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Changes to local codes, paper claims, and prior
authorization for specialized medical vehicle
services in conjunction with HIPAA requirements

This Wisconsin Medicaid and BadgerCare
Update introduces important changes to
local codes, paper claims, and prior
authorization (PA) for specialized medical
vehicle (SMV) services, effective

October 2003, in conjunction with the
federal Health Insurance Portability and
Accountability Act of 1996 (HIPAA).
These changes include:

e Adopting nationally recognized codes
to replace currently used Wisconsin
Medicaid local codes.

e Revising CMS 1500 paper claim
instructions.

e Revising Medicaid PA request forms
and instructions.

A future Update will notify providers of
the specific effective dates for the various
changes.

Changesin conjunction with HIPAA

ThisWsconsin Medicaid and Badger Care
Updateintroducesimportant billing and prior
authorization (PA) changesfor speciaized
medical vehicle (SMV) services. Thesechanges
will beimplementedin October 2003in
conjunctionwith thefederal Hedlth Insurance
Portability and Accountability Act of 1996
(HIPAA). WhileHIPAA and Wisconsin
Medicaid will not require providersto conduct
electronictransactions, Wisconsin Medicaid
strongly encourages SMV providersto do so.

When HIPAA isimplemented, Wisconsin
Medicaidwill require SMV providerswho
submit electronictransactionsto use HIPAA-
compliant transactions. For moreinformation,
refer to thefrequently asked questionsin the
December 2002 HIPAA inSght (PHC 1920).

A future Updatewill notify providersof the
gpecificimplementation datesfor thevarious
HIPAA changes. These changesare not policy
or coveragerelated (e.g., PA requirements,
documentation requirements), but include:

»  Adopting nationally recognized procedure
codes, place of service (POS) codes, and
modifiersto replace currently used
Wisconsin Medicaidloca codes.

*  Revisng CMS 1500 paper claminstructions.

» Revising PA request formsand instructions.

Note: Useof the national codesthat will replace
Wisconsin Medicaid local codes, revised paper
clamingtructions, or revised PA formsand
instructionsprior toimplementation datesmay
resultin claim denialsand returned PA requests.
Specificimplementation dateswill be published
inafuture Update.

Adoption of national codes

WisconsnMedicaid will adopt nationally
recognized codesto replace currently used
WisconsnMedicaidloca codesfor SMV sarvices.

Department of Health and Family Services



Allowable procedure codes

Wisconsin Medicaid will adopt Hedlthcare
Common Procedure Coding System (HCPCS)
procedure codesto replacethefollowing
currently used local procedure codesfor SMV
providers:

*  W9053-W9058 and \W9090-W9091. These
local codeswill bereplaced by HCPCS
procedure code S0209 (wheelchair van,
mileage, per mile).

v Wisconsin Medicaid reimbursesfor
“unloaded mileage” whenthe SMV
travelsempty morethan 20 milesby
the shortest route availablefrom the
dispatch point (i.e., SMV garting
location) to therecipient’slocation.

v Whenhillingfor mileage, providers
should useexact mileage, including
tenthsof amile (1.0 mile=1.0 unit).

e \WO9095. Thisloca codewill bereplaced by
HCPCS procedure codeA0170
(transportation ancillary: parking fees, tolls,
other).

v “Waitingtime” occurswhenan SMV
provider waitsfor therecipient to return
tothevehiclewhiletherecipient
receivesmedical services.

v Whenbhillingfor waiting time, providers
must indicate unitsof timeinfractions
of an hour (1.0 hour = 1.0 unit) (eg., 1
hour, 40 minutes= 1.7 units).

*  W9096-W9097. Theselocal codeswill be
replaced by HCPCS procedure code A0130
(nonemergency transportation: wheelchair
van).

v Thebaserateincludesthefirst five
milesof thetrip.

v' Whenbhillingfor SMV baserate,
providersmust indicate unitsasone
baseratefor thefirst five miles of the
trip. The base rate should only be
indicated asaunit of “1.”

e \W9098. Thisloca codewill bereplaced by
HCPCS procedure code T2001 (non-
emergency transportation; patient attendant/
escort).

v Whenbhilling for an additiona attendant,
providersmust indicate oneunit per trip
with an additional attendant (1trip=1
unit).

Refer to Attachment 1 of thisUpdatefor a
procedure code conversion chart. Providersare
required to use the appropriate HCPCS
procedure codethat describesthe service
performed.

Modifiers

Providerswill berequiredto usenationally
recognized HCPCSmodifiersin placeof the
local modifierscurrently used by Wisconsin
Medicaid. Modifier changesand additionsfor
SMV sarvicesareasfollows:

* Locd service-provided modifiers“TB,”
“TC” “TD,” “TE,” “TH,” “TI,” “TL,"
“TM,” “TO,” “TR,” and “TS’ have been
eliminated. Providerswill nolonger needto
includethesemodifierson claimformsor
on PA forms.

»  Nationa modifierswithloca descriptions
will replacethelocal trip modifiers“11”-
“20.” Wisconsn Medicaid SMV providers
will berequired to use nationa modifiers
“Ul” U2 “U3” “U4,” “U5,” or “Ue6"
toindicatethetrip number. All procedure
codeswill requireatrip modifier.

e Modifier“TK” (extrapatient or passenger,
non-ambulance) will berequired onclaims
toindicate*“ multiplecarry trips.” Providers
will berequired to use modifier “TK” when
transporting two or moreMedicaid
recipientson the sametrip.

* Modifier* TP” (medical transport, unloaded
vehicle) will berequired onclaimsto
indicate unloaded mileage.

Providers will be
required to use
nationally
recognized HCPCS
modifiers in place
of the local
modifiers currently
used by Wisconsin
Medicaid.
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Srp;ecialized
edical vehicle

providers will be
required to submit
all claims using
the national
International
Classification of
Diseases, Ninth
Revision, Clinical
Moadification
(ICD-9-CM) code
V63.0.

* Modifier“HR” (hospita discharge) will be
required on claimsto indicatetransportation
providedto arecipient following ahospita
discharge.

*  Modifier*NR” (nursing homedischarge)
will berequired onclaimstoindicate
transportation provided to arecipient
following anursing homedischarge.

