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Important Telephone Numbers

Wisconsin Medicaid’s Eligibility Verification System (EVS) is available through the following resources to
verify checkwrite information, 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

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

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

includes:

e Dates of eligibility.

L[]

L[]

e Medicare coverage.

e  Lock-In Program status.

e Limited benefit information.

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

The Wisconsin Medicaid and BadgerCare Hearing
Services Handbook isissued to audiol ogistsand
hearing instrument specialistswho areWisconsin
Medicaid certified. It containsinformation that applies
to fee-for-service Medicaid providers. The Medicaid
information inthe 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 (DHCF) isdirectly responsible
for managing Wisconsin Medicaid and BadgerCare.
As of January 2003, BadgerCare extends Medicaid
coverageto uninsured children and parentswith
incomes at or below 185% of the federa poverty level
and who meet other program requirements.
BadgerCare recipients receive the same health
benefitsasWisconsin Medicaid recipients and their
health careisadministered through the same delivery
system.

Medicaid and BadgerCare recipientsenrolled in state-
contracted HMOs are entitled to at |east the'same
benefits as fee-for-service recipients, however,
HMOs may establish their own requirements
regarding prior authorization, billing, etc. If youarean
HMO network provider, contact your managed care
organization regarding itsrequirements. Information
contained inthisand other Medicaid publicationsis
used by the DHCF to resolve disputes regarding
covered benefitsthat cannot be handled internally by
HMOs under managed care arrangements.

Verifying Eligibility

Wisconsin Medicaid providersshould awaysverify a
recipient’seligibility before providing services, bothto
determinedligibility for the current dateand to
discover any limitationsto the recipient’s coverage.
WisconsnMedicaid' sEligibility Verification System
(EVS) providesdigibility information that providers
can access a number of ways.

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

Handbook Organization

The Hearing Services Handbook consists of the
following chapters:

*  Genera Information.

e Covered Hearing Instrument Specialist Services
and Related Limitations.

* CoveredAudiologist Services.

e Covered Hearing Instruments and Related
Limitations.

*  Prior Authorization Requirementsand Submission.

e ClamsSubmisson.

Inaddition to the Hearing Services Handbook, each
Medicaid-certified provider isissued acopy of theAll-
ProviderHandbook. The All-Provider Handbook
includesthefollowing sections.

o ClamsSubmisson.

e Coordination of Benefits.

e Covered and Noncovered Services.
e Prior Authorization.

e Provider Certification.

e Provider Resources.

*  Provider Rightsand Responsihilities.
* Recipient Rightsand Responsibilities.

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 Parts430-456 —
Public Health.

Hearing Services Handbook & August 2003 5



Wisconsin Law and Regulation and much moreinformation about Wisconsin

«  Law: Wisconsin Statutes: Sections49.43-49.497 Medicaid and BadgerCare are available at the
and 49.665. followingWeb Sites:

* Regulation: WisconsnAdministrative Code, _ o
Chapters HFS 101-108. www.dhfs.state.wi.us/medicaid/

www.dhfs.state.wi.us/badgercare/.

Handbooks and Wisconsin Medicaid and
Badger Care Updates further interpret and

implement theselaws and regulations. Medicaid Fiscal Agent
Handbooks and Updates, maximum allowable fee The DHFS contracts with afiscal agent, whichis
currently EDS.

schedules, helpful telephone numbers and addresses,

6 Wisconsin Medicaid and BadgerCare & August 2003



For the purposes of
this handbook, the
services that are
provided by both
hearing instrument
specialists and
audiologists are
referred to as
“hearing services.”

General Information

Thischapter outlinesgeneral information that
appliesto both hearing instrument speciaists
andaudiologigs.

For the purposes of this handbook, the services
that are provided by both hearing instrument
speciaists and audiologists are referred to as
“hearing services.” Specific services that can
only be provided by oneprovider typeare
noted.

Thischapter a so providesinformation for
recipient enrolled in Medicaid managed care
programs. For general recipient information,
refer to the Recipient Rights and
Responsibilities section of the All-Provider
Handbook.

ProviderCertification
Information

For general information on provider
certification, refer to the Provider Certification
section of the All-Provider Handbook.

Hearing Instrument Specialists

Hearing instrument speciaistslicensed
pursuant to s. 459.05, Wis. Stats., may become
Wisconsin Medicaid certified, as stated in HFS
105.41, Wis.Admin. Code.

Wisconsin Medicaid assignseach hearing
instrument specialist aperforming provider
number that may be used for requesting prior
authorization (PA) and submitting claims.

Audiologists

Audiologistsmay be certified by

Wisconsin Medicaid if they meet one of the
following requirementsin HFS 105.31, Wis.
Admin. Code;

e Have completed the educational
requirements and be in the process of
accumulating the work experience

required to qualify for the certificate of
clinical competence.

e Have completed the educational
requirements* and work experience’
necessary for such ASHA certification.

* Possessacurrent certification of clinical
competence from the American Speech
and Hearing Association (ASHA),
currently referred to as the American
Speech Language Hearing Association.

* Educational requirementsconsist of both:

* A Mager'sor Doctora degreein
audiology.

»  Successful completion of the national
examination in the areafor which the
ASHA certificateis sought.

"Work experience consists of
successful completion of aclinical
fellowship.

WisconsnMedicaid assignseach audiologist a
performing provider number that may be used
for requesting PA or submitting claims.

Section 459.24, Wis. Stats., requiresthat al
persons engaging in the practice of audiology
or using thetitleof audiologist, clinical
audiologigt, or any smilar tittemust belicensed
asan audiologist with the Department of
Regulation and Licensing, Hearing and Speech
Examining Board. Noinformationon
Wisconsin Medicaid certification or provison
of services may be construed to supersede the
provisionsfor registration or licensure under
1989 WisconsinAct 316.

For information on registration and licensure,
contact:

Wisconsin Department of Regulationand
Licensng

Hearing and Speech Examining Board

PO Box 8935

Madison WI 53708

Hearing Services Handbook & August 2003 7
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Speech and Hearing Clinics
Speech-language and hearing clinics
accredited by the ASHA pursuant to the
ASHA-published guidelinesfor “ accreditation
of professional services programsin speech
pathology and audiology” may become
Wisconsin Medicaid certified, as stated in HFS
105.29, Wis. Admin. Code.

Each hearing instrument specialist and
audiologist employed by aspeech-language
and hearing clinicisrequired to beindividualy
certified by Wisconsin Medicaid and have an
individual performing provider number.

Wisconsin Medicaid assigns each speech-
languageand hearing clinicagroup billing
number that requires a separate performing
provider number for requesting PA and
submitting claims.

Provider Records

According to HFS 106.02(9), Wis. Admin.
Code, dl providersare required to prepare and
maintaintruthful, accurate, complete, legible,
and concise documentation and records.

The recipient’s permanent record must include
thefollowing, asappropriate:

e A dated, written report of the evaluation
results with the applicable test chart or test
form.

* A written entry for each date a hearing
serviceisprovided to therecipient.

* Thedated, signed physician’sprescription
for the required hearing services and/or
devices, as gppropriate.

e Therecipient’splan of care, if applicable,
signed and dated by the prescribing
physician.

Note: Refer to the Covered Audiologist
Servicesand Related Limitations
chapter of this handbook for more
information on the plan of care
requirements.

Intheevent of aprovider audit, auditorswill
review any or al of the provider/recipient
records, as maintained per HFS 105.02,
106.02(9), and 107.02(2)(e), Wis. Admin.
Code, that support reimbursement for a
gpecific date of service (DOS). Wisconsin
Medicaid considersrecordslimited to
checklists with attendance, procedure codes,
and units of time asinsufficient to meet this
DOS documentation.

Refer to the Provider Rights and
Responsihilities section of theAll-Provider
Handbook for information on safeguarding
reci pient information and maintaining reci pient
records.

Prescription

Asspecified in HFS 107.02(2m) and 107.19,
Wis. Admin. Code, Wisconsin Medicaid will
only cover hearing services that are prescribed
by aphysician. Inaddition, al hearing
instrumentsrequireaphys cian prescription, as
stated in HFS 107.24(2)(a), Wis. Admin. Code,
except for thefollowing as noted in HFES
107.02(2m), Wis. Admin. Code:

* . L Accessoriesthat are not part of an initial
purchase.

* Hearing aid batteries.

* Repairs.

The prescription must beinwriting and kept in
the recipient’s permanent record.

Evaluations

Providers are required to include awritten
report of the evaluation resultswith the
applicabletest chart or test formin the
recipient’smedical record. The eva uation must
be consistent with licensure and standards of
practiceto confirm fitting of the monaural or
binaural hearinginstrument.

8 Wisconsin Medicaid and BadgerCare & August 2003
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Wisconsin Medicaid
strongly
recommends that
providers verify the
recipient’s current
enrollmentina
Wisconsin Medicaid
managed care
program before
providing services.

Daily Entry

Hearing services providers are required to
write anote in the recipient’s record for every
DOS. Theentry must includethefollowing:

* Date of service.

*  Duration of the treatment session. Good
standards of recordkeepinginclude
documenting the start and end times for
each trestment session.

e Objective measurement of the

recipient’s response during the treatment

session.

Problem(s) treated.

Signature and credentias of the

performing provider and, when the service

isprovided by a student, the signature and
credentialsof the appropriate supervising
therapist.

*  Specifictrestment activities/interventions
as well as the associated procedure codes.

HealthCheck “Other
Services”

For Medicaid recipientslessthan 21 years of
age, medically necessary services that are not
otherwise covered by Wisconsin Medicaid or
that exceed Medicaid limitationsmay be
covered for those who meet age requirements
under the HealthCheck “ Other Services’
program when prior authorized. (HealthCheck
isWisconsin Medicaid’snamefor the federally
mandated childhood preventive health program
known as Early and Periodic Screening,
Diagnosis, and Treatment [EPSDT].
HeathCheck isavailableonly toWisconsin
Medicaid recipients who are lessthan 21 years

of age)

Wisconsin Medicaid coversmedically
necessary hearing services. A denied PA
request for hearing services generally isnot
approved under the HealthCheck “ Other
Services’ benefit.

Refer to the Covered and Noncovered
Services section of theAll-Provider Handbook
for additional information on HealthCheck
“Other Services.”

Noncovered Services

Wisconsin Medicaid does not reimbursefor the
following:

* Asgpecified under HFS 107.19(4)(a), Wis.
Admin. Code, activities such as end-of -
the-day clean-uptime, transportationtime,
consultations, and required paper reports.
These are considered components of the
provider’s overhead costs and are not
separately reimbursable.

e Asgpecified under HFS 107.19(4)(b), Wis.
Admin. Code, servicesprovided by
individualswho are not certified under
HFS105.31 or HFS 105.41, Wis. Admin.
Code.

e Asspecifiedin HFS101.03(96m) and
HFS 107.035, Wis. Admin. Code, services
determined by Wisconsin Medicaid asnot
medically necessary and/or experimental.

»  Sevices described as noncovered services
in the Covered and Noncovered Services
section of the All-Provider Handbook.

Recipient Information

Beforedelivering services, Wisconsin
Medicaid providersshould alwaysverify a
recipient’seligibility to discover any limitations
to the recipient’s coverage, and to determineiif
therecipientisenrolledinaWisconsin
Medicaid managed care program. The
WisconsnMedicaid Eligibility Verification
System (EVS) providesdligibility information
that providers may access a number of ways.

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

Recipients Enrolled in Medicaid
Managed Care Programs

Wisconsin Medicaid strongly recommendsthat
providersverify therecipient’s current
enrollment inaWisconsin Medicaid managed
care program before providing services.
Wisconsin Medicaid deniesclaimssubmitted
for services covered by Medicaid managed
care programs when the services are provided

Hearing Services Handbook & August 2003 9
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torecipientsenrolledin Wisconsin Medicaid
managed care programs. If arecipient is
enrolledinaWisconsin Medicaid managed
careprogram, providersshould submit claims
to that managed care program.

For recipientsenrolled in aMedicaid managed
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and PA for hearing services are established by
the contract between the managed care
programanditsaffiliated providers.
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Hearing services provided in the school are not
covered through Medicaid managed care
programs. Refer to the Managed Care Guide
for moreinformation on Medicaid managed
care programs.
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Covered Hearing Instrument
Specialist Services and Related

smitati ¢z
Limitations 2 g
A s
Forinformationon  Thischapter outlines covered hearing these services are provided by hearing w4
covered hearing instrument specialist servicesand related instrument specialists. Refer to the Claims 25
services equipment  limitationsfor hearing services. For information ~ Submission chapter of this handbook for more e =
and related on covered hearing services equipment and information on HCPCS and CPT codes.
limitations, referto  r€laed limitations, refer to the Covered
the Covered Hearing Instrumentsand Related Limitations Audiologistsmay provideservicestoall
Hearing chapter of this handbook. M edlical drecipi entg regardless of age,
Instruments and impairment, or special needs.

Audiologistsmay provideall theservices

Related LImItations 4o, ifiedlin this chapter. For additional services  Asstated in HES 107.24(3)()L, Wis. Admin.
chapter of this . . . - .

that audiologists may provide, refer tothe Code, hearing instrument specialistsmay only
handbook Covered Audiologist Services chapter of this provide servicesto recipientswho:

handbook.

* Arenot cognitively or behavioraly

Asspecified inHFS 107.02(2m) and 107:19, impaired.

Wis.Admin. Code, al hearing servicesrequire ' 'Are over 21 years of age.

awritten prescription, which must be .

Haveno-special or medical needs which

maintained inthe recipient’ srecord. Wisconsin would necessitate either the diagnostic

Medicaid only coversmedically necessary toolsof an audiologist or acomprehensive
services. Many(heeririg setvices al sojrequire eval uation requiring the expertise of an
prior authorization (PA) to receive audiologigt. (Refer to“ Special Needs’ in
reimbursement from\WisconsinMedicad. the Prior Authorization chapter of this
Refer to the Prior Authorization chapter of this handbook for an explanation of special

handbook for moreinformation on requesting needs))
PA.

) Hearing instrument specialistsmay fit hearing
Covered Hearing instruments for thosewho do not fall inthe
Instrument Specialist above categories.
Services Refer to the Covered Audiologist Services

Hearing instrument specialistsmay provide chapter in thishandbook for moreinformation.

services that are defined as Hedlthcare
Common Procedure Coding System (HCPCYS)
codes. Wisconsin Medicaid-allowable HCPCS
codesareincluded in Appendix 2 of this
handbook. Wisconsin Medicaid will not cover
Current Procedural Terminology (CPT)
codes (Appendix 1 of thishandbook) when

Hearing Services Handbook & August 2003 11



Hearing Aid Dispensing Covered, Nonreimbursable

Wisconsin Medicaid covershearing aid Services

dispensing and fitting when the serviceis A hearing instrument specialist may measure

provided by aWisconsin Medicaid-certified hearing solely for the purpose of making
» hearing instrument specialist. Thedispensing selections, adaptations, or salesor hearing aids
o § feeincludesthefollowing services: and perform hearing aid eval uations cons stent
% 2 with licensure and standards of practice, to be
‘g § * A oneyear service guarantee and any included in aPA report, if these evaluations are
= % necessary service to maintain proper prescribed by a physician and in accordance
% E’_ function of the hearing aid. withHFS 1(_)7.2_4{3)(h)_a, Wis. Admin. Code.
=zl *+ Earmoldimpression. Theevaluation is considered part of the

e Initid officevist. overhead cost and is not separately

reimbursable.

*  Proper fitting of the hearing aid.

e Uptofive post-fittings as necessary
for adjustmentsand hearing aid
orientation. (Thisincludes performance

checks.) Wisconsin Medicaid

covers hearing aid
dispensing and
fitting when the
service is provided
by a Wisconsin
Medicaid-certified
hearing instrument
specialist.

12 wisconsin Medicaid and BadgerCare & August 2003



As specified in HFS
107.02(2m) and
HFS 107.19, Wis.
Admin. Code, all
hearing services
require a
prescription, which
must be
maintained in the
recipient’s medical
record. Wisconsin
Medicaid only
covers medically

necessary se rvices.

Covered Audiologist Services

Thischapter outlines covered audiol ogist
servicesfor hearing services. For information
on covered hearing equipment and related
limitations, refer to the Covered Hearing
Instruments and Related Limitations chapter of
thishandbook.

Wisconsin Medicaid only coversthe services
outlined in this chapter when they are provided
by audiologists. Inaddition, audiologists may
provideal the services outlined in the Covered
Hearing Instrument Specialist Servicesand
Related Limitations and Covered Hearing
Instruments and Related Limitations chapters
of thishandbook.

As specified in HFS 107.02(2m) and HFS
107.19, Wis. Admin. Code, al hearing services
require a prescription, which must be
maintained in the recipient’smedical record.
Wisconsin Medicaid only coversmedicaly
necessary services. Many hearing services
also require prior authorization (PA) to-receive
reimbursement from Wisconsin Medicaid.
Refer to the Prior Authorization chapter of this
handbook for moreinformation on requesting
PA.

Covered Audiology
Services

Asstated in HFS 107.19, Wis. Admin. Code,
covered audiology servicesarethose medically
necessary screening, diagnogtic, preventive, or
corrective audiology services prescribed by a
physician and provided by an audiol ogist.

Covered servicesinclude:

e Audiologica evauations,including:
vV Hearingaid or other assistivelistening
device (ALD) evaluations.
Vv Puretoneair and bone conduction.
vV Speech thresholds and word

recognition.

Audiological tests. Other audiological tests

may be used in conjunction with any

eval uation technique when indicated.

Audiometric techniques. Specid

audiometric techniques are defined as

modifications of standard teststo suit the
needs of recipientswho are physically or
devel opmentally disabled who cannot
respond to standard or conventional
audiologictechniques.

Aurd rehabilitation. Aurd rehabilitationis

defined astherapy services provided to a

hearingimpaired or desf clientinindividua

or group sessions, which generaly fall into
thefollowing categories:
Auditory training. The systematic use
of residua hearing potential toimprove
communication of personswith
impaired hearing, with or without
amplification.

vV Nonverbal communications. The
process of assisting patients to
communicate through the use of non-
verbal language such asBlisssymbols,
sgning, andfinger spelling.

vV Speechlip reading. The process
throughwhichanindividual, regardiess
of the state of hisor her hearing,
understands speech by carefully
watching the speaker.

Hearing aid or other ALD performance

check.

Impedance audiometry. [Acoustic

immittancetests,]

Thefollowing speech and language

pathol ogy services:

Vv Evauation of speech, language, voice,
communication, auditory processing,
and/or aura rehabilitation status.

vV Treatment of speech, language, voice,
communication, and/or auditory
processing disorder (includesaural
rehabilitation); individud.
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Vv Treatment of speech, language, voice,
communication, and/or auditory
processing disorder (includesaural
rehabilitation); group, two or more
individuas

Audiologistsmay provide hearing servicesto
al eigibleWisconsn Medicaid recipients. As
required by HFS 107.24(3)(h)1, Wis. Admin.
Code, evaluation and testing for hearing
instrumentsand modificationsmay only be
performed by an audiologist for recipients
who:

e Arecognitively or behaviorally impaired.

