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Archive Date: 04/03/2023

Claims;Adjustment Requests

Topic #314

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 asa 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 Wisconsin DHS (Department of Health Services) offers electronic hilling 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) Hel pdesk.

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 is in an allowed status

Submit a new 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 Reguest (F-13046 (08/2015)) 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)

To add and delete services

To supply additional information that may affect the amount of reimbursement
To request 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
guides 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 actual enrollment. If a member presents atemporary identification card for
BadgerCare Plus or Family Planning Only Services, the provider should check the member's enrollment via Wisconsin's EVS
(Enrollment Verification System) and, if the enrollment is not on file yet, make a photocopy of the member's temporary
identification card.

When amember presents atemporary 1D card for EE (Express Enroliment) in BadgerCare Plus or Family Planning Only Services
but the member's enroliment is not on file yet in the EV'S, the provider should check enrollment again in two days or wait one
week to submit a claim to ForwardHealth. If, after two days, the EV S indicates that the member till is not enrolled or the claim is
denied with an enrollment-related EOB (Explanation of Benefits) code, the provider should contact Provider Services for
assistance.

When amember who received a real-time eligibility determination presents a temporary 1D card but the member's enroliment is
not on file yet in the EVS, the provider should wait up to one week to submit a claim to ForwardHealth. If the claim is denied with
an enrollment-related EOB code, the provider 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:

1 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 alater time.)

1 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 hilling 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 Wis. Admin. Code DHS 106.08.

Claiming and receiving ForwardHealth reimbursement in sufficient amounts to alow 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:

1 Submit an Adjustment/Reconsideration Request (F-13046 (08/2015)) form through normal processing channels (not timely
filing), regardless of the DOS

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

After the paper adjustment request is processed, Wisconsin Medicaid will deduct the overpayment from future reimbursement
amounts.
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Topic #533

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

Financial Services Cash Unit
313 Blettner Blvd

Madison WI 53784

Topic #531

ForwardHealth-Initiated Adjustments

ForwardHealth may initiate an adjustment when a retroactive 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 Wis. Admin. Code DHS 106.04(5), 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:

1 Return of overpayment through the adjustment request process

1 Return of overpayment with a cash refund

1 Return of overpayment with a voided claim

1 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 previously paid claimsto reflect anew rate. Thisis not
possible after a cash refund is done.

Topic #8417
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Voiding Claims

Providers may void claims on the ForwardHedl th Portal to return overpayments. Thisway 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 financia transaction is
processed. RAs are generated from the appropriate ForwardHealth program when at least one claim, adjustment request, or
financid transaction is processed. An RA is generated regardless of how aclaim or adjustment is submitted (electronically or on
paper). Generaly, 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 Portd. Providers are also able to
download the RA from their secure provider Portal account in a CSV (comma-separated values) format.

Topic #5091

National Provider Identifier on the Remittance Advice

Health care providers who have asingle NPI (National Provider Identifier) that is used for multiple enrollments will receive an RA
for each enrollment with the same NPI reported on each of the RAs. For instance, if a hospital has obtained asingle NPI and the
hospital has aclinic, alab, and a pharmacy that are al enrolled in Wisconsin Medicaid, the clinic, the lab, and the pharmacy will
submit separate claims that indicate the same NPI as the hospital. Separate RAs will be generated for the hospital, the clinic, the
lab, and the pharmacy.

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 all 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
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control number)). However, denied rea -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).

Interpreting 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 ICM). This number identifies valuable information about the claim and adjustment request. The following diagram

and rable provide detailed information about interpreting the claim number.

SPIRA

year julian date  batch range

Type of Number and Description Applicable Numbers and Description
Region — Two digits indicate the region. The region 10 — Paper Claims with Mo Attachments
indicates how ForwardHealth received the claim or 11 — Paper Claims with Attochments
adjustment request, 20 — Electronic Claims with No Attachments
21 — Electronic Claims with Atachments

22 — Internet Claims with Mo Atachmenis

23 — Internat Claims with Atachmants

25 — Point-of-Service Claims

26 — Point-of-Service Claims with Attachments

40 — Claims Converled from Former Processing System

45 — Adjustments Converted from Former Processing
Systemn

50-59 — Adjustments

&7 — Caosh Poyment Applied

B0 — Claim Resubmissions

90-91 — Claims Requiring Special Handling

Year — Two digits indicate the year ForwardHealth | For example, the year 2008 would appear as 08.
received the claim or adjustment request, S _
Julian date — Three digits indicate the day of the For example, February 3 would appear as 034.

year, by Julian date, that FerwardHealth received the

claim or adjustment request. |

Batch range — Three digils indicate the batch range | The baich range is used internally by FarwardHealth,

assigned ta the claim.

Sequence number — Three digits indicate the The sequence number is used internally by ForwardHealth.

sequence number assigned within the batch range.

Topic #535

Claim Status
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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 #22277

Claims Denial Adjustment/Review Request

Providers should take the following steps if they are uncertain about why particular services on a claim were denied:

1 Review ForwardHealth remittance information for the specific reason for the denial.

1 Review the claim submitted to ensure all information is accurate and complete.

1 Consult recent CPT (Current Procedural Terminology) and HCPCS (Healthcare Common Procedure Coding System)
publications to make sure proper coding instructions were followed.

1 Consult recent ForwardHealth publications to make sure current policy and billing instructions were followed.

1 Call Provider Services for further information or explanation.

1 Review the ForwardHealth Adjustment/Reconsideration Request process and submit a request if appropriate.

If aprovider disagrees with a claim determination, the provider may take one of two actions.

1 If the claim is denied, the provider may resubmit the claim with supporting documentation to Provider Services Written
Correspondence using the Written Correspondence (F-01170 (07/2012)) form with the "other (briefly explain the situation
in question below)" box checked and the words "medical consultant review requested” written on the form.

1 If the original claim isin an allowed status, the provider may submit an Adjustment/Reconsideration Request (F-13046
(08/2015)) form with supporting documentation and the "medical consultant review requested” box checked on the form to
Provider Services Written Correspondence.

Topic #644

Information is available for DOS (dates of service) before February 12, 2022,

ClaimsXten Review

ForwardHealth monitors al professional claims for compliance with reimbursement policy using an automated procedure coding
review software known as Change Healthcare ClaimsXten. ClaimsXten reviews claims submitted for billing inconsistencies and
errors during claims processing. Medicaid programs in other states, insurance companies, and Medicare al use similar software.

EOB (Explanation of Benefits) codes specific to the ClaimsXten review appear in the TXT (text) RA (Remittance Advice) file and
in the electronic 835 (835 Health Care Claim Payment/Advice) transactions.

ClaimsXten review does not change Medicaid or BadgerCare Plus policy on covered services but monitors compliance with
policy more closely and reimburses providers appropriately.

ClaimsXten will be reviewed on aregular basis and changes will be made as needed based on industry best practices. In addition

to adding new procedure codes, ClaimsXten may add or revise claim editing information based on an ongoing review of the
software knowledge base. This ongoing process helps to ensure that the default clinical content used in ClaimsXten is clinically
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appropriate and within national standards.

Areas Monitored by ClaimsXten

ClaimsXten uses rules to monitor certain claim situations.

ClaimsXten rules adopted by ForwardHealth are subject to change or revision. Thisis not a comprehensive list of al claim edits,
but rather examples of areas where edit rules will be implemented via ClaimsXten. Reference to more specific ForwardHealth
coverage and reimbursement policy, where applicable, is indicated.

ForwardHealth uses ClaimsXten software to monitor the following situations:

Unbundled and rebundled procedures
Incidental/integral procedures

Mutually exclusive procedures

Medical visit billing errors

Preoperative and postoperative billing errors
Assistant surgeon billing errors

ClaimsXten will not review claims that have been denied for general billing errors, such as an invalid member identification number
or an invalid or missing provider number. Providers will need to correct the generd billing error and resubmit the claim, at which
point ClaimsXten will review the claim.

Unbundled and Rebundled Procedures

Unbundling occurs when two or more procedure codes are used to describe a procedure that may be better described by a
single, more comprehensive procedure code. ClaimsXten considers the single, most appropriate procedure code for
reimbursement when unbundling is detected.

If certain procedure codes are submitted, ClaimsXten rebundles them into the single most appropriate procedure code. For
example, if a provider submits a claim with two or more procedure codes for the same type of wound with varying sizes,
ClaimsXten rebundles them to a procedure code that would encompass the total size.

ClaimsXten will also total billed amounts for individual procedures. For example, if the provider bills three procedures at $20,
$30, and $25, ClaimsXten rebundles them into a single procedure code, adds the three amounts, and cal culates the billed amount
for anew rebundled code at $75. Then, ForwardHealth reimburses the provider either the lesser of the billed amounts or the
maximum alowable fee for that rebundled procedure code.

I ncidental/I ntegral Procedures

Incidental procedures are those procedures performed at the same time as a more complex primary procedure. These require few
additional provider resources and are generally not considered necessary to the performance of the primary procedure. For
example, the removal of an asymptomatic appendix is considered an incidental procedure when done during hysterectomy
surgery.

Integral procedures are those procedures performed as part of a more complex primary procedure. For example, when a
member undergoes a transurethral incision of the prostate, the scope procedure is considered integral to the performance of the
prostate procedure and would be denied as a separately billed item.

When a procedure is either incidental or integral to a magjor procedure, ClaimsXten considers only the primary procedure for
reimbursement.

Therapies: Physical, Occupational, and Speech anﬁ%g\%ﬁgdgqyﬁ}ﬁgl- Bb?}Jgh March 31, 2023 Page 11 of 367



Wisconsin Medicaid

Mutually Exclusive Procedures

Mutually exclusive procedures are procedures that would not be performed on a single member on the same day or that use
different codes to describe the same type of procedure.

An example of amutually exclusive situation is when the repair of the organ can be performed by two different methods. One
repair method must be chosen to repair the organ and must be reported. A second example is the reporting of an "initial” service
and a "subsequent” service. It is contradictory for a service to be classified as both an initial and a subsequent service at the same
time.

When two or more procedures are mutually exclusive, ForwardHealth considers for reimbursement the procedure code with the
highest provider-billed amount and denies the other code.

Medical Visit Billing Errors

Medical visit billing errors occur if E&M (evaluation and management) services are reported separately when a substantial
diagnostic or therapeutic procedure is performed. Under CM S (Centers for Medicare & Medicaid Services) guidelines, most
E&M procedures are not allowed to be reported separately when a substantial diagnostic or therapeutic procedure is performed.

ClaimsXten monitors medical visits based on the type of E&M service (that is, initial or new patient; or follow-up or established
patient services) and the complexity (that is, major or minor) of the accompanying procedure.

For example, if a provider submits a procedure code for amajor surgical procedure as well as for the initial hospital care per day,

ClaimsXten denies the initial hospital care procedure as a visit when submitted with the major procedure with the same date of
service. The mgjor procedure has a 90-day global surgical period and the postoperative visit is not separately reimbursable.

Preoper ative and Postoperative Billing Errors

Preoperative and postoperative billing errors occur when E& M services are billed with surgical procedures during their
preoperative and postoperative periods. ClaimsXten bases the preoperative and postoperative periods on designations in the
CMS National Physician Fee Schedule.

For example, if aprovider submits a procedure code for an office visit for E& M with aDOS of 11/02/21 and arelated surgical
procedure with a DOS of 11/03/21, ClaimsXten may deny the procedure code for the office visit as a preoperative visit.

Assistant Surgeon Billing Errors
ClaimsXten develops and maintains assistant surgeon values using the CM S Physician Fee Schedule as its primary source.
Providers should refer to the Medicare Physician Fee Schedule for procedure codes where a surgery assistant may be paid.

These codes are denoted with an indicator of "2" in the Assistant at Surgery column of the Medicare Physician Fee Schedule.

ForwardHealth's Assistant Surgeon Fee Schedule reflects procedure codes allowable with an assistant surgeon designation
consistent with ClaimsXten.

For example, if a provider bills a procedure code for a surgery with a modifier representing an assistant surgeon, and ClaimsXten
determines that the procedure does not require an assistant surgeon, the procedure-modifier combination will be denied.

Topic #4746

Cutback Fields on the Remittance Advice for Adjusted
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and Paid Claims

Cutback fields indicate amounts that reduce the alowed 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 all 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 #537

Electronic Remittance | 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:

1 In-state emergency providers
1 Out-of-state providers
1 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 121 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 alocation on their computer or network to save the document.

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 all 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 dl 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
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page.

The CSV files are generated per financial payer and listed by RA number and RA date. A separate CSV fileis listed 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. 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. 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 smaler files when downloading using
earlier versions. Microsoft Office Access can manage larger data files.

Refer to the CSV User Guide on the 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 financia cycle.

Provider Electronic Solutions Softwar e

ForwardHedlth 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

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
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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.

Claims that 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
providersin 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 #11537

National Correct Coding Initiative

As part of the federal PPACA (Patient Protection and Affordable Care Act) of 2010, the federal CM S (Centers for Medicare
and Medicaid Services) are required to promote correct coding and control improper coding leading to inappropriate payment of
claims under Medicaid. The NCCI (National Correct Coding Initiative) isthe CMS response to this requirement. The NCCI
includes the creation and implementation of claims processing edits to ensure correct coding on claims submitted for Medicaid
reimbursement.

ForwardHealth is required to implement the NCCI in order to monitor al professional claims and outpatient hospital claims
submitted with CPT (Current Procedural Terminology) or HCPCS (Healthcare Common Procedure Coding System) procedure
codes for Wisconsin Medicaid, BadgerCare Plus, WCDP (Wisconsin Chronic Disease Program), and Family Planning Only
Services for compliance with the following NCCI edits:
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1 MUE (Medically Unlikely Edits), or units-of-service detail edits
1 Procedure-to-procedure detail edits

The NCCI editing will occur in addition to/along with current procedure code review and editing completed by Change
Healthcare ClaimsXten and in ForwardHealth interChange.

Medically Unlikely Detail Edits

MUE, or units-of-service detail edits, define the maximum units of service that a provider would report under most circumstances
for asingle member on a single DOS (date of service) for each CPT or HCPCS procedure code. If adetail onaclaim is denied
for MUE, providers will receive an EOB (Explanation of Benefits) code on the RA (Remittance Advice) indicating that the detall
was denied due to NCCI.

An example of an MUE would be if procedure code 11102 (tangential biopsy of skin [eg, shave, scoop, saucerize, curette]; single
lesion) was hilled by a provider on a professional claim with a quantity of two or more. This procedure is medically unlikely to
occur more than once; therefore, if it is billed with units greater than one, the detail will be denied.

Procedur e-to-Procedur e Detail Edits

Procedure-to-procedure detail edits define pairs of CPT or HCPCS codes that should not be reported together on the same
DOS for avariety of reasons. This edit applies across details on a single claim or across different claims. For example, an earlier
claim that was paid may be denied and recouped if a more complete code is billed for the same DOS on a separate claim. If a
detail on aclaim is denied for procedure-to-procedure edit, providers will receive an EOB code on the RA indicating that the
detail was denied due to NCCI.

An example of a procedure-to-procedure edit would be if procedure codes 11451 (excision of skin and subcutaneous tissue for
hidradenitis, axillary; with complex repair) and 93000 (electrocardiogram, routine ECG with at least 12 leads; with interpretation
and report) were billed on the same claim for the same DOS. Procedure code 11451 describes a more complex service than
procedure code 93000, and therefore, the secondary procedure would be denied.

Quarterly Code List Updates

CM S will issue quarterly revisions to the table of codes subject to NCCI edits that ForwardHealth will adopt and implement.
Refer to the CM S Medicaid website for downloadable code lists.

Claim Details Denied as a Result of National Correct Coding I nitiative Edits

Providers should take the following steps if they are uncertain why particular services on a claim were denied:

1 Review ForwardHealth remittance information for the EOB message related to the denial.

1 Review the claim submitted to ensure al information is accurate and complete.

1 Consult current CPT and HCPCS publications to make sure proper coding instructions were followed.

1 Consult current ForwardHealth publications, including the Online Handbook, to make sure current policy and billing
instructions were followed.

1 Call Provider Services for further information or explanation.

If reimbursement for aclaim or adetail on aclaim is denied due to an MUE or procedure-to-procedure edit, providers may
appeal the denial. Following are instructions for submitting an appeal:

1 Complete the Adjustment/Reconsideration Request (F-13046 (08/2015)) form. In Element 16, select the "Consultant
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review requested” checkbox and the "Other/comments” checkbox. In the "Other/comments” text box, indicate
"Reconsideration of an NCCI denial."

1 Attach notes/supporting documentation.

1 Submit a claim, Adjustment/Reconsideration Request, and additional notes/supporting documentation to ForwardHealth for
processing.

Topic #539

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 121 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 financial 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

Noncompound drug claims

Inpatient claims

Long term care claims

Medicare crossover ingtitutional claims
Medicare crossover professiona claims
Outpatient claims

Professiond claims

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

Therapies: Physical, Occupational, and Speech anﬁ%g\%ﬁgdgqyﬁ}ﬁgl- Bb?}Jgh March 31, 2023 Page 17 of 367



1 Adjusted claims
1 Denied claims
1 Paid claims

Claim Types
Dental claims
Inpatient claims
Long term care claims
Medicare crossover
ingtitutional claims
Medicare crossover
professional claims
Noncompound and
compound drug claims
Outpatient claims

Professional claims

Topic #4821

Wisconsin Medicaid

Provider Types
Dentists, dental hygienists, HealthCheck agencies that provide dental services
Inpatient hospital providers and institutes for mental disease providers
Nursing homes

Most providers who submit claims on the UB-04

Most providers who submit claims on the 1500 Health Insurance Claim Form ((02/12))

Pharmacies and dispensing physicians

Outpatient hosptial providers and hospice providers

Ambulance providers, ambulatory surgery centers, anesthesiologist assistants, audiologists, case
management providers, certified 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, menta health/substance abuse clinics, nursesin
independent practice, nurse practitioners, occupational therapists, opticians, optometrists, persona
care agencies, physicia therapists, physician assistants, physician clinics, physicians, podiatrists,
portable X-ray providers, prenatal care coordination providers, psychologists, rehabilitation agencies,
respiratory therapists, rura health clinics, school-based services providers, specialized medical vehicle
providers, speech and hearing clinics, speech-language pathologists, therapy groups

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

Address Page
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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 al 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 inthefile.

Financial Transactions Page

The Financial Transactions section details the provider's weekly financia activity. Financid 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 (that is, nursing home
assessment reimbursement).

Refunds are payments made to providers for overpayments.

The Accounts Recelvabl e 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 all recoupments for the current financial cycle in the "Amount Recouped In Current Cycle" column.

For decreasing claim adjustments 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.
Providers will see net difference between the claim and the adjustment reflected on the RA.

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 Charactersand Description
Transaction—The first character indicates the type of financial ' V—Capitation adjustment
transaction that created the accounts receivable.
1—OBRA Level 1 screening void request
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2—OBRA Nurse Aide Training/Testing void request
| dentifier—210 additional numbers are assigned to complete the | The identifier is used internaly by ForwardHealth.
Adjustment ICN.
Service Code Descriptions

The Service Code Descriptions section lists all the service codes (that is, 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 al 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:

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

To adjust aclaim, ForwardHealth recoups the difference — or pays the differ ence — between the origina claim amount and
the claim adjustment amount. This difference will be reflected on the RA.

In the Claim Adjustments section, the original claim information in the claim header is surrounded by parentheses. Information
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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
appears in 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 appears in the
Financial 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
financial 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

REPORT CATE: MM/ OD/CCYY
RAH BRGE ! 9,999
PAYER
AXELLX XXXXX AXXXXEX PAYEE ID 995959959999999
EEESSEEE RS EEEESR SRR SRR HERI FI999I999D
XXX000O00NOONCX XK KX00000000NNN CHECKE/EFT NUMBER 9599939999
REMNOOOOCOOOUCC RN NI0O000O000., XX X0000- X0 PAYMENT DATE MM/ DD CCYY
eI PCN MEN SERVICE DATES BILLED OTH INS SFENDDOWN
FROM  TO AMOUNT AMOUNT RMOUNT
MEMBER HAME: KXXEEXXICOGOOCOCCREENRNIN0000 HEMBER HO,: KEKEXEXXXRRY
RREYYJIJEEBSSS XEXKKNIOOOOOOX XXEEXXXNIOOOOL MMODVY MMDDYY 599,999,999.%% 9,999,999.3%9 999,999,939

HEADER BEOBS: 9355 5335 5559 2999 9555 5555 9939 9955 5555 53533 9398 9555 5555 9999 98455 5555 2933 9580 5355 5353
SERVICE DATES Fh WUMEER

o 0 MODIFIERS ALLW UNITE RO TD RENDERING PROVIDER BILLED AMT DETAIL EOBS

EXEMM L XX XX EX FFIT. 99 HMDDYY MMDDYY XXX XXXOOOOCODDDLXXXX  XXIOOOO0000 9999 93%% 3999 9990 993F FHFH IPII 99EF
9.95%,5959.9% 2995 5555 5933 9998 5555 $533 9999 9555

EXXXK XX XX XX EX FFIF. 9P KMDDYY MMDDYY XXX XXXOOOOOODCEXXXX  XICO000000K 2999 F¥¥F 9999 9999 F99%F 9999 9999 9INF
5,.99%,5995.59 9999 55%% 5999 9999 5555 5559 9999 9555

EXXXH XX XX XX EX FHIG, 99 HMDDYY MMDDYY XXX XXNOOOOODOCCEXEX XXIOOOOOO0EL 9909 99%% 9999 2000 9999 9999 9900 9999
9,99%,995.99 9993 %55 59939 9993 3335 $539 9999 9533

EEXEN XX KX XX KR 3539, 9% HMDDYY MMDDYY EEX RGOUOUOODCENEX  XIOUOOONO 9950 3333 3939 9999 3393 3955 299D SO
9.993,999.939 9993 9333 5999 9999 3933 3333 3339 9339

TOTAL FROFESSIONAL SERVICE CLAIME DENIED: 9.999,999,.9939.%% 99,999,.999.3% 5,6 599,999.93
TOTAL 80, DENIED: 990, 93%

F999

5393

FI99

P399
33939
2999
9999
2999
2333
9999

55599
G999
5999

399

9999

2333

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.

In apaid claims section, providers will see the original 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. The Incentives column is calculated in accordance with
the 835 (835 Health Care Claim Payment/Advice) standards to balance between the service line, the claim, and the transaction.
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Sample Inpatient Claims Paid Section of the Remittance Advice

REPORT: CRA-IPPD-R FORVARDHEALTH INTERCZHARGE
TR H fie0nid WIECONSTH FORVARDHIALTH
PAYER: PROVIDER PEMITTANCE ADVICE

INFATIENT CLAINS PAID

FAREVT ITAL INC FAYEE ID
Fi=lt EL NPT
CHECESEFT NUMBIR
FAYEENT DATE PESOIST0T

=] SERVICE DATES < DAYE ADRIT BILLED ANT OTH INS ANT COPAY ANT INFAT DED FAID ANT
==ICH== HER FROR TO DATE ALLOVED ANT INCENTIVES SFENDDOWN AXT CUTLIER ART Co=1HS CB DRG CD 30T

HEMBER MAKE: IAM HEMEER HEHEER MO.: $§76843210
2222153000023 8110744885 110521 110921 4 L1052 S00. 00 200.00 000 0.00 200.00
500.00 Q.00 0.00 0.00 11y 1

HEADER ECBE: 1022 J0D1 2007 D832 ©040 0930

SERVICE DATES ALLV TMITE Fi HUNBEER
EEY G FROR Te BILLED ART ALLOWED ART INCENTIVES PALP ARCGUNT PETALL ECHS
121 110521 110821 4.00 b2 H
S00.00 500.00 50:0. 00 0.00

TOTAL INPATIENT CLAINS FAID: 00,00
SO0, O
TOTAL NO. FALD:

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
ForwardHeadlth financia payers:

1 Wisconsin Medicaid (Wisconsin Medicaid is the financial payer for the Medicaid, BadgerCare Plus, and SeniorCare
programs)

1 ADAP (Wisconsin AIDS Drug Assistance Program)

1 WCDP (Wisconsin Chronic Disease Program)

1 WWWP (Wisconsin Well Woman Program)

A separate Portal account is required for each financial payer.
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Note: Each of the four 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 NPl as the hospital. Separate
RAs will be generated for the hospital, the clinic, the lab, and the pharmacy.

Topic #6237

Reporting a L ost 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:

1 Provider's name and address, including the ZIP+4 code
1 Provider'sidentification number
i For healthcare providers, include the NPI (National Provider Identifier) and taxonomy code.
i For non-healthcare providers, include the provider identification number.
1 Check number, check date, and check amount (This should be recorded on the RA (Remittance Advice).)
1 A written request to stop payment and reissue the check
1 The signature of an authorized financial representative (An individual 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:
ForwardHedlth
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:
1 Go to the Portal.
1 Loginto the secure Provider area of the Portal.
1 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.
1 Select the claim the provider wants to view.

Topic #4829
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Sections of the Remittance Advice

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

1 Address page

1 Banner messages

1 Paper check information, if applicable

1 Claims processing information

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

1 Service code descriptions

1 Summary

1 Claim sequence numbers

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

Payment
Payment hold

1

]

1 Service codes and descriptions

1 Financia transactions

1 Summary

1 Inpatient claims

1 Outpatient claims

1 Professional claims

1 Medicare crossovers — Professiona
1 Medicare crossovers — Institutional
1 Compound drug claims

1 Noncompound drug claims

1 Dental claims

1 Long term care claims

1 Financia transactions

1 Summary

1 Claim sequence numbers

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 Information
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:
1 Thetechnical name of the RA section (for example, CRA-TRAN-R), which is an internal ForwardHealth designation
1 The RA number, which is a unique number assigned to each RA that is generated
1 The name of the payer (Medicaid, ADAP (Wisconsin AIDS Drug Assistance Program), WCDP (Wisconsin Chronic
Disease Program), or WWWP (Wisconsin Well Woman Program))
1 The "Pay to" address of the provider. The "Pay to" addressis used for mailing purposes.

The following information isin the middle of the header:
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1 A description of the financial cycle
1 The name of the RA section (for example, "Financia Transactions" or "Professional Services Claims Paid")

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

1 The date of the financial cycle and date the RA was generated

1 The page number

1 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).

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

1 The number of the check issued for the RA, if applicable

1 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:

1 Identify and correct any discrepancy that affected the way a claim processed.
1 Correct and resubmit claims that are denied.
1 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 hilling 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 allowed amount for the one service that was provided. Such actions are considered fraudulent.

Topic #366

Copayment Amounts

Copayment amounts collected from members should not be deducted from the charges submitted on claims. Providers should
indicate their usual and customary charges for all services provided.

In addition, copayment amounts should not be included when indicating the amount paid by other health insurance sources.

The appropriate copayment amount is automatically deducted from allowed payments. Remittance information reflects the
automatic deduction of applicable copayment amounts.

Topic #547

Submission Deadline

ForwardHealth recommends that providers submit claims at least on a monthly basis. Billing on a monthly basis allows 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.
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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 federal laws provide eight exceptions to the submission deadline. According to federal regulations and Wis. Admin.
Code DHS 106.03, ForwardHealth may consider exceptions to the submission deadline only in the following circumstances:

1 Changein anursing home resident's LOC (level of care) or liability amount

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

1 Denial due to discrepancy between the member's enrollment information in ForwardHealth interChange and the member's
actual 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

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 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, ForwardHealth
automatically deducts the copayment amount.

For most services, ForwardHealth reimburses the lesser of the provider's usual and customary charge, plus a professional
dispensing fee, if applicable, or the maximum allowable fee established.
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Submission
Topic #17797

1500 Health Insurance Claim Form Completion
|nstructions

These ingtructions are for the completion of the 1500 Health Insurance Claim Form ((02/12)) for ForwardHealth. Refer to the
1500 Health Insurance Claim Form Reference Instruction Manual for Form Version 02/12, prepared by the NUCC (National
Uniform Claim Committee) and available on their website, to view instructions for al item numbers not listed below.

Use the following claim form completion instructions, in conjunction with the 1500 Health Insurance Claim Form Reference
Instruction Manual for Form Version 02/12, prepared by the NUCC, to avoid denia or inaccurate claim payment. Be advised
that every code used isrequired to be avalid code, even if it is entered in a non-required field. Do not include attachments unless
instructed to do so.

Members enrolled in BadgerCare Plus or Medicaid receive a ForwardHealth member identification card. Always verify a
member's enrollment before providing nonemergency services to determine if there are any limitations to covered services and to
obtain the correct spelling of the member's name.

When submitting a claim with multiple pages, providersarerequired to indicate page numbers using the format " Page
X of X" in the upper right corner of the claim form.

Other health insurance (for example, commercial health insurance, Medicare, Medicare Advantage Plans) sources must be billed
prior to submitting claims to ForwardHealth, unless the service does not require commercial health insurance hilling as determined
by ForwardHealth. When submitting paper claims, if the member has any other health insurance sources, providers are required to
complete and submit an Explanation of Medical Benefits form, along with the completed paper claim.

Submit completed paper claims and the completed Explanation of Medical Benefits form, as applicable, to the following address:

ForwardHealth

Claims and Adjustments
313 Blettner Blvd
Madison WI 53784

Item Number 6 — Patient Relationship to Insured
Enter "X" in the "Self" box to indicate the member's relationship to insured when Item Number 4 is completed. Only one box can
be marked.

Item Number 9 — Other Insured's Name (not required)
Thisfield is not required on the claim.

Note: When submitting paper claims to ForwardHealth, if the member has any other health insurance sources (for example,
commercia heath insurance, Medicare, Medicare Advantage Plans), providers are required to complete and submit a separate
Explanation of Medical Benefits form for each other payer as an attachment(s) to their completed paper claim.

Item Number 9a — Other Insured's Policy or Group Number (not required)
Thisfield is not required on the claim.
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Note: When submitting paper claims to ForwardHealth, if the member has any other health insurance sources (for example,
commercia health insurance, Medicare, Medicare Advantage Plans), providers are required to complete and submit a separate
Explanation of Medical Benefits form for each other payer as an attachment(s) to their completed paper claim.

Item Number 9d — Insurance Plan Name or Program Name (not required)
Thisfield is not required on the claim.

Note: When submitting paper claims to ForwardHealth, if the member has any other health insurance sources (for example,
commercia health insurance, Medicare, Medicare Advantage Plans), providers are required to complete and submit a separate
Explanation of Medical Benefits form for each other payer as an attachment(s) to their completed paper claim.

Item Number 10d — Claim Codes (Designated by NUCC)
When applicable, enter the Condition Code. The Condition Codes approved for use on the 1500 Health Insurance Claim Form
are available on the NUCC website under Code Sets.

Item Number 11 — Insured's Policy Group or FECA Number (not required)
Thisfield is not required on the claim.

Note: When submitting paper claims to ForwardHealth, if the member has any other health insurance sources (for example,
commercia hedth insurance, Medicare, Medicare Advantage Plans), providers are required to complete and submit a separate
Explanation of Medical Benefits form for each other payer as an attachment(s) to their completed paper claim.

Item Number 11d — Is There Another Health Benefit Plan?
Thisfield is not used for processing by ForwardHealth.

Item Number 19 — Additional Claim Information (Designated by NUCC)

When applicable, enter provider identifiers or taxonomy codes. A list of applicable qualifiers are defined by the NUCC and can
be found in the NUCC 1500 Health Insurance Claim Form Reference Instruction Manual for Form Version 02/12, prepared by
the NUCC.

If aprovider bills an unlisted (or not otherwise classified) procedure code, a description of the procedure must be indicated in this
field. If amore specific code is not available, the provider is required 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.

Item Number 22 — Resubmission Code and/or Original Reference Number
Thisfield is not used for processing by ForwardHealth.

Section 24
The six service lines in section 24 have been divided horizontally. Enter service information in the bottom, unshaded area of the six
service lines. The horizonta division of each service line is not intended to allow the billing of 12 lines of service.

For physician-administered drugs: NDCs (National Drug Codes) must be indicated in the shaded area of 1tem Numbers 24A-
24G. Each NDC must be accompanied by an NDC qualifier, unit qualifier, and units. To indicate an NDC, providers should do
the following:

1 Indicate the NDC qualifier N4, followed by the 11-digit NDC, with no space in between.

1 Indicate one space between the NDC and the unit qualifier.

1 Indicate one unit qualifier (F2 [International unit], GR [Gram], ME [Milligram], ML [Milliliter], or UN [Unit]), followed by
the NDC units, with no space in between.

For additional information about submitting a 1500 Health Insurance Claim Form with supplemental NDC information, refer to the
completion instructions located under " Section 24" in the Fidd Specific Instructions section of the NUCC's 1500 Health Insurance
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Claim Form Reference Instruction Manual for Form Version 02/12.

Item Number 24C — EMG
Enter a"Y" in the unshaded area for each procedure performed as an emergency. If the procedure was not an emergency, leave
thisfield blank.

Item Number 29 — Amount Paid (not required)
Thisfield is not required on the claim.

Note: When submitting paper claims to ForwardHealth, if the member has any other health insurance sources (for example,
commercia hedth insurance, Medicare, Medicare Advantage Plans), providers are required to complete and submit a separate
Explanation of Medical Benefits form for each other payer as an attachment(s) to their completed paper claim.

Topic #10677

Advanced I maging Services

Claims for advanced imaging services should be submitted to ForwardHealth using normal procedures and claim completion
instructions. When PA (prior authorization) is required, providers should aways wait two full business days from the date on
which eviCore healthcare approved the PA request before submitting a claim for an advanced imaging service that requires PA.
This will ensure that ForwardHealth has the PA on file when the claim is received.

Submitting Claimsfor Situations Exempt From the Prior Authorization
Requirement

In the following situations, PA is not required for advanced imaging services:

The serviceis provided during a member's inpatient hospital stay.

The service is provided when a member isin observation status at a hospital.
The service is provided as part of an emergency room visit.

The service is provided as an emergency service.

The ordering provider is exempt from the PA requirement.

Service Provided During an Inpatient Stay
Advanced imaging services provided during a member's inpatient hospital stay are exempt from PA requirements.
Ingtitutional claims for advanced imaging services provided during a member's inpatient hospital stay are automatically exempt

from PA requirements. Providers submitting a professiona claim for advanced imaging services provided during a member's
inpatient hospital stay should indicate POS (place of service) code 21 (Inpatient Hospital) on the claim.

Service Provided for Observation Status

Advanced imaging services provided when a member isin observation status at a hospital are exempt from PA reguirements when
completed during a covered observation stay.

Providers using a paper ingtitutional claim form should include modifier UA in Form Locator 44 (HCPCS (Heathcare Common
Procedure Coding System)/Rate/HIPPS Code) with the procedure code for the advanced imaging service. To indicate a modifier
on an ingtitutional claim, enter the appropriate five-digit procedure code in Form Locator 44, followed by the two-digit modifier.
Providers submitting claims electronically using the 8371 (837 Health Care Claim: Institutional) should refer to the appropriate
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companion guide for instructions on including a modifier.

Providers using a professional claim form should indicate modifier UA with the advanced imaging procedure code.

Service Provided as Part of Emergency Room Visit
Advanced imaging services provided as part of an emergency room visit are exempt from the PA requirements.

Providers using an ingtitutional claim form should include modifier UA in Form Locator 44 with the procedure code for the
advanced imaging service. Providers submitting claims electronically using the 8371 should refer to the appropriate companion
guide for instructions on including a modifier.

Providers using a professional claim form should indicate POS code 23 (Emergency Room — Hospital) on the claim.

Service Provided as Emergency Service
Advanced imaging services provided as emergency services are exempt from the PA requirements.

Providers using an ingtitutional claim form should include modifier UA in Form Locator 44 with the procedure code for the
advanced imaging service. Providers submitting claims electronically using the 8371 should refer to the appropriate companion
guide for instructions on including a modifier.

Providers using a professional claim form should submit a claim with an emergency indicator.

Ordering Provider Is Exempt from Prior Authorization Requirement

Health systems, groups, and individual providers (requesting providers) that order CT (computed tomography), MR (magnetic
resonance), and MRE (magnetic resonance €l astography) imaging services and have implemented advanced imaging decision
support tools may reguest an exemption from PA requirements for these services from ForwardHeal th. Upon approval,
ForwardHealth will recognize the requesting provider's advanced imaging decision support tool (e.g., ACR Select, Medicdlis) as
an aternative to current PA requirements for CT, MR, and MRE imaging services. Requesting providers with an approved tool
will not be required to obtain PA through eviCore hedthcare for these services when ordered for Medicaid and BadgerCare Plus
fee-for-service members.

Providers rendering advanced imaging services for an ordering provider who is exempt from PA requirements are required to
include modifier Q4 (Service for ordering/referring physician qualifies as a service exemption) on the claim detail for the CT, MR,
or MRE imaging service. This modifier, which may be used in addition to the TC (Technical component) or 26 (Professiona
component) modifiers on advanced imaging claims, indicates to ForwardHealth that the referring provider is exempt from PA
requirements for these services.

Topic #542

Attached Documentation

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

Topic #2769

Multiple Services During One Session
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Multiple procedure codes may be prior authorized in anticipation of the required services. However, only the procedure codes
that reflect the services actually provided on that DOS (date of service) may be indicated on the claim. Claims found to be in
conflict with this program requirement will be recouped.

Topic #2773

Birth to 3 Program Services

Federal regulations allow a Birth to 3 Program member's parents or guardians to refuse consent to bill their commercial health
insurance 34 C.F.R. Part 303 if it would result in a cost to the family, such as.

1 Reaching the lifetime limit on a policy.
1 Anincrease in premiums, copayments, or deductibles.

Birth to 3 Program providers must use modifier TL (Early intervention/individualized family service plan [IFSP]) with an
appropriate procedure code for PT (physical therapy), OT (occupationa therapy), and SLP (speech and language pathol ogy)
services.

Medicaid has identified the steps for submitting Birth to 3 program claims.

Topic #15737

Claimsfor Services Prescribed, Referred, or Ordered

Claims for services that are prescribed, referred, or ordered must include the NPI (National Provider Identifier) 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 claims for services that are not prescribed, referred, or ordered, as those claims will aso deny if the provider is not Medicaid-
enrolled.)

Note: Claims submitted for ESRD (end-stage renal disease) services do not reguire referring provider information; however,
prescribing and or dering 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:

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

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

1 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 they continue to prescribe, refer, or order services for the member.
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The procedures for submitting claims for this exception depend on the type of claim submitted:
1 Ingtitutional, professional, and dental claims for this exception must be sent to the following address.

ForwardHealth

P.R.O. Exception Requests
Ste 50

313 Blettner Blvd

Madison WI 53784

A copy of the prescription, referral, or order must be included with the claim.
1 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 dental 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 | nstitutional
Claimson the Portal

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

Professiond claims
Ingtitutional claims

Dental claims

Compound drug claims
Noncompound drug claims
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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 is left 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:

1 Procedure codes

1 Modifiers

1 Diagnosis codes

1 Place of service codes

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

Type of bill

Patient status

Visit point of origin

Visit priority

Diagnosis codes

Revenue codes

Procedure codes

HIPPS (Health Insurance Prospective Payment System) codes
Modifiers

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

1 Procedure codes

1 Rendering providers

1 Areaof the oral cavity
1 Place of service codes

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

Diagnosis codes

NDCs (National Drug Codes)
Place of service codes
Professional service codes
Reason for service codes
Result of service codes

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 DM S (disposable medical supplies) who submits noncompound drug claims, may submit these
claimsvia 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:
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Adapts to existing systems

Allows flexible submission methods
Improves cash flow

Offers efficient and timely payments
Reduces hilling and processing errors
Reduces clerical effort

Topic #2771

Electronic Claim Submission for Physical Therapy, Occupational Therapy,
and Speech and L anguage Pathology Services

Electronic claims for PT (physical therapy), OT (occupational therapy), and SLP (speech and language pathology) services must
be submitted using the 837P (837 Health Care Claim: Professional) transaction. Electronic claims for PT, OT, and SLP services
submitted using any transaction other than the 837P will be denied.

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

Provider Electronic Solutions Softwar e

The DMS (Division of Medicaid Services) 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 I nterchange) Hel pdesk.

Topic #16937

Electronic Claimsand Claim Adjustments With Other Commercial Health
I nsurance I nfor mation

Effective for claims and claim adjustments submitted electronically viathe 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 Portal 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
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, ingtitutional, or dental claim adjustments electronically on and after June 16, 2014, for claims
originally submitted prior to June 16, 2014, are required to submit other insurance information at the detail level on the adjustment
if it was processed at the detail level by the primary insurance.

Topic #2770
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Evaluations

Claims for evaluations and re-evaluations may be submitted only upon completion regardless of the number of days needed to
complete the evaluation. Evaluations and re-eva uations are not reimbursable for the same DOS ().

When submitting claims, providers are required to indicate a quantity of "1.0" for each evaluation instead of indicating a unit of
"1.0" for every 15 minutes.

A unit of "1.0" submitted refers to the completion of an evaluation or re-evaluation regardiess of time required to complete
evaluation.

Topic #365

Extraordinary Claims

Extraordinary claims are claims that have been denied by a BadgerCare Plus HMO or SSI HMO and should be submitted to fee-
for-service.

Topic #4837

HIPAA-Compliant Data Requirements

Procedure 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 valid 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 Hedth Care Claim) transactions, including rendering, billing, referring, prescribing, attending, and "Other" provider fields.

Non-healthcare providers, including personal 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 #10837
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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 notes field is available on the ForwardHealth Portal DDE (Direct Data Entry) and PES (Provider Electronic Solutions) software
when providers submit the following types of claims:

1 Professional
1 Intitutional
1 Dental

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

ForwardHeal th 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
Requirements

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, aphanumeric 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 (04/2017)) form and the Noncompound
Drug Claim (F-13072 (04/2017)) form.

Speed and Accuracy of Claims Processing

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.
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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 al so 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 a federal 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 | etters 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 aligned incorrectly, the OCR software
may not recognize that data are present within the field or may not read the data correctly. For example, if a reimbursement
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:

1 Correct alignment for the 1500 Health Insurance Claim Form.
1 Incorrect aignment for the 1500 Health Insurance Claim Form.
1 Correct alignment for the UB-04 Claim Form.

1 Incorrect alignment for the UB-04 Claim Form.

Clarity

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.

Therapies: Physical, Occupational, and Speech anﬁ%g\%ﬁgdgqyﬁ}ﬁgl- BE;?th March 31, 2023 Page 39 of 367



Wisconsin Medicaid

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

Note:

image.

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

Type adl claim datain uppercase letters.

