claim, providers should also include the following information:
. Member'sname.
. Member identification number.
. Claim number.
. DOS (date of service).

Topic #474

Provider Services

Providersshould call Provider Servicesto answer enrollment, policy, and billing questions. M ember s should call
Member Servicesfor information. Members should not be referred to Provider Services.

The Provider Services Call Center provides service-specific assistance to M edicaid, Badger Care Plus, WCDP
(Wisconsin Chronic Disease Program), and WWWP (Wisconsin Well Woman Program) providers.

Ways Provider Services Can Help

The Provider Services Call Center isorganized to include program-specific and service-specific assistance to
providers. The Provider Servicescall center supplementsthe ForwardHealth Portal and WiCall by providing
information on the following:

. Billing and claim submissions.
. Provider enrollment.
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. COB (coordination of benefits) (e.g., verifying a member's other health insurance cover age).
. Assistance with completing forms.

. Assistance with remittance information and claim denials.

. Policy clarification.

. PA (prior authorization) status.

. Verifying covered services.

I nfor mation to Have Ready

When contacting or transferring from WiCall to the call center, callerswill be prompted to enter their NPI (National
Provider Identifier) or provider ID. Additionally, to facilitate service, providers arerecommended to have all
pertinent information related to their inquiry on hand when contacting the call center, including:

. Provider nameand NPI or provider ID.

. Member name and member identification number.

. Claim number.

. PA number.

. DOS (dates of service).

. Amount billed.

. RA (Remittance Advice).

. Procedure code of the servicein question.

. Referenceto any provider publicationsthat addresstheinquiry.

Call Center Correspondent Team

The ForwardHealth call center correspondents are organized to respond to telephone calls from providers.
Correspondents offer assistance and answer inquiries specific to the program (i.e., Medicaid, WCDP, or WWWP) or
tothe service area (i.e., pharmacy services, hospital services) in which they are designated.

Call Center Menu Optionsand Inquiries
Providers contacting Provider Servicesare prompted to select from the following menu options:

. Member enrollment — for member enrollment inquiries and verification.

. Claim and PA status— for claim and PA statusinquiries.

. Pharmacy — for drug claim, policy, and drug authorization inquiries.

. Dental — for dental inquiries.

. Poalicy — for all policy questions except those for phar macy and dental.

. Provider enrollment — for provider enroliment and revalidation questions.
. EHR (Electronic Health Records) — for EHR inquiries.

Walk-in Appointments

Walk-in appointments offer face-to-face assistance for providersat the Provider Services office. Providersare
encouraged to contact the Provider Services Call Center to schedule a walk-in appointment.

Written Inquiries

Providers may contact Provider Servicesthrough the Portal by selecting the " Contact Us" link. Provider Serviceswill
respond to theinquiry by the preferred method of response indicated within five business days. All information is
transmitted via a secur e connection to protect personal health information.
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Providers may submit written inquiriesto ForwardHealth by mail using the Written Correspondence Inquiry (F-01170
(07/12)) form. The Written Correspondence Inquiry form may be photocopied or downloaded via a link from the
Portal. Written correspondence should be sent to the following address:

ForwardHealth

Provider Services Written Correspondence
313 Blettner Blvd

Madison W1 53784

Providers are encouraged to use the other resources before mailing a written request to ForwardHealth. Provider
Services will respond to written inquiriesin writing unless otherwise specified.

Topic #475

Provider Suggestions

The DHCAA (Division of Health Care Access and Accountability) isinterested in improving its program for providers
and members. Providerswho would like to suggest a revision of any policy or procedure stated in provider
publications or who wish to suggest new policies are encouraged to submit recommendations on the Provider
Suggestion (F-01016 (02/09)) form.

Topic #4456

Resour ces Reference Guide

The Provider Services and Resour ces Reference Guide lists services and resour ces availableto providers and
memberswith contact information and hours of availability.
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The Provider Services and Resources Reference Guide lists services and resources available to providers and members with

contact infarmation and hours of avalabiliry.

ForwardHealth Portal www.forwardhealth.wi.gov/ | 2%hours @ day, seven days a

Public and secure access to FerwardHealth information with direet link to contact Provider Services for up-to-date acecess

to ForwardHealth progroms information, including publicofions, fee schedules, and forms.

WiCall Automated Voice 24 hours a day, seven days a
Response System (800) 947-3544 il

WiCall, the ForwardHealth Automated Voice Response system, provides responses to the following inguiries:
s Checkwrite.

& Claim status,

o Prior autherization.

*  Member enrcllment.

Monday through Friday,
(B00) 947-9627 7:00 a.m. to 6:00 p.m.
(Central Standard Time)*

ForwardHealth Provider
Services Call Center

To assist providers in the following programs:

# BadgerCare Plus.

»  Medicoid.

*  SeniorCare.

o Wisconsin Well Weman Medicaid.

*  Wiscansin Chronic Disease Program (WCDP).
«  Wisconsin Well Woman Program (WWWF),

*  Wisconsin Medicaid and BadgerCare Plus Managed Care Pragrams.

Monday through Friday,
ForwardHealth Portal Helpdesk (866) 90B-1363 8:30 a.m. to 4:30 p.m.
(Central Standard Time)*

To assist providers and trading partners with technical questions regording Portal functions and copabilities, including

Portal accounts, registrations, passwords, and submissions through the Portal.

Monday through Friday,
(B66) 416-4979 8:30 a.m. to 4:30 p.m.
(Central Standard Time)*

Electronic Data Interchange
Helpdesk

Fer praviders, trading partners, billing services, and elearinghouses with technical questions about the following:
#  Electronic tronsactions.
+  Companion documents,

o Provider Electronic Solutions (PES) software.

Monday through Friday,
(800) 760-0001 7:00 a.m. to 6:00 p.m.
(Central Standard Time)*

Managed Care Ombudsman
Program

To assist monoged care enrollees with questions about enrollment, rights, responsibilities, and general managed care

infarmation,

Monday through Friday,
Member Services (B0D) 362-3002 8:00 a.m. to 6:00 p.m.
(Central Standard Time)*

To assist ForwardHealth members or persons calling en behalf of members with program information and requirements,

enrollment, finding certified providers, and resolving concerns.

Monday through Friday,
(800) 991-5532 8:00 a.m. to 4:30 p.m.
(Central Standard Time)*

Wisconsin AIDS Drug
Assistance Program (ADAP)

Te assist ADAP prcwiders and members, ar pPErSONS v;u”ing on behalf of members, with program information and

requirements, enrsllment, finding enrelled praviders, and resalving concerns.

“With the excepfion of state-observed holidays.
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Electronic Data I nter change

Topic #459

Companion Guidesand NCPDP Version D.0 Payer Sheet

Companion guides and the NCPDP (National Council for Prescription Drug Programs) version D.0 payer sheet are
available for download on the ForwardHealth Portal.

Pur pose of Companion Guides

ForwardHealth companion quides and payer sheet provide trading partnerswith useful technical information on
ForwardHealth's standar ds for nationally recognized electronic transactions.

Theinformation in companion guides and payer sheet appliesto Badger Care Plus, Medicaid, Senior Care, ADAP
(Wisconsin AIDS Drug Assistance Program), WCDP (Wisconsin Chronic Disease Program), and WWWP (Wisconsin
Well Woman Program). Companion guides and payer sheet areintended for information technology and systems staff
who code billing systems or software.

The companion guides and payer sheet complement the federal HIPAA (Health I nsurance Portability and
Accountability Act of 1996) | mplementation Guides and highlight information that trading partnersneed to
successfully exchange electronic transactions with ForwardHealth, including general topics such asthe following:

. Methods of exchanging electronic information (e.g., exchange interfaces, transaction administration, and data
preparation).

. Instructionsfor constructing the technical component of submitting or receiving electronic transactions (e.g.,
claims, RA (Remittance Advice), and enrollment inquiries).

Companion guides and payer sheet do not include program requirements, but help those who create the electronic
formatsfor electronic data exchange.

Companion guides and payer sheet cover the following specific subjects:

. Getting started (e.g., identification information, testing, and exchange prepar ation).
. Transaction administration (e.g., tracking claims submissions, contacting the EDI (Electronic Data | nter change)

Helpdesk.
. Transaction formats.

Revisonsto Companion Guides and Payer Sheet

Companion guides and payer sheet may be updated as a result of changesto federal requirements. When this occurs,
ForwardHealth will do the following:

. Post therevised companion guides and payer sheet on the ForwardHealth Portal.
. Post a message on the banner page of the RA.
. Send an e-mail to trading partners.