* Are 21 years of age or younger.

e Have specia needs that would necessitate
ether thediagnostictoolsof an audiologist
or acomprehensiveeva uation requiring
the expertise of an audiologist.

Procedure Codes for Covered
Services

Audiologistsmay provide servicesthat are
defined by both Healthcare Common
Procedure Coding System (HCPCS) and
Current Procedural Terminology (CPT)
codes. HCPCS codes are listed in Appendix 2
of this handbook. Current Procedural
Terminology codes are listed in Appendix 1 of
thishandbook. Refer to the Claims Submission
chapter of thishandbook for moreinformation
on CPT and HCPCS codes.

Plan of Care

Asdated in HFS 107.19(3)(a), Wis. Admin.
Code, audiology providersarerequiredto
establish awritten plan of carefor all
recipientsprior totheprovision of audiology
services. The plan of care must include the
physician’ssignature and must be maintained
inthe recipient’srecord.

The plan of care should be reviewed by the
attending physicianin consultation with the
audiologist providing the activetreatment or
care a least every 90 days, per HFS
107.19(3)(a)2, Wis. Admin. Code.

14 wisconsin Medicaid and BadgerCare & August 2003
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Both audiologists
and hearing
instrument
specialists may
dispense hearing
instruments.

Covered Hearing Instruments and
Related Limitations

This chapter examines covered hearing
instrumentsand related limitations.

Hearing instrumentsconsist of:

» Asddivelistening devices(ALDs).
e Hearing aids.
* Hearing aid accessories.

Both audiol ogistsand hearing instrument
specialistsmay dispense hearing instruments.
Asrequired by HFS 107.24(3)(h)1, Wis.
Admin. Code, evaluation and testing for
hearing instruments and modificationsmay
only be performed by an audiologist for
recipientswho:

* Arecognitively or behavioraly impaired.

* Are 21 years of age or younger.

- Have specia needsthat would necessitate
ether thediagnostictoolsof an audiologist
or acomprehensiveevauation requiring
the expertise of an audiologist.

Asspecified in HFS 107.02(2m), Wis. Admin.
Code, all hearing instrumentsrequirea
prescription, except for:

e Accessoriesthat are not part of aninitial

purchase.
* Hearing aid batteries.
* Repairs.

Thephysician’swritten prescription must be
maintained in the recipient’smedical record.
The prescription isgood for one year.

Wisconsin Medicaid only coversmedicaly
necessary hearing instruments. Prior
authorization (PA) isrequired prior to
dispensing most hearing instruments. Refer to
the Prior Authorization Reguirementsand
Submission chapter of thishandbook for more
informationon PA.

Refer to Appendix 3 of this handbook for a
quick-glancetablethat detailsthelife
expectancy, limitations, and PA requirements
for hearing instrument packages and services.

Freedom of Choice of
Providers

After they have obtained a prescription,
Wisconsin Medicaid allowsfee-for-service
recipientsto select the certified hearing
services provider of their choiceto dispensea
hearing instrument.

Upon approval of a PA request for a hearing
instrument, Wisconsin Medicaid sendsthe
recipient:

* A copy of the PA request that the recipient
presents to the certified provider of hisor
her choice.

'/ Aletter informing therecipient of hisor
her ability to choose ahearing instrument
provider. (Refer to Appendix 5 of this
handbook for acopy of the letter.)

Note: The PA request does not guarantee
recipient digibility onthedate of
service. Providers are strongly advised
to check recipient eligibility prior to
providing aservice.

Hearing Aids

Wisconsin Medicaid coversthefollowing types
of monaural or binaural hearing aids:

* Analog or conventiona hearingaids.

e Digita hearingaids.

e Digitaly programmablehearing aids.

* Modificationsof any of the above hearing
aldswhen arecipient exhibitsaspecial
need for such an adaptation.

Hearing Services Handbook & August 2003 15
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Theinitia monaura hearing aid purchase
includes an ear mold, cord, and one package of
batteries. Theinitial binaural hearingaid
purchase includes two ear molds, two cords,
and two packages of batteries.

EligibleWisconsn Medicaid recipientsare
limited to one hearing aid per ear every three
years.

Hearing Aid Accessories

Wisconsin Medicaid coversthefollowing
hearing aid accessories separate from the

initia package:

*  Bone conduction receiverswith headband.

e Direct audioinput shoes.

* Harness. Hearing aid harnesses or other
supporting devices.

* New receiver. Hearing aid receivers for
body-worn hearing aids.

Limitations

Thelimitations on hearing aid accessories are
asfollows, per HFS 107.24(4)(g), Wis. Admin.
Code:

» All recipients: one harness, one CROS
fitting, one new receiver per hearing aid,
and one bone conduction receliver with
headband per recipient per year.

* Recipientsage 18 and younger: three ear
molds per hearing aid, two single cords per
hearing aid, and two Y-cords per recipient
per year.

* Recipientsover age 18: one ear mold per
hearing aid, onesingle cord per hearing
aid, and one Y-cord per recipient per year.

Assistive Listening
Devices

Wisconsin Medicaid only coversALDsthat
meet thefollowing criteria:

e TheALD hasastandard amplifier.

e TheALD has one or two receivers
(monaural or binaura earphones) with
singleor Y-cord.

e Thesystemisbattery operated (disposable

battery).
* Thesystemisportable.

Wisconsin Medicaid reimbursement for ALDs
includes the necessary batteries and ear molds.

Wisconsin Medicaid does not separately
reimburse for the batteries and ear molds.

EligibleWisconsin Medicaidrecipientsare
limited to one ALD every three years.

Performance Checks

Asnoted in HFS 107.24(3)(h)2, Wis. Admin.
Code, performance checks are required for
new hearing aidsand ALDs.

Audiologistssubmit aclaimfor all procedures
included in dispensing the hearing instrument
after the performance check has been
completed. Refer to the Prior Authorization

chapter of this handbook for-more information.

Hearing Aid Batteries

WisconsnMedicaid covershearingaid
batterieswhenthey areprovided in
accordance with specific clamssubmission
ingtructionsand limitations.

The maximum quantity allowed per recipient
per calendar month is 12 batteries, regardiess
of whether the request isfor one type of
battery or acombination of different batteries.

Hearing aid batteriesare not included in the
nursing home or home care daily rates and
may be separately reimbursed by Wisconsin
Medicaid. Refer to the Disposable Medica
SuppliesHandbook (availableontheMedicaid
Web site at www.dhfs.state.wi.us/medicaid/)
for more information on separate

reimbursement for disposablemedical supplies.

Prior authorizationisrequired to request
batteries beyond the monthly 12-battery
threshold or if no procedure code for the

battery type exists.

16 wisconsin Medicaid and BadgerCare & August 2003

Hearing aid
batteries are not
included in the
nursing home or
home care daily
rates and may be
separately
reimbursed by
Wisconsin
Medicaid.



When a provider
dispenses two
hearing
instruments on the
same DOS for the
same recipient,
providers must bill
using a binaural or
bilateral procedure
code.

Refer to Appendix 2 of this handbook for
hearing aid battery procedure codes.

Repairs

Repairs are alowed once every six months
without PA for purchased hearing instruments.
Prior authorizationisrequired if asecond
repair is needed within six months of a
previousrepair.

Limitations
Wisconsin Medicaid will not rembursefor:

e Magjor and minor repairs on itemsthat are
covered under warranty (usualy within
oneyear of dispensing).

e Magjor and minor repairs on the same DOS
for the same hearing instrument.

*  Repairson rented hearing instruments.

Hearing Aid Recasing

Recasing or replacement of-a hearing aid case
is covered at afrequency of once per six-
monthperiod.

Recasingisnoncoveredif:

* Thehearing aids are subject to
maltreatment, misuse, tampering, or
unauthorized repair.

* Therecasing isto change the case or
coveringcolor.

Hearing Instrument
Modifiers

Providersmust usethefollowing modifiers
with procedure codes for hearing instruments
and related services:

* LT — Left ear.

e RT—Right ear.

e 52— Minor repairs.

e 22— Recasing or replating.

*  RR— Rentd. For rented hearing
instruments, providersarerequired to
always use modifier “RR” when type of
service“R” is used.

* 50— Both ears. For repairs, ear molds,
supplies, and accessories. Do not use
modifier “50” for purchases or rentals of
hearing aid packages. Procedure codes for
purchases and rentals already indicate if
theinstrument isbinaural or bilateral.

When aprovider dispensestwo hearing
instruments on the same DOS for the same
recipient, providersmust bill using abinaura or
bilateral procedure code.

Noncovered Hearing
Instruments and Related
Services

In accordance with HFS 107.24(5), Wis.
Admin. Code, Wisconsin Medicaid doesnot
reimbursefor:

e Earplugsfor hearing protection.

e Hearing aid or ALD repairs (major or
minor) performed withinthe 12 months
after purchase.

»  ltems whichare for comfort and
convenience, or luxury featureswhich do
not contribute to theimprovement of the
recipient’smedical condition.

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

* ltemswhicharenot primarily medical in
nature.

* Repairson rented hearing aids or ALDs.

Additional Noncovered
Services

Asexplained in HFS 107.24(3)(h)1, Wis.
Admin. Code, Wisconsin Medicaid will not
reimbursefor evaluation and testing for hearing
instrumentsand modificationsprovided by a
hearing instrument speciaist.

Hearing Services Handbook & August 2003 17
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Providers need PA
for specified
services/items
before delivery,
unless the service
is an emergency.

Prior Authorization Requirements

and Submission

According to HFS 107.02(3)(b), Wis. Admin.
Code, prior authorization (PA) procedures are
designedto:

*  Assessthequality and timeliness of
services.

e Determineif less-expensive dternative
care, services, or supplies are usable.

*  Promote the most effective and
appropriate use of available services and
facilities.

* Safeguard against unnecessary or
inappropriate care and services.

» Safeguard against excess payment.

Providers need PA for specified servicesitems
before delivery, unlessthe serviceisan
emergency. Wisconsin Medicaid doesnot
reimburse providersfor services provided
either before the grant date or after the
expiration date indicated on the approved PA
form. If the provider delivers a service that
requires PA without obtaining PA, the

provider isresponsible for the cost of the
service.

Prior authorization does not guarantee
payment. Provider and recipient digibility on
the date of service, aswell asall other
Medicaid requirements, must be met before
theclaimispaid.

Refer to the Prior Authorization section of the
All-Provider Handbook for information onthe
following PA Situations:

*  Amending approved or modified PA
requests.

*  Apped procedures.

e Emergency situations.

* HedthCheck “Other Services.”

e Prior authorization for out-of-state
providers.

*  Recipientlossof digibility midway through
treatment.

*  Retroactiveauthorization.

*  Supporting documentation.

e Transferring authorization.

When Wisconsin
Medicaid Requires Prior
Authorization

Thefollowing servicesrequire PA:

* Aurd rehabilitation:
V. Useof residua hearing.
V. Speechreading or lip reading.
v _ Compensation techniques.
V. Gestural communication techniques.

e Digpensing of al hearing instruments.

e/ Purchase of any specia modificationsto
hearing instruments.

*  Purchaseor rentd of al hearing
instruments.

*  Replacement of any hearing instruments.

e Speech and language pathology (SLP)
services. As stated in HFS 107.18, Wis.
Admin. Code, SLP servicesprovided by
audiologistsbeyond thefirst 35 treatment
days per spell of illnessrequiresPA. In
addition, SLP services require PA requests
specifically for spell of illness, Birthto 3,
and therapy services.

e Unligted otorhinolaryngological serviceor
procedure.

Recipient’s Special Needs

WisconsnMedicaid considersarecipient’s
specia educational, social, vocational, and
other needs when adjudicating PA requests for
hearinginstruments. Theaudiologist isrequired

Hearing Services Handbook & August 2003 19
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to document arecipient’s specia needsin the
PA request or in an attachment to the PA
request. Examples of special needsinclude:

e Educationd.

Vv Allowing effective education for an
adult or childwhoismentally or
physically impaired.

Vv Allowing effective education of achild
who is under the age of 21.

* Socid.

Vv Enhancingamentally or physically
impaired recipient’ssocia
communication skillsand abilities.

Vv Enhancingamentally or physically
impaired recipient’scapability for
sound awareness(localization), e.q.,
for parenting, warning.

Vv Expanding arecipient’ssocial
interaction or communication limited
by additional disabilities, suchas
blindness.

* Vocationd.

Vv Improvingamentally or physically
impaired recipient’ sability toobtain
employment or continue employment.

Special Circumstances

Unlisted Audiology Procedure Code
92599

Providers are to use Current Procedural
Terminology (CPT) code 92599 (unlisted
otorhinolaryngological serviceor procedure)
for services or procedures for which thereis
no specific CPT procedure code.

Procedure code 92599 should be used only
when there is no other code that describes the
service or procedure being offered. Only
audiologistsmay request PA or submit claims
for this code; PA requests and claims
submitted by hearing instrument specialistswill
be denied.

Prior authorizationisawaysrequired when
using thiscode.

Monaural or Binaural Hearing
Instruments

Wisconsin Medicaid requiresthefollowing
information on the PA request for monaural or
binaura hearing instruments:

e Completedescription of the hearing
device, including style, electroacoustic
gpecifications, and any modificationsand
adaptations.

e Completedocumentation that supportsthe
medica necessity of therequest, including
thediagnos's, appropriateaudiol ogical
evaluation, and adescription and diagnosis
of any cognitive or behavioral impairments
or other special needs.

*  Documentationthat themedically
necessary hearing tests and evaluations
have been performed to confirm fitting of
themonaura or binaural hearing
instrument.

*  Recipient’'sprimary and secondary
diagnosis codes from the International
Classification of Diseases, Ninth
Revision, Clinical Modification that
relate to ahearing problem or
developmentd, cognitive, or neurological
condition.

Additional Prior Authorization
Requirements for Binaural Hearing
Instruments

In addition to the general PA requirements
described under “Monaural or Binaura
Hearing Instruments” in this chapter, providers
requesting abinaural hearing instrument are
required to document that:

e Hearing testsand evaluationsindicate that
abinaura fittingwill providemeasurable,
sgnificantimprovement infunctiona
hearing compared to amonaura hearing
instrument.

e Therecipient has another sensory,
cognitive, and/or developmental deficit that
addsto the hearing problem, or other

gpecia needjustifying binaural hearing aids

for sound localization, central auditory
processing, or word recognitionin noise.

20 wisconsin Medicaid and BadgerCare & August 2003
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Fitting and Dispensing Hearing *  Document the medical necessity of the

Aids modification to restore or assist the
Prior authori zation isrequired for fitting and recipient’scommunicative capabilitiesand
dispensing hearing aids. any specia needsin social, educational, or
vocationa situations.
Prior authorization for the purchase of a
hearing instrument, ALD, or modificationis Second Major Hearing Aid Repair
vaid for six months from the date of approval. Prior authorization isrequired to perfforma
Prior authorization  Wisconsin Medicaid reimbursesfor one second major repair of ahearing aid within 365
for the purchase ~ hearing aid per ear or one ALD every three daysof anoriginal repair.
of a hearing years, unlessunusual circumstances
instrument, ALD, ~ documented in the PA request demonstrates When requesting PA for a second major
or modificationis  the need for exceeding the frequency hearing aid repair, providersarerequired to
valid for six limitetion. submit the Prior Authori zation Request for
months from the Hearing Instrument and Audiological Services

Providersshouldindicate HealthcareCommon  (PA/HIASL) form and the Prior Authorization

date of approval. .

Procedure Coding System, formerly knownas  Request for Hearing Instrument and -
Healthcare Common Procedure Coding Audiological Services (PA/HIAS2) form. >
System, (HCPCS) codes on the PA request » 3
when seeking PA for fitting and dispensing of Indicate the appropriate repair procedure code  JEf %
hearinginstruments. (V5014) on the PA request. 8 3

o >

S =+
Hearing Instrument Madifications Completion of the Prior Authorization §
WisconsinMedicaid coversmedically Physician Otological Report (PA/POR) is not <

necessary modificationsto hearinginstruments | -required.
with an approved PA request. Providers should
use HCPCS code V5014 when requesting. PA Required Documentation for

for modificationsto hearing instruments. Replacement of Hearing

Procedure code V5014 must be used with Instruments

modifier RT (right ear), LT (I&ft ear), or 50 A replacement hearing instrument may be
(both ears). approved within three years of initial purchase

with PA. When replacement of a hearing
Examples of modificationsand adaptationstoa  jnstrument isrequested, thefollowing

hearinginstrument include: documentationisrequired:
e Compressionamplification. + Evidencethat it is more cost effective to
e Directaudioinput. replace the hearing instrument rather than
*  Power amplifiers. continuing to repair it; or, evidencethat the
e Siliconeear molds. first hearing instrument did not meet the
*  Special canal-sized shellsto accommodate needs of the recipient.
ear candl fittings. *  Prior Authorization Physician Otologica
+  Telephonecails. Report (PA/POR)".
*  Prior Authorization Request for Hearing
In addition to the general PA reguirements, Instrument and Audiological Services
providers submitting a PA request for hearing (PA/HIASY).
instrument modificationsarerequiredto: *  Prior Authorization Request for Hearing
Instrument and Audiological Services
* Clearly describethe modification (PA/HIAS2).
requested. * Recipient instruction on care and
maintenance.
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* Hearing instrument specialistsare required to
use the PA/POR for al PA reguests for
hearing instruments and supplies. However,
audiologists are not required to use the
PA/POR, but must maintain arecord of
medical clearancefor the hearing instrument in
therecipient’sfile.

Required Documentation When
Requesting Replacement Hearing
Instruments Due to Loss

A PA request for replacement of alost or
destroyed hearing instrument may be submitted
at any time. Thefollowing documentationis
required:

e A statement from the recipient or
caregiver regarding the circumstances of
theloss.

e Bvidence of effort to find the hearing
ingtrument.

o If gpplicable, a statement from the
recipient or caregiver that insurance (eg.,
home owners, property) does not cover
replacement of the hearing instrument:

*  Prior Authorization Physician Otologica
Report (PA/POR)".

*  Prior Authorization Request for Hearing
Instrument and Audiological Services
(PA/HIAS]).

*  Prior Authorization Request for Hearing
Instrument and Audiological Services
(PA/HIAS2).

*  Provider statement that the hearing aid is
not covered by a manufacturer’sloss and
damage warranty. If the warranty status
of alost or destroyed hearing instrument
cannot be determined due to the
involvement of morethan oneprovider, a
statement to that effect should be
submitted.

*  Recipientingtruction on careand
maintenance.

* Hearing instrument specialistsare required to
use the PA/POR for al PA requests for
hearing instruments and supplies. However,
audiologists are not required to use the
PA/POR, but must maintain arecord of

medical clearancefor the hearing instrument in
therecipient’sfile.

Procedure Code V5299

Use of procedure code V5299 — hearing
service, miscellaneous—islimited to those
instances when there is no other code to
describe a specific hearing instrument or
supply. Prior authorizationistill required when
using procedure code V5299.