* Modifier*TN” (rurdl/outsdeproviders
customary servicearea) will berequired on
clamstoindicatetripsoriginatingina
“rural” county, regardless of the number of
milesthe SMV travelsinthat trip. For
Medicaid SMV services, arural county isa
county other thanthefollowing: Brown,
Dane, Fond du Lac, Kenosha, La Crosse,
Manitowoc, Milwaukee, Outagamie,
Sheboygan, Racine, Rock, and Winnebago.
v Wisconsin Medicaid requires PA for any

one-way SMV triporiginatinginarura
county that isover 70 miles. If thetrip
originatesinanonrural county, PAis
required for any one-way trip over 40
miles. Modifier “TN” will beusedto
determinewhichmileagelimit appliesto
the claim during processing.

Refer to Attachment 2 for alisting of national
HCPCS modifiersfor SMV services. Refer to
Attachment 1 for alisting of valid modifiersthat
may be used with each new procedure code.

Diagnosiscodes

Specidized medica vehicleproviderswill be
required to submit al clamsusing the national
International Classification of Diseases, Ninth
Revison, Clinical Modification (ICD-9-CM)
codeV63.0. Any claimthat hasadiagnosiscode
other than V63.0 entered in Element 21 of the
clamformwill bedenied.

All other loca diagnosiscodeswill bediminated
andwill nolonger bevalid onclaimformsor PA

formsafter HIPAA implementation. Codes
eliminated areasfollows.

* Local county codes.

e Loca description codes.

* Loca genericdiagnosiscode 00025.

Place of service codes

Nationally recognized two-digit POS codeswill
replacethe one-digit Wisconsin Medicaid POS
codes. Refer to Attachment 3 for alist of
allowable POS codesfor SMV services.

Type of service codes

Typeof service codeswill nolonger berequired
onMedicaid clamsand PA requests.

Coveragefor specialized medical vehicle
services

Medicaid coverageand documentation
requirementsfor SMV providerswill remain
unchanged. Refer to the Speciaized Medica
Vehicle ServicesHandbook and Updatesfor
completeMedicaid policiesand procedures.

Revision of CM S 1500 paper claim
instructions

Withtheimplementation of HIPAA, Medicaid-
certified SMV providerswill berequiredto
follow therevised instructionsfor theCMS
1500 paper claim forminthisUpdate, even
though the actual CM S 1500 claim formisnot
being revised at thistime. Refer toAttachment 4
for therevised instructions. Attachments 5-8
containtwo samplesof claimsfor SMV services
that reflect the changesto thebilling instructions.

Note: In someinstances, paper claim
instructionswill bedifferent fromelectronic
clamingtructions. Providersshould refer to their
softwarevendor’selectronic billingingtructions
for completing eectronicclaims.
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Revisions made to the CMS 1500 claim

form instructions

Revisonsmadeto theinstructionsfor theCMS

1500 paper claim formincludethefollowing:

*  Only ICD-9-CM diagnosiscodeV63.0 may
be entered for SMV services (Element 21).

e Placeof servicecodeswererevised

(Element 24B).

* Typeof servicecodesare no longer
required (Element 24C).

e Uptofour modifiers per procedure
code may be entered (Element 24D).

Revision of prior authorization request
formsand instructions

Withtheimplementation of HIPAA, SMV
providerssubmitting PA requests on paper will
be required to use therevised Prior
Authorization Request Form (PA/RF),

HCF 11018, dated 06/03. Instructions for
completion of thisrevised form arelocated in
Attachment 9. A sample PA/RF isin Attachment
10.

Allowable procedure code for prior
authorization

Generic procedure code 00025 will be
eliminated. Providerswill berequired to useuse
HCPCS procedure code S0209 in Element 16 of
the PA/RF.

Revisions made to the Prior

Authorization Reguest Form

Thefollowing revisonsweremadeto the PA/RF:

*  Reqguested start datefield added (Element
14).

» Placeof service codeswererevised
(Element 18).

* Typeof servicecodesare no longer
required.

Prior authorization attachments

ThePrior Authorization/Specidized Medical
VehicleAttachment (PA/SMVA), HCF 11028,

dated 06/03, has dso been revised. Thebasic
information requested on the form has not
changed; only the format of the form has
changed. Refer to Attachment 11 for asample
PA/SMVA that may be photocopied by
providers.

STAT-PA

A future Update will explain changesmadeto
Speciaized TransmissonApprova Technology-
Prior Authorization (STAT-PA) asaresult of
HIPAA.

Obtaining prior authorization request
forms

ThePA/SMVA isavailableinafillable Portable
Document Format (PDF) from the forms page
of theWisconsnMedicaid Web site. (Providers
cannot obtain copies of the PA/RF from the
Medicaid Web sitesinceit hasapreprinted PA
number onit.) To accessthe PA/SMVA and
other Medicaid forms, follow theseingtructions:
1. Go to wwv.dhfs.statewi.us'medicaid/.

2. Choose“Providers’ fromtheoptions
listed intheWisconsnMedicadmain
menu.

3. Seect “Provider Forms’ under the
“Provider Publicationsand Forms’ topic
area

Thefillable PDF may beaccessed using Adobe
Acrobat Reader® and may be completed
electronically. Providersmay thenincludethe
printed version of the attachment with the
PA/RF. To usethefillable PDF, click on the
dash-outlined boxesto enter information. Press
the“Tab” key to move from one box to the
next.

* The Medicaid Web site providesinstructions on how to
obtain Adobe Acrobat Reader® at no charge from the
Adobe® Web site at www.adobe.com/. Adobe Acrobat
Reader® does not allow usersto save completedfillable
PDFsto their computer. Refer to the Adobe® Web site
for moreinformation onfillable PDFs.

Wth the
implementation
of HIPAA, SMV
providers submitting
PA requests on
paper will be
required to use the
revised Prior
Authorization
Request Form
(PA/RF),

HCF 11018, dated
06/03.
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Inaddition, all PA formsand attachmentsare
availableby writingtoWisconsn Medicaid.
Include areturn address, the name of the form,
and the HCF number of theform (if applicable)
and send therequest to:

WisconsnMedicaid
Form Reorder

6406 Bridge Rd
MadisonWI 53784-0003

To request paper copies of the PA/SMVA or
PA/RF, call Provider Servicesat

(800) 947-9627 or (608) 221-9883. Questions
about theforms may also be directed to
Provider Servicesat thetelephone numbers
previousy mentioned.

General HIPAA information

Refer to thefollowing Web sitesfor more

HIPAA-relatedinformation:

* www.cms.gov/hipaa/ — Includeslinksto
thelatest HIPAA newsand federal Centers
for Medicareand Medicaid Services
HIPAA-rated links.