Trading partners are encouraged to periodically check for revised companion guides and payer sheet on the Portal. If
trading partnersdo not follow therevisionsidentified in the companion guides or payer sheet, transactions may not
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process successfully (e.g., claims may deny or processincorrectly).

A change summary located at the end of therevised companion guide lists the changes that have been made. The
date on the companion guide reflects the date the revised companion guide was posted to the Portal. In addition, the
version number located in the footer of thefirst pageis changed with each revision.

Revisionsto the payer sheet arelisted in Appendix A. Thedate on the payer sheet reflectsthe date the revised payer
sheet was posted to the Portal.

Topic #460

Data Exchange M ethods

The following data exchange methods ar e supported by the EDI (Electronic Data I nterchange) Helpdesk:

. Remote access server dial-up, using a personal computer with a modem, browser, and encryption software.

. SecureWeb, using an Internet Service Provider and a personal computer with a modem, browser, and
encryption software.

. Real-time, by which trading partners exchange the NCPDP (National Council for Prescription Drug Programs)
D.0, 270/271 (270/271 Health Care Eligibility/Benefit Inquiry and Information Response), 276/277 (276/277
Health Care Claim Status Request and Response), or 278 (278 Health Car e Services Review — Request for
Review and Response) transactions via an approved clearinghouse.

The EDI Helpdesk supportsthe exchange of the transactions for Badger Care Plus, Medicaid, Senior Care, ADAP
(Wisconsin AIDS Drug Assistance Program), WCDP (Wisconsin Chronic Disease Program), and WWWP (Wisconsin
Well Woman Program).

Topic #461

Electronic Data I nter change Helpdesk

The EDI (Electronic Data I nterchange) Helpdesk assists anyone interested in becoming a trading partner with getting
started and provides ongoing support pertaining to electronic transactions. Providers, billing services, and
clearinghouses are encouraged to contact the EDI Helpdesk for test packets and/or technical questions.

Providerswith policy questions should call Provider Services.

Topic #462

Electronic Transactions

HIPAA (Health Insurance Portability and Accountability Act of 1996) ASC (Accredited Standards Committee) X12
version 5010 companion guides and the NCPDP (National Council for Prescription Drug Programs) version D.O payer
sheet are available for download on the HIPAA Version 5010 Companion Guides and NCPDP Version D.0 Payer
Sheet page of the ForwardHealth Portal.

Trading partners may submit claims and adjustment requests, inquire about member enrollment, claim status, and
ForwardHealth payment advice by exchanging electronic transactions.

Through the EDI (Electronic Data | nter change) Helpdesk, trading partners may exchange the following electronic
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transactions:

. 270/271 (270/271 Health Care Eligibility/Benefit Inquiry and Information Response). The 270 isthe electronic
transaction for inquiring about a member's enroliment. The 271 isreceived in response to the inquiry.

. 276/277 (276/277 Health Care Claim Status Request and Response). The 276 is the electronic transaction for
checking claim status. The 277 isreceived in response.

. 278 (278 Health Care Services Review - Request for Review and Response). The electronic transaction for
health care service PA (prior authorization) requests.

. 835(835 Health Care Claim Payment/Advice). The electronic transaction for receiving remittance information.

. 837 (837 Health Care Claim). The electronic transaction for submitting claims and adjustment requests.

. 999 (999 Functional Acknowledgment). The electronic transaction for reporting whether a transaction is
accepted or rejected.

. TA1lInterChange Acknowledgment. The electronic transaction for reporting a transaction that isrejected for
inter Change-level errors.

. NCPDP D.0 Telecommunication Standard for Retail Pharmacy Claims. The real-time POS (Point-of-Sal€)
electronic transaction for submitting phar macy claims.

Topic #463

Provider Electronic Solutions Softwar e

Forwar dHealth offers electronic billing softwar e at no cost to providers. PES (Provider Electronic Solutions) software
allows providersto submit 837 (837 Health Care Claim) transactions and download the 999 (999 Functional
Acknowledgment) and the 835 (835 Health Care Claim Payment/Advice) transactions. To obtain PES software,
providers may download it from the ForwardHealth Portal. For assistanceinstalling and using PES software,
providers may call the EDI (Electronic Data I nter change) Helpdesk.

Topic #464

Trading Partner Profile

A Trading Partner Profile must be completed and signed for each billing provider number that will be used to
exchange electronic transactions.

In addition, billing providerswho do not use a third party to exchange electronic transactions, billing services, and
clearinghouses arerequired to complete a Trading Partner Profile.

To determine whether a Trading Partner Profileisreqguired, providers should refer to the following:

. Billing providerswho do not use a third party to exchange electronic transactions, including providerswho use
the PES (Provider Electronic Solutions) software, are required to complete the Trading Partner Profile.

. Billing providerswho use a third party (billing services and clearinghouses) to exchange electronic transactions
arerequired to submit a Trading Partner Profile.

. Billing services and clearinghouses, including those that use PES softwar e, that are authorized by providersto
exchange electronic transactions on a provider's behalf, arerequired to submit a Trading Partner Profile.

Providerswho change billing services and clearinghouses or become a trading partner should keep their information
updated by contacting the EDI (Electronic Data I nter change) Helpdesk.

Topic #465

Personal Care Published Policy Through August 31, 2015 Page 289 of 320



Wisconsin Medicaid

Trading Partners

ForwardHealth exchanges nationally recognized electronic transactions with trading partners. A "trading partner” is
defined as a covered entity that exchanges electronic health caretransactions. The following covered entitiesare
considered trading partners:

. Providerswho exchange electronic transactions directly with ForwardHealth.
. Billing services and clearinghouses that exchange electronic transactions directly with Forwar dHealth on behalf
of a billing provider.
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Enrollment Verification

Topic #256

270/271 Transactions

The 270/271 (270/271 Health Care Eligibility/Benefit Inquiry and I nformation Response) transactions allow for batch
enrollment verification, including information for the current benefit month or for any date of digibility the member
has on file, through a secure Internet connection. The 270 isthe electronic transaction for inquiring about a member's
enrollment. The 271 isreceived in responseto theinquiry.

For those providerswho are federally required to have an NPI (National Provider Identifier), an NPI isreguired on
the 270/271 transactions. The NPI indicated on the 270 isverified to ensureit is associated with a valid enrollment on
filewith ForwardHealth. The 271 response will report the NPI that was indicated on the 270.

For those providers exempt from NPI, a provider 1D isrequired on the 270/271 transactions. The provider 1D
indicated on the 270 is verified to ensureit is associated with a valid enrollment on file with ForwardHealth. The 271
response will report the provider 1D that wasindicated on the 270.

Topic #469

An Overview

Providers should always verify a member's enrollment befor e providing services, both to determine enroliment for the
current date (since a member's enrollment status may change) and to discover any limitationsto the member's
coverage. Each enrollment verification method allows providersto verify the following prior to services being
rendered:

. A member'senrollment in a ForwardHealth program(s).

. State-contracted MCO (managed car e or ganization) enrollment.
. Medicare enrollment.

. Limited benefits categories.

. Any other commercial health insurance cover age.

. Exemption from copaymentsfor Badger Care Plus members.

Topic #259

Commercial Enrollment Verification Vendors

ForwardHealth has agreementswith several commercial enrollment verification vendorsto offer enrollment
verification technology to ForwardHealth providers. Commercial enrollment verification vendors have up-to-date
access to the Forwar dHealth enrollment filesto ensure that providers have access to the most current enrollment
information. Providers may access Wisconsin's EVS (Enrollment Verification System) to verify member enrollment
through one or more of the following methods available from commer cial enrollment verification vendors:

. Magnetic stripe card readers.
. Personal computer software.
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. Internet.

Vendors sell magnetic stripe card readers, personal computer software, Internet access, and other services. They
also provide ongoing maintenance, operations, and upgrades of their systems. Providersareresponsible for the costs
of using these enrollment verification methods.

Note: Providersare not required to purchase services from a commer cial enrollment verification vendor. For more
information on other waysto verify member enrollment or for questions about ForwardHealth identification cards,
contact Provider Services.

Thereal-time enrollment verification methods allow providersto print a paper copy of the member's enroliment
information, including a transaction number, for their records. Providers should retain this number or the printout as
proof that an inquiry was made.

Magnetic Stripe Card Readers

The magnetic stripe card readersresemble credit card readers. Some ForwardHealth identification cards have a
magnetic stripe and signature panel on the back, and a unique, 16-digit card number on the front. The 16-digit card
number isvalid only for use with a magnetic card reader.

