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Division of Health Care Financing

SUBJECT: Wisconsin Medicaid Disposable Medical Supplies Handbook

The Division of Health Care Financing is pleased to provide you with a copy of the new
Wisconsin Medicaid Disposable Medical. Supplies Handbook.

All policiesin this handbook are effective for dates of service on and after January 1, 2003. The
January 1, 2003, effective date allows providers time to become familiar with the new handbook.

The Disposable Medical Supplies Handbook incorporates all current Wisconsin Medicaid
disposable medical supplies information into a single reference source that is easy to use and
understand. It replaces almost all prior disposable medical supplies publications. It does not
replace:

Wisconsin Medicaid and Badger Care Update (2002-43), “ Changes to the Disposable
Medical Supplies Index/Maximum Allowable Fee Schedule.”

The All-Provider Handbook and all-provider Updates.

The Durable Medical Equipment Handbook.

The Wisconsin Administrative Code.

Wisconsin Statutes.

Subsequent changes to the disposable medical supplies policy will be published, first in Updates,
and then in Disposable Medical Supplies Handbook revisions.

We would like to thank everyone who reviewed this handbook, including the Pharmacy Society

of Wisconsin, Rehab Concepts, Walgreens Health Initiatives, Westhill Rehab, and the Wisconsin
Association of Medical Equipment Suppliers.

Wisconsin.gov



Additional Copies of Publications

All Updates and the Disposable Medical Supplies Handbook can be downloaded from the
Medicaid Web site at www.dhfs.state.wi.us/medicaid/.

Other Sources of Information
This handbook replaces the disposable medical supply information contained in the Durable

Medical Equipment Handbook and Update (97-03), “ Disposable medical supplies quantity
limits.”



Important Telephone Numbers

The Wisconsin Medicaid Eligibility Verification System (EVS) is available through the following resources to verify
checkwriteinformation, claim status, prior authorization status, provider certification, and/or recipient eligibility.

Service

Information
available

Telephone number

Hours

Automated Voice
Response (AVR)
System
(Computerized voice
response to provider
inquiries.)

Checkwrite Information
Claim Status

Prior Authorization
Status

Recipient Eligibility*

(800) 947-3544

(608) 221-4247
(Madison area)

24 hours a day/
7 days a week

Personal Computer
Software

and

Magnetic Stripe
Card Readers

Recipient Eligibility*

Refer to Provider
Resources section of
the All-Provider
Handbook for a list of
commercial eligibility
verification vendors.

24 hours a day/
7 days a week

Provider Services
(Correspondents
assist with
questions.)

Checkwrite Information
Claim Status

Prior Authorization
Status

Provider Certification
Recipient Eligibility*

(800)-947-9627
(608) 221-9883

Policy/Billing and Eligibility:
8:30 a.m. - 4:30 p.m. (M, W-F)
9:30 a.m. - 4:30 p.m. (T)
Pharmacy:

8:30 a.m. - 6:00 p.m. (M, W-F)
9:30 a.m. - 6:00 p.m. (T)

Direct Information
Access Line with
Updates for
Providers
(Dial-Up)

(Software
communications
package and
modem.)

Checkwrite Information
Claim Status

Prior Authorization
Status

Recipient Eligibility*

Call (608) 221-4746
for more information.

7:00 a.m. - 6:00 p.m. (M-F)

Recipient Services
(Recipients or
persons calling on
behalf of recipients

only.)

Recipient Eligibility
Medicaid-Certified
Providers

General Medicaid
Information

(800) 362-3002
(608) 221-5720

7:30 a.m. - 5:00 p.m. (M-F)

* Please use the information exactly as it appears on the recipient's identification card or the EVS to
complete the patient information section on claims and other documentation. Recipient eligibility

information available through the EVS includes:
- Dates of eligibility.

- Medicaid managed care program name and telephone number.
- Privately purchased managed care or other commercial health insurance coverage.
- Medicare coverage.

- Lock-In Program status.

- Limited benefit information.
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Preface

TheWisconsin Medicaid and BadgerCare Disposable
Medical SuppliesHandbook isissued to providerswho
dispense disposable medica suppliesand who are
Wisconsin Medicaid certified. It containsinformation
that applies to fee-for-service Medicaid providers. The
Medicaid informationin the handbook appliesto both
Medicaid and BadgerCare.

Wisconsin Medicaid and BadgerCare are administered
by the Department of Health and Family Services
(DHFS). Within the DHFS, the Division of Health Care
Financing (DHCEF) isdirectly responsiblefor managing
Wisconsin Medicaid and BadgerCare. As of January
2002, BadgerCare extends Medicaid coverage to
uninsured children and parentswith incomesat or below
185% of the federal poverty level and who meet other
program requirements. BadgerCare recipients receive
the same health benefits as Wisconsin Medicaid
recipientsand their health careisadministered through
the same delivery system.

Medicaid and BadgerCare recipients enrolled in state-
contracted HMOs are entitled to at least the same
benefits as fee-for-service recipients; however, HMOs
may establishtheir own requirementsregarding prior
authorization, billing, etc. If you arean HMO network
provider, contact your managed care organization
regarding itsrequirements. Information containedinthis
and other Medicaid publicationsis used by the DHCF to
resolve disputes regarding covered benefits that cannot
be handled internally by HMOs under managed care
arrangements.

Verifying Eligibility

Wisconsin Medicaid providersshould awaysverify a
recipient’seligibility before providing services, bothto
determine dligibility for the current date and to discover
any limitationsto the recipient’scoverage. Wisconsin
Medicad'sEligibility Verification Sysem (EVS)
provideséligibility information that providers can access
anumber of ways.

Refer to the Important Telephone Numbers page at the
beginning of thishandbook for detailed information on
themethodsof verifying digibility.

Handbook Organization

The Disposable Medical SuppliesHandbook consistsof
thefollowing chapters:

e Generd Information.
e Covered Services.

e Prior Authorization.
e ClamsSubmisson.

Inaddition to the Disposable Medica Supplies
Handbook, each Medicaid-certified provider isissued a
copy of theAll-Provider Handbook. TheAll-Provider
Handbook includesthefollowing sections:

e ClamsSubmission.

*  Coordination of Benefits.

e Covered and Noncovered Services.
*  Prior Authorization.

e Provider Certification.

o Provider Resources.

*  Provider Rightsand Responsihilities.
*. ~Recipient Rightsand Responsbilities.

Legal Framework of
Wisconsin Medicaid and
BadgerCare

Thefollowing lawsand regulations providethelega
framework for Wisconsin Medicaid and BadgerCare:

Federal Law and Regulation

e Law: United States Socia Security Act; Title X1X
(42 US Code ss. 1396 and following) and Title XXI.
* Regulation: Title42 CFR Parts430-498 —
Public Health.

Wisconsin Law and Regulation

e Law: Wisconsin Statutes: Sections49.43-49.499 and
49.665.

*  Regulation: Wisconsn Administrative Code,
Chapters HFS 101-108.

Disposable Medical Supplies Handbook & January 2003 3



Handbooks and Wisconsin Medicaid and BadgerCare and BadgerCare are available at the following Web

Updates further interpret and implement these laws and dtes:
regulations.

www.dhfs.state.wi.us/medicaid/
Handbooks and Updates, maximum allowable fee www.dhfs.state.wi.us/badgercare/.
schedules, helpful telephone numbers and addresses,
and much moreinformation about Wisconsin Medicaid Medicaid Fiscal Agent

The DHFS contracts with afiscal agent, whichis
currently EDS.

4 wisconsin Medicaid and BadgerCare & January 2003



Disposable medical
supplies (DMS) are
medically
necessary items
which have a
limited life

expectancy and are

consumable,
expendable,
disposable, or
nondurable.

General Information

Disposablemedical supplies(DMS) are
medically necessary itemswhich havea
limited life expectancy and are consumable,
expendable, disposable, or nondurable. To
qualify for Wisconsn Medicaid coverage, al
DMSmust:

Be necessary and reasonable for treating
arecipient’sillness, injury, or disability.
*  Be prescribed.
Be suitable for the recipient’s residence.
Beuseful toarecipient whoisill, injured,
or disabled.
Serve aprimary medical purpose.

Scope of Service

The policiesinthishandbook govern services
provided within the scope of professional
practice as defined in ss.49, Wis. Stats., and
HFS 105.40 and 107.24, Wis. Admin. Code.
Please refer to the Cavered Services chapter
of thishandbook for moreinformation on
covered servicesand related limitations.

Provider Certification
Disposable medica suppliesmay only be
provided by certified Wisconsn Medicaid
providers, including:

e (linics

e Durablemedica equipment vendors.

e Hearinginstrument speciaists (for hearing
ad batteriesonly).

* Home care agencies.

*  Nursnghomes.

e Orthotigts.

e Outpatient hospitas.

*  Pharmacies.

*  Physcians.

* Prosthetists.

e Therapists.

Recipient Information

Wisconsin Medicaid providersshould aways
verify arecipient’sdligibility beforedelivering
servicesto determineeigibility for that date of
service, to discover any limitationstothe
recipient’s coverage, and to determineif the
recipientisenrolledinaWisconsn Medicaid
managed care program. Wisconsin Medicaid's
Eligibility Verification System (EV'S) provides
eligibility information that providerscan access
anumber of ways.

Refer to the Important Telephone Numbers
page at the beginning of this handbook for
moreinformation onthe EVS.

Disposable Medical Supplies and
Managed Care

Wisconsin Medicaid requiresprovidersto
verify if arecipientisenrolledinaWisconsin
Medicaid managed care program before
providing services. Wisconsin Medicaid denies
claims submitted for services covered by
Medicaid managed care programs.

If arecipient isenrolled in amanaged care
program, providersarerequired to submit
claimsto that managed care program. In most
cases, the provider isrequired to be part of the
managed care program’s provider network to
receive reimbursement from the managed care
program. The contract between the managed
care program and its affiliated providers
establishesall conditions of payment and prior
authorization for DM S services.

Contact the recipient’s managed care program
for further information.

Disposable Medical Supplies Handbook & January 2003 5
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Wisconsin Medicaid
will only reimburse
a service if the
recipient was
eligible on the date
he or she received
the service.

Covered Services

This chapter outlines covered services and
related limitationsfor disposablemedica
supplies (DMS). Refer to the DM S Index/
Maximum Allowable Fee Schedule (referred
to in this handbook asthe DM S Index) for
specific coverage and limitations (such asprior
authorization [PA] requirements). Refer to
“Explanation of the DisposableMedical
Suppliesindex” inthis chapter for more
information onthe DM Sindex. Wisconsin
Medicaid will only reimburseaserviceif the
recipient was eligible on the date he or she
received the service.

Medical Necessity

Wisconsin Medicaid only reimburses services
that are medically necessary as defined under
HFS 101.03(96m); Wis. Admin. Code.
Wisconsin Medicaid will not resmburse or will
recoup-payment from-providers for aserviceif
that service failsto meet Wisconsin Medicaid
medical necessity requirements.

A medically necessary serviceisdefined asa
covered service that:

a. Isrequiredto prevent, identify, or treat a
recipient’sillness, injury, or disahility.
b. Meetsthefollowing standards:

1. Isconsistent with therecipient’s
symptomsor with prevention,
diagnosisor treatment of the
recipient’sillness, injury, or dissbility;

2. Isprovided consistent with standards
of acceptable quality of care
applicableto the type of service, the
type of provider and the settingin
whichthe serviceisprovided;

3. Isappropriate with regard to generaly
accepted standards of medical
practice;

4. Isnot medicaly contraindicated with
regard to the recipient’s diagnoses, the

recipient’ssymptomsor other
medically necessary servicesbeing
provided to therecipient;

5. Isof proven medical valueor
usefulness and, consstent with s. HFS
107.035, Wis. Admin. Code, isnot
experimental in nature;

6. Isnot duplicative with respect to other
servicesbeing provided tothe
recipient;

7. lsnot solely for the convenience of
therecipient, therecipient’ sfamily or
aprovider;

8. Withrespect to prior authorization of a
service and to other prospective
coverage determinations made by the
department, is cost-effective
compared to an aternative medically
necessary service that is reasonably
accessibleto the recipient; and

9. Isthemost appropriate supply or level
of service that can be safely and
effectively provided to therecipient.

Covered Services

Asdtated in HFS 107.24(2)(d), Wis. Admin.
Code, Wisconsin Medicaid coversthe
following categoriesof DMS:

e Colostomy, urogtomy, ileostomy
appliances.

e Contraceptive supplies(provided by
pharmaciesand family planning clinics).

*  Diabeticurineand blood testing supplies.

e Dressings.

*  Gadtric feeding/enteral setsand supplies.

* Hearingaidor assistivelistening device
batteries.

*  Incontinence supplies, catheters, irrigation
apparatus.

e Parenteral supplies.

Disposable Medical Supplies Handbook & January 2003 7
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e Tracheostomy and endotracheal care
supplies.
*  Ventilator supplies.

Refer to “ Diabetic Supplies’ and “ Digpers and
Liners’ inthischapter for additional
information and requirementson diabetic
suppliesand digpersand liners, respectively.

Diabetic Supplies

Wisconsin Medicaid coversdiabetic supplies
for recipients with either Type 1 or Type 2
diabeteswhen:

*  Theappropriate documentationis
maintained intherecipient’smedical
record (refer to the Provider Rights and
Responsibilitiessection of theAll-Provider
Handbook for moreinformationon
mai ntai ning recipient records).

e Thefrequency of testing is determined by
the physician, physician assistant, or nurse
practitioner treating therecipient’s
diabetes.

» Therecipient is under the care of.a
physician, physician assistant, or nurse
practitioner.

* Thesuppliesarefor home use only.

Note: Diabetic suppliesprovidedtonursing

home recipientsareincluded in the

nursing home daily rate and are not
separately reimbursable.

Refer to * Prescriptions for Disposable Medica
Supplies’ in thischapter for specific
information on prescriptionsfor diabetic
supplies.