Providersmust includethefollowing
documentation when submitting PA requests
for procedure code V'5299:

* A complete description of the hearing
instrument, including style, electroacoustic
specifications, accessories, and the ear(s)
to befitted.

e Commentsaddressing why the specialized
hearing instrument requested with
procedure code V5299 will provide
measurable, significant improvementin
functiona hearing compared to astandard
hearinginstrument, adigitaly
programmableanal og hearing instrument,
or adigital hearinginstrument.

« . Documentation verifying thecost,
including acopy of manufacturer’s
information givingthelist price.

e Prior Authorization Physician Otological
Report (PA/POR)* isrequired for al PA
requests by Hearing Instrument
Specididts.

*  Prior Authorization Request for Hearing
Instrument and Audiological Services
(PA/HIASY).

*  Prior Authorization Request for Hearing
Instrument and Audiological Services
(PA/HIAS2).

* Hearing instrument specialistsare required to
use the PA/POR for al PA requests for
hearing instruments and supplies. However,
audiologists are not required to use the
PA/POR, but must maintain arecord of
medical clearancefor the hearing instrument in
therecipient’sfile.
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Performance Checks for the services with the PA request. The
referral must have been made within the past

According to HFS107.24(3)(h)2, Wis. Admin. - 12 months, Additional informetion documenting
Code, performance checksarerequired ondl — thejndividual's need for the service and

processclaimsfor dispensing the hearing

instrumentsuntil after the 30-day trial period Required Prior

According to HFS hes expired. . .
T3 ()2, Wis. . N o _ Authorization Forms

"y * T Itistherecipient’sresponsibility to obtaina
Admin. Code, performance check. After the 30-day trial ) o
performance period, the provider may submit an audiol ogical Hearing Instrument Specialists
checks are report (performance check) to Wisconsin Hearing instrument speciadistsare required to
required onallnew  Medicaid. The purpose of the report isto submit thefollowing formswhen requesting

and rented hearing  verify the appropriatefitting, performance,and ~ PA for hearing services:
instruments aftera medical necessity of the device.

30-day trial period. e A correctly completed PA/HIASL. 2
Wisconsin Medicaid reviewstheaudiological * A correctly completed PA/HIAS2. P
report to ensure the hearing instrument is * A PA/POR (completed by arecipient’s =
satisfactory before approving reimbursement. physician and submitted to 3 3

Wisconsin Medicaid by thehearing g%
Claims submitted for ahearing aid instrument specidist). S5
performance check should indicate the results %’
of the check — whether positive or negative. Prior Authorization/Physician Otological

Report
Providers are not required to submit an Hearing instrument specialists are required to
audiological FEportif 45 days of more have include the PA/POR form when submitting PA
elapsed since the hearing instrument was requests for hearing instruments. The
dispensed. recipient’sreferring physicianisrequired to
complete the PA/POR to assure the medical

HealthCheck “Other necessity of a hearing instrument. The
Medically necessary services which are not »  Describetheresults of any specia studies,
otherwise covered may be covered if they are such as caloric or postural tests.
provided to arecipient under age21 asaresult ¢ Document that the otological findings
of aHealthCheck examination. All such indicate the need for a hearing instrument.
services require PA. *  Provideadlinica diagnosis, medica

condition, and brief medical history.
To request PA for HealthCheck “ Other » Statethat therecipient isover 21 years of
Services,” submit aPrior Authorization age and has no behaviora or cognitive
Request Form (PA/RF) and a PA/POR which impairmentsor special needs.

clarifiesthe serviceto be provided and the
medical necessity of the service. Indicate on
the PA/RF that the request is for HealthCheck
“Other Services.” If the serviceis approved,
Wisconsin Medicaid assigns a procedure code
for the service. Always include a copy of the
HealthCheck referral form indicating areferral
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Audiologists

Audiologistsarerequired to submit the
following formswhen requesting PA for
hearing services:

* A correctly completed PA/RF.
* Acorrectly completed Prior Authorization/
Therapy Attachment (PA/TA).

When requesting PA for hearing instruments,
audiologistsarerequired to submit the
followingforms:

* A correctly completed PA/HIASL.
* A correctly completed PA/HIAS2.

Speech and language pathology services
require different PA request forms than for
audiology services.

Sample Forms and Instructions

Refer to the following appendices of this
handbook for instructionsand completed
samples of PA forms:

* Appendix 6 for PA/RF completion
instructions.

* Appendix 7 for asample PA/RF.

*  Appendix 8for PA/TA completion
ingtructions.

* Appendix 9 for ablank PA/TA.

* Appendix 10 for PA/POR completion
ingtructions.

* Appendix 11 for asample PA/POR form.

e Appendix 12 for PA/HIAS1 completion
ingtructions.

* Appendix 13 for asample PA/HIAS1
form.

e Appendix 14 for PA/HIAS2 completion
ingtructions.

e Appendix 15 for asample PA/HIAS2
form.

Obtaining Prior Authorization
Forms

Providers may obtain PA/RF, PA/TA,
PA/POR, PA/HIASL, and PA/HIAS2 forms
by writingto:

Wisconsin Medicaid
Form Reorder

6406 BridgeRd

Madison WI 53784-0003

Required Attachments

Audiologistsarerequired to submit acopy of
the written plan of care with the appropriate
PA request form. If the required
documentationismissing from therequest
form, Wisconsin Medicaid will returnthe
request to the provider.

Submission of Prior
Authorization Forms

To expedite the PA process, it is essentia that
providersfollow theinstructionsfoundinthis
chapter and the Prior Authorization section of
theAll-Provider Handbook.

Contact WisconsinM edicaid's Provider
Servicesat (800) 947-9627 or.(608) 221-9883
with PA questions that are not answered in this
chapter or'in the Prior Autharization section of
theAll-Provider Handbook.

Providers havetwo choicesfor submitting

completed PA requests:
* By fax.
e Bymail.

Prior authorization requests received after

1 p.m. on business days are processed on the
following businessday. Prior authorization
requests received on weekends or lega
holidays are processed on the next business

day.

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

Note:  Providersare required to submit PA
requests containing X-rays, video
tapes, or photos by mail.
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Providers may
inquire about the
status of a request
by accessing the
Automated Voice
Response system
or by contacting
Provider Services
at (800) 947-9627

or (608) 221-9883.

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.

Refer to Appendix 19 of this handbook for
more procedures on faxing PA requests.

Response Back From
Wisconsin Medicaid

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

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

*  “Nour request(s) has been adjudicated.
See attached PA request(s) for the final
decision.”

*  “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.”

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 Thefax isnot successfully transmitted
after three attempts.

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

Submission by Mail
Providers may mail completed PA requeststo:

WisconsnMedicad

Prior Authorization

Ste 88

6406 BridgeRd

Madison WI 53784-0088

For reference or further correspondence,
providers are encouraged to photocopy their
paperwork beforemailingit to
WisconsinMedicaid.

Response to Prior
Authorization Requests

Providers may inquire about the status of a
request by accessing the Automated Voice
Response system or by contacting Provider
Servicesat (800) 947-9627 or (608) 221-9883.

Wisconsin Medicaid recognizesthat a
recipient’ sabilities, needs, and medica
conditions are unique and havethe potential to
change. Therefore, approval of one PA does
not guarantee approval of al PAs.

Conversely, adenied PA should not be
interpreted to mean that services will not meet
the definition of medical necessity inthefuture.
Every PA request stands on its own merit,
documenting the need for services and
describing the recipient’s unique circumstances
at that time.

Refer to the Prior Authorization section of the
All-Provider Handbook for moreinformation
on Wisconsin Medicaid responsesto PA
requests.
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Review of Prior e A document explaining or justifying the
. : - requested changes.
Authorization Decisions + The specific, requested changesto the
After review by Wisconsin Medicaid request form.
consultants, the PA request is:
The request to amend a PA form may be

* Approved. mailed to the PA Unit at:

e Approvedwith modification.

«  Denied. WisconsinMedicaid

«  Returned to the provider for additional Prior Authorization

clinical information or clarification. Ste 88
6406 Bridge Rd

Refer to the Prior Authorization section of the Madison W1 53784-0088 ontkecioi

All-Provider Handbook for moreinformation _ " remplems ean

on each of these responses. Providers may also fax amendment requests to apgPal modified or

(608) 221-8616. denied PA

T Only recipients can appeal modified or denied requests.
< PA requests. When a request is modified or Amendment Request Approval
|5 ISl denied, the recipient receives a“Notice of Criteria
E il Appedl Rights’ letter. Refer to the Prior Wisconsin Medicaid may approvean
= Jl Authorization section of theAll-Provider amendment request if the request is:
Szl Handbook for acopy of thisletter and for
S; information on how aprovider and arecipient * ' /Fully explainedanddocumented. Clinical
o may respond to Wisconsin Medicaid'sreview documentation of the medical necessity

of a PA request. justifying thereguestisrequired.

e Medicdly necessary under HFS101.03
Amending Approved Prior PP PN
; . - “Submitted before the dateof the requested

Authorization Requests change.

When medically necessary, providers may

raqueg_- an amendment of approvaj or Note: Attheend of a.pOﬁ ble extension

modified PA requeststo change: period, providersarerequiredto

submit a new request for PA instead
«  Thefrequency of treatment. of requesting an extension if one of
«  Thegrant or expiration dates. thefollowing occurs:

e The specific treatment codes.
* Therecipient'smedica

Prior authorization expiration datesmay be condition changes

amended up to one month beyond the original significantly, requiring anew
expiration dateif the additiona servicesare plan of care.

medically necessary. *  Similar services are expected

to be medically necessary.
The request to amend the PA/RF, PA/TA,

PA/POR, PA/HIASL, or PA/HIAS2 should Reasons Prior Authorization

indude: Amendment Requests Are Denied
o Wisconsin Medicaid may deny PA amendment

* A copy of theorigina request form. requests for such reasons as:

e Acorresponding physician’sprescription, if

The PA expired prior to receipt of the

necessary. amendment request.
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Therecipient’smedical condition changes
sgnificantly, requiring anew plan of care.
The requests are not medically necessary.
The requests are not received before the
date of the requested change.

The requests are solely for the
convenience of therecipient, the
recipient’sfamily, or the provider.

The requests are to dlow for avacation,
missed appointments, iliness, or aleave of
absence by either the recipient or the
provider.

Similar services are expected to be
medically necessary following the
expiration date of the approved PA
amendment.
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Claims Submission

Claims Submission for hearing instrument specialist services,
) ) Appendix 18 of thishandbook containsan

All claims, whether electronic or paper, are example of acompleted CMS 1500 claim form

subject to the same Wisconsin Medicaid for audiologist services.
All providers are processing and lega requirements.
encouraged to ) ) o Wisconsin Medicaid deniesclaimsfor hearing
submit claims Electronic Claims Submission services submitted on any paper claim form
electronically. All providersare encouraged to submit claims other than the CM S 1500 claim form.

electronicaly. Electronic clamssubmission:
Wisconsin Medicaid doesnot providetheCM S

e Eliminatesmanud handling of claims. 1500 claim form. Providers may obtain these
»  Reducesboth claims submission and formsfrom any vendor who sellsfederal
processing errors. forms.

*  Reduces processing time.
Where to Send Your Claims
Wisconsin Medicaid providesfree softwarefor 14| completed CMS 1500 claim forms for

electronic clamssubmission. reimbursement to thefollowing address: .
Providerswho want:to submit claims WiscorsinMedicaid %
electronically-arerequired to complete an ClaimsandAdjustments o
Electronic MediaAgreement Form. The form 6406 BridgeRd 3
serves as the provider’'s signature. For more MadisonWi'53784-0002 =
information on the Electronic Media §

Agreement Form, Wisconsn Medicaid's . ..
requirementsfor electronic claimssubmission, Clal ms Su bm ISSIoN

and general e ectronic claimssubmission Deadline

Informetion Wisconsin Medicaid must receive properly
completed claimswithin 365 daysfromthe
date the service was provided. This policy
gppliestodl initial claimssubmissions,
resubmissions, and adjustment requests.

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. Exceptionsto the 365-day claimssubmission

deadline and requirementsfor submissionto
LateBilling Appeascan befoundinthe
Claims Submission section of theAll-Provider

If you are currently using the free software
and have technical questions, please contact
Wisconsin Medicaid's software customer

service at (800) 822-8050, Handbook.

Paper Claims Submission Coordination of Benefits
Providers submitting paper claimsare required Generaly, Wisconsin Medicaid isthe payer of
to use the CM S 1500 claim form (dated last resort for any Medicaid-covered service.
12/90). Refer to Appendix 16 of thissectionfor  If the recipient is covered under other

CMS 1500 claim form completion instructions. insurance (including Medicare), Wisconsin
Appendix 17 of thishandbook containsan Medicaid reimbursesthat portion of the

example of acompleted CM S 1500 claim form
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Medicaid alowable cost remaining after all
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 hearing services
under Part B coverage. Medicare-certified
providersarerequiredto bill Medicareprior to
billing Wisconsn Medicaidfor dl hearing
servicesprovidedto dual entitleesor Qualified
Medicare Beneficiary-Only recipients.

Medicare Crossover Claims for
Services

A Medicare crossover clam isaMedicare-
dlowed claim for adual entitleethat is sent to
Wisconsin Medicaid for possibleadditional
payment of the Medicare coinsurance and
deductible.

Wisconsin Medicaid reimbursesprovidersfor
the amount of Medicare’s deductiblefor
Medicare crossover claims. Payments for
Medicare coinsurance on certain service
crossover clamsfrom Medicare are limited to
M edicaid maximum allowablefeesor the

M edi care coinsurance amount, whichever is
less. Wisconsin Medicaid will not reimburse
providersfor services denied by Medicarefor
policy reasons other than lack of medical
necessity, or for billing errors. Refer to the
Coordination of Benefits section of theAll-
Provider Handbook for moreinformation.

Qualified Medicare Beneficiary-
Only Recipients
Qualified Medicare Beneficiary-Only
recipientsaredigibleonly for Wisconsin

Medicaid payment of coinsurance and
deductible on crossover claims.

Billed Amounts

Billed Amounts for Hearing
Services

Providersarerequired to bill their usua and
customary charge for the hearing service
performed. The usua and customary chargeis
the provider’s charge for providing the same
serviceto persons not entitled to Wisconsin
Medicaid benefits. For providersusing adiding
fee scale for specific services, the usua and
customary charge isthe median of the
individua provider’schargefor the service
when provided to non-Medicaid patients.

Providersmay not discriminate against

) - - ) Separate
Wisconsin Medicaid recipientsby charging mahum
Wisconsin Medicaid ahigher fee for the same

allowable fee

service than that charged to a private-pay schedules exist for

ient.
- hearing services
Billed Amounts-for Hearing and hearing
Instruments.

Instruments

Under the provider terms of reimbursement,
providers arerequiredto submit claimsfor
their “net cash outlay cost” for hearing
instrument packages. The " net cash outlay
cost” isdefined astheinvoice cost including
end-of-month discounts; i.e., the actua cost to
theprovider to permit theprovider tofully
recover hisor her out-of-pocket cost for the
purchase of the hearing instrument package
furnished to the Wisconsin Medicaid recipient.

End-of month volume discounts areto be
considered for the purpose of computing the
purchaser’s net cash outlay cost.

Reimbursement

Obtaining Maximum Allowable Fee
Schedules

Separate maximum allowable fee schedules
exist for hearing services and hearing
instruments. To obtain afee schedule or to
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The initial hearing
aid purchase,
including one ear
mold, one cord,
and one package of
batteries, is paid at
the lesser of the
maximum
allowable fee or
the provider’s net
cash outlay cost.

ensure you have the most recent fee schedule,
youmay:

e Download an electronic version from the
Wisconsin Medicaid Web site at
www.dhfs.state.wi.us/medicaid/.

e Purchase apaper schedule by calling
Provider Servicesat (800) 947-9627 or
(608) 221-9883, or by writing to:

WisconsnMedicaid
Provider Maintenance
6406 Bridge Rd

Madison WI 53784-0006

Providers may contact Provider Services for
the cost of the fee schedule.

Reimbursement for Hearing
Services

Providers are reimbursed at the lesser of their
billed amount (net cash outlay) or the
maximum allowable fee for hearing services.
Providers are reminded that they cannot seek
payment from recipientsfor any difference
between their billed amountsand the Medicaid
maximum allowablefee.

Themaximum alowablefeeisthe maximum
amount Wisconsn Medicaid will pay aprovider
for an alowable procedure code. For hearing
sarvices, the maximum allowablefee appliesto
onetreatment unit that coincideswith the
specific Current Procedural Terminology
(CPT) procedure code. Payment for treatment
less than the CPT procedure code unit per
session is prorated.

Wisconsin Medicaid maximum allowablefees
for CPT codesfor audiology servicesare
based on the national standard Medicare
Relative Value Units (RVUSs). These fees
gpply todl providers, including audiologists,
submitting claimsfor these procedure codes.
The resource-based relative value scale
assignsthe RVU based on the complexity of
procedures. The provider’swork (physica and
mental intensity, timetaken to perform the
sarvice, non-face-to-face work) for each
procedure, practice expenses, and liability

insurance are considered when determining the
RVU.

Relative Vaue Units are based on the
expectation that the code definition represents
exactly how the service was provided when
submitting the claimtoWisconsin Medicaid.

Initial Hearing Aid and Accessories

When submitting claimsfor theinitial hearing
aid purchase, providersarerequired to indicate
the name of the referring prescribing physician
or audiologistin Elements 17 and 17aof the
CMS 1500 claim form.

Theinitia hearing aid purchase, including one
ear mold, one cord, and one package of
batteries, ispaid at the lesser of the maximum
allowable fee or the provider’s net cash outlay
cost. Payment for the purchase of a binaura
hearing aid includes two ear moldsand two
packages of batteries. Accessories are not
separately reimbursable items at the time of
theinitial purchase.

Note: - Net-cash outlay cost should not
includeany mailing charges, handling
charges, etc.

Accessories

Wisconsin Medicaid reimbursesfor hearing aid
accessories that are not a part of theinitial
hearing aid package. Wisconsn Medicaid
reimburses accessories at the lesser of the
provider’shilled amount or themaximum
allowablefee.

Claimsfor hearing instrument accessories,
batteries, and repairs that are not part of the
initial servicedo not requireareferring/
prescribing physician or audiologist.

Batteries

Hearing aid batteries that are not a part of the
initial hearing aid package are reimbursed at
thelesser of the billed amount or the maximum
alowablefee. Refer to Appendix 2 of this
handbook, or to the Disposable Medical
Supplies(DMS) Index, for alist of hearing aid
battery procedure codes.

Hearing Services Handbook & August 2003 31

@)
QL
=
w
w
c
o
3
wn
@,
o
=




c
o
0
&
S
o
=
wn
(2]
£
)
O

Dispensing Fee

Wisconsin Medicaid reimbursesfor one
dispensing fee with the purchase of a
medically necessary hearing instrument when
Wisconsin Medicaid hasauthorized the
dispensing of theinstrument. Wisconsin
Medicaid reimburses the dispensing fee at the
lesser of the provider’s billed amount or the
maximum allowablefee.