Providersreceive current member enrollment information after passing the ForwardHealth card through the reader or

entering the member identification number or card number into a keypad and entering the DOS (date of service)
about which they areinquiring.

Personal Computer Software

Personal computer software can beintegrated into a provider's current computer system by using a modem and can
access the same information asthe magnetic stripe card readers.

Internet Access
Some enrollment verification vendor s provide real-time access to enrollment from the EV Sthrough the Inter net.

Topic #4903

Copayment Information

If amember isenrolled in Badger Care Plusor Wisconsin Medicaid and is exempt from paying copayments for
services, providerswill receive the following response to an enroliment query from all methods of enrollment
verification:

. Thename of the benefit plan.
. The member's enrollment dates.
. The message, " No Copay."

If amember isenrolled in Badger Care Plus, Medicaid, or Senior Care and isrequired to pay a copayment, the
provider will be given the name of the benefit plan in which the member isenrolled and the member's enrollment
datesfor the benefit plan only.

Topic #264
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Enrollment Verification System

Member enrollment issues arethe primary reason claims are denied. To reduce claim denials, providers should
always verify a member's enrollment before providing services, both to determine enrollment for the current date
(since a member's enrollment status may change) and to discover any limitationsto the member's coverage.
Providers may want to verify the member's enroliment a second time before submitting a claim to find out whether the
member's enrollment information has changed since the appointment.

Providers can access Wisconsin's EVS (Enrollment Verification System) to receive the most current enrollment
information through the following methods:

. ForwardHealth Portal.

. WiCall, Wisconsin's AVR (Automated Voice Response) system.

. Commercial enrollment verification vendors.

. 270/271 (270/271 Health Care Eligibility/Benefit Inquiry and Response) transactions.
. Provider Services.

Providers cannot charge a member, or authorized person acting on behalf of the member, for verifying hisor her
enrollment.

The EVSdoes not indicate other government programsthat are secondary to Wisconsin M edicaid.

Topic #4901

Enrollment Verification on the Portal

The secure ForwardHealth Portal offersreal-time member enrollment verification for all ForwardHealth programs.
Providerswill be ableto usethistool to deter mine:

. The bené€fit plan(s) in which the member isenroalled.

. If themember isenrolled in a state-contracted managed care program (for Medicaid and Badger Care Plus
members).

. If themember hasany other coverage, such as Medicare or commercial health insurance.

. If themember isexempted from copayments (Badger Car e Plus members only).

To access enrollment verification via the ForwardHealth Portal, providerswill need to do the following:

. GototheForwardHealth Portal.

. Establish a provider account.

. Logintothe secure Portal.

. Click on themenu item for enrollment verification.

Providerswill receive a unique transaction number for each enrollment verification inquiry. Providers may access a
history of their enrollment inquiries using the Portal, which will list the date the inquiry was made and the enroliment
information that was given on the date that the inquiry was made. For a more permanent record of inquiries, providers
are advised to usethe " print screen” function to save a paper copy of enrollment verification inquiriesfor their
records or document the transaction number at the beginning of the response, for tracking or research purposes. This
feature allows providersto access enrollment verification history when resear ching claim denials due to enroliment
issues.

TheProvider Portal isavailable 24 hours a day, seven days a week.
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Topic #4900

Entering Dates of Service

Enrollment information is provided based on a" From" DOS (date of service) and a" To" DOSthat the provider
enterswhen making the enrollment inquiry. For enrollment inquires, a” From" DOSisthe earliest date for which the
provider isrequesting enrollment information and the" To" DOSisthelatest date for which the provider is
requesting enrollment information.

Providers should use the following guidelines for entering DOS when verifying enrollment for Wisconsin M edicaid,
Badger Care Plus, Senior Care, or WCDP (Wisconsin Chronic Disease Program) members:

. The"From" DOSistheearliest date the provider requires enrollment information.

. The"To" DOS must be within 365 days of the " From" DOS.

. Ifthedate of therequest is prior to the 20th of the current month, then providers may enter a" From" DOS and
"To" DOSup totheend of the current calendar month.

. If thedate of the reguest ison or after the 20th of the current month, then providers may enter a” From" DOS
and "To" DOSup tothe end of the following calendar month.

For example, if the date of the request was November 15, 2008, the provider could request dates up to and including
November 30, 2008. If the date of the request was November 25, 2008, the provider could request dates up to and
including December 31, 2008.

Topic #265

Member Forgets ForwardHealth | dentification Card

Even if amember does not present a ForwardHealth identification card, a provider can use Wisconsin'seVvs
(Enrollment Verification System) to verify enrollment; otherwise, the provider may choose not to provide the service
(s) until a member bringsin a ForwardHealth card.

A provider may use a combination of the member's name, date of birth, ForwardHealth identification number, or SSN
(Social Security number) with a" 0" at the end to access enrollment information through the EVS.

A provider may call Provider Serviceswith the member'sfull name and date of birth to obtain the member's
enrollment information if the member'sidentification number or SSN is not known.

Topic #4899

Member | dentification Card Does Not Guar antee
Enrollment

Most membersreceive a member identification card, but possession of a program identification card does not

guar antee enrollment. Periodically, members may becomeineligible for enrollment, only tore-enroll at a later date.
Membersaretold to keep their cards even though they may have gapsin enrollment periods. It ispossible that a
member will present a card when he or sheisnot enrolled; therefore, it is essential that providersverify enrollment
before providing services. To reduce claim denials, it isimportant that providersverify the following information prior
to each DOS (date of service) that services are provided:
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. If amember isenralled in any ForwardHealth program, including benefit plan limitations.
. If amember isenrolled in a managed care organization.

. If amember isin primary provider lock-in status.

. If amember hasMedicareor other insurance coverage.

Topic #4898

Responses Are Based on Financial Payer

When making an enrollment inquiry through Wisconsin's EVS (Enrollment Verification System), thereturned
response will provide information on the member's enroliment in benefit plans based on financial payers.

Therearethreefinancial payersunder ForwardHealth:

. Medicaid (Medicaid isthe financial payer for Wisconsin M edicaid, Badger Car e Plus, and Senior Care).
. WCDP (Wisconsin Chronic Disease Program).
. WWWP (Wisconsin Well Woman Program).

Within each financial payer are benefit plans. Each member isenrolled under at least one of the three financial
payers, and under each financial payer, isenrolled in at least one benefit plan. An individual member may be enrolled
under more than one financial payer. (For instance, a member with chronic renal disease may have health care
coverage under the Badger Care Plus Standard Plan and the WCDP chronic renal disease program. The member is
enrolled under two financial payers, Medicaid and WCDP.) Alternatively, a member may have multiple benefits under
asinglefinancial payer. (For example, amember may be covered by the TB-Only (Tuber culosis-Related Services
Only) Benefit and Family Planning Only Services at the same time, both of which are administered by Medicaid.)
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Forms

Topic #767

An Overview

ForwardHealth requires providersto use a variety of formsfor PA (prior authorization), claims processing, and
documenting special circumstances.

Topic #470

Fillable Forms

Most forms may be obtained from the Forms page of the ForwardHealth Portal.

Formson the Portal are available asfillable PDF (Portable Document Format) files, which can be viewed with Adobe
Reader® computer software. Providers may also complete and print fillable PDF files using Adobe Reader®.

To complete afillable PDF, follow these steps:

. Select a specific form.
. Savetheform to the computer.
. Usethe"Tab" key to movefrom field to field.

Note: The Portal providesinstructions on how to obtain Adobe Reader® at no charge from the Adobe® Web site.
Adobe Reader® only allows providersto view and print completed PDFs. It does not allow usersto save completed
fillable PDFsto their computer; however, if Adobe Acrobat® is purchased, providers may save completed PDFsto
their computer. Refer to the Adobe® Web site for more information about fillable PDFs.

Selected forms are also availablein fillable Microsoft® Word format on the Portal. Thefillable Microsoft® Word

format allows providersto complete and print the form using Microsoft® Word. To complete a fillable Micr osoft®
Word form, follow these steps:

. Select a specific form.

. Savetheform to the computer.
. Usethe"Tab" key to movefrom field to field.

Note: Providers may save fillable Microsoft® Word documentsto their computer by choosing " Save As' from the
"File" menu, creating afile name, and selecting " Save" on their desktop.

Topic #766

Telephone or Mail Requests

Providerswho do not have I nternet access or who need formsthat are not available on the ForwardHealth Portal may
obtain them by doing either of the following:
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. Requesting a paper copy of the form by calling Provider Services. Questions about forms may also be directed
to Provider Services.