Use only 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 letterssuch as"Y" for "Yes," "N" for "No," "M" for "Mae," 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.

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

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.
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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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Paper Claim Submission
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Paper claims for PT (physica therapy), OT (occupational therapy), and SLP (speech and language pathology) services must be
submitted using the 1500 Health Insurance Claim Form ((02/12)). Paper claims for PT, OT, and SLP services submitted on any
other claim form will be denied.

Providers should use the appropriate claim form instructions for PT, OT, and SLP services when submitting these claims.

Obtaining the Forms

ForwardHealth does not supply the 1500 Health Insurance Claim Form. The form may be obtained from any federal forms
supplier.

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
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 #2765

Provider Numbersfor Groups, Clinics, and Nursing
Homes

When the rendering provider is employed by, or under contract to, a therapy group, therapy clinic, speech and hearing clinic, or
nursing home, the billing provider number of the group, clinic, or nursing home must be indicated on the claim. A performing
provider number must be indicated.

Topic #2763

Provider Numbersfor Hospitals

When the rendering provider is employed by, or under contract to, a hospital and offering outpatient hospital PT (physica
therapy), OT (occupational therapy), and SLP (speech and language pathology) services, the billing provider number of the
hospital must be indicated on the claim. A rendering provider number should not be indicated.

When the rendering provider is employed by, or under contract to, a hospital and offering off-site hospital PT, OT, or SLP
services, the billing provider number of the therapist must be indicated on the claim. A rendering provider number should not be
indicated.

When the rendering provider is supervised by a therapist who is employed by, or under contract to, a hospital and offering off-site
hospital PT, OT, or SLP services, the hilling provider number of the supervising therapist must be indicated on the claim. If the
rendering provider isa PTA (physical therapist assistant), COTA (certified occupational therapy assistant), or SLP provider
assistant, the rendering provider number of the assistant must be indicated.
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Topic #2764

Provider Numbersfor Individual Providers

When the rendering provider is an individual therapist, the billing provider number of the therapist must be indicated on the claim.
A rendering provider number should not be indicated.

When the rendering provider is supervised by an individua therapist, the billing provider number of the supervising therapist must
be indicated on the claim. If the rendering provider isa PTA (physical therapist assistant), COTA (certified occupationa therapy
assistant), or SLP (speech and language pathology) provider assistant, the rendering provider of the assistant must be indicated.

Topic #2762

Provider Numbersfor Rehabilitation Agencies

When the rendering provider is employed by or under contract to a rehabilitation agency, the billing provider number of the
rehabilitation agency must be indicated on the claim. A rendering provider number should not be indicated.

Topic #2761

Referring Provider

Claimsfor PT (physical therapy), OT (occupational therapy), and SLP (speech and language pathology) services require the
referring physician's name and NPI (National Provider Identifier).

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 (04/2017)) form
Noncompound Drug Claim (F-13072 (04/2017)) form

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

1 In-state emergency providers
1 Out-of-state providers
1 Medicare crossover claims
1 Any claimsthat ForwardHealth requires additional supporting information to be submitted on paper, such as:
i Hysterectomy claims must be submitted aong with an Acknowledgment of Receipt of Hysterectomy Information (F-
01160 (06/2013)) form
i Sterilization claims must be submitted along with a paper Consent for Sterilization (F-01164 (10/2008)) form.
i Claims submitted to Timely Filing appeals must be submitted on paper with a Timely Filing Appeals Request (F-
13047 (08/2015)) form.
i In certain circumstances, drug claims must be submitted on paper with a Pharmacy Special Handling Request (F-
13074 (04/2014)) form.
i 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 #2760

Services Provided Beyond Daily Limits

When a PT (physical therapy), OT (occupationa therapy), or SLP (speech and language pathology) service is indicated by a
procedure code that specifies the unit of time provided beyond 90 minutes per day, the provider should submit a claim for the
actual duration of the service provided. After the claim is reimbursed, an Adjustment/Reconsideration Request (F-13046
(08/2015)) form must be submitted with documentation verifying that the duration of the service was medically necessary.

Topic #4817

Submitting Paper Attachments With Electronic Claims

Providers may submit paper attachments to accompany electronic claims and electronic claim adjustments. Providers should refer
to their companion gquides for directions on indicating that a paper attachment will be submitted by mail.

Paper attachments that go with electronic claim transactions must be submitted with the Claim Form Attachment Cover Page (F-
13470 (03/2023)). Providers are required to indicate an ACN (attachment control number) for paper attachment(s) submitted
with electronic claims. (The ACN is an alphanumeric 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 seven calendar days to find a match. If
amatch cannot be made within seven days, the claim will be processed without the attachment and will be denied if an attachment
is required. When such aclaim 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.
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Topic #11677

Uploading Claim Attachments Viathe Portal

Providers are able to upload attachments for most claims via the secure Provider area of the ForwardHealth Portal. This dlows
providers to submit al components for claims electronically.

Providers are 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 attachments for any suspended claim that was submitted electronically. Providers should
note that al attachments for a suspended claim must be submitted within the same business day.

Claim Types

Providers will be able to upload attachments to claims via the Portal for the following claim types:
1 Professional.
1 Indtitutional.
1 Dental.

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

Document Formats

Providers are able to upload documents in the following formats:
1 JPEG (Joint Photographic Experts Group) (.jpg or .jpeg).
1 PDF (Portable Document Format) (.pdf).
1 Rich Text Format (.rtf).
1 Text File (.txt).

JPEG files must be stored with a".jpg" or ".jpeg" extension; text files must be stored with a".txt" extension; rich text format files
must be stored with a".rtf" extension; and PDF files must 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 submits a 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 where attachments can be uploaded.

Providers are still required to indicate on the DDE claim that the claim will include an attachment via the "Attachments® panel.
Claims will suspend for seven 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 claims via PES (Provider Electronic Solutions) software will be required to indicate attachments via
the attachment control field. Once the claim has been submitted, providers will be able to search for the claim on the Portal and
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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 for seven days before denying for not receiving the attachment.
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Timely Filing Appeals Requests
Topic #549

Requirements

When a claim or adjustment request meets one of the exceptions to the submission deadline, the provider is required to mail
ForwardHealth a Timely Filing Appeals Request (F-13047 (08/2015)) form with a paper claim or an Adjustment/Reconsideration
Reguest (F-13046 (08/2015)) form 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 DOS that are within the
deadline. Claims or adjustment requests received that contain both current and late DOS are processed through normal channels
without review by Timely Filing and late DOS will be denied.

Topic #551

Resubmission

Decisions on Timely Filing Appeals Requests (F-13047 (08/2015)) cannot be appealed. Providers may resubmit the claim to
Timely Filing if both of the following occur:

1 The provider submits additional documentation as requested.
1 ForwardHealth receives the documentation before the specified deadline for the exception to the submission deadline.

Topic #744

Submission

To receive consideration for an exception to the submission deadline, providers are required to submit the following:

1 A properly completed Timely Filing Appeals Request (F-13047 (08/2015)) form for each claim and each adjustment to
alow for documentation of individua claims and adjustments submitted to ForwardHealth

1 A legible claim or Adjustment/Reconsideration Request (F-13046 (08/2015)) form

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

1 A properly completed Explanation of Medical Benefits form for paper claims and paper claim adjustments where other
health insurance sources are indicated

Note: Providers are reminded to complete and submit the most current versions of these forms supported by ForwardHealth.

To receive consideration for an exception, a Timely Filing Appeals Request form must be received by ForwardHealth before the
applicable submission deadlines specified for the exception.

When completing the claim or adjustment request, providers are required to indicate the procedure code, diagnosis code, POS

(place of service) code, and all other required claims data elements effective for the DOS (date of service). However, providers
should use the current claim form and instructions or adjustment request form and instructions. Reimbursement for Timely Filing

Appeals Reguests is contingent upon the claim or adjustment request meeting program requirements for the DOS.

Therapies: Physical, Occupational, and Speech an%&%ﬁgdgqgﬁ}ﬁal- BE;?th March 31, 2023 Page 50 of 367



Wisconsin Medicaid

The following table lists the filing deadlines and additional documentation requirements as they correspond to each of the eight
allowable exceptions.

Changein Nursing Home Resident's L evel of Care or Liability Amount

Submission
Address

This exception occurs when anursing To receive consideration, the request must be submitted within 455 | ForwardHealth

home claim isinitially received within the days from the DOS. Include the following documentation as part of | Timely Filing

submission deadline and reimbursed the request: Ste 50

Description of the Exception Documentation Requirements

incorrectly due to a change in the 313 Blettner
member's authorized LOC (level of care) 1 The correct liability amount or LOC must be indicated on the Blvd

Adjustment/Reconsideration Request (F-13046 (08/15))

or liability amount. Madison Wi

form. 53784
1 The most recent claim number (also known as the ICN

(internal control number)) must be indicated on the
Adjustment/Reconsideration Request form. This number may
be the result of a ForwardHealth-initiated adjustment.

1 A copy of the Explanation of Medical Benefits form, if

applicable.
Decision Made by a Court, Fair Hearing, or the Wisconsin Department of Health Services
Description of the Exception Documentation Requirements Sibdnalrsis)n
This exception occurs when a decision is | To receive consideration, the request must be submitted within 90  |ForwardHealth
made by acourt, fair hearing, or the days from the date of the decision of the hearing. Include the Timely Filing
Wisconsin DHS (Department of Health  following documentation as part of the request: Ste 50
Services). 313 Blettner
1 A complete copy of the decision notice received from the Blvd
court, fair hearing, or DHS Madison Wi
53784

Denial Due to Discrepancy Between the Member's Enrollment I nformation in ForwardHealth inter Change and the
Member's Actual Enrollment
Submission
Address
This exception occurswhenaclamis  To receive consideration, the request must be submitted within 455 | ForwardHealth

Description of the Exception Documentation Requirements

initialy received by the deadline butis | days from the DOS. Include the following documentation as part of | Good

denied due to a discrepancy between the the request: Faith/Timely
member's enrollment information in Filing
ForwardHealth interChange and the 1 A copy of remittance information showing the claim was Ste 50

member's actual enrollment. submitted in a timely manner and denied with a qualifying 313 Blettner
enrollment-related explanation. Blvd

1 A photocopy of one of the following indicating enrollment on -\ 1 ~ison Wi
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the DOS:

i Temporary |dentification Card for Express Enrollment
in BadgerCare Plus

i Temporary |dentification Card for Express Enrollment
in Family Planning Only Services

i The response received through Wisconsin's EVS
(Enrollment Verification System) from a commercial
eligibility vendor

i The transaction log number received through WiCall

i The enrollment tracking number received through the
ForwardHealth Portal

Forwar dHealth Reconsider ation or Recoupment

Description of the Exception Documentation Requirements

This exception occurs when If a subsequent provider submission is required, the request must be
ForwardHealth reconsiders a previously  submitted within 90 days from the date of the RA (Remittance
processed claim. ForwardHealth will

initiate an adjustment on a previously paid request:

Advice) message. Include the following documentation as part of the

claim.
1 A copy of the RA message that shows the ForwardHealth-

initiated adjustment
1 A copy of the Explanation of Medical Benefits form, if

applicable

Retroactive Enrollment for Personson General Relief

Description of the Exception Documentation Requirements

This exception occurs when theincome | To receive consideration, the request must be submitted within 180
maintenance or tribal agency requestsa | days from the date the backdated enrollment was added to the
return of a GR (general relief) payment  member's enrollment information. Include the following

from the provider because a member has ' documentation as part of the request:

become retroactively enrolled for
Wisconsin Medicaid or BadgerCare 1 A copy of the Explanation of Medical Benefits form, if
Pl applicable
And
1 "GR retroactive enrollment” indicated on the claim
Or

1 A copy of the letter received from the income maintenance or
tribal agency

M edicare Denial Occurs After the Submission Deadline
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Submission

Address
ForwardHealth
GR Retro
Eligibility
Ste 50
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Madison Wi
53784
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Description of the Exception Documentation Requirements

This exception occurs when claims To receive consideration, the request must be submitted within 90
submitted to Medicare (within 365 days  days of the Medicare processing date. Include the following

of the DOS) are denied by Medicare
after the 365-day submission deadline. A

waiver of the submission deadline will not

documentation as part of the request:

1 A copy of the Medicare remittance information
1 A copy of the Explanation of Medical Benefits form, if

be granted when Medicare denies aclaim
applicable

for one of the following reasons:

1 The charges were previously
submitted to Medicare.

1 The member name and
identification number do not
match.

1 The services were previously
denied by Medicare.

1 The provider retroactively applied
for Medicare enrollment and did
not become enrolled.

Refund Request from an Other Health Insurance Sour ce

Description of the Exception Documentation Requirements

This exception occurs when an other To receive consideration, the request must be submitted within 90

health insurance source reviews a days from the date of recoupment notification. Include the following
previoudly paid claim and determines that | documentation as part of the request:

reimbursement was inappropriate.
1 A copy of the recoupment notice

1 An updated Explanation of Medical Benefits form, if
applicable

Note: When the reason for resubmitting is due to Medicare
recoupment, ensure that the associated Medicare disclaimer code
(i.e., M-7 or M-8) isincluded on the updated Explanation of
Medical Benefits form.

Retroactive Member Enrollment into Medicaid

Description of the Exception Documentation Requirements

This exception occurs when a claim To receive consideration, the request must be submitted within 180

cannot be submitted within the days from the date the backdated enrollment was added to the
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Timely Filing
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Blvd
Madison WI
53784

Submission

Address
ForwardHealth
Timely Filing
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Submission
Address
ForwardHealth

Timely Filing
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submission deadline due to a delay in the  member's enrollment information. In addition, retroactive enroliment | Ste 50
determination of a member's retroactive  \must be indicated by selecting "Retroactive member enrollment for | 313 Blettner

enrollment. ForwardHealth (attach appropriate documentation for retroactive  Blvd
period, if available)" box on the Timely Filing Appeals Request (F- | Madison WI
13047 (08/15)) form. 53784

Therapies: Physical, Occupational, and Speech an%@r%\?gdgqgﬁml- BE;?th March 31, 2023 Page 54 of 367



Wisconsin Medicaid

Coordination of Benefits
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Archive Date: 04/03/2023

Coordination of Benefits;Commercial Health I nsurance

Topic #595

Assignment of I nsurance Benefits

Assignment of insurance benefits is the process by which a specified party (for example, provider or policyholder) becomes
entitled to receive payment for claims in accordance with the insurance company policies.

Other hedth insurance (for example, commercia health insurance, Medicare, Medicare Advantage Plans) companies may permit
reimbursement to the provider or member. Providers should verify whether other health insurance benefits may be assigned to the
provider. Asindicated by the other health insurance, providers may be required to obtain approval from the member for this
assignment of benefits.

If the provider is assigned benefits, providers should bill the other health insurance.
If the member is assigned insurance benefits, it is appropriate to submit a claim to ForwardHealth without billing the other 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 other health insurance.

Topic #344

Claimsfor Services Denied by Commercial Health
| nsurance

If commercia health insurance denies or recoups payment for services that are covered by BadgerCare 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 services that require PA).
If the requirements are followed, ForwardHealth may reimburse for the service up to the allowed amount (less any payments
made by other health insurance sources).

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

Topic #598

Commercial Fee-for-Service

Fee-for-service commercia health insurance is the traditional 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 care to a particular network of providers.

When commercia health insurance plans give the member the option of getting care within or outside a provider network, non-
network providers may be reimbursed by the commercial health insurance company for covered services if they follow the
commercia 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
BadgerCare Plus. The insurance may be employer-sponsored or privately purchased. Commercial health insurance may be
provided on afee-for-service basis or through a managed care plan.

Common types of commercial health insurance include HMOs, PPOs (preferred provider organizations), POS (point-of-service)
plans, Medicare Advantage plans, Medicare supplemental plans, dental plans, vision plans, HRAs (health reimbursement
accounts), and LTC (long term care) plans. Some commercial health insurance providers restrict coverage to a specified group of
providersin a particular service area.

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

Except for emergency services and covered services that are not covered under the commercial health insurance plan, members
enrolled in both a commercia health insurance plan and BadgerCare Plus or Wisconsin Medicaid (i.e., state-contracted MCO
(managed care organization), fee-for-service) are required to receive services from providers affiliated with the commercial health
insurance plan. In this situation, providers are required to refer the members to the commercial health insurance plan's network
providers. Thisis necessary because commercial health insurance is always primary to BadgerCare Plus.

BadgerCare Plus and 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 their commercial health insurance plan, the
provider cannot collect payment from the member.

Topic #602

Discounted Rates

Providers of services that are discounted by other health insurance (for example, commercial health insurance, Medicare,
Medicare Advantage Plans) should include the following information on claims or on the Explanation of Medical Benefits form, as
applicable:

1 Their usual and customary charge

1 The appropriate claim adjustment reason code, NCPDP (Nationa Council for Prescription Drug Programs) reject code, or
other insurance indicator

1 Theamount, if any, actually received from other health insurance as the amount paid by other health insurance

Topic #596

Exhausting Commer cial Health I nsurance Sour ces

Providers are required to exhaust commercia health insurance sources before submitting claims to ForwardHealth. Thisis
accomplished by following the process indicated in the following steps. Providers are required to prepare complete and accurate
documentation of efforts to bill commercial health insurance to substantiate other insurance indicators used on any claim.

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

If the member disputestheinformation asit isindicated in the EV'S, the provider should submit areal-time Other
Coverage Discrepancy Report via the ForwardHealth Portal or submit a completed Commercial Other Coverage Discrepancy
Report (F-01159 (04/2017)) form. Unless the service does not require other health insurance billing, the provider should alow at
least two weeks before proceeding to Step 2.

Step 2. Determineif 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:

1 The provider is encouraged to hill commercial health insurance if they believe that benefits are available. Reimbursement
from commercial health insurance may be greater than the Medicaid-allowed amount. If billing commercial health insurance
first, the provider should proceed to Step 3.

1 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
constitute fraud and interferes with Wisconsin Medicaid's ability to recover prior payments.

Step 3. Identify Assignment of Commer cial 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:

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

1 If themember 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 commercia 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 origina 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 ForwardHealth

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 aclaim
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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

Explanation of M edical Benefits Form Requirement

An Explanation of Medical Benefits (F-01234 (04/2018)) form must be included for each other payer when other health
insurance (for example, commercial health insurance, Medicare, Medicare Advantage Plans) sources are indicated on a paper
claim or paper adjustment.

Note: ADA (American Dental Association) claims and claim adjustments and compound and noncompound drug claims and
claim adjustments are not subject to the requirements regarding use of the Explanation of Medical Benefits form.

Paper claims or adjustment requests that have other health insurance indicated may be returned to the provider unprocessed or
denied if they are submitted without the Explanation of Medical Benefits form for each other payer. Paper claims or adjustments
submitted with incorrect or incomplete Explanation of Medical Benefits forms will also be returned or denied.

Use of the ForwardHealth Explanation of Medical Benefits form is mandatory; providers are required to use an exact copy.
ForwardHealth will not accept alternate versions (i.e., retyped or otherwise reformatted) of the Explanation of Medical Benefits
form.

The Explanation of Medical Benefits form requirement for paper claims and adjustments is intended to help ensure consistency
with electronic claims and adjustments submitted via the ForwardHeal th Portal or using an 837 (837 Hedth Care Claim)
transaction (including those submitted using PES (Provider Electronic Solutions) software or through a clearinghouse or software
vendor).

The Explanation of Medical Benefits form requirement applies to paper claims and paper adjustments submitted to Wisconsin
Medicaid, BadgerCare Plus, SeniorCare, and the WCDP (Wisconsin Chronic Disease Program). Providers are reminded that,
except for afew instances, Wisconsin Medicaid, BadgerCare Plus, SeniorCare, and WCDP are payers of last resort for any
covered service. Therefore, providers are required to make a reasonable effort to exhaust all other existing health insurance
sources before submitting claims to ForwardHealth or to a state-contracted MCO (managed care organization).

Wisconsin Medicaid and BadgerCare Plus are not payers of last resort for members who receive coverage from certain
governmental programs. Providers should ask members if they have coverage from these other government programs.

If amember becomes retroactively enrolled in Wisconsin Medicaid or BadgerCare Plus after the provider has already been
reimbursed by one of these government programs, the provider may be required to submit the claims to ForwardHealth and
refund the payment from the government program.

Ink, Data Alignment, and Quality Standardsfor Paper Claim Submission

In order for OCR (Optical Character Recognition) software to read paper claim forms accurately, the claim forms must comply
with certain ink standards, as well 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
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Sometimes a member's enrollment file shows commercial managed care coverage, but the member is unable to receive services
from the managed care plan. Examples of such situations include the following:

1 Children enrolled in acommercial managed care plan by a noncustodial parent if the custodia parent refuses to use the
coverage

1 Members enrolled in a commercial managed care plan who reside outside the service area of the managed care plan

1 Members enrolled in a commercial managed care plan who enter a nursing facility that limits the member's access to
managed care providers

In these situations, Wisconsin Medicaid will reimburse services covered by both BadgerCare 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:
1 Indicate the other insurance information on the Explanation of Medical Benefits Form for paper claims

1 Refer to the Wisconsin PES (Provider Electronic Solutions) manual or the appropriate 837 (837 hedlth care claim)
companion guide to determine the appropriate other insurance indicator for electronic clams

Topic #604

Non-Reimbur sable Commercial Health | nsurance
Services

Providers are not reimbursed for the following:

1 Services covered by acommercia health insurance plan, except for coinsurance, copayment, or deductible
1 Services for which providers contract 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 hilling and to report when existing insurance
was not billed according to Wisconsin Medicaid expectations. Providers are required to use these indicators as applicable on
professional, ingtitutional, or dental claims or on the Explanation of Medical Benefits form, as applicable, submitted for members
with commercial health insurance. The intentional misuse of other insurance indicators to obtain inappropriate reimbursement
constitutes fraud.

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

1 Commercia hedth insurance exists, does not apply, or when, for some valid reason, the provider is unable to obtain such
reimbursement by reasonable means.

1 Commercia health insurance does not cover the service provided.

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

Code Description
OI-P PAID in part or in full by commercia health insurance, and/or was applied toward the deductible,
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coinsurance, copayment, blood deductible, or psychiatric reduction. Indicate the amount paid by commercia
health insurance to the provider or to the insured.

OI-D DENIED by commercial health insurance following submission of a correct and complete claim. Do not use
this code unless the claim was actually billed to the commercial health insurer.

OI-Y YES, the member has commercia health insurance coverage, but it was not billed for reasons including, but
not limited to, the following:

1 The member denied coverage or will not cooperate.

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

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

1 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 HMO 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 hill ForwardHealth for services that are included in the capitation payment.

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

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

1 The service does not require other health insurance hilling.

1 Claim denials from other payers relating to NPI (National Provider Identifier) and related data should be resolved with that
payer and not submitted to ForwardHealth. Payments made in these situations may be recouped.

Documentation Requirements

Providers are required to prepare and maintain truthful, accurate, complete, legible, and concise documentation of efforts to bill
commercial health insurance sources to substantiate other insurance indicators used on any claim, according to Wis. Admin. Code
8§ DHS 106.02(9)(a).

Topic #603

Services Not Requiring Commercial Health Insurance
Billing
Providers are not required to hill commercial health insurance sources before submitting claims for the following:

Case management services

CCS (Comprehensive Community Services)

Crisis Intervention services

CRS (Community Recovery Services)

CSP (Community Support Program) services

Family planning services

In-home mental health/substance abuse treatment services for children (HealthCheck "Other Services") rendered by
providers at the less than bachelor degree level, bachelor's degree level, QTT (qualified treatment trainee) level, or certified
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psychotherapist level

Persona care services

PNCC (prenatal care coordination) services
Preventive pediatric services

SMV (specialized medica vehicle) services

Topic #769

Services Requiring Commercial Health I nsurance Billing

If ForwardHealth indicates that the member has other commercial health insurance, the provider is required to bill the following
services to commercial health insurance before submitting claims to ForwardHealth:

Ambulance services, if provided as emergency services

Anesthetist services

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

Behavioral treatment

Blood bank services

Chiropractic services

Dental services

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

Home health services (excluding PC (persona care) services)

Hospice services

Hospital services, including inpatient or outpatient

Independent nurse, nurse practitioner, or nurse midwife services

Laboratory services

M edicare-covered services for members who have Medicare and commercial health insurance

In-home mental heal th/substance abuse treatment services for children (HealthCheck "Other Services') rendered by
providers at the master's degree level, doctoral level, and psychiatrist level

Outpatient menta health/substance abuse services

Mental health/substance abuse day treatment services, including child and adolescent day treatment

Narcotic treatment services

PT (physical therapy), OT (occupational therapy), and SLP (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 awoman whose primary diagnosis indicates a high-risk pregnancy do not require
commercia health insurance hilling)

Pharmacy services for members with verified drug coverage

Podiatry services

PDN (private duty nursing) services

Radiology services

RHC (rural hedlth clinic) services

Skilled nursing home care, if any DOS (date of service) iswithin 120 days of the date of admission; if benefits greater than
120 days are available, the nursing home is required 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 is required to hill the following services to
commercia health insurance before submitting claims to ForwardHealth:

Ophthalmology services
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1 Optometrist services

If ForwardHedlth indicates the member has Medicare supplemental plan coverage, the provider is required to bill the following
services to commercial health insurance before submitting claims to ForwardHealth:

1 Alcohol, betadine, and/or iodine provided by a pharmacy or medical vendor
1 Ambulance services

1 Ambulatory surgery center services
1 Breast reconstruction services
1 Chiropractic services

1 Dental anesthesia services
1 Home health services (excluding PC services)

1 Hospital services, including inpatient or outpatient

1 Medicare-covered services

1 Osteopath services

1 Physician services

1 Skilled nursing home care, if any DOS is within 100 days of the date of admission; if benefits greater than 100 days are
available, the nursing home is required to continue to bill for them until those benefits are exhausted

ForwardHealth has identified services requiring Medicare Advantage hilling.
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M edicare

Topic #664

Acceptance of Assignment

In Medicare, "assignment” is a process through which a provider agrees to accept the Medicare-allowed amount as payment in
full. A provider who agrees to this amount is said to "accept assignment.”

A Medicare-enrolled provider performing a Medicare-covered service for adual eligible or QMB-Only (Qualified Medicare
Beneficiary-Only) member is required to accept assignment of the member's Medicare Part A benefits. Therefore, Wisconsin
Medicaid's total reimbursement for a Medicare Part A-covered inpatient hospital service (i.e., any amount paid by other health
insurance sources, any copayment or deductible amounts paid by the member, and any amount paid by Wisconsin Medicaid or
BadgerCare Plus) may not exceed the Medicare-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 Health Insurance T hat
|s Secondary to Medicare

If acrossover claim is also processed by commercia health insurance that is secondary to Medicare (e.g., Medicare
supplementa), the claim will not be forwarded to ForwardHealth. After the claim has been processed by the commercial health
insurance, the provider should submit a provider-submitted crossover claim to ForwardHealth with the appropriate other
insurance indicator or Explanation of Medical Benefits form, as applicable.

Topic #670

Claims That Do Not Require Medicare Billing

For services provided to dud eligibles, professional, institutional, and dental claims should be submitted to ForwardHealth without
first submitting them to Medicare in the following situations:

1 The provider cannot be enrolled in Medicare.
1 Theserviceis not alowed by Medicare under any circumstance. Providers should note that claims are denied for services
that Medicare has determined are not medically necessary.

In these situations, providers should not indicate a Medicare 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 Medicare crossover claims
information on the RA (Remittance Advice). Claims with an NPI (National Provider Identifier) that fails to appear on the
provider's RA are an indication that there is a problem with the matching and identification of the billing provider and the claims
were denied.

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

1 The hilling provider's NPI has not been reported to ForwardHeal th.

1 The taxonomy code has not been reported to ForwardHealth or is not indicated on the automatic crossover claim.

1 Thebilling provider's practice location ZIP+4 code on file with ForwardHealth is required to identify the provider and is not
indicated on the automatic crossover claim.

If automatic crossover claims do not appear on the ForwardHealth and/or the MCO's (managed care organization) RA after 30
days of the Medicare processing date, providers are required to resubmit the claim directly to ForwardHealth or the MCO using
the NPI that was reported to ForwardHealth as the primary NPI. Additionally, the taxonomy code and the ZIP+4 code of the
practice location on file with ForwardHealth are required when additional data is needed to identify the provider.

Topic #667

Claimsfor Services Denied by Medicare

If Medicare denies or recoups payment for services provided to dual eligibles that are covered by BadgerCare 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 BadgerCare Plus and Medicaid requirements (e.g., request PA (prior
authorization) before providing the service for covered services that require PA). If the requirements are followed, ForwardHealth
may reimburse for the service up to the allowed amount (less any payments made by other health insurance sources).

Topic #671

Crossover Claims

A Medicare crossover claim is aMedicare-alowed claim for adual eligible or QMB-Only (Qualified Medicare Beneficiary-Only)
member sent to ForwardHealth for payment of coinsurance, copayment, and deductible.

Submit Medicare claims first, as appropriate, to one of the following:

Medicare Part A fiscal intermediary

Medicare Part B carrier

Medicare DME (durable medical equipment) regiona carrier

Medicare Advantage Plan or Medicare Cost Plan

Railroad Retirement Board carrier (also known as the Railroad Medicare carrier)

There are two types of crossover claims based on who submits them:

1 Automatic crossover claims
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1 Provider-submitted crossover claims

Automatic Crossover Claims

An automatic crossover claim is aclaim that Medicare automatically forwards to ForwardHealth by the COBC (Coordination of
Benefits Contractor).

Claims will be forwarded if the following occur:

1 Medicare has identified that the services were provided to a dua eligible or a QMB-Only member.
1 Theclaimisfor amember who is not enrolled in a Medicare Advantage Plan.

Providers are advised to wait 30 days before billing for claims submitted to Medicare to allow time for the automatic crossover
process to complete. If automatic crossover claims do not appear on the ForwardHealth and/or the MCO (managed care
organization)'s RA (Remittance Advice) after 30 days of the Medicare processing date, providers are required to resubmit the
claim directly to ForwardHealth or the MCO using the NPI (National Provider Identifier) that was reported to ForwardHealth as
the primary NPI.

If the serviceis covered by the MCO, the ForwardHealth RA will indicate EOB (Explanation of Benefits) code 0287 (Member is
enrolled in a State-contracted managed care program). If the service is covered on a fee-for-service basis, the MCO RA will
indicate that the service is not covered. If the crossover claim is submitted without error, the responsible entity (either
ForwardHealth or the MCO) will process the claim to a payable status.

Provider-Submitted Crossover Claims

A provider-submitted crossover claimis a Medicare-alowed claim that a provider directly submits to ForwardHealth when the
Medicare claim did not automatically cross over. Providers should submit a provider-submitted crossover claim in the following
sSituations:

1 The automatic crossover claim does not appear on the ForwardHealth or MCO RA within 30 days of the Medicare
processing date.

1 The automatic crossover claim is denied, and additional information may allow payment.

1 The claimisfor amember who was not enrolled in BadgerCare Plus or Wisconsin Medicaid at the time the service was
submitted to Medicare for payment, but the member was retroactively determined enrolled in BadgerCare Plus or
Medicaid.

1 Theclaimisfor amember who is enrolled in a Medicare Advantage Plan or Medicare Cost Plan.

1 Theclaimisfor amember who is enrolled in Medicare and commercial health insurance that is secondary to Medicare
(e.g., Medicare Supplementdl).

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

1 The NPI that ForwardHealth has on file for the provider
1 The taxonomy code that ForwardHealth has on file for the provider
1 The ZIP+4 code that corresponds to the practice location address on file with ForwardHealth

Providers may initiate a provider-submitted claim in one of the following ways.
1 DDE (Direct Data Entry) through the ForwardHealth Provider Portal

1 8371 (837 Hedlth Care Claim: Ingtitutional) transaction, as applicable

1

1

837P (837 Hedlth Care Claim: Professional) transaction, as applicable
PES (Provider Electronic Solutions) software
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1 Paper claim form

Topic #672

Definition of Medicare

Medicare is a 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). Medicare is a federal government program created under Title XVIII of the
Social Security Act.

Medicare coverage is divided into four parts:

1 Part A (i.e,, Hospital Insurance). Part A helpsto pay for medically necessary services, including inpatient hospital services,
services provided in critical access hospitals (i.e., small facilities that give limited inpatient services and outpatient services to
beneficiaries who reside in rural areas), services provided in skilled nursing facilities, hospice services, and some home
health services.

1 Part B (i.e., Supplemental Medical Insurance). Part B helps to pay for medically necessary services, including physician
services, outpatient hospital services, and some other services that Part A does not cover (such as PT (physical therapy)
services, OT (occupational therapy) services, and some home health services).

1 Part C (i.e., Medicare Advantage). A commercia 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 continues to provide coverage for
hospice services. There are limitations on coverage outside of the carrier's provider network.

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

Topic #684

Dual Eligibles

Dual digibles are members who are eligible for coverage from Medicare (either Medicare Part A, Part B, or both) and Wisconsin
Medicaid or BadgerCare Plus.

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

1 BadgerCare Plus or Medicaid-covered services, even those that are not allowed by Medicare

Topic #669

Exhausting M edicare Coverage

Providers are required to exhaust Medicare coverage before submitting claims to ForwardHealth. This is accomplished by
following these instructions. Providers are required to prepare complete and accurate documentation of effortsto bill Medicare to
substantiate Medicare 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 (08/2015)) form, the provider should complete and submit the Explanation of Medical Benefits form, as applicable.
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Provider-Submitted Crossover Claim

The provider may submit a provider-submitted crossover claim in the following situations:

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

1 ForwardHealth denied the automatic crossover claim, and additional information may alow payment.

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

1 Theclaimisfor amember who is enrolled in Medicare and commercial health insurance that is secondary to Medicare (for
example, Medicare Supplemental).

1 Theclaimisfor 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 all claims submission requirementsin
addition to the following:

1 For electronic claims, indicate the Medicare payment.
1 For paper claims, complete the Explanation of Medical Benefits form.

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

1 Refrain from submitting the claim to ForwardHealth until after the claim has been processed by the commercial health
insurance.
1 Indicate the appropriate other insurance indicator on the claim or the Explanation of Medical Benefits form, as applicable.

" In this situation, atimely filing appeals request may be submitted if the services provided are beyond the claims submission
deadline. The provider is required to indicate "retroactive enrollment” on the provider-submitted crossover claim and submit the
claim with the Timely Filing Appeals Request (F-13047 (08/2015)) form and Explanation of Medical Benefits form, as applicable.
The provider is required to submit the timely filing appeals request within 180 days from the date the backdated enrolIment 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:

1 Bill commercia hedth insurance, if applicable.

1 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 Previoudy Reimbur sed

A crossover claim may have been previously reimbursed by Wisconsin Medicaid when one of the following has occurred:

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

In these situations, the provider should proceed as follows:

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

Topic #687

M edicare Advantage

Medicare services may be provided to dual eligibles or QMB-Only (Qualified Medicare Beneficiary-Only) members on afee-for-
service basis or through a Medicare Advantage Plan. Medicare Advantage Plans have a specia arrangement with the federal

CMS (Centers for Medicare and Medicaid Services) and agree to provide all Medicare benefits to Medicare beneficiaries for a
fee. Providers may contact Medicare for alist of Medicare Advantage Plans in Wisconsin and the insurance companies with
which they are associated.

ForwardHealth has identified services requiring Medicare Advantage billing.

Paper Crossover Claims

Providers are required to complete and submit an Explanation of Medical Benefits form, along with provider-submitted paper
crossover claims for services provided to members enrolled in a Medicare Advantage Plan.

Reimbur sement Limits

Reimbursement limits on Medicare Part B services are applied to all Medicare Advantage Plan copayment amounts in accordance
with federa law. This may reduce reimbursement amounts in some cases.

Topic #20677

M edicar e Cost

Providers are required to bill the following services to the Medicare Cost Plan before submitting claims to ForwardHealth if the
member was enrolled in the Medicare Cost Plan at the time the service was provided:

1 Ambulance services

1 ASC (ambulatory surgery center) services

1 Chiropractic services

1 Dental anesthesia services

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

1 Hospitd services, including inpatient or outpatient

1 Medicare-covered services

1 Osteopath services

1 Physician services

Providers who are not within the member's Medicare Cost network and are not providing an emergency service or Medicare-
allowed service with areferral may submit a claim to traditional Medicare Part A or Medicare Part B for the Medicare-allowed
service prior to billing ForwardHealth.

Topic #688

M edicar e Disclaimer Codes
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Medicare disclaimer codes are used to ensure consistent reporting of common billing situations for dual eligibles. Refer to claim
instructions for Medicare disclaimer codes and their descriptions. The intentional misuse of Medicare disclaimer codes to obtain
inappropriate reimbursement from ForwardHealth constitutes fraud.

Medicare disclaimer codes identify the status and availability of Medicare benefits. The code allows a provider to be reimbursed
correctly by ForwardHea th when Medicare 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 Medicare 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 hilling errors), or the member's lifetime benefit, SOI (spell of illness), or yearly allotment of available benefitsis
exhausted.

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

1 The provider isidentified in ForwardHealth files as enrolled in Medicare Part A.

1 The member is eligible for Medicare Part A.

1 The serviceis 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):

1 The provider isidentified in ForwardHealth files as enrolled in Medicare Part B.

1 The member is eligible for Medicare Part B.

1 The serviceis 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 MedicarePart A, use M-8 in the following instances (all three criteria must be met):

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

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

1 The member is eligible for Medicare Part B.
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1 Theserviceis usually covered by Medicare Part B but not in this circumstance (e.g., member's diagnosis).

Documentation Requirements

Providers are required to prepare and maintain truthful, accurate, complete, legible, and concise documentation of efforts to hill
Medicare to substantiate Medicare disclaimer codes used on any claim, according to Wis. Admin. Code 8 DHS 106.02(9)(a).

Topic #8457

Medicare L ate Fees

Medicare assesses a late fee when providers submit a claim after Medicare's claim submission deadline has passed. Claims that
cross over to ForwardHealth with a Medicare late fee are denied for being out of balance. To identify these claims, providers
should reference the Medicare remittance information and check for ANSI (American National Standards Institute) 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 Medicare would have paid the
additional amount if the claim had been submitted before the Medicare claim submission deadline. ForwardHealth will not
reimburse providers for late fees assessed by Medicare.

Resubmitting M edicare Crossover Claimswith Late Fees

Providers may resubmit to ForwardHealth crossover claims denied because the claim was out of balance due to a Medicare late
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 Medicare remittance information so ForwardHealth can
determine the amount of the late fee and apply the correct reimbursement amount.

Electronic Claim Submissions

When resubmitting a claim via the Portal or an electronic 837 transaction (including PES (Provider Electronic Solutions) software
submissions), providers are required to balance the claim's paid amount to reflect the amount Medicare would have paid before
Medicare subtracted a late fee. Thisis the amount that ForwardHealth considers when adjudicating the claim. To balance the
claim's paid amount, add the late fee to the paid amount reported by Medicare. Enter this amount in the Medicare paid amount
field.

For example, the Medicare remittance information reports the following amounts for a crossover claim:

1 Billed Amount; $110.00

1 Allowed Amount: $100.00
1 Coinsurance: $20.00

1 Late Fee: $5.00

1 Paid Amount: $75.00

Since ForwardHealth considers the late fee part of the paid amount, providers should add the late fee to the paid amount reported

on the Medicare remittance. In 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 Medicare paid amount as $80.00.
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Topic #689

M edicare Provider Enrollment

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

Servicesfor Dual Eligibles

As stated in Wis. Admin. Code § DHS 106.03(7), a provider is required to be enrolled in Medicare if both of the following are
true:

1 They provide aMedicare Part A serviceto adual eligible.
1 They can be enrolled in Medicare.

If aprovider can be enrolled in Medicare but chooses not to be, the provider is required to refer dual eligibles to another
Medicaid-enrolled provider who is enrolled in Medicare.

Servicesfor Qualified M edicar e Beneficiary-Only Members

Because QMB-Only (Qualified Medicare Beneficiary-Only) members receive coverage from Wisconsin Medicaid only for
services allowed by Medicare, providers who are not enrolled in Medicare are required to refer QMIB-Only members to another
Medicaid-enrolled provider who is enrolled in Medicare.

Topic #690

Medicare Retroactive Eligibility — Member

If amember becomes retroactively digible for Medicare, the provider is required to refund or adjust any payments for the
retroactive period. The provider is required to then bill Medicare for the services and follow ForwardHealth's procedures for
submitting crossover claims. Claims found to be in conflict with this program requirement will be recouped.

Topic #395

Modifier for Catastrophe/Disaster-Related Crossover
Claims

ForwardHealth accepts modifier CR (Catastrophe/disaster related) on Medicare crossover claims (both 837P (837 Health Care
Claim: Professional) transactions and 1500 Health Insurance Claim Forms) to accommodate the emergency health care needs of
dual eligibles and QM B-Only (Qualified Medicare Beneficiary-Only) members affected by disasters. The CM S (Centers for
Medicare and Medicaid Services) website contains more information.

Topic #4957

Provider-Submitted Crossover Claims
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A provider-submitted crossover claim is a Medicare-allowed claim that a provider directly submits to ForwardHealth when the
Medicare claim did not automatically crossover to ForwardHealth.

Electronic Professional Crossover Claims

Providers submitting crossover claims electronically must indicate all Medicare coinsurance, copayment, and psychiatric reduction
amounts at the detail level. If the Medicare coinsurance, copayment, and psychiatric reduction amounts are indicated at the header
level, the claim will be denied. Providers may indicate deductibles in either the header or detail level.

When submitting electronic Medicare crossover claims, providers should not submit paper EOMB (Explanation of Medicare
Benefits) as an attachment. Providers should, however, be sure to complete Medicare CAS segments when submitting 837 (837
Health Care Claim) transactions.

Paper Professional Crossover Claims

All paper provider-submitted crossover claims submitted on the 1500 Health Insurance Claim Form ((02/12)) require a provider
signature and date in Item Number 31. The words "signature on fil€" are not acceptable. Provider-submitted crossover claims
without a signature or date are denied or are subject to recoupment. The provider signature requirement for paper crossover
claimsis the same requirement for al other paper 1500 Health Insurance Claims.

In addition, when submitting a paper provider-submitted crossover claim, providers are required to complete and submit an
Explanation of Medical Benefits form, as applicable.