Reimbursement for the following servicesare
includedinthetota dispensing fee:

e Initia officevidt, ear mold impression, and
fitting of the proper hearing aid.

*  Oneyear service guarantee and any
necessary service.

e Uptofivepog-fitting follow-up office
visits as necessary for adjustments and
hearing aid orientation.

After receiving the hearing aid, the recipient
returnsto the audiologist for a30-day.
performance check. The audiologist attaches a
report of the performance check. (Whether
positive or negative) to the claimand submits
theclamtoWisconsn Medicaid.

Providers are not required to submit an
audiological report if 45 daysor more have
€lapsed since the hearing instrument was

dispensed.

Wisconsin Medicaid doesnot reimburse
dispensing feesfor hearing instrument rentals
or assistivelistening devices.

Repairs

Repairs are alowed once every six months
without PA for purchased hearing instruments.
Prior authorizationisrequired if asecond
repair is needed within six months of a
previousrepair.

Major repairs

Claimsfor magjor hearing instrument repairs
are submitted using procedure code VV5014.

Major hearing instrument repairs are those that
cannot be repaired in the provider’s office and
require sending the hearing instrument to the
manufacturer. Major repairs do not require a
“52” or “22” repair modifier.

Minor repairs

Minor repairs are those that can be performed
inthe provider’soffice. For minor repairs,
providers should use procedure code V5014
withmodifier “52.”

Limitations
Wisconsin Medicaid will not reembursefor:

e Magjor and minor repairs on itemsthat are
covered under warranty (usualy within
oneyear of dispensing).

e Magjor and minor repairs on the same DOS
for the same hearing instrument.

*  Repairson rented hearing instruments.

Recasing or
replacement of a
hearing aid case is
covered ata
frequency of once
per six-month

Hearing-Aid-Recasing period.

Recasing or replacement ofa hearing aid case
is covered at afrequency of once per six-
month period.

Recasingisnoncoveredif:

* Thehearing aids are subject to
maltreatment, misuse, tampering, or
unauthorized repair.

* Therecasing isto change the case or
coveringcolor.

For recasing or replating performed on the
same DOS asamajor repair, providers should
use procedure code V5014 for the major repair
and V5014 with modifier “22” for thereplating
or recasing.

For recasing or replating of the hearing
instrument, providers should use procedure
code V5014 with modifier “22.”
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To be eligible for
Wisconsin Medicaid
reimbursement, all
claims for hearing
services and
hearing
instruments
submitted to
Wisconsin Medicaid
must include CPT
or Healthcare
Common
Procedure Coding
System (HCPCS)
codes that are
allowable for the
date of service
(DOS).

Copayment

Recipients are responsible for paying a
copayment for all Wisconsin Medicaid-covered
hearing services, except for hearing aid
batteries. The copayment scheduleis as
follows

Maximum allowable fee, | Copayment amount,
per procedure code per date of 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

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

Wisconsin Medicaid copayment amounts
should not be deducted from charges submitted
to Wisconsin Medicaid, nor should these
copayment amounts beindicatedin Element 29
(“Amount Paid”) onthe CMS 1500 claim
form.

Providersarereminded of thefollowing
general copayment exemptions:

e Emergency services.

* Hearing aid batteries.

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

»  Savicesprovided to nursing home
residents.

*  Savicesprovided torecipientsunder 18
years of age.

Please refer to the Recipient Rights and
Responsibilities section of the All-Provider
Handbook for moreinformation on recipient
copayment requirements.

Diagnosis Codes

All claimsrequireadiagnosiscode. All
diagnoses must be from the International
Classification of Diseases, Ninth Revision,
Clinical Modification coding structure. The
diagnosis code must be appropriatefor the
service provided.

Providersshould notethefollowing diagnosis
coderedtrictions:

e Codeswithan“E” prefix must not be used
asthe primary or solediagnosisonaclam
submitted toWisconsin Medicaid.

e Codeswithan“M” prefix are not
acceptable on aclaim submitted to
WisconsnMedicaid.

CPT and HCPCS Codes

Tobedigiblefor WisconsnMedicaid
reimbursement, all claimsfor hearing services
and hearing instruments submitted to
Wisconsin Medicaid must include CPT or
Hesalthcare Common Procedure Coding
System (HCPCS) codes that are alowable for
the date of service (DOS). Hearing services
claimsor adjustments received without
allowable codes are denied.

Audiologistsmay submit claimsfor both CPT
and HCPCS codes. For hearing instrument
specidigts, Wisconsn Medicaidwill only
reimburse claims for HCPCS codes.
Wisconsin Medicaid will not reimburse hearing
instrument specidistsfor claimsfor CPT
codes.

Refer to Appendices 1 and 2 of this handbook
for Wisconsin Medicaid-allowable CPT and
HCPCS codes. Further explanation on two
codesisincluded below.

Unlisted Audiology Procedure Code
92599

Procedure code 92599 should be used only
when no other CPT code description
appropriately describesthe service or
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procedure being performed. Claimsfor
procedure code 92599 (unlisted
otorhinolaryngological serviceor procedure)
require documentation describing the
procedure performed.

Use of this procedure code always requires
PA. Refer to the Prior Authorization chapter of
thishandbook for moreinformation.

WisconsnMedicaidindividualy prices
procedure code 92599 based on information
provided on the PA request and claim form.

Nonspecific Procedure Code or
Repair V5299

HCPCS code V5299 should be used only
when there is no other code that describes the
item being offered. Use of HCPCS code
V5299 aways requires PA.

WisconsnMedicaidindividualy pricesHCPCS
code V5299 based on information provided on
the PA request and claim form.

Place of Service and Type
of Service Codes

All claimsfor hearing services submitted to
Wisconsin Medicaid arerequired to use
allowable place of service (POS) and type of
service (TOS) codesto be eligiblefor
Wisconsin Medicaid reimbursement. Refer to
Appendix 4 of thishandbook for alist of
allowable POS and TOS codes for hearing
services.

Service Units

For audiology services, one unit of serviceis
the complete service as defined by the CPT
code description. The provider’smedical
records must document that the service was
completed on the DOS shown on the claim.

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 on adenied claim
until the provider correctstheinformation and
resubmitsthe claimfor processing within 365
days of the DOS.

If aclaim waspaid incorrectly, the provider is
responsiblefor submitting anAdjustment
Request Formto Wisconsin Medicaid. Refer to
the Claims Submission section of the
All-Provider Handbook for moereinformation
onfiling Adjustment Request Forms.
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Appendix 1
CPT Codes for Audiology Services

Wisconsin Medicaid will only reimburse audiologistsfor the services (listed in thisappendix) covered by the Current
Procedural Terminology codes for audiology services.

Note: Indicate type of service code“1” when submitting claims for these procedure codes.

Procedure Description
Code
69210 Removal impacted cerumen (separate procedure), one or both
ears
92506* Evaluation of speech, language, voice, communication, auditory

processing, and/or aural rehabilitation status

92507* Treatment of speech, language, voice, communication, and/or
auditory processing disorder (includes aural rehabilitation);
individual

92508* Group, two or more individuals

92510" Aural rehabilitation following cochlear implant (includes

evaluation of ‘aural-rehabilitation status and‘hearing, therapeutic
services).with or without speech processor programming

>
92516 Facial nerve function studies (eg, electroneuronography) }é
92531 Spontaneous nystagmus, including gaze x
92532 Positional nystagmus test
92533 Caloric vestibular test, each irrigation (binaural, bithermal

stimulation constitutes four tests)

92534 Optokinetic nystagmus test

92541 Spontaneous nystagmus test, including gaze and fixation
nystagmus, with recording

92542 Positional nystagmus test, minimum of 4 positions, with
recording
92543 Caloric vestibular test, each irrigation (binaural, bithermal

stimulation constitutes four tests), with recording

*These servicesrequire prior authorization after theinitia 35 days per spdll of illness, per recipient, per
provider. Refer to the Speech-Language Pathology Handbook for more information.
"Prior authorizationisrequired for theinitial service and all subsequent services.
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Appendix

Appendix 1
(Continued)

Procedure
Code

Description

92544

Optokinetic nystagmus test, bidirectional, foveal or peripheral
stimulation, with recording

92545

Oscillating tracking test, with recording

92546

Sinusoidal vertical axis rotational testing

92547

Use of vertical electrodes (List separately in addition to code for

primary procedure)

(Use 92547 in conjunction with codes 92541-92546)

92548

Computerized dynamic posturography

92551

Screening test, pure tone, air only

92552

Pure tone audiometry (threshold); air only

92553

air and bone

92555

Speech audiometry threshold;

92556

with speech recognition

92557%

Comprehensive audiometry threshold evaluation and speech
recognition (92553 and 92556 combined)

92559

Audiometric testing of groups

92560

Bekesy audiometry; screening

92561

diagnostic

92562

Loudness balance test, alternate binaural or monaural

92563

Tone decay test

92564

Short increment sensitivity index (SISI)

92565

Stenger test, pure tone

92567

Tympanometry (impedance testing)

92568

Acoustic reflex testing

92569

Acoustic reflex decay test

92571

Filtered speech test

FNot rembursed if submitted on the same date of service as 92553 or 92556.
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Appendix 1
(Continued)

Procedure Description
Code

92572 Staggered spondaic word test

92573 Lombard test

92575 Sensorineural acuity level test

92576 Synthetic sentence identification test

92577 Stenger test, speech

92579 Visual reinforcement audiometry (VRA)

92582 Conditioning play audiometry

92583 Select picture audiometry

92584 Electrocochleography

92585 Auditory evoked potentials for evoked response audiometry
and/or testing of the central nervous system; comprehensive

92587 Evoked otoacoustic emissions; limited (single stimulus level,
either transient or distortion products)

92588 comprehensive or diagnostic evaluation (comparison of
transient and/or distortion product otoacoustic
emissions at multiple levels and frequencies)

>
o
o]
o}
S
o
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92589 Central auditory function test(s) (specify)

92590 Hearing aid examination and selection; monaural
92591 binaural

92592 Hearing aid check; monaural

92593 binaural

92594 Electroacoustic evaluation for hearing aid; monaural
92595 binaural

92599" Unlisted otorhinolaryngological service or procedure

"Prior authorization isrequired for theinitial service and all subsequent services.
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Wisconsin Medicaid reimburses audiol ogists and hearing instrument specialistsfor Healthcare Common Procedure Coding

Appendix 2

HCPCS Codes for Hearing Instruments

System (HCPCS) codes for hearing instruments and batteries.

Allowable types of service, modifiers, and places of service
for audiologists, hearing instrument specialists, and speech and hearing clinics
Allowable types of service | Allowable modifiers Allowable places of service
(TOS) (Required) (POS)
LT — Left ear
P — Purchase RT — Right ear 0 — Other 4 — Home
R — Rental 52 — Minor repairs 1 — Inpatient hospital 7 — Nursing home/extended
9 — Other 22 — Recasing or replating | 2 — Outpatient hospital 8 — Skilled nursing facility
RR — Rental* 3 — Office
50 — Both ears
Procedure Procedure code Modifier | TOS Prior Life
code description authorization | expectancy
V5014 Repair/modification of a-hearing aid (major-repair) RT, LT,-50 P No 6 months
V5014 Recasing or-replating hearing aid 22, 50, P No 6 months
RT, LT
V5014 Minor repair 52, 50, P No 6 months >
RT, LT )
3
V5030 Hearing aid, monaural; body worn, air conduction** | RT, LT, RR | P, R Yes 3 years %
X
V5040 body worn, bone conduction RT,LT,RR | P,R Yes 3 years
V5050 in the ear RT,LT,RR | P,R Yes 3 years
V5060 behind the ear RT,LT,RR | P,R Yes 3 years
V5070 Glasses; air conduction RT,LT,RR | P,R Yes 3 years
V5080 bone conduction RT,LT,RR | P,R Yes 3 years
V5100*** Hearing aid, bilateral, body worn RR P,R Yes 3 years
V5110 Dispensing fee, bilateral P Yes

* RR = Rental hearing aid. The maximum allowable fee for all rentals is $27.34 per 30-day period. All rented hearing
instruments require prior authorization (PA). Wisconsin Medicaid does not reimburse providers for dispensing fees for
rental hearing instruments.

**  All hearing instruments are air conduction unless otherwise noted.
*** Procedure code V5100 is a body worn hearing instrument with two receivers/ear molds and a y-cord.
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Appendix 2
(Continued)

Appendix

Procedure Procedure code Modifier | TOS Prior Life
code description authorization | expectancy
V5120 Binaural; body RR* P,R Yes 3 years
V5130 in the ear RR P,R Yes 3 years
V5140 behind the ear RR P,R Yes 3 years
V5150 glasses RR P,R Yes 3 years

V5160** Dispensing fee, binaural P Yes

V5170 Hearing aid, CROS; in the ear RT,LT,RR| P,R Yes 3 years

V5180 behind the ear LT,RT,RR| P,R Yes 3 years

V5190 glasses RT,LT,RR | P,R Yes 3 years

V5200 Dispensing fee, CROS RT, LT P Yes 3 years

V5210 Hearing aid, bicros; in the ear RR P,R Yes 3 years

V5220 behind the ear RR P,R Yes 3 years

V5230 glasses RR P,R Yes 3 years

V5240 Dispensing fee, bicros P Yes 3 years

V5241 Dispensing fee, monaural hearing aid, any type RT, LT P Yes

V5242 Hearing aid, analog, monaural,.cic (completely in the RT,LT,RR.| P, R Yes 3 years
ear canal)

V5243 Hearing aid, analog, monaural, itc (in the canal) RT,LT,RR | P,R Yes 3 years

V5244 Hearing aid, digitally programmable analeg, monaural, | RT, LT,-RR [ P, R Yes 3 years
cic

V5245 Hearing aid, digitally programmable, analog, RT,LT,RR | P,R Yes 3 years
monaural, itc

V5246 Hearing aid, digitally programmable analog, monaural, | RT,LT,RR [ P, R Yes 3 years
ite (in the ear)

V5247 Hearing aid, digitally programmable analog, monaural, | RT,LT,RR | P, R Yes 3 years
bte (behind the ear)

V5248 Hearing aid, analog, binaural, cic RR P, R Yes 3 years

V5249 Hearing aid, analog, binaural, itc RR P,R Yes 3 years

V5250 Hearing aid, digitally programmable analog, binaural, RR P,R Yes 3 years
cic

V5251 Hearing aid, digitally programmable analog, binaural, RR P,R Yes 3 years
itc

V5252 Hearing aid, digitally programmable, binaural, ite RR* P,R Yes 3 years

* RR = Rental hearing aid. The maximum allowable fee for all rentals is $27.34 per 30-day period. All rented hearing instrument
require PA. Wisconsin Medicaid does not reimburse providers for dispensing fees for rental hearing instruments.

** When submitting claims for these codes, hearing instrument specialists are required to complete Elements 17 and 17a of the
CMS 1500 claim form. Refer to Appendix 16 of this handbook for more information.
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Appendix 2
(Continued)

Procedure Procedure code Modifier | TOS Prior Life
code description authorization expectancy
V5253 Hearing aid, digitally programmable, RR P, R Yes 3 years

binaural, bte

V5254 Hearing aid, digital, monaural, cic RT, LT, P, R Yes 3 years
RR

V5255 Hearing aid, digital, monaural, itc RT, LT, P, R Yes 3 years
RR

V5256 Hearing aid, digital, monaural, ite RT, LT, P, R Yes 3 years
RR

V5257 Hearing aid, digital, monaural, bte RT, LT, P, R Yes 3 years
RR

V5258 Hearing aid, digital, binaural, cic RR P, R Yes 3 years

V5259 Hearing aid, digital, binaural, itc RR P, R Yes 3 years

V5260 Hearing aid, digital, binaural, ite RR P, R Yes 3 years

V5261 Hearing aid, digital, binaural, bte RR P, R Yes 3 years

V5264 Ear mold/insert, not disposable, any type |[RT, LT, 50| P No For recipients under 18 years of

age: three ear molds per
hearing aid per year

For recipients 18 years of age
and older: one ear mold per
hearing aid per year

V5266 Battery for use in hearing device g** No 12 per month

V5267 Hearing aid supplies/accessories RT, LT, 50| " P Yes 3 years

V5273 Assistive listening device, for use-with P Yes 1 per 3 years >
cochlear implant S

V5274  |Assistive listening device, not otherwise P Yes 1 per 3 years <
specified 3

V5275 Ear impression, each RT, LT P No For recipients under 18 years of

age: three ear molds per
hearing aid per year

For recipients 18 years of age
and older: one ear mold per
hearing aid per year

V5299*** |Hearing service, miscellaneous P Yes

* RR = Rental hearing aid. The maximum allowable fee for all rentals is $27.34 per 30-day period. All rented hearing
instruments require PA. Wisconsin Medicaid does not reimburse providers for dispensing fees for rental hearing instruments.

**  Submit claims for procedure code V5266 using TOS “9” (Other). Batteries for use in hearing devices are listed in the
Disposable Medical Supplies Index.

*** When submitting claims for these codes, hearing instrument specialists are required to complete Elements 17 and 17a of the
CMS 1500 claim form. Refer to Appendix 16 of this handbook for more information.
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Appendix 3

Hearing Instrument Packages, Limitations, and Prior Authorization
Requirements

Hearing Services/ltems Life Limitations Prior
Instrument Included in Expectancy™ Authorization
or Service Wisconsin Required?
Medicaid’s

Reimbursement

Wisconsin Medicaid .
Monaural : . One hearing Yes.
reimburses for:

hearing aid aid every

package. < Monaural three years.
hearing aid.
* One ear mold.
* One package of
batteries.
Binaural Wisconsin Medicaid Two hearing Yes.

: : reimburses for: /
hearing aid aids every

package. «  Binaural three years.

hearing aid.
e Two ear molds.
* Two packages
of batteries.

>
o
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@
S
=
<

*Prior authorization isrequired for the replacement of any hearing instrument prior to the instrument’slife expectancy
(e.g., replacing a hearing aid with alife expectancy of three years within one year of purchase).
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Appendix 3
(Continued)

Hearing Items/Services Life Expectancy* Limitations Prior
Instrument or Included in Authorization
Service Wisconsin Required?
Medicaid’s
Reimbursement
Hearing Wisconsin Medicaid For recipients Ear molds are not Only if replaced
instrument reimburses for under age 18: separately sooner than life
accessories are: | hearing instrument Three earmolds per | reimbursable at the | expectancy
. accessories separate | hearing aid, two time of initial indicates.
+ Single cord. L . : X
. Y-cord from the initial smglg cords per hearing aid
: package. hearing aid, and purchase.
e Harness.
two Y-cords per
= New recipient per year
receiver. '
e Bone -
. For recipients over
conduction .
. . age 18: One
receiver with earmold per
headband. 10ld p
hearing aid, one
single cord per
hearing aid, and
one Y-cord per
recipient per year.
For all-recipients:
One harness, one
new receiver per
hearing aid, and
one bone-
conduction receiver
with headband per
recipient per year.
Assistive Wisconsin Medicaid One ALD every No dispensing fee. Yes.
Listening Device | reimburses for: three years.
(ALD). e  One ALD.