. Submitting awritten request and mailing it to ForwardHealth. Include a return address, the name of the form,
and the form number and send the request to the following address:

ForwardHealth
Form Reorder

313 Blettner Blvd
M adison WI| 53784
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Portal

Topic #4904

Claims and Adjustments Using the ForwardHealth
Portal

Providerscan track the status of their submitted claims, submit individual claims, correct errorson claims, copy
claims, and determine what claimsarein " pay" statuson the ForwardHealth Portal. Provider s have the ability to
search for and view the status of all their finalized claims, regardless of how they were submitted (i.e., paper,
electronic, clearinghouse). If a claim containsan error, providerscan correct it on the Portal and resubmit it to
ForwardHealth.

Providers can submit an individual claim or adjust a claim through DDE (Direct Data Entry) through the secure
Portal.

Topic #8524

Conducting Revalidation Viathe ForwardHealth Portal

Providers can conduct revalidation online via a securerevalidation area of the ForwardHealth Portal.

Topic #5157

Cost Share Reportsfor Long-Term Managed Care
Organizations

Individual cost sharereportsfor long-term care MCOs (managed car e or ganizations) that provide Family Care,
Family Care Partnership, and PACE (Program of All-Inclusive Carefor the Elderly) services are available viathe
secure area of the ForwardHealth Portal and can be downloaded as an Excel file.

Topic #4345

Creating a Provider Account

Each provider needsto designate one individual asan administrator of the ForwardHealth Portal account. This user
establishes the administrative account once hisor her PIN (personal identification number) isreceived. The
administrative user isresponsible for thisprovider account and is able to add accountsfor other users(clerks) within
hisor her organization and assign security rolesto clerksthat have been established. To establish an administrative
account after receiving a PIN, the administrative user isrequired to follow these steps:

Gotothe ForwardHealth Portal.

Click the Providers button.

Click Logging in for thefirst time?.

Enter theLogin ID and PIN. TheLogin ID isthe provider'sNPI or provider number.

El A
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Click Setup Account.

At the Account Setup screen, enter the user'sinformation in the required fields.

Read the security agreement and click the checkbox to indicate agreement with its contents.
Click Submit when complete.

0 N O

Oncein the secure Provider area of the Portal, the provider may conduct business online with ForwardHealth via a
secur e connection. Providers may also perform the following administrative functions from the Provider area of the
Portal:

. Establish accounts and define access levelsfor clerks.
. Add other organizationsto the account.
. Switch organizations.

Refer to the Account User Guide on the Portal User Guides page of the Portal for mor e detailed instructions on
performing these functions.

Topic #16737

Demographic Maintenance T ool

The demographic maintenance tool allows providersto update information online that they arerequired to keep
current with ForwardHealth. To access the demogr aphic maintenance tool, providers need a Forwar dHealth Portal
account. After logging into their Portal account, providers should select the Demographic Maintenance link located in
the Home Page box on theright side of the secure Provider home page.

Note: The Demographic Maintenance link will only display for administrative accountsor for clerk accounts that
have been assigned the Demographic Maintenancerole. The Account User Guide provides specific information about
assigning roles.

The demographic maintenance tool contains general panels which are availableto all or most providersaswell as
specific panelswhich are only available to certain provider types and specialties. The Demographic M aintenance
Tool User Guide providesfurther information about general and provider-specific panels.

Uploading Supporting Documentation

Providers can upload enrollment-related supporting documentation (e.g., licenses, certifications) using the
demographic maintenance tool. Documentsin the following formats can be uploaded:

. JPEG (Joint Photographic Experts Group) (.jpg or .jpeg).
. PDF (Portable Document Format) (.pdf).

To avoid delaysin processing, Forwar dHealth strongly encourages providersto upload their documents.

Submitting I nfor mation

After making all their changes, providersarerequired to submit their information in order to saveit. After submitting
information, providerswill receive one of the following messages:

. "Your information was updated successfully." Thismessage indicatesthat providers fileswereimmediately
updated with the changed information.
. "Your information was uploaded successfully.” This message indicatesthat ForwardHealth needsto verify the
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information before providers files can be updated. Additionally, an Application Submitted panel will display and
indicate next steps.

Verification

ForwardHealth will verify changes within 10 business days of submission. If the changes can be verified,
ForwardHealth will update providers files. In some cases, providers may receive a Change Natification letter
indicating what information ForwardHealth updated. Provider s should carefully review the Provider File Information
Change Summary included with the letter to verify the accuracy of the changes. If any of the changes are inaccur ate,
providers can correct the information using the demographic maintenance tool. Providers may contact Provider
Servicesif they have questions regarding the letter.

Regardless of whether or not providersare notified that their provider fileswere updated, changed information is not
considered approved until 10 business days after the information was changed. If the changes cannot be verified
within 10 business days, Forwar dHealth will notify providersby mail that their provider fileswere not updated, and
providerswill need to make corrections using the demographic maintenance tool.

Topic #4340

Designating a Trading Partner to Receive 835 Health
Care Claim Payment/Advice Transactions

Providers must designate a trading partner to receive their 835 (835 Health Care Claim Payment/Advice) transaction
for ForwardHealth inter Change.

Providerswho wish to submit their 835 designation via the Portal are required to create and establish a provider
account to have access to the secure area of the Portal.

Todesignate atrading partner to receive 835 transactions, providers must first complete the following steps:

. Accessthe Portal and log into their secure account by clicking the Provider link/button.

. Click on the Designate 835 Receiver link on theright-hand side of the secure home page.

. Enter theidentification number of thetrading partner that isto receivethe 835in the Trading Partner 1D field.
. Click Save.

Providerswho are unable to use the Portal to designate a trading partner to receive 835 transactions may call the
EDI (Electronic Data Interchange) Helpdesk or submit a paper (Trading Partner 835 Designation, F-13393 (07/12))
form.

Topic #5087

Electronic Communications

The secure Forwar dHealth Portal contains a one-way message center where provider s can receive electronic
notifications and provider publications from ForwardHealth. All new messages display on the provider's main page
within the secure Portal.

Topic #5088
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Enrollment Verification

The secure ForwardHealth Portal offersreal time member enrollment verification for all ForwardHealth programs.
Providersareableto usethistool to determine:

. Thehealth care program(s) in which the member isenrolled.

. Whether or not the member isenrolled in a state-contracted MCO (managed car e organization).

. Whether or not the member has any third-party liability, such as Medicare or commercial health insurance.

. Whether or not the member isenrolled in the Pharmacy Services L ock-In Program and the member'sLock-In
pharmacy, primary care provider, and referral providers (if applicable).

Using the Portal to check enrollment may be mor e effective than calling WiCall or the EVS (Enrollment Verification
System) (although both are available).

Providersare assigned a unique enrollment verification number for each inquiry. Providerscan also usethe " print
screen” function to print a paper copy of enrollment verification inquiriesfor their records.

Topic #4338

ForwardHealth Portal

Providers, members, trading partners, managed care programs, and partners have access to public and secure
information through the ForwardHealth Portal.

The Portal hasthe following areas:

. Providers(public and secure).

. Trading Partners.

. Members.

. MCO (managed care organization).
. Partners.

The secure Portal allows providersto conduct business and exchange electronic transactions with ForwardHealth.
The public Portal contains general information accessible to all users. Members can access general health care
program information and apply for benefits online.

Topic #4441

ForwardHealth Portal Helpdesk

Providersand trading partners may call the ForwardHealth Portal Helpdesk with technical questions on Portal
functions, including their Portal accounts, registrations, passwords, and submissions through the Portal.

Topic #16517

ForwardHealth's Trangtion to |CD-10-CM and ICD-10-
PCS Code Sets
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|CD-10 Code Set Transition Portal Page

ForwardHealth has established the |CD-10 (International Classification of Diseases, 10th Revision) Code Set
Transition Portal page to communicate information related to the transition to | CD-10-CM (I nternational
Classification of Diseases, 10th Revision, Clinical M odification) and | CD-10-PCS (I nter national Classification of
Diseases, 10th Revision, Procedur e Coding System) code sets. The ICD-10 Code Set Transition pageisarepository
of information and communicationsrelated to ForwardHealth'stransition to | CD-10. All stakeholdersand interested
parties are encouraged to check the | CD-10 Code Set Transition page regularly for new infor mation.

| CD-10 Project Information E-mail Subscription M essaging

ForwardHealth hasintroduced a new e-mail subscription option, ICD-10 Project Information, to communicate tar geted
ICD-10information. All interested parties are encouraged to register to receive information from ForwardHealth
about |CD-10, including those with Portal account access and those already registered to receive e-mail subscription
messages for other service areas. Adding | CD-10 as a subscription option will not impact existing subscriptions. The
ICD-10 e-mail option will automatically be discontinued when communicating | CD-10 transition information is no
longer necessary.