Diapers and Liners

Wisconsin Medicaid only coversdiapers
(disposableand cloth) and linersfor recipients
who meet the medical necessity requirements
asoutlined under “Medical Necessity” inthis
chapter. Wisconsin Medicaid will not reimburse
for digpersor linersinthefollowing Situations:

*  Whendiapersareprovided solely for the
convenience of therecipient, the
recipient’sfamily, or the provider.

*  Whendiapersand linersare provided to
children under four years of age.

Note: Diapersprovided to nursing home

recipientsareincludedinthenursing

home daily rate and are not separately
reimbursable.

Noncovered Services

Asdtated in HFS 101.03(103), Wis. Admin.
Code, anoncovered serviceisaservice, item,
or supply for which Medicaid reimbursement is
not available. Thisincludesthefollowing:

* A sarvice considered by the Department
of Health and Family Services (DHFS)
consultantsto be medically unnecessary,
unreasonable, or inappropriate.

* A savice for which PA has been denied.

» | Asavicelisged asnoncovered in HFS
107.03, Wis. Admin. Code.

According to HFS 107.24(5), Wis. Admin.
Code, Wisconsin M edicaid does not cover the
followingasDMS;

*  Sevicesdenied by Medicare for lack of
medical necessity.

e Itemswhicharenot primarily medica in
nature.

e Itemswhich are not appropriate for home
usage.

e Itemswhich are not generally accepted by
the medical profession asbeing
therapeutically effective.

* |temswhich are for comfort and
convenience.

e Hearingaidor other assistivelistening
device batterieswhich are providedin
excess of the DM S Index guidelines.

» Food.

* Infantformulaand entera nutritional
products, as noted under HFS 107.10(4)(s)
and (t), Wis. Admin. Code. (Refer to the
Pharmacy Handbook for moreinformation
on these items.)

8 Wisconsin Medicaid and BadgerCare & January 2003
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As stated in HFS
107.24(4)(b) and
107.02(2m), Wis.
Admin. Code, DMS
provided to dual
entitlees always
require a valid
prescription, even
when Medicare
does not require a
prescription for
those items.

Prescriptions for
Disposable Medical
Supplies

Asdtated in HFS 107.02(2m)(9), Wis. Admin.
Code, al DMS, except for hearing aid
batteries, require aprescription signed by a
physician, aphysician assistant, or anurse
practitioner.

Except as otherwise stated in state or federal
law, the prescription must beinwriting, or
given oraly and later reduced to writing by the
provider filling the order. The prescription must
includethefollowinginformation:

Date of the order.
* Name and address of the prescriber.
* Name and address of the recipient.
*  Nameand quantity of the prescribed item.
e Diagnosisor medical necessity for the
item.
* Directionsfor use of the prescribed item.
*  Prescriber’s signature.

Prescriptions are valid for no more than one
year from the date written.

Providers who dispense DM S are reminded
that Wisconsin Medicaid will only reimburse
for either:

* Itemsthat arelisted in the DM S Index.
(Refer to " Explanation of the Disposable
Medical Suppliesindex” inthischapter for
moreinformation on the DM S Index.)

e Itemsthat are not listed in the DM S Index
but meet the medical necessity criteriaas
defined under HFS 101.03(96m), Wis.
Admin. Code. (These items always
require PA.)

Prescriptions for Diabetic Supplies

In additionto the standard information required
onall prescriptionsfor DMS, aprescription for

diabetic suppliesmust includethefollowing
information:

e Theitems, supplies, and accessories
needed.

*  Thequantitiesto be dispensed.

e Thefrequency of use.

Inaddition, the provider isresponsiblefor
documenting the diagnosis (International
Classification of Diseases, Ninth Revision,
Clinical Modification or narrative) of
diabetes (250.0-250.9, 648.0 and 648.8) and
the source of thisinformation.

Other requirementsand limitationsfor the
prescription of diabetic suppliesinclude:

e Theprescriptionisvalidfor upto 12
months and must be renewed with a new
written prescription by thetreating
physician, physician assistant, or nurse
practitioner.

* For continued coverage of test stripsand
lancets, thetresting physician, physician
ass stant, nurse practitioner, recipient, or
the recipient’s caregiver isrequired to
initiatetherenewal prescriptionwitha
valid prescription. A supplier may not
initiate the renewal prescription for
these items.

e Therenewal prescription must contain the
followinginformation:

Vv Theitems, supplies, and accessories
needed.

Vv Thequantitiesto be dispensed.

Vv The frequency of use.

* Aninitia or renewal prescriptionfor
supplies and equipment “as needed” is not
valid for Wisconsin Medicaid. The
quantity must beindicated.

Prescriptions for Dual Entitlees

Asstated in HFS 107.24(4)(b) and
107.02(2m), Wis.Admin. Code, DM S provided
to dual entitleesalwaysrequireavalid
prescription, even when Medicare does not
require aprescription for those items. As

Disposable Medical Supplies Handbook & January 2003 9
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described in the Claims Submission chapter of
this handbook, dual entitleesarethose
recipientswho are digible for coverage by
both Wisconsin Medicaid and Medicare Part
A, Part B, or both.

Explanation of the
Disposable Medical
Supplies Index

The DMS Index lists the items covered by
Wisconsin Medicaid, themaximum allowable
feefor eachitem, and thelimitations applicable
to each code.

Wisconsin Medicaid periodically updatesthe
DMS Index. For reference purposes, providers
are encouraged to retain their current copy of
the DM S Index when new copies are issued.
(Providers should retain the current copy until
all claims submitted during the dates of service
(DOS) covered by that copy are resolved.)
Providers should use the DM S Index
appropriate for the DOS when submitting
claims or Adjustment Request Forms.

Please refer to Appendix 4 of this handbook
for akey to reading the DM S Index.

Providers may access an interactive, online
version of the DM S Index on Wisconsin
Medicaid’'s Web site at
www.dhfs.state.wi.us/medicaid/.

Providersmay also:

*  Download an e ectronic Portable
Document File (PDF) version from
Wisconsin Medicaid’ sWeb site at
www.dhfs.state.wi.us/medicaid/.

e Purchase additional copiesof theDMS
Index by calling Provider Servicesat
(800) 947-9627 or (608) 221-9883, or by
writingto:

WisconsnMedicaid
Provider Maintenance
6406 Bridge Rd

Madison WI 53784-0006

Contact Provider Services for the cost of
the fee schedule.

Preparingand
Maintaining Records

All providers arerequired to prepare and
maintaintruthful, accurate, complete, legible,
and concise medica documentation and
financial records according to HFS
106.02(9)(a) and (b), Wis. Admin. Code.

Refer to the Provider Rights and
Responsibilities section of the All-Provider
Handbook for moreinformation on
recordkeeping requirements.

Disposable Medical
Supplies Used by
Providers

Wisconsin Medicaid does not separately
reimburse providersfor otherwise covered

DM Sused during the course of providing a
reimbursable service. (For example, Wisconsin
Medicaid will not provide separate
reimbursement for gloves used in ahome care
vigt.) Thisincludes, butisnot limitedto,
supplies mandated by the Occupational Safety
and Health Administration.

Certain DM S are not separately reimbursable
when provided during the course of the
following services:

* Home care.

e Nursinghome.

e Occupational therapy.

e Physca therapy.

e Speechand language pathol ogy.

Note: Home care, nursing home, personal
care, and private duty nursing providers
should refer to the DM S Index to
determinewhat itemsareincludedin
the home care and nursing home daily
rates. Please note that disposable

underpads (procedure code A4554), are

only included in the home carerate

10 wisconsin Medicaid and BadgerCare & January 2003
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Providers should
submit claims for
Medicaid-covered
DMS that are not
included in the
nursing home daily
rate on the CMS
1500 claim form.

when used for purposes other than
incontinence or for bowel and bladder
programs.

These costs cannot be reimbursed separately
by Wisconsin Medicaid and cannot be billed to
therecipient.

Disposable Medical Supplies Used
by Noncertified Individuals

Wisconsin Medicaid will provide separate
reimbursement to providersfor suppliesif they
are used by anoncertified individua, suchasa
family member, to provide nonreimbursable
care to the recipient. In this case the
noncertified individual would receivetheDMS
from aprovider authorized to dispense DMS.

Theprovision of dl DMSisrequired to meet
thepaliciesoutlinedin thishandbook, including
the prescription requirements, for the provider
to receive reimbursement from Wisconsin
Medicaid.

Disposable/Medical
Supplies Provided to
Nursing Home Recipients

The Nursing Home Handbook and DM S
Index indicate that most DM Sareincluded in
thedaily rate for nursing homes and are not
separately reimbursable. Thisincludes:

e Incontinencesupplies.
*  Persona comfort supplies.
*  Medica supplies.

Inaddition, Wisconsin Medicaid doesnot
reimburse providerswhen recipientsresdingin
nursing homes specifically chooseto purchase
DMS (other than nursing home stock items)
with their personal needs account. (Thispolicy
appliesonly to DM Snot considered medicaly
necessary, and, therefore, not covered by
WisconsnMedicaid. Therecipientis

responsi blefor reimbursing the provider inthis
instance. Providers are required to notify the

Disposable Medical Supplies Handbook & January 2003 11

recipient in advance that he or shewill be
responsiblefor the cost of these supplies.)

Wisconsin Medicaidwill only separately
reimburse providersfor DM S provided to
nursing home recipientswhen:

e Theitemsarenotincludedinthenursing
homedaily rate, asindicated intheDMS
Index or the Methods of Implementation.
(Refer to the Nursing Home Handbook
for more information on the Methods of
Implementation.)

e Therecipients medical conditions meet
the criteriafor exceptional supplies. (Refer
to“Exceptiona Supplies’ in thischapter
for moreinformation.)

Providersshould submit claimsfor Medicaid-
covered DM Sthat are not included in the
nursing homedaily rate on the CMS 1500
claim form. Refer to the Claims Submission
chapter of thishandbook for moreinformation
onclamssubmission.

Exceptional Supplies

Providers may receive reimbursement for
certain DM Sand durable medical equipment
provided to nursing home recipientswhose
medical conditionsmakethemeligiblefor
exceptional supplies. Tobedligiblefor
exceptional supply needs, recipientsmust
ather:

*  Beventilator dependent.

* Haveatracheostomy that requires
extensive care at least twicein an eight
hour period of time.

The exceptional supply procedure codealows
Wisconsin Medicaid to separately reimburse
certain suppliesand equipment that are usually
included inthenursing homedaily rate.

Covered suppliesarelimited to those directly
needed for the care and diagnosis of the above
conditions, asdefined in HFS 101.03(96m) and
HFS 107.24(3), Wis. Admin. Code.
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Exceptional suppliesrequire PA. Refer to
Appendix 3 of thishandbook for more
information on exceptional suppliesand PA.

HealthCheck “Other
Services”

Medically necessary services that are not
otherwise covered by Wisconsin Medicaid or
that exceed Medicaid limitationsmay be
covered under the HealthCheck “ Other
Services’ program when prior authorized.
(HealthCheck isWisconsin Medicaid’ sname
for thefederally mandated childhood
preventive health program known as Early and
Periodic Screening, Diagnosis, and Treatment
[EPSDT].)

HealthCheck “Other Services’ may include
DM S that meet the medical necessity criteria,
but are not listed as a covered service by
Wisconsin Medicaid. The DMS may be
covered when prior authorized. Refer to the
Prior Authorization chapter of thishandbook
for PA information.

Refer to the Covered and Noncovered
Services section of the All-Provider Handbook
for HealthCheck “Other Services’ coverage
andlimitationinformation.

12 wisconsin Medicaid and BadgerCare & January 2003



When the quantity
of the prescribed
DMS will exceed
the limit, providers
should receive PA
approval before
dispensing any
guantity, including
the quantity
available without
PA.

Prior Authorization

In specific circumstances, prior authorization
(PA) isrequired to dispense disposable medical
supplies (DMS). Refer to the Prior
Authorization section of theAll-Provider
Handbook for detailed information on seeking
PA asit appliesto all providers.

Providers should obtain PA, when required,
before providing a service. Payment is not
made for services provided either before the
grant date or after the expiration date on the
approved Prior Authorization Request Form
(PA/RF). If the provider ddlivers a service that
requires PA without first obtaining PA, the
provider isresponsible for the cost of the
service.

Prior authorization does not guarantee
reimbursement from Wisconsin M edicaid.
Provider digibility, recipient digibility, and
medical status on the date of service, aswell
asall other Medicaid requirements, must be
met before the claim isreimbursed:

When to Request Prior
Authorization

Prior authorizationisrequired for thefollowing
items.

e All DMSitemsthat are not used for their
intended purpose, such as afoley catheter
used for afeeding tube.

* All DMSthat exceed the maximum
quantity limitslistedinthe DM SIndex.

e All DMSthat require PA, asindicated in
the DM S Index.

»  Exceptiona suppliesfor nursnghome
recipients who meet the exceptional
suppliescriteria. (Refer to Appendix 3 of
thishandbook for moreinformation on
exceptiona supplies.)

*  Prescribed DM Sthat are not included in
the DM S Index, but meet the medica
necessity criteriafor Medicaid coverage.

Thisincludesthe use of the “ not otherwise
classified” procedure codeand smilar
procedure codes.

Providers requesting PA for DM S should
submit a PA/RF and a Prior Authorization
Durable Medical Equipment Attachment (PA/
DMEA) to Wisconsin Medicaid.

Disposable Medical Supplies That
Exceed Quantity Limits

Nearly all DMSlisted in the DM S Index are
availablein the quantity stated without PA.
(The DM S Index indicateswhich itemsrequire
PA.) When arecipient whose medical needs
for additional quantitiesexceed thoselimits, PA
isrequired.

When the quantity of the prescribed DM Swill
exceed thelimit, providersshould receive PA
approval before dispensing any quantity,
including the quantity availablewithout PA.