Topic #692

Qualified M edicar e Beneficiary-Only Members

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

1 Medicare monthly premiums for Part A, Part B, or both
1 Coinsurance, copayment, and deductible for Medicare-allowed services

QMB-Only members do not receive coverage from Wisconsin Medicaid for services not allowed by Medicare. Therefore,
Wisconsin Medicaid will not reimburse for services if either of the following occur:

1 Medicare does not cover the service.
1 The provider is not enrolled in Medicare.

Topic #686

Reimbursement for Crossover Claims

Professional Crossover Claims

State law limits reimbursement for coinsurance and copayment of Medicare Part B-covered services provided to dua eligibles
and QMB-Only (Qualified Medicare Beneficiary-Only) members.

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

1 The Medicar e-alowed amount less any amount paid by other health insurance sources and any copayment or spenddown
amounts paid by the member.
1 The Medicaid-allowed amount less any amount paid by other health insurance sources and any copayment or spenddown
amounts paid by the member.
The following table provides three examples of how the limitations are applied.

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

Explanation 1 Exa;n Ee 3
Provider's billed amount $120  $120  $120
M edicare-allowed amount $100  $100  $100
Medicaid-allowed amount (e.g., maximum allowable 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 claims and adjustments. Details that
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.

I npatient Hospital Services

State law limits reimbursement for coinsurance, copayment and deductible of Medicare Part A-covered inpatient hospital services
for dua eligibles and QMB-Only members.

Wisconsin Medicaid's total reimbursement for a Medicare Part A-covered inpatient hospital service (i.e., any amount paid by
other health insurance sources, any copayment or deductible amounts paid by the member, and any amount paid by Wisconsin
Medicaid or BadgerCare Plus) may not exceed the Medicare-allowed amount. Therefore, Medicaid reimbursement for
coinsurance, copayment, and deductible of a Medicare Part A-covered inpatient hospital service isthe lesser of the following:

1 The difference between the M edicaid-allowed amount and the M edicar e-paid amount.
1 The sum of Medicare coinsurance, copayment, and deductible.

The following table provides three examples of how the limitations are applied.

Reimbursement for Medicare Part A-Covered I npatient Hospital Services Provided To Dual Eligibles
Example

Explanation 1 5 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
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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

Nursing Home Crossover Claims
Medicare deductibles, coinsurance, and copayments are paid in full.

Topic #4977

Rendering Provider on Professional Crossover Claims

Providers are reguired to indicate the rendering provider on electronic and paper crossover claims when ForwardHealth service-
specific policy reguires arendering provider. However, professional crossover claims received by ForwardHealth from Medicare
may not have the taxonomy code of the billing provider indicated on the transaction. Medicare will not accept the 837P (837
Health Care Claim: Professional) transaction when a taxonomy code is reported in both the Billing/Pay-to Provider Loop and in
the Rendering Provider Loop if the billing and rendering providers are different. For example, a transaction with a physician group
indicated as the billing provider and the individual physician indicated as the rendering provider.

Providers should resubmit professional crossover claims to ForwardHealth when the taxonomy code is required to identify the
hilling provider and it is not indicated on the crossover claim received from Medicare. Taxonomy codes for billing and rendering
providers may be required if the provider has a single NPI for multiple ForwardHealth provider enroliments. Providers should
refer to the 837 companion guides for information on using taxonomy codes on standard claim transactions. ForwardHealth will
accept the 837P transaction when a taxonomy code is reported in both the Billing/Pay-to Provider Loop and in the Rendering
Provider Loop and the billing and rendering providers are different.

This ForwardHealth requirement is inconsistent with the instructions in the 837P Implementation Guide; however, the federal
CMS (Centers for Medicare and Medicaid Services) has acknowledged that health plans may need the billing provider taxonomy
in order to accurately process claims.

Topic #770

Services Requiring Medicare Advantage Billing

Providers are required to bill the following services to the Medicare Advantage Plan before submitting claims to ForwardHealth:

1 Ambulance services

1 ASC (ambulatory surgery center) services

1 Chiropractic services

1 Dental anesthesia services

1 Home health services (excluding PC (personal care) services)
1 Hospita services, including inpatient or outpatient

1 Medicare-covered services

1 Osteopath services

1 Physician services

Providers who are not within the member's Medicare Advantage network and are not providing an emergency service or
Medicare-allowed service with areferral are required to refer the member to a provider within their network.

ForwardHealth has identified services requiring commercial health insurance billing.
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Other Coverage I nformation

Topic #4940

After Reporting Discrepancies

After receiving a Commercial Other Coverage Discrepancy Report (F-01159 (04/2017)) form or Medicare Other Coverage
Discrepancy Report (F-02074 (04/2018)) form, ForwardHealth confirms the information and updates the member files.

It may take up to two weeks to process and update the member's enrollment information. During that time, ForwardHealth
verifies the insurance information submitted and adds, changes, or removes the member's other coverage information as
appropriate. If verification contradicts the provider's information, a written explanation is sent to the provider. The provider should
wait to submit claims until one of the following occurs:
1 The provider verifies through Wisconsin's EVS (Enrollment Verification System) that the member's other coverage
information has been updated.
1 The provider receives awritten explanation.

Topic #4941

Coverage Discrepancies

Maintaining complete and accurate insurance information may result in fewer claim denials. Providers are an important source of
other coverage information as they are frequently the first to identify coverage discrepancies.

Topic #609

| nsurance Disclosur e Program

ForwardHeal th receives policyholder files from most major commercia health insurance companies on a monthly basis.
ForwardHealth then compares this information with member enrollment files. If a member has commercial health insurance,
ForwardHealth revises the member's enroliIment file with the most current information.

The insurance company is solely responsible for the accuracy of this data. If the insurance company provides information that is
not current, ForwardHealth's files may be inaccurate.

Topic #610

Maintaining Accurate and Current Records

ForwardHealth uses many sources of information to keep accurate and current records of a member's other coverage, including
the following:

1 Insurance Disclosure program
1 Providers who submit an Commercial Other Coverage Discrepancy Report (F-01159 (04/2017)) form or Medicare Other
Coverage Discrepancy Report (F-02074 (04/2018)) form
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1 Member certifying agencies

1 Members

The information about a member's other health insurance coverage in the member files may be incomplete or incorrect if
ForwardHealth received inaccurate information from the other health insurance source or the member's certifying agency.

Topic #4942

Reporting Discrepancies

Providers are encouraged to report discrepancies to ForwardHealth by submitting the Commercial Other Coverage Discrepancy
Report (F-01159 (04/2017)) form or Medicare Other Coverage Discrepancy Report (F-02074 (04/2018)) form. Providers are
asked to complete the form in the following situations:

1 The provider is aware of other coverage information that is not indicated by Wisconsin's EVS (Enrollment Verification
System).

1 The provider received other coverage information that contradicts the information indicated by the EVS.

1 A claimis denied because the EV S indicates commercial managed care coverage but the coverage is not available to the
member (e.g., the member does not live in the plan's service ared).

Providers should not use the Commercial Other Coverage Discrepancy Report form or Medicare Other Coverage Discrepancy
Report form to update any information regarding a member's coverage in a state-contracted MCO (managed care organi zation).

When reporting discrepancies, providers should include photocopies of current insurance cards and any available documentation,
such as remittance 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 hilling is to reduce costs by ensuring that providers receive maximum reimbursement from other
health insurance sources that are primary to BadgerCare Plus or Wisconsin Medicaid. For example, a provider-based billing claim
is created when BadgerCare Plus or Wisconsin Medicaid pays a claim and later discovers that other coverage exists or was made
retroactive. Since BadgerCare Plus and Wisconsin Medicaid benefits are secondary to those provided by most other health
insurance sources, providers are required to seek reimbursement from the primary payer, as stated in Wis. Admin. Code § DHS

106.03(7).

Topic #658

Questions About Provider-Based Billing

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

Topic #661

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

1 A notification letter.

1 A Provider-Based Billing Summary. The summary lists each claim from which a provider-based hilling claim was created.
The summary also indicates the corresponding primary payer for each claim and necessary information for providers to
review and handle each claim.

If amember has coverage through multiple other health insurance sources, the provider may receive additional provider-based
billing summaries and provider-based hilling claims for each other health insurance source that is on file.

Accessing Provider-Based Billing Summary Reports

Providers can retrieve provider-based billing summary reports through the Portal by logging in to their secure provider Portal
account. Once logged in, providers can click the Provider Based Bills (PBB) link located in the Quick Links box of the Providers
area of the Portal to access the Provider Based Billing page. This page has links for the provider to download provider-based
summary reportsin .csv or .pdf format.

Refer to the Provider-Based Billing Retrieval User Guide for step-by-step instructions on how to access the Provider Based
Billing page and download provider-based summary reports.
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Note: ForwardHealth also sends the paper provider-based billing summary report to the provider's "mail to" address on file in the
Portal.

The provider-based hilling process runs monthly on the first full weekend of every month and files are available once the process
is completed.

Topic #659

Responding to ForwardHealth After 120 Days

If aresponseis not received within 120 days, the amount originally paid by BadgerCare Plus or Wisconsin Medicaid will be
withheld from future payments. Thisis not afinal action. To receive payment after the original payment has been withheld,
providers are required to submit the required documentation to the appropriate address as indicated in the following tables. For
DOS (dates of service) that are within claims submission deadlines, providers should refer to the first table. For DOS that 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 A claim according to normal claims submission |ForwardHealth
(Enrollment Verification System) that procedures (do not use the provider-based Claims and Adjustments

ForwardHealth has removed or billing summary). 313 Blettner Blvd

enddated the other health insurance Madison WI 53784

coverage from the member'sfile.

The provider discoversthat the 1 A Commercial Other Coverage Send the Commercia Other

member's other coverage information Discrepancy Report (F-01159 Coverage Discrepancy Report form

(that is, enrollment dates) reported by (04/2017)) form or Medicare Other or Medicare Other Coverage

the EVSisinvaid. Coverage Discrepancy Report (F-02074 | Discrepancy Report form to the
(04/2018)) form. addressindicated on the form.

1 A claim according to normal claims

submission procedures after verifying that Send the claim to the following

the member's other coverage information  20dress
has been updated by using the EV'S (do
_ o ForwardHealth
not use the provider-based billing . i
Claims and Adjustments
summary).
313 Blettner Blvd
Madison WI 53784
The other health insurance source 1 A claim according to normal claims ForwardHealth
reimburses or partially reimburses the submission procedures (do not usethe | Claims and Adjustments
provider-based billing claim. provider-based hilling summary). 313 Blettner Blvd

1 The appropriate other insurance indicator |Madison W1 53784
on the claim or complete and submit the
Explanation of Medical Benefits form, as

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

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

Scenario
The provider discovers through
the EV S that ForwardHealth has
removed or enddated the other 1
health insurance coverage from
the member'sfile.

The provider discoversthat the 1
member's other coverage

information (that is, enrollment

dates) reported by the EVSis 1
invalid.

Wisconsin Medicaid

The amount received from the other health
insurance source on the claim or complete
and submit the Explanation of Medical
Benefits form, as applicable.

A claim according to normal claims ForwardHealth
submission procedures (do not usethe | Claims and Adjustments
provider-based hilling summary). 313 Blettner Blvd

The appropriate other insurance indicator  Madison W1 53784
or Medicare disclaimer code on the claim

or complete and submit the Explanation of

Medical Benefits form, as applicable.

ForwardHealth

Claims and Adjustments
313 Blettner Blvd

The appropriate other insurance indicator  Madison WI 53784

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

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

applicable.

Beyond Claims Submission Deadlines

Documentation Requirement Submission Address

appeal s procedures.

A Commercia Other Coverage Discrepancy
Report form or Medicare Other Coverage
Discrepancy Report form.

After using the EVSto verify that the member's
other coverage information has been updated,

1 A claim (do not use the provider-based hilling ForwardHealth
summary). Timely Filing
A Timely Filing Appeals Request (F-13047 Ste 50
(08/2015)) form according to norma timely filing | 313 Blettner Blvd

Madison WI 53784

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

include both of the following:
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Send the timely filing appeds
request to the following address:

A claim (do not use the provider-based
billing summary.)
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The commercial health insurance
carrier reimburses or partially
reimburses the provider-based
billing claim.

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

i A Timely Filing Appeals Request form
according to norma timely filing appeals
procedures.

A claim (do not use the provider-based billing
summary).

Indicate the amount received from the commercia
health insurance 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.

A 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 appeals procedures.

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

i Remittance information from the other
health insurance source.

i A written statement from the other health
insurance source identifying the reason for
denial.

i A letter from the other health insurance
source indicating a policy termination date
that proves that the other health insurance
source paid the member.

i 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
supplemental coverage only.
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ForwardHealth
Timely Filing

Ste 50

313 Blettner Blvd
Madison WI 53784
ForwardHealth
Timely Filing

Ste 50

313 Blettner Blvd
Madison WI 53784

ForwardHealth
Timely Filing

Ste 50

313 Blettner Blvd
Madison WI 53784
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1 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.

The commercid health insurance 1 A claim (do not use the provider-based billing ForwardHealth

carrier does not respond to an summary). Timely Filing

initiad and follow-up provider- 1 The appropriate other insurance indicator on the | Ste 50

based billing claim. claim or complete and submit the Explanation of 313 Blettner Blvd
Medical Benefits form, as applicable. Madison WI 53784

1 A Timely Filing Appeals Request form according
to normal timely filing appeals procedures.

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:

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

1 The provider verifies that the member's other coverage information reported by ForwardHealth isinvalid.

1 The other health insurance source reimbursed or partially reimbursed the provider-based billing claim.

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

1 The other health insurance source failed to respond to an initial and follow-up provider-based billing claim.

When responding to ForwardHealth within 120 days, providers are required to submit the required documentation to the

appropriate address as indicated 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 is required to send the complete

information within the original 120-day limit.

Scenario Documentation Requirement Submission Address
The provider discovers through the 1 The Provider-Based Billing Summary. ForwardHealth
EV Sthat ForwardHealth has 1 Indication that the EVS no longer reports | Provider-Based Billing
removed or enddated the other health the member's other coverage. PO Box 6220
insurance coverage from the Madison WI 53716-0220
member'sfile. Fax 608-221-4567
The provider discoversthat the 1 The Provider-Based Billing Summary. ForwardHealth
member's other coverage information 1 One of the following: Provider-Based Billing
(i.e., enrollment dates) reported by i The name of the person with whom PO Box 6220
the EVSisinvalid. the provider spoke and the member's Madison WI 53716-0220

correct other coverage information. | Fax 608-221-4567
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The other health insurance source
reimburses or partially reimburses the
provider-based billing claim.

i A printed page from an enrollment
website containing the member's
correct other coverage information.

The Provider-Based Billing Summary.
A copy of the remittance information
received from the other health insurance
source.

The DOS (date of service), other hedlth

Wisconsin Medicaid

ForwardHealth
Provider-Based Billing
PO Box 6220

Madison WI 53716-0220
Fax 608-221-4567

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.

1 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 request 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.

The other health insurance source 1 The Provider-Based Billing Summary. ForwardHealth
denies the provider-based hilling 1 Documentation of the denia, including any | Provider-Based Billing
claim. of the following: PO Box 6220

Madison WI 53716-0220
Fax 608-221-4567

i Remittance information from the
other health insurance source.

i A letter from the other health
insurance source indicating a policy
termination date that precedes the
DOS.

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

i A copy of theinsurance card or other
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The other health insurance source fails '
to respond to the initial and follow-up I
provider-based hilling claim.

Topic #663

Wisconsin Medicaid

documentation from the other health
insurance source that indicates the
policy provides limited coverage such
as pharmacy, dental, or Medicare
supplemental coverage.

i 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.

The Provider-Based Billing Summary. ForwardHealth
Indication that no response was received by Provider-Based Billing
the other health insurance source. PO Box 6220

Indication of the dates that the initial and Madison WI 53716-0220
follow-up provider-based billing claims Fax 608-221-4567

were submitted to the other health insurance

source.

Submitting Provider-Based Billing Claims

For each provider-based billing claim, the provider is required to send a claim to the appropriate other health insurance source.
The provider should add all information required by the other health insurance source to the claim. The providers should also
attach additional documentation (e.g., Medicare's remittance information) if required by the other health insurance source.
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Reimbursement for Services Provided for Accident Victims

Topic #657

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

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

However, as stated in Wis. Admin. Code § DHS 106.03(8), BadgerCare Plus and Wisconsin Medicaid will not reimburse
providers if 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 #329

Points of Consider ation

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

Time
Providers are not required to seek payment from worker's compensation or civil liahilities, rather than seeking reimbursement from

BadgerCare Plus or Wisconsin Medicaid, because of the time involved to settle these cases. While some worker's compensation
cases and certain civil liability cases may be settled quickly, others may take several years before settlement is reached.

Costs

Providers may receive more than the allowed amount from the settlement; however, in some cases the settlement may not be
enough to cover al costs involved.

Topic #326

Seeking Payment from Settlement

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

Topic #827
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Wisconsin Medicaid

Submitting Claimsto ForwardHealth

If the provider chooses to submit a claim to ForwardHealth, they may not seek further payment for that claim in any liability
settlement that may follow. Once aclaim 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 retains the sole right to recover medical costs.

Providers are required to indicate an accident-related diagnosis code on claims when services are provided to an accident victim.

If the member has other health insurance coverage, the provider is required to exhaust the other health insurance sources before
submitting the claim to ForwardHealth.
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Wisconsin Medicaid

Covered and Noncovered
Services
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Wisconsin Medicaid

Archive Date: 04/03/2023

Covered and Noncover ed Services:Codes

Topic #2753

Modifiers

Allowable modifiers for PT (physical therapy), OT (occupational therapy), and SLP (speech and language pathology) services are
listed in the following table.

WS s i

Discipline Description Notes
oT GO Services delivered personally by an  |Modifier GO should only be indicated when submitting PA
occupational therapist or under an requests or claims for services rendered by alicensed
outpatient OT POC (plan of care) occupational therapist, a certified OT assistant, or an OT
student. (All relevant supervision requirements must be met
for services rendered by assistants or students.)
PT GP Services delivered personaly by a ' Modifier GP should only be indicated when submitting PA
physical therapist or under an requests or claims for services rendered by alicensed
outpatient PT POC physical therapist, a physical therapist assistant, a PT aide, or

a PT student. (All relevant supervision requirements must be
met for services rendered by assistants, aides, or students.)
SLP GN Services delivered personally by a  |Modifier GN should only be indicated when submitting PA
speech and language pathologist or  requests or claims for services rendered by alicensed speech
under an outpatient SLP POC and language pathologist, an SLP provider assistant, or an
SLP student. (All relevant supervision requirements must be
met for services rendered by assistants or students.)
PTand OT |TF Intermediate level of care Modifier TF should be indicated when submitting claims for
services provided by physical therapist assistants or certified
OT assistants under general supervision. TF should not be
indicated on PA (prior authorization) requests.

PT,OT,and TL Early intervention/| FSP Modifier TL should be indicated when submitting claims for

SLP (Individualized Family Service Plan) | Birth to 3 services provided in the natural environment of a
Birth to 3 member. TL should not be indicated on PA
requests.

Providers are required to indicate modifier TL when submitting claims for natural environment-enhanced reimbursement when
providing services to members in the Birth to 3 Program. Providers are required to indicate the TL modifier for each detail line
that they wish the reimbursement to be considered.

Providers are required to indicate modifier TF when submitting claims for services provided by an assistant therapist.
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Wisconsin Medicaid
Topic #2796

Occupational Therapy Birth to 3 Procedure Codes

Allowable OT (occupational therapy) Birth to 3 services are identified by the CPT (Current Procedural Terminology) procedure
codes listed in the following table.

Note: All codes listed in this chart, if billed with an applicable place of service code, are eligible for natural environment enhanced

reimbursement.
Procedure Description
Code

97110 Therapeutic procedure, one or more areas, each 15 minutes; therapeutic exercises to develop strength and
endurance, range of motion and flexibility

97112 Neuromuscular reeducation of movement, balance, coordination, kinesthetic sense, posture, and/or proprioception
for sitting and/or standing activities

97113 Therapeutic procedure, one or more areas, each 15 minutes; aquatic therapy with therapeutic exercises

97129 Therapeutic interventions that focus on cognitive function (eg, attention, memory, reasoning, executive function,

problem solving, and/or pragmatic functioning) and compensatory strategies to manage the performance of an
activity (eg, managing time or schedules, initiating, organizing, and sequencing tasks), direct (one-on-one) patient
contact; initial 15 minutes

97130 Therapeutic interventions that focus on cognitive function (eg, attention, memory, reasoning, executive function,
problem solving, and/or pragmatic functioning) and compensatory strategies to manage the performance of an
activity (eg, managing time or schedules, initiating, organizing, and sequencing tasks), direct (one-on-one) patient
contact; each additional 15 minutes (List separately in addition to code for primary procedure)

97140 Manual therapy techniques (eg, mobilization/manipulation, manual lymphatic drainage, manual traction), one or
more regions, each 15 minutes

97150 Therapeutic procedure(s), group (2 or more individuals) (Report 97150 for each member of the group) (Group
therapy procedures involve constant attendance of the physician or therapist, but by definition do not require one-
on-one member contact by the physician or therapist)

97165 Occupational therapy evaluation, low complexity, requiring these components:

1 An occupationa profile and medical and therapy history, which includes a brief history including review of
medical and/or therapy records relating to the presenting problem;

1 An assessment[s] that identifies 1-3 performance deficits [ie, relating to physical, cognitive, or psychosocial
skillg] that result in activity limitations and/or participation restrictions; and

1 Clinical decision making of low complexity, which includes an analysis of the occupational profile, analysis of
data from problem-focused assessment[s], and consideration of a limited number of treatment options.
Patient presents with no comorbidities that affect occupational performance. Modification of tasks or
assistance [eg, physical or verbal] with assessment[s] is not necessary to enable completion of evaluation
component.
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97166

97167

97168

97530

97533

Wisconsin Medicaid

Typicaly, 30 minutes are spent face to face with the patient and/or family.

Occupational therapy eva uation, moderate complexity, requiring these components:

1 An occupational profile and medical and therapy history, which includes an expanded review of medica
and/or therapy records and additional review of physical, cognitive, or psychosocia history related to current
functional performance;

1 An assessment[s] that identifies 3-5 performance deficits [ie, relating to physical, cognitive, or psychosocia
skillg] that result in activity limitations and/or participation restrictions; and

1 Clinical decision making of moderate analytic complexity, which includes an analysis of the occupational
profile, analysis of data from detailed assessment[s], and consideration of several treatment options. Patient
may present with comorbidities that affect occupational performance. Minimal to moderate modification of
tasks or assistance [eg, physical or verbal] with assessment[s] is necessary to enable patient to complete
evaluation component.

Typically, 45 minutes are spent face to face with the patient and/or family.
Occupational therapy evaluation, high complexity, requiring these components:

1 An occupational profile and medica and therapy history, which includes review of medical and/or therapy
records and extensive review of physical, cognitive, or psychosocial history related to current functional
performance;

1 An assessment[s] that identifies 5 or more performance deficits [ie, relating to physical, cognitive, or
psychosocial skillg] that result in activity limitations and/or participation restrictions; and

1 Clinical decision making of high analytic complexity, which includes an analysis of the patient profile, analysis
of data from comprehensive assessment[s|, and consideration of multiple treatment options. Patient presents
with comorbidities that affect occupational performance. Significant modification of tasks or assistance [eg,
physical or verbal] with assessment[s] is necessary to enable patient to complete eval uation component.

Typicaly, 60 minutes are spent face to face with the patient and/or family.

Re-evaluation of occupational therapy established plan of care, requiring these components:

1 An assessment of changesin patient functional or medical status with revised plan of care;

1 An update to theinitial occupational profile to reflect changes in condition or environment that affect future
interventions and/or goals; and

1 A revised plan of care. A formal reevaluation is performed when there is a documented change in functional
status or a significant change to the plan of careis required.

Typicaly, 30 minutes are spent face to face with the patient and/or family.

Therapeutic activities, direct (one-on-one) patient contact (use of dynamic activities to improve functional
performance), each 15 minutes

Sensory integrative techniques to enhance sensory processing and promote adaptive responses to environmental
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demands, direct (one-on-one) patient contact, each 15 minutes

Wisconsin Medicaid

97535 Self-care/home management training (eg, activities of daily living (ADL) and compensatory training, meal

preparation, safety procedures, and instructions in use of assistive technology devices/adaptive equipment) direct

one-on-one contact, each 15 minutes

Topic #2793

Occupational Therapy Procedure Codes

Covered OT (occupational therapy) services are identified by the allowable CPT (Current Procedural Terminology) and HCPCS

(Healthcare Common Procedure Coding System) procedures codes listed in the following table.

Note: Procedure codes for many OT services are defined as 15 minutes. One unit of these codes = 15 minutes. If less than 15
minutes is used, bill in decimals. For example, 7.5 minutes = .5 units. All other procedure codes for OT services do not have a
time increment indicated in their description. For these procedure codes, a quantity of "1" indicates a complete service.

Procedure Code
29065

29075
29085
29086
29345
29355
29365
29405
29425
29445

Procedure Code
Q4003

Q4004
Q4005
Q4006
Q4007
Q4008
Q4009
Q4010
Q4011
Q4012

General Casting
Description

Application, cast; shoulder to hand (long arm)
elbow to finger (short arm)
hand and lower forearm (gauntlet)
finger (eg, contracture)

Application of long leg cast (thighs to toes)
walker or ambulatory type

Application of cylinder cast (thigh to ankle)

Application of short leg cast (below knee to toes);
walker or ambulatory type

Application of rigid total contact leg cast

Casting Supply

Description
Cast supplies, shoulder cast, adult (11 years +), plaster
Cast supplies, shoulder cast, adult (11 years +), fiberglass
Cast supplies, long arm cast, adult (11 years +), plaster
Cast supplies, long arm cast, adult (11 years +), fiberglass
Cast supplies, long arm cast, pediatric (010 years), plaster
Cast supplies, long arm cast, pediatric (010 years), fiberglass
Cast supplies, short arm cast, adult (11 years +), plaster
Cast supplies, short arm cast, adult (11 years +), fiberglass
Cast supplies, short arm cast, pediatric (010 years), plaster
Cast supplies, short arm cast, pediatric (0—10 years), fiberglass
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Q4013
Q4014
Q4015
Q4016
Q4025
Q4026
Q4027
Q4028
Q4029
Q4030
Q4031
Q4032
Q4033
Q4034
Q4035
Q4036
Q4037
Q4038
Q4039
Q4040

Procedure Code
97165

97166"

Wisconsin Medicaid

Cast supplies, gauntlet cast (includes lower forearm and hand), adult (11 years +), plaster
Cast supplies, gauntlet cast (includes lower forearm and hand), adult (11 years +), fiberglass
Cast supplies, gauntlet cast (includes lower forearm and hand), pediatric (0-10 years), plaster
Cast supplies, gauntlet cast (includes lower forearm and hand), pediatric (0-10 years), fiberglass
Cast supplies, hip spica (one or both legs), adult (11 years +), plaster

Cast supplies, hip spica (one or both legs), adult (11 years +), fiberglass

Cast supplies, hip spica (one or both legs), pediatric (0—10 years), plaster

Cast supplies, hip spica (one or both legs), pediatric (0—10 years), fiberglass

Cast supplies, long leg cast, adult (11 years +), plaster

Cast supplies, long leg cast, adult (11 years +), fiberglass

Cast supplies, long leg cast, pediatric (0—10 years), plaster

Cast supplies, long leg cast, pediatric (010 years), fiberglass

Cast supplies, long leg cylinder cast, adult (11 years +), plaster

Cast supplies, long leg cylinder cast, adult (11 years +), fiberglass

Cast supplies, long leg cylinder cast, pediatric (010 years), plaster

Cast supplies, long leg cylinder cast, pediatric (0-10 years), fiberglass

Cast supplies, short leg cast, adult (11 years +), plaster

Cast supplies, short leg cast, adult (11 years +), fiberglass

Cast supplies, short leg cast, pediatric (0—10 years), plaster

Cast supplies, short leg cast, pediatric (010 years), fiberglass

Evaluations
Description

Occupationa therapy evaluation, low complexity, requiring these components:

1 An occupationa profile and medical and therapy history, which includes a brief history including review
of medical and/or therapy records relating to the presenting problem;

1 An assessment[s] that identifies 1-3 performance deficits [ie, relating to physical, cognitive, or
psychosocia skills] that result in activity limitations and/or participation restrictions; and

1 Clinical decision making of low complexity, which includes an analysis of the occupational profile,
anaysis of data from problem-focused assessment[s], and consideration of alimited number of
treatment options. Patient presents with no comorbidities that affect occupational performance.
Modification of tasks or assistance [eg, physical or verbal] with assessment[s] is hot necessary to
enable completion of evaluation component.

Typically, 30 minutes are spent face to face with the patient and/or family.

Occupational therapy evaluation, moderate complexity, requiring these components:

1 An occupational profile and medical and therapy history, which includes an expanded review of
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medical and/or therapy records and additional review of physical, cognitive, or psychosocial history
related to current functional performance;

1 An assessment[s] that identifies 3-5 performance deficits [ie, relating to physical, cognitive, or
psychosocial skillg] that result in activity limitations and/or participation restrictions; and

1 Clinical decision making of moderate analytic complexity, which includes an analysis of the
occupational profile, analysis of data from detailed assessment[s], and consideration of several
treatment options. Patient may present with comorbidities that affect occupationa performance.
Minimal to moderate modification of tasks or assistance [eg, physical or verbal] with assessment[d] is
necessary to enable patient to complete eva uation component.

Typically, 45 minutes are spent face to face with the patient and/or family.
97167 Occupational therapy evaluation, high complexity, requiring these components:

1 An occupationa profile and medical and therapy history, which includes review of medical and/or
therapy records and extensive review of physical, cognitive, or psychosocial history related to current
functiona performance;

1 An assessment|[s] that identifies 5 or more performance deficits [ie, relating to physical, cognitive, or
psychosocial skills] that result in activity limitations and/or participation restrictions; and

1 Clinical decision making of high analytic complexity, which includes an analysis of the patient profile,
anaysis of data from comprehensive assessment[s], and consideration of multiple treatment options.
Patient presents with comorbidities that affect occupational performance. Significant modification of
tasks or assistance [eg, physical or verbal] with assessment[s] is hecessary to enable patient to
complete evaluation component.

Typically, 60 minutes are spent face to face with the patient and/or family.

97168 Re-evaluation of occupational therapy established plan of care, requiring these components:

1 An assessment of changes in patient functional or medical status with revised plan of care;

1 An update to the initial occupational profile to reflect changes in condition or environment that affect
future interventions and/or goals; and

1 A revised plan of care. A formal reevaluation is performed when there is a documented change in
functiona status or a significant change to the plan of careis required.

Typically, 30 minutes are spent face to face with the patient and/or family.

Therapeutic Procedures
Procedure Code Description

97110 Therapeutic procedure, one or more areas, each 15 minutes; therapeutic exercises to develop strength and
endurance, range of motion and flexibility

97112 neuromuscular reeducation of movement, balance, coordination, kinesthetic sense, posture,
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97113
97124
97129

97130

97139
97140

97150
97530

97533

97535

97542
97597

97598
97760

97761
97763

Procedure Code

90901

Wisconsin Medicaid

and/or proprioception for sitting and/or standing activities
Therapeutic procedure, one or more areas, each 15 minutes; aquatic therapy with therapeutic exercises
massage, including effleurage, petrissage and/or tapotement (stroking, compression, percussion)
Therapeutic interventions that focus on cognitive function (eg, attention, memory, reasoning, executive
function, problem solving, and/or pragmatic functioning) and compensatory strategies to manage the
performance of an activity (eg, managing time or schedules, initiating, organizing, and sequencing tasks),
direct (one-on-one) patient contact; initial 15 minutes
Therapeutic interventions that focus on cognitive function (eg, attention, memory, reasoning, executive
function, problem solving, and/or pragmatic functioning) and compensatory strategies to manage the
performance of an activity (eg, managing time or schedules, initiating, organizing, and sequencing tasks),
direct (one-on-one) patient contact; each additional 15 minutes (List separately in addition to code for
primary procedure)
Unlisted therapeutic procedure (specify)
Manual therapy techniques (eg, mobilization/manipulation, manual lymphatic drainage, manua traction), one
or more regions, each 15 minutes
Therapeutic procedure(s), group (2 or more individual s)
Therapeutic activities, direct (one-on-one) patient contact (use of dynamic activities to improve functional
performance), each 15 minutes
Sensory integrative techniques to enhance sensory processing and promote adaptive responses to
environmental demands, direct (one-on-one) patient contact, each 15 minutes
Self-care/lhome management training (eg, activities of daily living (ADL) and compensatory training, meal
preparation, safety procedures, and instructions in use of assistive technology devices/adaptive equipment)
direct one-on-one contact, each 15 minutes
Wheelchair management (eg, assessment, fitting, training), each 15 minutes
Removal of devitalized tissue from wound(s), selective debridement, without anesthesia (eg, high pressure
waterjet with/without suction, sharp selective debridement with scissors, scalpel and forceps), with or without
topical application(s), wound assessment, and instruction(s) for ongoing care, may include use of a whirlpool,
per session; total wound(s) surface area less than or equal to 20 square centimeters
Total wound(s) surface area greater than 20 square centimeters
Orthotic(s) management and training (including assessment and fitting when not otherwise reported), upper
extremity(ies), lower extremity(ies) and/or trunk, initial orthotic(s) encounter, each 15 minutes
Prosthetic(s) training, upper and/or lower extremity(ies), initial prosthetic(s) encounter, each 15 minutes
Orthotic(s)/prosthetic(s) management and/or training, upper extremity(ies), lower extremity(ies), and/or trunk,
subsequent orthotic(s)/prosthetic(s) encounter, each 15 minutes

M odalities
Description

Biofeedback training by any modality
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97016 Application of modality to one or more areas; vasopneumatic devices

97018 paraffin bath

97022 whirlpool

97032 Application of amodality to one or more areas; electrical stimulation (manual), each 15 minutes
97033 iontophoresis, each 15 minutes

97034 contrast baths, each 15 minutes

97035 ultrasound, each 15 minutes

" Procedure may not be provided by an occupational therapist assistant.

A unit of time is attained when the mid-point is passed. Providers should refer to the CPT guidelines for direction on reporting
units on time-based and non-time-based procedures.

The same modality may not be reimbursed as a PT (physical therapy) service and an OT service on the same date of service for
the same member.

Topic #2797

Physical Therapy Birth to 3 Procedure Codes

Allowable PT (physica therapy) Birth to 3 Program services are identified by the CPT (Current Procedural Terminology)
procedure codes listed in the following table.

Note: All codes listed in this chart, if billed with an applicable place of service code, are eligible for natural environment enhanced

reimbursement.
ProCc;;Jgre Description

97110 Therapeutic procedure, one or more areas, each 15 minutes; therapeutic exercises to develop strength and
endurance, range of motion and flexibility

97112 neuromuscular reeducation of movement, balance, coordination, kinesthetic sense, posture, and/or

proprioception for sitting and/or standing activities

97113 aguatic therapy with therapeutic exercises

97116 gait training (includes stair climbing)

97140 Manual therapy techniques (eg, mobilization/manipulation, manua lymphatic drainage, manual traction), one or
more regions, each 15 minutes

97150 Therapeutic procedure(s), group (2 or more individuals)

97161 Physical therapy evaluation: low complexity, requiring these components:

1 A history with no personal factors and/or comorbidities that impact the plan of care;

1 An examination of body system[s] using standardized tests and measures addressing 12 elements from any
of the following: body structures and functions, activity limitations, and/or participation restrictions,

1 A clinical presentation with stable and/or uncomplicated characteristics; and
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97162

97163

97164

97530

97533

97535

Wisconsin Medicaid

1 Clinical decision making of low complexity using standardized patient assessment instrument and/or
measurable assessment of functional outcome.

Typicdly, 20 minutes are spent face to face with the patient and/or family.

Physica therapy evaluation: moderate complexity, requiring these components:

1 A history of present problem with 1-2 personal factors and/or comorbidities that impact the plan of care;

1 An examination of body system[s] using standardized tests and measures addressing atotal of 3 or more
elements from any of the following: body structures and functions, activity limitations, and/or participation
restrictions,

1 Anevolving clinical presentation with changing characteristics, and

1 Clinical decision making of moderate complexity using measurable assessment of functiona outcome.

Typicaly, 30 minutes are spent face to face with the patient and/or family.
Physical therapy evaluation: high complexity, requiring these components:

1 A history of present problem with 3 or more personal factors and/or comorhbidities that impact the plan of
care;

1 An examination of body systems using standardized tests and measures addressing atota of 4 or more
elements from any of the following: body structures and functions, activity limitations, and/or participation
restrictions;

1 A clinical presentation with unstable and unpredictable characteristics; and

1 Clinical decision making of high complexity using standardized patient assessment instrument and/or
measurable assessment of functional outcome.

Typicaly, 45 minutes are spent face to face with the patient and/or family.

Re-evaluation of physica therapy established plan of care, requiring these components:

1 An examination including areview of history and use of standardized tests and measures is required; and
1 Revised plan of care using a standardized patient assessment instrument and/or measurable assessment of
functiona outcome.

Typicdly, 20 minutes are spent face to face with the patient and/or family.

Therapeutic activities, direct (one-on-one) patient contact (use of dynamic activities to improve functional
performance), each 15 minutes

Sensory integrative techniques to enhance sensory processing and promote adaptive responses to environmental
demands, direct (one-on-one) patient contact, each 15 minutes

Self-care/home management training (eg, activities of daily living (ADL) and compensatory training, meal
preparation, safety procedures, and instructions in use of assistive technology devices/adaptive equipment) direct
one-on-one contact, each 15 minutes
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Topic #2792

Physical Therapy Procedure Codes

Covered PT (physical therapy) services are identified by the allowable CPT (Current Procedural Terminology) and HCPCS
(Healthcare Common Procedure Coding System) procedures codes listed in the following table.

General Casting
Procedure Code Description
29065 Application, cast; shoulder to hand (long arm)
29075 elbow to finger (short arm)
29085 hand and lower forearm (gauntlet)
29086 finger (eg, contracture)
29345 Application of long leg cast (thighs to toes)
29355 walker or ambulatory type
29365 Application of cylinder cast (thigh to ankle)
29405 Application of short leg cast (below knee to toes);
29425 walker or ambulatory type
29445 Application of rigid total contact leg cast
Casting Supply
Procedure Code Description
Q4003 Cast supplies, shoulder cast, adult (11 years +), plaster
Q4004 Cast supplies, shoulder cast, adult (11 years +), fiberglass
Q4005 Cast supplies, long arm cast, adult (11 years +), plaster
Q4006 Cast supplies, long arm cast, adult (11 years +), fiberglass
Q4007 Cast supplies, long arm cast, pediatric (0—10 years), plaster
Q4008 Cast supplies, long arm cast, pediatric (010 years), fiberglass
Q4009 Cast supplies, short arm cast, adult (11 years +), plaster
Q4010 Cast supplies, short arm cast, adult (11 years +), fiberglass
Q4011 Cast supplies, short arm cast, pediatric (0-10 years), plaster
Q4012 Cast supplies, short arm cast, pediatric (0-10 years), fiberglass
Q4013 Cast supplies, gauntlet cast (includes lower forearm and hand), adult (11 years +), plaster
Q4014 Cast supplies, gauntlet cast (includes lower forearm and hand), adult (11 years +), fiberglass
Q4015 Cast supplies, gauntlet cast (includes lower forearm and hand), pediatric (0-10 years), plaster
Q4016 Cast supplies, gauntlet cast (includes lower forearm and hand), pediatric (010 years), fiberglass
Q4025 Cast supplies, hip spica (one or both legs), adult (11 years +), plaster
Q4026 Cast supplies, hip spica (one or both legs), adult (11 years +), fiberglass
Q4027 Cast supplies, hip spica (one or both legs), pediatric (010 years), plaster
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Q4028
Q4029
Q4030
Q4031
Q4032
Q4033
Q4034
Q4035
Q4036
Q4037
Q4038
Q4039
Q4040

Procedure Code
97161

97162

97163

Wisconsin Medicaid

Cast supplies, hip spica (one or both legs), pediatric (0-10 years), fiberglass
Cast supplies, long leg cast, adult (11 years +), plaster

Cast supplies, long leg cast, adult (11 years +), fiberglass

Cast supplies, long leg cast, pediatric (010 years), plaster

Cast supplies, long leg cast, pediatric (010 years), fiberglass

Cast supplies, long leg cylinder cast, adult (11 years +), plaster

Cast supplies, long leg cylinder cast, adult (11 years +), fiberglass
Cast supplies, long leg cylinder cast, pediatric (010 years), plaster
Cast supplies, long leg cylinder cast, pediatric (010 years), fiberglass
Cast supplies, short leg cast, adult (11 years +), plaster

Cast supplies, short leg cast, adult (11 years +), fiberglass

Cast supplies, short leg cast, pediatric (0-10 years), plaster

Cast supplies, short leg cast, pediatric (010 years), fiberglass

Evaluations
Description

Physical therapy evaluation: low complexity, requiring these components:

1 A history with no personal factors and/or comorbidities that impact the plan of care;

1 An examination of body system[s] using standardized tests and measures addressing 1-2 elements
from any of the following: body structures and functions, activity limitations, and/or participation
restrictions,

1 A clinical presentation with stable and/or uncomplicated characteristics; and

1 Clinical decision making of low complexity using standardized patient assessment instrument and/or
measurable assessment of functional outcome.

Typically, 20 minutes are spent face to face with the patient and/or family.

Physical therapy evaluation: moderate complexity, requiring these components.

1 A history of present problem with 1-2 personal factors and/or comorbidities that impact the plan of
care;

1 An examination of body system[s] using standardized tests and measures addressing a total of 3 or
more elements from any of the following: body structures and functions, activity limitations, and/or
participation restrictions;

1 Anevolving clinical presentation with changing characteristics; and

1 Clinical decision making of moderate complexity using measurable assessment of functional outcome.

Typically, 30 minutes are spent face to face with the patient and/or family.

Physical therapy evaluation: high complexity, requiring these components.
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Procedure Code
G0281

G0282
G0283

90901
97012
97016
97018
97022
97024
97026
97028
97032
97033
97034
97035

Wisconsin Medicaid

1 A history of present problem with 3 or more personal factors and/or comorbidities that impact the plan
of care;

1 An examination of body systems using standardized tests and measures addressing atotal of 4 or more
elements from any of the following: body structures and functions, activity limitations, and/or
participation restrictions;

1 A clinical presentation with unstable and unpredictable characteristics; and

1 Clinical decision making of high complexity using standardized patient assessment instrument and/or
measurable assessment of functional outcome.

Typically, 45 minutes are spent face to face with the patient and/or family.