Frequently Asked Questions About ForwardHealth's Transition to ICD-10
ForwardHealth has developed a Freguently Asked Questions About ForwardHealth's Transition to | CD-10 document

to capture questions submitted from stakeholders and to share answers. The document is revised with new
information asit is available.

Submit an 1CD-10 Question to ForwardHealth

Stakeholders may submit | CD-10 questions to Forwar dHealth directly from the ICD-10 Code Set Transition page by
clicking on the Submit an |CD-10 Question to ForwardHealth link.

Topic #4451

Inquiriesto ForwardHealth Viathe Portal

Providersare ableto contact Provider Servicesthrough the ForwardHealth Portal by clicking the Contact link and
entering therelevant inquiry information, including selecting the preferred method of response (i.e., telephone call or
e-mail). Provider Serviceswill respond to theinquiry by the preferred method of response indicated within five
business days.

Topic #4400

|nter net Connection Speed

Forwar dHealth recommends providers have an I nternet connection that will provide an upload speed of at least 768
Kbpsand a download speed of at least 128 Kbpsin order to efficiently conduct business with Forwar dHealth via the
Portal.

For PES (Provider Electronic Solutions) users, ForwardHealth recommends an I nternet connection that will provide a
download speed of at least 128 Kbpsfor downloading PES softwar e and softwar e updates from the Portal.
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These download speeds are generally not available through a dial-up connection.

Topic #4351

L ogging in to the Provider Area of the Portal

Oncean administrative user'sor other user'saccount is set up, he or she may log in to the Provider area of the
ForwardHealth Portal to conduct business. Tologin, the user isrequired to click the" Provider" link or button, then
enter hisor her username and password and click " Go" in the Login to Secure Site box at theright side of the screen.

Topic #4743

Managed Care Organization Portal

I nformation and Functions Through the Portal

The M CO (managed car e organization) area of the ForwardHealth Portal allows state-contracted M COsto conduct
business with ForwardHealth. The Public MCO page offers easy accessto key MCO information and Web tools. A
log-in isrequired to access the secure area of the Portal to submit or retrieve account and member information which
may be sensitive.

Thefollowing information is available through the Portal:

. Listing of all Medicaid-enrolled providers.

. Coordination of Benefits Extract/Insurance Carrier Master List information updated quarterly.

. Data Warehouse, which islinked from the Portal to Business Objects. The Business Objects function allows for
accessto MCO datafor long term care MCOs.

. Electronic messages.

. Enrollment verification by entering a member ID or SSN (Social Security number) with date of birth and a
"from DOS (date of service)" and a"to DOS" range. A transaction number isassigned to track the request.

. Member search function for retrieving member information such as medical status code, and managed care and
M edicar e information.

. Provider search function for retrieving provider information such as address, telephone number, provider 1D,
taxonomy code (if applicable), and provider type and specialty.

. HealthCheck information.

. MCO contact information.

. Technical contact information. Entries may be added via the Portal.

Topic #5158

Managed Care Organization Portal Reports

Thefollowing reports are generated to M COs (managed car e or ganizations) through their account on the
ForwardHealth MCO Portal:

. Capitation Payment Listing Report.
. Cost Share Report (long-term M COs only).
. Enrollment Reports.

MCOsarerequired to establish a Portal account in order to receivereports from ForwardHealth.
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Capitation Payment Listing Report

The Capitation Payment Listing Report provides" payee’ MCOswith a detailed listing of the membersfor whom
they receive capitation payments. Forwar dHealth inter Change creates adjustment transaction infor mation weekly and
regular capitation transaction information monthly. The weekly batch report includes regular and adjustment
capitation transactions. M COs have the option of receiving both the Capitation Payment Listing Report and the 820
Payroll Deducted and Other Group Premium Payment for I nsurance Productstransactions.

Initial Enrollment Roster Report

The Initial Enrollment Roster Report is generated according to the annual schedules detailing the number of new and
continuing membersenrolled in the MCO and those disenrolled before the next enrollment month.

Final Enrollment Roster Report

TheFinal Enrollment Roster Report is generated the last business day of each month and includes memberswho
have had a change in status since theinitial report and new memberswho were enrolled after the Initial Enrollment
Roster Report was gener ated.

Other Reports

Additional reportsare available for Badger Care PlusHM Os, SSI HM Os, and long-term M COs. Some ar e available
viathe Portal and somein the secure FTP (file transfer protocol).

Topic #4744

Members ForwardHealth Portal

M ember s can access Forwar dHealth information by going to the Forwar dHealth Portal. Members can sear ch through
adirectory of providersby entering a ZI P code, city, or county. Members can also access all member -related
ForwardHealth applications and forms. Members can use ACCESS to check availability, apply for benefits, check
current benefits, and report any changes.

Topic #4344

Obtaining a Personal Identification Number

To establish an account on the ForwardHealth Portal, providersare required to obtain a PIN (personal identification
number). The PIN isa unique, nine-digit number assigned by ForwardHealth inter Change for the sole pur pose of
allowing a provider to establish a Portal account. It isused in conjunction with the provider'slogin ID. Once the Portal
account is established, the provider will be prompted to create a username and password for the account, which will
subsequently be used to log in to the Portal.

Note: The PIN used to create the provider's Portal account is not the same PIN used for revalidation. Providerswill
recelve a separate PIN for revalidation.

A provider may need to request more than one PIN if he or sheisa provider for more than one program or hasmore
than onetype of provider enroliment. A separate PIN will be needed for each provider enrollment. Health care
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providerswill need to supply their NPI (National Provider |dentifier) and corresponding taxonomy code when
requesting an account. Non-healthcare providerswill need to supply their unique provider number.

Providers may request a PIN by following these steps:

GotothePortal.
Click on the" Providers" link or button.
Click the " Request Portal Access' link from the Quick Linksbox on the right side of the screen.
At the Request Portal Access screen, enter the following infor mation:
a. Health careprovidersarerequired to enter their NPI and click " Search” to display alisting of
Forwar dHealth enroliments. Select the correct enrollment for the account. The taxonomy code, ZI P+4
code, and financial payer for that enrollment will be automatically populated. Enter the SSN (Social
Security number) or TIN (Tax Identification Number).
b. Non-healthcare providersarerequired to enter their provider number, financial payer, and SSN or TIN.
(This option should only be used by non-healthcar e providerswho are exempt from NPI requirements).

APOODNPE

Thefinancial payer isone of the following:
. Medicaid (Medicaid isthe financial payer for Wisconsin M edicaid, Badger Car e Plus, and Senior
Care).
. SSI (Supplemental Security Income).
. WCDP (Wisconsin Chronic Disease Program).
. The WWWP (Wisconsin Well Woman Program).

c. Click Submit.
d. Oncethe Portal Access Request is successfully completed, ForwardHealth will send a letter with the
provider's PIN to the address on file.

Topic #4459

Online Handbook

The Online Handbook allows providers accessto all policy and billing information for Wisconsin Medicaid,
Badger Care Plus, ADAP (Wisconsin AIDS Drug Assistance Program), and WCDP (Wisconsin Chronic Disease
Program) in one centralized place. A secure ForwardHealth Portal account isnot required to use the Online
Handbook asit isavailableto all Portal visitors.

Revisionsto policy information are incorporated immediately after policy changes have been issued in
ForwardHealth Updates. The Online Handbook also linksto the ForwardHealth Publications page, an ar chive section
that providerscan use to resear ch past policy and procedure information.

The Online Handbook, which is available through the public area of the Portal, is designed to sort information based
on user-entered criteria, such as program and provider type. It is organized into sections and chapters. Sections within
each handbook may include the following:

. Claims.

. Coordination of Ben€fits.

. Managed Care.

. Member Information.

. Prior Authorization.

. Provider Enrollment and Ongoing Responsibilities.
. Reimbursement.

. Resources.
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Each section consists of separate chapters (e.g., claims submission, procedur e codes), which contain further detailed
information.

Advanced Search Function

The Online Handbook has an advanced sear ch function, which allows providersto search for a specific word or phrase
within a user type, program, service area, or throughout the entire Online Handbook.

Providers can access the advanced sear ch function by following these steps:

GotothePortal.

Click the " Online Handbooks" link in the upper left " Providers' box.