For example, if arecipient’sprescriptionisfor
150insulin syringesper calendar month
(procedure code W1327) and the DMS Index
specifiesthat 100 syringes are available per
calendar month without PA, the provider is
required to request PA for the entire 150
syringes. Indicate in Element 19 of the PA/RF
that 150 syringes are needed per caendar
month. Inthisexample, theprovider should
receive PA approval before dispensing any of
the 150 syringes.

Prior authorization requests for additional
DM Smust includethefollowing:

e A copy of the prescription dated within six
monthsof receipt by Wisconsin Medicaid.

*  Documentation of current medical
necessity, individualized for eachrecipient.
(Documentation should beof sufficient
detail and content related to the requested
item and additional quantity.)

Disposable Medical Supplies Handbook & January 2003 13
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* Thedesred grant date, which isthefirst
date the PA is effective and the earliest
date that any of the DMS may be
dispensed.

e The expected duration of need.

e Thetotal quantity needed per calendar
month. (Themaximum quantity allowedin
the DM SIndex plusthe additional quantity
needed.)

Exceptional Supplies for Nursing
Home Recipients

Refer to Appendix 3 of thishandbook for more
information on PA proceduresfor exceptional
suppliesfor nursing homerecipients.

Disposable Medical Supplies Not
Listed in the Disposable Medical
Supplies Index

Under some circumstances, a provider may
need to dispense anitem that isnot listed in the
DMSIndex (i.e., the DM S Index does not list
aprocedure code for that item). Wisconsin
Medicaid may prior authorize the dispensing of
thisitem if theitem meets the medical
necessity criteria for coverage.

When submitting a PA/RF for suppliesthat are
not listed inthe DM SIndex, providersshould
ather:

»  Usethe procedure code of the item that
most closely matches the DM S that the
provider wantsto dispense.

* Usethe"not otherwise classified”
procedure code (W6499) when the DM S
Index doesnot list asimilar procedure
code for the DM S that the provider wants

to dispense.

On the PA/RF, indicate:

e Theprocedure codein Element 14.
e Themodifier “PA” in Element 15.

Prior authorization requestsfor aDM S item
that isnot listed intheindex must includethe
following:

e A complete description of theitem.

*  Product information for theitem.

e Documentation of medical necessity.

e The specific brand name and item number
of theitem.

e A copy of the manufacturer’sinvoice.

*  Thequantity requested and the duration of
use.

* A copy of the prescription dated within six
monthsof receipt by Wisconsin Medicaid.

Prior Authorization and
Coordination of Benefits

When DM S require Wisconsin Medicaid PA,
and the recipient has commercia health
insurance or Medicare coverage, the provider
is encouraged, but not required, to obtain PA
from Wisconsin Medicaid. Thisoffersthe
provider the opportunity to receive
reimbursement fromWisconsin Medicaidinthe
event that the commercia health insurance or
Medicare doesnot provide reimbursement.

If the service is provided before PA is
obtained, Wisconsin Medicaid will not backdate
a PA request smply to enable the provider to
receive reimbursement.

For managed care enrollees, providers should
contact the enrollee’'s managed care program
for specificinformation onitsPA policiesand
procedures.

Modifiers

When requesting PA for an item, providersare
required to include the appropriate modifier for
that item if themodifier islistedintheDMS
Index. Thisistrue even if the DMS Index
indicatesthe modifier isnot required for billing
purposes.
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When requesting
PA for an item,
providers are
required to include
the appropriate
modifier for that
item if the modifier
is listed in the DMS
Index.



Wisconsin Medicaid
makes all decisions
on PA requests
within the time
frames outlined in
the Prior
Authorization
section of the
All-Provider
Handbook,
regardless of
whether the
requests are
mailed or faxed.

Prior Authorization
Forms

Providers who dispense DMS are required to
use Wisconsin Medicaid’s PA/RF and the
PA/DMEA when seeking PA.

Each PA/RF has aunique seven-digit, pre-
printed number in the upper center of the form.
This number isthe PA number that must be
used on aclaim becauseit identifiesthe
service on the claim as a service that has been
prior authorized.

Wisconsin Medicaid requiresprovidersto
submit each new request for PA on a new
PA/RF s that the request is processed under
anew number. Since the PA/RF number is
used to identify asingle PA request, do not
photocopy thisform for other requests.

Refer to Appendix 5 of this handbook for
PA/RF completion instructions. Completed
samples of PA/RFs are included-in
Appendices 6, 7, 8, and 9 of this handbook.

Refer to Appendix 10 of this handbook for
PA/DMEA completioninstructions. A
completed sample PA/DMEA formisincluded
inAppendix 11. The PA/DMEA sampleis
linked with the PA/RF samplein Appendix 6. A
blank PA/DMEA isincludedinAppendix 12.

Providers may print copies of the PA/DMEA
included inAppendix 12 of thishandbook.
Providers may also obtain copies of the PA/RF
and PA/DMEA by calling Provider Services at
(800) 947-9627 or (608) 221-9883, or by
writingto:

WisconsnMedicad
Form Reorder

6406 BridgeRd

Madison WI 53784-0003
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Submission of Prior
Authorization Forms

Providers havetwo choicesfor submitting

completed PA requests:
* By fax.
e Bymail.

Prior authorization requests received after

1 p.m. are processed on the following business
day. Prior authorization requestsreceived on
Saturday, Sunday, or legal holidaysare
processed on the next business day.

Wisconsin Medicaid makesall decisonson PA
requestswithin thetime framesoutlined inthe
Prior Authorization section of the All-Provider
Handbook, regardless of whether the requests
are faxed or mailed.

Note:  Providersmay only submit PA
reguests containing X-raysor photos
by mail.

Submission by Fax

Providers may fax PA requests to Wisconsin
Medicaid at (608) 221-8616.

When faxing PA requests, providers are
required to submit all formsand documentation
together; they should not fax the formsand
then mail the supporting documentation
separately. Providers should not submit PA
requests by mail if they have already faxed
their PA requests.

In addition, refaxing a PA request before the
previous request has been returned will create
duplicate PA requests and may result in delays.

It is not necessary to reduce the size of the PA
request form to fit on the bottom half of the
cover page. This makes the PA request
difficult to read and leaves no space for
consultants to write aresponse if needed or to
signrequests.
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To help safeguard the confidentiality of patient
health care records, providers should include a
fax transmittal form containing aconfidentiality
statement as a cover sheet to all faxed PA
requests. Providers are reminded to include
their fax number on the transmittal form.

Response Back From Wisconsin
Medicaid

Once Wisconsin Medicaid reviews a PA
request, Wisconsin Medicaid will fax one of
three responses back to the provider:

*  “Your request(s) has been adjudicated.
See attached PA request(s) for the fina
decison.”

*  “Your request(s) requiresadditional
information. See attached PA request(s).
Fax the requested information with the
same PA form immediately to expedite the
finalization of your request.”

*  “Weare unableto read your faxed PA
request. Please resubmit the same
request.”

When additiond informationisrequested,
providers are required to resubmit the faxed
copy of theentireoriginal PA request, including
attachments, with theadditiona information
requested. If any attachments or additional
information are received without the rest of the
PA request, the information will be returned to
the provider.

Providers are required to resubmit the faxed
copy becauseitincludesWisconsnMedicaid's
15-digitinternal control number on thetop-half
of theform. Thisalowsthe provider to obtain
the earliest possible grant date for the PA
request (apart from backdating for retroactive

digibility).

Wisconsin Medicaid will mail the decision back

totheprovider if:

e Theprovider doesnot include hisor her
fax number on the transmittal form.

e Thefax isnot successfully transmitted
after three attempts.

Submission by Mail

Providers may mail completed PA/RFs and
PA/DMEAS to:

WisconsnMedicad

Prior Authorization

Ste 88

6406 BridgeRd

Madison WI 53784-0088

For reference or further correspondence,
providers are encouraged to photocopy their
paperwork before sending it in.

Review of Prior
Authorization Decisions

After review by Wisconsn Medicaid
consultants; the PA request is:

*  Approved.
e Approvedwith modification.
*  Denied.

*  Returnedtothe provider for additional
clinicd information or clarification.

Refer to the Prior Authorization section of the
All-Provider Handbook for moreinformation
on each of these responses.

Only recipients can appeal modified or denied
PA requests. When arequest is modified or
denied, the recipient receives a*“ Notice of
Apped Rights’ |etter. Refer to the Prior
Authorization section of theAll-Provider
Handbook for acopy of thisletter and for
information on how aprovider and arecipient
may respond to Wisconsin Medicaid'sreview
of a PA request.
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When additional
information is
requested,
providers are
required to
resubmit the faxed
copy of the entire
original PA request,
including
attachments, with
the additional
information
requested.



Amending Prior »  Documentation of the medical necessity
. . for additional DMS.

Authorization RequeStS e Theanticipated length of timethe

If arecipient’s need for DM S changes during additional DM Swill beneeded.

the time period approved on the PA/RF, the

provider can request that the approved PA be Amended reguests can be faxed to

amended. Providers should send aletter to (608) 221-8616 or mailed to:
Wisconsin Medicaid Prior Authorization and
attach: WisconsnMedicaid
Prior Authorization
* A copy of the currently approved PA/RF. Ste 88
Acopy of thephysician's, physician 6406 BridgeRd
assistant’s, or nurse practitioner’s order for MadisonWI 53784-0083
additional DMS.
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All claims, whether
electronic or paper,
are subject to the
same Medicaid
processing and
legal requirements
outlined in the
Claims Submission
section of the All-

Provider Handbook.

Claims Submission

Claims Submission

All claims, whether electronic or paper, are
subject to the same Medicaid processing and
legd requirementsoutlinedinthe Claims
Submission section of the All-Provider
Handbook.

Electronic Claims Submission

Providerswho dispense disposable medical
supplies (DM S) are encouraged to submit
clamselectronicdly. Electronicclaims
submisson:

e Eliminatesmanua handling of clams.
*  Reducesboth billing and processing errors.
*  Reduces processing time.

Wisconsin Medicaid provides free softwarefor
submitting claimsel ectronically.

Providerswho electronically submit clamsare
required to complete an Electronic Media
Agreement Form. The form serves as the
provider’ssignature. For moreinformation on
the Electronic MediaAgreement Form,
Wisconsin Medicaid'srequirementsfor
electronic claimssubmission, and general
electronic claimssubmissoninformation:

e Refer to the Claims Submission section of
theAll-Provider Handbook.

e Contact the Electronic MediaClams
(EMC) Department at (608) 221-4746 and
ask to speak with an EMC coordinator.

If you are currently using the free software
and have technical questions, please contact
Wisconsin Medicaid's software customer
service at (800) 822-8050.

Paper Claims Submission

Providers submitting paper claimsare required
to use the CM S 1500 claim form (dated

Disposable Medical Supplies Handbook & January 2003 19

12/90). Refer toAppendix 1 of this handbook
for CM S 1500 claim form completion
instructions. Appendix 2 of thishandbook
contains acompleted sample of aCM S 1500
claim form for DM S services. Wisconsin
Medicaid deniesclaimsfor DM S submitted on
any paper claim form other than the CMS
1500 claimform.

Wisconsin Medicaid doesnot providetheCM S
1500 claim form. Providersmay obtain copies
of thisform from vendors who sl federa
forms.

Where to Send Your Claims

Mail completed CM S 1500 claim formsfor
reimbursement to thefollowing address:

WisconsnMedicaid
6406 Bridge Rd
Madison WI'53784-0002

Claims Submission
Deadline

Wisconsin Medicaidwill only consider for
reimbursement complete and correct claims
that are received within 365 days from the
date the services were provided. Thispolicy
gppliestodl initial claimssubmissions,
resubmissions, and adjustment requests.

Exceptionsto the 365-day claimssubmission
deadline and requirementsfor submissionto
LateBilling Appealsmay befoundinthe
Claims Submission section of the

All-Provider Handbook. Providers may access
the handbook onlineat
www.dhfs.state.wi.us/medicaid/.

Coordination of Benefits

Generaly, Wisconsin Medicaid isthe payer of
last resort for any Medicaid-covered service.
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If the recipient is covered under other
insurance (including Medicare), Wisconsin
Medicaid reimbursesthat portion of the
allowable cost remaining after al other
insurance sources have been exhausted.

Refer to the Coordination of Benefits section
of theAll-Provider Handbook for more
detailed information on submitting clamsto
commercia hedlth insurance and Medicare.

Medicare/Medicaid Dual
Entitlement

Medicare may reimburse for DM S under

Part B coverage. Medicare-certified providers
arerequired to submit claimsto Medicare prior
to submitting claimsto Wisconsin Medicaid for
all DM Sprovided to dua entitleesor Qualified
Medicare Beneficiary-Only (QMB Only)
recipients.

Thefollowing providersarerequired to be
certified by Medicareif they intend to provide
aMedicare-covered service to adual entitlee:

* Home care agencies.

*  Medical equipment vendors.
*  Pharmacies.

*  Physcians.

In these instances, if the provider isnot
certified by Medicare, he or she should refer
thedual entitleeto another Medicaid provider
who isalso Medicare-certified.

Refer to the Claims Submission section of the
All-Provider Handbook for moreinformation
on dua entitleesand QMB-Only recipients.

Billed Amounts

Providersarerequired to bill their usua and
customary charge for the service performed.
The usua and customary chargeisthe
provider’s chargefor providing the same
serviceto personsnot entitled to Wisconsin
Medicaid benefits. For providersusing adiding

fee scale for specific services, the usua and
customary charge is the median (i.e., 50% of
charges are above and 50% below) of the
individua provider’schargefor the service
when provided to non-Medicaid patients.
Providersmay not discriminate against
Wisconsin Medicaid recipientsby charging
Wisconsin Medicaid ahigher fee for the same
service than that charged to a private-pay

patient.

For providersthat have not established usual
and customary charges, the charge should be
reasonably related to the provider’s cost to
provide the service.