Re-evaluation of physica therapy established plan of care, requiring these components:

1 An examination including a review of history and use of standardized tests and measuresis required;
and

1 Revised plan of care using a standardized patient assessment instrument and/or measurabl e assessment
of functional outcome.

Typically, 20 minutes are spent face to face with the patient and/or family.

M odalities
Description

Electrical stimulation, (unattended), to one or more areas, for chronic stage iii and stage iv pressure ulcers,
arterial ulcers, diabetic ulcers, and venous stasis ulcers not demonstrating measurable signs of healing after 30
days of conventional care, as part of atherapy plan of care
Electrical stimulation, (unattended), to one or more areas, for wound care other than described in G0281
Electrical stimulation (unattended), to one or more areas for indication(s) other than wound care, as part of a
therapy plan of care
Biofeedback training by any modality
Application of amodality to one or more areas; traction, mechanical

vasopneumatic devices

paraffin bath

whirlpool

diathermy (eg, microwave)

infrared

ultraviolet
Application of a modality to one or more areas; €lectrical stimulation (manual), each 15 minutes

iontophoresis, each 15 minutes

contrast baths, each 15 minutes

ultrasound, each 15 minutes
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97036 Hubbard tank, each 15 minutes
97039 Unlisted modality (specify type and time if constant attendance)

Therapeutic Procedures
Procedure Code Description

97110 Therapeutic procedure, one or more areas, each 15 minutes; therapeutic exercises to develop strength and
endurance, range of motion and flexibility
97112 neuromuscular reeducation of movement, balance, coordination, kinesthetic sense, posture,
and/or proprioception for sitting and/or standing activities

97113 aguatic therapy with therapeutic exercises

97116 gait training (includes stair climbing)

97124 massage, including effleurage, petrissage and/or tapotement (stroking, compression, percussion)
97139 Unlisted therapeutic procedure (specify)

97140 Manual therapy techniques (eg, mobilization/manipulation, manual lymphatic drainage, manual traction), one

or more regions, each 15 minutes

97150 Therapeautic procedure(s), group (2 or more individuals) (Report 97150 for each member of the group)
(Group Therapy procedures involve constant attendance of the physician or therapist, but by definition do not
require one-on-one member contact by the physician or therapist)

97530 Therapeutic activities, direct (one-on-one) patient contact (use of dynamic activities to improve functional
performance), each 15 minutes

97533 Sensory integrative techniques to enhance sensory processing and promote adaptive responses to
environmental demands, direct (one-on-one) patient contact, each 15 minutes

97535 Self-care/lhome management training (eg, activities of daily living (ADL) and compensatory training, meal
preparation, safety procedures, and instructions in use of assistive technology devices/adaptive equipment)
direct one-on-one contact, each 15 minutes

97542 Wheel chair management (eg, assessment, fitting, training), each 15 minutes

97597 Remova of devitalized tissue from wound(s), selective debridement, without anesthesia (eg, high pressure
waterjet with/without suction, sharp selective debridement with scissors, scalpel and forceps), with or without
topical application(s), wound assessment, and instruction(s) for ongoing care, may include use of awhirlpoal,
per session; total wound(s) surface area less than or equal to 20 sguare centimeters

97598 total wound(s) surface area greater than 20 square centimeters

97760 Orthotic(s) management and training (including assessment and fitting when not otherwise reported), upper
extremity(ies), lower extremity(ies) and/or trunk, initial orthotic(s) encounter, each 15 minutes

97761 Prosthetic(s) training, upper and/or lower extremity(ies), initial prosthetic(s) encounter, each 15 minutes

97763 Orthotic(s)/prosthetic(s) management and/or training, upper extremity(ies), lower extremity(ies), and/or trunk,
subsequent orthotic(s)/prosthetic(s) encounter, each 15 minutes

Other Procedures
Procedure Code Description
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93797
93798
94667

94668

with continuous ECG monitoring (per session)

subsequent

Wisconsin Medicaid

Physician services for outpatient cardiac rehabilitation; without continuous ECG monitoring (per session)

Manipulation chest wall, such as cupping, percussing, and vibration to facilitate lung function; initial
demonstration and/or evaluation

A unit of time is attained when the mid-point is passed. Providers should refer to the CPT guidelines for direction on reporting
units on time-based and non-time-based procedures.

The same modality may not be reimbursed as a PT service and an OT (occupational therapy) service on the same DOS (date of
service) for the same member.

Topic #2752

Place of Service Codes

Allowable POS (place of service) codes for PT (physical therapy), OT (occupational therapy), and SLP (speech and language
pathology) are listed in the following table.

02
04"
05
06
07
08
10
11
12"
15
19
20
21
22
31
32
33
34
50

71

POS Code

Description
Telehealth Provided Other than in Patient's Home
Homeless Shelter
Indian Health Service Free-Standing Facility
Indian Health Service Provider-Based Facility
Tribal 638 Free-Standing Facility
Tribal 638 Provider-Based Facility
Telehealth Provided in Patient's Home
Office
Home
Mobile Unit
Off Campus—Outpatient Hospital
Urgent Care Facility
Inpatient Hospital
On Campus—Outpatient Hospital
Skilled Nursing Facility
Nursing Facility
Custodia Care Facility
Hospice
Federally Qualified Health Center
Intermediate Care Facility/Individuas with Intellectual Disabilities
State or Local Public Health Clinic
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72 Rural Hedth Clinic
99" Other Place of Service

* POS codes 04, 12, and 99 are eligible for the natural environment enhanced reimbursement when providing services to
members who participate in the Birth to 3 Program when the natural environment modifier is indicated on the claim.

Topic #2798

Speech and Language Pathology Birth to 3 Procedure
Codes

Allowable SLP (speech and language pathology) Birth to 3 services are identified by the CPT (Current Procedural Terminology)
procedure codes listed in the following table.

Note: All codes listed in this chart, if billed with an applicable POS (place of service) code, are eligible for natural environment
enhanced reimbursement. As with Medicare, providers may not submit a claim for services for less than eight minutes. Most
procedure codes for SLP services do not have atime increment indicated in their description. Except as noted above, a quantity
of "1" indicates a complete service. The daily service limitation for these codes is one.

Procedure . Billing _
Code Description = ForwardHealth Coverage Criteria
92507 Treatment of speech, language, voice, Cannot use on the | Therapy addressing communication/cognitive
communication, and/or auditory same DOS (date of impairments and voice prosthetics should use this

processing disorder (includesaural | service) as 92507 | code. If treatment focus is aural rehabilitation as a

rehabilitation); individual UC. result of a cochlear implant, submit a PA (prior
authorization) request using the PA/TA (Prior
Authorization/Therapy Attachment, F-11008
(08/2017)), to request code 92507 UC.

92508 group, two or more individuals Group is limited to two to four individuals.
92521 Evaluation of speech fluency (e.g., Evaluation must provide a quantitative and/or
stuttering, cluttering) qualitative description of the member's fluency level

and/or evaluation must provide a measurement of
speaking rate such as SPM (syllables per minute).
Member's fluency may be documented through
results of acommercial stuttering severity instrument
and/or description of frequency and severity, types
of dysfluencies, secondary characteristics, and self-
awareness/perception/self-correction.

92522 Evaluation of speech sound Not allowed on the Evaluation must provide a quantitative and/or
productions (e.g., articulation, same DOS as qualitative description of member's speech
phonological process, apraxia, 92523. intelligibility. Member's speech sound production
dysarthria) may be documented using results of standardized
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tests, reporting percent of intelligibility by familiar
and unfamiliar listeners when context is known and
unknown, and/or describing signs and symptoms of
disordered sound production.

92523 with evaluation of language Not alowed on the Evaluation must provide a quantitative and/or
comprehension and expression same DOS as qualitative description of member's speech
(e.g., receptive and expressive 92522. intelligibility. Member's abilities may be documented
language) using results of standardized tests, reporting percent

If the member is  of intelligibility by familiar and unfamiliar listeners
evaluated only for |when context is known and unknown, and/or
language, reporting signs and symptoms of disordered sound
procedure code  production and report of member's receptive and
92523 should be | expressive language abilities using standardized test
billed with modifier results, norm referenced data, developmental levels,

52. and/or estimate of language age-equivalent levels if
formal testing is unable to be completed.
92524 Behaviora and qualitative analysis of Evaluation must provide a quantitative and/or
voice and resonance qualitative measurement of the member's voice and

resonance including but not limited to perceptua
ratings of voice quality, pitch, and loudness, and
description of member's awareness of vocal
problem, and phonatory behaviors.

This procedure does not include instrumental

assessment.
92526 Treatment of swallowing dysfunction The member must have an identified physiological
and/or ora function for feeding swallowing and/or feeding problem. Thisisto be

documented using professional standards of practice
such as identifying oral phase, esophageal phase or
pharyngeal phase dysphagia, baseline of current
swallowing and feeding skills not limited to signs of
aspiration, an oral mechanism exam, report of how
nutrition is met, current diet restrictions,
compensation strategies used, and level of

assistance needed.
92597 Evaluation for use and/or fitting of Cannot use on the | This code describes the services to evauate a
voice prosthetic device to supplement same DOS as patient for the use of a voice prosthetic device (for
ora speech 96105. example, electrolarynx, tracheostomy-speaking

valve). Evauation of picture communication books,
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92607

92608""

92609

92610

97129

97130

Evaluation for prescription for
speech-generating augmentative and
alternative communication device,
face-to-face with the patient; first
hour

each additional 30 minutes

Therapeutic services for the use of
speech-generating device, including
programming and modification
Evaluation of ora and pharyngea
swallowing function

Therapeutic interventions that focus
on cognitive function (eg, attention,
memory, reasoning, executive
function, problem solving, and/or
pragmatic functioning) and
compensatory strategies to manage
the performance of an activity (eg,
managing time or schedules, initiating,
organizing, and sequencing tasks),
direct (one-on-one) patient contact;
initial 15 minutes

Therapeutic interventions that focus
on cognitive function (eg, attention,
memory, reasoning, executive
function, problem solving, and/or
pragmatic functioning) and

Cannot use on the
same DOS as
96105.

This code can only
be billed in
conjunction with
92607.

Wisconsin Medicaid

manua picture boards, sign language, the Picture
Exchange Communication System, picture cards,
gestures, etc., are not included in the reimbursement
for this code. Instead, use code 92506.

This code describes the services to evaluate a
patient to specify the speech-generating device
recommended to meet the member's needs and
capacity. This can also be used for re-evaluations.
Evaluation of picture communication books, manual
picture boards, sign language, the Picture Exchange
Communication System, picture cards, gestures,
etc., are not included in the reimbursement for this
code. Instead, use code 92506.

A maximum of 90 minutes is allowable. The
maximum allowable number of units for this service
isone unit of 92607 and one unit of 92608.

This code describes the face-to-face services
delivered to the member to adapt the device to the
member and train him or her in its use.
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compensatory strategies to manage
the performance of an activity (eg,
managing time or schedules, initiating,
organizing, and sequencing tasks),
direct (one-on-one) patient contact;
each additional 15 minutes (List
separately in addition to code for
primary procedure)

" The procedure code description defines this code as one hour. One unit of this code equals 1 hour. If less than one hour is used,
bill in decimals to the nearest quarter hour. For example, 45 minutes equals .75 units and 30 minutes equas .5 units. If more than
one hour of service is provided, up to one unit of code 92608 can be used in combination with this code.

** The procedure code description defines this code as 30 minutes. One unit of this code equals 30 minutes. If less than 30
minutes is used, hill in decimals to the nearest quarter hour. For example, 15 minutes equals .5 units.

Topic #2794

Speech and L anguage Pathology Procedure Codes

Allowable SLP (speech and language pathology) services are identified by the allowable CPT (Current Procedural Terminology)
procedure codes listed in the following table.

Note: All codes listed in this chart, if billed with an applicable POS (place of service) code, are eligible for natural environment
enhanced reimbursement. Providers may not submit claims for services for less than eight minutes. Most procedure codes for SLP
services do not have atime increment indicated in their description. Except as previously noted, a quantity of "1" indicates a
complete service. The daily service limitation for these codes is one.

Proccct)agéjre Description Lirilil'tlf:\;}%ns ForwardHealth Coverage Criteria
31575 Laryngoscopy, flexible; Use this code if the speech-language pathologist actually inserts
diagnostic alaryngoscope. Do not use this code if the speech-language
pathologist is providing an analysis and does not insert the
laryngoscope; instead, use code 92506 or 92610, as
appropriate. For treatment, use 92507 or 92526, as
appropriate. This service isto be performed according to the
ASHA (American Speech-Language-Hearing Association)
Code of Ethics and ASHA Training Guidelines for Laryngeal
Videoendoscopy/Stroboscopy.
31579 Laryngoscopy, flexible or Use this code if the speech-language pathologist actually inserts
rigid telescopic, with alaryngoscope. Do not use this code if the speech-language
stroboscopy pathologist is providing an analysis and does not insert the

laryngoscope; instead, use code 92506 or 92610, as
appropriate. This service is to be performed according to the
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92507 +

*

uc

92508

92511

92512

92520

92521
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Treatment of speech,
language, voice,
communication, and/or
auditory processing disorder
Treatment of speech,
language, voice,
communication, and/or
auditory processing disorder
group, two or more
individuals

Nasopharyngoscopy with
endoscope (separate
procedure)

Nasal function studies (eg,
rhinomanometry)

Laryngeal function studies (ie,
aerodynamic testing and
acoustic testing)

Evaluation of speech fluency
(e.g., stuttering, cluttering)

Wisconsin Medicaid

ASHA Code of Ethics and ASHA Training Guidelines for
Laryngea Videoendoscopy/Stroboscopy.

This code should be used for therapy services that address
communication/cognitive impairments, voice prosthetics, and
auditory rehabilitation.

Use this code for aural rehabilitation following a cochlear
implant.

"Group speech/language pathology treatment™ means the
delivery of SLP treatment procedures limited to the areas of
expressive language, receptive language, and hearing/auditory
training (auditory training, lip reading, and hearing-aid
orientation), in a group setting for up to four BadgerCare Plus
members (per Wis. Admin. Code § DHS 101.03[69]).

Use this code if the speech-language pathologist actually inserts
an endoscope. Do not use this code if the speech-language
pathologist is providing an analysis and does not insert the
scope; instead, use code 92506 or 92610, as appropriate. Use
this code for evaluation of dysphagia or assessment of
velopharyngeal insufficiency or incompetence. This service isto
be performed according to the ASHA Code of Ethics and
ASHA Training Guidelines for Laryngeal
Videoendoscopy/Stroboscopy.

Use this code if completing aerodynamic studies, oral
pressure/nasal airflow, flow/flow studies, or pressure/pressure
studies.

Use this code for laryngeal airflow studies, subglottic air
pressure studies, acoustic analysis, EGG (el ectroglottography)
laryngeal resistance.

Evaluation must provide a quantitative and/or qualitative
description of the member's fluency level and/or evaluation must
provide a measurement of speaking rate such as SPM (syllables
per minute). Member's fluency may be documented through
results of acommercial stuttering severity instrument and/or
description of frequency and severity, types of dysfluencies,
secondary characteristics, and self-awareness/perception/self-
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92522

92523

92524

92526

92597

Evaluation of speech sound

productions (e.g., articulation,

phonological process,
apraxia, dysarthria)

with evaluation of
language
comprehension and
expression (e.g.,
receptive and
expressive language)

Behavioral and qualitative
analysis of voice and
resonance

Treatment of swallowing
dysfunction and/or oral
function for feeding

Evduation for use and/or
fitting of voice prosthetic

device to supplement oral
speech

Not allowed on
the same DOS
(date of service)
as 92523.

Not allowed on
the same DOS as
92522.

If the member is
evaluated only for
language,
procedure code
92523 should be
billed with
modifier 52.

Cannot use on the
same DOS as
96105.
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correction.

Evauation must provide a quantitative and/or qualitative
description of member's speech intelligibility. Member's speech
sound production may be documented using results of
standardized tests, reporting percent of intelligibility by familiar
and unfamiliar listeners when context is known and unknown,
and/or describing signs and symptoms of disordered sound
production.

Evauation must provide a quantitative and/or qualitative
description of member's speech intelligibility. Member's abilities
may be documented using results of standardized tests,
reporting percent of intelligibility by familiar and unfamiliar
listeners when context is known and unknown, and/or reporting
signs and symptoms of disordered sound production and report
of member's receptive and expressive language abilities using
standardized test results, norm referenced data, developmental
levels, and/or estimate of language age-equivalent levels if
formal testing is unable to be completed.

Evauation must provide a quantitative and/or qualitative
measurement of the member's voice and resonance including
but not limited to perceptua ratings of voice quality, pitch, and
loudness, and description of member's awareness of vocal
problem, and phonatory behaviors.

This procedure does not include instrumental assessment.

The member must have an identified physiological swallowing
and/or feeding problem. Thisisto be documented using
professional standards of practice such asidentifying oral phase,
esophageal phase, or pharyngea phase dysphagia, baseline of
current swallowing and feeding skills not limited to signs of
aspiration, an oral mechanism exam, report of how nutrition is
met, current diet restrictions, compensation strategies used, and
level of assistance needed.

This code describes the services to evaluate a member for the
use of avoice prosthetic device (for example, electrolarynx,
tracheostomy-speaking valve). Evaluation of picture
communication books, manual picture boards, sign language,
the Picture Exchange Communication System, picture cards,
gestures, etc., are not included in the reimbursement for this

Page 108 of 367



92607""

92608" "

92609

92610

92611

92612

92614

92626

Therapies: Physical, Occupational, and Speech anﬁ%g\%ﬁgdgqyﬁ}ﬁgl- Bb?}Jgh March 31, 2023

Evaluation for prescription for | Cannot use on the

speech-generating

augmentative and alternative
communication device, face-
to-face with the patient; first

hour

each additional 30

minutes (List separately

in addition to code for
primary procedure)

Therapeutic services for the

use of speech-generating
device, including
programming and
modification

Evaluation of ora and
pharyngeal swallowing
function

Motion fluoroscopic
evaluation of swallowing
function by cine or video
recording

Flexible fiberoptic endoscopic
evaluation of swallowing by

cine or video recording;

Flexible fiberoptic endoscopic Only alowable
evaluation, laryngeal sensory 'when used in

testing by cine or video
recording;

Evauation of auditory
function for surgically
implanted device(s)

same DOS as

This code can be
billed only in
conjunction with

conjunction with

Wisconsin Medicaid

code. Instead, use code 92506.

This code describes the services to evaluate a member to
specify the speech-generating device recommended to meet the
member's needs and capacity. This can aso be used for re-
evaluations. Evaluation of picture communication books, manual
picture boards, sign language, the Picture Exchange
Communication System, picture cards, gestures, etc., are not
included in the reimbursement for this code. Instead, use code
92506.

The maximum allowable number of units for this service is one
unit of 92607 and one unit of 92608 (that is, a maximum of 90
minutes).

This code describes the face-to-face services delivered to the
member to adapt the device to the member and train him or her
inits use.

Accompanying a member to a swallow study is not
reimbursable. This code involves participation and interpretation
of results from the dynamic observation of the member
swallowing materials of various consistencies. It is observed
fluoroscopically and typically recorded on video. The evaluation
involves using the information to assess the member's
swallowing function and to develop a treatment.
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candidacy or postoperative
status of a surgicaly
implanted device(s); first hour

92627 Evauation of auditory
function for surgically
implanted device(s)
candidacy or postoperative
status of a surgicaly
implanted device(s); each
additiona 15 minutes (List
separately in addition to code
for primary procedure)

92700 Unlisted PA (prior authorization) is always required to use this code.
otorhinolaryngological service Use this code when no other CPT code description
or procedure appropriately describes the evaluation or treatment.
96105"°  Assessment of aphasia Cannot use on the
(includes assessment of same DOS as

expressive and receptive 92506, 92597,
speech and language function, 92607, or 92608.
language comprehension,
speech production ability,
reading, spelling, writing, eg,
by Boston Diagnostic
Aphasia Examination) with
interpretation and report, per
hour

97129 Therapeutic interventions that
focus on cognitive function
(eg, attention, memory,
reasoning, executive function,
problem solving, and/or
pragmatic functioning) and
compensatory strategies to
manage the performance of
an activity (eg, managing time
or schedules, initiating,
organizing, and sequencing
tasks), direct (one-on-one)
patient contact; initial 15
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minutes

97130 Therapeutic interventions that
focus on cognitive function
(eg, attention, memory,
reasoning, executive function,
problem solving, and/or
pragmatic functioning) and
compensatory strategies to
manage the performance of
an activity (eg, managing time
or schedules, initiating,
organizing, and sequencing
tasks), direct (one-on-one)
patient contact; each
additional 15 minutes (List
separately in addition to code
for primary procedure)

" Use 92507 with modifier "UC" for therapy following a cochlear implant.

** The procedure code description defines this code as one hour. One unit of this code = 1 hour. If less than one hour is used, bill
in decimals to the nearest quarter hour. For example, 45 minutes = .75 units and 30 minutes = .5 units. If more than one hour of
serviceis provided, up to one unit of code 92608 can be used in combination with this code.

" The procedure code description defines this code as 30 minutes. One unit of this code = 30 minutes. If less than 30 minutesis
used, bill in decimals to the nearest quarter hour. For example, 15 minutes = .5 units.

Topic #2751

Unit of Service

Some procedure code descriptions do not specify a unit of time. When an amount of time is not specified, the entire service, for
each DOS (date of service), equals one unit. For example, descriptions for 94667 (for PT (physical therapy) and OT
(occupational therapy) services) and 92612 (for SLP (speech and language pathology) services) do not specify the duration of the
service; therefore, one unit indicates the complete service.

Some procedure code descriptions specify a unit of time. When an amount of time is specified, that amount of time equals one
unit. For example, the description for 97032 (for PT and OT services) indicates "each 15 minutes;" therefore, 15 minutes are
equal to one unit. The description for 92607 (for SLP services) indicates "first hour;" therefore, one hour is equal to one unit.
In addition, part of aunit may be indicated by using a number with a decimal point. For example, in the case of 97140, 7.5

minutes are equal to .5 units. In the case of 92607, 30 minutes are equal to .5 units. (As with Medicare, SL P providers may not
submit a claim for services provided for less than eight minutes.)

Topic #643
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Unlisted Procedure Codes

According to the HCPCS (Healthcare Common Procedure Coding System) codebook, if a service is provided that is not
accurately described by other HCPCS CPT (Current Procedural Terminology) procedure codes, the service should be reported
using an unlisted procedure code.

Before considering using an unlisted, or NOC (not otherwise classified), procedure code, a provider should determine if thereis
another more specific code that could be indicated to describe the procedure or service being performed/provided. If thereisno
more specific code available, the provider is required 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 more timely claims processing.

Unlisted procedure codes should not be used to request adjusted reimbursement for a procedure for which there is a more
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 ForwardHealth Portal for details about these unlisted codes.

For most unlisted codes, ForwardHealth requires additional documentation.

Unlisted Codes That Require Prior Authorization

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

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 information:

1 Specifically identify or describe the name of the procedure/service being performed or billed under the unlisted code.
1 List/justify why other codes are not appropriate.

1 Include only relevant documentation.

1 Include all required clinical/supporting documentation.

For most situations, once the provider has an approved PA request for the unlisted procedure code, there is no need to submit
additional documentation along with the claim.

Unlisted Codes That Do Not Require Prior Authorization

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 procedure/service rendered must be sufficient to allow ForwardHealth to determine the nature and scope of the
procedure and to determine whether or not the procedure is covered and was medically necessary, as defined in Wisconsin
Administrative Code.

The documentation submitted should provide the following information related to the unlisted code:
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1 Specifically identify or describe the name of the procedure/service being performed or billed under the unlisted code.
1 List/justify why other codes are not appropriate.
1 Include only relevant documentation.

How to Submit Claims and Related Documentation

Claims including an unlisted procedure code and supporting documentation may be submitted to ForwardHealth in the following
ways.

1 If submitting on paper using the 1500 Health Insurance Claim Form ((02/12)), the provider may do either of the following:

i Include supporting information/description in Item Number 19 of the claim form.

i Include supporting documentation on a separate paper attachment. This option should be used if Item Number 19 on
the 1500 Hedlth Insurance Claim Form does not allow enough space for the description or when billing multiple
unlisted procedure codes. Providers should indicate "See Attachment" in Item Number 19 of the claim form and
send the supporting documentation along with the claim form.

1 If submitting electronically using DDE (Direct Data Entry) on the Portal, PES (Provider Electronic Solutions) software, or
837 (837 Health Care Claim) electronic transactions, the provider may do one of the following:

i Include supporting documentation in the Notes field. The Notes field is limited to 80 characters.

i Indicate 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 Notes field of the electronic transaction and submit the supporting
documentation on paper.

i Upload claim attachments via the secure Provider area of the Portal.

Topic #830

Valid Codes Required on Claims

ForwardHealth requires that all codes indicated on claims and PA (prior authorization) requests, including diagnosis codes,
revenue codes, HCPCS (Healthcare Common Procedure Coding System) codes, HIPPS (Health Insurance Prospective Payment
System) codes, and CPT (Current Procedural Terminology) codes be valid codes. Claims received without valid diagnosis codes,
revenue codes, and HCPCS, HIPPS, or CPT codes will be denied; PA requests received without valid codes will be returned to
the provider. Providers should refer to current national coding and billing manuals for information on valid code sets.

Code Validity

In order for acode to be valid, it must reflect the highest number of required characters as indicated by its national coding and
billing manual. If a stakeholder uses a code that is not valid, ForwardHealth will deny the claim or return the PA request, and it will
need to be resubmitted with avalid code.

Code Specificity for Diagnosis

All codes alow ahigh level of detail for a condition. The level of detail for ICD (International Classification of Diseases) diagnosis
codes is expressed as the level of specificity. In order for a code to be valid, it must reflect the highest level of specificity (that is,
contain the highest number of characters) required by the code set. For some codes, this could be as few as three characters. If a
stakeholder uses an ICD diagnosis code that is not valid (that is, not to the specific number of characters required),
ForwardHealth will deny the claim or return the PA request, and it will need to be resubmitted with avalid ICD diagnosis code.
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Covered Services and Requirements

Topic #2750

A Comprehensive Overview

Covered PT (physical therapy), OT (occupational therapy), and SLP (speech and language pathology) services are identified by
the PT, OT, and SLP procedure codes compiled by BadgerCare Plus.

The DME (durable medical equipment) and DM S (disposable medical supplies) indices may be referenced for DME and DMS
that may be provided by PT, OT, and SLP providers.

Providers may refer to the DME and DMS service areas for more information about policy, PA (prior authorization)
requirements, and claims submission instruction for DME/DMS services.

Topic #2749

Daily Limitations

For PT (physical therapy), OT (occupational therapy), and SLP (speech and language pathology) procedure codes that specify
the unit of time, Wisconsin Medicaid does not reimburse PT, OT, and SLP providers beyond 90 minutes per day unless
additional time is requested and approved through an adjustment request to an allowed claim. Services provided beyond this daily
limit generally exceed the medically necessary, reasonable, and appropriate duration of PT, OT, and SLP services.

In addition, the same modality may not be reimbursed as a PT service and an OT service on the same DOS (date of service) for
the same member.

Many PT, OT, and SLP services may be provided only alimited number of times per day. Daily service limitations are indicated
inthe PT, OT, and SLP procedure code lists and in the PT, OT, and SLP Birth to 3 procedure code lists.

Topic #44

Definition of Covered Services

A covered service is a service, item, or supply for which reimbursement is available when all program requirements are met. Wis.
Admin. Code § DHS 101.03(35) and ch. DHS 107 contain more information about covered services.

Topic #2748

Duplicate Services

Duplicate services may not be reimbursed by Wisconsin Medicaid. Wisconsin Medicaid may deny payment when another
provider has avalid PA (prior authorization) for duplicate PT (physical therapy), OT (occupationa therapy), and SLP (speech
and language pathology) services or when prior payment for duplicate services has been made to another provider.

To avoid potential claim denials resulting from duplicate services, providers are encouraged to request PA when they are unsure
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whether the member has received, or is currently receiving, PT, OT, or SLP services from another provider.

Topic #2747

Durable Medical Equipment and Disposable M edical
Supplies

Certain DME (durable medical equipment) and DMS (disposable medical supplies) may be provided by PT (physical therapy),
OT (occupational therapy), and SLP (speech and language pathology) providers. As with all covered services, DME and DMS

must meet al program requirements, which can be found in the DME or DM S service area.

Note: Most DMS used when providing a service are considered part of the provider's overhead cost and are not separately
reimbursable. For example, gloves used during PT, OT, and SLP sessions are not covered.

For DME and DMS that may be provided by PT, OT, and SLP providers, refer to the DME and DM S indices.

Topic #85

Emergencies

Certain program requirements and reimbursement procedures are modified in emergency situations. Emergency services are
defined in Wis. Admin. Code 8§ DHS 101.03(52), as "those services that are necessary to prevent the death or serious impairment
of the health of theindividual." Emergency services are not reimbursed unless they are covered services.

Additional definitions and procedures for emergencies exist in other situations, such as dental and mental health.

Program requirements and reimbursement procedures may be modified in the following ways:

1 PA (prior authorization) or other program requirements may be waived in emergency situations.
1 Non-U.S. citizens may be eligible for covered services in emergency situations.

Topic #2746

Evaluations

For covered services, ForwardHealth accepts a signed and dated physician prescription for evaluation and treatment as the initial
order for evaluation and as the initial POC (plans of care) for PT (physical therapy), OT (occupationa therapy), and SLP (speech
and language pathology) services. The prescription may be written by the physician or by the provider who makes a written
record of the physician's verbal order. If the prescription is for evauation and treatment, both are reimbursable on the initiadl DOS
(date of service) when both are medically necessary.

Note: PA (prior authorization) is not required for reimbursement of OT, PT or SLP evaluations or re-evaluations.

If treatment begins on the same DOS as the evaluation, the providing therapist is required to either write or dictate an initial
therapy POC by the close of business the day following the evaluation or by the close of business on the therapist's next scheduled
work day. The prescribing physician is required to review, sign, and date the initial therapy POC promptly, but no later than 30
calendar days from the date the initial therapy POC was written or dictated.

If the physician wrote the prescription as "evaluation” or "evaluation only,” reimbursement for treatment will not be allowable until
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the therapist writes or dictates a therapy POC and the physician reviews, signs, and dates the POC, or until the therapist has
received a physician's verbal order to treat that has been reduced to writing. The prescribing physician is required to review, sign,
and date the initial therapy POC promptly, but no later than 30 calendar days from the date the initial therapy POC was
committed to writing or dictated.

Evaluations are not reimbursed by ForwardHealth when any of the following are true:
1 A screening is sufficient.
1 Professional skills of aPT, OT, SLP provider are not required to perform the evaluation.
1 The evduation is completed solely because of a change in one of the following:
i The member's other health insurance coverage
i ThePT, OT, or SLP provider's employment status (e.g., business ownership)
1 The evaluation is not medically necessary (e.g., an evaluation performed for the purpose of vocational training).
1 The PT, OT, or SLP provider reports a change in the member's status, but the POC is not updated to reflect this change.

Topic #2745

Group Therapy

Group therapy may be reimbursed by Wisconsin Medicaid for OT (occupational therapy), PT (physical therapy) and SLP
(speech and language pathology) services.

Group Occupational Therapy Services
A group setting for OT may consist of either of the following:
1 Up to six patients supervised by one Medicaid-enrolled occupational therapist

1 Six to 12 patients supervised by two qualified OT staff members, one of whom is a Medicaid-enrolled occupational
therapist

Group Physical Therapy Services
A group setting for PT may consist of either of the following:
1 Two-five individuas supervised by one Medicaid-enrolled physical therapist or physical therapist assistant
1 Six-10 individuals supervised by two qualified PT staff members, one of whom is a Medicaid-enrolled physical therapist or
physical therapist assistant
PT aides may not be reimbursed for group PT servicesin either group therapy setting.
Documentation Requirements and Clinical Appropriateness
Documentation in each member's medical record should include the DOS for the group session as well as the following:
1 The reason group therapy is medically necessary, the most appropriate mode of therapy for the member, and how group
therapy will contribute to the member's anticipated progression to individuaized goals
1 The skilled services that were provided during the group therapy session
1 Documentation of the total group therapy session duration in minutes

1 Documentation of the number of patients and the number of providers for each group therapy session

The member's POC (plan of care) should offer the most effective and efficient treatment and balance appropriate resources to
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provide the best possible outcomes. Group therapy sessions should be of sufficient length to address the needs of each of the
individuals in the group without requiring direct one-on-one patient contact.

Providers must review ForwardHealth PA (prior authorization) policy regarding PA limits for PT servicesif there are
circumstances that may require PA for any individuals participating in the group therapy session, including SOI (spell of illness)
requirements. (Refer to the PA section of the Therapies: Physical, Occupational, and Speech and Language Pathology service
area for more information about PA policy for PT services.)

Group Speech and L anguage Pathology Services

A group setting for SLP may consist of up to four BadgerCare Plus members. SLP group therapy is limited to the areas of
expressive language, hearing or auditory training, or receptive language.

Topic #4571

| nfor mation Regarding Evaluations

Frequently Asked Questions Regar ding Evaluations

ForwardHealth covers evauations for PT (physical therapy), OT (occupationa therapy), and SLP (speech language pathology),
when all applicable rules and regulations are met. The following questions and answers are offered to assist providers with
information regarding BadgerCare Plus coverage of therapy evaluations:

Q: Does an evaluation need to be completed before submitting a PA (prior authorization) request?

A: Yes. ForwardHealth reviews both the PA request and the written report of the comprehensive evaluation submitted with the
PA request to determine if the service is medically necessary. Thisis an exception to the general rule that PA should be granted
before a serviceis performed.

Q: Does Wisconsin Medicaid pay for screenings?

A: No. Wisconsin Medicaid does not reimburse therapy providers for screening services.

Topic #84

Medical Necessity

Wisconsin Medicaid reimburses only for services that are medically necessary as defined under Wis. Admin. Code 8 DHS
101.03(96m). Wisconsin Medicaid may deny or recoup payment if a service fails to meet Medicaid medica necessity
requirements.

Topic #36

Member Payment for Covered Services

Under state and federal laws, a Medicaid-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 requirements. Denia of a
claim by ForwardHealth does not necessarily render a member liable. However, a covered service for which PA (prior
authorization) was denied is treated as a noncovered service. (If amember chooses to receive an originaly requested service
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instead of the service approved on amodified PA request, it is also treated as a noncovered service)) If a member 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 sanctions including termination of Medicaid enrollment.

Topic #2743

Natural Environments

Federal regulations require that providers deliver al Birth to 3 servicesin the child's natural environment to the maximum extent
possible. Birth to 3 services may be provided in a setting other than a natural environment only when outcomes cannot be
satisfactorily achieved in the child's natural environment.

Topic #66

Program Requirements

For a covered service to meet program requirements, the service must be provided by a quaified Medicaid-enrolled provider to
an enrolled member. In addition, the service must meet al applicable program requirements, including, but not limited to, medical
necessity, PA (prior authorization), claims submission, prescription, and documentation requirements.

Topic #2742

To receive Medicaid reimbursement for a covered service, all Medicaid requirements must be met. For PT (physica therapy), OT
(occupational therapy), and SLP (speech and language pathology) services, the following statements must be true:

Professional skills of a PT, OT, or SLP provider are required to meet the member's therapy treatment needs.
Services are cost-effective when compared with other services that meet the member's needs.

Services are established in awritten POC (plan of care) before they are provided.

Services are medically necessary as defined under Wis. Admin. Code 8§ DHS 101.03(96m).

Services are performed by a Medicaid-enrolled provider and supervision requirements are met.

Services are prescribed by a physician.

Services are prior authorized by ForwardHealth, when applicable.

Topic #21278

Reguesting Services for MembersUnder Age 21

ForwardHealth covers community-based OT (occupational therapy), PT (physical therapy), and SLP (speech and language
pathology) services provided to members under the age of 21 when the primary objective for treatment is to support the
member's home- and community-based needs.

For members aged 0-3 years, ForwardHealth does not consider community-based OT, PT, and SLP to be duplicative of
services received through the Birth to 3 Program. Members in the 0-3 age range may require services through both the Birth to 3
Program and through the outpatient therapy setting out of medical necessity. Participation in OT, PT, and SLP servicesin one
setting is not intended to replace services in the other setting.

Topic #20218
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Serial Casting

ForwardHealth allows an OT (occupational therapist) or PT (physical therapist) to bill for seria casting using general casting and
casting supply codes. Seria casting is the process of repeated application of casts at ajoint for the purpose of increasing range of
motion. A list of allowable physical therapy and occupational therapy procedure codes including allowable general casting and
casting supply codesis available.

Seria casting does not include the application of a cast, or subsequent casts, to immobilize ajoint following fracture, injury, or
surgery. Claims will be denied for general casting codes and casting supply codes submitted by OTs or PTs, as arendering
provider, for the purpose of immobilizing ajoint following afracture, injury or surgery.

Reimbur sement
ForwardHealth's reimbursement for general casting codes includes evaluation time, fitting time, and follow-up time. Cast materials

are reimbursable when billed separately with the appropriate HCPCS (Healthcare Common Procedure Coding System)
procedure code(s).

Prior Authorization

After thefirst 35 visits covered by the initia SOI (spell of illness), PA (prior authorization) is required.

Claim Submission

OTsand PTs are required to submit a professiona claim for seria casting using the appropriate CPT (Current Procedural
Terminology) genera casting and HCPCS casting supply procedure code(s).

Required Modifiers

Providers are required to use the following modifiers with the appropriate CPT genera casting procedure code(s) and HCPCS
casting supply code(s) for claims and PA requests:

1 GO (Services ddlivered under an outpatient occupationa therapy plan of care)
1 GP (Services delivered under an outpatient physical therapist plan of care)

Diagnosis Codes

ICD-10 (International Classification of Diseases, 10th Revision) diagnosis codes related to a condition that requires the repeated
application of casts at ajoint for the purpose of increasing range of motion are allowable for seria casting claims. ForwardHealth
does not cover serial casting for the treatment of fractures; therefore, diagnosis codes related to immobilizing ajoint following a
fracture, injury or surgery (diagnosis code range including but not limited to S00.00-T88.9) are not reimbursable for seria casting
performed by an OT or PT.

Topic #824

Services That Do Not Meet Program Requirements

As stated in Wis. Admin. Code § DHS 107.02(2), BadgerCare Plus and Wisconsin Medicaid may deny or recoup payment for
covered services that fail to meet program requirements.
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Examples of covered services that do not meet program requirements include the following:

1 Services for which records or other documentation were not prepared or maintained

1 Services for which the provider fails to meet any or al of the requirements of Wis. Admin. Code 8 DHS 106.03, including,
but not limited to, the requirements regarding timely submission of claims

1 Servicesthat fail to comply with requirements or state and federal statutes, rules, and regulations

1 Services that the Wisconsin DHS (Department of Health Services), the PRO (Peer Review Organization) review process,
or BadgerCare Plus determines to be inappropriate, in excess of accepted standards of reasonableness or less costly
aternative services, or of excessive frequency or duration

1 Services provided by a provider who fails or refuses to meet and maintain any of the enrollment requirements under Wis.
Admin. Code ch. DHS 105

1 Services provided by a provider who fails or refuses to provide access to records

1 Services provided inconsistent with an intermediate sanction or sanctions imposed by DHS

Topic #2744

Spell of 1liness Policy Basics

An SOI (spell of illness) begins with the first day of evaluation or treatment and ends when the services are no longer required or
after the allowable DOS (dates of service) have been used, whichever comes first. The alowable DOS include any treatments
covered by other health insurance sources or any treatments provided by another provider in any setting except for PT (physical
therapy), OT (occupational therapy), and SLP (speech and language pathology) services provided in schools, which do not count
toward the initial SOI under Wisconsin Medicaid and BadgerCare Plus.

Per Wis. Admin. Code § DHS 107.16(2)(c), DHS 107.17(2)(c), and DHS 107.18(2)(c), the following conditions may justify an
SOl

1 An acute onset of anew disease, injury, or condition such as neuromuscular dysfunction, including stroke-hemiparesis, MS
(multiple sclerosis), Parkinson's disease, and diabetic neuropathy

1 An acute onset of a new disease, injury, or condition such as musculoskeletal dysfunction, including fracture, amputation,
strains and sprains, and complications associated with surgical procedures

1 An acute onset of a new disease, injury, or condition such as problems and complications associated with physiological
dysfunction, including severe pain, vascular conditions, and cardio-pulmonary conditions

1 An exacerbation of a pre-existing condition including, but not limited to, MS, RA (rheumatoid arthritis), or Parkinson's
disease

1 A regression in the member's condition due to alack of therapy, as indicated by a decrease of functional ahility, strength,
mobility, or motion

Providers are reminded that "a regression in the member's condition" relates to aregression in the member's ability to participate in
functional activities that he/sheistypically able to perform due to a "lack of" therapy services, as indicated by "a decrease of
strength, mobility, or motion™ (or an impairment that requires the skills of atherapist to treat).

Initial Spell of 11lness

Up to 35 DOS are allowed for each therapy discipline the first time a member requires PT, OT, or SLP servicesin his or her
lifetime. Thisis called the member'sinitial SOI. The member'sinitial SOI does not require PA (prior authorization). However,
some services always require PA, even when they are provided during a member'sinitial SOI.

Theinitial SOI begins with the first day of evaluation or treatment and ends when the services are no longer required or after the
35 DOS, whichever comesfirst. The 35 DOS include any treatments covered by other health insurance sources. If after 35 DOS
the member's condition requires additional PT, OT, or SLP services, PA isrequired.
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To receive Medicaid reimbursement, PT, OT, and SLP services provided within the initial 35 DOS must meet the same medical
necessity requirements as PT, OT, and SLP services that require PA.

Therapy services provided as SBS (school-based services) do not count against the allowable number of DOS.

Subsequent Spells of 11Iness
After the initial SOI, any new disease, injury, medical condition, or increased severity of a pre-existing medical condition that

requires PT, OT, or SLP servicesis called a subsequent SOI. A subsequent SOI always requires PA. When approved, the PA
for a subsequent SOI is granted with 20 DOS to be used over six months between the grant and end dates.

Unused Dates of Service

Unused DOS from one SOI cannot be carried over into a new SOI. When a new, approved SOI occurs during an existing SO,
the current SOI ends, and a new one begins.

New Spellsof IlIness

If amember who is being treated under an existing SOI requires treatment for a new disease, injury, or medica condition, a new
PA request to treat both conditions must be submitted. In this situation, providers are required to:

1 Enddate the existing SOI PA using the Prior Authorization Amendment Request (F-11042 (07/2012)).

AND

1 Submit anew SOI PA reguest using the PA/SOIA (Prior Authorization/Spell of [liness Attachment, F-11039 (10/2015))
form to treat both conditions if the new condition meets the requirements for SOI.