*Prior authorization isrequired for the replacement of any hearing instrument prior to the instrument’slife expectancy
(e.g., replacing a hearing aid with alife expectancy of three years within one year of purchase).
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Appendix 3

(Continued)

Hearing Items/Services Life Limitations Prior
Instrument Included in Expectancy™ Authorization
or Service Wisconsin Required?

Medicaid’s
Reimbursement
Dispensing of a | The dispensing fee A performance check is | Yes.
hearing aid includes: required to receive
(dispensing . Initial office W!scon5|n Medicaid
fee). . reimbursement.
visit, ear mold
Impression and Wisconsin Medicaid
fitting of the :
: does not reimburse a
proper hearing : . )
aid. dispensing fee for:
*  One-year * Rented hearing
warranty. instruments.
*  Up to five post- * Assistive listening
fitting follow-up devices.
office visits as
necessary for
adjustments
and hearing aid
orientation.
Hearing Wisconsin Medicaid | Minor repairs are Wisconsin. Medicaid Only if replaced
instrument reimburses for: covered once per does not reimburse for: | sooner than life
repairs. *  Minor repairs. six-month period, * Repairs on rented faxp_ectancy
. [ when performed g indicates.
* Major repairs. items.
by the same X .
. *  Minor and major
provider on the : .
. repairs provided on
same instrument.
the same date of
. . service.
Major repairs are . .
* Repairs on items
covered once per
that are covered
twelve-month
. under warranty.
period, when
performed by the
same provider on
the same
instrument.
Recasing or Wisconsin Medicaid | Recasing or Wisconsin Medicaid will | Only if replaced
Replacing. reimburses for replacing is not reimburse for a sooner than life
recasing or covered once per recasing or expectancy
replacing of hearing | 24 months, per replacement unless indicates.
instruments. recipient, per performed with a major
provider. repair.

*Prior authorization isrequired for the replacement of any hearing instrument prior to the instrument’s life expectancy
(e.g., replacing a hearing aid with alife expectancy of three years within one year of purchase).
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Appendix 4

Place of Service and Type of Service Codes for Audiology and Hearing
Instrument Services

Wisconsin Medicaid Allowable Place of Service (POS) Codes
POS Code Description
0 Other
2 Outpatient Hospital
1 Inpatient Hospital
3 Office
4 Home
7 Nursing Home
8 Skilled Nursing Facility
B Ambulatory Surgical Center

Wisconsin Medicaid Allowable Type of Service (TOS) Codes
TOS Code Description
1* Medical
9of Other
P Purchase New Durable Medical Equipment (DME)
R Rent DME

*Typeof servicecode*1” should only be used by audiologists. Wisconsin Medicaid will not
reimburse claims from hearing instrument specialiststhat indicate TOS* 1.”

TProviders should only indicate TOS“9” when submitting claimsfor hearing aid batteries.
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Appendix 5

Letter Sent to Recipients Upon Approval of a
Prior Authorization Request for a Hearing Instrument

(A copy of the L etter Sent to RecipientsUpon Approval of aPrior Authorization Request
foraHearing Instrument islocated onthefollowing page.)

>
o
e,
o)
=)
=
<

Hearing Services Handbook & August 2003 51



DIVISION OF HEALTH CARE FINANCING

1WEST WILSON STREET
PO BOX 309
MADISON WI 53701-0309

Jim Doyle
Governor
. . Telephone: 608-266-8922
State of Wisconsin FAX: 608-266-1096
Helene Nelson TTY: 608-261-7798
Secretary Department of Health and Family Services www.dhfs. state.wi.us

Dear Recipient:

Enclosed are the Wisconsin Medicaid authorization formsfor hearing aidsthat your Audiol ogist or Hearing Instrument
Specidist requested. Please take these formsto the Wisconsin Medicaid certified Audiol ogist/Hearing Instrument Specialist
of your choice. Thiswill alow you to obtain your authorized hearing aid. TheAudiol ogist/Hearing Instrument Specialist will
completethe necessary billing forms.

Sincerdly,

WisconsnMedicaid
Prior Authorization Unit

Enclosures

X
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Wisconsin Medicaid
6406 Bridge Rd
Madison WI 53784
(608) 221-4746
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Appendix 6

Prior Authorization Request Form (PA/RF)
Completion Instructions for Audiology Services

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

Recipients arerequired to give providersfull, correct, and truthful information for the submission of correct and
completeclaimsfor Medicaid reimbursement. Thisinformationwill include, butisnot limited to, information
concerning eligibility status, accurate name, address, and Medicaid identification number (HFS 104.02[4], Wis. Admin.
Code).

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

Providers may submit PA requests, along with the Prior Authorization/Therapy Services Attachment (PA/TA), by fax
to Wisconsin Medicaid at (608) 221-8616; or, providers may submit PA requests with attachmentsto:

WisconsinMedicaid
Prior Authorization

Ste 88

6406 Bridge Rd
MadisonWI 53784-0088

The provision of servicesthat are greater than or significantly different from those authorized may result in
nonpayment of thebilling claim(s).
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Element 1 — Processing Type

Enter processing type 113; this codeis for audiology services. The processing typeis athree-digit code used to
identify a category of service requested.

Element 2 — Recipient’s Medical Assistance ID Number

Enter the recipient’s 10-digit Medicaid identification number. Do not enter any other numbers or letters. Use the
recipient’sMedicaid identification card or the Eligibility Verification System (EVS) to obtain the correct
identification number.

Element 3 — Recipient’s Name

Enter the recipient’ slast name, followed by hisor her first name and middle initial. Use the 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 Address

Enter the complete address of the recipient’s place of residence, including the street, city, state, and Zip code. If the
recipient isaresident of anursing home or other facility, include the name of the nursing home or facility.
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Element 5 — Date of Birth

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

Element 6 — Sex

Enter an “X” in the appropriate box to specify whether the recipient is male or female.

Element 7 — Billing Provider Name, Address, Zip Code

Enter the name and complete address (street, city, state, and Zip code) of the billing provider. The name listed in this
element must correspond with the Medicaid provider number listed in Element 9. No other information should be
entered in this element, since it also serves as a return mailing label.

Element 8 — Billing Provider Telephone Number

Enter the telephone number, including the area code, of the office, clinic, facility, or place of business of the billing
provider.

Element 9 — Billing Provider No.

Enter the eight-digit Medicaid provider number of the billing provider. The provider number in this element must
correspond with the provider name listed in Element 7.

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.

Element 11 — Dx: Secondary

Enter the appropriate secondary 1CD-9-CM diagnosis code and description-relevant to the service/procedure
requested, if applicable.

Element 12 — Start Date of SOI (not required)
Element 13 — First Date Rx (not required)
Element 14 — Procedure Code
Enter the appropriate procedure code for each service or procedure requested.
Element 15 — MOD

Enter the modifier corresponding to the procedure codelisted if amadifier isrequired by Wisconsin Medicaid.
Element 16 — POS

Enter the appropriate place of service (POS) code designating where the requested service or procedure would be
provided/performed/dispensed.

Element 17 — TOS

Enter the appropriate type of service (TOS) code for each service or procedure requested.

Element 18 — Description of Service

Enter awritten description corresponding to the appropriate procedure code for each service or procedure
requested.
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Element 19 — QR

Enter the appropriate quantity (e.g., number of services) requested for the procedure code listed.
Element 20 — Charges

Enter your usual and customary charge for each service or procedure requested. If the quantity is greater than
“1.0,” multiply the quantity by the charge for each service or procedure 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 Terms of Provider
Reimbursement issued by the Department of Health and Family Services.

Element 21 — Total Charge

Enter the anticipated total charge for this request.

Element 22 — Billing Claim Payment Clarification Statement

An approved prior authorization does not guarantee payment. Reimbursement is contingent upon eligibility of the
recipient and provider at the time the service is provided and the completeness of the claim information. Payment
will not be made for servicesinitiated prior to approval or after authorization expiration date. Reimbursement will be
in accordance with Medicaid payment methodology and policy. If therecipient isenrolled inaMedicaid HMO at the
timeaprior authorized serviceisprovided, Wisconsin Medicaid reimbursement will be allowed only if the serviceis
not covered by the HMO.

Element 23 — Date

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

Element 24 — Requesting Provider Signature

>
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Therequesting provider’ soriginal signatureisrequired in thiselement.

Do not enter any information below the signature of the requesting provider — this space is reserved for
Wisconsin Medicaid consultants and analysts.
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Appendix 7

Sample Prior Authorization Request Form (PA/RF)

(A copy of thePrior Authorization Form [PA/RF] islocated onthefollowing page.)
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MAIL TO: PRIOR AUTHORIZATION REQUEST FORM 1 PROCESSING TYPE

E.D.S. FEDERAL CORPORATION

PRIOR AUTHORIZATION UNIT PA/RF | (Do NOT WRITE IN THIS SPACE)

6406 BRIDGE ROAD ICN # 113
SUITE 88 AT #

MADISON, WI 53784-0088

PA.# 1234567

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 INIT!AL)
Recipient, Im A. Anytown, W1 55555

5 DATE OF BIRTH 6 SEX 8 BILLING PROVIDER TELEPHONE NUMBER
MM/DD/YY vl ] riX] (XXX ) XXX-XXXX

7 BILLING PROVIDER NAME, ADDRESS, ZIP CODE: 9 BILLING PROVIDER NO.
Im A. Provider miz.igﬁizyl
555 Circle Dr '

389.10 Sensorineural Hearing L oss, Unspecified
11 DX: SECONDARY

Anytown, W| 55555

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
92506 3 1 Evaluation of Speech and L anguage 1 XX. XX
92507 3 1 Aural Rehabilitation 6 XX.XX
= 21
Il >> An approved authorization does not guarantee payment. CL?\EC%E XXX XX
8_ Reimbursement is contingent upon eligibility of the
<DE_ 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.

. MM/DDIYY ”e T, T dun.

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 8

Prior Authorization / Therapy Attachment (PA/TA)
Completion Instructions

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

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

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

The use of thisform is voluntary and providers may develop their own form aslong asit includes al the information and is formatted exactly
like thisform. If necessary, attach additional pagesif more space is needed. Refer to your service-specific handbook for service restrictions and
additional documentation requirements. Provide enough information for Wisconsin Medicaid medical consultantsto make areasonable judgement
about the case.

Each provider must submit sufficient detailed information. Sufficient detailed information on a PA request means enough clinical information
regarding the recipient to meet Wisconsin Medicaid's definition of “medically necessary.” “Medically necessary” isdefined in HFS 101.03(96m),
Wis. Admin. Code. Each PA request is unique, representing a specific clinical situation. Therapists typically consider a number of issues that
influence a decision to proceed with therapy treatment at a particular frequency to meet a particular goal. Those factors that influence treatment
decisions should be documented on the PA request. Medicaid therapy consultants will consider’ documentation of those same factors to
determine whether or not the request meets Wisconsin Medicaid's definition of “medically necessary.” Medicaid consultants cannot “fill in the
blanks’ for a provider if the documentation is insufficient or unclear. The necessary level of detail may vary with each PA request and within the
various sections of a PA request.

These directions are formatted to correspond to.each required element.on the Prior Authorization/Therapy Attachment (PA/TA). The bold
headers directly reflect the name of the element on the PA/TA. The proceeding text refl ectsinstructions, hints, examples, clarification, etc. that
will help the provider document medical necessity in sufficient detail.

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

Wisconsin Medicaid
Prior Authorization

Ste 88

6406 Bridge Rd

Madison WI 53784-0088

SECTION I — RECIPIENT /7 PROVIDER INFORMATION
Enter thefollowing information into the appropriate box:
Element 1 — Name — Recipient (Last, First, Middle Initial)

Enter therecipient’ slast name, first name, and middleinitial. UseWisconsin Medicaid’ sEligibility Verification
System (EV'S) to obtain the correct spelling of the recipient’s name. If the name or the spelling of the name on
the Medicaid identification card and the EV'S do not match, use the spelling from the EV S. Refer to the Provider
Resources section of the All-Provider Handbook for ways to access the EVS.
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Element 2 — Recipient Medicaid Number

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

Element 3 — Age — Recipient

Enter the age of the recipient in numerical form (e.g., 16, 21, 60).

Element 4 — Name and Credentials — Therapist

Enter the treating therapist’s name and credentials. If the treating therapist is a therapy assistant, enter the name of
the supervising therapist and the name of the therapy assistant.

Element 5 — Therapist’s Medicaid Provider No.

Enter the treating therapist’s eight-digit Medicaid provider number. If the treating therapist is the therapy

assistant, enter the provider number of the supervising therapist. Rehabilitation agencies do not indicate a performing
provider number.

Element 6 — Telephone No. — Therapist

Enter the treating therapist’ s telephone number, including area code and extension (if applicable). If the treating
therapist is atherapy assistant, enter the telephone number of the supervising therapist.

Element 7 — Name — Referring / Prescribing Physician

Enter the referring or prescribing-physician’s name.

Be sure:

*  Therecipient'sname and Medicaid identification number match.
*  Therecipient’'sMedicaididentification number has 10 digits.

e Therecipientiscurrently Medicaid eligible.

*  Theprovider'snameand Medicaid identification number match.
e Theprovider’sMedicaid number haseight digits.

Note: All of thisinformation in this section must be complete, accurate, and exactly the same asthe
information from Medicaid’s EV'S and on the PA/RF before your PA request is forwarded to a Medicaid
consultant. Incomplete or inaccurate information will result in areturned PA request.

Element 8 — Requesting Prior Authorization For Physical Therapy, Occupational Therapy,
Speech and Language Pathology

Check the appropriate box on the PA/TA for the type of therapy service being requested.

Element 9 — Total Time Per Day Requested

Enter the anticipated number of minutes atypical treatment session will require. It is expected the requested minutes
per session will be consistent with therecipient’ s history, age, attention span, cognitive ability, medical status,
treatment goal s, procedures, rehabilitation potential, and any other intervention the recipient receives. Intensity of
intervention is determined by rate of change, rather than level of severity.

Element 10 — Total Sessions Per Week Requested
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Enter the number of treatment days per week requested. It is expected the requested number of treatment days per
week will be consistent with the recipient’ shistory, medical status, treatment goal s, rehabilitation potential, and any
other intervention the recipient receives. Intensity of intervention is determined by rate of change, rather than level
of severity.

Element 11 — Total Number of Weeks Requested

Enter the number of weeks requested. The requested duration should be consistent with the recipient’s history,
medical status, treatment goals, rehabilitation potential, and any other intervention the recipient receives. The
requested duration SHOULD CORRESPOND TO THE NUMBER OF WEEKS REQUIRED TO REACH THE
GOALS IDENTIFIED IN THE PLAN OF CARE (POC). Intensity of intervention is determined by rate of change,
rather than level of severity.

Element 12 — Requested Start Date

Enter the requested grant date for this PA request in MM/DD/YYYY format.
SECTION 11 — PERTINENT DIAGNOSES /7 PROBLEMS TO BE TREATED

Element 13 — INSTRUCTIONS: Provide a description of the recipient’s current treatment
diagnosis, any underlying conditions, and problem(s) to be treated, including dates of onset.

Indicate the pertinent medical diagnoses that relate to the reasons for providing therapy for the recipient at thistime
AND any underlying conditions that may affect the POC or outcome (e.g., dementia, cognitive impairment,
medications, attention deficits). Include dates of onset for all diagnoses: | the date of onset is unknown, state
“unknown.”

If this documentation ison a previous PA request and is still valid, indicate “this documentation may be found on PA
No. XXXXXXX.” Providers should review thisinformation for accuracy each time that they submit a PA request.

Note: Avoid copying the same information on subseguent PA requests without verifying that the information
continues to be accurate. A PA request may be returned if it appears as if there has been no change
documented under Section 11, but other sections of the PA suggest there have been some changes to the
recipient’ smedical/functional condition/need.
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Example 1: A recipient without cognitive impairment may attain agoal to learn atask in oneto threevisits.
However, achieving the same treatment goal for acognitively impaired recipient may require additional visits.
Knowledge of therecipient’ s cognitive abilitiesiscritical to understanding the need for the requested additional
vigts.

Example 2: When the recipient has amedical diagnosis, such as Parkinson’ s disease or pervasive developmental

disorder, it is necessary to document the medical diagnosisAS WELL ASthe problem(s) being treated. Listing
problem(s) to be treated without amedical diagnosis, or vice versa, isinsufficient.

SECTION 111 — BRIEF PERTINENT MEDICAL / SOCIAL INFORMATION

Element 14 — INSTRUCTIONS: Include referral information, living situation, previous level
of function, any change in medical status since previous PA request(s), and any other
pertinent information.
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The Medicaid consultant needs to understand the complete “picture” of the recipient and takes into consideration the
recipient’ s background, personal needs, status, change in status, etc. Sufficient, but pertinent, documentation of a
recipient’ smedical/social statusmay include:

» Conditionsthat may affect the recipient’s outcome of treatment.

o Bvidencethat thisrecipient will benefit from therapy at thistime.

*  Reasonswhy aMedicaid-reimbursed serviceis being requested at thistime (thisis helpful when thisisnot anew
diagnosisor isacontinuing episode of carefor thisrecipient).

The provider’ s documentation must include the factors considered when devel oping the recipient’s POC. Such
factors may be:
* Reasons for referral.

» Referral source(e.g., asecond opinion, nursing having difficulty with carry-over program, school therapist
referred because school does not have equipment to make orthotics).

»  Reason(s) the recipient’s medical needs are not met under current circumstances.

»  Recent changes (e.g., change in medical status, change in living status) with reference dates.
* Recipient'sgod (e.g., recipient’'s motivation to achieve anew goa may have changed).

*  Recipient’sliving Situation.

» Resdence(e.g., nursing homevs. independent living).

e Caregiver (whoisproviding care[specific name not required], how frequently available, ability to follow through with
instructions, tc.).

» If caregiver isrequired — the level of assistance required, the amount of assistance required, the type of assistance
required.

»  Degreeof family support.
e Equipment and/or environmental adaptationsused by therecipient.
»  Brief history of therecipient’s previousfunctional status.
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e Priorlevel of function.

» Leve of function after last treatment episode with reference dates.

e Cognition/behavior/compliance.

e Any other pertinent information that indicates a need for therapy services at thistime.

SECTION IV — PERTINENT THERAPY INFORMATION

Element 15 — INSTRUCTIONS: Document the chronological history of treatment provided for
the treatment diagnoses (identified under “I11”), dates of those treatments, and the
recipient’s functional status following those treatments.

Summarize previous episodes of care, if applicable, inthe chart provided in this section. If thisisanew patient,
include history taken from the recipient, recipient’ s caregivers, or patient file. Include knowledge of other therapy
services provided to the recipient (e.g., if requesting a PA for speech and language pathol ogy, include any
occupational therapy or physical therapy (PT) the recipient may have received as well). Be concise, but informative.