Recipient Copayment

Recipients are responsible for paying a
copayment for al purchased DMS. The
copayment schedule is based on each order
per date of service (DOS). The copayment
schedulejsasfollows:

Copayment
Maximum Allowable Amount,
Fee, per per Date of
Procedure Code Service
Up to $10.00 $0.50
From $10.01 to $25.00 $1.00
From $25.01 to $50.00 $2.00
Over $50.00 $3.00
Urine or blood test strips $0.50

Providers are required to request the
copayment amount from recipients; however,
they may not deny servicesto arecipient who
failsto make a copayment.

Wisconsin Medicaid copayment amounts
should not be deducted from charges submitted
to Wisconsin Medicaid, nor should these
copayment amountsbeindicated inthe “ paid
by other” element on claims submitted.

20 wisconsin Medicaid and BadgerCare & January 2003

Providers are
required to bill their
usual and
customary charge
for the service
performed.



The diagnosis code
must be
appropriate for the
service provided.

Providersare reminded that thefollowing
services are exempt from copayment
requirements.

* Emergency services.

e Family planning servicesand related
supplies.

* Hospice care services.

* Home care services.

e Hearing aid batteries.

*  Savices covered by aMedicaid managed
care program provided to enrollees of the
managed care program.

*  Savicesprovided to apregnant woman if
the services are related to the pregnancy.

*  Savicesprovided to nursing home
residents.

* Savicesprovided torecipientsunder 18
years of age.

Please refer to the Recipient Rights and
Responsibilities section of theAll-Provider
Handbook-for moreinformation on reci pient
copayment requirements.

Referring Providers

Claimsfor DM S (except for hearing aid
batteries) require the referring provider’s name
and aUniversa Provider Identification
Number, license, or provider number in
Elements 17 and 17aof the CM S 1500 claim
form.

Diagnosis Codes

All claimsrequireadiagnosiscode. All
diagnoses must be from the International
Classification of Diseases, Ninth Revision,
Clinical Modification (ICD-9-CM) coding
structure. The diagnosis code must be
appropriate for the service provided.

Claimsreceived without an appropriate
ICD-9-CM code are denied.

Providersshould notethefollowing diagnosis
coderedtrictions:

e Codeswithan“E’ prefix must not be used
asthe primary or solediagnosisonaclam

submitted to Wisconsin Medicaid.
*  Codeswithan“M” prefix are not

acceptable on aclaim submitted to

WisconsnMedicad.
Procedure Codes

Tobedigiblefor WisconsnMedicaid
reimbursement, all claimsfor DM S submitted
to Wisconsin Medicaid must use Health Care
Procedure Coding System (HCPCS), formerly
known as*HCFA Common Procedure Coding
System,” National Level |1 codes or Wisconsin
Medicaid local codesthat are allowable for the
DOS. Disposablemedical suppliesclamsor
adjustments received without the appropriate
procedure codes are denied.

Seeking Reimbursement for Items
That Are Not Listed in the
Disposable ‘Medical Supplies Index

In some circumstances, the DM S Index may
not list the exact procedure code for a
requested supply. Providers are required to
obtain prior authorization (PA) fromWisconsin
Medicaid for requested suppliesthat are not
listed inthe DM S Index.

If Wisconsin Medicaid approvesthe PA
request, the provider will receive a copy of the
approved Prior Authorization Request Form
(PA/RF) with the procedure code and
modifier. Providersshould submit clamsusing
the same procedure code and the modifier
given on the approved PA.

For instance, if the DM S Index does not list a
four-way indwelling catheter, foley typefor
continuousirrigation, the provider would use
the HCPCS procedure code A4346 (indwelling
catheter, foley type; three-way for continuous
irrigation), withthemodifier “PA” given onthe
approved PA/RF.

Disposable Medical Supplies Handbook & January 2003 21
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Refer to the Prior Authorization chapter of this
handbook for moreinformation on obtaining
PA.

“Not Otherwise Classified” Procedure
Code

Asdescribed in the Prior Authorization chapter
of thishandbook, providersare required to use
the " not otherwise classified” (NOC)
procedure code (W6499) when seeking PA for
itemsthat do not have a specific or smilar
procedure code.

Providers should use thisNOC procedure code
when submitting claimstoWisconsn Medicaid
after the PA is approved and the DMS are

dispensed.

Place of Service and Type
of Service Codes

All claimsfor DM Ssubmitted toWisconsin
Medicaid are required to include type of
service (TOS) “9"* and valid place of service
(POS) codes. The POS codes are listedin
Appendix 1 of thishandbook.

*Claimsfor exceptional suppliesshould not
include TOS*“9.” Instead, they arerequired to
include TOS“P’ for purchased itemsor “R”
for rented items.

Exceptional Supplies for
Nursing Home Recipients

Refer to Appendix 3 of this handbook for an
explanation on submitting claimsfor
exceptiona suppliesfor nursing home
recipients.

Reimbursement

Providers are reimbursed at the lesser of their
billed amount and the maximum allowablefee
established by the Division of Hedlth Care
Financing. Providers are reminded that they
cannot seek payment from recipients for any
difference between their billed amount and the
maximum allowablefee.

The maximum alowablefeeisthe maximum
amount that Wisconsin Medicaid will pay a
provider for an alowable procedure code. The
maximum allowablefee scheduleis contained
inthe DM S Index. (For moreinformation on
the DM S Index, refer to “ Explanation of the
DisposableMedical Suppliesindex” inthe
Covered Services chapter of this handbook.)

Reimbursement for Disposable
Medical Supplies Provided to
Nursing Home and Home Care
Recipients

Most DM S areincluded in the nursing home
daily rate and are not separately reimbursable
when provided to nursing homerecipients. In
ome instances, DM S areincluded in the home
care vigit rate and are not separately
reimbursable when provided to home care
recipients.

For example, Wisconsn Medicaid will not
separately reimburse for gloves used by
providersto provide care to nursing home and
home care recipients because the gloves are
includedin both the nursing home daily rate
and the home care vigit rate.

All Occupationa Safety and Health
Administration-mandated and other infection-
control suppliesarealsoincludedinthenursing
home daily rate and the home care vidit rate.
Wisconsin Medicaid will not provide separate
reimbursement for these supplieswhen they
are used by nursing home and home care staff.
Home care providers are expected to include
suppliesonly during the billable hoursservices
are delivered. They are not expected to
provide recipientswith suppliesfor usewhen
they arenot directly delivering billablehome
care services.

The DMS Index indicates which items are
included inthe reimbursement for nursing
home and home care services. Refer to
“Explanation of the Disposable Medical
Suppliesindex” in the Covered Services
chapter of thishandbook for moreinformation
on how to read the DM S Index.
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The DMS Index
indicates which
items are included
inthe
reimbursement for
nursing home and
home care
services.



Follow-Up to Claims
Submission

Theprovider isresponsiblefor initiating follow-
up procedures on claims submitted to
Wisconsin Medicaid. Processed claims appear
on the Remittance and Status Report either as
paid, pending, or denied. Wisconsn Medicaid
will take no further action onadenied claim
until the provider correctstheinformation and
resubmitsthe claim so that Wisconsin
Medicaid receivesthe claim for processing
within 365 days of the date of the original
service.
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If aclaim waspaid incorrectly, the provider is
respons blefor submitting an Adjustment
Request Form to Wisconsin Medicaid. Refer to
the Claims Submission section of the
All-Provider Handbook for moreinformation
onfiling Adjustment Request Forms.
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Appendix 1

CMS 1500 Claim Form Completion Instructions
for Disposable Medical Supplies

Usethefollowing claim form compl etion instructions, not the claim form'’ s printed descriptions, to avoid denial or
inaccurate claim payment. Do not include attachments unless instructed to do so. Compl ete the elements listed bel ow
as appropriate.

Note: Medicaid providers should alwaysverify recipient eligibility before delivering services.

Element 1 — Program Block/Claim Sort Indicator

Enter claim sort indicator “D” in the Medicaid check box for | Mother/Baby Claims
the servicebilled. A provider may submit claimsfor aninfantif theinfant is

10 daysold or less on the date of service (DOS) and the
, mother of theinfantisaMedicaid recipient. To submita
Element 1a — Insured’s I1.D. Number claimfor aninfant using the mother’sMedicaid

R i i T e identification number, enter thefollowing:
Enter therecipient’ s10-digit M edicaid identification number. £ f 12 Enter themother's10-digit Medicaid
Do not enter any other numbers or letters. =men

identification number.
Element 2:  Enter the mother’slast namefollowed by
Element 2 — Patient’s Name “newborn.”

. . . N Element 3:  Enter theinfant’sdate of birth.
Enter therecipient’ slast name, first name, and middleinitial. Element4:  Enter themother’snamefollowed by

Usethe Eligibility Verification System (EV'S) to obtain the “mom’” in parentheses.
correct spelling of the recipient’s-name; If. the name or Element 21: Indicate the secondary or lesser diagnosis
spelling of the name on the Medi caid identification card and code“M11” infields2, 3, or 4.

the EV S do not match, use the spelling from the EV.S.

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

Enter the recipient’ sbirth datein MM/DD/Y'Y format (e.g., June 30, 1975, would be 06/30/75) or in MM/DD/
YYYY format (e.g., June 30, 1975, would be 06/30/1975). Specify if the recipient ismale or female by placing an
“X” in the appropriate box.
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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

Third-party insurance (commercial insurance coverage) must be billed prior to billing Wisconsin Medicaid, unlessthe
service does not require third-party billing as determined by Wisconsin Medicaid.

*  Whentherecipient hasdental (“DEN”) insurance only or has no commercial insurance, leave Element 9 blank.

*  When the recipient has Wausau Health Protection Plan (“HPP’), BlueCross & BlueShield (“BLU”), Wisconsin
Physicians Service (“WPS’), TriCare (“*CHA"), or some other (“OTH”) commercial insurance, and the service
requiresthird-party billing according to the Coordination of Benefits section of the All-Provider Handbook, then one of
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Appendix 1
(Continued)

thefollowing three other insurance (Ol) explanation codes must be indicated in the first box of Element 9. The

descriptionisnot required, nor isthe policyholder, plan name, group number, etc. (Elements 9a, 9b, 9c, and 9d are not
required.)

Code  Description

Ol-P PAID by hedlth insurance. In Element 29 of this claim form, indicate the amount paid by health insuranceto
the provider or to the insured.

OI-D  DENIED by hedlth insurance following submission of acorrect and complete claim, or payment was
applied towards the coinsurance and deductible. Do not use this code unlessthe claim was actually billed to
the hedlthinsurer.

Ol-Y  YES, therecipient hashealthinsurance, but it was not billed for reasonsincluding, but not limited to:
Vv Recipient denied coverage or will not cooperate.
Vv The provider knows the service in question is not covered by the carrier.
Vv Hedthinsurancefailed to respondtoinitia andfollow-up claims.
Vv Benefits not assignable or cannot get assignment.
e When the recipient isamember of acommercial HMO, one of the following must beindicated, if applicable:
Code  Description

Ol-P  PAID by HMO. The amount paid isindicated on the claim.

Ol-H HM O does not cover this service or the hilled amount does not exceed the coinsurance or deductible
amount.

I mportant Note: The provider may not use Ol-H if the HMO denied payment because an otherwise covered
service was not rendered by a designated provider. Services covered by an HMO are not reimbursable by
Wisconsin Medicaid except for the copayment and deductible amounts. Providers who receive a capitation payment
from the HM O may not bill Wisconsin Medicaid for serviceswhich are included in the capitation payment.

Element 10 — Is Patient’s Condition Related to (not required)
Element 11 — Insured’s Policy, Group, or FECA Number

Usethefirst box of this element for Medicare information. (Elements 11a, 11b, 11c, and 11d are not required.) Bill
Medicare beforebilling Wisconsin Medicaid.

Element 11 should be left blank when one or more of the following statementsistrue:

e Medicare never covers the procedure in any circumstance.

e Therecipient's Wisconsin Medicaid file shows he or she does not have any Medicare coverage for the service
provided. For example, the service is covered by Medicare Part A, but the recipient does not have Medicare Part A.
Servicesrelated to adiagnosis of chronic renal failure are the only exceptions.

*  Thenonphysician provider’'s Wisconsin Medicaid file shows he or sheisnot Medicare certified. (This does not apply
to physicians because Medicare will retroactively certify physiciansfor the date and the service provided if they held
avalid license when the service was performed.)

* Maedicare has dlowed the charges. In this casg, attach the Explanation of Medicare Benefits, but do not indicate on
the claim form the amount Medicare paid.

If none of the previous statements are true, a Medicare disclaimer code is necessary.
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Appendix 1
(Continued)

The following Medicare disclaimer codes can be used when appropriate:

Code  Description

M-1 M edicar e benefits exhausted. This code can be used when Medicare has denied the charges because
therecipient’slifetime benefit, spell of illness, or yearly alotment of available benefitsis exhausted. Usethe
M-1 disclaimer in thesetwo instances only:

For Medicare Part A (all three criteria must be met):
* Theprovider isidentified in Wisconsin Medicaid files as certified for Medicare Part A.
e Therecipientiseligiblefor Medicare Part A.

e Theserviceprovided is covered by Medicare Part A but is not payable due to benefits being
exhausted.

For Medicare Part B (al three criteria must be met):
e Theprovider isidentified in Wisconsin Medicaid files as certified for Medicare Part B.
e Therecipientiseligiblefor Medicare Part B.

e Theservice provided is covered by Medicare Part B but is not payable due to benefits being
exhausted.

M-5 Provider isnot Medicare certified. This code can be used when providers are identified in Wisconsin
Medicaid files as being Medicare certified, but are billing for DOS before or after their Medicare
certification effective dates. Use M-5 in these two instances only:

For Medicare Part-A (all three criteria must be met):

» Theprovider isidentified in Wisconsin Medicaid files as certified for Medicare Part A but not for the
date the service was provided.

e Therecipientiseligiblefor Medicare Part A.
*  The procedure provided iscovered by Medicare Part A

For Medicare Part B (al three criteria must be met):

e Theproviderisidentified in Wisconsin Medicaid files as certified for Medicare Part B but not for the
date the service was provided.

e Therecipientiseligiblefor Medicare Part B.
e The procedure provided is covered by Medicare Part B.
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Note:  Thefollowing providersarerequired to be certified by Medicareif they intend to providea
Medicare-covered serviceto adual entitlee:

e Home care agencies.