OR

1 Submit a new therapy PA request using the PA/TA (Prior Authorization/Therapy Attachment, F-11008 (08/2017)) to treat
both conditions if the new condition does not meet the requirements for SOI.

Providers are reminded claims cannot be submitted for DOS for the new disease, injury, or medical condition until the new PA
request has been approved.

Services unrelated to the condition under which the SOI was approved may not be billed under the approved PA request for that
SOI and require a separate PA request.
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HealthCheck " Other Services"

Topic #22

Definition of HealthCheck " Other Services'

HealthCheck is the term used for EPSDT (Early and Periodic Screening, Diagnosis, and Treatment) in Wisconsin. The
HealthCheck benefit provides periodic, comprehensive health screening exams (also known as "well child checks'), aswell as
interperiodic screens, outreach and case management, and additional medically necessary services (referred to as HealthCheck
"Other Services") for members under 21 years of age.

Wisconsin Medicaid covers most diagnostic and intervention services a member may need. However, federa law requires that
states provide any additional health care services that are coverable under the federal Medicaid program and found to be
medically necessary to treat, correct, or reduce illnesses and conditions discovered regardless of whether or not the serviceis
covered in a state's Medicaid program. HealthCheck "Other Services® is Wisconsin's term for this federal requirement.

The requested service must be allowable under federal Medicaid law, per 8 1905(a) of the Social Security Act, and must be
medically necessary and reasonable for the member to be covered by Wisconsin Medicaid, per Wis. Admin. Code § DHS
107.02(3)(e). Most HealthCheck "Other Services' require PA (prior authorization) per Wis. Admin. Code § DHS 107.02.

Topic #1

Prior Authorization for HealthCheck " Other Services"

Providers submitting PA (prior authorization) requests for HealthCheck "Other Services' should review the two types of PA
requests. The following types of PA requests have their own submission requirements:

1 Requests for exceptions to coverage limitations
1 Requests for federally allowable Medicaid services not routinely covered by Wisconsin Medicaid

PA Submission Requirementsfor Exceptionsto Coverage Limitations

HealthCheck "Other Services' may additionally cover established Medicaid health care services that are limited in coverage for
members under 21 years of age.

If aPA request is submitted requesting additional coverage for a benefit where there is established policy, the request is
automatically processed under the HealthCheck "Other Services' benefit to evaluate whether the requested serviceislikely to
correct or ameliorate the member's condition, including maintaining current status or preventing regression.

Examples of coverage limitations include service amounts that are prohibited by policy, or the requested service is not expected to
result in a favorable improvement in the member's condition or diagnosis.

Every PA request for a member under age 21 isfirst processed according to standard Medicaid guidelines and then reviewed
under HealthCheck "Other Services' guidelines. For these reasons, providers do not need to take additiona action to identify the
PA request as a HealthCheck "Other Services' request.

If an established benefit will be requested at alevel that exceeds Wisconsin Medicaid coverage limits, in addition to the required
PA documentation detailed in the appropriate service area of the Online Handbook, the request should provide:
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1 Therationale detailing why standard coverage is not considered acceptable to address the identified condition.
1 Therationale detailing why the requested service is needed to correct or ameliorate the member's condition.

PA Submission Requirementsfor Services Not Routinely Covered by
Wisconsin Medicaid

HealthCheck "Other Services" allows coverage of health care services that are not routinely covered by Wisconsin Medicaid, but
are federally allowable and medically necessary to maintain, improve, or correct the member's physica and mental health, per §
1905(a) of the Social Security Act. These HealthCheck "Other Services' require PA since the determination of medical necessity
is made on a case-by-case basis depending on the needs of the member.

If aPA request is submitted requesting coverage for a service that does not have established policy and is not an exception to
coverage limitations, the provider is required to identify the PA as a HealthCheck "Other Services' request by checking the
HealthCheck " Other Services' box and submit the following information:

1 A current, valid order or prescription for the service being requested:

i Prescriptions are valid for 12 or fewer months from the date of the signature (depending on the service area).

i Updated prescriptions may be required more frequently for some benefits.

1 A completed PA/RF (Prior Authorization Reguest Form, F-11018 (05/2013)), for most service areas, including the
following:

i For Element 1, check the HealthCheck " Other Services' box.

i For Element 19, enter the procedure code that most accurately describes the service, even if the code is not
ordinarily covered by Wisconsin Medicaid. Unlisted procedure codes can be requested if the service is not
accurately described by existing procedure codes.

i For Element 20, enter informational procedure code modifier EP (Service provided as part of Medicaid early
periodic screening diagnosis and treatment [EPSDT] program) to indicate that the serviceis requested as a
HealthCheck "Other Services" benefit.

i For Element 22, include the description of the service.

1 A completed PA/DRF (Prior Authorization/Dental Request Form, F-11035 (07/2012)), or PA/HIASL (Prior
Authorization Reguest for Hearing Instrument and Audiological Services, F-11020 (05/2013)) when the PA/RF is not
applicable

1 A PA attachment form(s) for the related service area, if known, or clinical documentation substantiating the medical
necessity of the requested procedure code and:

i Therationale detailing why services typicaly covered by Wisconsin Medicaid are not considered acceptable to
address the identified condition or why services were discontinued.

i Therationale detailing why the requested service is needed to correct or ameliorate the member's condition.

Note: Providers may call Provider Services to determine the appropriate PA attachment.
1 Evidence the requested service is clinically effective and not harmful (If the requested service is new to Wisconsin
Medicaid, additional documentation regarding current research and/or safety of the intervention may be submitted.)
1 The MSRP (manufacturer's suggested retail price) for requested equipment or supplies
1 The 11-digit NDC (National Drug Code) for any dispensed OTC (over-the-counter) drugs on pharmacy PA requests
Providers may call Provider Services for more information about HealthCheck "Other Services."

If the PA request is incomplete or additional information is needed to substantiate the necessity of the requested service, the PA
request will be returned to the provider. A return for more information is not a denial.

Topic #41
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Reguirements

For a service to be reimbursed through HealthCheck "Other Services," the following requirements must be met:

1 Theserviceis provided to a member who is under 21 years of age.
1 The sarviceis coverable under federal Medicaid law.

1 The serviceis medically necessary and reasonable.

1 The serviceis prior authorized before it is provided.

1 Services currently available are not considered acceptable to treat the identified condition.

ForwardHealth has the authority to do all of the following:
1 Review the medical necessity of al requests.
1 Establish criteriafor the provision of such services.
1 Determine the amount, duration, and scope of services as long as the authorized amount is reasonable and maintains the
preventive intent of the HealthCheck benefit.

HealthCheck "Other Services' does not include reimbursement in excess of ForwardHealth published maximum allowable fees.

All PA (prior authorization) requests must follow NCCI (National Correct Coding Initiative) guidelines.
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Home Health Equipment

Topic #1747

Speech Generating Devices, Synthesized

Purchase, rental, and repair of dedicated synthesized SGDs (Speech Generating Device) are covered when PA (Prior
Authorization) criteria are met. The device must improve a member's communication ability when alternative natura
communication methods are not feasible or are inadequate for their daily functional communication.

ForwardHealth recommends that members undergo an up to 90 day trial period with the synthesized SGD before a PA request
for purchase is submitted. Thistrial period is not required prior to submitting a PA for the purchase; however, the trial period
alows the member to demonstrate progress related to targeted SGD communication skills during and outside of treatment
sessions and within targeted interactions (for example, with a caregiver or other team members). Documented progress during the
trial period can help substantiate the medical necessity of the SGD purchase request.

Note: In limited circumstances, such as a member with amyotrophic lateral sclerosis, if the member demonstrated proficiency with
the device at the end of the initial evaluation, the provider should consider submission of a PA to purchase the SGD without
further trial of the device or additional therapy data.

Accessories

The following accessories are included in the purchase of a SGD, and are not separately reimbursable at the time of initial
purchase:

1 AC adapters

1 All applicable software programs
1 Batteries

1 Battery chargers

1 Nonintegrated keyboards

1 Protective case or covers
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Noncovered Services

Topic #68

Definition of Noncovered Services

A noncovered serviceisaservice, item, or supply for which reimbursement is not available. Wis. Admin. Code 8 DHS 101.03
(103) and ch. 107 contain more information about noncovered services. In addition, Wis. Admin. Code § DHS 107.03 contains
agenerad list of noncovered services.

Topic #104

Member Payment for Noncovered Services

A provider may collect payment from a member for noncovered services if certain conditions are met.

Providers may not collect payment from a member, or authorized person acting on behalf of the member, for certain noncovered
services or activities provided in connection with covered services, including the following:

1 Charges for missed appointments
1 Charges for telephone calls

1 Charges for time involved in completing necessary forms, claims, or reports
1 Trandation services

Missed Appointments

The federal CM S (Centers for Medicare and Medicaid Services) does not allow state Medicaid programs to permit providers to
collect payment from a member, or authorized person acting on behalf of the member, for a missed appointment.

Avoiding Missed Appointments
ForwardHealth offers the following suggestions to help avoid missed appointments:

1 Remind members of upcoming appointments (by telephone or postcard) prior to scheduled appointments.

1 If amember needs assistance in obtaining transportation to a medical appointment, encourage the member to call the
NEMT (non-emergency medical transportation) manager contracted with the Wisconsin DHS (Department of Health
Services). Most Medicaid and BadgerCare Plus members may receive NEMT services through the NEMT manager if they
have no other way to receive aride. Refer to the NEMT service area for more information.

1 If the appointment is made through the HealthCheck screening or targeted case management programs, encourage the staff
from those programs to ensure that 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 trandlation services.

Providers should call the Affirmative Action and Civil Rights Compliance Officer at 608-266-9372 for information about when
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translation services are required by federal law. Providers may also write to the following address:

AA/CRC Office

1 W Wilson St Rm 561
PO Box 7850

Madison WI 53707-7850
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Telehealth

Topic #22617

Birth to 3 Telehealth Services

ForwardHealth reimburses therapy providers supplying services as part of the Birth to 3 Program at an enhanced rate when
occupational therapy, physical therapy, and/or speech therapy is performed using teleheath and the member is located in their
natural environment as defined in both 34 C.F.R. Part 303 and Wis. Admin. Code 8§ DHS 90.03(25).

To receive this reimbursement, therapy providers must meet al other requirements and indicate the following modifier types when
submitting a claim:

1 Therapy type modifier: GN (Services delivered under an outpatient speech language pathology plan of care), GO (Services
delivered under an outpatient occupational therapy plan of care), or GP (Services delivered under an outpatient physical
therapy plan of care)

1 Birth to 3 enhanced rate modifier: TL (Early IFSP (intervention/individualized family service plan))

1 Telehealth modifier: GQ, GT, FQ, or 93

Therapy providers must aso indicate the POS (place of service) where the therapy is performed. Allowable POS codes are as
follows:

02 (Telehealth Provided Other than in Patient's Home)
04 (Homeless Shelter)

10 (Telehedlth Provided in Patient's Home)

12 (Home)

99 (Other Place of Service)

Topic #22739

Originating and Distant Sites

The originating site is where the member is located during a telehealth visit. Only the provider at the originating site can bill for an
originating site fee for hosting the member. The originating site should not use telehealth modifiers on the claims since al services
are provided in-person. The distant site is where the provider is located during the telehedlth visit. The provider who is providing
health care services to the member via telehealth cannot bill the originating site fee because they are not hosting the member.

The following locations are eligible for the originating site fee under permanent telehealth policy:

1 Office or clinic:
i Medica
i Denta
i Therapies (physica therapy, occupational therapy, speech and language pathology)
i Behaviora and mental health agencies
Hospita
Skilled nursing facility
Community mental health center
Intermediate care facility for individuals with intellectual disabilities
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1 Pharmacy
1 Day treatment facility
1 Residential substance use disorder treatment facility

Claims Submission and Rembursement for Distant Site Providers

Claims for services provided viatelehedth by distant site providers must be billed with the same procedure code as would be
used for aface-to-face encounter along with modifiers GQ, GT, FQ, or 93.

Note: Only the service rendered from the distant site must be billed with modifier GQ. The originating site for asynchronous
servicesis not eligible to receive an originating site fee.

Claims must also include either POS (place of service) code 02 or 10. ForwardHealth reimburses the service rendered by distant
site providers at the same rate as when the service is provided face-to-face.

Ancillary Providers

Claims for services provided via telehealth by distant site ancillary providers should continue to be submitted under the supervising
physician's NPI (National Provider Identifier) using the lowest appropriate level office or outpatient visit procedure code or other
appropriate CPT (Current Procedural Terminology) code for the service performed. These services must be provided under the
direct on-site supervision of a physician who is located at the same physical site as the ancillary provider and must be documented
in the same manner as services that are provided face to face.

Refer to the Supervision topic for additional information.

Pediatric and Health Professional Shortage Area-Eligible Services

Claims for services provided via telehealth by distant site providers may additionally qualify for pediatric (services for members 18
years of age and under) or HPSA (Health Professional Shortage Area)-enhanced reimbursement. Pediatric and HPSA-€ligible

providers are required to indicate POS code 02 or 10, along with modifier GQ, GT, FQ, or 93 and the applicable pediatric or
HPSA modifier, when submitting claims that qualify for enhanced reimbursement.

Claims Submission and Reimbursement for Originating Site Fee

In addition to reimbursement to the distant site provider, ForwardHealth reimburses an originating site fee for the staff and
equipment at the originating site requisite to provide a service via telehealth. Eligible providers who serve as the originating site
should bill the fee with HCPCS procedure code Q3014 (Telehealth originating site fee). Modifier GQ, GT, FQ, or 93 should not
be included with procedure code Q3014.

Outpatient hospitals, including emergency departments, must bill HCPCS procedure code Q3014 on an institutional claim form as
a separate line item with revenue code 0780. ForwardHealth will reimburse hospitals for the fee based on the standard hospital
reimbursement methodology. ForwardHealth will reimburse these providers for the fee based on the provider's standard
reimbursement methodol ogy.

All other providers should bill HCPCS procedure code Q3014 with a POS code that represents where the member is located
during the service. The POS must be a ForwardHealth-allowable originating site for HCPCS procedure code Q3014 in order to
be reimbursed for the originating site fee. Billing-only provider types must include an allowable rendering provider on the claim
form. The originating site fee is reimbursed based on a maximum allowable fee.

Although FQHCs are not directly reimbursed an originating site fee, HCPCS procedure code Q3014 should be billed for tracking
purposes and for consideration in any potential future changes in scope.
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To receive reimbursement, the originating site must:

1 Utilize an interactive audiovisual telecommunications system that permits real-time communication between the provider at
the distant site and the member at the originating site.

Bein aphysical location that ensures privacy.

Provide access to broadband internet with sufficient bandwidth to transmit audio and video data.

Provide access to support staff to assist with technical components of the telehealth visit.

Be compliant with Health Insurance Portability and Accountability Act of 1996 standards.

Federally Qualified Health Centers and Rural Health Clinics

For the purpose of this Online Handbook topic, FQHC (Federaly Qualified Health Center) refers to Tribal and Out-of- State
FQHCs. Thistopic does not apply to Community Health Centers subject to PPS (prospective payment system) reimbursement.

FQHCs and RHCs (rural health clinics) may serve as originating site and distant site providers for telehealth services.

Distant Site

FQHCs and RHCs may report services provided via telehealth on the cost settlement report when the FQHC or RHC served as
the distant site and the member is an established patient of the FQHC or RHC at the time of the telehealth service. For currently
covered services, servicesthat are considered direct when provided in-person will be considered direct when provided via
telehealth for FQHCs.

Services billed with modifier GQ, GT, FQ, or 93 will be considered under the PPS (prospective payment system) reimbursement
method for non-tribal FQHCs. Billing HCPCS procedure code T1015 (Clinic visit/encounter, al-inclusive) with a telehealth
procedure code will result in a PPS rate for fee-for-service encounters. Fee-for-service claims must include HCPCS procedure
code T1015 when services are provided viatelehealth in order for proper reimbursement.

Originating Site

The originating site fee is not a FQHC or RHC reportable encounter on the cost report. Any reimbursement for the originating site
fee must be reported as a deductive value on the cost report.

Topic #22757

Supervision

Supervision requirements and respective telehealth allowances vary depending on service and provider type. Some supervision
requirements necessitate the physical presence of the supervising provider to meet the requirements of appropriate delivery of
supervision. Such requirements cannot be met through the provision of telehealth, including audio-visua delivery.

Providers who deliver services with supervision requirements are reminded to review ForwardHealth policy, including permanent

telehealth policy, and the requirements of their licensing and/or certifying authorities to determine if the supervisory components of
the service can be met via telehealth.

Supervision of Paraprofessional Providers

Paraprofessional providers are subject to supervision requirements. Paraprofessional providers are providers who do not hold a
license to practice independently but are providing services under the direction of alicensed provider. Providers who supervise
paraprofessionals are responsible for confirming if the required components of supervision can be met through telehealth delivery.
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Personal Care/Home Health Provider Supervision

Supervision of PCWs (personal care workers) and home health aides must be performed on site and in person by the RN
(registered nurse). State rules and regulations necessitate supervising providers to physically visit a member's home and directly
observe the paraprofessional providing services.

Direct Supervision for Ancillary Care Providers

Ancillary providers have specific requirements when providing care via telehealth. These providers are health care professionals
that are not enrolled in Wisconsin Medicaid, such as staff nurses, dietician counselors, nutritionists, health educators, genetic
counselors, and some nurse practitioners who practice under the direct supervision of a physician and bill under the supervising
physician's NPI (National Provider Identifier). (Nurse practitioners, nurse midwives, and anesthetists who are Medicaid-enrolled
should refer to their service-specific area of the Online Handbook for billing information).

For telehealth services, the supervising physician is not required to be onsite, but they must be able to interact with the member
using real-time audio or audiovisual communication, if needed. For supervision of ancillary providers, remote supervision is
alowed in circumstances where the physician feels the member is not at risk of an adverse event that would require hands-on
intervention from the physician.

Supervision for Behavioral Health Services

The FR modifier should be used for behavioral health services where the supervising provider is present through audio-visual
means and the patient and supervised provider are in-person.

Documenting Supervision Method

Providers should include how the service and the required supervision occurred in the member record and, if applicable, indicate
the appropriate modifier on the claim form. For example, for a behavioral health service where the supervising provider is present
through audio-visual means and the patient and supervised provider are in-person, modifier FR should be indicated on the claim.

Topic #510

Telehealth Policy

Both synchronous (two-way, real-time, interactive communications) and asynchronous (information stored and forwarded to a
provider for later review) services identified under permanent policy may be reimbursed when provided via telehealth (also known
as "telemedicine"). ForwardHeal th will require providers to follow permanent hilling guidelines for both synchronous and
asynchronous telehealth services.

Telehealth enables a provider who is located at a distant site to render the service remotely to a member located at an originating
site using a combination of interactive video, audio, and externally acquired images through a networking environment.

"Telehealth" means the use of telecommunications technology by a Medicaid-enrolled provider to deliver functionally equivalent
health care services including: assessment, diagnosis, consultation, treatment, and transfer of medically relevant data. Telehealth
may include real-time interactive audio-only communication. Telehealth does not include communication between a provider and a
member that consists solely of an email, text, or fax transmission.

"Functionally equivalent" means that when a service is provided via telehealth, the transmission of information must be of sufficient

quality as to be the same level of service as an in-person visit. Transmission of voices, images, data, or video must be clear and
understandable.
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Note: Temporary teleheath policy that will become permanent policy shortly after the Federal Health Emergency expiresis
included in this topic.

Telehealth Policy Requirements
The following requirements apply to the use of telehealth:

1 Both the member and the provider of the health care service must agree to the service being performed via telehealth. If
either the member or provider decline the use of telehealth for any reason, the service should be performed in-person.

1 The member retains the option to refuse the delivery of health care services viatelehealth at any time without affecting their
right to future care or treatment and without risking the loss or withdrawal of any program benefits to which they would
otherwise be entitled.

1 Medicaid-enrolled providers must be able and willing to refer members to another provider if necessary, such as when
telehedth services are not appropriate or cannot be functionally equivalent, or the member declines a telehealth visit.

1 Title VI of the Civil Rights Act of 1964 requires recipients of federal financial assistance to take reasonable steps to make
their programs, services, and activities accessible by eligible persons with limited English proficiency.

1 The Americans with Disabilities Act requires that health care entities provide full and equal access for people with
disabilities.

Allowable Services

Providers should refer to the Max Fee Schedules page for a complete list of services alowed under permanent telehealth policy.
Effective for dates of service on and after April 1, 2022, procedure codes for services alowed under permanent telehealth policy
have POS codes 02 and 10 listed as an allowable POS in the fee schedule. Complete descriptions of these POS codes are as
follows:

1 POS code 02: Telehealth Provided Other Than in Patient's Home—The location where health services and health related
services are provided or received through telecommunication technology. Patient is not located in their home when
receiving health services or health related services through telecommunication technology.

1 POS code 10: Telehealth Provided in Patient's Home-The location where health services and health related services are
provided or received through telecommunication technology. Patient is located in their home (which is alocation other than
ahospital or other facility where the patient receives care in a private residence) when receiving heath services or health
related services through telecommunication technology.

Claims for telehealth services must include al modifiers required by coverage policy, in addition to POS code 02 or 10 and the
GQ, GT, FQ, or 93 modifier, in order to reimburse the claim correctly.

County-administered programs, school-based services, and any other programs that utilize cost reporting must include required
modifiers, such as renderer credentials and group versus individua services, aswell as correct details for cost reporting to ensure
correct reimbursement.

Note: The GT, FQ or 93 modifiers may not be listed on the fee schedule, but it is still required on al claim submissions that use

POS code 02 or 10 to indicate the tel ehealth service was performed synchronously. The GQ modifier is required to indicate the
telehealth service was performed asynchronously.

Services Not Appropriate Via Telehealth
Certain types of benefits or services that are not appropriately delivered via telehedth include:
1 Services that are not covered when provided in-person.

1 Services that do not meet applicable laws, regulations, licensure requirements, or procedure code definitions if delivered via
telehealth.
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Services where a provider is required to physically touch or examine the recipient and delegation is not appropriate.
Services the provider declinesto deliver viatelehealth.

Services the recipient declines to receive via telehealth.

Transportation services.

Services provided by personal care workers, home health aides, private duty nurses, or school-based service care
attendants.

Reimbur sement for Covered Services
The health care provider at the distant site must determine the following:

1 The service delivered via telehealth meets the procedural definition and components of the CPT or HCPCS procedure
code, as defined by the American Medical Association, or the CDT (Current Dental Terminology) procedure code, as
defined by the American Dental Association.

1 The service is functionally equivaent to an in-person service for the individual member and circumstances.

Reimbursement is not available for services that cannot be provided via telehealth due to technical or equipment limitations.

Documentation Requirements

Documentation requirements for a telehealth service are the same as for an in-person visit and must accurately reflect the service
rendered. Documentation must identify the delivery mode of the service when provided via telehealth and document the following:

1 Whether the service was provided via audio-visud telehealth, audio-only telehealth, or via telehealth externally acquired
images
1 Whether the service was provided synchronously or asynchronously
Additional information for which documentation is recommended, but not required, includes:
1 Provider location (for example, clinic [city/name], home, other)
1 Member location (for example, clinic [city/name], home)
1 All clinical participants, as well as their roles and actions during the encounter (This could apply if, for example, a member
presents at a clinic and receives telehealth services from a provider at a different location).
As areminder, documentation for originating sites must support the member's presence in order to submit a claim for the

originating site fee. In addition, if the originating site provides and bills for services in addition to the originating site fee,
documentation in the member's medical record should distinguish between the unique services provided.

Audio-Only Guidelines

When possible, telehealth services should include both an audio and visual component. In circumstances where audio-visual
telehedlth is not possible due to member preference or technology limitations, telehealth may include real-time interactive audio-
only communication if the provider feels the service is functionally equivalent to the in-person service and there are no face-to-face
or in-person restrictions listed in the procedural definition of the service.

Documentation should include that the service was provided via interactive synchronous audio-only telehealth.

Modifier 93 should be used for any service performed via audio-only telehealth. The GT modifier should only be used to indicate
services that were performed using audio-visual technology.

Member Consent Guidelinesfor Telehealth
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On at least an annual basis, providers should supply and document that:

1 The member expressed an understanding of their right to decline services provided via telehealth.

1 Providers should develop and implement their own methods of informed consent to verify that a member agrees to receive
services via telehealth. These methods must comply with all federal and state regulations and guidelines.

1 Providers have flexibility in determining the most appropriate method to capture member consent for telehealth services.
Examples of allowable methods include educating the member and obtaining verbal consent prior to the start of treatment
or teleheath consent and privacy considerations as part of the notice of privacy practices.

Privacy and Security
Providers are required to follow federal laws to ensure member privacy and security. This may include ensuring that:

1 Thelocation from which the service is delivered via telehealth protects privacy and confidentiality of member information
and communications.
1 The platforms used to connect to the member to the telehealth visit are secure.

Group Treatment

Additional privacy considerations apply to members participating in group treatment via telehealth. Group leaders should provide
members with information on the risks, benefits, and limits to confidentiality related to group telehealth and document the
member's consent prior to the first session. Group leaders should adhere to and uphold the highest privacy standards possible for
the group.

Group members should be instructed to respect the privacy of others by not disclosing group members' images, names,
screenshots, identifying details, or circumstances. Group members should also be reminded to prevent non-group members from
seeing or overhearing telehealth sessions.

Providers may not compel members to participate in telehealth-based group treatment and should make alternative services
available for members who elect not to participate in telehealth-based group treatment.

Costs Member Cannot Be Billed For
The following cannot be billed to the member:
1 Telehealth equipment like tablets or smart devices
1 Charges for mailing or delivery of telehealth equipment
1 Charges for shipping and handling of:
i Diagnostic tools

i Equipment to allow the provider to assess, diagnose, repair, or set up medical supplies online such as hearing aids,
cochlear implants, power wheelchairs, or other equipment

Allowable Providers

There is no restriction on the location of a distant site provider. In addition, there are no limitations on what provider types may be
reimbursed for telehealth services.

Requirements and Restrictions

Services provided via telehealth must be of sufficient audio and visual fidelity and clarity as to be functionally equivaent to aface-
to-face visit where both the rendering provider and member are in the same physical location. Both the distant and originating sites
must have the requisite equipment and staffing necessary to provide the telehealth service.
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Coverage of a service provided viatelehedth is subject to the same restrictions as when the service is provided face to face (for
example, alowable providers, multiple service limitations, PA (prior authorization)).

Providers are reminded that HIPAA (Health Insurance Portability and Accountability Act of 1996) confidentiality requirements
apply to telehealth services. When a covered entity or provider utilizes a telehealth service that involves PHI (protected health
information), the entity or provider will need to conduct an accurate and thorough assessment of the potential risks and
vulnerabilities to PHI confidentiality, integrity, and availability. Each entity or provider must assess what are reasonable and
appropriate security measures for their situation.

Note: Providers may not require the use of telehealth as a condition of treating a member. Providers must develop and implement

their own methods of informed consent to verify that a member agrees to receive services via telehealth. These methods must
comply with @l federal and state regulations and guidelines.

Noncovered Services

Services that are not covered when delivered in person are not covered as telehealth services. In addition, services that are not
functionally equivalent to the in-person service when provided via telehealth are not covered.

Additional Policy for Certain Typesof Providers
Out-of-State Providers

ForwardHealth policy for services provided via telehealth by out-of - state providers is the same as ForwardHealth policy for
services provided face to face by out-of-state providers. Out-of-state providers who do not have border status enrollment with
Wisconsin Medicaid are required to obtain PA before providing services via telehealth to BadgerCare Plus or Medicaid
members.

Note: Wisconsin Medicaid is prohibited from paying providers located outside of the United States and its territories, including the
District of Columbia, Puerto Rico, the Virgin Islands, Guam, the Northern Mariana Islands, and American Samoa.

Topic #22741

Telestroke Services

Telestroke, also known as stroke telemedicine, is a delivery mechanism of telehealth services that aims to improve access to
recommended stroke treatment.

ForwardHealth allows providers to be reimbursed for telestroke services. Telestroke services typicaly consist of the member and
emergency providers at an originating site consulting with a specialist located at a distant site.

Claims Submission for Telestroke Services

Providers are required to use CPT (Current Procedural Terminology) consultation and E&M (evaluation and management)
procedure codes when hilling telestroke services. Telestroke services are subject to the same enrollment policy, coverage policy,
and hilling policy as telehealth services. All other services rendered by the provider at the originating site, and by any providersto
which the member is transferred, should be billed in the same manner as visits or admissions that do not involve telehealth services.

Originating sites that have established contractual relationships for telestroke services may hill as they would for any other

contracted professional services for both the professional service claim on behalf of the distant site provider and the originating site
fee.
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Topic #22742

Virtual Check-In, E-Visit, and Telephone Evaluation
and M anagement Services

ForwardHealth includes virtual check-in and e-visit options for members to connect with their providers remotely.

A virtual check-in isabrief patient-initiated asynchronous or synchronous communication and technology-based service
intended to be used to decide whether an office visit or other service is heeded. The encounter may involve synchronous
discussion over a phone or exchange of information through video or image. A provider may respond to the member's concern by
phone, audio-visual communications, or a secure patient portal. Covered services include both the remote evaluation of a
recorded video or image submitted by a member and the interpretation and follow-up by the provider.

An e-visit is acommunication between a member and their provider through an online HIPAA (Health Insurance Portability and
Accountability Act of 1996)-compliant patient portal. These patient-initiated asynchronous services involve a member having non-
face-to-face communications cumulatively over a span of seven days with a provider with whom they have an established
relationship. Providers who can bill E&M (evaluation and management) services may utilize online digital E&M codes while other
providers may be eligible to bill online assessment and management codes.

Allowable procedure codes for virtual check-in and e-visit services:

Virtual Check-
In Procedure Description
Code
G2010 Remote evaluation of recorded video and/or images submitted by an established patient (e.g., store and

forward), including interpretation with follow-up with the patient within 24 business hours, not originating from
arelated E/M service provided within the previous 7 days nor leading to an E/M service or procedure within
the next 24 hours or soonest available appointment

G2250 Remote assessment of recorded video and/or images submitted by an established patient (e.g., store and
forward), including interpretation with follow-up with the patient within 24 business hours, not originating from
arelated service provided within the previous 7 days nor leading to a service or procedure within the next 24
hours or soonest available appointment

G2251 Brief communication technology-based service, e.g. virtual check-in, by a qualified health care professional
who cannot report Evaluation and Management services, provided to an established patient, not originating
from arelated service provided within the previous 7 days nor leading to a service or procedure within the next
24 hours or soonest available appointment; 5-10 minutes of clinical discussion

G2012 Brief communication technology-based service, e.g., virtual check-in, by a physician or other qualified health
care professional who can report evaluation and management services, provided to an established patient, not
originating from arelated E/M service provided within the previous 7 days nor leading to an E/M service or
procedure within the next 24 hours or soonest available appointment; 5-10 minutes of medical discussion

G2252 Brief communication technology-based service, e.g., virtual check-in, by a physician or other qualified health
care professional who can report Evaluation and Management services, provided to an established patient, not
originating from a related e/m service provided within the previous 7 days nor leading to an e/m service or

Therapies: Physical, Occupational, and Speech anﬁ%g\%ﬁgdgqyﬁ}ﬁgl- gb?pgh March 31, 2023 Page 136 of 367



E-Visit

Wisconsin Medicaid

procedure within the next 24 hours or soonest available appointment; 11-20 minutes of medical discussion

Procedure Code Sl

98970 Qualified nonphysician health care professiona online digital assessment and management, for an established
patient, for up to 7 days, cumulative time during the 7 days; 5-10 minutes

98971 Qualified nonphysician health care professional online digital assessment and management service, for an
established patient, for up to 7 days, cumulative time during the 7 days, 11-20 minutes

98972 Qualified nonphysician health care professional online digital assessment and management service, for an
established patient, for up to 7 days, cumulative time during the 7 days; 21 or more minutes

99421 Online digital evaluation and management service, for an established patient, for up to 7 days, cumulative time
during the 7 days; 5-10 minutes

99422 Online digital evaluation and management service, for an established patient, for up to 7 days, cumulative time
during the 7 days; 11-20 minutes

99423 Online digital evaluation and management service, for an established patient, for up to 7 days, cumulative time

during the 7 days; 21 or more minutes

These services do not require prior authorization and are patient-initiated by established patients of the provider's practice.

Virtua check-in and e-visit telehealth services are not covered or billable if they:

1 Take place during an in-person visit.

1 Take place within seven days after an in-person visit furnished by the same provider.

1 Trigger an in-person visit within 24 hours or the soonest available appointment.

1 Do not have sufficient information from the remote eva uation of an image or video (store and forward) for the provider to
complete the service.

Only the relevant in-person procedure code that was rendered would be reimbursed if any of the above conditions apply.

Telephone Evaluation and M anagement Services

ForwardHealth allows the following procedure codes to be reimbursable for telephone E&M services:

Telephone E& M
Services Description
Procedure Code
99441 Telephone evaluation and management service by a physician or other qualified health professional who may

99442

99443

report evaluation and management services provided to an established patient, parent, or guardian not
originating from arelated E/M service provided within the previous 7 days nor leading to an E/M service or
procedure within the next 24 hours or soonest available appointment; 5-10 minutes of medical discussion
Telephone evaluation and management service by a physician or other qualified health professional who may
report evaluation and management services provided to an established patient, parent, or guardian not
originating from arelated E/M service provided within the previous 7 days nor leading to an E/M service or
procedure within the next 24 hours or soonest available appointment; 11-20 minutes of medical discussion
Telephone evaluation and management service by a physician or other qualified health professional who may
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report evaluation and management services provided to an established patient, parent, or guardian not
originating from arelated E/M service provided within the previous 7 days nor leading to an E/M service or
procedure within the next 24 hours or soonest available appointment; 21-30 minutes of medical discussion
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Managed Care:Claims

Topic #384

Appealsto Badger Care Plusand Medicaid SSI HMOs

BadgerCare Plus and Medicaid SSI managed care contracted and non-contracted providers are required to first file an appeal
directly with the BadgerCare Plus or Medicaid SSI HMO after the initial payment denial or reduction. Providers should refer to
their signed contract with the HMO or the HMO's website for specific filing timelines and responsibilities (for example, PA (prior
authorization), claim filing timelines, and coordination of benefits requirements) pertaining to filing a claim reconsideration and/or
filing aformal appeal. The provider's signed contract with the HMO may dictate the final decision. Filing a claim reconsideration is
not the same as filing a formal appeal.

Appeal documents must reach the HMO within the time frame established by the HMO. Specia care should be taken to ensure
the documents reach the HMO by the timely filing deadline by allowing enough time for U.S. Postal Service mail handling or by
using a verifiable delivery method (for example, fax, certified mail, or secure email).

The BadgerCare Plus or Medicaid SSI HMO has 45 calendar days to respond in writing to an appeal. The BadgerCare Plus or
Medicaid SSI HMO decides whether or not to pay the claim and sends a letter stating this decision. If the BadgerCare Plus or
Medicaid SSI HMO does not respond in writing within 45 calendar days or the provider is dissatisfied with the BadgerCare Plus
or Medicaid SSI HMO's response, the provider may send a written appeal to ForwardHealth within 60 calendar days from the
end of the 45 caendar day timeline or the date of the HMO response.

Topic #385

Appealsto ForwardHealth

BadgerCare Plus or Wisconsin Medicaid will not review appeals that were not first made to the BadgerCare Plus or Medicaid
SSI HMO. If aprovider sends an appeal directly to BadgerCare Plus or Wisconsin Medicaid without first filing it with the
BadgerCare Plus or Medicaid SSI HMO, the appeal will be returned to the provider.

The provider has 60 calendar days to file an appeal with BadgerCare Plus or Wisconsin Medicaid after the BadgerCare Plus or
Medicaid SSI HMO either does not respond in writing within 45 calendar days or if the provider is dissatisfied with the
BadgerCare Plus or Medicaid SSI HMO response.

Appeaswill only be reviewed for enrollees who were eligible for and who were enrolled in a BadgerCare Plus or Medicaid SSI
HMO on the DOS (date of service) in question.

Once dl pertinent information is received, ForwardHealth has 45 calendar days to make afinal decision. The provider and the
BadgerCare Plus or Medicaid SSI HMO will be notified by ForwardHealth in writing of the final decision. If the decision isin the
provider's favor, the BadgerCare Plus or Medicaid SSI HMO is required to pay the provider within 45 calendar days of the final
decision. The decision isfinal, and al parties are required to abide by the decision.

Providers are required to submit an appeal with legible copies of al of the following documentation using either the Managed Care
Program Provider Appeal (F-12022 (02/2020)) form or their own appeal |etter:

1 Theorigina claim submitted to the HMO and all corrected claims submitted to the HMO
1 All of the HMO's payment denial remittances showing the dates of denial and reason codes with descriptions of the exact
reasons for the claim denial
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The provider's written appeal to the HMO

The HMO's response to the appeal

Relevant medical documentation for appeal s regarding coding issues or emergency determination that supports the appeal
Any contract language that supports the provider's appeal with the exact language that supports overturning the payment
denial indicated

1 Any other documentation that supports the appeal (for example, commercial insurance Explanation of Benefits/Explanation
of Payment to support Wisconsin Medicaid as the payer of last resort)

Only relevant documentation should be included. Large documents should be submitted on a CD.
Appeals may be faxed to ForwardHealth at 608-224-6318 or mailed to the following address:

BadgerCare Plus and Medicaid SS
Managed Care Unit—Provider Appesa
PO Box 6470

Madison WI 53716-0470

A decision to uphold the HMO's original payment denial or to overturn the denial will be made based on the documentation
submitted for review. Failure to submit the required documentation or submitting incomplete or insufficient documentation may
lead to an upholding of the original denial. The decision to overturn an HMO's denial must be clearly supported by the
documentation.

Providers must notify ForwardHealth if the HMO subsequently overturns their original denial and reprocesses and pays the claim
for which they have submitted an appeal. Notifications should be faxed to ForwardHealth at 608-224-6318. This documentation
will be added to the original appeal documentation to complete the record.

Contact ForwardHealth Provider Services (Managed Care Unit) at 800-760-0001, option 1, to check the status of an appeal
submitted to ForwardHealth.

Topic #386

Claims Submission

BadgerCare Plus and Medicaid SSI HMOs have requirements for timely filing of claims, and providers are required to follow the
BadgerCare Plus and Medicaid SSI HMO claims submission guidelines for each organization. Providers should contact the
enrollee's BadgerCare Plus or Medicaid SSI HMO for organization-specific submission deadlines.

Topic #387

Extraordinary Claims

Extraordinary claims are BadgerCare Plus or Medicaid claims for a BadgerCare Plus or Medicaid SSI HMO enrollee that have
been denied by a BadgerCare Plus or Medicaid SSI HMO but may be paid as fee-for-service clams.

The following are some examples of extraordinary claims situations:

1 The enrollee was not enrolled in a BadgerCare Plus or Medicaid SSI HMO at the time they were admitted to an inpatient
hospital, but then they enrolled in a BadgerCare Plus or Medicaid SSI HMO during the hospital stay. In this case, dl claims
related to the stay (including physician claims) should be submitted to fee-for-service. For the physician claims associated
with the inpatient hospital stay, the provider is required to include the date of admittance and date of discharge in Item
Number 18 of the paper 1500 Health Insurance Claim Form ((02/12)).
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1 The claims are for orthodontia/prosthodontia services that began before BadgerCare Plus or Medicaid SS| HMO
coverage. The provider must include a record with the claim indicating when the bands were placed.

Submitting Extraordinary Claims

When submitting an extraordinary claim, providers must include the following;

1 A legible copy of the completed claim form in accordance with billing guidelines
1 A letter detailing the problem, any claim denials, and any steps taken to correct the situation
1 A copy of the Explanation of Medical Benefits form as applicable

Submit extraordinary claims to:
ForwardHealth
Managed Care Extraordinary Claims

PO Box 6470
Madison WI| 53716-0470

Topic #388

Medicaid as Payer of Last Resort

Wisconsin Medicaid is the payer of last resort for most covered services, even when a member is enrolled in a BadgerCare Plus
or Medicaid SSI HMO. Before submitting claims to BadgerCare Plus and Medicaid SSI HMOs, providers are required to
submit claims to other health insurance sources. Providers should contact the enrollee's BadgerCare Plus or Medicaid SS| HMO
for more information about hilling other health insurance sources.

Topic #389

Provider Appeals

When a BadgerCare Plus or Medicaid SSI HMO denies a provider's claim, the BadgerCare Plus or Medicaid SSI HMO is
required to send the provider a notice informing them of the right to file an appeal.

A BadgerCare Plus or Medicaid SSI HMO network or non-network provider may file an appeal to the BadgerCare Plus or
Medicaid SSI HMO when:

1 A claim submitted to the BadgerCare Plus or Medicaid SSI HMO is denied payment.
1 The full amount of a submitted claim is not paid.

Providers are required to file an appeal with the BadgerCare Plus or Medicaid SSI HMO befor e filing an appeal with
ForwardHealth.
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Topic #16197

Cared4Kids Program Benefit Package
Covered Services

Members enrolled in the Care4Kids program are eligible to receive al medically necessary services covered under Wisconsin
Medicaid; however, CaredKids will have the flexibility to provide services in a manner that best meets the unique needs of
children in out-of-home care, including streamlining PA (prior authorization) requirements and offering select services in home
settings. Members will also be allowed to go to any Medicaid-enrolled provider for emergency medical services or family planning
services.

Noncovered Services

The following services are not provided as covered benefits through the Care4Kids program, but can be reimbursed for eligible
Medicaid members on afee-for-service basis:

1 Behavioral treatment

1 Chiropractic services

1 CRS (Community Recovery Services)

1 CSP (Community Support Programs)

1 CCS (Comprehensive Community Services)

1 Crisisintervention services

1 Directly observed therapy for individuas with tuberculosis

1 MTM (Medication therapy management)

1 NEMT (Non-emergency medical transportation) services

1 Prescription and over-the-counter drugs and diabetic supplies dispensed by the pharmacy
1 Physician-administered drugs and their administration, and the administration of Synagis
1 SBS (School-based services)

1 Targeted case management

Children's Hospital of Wisconsin will establish working relationships, defined in writing through a memorandum of understanding,
with providers of the following services:

1 CSP

1 CCS

1 Crisisintervention services

1 SBS

1 Targeted case management services

Providers of these services must coordinate with Care4Kids to help assure continuity of care, eliminate duplication, and reduce
fragmentation of services.