Element 16 — INSTRUCTIONS: List other service providers that are currently accessed by
the recipient for treatment diagnoses identified under “11,” (i.e., home health, school,
behavior management, home program, dietary services, therapies). Briefly document the
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coordination of the therapy treatment plan with these other service providers.
Documentation may include telephone logs, summarization of conversations/written
communication, copies of plans of care, staffing reports, received written reports, etc.

Document the coordination of the therapy treatment plan with other service providers that may be working to
achieve the same, or similar, goals for the recipient. If there are no other providers currently treating the recipient,
indicate “ not applicable” in the space provided.

Element 17 — INSTRUCTIONS: Check the appropriate box (on the PA/TA) and circle the
appropriate form, if applicable:

(3 Thecurrent Individualized Education Program (IEP)/Individualized Family Service Plan (IFSP) /
Individual Program Plan (IPP) is attached to this PA request.

The current |EP/IFSP/IPP is attached to PA Number
There is no |EP/IFSP/IPP because
Co-treatment with another therapy provider is within the POC.

aaag

O Referenced report(s) is attached (list any report[s])

The |EP, IFSP, and IPP are reports used as follows:

e Individualized Education Plan— A written plan for a3- to 21-year-old child who receives exceptiona education
servicesinschooal.

* Individuaized Family ServicePlan— A written plan for a0-to 3-year-old child who receives therapy services
through the Birth to Three Program.

* Individuaized Program Plan — A written active treatment plan for individua swho resdein an Intermediate Care
Fecility for the Mentdly Retarded (ICF-MR).

Submission of the |EP, IFSP, and IPPwith the PA request is required if the recipient is receiving services that
require one of the above written plans.
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This section isincluded as a quick reference to remind providers to attach the necessary documentation materials to
the PA request and to remind providers to document cotreatment, if applicable, in their POC.

Cotreatment is when two therapy types provide their respective services to one recipient during the same treatment
session. For example, occupational therapists and physical therapists treat the recipient at the same time or
occupational therapists and speech-language pathol ogists treat the recipient at the same time. It is expected the
medical need for cotreatment be documented in both providers' plans of care and both PA requests are submitted in
the same envelope.

Other “referenced reports’ may be swallow studies, discharge summaries, surgical reports, dietary reports,
psychology reports, etc. These reports should be submitted with the PA request when the information in those
reports influenced the provider’s treatment decision making and were referenced elsewhere in the PA request. PA
requests submitted without the required or referenced documentation attached to the PA request will be returned to
the provider.

SECTION V — EVALUATION (COMPREHENSIVE RESULTS OF FORMAL / INFORMAL TESTS
AND MEASUREMENTS THAT PROVIDE A BASELINE FOR THE RECIPIENT'S FUNCTIONAL
LIMITATIONS)
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Element 18 — INSTRUCTIONS: Attach a copy of the initial evaluation, or the most recent
evaluation or re-evaluation; or indicate with which PA number this information was
previously submitted.

J Comprehensive initial evaluation attached. Date of initial comprehensive evaluation
J Comprehensive initial evaluation submitted with PA number

J Current re-evaluation attached. Date of most current evaluation or re-evaluation(s)
3 Current re-evaluation submitted with PA number

A copy of the comprehensive evaluation for the current episode of care (for the current problem being treated) must
be included with the PA request or submitted previously with another PA request, regardless of when treatment was
initiated, and regardless of the reimbursement source at the time of the comprehensive evaluation. An evaluation
defining therecipient’ soverall functional abilitiesand limitations with baseline measurements, fromwhichaPOC s
established, is necessary for the Medicaid consultant to understand the recipient’ s needs and the request.

Theinitial eval uation must:

(1) Establish abaselinefor identified limitations— Provide baseline measurementsthat establish a

performance (or ability) level, using units of objective measurement that can be consistently applied when
reporting subsequent status. It is very important to use consistent units of measurement throughout documentation,
or be able to explain why the units of measurement changed.

Example 1: If the functional limitation is* unableto brush teeth,” the limiting factor may be due to strength, range of
motion, cognition, sensory processing, equipment needs, etc. The baseline should establish the status of identified
limiting factors. Such factorsmay-inelude:

»  Range of motion measurementsin degrees.
» Eye-hand coordination as measured by-a testing tool or units of speed and accuracy.

*  Ora senditivity as measured by an assessment tool or type of reaction to specific kinds of textures or temperatures at
specificora cavity/teeth location.

»  Graspdeficitsincluding type of grasp and grip strength.

Later on, subsequent progress must be described using the same terms (e.g., grip strength increased by two
pounds).

Example 2: If thefunctional limitationis*unableto sitlong enough to engagein activities,” indicate “ the recipient can
short sit for two minutes, unsupported, before losing his balance to the left.” Later on, progress can be documented
in terms of time.

(2) Relatethefunctional limitationsto anidentified deficit — The evaluation must be comprehensive enough that
another, independent clinician would reasonably reach the same conclusion regarding the recipient’ sfunctional
limitation.

Example 1: The recipient is referred to therapy because “she doesn’t eat certain types of foods.” The evaluation
should clearly indicate the reason for not eating those certain foods. A deficit has not been identified if testing
indicates the recipient only eats Food “B.” Some deficit examples (for not eating a variety of foods) are: cleft palate,
oral defensiveness, lip closure, tongue mobility, an aversion to food, aspiration, attention span, recipient is G-tube fed
and istherefore not hungry. The identified deficit must be objectively measured and quantified (i.e., abaseline—
see above).
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Example 2: Therecipient isreferred to therapy because “he cannot go up and down stairs safely.” The evaluation
should clearly indicate the reasonsfor thisfunctional limitation. A deficit has not been identified if the results of
testing indicate the recipient can only step up threeinches. Strength, range of motion, balance, sensory processing,
motivation, etc., must be assessed and documented to identify the deficit causing the functional limitation (i.e.
objectively tested, measured, and quantified on the evaluation).

A re-evaluation is the process of performing selected tests and measures (after the initial evaluation) in the targeted
treatment area(s) to evaluate progress, functional ability, treatment effectiveness, and/or to modify or redirect
intervention. The re-evaluation must be submitted with the PA request whenever it is necessary to update the
recipient’s progress/condition. Use of the same tests and measurements as used in the initial evaluation is essential
to review status/progress. If new tests or measurements are used in the re-evaluation, explain why a different
measurement tool was used.

SECTION VI — PROGRESS

Element 19 — INSTRUCTIONS: Describe progress in specific, measurable, objective, and
functional terms (using consistent units of measurement) that are related to the goals/
limitations, since treatment was initiated or last authorized.

(If thisinformation is concisely written in other documentation prepared for your records, attach and write “see
attached” in the space.)

Document the goal or functional limitation in the left column on the PA/TA. Indicate the corresponding status for
that goal or limitation as of the-previous PA request or since treatment was initiated (whichever is most recent)
in the middle column on the PA/TA. Indicate the corresponding status of that goal or limitation as of the date of the
current PA request (do net use “amonth-ago”or “when last seen” or “when last-evaluated”) in the third column of
the PA/TA. Progress relates to the established baseline, previous goals, and identified limitations. Use the same tests
and measurements as those units of measurement used in the baseline description.

The following information is necessary to evaluate the medical necessity of the PA request:
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*  Progress documented in specific, measurable, objective terms.

» Useof wordsthat are specific, measurable, or objective words such as: better, improved, calmer, happier, pleasant,
less'more, not asgood, not asreliable, longer, more prolonged, and “ goa not met” are not specific, measurable, or
objective. These do not convey to the Medicaid consultant if or how much progress has been achieved. Thefollowing
examples are specific, measurable and objective:

Example 1: Strength increased from POOR to FAIR, as determined with aManua Muscle Test.
Example 2: Speechintelligibility improved from 30% to 70%, per standardized measurement.
»  Consistent use of the same tests and measurements and units of measurement.

Example: A progress statement that notes the recipient can now eat hamburgers does not correlate to his goal of
articulation and the basdline established for articul ation.

*  Progress must demonstrate the recipient haslearned new skills and therefore has advanced or improved in function as
a result of treatment intervention. “ If treatment of underlying factors, such as increase in endurance, strength or
range of motion or decrease in pain does not improve the performance of functional activities, then
improvement is not considered to be significant.” (Acquaviva, p. 85).

“Significant functional progress: Must result from treatment rather from maturation or other uncontrolled factors, must
bereal, not random, must beimportant, not trivia” (Bain and Dollaghan).
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»  Significant functional progress must have been demonstrated within the past six monthsfor continued therapy PA
approval. Prior authorization requestsfor treatment when the reci pient has not advanced or improved function within
six months cannot be approved, HFS 107.16(3)(e)1, HFS 107.17(3)(e)1, and HFS 107.18(3)(e)1, Wis. Admin. Code.

*  Prior authorization requests for maintenance therapy must demonstrate the functional purpose (medica necessity) of
treatment, as” progress’ isnot necessarily applicable to maintenance programs. The Medicaid consultant will 1ook for
evidencethat thereisacontinued functional purposefor the recipient asaresult of skilled therapeutic intervention, in
accordance with the Wisconsin Administrative Code and applicable Wisconsin Medicaid and Badger Care Updates.

SECTION VII — PLAN OF CARE

Element 20 — INSTRUCTIONS: ldentify the specific, measurable, objective, and functional
goals for the recipient (to be met by the end of this PA request); and

(1) thetherapist-required skills/treatment techniques that will be used to meet each goal; and

(2) designate (with an asterisk[*]) which goals are reinforced in a carry-over program.

(If the POC is concisely written in other documentation prepared for the recipient’s records, attach and write “see
attached” in the space provided.)

Examplesfor thissectioninclude:

1. GOAL: Clientwill be80% intelligiblein conversation asjudged by an unfamiliar listener.
POC: Oral motor exercises, environmental cues, articul ation skills.

2. GOAL: Client will increase vocabulary with five new words as reported by parent.
POC: Sing songs, read books, use ad) ectives and adverbs in conversation.®

3. GOAL: Client will ascend stairsreciprocally without assistance.
POC: Gastrocnemiusand gluteus medius strengthening.

4. GOAL: Client will transfer into and out of tub with verbal cues.
POC: Prepare bathroom and client for transfer, provide consistent verbal cues as rehearsed in PT.*

5. GOAL.: Client will demonstrate ahility to button¥2-inch button on dress shirt independently using any pinch pattern.
POC: Graded finger grasp/pinch strengthening, eye-hand coordination, and bilateral hand use.

6. GOAL: Client will catch/throw a10” ball.
POC: Practice play catchwhilesitting using avariety of objects, e.g., Nerf bal, plastic ball, beach ball, volleyball,
baloon.*

Itisvery important to:

e Useconsstent units of measurement.
*  Document those elements of atreatment plan that only askilled therapist could implement (e.g., 1, 3, and 5 above).

*  Dedgnate (with an asterisk [*]) those god s or interventions you have instructed other caregivers or the recipient to
incorporateinto the recipient’susual routinein their usua environment (such as 2, 4, and 6 above wherekicking abal,
jumping, throwing aball, building endurance, rote activities, who/what/where questions, using appropriate pronouns,
choosing new foods, etc., are part of the overal POC).

*  Writegoalscons stent with functiona limitationsand identified deficit asdescribed in the eval uation and status
statements (Section V) or progress section (Section V1).
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Example: Theevaluation identified thefunctional limitation and deficits corresponding to the above examples.
Examplesof limitationsand deficitsmay include:

1. Thedlientisnotintelligiblein conversation dueto poor tongue control.

The 24-month-old client cannot express his needs because he has the vocabulary of a 16-month-old.

The client cannot get to his bedroom independently because of POOR muscle strength.

The client cannot safely get into the bathtub because he has poor short-term memory and iseasily distractible.

The client cannot dress independently because of decreased fine-motor skills as tested on the Peabody and he lacks
all functional pinch patterns.

6. Theclient cannot use hands/armsbilaterally because of poor |eft upper-extremity proximal stability.

g s~ w D

SECTION VII — REHABILITATION POTENTIAL

Element 21 — INSTRUCTIONS: Complete the following sentences based upon the
professional assessment.

(1) Upondischarge from this episode of care, the recipient will be able to

Describe what the recipient will be able to FUNCTIONALLY DO at the end of this episode of care (not
necessarily the end of the PA request), based upon the professional assessment. Discharge planning begins at the
initial evaluation. At theinitial evaluation the therapist should be able to determine the amount/type of changethe
recipient is capable of making based upon all the factors presented at the evaluation. Statements such as “will be
ageappropriate,” “will resume prior level of function,” “will haveeffectsof multiplesclerosisminimized,” or “will
eat all foods’ are vague and frequently are not achievable with the patient popul ation therapists encounter. More
recipient-specific or definitive statements of prognosiswould be the following examples:

e “Returnto hometo live with spouse support.”

* “Communicate basic needs and wants with her peers.”

e “Goupgairsto hisbedroom by himself.”

* “Get dressed by herself.”

e “Wak inthe community with standby ass stance for safety.”

»  “Walk to the dining room with or without assistive device and the assistance of anurse’'saide.”
e “Swallow pureed foods.”
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(2) Upondischarge from this episode of care, the recipient may continue to require the
following supportive services

Indicate what community or therapy services the recipient may continue to require at the end of this episode of care.
Examplesinclude:

e “Range of motion program by caregivers.”

* “Infrequent (be specific) screening by therapist to assure maintenance of skills.”

* “A communication book.”

e “Behavior management services.”

* “Dietary consultation.”

e “Supervision of <atask> by acaregiver.”
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(3) Therecipient/recipient’s caregivers support the therapy POC by the following

activities and frequency of carryover

Describe what activities the recipient and/or caregivers do/do not do with the recipient that will affect the outcome
of treatment.

(4) Itisestimated this episode of care will end (provide approximate end time)

Establish an anticipated time frame for the recipient to meet his/her realistic functional goals (e.g., two weeks,
two months, two years).

These specific questions are asked to avoid one-word responses (e.g., “good”). Information beyond a one-word
response provides the Medicaid consultant with additional detail that supports the justification that therapy services
are necessary to meet the recipient’s goals. Wisconsin Medicaid recognizes the statements in this section are
considered professional judgments and may not reflect the actual outcome of treatment.

Element 22 — SIGNATURE — Physician

The providing therapist’ s signature is required at the end of the PA/TA.
Element 23 — Date Signed

Enter the month, day, and year the PA/TA was signed (in MM/DD/YYY'Y format).
Element 24 — SIGNATURE — Recipient or Recipient Caregiver (optional)

Therecipient’s, or recipient’s caregiver’s, signature is optional at thistime, but is encouraged (as a meansto review
what has been requested on the recipient’s behalf-on the PA request).

Element 25 — Date Signed

Enter the month, day, and year the PA/TA was signed (in MM/DD/YYYY format). If the required documentation
ismissing from the request form, the request is returned to the provider for the missing information.

REMINDER: The PA/RF must be filled out completely (i.e., all sections completed). Attach the completed
PA/TA and any other documentation to the PA/RF.
REFERENCES
Bain and Dollaghan (1991). Language, Speech and Hearing Servicesin Schools, 13

Acquaviva, J.D., ed. (1992). Effective Documentation for Occupational Therapy. Rockville, Maryland, The
American Occupational Therapy Association, Inc.

Moyers, P.A. (1999). “The Guide to Occupational Therapy Practice.” American Journal of Occupational Therapy
(Special Issue), 53 (3)

American Physical Therapy Association, 2001, Guide to Physical Therapist Practice, Physical Therapy, 81 (1)
American Physical Therapy Association, 1997, Guide to Physical Therapist Practice, Physical Therapy, 77 (11)
American Speech-Language and Hearing Association, 1997, Cardinal Documents

American Occupational Therapy Association Standards of Practice

American Physical Therapy Association Standards of Practice

American Speech-Language and Hearing Association Standards of Practice
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Appendix 9
Prior Authorization / Therapy Attachment (PA/TA)

(ThePrior Authorization/ Therapy Attachment [PA/TA] islocated onthefollowing pages.)
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DEPARTMENT OF HEALTH AND FAMILY SERVICES STATE OF WISCONSIN
Division of Health Care Financing (800) 947-9627
HCF 11008 (Rev. 01/03)

WISCONSIN MEDICAID

PRIOR AUTHORIZATION/THERAPY ATTACHMENT (PA/TA)

Providers may submit prior authorization (PA) requests by fax to Wisconsin Medicaid at (608) 221-8616; or, providers may send the
completed form with attachments to: Wisconsin Medicaid, Prior Authorization, Suite 88, 6406 Bridge Road, Madison, W1 53784-0088.
Instructions: Type or print clearly. Before completing this form, read the Prior Authorization/Therapy Attachments (PA/TA) Completion
Instructions (HCF 11008A).

SECTION | — RECIPIENT / PROVIDER INFORMATION

1. Name — Recipient (Last, First, Middle Initial) 2. Recipient Medicaid Number 3. Age — Recipient

4. Name and Credentials — Therapist 5. Therapist's Medicaid Provider No. | 6. Telephone No. — Therapist

7. Name — Referring / Prescribing Physician 8. Requesting PA for

[Physical Therapy [lOccupational Therapy [ISpeech and Language Pathology

9. Total Time Per Day Requested 10. Total Sessions Per Week Requested

11. Total Number of Weeks Requested 12. Requested Start Date

SECTION Il — PERTINENT DIAGNOSES / PROBLEMS TO BE TREATED

13. INSTRUCTIONS: Provide a description of the recipient’s current treatment diagnosis, any underlying conditions, and problem(s) to
be treated, including dates of onset.

SECTION Il — BRIEF PERTINENT MEDICAL / SOCIAL INFORMATION

14. INSTRUCTIONS: Include referral information, living situation, previous level of function, any change in medical status since
previous PA request(s), and any other pertinent information.

SECTION IV — PERTINENT THERAPY INFORMATION

15. INSTRUCTIONS: Document the chronological history of treatment for the diagnoses (identified under Section Il), dates of those
treatments, and the recipient’s functional status following those treatments.

Provider Type
(e.g., OT, PT, ST) Dates of Treatment Functional Status after Treatment

Continued



PRIOR AUTHORIZATION / THERAPY ATTACHMENT (PA/TA) Page 2 of 3
HCF 11008 (Rev. 01/03)

SECTION IV — PERTINENT THERAPY INFORMATION (Continued)

16. INSTRUCTIONS: List other service providers that are currently accessed by the recipient for those treatment diagnoses identified
under “II”, (i.e., home health, school, behavior management, home program, dietary services, therapies). Briefly document the
coordination of the therapy treatment plan with these other service providers. Documentation may include telephone logs,
summarization of conversations/written communication, copies of plans of care, staffing reports, received written reports, etc.

17. INSTRUCTIONS: Check the appropriate box and circle the appropriate form, if applicable.

a

d
d

a
d

The current Individualized Education Program (IEP)/Individualized Family Service Plan (IFSP)/Individual Program Plan
(IPP) is attached to this PA request.