*  Medical equipment vendors.
e Pharmacies.

e Physicians.
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(Continued)

M-6 Recipient not Medicar e eligible. This code can be used when Medicare denies payment for services
related to chronic renal failure (diagnosis code “585”) because the recipient is not eligible for Medicare.
Medicaremust behilled first, even when therecipient isidentified in Wisconsin Medicaid filesasnot eligible
for Medicare. Use the M-6 disclaimer code in these two instances only:

For Medicare Part A (all three criteria must be met):

* Theprovider isidentified in Wisconsin Medicaid files as certified for Medicare Part A.
* Medicaredeniestherecipient digibility.

* Theserviceisrelated to chronic rend failure.

For Medicare Part B (al three criteria must be met):

e Theprovider isidentified in Wisconsin Medicaid files as certified for Medicare Part B.
* Medicaredeniestherecipient digibility.

* Theserviceisrelated to chronic rend failure.

M-7 Medicare disallowed or denied payment. This code applies when Medicare denies the claim for

reasonsrelated to policy, not billing errors. Use M-7 in these two instances only:

For Medicare Part A (all three criteria must be met):

* Theprovider isidentified in Wisconsin Medicaid filesas certified for Medicare Part A.

» Therecipientiseligible for Medicare Part A.

» Theserviceiscovered by Medicare Part A but is denied by Medicare Part A due to frequency
limitations, diagnosisregtrictions, etc.

For Medicare Part B (all three criteria must be met):

* Theprovider isidentifiedinWisconsinMedicaid filesas certified for Medicare Part B.

* Therecipientiseligiblefor Medicare Part B.

e Theserviceiscovered by Medicare Part B but is denied by Medicare Part B due to frequency
limitations, diagnosisregtrictions, etc.

M-8 Noncovered Medicare service. This code can be used when Medicare was not billed because the
service, under certain circumstances related to the recipient’s diagnosis, is not covered. Use M-8 in these
twoinstancesonly:

X
©
c
()
Q
o
<

For Medicare Part A (all three criteria must be met):

e Theprovider isidentified in Wisconsin Medicaid filesas certified for Medicare Part A.

e Therecipientiseligiblefor Medicare Part A.

e Theserviceisusually covered by Medicare Part A but not under certain circumstances related to the
recipient'sdiagnosis.

For Medicare Part B (al three criteria must be met):

e Theprovider isidentified in Wisconsin Medicaid files as certified for Medicare Part B.

* Therecipientiseligiblefor Medicare Part B.

e Theserviceisusualy covered by Medicare Part B but not under certain circumstances related to the
recipient’sdiagnoss.
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(Continued)

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 lllness (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
Enter the referring or prescribing physician’s name and his or her six-character Universal Provider | dentification
Number (UPIN). If the UPIN is not available, enter the Medicaid provider number or license number of the
referring provider. (Thisis not required on claims for hearing aid batteries.)

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

Element 21 — Diagnosis or Nature of Illness or Injury

Enter the International Classification of Diseases, Ninth Revision, Clinical Modification (ICD-9-CM)
diagnosis code for each symptom or condition related to the services provided. List the primary diagnosisfirst.
Etiology (“E”) and manifestation (*M”) codes may not be used as a primary diagnosis. The diagnosis descriptionis
not required.

Wisconsin Medicaid denies claims without the appropriate |CD-9-CM diagnasis code. One source to order the
complete ICD-9-CM code book is:

St Anthony Publishing Inc
PO Box 96561
Washington DC 20090
(800) 632-0123

Element 22 — Medicaid Resubmission (not required)
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Element 23 — Prior Authorization Number
Enter the seven-digit prior authorization (PA) number from the approved PA request. Services authorized under
multiple PAs must be billed on separate claim forms with their respective PA numbers.

Element 24A — Date(s) of Service

Enter the month, day, and year for each procedure using the following guidelines:

e Whenhilling for one DOS, enter the datein MM/DD/YY or MM/DD/YYYY format in the“From” field.

e When billing for two, three, or four DOS on the same detall line, enter thefirst DOSin MM/DD/Y'Y or
MM/DD/YYYY format inthe“From” field, and subsequent DOS in the “To” field by listing only the date(s) of the
month (i.e., DD, DD/DD, or DD/DD/DD).

It isallowableto enter up to four DOS per lineif:

e All DOS are in the same calendar month.
* All servicesarebilled using the same procedure code and modifier, if applicable.
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Appendix 1
(Continued)

All procedures have the same type of service (TOS) code.

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

All procedures were performed by the same provider.

The same diagnosisis applicable for each procedure.

The charge for al proceduresisidentical. (Enter thetotal charge per detail line in Element 24F)
The number of services performed on each DOS isidentical.

All procedures have the same HealthCheck or family planning indicator.

All procedures have the same emergency indicator.

Element 24B — Place of Service

Enter the appropriate Medicaid single-digit POS code for each service.

Code  Description

0 Other

3 Office

4 Home

7 Nursing Facility

8 Skilled Nursing Facility

Element 24C — Type of Service

Enter a“9” for the TOS code for each service except for exceptional supplies. When submitting a claim for
exceptional supplies, enter a* P’ for-purchased-items or an' R” /for-rented items.

Element 24D — Procedures, Services, or Supplies

Enter the single most appropriate five-character procedure code as listed in the Disposable Medical Supplies (DMS)
Index. Claims received without an appropriate procedure code are denied by Wisconsin Medicaid. All DMS
procedure codes must include the correct DM S modifier. Refer to the DM S Index for alist of Wisconsin Medicaid-
allowable procedure codes.

Modifiers

Enter the appropriate two-character modifier in the “Modifier” column of Element 24D asindicated inthe DM S
Index. Please note that Wisconsin Medicaid has not adopted all Current Procedural Terminology, Health Care
Procedure Coding System, formerly known as “HCFA Common Procedure Coding System,” or Medicare modifiers.

Element 24E — Diagnosis Code

Enter the number (1, 2, 3, or 4) that corresponds to the appropriate diagnosis code listed in Element 21.

Element 24F — Charges

Enter the total charge for each line item.

Element 24G — Days or Units

Enter the appropriate number of units, time units, qualifying circumstance units, or other servicesbilled for each line
item. Always use adecimal (e.g., 2.0 units).
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Element 24H — EPSDT/Family Planning

Enter an “H” for each procedure that was performed as a result of a HealthCheck referral. Enter an “F’ for each
family planning procedure. Enter a“B” if both HealthCheck and family planning services were provided. If
HealthCheck or family planning do not apply, leave thiselement blank.

Element 241 — EMG

Enter an “E” for each procedure performed as an emergency, regardless of the POS. If the procedure is not an
emergency, leave this element blank.

Element 24J — COB (not required)

Element 24K — Reserved for Local Use

Enter the eight-digit, Medicaid provider number of the performing provider for each procedure, if the billing
provider indicated in Element 33 belongsto aphysician clinic or group.

Any other information entered in this element may cause claim denial.

Element 25 — Federal Tax I.D. Number (not required)

Element 26 — Patient’s Account No.

Optional — provider may enterjup to 12 characters of the patient’s internal office account number. This number will
appear on the Remittance and Status-Report.

Element 27 — Accept-Assignment'(not-required)

Element 28 — Total Charge

Enter the total charges for this claim.
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Element 29 — Amount Paid

Enter the amount paid by other insurance. If the other insurance denied the claim, enter $0.00. (If adollar amount is
indicated in Element 29, “ OI-P” must be indicated in Element 9.) Do not enter Medicare-paid amountsin thisfield.

Element 30 — Balance Due

Enter the balance due as determined by subtracting the amount paid in Element 29 from the amount in Element 28.

Element 31 — Signature of Physician or Supplier

The provider or the authorized representative must sign in Element 31. The month, day, and year the form is signed
must also be entered in MM/DD/YY or MM/DD/YYYY 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 (not required)
Element 33 — Physician’s, Supplier’s Billing Name, Address, ZIP Code, and Phone #

Enter the provider’s name (exactly asindicated on the provider’s notification of certification letter) and address of
thebilling provider. At the bottom of Element 33, enter thebilling provider’ seight-digit Medicaid provider number.
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[TT P HEALTH INSURANCE CLAIM FORM PicA ¥
—_— o
1. MEDICARE MEDICAID CHAMPUS CHAMPVA GHOUP EE&?UNG OTHER| 1a. INSURED'S 1.D. NUMBER (FOR PROGRAM IN ITEM 1)
D (Medicare #) F (Medicaid #) D (Sponsor's SSN) D (VA File #) L__] (SSN or ID) I:‘ (SSN) D (ID) 1234567890
2. PATIENT’S NAME (Last Name, First Name, Middle Initial) 3. PAIT‘lENT’S BIHTH DATE SEX 4. INSURED’S NAME (Last Name, First Name, Middle Initial)
Recipient, Im A. MM DD | W Ml X
5. PATIENT'S ADDRESS (No., Street) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (No., Street)
609 Willow Sof [ ] spouse[ | crid[ | ower ]
CITY STATE | 8. PATIENT STATUS (o110 4 STATE -4
[=]
Anytown Wi single[ ] Maried ] Otner [ ] E
ZIP CODE B TELEPHONE (include Area Code) ZIP CODE TELEPHONE (INCLUDE AREA CODE) g
Employed Full-Time Part-Time T
55555 (XXX XXX-XXXX [ stugent ] Stugem C ) 5
9. OTHER INSURED’S NAME (Last Name, First Name, Middle Initial) 10. IS PATIENT'S CONDITION RELATED TO: 11. INSURED’S POLICY GROUP OR FECA NUMBER %
ol-P g
a. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (CURRENT OR PREVIOUS) a. INSUREE"’a DATS DOF BleTH SEX g
| 1
[ [ | | v O |2
b. OTHER INSURED’S DATE OF BIRTH SEX b. AUTO ACCIDENT? PLACE (State) |b. EMPLOYER'S NAME OR SCHOOL NAME E
MM | DD ; YY
F
L v CJves v z
¢. EMPLOYER'S NAME OR SCHOOL NAME c. OTHER ACCIDENT? ¢. INSURANCE PLAN NAME OR PROGRAM NAME E
[Jves [vo E
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE d. IS THERE ANOTHER HEALTH BENEFIT PLAN? E
D YES D NO It yes, return to and complete item 9 a-d.
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 13.INSURED'S OR AUTHORIZED PERSON’S SIGNATURE | authorize
12. PATIENT’S OR AUTHORIZED PERSON’S SIGNATURE | authorize the release of any medical or other information necessary payment of medical benefits to the undersigned physician or supplier for
to process this claim. | also request payment of government benefits either to myseif or to the party who accepts assignment services described below.
below.
SIGNED DATE SIGNED JV
14, DATE OF CURRENT: ILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. | 16. DATES PATlENT UNABLE TOWORK IN CUF!RENT OGCUFATION A
MM | DD | YY INJURY (Accident) OR GIVE FIRST DATE MM | MM YY MM Yy
! ! PREGNANCY(LMP) ! | FROM | TO !
17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 17a. 1.D. NUMBER OF REFERRING PHYSICIAN 18. HOSPILI:I‘.IZATII%N DA'I;EYS RELATED TO CURRENT SERVICES
. | | MM | DD ; YY
I.M. Referring 11223344 FROM | : o 1
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES
[Jves [no | I Z
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,2,3 OR 4 TO ITEM 24E BY LINE) 22. MEDICAID RESUBMISSION °
CODE ORIGINAL REF. NO. g
.1 187.91 sl l S
23. PRIOR AUTHORIZATION NUMBER X
2. | i 4. 1 e
24, A B C D E F G l H ! J K b4
DATE(S) OF SERVICI Place | Type | PROCEDURES, SERVICES, OR SUPPLIES DAYS EPSI_:) 0
From TE©) &t of | of (Explain Unusual Circumstances) DI?(:‘DC:ESIS $ CHARGES OR |Famiyl ey | cos HELSOE(?XLEBSFEOR E
MM DD YY MM DD YY |Serviced Servi CPT/HCPCS | MODIFIER | _ UNITS| Plan ;
[ | [ | 1 :
03+ 09:01 i | 419 A4927 I 10 1 XXiXX [50 x
w
4
o L | o
! ) l 1 i E
z
'
| | | i l i o
1. i A i 4 =1
7]
L L : 5
1 1 l 1 I 1 o
3
1 1 =
L L | | o
n
T
I | e
25. FEDERAL TAX I.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27(AC%§;T l}grsnlsmENag) 28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE
| 1
(1] 1234JED [Jves [ no s OXXUXX[s  XXIXX|'s X XX
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE |33, PHYSICIAN'S, SUPPLIER'S BILLING NAME, ADDRESS, ZIP CODE
INCLUDING DEGREES OR CREDENTIALS RENDERED (If other than home or office)} & PHONE #
(I certify that the statements on the reverse .M. Billin
apply to this bill and are made a part thereof.) sV g
1 W. Williams
[ Anytown V\{I 55555 87654321
o¥l: Authorized M l\ﬂ@ D/YY - y » W25 .

PLEA INT OR TYP, APPROVED OMB-0938-0008 FORM CMS-1500 (12-90), FORM RRB-1500,
(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/56) SE PRI E APPROVED OMB-1215-0055 FORM OWCP-1500, APPROVED OMB-0720-0001 (CHAMPUS)
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Appendix 3
Description of Exceptional Supplies

General Information

Most disposable medical supplies(DMS) and durable medica equipment (DME) areincludedin thedaily ratefor nursing
homes and are not separately reimbursable. However, providers may receive reimbursement for certain DMS and DME
provided to nursing homereci pientswhose medical conditionsmakethem eligiblefor exceptional supplies. The exceptional
supply procedure code allowsWisconsin Medicaid to separately reimburse certain supplies and equipment that are usually
included inthe nursing home daily rate. Recipientswho have exceptiona supply needsmay either:

*  Beventilator dependent.
* Haveatracheostomy that requires extensive care at least twice in an eight-hour period of time.