Topic #390
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Covered Services
HMOs

HMOs are required to provide at least the same benefits as those provided under fee-for-service arrangements. Although
ForwardHealth requires contracted HMOs and Medicaid SSI HMOs to provide all medically necessary covered services, the
following services may be provided by BadgerCare Plus HMOs at their discretion:

1 Denta
1 Chiropractic

If the HMO does not include these servicesin their benefit package, the enrollee receives the services on a fee-for-service basis.

Topic #391

Noncovered Services

The following are not covered by BadgerCare Plus HMOs or Medicaid SSI HMOs but are provided to enrollees on afee-for-
service basis provided the service is covered for the member and is medically necessary:

1 Behavioral treatment

1 County-based mental health programs, including CRS (Community Recovery Services), CSP (Community Support
Program) benefits, and crisis intervention services

Environmental lead investigation services provided through local health departments

CCC (child care coordination) services provided through county-based programs

Pharmacy services and diabetic supplies

PNCC (prenatal care coordination) services

Physician-administered drugs

Note: The Physician- Administered Drugs Carve-Out Procedure Codes table indicates the status of procedure codes
considered under the physician-administered drugs carve-out policy.

1 SBS (school-based services)

1 Targeted case management services

1 NEMT (non-emergency medical transportation) services

1 DOT (directly observed therapy) and monitoring for TB (tuberculosis)-Only Services

Providers that render these services to an SSI HMO member are required to submit claims directly to ForwardHealth on a fee-
for-service basis.

Note: Members enrolled in an SSI HMO are not eligible for targeted case management services.
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Topic #392

Disenrollment and Exemptions

In some situations, a member may be exempt from enrolling in a BadgerCare Plus HMO or Medicaid SSI HMO. Exempted
members receive health care under fee-for-service. Exemptions allow members to complete a course of treatment with a provider
who is not contracted with BadgerCare Plus HMO or SSI HMOs. For example, in certain circumstances, members seeing a
specialist when they are enrolled in an HMO may qualify for an exemption if their specialty provider is not in the HMO networks.

The contracts between the Wisconsin DHS (Department of Health Services) and the HMOs provide more detail on the
exemption and disenrollment requirements.

Topic #393

Enrollee Grievances

Enrollees have the right to file grievances about services or benefits provided by a BadgerCare Plus HMO or Medicaid SS|
HMO. Enrollees also have the right to file a grievance when the HMO or SSI HMO refuses to provide a service. All HMOs and
SSI HMOs are required to have written policies and procedures in place to handle enrollee grievances. Enrollees should be
encouraged to work with their HMO's or SSI HMO's customer service department to resolve problems first.

If enrollees are unable to resolve problems by talking to their HMO or SSI HMO, or if they would prefer to speak with someone
outside their HMO or SSI HMO, they should contact the Enrollment Specialist or the Ombudsman Program.

The contracts between the Wisconsin DHS (Department of Health Services) and the HMO or SSI HMO describes the
responsibilities of the HMO or SSI HMO and the DHS regarding enrollee grievances.

Topic #397

Enrollment Eligibility
Badger Care PlusHMOs

Members enrolled in BadgerCare Plus are eligible for enrollment in a BadgerCare Plus HMO.

An individual who receives Tuberculosis-Related Medicaid, SeniorCare, or Wisconsin Well Woman Medicaid cannot be enrolled
in a BadgerCare Plus HMO.

Information about a member's HMO enrollment status and other health insurance (for example, commercia health insurance,

Medicare, Medicare Advantage Plans) coverage may be verified by using Wisconsin's EV'S (Enrollment Verification System) or
the ForwardHealth Portal.

SSI HMOs

Members of the following subprograms are eligible for enrollment in a Medicaid SSI HMO:
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1 Individuals ages 19 and older who meet the SSI and SSI-related disability criteria
1 Dual digibles for Medicare and Medicaid

Individuals who are living in an ingtitution, nursing home, or participating in a Home and Community-Based Waiver program are
not eligible to enroll in an SSI MCO.

Topic #394

Enrollment Periods
Badger Care PlusHMOs

Eligible enrollees are sent enrollment packets that explain the BadgerCare Plus HMOs and the enrollment process and provide
contact information. Once enrolled in a BadgerCare Plus HMO, members may change their HMO assignment within the first 90
days of enrollment in an HMO (whether they chose the HMO or were auto-assigned). If an enrollee no longer meets the criteria,
they will be disenrolled from the HMO.

SSI HMOs

Eligible enrollees are sent enrollment packets that explain the Medicaid SSI HMO enrollment process and provide contact
information. Once enrolled in an SSI HMO, members may change their HMO assignment within the first 90 days of enrollment in
an HMO (whether they chose the HMO or were auto-assigned).

Topic #395

Enrollment Specialist

The Enrollment Specialist provides objective enrollment, education, outreach, and advocacy services to BadgerCare Plus HMO
and Medicaid SSI HMO enrollees. The Enrollment Specialist is a knowledgeable single point of contact for enrollees, solely
dedicated to managed care issues. The Enrollment Specialist is not affiliated with any health care agency.

The Enrollment Specialist provides the following services to HMO and SSI HMO enrollees:
1 Education regarding the correct use of HMO and SSI HM O benefits
1 Telephone and face-to-face support
1 Assistance with enrollment, disenrollment, and exemption procedures

Topic #398

Member Enrollment
HMOs

BadgerCare Plus HMO enroliment is either mandatory or voluntary based on ZIP code-defined enrollment areas as follows.
1 Mandatory enrollment — Enrollment is mandatory for eligible members who reside in ZIP code areas served by two or

more BadgerCare Plus HMOs. Some members may meet criteriafor exemption from BadgerCare Plus HMO enrollment.
1 Voluntary enrollment — Enrollment is voluntary for members who reside in ZIP code areas served by only one
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BadgerCare Plus HMO.
Members living in areas where enrollment is mandatory are encouraged to choose their BadgerCare Plus HMO. Automatic
assignment to a BadgerCare Plus HMO occurs if the member does not choose a BadgerCare Plus HMO. In general, al members
of amember'simmediate family eligible for enrollment must choose the same HMO.

Membersin voluntary enrollment areas can choose whether or not to enroll in a BadgerCare Plus HMO. There is no automatic
assignment for members who live within ZIP codes where enrollment is voluntary.

SSI HMOs

Medicaid SSI HMO enroliment is either mandatory or voluntary as follows:
1 Mandatory enrollment — Most SSI and SSI-related members are required to enroll in an SSI HMO. A member may
choose the SSI HMO in which he or she wishes to enrall.
1 Voluntary enrollment — Some SSI and SSI-related members may choose to enroll in an SSI HMO on a voluntary basis.

Topic #396

Ombudsman Program

The Ombudsmen, or Ombuds, are resources for enrollees who have questions or concerns about their BadgerCare Plus HMO or
Medicaid SSI HMO. Ombuds provide advocacy and assistance to help enrollees understand their rights and responsibilitiesin the
grievance and appeal process.
Ombuds can be contacted at the following address:

BadgerCare Plus HMO/Medicaid SSI HMO Ombudsmen

PO Box 6470

Madison WI 53716-0470

Topic #399

Release of Billing or Medical Information

ForwardHealth supports BadgerCare Plus HMO and Medicaid SSI HMO enrollee rights regarding the confidentiality of health
care records. ForwardHealth has specific standards regarding the release of an HMO or SSI HMO enrollee's billing information
or medical claim records.

Therapies: Physical, Occupational, and Speech anﬁ%g\%ﬁgdgqyﬁ}ﬁgl- Bb?}Jgh March 31, 2023 Page 147 of 367



Wisconsin Medicaid

Managed Car e | nformation

Topic #401

Badger Care PlusHM O Program

An HMO is a system of health care providers that provides a comprehensive range of medical services to a group of enrollees.
HMOs receive a fixed, prepaid amount per enrollee from ForwardHealth (called a capitation payment) to provide medically
necessary services.

BadgerCare Plus HMOs are responsible for providing or arranging all contracted covered medically necessary services to
enrollees. BadgerCare Plus members enrolled in state-contracted HM Os are entitled to at least the same benefits as fee-for-
service members; however, HMOs may establish their own requirements regarding PA (prior authorization), claims submission,
adjudication procedures, etc., which may differ from fee-for-service policies and procedures. BadgerCare Plus HMO network
providers should contact their HMO for more information about its policies and procedures.

Topic #16177

Cared4Kids Program Overview

CaredKids is a hedth care program for children and youth in out-of-home care in Wisconsin. The Care4Kids program will offer
comprehensive, coordinated services that are intended to improve the quality and timeliness of and access to health services for
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 |eaves the out-of-home care system, as long as the child remains
Medicaid-eligible and resides within one of the six counties.

CaredKidsis required to provide at least the same benefits as those 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
CaredKids program. Children's Hospital of Wisconsin will be responsible for providing or arranging for the provision of al
services covered under Medicaid, with a small number of exceptions. The services not included in the CaredKids program will be
reimbursed as fee-for-service benefits. Children's Hospital of Wisconsin's integrated network of health care providers, which
includes specialty and primary care physicians and clinics within the Children's Hospital System as well as providers who are
participating in CCHP (Children's Community Health Plan), is intended 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.

CaredKids will be responsible for providing or arranging for the provision of al medically necessary services covered by
Wisconsin Medlicaid to enrollees. Providers are required to be part of the CCHP network to get reimbursed by Care4Kids.
Providersinterested in being a part of the network should contact CCHP. Out-of-network providers are required to call
CaredKids prior to providing services to a CaredKids enrollee. In situations where emergency medical services are needed, out-
of-network providers are required to contact CaredKids within 24 hours of providing services.
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Member Enrollment Verification

Providers should verify a member's enrollment before providing services to determine if the member is enrolled in CaredKids.
Members enrolled in Care4Kids will present a ForwardHealth member identification card.

Providers verifying enrollment on the ForwardHealth Portal will see Care4Kids under the MC Program heading in the Managed
Care Enrollment panel.

For 271 response transactions, CaredKids enrollment will be identified in the EB segment of the 2110C loop. Identified by "MC"
in the EBO1, "HM" in the EB04, and "Care4Kids" in the EB05. The MC provider contact information will be reported in the
NM1 (name info), N3 (address info), and PER (telephone numbers) segments within the 2120C loop.

The WiCall AVR (automated voice response) system will identify Care4Kids as the state-contracted managed care program in
which the member is enrolled.

Contact Information
Providers can contact CCHP at 800-482-8010 for the following:
1 To become part of the CCHP network
1 For coverage policy and procedure information, including PA (prior authorization) and claim submission guidelines, if they

are aready a Care4Kids network provider

Topic #405

Managed Care

Managed Care refers to the BadgerCare Plus HMO program, the Medicaid SSI HMO program, and the following MLTC
(managed long-term care) programs available: Family Care, Family Care Partnership, and PACE (Program of All-Inclusive Care
for the Elderly).

The primary goals of the managed care programs are:

1 Toimprove the quality of member care by providing continuity of care and improved access
1 To reduce the cost of health care through better care management

Topic #402

Managed Care Contracts

The contract between the Wisconsin DHS (Department of Health Services) and the BadgerCare Plus HMO or Medicaid SSI
HMO takes precedence over other ForwardHealth provider publications. Information contained in ForwardHealth publications is
used by DHS to resolve disputes regarding covered benefits that cannot be handled internally by HMOs and SSI HMOs. If there
isaconflict, the HMO or SSI HMO contract prevails. If the contract does not specifically address a situation, Wisconsin
Administrative Code ultimately prevails. HMO and SSI HMO contracts can be found on the Managed Care Organization area of
the ForwardHealth Portal.

Topic #403
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Managed Long-Term Care Programs

Wisconsin Medicaid has severad MLTC (managed long-term care) programs that provide services to individuals who are elderly
and/or who have disabilities. These members may be eligible to enroll in voluntary regional managed care programs such as Family
Care, PACE (Program of All-Inclusive Care for the Elderly), and the Family Care Partnership Program. Additional information
about these ML TC programs may be obtained from the Managed Care Organization area of the ForwardHealth Portal.

Topic #404

SSI HM O Program

Medicaid SSI HMOs provide the same benefits as Medicaid fee-for-service (e.g., medical, dental [in certain counties only],
mental health/substance abuse, and vision) at no cost to their members through a care management model. Medicaid SS|
members and SSI-related Medicaid members may be eligible to enroll in an SSI HMO.

SSl-related Medicaid members receive coverage from Wisconsin Medicaid because of a disability determined by the Disability
Determination Bureau.

Member Enrollment

Certain eligible SSI members and SSI-related Medicaid adult members are required to enroll in an SSI HMO. The following
groups are excluded from the requirement to enroll in an SSI HMO:

Members under 19 years of age

Members of afederally recognized tribe

Dual eligible members

MAPP (Medicaid Purchase Plan) eligible members

Members enrolled in aLTC (long-term care) MCO (managed care organization) or waiver program

Continuity of Care

Special provisions are included in the contract for SSI HMOs for continuity of care for SSI members and SSI-related Medicaid
members. These provisions include the following:

1 Coverage of services provided by the member's current provider for the first 90 days of enrollment in the SSI program or
until the first of the month following completion of an assessment and care plan, whichever comes later. The contracted
provider should get areferral from the member's HMO after this.

1 Honoring a PA (prior authorization) that is currently approved by ForwardHealth. The PA must be honored for 90 days or
until the month following the HMO's completion of the assessment and care plan, whichever comes | ater.

To assure payment, non-contracted providers should contact the SSI HMO to confirm claim submission and reimbursement
processes. If an SSI HMO is not honoring a PA that is currently approved by ForwardHealth, the provider should first contact
the HMO. If the provider is not able to resolve their issue with the HMO, the provider should contact ForwardHealth Provider
Services.

For new authorizations during the member's first 90 days of enrollment, the provider is required to follow the SSI HMO's PA

process. SSI HMOs may use PA guidelines that differ from fee-for-service guidelines, however, these guidelines may not result in
less coverage than fee-for-service.

Care M anagement
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SSI HMO health plans employ a care management model to ensure high-quality care to members. The care management model
provides each enrollee with the following:

1 Aninitid health assessment

1 A comprehensive care plan

1 Assistance in choosing providers and identifying a primary care provider

1 Assistance in accessing social and community services

1 Information about health education programs, treatment options, and follow-up procedures

1 Advocates on staff to assist members in choosing providers and accessing needed care

ForwardHealth requires all SSI HMO health plans to have dedicated care managers to assist providers in meeting the medical
care needs of members. SSI HMOs, through their care management teams, will serve as single points of contact for providers
who need assistance addressing the health care needs of members, especially those who have multiple points of contact within the
health care system.

The SSI HMO care management teams will be responsible, when it is deemed appropriate, for notifying primary care providers of
members emergency room visits, hospital discharges, and other major medical events, as well as sharing patient-specific care
management plans with appropriate providers to reduce hospital admissions and readmission, to reduce appointment no-shows,
and to improve compliance with health care recommendations such as medication regimens.

Topic #20697

SSI Rate Regions

The map below shows the Wisconsin BadgerCare Plus and SSI (Supplemental Security Income) Rate Regions for the SSI HMO
Program.

SSI Rate Regions
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Wisconsin BadgerCare Plus and 551 Rate
glons
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Prior Authorization

Topic #400

Prior Authorization Procedures

BadgerCare Plus HMOs and Medicaid SSI HMOs may develop PA (prior authorization) guidelines that differ from fee-for-

service guidelines. However, the application of such guidelines may not result in less coverage than fee-for-service. Contact the
enrolleesHMO or SSI HMO for more information regarding PA procedures.
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Provider Information

Topic #406

Copayments

Providers cannot charge Medicaid SSI HMO enrollees copayments for covered services except in cases where the Medicaid SSI
HMO does not cover services such as dental, chiropractic, and pharmacy. However, even in these cases, providers are
prohibited from collecting copayment from members who are exempt from the copayment requirement.

When services are provided through fee-for-service or to members enrolled in a BadgerCare Plus HM O, copayments will apply,
except when the member or the service is exempt from the copayment requirement.

Topic #407

Emergencies

Non-network providers may provide services to BadgerCare Plus HMO and Medicaid SSI HMO enrollees in an emergency
without authorization or in urgent situations when authorized by the HMO or SSI HMO. The contract between the Wisconsin
DHS (Department of Health Services) and the HMO or SSI HMO defines an emergency situation and includes general payment
requirements.

Unless the HMO or SSI HMO has a written agreement with the non-network provider, the HMO or SSI HMO isonly ligble to
the extent fee-for-service would be liable for an emergency situation, as defined in 42 C.F.R. § 438.114. Billing procedures for
emergencies may vary depending on the HMO or SSI HMO. For specific billing instructions, non-network providers should
always contact the enrollee's HMO or SSI HMO.

Topic #408

Non-network Providers

Providers who do not have a contract with the enrollee's BadgerCare Plus HMO or Medicaid SSI HMO are referred to as non-
network providers. (HMO and SSI HMO network providers agree to payment amounts and billing procedures in a contract with
the HMO or SSI HMO.) Non-network providers are required to direct enrollees to HMO or SSI HMO network providers
except in the following situations:

1 When anon-network provider is treating an HMO or SSI HMO enrollee for an emergency medical condition as defined in
the contract between the Wisconsin DHS (Department of Health Services) and the HMO or SSI HMO
1 When the HMO or SSI HMO has authorized (in writing) an out-of-plan referral to a non-network provider
1 When the serviceis not provided under the HMQO's or SSI HMQO's contract with the DHS (such as dental, chiropractic,
and pharmacy services)
Non-network providers may not serve BadgerCare Plus HMO or Medicaid SSI HMO enrollees as private-pay patients.

Topic #409
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Out-of-Area Care

BadgerCare Plus HMOs and Medicaid SSI| HMOs may cover medically necessary care provided to enrollees when they travel
outside the HMO's or SSI HMO's service area. The HMO or SSI HMO is required to authorize the services before the services
are provided, except in cases of emergency. If the HMO or SSI HMO does not authorize the services, the enrollee may be held
responsible for the cost of those services.

Topic #410

Provider Participation

Providers interested in participating in a BadgerCare Plus HMO or Medicaid SSI HMO or changing HMO or SSI HMO
network affiliations should contact the HMO or SSI HMO for more information. Conditions and terms of participation in an
HMO or SSI HMO are pursuant to specific contract agreements between HMOs or SSI HMOs and providers. An HMO or
SSI HMO has the right to choose whether or not to contract with any provider but must provide access to Medicaid-covered,
medically-necessary services under the scope of their contract for enrolled members. Each HMO may have policies and
procedures specific to their provider credentialing and contracting process that providers are required to meet prior to becoming
an in-network provider for that HMO.

Topic #411

Referrals

Non-network providers may at times provide services to BadgerCare Plus HMO and Medicaid SSI HMO enrollees on areferral
basis. Non-network providers are always required to contact the enrollee's HMO or SSI HMO. Before services are provided,
the non-network provider and the HMO or SSI HM O should discuss and agree upon billing procedures and fees for all referrals.
Non-network providers and HMOs or SSI HMOs should document the details of any referral in writing before services are
provided.

Billing procedures for 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's HMO or SSI HMO.

Topic #412

Services Not Provided by HMOsor SSI HMOs

If an enrollee's BadgerCare Plus HMO or Medicaid SSI HMO benefit package does not include a covered service, such as
chiropractic or dental services, any Medicaid-enrolled provider may provide the service to the enrollee and submit claims to fee-
for-service.
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Member |nformation
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Archive Date: 04/03/2023

Member Information:Birth to 3 Program

Topic #2758

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
Wisconsin DHS (Department of Health Services) monitors, provides technical assistance, and offers other services to county Birth
to 3 agencies.

The enabling federal legislation for the Birth to 3 Program is 34 CFR Part 303. The enabling state legislation is Wis. Stats. §
51.44, and the regulations are found in Wis. Admin. Code ch. DHS 90.

Providers may contact the appropriate county Birth to 3 agency for more information.

Topic #2757
Eligibility Criteria
A child from birth up to (but not including) age three is eligible for Birth to 3 services if the child meets one of the following criteria:

1 Theindividual has a diagnosed physical or mental condition that has a high probability of resulting in a developmental delay.
1 Theindividua has at least a 25 percent delay in one or more of the following areas of development:

i Cognitive development

i Physica development, including vision and hearing

i Communication skills

i Social or emotional development

i Adaptive development, which includes self-help skills
1 Atypica development affecting the child's overall development, as determined by a qualified team using professionally

acceptable procedures and informed clinical opinion.

BadgerCare Plus includes Birth to 3 information in this handbook because many Birth to 3 participants are also Medicaid
members who receive PT (physical therapy), OT (occupationa therapy), or SLP (speech and language pathology) services.

Topic #2756

|ndividualized Family Services Plan

A Birth to 3 member receives an IFSP (Individualized Family Services Plan) developed by an interdisciplinary team that includes
the child's family. The IFSP provides a description of the outcomes, strategies, supports, and services appropriate to meet the
needs of the child and family and the natural environment settings where services will be provided. All Birth to 3 services must be
identified in the child's IFSP.

According to Birth to 3 Program requirements, the child's IFSP service coordinator is responsible for facilitating the development

of the IFSP, based on team decisions and consensus. The service coordinator is expected to assure |FSP development in atimely
manner and to provide all team members with afull copy of the completed |FSP.
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The county Birth to 3 program is responsible for ensuring that the following are true:

1 Evaluation, service coordination, IFSP development, and protection of rights have no cost to the parents or guardians.
1 Other services identified under Wis. Admin. Code 8 DHS 90.11(4) are provided in accordance with the IFSP.

The county Birth to 3 program determines parental lighility for the cost of the program in accordance with state administrative
guidelines.

Topic #2767

Proceduresto Follow When Consent Is Given to Bill the
Commercial Health I nsurance

When a member's parents or guardians give consent to billing their commercial health insurance (or when the child has no
commercia health insurance coverage), federal and state regulations require the provider to submit claims in the following order:

1. Bill the commercia health insurance with the informed, written consent of the child's parents or guardians if
applicable.
2. Submit claims to ForwardHealth.

To submit the commercia health insurance, providers must use the ForwardHealth Portal, the 837 Health Care Claim
Transaction/PES (Provider Electronic Solutions) software as detailed in the PES Manual, or complete the Explanation of Medical
Benefits (F-01234 (04/2018)) form using the Explanation of Medical Benefits Instructions (F-01234A (04/2018)).

Topic #2755

Provision of Servicesin Natural Environment

Federal regulations require that providers deliver all Birth to 3 Program services in the child's "natural environment,” to the
maximum extent possible. "Natural environment" is defined in both 34 CFR Part 303 and Wis. Admin. Code 8 DHS 90.03(25)
as "settings that are natural or normal for the child's age peers who have no disability." In addition to a family home, natural
environments may include family child care, community settings (for example, YMCA), early childhood education settings,
inclusive child care centers, or other settings where most of the children do not have disabilities. Natural environments do not
include medical facilities such as therapy clinics, physician clinics, rehabilitation agencies, outpatient hospitals, or other center-
based settings where most of the participating children have disabilities. The child's IFSP (Individualized Family Services Plan)
team determines which settings are appropriate for the delivery of Birth to 3 Program services based on the needs of the child.
Services should be provided in the places where the child's family and other caregivers can be present and learn therapy
approaches. Carryover also occurs when approaches are integrated into the day-to-day activities of the child and family.

Birth to 3 Program services may be provided in a setting other than a natural environment only when outcomes cannot be
satisfactorily achieved in the child's natural environment. Outcomes for children in the Birth to 3 Program must be determined and
agreed upon as ateam, including the family, and documented in the IFSP. When services are not provided in a natural
environment, the IFSP must include a justification of the extent to which services will be provided in an alternative setting.

BadgerCare Plus PT (physical therapy), OT (occupational therapy), and SLP (speech and language pathology) providers receive
an enhanced reimbursement when PT, OT, or SLP services are provided in the natural environment of a Birth to 3 Program
participant. To receive the enhanced reimbursement, providers are required to indicate the TL modifier (Early intervention/IFSP)
when submitting claims for services provided in the natural environment.

Topic #2754
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Requirementsfor Providers

Title 34 CFR Part 303 for Birth to 3 services requires al health, socia service, education, and tribal programs receiving federal
funds, including Medicaid providers, to do the following:

1 Identify children who may be digible for Birth to 3 services. This includes children with developmental delays, atypical
development, disabilities, and children who are substantiated as abused or neglected. Refer these children to the
appropriate county Birth to 3 program within two working days of identification. For example, if a provider's hedth exam
or developmental screen indicates that a child may have a qualifying disability or developmenta delay, the child must be
referred to the county Birth to 3 program for evaluation. (Providers are encouraged to explain the need for the Birth to 3
referral to the child's parents or guardians.)

1 Cooperate and participate with Birth to 3 service coordination as indicated in the child's IFSP (Individualized Family
Services Plan).

1 Deliver Birth to 3 servicesin the child's natural environment, unless otherwise specified in the IFSP.

1 Assist parents or guardians of children receiving Birth to 3 services to maximize their child's development and participate
fully in implementation of their child's IFSP.

Topic #18797

Submitting Birth to 3 Program Claims

Claim Submission Instructions If Member's Parent Did Not Give Consent to
Bill Commercial Health I nsurance

Federal regulation (34 C.F.R. Part 303) alows a Birth to 3 Program member's parents or guardians to refuse consent to bill their
commercial health insurance if it would result in a cost to the family, such as.

1 Reaching the lifetime limit on a policy
1 Anincrease in premiums, copayments, or deductibles

If aBirth to 3 Program member's parent did not give consent to bill their commercial heath insurance, the Birth to 3 Program
service provider should follow the claim submission instructions below based on the submission method.

Claims Submitted on Paper

Birth to 3 Program service providers are required to indicate ANSI (American National Standards Institute) reason codes on al
paper claims that indicate that a Birth to 3 Program has paid or denied the commercial health insurance liability for a member
enrolled in the Birth to 3 Program.

Note: This requirement is already in effect for electronic claims submitted through the ForwardHealth Portal and 837 Health Care
Claim electronic transactions.

Birth to 3 Program service providers are required to submit an Explanation of Medical Benefits (F-01234 (04/2018)) form, along
with the 1500 Health Insurance Claim Form, when submitting a paper claim with other health insurance information indicated.

Birth to 3 Program service providers should follow the instructions below to complete the indicated elements on the Explanation of
Medical Benefits form:

1 Element 1 - Payer Information. Check the box to indicate commercial health insurance. Enter "B3 county” as the carrier
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name.

1 Element 5 - Name Primary Policyholder. Leave blank.

1 Element 6 - Primary Policy ID. Leave blank.

1 Element 7 - Policy / Group Number. Leave blank.

1 Element 8 - Date Payer Processed. Leave blank for DOS (dates of service) on and after November 1, 2015. Enter the
date the Birth to 3 Program made the payment for DOS prior to November 1, 2015.

1 Element 11 - Paid / Deny. Enter "Y" for DOS on and after November 1, 2015. Enter "P* for DOS prior to November 1,
2015.

1 Element 14 - Paid. Leave blank for DOS on and after November 1, 2015. Enter the amount that was paid by the Birth to
3 Program for DOS prior to November 1, 2015.

1 Element 15-21 - ANSI Reason Codes. Leave blank for DOS on and after November 1, 2015. Enter the appropriate
ANSI Reason Code for DOS prior to November 1, 2015.

For elements not included above, providers should follow the Explanation of Medical Benefits Instructions (F-01234A
(04/2018)).

Claims Submitted Using 837 Health Care Claim Transaction or Provider Electronic Solutions
Softwar e

Birth to 3 Program service providers should follow the instructions below when submitting a claim, with other health insurance
indicated, using the 837 Health Care Claim transaction or PES (Provider Electronic Solutions) software. The Wisconsin PES
(Wisconsin Electronic Solutions) Manual gives detailed instructions on how to enter information into the Ol tabs, either in the
header or in the detail. Providers should include the following information in the fields listed below:

1 Claim Filing Indicator Code: Enter "ZZ".

1 Carrier Code: Enter "000".

1 Adjustment Group and Reason Code: Leave blank for DOS on and after November 1, 2015. Enter the appropriate
ANSI Group and Reason Codes for DOS prior to November 1, 2015.

1 Ol: Leaveas"Yes' for DOS on and after November 1, 2015. Enter "No" for DOS prior to November 1, 2015.

Claims Submitted Using Direct Data Entry on the Portal

Birth to 3 Program service providers should follow the instructions below when submitting a claim, with other health insurance
indicated, using direct data entry on the Portal:

1 Header Ol Information Pandl (required)
i Carrier number: Enter "000".
i Carrier name: Enter "(name of county) County B3".
i Claim filingindicator: Select "ZZ - Mutually Defined".
i Payment date: Leave blank for DOS on and after November 1, 2015. Enter the date the Birth to 3 Program made
the payment for DOS prior to November 1, 2015.
i Payment amount: Leave blank for DOS on and after November 1, 2015. Enter the amount that was paid for DOS
prior to November 1, 2015.
i Ol Circumstance: Select "Ol Circumstance” for DOS on and after November 1, 2015. Leave blank for DOS
prior to November 1, 2015.
1 Detail Ol Information Panel (required if the primary payer EOB (explanation of benefits) processed at the
detail level)
i Carrier number: Thisinformation will populate from the header level.
i Carrier name: Thisinformation will populate from the header level.
i Payment date: Leave blank for DOS on and after November 1, 2015. Enter the date the Birth to 3 Program made
the payment for DOS prior to November 1, 2015.
i Payment amount: Leave blank for DOS on and after November 1, 2015. Enter the amount that was paid for DOS
prior to November 1, 2015.
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1 Other Insurance EOB information Panel
i Carrier number: Select the appropriate number from the dropdown menu.
i Adjustment Group and Reason Codes: Leave blank for DOS on and after November 1, 2015. Select the
appropriate ANSI Group and Reason Codes from the respective drop-down lists for DOS prior to November 1,
2015.

Claim Submission Instructions If Member's Parent Gave Consent to Bill
Commercial Health Insurance

Wisconsin Medicaid has identified procedures when the Birth to 3 Program member's parent gave consent to bill commercial
health insurance.
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Enrollment Categories

Topic #225

Badger Care Plus
Populations Eligible for Badger Care Plus

The following populations are eligible for BadgerCare Plus:

Parents and caretakers with incomes at or below 100 percent of the FPL (Federal Poverty Level)

Pregnant women with incomes at or below 300 percent 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

Transitiona medical assistance individuals, aso known as members on extensions, with incomes over 100 percent of the
FPL

Where available, BadgerCare Plus members are enrolled in BadgerCare Plus HMOs. In those areas of Wisconsin where HMOs
are not available, services will be reimbursed on a fee-for-service basis.

Premiums

The following members are required to pay premiums to be enrolled in BadgerCare Plus:

1 Transitional medica assistance individuas with incomes over 133 percent of the FPL. Transitional medical assistance
individuals with incomes between 100 and 133 percent FPL are exempt from premiums for the first six months of their
eligibility period.

1 Children (ages 18 and younger) with household incomes greater than 200 percent with the following exceptions:

i Children under age 1 year.
i Children who are tribal members or otherwise eligible to receive Indian Health Services.

Topic #16677

Badger Car e Plus Benefit Plan Changes

Effective April 1, 2014, all members dligible for BadgerCare Plus were enrolled in the BadgerCare Plus Standard Plan. Asa
result of this change, the following benefit plans were discontinued:

1 BadgerCare Plus Benchmark Plan
1 BadgerCare Plus Core Plan
1 BadgerCare Plus Basic Plan

Members who are enrolled in the Benchmark Plan or the Core Plan who met new income limits for BadgerCare Plus digibility
were automatically transitioned into the BadgerCare Plus Standard Plan on April 1, 2014. In addition, the last day of BadgerRx
Gold program coverage for al existing members was March 31, 2014.

Providers should refer to the March 2014 Online Handbook archive of the appropriate service area for policy information
pertaining to these discontinued benefit plans.
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Topic #785

Badger Care Plus Prenatal Program

Asaresult of 2005 Wisconsin Act 25, BadgerCare has expanded coverage to the following individuals:

1 Pregnant non-U.S. citizens who are not qualified aliens but meet other eligibility criteriafor BadgerCare.
1 Pregnant individuals detained by legal process who meet other eligibility criteria for BadgerCare.

The BadgerCare Plus Prenatal Program is designed to provide better birth outcomes.

Women are eligible for all covered services from the first of the month in which their pregnancy is verified or the first of the month
in which the application for BadgerCare Plusis filed, whichever is later. Members are enrolled through the last day of the month in
which they deliver or the pregnancy ends. Postpartum care is reimbursable 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 are not limited to pregnancy-
related services.)

These women are not presumptively eligible. Providers should refer them to the appropriate income maintenance or tribal agency
where they can apply for this coverage.

Fee-for-Service

Pregnant non-U.S. citizens who are not qualified aiens and pregnant individuals detained by legal process receive care only on a
fee-for-service basis. Providers are required 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 BadgerCare Plus enrollment ends for pregnant non-U.S. citizens who are not qualified aliens, they receive coverage for
emergency services. These women receive emergency coverage for 60 days after the pregnancy ends; this coverage continues
through the end of the month in which the 60th day falls (e.g., awoman 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 Enroliment) for Pregnant Women Benefit is alimited benefit category that allows a pregnant woman to receive
immediate pregnancy-related outpatient services while her application for full-benefit BadgerCare Plus is 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 members through 18 years of age to receive BadgerCare Plus benefits while an
application for BadgerCare Plus is processed.

Fee-for-Service

Women and children who are temporarily enrolled in BadgerCare Plus through the EE process are not eligible for enrollment in an
HMO until they are determined eligible for full benefit BadgerCare Plus by the income maintenance or tribal agency.
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Topic #226

Family Planning Only Services

Family Planning Only Servicesis alimited benefit program that provides routine contraceptive management or related services to
low-income individuals who are of childbearing/reproductive age (typically 15 years of age or older) and who are otherwise not
eligible for Wisconsin Medicaid or BadgerCare Plus. Members receiving Family Planning Only Services must be receiving routine
contraceptive management or related services.

Note: Members who meet the enrollment criteria may receive routine contraceptive management or related servicesimmediately
by temporarily enrolling in Family Planning Only Services through EE (Express Enrollment).

The goa of Family Planning Only Servicesisto provide members with information and services to assist them in preventing
pregnancy, making BadgerCare Plus enrollment due to pregnancy less likely. Providers should explain the purpose of Family
Planning Only Services to members and encourage them to contact their certifying agency to determine their enrollment options if
they are not interested in, or do not need, contraceptive services.

Members enrolled in Family Planning Only Services receive routine services to prevent or delay pregnancy and are not eligible for
other services (e.g., PT (physical therapy) services, denta services). Even if amedical condition is discovered during a family
planning visit, treatment for the condition is not covered under Family Planning Only Services unless the treatment is identified in
the list of allowable procedure codes for Family Planning Only Services.

Members are also not eligible for certain other services that are covered under Wisconsin Medicaid and BadgerCare Plus (e.g.,
mammograms and hysterectomies). If amedical 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 Services if they are determined medicaly
necessary during routine contraceptive management or related services. A colposcopy is a covered service when an abnormal
result is received from a pap test, prior to the colposcopy, while the member is enrolled in Family Planning Only Services and
receiving contraceptive management or related services.

Family Planning Only Services members diagnosed with cervical cancer, precancerous conditions of the cervix, or breast cancer

may be eligible for Wisconsin Well Woman Medicaid. Providers should assist eligible members with the enrollment process for
Well Woman Medicaid.

Providers should inform members about other coverage options and provide referrals for care not covered by Family Planning
Only Services.

Topic #4757

ForwardHealth and ForwardHealth inter Change

ForwardHealth brings together many Wisconsin DHS (Department of Health Services) health care programs with the goal to
create efficiencies for providers and to improve health outcomes for members. ForwardHealth interChange is the DHS claims
processing system that supports multiple state health care programs and web services, including:

1 BadgerCare Plus

1 BadgerCare Plus and Medicaid managed care programs
1 SeniorCare
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1 ADAP (Wisconsin AIDS Drug Assistance Program)
1 WCDP (Wisconsin Chronic Disease Program)

1 WIR (Wisconsin Immunization Registry)

1 Wisconsin Medicaid

1 Wisconsin Well Woman Medicaid

1 WWWP (Wisconsin Well Woman Program)

ForwardHealth interChange is supported by the state's fiscal agent, Gainwell Technologies.

Topic #229

Limited Benefit Categories Overview

Certain members may be enrolled in a limited benefit category. These limited benefit categories include the following:

1 BadgerCare Plus Prenatal Program

1 EE (Express Enrollment) for Children

1 EE for Pregnant Women

1 Family Planning Only Services, including EE for individuals applying for Family Planning Only Services
1 QDWI (Qualified Disabled Working Individuals)

1 QI-1 (Qualifying Individuas 1)

1 QMB Only (Qualified Medicare Beneficiary Only)

1 SLMB (Specified Low-Income Medicare Beneficiary)

1 Tuberculosis-Related Medicaid

Members may be enrolled in full-benefit Medicaid or BadgerCare Plus and also be enrolled in certain limited benefit programs,
including QDWI, QI-1, QMB Only, and SLMB. In those cases, a member has full Medicaid or BadgerCare Plus coverage in
addition to limited coverage for Medicare expenses.

Members enrolled in the BadgerCare Plus Prenatal Program, Family Planning Only Services, EE for Children, EE for Pregnant
Women, or Tuberculosis-Related Medicaid cannot be enrolled in full-benefit Medicaid or BadgerCare Plus. These members
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 Tuberculosis-Related Medicaid.

Providers are strongly encouraged to verify dates of enrollment and other coverage information using Wisconsin's EVS
(Enrollment Verification System) to determine whether a member isin alimited benefit category, receives full-benefit Medicaid or
BadgerCare Plus, or both.

Providers are responsible for knowing which services are covered under a limited benefit category. If a member of alimited
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 is a joint federal/state program established in 1965 under Title X1X of the Social Security Act to pay for medica
services for selected groups of people who meet the program'’s financial requirements.
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The purpose of Medicaid isto provide reimbursement for and assure the availability of appropriate medical care to persons who
meet the criteriafor Medicaid. Wisconsin Medicaid is also known as the Medical Assistance Program, WMAP (Wisconsin
Medical Assistance Program), MA (Medical Assistance), Title X1X, or T19.

A Medicaid member is any individua entitled to benefits under Title XIX of the Social Security Act and under the Medical
Assistance State Plan as defined in Wis. Stat. ch. 49.

Wisconsin Medicaid enrollment is determined on the basis of financia need and other factors. A citizen of the United States or a
"qualified immigrant” who meets low-income financial requirements may be enrolled in Wisconsin Medicaid if they are in one of
the following categories:

1 Age 65 and older
1 Blind
1 Disabled

Some needy and |ow-income people become eligible for Wisconsin Medicaid by qualifying for programs such as:

1 Katie Beckett

1 Medicaid Purchase Plan

1 Foster care or adoption assistance programs
1SS (Supplemental Security Income)

1 WWWP (Wisconsin Well Woman Program)

Providers may advise these individuals or their representatives to contact their certifying agency for more information. The
following agencies certify people for Wisconsin Medicaid enrollment:

1 Income maintenance or tribal agencies

1 Medicaid outstation sites

1 SSA (Socia Security Administration) offices
In limited circumstances, some state agencies aso certify individuals for Wisconsin Medicaid.
Medicaid fee-for-service members receive services through the traditional health care payment system under which providers
receive a payment for each unit of service provided. Some Medicaid members receive services through state-contracted MCOs

(managed care organizations).

Topic #232

Qualified Disabled Working Individual Members

QDWI (Qudified Disabled Working Individual) members are alimited benefit category of Medicaid members. They receive
payment of Medicare monthly premiums for Part A.

QDWI members are certified by their income maintenance or tribal agency. To qualify, QDWI members are required to meet the
following qualifications:

1 Have income under 200 percent of the FPL (Federal Poverty Level)

1 Beentitled to, but not necessarily enrolled in, Medicare Part A

1 Have income or assets too high to qualify for QMB-Only (Qualified Medicare Beneficiary-Only) and SLMB (Specified
Low-Income Medicare Beneficiary)

Topic #234
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Qualified Medicare Beneficiary-Only Members

QMB-Only (Qualified Medicare Beneficiary-Only) members are a limited benefit category of Medicaid members. They receive
payment of the following:

1 Medicare monthly premiums for Part A, Part B, or both
1 Coinsurance, copayment, and deductible for Medicare-allowed services

QMB-Only members are certified by their income maintenance or tribal agency. QMB-Only members are required to meet the
following qualifications:

1 Have an income under 100 percent of the FPL (Federal Poverty Level)
1 Beentitled to, but not necessarily enrolled in, Medicare Part A

Topic #235

Qualifying Individual 1 Members

QI-1 (Qualifying Individua 1) members are alimited benefit category of Medicaid members. They receive payment of Medicare
monthly premiums for Part B.

QI-1 members are certified by their income maintenance or tribal agency. To qudify, QI-1 members are required to meet the
following qualifications:

1 Have income between 120 and 135 percent of the FPL (Federal Poverty Level)
1 Beentitled to, but not necessarily enrolled in, Medicare Part A

Topic #18777

Real-Time Eligibility Deter minations

ForwardHealth may complete real-time eligibility determinations for BadgerCare Plus and/or Family Planning Only Services
applicants who meet pre-screening criteria and whose reported information can be verified in real time while applying in ACCESS
Apply for Benefits. Once an applicant is determined eligible through the real-time eligibility process, they are considered eligible
for BadgerCare Plus and/or Family Planning Only Services and will be enrolled for 12 months, unless changes affecting dligibility
occur before the 12-month period ends.

A member determined eligible through the real-time eligibility process will receive a temporary ID (identification) card for
BadgerCare Plus and/or Family Planning Only Services. Each member will get their own card, and each card will include the
member's ForwardHealth ID number. The temporary 1D card will be valid for the dates listed on the card and will alow the
member to get immediate health care or pharmacy services.

Eligibility Verification
When a member is determined eligible for BadgerCare Plus and/or Family Planning Only Services through the real-time eligibility
process, providers are able to see the member's digibility information in Wisconsin's EV'S (Enrollment Verification System) in rea

time. Providers should always verify eligibility through EVS prior to providing services.