Complete the two drop-down selections at theright to narrow the search by program and service area, if
applicable. Thisisnot needed if providerswish to search the entire Online Handbook.

Click " Advanced Search" to open the advanced search options.

Enter theword or phrase you would like to sear ch.

Select " Search within the options selected above" or " Search all handbooks, programs and service areas.”
Click the" Search” button.

wnNE

No oM

ForwardHealth Publications Archive Area

The ForwardHealth Publications page of the Online Handbook allows providersto view old Updates and previous
versions of the Online Handbook.

Providers can access the ar chive information area by following these steps:

1. GotothePortal.
2. Click the" Online Handbooks" link in the upper left " Providers' box.
3. Click on the" Updates and Handbooks" link. (Thislink isbelow the three drop-down menus.)

Topic #5089

Other Business Enhancements Available on the Portal

The secure Provider area of the ForwardHealth Portal enables providersto do the following:

. Verify member enrollment.

. View RAs (Remittance Advice).

. Designate which trading partner iseligibleto receive the provider's 835 (835 Health Care Claim
Payment/Advice).

. Update and maintain provider file information. Providers have the choice to indicate separ ate addr esses for
different business functions.

. Receive eectronic notifications and provider publications from ForwardHealth.

. Enrollin EFT (electronic funds transfer).

. Track provider-submitted PA (prior authorization) requests.

Topic #4911

Portal Account Administrators
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Portal administrators areresponsible for requesting, creating, and managing accounts to access these features for
their organization.

There must be one administrator assigned for each Portal account and all users established for that account. The
responsibilities of the Portal administrator include:

. Ensuring the security and integrity of all user accounts (clerk administratorsand clerks) created and associated
with their Portal account.

. Ensuring clerksor clerk administrators are given the appropriate authorizationsthey need to perform their
functionsfor the provider, trading partner, or MCO (managed car e organization).

. Ensuringthat clerksor clerk administrator accounts are removed/deleted promptly when the user leavesthe
organization.

. Ensuring that the transactions submitted are valid and recognized by ForwardHealth.

. Ensuringthat all usersthey establish know and follow security and guidelines as required by HIPAA (Health
Insurance Portability Accountability Act of 1996). As Portal administrators establish their Portal account and
create accountsfor othersto access private information, administratorsare reminded that all users must
comply with HIPAA. The HIPAA privacy and security rulesrequirethat the confidentiality, integrity, and
availability of PHI (protected health information) are maintained at all times. The HIPAA Privacy Rule
provides guidelines gover ning the disclosure of PHI. The HIPAA Security Rule delineates the security
measur es to be implemented for the protection of electronic PHI. If Portal administrators have any questions
concerning the protection of PHI, visit the Portal for additional information.

Portal administrators have accessto all securefunctionsfor their Portal account.

Establish an Administrator Account

All Portal accounts require an administrator account. The administrator isa selected individual who has overall
responsibility for management of the account. Therefore, he or she has complete accessto all functions within the
specific secure area of hisor her Portal and are permitted to add, remove, and manage other individual roles.

Topic #4912

Portal Clerk Administrators

A Portal administrator may choose to delegate some of the authority and responsibility for setting up and managing
the userswithin their ForwardHealth Portal account. If so, the Portal administrator may establish a clerk
administrator. An administrator or clerk administrator can create, modify, manage or remove clerksfor a Portal
account. When a clerk is created, the administrator or clerk administrator must grant permissionsto the clerksto
ensurethey have the appropriate access to the functions they will perform. A clerk administrator can only grant
permissionsthat they themselves have. For example, if an administrator givesa clerk administrator per mission only
for enrollment verification, then the clerk administrator can only establish clerkswith enrollment verification
permissions.

Even if a Portal administrator choosesto create a clerk administrator and delegate the ability to add, modify, and

remove users from the same account, the Portal administrator is still responsible for ensuring the integrity and
security of the Portal account.

Topic #4913

Portal Clerks
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The administrator (or the clerk administrator if the administrator has granted them authorization) may set up clerks
within their ForwardHealth Portal account. Clerks may be assigned one or many roles (i.e., claims, PA (prior
authorization), member enrollment verification). Clerks do not have the ability to establish, modify, or remove other
accounts.

Onceaclerk account isset up, the clerk account does not have to be established again for a separate Portal account.
Clerks can easily be assigned arolefor different Portal accounts (i.e., different ForwardHealth enrollments). To
perform work under a different Portal account for which they have been granted authorization, a clerk can usethe
"switch org" function and toggle between the Portal accountsto which they have access. Clerks may be granted
different authorization in each Portal account (i.e., they may do member enrollment verification for one Portal
account, and HealthCheck inquiresfor another).

Topic #4740

Public Area of the Provider Portal

The public Provider area of the ForwardHealth Portal offersa variety of important business features and functions
that will greatly assist in daily business activities with ForwardHealth programs.

Maximum Allowable Fee Schedules

Within the Portal, all maximum allowable fee schedules for M edicaid, Badger Car e Plus, and WCDP (Wisconsin
Chronic Disease Program) areinteractive and searchable. Providers can enter the DOS (date of service), along with
other information such as procedure code, category of supplies, or provider type, to find the maximum allowable fee.
Providers can also download all fee schedules.

Online Handbook

The Online Handbook isthe single source for all current policy and billing information for ForwardHealth. The Online
Handbook isdesigned to sort information based on user-entered criteria, such as program and provider type.

Revisionsto policy information are incor porated into the Online Handbook in conjunction with published Updates. The
Online Handbook also linksto the Forwar dHealth Publications page, an ar chive section where providers can resear ch
previously published Updates.

ForwardHealth Publications Archive Section

The ForwardHealth Publications page, available via the Quick Linksbox, lists Updates, Update Summaries, ar chives
of provider Handbooks and provider guides, and monthly archives of the Online Handbook. The ForwardHealth
Publications page contains both current and obsolete information for research purposes only. Providers should use the
Online Handbook for current policy and procedure questions. The Updates ar e sear chable by provider type or
program (e.g., physician or HealthCheck " Other Services') and by year of publication.

Training

Providerscan register for all scheduled trainings and view onlinetrainings via the Portal Training page, which
contains an up-to-date calendar of all availabletraining. Additionally, providers can view Webcasts of select trainings.

Contacting Provider Services
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Providersand other Portal userswill have an additional option for contacting Provider Services through the Contact
link on the Portal. Providers can enter thereevant inquiry information, including selecting the preferred method of
response (i.e., telephone call or e-mail) the provider wishesto receive back from Provider Services. Provider Services
will respond to the inquiry within five business days. I nformation will be submitted via a secur e connection.

Online Enrollment

Providers can speed up the enrollment process for Medicaid by completing a provider enrollment application viathe
Portal. Providerscan then track their application by entering their ATN (application tracking number) given to them
on completion of the application.

Other Business Enhancements Available on the Portal
The public Provider area of the Portal also includesthe following features:

. A"What's New?" section for providersthat linksto the latest provider publication summariesand other new
information posted to the Provider area of the Portal.

. Home pagefor the provider. Providers have administrative control over their Portal homepage and can grant
other employees accessto specified areas of the Portal, such as claimsand PA (prior authorization).

. E-mail subscription service for Updates. Providers can register for e-mail subscription to receive notifications of
new provider publications via e-mail. Usersare able to select, by program and service area, which publication
notifications they would liketo receive.

. Aformslibrary.

Topic #4741

Secure Area of the Provider Portal

Providers can accomplish many processes via the ForwardHealth Portal, including submitting, adjusting, and
correcting claims, submitting and amending PA (prior authorization) requests, and verifying enrollment.

Claims and Adjustments Using the Portal

Providerscan track the status of their submitted claims, submit individual claims, correct errorson claims, and
determinewhat claimsarein " pay" statuson the Portal. Providers have the ability to search for and view the status
of all of their finalized claims, regardless of how they were submitted (i.e., paper, electronic, clearinghouse). If a claim
containsan error, providerscan correct it on the Portal and resubmit it to ForwardHealth.

Providers can submit an individual claim or adjust a claim via DDE (Direct Data Entry) through the secure Portal.

Submitting Prior Authorization and Amendment Requests Via the Portal
Nearly all service areas can submit PA requests via the Portal. Providers can do the following:

. Correct errorson PA or amendment requests via the Portal, regardless of how the PA reguest was originally
submitted.

. View all recently submitted and finalized PA and amendment requests.

. Saveapartially completed PA request and finish completing it at a later time. (Note: Providersarerequired to
submit or re-save a PA request within 30 calendar days of the date the PA request was last saved.)