Covereditemsarelimited to those supplies and equipment necessary to treat the above conditions. Wisconsin Medicaid will
not cover unnecessary, unreasonable, or inappropriate items as determined by Wisconsin Medicaid nurse consul tants.
Providers are required to document the need for exceptional suppliesin the physician’s orders, progress notes, and treatment
sheets.

Prior Authorization

For Wisconsin Medicaid to congider reimbursement, providers arerequiredtoobtain prior authorization (PA) before
dispensing exceptional supplies.

Submit requestsfor PA on the Prior Authorization Request Form (PA/RF) and the Prior Authorization Durable Medical
Equipment Attachment (PA/DMEA). Providers are required to use the procedure code “W6890” on the PA/RF.
Exceptiona suppliesfor nursing home recipients cannot bereimbursed under other procedure codes. Providers should use
the procedure code for both purchased and rented exceptional supplies. Therefore, group al needed supplies under the
specified procedure code.
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Use type of service (TOS) “P’ for purchased items or “R” for rented itemsin Element 17 of the PA/RF.

Providersare a so required to submit the following with the PA/RF:

e Documentation indicating that the recipient isventilator dependent or has atracheostomy that requires exceptional
supplies.

*  Aphysician’sprescription detailing the equipment and/or quantity of needed supplies. Wisconsin Medicaid will not
consider aPRN (from the Latin term pro re nata, meaning “as needed”) prescription as a substitute for a physician
prescription.

»  Treatment sheets or amedical checklist documenting the actual use and frequency of use of the supplies and equipment.

e Arecord of the exact quantity of supplies used in the time period preceding the PA request.

Providers are required to include the “ per unit” charge for each supply item, the frequency of use, and the estimated monthly
quantity needed by therecipient. Thetotal estimated monthly chargefor al supplies must beindicated in Element 21 of the
PA/RF.

If using attachments, please write the PA number on each page, in case they are separated from the PA/RF during
processing.
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Billing and Reimbursement
Providersshould bill for prior authorized exceptional suppliesonthe CM S 1500 claimform.

If exceptiona suppliesareused on adaily basis, providers may bill using the beginning date of service (DOS) inthe* From”
column and thelast DOS for each monthinthe“To” columnin Element 24A. The quantity billed must equa the number of
days within the range approved on the PA/RF. Use TOS P’ for purchased items and “R” for rented itemsin Element 24C.

Wisconsin Medicaid authorizesreimbursement for exceptional suppliesat an average daily maximum dollar amount, based
ontheaveragedaily use. The average daily maximum dollar amount isfigured by multiplying the frequency of use per 30-
day period by the reimbursement rate for each item, adding all of the sums, and dividing by 30. Wisconsin Medicaid will not
reimbursefor exceptiona suppliesat any rate higher than the average daily maximum dollar amount.

If arecipient’sneed for exceptiona supplies declines, resulting in the usage of fewer supplies, the average maximum amount
charged to Wisconsin Medicaid should decrease accordingly.
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Appendix 4
Key to Reading the Disposable Medical Supplies Index

The Disposable Medical Supplies(DMS) Index liststheitems covered by Wisconsin Medicaid, the maximum alowablefee
for each item, and the limitations applicable to each code. The DM S Index key on the reverse side of this page provides
helpful information for reading the DM SIndex.

Providers may access an interactive, online version of the DM S Index on Wisconsin Medicaid’'s Web site at
www.dhfs.state.wi.us/medicaid/.

Providersmay also:

e Download an eectronic verson from Wisconsin Medicaid's Web site at www.dhfs.state.wi.us/medicaid/.
*  Purchase additional copiesof the DM S Index by calling Provider Servicesat (800) 947-9627 or (608) 221-9883, or by
writingto:

WisconsnMedicad
Provider Maintenance
6406 Bridge Rd

Madison WI 53784-0006

Contact Provider Services for the cost of the maximum allowabl e fee schedule.
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KEY TO READING THE DISPOSABLE MEDICAL SUPPLIES INDEX
MAXIMUM ALLOWABLE FEE SCHEDULE

CODE: Five-digit dphanumeric Health Care Procedure Coding System (HCPCYS), formerly known as “HCFA
Common Procedure Coding System,” Nationa Level 11 codesdevel oped by thefedera Centersfor Medicare
and Medicaid Services (CMS), formerly HCFA, or Wisconsin Medicaid-assigned local procedure codes
that identify the Disposable Medica Supplies(DMS).

MODIFIER: Modifiers used by Wisconsin Medicaid to indicate additional entries of procedure codes associated to the
HCPCS and Wisconsin Medicaid-assigned base codes.

Y — Indicates modifiers specified must aways be used when billing for the
procedure code.
N — Indicatesmodifiersare not required when billing for the procedure code but,
if listed, may be used if the modifier indicates amore accurate definition of the supply.

IN NH RATE: YES — Indicatesthat theitemisincludedinthenursing homedaily rate andisnot separately reimbursable
for Wisconsin Medicaid nursing homeresidents.
NO — Indicatesthisitemisnotincluded inthennursing homedaily rate andis separately reimbursablefor
Wisconsin Medicaid nursing homerecipients.

IN HC RATE: YES — Indicates that the item isincluded in the home care rate and is not separately reimbursable for
Wiscons nM edicaid home carereci pients. Home care servicesinclude covered servicesprovided
by home health agencies, personal care agencies, and nurses in independent practice.

NO — Indicates this item is nat included inthe-home care rate and is separately reimbursable for
Wisconsin Medicaid home carerecipients.

DESCRIPTION: Base HCPCS or Wisconsin Medicaid-assigned foca procedure code. The description that appearsin
thefirst row of each procedure codeisthe description that will appear on Remittance and Status (R/S)
Reports, regardlessof themodifier used. Providerswill need to usethe DM SIndex/MaximumAllowable
Fee Schedulewith the R/S Report to verify Wisconsin Medicai d’'s maximum allowabl e fee payments.

Descriptionsmay a soindicate quantities of each, package, and per box, which isconsidered one unit.
For example, abox may contain multipleitems. If “ per box of 100" isindicated, the quantity or unitis
equa to one (1).

MAX FEE:  Maximum allowable feefor each procedure code and modifier.

MAX QTY/MO: Quantity allowed per recipient per calendar month (January, February, March, etc.) unless a different
timeperiodisindicated.

CHANGE: Current DM S Index revisions.

C — Indicates changes.
N — Indicates new information.
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Appendix 5

Prior Authorization Request Form (PA/RF) Instructions for
Disposable Medical Supplies

Element 1 — Processing Type

Enter the appropriate three-digit processing type from the list below. The “processing type” is athree-digit code
used to identify a category of service requested.

132 — Disposable medical supplies (DM S)
139 — Exceptional supplies

Element 2 — Recipient’s Medicaid Identification Number

Enter the recipient’s 10-digit Medicaid identification number. Do not enter any other numbers or letters.

Element 3 — Recipient’s Name

Enter therecipient’ slast name, first name, and middleinitial. Usethe Eligibility Verification System (EV'S) to obtain
the correct spelling of the recipient’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 from the EVS.

Element 4 — Recipient’s Address

Enter the complete address/(street; city, state,’and ZIP code) of the recipient’splace of residence. If the recipient is
aresident of anursing-home or other facility, also include the name of .the nursing home or facility.

Element 5 — Recipient’s Date of Birth
Enter the recipient’ s date of birthin MM/DD/YY Y'Y format (e.g., June 30, 1975, would be 06/30/1975).

Element 6 — Recipient’s Sex
Enter an “X” to specify male or female.
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Element 7 — Billing Provider’s Name, Address, and ZIP Code
Enter the billing provider’s name and compl ete address (street, city, state, and ZIP code). No other information
should be entered in this element since it also serves as a return mailing label.

Element 8 — Billing Provider’s Telephone Number
Enter the billing provider’ stelephone number, including the area code of the office, clinic, facility, or place of
business.

Element 9 — Billing Provider’s Medicaid Number

Enter the provider’ seight-digit Medicaid provider number.

Disposable Medical Supplies Handbook & January 2003 41



X
©
c
()
Q
o
<

Appendix 5
(Continued)

Element 10 — Dx: Primary
Enter the appropriate International Classification of Diseases, Ninth Revision, Clinical Modification
(ICD-9-CM) diagnosis code and description most relevant to the service/procedure requested for the recipient.

Note: Medical vendorsand individual medical suppliersneed only provide awritten description.

Element 11 — Dx: Secondary
Enter the appropriate |CD-9-CM diagnosi s code and description additionally descriptive of therecipient’sclinical
condition.

Note: Medical vendorsand individual medical suppliersneed only provide awritten description.

Element 12 — Start Date of Spell of Iliness (not required)

Element 13 — First Date Rx (not required)

Element 14 — Procedure Code(s)
Enter the appropriate Wisconsin M edicaid-assigned five-digit procedure code for each service/procedure/item
requested.

Element 15 — MOD
Enter the modifier correspondingto the procedure code (if amodifier is required by Wisconsin Medicaid policy and

the coding structure used) for each service/procedure/item requested.

Element 16 — POS

Enter the appropriate Medicaid single-digit place of service code designating where the requested service/
procedure/item would be provided/performed/dispensed.

Code  Description

0 Other

3 Office

4 Home

7 Nursing Facility

0o

Skilled Nursing Facility
Element 17 — TOS
Enter the appropriate type of service code for each service/procedure/item requested.

Code  Description

9 Disposable Medical Supplies (DMS) — Health Care Procedure Coding System (HCPCS) codes,
formerly known as“HCFA Common Procedure Coding System”

P Purchase New Durable Medical Equipment (DME) (for exceptional supplies only)
R DME Rental (for exceptional suppliesonly)

42 wisconsin Medicaid and BadgerCare & January 2003



Appendix 5
(Continued)

Element 18 — Description of Service

Enter a written description corresponding to the appropriate five-digit procedure code for each service/procedure/
item requested.

Element 19 — Quantity of Service Requested

Enter the quantity requested for each service/procedure/item requested.

Element 20 — Charges

Enter your usual and customary charge for each service/procedure/item requested. If the quantity is greater than
“1,” multiply the quantity by the charge for each service/procedure/item requested. Enter that total amount in this
element.

Note: The 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 the Department of
Health and Family Service's Terms of Reimbursement.

Element 21 — Total Charge
Enter the anticipated total charge for this request.

Element 22 — Billing Claim-Payment, Clarification-Statement

An approved authorization does not guarantee payment. Reimbursement is contingent upon the recipient’ s and
provider’seligibility at thetime the serviceis provided and the completeness of the claim information. Payment is not
made for servicesinitiated prior to approval or after authorization expiration. Reimbursement isin accordance with
Medicaid payment methodology and policy. If therecipient.isenrolled in.amanaged care program at the time a prior
authorized serviceis provided, Wisconsin Medicaid reimbursement isonly allowed if the serviceisnot covered by
the managed care program.
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Element 23 — Date

Enter the month, day, and year (in MM/DD/YY Y'Y format) the Prior Authorization Request Form (PA/RF) was
completed and signed.

Element 24 — Requesting Provider’s Signature
The signature of the provider requesting/performing/dispensing the service/procedure/item must appear in this
element. Providers are required to enter the requested start and end dates after the requesting provider’s signature.

DO NOT ENTER ANY INFORMATION BELOW THE SIGNATURE OF THE REQUESTING
PROVIDER — THIS SPACE IS USED BY THE WISCONSIN MEDICAID CONSULTANT(S) AND
ANALYST(S).
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Appendix 6
Completed Sample Prior Authorization Request Form (PA/RF)

MAIL TO: PRIOR AUTHORIZATION REQUEST FORM 1 PROCESSING TYPE
E.D.S. FEDERAL CORPORATION
PRIOR AUTHORIZATION UNIT PA/RF_|(00 NOT WRITE IN THIS SPACE)
6406 BRIDGE ROAD ICN #
SUITE 88 AT # 132
MADISON, WI 53784-0088 PA. # 1223334
2 RECIPIENT'S MEDICAL ASSISTANCE ID NUMBER 4 RECIPIENT ADDRESS (STREET, CITY, STATE, ZIP CODE)
1234567890 609 Willow
3 RECIPIENT'S NAME (LAST, FIRST, MIDDLE INITIAL)
Recipient, Ima A. Anytown, W1 55555
5 DATE OF BIRTH 6 SEX I:I 8 BILLING PROVIDER TELEPHONE NUMBER
MM/DD/IYYYY M F ( XXX ) XXX-XXXX
7 BILLING PROVIDER NAME, ADDRESS, ZIP CODE: 9 BILLING PROVIDER NO.
12345678
I.M. Provider 10 DX: PRIMARY_
o 250.01 Diabetes
1 W. Williams 71 DX: SECONDARY
Anytown, WI 55555 595.9 Cystitis
12 START DATE OF SOI: 13 FIRST DATE RX:
15 16 17 18 19 20
PROCEDURE CODE MOD POS TOS DESCRIPTION OF SERVICE QR CHARGES
A4253 4 9 Blood glucose test strips 3 XXX XX
A4259 4 9 Lancets 2 XXX XX
21
22. An approved authorization does not guarantee payment. CL?AK%E XXX XX
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 authorization expiration date. Reimbursement will be in accordance with Wisconsin Medical
Assistance Program payment methodology and Policy. If the recipient is enrolled in a Medical Assistance HMO at the time a prior
authorized service is provided, WMAP reimbursement will be allowed only if the service is not covered by the HMO.