On rare occasions, it may take up to 48 hours for eligibility information to be available through interChange. In such instances, if a
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member presents avalid temporary ID card, the provider is still reguired to provide services, even if digibility cannot be
verified through EVS.
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Sample Temporary ldentification Card
for Badger Care Plus

To the Provider
The individual listed on this card has been enrolled in BadgerCare Plus WISCONSIN DEPARTMENT OF
This card entitles the listedindividual to receive health care services, HEALTH SERVICES

including pharmacy services, through BadgerCare Plus from any
Medicaid-enrolled provider. For additional information, call Provider
Services at 800-947-9627 orrefer to the ForwardHealth Online
Handbook at www. forwardhealth. va. gov.

1D Number
NOTE: 0987654321
It is important to providesenvices when
Providers who render servicasbased 0 2 it cates on :
card will receive payment for those semic 8 other ) “IThis card is valid from October 01, 2016 to November 30, 2016.
reimbursement requirements argumet JAIl policie
services apply for this | includingthe prohibition against biling|This individual’s eligibility should be available through the

members. If "Pending Assignfent” is indicated after the name on this [ForwardHealth Portal. Eligibility should always be verifiedthrough the
card, the member 'td&n!iﬁcaim {ID) numberwill be assignedwithin one [ForwardHealth Portal prior to services being provided.

business day; the card is still valid. Refer tothe ForwardHealth Online
Handbook for further information regardng this temporary 1D card
Providers are encouragedto keep a photocopy ofthis card.
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Sample Temporary Identification Card
for Family Planning Only Services

To the Provider

The individual listed on this card has been enrolled in Family Planning WISCONSIN DEPARTMENT OF

Only Services. This card entitles the listedindividual to receive health HEALTH SERVICES

care services, including pharmacy services, through Family Planning TEMPORARY IDENTIFICATION CARD
Only Services from any Medicaid-enrolled provider. For additional FOR FAMILY PLANNING
information, call Provider Services at 800-947-3627 or refer to the ONLY SERVICES

ForwardHealth Online Handbook at www: farwardhealth, wi. gov.

Name: Program ID Number
NOTE: ; ) i
y ; 3 . IMA MEMBER Family Planning Only 0987654321
It is important to providessenvices whenthis card is presented DOB. 09/01/1984 Sarions
Providers who render servicas'based on the'enrollment dates on'this ;
card will receive pajiment for those seficesiasiiong aSiother | This card is valid from October 01, 2016 to November 30, 2016.

reimbursement requirements angmet All policies'tégarding coverad
services apply for this in cir.r-dual", including the prohibition against biling
members. If "Pendnghsummt" is indicated after the name on this
card, the member identification (ID) numberwill be assignedwithin one
business day; the card is still valid. Refer to the ForwardHealth Online
Handbook for further information regarding this temporary 1D card
Providers are encouraged o keep a photocopy of this card

This individual's eligibality should be available through the
ForwardHealth Portal. Eligibility should always be verfied through the
ForwardHealth Portal prior to services being provided.

Topic #236

Specified L ow-Income Medicare Beneficiaries

SLMB (Specified Low-Income Medicare Beneficiary) members are a limited benefit category of Medicaid members. They
receive payment of Medicare monthly premiums for Part B.

SLMB members are certified by their income maintenance or tribal agency. To qualify, SLMB members are required to meet the
following qualifications:

1 Have an income under 120 percent of the FPL (Federal Poverty Level)
1 Beentitled to, but not necessarily enrolled in, Medicare Part A

Topic #262

Tuberculosis-Related M edicaid

Tuberculosis-Related Medicaid is alimited benefit category that allows individuals with TB (tuberculosis) infection or disease to
receive covered TB-related outpatient services.

Topic #240

Wisconsin Well Woman M edicaid

Wisconsin Well Woman Medicaid provides full Medicaid benefits to underinsured or uninsured women ages 35 to 64 who have

Therapies: Physical, Occupational, and Speech an%&%ﬁgdgqgﬂ]&l- BE;?Pgh March 31, 2023 Page 170 of 367



Wisconsin Medicaid
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:

1 Breast cancer
1 Cervical cancer

1 Precancerous conditions of the cervix

Services provided to women who are enrolled in WWWMA (Wisconsin Well Woman Medicaid) are reimbursed through
Medicaid fee-for-service.
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Enrollment Responsibilities

Topic #241

General I|nformation

Members have certain responsibilities per Wis. Admin. Code 8 DHS 104.02 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 more than one office visit is required to complete
treatment.

In most cases, if amember loses enrollment midway through treatment, BadgerCare Plus and Medicaid will not reimburse
services (including prior authorized services) after enrollment has lapsed.

Members are financially responsible for any services received after their enrollment has been terminated. 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 the
services will be paid. The provider may collect payment from the member if the member accepts responsibility for payment of a
service and certain conditions are met.

To avoid misunderstandings, it is recommended that providers remind members that they are financially responsible for any
continued care after enrollment ends.

To avoid potentia reimbursement problems that can arise when a member loses enrollment midway through treatment, the
provider is encouraged to verify the member's enrollment using the EV'S (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

Members are responsible for giving providers full and accurate information necessary for the correct submission of claims. If a
member has other health insurance, it is the member's obligation to give full and accurate information to providers regarding 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 Wis. Admin. Code § DHS 104.02(2), a member should inform providers that they are
enrolled in BadgerCare Plus or Wisconsin Medicaid and should present a current ForwardHealth identification card before

Therapies: Physical, Occupational, and Speech anﬁ%g\%ﬁgdgqyﬁ}ﬁgl- BE;?th March 31, 2023 Page 172 of 367



Wisconsin Medicaid

receiving services.

Note: Due to the nature of their specialty, certain providers — such as anesthesiologists, radiologists, DME (durable medical
equipment) suppliers, independent laboratories, and ambulances — are not always able to 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 emergencies that preclude prior identification, members are required to inform providers that they are receiving benefits
and must present their ForwardHealth identification card before receiving care. If a member forgets their ForwardHealth card,
providers may verify enrollment without it.

Topic #245

Reporting Changesto Caseworkers

Members are required to report certain changes to their caseworker at their certifying agency. These changesinclude, but are not
limited to, the following:

A new address or a move out of state

A change in income

A change in family size, including pregnancy
A changein other health insurance coverage
Employment status

1
1
1
1
1
1 A change in assets for members who are over 65 years of age, blind, or disabled

Therapies: Physical, Occupational, and Speech anﬁ%g\%ﬁgdgqyﬁ}ﬁgl- BE;?th March 31, 2023 Page 173 of 367



Wisconsin Medicaid

Enrollment Rights

Topic #246

Appealing Enrollment Deter minations

Applicants and members have the right to appeal certain decisions relating to BadgerCare Plus, Medicaid, or ADAP (Wisconsin
AIDS Drug Assistance Program) enrollment. An applicant, amember, 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 Wis. Admin. Code 8 HA 3.03, an applicant, member, or former member may appeal any adverse action or decision
by an agency or department that affects their benefits. Examples of decisions that may be appealed include, but are not limited to,
the following:

Individual was denied the right to apply.

Application for BadgerCare Plus, ADAP, or Wisconsin Medicaid was denied.

Application for BadgerCare Plus, ADAP, or Wisconsin Medicaid was not acted upon promptly.
Enrollment was unfairly discontinued, terminated, suspended, or reduced.

In the case when enroliment is cancelled or terminated, the date the member, or authorized person acting on behalf of the member,
files an apped with the DHA determines 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 files an appeal:

1 If amember files an appead before his or her enrollment ends, coverage will continue pending the hearing decision.
1 If amember files an appea within 45 days after his or her enrollment ends, a hearing is allowed but coverage is not
reinstated.

If the member files an appeal more than 45 days after his or 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 aclaimis denied due to termination of BadgerCare Plus or Wisconsin Medicaid enrollment, a hearing decision that reverses that
determination will allow the claim to be resubmitted and paid. The provider is required 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
Madison WI 53784

If aprovider has not yet submitted a claim, the provider is required to submit a copy of the hearing decision aong with a paper
claim to Specialized Research.

As areminder, claims submission deadlines still apply even to those claims with hearing decisions.

Therapies: Physical, Occupational, and Speech anﬁ%g\%ﬁgdgqyﬁ}ﬁgl- BE;?th March 31, 2023 Page 174 of 367



Wisconsin Medicaid

Claim Denial Dueto Termination of ADAP Enrollment

If aclaimisdenied due to termination of ADAP enrollment, a hearing decision that reverses that determination will allow the claim
to be resubmitted and paid. The provider is required 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 WI 53708

If aprovider has not yet submitted a claim, the provider is required to submit a copy of the hearing decision aong with a paper
claim to ADAP Claims and Adjustments.

As areminder, claims submission deadlines still apply even to those claims with hearing decisions.

Topic #247

Freedom of Choice

Members may receive covered services from any willing Medicaid-enrolled provider, unless they are enrolled in a state-
contracted MCO (managed care organization) or assigned to the Pharmacy Services Lock-In Program.

Topic #248

General I nformation

Members are entitled to certain rights per Wis. Admin. Code ch. DHS 103.

Topic #250

Notification of Discontinued Benefits

When DHS (Department of Health Services) intends to discontinue, suspend, or reduce a member's benefits, or reduce or
eliminate coverage of services for agenera class of members, DHS sends a written notice to members. This notice is required to
be provided at least 10 days before the effective date of the action.

Topic #252

Prompt Decisions on Enrollment

Individuals applying for BadgerCare Plus or Wisconsin Medicaid have the right 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 days
for al other applicants.

Topic #254

Reguesting Retroactive Enrollment
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An applicant has the right to request retroactive enrollment when applying for BadgerCare Plus or Wisconsin Medicaid.
Enrollment may be backdated to the first of the month three months prior to the date of application for eligible members.
Retroactive enrollment does not apply to QM B-Only (Qualified Medicare Beneficiary-Only) members.
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|dentification Cards

Topic #266

ForwardHealth I 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 alapse in enrollment; therefore, it is essential that providers verify enrollment
before providing services. Members are told to keep their cards even though they may have lapses in enrollment.

ForwardHealth I dentification Card Features

The ForwardHealth identification card includes the member's name, 10-digit member ID, magnetic stripe, signature panel, and the
Member Services telephone number. The card aso has a unique, 16-digit card number on the front for internal program use.

The ForwardHealth card does not need to be signed to be valid; however, adult members are encouraged to sign their cards.
Providers may use the signature as another means of identification.

The toll-free number on the back of each of the cardsis for member use only. The address on the back of each card is used to
return alost card to ForwardHealth if it is found.

If aprovider finds discrepancies with the identification number or name between what is indicated on the ForwardHealth card and
the provider's file, the provider should verify enrollment with Wisconsin's EVS (Enrollment Verification System).

Digital ForwardHealth Identification Cards

Members can access digital versions of their ForwardHealth cards on the MyA CCESS mobile app. Members are able to save
PDFs and print out paper copies of their cards from the app. The digital and paper printout versions of the cards are identical to
the physical cards for the purposes of accessing Medicaid-covered services. All policies that apply to the physical cards mailed by
ForwardHealth to the member also apply to the digital or printed versions that members may present.

A member may still accesstheir digital ForwardHealth card on the MyACCESS app when they are no longer enrolled. The
MyACCESS app will display a banner message noting that the member is not currently enrolled in a ForwardHealth program.
Providers should always verify enrollment with Wisconsin's EVS.

I dentification Number Changes

Some providers may question whether services should be provided if a member's 10-digit identification number on their
ForwardHealth card does not match the EV'S response. If the EV S indicates the member is enrolled, services should be provided.

A member's identification number may change, and the EV S will reflect that change. However, ForwardHealth does not
automatically send a replacement ForwardHealth card with the new identification number to the member. ForwardHealth cross-

references the 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
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the name from the EV S response. When a name change is reported and on file, anew card will automatically be sent to the
member.

Deactivated Cards

When any member identification card has been replaced for any reason, the previous identification card is deactivated. If a
member presents a deactivated card, providers should encourage the member to discard the deactivated card and use only the
new card.

Although a member identification card may be deactivated, the member ID is valid and the member still may be enrolled in a
ForwardHealth program.

If aprovider swipes a ForwardHealth card using a magnetic stripe card reader and finds that it has been deactivated, the provider
may request a second form of identification if they do not know the member. After the member's identity has been verified,
providers may verify a member's enrollment by using one of the EV'S methods such as AVR (Automated Voice Response).

Defective Cards

If aprovider uses a card reader for a ForwardHealth card and the magnetic stripe is defective, the provider should encourage the
member to call Member Services at the number listed on the back of the member's card to request 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 ID or
16-digit card number on atouch pad, if available, or by calling WiCall or Provider Services.

Lost Cards

If amember needs a replacement ForwardHealth card, they may call Member Services to request a new one.

If amember lost their ForwardHealth card or never received one, the member may call Member Services to request a new one.

Managed Care Organization Enrollment Changes

Members do not receive a new ForwardHealth card if they are enrolled in a state-contracted MCO (managed care organi zation)
or change from one MCO to another. Providers should verify enrollment with the EV'S every time they see a member to ensure
they have the most current managed care enrollment information.

Sample Digital
ForwardHealth
Identification Card

<  Digital ForwardHealth card

You may be asked to show the card
below at each visit with a doctor or
health care provider. In addition,
you may be asked to give the ID

SRR TR | PR S S —
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How to use your digital ForwardHealth
card

Go to My benefits home page

View PDF

Authorized Signature

For questions about your
Wisconsin healthcare coverage,
call: 1-800-362-3002

'A\‘_St.!.t! of Wiscongin, PO Box 6678, Madison, WI 53716-0678 )/

Topic #1435

Types of Identification Cards

ForwardHealth members receive an identification card upon initial eligibility determination. |dentification 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
enrall (i.e., paper application or online application). Members who are temporarily enrolled in BadgerCare Plus or Family
Planning Only Services receive 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 are included in Wis. Admin. Code 8§ DHS 104.02(5).

Topic #274

Pharmacy Services L ock-In Program

Overview of the Pharmacy Services L ock-In Program

The purpose of the Pharmacy Services Lock-In Program is to coordinate the provision of health care services for members who
abuse or misuse Medicaid, BadgerCare Plus, or SeniorCare benefits by seeking duplicate or medically unnecessary services,
particularly for controlled substances. The Pharmacy Services Lock-1n Program focuses on the abuse or misuse of prescription
benefits for controlled substances. Abuse or misuse is defined under Recipient Duties in Wis. Admin. Code 8§ DHS 104.02.

Coordination of member health care servicesis intended to:

1 Curb the abuse or misuse of controlled substance medications.
1 Improve the qudity of care for amember.
1 Reduce unnecessary physician utilization.

The Pharmacy Services Lock-In Program focuses on the abuse or misuse of prescription benefits for controlled substances.
Abuse or misuse is defined under Recipient Dutiesin Wis. Admin. Code § DHS 104.02. The abuse and misuse definition
includes:

1 Not duplicating or altering prescriptions

1 Not feigning illness, using false pretense, providing incorrect enrollment status, or providing false information to obtain
service

1 Not seeking duplicate care from more than one provider for the same or similar condition

1 Not seeking medical care that is excessive or not medically necessary

The Pharmacy Services Lock-In Program applies to members in fee-for-service as well as members enrolled in Medicaid SSI
HMOs and BadgerCare Plus HMOs. Members remain enrolled in the Pharmacy Services Lock-In Program for two years and
are continuously monitored for their prescription drug usage. At the end of the two-year enrollment period, an assessment is made
to determine if the member should continue enrollment in the Pharmacy Services Lock-1n Program.

Members enrolled in the Pharmacy Services Lock-1n Program will be locked into one pharmacy where prescriptions for
restricted medications must be filled and one prescriber who will prescribe restricted medications. Restricted medications are most
controlled substances, carisoprodol, and tramadol. Referrals will be required only for restricted medication services.

Fee-for-service members enrolled in the Pharmacy Services Lock-1n Program may choose physicians and pharmacy providers
from whom to receive prescriptions and medical services not related to restricted medications. Members enrolled in an HMO
must comply with the HMO's policies regarding care that is not related to restricted medications.
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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 is received, six months of pharmacy
claims and diagnoses data are reviewed. A recommendation for one of the following courses of action is then made:

No further action.

Send an intervention letter to the physician.

Send awarning |etter to the member.

Enroll the member in the Pharmacy Services Lock-In Program.

Medicaid, BadgerCare Plus, and SeniorCare members who are candidates for enrollment in the Pharmacy Services Lock-In
Program are sent a letter of intent, which explains the restriction 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 (that is, due process). If a member fails
to designate providers, the Pharmacy Services Lock-In Program may assign providers based on claims' history. In the letter of
intent, members are also informed that access to emergency careis not restricted.

L etters of notification are sent to the member and to the lock-in primary prescriber and pharmacy. Providers may designate
aternate prescribers or pharmacies for restricted medications, as appropriate. Members remain in the Pharmacy Services Lock-
In Program for two years. The primary lock-in prescriber and pharmacy may make referrals for speciaist care or for care that
they are otherwise unable to provide (for example, home infusion services). The member's utilization of servicesis reviewed prior
to release from the Pharmacy Services Lock-1n Program, and lock-in providers are notified of the member's rel ease date.

Excluded Drugs

The following scheduled drugs will be excluded from monitoring by the Pharmacy Services Lock-1n Program:

1 Anabolic steroids

1 Barbiturates used for seizure control
1 Lyrica

1 Provigil and Nuvigil

1 Welght loss drugs

Pharmacy Services L ock-In Program Administrator

The Pharmacy Services Lock-1n Program is administered by Kepro. Kepro may be contacted by phone at 877-719-3123, by
fax at 800-881-5573, or by mail at the following address:

Pharmacy Services Lock-1n Program
c/lo Kepro

PO Box 3570

Auburn AL 36831-3570

Pharmacy Services Lock-In Prescribers Are Required to Be Enrolled in
Wisconsin Medicaid

To prescribe restricted medications for Pharmacy Services Lock-1n Program members, prescribers are required to be enrolled in
Wisconsin Medicaid. Enrollment for the Pharmacy Services Lock-In Program is not separate from enrollment in Wisconsin
Medicaid.

Role of the Lock-In Prescriber and Phar macy Provider

The lock-in prescriber determines what restricted medications are medically necessary for the member, prescribes those
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medications using their professiona discretion, and designates an aternate prescriber if needed. If the member requires an
alternate prescriber to prescribe restricted medications, the primary prescriber should complete the Pharmacy Services Lock-1n
Program Designation of Alternate Prescriber for Restricted Medication Services (F-11183 (03/2023)) form and return it to the
Pharmacy Services Lock-In Program and to the member's HMO, if applicable.

To coordinate the provision of medications, the lock-in prescriber may also contact the lock-in pharmacy to give the pharmacist
(s) guidelines as to which medications should be filled for the member and from whom. The primary lock-in prescriber should also
coordinate the provision of medications with any other prescribers they have designated for the member.

The lock-in pharmacy fills prescriptions for restricted medications that have been written by the member's lock-in prescriber(s)
and works with the lock-in prescriber(s) to ensure the member's drug regimen is consistent with the overall care plan. The lock-in
pharmacy may fill prescriptions for medications from prescribers other than the lock-in prescriber only for medications not on the
list of restricted medications. If a pharmacy claim for a restricted medication is submitted from a provider who is not a designated
lock-in prescriber, the claim will be denied.

Designated L ock-In Pharmacies

The Pharmacy Services Lock-In Program pharmacy fills prescriptions for restricted medications that have been written by the
member's lock-in prescriber(s) and works with the lock-in prescriber(s) to ensure the member's drug regimen is consistent with
the overall care plan. The lock-in pharmacy may fill prescriptions for medications from prescribers other than the lock-in
prescriber only for medications not on the list of restricted medications. If a pharmacy claim for arestricted medication is
submitted from a provider who is not a designated lock-in prescriber, the claim will be denied.

Alternate Providersfor Members Enrolled in the Pharmacy Services L ock-
In Program

Members enrolled in the Pharmacy Services Lock-1n Program do not have to visit their lock-in prescriber to receive medical
services unless an HMO requires a primary care visit. Members may see other providers to receive medical services; however,
other providers cannot prescribe restricted medications for Pharmacy Services Lock-In Program members unless specifically
designated to do so by the primary lock-in prescriber. For example, if amember sees a cardiologist, the cardiologist may
prescribe a statin for the member, but the cardiologist may not prescribe restricted medications unless they have been designated
by the lock-in prescriber as an alternate provider.

A referral to an aternate provider for a Pharmacy Services Lock-1n Program member is necessary only when the member needs
to obtain a prescription for a restricted medication from a provider other than their lock-in prescriber or lock-in pharmacy.

If the member requires aternate prescribers to prescribe restricted medications, the primary lock-in prescriber is required to
complete the Pharmacy Services Lock-In Program Designation of Alternate Prescriber for Restricted Medication Services form.
Referrals for fee-for-service members must be on file with the Pharmacy Services Lock-1n Program. Referrals for HMO
members must be on file with the Pharmacy Service Lock-1n Program and the member's HMO.

Designated alternate prescribers are required to be enrolled in Wisconsin Medicaid.

Claimsfrom ProvidersWho Are Not Designated Phar macy Services L ock-
In Providers

If the member brings a prescription for a restricted medication from a non-lock-in prescriber to the designated lock-in pharmacy,
the pharmacy provider cannot fill the prescription.

If apharmacy claim for a restricted medication is submitted from a provider who is not the designated lock-in prescriber, alternate
prescriber, lock-in pharmacy, or aternate pharmacy, the claim will be denied. If aclaim is denied because the prescription is not
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from a designated lock-in prescriber, the lock-in pharmacy provider cannot dispense the drug or collect a cash payment from the
member because the service is a nonreimbursable service. However, the lock-in pharmacy provider may contact the lock-in
prescriber to request a new prescription for the drug, if appropriate.

To determine if a provider is on file with the Pharmacy Services Lock-1n Program, the lock-in pharmacy provider may do one of
the following:

1 Speak to the member.

1 Call Kepro.

1 Cdl Provider Services.

1 Usethe ForwardHealth Portal.

Claims are not reimbursable if the designated lock-in prescriber, aternate lock-in prescriber, lock-in pharmacy, or alternate lock-
in pharmacy provider is not on file with the Pharmacy Services Lock-1n Program.

For More Information

Providers may cal Kepro with questions about the Pharmacy Services Lock-1n Program. Pharmacy providers may also refer to
the list of restricted medications data table or call Provider Services with questions about the following:

1 Drugsthat are restricted for Pharmacy Services Lock-In Program members
1 A member's enrollment in the Pharmacy Services Lock-1n Program
1 A member's designated lock-in prescriber or lock-in pharmacy

Topic #273

Providers May Refuseto Provide Services

Providers may refuse to provide services to a BadgerCare Plus or Medicaid member in situations when there is reason to believe
that the person presenting the ForwardHealth identification card is misusing or abusing it.

Members who abuse or misuse BadgerCare Plus or Wisconsin Medicaid benefits or their ForwardHealth card may have their
benefits terminated or be subject to limitations under the Pharmacy Services Lock-In Program or to criminal prosecution.

Topic #275

Reguesting Additional Proof of | dentity

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 is
not mandatory for members to do so.)

Verifying member identity, as well as enrollment, can help providers detect instances of fraudulent ForwardHealth card use.
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Special Enrollment Circumstances

Topic #276

Medicaid Membersfrom Other States

Wisconsin Medicaid does not pay for services provided to members enrolled in other state Medicaid programs. Providers are
advised to contact other state Medicaid programs to determine whether the service sought is a covered service under that state's
Medicaid program.

Topic #279

Members Traveling Out of State

When a member travels out of state but is within the United States (including its territories), Canada, or Mexico, BadgerCare Plus
and Wisconsin Medicaid cover medical servicesin any of the following circumstances:

1 An emergency illness or accident

1 When the member's health would be endangered if treatment were postponed

1 When the member's health would be endangered if travel to Wisconsin were undertaken

1 When PA (prior authorization) has been granted to the out-of-state provider for provision of a nonemergency service

1 When there are coinsurance, copayment, or deductible amounts remaining after Medicare 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 is common practice for membersin a particular area of Wisconsin to seek
their medical services. Border-status providers follow the same policies as Wisconsin providers.

Topic #277

Non-U.S. Citizens— Emergency Services

Certain non-U.S. citizens who are not qualified aliens are eligible for services only in cases of acute emergency medical conditions.
Providers should use the appropriate diagnosis code to document the nature of the emergency.

An emergency medical condition isamedical 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:

1 Placing the person's health in serious jeopardy
1 Serious impairment to bodily functions
1 Serious dysfunction of any bodily organ or part

Dueto federal regulations, BadgerCare Plus and Wisconsin Medicaid do not cover services for non-U.S. citizens who are not
qualified aliens related to routine prenatal or postpartum care, mgjor organ transplants (for example, heart, liver), or ongoing
treatment for chronic conditions where there is no evidence of an acute emergent state. For the purposes of this policy, services
for ESRD (end-stage renal disease) and all labor and delivery are considered emergency services.
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Note: Babies born to certain non-qualifying immigrants are eligible for Medicaid enrollment under the CEN (continuously eligible
newborn) option. However, babies born to women with incomes over 300 percent of the FPL (Federal Poverty Level) are not
eligible for CEN status. The baby may dtill quaify for BadgerCare Plus. These mothers should report the birth to the local
agencies within ten calendar days.

A provider who gives emergency care to anon-U.S. citizen should refer them to the income maintenance or tribal agency or
ForwardHealth outstation site for a determination of BadgerCare Plus enrollment. Providers may complete the Certification of
Emergency for Non-U.S. Citizens (F-01162 (02/2009)) form for clients to take to the income maintenance or tribal agency in
their county of residence where the BadgerCare Plus enrollment decision is made.

Providers should be aware that a client's enrollment does not guarantee that the services provided will be reimbursed by
BadgerCare Plus.

Topic #278

Persons Detained by L egal Process

Most individuals detained by legal process who are eligible for BadgerCare Plus or Wisconsin Medicaid benefits will have their
eligibility suspended during their detention period. During the suspension, ForwardHealth will only cover inpatient services
received while the member is outside of jail or prison for 24 hours or more.

Note: "Detained by legal process’ means a person who is incarcerated because of law violation or aleged law violation, which
includes misdemeanors, felonies, delinquent acts, and day-release prisoners. Inmates who are released from jail under the Huber
Program to return home to care for their minor children may be eligible for full benefit BadgerCare Plus or Wisconsin Medicaid
without suspension.

Pregnant women detained by legal process who qualify for the BadgerCare Plus Prenatal Program and state prison inmates who
qualify for Wisconsin Medicaid or BadgerCare Plus during inpatient hospital stays may receive certain benefits and are not subject
to eligibility suspension. Additionally, inmates of county jails admitted to a hospital for inpatient services who are expected to
remain in the hospital for 24 hours or more will be eligible for PE (presumptive eligibility) determinations for BadgerCare Plus by
qudified hospitals. Refer to the Presumptive Eligibility chapter of either the Inpatient or Outpatient Hospital service area for more
information on the PE determination process.

The DOC (Department of Corrections) or county jail oversee health care-related needs for individuals detained by legal process
who do not qualify for the BadgerCare Plus Prenatal Program or for state prison inmates who do not qualify for Wisconsin
Medicaid or BadgerCare Plus during an inpatient hospital stay.

Topic #16657

State Prison Inmates May Qualify for Badger Care Plus or Wisconsin
Medicaid During I npatient Hospital Stays

Asaresult of 2013 Wisconsin Act 20, state prison inmates may qualify for BadgerCare Plus or Wisconsin Medicaid during
inpatient hospital stays.

Eligibility
Most individuals detained by legal process who are eligible for BadgerCare Plus or Wisconsin Medicaid benefits will have their

eligibility suspended during their detention period. During the suspension, ForwardHealth will only cover inpatient services
received while the member is outside of jail or prison for 24 hours or more.
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To qualify for BadgerCare Plus or Wisconsin Medicaid, prison or jail inmates must meet all applicable eligibility criteria. The DOC
coordinates and reimburses inpatient hospital services for state prison inmates who do not qualify for BadgerCare Plus or
Wisconsin Medicaid.

Inmates whose BadgerCare Plus or Wisconsin Medicaid igibility has been suspended will have coverage of inpatient services for
the duration of a hospital stay of 24 hours or more. This coverage begins on their date of admission and ends on their date of
discharge.

Inmates are not eligible for outpatient hospital services, including observations, under BadgerCare Plus and Wisconsin Medicaid.
Inmates may only be eligible for ER (emergency room) services if they are admitted to the hospital directly from the ER and are
counted in the midnight census; otherwise, ER services are considered outpatient services. Outpatient hospital services approved
by the DOC are reimbursed by the DOC.

Inmates are not presumptively eligible. Retroactive eigibility will only apply to dates of admission on and after April 1, 2014.
Enrollment

The DOC coordinates the submission of enrollment applications on behalf of state prison inmates.

Covered Services

The only services allowable by BadgerCare Plus or Wisconsin Medicaid for inmates are inpatient hospital services and
professional services provided during the inpatient hospital stay that are covered under BadgerCare Plus and Wisconsin

Medicaid. Providers with questions regarding services covered by BadgerCare Plus and Wisconsin Medicaid may refer to the
applicable service area or contact Provider Services.

Fee-for-Service

Inmates receive services on afee-for-service basis; they are not enrolled in HMOs.

Prior Authorization

The DOC will assist inpatient hospital providers with their submission of PA (prior authorization) requests for any services
requiring PA. If PA is denied, the DOC is responsible for reimbursement of the services.

Enrollment Verification

Inmates are only enrolled for the duration of their hospital stay. Providers should always verify an inmate's enrollment in
BadgerCare Plus or Wisconsin Medicaid before submitting a claim.

Claim Submission

When submitting a claim for an inmate's inpatient hospital stay, providers should follow the current claim submission procedures
for each applicable service area.

Reimbur sement

Acute care hospitals that provide services to inmates are reimbursed at a percentage of their usual and customary charge.

Critical access hospitals that provide services to inmates are reimbursed according to their existing Wisconsin Medicaid
reimbursement methodol ogy.

Wisconsin Medicaid reimburses professional services related to an inmat€'s inpatient hospital stay (e.g., laboratory services,

Therapies: Physical, Occupational, and Speech mﬁl@w&%& Bb?}lgh March 31, 2023 Page 186 of 367



Wisconsin Medicaid

physician services, radiology services, or DME (durable medical equipment)) at the current maximum allowable fee.

Contact I nformation

Providers may contact the DOC at 608-240-5139 or 608-240-5190 with questions regarding enrollment or PA for inmate
inpatient hospital stays.

Topic #280

Retr oactive Enrollment

Retroactive enrollment occurs when an individual has applied for BadgerCare Plus or Medicaid and enrollment is granted with an
effective date prior to the date the enrollment determination was made. A member's enroliment may be backdated to allow
retroactive coverage for medical billsincurred prior to the date of application.

The retroactive enrollment period may be backdated up to three months prior to the month of application if all enrollment
requirements were met during the period. Enroliment may be backdated more than three months if there were delaysin
determining enrollment or if court orders, fair hearings, or appeals were involved.

Reimbursing Membersin Cases of Retroactive Enrollment

When a member receives retroactive enrollment, he or she has the right to request the return of payments made to a Medicaid-
enrolled provider for a covered service during the period of retroactive enrollment, according to Wis. Admin. Code § DHS
104.01(11). A Medicaid-enrolled provider is required to submit claims to ForwardHealth for covered services provided to a
member during periods of retroactive enrollment. Medicaid cannot directly refund the member.

If aservice(s) that requires PA (prior authorization) was performed during the member's period of retroactive enrollment, the
provider is required to submit a PA request and receive approval from ForwardHealth befor e 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 is required to reimburse the member or authorized person acting on behalf of the member (for
example, local General Relief agency) the full amount that the member paid for the service.

If aclaim cannot be filed within 365 days of the DOS (date of service) due to adelay in the determination of a member's
retroactive enrollment, the provider is required to submit the claim to Timely Filing within 180 days of the date the retroactive
enrollment is entered into Wisconsin's EVS (Enroliment Verification System) (if the services provided during the period of
retroactive enrollment were covered).

Topic #281

Spenddown to Meet Financial Enrollment Requirements

Occasiondly, an individual with significant medical bills meets al enrollment requirements except those pertaining to income. These
individuals are required to "spenddown" their income to meet financia enrollment requirements.

The certifying agency calculates the individual's spenddown (or deductible) amount, tracks all medical costs the individual incurs,
and determines when the medical costs have satisfied the spenddown amount. (A payment for amedical service does not have to
be made by the individual to be counted toward satisfying the spenddown amount.)

When the individua meets the spenddown amount, the certifying agency notifies ForwardHealth and the provider of the last
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service that the individua is eligible beginning on the date that the spenddown amount was satisfied.

If the individual's last medical hill is greater than the amount needed to satisfy the spenddown amount, the certifying agency notifies
the affected provider by indicating the following:

1 Theindividua is eligible for benefits as of the DOS (date of service) on the last hill.

1 A claim for the service(s) on the last bill should be submitted to ForwardHealth. (The claim should indicate the full cost of
the service))

1 The portion of the last bill that the individual must pay to the provider.

The certifying agency also informs ForwardHedlth of the individua's enrollment and identifies the following:

1 The DOS of the final charges counted toward satisfying the spenddown amount
1 The provider number of the provider of the last service
1 The spenddown amount remaining to be satisfied

When the provider submits the claim, the spenddown amount will automatically be deducted from the provider's reimbursement
for the claim. The spenddown amount is indicated in the Member's Share element on the Medicaid Remaining Deductible Update
(F-10109 (02/2014)) form sent to providers by the member's certifying agency. The provider's reimbursement is then reduced by
the amount of the member's obligation.
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Prior Authorization
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Archive Date: 04/03/2023

Prior Authorization: Advanced | maging Services

Topic #15477

Exemption from Prior Authorization

Providers Ordering Computed Tomography and M agnetic Resonance
Imaging Services

Health systems, groups, and individual providers (requesting providers) that order CT (computed tomography), MR (magnetic
resonance), and MRE (magnetic resonance el astography) imaging services and have implemented advanced imaging decision
support tools may request an exemption from PA (prior authorization) requirements for these services. Upon approval,
ForwardHealth will recognize the requesting provider's advanced imaging decision support tool (for example, ACR Select,
Medicalis) as an aternative to current PA requirements for CT, MR, and MRE imaging services. Requesting providers with an
approved tool will not be required to obtain PA through eviCore healthcare for these services when ordered for Medicaid and
BadgerCare Plus fee-for-service members.

Note: It is the ordering provider's responsibility to communicate PA status (whether the provider is exempt from PA reguirements
or PA has been obtained through eviCore healthcare) to the rendering provider at the time of the request for advanced imaging
services.

Exemption from Prior Authorization Requirements Not Available for Positron Emission
Tomography

Decision support for PET (positron emission tomography) is not available in al advanced imaging decision support tools.
Therefore, PET will not be eligible to be exempted from PA requirements at this time. ForwardHealth may review its policies and
requirements in response to any future developments in decision support tools, including the addition of PET decision support
tools to the PA exemption.

Process for Obtaining an Exemption from Prior Authorization
Requirements

Requesting providers with advanced imaging decision support tools may request exemption from PA requirements for CT, MR,
and MRE imaging services using the following process.

1. Complete aPrior Authorization Requirements Exemption Reguest for CT, MR, and MRE Imaging Services (Prior
Authorization Reguirements Exemption Reguest for Computed Tomography (CT), Magnetic Resonance (MR), and
Magnetic Resonance Elastography (MRE) Imaging Services, F-00787 (02/2019)) and agree to its terms.

2. Submit the completed Prior Authorization Requirements Exemption Request for CT, MR, and MRE Imaging Servicesto
the mailing or email address listed on the form. Once received, ForwardHealth will review the exemption request materials,
approve or deny the request, and send a decision letter to the requesting provider within 60 days after receipt of all
necessary documentation. ForwardHealth will contact the requesting provider if any additional information is required for
the application.

3. If the exemption request is approved, submit alist of all individual providers who order CT, MR, and MRE scans using the
requesting provider's decision support tool. Exemptions are verified using the NPI (Nationa Provider Identifier) of the
individual ordering provider; therefore, requesting providers should submit a complete list of al individual ordering
providers within the requesting provider's group to ForwardHealth. Lists may be submitted via email to
DHSPAExemption@wisconsin.gov.
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Processfor Maintaining an Exemption from Prior Authorization
Requirements

To maintain exemption from PA requirements for advanced imaging services, the requesting provider is required to report the
following outcome measures to ForwardHealth for the previous full six-month interva (January 1 through June 30 and July 1
through December 31) by July 31 and January 31 of each year:

1 Aggregate score for all ordering providers that measures consistency with system recommendations based on the reporting
standards described in more detail in Section |11 of the Prior Authorization Requirements Exemption Request for CT, MR,
and MRE Imaging Services form

1 Subset scores, grouped by primary and specialty care

1 Aggregate outcome measures identified in the quality improvement plan

ForwardHealth will work with requesting providers to determine the most appropriate quality metrics. All requesting providers will
need to provide similar data based on their reporting capabilities. This information should be submitted by the July 31 and January
31 deadlines to DHSPA Exemption@wisconsin.gov.

Refer to the Prior Authorization Requirements Exemption Request for CT, MR, and MRE Imaging Services form for more
detailed information on quality improvement plans and maintaining exemption from PA requirements. Providers with questions
regarding the requirements may email them to DHSPAExemption@wisconsin.gov. If arequesting provider's quality improvement
plan changes over time, any additional information identified in the plan must also be reported to this email address.

ForwardHealth may discontinue an exemption after initial approval if it determines the requesting provider either no longer meets
the requirements outlined previously or does not demonstrate meaningful use of decision support to minimize inappropriate
utilization of CT, MR, and MRE imaging services.

Updating the List of Eligible Providers

The requesting provider is required to maintain the list of individual ordering providers eligible for the exemption. The requesting
provider will have two mechanisms for updating the list of individua ordering providers eligible for the exemption: individual entry
of provider NPIs or uploading alarger, preformatted text file.

The requesting provider may enter individual NPIs using the Prior Authorization Exempted link under the Quick Links box in the
secure Provider area of Portal.

For larger lists of providers eligible for exemption, requesting providers should upload a text file to the Portal that includes the
individua provider NPIs, start dates for exemption, and end dates for exemption, if applicable. All submitted NPIs will be
matched to the ForwardHealth provider file. ForwardHealth will notify the requesting provider monthly, using the email contact
indicated on the exemption application form, of any NPIs that cannot be matched.

ForwardHealth will enable the requesting provider's Portal administrator and delegated clerks to update the individual ordering
providers for whom the exemption applies by July 1, 2013. Any changes that need to be made prior to that time for individual
ordering providers eligible for the exemption should be sent to DHSPA Exemption@wisconsin.gov.

Theindividual providers listed may order CT, MR, and MRE imaging services without requesting PA for any DOS on and after
the date the requesting provider indicates those providers are eligible to use the decision support tool, regardless of the date an
individual provider'sinformation was submitted to ForwardHealth.

For example, ABC Health Clinic is approved for an exemption from PA requirements on June 1. Dr. Smith of ABC Health Clinic

orders an MR imaging service on June 15. It is discovered on June 20 that Dr. Smith was mistakenly excluded from ABC Hedlth
Clinic's exemption list. Once Dr. Smith is added to the exemption list, she is covered under the exemption going back to the date
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ABC Health Clinic indicated she was eligible to use the clinic's decision support tool.

Providers Rendering Advanced I maging Services

Providers rendering advanced imaging services are encouraged to verify that either a PA request has been approved for the
member (verified by contacting eviCore healthcare or the ordering provider), or the ordering provider is exempt from PA (verified
by contacting the ordering provider) prior to rendering the service.

Claim Submission

Providers rendering advanced imaging services for an ordering provider who is exempt from PA requirements should include
modifier Q4 (Service for ordering/referring physician qualifies as a service exemption) on the claim detail for the CT, MR, or
MRE imaging service. This modifier, which may be used in addition to the TC (Technical component) or 26 (Professional
component) modifiers on advanced imaging claims, indicates to ForwardHealth that the ordering provider is exempt from PA
requirements for these services.

Providers are also reminded to include the NPI of the ordering provider on the claim if the ordering provider is different from the
rendering provider. If a PA request was not approved for the member and an exempt ordering provider's NPI is not included on
the claim, the claim will be denied.

Topic #10678

Prior Authorization for Advanced | maging Services

Most advanced imaging services, including CT (computed tomography), MR (magnetic resonance), MRE (magnetic resonance
elastography), and PET (positron emission tomography) imaging, require PA (prior authorization) when performed in either
outpatient hospital settings or in non-hospital settings (e.g., radiology clinics). eviCore healthcare, a private radiology benefits
manager, is authorized to administer PA for advanced imaging services on behaf of ForwardHealth. Refer to the Prior
Authorization section of the Radiology area of the Online Handbook for PA requirements and submission information for
advanced imaging services.

Health systems, groups, and individual providers that order CT, MR, and MRE imaging services and have implemented decision
support tools may request an exemption from PA requirements for these services. Upon approval, ForwardHealth will recognize
the requesting provider's advanced imaging decision support tool (e.g., ACR Select, Medicalis) as an alternative to current PA
requirements for CT, MR, and MRE imaging services.
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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 service is approved. Providers may then begin
providing the approved service on the grant date given.

An approved request means that the requested ser vice, 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 requests to 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 atotal quantity
approved for the entire group. When this occurs, the quantity approved for the entire group of codes will be indicated with the
first procedure code. All of the other approved procedure codes within the group will indicate a quantity of zero.

Providers may submit claims for any combination of the procedure codes in 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 the
receipt of al the necessary information. After processing the PA request, ForwardHealth will send the provider either a decision
notice letter or areturned provider review letter. Providers will receive a decision notice letter for PA requests that were
approved, approved with modifications, or denied. Providers will receive areturned provider review letter for PA reguests that
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 ForwardHealth needs to continue adjudicating the PA request.

Providers submitting PA requests via the ForwardHealth Portal will receive a decision notice letter or returned provider review
letter via the 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 as well as by mail.

If the provider submitted a paper PA request viamail or fax and does not have a Portal account, the decision notice letter or
returned provider review letter will be sent to the address indicated in the provider's file as their PA address (or to the physical
address if thereisno PA address on 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 providers who submitted their paper PA

request via fax. Providers who submitted their paper PA request viafax will receive the decision notice letter or returned provider
letter viamail.
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Topic #5038

Correcting Returned Prior Authorization Requests and
Regquest Amendments on the Portal

If aprovider received areturned provider review letter or an amendment provider review letter, they will be able to correct the
errorsidentified on the returned 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 via the Portal to ForwardHealth for
processing. When correcting errors, providers only need to address the items identified in the returned provider review letter or
the amendment provider review letter. Providers are not required to resubmit PA information already submitted to
ForwardHealth.