The current IEP/IFSP/IPP is attached to PA Number
There is no IEP/IFSP/IPP because

Cotreatment with another therapy provider is within the plan of care (POC).
Referenced report(s) is attached (list any report[s])

SECTION V — EVALUATION (COMPREHENSIVE RESULTS OF FORMAL / INFORMAL TESTS AND MEASUREMENTS THAT

PROVIDE BASELINE FOR THE RECIPIENT’S FUNCTIONAL LIMITATIONS)

18. INSTRUCTIONS: Attach a copy-of the initial evaluation,-or the most recent evaluation or re-evaluation; or indicate with which PA
number this information was previously submitted.

(]
a
d
d

Comprehensive initial evaluation attached. Date of initial comprehensive evaluation
Comprehensive initial evaluation submitted with PA number

Current re-evaluation attached. Date of most current evaluation or re-evaluation(s)
Current re-evaluation submitted with PA number

SECTION VI — PROGRESS

19. INSTRUCTIONS: Describe progress in specific, measurable, objective, and functional terms (using consistent units of
measurement) that are related to the goals/limitations, since treatment was initiated or last authorized.

Previous Status / Date Status as of Date of PA Request /

Goal / Limitation (/1 1 ) Date (/[ )

(If this information is concisely written in other documentation prepared for your records, attach and write “see attached” in the space above.)

Continued



PRIOR AUTHORIZATION / THERAPY ATTACHMENT (PA/TA) Page 3 of 3
HCF 11008 (Rev. 01/03)

SECTION VIl — PLAN OF CARE

20. INSTRUCTIONS: Identify the specific, measurable, objective, and functional goals for the recipient (to be met by the end of this PA
request); and

(1) the therapist-required skills/treatment techniques that will be used to meet each goal; and
(2) designate (with an asterisk [*]) which goals are reinforced in a carry-over program.

(If the POC is concisely written in other documentation prepared for the recipient's records, attach and write “see attached” in the space above.)

SECTION VIII — REHABILITATION POTENTIAL

21. INSTRUCTIONS: Complete the following sentences based upon the professional assessment.
(1) Upon discharge from this episode of care, the recipient will be able to

(2) Upon discharge from this episode of care, the recipient may continue to require the following supportive services

(3) The recipient/recipient’s caregivers support the therapy POC by the following activities and frequency of carryover

(4) Itis estimated this episode of care will end (provide approximate end time)

22. SIGNATURE — Providing Therapist 23. Date Signed

24. SIGNATURE — Recipient or Recipient Caregiver (optional) 25. Date Signed




Appendix 10

Prior Authorization Request Form Physician Otological Report (PA/POR)
Completion Instructions

Thisformisrequired by Wisconsin Medicaid when ahearing instrument specialist requests prior authorization for ahearing
instrument.

Element 1 — Physician Name, Address

Enter the requesting physician’s name and complete address (street, city, state, and ZIP Code).

Element 2 — Evaluation Date

Enter the date the recipient was examined by the physicianin MM/DD/YYY'Y format (e.g., 05/22/2002).

Element 3 — Physician’s Signature and Date

The physician’s signature must appear in this element. Enter the month, day, and year (in MM/DD/YY Y'Y format)
the form was completed and signed.

Element 4 — Physician’s UPIN, Medicaid, or License Number

Enter the physician’ s eight-digit Medicaidiprovider number; six-character Medicare Universal Provider |dentification
Number (UPIN), or license'number.-If the UPIN is net available;-enter-the Medicaid provider number or license
number of the referring provider.

Element 5 — Physician’s Telephone Number

Enter the requesting physician’ s telephone number, including the area code of the office, clinic, facility, or place of
business.
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Element 6 — Recipient’s Medicaid ID Number

Enter therecipient’ s10-digit Wisconsin Medicaid identification number.

Element 7 — Sex

Enter an “X” to specify whether the recipient is male or female.

Element 8 — Recipient Address

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

Element 9 — 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.

Hearing Services Handbook & August 2003 73



X
©
c
()
o
o
<C

Element 10 — Date of Birth
Enter the recipient’s date of birthin MM/DD/YYY'Y format.

Element 11 — Medical History of Hearing Loss

Enter the recipient’s medical history of hearing loss (if any).

Element 12 — Pertinent Otological Findings

Enter an “X” in the appropriate box(es) and describe all problems.

Element 13 — Additional Findings

Describe any additional findings not coveredin Element 11.

Element 14 — Clinical Diagnosis of Hearing Status

Enter the diagnosis of the recipient’s hearing status.

Element 15 — Medical, Cognitive, or Developmental Problems

Describe any medical cognitive or devel opmental problems of the recipient.

Element 16 — Physician’s Recommendations

Enter an “ X" in the appropriate box(es) to indicate the physician’ s recommendations.
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Appendix 11

Sample Prior Authorization Request Form Physician Otological Report
(PA/POR)

(A copy of thePrior Authori zation Request Form Physician Otologicd Report [PA/POR]
islocated onthefollowing page.)
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DO NOT DETACH

WISCONSIN MEDICAID FORM PA/POR
PRIOR AUTHORIZATION REQUEST FORM

PHYSICIAN OTOLOGICAL REPORT

This fiorm is required by 'Wisconsin Medicsid
when a hearing instrument spocialist requines

Py aesihorzation for & haarng Instoumen,

+ COMPLETE EACH ITEM OM FORM

+ GIVE FIRET PAGE TO THE RECIPIENT TO
TAKE TO THE TESTING CENTER,

« RETAIN SECOMD PAGE FOR YOUR FILES.

T PSIYERAAN MAME. AUDSESE (BIREET, G, STATE. OF GOUE| |2 CORLUATION DATE |3 PHYBGEAT SIRAT e i e
ImA Physician 01/07/2002 Ik, QUOT2002
222 Od( Ave & EEAARTH L I LEEEEE SIMEEH 5 PHYESL BN FELEFHIME PMUSEIEN
Anytown, WI 55555 X12345 [ XXX JXXX-XXXX
“FRECIIINT & METACAL: [T H_SBER 7 EER B MECIPIENT ADDRERS [STAEET. CITr. HTATE, 2P COOE|
_ 1B _ O X 609 Willow
VETTEA AT E HAME [LAGT, FIRET, BLL} AL (M MECHCAD 10 CARTF 10 DATT. OF BETTH Anytown, WI 55555
Recipient ImA. MM/DDYYYY
17 WL, H & i
12 PLATRAST OTCLOGIGAL FRDINGE 18 ADDITICHAL PRDIGE
. neseills of spacinl siudies, s o
HCTRMAL FROBLEMS cakorc mnd pasturl ests [descrber
[Chack balow]  [Dascrios]
FOGHT  Canal A
£ Crum Wi
Middn Ew RV
LEFT  {aral K
Ear Drum W
Wiod Ear VA

e ——
1 G RSLAL DRELEHLIEIE U HEAREMG BIAUE

Hearing Loss

C e e
TR MM (TERIDV L DV WM AL FHOEL RS

TR P . BECORAEROATHIHG. |Chach pll spploabla b

|'\/| | have maedically evaluaied this patient and refer himhae 1Dr @ haanng INeinament svaluation 3 follows:
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Appendix 12

Prior Authorization Request for Hearing Instrument and Audiological
Services (PA/HIAS1) Completion Instructions

Element 1 — Testing Center Name and Address

Enter the testing center’s name and complete address (street, city, state, and ZIP code).

Element 2 — Testing Center Provider No.

Enter the testing center’ s eight-digit Medicaid provider number.

Element 3 — Testing Center Telephone No.

Enter the testing center’ s telephone number, including area code.

Element 4 — Requesting HIS or Audiologist Name

Enter the hearing instrument specialist’ s or audiologist’s name.

Element 5 — Requesting HIS or Audiologist Provider Number

Enter the requesting hearing instrument specialist’sor audiol ogist*seight-digit Medicaid provider number.

Element 6 — Recipient’s " Medicaid ID Number

Enter therecipient’ s10-digit Wisconsin M edicaid identification number.
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Element 7 — Recipient’s Date of Birth
Enter the recipient’ s date of birthin MM/DD/YYYY format (e.g., 09/25/1975).

Element 8 — 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 9 — Referring Physician’s Name

Enter the referring physician’s name.

Element 10 — Referring Physician’s UPIN, Medicaid, or License Number

Enter the physician’ seight-digit Medicaid provider number, six-character Medicare Universal Provider Identification
Number (UPIN), or license number. If the UPIN is not available, enter the Medicaid provider number or license
number of the referring provider.
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Element 11 — Recipient’s Address

Enter the complete address (street, city, state, and ZIP Code) of the recipient’s place of residence. If the recipient is
aresident of anursing home or other facility, also include the name of the nursing home or other facility.

Element 12 — Diagnosis

Enter an International Classification of Diseases, Ninth Revision, Clinical Modification diagnosis code and
written description of therecipient’ sdiagnosis.

Element 13 — POS
Enter the appropriate place of service (POS) code. Refer to Appendix 4 of this handbook for allowable POS codes.

Element 14 — TOS
Enter the appropriate type of service (TOS) code. Refer to Appendix 4 of this handbook for allowable TOS codes.

Element 15 — Procedure Code

Enter the appropriate procedure code for the hearing instrument requested.

Element 16 — Description

Enter a narrative description of the typeor like model of hearinginstrument requested.'Do not indicate brand or
make.

Element 17 — Quantity
Enter the quantity to be dispensed.

Element 18 — Charge

When the service is a complete hearing instrument package, enter the actual or best estimate of the net cash outlay
cost. For all other services, enter the usual and customary charge.

Element 19 — Total Charges
Enter the total of all charges.

Element 20 — Signature

The signature of the requesting audiologist or hearing instrument specialist isrequired in this element.

Element 21 — Provider Type

Indicateif the provider isan audiologist or hearing instrument specialist.

Element 22 — Date
Enter the date the requesting audiol ogist or hearing instrument specialist signed the request.
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Appendix 13

Sample Prior Authorization Request for Hearing Instrument and
Audiological Services (PA/HIASL)

(A copy of the Prior Authorization Request for Hearing Instrument and Audiologica Services[PA/HIASL]
islocated onthefollowing page.)
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Appendix 14

Prior Authorization Request for Hearing Instrument and Audiological
Services (PA/HIAS2) Completion Instructions

Element 1 — Provider Number

Enter the eight-digit Medicaid provider number of the requesting audiol ogist or hearing instrument specialist.

Element 2 — Provider Name, Address, ZIP Code

Enter the requesting hearing instrument specialist’ s or audiologist’ s name and compl ete address (street, city, state,
and ZIP Code).

Element 3 — Telephone Number

Enter the requesting hearing instrument specialist’s or audiologist’ stel ephone number, including area code.

Element 4 — Recipient’s Medicaid ID Number

Enter therecipient’ s10-digit Wisconsin Medicaid identification number.

Element 5 — 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’sname-|f.the name or spelling of the name on the Medicaid identification card
and the EV' S do not match, use the spelling from the EV'S.

Element 6 — Testing Date
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Enter the date, in MM/DD/YY Y'Y format, of the audiological testing/evaluation.

Element 7 — Test Reliability
Circlethe proper reliability of the test.

Element 8 — Sex

Enter an “X” to specify whether the recipient is male or female.

Element 9 — Recipient’s Date of Birth
Enter the recipient’s date of birthin MM/DD/YYYY format.

Element 10 — Has the Recipient Ever Used a Hearing Instrument?

Enter an “X” in the appropriate box.

Element 11 — Describe Prior Hearing Instrument Use

Describe the recipient’ s prior hearing instrument use.
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Elements 12-14 — Audiological Studies or Hearing Tests

Document all audiological testing and results.

Element 15 — Recommendations for a Hearing Instrument

Describe recommendations for a hearing instrument.
Element 16 — Signature
The signature of the requesting hearing instrument specialist or audiologist isrequired in this element.

Element 17 — Provider Type

Indicateif the provider isahearing instrument specialist or an audiologist.

Element 18 — Date

Enter the date the requesting hearing instrument specialist or audiologist signed the request.
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Appendix 15

Sample Prior Authorization Request for Hearing Instrument and
Audiological Services (PA/HIAS2)

(A copy of the Prior Authorization Request for Hearing Instrument and Audiologica Services|PA/HIAS?)
islocated onthefollowing page.)
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Appendix 16

CMS 1500 Claim Form Completion Instructions

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 always verify recipient eligibility before rendering services.

Element 1 — Program Block/Claim Sort Indicator

Enter the appropriate claim sort indicator (noted below) in the Medicaid check box for the service billed.

Provider Type Type of Service Claim Sort Indicator
Audiologigt Audiologist services T
Audiologigt Servicing and supplying of hearing aids D
Hearing Instrument Specialist  Servicing and supplying of hearing aids D

Element 1a — Insured’s 1.D. Number

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

Element 2 — Patient’s Name

Enter therecipient’ slast name, first name; and middleinitial. Use the Eligibility Verification System (EVS) 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.
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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.

Element 4 — Insured’s Name (not required)
Element 5 — Patient’s Address

Enter the complete address of the recipient’s place of residence.

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

Element 8 — Patient Status (not required)
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Appendix 16
(Continued)

Element 9 — Other Insured’s Name

Third-party insurance (commercial health insurance coverage) must bebilled prior to billing Wisconsin Medicaid,
unlessthe service does not require third-party billing as determined by Wisconsin Medicaid:
*  Whentherecipient has no commercia health 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") commercia health insurance, and the
servicerequiresthird-party billing according to the Coordination of Benefits section of theAll-Provider Handbook,
then one of the following three other insurance (Ol) explanation codesmust be indicated in thefirst box of Element 9.
The descriptionisnot required, nor isthe policyholder, plan name, group number, etc. (Elements9a, 9b, 9¢, and 9d are
not required.)

Code  Description

OI-P  PAID by commercia health insurance. In Element 29 of this claim form, indicate the amount paid by
commercia health insurance to the provider or to theinsured.

OI-D  DENIED by commercia health insurance following submission of acorrect and complete claim, or
payment was applied towards the coinsurance and deductible. Do not use this code unless the claim was
actudly billedtothehedthinsurer.

Ol-Y  YES, therecipient hascommercia healthinsurance, but it was not billed for reasonsincluding, but not
limitedto:

V' The recipient denied-coverage or will not cooperate.
Vv The provider knowsthe servicein question is not covered by the carrier.
V' Therecipient’shedthinsurancefailed torespondto initial andfollow-up claims.
Vv Bendfits are not assignable or cannot get assignment.
*  When the recipient isamember of acommercial HMO, one of the following must beindicated, if applicable:
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Code  Description

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

Ol-H HMO does not cover this service or the billed amount does not exceed the coinsurance or deductible
amount.

Important Note: The provider may not use Ol-H if the commercial HMO denied payment because an otherwise
covered service was not provided by a designated network provider. Services covered by a
commercial HMO are not reimbursable by Wisconsin Medicaid except for the copayment and
deductible amounts. Providers who receive a capitation payment from the HMO 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

Use thefirst box of this element for Medicare information. (Elements 11a, 11b, 11c, and 11d are not required.) Bill
Medicare beforebilling Wisconsin Medicaid.
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Appendix 16
(Continued)

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'sWisconsin 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.

e Thenon-physician provider’'sWisconsin 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 above is true, a Medicare disclaimer code is necessary.

The following Medicare disclaimer codes may be used when appropriate:

Code  Description

M-1 M edicar e benefits exhausted. This code may be used when Medicare has denied the charges because
therecipient’slifetime benefit, spell of illness, or yearly allotment of available benefitsisexhausted. Usethe
M-1 disclaimer inthesetwo instancesonly:
For Medicare Part A (all three criteria must be met):
* Theprovider isidentified in Wisconsin Medicaid files as certified for Medicare Part A.
* Therecipientiseigiblefor Medicare PartA.
» Theserviceprovided iscovered 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 WisconsinMedicaid filesas certified for Medicare Part B.
* Therecipient iseligiblefor Medicare Part B.
» 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 may be used when providers are identified in Wisconsin

Medicaid files as being Medicare certified, but are billing for dates of service (DOS) before or after their
Medicare certification effective dates. Use M-5 in these two instances only:
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For Medicare Part A (dl three criteria must be met):

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

* Therecipientisedigiblefor Medicare Pat A.
e The procedure provided is covered by Medicare Part A.

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

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

* Therecipient iseligiblefor Medicare Part B.
»  The procedure provided is covered by Medicare Part B.

M-7 Medicare disallowed or denied payment. This code applies when Medicare denies the clam for
reasonsrelated to palicy, not billing errors. Use M-7 in these two instances only:
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Appendix 16
(Continued)

For Medicare Part A (al three criteria must be met):
* Theproviderisidentified in Wisconsin Medicaid files as certified for Medicare Part A.
* Therecipientiseligiblefor Medicare Part A.

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

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

* Theserviceis covered by Medicare Part B but is denied by Medicare Part B due to frequency
limitations, diagnosisregtrictions, etc.

M-8 Noncovered Medicare service. This code may 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:

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

e Theproviderisidentified in Wisconsin Medicaid files as certified for Medicare Part A.

* Therecipientiseligiblefor Medicare Part A.

* Theserviceisusualy covered by Medicare Part A but not under certain circumstances related to the
recipient’sdiagnoss.

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

* Theprovider isidentifiedin Wisconsin Medicaidfiles as certified for Medicare Part B.

* Therecipientiseligible for Medicare Part B.

* Thesearviceisusualy covered by Medicare Part B but not under certain circumstances related to the
recipient’sdiagnoss.
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Elements 12 and 13 — Authorized Person’s Signature (not required)

Element 14 — Date of Current lllness, Injury, or Pregnancy (not required)

Element 15 — If Patient Has Had Same or Similar lliness (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. Speech and hearing clinics are required to compl ete this element. Audiologists and hearing
instrument specialists should refer to Appendix 2 of this handbook to determine whether they are required to
complete this element.

Element 18 — Hospitalization Dates Related to Current Services (nhot required)
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Appendix 16
(Continued)

Element 19 — Reserved for Local Use

If you bill an unlisted (or not otherwise specified) procedure code, you must describe the procedure. If Element 19
does not provide enough space for the procedure description, or if you are billing multiple unlisted procedure codes,
you must attach documentation to the claim describing the procedure(s). In thisinstance, indicate “ See Attachment”
in Element 19. Do not bill unlisted procedure codes through electronic billing. Unlisted procedure codes are required
to be submitted through paper claims submission.

Element 20 — Outside Lab? (not required)
Element 21 — Diagnosis or Nature of lllness or Injury

Enter the International Classification of Diseases, Ninth Revision, Clinical Modification 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 description is not required.

Element 22 — Medicaid Resubmission (not required)
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 submitted 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:

*  When hilling for onedate of service (DOS), enter-the datein MM/DD/YY 'or MM/DD/Y'YYY format in the From”
fied.

*  When hilling for arange of dates for the rental of ahearing instrument, enter thefirst DOSin MM/DD/YY or MM/
DD/YYYY format inthe“From” field, and thelast day of rental inthe“To” fieldin MM/DD/YY or MM/DD/YYYY
format.
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It is allowable to enter on one line arange of dates for the rental of a hearing instrument if:

* Indicating only the actual daysthat the item was rented.
* Indicating only datesfromasingle month.