» aspehhs.gov/admnsimp/ — Containslinks
to proposed and final rules, linksto
download standardsand HIPAA
implementation guides, and frequently asked
questionsregarding HIPAA and the
Adminigrative Smplification provisons.

* www.dhfs.statewi.us/hipaa/ — Contains
Wisconsin Department of Healthand
Family ServicesHIPAA-related publications,
alist of HIPAA acronyms, linksto related
Web sites, and other valuable HIPAA
information.

I nfor mation regar dingMedicaid HM Os

ThisUpdate containsMedicaid fee-for-service
information and appliesto providersof services
to recipientswho havefee-for-serviceMedicaid.
SinceHIPAA impactsall health carepayers, itis
important to know that HIPAA changes,
including changesfrom local procedure codesto
national procedure codes, will also havean
impact on Medicaid HMOs. For questions
related to Medicaid HM Os or managed care
HIPAA-related changes, contact the appropriate
managed care organization.

The Wisconsin Medicaid and BadgerCare
Update is the first source of program policy and
billing information for providers.

Although the Update refers to Medicaid
recipients, al information applies to BadgerCare
recipients also.

Wisconsin Medicaid and BadgerCare are
administered by the Division of Hedlth Care
Financing, Wisconsin Department of Health and
Family Services, PO. Box 309, Madison, WI
53701-0309.

For questions, call Provider Services at
(800) 947-9627 or (608) 221-9883 or visit our
Web site at www.dhfs.state.wi.us/medicaid/.
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Thefollowing tableliststhe nationally recognized procedure codes and corresponding modifiersthat providerswill be required to use when submitting claims
for specialized medical vehicle (SMV) services. A future Wisconsin Medicaid and Badger Care Update will notify providers of the specific effective datesfor

ATTACHMENT 1
Procedure code conversion chart for specialized medical vehicle services

(For claims and prior authorization requests submitted after HIPAA implementation.)

Wisconsin Medicaid’simplementation of the federal Health Insurance Portability and Accountability Act of 1996 (HIPAA).

Before HIPAA implementation After HIPAA implementation
Local Reptl)aced Valid modifiers for procedure code
rocedure Procedure code HCP%ZSl HCPCS procedure code -
p description description Trip Discharge Un_loaded Multiple Rural .
code procedure modifiers modifiers mileage carry county trip
code modifier modifier modifier
SMV unloaded mileage
W9053 | (90.1-30 miles)
SMV unloaded mileage
WR054 | (30.1-45 miles)
W9055 SMV unloaded mileage
(45.1-60 miles) S0209 Wheelchair van, mileage, U1, U2, U3, TP
WO056 SMV unloaded mileage per mile [1.0 unit = 1.0 mile]? U4, U5, U6
(60.1-75 miles)
SMV unloaded mileage
W9057 (75.1-90 miles)
SMV unloaded mileage
W9058 (90.1+ miles)
. Wheelchair van, mileage, U1, Uz, U3,
W9030 SMV mileage 50209 per mile [1.0 unit = 1.0 mile]? U4, Us, UB HR, NR N
Multiple carry SMV Wheelchair van, mileage, U1, U2, U3,
Woo9L mileage 50209 per mile [1.0 unit = 1.0 mile]? U4, U5, U6 HR, NR K ™
- . Transportation ancillary: parking
W9095 ﬁ('\)"l}/r waiting time per A0170 | fees, tolls, other L& Ldé LLJJ%
[1.0 unit = 1.0 hour]® s
Nonemergency transportation:
SMV base rate up to 5 wheelchair van U1, U2, U3,
Wo096 miles AD130 [1 unit = 1 base rate includes 5 U4, U5, U6 HR, NR
miles]
Nonemergency transportation:
Multiple carry SMV base wheelchair van U1, U2, U3,
Wo097 rate up to 5 miles AD130 [1 unit = 1 base rate includes 5 U4, U5, U6 HR, NR K
miles]
Non-emergency transportation:
W9098 SMV §econd attendant T2001 patient attendant/escort Ui, Uz, Us,
per trip L - U4, U5, U6
[1 unit = 1 trip]

'HCPCS = Healthcare Common Procedure Coding System.

2Use exact mileage, including tenths of a mile.

®Include time in fractions of an hour.




ATTACHMENT 2
Modifiers for specialized medical vehicle services

Thefollowing tableliststhe nationally recognized modifiersthat providerswill berequired to use when submitting claims
for specialized medical vehicle (SMV) services. A future Wi sconsin Medicaid and Badger Care Update will notify
providersof the specific effective datesfor Wisconsin Medicaid’simplementation of the federal Health Insurance
Portability and Accountability Act of 1996 (HIPAA).

Trip modifier chart

National Local Medicaid modifier
modifier description for SMV services

Ul First or only trip

u2 Second trip

U3 Third trip

u4d Fourth trip

us Fifth trip

[ Sixth trip

Additional modifiers for specialized medical vehicle services

Modifier National modifier description
TK Extra patient or passenger, non-ambulance
TP Medical transport, unloaded vehicle
HR Hospital discharge
NR Nursing home discharge
TN Rural/outside providers’ customary service area
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ATTACHMENT 3
Place of service codes for
specialized medical vehicle services

Thefollowing tableliststhe nationally recognized place of service (POS) codesthat providerswill berequiredto use
when submitting claimsand prior authorization for specialized medical vehicle services. A future Wisconsin Medicaid
and Badger Care Update will notify providers of the specific effective dates for Wisconsin Medicaid’ simplementation of
thefederal Health I nsurance Portability and Accountability Act of 1996 (HIPAA).

POS code Description
03 School
04 Homeless Shelter
05 Indian Health Service Free-Standing Facility
06 Indian Health Service Provider-Based Facility
07 Tribal 638 Free-Standing Facility
08 Tribal 638 Provider-Based Facility
11 Office
12 Home
21 Inpatient Hospital
22 Outpatient Hospital
23 Emergency Room — Hospital
24 Ambulatory Surgical Center
31 Skilled Nursing Facility
32 Nursing Facility
50 Federally Qualified Health Center
51 Inpatient Psychiatric Facility
54 Intermediate Care Facility/Mentally Retarded
71 State or Local Public Health Clinic
72 Rural Health Clinic
99 Other Place of Service
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ATTACHMENT 4
CMS 1500 claim form instructions for
specialized medical vehicle services

(For claims submitted after HIPAA implementation.)