sart date. 01-01-01
. MMIDDIYYYY . T Providen end date: 03-31-01

DATE REQUESTING PROVIDER SIGNATURE

(DO NOT WRITE IN THIS SPACE)

AUTHORIZATION:

‘ | ‘ PROCEDURE(S) AUTHORIZED QUANTITY AUTHORIZED

APPROVED GRANT DATE EXPIRATION DATE

MODIFIED - REASON:

[]

DENIED - REASON:

RETURN - REASON:

DATE CONSULTANT/ANALYST SIGNATURE
482-120
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Appendix 7

Completed Sample Prior Authorization Request Form (PA/RF),
Prior Approval Granted

MAIL TO: PRIOR AUTHORIZATION REQUEST FORM 1 PROGESSING TYPE
E.D.S. FEDERAL CORPORATION
PRIOR AUTHORIZATION UNIT PA/RF__ | (00 NOT WRITE IN THIS SPACE)
6406 BRIDGE ROAD ICN #
SUITE 88 AT # 132
MADISON, WI 53784-0088 PA. # 1223334
2 RECIPIENT'S MEDICAL ASSISTANCE ID NUMBER 2 RECIPIENT ADDRESS (STREET, CITY, STATE, ZIP CODE)
1234567890 609 Willow
SRECIPIENT'S NAME (LAST, FIRST, MIDDLE INITIAL)
Recipient, Ima A. Anytown, WI 55555
5 DATE OF BIRTH 6 SEX |:| 8 BILLING PROVIDER TELEPHONE NUMBER
MM/DDI/IYYYY M F ( XXX ) XXX-XXXX
7 BILLING PROVIDER NAME, ADDRESS, ZIP CODE: 9 BILLING PROVIDER NO.
12345678
| M. Provider 10 DX: PRIMARY.
oY 250.01 Diabetes
1 W. Williams 11 DX: SECONDARY
Anytown, W1 55555 595.9 Cystitis
12 START DATE OF SOI: 13 FIRST DATE RX:
15 16 17 18 19 20
PROCEDURE CODE MOD POS TOS DESCRIPTION OF SERVICE QR CHARGES
A4253 4 9 Blood glucose test strips 3 XXX XX
A4259 4 9 L ancets 2 XXX XX
>
©
©
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>
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21 X
22. An approved authorization does not guarantee payment. CLC,)L\EéE XXX XX
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 authorization expiration date. Reimbursement will be in accordance with Wisconsin Medical
Assistance Program payment methodology and Policy. If the recipient is enrolled in a Medical Assistance HMO at the time a prior
authorized service is provided, WMAP reimbursement will be allowed only if the service is not covered by the HMO.

sart date 01-01-01
»___MMIDDIYYYY _ . I “%4“‘* end date. 03-31-01
(DO NOT WRITE IN THIS SPACE)
AUTHORIZATION:
01 01 01 ‘ | 03 31 Ol ‘ PROCEDURE(S) AUTHORIZED QUANTITY AUTHORIZED
APVED GRANT DATE EXPIRATION DATE A4253 9
A4259 5
MODIFIED - REASON:
L]
DENIED - REASON:
L]
RETURN - REASON:

12/27/00 DM s Cosulbadt

DATE CONSULTANT/ANALYST SIGNATURE

482-120
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Appendix 8

Completed Sample Prior Authorization Request Form (PA/RF) for
Exceptional Supplies

MAIL TO: PRIOR AUTHORIZATION REQUEST FORM 1 PROCESSING TYPE
E.D.S. FEDERAL CORPORATION
PRIOR AUTHORIZATION UNIT (DO NOT WRITE IN THIS SPACE)
6406 BRIDGE ROAD ICN # 139
SUITE 88 AT #
MADISON, WI 53784-0088 - PA # 1223334
2 RECIPIENT'S MEDICAL ASSISTANCE ID NUMBER 4 RECIPIENT ADDRESS (STREET, CITY, STATE, ZIP CODE)
1234567890 609 Willow
3 RECIPIENT'S NAME (LAST, FIRST, MIDDLE INITIAL)
Recipient, Ima A. Anytown, WI 55555
5 DATE OF BIRTH 6 SEX I:I 8 BILLING PROVIDER TELEPHONE NUMBER
MM/DD/YYYY M F { XXX ) XXX-XXXX
7 BILLING PROVIDER NAME, ADDRESS, ZIP CODE: 9 BILLING PROVIDER NO.
12345678
.M. i 10 DX: PRIMARY ;
Pr_oylder 518.81 Resp. Failure
1 W. Williams 11 DX. SECONDARY
Anytown, WI 55555 V55.0 Tracheostomy
12 START DATE OF SOI: 13 FIRST DATE RX:
15 16 17 18 19 20
PROCEDURE CODE MOD POS TOS DESCRIPTION OF SERVICE QR CHARGES
W 6890 8 P Trach carekit BID 60 XXX XX
W6890 8 P Trach suction catheter/every shift 90 XXX XX
W6890 8 P Trach tie/lsecure  every 3 days 10 XXX XX
W6890 8 R Compr essor 30 XXX XX
Z
B
21
22. An approved authorization does not guarantee payment. TOTAL =
Reimbursement is contingent upon eligibility of the CHARGE XXX XX %

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 authorization expiration date. Reimbursement will be in accordance with Wisconsin Medical
Assistance Program payment methodology and Policy. If the recipient is enrolled in a Medical Assistance HMO at the time a prior
authorized service is provided, WMAP reimbursement will be allowed only if the service is not covered by the HMO.

T i Prowd dart date. 01-01-01
23 MM/DD/YYYY 5 i end_date: 06-30-01
DATE REQUESTING PROVIDER SIGNATURE
(DO NOT WRITE IN THIS SPACE)
AUTHORIZATION:
l ‘ I PROCEDURE(S) AUTHORIZED QUANTITY AUTHORIZED

APPROVED GRANT DATE EXPIRATION DATE

MODIFIED - REASON:

DENIED - REASON:

RETURN - REASON:

DATE CONSULTANT/ANALYST SIGNATURE
482-120
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Appendix 9

Completed Sample Prior Authorization Request Form (PA/RF) for
Exceptional Supplies, Prior Approval Granted

MAIL TO: PRIOR AUTHORIZATION REQUEST FORM 1 PROCESSING TYPE
E.D.S. FEDERAL CORPORATION
PRIOR AUTHORIZATION UNIT (DO NOT WRITE IN THIS SPACE)
6406 BRIDGE ROAD ICN # 139
SUITE 88 AT #
MADISON, WI 53784-0088 PA # 1223334
2 RECIPIENT'S MEDICAL ASSISTANCE ID NUMBER 2 RECIPIENT ADDRESS (STREET, CITY, STATE, ZIP CODE)
1234567890 609 Willow
3 RECIPIENT'S NAME (LAST, FIRST, MIDDLE INITIAL)
Rec|p|ent’ ImaA. AnytOWﬂ, WI 55555
5 DATE OF BIRTH 6 SEX I:I 8 BILLING PROVIDER TELEPHONE NUMBER
MM/DD/YYYY M F ( XXX ) XXX-XXXX
7 BILLING PROVIDER NAME, ADDRESS, ZIP CODE: 9 BILLING PROVIDER NO.
12345678
H 10 DX: PRIMARY
.M. Provider 518,81 Resp. Failure
1 W. Williams 71 DX. SECONDARY
Anytown, WI 55555 V55.0 Tracheostomy
12 START DATE OF SOI: 13 FIRST DATE RX:
15 16 17 18 19 20
PROCEDURE CODE MOD | POS TOS DESCRIPTION OF SERVICE QR CHARGES
W 6890 8 P Trach carekit BID 60 XXX XX
W6890 8 P Trach suction catheter/every shift 90 XXX XX
W6890 8 P Trach tie/lsecure.  every 3. days 10 XXX XX
W6890 8 R Compr essor 30 XXX XX
22. An approved authorization does not guarantee payment. TOTAL (21
Reimbursement is contingent upon eligibility of the CHARGE XXX XX

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 authorization expiration date. Reimbursement will be in accordance with Wisconsin Medical
Assistance Program payment methodology and Policy. If the recipient is enrolled in a Medical Assistance HMO at the time a prior
authorized service is provided, WMAP reimbursement will be allowed only if the service is not covered by the HMO.

o dart date 01-01-01
- MM/DDIYYYY 5 LM dur. end date 06-30-01

DATE REQUESTING PROVIDER SIGNATURE

(DO NOT WRITE IN THIS SPACE)

AUTHORIZATION:
l 01 01 01 ‘ | 06 30 01 PROCEDURE(S) AUTHORIZED QUANTITY AUTHORIZED
APVED GRANT DATE EXPIRATION DATE W6890 (P)
Average daily max $XX.XX 181 days

MODIFIED - REASON: W6890 (R)

L] Average daily max $XX.XX 181 days
DENIED - REASON:
RETURN - REASON:

12/27/00 '-._Iirll'{- !:II.I.I.M. GQUM

DATE CONSULTANT/ANALYST SIGNATURE

482-120
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Appendix 10

Prior Authorization Durable Medical Equipment Attachment (PA/DMEA)
Completion Instructions

Thetimely determination of authorization issignificantly enhanced by the completenessand quality of the documentation
submitted by providerswhen requesting prior authorization (PA). Carefully complete this attachment form, attach it to the
Prior Authorization Request Form (PA/RF) and submit it to the following address:

WisconsnMedicad

Prior Authorization

Ste 88

6406 BridgeRd

Madison WI 53784-0088

Recipient Information:

Element 1 — Last Name
Enter the recipient’ s last name. Use the Eligibility Verification System (EV S) to obtain the correct spelling of the
recipient’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 from the EVS.

Element 2 — First Name

Enter the recipient’ s first name. Use the EV'S to obtain the correct spelling of the recipient’s name. If the name or
spelling of the nameon the Medicaid identification card and the EV'S do-not match;, use the spelling from the EVS.

Element 3 — Middle Initial

Enter the recipient’smiddleinitial. Use the EV Sto obtain the correct initial of the recipient’s name. If theinitial on
the Medicaid identification card and the EV S do not match, use theinitial from the EVS.
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Element 4 — Medical Assistance ID Number

Enter the recipient’s ten-digit Medicaid number. Do not enter any other numbers or |etters.

Element 5 — Age

Enter the age of the recipient in numerical form (i.e., 45, 60, 21).

Provider Information:

Element 6 — Prescribing Physician’s Name
Enter the name of the prescribing physician in this element.

Element 7 — Prescribing Physician’s Medical Assistance Provider Number

Enter the eight-digit Medicaid provider number of the physician prescribing theitem(s) of disposable medical
supplies (DMS).
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Element 8 — Dispensing Provider’s Telephone Number

Enter the telephone number, including area code, of the provider dispensing the requested DMS.

The remaining portions of this attachment are to be used to document the justification for the requested DM S item(s).

e Complete ElementsA through H and Jfor al requested DM Sitems. Documentation of current medical necessity,
individualized for each recipient, must be demonstrated.

e Attach aphotocopy of the physician’s prescription to this attachment. The prescription must be signed and dated within
sx monthsof receipt by Wisconsin Medicaid.

*  Read the PA Statement before dating and signing the attachment.

*  Theattachment must be dated and signed by the provider requesting/dispensing the supplies.
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Appendix 11

Sample Completed Prior Authorization Durable Medical
Equipment Attachment (PA/DMEA)

Mail To: 1. Complete this form.
Wisconsin Medicaid PA/DM EA 2. Attach to PA/RE.
Prior Authorization Unit . o
Suite 88 (Prior Authorization/Request Form)
6406 Bridge Rd. PRIORAUTHORIZATION 3. Mail to Wisconsin Medicaid.
Madison, W1 53784-0088 DURABLE MEDICAL

EQUIPMENT ATTACHMENT

RECIPIENT INFORMATION

©) @ ® @ ®

Recipient Im A 1234567890 35

LAST NAME FIRST NAME MIDDLEINITIAL MEDICAL ASSISTANCE ID NUMBER AGE

PROVIDER INFORMATION

© @

.M. Prescribing 12345678 (XXX) XXX-XXXX
PRESCRIBING PHYSICIAN'S NAME PRESCRIBING PHYSICIAN'S MEDICAL DISPENSING PROVIDER'S
ASSISTANCE PROVIDERNUMBER TELEPHONENUMBER

A. Describe the overall physical status of the recipient: (mobility, self-care, strength, coordination)

I's independent in mobility and self cares. Shows adequate and normal strength and coordination.
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B. Describe the medical condition of the recipient as it relates to the equipment/item requested — Why does
the recipient need this equipment?

Has Type 1 diabetes, was recently in good control with BID testing of blood sugars. Recent bladder infec-
tion, currently on antibiotics. Physician ordered additional testing. Increased to 5x’s per day.

C. Is the recipient able to operate the equipment/item requested — & Yes O No — if not, who will do this?
Independent

D. Is training provided or required? QvYes & No Explain: Recipient previoudy instructed on proper
glucometer use. Demonstrates good technique.
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E. State where equipment/item will be used:

® Home (Describe type of dwelling and accessibility)
Ranch type, NO accessibility problems.

U Nursing Home 4 School U Office 4 Job
(Describe type of dwelling and accessibility)

F. Attach an Occupational or Physical Therapy Report if available.
Not applicable.

G. State estimated duration of need:
2-3 months. Once infection resolved will decrease to BID testing.

H. If renewal or continuation of DME Authorization is requested, describe the recipient’s
» Current clinical condition
» Progress (improvement; no change, etc.)
* Results
* Recipient’s use of equipment/item prescribed

Initial PA request, not applicable.
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l. Indicate amount of oxygen to be administered: Not applicable.

Liters per minute Continuous
Hours per day PRN
Days per week PaO,

Attach a photocopy of the Physician’s Prescription to this Attachment form. The prescription must be
signed and dated within 6 months of receipt by Wisconsin Medicaid.