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

Itisallowableto enter up to four DOS per lineif:
* All DOS are in the same calendar month.

e All servicesarebilled using the same procedure code and modifier, if applicable.
e All procedures have the same type of service (TOS) code.

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

e All procedures were performed by the same provider.

* Thesamediagnosisisapplicablefor each procedure.

Hearing Services Handbook & August 2003 89



Appendix 16
(Continued)

e Thechargefor al proceduresisidentical. (Enter thetotal charge per detail linein Element 24F.)
*  Thenumber of services performed on each DOS isidentical.
e All procedures have the same HedlthCheck indicator.
Element 24B — Place of Service
Enter the appropriate Medicaid single-digit place of service (POS) code designating where the requested service/
procedure/item would be provided/performed/dispensed. Refer to Appendix 4 for alowable POS codes.
Element 24C — Type of Service
Enter the appropriate Medicaid single-digit type of service (TOS) code for each service. Refer to Appendix 4 for
allowable TOS codes.
Element 24D — Procedures, Services, or Supplies

Enter the single most appropriate five-character Current Procedural Terminology (CPT) or Healthcare Common
Procedure Coding System (HCPCS) code. Claims received without an appropriate code are denied by Wisconsin
Medicaid. Refer to Appendices 1, 2, and 3 of this handbook for Wisconsin Medicaid-allowable CPT and HCPCS
codes for hearing services.

Modifiers

Enter the appropriate two-character modifier in the “Modifier” column of Element 24D. Please note that
Wisconsin Medicaid has not-adopted all CPT, HCPCS, or M edicare madifiers.

Element 24E — Diagnosis Code

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

For ahearing aid rental service, enter the total number of days the item was rented. This must coincide with the date
range indicated. For hearing aid batteries, enter the number of batteries.

Element 24H — EPSDT/Family Planning

Enter an “H” for each procedure that was performed as a result of a HealthCheck (EPSDT) referral. If
HealthCheck does not apply, leave this element 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.
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(Continued)

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 aclinic 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 enter up to 12 characters of the patient’ sinternal 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.

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.
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Element 31 — Signature of Physician or Supplier

The provider or the authorized representative must sign in Element 31. The month, day, and year 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
If services were provided to arecipient in anursing home (POS“7” or “8"), indicate the nursing home's eight-digit
Wisconsin Medicaid provider number.

Element 33 — Provider’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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Appendix 17

Sample CMS 1500 Claim Form for Hearing Instrument Specialist Servi%es
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[TT P HEALTH INSURANCE CLAIM FORM PicA ¥
1. MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP LAN ELC K LUNG OTHER] 1a. INSURED'S 1.D. NUMBER (FOR PROGRAM IN ITEM 1) I
D (Medi #) Medicaid #) D St ‘s SSN) D (VA File #) L__] (SSNorID) I:\ (SSN) D (ID) 1234567890
2. PATIENT'S NAME (Last Name, First Name, Middle Initial) 3. P,GT[ENT DSDBIHTH DATE SEX 4. INSURED’S NAME (Last Name, First Name, Middle Initial)
I |
Recipient, Im A. MM DDIYY ™[] F[X
5. PATIENT'S ADDRESS (No., Street) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (No., Street)
609 Willow sot [ ] spouse[ ] on[ ] _ome ]
CITY STATE | 8. PATIENT STATUS cITY STATE =
[®]
Anytown WI singis[ ] Mamied [ ]  Other [ ] E
ZIP CODE - TELEPHONE (Include Area Code) ZIP CODE TELEPHONE (INCLUDE AREA CODE) ;
Employed Full-Time Part-Time T
55555 KXKIXXX-XXXX
Student Student (=]
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 a
a. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (CURRENT OR PREVIOUS) a. INSURE&'S DATE DOF B@JH SEX %
) i
(e [ | | vO 00 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 YE! NO
L v O O 2
¢. EMPLOYER’S NAME OR SCHOOL NAME c. OTHER ACCIDENT? ¢. INSURANCE PLAN NAME OR PROGRAM NAME ;
(v [w e
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE d. IS THERE ANOTHER HEALTH BENEFIT PLAN? g
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
P———-—
14, DATE OF CUHRENT ILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. | 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION A
MM INJURY (Accident) OR GIVE FIRST DATE._MM | DD MM | DD | YY MM | DD | YY >
[ ! PREGNANCY(LMP) ; : FROM ! ! TO ! { S
17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 17a. 1.D. NUMBER OF REFERRING PHYSICIAN 18. HOSPI‘mIZATII:%N DA'!;Eys RELATED TO CURRENTDSERVICES g
Ly | ) MM | DD ; YY
|.M. Prescribing X12345 FROM | o 3
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES X
[Jves [vo |
21, DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,2,3 OR 4 TO ITEM 24E BY LINE) 22. MEDICAID RESUBMISSION
l CODE ORIGINAL REF. NO.
1.1.389,10 E 2
23. PRIOR AUTHORIZATION NUMBER
2| — 4. | - 1234567
24, A B C D E F G H ! dJd K 2
DATE(S) OF SERVICI Place | Type | PROCEDURES, SERVICES, OR SUPPLIES DAYS EPSI_DT RVI [e]
From o of of (Explain Unusual Circumstances) DI%%“,:?ESIS $ CHARGES OR |Famiy| £y [ cop RELSOECALE BSFEOR [~
MM DD YY MM DD YY |Service Servi CPT/HCPCS | MODIFIER i 1 UNITS| Plan g
| | | ' 1
f02i27102] ¢ | |3|PMVvs030| | 1 $XXX XX |1.0 £
[T
] 4
| | t 1 | =
02i27102f | { |3|p B v541| | 1 BSXXX XX [10 z
' ]
I 1 1 i ' a
I | 1 ' | i a
1. 1 i I L :
(72
o L : 5
4 1 1 1 1 | 1 ;
1 1 1 =
J | P [ | g
n
>
1 | | | t =
L L : =
25. FEDERAL TAX |.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27( c%%ar Qgglsew?ag) 28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE
| 1 |
1] [Jves [ ]no s XXXXX s XXXIXX] s XXXIXX
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. B||||ng
apply to this bill and are made a part thereof.) .
I.M.Authorized ~ MM/DD/YY LW. Williams
.M. Authoriz
Anytown, WI 555q5 87654321 J
SIGNED DATE PiN# GRP# r
==
(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88) PLEASE PRINT OR TYPE APPROVED OMB-0938-0008 FORM CMS-1500 (12-90), FORM RRB-1500,

APPROVED OMB-1215-0055 FORM OWCP-1500, APPROVED OMB-0720-0001 (CHAMPUS)
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Appendix 18

Sample CMS 1500 Claim Form for Audiology Services

[+
w
2o
@
-9
o
[TTPrea HEALTH INSURANCE CLAIM FORM rca [TTIV
1. MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP F CA OTHER| 1a. INSURED’S 1.D. NUMBER (FOR PROGRAM IN ITEM 1)
) o N ) HEALTH PLAN __ BLKLUNG
[ Mecare ) [T #) (] (Sponsors SSN) [ ] (vAFie #) [] (SSNoriD) [ ] (SN [ ] (D) 1234567890
2. PATIENT’S NAME (Last Name, First Name, Middle Initial) 3. PI\IA\I&IENT'S BIRT)Q{YDATE SEX 4. INSURED’S NAME (Last Name, First Name, Middle Initial)
.. i |
Recipient, Im A. MMDDYY m[] F[X]
5. PATIENT'S ADDRESS (No., Strest) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (No., Street)
609 Willow sor [ ] spouse[ ] cnie[ ] o ]
cITYy STATE | 8. PATIENT STATUS cITYy STATE 4
(=]
Anytown WI singie[ ] Married [ ] Other [ ] 2
ZIP CODE TELEPHONE (inciude Area Code) ZIP CODE TELEPHONE (INCLUDE AREA CODE) ‘Et
55555 O(X>0 XXX XXXX Employed Full-Time Part-Time, ( ) e
B Student Student (=]
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 é
Ol-P a
a. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (CURRENT OR PREVIOUS) a. INSUHE&E DATE é)F BI\;IYTH SEX g
' 1
[Jves [ | v 0 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
L v ] [lves v 2
c. EMPLOYER'S NAME OR SCHOOL NAME ¢. OTHER ACCIDENT? ¢. INSURANCE PLAN NAME OR PROGRAM NAME 'E
[Jves  [Ow E
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE d. IS THERE ANOTHER HEALTH BENEFIT PLAN? :
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 -l-authorize the release of any medical or other information Y pay of medical benefits to the ur igned physician or supplier for
to process this claim. | aiso request payment of government benefits either to myself or to the party who accepts assignment services described below.
below.
SIGNED DATE SIGNED
E——— E——
14, DATE oF cunRENT ILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. | 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION A
MM INJURY (Accident) OR GIVE FIRSTDATE MM 1 DD 1 YY MM | DD | YY MM | DD | YY
j ! PREGNANCY(LMP) ! } FROM | ! TO ! |
17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 17a. 1.D. NUMBER OF REFERRING PHYSICIAN 18. HOSPIL?I‘_IZATII:%N DA'!;EYS RELATED TO Ckl‘t;leENT SERVICES 'jO>
o ) DD
|.M. Prescribing X12345 FROM | o 1 3
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES a
[Jves v | I =
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,2,3 OR 4 TO ITEM 24E BY LINE) 22. MEDICAID RESUBMISSION
l CODE ORIGINAL REF. NO.
1.1VB3.2 F R S
23. PRIOR AUTHORIZATION NUMBER
2. | —— 4. | J—
24. A B C D E F G H ! J K 2
DATE(S) OF SERVIC! Place | Type | PROCEDURES, SERVICES, OR SUPPLIES DAYS EPSDT e}
From o) &t of of (Explain Unusual Circumstances) DI%%“,:?ESIS $ CHARGES OR | Famiy| e | cop REE(ESXLE SSF,:?R =]
MM DD YY MM DD YY |Servicel Servi CPT/HCPCS | MODIFIER o UNITS| Plan ;
| | | ' 1
103:06:1 02 1 3|18 92534 | | 1 XX XX | 1.0 12345678 |x
[T
4
P L | ! =
2| i i 1 1 i E
]
| 1 1 i ' a
I | 1 | | i a
3| L. 1 A 1 I S5
72
L L : 5
4 1 1 1 1 | 1 ;
1 1 1 -
L L P [ g
[
T
| | '
L | : &
25. FEDERAL TAX I.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27(AC%(E);I’ :gﬁ‘ls(imEgJaT;) 28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE
| 1 |
10 [Jves [ ] no s OXXIXX]s  OXXIXX[s  XXIXX
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 illi
apply to this bill and are made a part thereof.) I M . erp Bllllng
i 1W. Williams
.M. Authorized MM/DD/YY | - .
SIGNED DATE P:N!Anyto“ n, W 555551 GRP# 65432 Y
= =
(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88) PLEASE PRINT OR TYPE APPROVED OMB-0938-0008 FORM CMS-1500 (12-90), FORM RRB-1500,

APPROVED OMB-1215-0055 FORM OWCP-1500, APPROVED OMB-0720-0001 (CHAMPUS)
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Appendix 19

Prior Authorization Fax Procedures

Providers may fax prior authorization (PA) requeststo Wisconsin Medicaid at (608) 221-8616. Prior authorization requests
sent to any Wisconsin Medicaid fax number other than (608) 221-8616 may result in processing delays.

When faxing PA requeststo Wisconsin Medicaid, providers should be aware of thefollowing:

e Faxing aPA request eliminates one to three days of mail time. However, the adjudication time of the PA request has not
changed. All actionsregarding PA requests are made within the time frames outlined in the Prior Authorization section
of theAll-Provider Handbook.

*  Faxed PA requests must be received by 1:00 p.m., otherwise they will be considered as received on the following
business day. Faxed PA requests received on Saturday, Sunday, or holidays will be processed on the next business day.

e After faxing a PA request, providers should not send the original paperwork, such asthe carbon Prior Authorization
Request Form (PA/RF), by mail. Mailing the original paperwork after faxing the PA request will create duplicate PA
requests in the system and may result in adelay of severa days to process the faxed PA request.

*  Providers should not photocopy and reuse the same PA/RF for other requests. When submitting a new request for PA,
it must be submitted on a new PA/RF so that the request is processed undera new PA number. This requirement
applies whether the PA request is submitted by fax or by mail.

*  When resubmitting afaxed PA request, providers are required to resubmit the faxed copy of the PA request, including
attachments, which includes Wisconsin M edicai d’'s 15-digit internal control number located on thetop half of the PA/RF.
Thiswill alow the provider to obtain the earliest possible grant date for the PA request (apart from backdating for
retroactive eigibility). If any attachments or additiona information that was requested is received without the rest of the
PA request, the information will be returned to the provider.

>
o
e,
o)
=)
=
<

*  Whenfaxing information to Wisconsin Medicaid, providers should not reduce the size of the PA/RF 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 a
response if needed or to sign the request.

e If photocopies of the origina PA request and attachments are faxed, the provider should make sure these copies are
clear andlegible. If theinformationisnot clear, it will bereturned to the provider.

* Refaxing a PA request before the previous PA request has been returned will create duplicate PA requests and may
resultindelays.

e If theprovider doesnot indicate hisor her fax number, Wisconsin Medicaid will mail the decision back to the provider.

*  Wisconsin Medicaid will attempt to fax the PA request to a provider three times. If unsuccessful, the PA request will be
mailedtotheprovider.
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Glossary of Common Terms

ALD

Assigtivelistening device. A personal communication
unit for sound amplification. A hearing aidisan example
of an ALD.

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 health 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 (DHHS), the CM S administers
Medicare, Medicaid, related quality assurance
programs and other programs. Formerly known asthe
Health Care Financing Administration (HCFA).

DHCF

Divison 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 (CMS), formerly HCFA, and the
U.S. Department of Health and Human Services
(DHHS) assurances that the program is administered in
conformity with federal law and CM S policy.

DHFS

Department of Health and Family Services. The
Wisconsin DHFS administersthe Medicaid program.
Itsprimary missionistofoster healthy, self-reliant
individuasand familiesby promoting independenceand

community responsibility; strengthening families,
encouraging hedlthy behaviors; protecting vulnerable
children, adults, and families; preventing individua and
socia problems; and providing servicesof valueto
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; medical and social science
research; preventing outbreak of infectious disease;
assuring food and drug safety; and providing financial
assistancefor low-incomefamilies.

Emergency services

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

EVS

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

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

e Commercial magnetic stripe card readers.

e Commercial personal computer software or
Internet access.

*  Wisconsin Medicaid' sProvider Services(telephone
correspondents).

e Wisconsin Medicaid’s Direct Information Access
Linewith Updates for Providers (Dia-Up).
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Experimental services

According to HFS 107.035(1), Wis. Admin. Code, a
servicethat isexperimenta in natureisaservice,
procedure, or treatment provided by a particular
provider which the department has determined under
HFS 107.035(2), Wis. Admin. Code, not beaproven
and effective treatment for the condition for whichitis
intended or used.

Fee-for-service

Thetraditional health care payment system under
which physiciansand other providersreceive a
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,

Maximum allowable fee schedule

Alisting of al procedure codesallowed by Wisconsin
Medicaid for aprovider typeand Wisconsin Medicaid's
maximum allowable fee for each procedure code:

Medicaid

Medicaid isajoint federal/state program established in
1965 under Title X1X of the Socia 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
known asthe Medical Assistance Program, Title XIX,
or T19.

Medically necessary
According to HFS 101.03 (96m), aMedicaid service
thatis:
(8 Required to prevent, identify or treat a
recipient’sillness, injury or disability; and
(b) Meetsthefollowing standards:

1 Iscongistent with therecipient’s
symptomsor with prevention,
diagnosis or treatment of the
recipient’sillness, injury or disability;
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2. Isprovided consistent with standards
of acceptable quality of care
applicableto type of service, the
type of provider and the setting in
which the serviceisprovided;

3. Is appropriate with regard to
generally accepted standards of
medical practice;

4, Isnot medically contraindicated
with regard to the recipient’s
diagnoses, therecipient’s
symptomsor other medically
necessary services being provided
to therecipient;

5. Isof proven medical value or
usefulness and, consistent with
s. HFS 107.035, is not experi-
mental in nature;

6. Isnot duplicative with respect to
other services being provided to the
recipient;

7. Is not solely for the convenience of
therecipient, therecipient’ sfamily
or aprovider;

8. Withrespect to prior authorization
of aservice and to other prospective
coverage determinations made by the
department, is cost-effective
compared to an alternative medically
necessary service which is reasonably
access ble to the recipient; and

9. Isthe most appropriate supply or
level of servicethat can safely and
effectively be provided to the
recipient.

PA

Prior authorization. Thewritten authorization issued by
the Department of Health and Family Services (DHFS)
to aprovider prior to the provision of aservice.

POS

Place of service. A single-digit code that identifies
where the service was performed.

TOS

Type of service. A single-digit code that identifiesthe
genera category of a procedure code.
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Prior Authorization Request Form (PA/RF), 24
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Covered hearing instruments, 15 Prior Authorization Physician Otological Report
Assistivelistening devices, 16 (PA/POR), 21
Hearing aids, 15 Instructionsfor completion, 73
Hearing aid accessories, 16 Sample, 75
Limitations, 16 Prior'Authorization/Therapy Attachment
Hearing aid batteries, 16 (PA/TA), 24
Repairs, 17 I nstructions, 59
Limitations, 17 Sample, 69

Submission of, 25
Covered hearing instrument specialist services, 11
Provider certification, 7

Current Procedural Terminology codes, 33 Audiologists, 7
Hearing instrument specialists, 7
Diagnosis codes, 33 Speech and hearing clinics, 8
Freedom of choice of providers, 15 Provider records, 8
Daily entry, 9
Healthcare Common Procedure Coding System Evaluations, 8
codes, 33 Plan of care, 14

Prescription, 8
HealthCheck “ Other Services,” 9, 23
Recipient eligibility, 9

Hearing Instrument Modifiers, 17 Medicaid managed care programs, 9
Maximum allowabl e fee schedule, 30 Reimbursement, 30
Accessories, 31
Noncovered hearing instruments and related services, Batteries, 31
17 Dispensing fee, 32
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Hearing services, 31
Initial hearing aid and accessories, 31

Responseto prior authorization requests, 25
Review of prior authorization decisions, 26
Serviceunits, 34

Specia circumstances, 20

Additional prior authorization requirementsfor
binaural hearing instruments, 20

Fitting and dispensing hearing aids, 21

Hearing instrument modifications, 21

Monaural or binaural hearing instruments, 20

Procedure code V5299, 22, 34

Required documentation for replacement of
hearing instruments, 21

Required documentation when requesting
replacement hearing instruments due to loss, 22

Second major hearing aid repair, 21

Unlisted audiology procedure code 92599, 20, 33

Special needs, 19

Type of service codes, 34, 49
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