Use the following claim form completion instructions, not the claim form’s printed descriptions, to avoid denial or
inaccurate M edicaid claim payment. Complete all required elements as appropriate. Do not include attachments unless
instructed to do so.

Wisconsin Medicaid recipientsreceiveaMedicaid identification card upon being determined eligiblefor Wisconsin
Medicaid. Alwaysverify arecipient’seligibility before providing nonemergency servicesby using the Eligibility
Verification System (EV S) to determineif there are any limitations on covered services and to obtain the correct spelling
of therecipient’s name. Refer to the Provider Resources section of the All-Provider Handbook or the Medicaid Web site
at www.dhfs.state.wi.us/medicaid/ for more information about the EV'S.

Element 1 — Program Block/Claim Sort Indicator
Enter claim sort indicator “A” inthe Medicaid check box for the service billed.

Element 1a — Insured’s |I.D. Number

Enter therecipient’s 10-digit Medicaid identification number. Do not enter any other numbersor letters. Usethe
Medicaid identification card or the EV Sto obtain the correct identification number.

Element 2 — Patient’s Name

Enter therecipient’slast name, first name, and middleinitial . Usethe EV Sto obtain the correct spelling of therecipient’s
name. If the name or spelling of the name on the Medicaid identification card and the EV S do not match, use the spelling
fromthe EVS.

Element 3 — Patient’s Birth Date, Patient’s Sex

Enter the recipient’sbirth datein MM/DD/Y'Y format (e.g., February 3, 1955, would be 02/03/55) or inMM/DD/YYYY
format (e.g., February 3, 1955, would be 02/03/1955). Specify whether the recipient ismale or female by placing an
“X” inthe appropriate box.

Element 4 — Insured’s Name (not required)

Element 5 — Patient’s Address
Enter the complete address of the recipient’s place of residence, if known.

Element 6 — Patient Relationship to Insured (not required)
Element 7 — Insured’s Address (not required)

Element 8 — Patient Status (not required)

Element 9 — Other Insured’s Name (not required)

Element 10 — Is Patient’s Condition Related to (not required)

Element 11 — Insured’s Policy, Group, or FECA Number (not required)
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Elements 12 and 13 — Authorized Person’s Signature (not required)

Element 14 — Date of Current lllness, Injury, or Pregnancy (not required)
Element 15 — If Patient Has Had Same or Similar Iliness (not required)

Element 16 — Dates Patient Unable to Work in Current Occupation (not required)

Elements 17 and 17a— Name and 1.D. Number of Referring Physician or Other Source

Wisconsin Medicaid requiresthiselement to be completed for al specialized medical vehicle (SMV) services, except
when the transportation istheresult of anursing home or hospital discharge. Enter thereferring/prescribing physician’s
name and six-character Universal Provider Identification Number (UPIN). If the UPIN isnot available, enter the eight-
digit Medicaid provider number or thelicense number of thereferring physician. Thereferring provider isthe medical
practitioner who signed the Specialized Medica Vehicle Transportation Physician Certification form documenting the
recipient’sneed for SMV transportation.

Nursing Home or Hospital Discharge
Specialized medical vehicle claimsfor transportation of arecipient dueto anursing home or hospital discharge do not
requireareferring physician’'sUPIN or provider number. Element 17 isleft blank in thissituation.

Element 18 — Hospitalization Dates Related to Current Services (not required)
Element 19 — Reserved for Local Use (not required)
Element 20 — Outside Lab? (not required)

Element 21 — Diagnosis or Nature of lllness or Injury
Enter the appropriate diagnosis codefor the services provided.

Element 22 — Medicaid Resubmission (not required)

Element 23 — Prior Authorization Number

Enter the seven-digit prior authorization (PA) number from the approved Prior Authorization Request Form (PA/RF).
Servicesauthorized under multiple PA requests must be billed on separate claim formswith their respective PA numbers.
Wisconsin Medicaid will only accept one PA number per claim.

Element 24A — Date(s) of Service

Enter the month, day, and year for each service using thefollowing guidelines:

*  When billing for one date of service(DOS), enter thedatein MM/DD/YY or MM/DD/YYY'Y format in the*From”
fied.

e When billing for two, three, or four DOS on the same detail line, enter thefirst DOSin MM/DD/Y'Y or
MM/DD/YYYY format in the“From” field and enter subsequent DOSinthe“To” field by listing only the date(s)
of the month. For example, for DOS December 1, 8, 15, and 22, 2003, indicate 12/01/03 or 12/01/2003 in the
“From” field and indicate 08/15/22 inthe“ To” field.

Itisallowableto enter up to four DOS per lineif:

» All DOSarein the same calendar month.

» All servicesarebilled using the same procedure code and modifier, if applicable.

» All services have the same place of service (POS) code.

*  All serviceswere performed by the same provider.

e Thesamediagnosisisapplicablefor each service.

» Thechargefor all servicesisidentical. (Enter thetotal chargeper detail linein Element 24F.)
e Thenumber of services performed on each DOSisidentical.

*  All serviceshavethe samefamily planning indicator, if applicable.

» All serviceshavethe same emergency indicator, if applicable.
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Element 24B — Place of Service

Enter the appropriate two-digit POS code for each of the recipient’s destinations. Refer to Attachment 3 of this
Wisconsin Medicaid and Badger Care Update for alist of SMV POS codes.

Element 24C — Type of Service (not required)

Element 24D — Procedures, Services, or Supplies

Enter the single most appropriate five-character procedure code. Wisconsin M edicaid denies claimsreceived without an
appropriate procedure code.

Modifiers

Enter the appropriate (up to four per procedure code) modifier(s) inthe“Madifier” column of Element 24D. Please
note that Wisconsin M edicaid has not adopted all national modifiers.

Element 24E — Diagnosis Code
Enter the number “1” corresponding to the diagnosis code listed in Element 21.

Element 24F — $ Charges

Enter thetotal chargefor each lineitem. Providersareto bill Wisconsin Medicaid their usual and customary charge. The
usual and customary chargeisthe provider’s chargefor providing the same serviceto persons not entitled to Medicaid
benefits.

Element 24G — Days or Units
Enter the appropriate number of unitsfor each lineitem. Alwaysuse adecimal (e.g., 2.3 units).

Element 24H — EPSDT/Family Plan (not required)
Element 241 — EMG (not required)

Element 24J — COB (not required)

Element 24K — Reserved for Local Use

Any information entered in thiselement may cause claim denial.
Element 25 — Federal Tax 1.D. Number (not required)

Element 26 — Patient’s Account No. (not required)

Optional — Providers may enter up to 20 characters of the patient’sinternal office account number. Thisnumber will
appear on the Remittance and Status Report and/or the 835 Health Care Claim Payment/Advice transaction.