Topic #5037

Decision Notice L ettersand Returned Provider Review
L etter son the Portal

Providers can view PA (prior authorization) decision notices and provider review letters via 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 their right to afair hearing. Only the member, or authorized
person acting on behalf of the member, can appeal the denial.

Providers may call Provider Services for clarification of why a PA reguest was denied.

Providers are required to discuss a denied PA request with the member and are encouraged to help the member understand the
reason the PA request was denied.

Providers have three options when a PA request is denied:

1 Not provide the service.

1 Submit a new PA request. Providers are required 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 (05/2013)), PA/DRF (Prior Authorization/Dental Request Form, F-11035 (07/2012)), or PA/HIASI (Prior
Authorization for Hearing Instrument and Audiological Services 1, F-11020 (05/2013)).

1 Provide the 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 is upheld and the
member chooses to receive the service anyway, the member may choose to receive the service(s) as a noncovered service.
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Sample Notice of Appeal Rights Letter

<Month DD, CCYY=>
<sequence number>

<RecipName= Member Identification Number:
<RecipAddressLinel> 008 0.65.0.0. 0.6 &
<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

OG0 6.5.5.0.0.6 ¢ KX XX EESE0.0.0.8.6.0.0.0.0.0.6.6.6.6.5.6.6.6.6.6.1 XXX XX XN XX
AN XX AN OO OO
AR OO OO Y

XXXKAXXKXXX XX XX KRN EXERX KX NN XXXXX XX XXXXX.XX
KN XX OO OO
XXX RO NX

“HerviceMNN=
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
maodified as follows.
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Denied Services

Service Code Muodilier Service Unit Drollar
Description

KXXNXXXXNXX XX XX EEEE A0 08869900000 6.6.0.0.0.9.6.¢.1 KEXNN KX KEXXXXX
AN XX OGO
ARG

KXXNRXXXNXX XX XX EEEE0008.8.6.9.0.0.0.0.0.5.6.6.5.0.0.6.§.6.4 AEXKK KK KEXXX XX
XX XX OGO
AR

=DenicdServiceNN=

Modified Services

Service Code Modifier Service Unit Dallar
Description

OO XX XX A OO OO OO HNNHRN MMNKNKX
XX XX OGO
MAXNNEX NN RN NXXX

HOOCRN XX XK XX AR NNNXHKKN XXXXKXX
XX XX L0 00.0.0.00 0866006 6.0.0.0.0.0.0.5.6.1
B 6660000000080 0 665006864

<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

1o 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 53707-7875

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 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 to 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, attorney, provider, ele., (o
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 yvour
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 #426

Modified Requests

Modification is a change in the services originally requested on a PA (prior authorization) request. Modifications could include, but
are not limited to, either of the following:

1 The authorization of a procedure code different than the one originally requested.
1 A change in the frequency 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 their right to afair hearing. Only the member, or authorized person acting on behalf of
the member, can appeal the modification.

Providers are required to discuss with the member the reasons a PA request was modified.
Providers have the following options when a PA request is approved with modification:

1 Provide the service as authorized.

1 Submit a request to amend the modified PA request. Additional supporting clinical documentation and medical justification
must be included.

1 Not provide the service.

1 Provide the service as originally requested as a noncovered service.

If the member does not appeal the decision to modify the PA request or appeals the decision but the decision is upheld and the
member chooses to receive the originally requested service anyway, the member may choose to receive the service(s) asa
noncovered service.

Providers may call Provider Services for clarification of why a PA request was modified.

Sample Notice of Appeal Rights Letter
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<Month DD, CCYY>
<sequence 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 LS8 O 6.6.6.6.5 6.4
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.

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 ACOOCOGOOOCOOODOOGOOX
OO

KON XX XX EEEE 0000869000000 5.6.6.5.0.0.6.6.6.4 HEAXKK KK KEXXX XX
XX XX BRGS0 00000060000 0000008664
AOGCOOOOOCOI OO

<DeniedServiceNN=

Modified Services

Service Code Modifier Service Unit Dallar
Description

KRN XX XX A O OO HENHK RN MMNKXKX
XX XX SOOI
LS9 0.0.0.0.0.0. 0.0 6 ¢ 000000006 6

KOOOOOINXX XX XX OO0 NEXXNXX  XXXXN XX
XX XX L6 000.000 0000000000 000.0.8 6.4
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AEEEENERNEEKEENANN NN

<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 eriteria 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 vour 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.

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 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 o ask your local county or tribal agency if there is free legal
help available in your area.
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= At that hearing, you (or you may choose a Iriend, relative, attorney, provider, ete., o
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.

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= 1o 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 #4737

Returned Provider Review Letter Response Time
Thirty Daysto Respond to the Returned Provider Review L etter

ForwardHealth 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's response is received
within 30 calendar days, ForwardHealth still considers the origina 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 the returned provider review letter
was sent, the PA status becomes inactive and the provider is required to submit a new PA request. Thisresultsin alater grant
date if the PA request is approved. Providers will not be notified when their PA request status changes to inactive, but this
information 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 is inactive and the provider is required to submit a new PA request.

Topic #427

Returned Requests

A PA (prior authorization) request may be returned to the provider when forms are incomplete, inaccurate, or additiona clinical
information or corrections are needed. When this occurs, the provider will be sent a provider review letter.

Returned Provider Review Letter

The returned 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 required to make the corrections or supply the requested information in the
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space provided on the letter or attach additional information to the letter before mailing the letter to ForwardHealth. Providers can

also correct PAs that 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, providers are required to make a copy of their PA requests (including attachments and any supplemental information)
before mailing the requests to ForwardHealth. The provider is required to have a copy on file for reference purposes if more
information is required about the PA request.

Note: When changing or correcting the PA request, providers are reminded 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 services that normally require PA.
Emergency services are defined in Wis. Admin. Code DHS 101.03(52) as "those services which are necessary to prevent the
death or serious impairment of the health of the individual."

Reimbursement is not guaranteed for services that normally require PA that are provided in emergency situations. As with all
covered services, emergency services must meet al 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 reimburse providers for noncovered services provided in any situation, including emergency
situations.

Topic #430

Urgent Services

Telephone consultations with DMS (Division of Medicaid Services) 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 adelay in
authorization would result in undue hardship for the member or unnecessary costs for Medicaid as determined by DMS. All
telephone consultations for urgent services should be directed to Provider Services at 800-947-9627. Providers should have the
following information ready when calling:

Member's name

Member ID number

Service(s) needed

Reason for the urgency

Diagnosis of the member

Procedure code of the service(s) requested

Providers are required 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 is received more than two weeks after the consultation. If the PA request is denied
in this case, the provider cannot request payment from the member.
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Extension of Therapy vs. Spell of I1Iness

Topic #2741

Extension of Therapy Services Encouraged

PT (physical therapy), OT (occupational therapy), and SLP (speech and language pathology) providers are encouraged to
request an extension of therapy services (instead of SOI (spell of illness)) when either of the following is true:

1 The provider is unsure if the member has received, or is currently receiving, PT, OT, or SLP services from another
provider for the current SOI.

1 The member's need for PT, OT, or SLP servicesis expected to exceed the maximum allowable treatment days for that
SOl.

Topic #2740

Extension of Therapy Services Required

PT (physical therapy), OT (occupationa therapy), and SLP (speech and language pathology) providers are required to request
extension of therapy services (instead of SOI (spell of illness)) when any of the following are true:

1 The onset of the member's condition has been acute, such as with a stroke.
1 The member's condition does not meet the criteriafor SOI approval.

Certain conditions never qudify for an SOI, such as intellectua disability. These services always require PA (prior authorization).

Topic #2739

Prior Authorization Request Attachment Forms
Flowchart

The following flowchart may be used to determine which attachment form should be sent with a PA/RF (Prior Authorization
Reguest Form, F-11018 (05/2013)) to request PA (prior authorization) for OT (occupational therapy), PT (physical therapy),
and SLP (speech and language pathology) services following use of the initial 35 DOS (dates of service) of service in amember's
lifetime that do not require PA. Providers are responsible for submitting and obtaining PA when required using the most
appropriate attachment form. The three form attachments available for use when requesting PA for therapy services are:

1 The PA/B3 ( Prior Authorization/Birth to 3 Attachment, F-11011 (07/2012))
1 The PA/SOIA (Prior Authorization/Spell of 1llness Attachment, F-11039 (10/2015))
1 The PA/TA (Prior Authorization/Therapy Attachment, F-11008 (08/2017))
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Submit a completed PARF with a completed PA/B3.

Are zervices bemg
requested for any of the
following:
s Cotreatment;
Are the requested therapy services being * Dualtreatment;
provided for any one ofthe followmg ¢« Unlisted procedure
conditions: code(s);
»  An acuteonsetofa new dizeaze, YES o Treatmentof
ijury, or condition; decubituzulcer;
An exacerbation ofa pre-existing o Treatmentfor
condition; conditions resulting
s A regression i condition due to from mtellectual
tack of therapy? dizability?
Submit a completed PARF with a completed PA/TAL
Topic #2738
Overview

NO

Submit a
completed
PARF with a
completed
PASSOIA.

PT (physical therapy), OT (occupational therapy), and SLP (speech and language pathology) providers may always choose to
request extension of therapy services instead of SOI (spell of illness). For example, a provider may request extension of therapy
services instead of SOI when treating an acute onset of a condition, such as a stroke. However, ForwardHealth will not approve
areguest for SOI when extension of therapy services is necessary.
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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 al the
necessary information. The method ForwardHeal th will use to communicate decisions regarding 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:

1 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 viathe Portal.

1 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, as well as by mail.

1 If the PA request was originally submitted viamail 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 address indicated in the provider'sfile
as their PA address (or to the physical addressif thereis no PA address on file), not to the address the provider wrote on
the PA request or amendment request.

Topic #431

Amendments

Providers are required to use the Prior Authorization Amendment Request (F-11042 (07/2012)) to amend an approved or
modified PA (prior authorization) request.

ForwardHealth does not accept a paper amendment reguest submitted on anything other than the Prior Authorization Amendment
Request. The Prior Authorization Amendment Request may be submitted through the ForwardHealth Portal as well as by 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 is required 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:
1 To temporarily modify a member's frequency of a service when there is a short-term change in their medical condition
1 To change the rendering provider information when the billing provider remains the same
1 To change the member's ForwardHealth identification number
1 To add or change a procedure code

Note: ForwardHealth recommends that, under most circumstances, providers should enddate the current PA request and submit a
new one if there is a significant, long-term change in services required.

Topic #2737

Prior Authorization Amendmentsfor Therapy Services
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Providers may request an amendment to a current approved or modified PA request to change any of the following:

1 Thefrequency of treatment
1 The grant and expiration date(s)
1 The request for cotreatment

1 The specific treatment code(s)

PA expiration dates may be amended up to one month beyond the original expiration date if the additional services are medically
necessary and PT (physical therapy), OT (occupational therapy), or SLP (speech and language pathology) services will be
discontinued after this brief extension of services.

If the need for PT, OT, or SLP servicesis expected to continue for longer than one month beyond the expiration date, submission
of anew PA request is required.

Providers are required to submit a new PA request (instead of requesting an amendment) if the member's medical condition
changes significantly and requires a new POC (plan of care).

The request to amend the PA/RF (Prior Authorization Request Form, F-11018 (05/2013)) should include the following:

A copy of the original PA/RF

A Prior Authorization Amendment Request form

The specific, requested changes to the PA/RF

Documentation justifying the requested changes (This may include the POC, a new written report of the member's
eva uation, treatment goals, etc.)

Members Under Age6
If an authorization period of less than 12 months is granted, providers can submit a PA amendment to continue services up to 12

months per PA. Providers must submit an amendment request or a new PA request before the current PA expires to prevent a
gap in services. Members are not required to be discharged at the end of the extension period.

Approval Criteria
ForwardHealth may approve an amendment request if the following are true:

1 Documentation establishes that the amendment request is medically necessary.
1 Therequest is received by the date of the requested change.

Reasons for Denial
ForwardHealth may deny an amendment request for reasons including, but not limited to, the following:

1 The request is not medically necessary.

1 Therequest is solely for the convenience of the member, the member's family, or the provider.

1 The request is not received before the date of the requested change.

1 The PA expired prior to receipt of the amendment request.

1 The member's medica condition changes significantly, requiring a new POC.

1 Therequest isto allow for a vacation, missed appointments, illness, or aleave of absence by the provider.

Topic #432
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Appeals

If aPA (prior authorization) request is denied 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:

1 Denid or modification of a PA request
1 Deniad of aretroactive authorization for a service

The member is required to file an appeal within 45 days of the date of the Notice of Appeal Rights.

To file an appeal, members may complete and submit a Reguest 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 their case during a fair hearing.

Fair Hearing Upholds ForwardHealth's Decision

If the hearing decision upholds the decision to deny or modify a PA request, the DHA notifies the member and ForwardHealth in
writing. The member may choose to receive the service (or in the case of a modified PA request, the originally requested service)
as a noncovered service, not receive the service at al, or apped the decision.

Fair Hearing Overturns ForwardHealth's Decision

If the hearing decision overturns the decision to deny or modify the PA request, the DHA notifies ForwardHed th and the
member. The letter includes instructions for the provider and for ForwardHealth.

If the DHA letter instructs the provider to submit a claim for the service, the provider should submit the following to
ForwardHealth after the service has been performed:

1 A paper claim with "HEARING DECISION ATTACHED" written in red ink at the top of the claim
1 A copy of the hearing decision
1 A copy of the denied PA request

Providers are required to submit claims with hearing decisions to the following address:

ForwardHealth
Specialized Research
Ste 50

313 Blettner Blvd
Madison WI 53784

Claims with hearing decisions sent to any other address may not be processed appropriately.

If the DHA letter instructs the provider to submit a new PA request, the provider is required 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
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Madison 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 asks to receive the service befor e the hearing decision is made, the provider is required to notify the member
before rendering the service that the member will be responsible for payment if the decision to deny or modify the PA request is
upheld.

If the member accepts responsibility for payment of the service before the 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 accepts responsibility for payment of the service before the hearing decision is made, and if the appeal decision
overturns the 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 is required to refund the
member for the entire amount of payment received from the member after the provider receives Medicaid's reimbursement.

Wisconsin Medicaid does not directly reimburse members.

Sample Notice of Appeal Rights Letter

<Month DD, CCYY>
<gequence number>

<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

KXXNXXKXXXX KX XX ER SRR GRG0 0060000505 655 6.4 XEXXNEX XXXXX. XX
KN XX EES 8000000 LRSS LELEREEE$
OO

XXXXXXXXXXX XX XX LRSS S S0 000 0.0.6. 606050506964 XXXXX XX XXXXX.XX
KN XX NN

L T T T e R U T T T B
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B O A N N W W W L L 8
<ServiceNMN=

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.

Denied Services
Service Code Modifier Service Unit Dallar
Deseription

LO S 0.6.0.9.0.0.0 ¢ KX XX EEEE0008.8.6.9.0.0.0.0.0.0.6.6.9.0.0.6.6.6.1 MOOOCKKN XX XX
NN XX BRGS0 0000006000000 0 000886 ¢
AR

LE S S0 0.0.0.0.0.¢ KX XX RO 0.0.0.0.0.6.6.90.0.0.6.6.6.6.6.5.0.0.6.6.6.4 HHKHK KK HNHHX XX
AN XX B0 000000060000 00 0000686 ¢
ARNNRNOOOOCOII R

=DenicdServiceNN=

Modified Services

Service Code Modifier Service Unit Dallar
Deseription

OO XX XX OCOOOOCOAOOOX MK XXX
XX XX A
EES 500000000 L RS0 LELLE0 66

SOOI XK XX EEEEEE 04600000006 66.9.0.0.6.6.6.4 NXXNHXX XMXXXXX
XX XX AN R X
EES 6000000 SR EREEELEEES 6

<ModifiedScrviceNN=

<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 eriteria 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
to contact <Provider Name> to review the prior authorization request and the reasons for the
decision.

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.
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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 agency 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.

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 #1106

Enddating

Providers are required to use the Prior Authorization Amendment Reguest (F-11042 (07/2012)) to enddate most PA (prior
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authorization) requests. ForwardHealth does not accept requests to 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 is not submitted on the Prior Authorization Amendment Request, aletter will be sent to the provider
stating that the provider is required to submit the request using the proper forms.

Examples of when a PA request should be enddated include the following:

1 A member chooses to discontinue receiving prior authorized services.
1 A provider chooses to discontinue delivering prior authorized services.

Examples of when a PA request should be enddated and a new PA request should be submitted include the following:

1 Thereisan interruption in a member's continual care services.
1 Thereisachange in the member's condition that warrants along-term change in services required.
1 The service(s) is no longer medically necessary.

Topic #4739

Returned Amendment Provider Review L etter

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) appears currently in the system, and providers are required to respond by
correcting errors identified on the letter. Providers are required 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 status in 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 interChange 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-rays and dental models will be returned once the amendment request is finalized.

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, providers are required to make a copy of their amendment requests (including attachments and any supplemental
information) before mailing the requests to ForwardHealth. The provider is required to have a copy on file for reference purposes
if ForwardHealth requires more information about the amendment request.

Note: When changing or correcting the amendment request, providers are reminded to revise or update the documentation
retained in their records.

Topic #5039

Sear ching for Previously Submitted Prior Authorization
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Requests on the Portal

Providers will be able to search for al previously submitted PA (prior authorization) requests, regardiess of how the PA was
initially submitted. If the provider knows the PA number, they can enter the number to retrieve the PA information. If the provider
does not know the PA number, they can search for a PA by entering information in one or more of the following fields:

1 Member identification number

1 Reguested start date

1 Prior authorization status

1 Amendment status

If the provider does not search by any of the information above, providers will retrieve al 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:

1 The PA/RF (Prior Authorization Request Form, F-11018 (05/2013)), PA/DRF (Prior Authorization/Dental Request Form,
F-11035 (07/2012)), or PA/HIASL (Prior Authorization Request for Hearing |nstrument and Audiological Services, F-
11020 (05/2013))

1 A service-specific PA attachment(s)

1 Additional supporting clinical documentation (Typical PA requirements regarding attachments may not apply for some
HealthCheck "Other Services' PA requests.)

Topic #446

Attachments

In addition to the PA/RF (Prior Authorization Request Form, F-11018 (05/2013)), PA/HIASI (Prior Authorization for Hearing
Instrument and Audiological Services 1, F-11020 (05/2013)), or PA/DRF (Prior Authorization/Dental Request Form, F-11035
(07/2012)), a service-specific PA (prior authorization) attachment must be submitted with each PA request. The PA attachment
alows 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). Providers should include adequate information for ForwardHealth to make a reasonable judgment
about the case.

ForwardHealth will scan each form with a barcode as it is received, which will allow greater efficiencies for processing PA
requests.

Topic #2736

PT (physical therapy), OT (occupational therapy), and SLP (speech and language pathology) providers have the following
choices for PA attachments:

1 The PA/TA (Prior Authorization/Therapy Attachment, F-11008 (08/2017))
1 The PA/SOIA (Prior Authorization/Spell of IlIness Attachment, F-11039 (10/2015))
1 The PA/B3 ( Prior Authorization/Birth to 3 Attachment, F-11011 (07/2012))

PT, OT, and SLP providers should use the PA/TA when requesting the following:
1 Extension of therapy services
1 Maintenance therapy services
1 Services that require PA starting with the first day of treatment
PT, OT, and SLP providers should submit the PA/SOIA when requesting approval for SOI (spell of illness).

PT, OT, and SLP providers should submit the PA/B3 for Birth to 3 services.
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Prior Authorization/Speech Generating Device, Synthesized

At the time that the speech-language pathologist recommends an SGD (speech-generating device) and relevant accessories for
rental or purchase for a member, they will complete a report(s) with required content or the two optional forms:

1 PA/SGD Skills and Needs Profile Attachment (Prior Authorization/Speech Generating Device Skills and Needs Profile
Attachment, F-02494 (07/2019))

1 PA/SGD Purchase Recommendation Attachment (Prior Authorization/Speech Generating Device Purchase
Recommendation, F-02493 (07/2019))

Speech-language pathol ogists can aternatively complete report(s) in aformat of their choosing with the required content found on
the optional forms.

The billing provider is required to submit these forms or equivalent documentation to ForwardHealth when requesting PA for
rental of synthesized SGD or purchase of synthesized SGDs, accessories, mounting systems, or software.

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 al PA forms and PA attachments are available by writing to ForwardHealth. Include a return address, the name
of the form, the form number (if applicable), and mail the request to the following address:

ForwardHealth
Form Reorder

313 Blettner Blvd
Madison WI 53784

Providers may also call Provider Services to order paper copies of forms.

Downloadable Forms

Most PA attachments can be downloaded and printed in their original format from the Portal. Many forms are available in fillable
PDF (Portable Document Format) and fillable Microsoft Word formats.

Web PA Viathe Portal

Certain providers may complete the PA/RF (Prior Authorization Request Form, F-11018 (05/2013)) 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 #448

Prior Authorization Request Form
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The PA/RF (Prior Authorization Request Form, F-11018 (05/2013)) is used by ForwardHealth and is mandatory for most
providers when requesting PA (prior authorization). The PA/RF serves as the cover page of a PA request.

Providers are required to complete the basic provider, member, and service information on the PA/RF. Each PA request is
assigned a unique ten-digit number. ForwardHealth remittance information will report to the provider the PA number used to
process the claim for prior authorized services.

Topic #2735

Prior Authorization Request Form Completion
|nstructionsfor Therapy Services

The following sample PA/RFs (Prior Authorization Request Form) for therapy services are available:

1 PT (physical therapy)
1 OT (occupational therapy)
1 SLP (speech and language pathol ogy)

ForwardHesalth requires certain information to enable the programs to authorize and pay for medical services provided to eligible
members.

Members of ForwardHealth are required to give providers full, correct, and truthful information for the submission of correct and
complete claims for reimbursement. This information should include, but is not limited to, information concerning enroliment status,
accurate name, address, and member identification number (Wis. Admin. Code 8 DHS 104.02[4]).

Under Wis. Stat. § 49.45(4), personaly identifiable information about program applicants and membersis confidential and is used
for purposes directly related to ForwardHealth administration such as determining eligibility of the applicant, processing PA (prior
authorization) requests, or processing provider claims for reimbursement. The use of the PA/RF (F-11018 (05/2013)) is
mandatory to receive PA for certain items. Failure to supply the information requested by the form may result in denial of PA or
payment for the service.

Providers should make duplicate copies of al paper documents mailed to ForwardHealth. Providers may submit PA requests,
along with the PA/SOIA (Prior Authorization/Spell of IlIness Services Attachment, F-11039 (10/2015)) and the PA/B3 (Prior
Authorization/Birth to 3 Attachment, F-11011 (07/2012)), by fax to ForwardHealth at 608-221-8616 or by mail to the following
address:

ForwardHealth
Prior Authorization
Ste 88

313 Blettner Blvd
Madison WI 53784

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 services requested on the PA/RF are for HealthCheck "Other

Services." Enter an "X" in the box next to WCDP (Wisconsin Chronic Disease Program) if the services requested on the PA/RF
are for aWCDP member.
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Element 2 — Process Type

Enter the appropriate three-digit process type from the list below. The process type is a three-digit code used to identify a
category of service requested. Use process type 999 (Other) only if the requested category of service is not found in the list. PA
and SOI (spell of illness) requests will be returned without adjudication if no process type is indicated.

111 —PT
"112— 0T
“113—SLP

"114 — SOl for PT

115 — SOl for OT

"116 — SOl for SLP

160 — Birth to 3 for PT

161 — Birth to 3 for OT

162 — Birthto 3 for SLP

999 — Other (use only if the requested category or serviceis not listed above)

" Includes rehabilitation agencies.

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 (street, city, state, and ZIP+4 code) of the billing provider. Providers are required to
include both the ZIP code and four-digit extension for timely and accurate billing. The name listed in this element must correspond
with the billing provider number listed in Element 5a.

Element 5a — Billing Provider Number
Enter the NPI (National Provider Identifier) of the billing provider. The NPI in this element must correspond with the provider
name listed in Element 4.

Element 5b — Billing Provider Taxonomy Code
Enter the national 10-digit al phanumeric taxonomy code that corresponds to the NPI of billing provider number 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.

SECTION Il — MEMBER INFORMATION
Element 7— Member |dentification Number
Enter the member ID. Do not enter any other numbers or letters. Use the ForwardHeal th identification card or Wisconsin's EVS

(Enrollment Verification System) to obtain the correct number.

Element 8 — Date of Birth — Member
Enter the member's date of birthin MM/DD/CCYY format.

Element 9 — Address— Member

Enter the complete address of the member's place of residence, including the street, city, state, and ZIP code. If the member isa
resident of a nursing home or other facility, include the name of the nursing home or facility.
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Element 10 — Name — Member

Enter the member's last name, followed by their first name and middle initial. Use the EV S 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.

Element 11 — Gender — Member
Enter an "X" in the appropriate box to specify male or femae.

SECTION |11 — DIAGNOSIS— TREATMENT INFORMATION

Element 12 — Diagnosis— Primary Code and Description
Enter the appropriate ICD (International Classification of Diseases) diagnosis code and description with the highest level of
specificity most relevant to the service/procedure requested. The ICD diagnosis code must correspond with the ICD description.

Element 13 — Start Date— SOI
Complete this element only when requesting an SOI. Enter the date of onset for the SOI in mm/dd/ccyy format.

Element 14 — First Date of Treatment — SOI
Complete this element only when requesting an SOI. Enter the date of the first treatment for the SOI in MM/DD/CCYY format.

Element 15 — Diagnosis — Secondary Code and Description
Enter the appropriate secondary 1CD diagnosis code and description with the highest level of specificity most relevant to the
service/procedure requested, if applicable. If requesting an SOI, leave this element blank.

Element 16 — Requested PA Start Date
Enter the requested start date for service(s) in mm/dd/ccyy format, if a specific start date is requested. If requesting an SOI, leave
this element blank.

Element 17 — Rendering Provider Number

Enter the NPI of the provider who will be performing the service, only if the NPI is different from the NPI of the billing provider
listed in Element 5a. If the treating therapist is the therapy assistant, enter the provider number of the supervising therapist.
Rehabilitation agencies and outpatient hospital PT, OT, and SLP providers do not indicate a rendering provider number.

Element 18 — Rendering Provider Taxonomy Code

Enter the national 10-digit aphanumeric taxonomy code that corresponds to the provider who will be performing the service, only
if this code is different from the taxonomy code listed for the billing provider in Element 5b. If the treating therapist is a therapy
assistant, enter the provider number of the supervising therapist. Rehabilitation agencies and outpatient hospital PT, OT, and SLP
providers do not indicate a rendering provider number.

Element 19 — Service Code
Enter the appropriate CPT (Current Procedura Terminology) code or HCPCS (Healthcare Common Procedure Coding System)
code for each service/procedure/item requested. Do not complete this element if requesting a Birth to 3 Program service.

Element 20 — Modifiers

Enter the modifier(s) corresponding to the procedure code listed if a modifier is required. Enter the "GP" modifier for PT services,
the "GO" modifier for OT services, and the "GN" modifier for SLP services. Do not enter modifiers TF (intermediate level of
care) or TL (Early intervention/individualized family service plan [IFSF]).

Element 21 — POS

Enter the appropriate POS (place of service) code designating where the requested service/procedure/item would be
provided/performed/di spensed.
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Element 22 — Description of Service

Enter awritten description corresponding to the appropriate CPT code or HCPCS code for each service/procedure/item
requested. If requesting a Birth to 3 Program service, enter "Birth to 3" and the therapy discipline as the description (for example,
"Birth to 3 occupational therapy services' for OT services).

Element 23— QR
Enter the appropriate quantity (for example, number of services, days supply) requested for the procedure code listed.

Element 24 — Charge
Enter the provider's usual and customary charge for each service/procedure/item requested. If the quantity is greater than "1.0,"
multiply the quantity by the charge for each service/procedure/item requested. Enter that total amount in this element.

Note: The charges indicated on the request form should reflect the provider's usual and customary charge for the procedure
requested. Providers are reimbursed 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 charges for this request.

Element 26 — Signature — Requesting Provider
The original signature of the provider requesting/performing/dispensing this service/procedure/item must appear in this element.

Element 27 — Date Signed
Enter the month, day, and year the PA/RF was signed (in mm/dd/ccyy format).

Sample PA/RF for Physical Therapy Services

DEPARTMENT OF HEALTH SERVICES STATE OF WISCONSIN

ForwardHeallh DHS 106.03(4), Wiz, Admin. Code

F-11018 (0513) DHS 152.06(3)h), 153.08(3)g). 154.06(3)g), Wis. Admin. Code
FORWARDHEALTH

PRIOR AUTHORIZATION REQUEST FORM (PA/RF)

Providers may submit prior authonzation (FA) reguests by fax to ForsardHealth at (608) 221-85616 or by mail to: ForsardHealth, Prior Authorization, Suite
83, 313 Blatiner Boulevard, Madson, W1 53784, Instructions: Type or print clearly, Before completing this form, read the service-specific Prior Authonzation
Request Form (PA/RF) Completion Instructions.

SECTION | — PROVIDER INFORMATION
1. Chack only if applicabla 2. Process Typa 3. Telaphona Mumber — Billing Providar
d  HealhCheck "Other Services”

111
d  Wisconsin Chronic Disease Program (WCDP) (555) 555-5555
4. Mame and Address — Billing Provider (Street, City, State, ZIP+4 Code) Sa_ Billing Provider Number
I.M. BILLING PROVIDER 0222222220

609 WILLOW ST
ANYTOWN WI 55555-1234

Sb. Billing Provider Taxonomy Code

123456789X

Ga. Name — Prescribing / Referring / Ordering Provider Gb. Mational Provider dentifier — Preacnbing / Refaming /
Ordering Pravider

.M. PRESCRIBING PROVIDER 0111111110

SECTION Il — MEMBER INFORMATION

T, Member [dentification Mumber B, Date of Birth — Marmbeer 9. Address — Mamber (Stresl, City, State, ZIP Code)

10. Hame — Mamber (Last, First, Middla Initial) 11. Gendar — Mamber ANYTOWN WI 55555

MEMBER, IM A O Male B Fomale

SECTION Il — DIAGNOSIS | TREATMENT INFORMATION

12 Diagnosts — Primary Code and Description 13. Start Date — 501 14. First Drate of Treatment — SO0

163,30 — Cerebral infarction due to thombos unsp cerebral anery

15, Diagnosis — Secondary Code and Descriplion 16, Requested PA Start Date

292 82 — 5P admn tPA in diff fac win last 24 hr bef adm to cmit fac

17. Rendering | 18 Renderng | 19 Service | 20, Modifiers 21, | 22 Descriplion of Service | 23 OR 24, Charge
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Frovider Provider Code PLS
Mumbser Taxanamy 1 2 3 “

Code
0222222220 | 123456789% | 97116 GP 1 Gat trakingtraniirmng. 15 min x Mad x 11 whe 33 KEX XK
0222222220 123456780X | 97110 GP 11 Strenganng sxeecises, 15 min x Mk x 11 whe 33 HEM KK
0222222330 | 123456789X | GO283 GP 1 Unamended E stim. rot for wound cars, 1iday 3 days 3 R XX

An appeoved does nol . Reimbursement is contingent upon ervoliment of the member and provider at the time the senvice is
Mwum«mﬂmw of tha claien information, Payensnt will not be made for sendces inflaled prior b approsal of after the aulhonzation axperation 25, Total

sanct wih ForwardHealth payment methodalogy and policy. I the member s enrolled in a BadgerCare Plus Managed | charces OO

mmunm-mwmmhprwmmmmmuummnmwumﬂww

_Manged Care Piogram.
26. SIGMATURE — Requesting Provider 27. Date Signed
ILM. Requesting Provider MMIDDICCYY
Sample PA/RF for Occupational Therapy Services
DEPARTMENT OF HEALTH SERVICES STATE OF WISCONSIN
ForwardHealth DHS 106.03(4), Wis. Admin_ Code
F-11018 (05/13) DHS 152.06(3)h), 153.06(3)g). 154.06(2){g), Wiz, Admin. Code

FORWARDHEALTH
PRIOR AUTHORIZATION REQUEST FORM (PA/RF)
Providers may submit prior authorization (PA) requests by fax to ForsardHealth at (608) 221-8616 or by mail to: ForsardHealth, Prior Authorization, Suite

84, 313 Bletiner Boulevard, Madizon, W1 53784, Inatructions: Type of print cleary. Before completing thiz form, read the service-specific Prior Authonzation
Requist Form (PAIRF) Completion Instructions,

SECTION | — PROVIDER INFORMATION

1. Chack only if applicable 2. Process Typa 3. Telephone Number — Billing Provider
O HealthCheck “Other Senices”
112 55-5

O Wisconsin Chronic Disease Program (WCDP) (555)5 506

4. Mame and Address — Billing Provider (Street, City, State, ZIP+4 Code) Sa_ Billing Provider Number

.M. BILLING PROVIDER 0222222220

609 WILLOW ST 5b. Billing Provider Taxonomy Code

ANYTOWN W1 55555-1234 123456789X

Ba. Name — Prescribing ! Referring / Ordering Providar Gb. Mational Provider ldentifier — Prescribing / Refeming /

Ordering Provider

.M. PRESCRIBING PROVIDER 0111111110

SECTION Il — MEMBER INFORMATION

7. Member ldemification Number &, Date of Birth — Mamber 9. Address — Member (Streat, City, State, ZIP Cosa)

1234567890 MM/DDICCYY 492 RIDGE ST

10. Name — Mamber (Last, First, Middla Initial) 11. Gender — Mambes ANYTOWN W| 55555

MEMEBER, IM A O Male H Female

SECTION Il — DIAGNOSIS | TREATMENT INFORMATION

12. Diagnosis — Primary Code and Description 13. Start Date — 501 14, First Drate of Treatmant — SO0
163,30 — Cerebral infarction due fo thombas unsp cerebral anery

15. Diagnogis — Secondary Code and Description 16. Requested PA Start Date

292 .82 — S/P admn tPA in diff fac win last 24 hr bef adm to cmit fac

17. Rendering | 18 Rendering | 19. Service 20, Medifiers 21, 22, Descrption of Service 23. QR 24, Charge
Providar Prowvider Code POS

HNumber Taxanamy 1 2 3| 4

Code

0222222220 | 123455789X | 87110 GO 1 Srengthening exencises, 15 min x Jwkx 11 whs 33 HHH KK
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An appeoved auth does nol . Reimbursement is contingent upon errolimend of the member and provider al the tma the sevice s

Mmmmﬂmmmm Paryerend will not ba mads for senioss infiaded prior i appeoval or after the authonization axperalion 25 Tnu
will ba dance wih FoouarHesth paymact meihodalogy and palcy. f he membe i arvoed n 8 BadgerCare Plis Minaged | cpg XXX,
mmﬂhm.mwmmhmﬂd FonvardHisalth resmbursemant will be alowsd anly i the senvice is nof covened by B rges
_Maraged Care Program
28. SIGNATURE — Requesting Provider 27. Date Signed
I.M. Requesting Providesr MM/DDICCYY

Sample PA/RF for Speech and Language Pathology Services

DEPARTMENT OF HEALTH SERVICES STATE OF WISCONSIN

Forwardieallh DHS 106.03(4), Wis, Admin, Code

F-11018 (05/13) DHS 152.06(3)h), 153.06{3Kg). 154.06(3)(g), Wis. Admin. Code
FORWARDHEALTH

PRIOR AUTHORIZATION REQUEST FORM (PA/RF)
Providers may submil prior authorization (PA) requests by fax to ForwardHealth at (608) 221-8518 or by mail lo; ForsardHealth, Prior Autharization, Suite
83, 312 Bletiner Boulevard, Madison, WI 53TE4, Instructions: Type or print cleadly, Before completing this form, read the service-specific Prior Authodzation
Request Form (PA/RF) Completion Instructions.

SECTION | — PROVIDER INFORMATION

1. Check onty if applicable 2. Procass Typa 3. Telaphone Mumber — Biling Provider
O HeaBhCheck “Other Services™
113 55-5
O  Wisconsin Chronic Disease Program (WCDP) (5593 A3
4. Name and Address — Billing Provider (Streel, City, Stale, ZIP+4 Code) Sa. Billing Provider Number
.M. BILLING PROVIDER 0222222220
BDQﬁéLLOW ST vas 5b. Biling Provider Taxonomy Code
AM WM W 55555-1
123456788
Ga. Name — Prescribing / Referring / COrdering Provider Gb. Mational Provider Identifier — Prescrbing / Referring [/
Ordering Pravider
.M. PRESCRIBING PROVIDER 0111141110
SECTION Il — MEMBER INFORMATION
7. Mambar Identification Numbar E. Date of Birth — Mamber 9. Address — Member [(Stresl, City, Slate, ZIP Code)
12345678280 MM/DDICCYY 322 RIDGE ST
10. Name — Member (Last, First, Middie Initial) 11. Gender — Member AMNYTOWN WI 55555
MEMBER, IM A QD Male @ Female
SECTION Il — DIAGHOSIS | TREATMENT INFORMATION
12 Diagnosis — Primary Code and Description 13, Starl Date — 501 14, First Date of Treatment — SO0
F80.1 — Expressive language disorder
15. Diagnosts — Secondary Code and Descriplion 16, Requested PA Start Date
RB2.0 — Delayed milestone in childhood MM/DD/CCYY
17. Rendering | 18. Rendering | 19. Service 20. Modifiers 21, 22, Descriplion of Sernvice 23. QR 24, Charge
Provider Provider Coda POS
Humber Taxnomy 1 2 3 @
Code
0222222220 | 123456789 | 02523 GM 11 | SpeechfLanguage Evaluation 1 IO
0222222220 | 12M456TE0X | 92507 GN 11 | SpeechfLanguage Therapy 17 KX XK
0222222220 | 123456789 | 92508 GN 11 | Group Speech/Language Therapy 17 OO
An appeoved Reimbursement is conbingent upon erroliment of the membar and provider al the ime the senvice is
Mwmm wmmmm-bm Py will not be e for sardces inifabed prior 1o agpral of aller the aulhonzation exgieation | 25, Total
? st will ba in © pargmart y and poicy. I the member i eoroled in a BadgerCare Plus Managed | oo OO0 0K
mpw;nmtgmnwwmmu is provided, ForwariHsaith rembursement will be alowsd only 1 th senvice is nof covensd by B
26. SIGMATURE — Requesting Provider 27. Date Signed
I.M. Requesting Provides MM/IDDICCYY
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Topic #449

Supporting Clinical Documentation

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 is not limited to, X-rays, photographs, a physician's prescription,
clinical reports, and other materials related to the member's condition.

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 models will be returned 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.

Therapies: Physical, Occupational, and Speech anﬁ%g\%ﬁgdgqyﬁ}ﬁgl- Bb?}Jgh March 31, 2023 Page 223 of 367



Wisconsin Medicaid

General Information

Topic #4402

An Overview

The PA (prior authorization) review process includes both a clerical review and aclinical 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 reguest 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 The PA request is being reviewed by the Fiscal Agent.
Review

Pending—Dentad Follow-up | The PA request is being reviewed by a Fiscal Agent dental specialist.

Pending—State Review The PA request is being reviewed by the State.

Suspend—Provider Sending | The PA request was submitted via the ForwardHealth Portal and the provider indicated they will
Information be sending additiona supporting information on paper.

Inactive The PA request 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 #2729

Approval Criteria

Comprehensive information about the member helps to establish the functional potential of the member and forms the basis for
determining whether the member will benefit from the requested services. No single factor, such as diagnosis or age of the
member, will result in automatic approval or denia of aPA (prior authorization) request for extension of therapy services,

mai ntenance therapy services, or services that always require PA.

It is essentia that documentation is complete, accurate, and specific to the member's current condition and needs. Providers are
required to submit the following when submitting the PA/TA (Prior Authorization/Therapy Attachment, F-11008 (08/2017)):

1 A written report of the member's evaluation.
1 Anindividualized POC (plan of care) if not documented on the PA/TA.

1 A copy of the IEP (Individualized Education Plan) if the member is a school-aged member (ages 3 up to 21)

1 A copy of the IPP (Interdisciplinary Program Plan) if the member isin aresidential or day facility for the developmentally
disabled. The IPP must document coordination and integration of the active treatment and medical care plan of the
member.

*

" ForwardHealth does not require submitted documentation of coordination of care or the IEP for the initial PA of an episode of
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therapy services. Elements 16 and 17 of the PA/TA do not need to be completed when requesting these services. An episode of
therapy services lasts until the member is discharged from the current plan of care.

Also, per Wis. Admin. Code 8 DHS 90.07(3)(b), when submitting non-Birth to 3 PA requests for therapeutic services for
children ages 03 years (that is, outpatient treatment PA requests for therapeutic services), providers must confirm that the child
has been referred to the Birth to 3 Program. Confirmation of referral can be completed by, but is not limited to, caregiver
discussion regarding the availability of the Birth to 3 Program, review of member medical records with confirmed referral in the
record, or direct referral by the therapy provider to the Birth to 3 Program.

Providers may provide the IFSP (Individualized Family Service Plan) or Child Enrollment Status Regarding Birth to 3 Program
(F-00316 (03/2017)) form as a method of confirmation that the child has been referred to the Birth to 3 Program, but the IFSP
and Child Enrollment Status Regarding Birth to 3 Program form are not required to be submitted for children ages 0-3 years.

Providers should ensure that the method of confirmation of the referral is maintained in the member's medical records and is
readily available upon audit requests.

Only one team member needs to submit the |EP or IPP with a PA request. The team should discuss who will submit the |EP or
IPP. The other providers should reference the PA request that was submitted with the |EP or |PP by indicating the PA number
and the date the PA was submitted. The team member designated to submit the IEP or IPP should receive an additional copy
from the coordinator. If the member does not have an |EP or |PP, the provider is required to indicate the reason these documents
do not exist.

Topic #434

Communication With Members

ForwardHealth recommends that providers inform members that PA (prior authorization) is required for certain specified services
befor e delivery of the services. Providers should also explain that, if required to obtain PA, they will be submitting member
records and information to ForwardHealth on the member's behalf. Providers are required to keep members informed of the PA
request status throughout the entire PA process.

Member Questions

A member may call Member Services to 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 more information is needed about the status of an
individual PA request.

Topic #21279

Coordination of Care

For the initial PA (prior authorization) of an episode of care, providers are not required to submit documentation of coordination
of care with SBS (school-based services) or community-based service providers for members under 21.

Providers are required to submit written attestation of coordination with SBS on subsequent PA requests when a member is
receiving both community-based services and SBS in the same treatment discipline (for example, outpatient speech therapy and
speech therapy in the school). This attestation 