THE PROVISION OF SERVICES WHICH ARE GREATER THAN OR SIGNIFICANTLY DIFFERENT
FROM THOSE AUTHORIZED MAY RESULT IN NON-PAYMENT OF THE BILLING CLAIM(S).

MM/DD/YYYY T. M. Trowdun

Date Requesting Provider’'s Signature

J.
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Appendix 12

Prior Authorization Durable Medical Equipment Attachment (PA/DMEA)
(for photocopying)

(A copy of the Prior Authorization Durable Medical Equipment Attachment
(PA/DMEA) is located on the following pages.)

>
ke
°
@
>
=
X

Disposable Medical Supplies Handbook & January 2003 57



(This page was intentionally left blank.)

X
©
c
()
Q
o
<

58 wisconsin Medicaid and BadgerCare & January 2003



Mail To: 1. Complete this form.

Wisconsin Medicaid PA/DM EA 2. Attach to PA/RF.

Prior Authorization Unit (Prior Authorization/Request Form)

Suite 88
6406 Bridge Rd. PRIORAUTHORIZATION 3. Mail to Wisconsin Medicaid.
Madison, WI 53784-0088 DURABLE MEDICAL

EQUIPMENT ATTACHMENT

RECIPIENT INFORMATION

©) ® ©) ©) ®

LAST NAME FIRST NAME MIDDLEINITIAL MEDICAL ASSISTANCE ID NUMBER AGE

PROVIDER INFORMATION

© @

PRESCRIBING PHYSICIAN'S NAME PRESCRIBING PHYSICIAN'S MEDICAL DISPENSING PROVIDER’'S
ASSISTANCE PROVIDER NUMBER TELEPHONENUMBER

A. Describe the overall physical status of the recipient: (mobility, self-care, strength, coordination)

B. Describe the medical condition of the recipient as it relates to the equipment/item requested — Why does
the recipient need this equipment?

C. Is the recipient able to operate the equipment/item requested — [ Yes [0 No — if not, who will do this?

D. Is training provided or required? [ Yes [OJNo Explain:



E. State where equipment/item will be used:
O Home (Describe type of dwelling and accessibility)

O Nursing Home O School O Office [ Job
(Describe type of dwelling and accessibility)

F. Attach an Occupational or Physical Therapy Report if available.

G. State estimated duration of need:

H. If renewal or continuation of DME Authorization is requested, describe the recipient’s
» Current clinical condition
» Progress (improvement; no change, etc.)
* Results
* Recipient’s use of equipment/item prescribed

I. Indicate amount of oxygen to be administered:

Liters per minute Continuous
Hours per day PRN
Days per week PaO

2

Attach a photocopy of the Physician’s Prescription to this Attachment form. The prescription must be
signed and dated within 6 months of receipt by Wisconsin Medicaid.

THE PROVISION OF SERVICES WHICH ARE GREATER THAN OR SIGNIFICANTLY DIFFERENT
FROM THOSE AUTHORIZED MAY RESULT IN NON-PAYMENT OF THE BILLING CLAIM(S).

Date Requesting Provider’'s Signature

Reset Form




Glassary of Common Terms

BadgerCare

BadgerCare extends Medicaid coverage through a
Medicaid expansion under Titles XIX and X XI to
uninsured children and parentswith incomesat or
below 185% of the federa poverty level and who meet
other program requirements. The goa of BadgerCare
istofill the gap between Medicaid and private
insurance without supplanting or “ crowding out” private
insurance.

BadgerCare benefits are identicd to the benefits and
services covered by Wisconsin Medicaid and
recipients hedlth careisadministered through the same
ddivery system.

CMS

Centers for Medicare and Medicaid Services. An
agency housed within the U.S. Department of Health
and Human Services, the CM S administers Medicare,
Medicaid, related quality assuranceprogramsand other
programs. Formerly known asthe Hedlth' Care
Financing Administration (HCFA).

CPT

Current Procedural Terminology. A listing of
descriptive termsand codesfor reporting medicdl,
surgical, therapeutic, and diagnostic procedures. These
codesaredevel oped, updated, and published annually
by the American Medical Association and adopted for
billing purposes by the Centersfor Medicare and
Medicaid Services (CMS), formerly HCFA, and
WisconsnMedicaid.

DHCF

Division of Hedlth Care Financing. The DHCF
administersWisconsin Medicaid for the Department of
Health and Family Services (DHFS) under statutory
provisions, administrativerules, andthe state's
Medicaid plan. The state'sMedicaid planisa
comprehensive description of the state’'sMedicaid
program that provides the Centers for Medicare and
Medicaid Services (CMYS), fomerly HCFA, and the
U.S. Department of Health and Human Services
(DHHS), assurances that the program is administered
in conformity with federal law and CMSpoalicy.

DHFS

Department of Health and Family Services. The
Wisconsin DHFS administersMedicaid. Itsprimary
missionistofoster hedthy, self-reliant individualsand
familiesby promoting independence and community
respons bility; strengthening families; encouraging
healthy behaviors; protecting vulnerable children, adults,
andfamilies; preventing individua and socid problems;
and providing services of value to taxpayers.

DHHS

Department of Health and Human Services. The
United States government’s principa agency for
protecting the health of all Americansand providing
essential human services, especially for thosewho are
least ableto help themselves.

The DHHS includes more than 300 programs, covering
awide spectrum of activities, including overseeing
Medicare and Medicaid; medica and social science
research; preventing outbreak of infectious disease;
assuring food and drug safety; and providing financial
assistance for low-income families.

DME
Durable medical equipment. Durable medical

equipment are medically necessary devicesthat can
withstand repeated use. All prescribed DME must:

*  Be necessary and reasonable for treating a
recipient’sillness, injury, or disability.

* Besuitablefor the recipient’s residence.

e Beuseful toarecipient whoisill, injured, or
dissbled.

* Seveaprimary medical purpose.

DMS

Disposablemedica supplies. Disposable medical
supplies are medically necessary items that have avery
limited life expectancy and are consumable,
expendable, disposable, or nondurable. All prescribed
DMSmust:

*  Be necessary and reasonable for treating a
recipient’sillness, injury, or disability.
* Besuitablefor the recipient’s residence.
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Glossary

(Continued)

Beuseful to arecipient whoisill, injured, or
disabled.
Serve aprimary medical purpose.

DMS Index

Disposable medical suppliesindex. The DM S Index
liststheitems covered by Wisconsin Medicaid, the
maximum allowablefeefor each item, and the
limitationsapplicableto each code.

DOS

Date of service. The calendar date on which a specific
medica serviceisperformed.

Dual entitlees

Those recipientswho are eigible for coverage by both
Wisconsin Medicaid and Medicare Part A, Part B, or
both.

Emergency services

Those services which are necessary to prevent death
or seriousimpairment of the health of theindividual .
(For the Medicaid managed care definition of
emergency, refer to the Managed Care Guide or the
Medicaid managed care contract.)

EVS

Eligibility Verification System. The EV Sdlows
providersto verify recipient digibility prior to providing
sarvices. Providersmay accessrecipient digibility
information through thefollowing methods:

*  Wisconsin Medicaid’'sAutomated Voice Response
(AVR) system.

Commercial magnetic stripe card readers.
Commercial persona computer software or
Internet access.

Wisconsin Medicaid sProvider Services(telephone
correspondents).

Wisconsin Medicaid's Direct Information Access
Linewith Updatesfor Providers (Dia-Up).

Exceptional supplies

Tobedigiblefor exceptional supply needs, recipients
must either:

*  Beventilator dependent.

Have a tracheostomy that requires extensive care
at least twicein an eight-hour period of time.

62 Wwisconsin Medicaid and BadgerCare & January 2003

The exceptiona supply procedure code allows
Wisconsin Medicaid to separately reimburse certain
suppliesand equipment usualy included inthenursing
homedaily rate.

Fee-for-service

Thetraditional health care payment system under
which physicians and other providersreceivea
payment for each unit of service provided rather than a
capitation payment for each recipient.

HCFA

Hedlth Care Financing Administration. Please see the
definition under CMS,

HCPCS

Hesdlth Care Procedure Coding System. A listing of
services, procedures, and supplies offered by physicians
and other providers. HCPCS includes Current
Procedural Terminology (CPT) codes, national

a phanumeric codes, and local aphanumeric codes. The
national codes are developed by the Centers for
Medicare and Medicaid Services (CMS), formerly
HCFA, in order to supplement CPT codes. Formerly
known as *HCFA Common Procedure Coding
System.”

Maximum allowable fee schedule

Alisting of al procedure codesallowed by Wisconsin
Medicaid for aprovider type and Wisconsn Medicaid's
maximum allowable fee for each procedure code.

Median

A medianisthemiddlevaueof adistribution; half the
vaueslieat or abovethe median, and haf lieat or
belowit.

Medicaid

Medicaid isajoint federal/state program established in
1965 under Title X1X of the Social Security Act to pay
for medical servicesfor peoplewith disahilities, people
65 years and older, children and their caretakers, and
pregnant women who meet the program'sfinancia
requirements.

The purpose of Wisconsin Medicaidisto provide
reimbursement for and assure the avail ability of
appropriate medical care to persons who meet the
criteriafor Medicaid. Wisconsin Medicaidisaso



Glossary
(Continued)

known asthe Medical Assistance Program, Title XIX, 8. With respect to prior authorization
or T19. of aservice and to other
prospective coverage determinations
Medically necessary made by the department, is
According to HFS 101.03 (96m), aMedicaid service cost-effective compared to an
thatis aternative medically necessary
(8) Required to prevent, identify or treat a servicewhich isreasonably
recipient’sillness, injury, or disability; and accessible to the recipient; and
(b) Meetsthefollowing standards: 9. |sthe most appropriate supply or
1. |s consistent with the recipient’s level of service that can safely and
Symptoms orwith pra/m“ on, effecti Ver be provi ded to the
diagnosis or treatment of the recipient.
recipient’sillness, injury, or
disshility; POS
2. Isprovided consistent with standards Place of service. A single-digit codethat identifies
of acceptable quality of care where the service was performed.
applicableto type of service, the
type of provider and the setting in Prescription
whichthe serviceisprovided; An order for aservicefor aparticular patient, written in
3. s appropriate with regard to accordance with HFS 107.02(2m), Wis. Admin. Code.
generally accepted standards of
medical practice; TOS
4. Isnot medically contraindicated

Typeof service. A single-digit code that identifiesthe

with regard to the recipient's genera category of a procedure code.

diagnoses, therecipient’s

symptomsor other medically .

necessary services being provided Type T'Liabetes

to the recipient; Insulin-treated diabetes. Therecipient receivesinsulin
5. Isof proven medical valueor injectionsto treat hisor her diabetes.

usefulness and, consistent with

s. HFS 107.035, is not experi- Type 2 Diabetes

mental in nature; Non-insulin treated diabetes. The recipient may take
6. Isnot duplicative with respect to oral medication to treat hisor her diabetes.

other services being provided to the

recipient;
7. Isnot solely for the convenience of

therecipient, therecipient’sfamily

or aprovider;
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Index

Claimssubmission, 19 “Not otherwise classified” procedure code
Deadling, 19 Billingfor, 21
Electronicclaims, 19 Prior authorization for, 14
Paper claims, 19
CM S 1500 claim form completion Nursing homerecipients, 22, 37
instructions, 27 (See also Exceptional Supplies)

Sample completed CM S 1500 claim form, 35
Prescriptions, 9
Coordination of benefits, 19 For diabetic supplies, 9
Billing, 19, 20 For dual entitlees, 9
Prior authorization, 14
Prior authorization forms, 15

Covered services, 7 Obtaining, 15
Diabetic supplies, 8 Prior Authorization Durable Medical Equipment
Diapersand liners, 8 Attachment (PA/DMEA) (for photocopying), 57
Sample completed Prior Authorization Durable
Diagnosis codes, 21 Medical Equipment Attachment
(PA/DMEA), 55
Disposable Medical SuppliesIndex Sample completed Prior Authorization Request
Explanation of, 10 Form (PA/RF), 45, 47, 49, 51

Key to reading, 39
Prior authorization requests, 13

Dual entitlees For exceeded quantity limits, 13
Billingfor, 20 For exceptional supplies, 14, 37
Prescriptionsfor, 9 For itemsnot listed in the Disposable Medical

Suppliesindex, 14
Exceptional supplies, 37

Billingfor, 38 Procedure codes, 21
Explanation of, 37 Not otherwise classified procedure code, 22
Prior authorization for, 13, 37 Procedure codes not listed in the Disposable

Medical Suppliesindex, 21

CMS 1500 claim form (see claims submission)

Recipient copayment, 20
Managed care coverage, 5

Recipient eligibility, 5
Medical necessity, 7

Separate reimbursement, 22
Noncovered services, 8

Disposable Medical Supplies Handbook & January 2003 65



	dmea_recipient_last_name: 
	dmea_recipient_first_name: 
	dmea_recipient_middle_initial: 
	dmea_medicaid_id_number: 
	dmea_recipient_age: 
	dmea_physician_name: 
	dmea_ma_provider_number: 
	dmea_provider_telephone_number: 
	dmea_a_mobility_description: 
	dmea_b_medical_condition_description: 
	dmea_c_operate: Off
	dmea_c_operate_equipment: 
	dmea_d_training_provided: Off
	dmea_d_explanation: 
	dmea_e_home: Off
	dmea_e_home_description: 
	dmea_e_nursing_home: Off
	dmea_e_school: Off
	dmea_e_office: Off
	dmea_e_job: Off
	dmea_e_other_description: 
	dmea_g_estimate_duration: 
	dmea_h_description_recipient: 
	dmea_i_oxygen_amount_liter_per_minute: 
	dmea_i_oxygen_amount_continuous: 
	dmea_i_oxygen_amount_hours_per_day: 
	dmea_i_oxygen_amount_prn: 
	dmea_i_oxygen_amount_days_per_week: 
	dmea_i_oxygen_amount_pao2: 
	dmea_j_date: 
	dmea_reset: 