Element 27 — Accept Assignment (not required)
Element 28 — Total Charge

Enter thetotal chargesfor thisclaim.

Element 29 — Amount Paid (not required)

Element 30 — Balance Due
Enter the same amount asisindicated in Element 28.
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Element 31 — Signature of Physician or Supplier

The provider or the authorized representative must sign in Element 31. The month, day, and year theformissigned
must also be enteredin MM/DD/YY or MM/DD/YYY'Y format.

Note: The signature may be a computer-printed or typed name and date or a signature stamp with the date.

Element 32 — Name and Address of Facility Where Services Were Rendered

If services are provided to arecipient who residesin anursing home (POS code“ 31" or " 32"), indicate the nursing
home'seight-digit Medicaid provider number.

Element 33 — Physician’s, Supplier’s Billing Name, Address, ZIP Code, and Phone #

Enter the name of the provider submitting the claim and the complete mailing address. The minimum requirement isthe
provider’sname, city, state, and Zip code. At the bottom of Element 33, enter the billing provider’seight-digit Medicaid
provider number.
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ATTACHMENT 5
Sample CMS 1500 claim form: two trips with unloaded
mileage and waiting time

(TP HEALTH INSURANCE CLAIM FORM pca [T
1. MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP FECA OTHER| 1a. INSURED'S 1.D. NUMBER (FOR PROGRAM IN ITEM 1) |
) ) HEALTH PLAN __ BLKL
#) (A # (Sp 's SSN) D (VA File #) D (SSN or ID) D (SSN) D (iD) 1234567890
2. PATIENT'S NAME (Last Name, First Name, Middie Initial) 3. P'G&IENT gDBIRTHYDATE SEX 4. INSURED’S NAME (Last Name, First Name, Middle Initial)

Recipient, Im A

MM DD} YY

M1 *F[X

5. PATIENT'S ADDRESS (No., Street)
609 Willow St

Self D SpouseD

6. PATIENT RELATIONSHIP TO INSURED

chig[ | othe] |

7. INSURED'S ADDRESS (No., Street)

cITY STATE | 8. PATIENT STATUS CITY STATE
Anytown WI Single[ | Married [ | Other [ ]
ZIP CODE TELEPHONE (include Area Code) 2IP CODE TELEPHONE (INCLUDE AREA CODE)
( ) Employed Full-Time Part-Time ( )
55555 XXX XXX-XXXX Student Student

9. OTHER INSURED’S NAME (Last Name, First Name, Middle Initial)

a. OTHER INSURED'S POLICY OR GROUP NUMBER

D YES

b. OTHER INSURED’S DATE OF BIRTH
MM DD ; YY
| | v[]

b. AUTO ACCIDENT?

[:] YES

SEX

F1

1 !
¢. EMPLOYER'S NAME OR SCHOOL NAME

c. OTHER ACCIDENT?

D YES

10. IS PATIENT'S CONDITION RELATED TO:

a. EMPLOYMENT? (CURRENT OR PREVIOUS)

D NO
PLACE (State)

DNO
D NO

11. INSURED’S POLICY GROUP OR FECA NUMBER

a. INSURED’S DATE OF BIRTH SEX
MM | DD ; YY
| M

b. EMPLOYER’S NAME OR SCHOOL NAME

¢. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?
D YES ]:l NO If yes, return to and complete item 9 a-d.

PATIENT AND INSURED INFORMATION ——————|<—CARRIER —)»

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other information necessary
to process this claim. | also request payment of government benefits either to myseif or to the party who accepts assignment

13. INSURED'S OR AUTHORIZED PERSON’S SIGNATURE | authorize
payment of medical benefits to the undersigned physician or supplier for
services described below.

[Jves [~ |

below.
SIGNED DATE SIGNED JV
—_—
14, DATE OF CURRENT: ILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME on SIMILAH ILLNESS. | 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION A
MM NJURY (Accident) OR GIVE FIRST DATE MM | MM } DD | YY MM | DD | YY
: l PREGNANCY(LMP) ! } FROM i ! TO | !
17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 17a. 1.D. NUMBER OF REFERRING PHYSICIAN 18. HOSPITALIZATg)N DATES RELATED TO CURRENT SERVICES
) | LYY MM | DD ; YY
1.M. Provider FROM | ! TOo ! !
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES

21, DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,2,3 OR 4 TO ITEM 24E BY LINE)

—1

22. MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO.

PHYSICIAN OR SUPPLIER INFORMATION

1. lﬂg_o_ f< T
23. PRIOR AUTHORIZATION NUMBER
2| _ 4. 1 R
24. A B C D E F 1 J K
DATE(S) OF SERVICI Place | Type PHOCEDURES, SERVIQES, OR SUPPLIES DAYS EPSD
W F'gg N Eg:, vy |se e 5ot Cpriabiain Unusual Circumstances) lec;‘:%ﬁs $ CHARGES ur?ws Famiy| ema | cos REE(E(?XLE xlis':rs‘:)R
AMMIDDIYY[ © 11 S0209 |U1iTP 1 XXX! XX [4.0
Jvmiopiyyl 1t |11 A0130 |u1} 1 XXX XX |1.0
dvMiDDiYY] I 1 11 50209 |u1! 1 XXX! XX [15.p
ammippliyyl Lt 1 A0170 |u1! 1 XXX! XX | 2.0
] ] t 1 i
dMMiDDIYY] ! ! 12 s0209 lu2! 1 XXX XX |20.D
t | ] ] I
! ! ! ! ! : !
25. FEDERAL TAX |.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27(AC%%5'T l]\gﬁ‘ls(;mENag) 28. TOTAL cHAnGIE 29. AMOUNT PA'ID 30. BALANCE DUE
[] D D YEs [ ] No $ XXXII XX |s i $ XXX;XX

31. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
( certify that the statements on the reverse
apply to this bill and are made a part thereof.)