. View all saved PA requests and select any to continue completing or delete.
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. View thelatest provider review and decision letters.
. Receive messages about PA and amendment requeststhat have been adjudicated or returned for provider
review.

Electronic Communications

The secure Portal contains a one-way message center wher e providers can receive electronic notifications and
provider publications from ForwardHealth. All new messages display on the provider's main page within the secure
Portal.

Enrollment Verification

The secure Portal offersreal-time member enrollment verification for all ForwardHealth programs. Providersare
ableto usethistool to determine:

. Thehealth care program(s) in which the member isenrolled.
. Whether or not the member isenrolled in a state-contracted MCO (managed car e organization).
. Whether or not the member has any third-party liability, such as Medicare or commercial health insurance.

Using the Portal to check enrollment may be more efficient than calling the AVR (Automated Voice Response)
system or the EVS (Enrollment Verification System) (although both are available).

Providerswill be assigned a unique enrollment verification number for each inquiry. Providers can also usethe" print
screen” function to print a paper copy of enrollment verification inquiriesfor their records.

Other Business Enhancements Available on the Portal

The secure Provider area of the Portal enables providersto do the following:

. Verify member enrollment.

. View RAs (Remittance Advices).

. Designate which trading partner iseligibleto receive the provider's 835 (835 Health Care Claim
Payment/Advice) transaction.

. Update and maintain provider fileinformation. Providerswill have the choice to indicate separ ate addr esses for
different business functions.

. Receive eectronic notifications and provider publications from ForwardHealth.

. Enrallin EFT (electronic fundstransfer).

. Track provider-submitted PA requests.

Topic #4905

Submitting Prior Authorization and Amendment
Requests Viathe Portal

Nearly all service areas can submit PA (prior authorization) requests via the ForwardHealth Portal. Providers can do
the following:

. Correct errorson PAsor amendment reguestsvia the Portal, regardless of how the PA was originally
submitted.
. View all recently submitted and finalized PAs and amendment requests.
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. View thelatest provider review and decision letters.
. Receive messages about PA and amendment requests that have been adjudicated or returned for provider
review.

Topic #4401

System and Browser Requirements

Thefollowing table lists the recommended system and browser requirementsfor using the ForwardHealth Portal. PES
(Provider Electronic Solutions) users should note that the Windows-based requirements noted in the table apply; PES
cannot berun on Apple-based systems.

Recommended Browser

R Requi i
ecommended System Requirements Requirements

Windows-Based Systems

Computer with at least a 500Mhz processor, 256 MB of RAM, | Microsoft Internet Explorer v. 6.0
and 100MB of free disk space or higher, or

Windows XP or higher operating system Firefox v. 1.5 or higher
Apple-Based Systems

Computer running a PowerPC G4 or Intel processor, 512 MB of

RAM, and 150MB of free disk space ngari, or .
Firefox v. 1.5 or higher

Mac OS X 10.2.x or higher operating system

Topic #4742

Trading Partner Portal

The following information is available on the public Trading Partner area of the ForwardHealth Portal:

. Trading partner testing packets.
. Trading Partner Profile submission.

. PES (Provider Electronic Solutions) software and upgrade information.
. EDI (Electronic Data I nter change) companion guides.

In the secure Trading Partner area of the Portal, trading partners can exchange electronic transactions with
Forwar dHealth.

Trading partners using PES should be sureto enter the Web logon and Web password associated with the
ForwardHealth trading partner ID that will be used on PEStransactions. Prior to submitting transactions through
PES, trading partners must also make suretheir trading partner account isentered asthe" Default Provider I1D" on
the Switch Organization page of the secure Trading Partner account on the Portal.
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Training Opportunities

Topic #12757

Training Opportunities

The Provider Relations representatives conduct training sessionsin a variety of formats on both program-specific and
topic-specific subjects. Thereisno feefor attending/accessing these training sessions.

On-Site Sessions

On-gite training sessions ar e offered at various locations (e.g., hotel conference rooms, provider facilities) throughout
the state. Thesetraining sessionsinclude general all-provider sessions, service-specific and/or topic-specific sessions,
and program-specific (such as WCDP (Wisconsin Chronic Disease Program) or the WWWP (Wisconsin Well Woman

Program)) sessions.

Registration isrequired to attend on-site sessions. Onlineregistration isavailable on the Trainings page of the
Providers area of the Portal.

Online (Real-Time, Web-Based) Sessions

Online (real-time, Web-based) training sessions ar e available and ar e facilitated through HP2 MyRoom. MyRoom
sessions ar e offered on many of the same topics as on-site sessions, but online sessions offer the following
advantages:

. Participants can attend training at their own computerswithout leaving the office.
. Sessionsareinteractive as participants can ask questions during the session.
. If requested or needed, a session can be quickly organized to cover a specific topic for a small group or office.

For somelarger training topics (such as ForwardHealth Portal Fundamentals), the training may be divided into
individual modules, with each module focused on a particular subject. This allows participants to customize their
training experience.

Registration, including an e-mail address, isrequired to attend Virtual Room sessions, so important session
information can be sent to participantsprior to the start of the session. Onlineregistration is available on the
Trainings page of the Portal.

Recorded Webcasts

Recorded Webcasts are available on a variety of topics, including some of the same topics as on-site and online
sessions. Like Virtual Room sessions, some recorded Webcasts on larger training topics may be divided into
individual Webcast modules, allowing participantsto customize their training experience. Recorded Webcasts allow
providersto view thetraining at their convenience on their own computers.

Registration is not required to view arecorded Webcast. Related training materials are available to download and
print from the specific Webcast training session page on the Portal.

Notification of Training Opportunities

Published Policy Through August 31, 2015

Personal Care Page 312 of 320



Wisconsin Medicaid

In addition to information on the Trainings page of the Portal, upcoming training session information is distributed
directly through messages to providers who have secure Portal accountsand to providerswho haveregistered for the
ForwardHealth e-mail subscription service.

Tosign up for a secure Portal account, click the " Request Portal Access' link in the Quick Links box on the Provider
page of the Portal. To sign up for e-mail subscription, click " Register for E-mail Subscription” in the Quick Linksbox
on the Provider page of the Portal.
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Updates

Topic #478

Accessing ForwardHealth Publications

ForwardHealth Updates are the first source of provider information. Updates announce the latest information on
policy and cover age changes, PA (prior authorization) submission requirements, claims submission requirements, and
training announcements.

The ForwardHealth Update Summary is posted to the ForwardHealth Portal on a monthly basis and containsan
overview of Updates published that month. Providerswith a ForwardHealth Portal account are notified through their
Portal message inbox when the Update Summary is available on the Portal.

Updatesincluded in the Update Summary are posted in their entirety on the Provider area of the Portal. Providers
may access Updates from direct linksin the electronic Update Summary as well as navigate to other Medicaid
information available on the Portal.

Revisionsto policy information are incor porated into the Online Handbook in conjunction with published Updates. The
Online Handbook also includes a link to the ForwardHealth Publications page, an archive section where providers can
research previously published Updates.

Topic #4458

Electronic Notifications from ForwardHealth

ForwardHealth sends electr onic messaging via Portal Account messaging and e-mail subscription messaging to notify
of newly released ForwardHealth Updates and the monthly ForwardHealth Update Summary. ForwardHealth also
uses electronic messaging to communicate training oppor tunities and other timely information. Providerswho have
established a ForwardHealth Portal account automatically receive notifications from ForwardHealth in their Portal

M essagesinbox. Providersand other interested parties may register to receive e-mail subscription natifications.

E-mail Subscription

When registering for e-mail subscription, providersand other interested parties are able to select, by program
(Wisconsin Medicaid, Badger Care Plus, ADAP (Wisconsin AlDS Drug Assistance Program), or WCDP (Wisconsin
Chronic Disease Program)), provider type (e.g., physician, hospital, DME (durable medical equipment) vendor),
and/or specific information of interest, (Trading Partner and 1CD-10 (I nternational Classification of Diseases, 10th
Revision) Project Information) to designate what information they would like to receive. Any number of staff or other
interested parties from an organization may sign up for an e-mail subscription and may select multiple subscription
options.

ICD-10 Project Information E-mail Subscription M essaging

ForwardHealth hasintroduced an interim e-mail subscription option, | CD-10 Project Information, to communicate
targeted | CD-10 information. All interested parties are encouraged to register to receive |CD-10 e-mail subscription
messages from ForwardHealth, including those with Portal account access and those already registered to receive e-
mail subscription messages for other service areas. Adding | CD-10 as a subscription option will not impact existing
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subscriptions. The ICD-10 e-mail option will automatically be discontinued when communicating 1CD-10 transition
information isno longer necessary.