A Qudbatad  MM/DD/YY

32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE
RENDERED (If other than home or office)

33. PHYSICIAN'S, SUPPLIER'S BILLING NAME, ADDRESS, ZIP CODE
& PHONE #

1.M. Billing
1 W. Williams
Anytown, W1 555p5

PiN# GRP#
ot

87654321

SIGNED DATE
= —

(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88)

PLEASE PRINT OR TYPE

APPROVED OMB-0938-0008 FORM CMS-1500 (12-90), FORM RRB-1500,

APPROVED OMB-1215-0055 FORM OWCP-1500, APPROVED OMB-0720-0001 (CHAMPUS)
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ATTACHMENT 6
lllustration of two trips with unloaded mileage
and waiting time

Thefollowingisan exampleof atrip that includes unloaded mileage and waiting time. “Unloaded mileage” isthe
distancetraveled to pick up therecipient for transport to or from Medicaid-covered services. “Waiting time” refersto
time spent by the specialized medical vehicle (SMV) provider waiting for the recipient to return to the vehiclewhilethe
recipient receivesmedical services.

TRIPONEWITHWAITINGTIME

Dispatch Point ) Recipient Pick-Up Point
B 4miles B

20 mil (S0209-U1, TP) A
A 20miles > » \
& 4

>

Clinic

E Waiting Time (A0170-U1)
A Van beginstravel of first 20 milesto recipient pick-up point — no unloaded mileage.

B Van completesfinal four milesof travel to recipient pick-up point (S0209-U1, TP). Unloaded
mileage applies because distanceis 24 miles. Wisconsin Medicaid reimbursesfor unloaded mileage
when the SMV travels empty more than 20 miles by the shortest route available from the dispatch
point (i.e., SMV starting location) to the recipient’slocation.

C Van picksup recipient and travelsto clinic; baserate (A0130-U1) includesfirst five miles.
D Remaining 15 milesto clinic count asmileage (S0209-U1).
E Vanwaitsfor recipient at clinic for two hours— countsaswaiting time (A0170-U1).

TRIPTWO (RETURNTRIP)

B 24 miles

Dispatch Point

A Van transports recipient to home (drop-off point) — base rate not billable because waiting timeis
billed. Billed asmileage (S0209-U2).

B Van returnsto dispatch point empty. Unloaded mileage not allowed.
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Sample CMS 1500 claim form: one trip originating in a

ATTACHMENT

7

rural county with hospital discharge

HEALTH INSURANCE CLAIM FORM

[TT]pica PICA

1. MEDICARE MEDICAID CHAMPUS CHAMPVA ﬁ?/?Ll:ll"I’-l PLAN BU% OTHER| 1a. INSURED'S 1.D. NUMBER (FOR PROGRAM IN ITEM 1)
#) (A id #) (Sp 's SSN) D (VA File #) D (SSN or ID) D (SSN) D (iD) 1234567890

2. PATIENT'S NAME (Last Name, First Name, Middie Initial) 3. P'G;IENT gDBIIIRTHYDATE SEX 4. INSURED’S NAME (Last Name, First Name, Middle Initial)

Recipient, Im A

MM !DD!YY M[] F[X

5. PATIENT'S ADDRESS (No., Street)
609 Willow St

6. PATIENT RELATIONSHIP TO INSURED

Seit [ | spouse[ | chid[ ] Otner| |

7. INSURED'S ADDRESS (No., Street)

cITY STATE | 8. PATIENT STATUS CITY STATE
Anytown WI Single[ | Married [ | Other [ ]
ZIP CODE TELEPHONE (include Area Code) 2IP CODE TELEPHONE (INCLUDE AREA CODE)
( ) Employed Full-Time Part-Time ( )
55555 XXX XXX-XXXX Student Student

9. OTHER INSURED’S NAME (Last Name, First Name, Middle Initial)

a. OTHER INSURED'S POLICY OR GROUP NUMBER

b. OTHER INSURED’S DATE OF BIRTH
MM DD ; YY
| | v[]

SEX

F1

1 !
¢. EMPLOYER'S NAME OR SCHOOL NAME

10. IS PATIENT'S CONDITION RELATED TO:

a. EMPLOYMENT? (CURRENT OR PREVIOUS)

D YES D NO

b. AUTO ACCIDENT? PLACE (State)

l:] YES D NO

c. OTHER ACCIDENT?
[

D YES

11. INSURED’S POLICY GROUP OR FECA NUMBER

a. INSURED’S DATE OF BIRTH SEX
MM | DD ; YY
| M

FO

b. EMPLOYER’S NAME OR SCHOOL NAME

¢. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?
D YES ]:l NO If yes, return to and complete item 9 a-d.

PATIENT AND INSURED INFORMATION —-——)—[*—CARRIER —>

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other information necessary
to process this claim. | also request payment of government benefits either to myseif or to the party who accepts assignment

13. INSURED'S OR AUTHORIZED PERSON’S SIGNATURE | authorize
payment of medical benefits to the undersigned physician or supplier for
services described below.

below.
SIGNED DATE SIGNED JV
——
14, DATE OF CUHRENT ILLNESS (First symptom} OR 15. IF PATIENT HAS HAD SAME OR SIMILAH ILLNESS. | 16. DAT'ES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION A
MM NJURY (Accident) OR GIVE FIRST DATE MM | MM } DD | YY MM | DD | YY
: l PREGNANCY(LMP) ! } FROM | [ TO | !
17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 17a. 1.0. NUMBER OF REFERRING PHYSICIAN 18. HOSPITALIZATg)N DATES RELATED TO CURRENT SERVICES
| ) YY MM | DD ;, YY
FROM | ! TO E i
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES

[Jves [~ |

21, DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,2,3 OR 4 TO ITEM 24E BY LINE)

—1

22. MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO.

PHYSICIAN OR SUPPLIER INFORMATION

1. LV63.0 L
23. PRIOR AUTHORIZATION NUMBER
2| _ Al 1234567
24, A B %] D E F 1 J K
DATE(S) OF SERVICEI, Place | Type | PROCEDURES, SERVICES, OR SUPPLIES DIAGNOSIS DAYS EPSD RESERVED FOR
From o of of {Explain Unusual Circumstances) OR | Family|
MM__DD__YY MM DD YY|ServicdSenice CPTHCPCS | MODIFIER CODE SCHARGES | NiTs| Plan | EMG | COB|  LOCAL USE
| | | 1 I
MM DD YY i ! 12 A0130 IUlgHR 1 XXXi XX (1.0
| | ' ) |
J/MMiDD | YY ! H 12 S0209 |U1:HR TN 1 XXX1 XX |73.D
| 1 ) | '
N L L
I | i | | !
4 1 1 1 1 1
1 1 | ! |
I | 1 i I 1
5 I ] 1 1 I
! ] | | 1
L | | |
25. FEDERAL TAX 1.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27(AC%%5'T l]\gﬁ‘ls(;mENag) 28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE

(1]

[Jyes [ ] no

s XXX XX | s ; s XXX|XX

31. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
( certify that the statements on the reverse
apply to this bill and are made a part thereof.)

A Qudbatad  MM/DD/YY

32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE
RENDERED (If other than home or office)

33. PHYSICIAN'S, SUPPLIER'S BILLING NAME, ADDRESS, ZIP CODE
& PHONE #

1.M. Billing
1 W. Williams
Anytown, W1 555p5

PiN# GRP#
ot

87654321

SIGNED DATE
= —

(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88)

PLEASE PRINT OR TYPE

APPROVED OMB-0938-0008 FORM CMS-1500 (12-90), FORM RRB-1500,

APPROVED OMB-1215-0055 FORM OWCP-1500, APPROVED OMB-0720-0001 (CHAMPUS)
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ATTACHMENT 8
Illustration of one trip originating in a rural county
with hospital discharge

Thefollowingisan exampleof atrip originating in arural county that includesarecipient’shospital discharge.

TRIPONE

Dispatch Point

A 15miles

Van travel sto recipient pick-up point — no unloaded mileage because distanceis 15 miles. Wiscon-
sin Medicaid reimbursesfor unloaded mileage when the specialized medical vehicle(SMV) travels
empty more than 20 miles by the shortest route available from the dispatch point (i.e., SMV starting
location) to therecipient’slocation.

Van picks up discharged recipient at hospital; baserate (A0130-U1, HR) includesfirst five miles.

Remaining 73 milesto recipient’shome count asmileage. Any trip originating in arural county must
use modifier “TN” (S0209-U1, HR, TN).

Van returnsto base empty. Unloaded mileage not allowed.

16
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ATTACHMENT 9
Prior Authorization Request Form (PA/RF)
Completion Instructions for specialized
medical vehicle services

(For prior authorization requests submitted after HIPAA implementation.)

Wisconsin Medicaid requiresinformation to enable Medicaid to authorize and pay for medical servicesprovidedto
eligiblerecipients.

Recipientsarerequired to give providersfull, correct, and truthful information for the submission of correct and
complete claimsfor Medicaid reimbursement. Thisinformation should include, but isnot limited to, information
concerning eligibility status, accurate name, address, and Medicaid identification number (HFS 104.02[4], Wis. Admin.
Code).

Under s. 49.45(4), Wis. Stats., personally identifiableinformation about Medicaid applicants and recipientsis confidential
andisused for purposesdirectly related to Medicaid administration such asdetermining eligibility of the applicant or
processing provider claimsfor reimbursement. The Prior Authorization Request Form (PA/RF) isused by Wisconsin
Medicaid and ismandatory when requesting PA. Failure to supply theinformation requested by the form may resultin
denial of Medicaid payment for the services.

Providers may submit PA requests, along with all applicable service-specific attachments, including the Prior
Authorization/Specialized Medical VehicleAttachment (PA/SMVA), by fax to Wisconsin Medicaid at (608) 221-8616; or,
providers may submit PA requestswith attachmentsto:

WisconsnMedicaid

Prior Authorization

Ste 88

6406 Bridge Rd

Madison WI 53784-0088

The provision of servicesthat are greater than or significantly different from those authorized may result in nonpayment
of thehbilling claim(s).

SECTION I — PROVIDER INFORMATION

Element 1 — Name and Address — Billing Provider

Enter the name and compl ete address (street, city, state, and Zip code) of the billing provider. The namelisted in this
element must correspond with the Medicaid provider number listed in Element 4. No other information should be
entered in this element, since it also serves as a return mailing label.

Element 2 — Telephone Number — Billing Provider
Enter the tel ephone number, including the areacode, of the office, clinic, facility, or place of business of the billing
provider.

Element 3 — Processing Type
Enter the three-digit processing type 999. The processing typeisathree-digit code used to identify acategory of
servicerequested.
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Element 4 — Billing Provider’s Medicaid Provider Number
Enter the eight-digit Medicaid provider number of the billing provider. The provider number in thiselement must
match the provider namelisted in Element 1.

SECTION Il —RECIPIENT INFORMATION
Element 5 — Recipient Medicaid ID Number
Enter therecipient’s 10-digit Medicaid identification number. Do not enter any other numbersor letters. Usethe

recipient’sMedicaid identification card or the Eligibility Verification System (EV'S) to obtain the correct identification
number.

Element 6 — Date of Birth — Recipient
Enter the recipient’s date of birthin MM/DD/Y'Y format (e.g., September 8, 1966, would be 09/08/66).

Element 7 — Address — Recipient

Enter the complete address of the recipient’s place of residence, including the street, city, state, and Zip code. If the
recipientisaresident of anursing home or other facility, include the name of the nursing home or facility.

Element 8 — Name — Recipient

Enter the recipient’s last name, followed by hisor her first name and middleinitial. Use the EV Sto obtain the correct
spelling of therecipient’sname. If the name or spelling of the name on the Medicaid identification card and the EVS
do not match, use the spelling fromthe EVS.

Element 9 — Sex — Recipient
Enter an“ X" in the appropriate box to specify male or female.

SECTION 111 —DIAGNOSIS / TREATMENT INFORMATION

Element 10 — Diagnosis — Primary Code and Description
Enter International Classification of Diseases, Ninth Edition, Clinical Modification diagnosis code V63.0.

Element 11 — Start Date — SOl (not required)
Element 12 — First Date of Treatment — SOI (not required)
Element 13 — Diagnosis — Secondary Code and Description (not required)

Element 14 — Requested Start Date
Enter the requested start date for service(s) inMM/DD/Y'Y format, if aspecific start date is requested.

Element 15 — Performing Provider Number (not required)

Element 16 — Procedure Code
Enter Healthcare Common Procedure Coding System procedure code S0209 for each service requested.

Element 17 — Modifiers (not required)

Element 18 — POS
Enter the appropriate place of service code designating where the requested servicewould be provided.
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Element 19 — Description of Service
When requesting PA for specialized medical vehicle (SMV) services/mileage, enter thewritten description“SMV

mileage.”

Element 20— QR

Enter the number of calendar days ordered on the prescription by the referring health care provider. For example, if
the medical provider indicatesthe length of timein weeks, multiply the weeks by seven and enter the number of days.
If the provider indicates the time in months, multiply the months by 30 and enter the number of days.