Registering for E-mail Subscription

Usersmay sign up for an email subscription by following these steps:

1
2.
3.

oA~

7.

8.

Click the Register for E-mail Subscription link on the ForwardHealth Portal home page.

In the Quick Links section on theright side of the screen, click Register for E-mail Subscription.

The Subscriptions page will be displayed. In the E-Mail field in the New Subscriber section, enter the e-mail
address to which messages should be sent.

Enter the e-mail address again in the Confirm E-Mail field.

Click Register. A message will be displayed at the top of the Subscriptions page indicating the registration was
successful. If there are any problemswith the registration, an error message will be displayed instead.
Onceregistration is complete, click the program for which you want to receive messagesin the Available
Subscriptions section of the Subscriptions page. The selected program will expand and a list of service areas
will be displayed.

Select the service area(s) for which you want to receive messages. Click Select All if you want to receive
messages for all service areas.

When service area selection is complete, click Save at the bottom of the page.

The selected subscriptions will load and a confirmation message will appear at thetop of the page.

Topic #4460

Full Text Publications Available

Providerswithout Internet access may call Provider Servicesto request that a paper copy of a ForwardHealth
Update be mailed to them. To expedite the call, correspondents will ask providersfor the Update number. Providers
should allow seven to 10 business days for delivery.

Personal Care
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WiCall

Topic #257

Enrollment Inquiries

WiCall isan AVR (Automated Voice Response) system that allows providerswith touch-tone telephones dir ect
access to enrollment information.

Information from WiCall will bereturned in the following order if applicable to the member's current enrollment:

. Transaction number: A number will be given as atransaction confirmation that providers should keep for their
records.

. Benefit enrollment: All benefit plansthe member isenrolled in on the DOS (date of service) or within the DOS
range selected for thefinancial payer.

. County Code: The member's county code will be provided if available. The county codeis a two-digit code
between 01 and 72 that represents the county in which member resides. If the enrollment response reflectsthat
the member residesin a designated HPSA (Health Personnel Shortage Area) on the DOS or within the DOS
range selected, HPSA information will be given.

. MCO (managed care organization): All information about state-contracted M CO enrollment, including M CO
names and telephone number s (that exists on the DOS or within the DOS range selected), will be listed. This
information is applicable to Medicaid and Badger Care Plus members only.

. Hospice: If the member isenrolled in the hospice benefit on the DOS or within the DOS rangethat the provider
selected, the hospice information will be given. Thisinformation is applicable to M edicaid and Badger Care Plus
membersonly.

. Lock-in: Information about the Pharmacy Services L ock-In Program that exists on the DOS or within the DOS
range selected will be provided. Thisinformation is applicableto Medicaid, Badger Care Plus, and SeniorCare
membersonly.

. Medicare: All information about M edicare coverage, including type of coverage and M edicare number, if
available, that exists on the DOS or within the DOS range selected will belisted.

. Other Commercial Insurance Coverage: All information about commercial coverage, including carrier names
and telephone numbers, if available, that exists on the DOS or within the DOS range selected will be listed.

. Transaction Completed: After the member's enrollment information has been given using the financial payer
that was selected, providerswill be given the following options:

To hear theinformation again.

To request enrollment information for the same member using a different financial payer.

To hear another member's enrollment information using the same financial payer.

To hear another member's enrollment information using a different financial payer.

Toreturn to the main menu.

o o o o o

WiCall isavailable 24 hours a day, seven days a week. I f for some reason the system is unavailable, providers may
call Provider Services.

Transaction Number

The AVR system issues a transaction number every timea provider verifies enrollment, even when an individual is
not enrolled in Badger Care Plus or Wisconsin Medicaid. The provider should retain thistransaction number. It is
proof that an inquiry was made about the member's enroliment. If a provider thinksa claim was denied in error, the
provider can referencethe transaction number to ForwardHealth to confirm the enrollment response that was actually
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given.

Topic #466

| nformation Available Via WiCall

WiCall, ForwardHealth's AVR (Automated Voice Response) system, gathersinquiry information from callersthrough
voice prompts and accesses ForwardHealth inter Changeto retrieve and " speak” back the following ForwardHealth
information:

. Claim status.

. Enrollment verification.

. PA (prior authorization) status.

. Provider CheckWrite information.

Note: ForwardHealth releases CheckWrite information to WiCall no sooner than on thefirst state business day
following the financial cycle.

Providersare prompted to enter NPI (National Provider Identifier) or provider 1D and in some cases, NPI-related
data, toretrieve query information.

In all inquiry scenarios, WiCall offersthe following options after information isretrieved and reported back to the
caller:

. Repeat theinformation.

. Makeanother inquiry of the sametype.
. Return to the main menu.

. Repeat the options.

Claim Status

Providers may check the status of a specific claim by selecting the applicable program (" financial payer" option, i.e.,
Wisconsin Medicaid, WCDP (Wisconsin Chronic Disease Program), or WWWP (Wisconsin Well Woman Program) by
entering their provider ID, member identification number, DOS (date of service), and the amount billed.

Note: Claim information for Badger Care Plus and Senior Care is available by selecting the M edicaid option.

Enrollment Verification

Providersmay request enrollment statusfor any date of digibility the member has on file by entering their provider
ID and the member ID. If the member 1D isunknown, providers may enter the member's date of birth and SSN
(Social Security number). Additionally, the provider isprompted to enter the” From DOS" and the” To DOS' for the
inquiry. The" From" DOSisthe earliest date the provider requires enrollment information and the" To" DOS must
be within 365 days of the" From" DOS.

Each timea provider verifies member enrollment, the enrollment verification is saved and assigned a transaction
number astransaction confirmation. Providers should note the transaction number for their records.

Prior Authorization Status

Except in certain instances, providers may obtain the status of PA requests for Medicaid and WCDP via WiCall by
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entering their provider 1D and the applicable PA number. If the provider does not know the PA number, thereisan
option to bypass entering the PA nhumber and the caller will be prompted to enter other PA information such as
member 1D and type of service (i.e.,, NDC (National Drug Code), procedur e code, revenue code, or ICD-9-CM
(International Classification of Diseases, Ninth Revision, Clinical Modification) diagnosis code.) When a match is
found, WiCall reports back the PA statusinformation, including the PA number for futurereference, and the
applicable program.

Information on past PAsisretained indefinitely. Paper PAsrequire a maximum of 20 working days from receipt to be
processed and incor porated into WiCall's PA statusinformation.

Note: PA information for Badger Care Plus and Senior Careis available by selecting the Medicaid option.

Topic #765
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Quick Reference Guide

The WiCall AVR (Automated Voice Response) Quick Reference Guide displays the infor mation available for WiCall
inquiries.
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Automated Voice Response Quick Reference Guide

Dial (800) 947-3544 o access
WiCall, ForwardHealth Avtomated
Voice Response system.
Press “17 to begin.

Access

L

provider
WiCall

1 2 4
Enrollment Provider Claim Stalus PA Status
Verificotion CheckWrite Inquiry Inquiry
Select financial Salact financial Salact financial Salect financial

payer, peryer. payer. payer.

| 1 1 I
Entar prowidar Emter provider Enter provider Erter provider

1D, D=, (28 (118
| | I
Select “1" 16| OR Salect "27 to Enter mamber Entar PA
anter membe enter member D, number.
0. S5N**/DOB""". 1 I
T "
Enter "fram™ Erter oldest dete 'l PAnumberis |
date of inquiry. of service on the ! unknown, enfer |
chairm. ! member [Dand |

I | 1 typo of sarvice, |
Enter "ta” date Enter tatal R Lo i
date of inguiry. amaount billed, I

| 1
Response with Rasponsa with Response with Respanse with
transaction log CheckWrite claim stotus PA status

number and inbormation on information. information.
membar mast recantly
enrollmem igaued Funds.
infrrmntinn
L 1 1 J

[Additional options relevant to the tvpe of inquiry are alse offered.)

Transaction Complete Menu

Salect *17 1o
repeat
information.

Salect *27 to make
anather inguiry,

Select "B to
return to the
Iaim e,

Select “0" to speak to o Provider
Services call canter
codraspondent.

Select 2" to
repeat meny
optiona.

* Health Care providers entering an NPIL, may also be prompted to enter their taxonomy number and ZIF + 4 code when required.
#%* 88N = Social Security Mumber
## OB = Date of Birth

Personal Care

Published Policy Through August 31, 2015

Page 320 of 320