Element 21 — Charge (not required)

Element 22 — Total Charges (not required)

Element 23 — Signature — Requesting Provider

Theoriginal signature of the provider requesting/performing/dispensing this service/procedure/item must appear inthis
element.

Element 24 — Date Signed

Enter the month, day, and year the PA/RF was signed (in MM/DD/Y'Y format).

Do not enter any information below the signature of the requesting provider —this space is reserved for Wisconsin
Medicaid consultants and analysts.
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ATTACHMENT 10
Sample Prior Authorization Request Form (PA/RF)
for specialized medical vehicle services

DEPARTMENT OF HEALTH AND FAMILY SERVICES
Division of Health Care Financing
HCF 11018 (Rev. 06/03)

STATE OF WISCONSIN
HFS 106.03(4), Wis. Admin. Code
WISCONSIN MEDICAID
PRIOR AUTHORIZATION REQUEST FORM (PA/RF)
Providers may submit prior authorization (PA) requests by fax to Wisconsin Medicaid at (608) 221-8616; or, providers may send the completed form with

attachments to: Wisconsin Medicaid, Prior Authorization, Suite 88, 6406 Bridge Road, Madison, WI 53784-0088. Instructions: Type or print clearly. Before
completing this form, read your service-specific Prior Authorization Request Form (PA/RF) Completion Instructions.

FOR MEDICAID USE — ICN AT Prior Authorization Number

SECTION | — PROVIDER INFORMATION

1. Name and Address — Billing Provider (Street, City, State, Zip Code) 2. Telephone Number — Billing 3. Processing
) Provider Type

.M. Provider (999) 123-4567

1 W Williams

Anytown WI 55555 4. Billing Provider's Medicaid Provider 999

Number
12345678
SECTION Il — RECIPIENT INFORMATION
5. Recipient Medicaid ID Number 6. Date of Birth — Recipient 7. Address — Recipient (Street, City, State, Zip Code)
(MM/DD/YY) .
1234567890 11/08/71 609 Willow
8. Name — Recipient (Last, First, Middle Initial) 9. Sex — Recipient Anvtown WI 55555
Recibi OM XF y

ecipient, ImA.
SECTION Ill — DIAGNOSIS / TREATMENT INFORMATION
10. Diagnosis — Primary Code and Description 11. Start Date — SOI 12. First Date of Treatment — SOI

V63.0
13. Diagnosis — Secondary Code and Description 14. Requested Start Date

11/01/03
15. Performing 16. Procedure Code | 17. Modifiers 18. 19. Description of Service 20. QR 21. Charge
Provider Number 1 2 3 4 | POS
S0209 11 | SMV Mileage 60 XXX XX

An approved authorization does not guarantee payment. Reimbursement is contingent upon eligibility of the recipient and provider at the time the service is
provided and the completeness of the claim information. Payment will not be made for services initiated prior to approval or after the authorization expiration 22. Total

date. Reimbursement will be in accordance with Wisconsin Medicaid payment methodology and policy. If the recipient is enrolled in a Medicaid HMO at the time Charges XXX-XX
a prior authorized service is provided, Medicaid reimbursement will be allowed only if the service is not covered by the HMO.

23. SIGNATURE — Requesting Provider 24. Date Signed

I. M. Requesting

08/04/03
FOR MEDICAID USE Procedure(s) Authorized: Quantity Authorized:
0 Approved
Grant Date Expiration Date
[l Modified — Reason:
[l Denied — Reason:
[l Returned — Reason:
SIGNATURE — Consultant / Analyst Date Signed
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ATTACHMENT 11
Prior Authorization / Specialized Medical Vehicle
Attachment (PA/SMVA)
(for photocopying)

(A copy of the “Prior Authorization/Specialized Medical Vehicle
Attachment [PA/SMVA]” [for photocopying] is located on the following page.)
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DEPARTMENT OF HEALTH AND FAMILY SERVICES STATE OF WISCONSIN
Division of Health Care Financing HFS 107.06(2), Wis. Admin. Code
HCF 11028 (Rev. 06/03)

WISCONSIN MEDICAID
PRIOR AUTHORIZATION / SPECIALIZED MEDICAL VEHICLE ATTACHMENT (PA/SMVA)

Wisconsin Medicaid requires information to enable Medicaid to authorize and pay for medical services provided to eligible recipients.

Recipients are required to give providers full, correct, and truthful information for the submission of correct and complete claims for
Medicaid reimbursement. This information should include, but is not limited to, information concerning eligibility status, accurate name,
address, and Medicaid identification number (HFS 104.02[4], Wis. Admin. Code).

Under s. 49.45(4), Wis. Stats., personally identifiable information about Medicaid applicants and recipients is confidential and is used
for purposes directly related to Medicaid administration such as determining eligibility of the applicant, processing prior authorization
(PA) requests, or processing provider claims for reimbursement. Failure to supply the information requested by the form may result in
denial of PA or Medicaid payment for the services.

Attach the completed Prior Authorization/Specialized Medicaid Vehicle Attachment (PA/SMVA) to the Prior Authorization Request Form
(PA/RF) and send it to Wisconsin Medicaid. Providers may submit PA requests by fax to Wisconsin Medicaid at (608) 221-8616.
Providers who wish to submit PA requests by mail may do so by submitting them to the following address:

Wisconsin Medicaid
Prior Authorization

Ste 88

6406 Bridge Rd
Madison WI 53784-0088

The provision of services which are greater than or significantly different from those authorized may result in nonpayment of the billing
claim(s).

Provision of the information requested on this form is mandatory. However, the use of this version of the form is voluntary, and
providers may develop their own form as long as it includes all the information and is formatted exactly like this form.

SECTION | — RECIPIENT INFORMATION
Name — Recipient (Last, First, Middle Initial) Age — Recipient

Recipient Medicaid Identification Number

SECTION Il — PROVIDER INFORMATION
Name — Performing Provider Telephone Number — Performing Provider

Performing Provider's Medicaid Provider Number

A. Do you have a current Physician Certification, signed by a physician, physician assistant, nurse midwife, or nurse practitioner
documenting the recipient’s need for specialized medical vehicle (SMV) transportation on file for this recipient?

O ves d No

B. Attach a copy of the prescription for trips that exceed the SMV mileage limit signed and dated by a physician, physician
assistant, nurse midwife, nurse practitioner, dentist, optometrist/optician, chiropractor, podiatrist, HealthCheck agency, or family
planning clinic.

SIGNATURE — Requesting Provider Date Signed




