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INTRODUCTION

‘The W sconsin Medical /Assistance Program (SWMARY is governed by @ sstof reguiations kmowm s (the
Wisconsin Administrative Code, Chapters HSS 101-108 and by state and federal law. These regulations are
interpreted for provider use in two WMAP provider handbooks. The two handbooks are designed to be
used in conjunction with each other and with the Wisconsin Administrative Code.

Part A of the WMAP handbook includes general policy guidelines, regulations and billing information
applicable to all types of providers certified in the WMAP. The service specific handbook includes
information applicable to a specific provider type and includes information on provider eligibility criteria,
covered services, reimbursement methodology and billing instructions. Each provider is sent a copy of the
Part A and appropriate service specific handbook at the time of certification.

Additional copies of provider handbooks may be obtained by writing to Document Sales at the address listed
in Appendix 3 of Part A of the WMAP Provider Handbook.

When requesting a handbook, be sure to indicate the type(s) of service provided (i.e., physician, chiropractic,
dental, etc.) and the document number. The document number of Part D, Division II of the handbook is
POH-1050-D-IL

It is important that both the provider of service and the provider’s billing personnel read this material prior
to initiating services to ensure a thorough understanding of WMAP policy and billing procedures.

NOTE: For a complete source of WMAP regulations and policies, the provider is referred to Wisconsin
Administrative Code, Chapters HSS 101-108, also referred to as the Super Rule. In the event
of any conflict in meaning between HSS 101-108 and the handbook, the meaning of the
Wisconsin Administrative Code will hold. Providers may purchase HSS 101-108 from Document
Sales.

Providers should also be aware of other documents including state and federal laws and regulations, relating
to the WMAP.

1. Chapter 49.43 - 49.497, Wisconsin Statutes

2. Title XIX of the Social Security Act and its enabling regulations, Title 42 - Public Health, Parts 430-
456.

A list of common terms and the abbreviations appear in the WMAP Part A handbook and also in the
Wisconsin Administrative Code, Chapter HSS 101.

POH-1050-D-1I
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HEALTHCHECK OUTREACH AND CASE

MANAGEMENT GENERAL INFORMATION 05/91 2D1-001

A. TYPE OF HealthCheck Outreach and Case Management is Part D, Division II, a suppiement to

HANDBOOK

Assistance Program (WMAP).

B. PROVIDER Provider Eligibility and Certification Requirements

INFORMATION

Part D, Division I, HealthCheck Screening Services Handbook. It contains information
applicable to HealthCheck Outreach and Case Management providers. The intent of
this supplement is to provide information regarding provider eligibility criteria, covered
services, terms of reimbursement, and billing instructions specific to the HealthCheck
Outreach and Case Management function. It is to be used with both Part D, Division L,
HealthCheck Screening Services Handbook, and Part A of the Wisconsin Medical
Assistance Provider Handbook which includes general policy guidelines, regulations, and
billing information applicable to all types of providers certified in the Wisconsin Medical

The requirements for outreach and case management providers under HealthCheck are

detailed in HSS 105.37(2) of the Wisconsin Administrative Code as follows:

1.  The provider must be certified under HSS 105.37(1) as a provider of HealthCheck

assessment and evaluation services (i.e., HealthCheck screening).

2. The provider must submit to the Department of Health and Social Services
(DHSS) a plan of outreach and case management which includes the following:

a. Description of the geographical area the provider serves (county, municipality,

etc.).

b.  Characteristics of the target population (number of eligible recipients under
age 21, ethnic/language affiliation, access barriers such as rural distance, lack

of providers, €tc.).

c.  Coordination with support activities conducted by the DHSS and other

health-related services. The plan must also include a description of the
methods and procedures for coordinating and integrating HealthCheck case
management activities. At a minimum, the provider must identify the name,

location and phone number of the following resources:
- Women, Infants and Children (WIC) Program
- Maternal and Child Health Services

- Head Start Program

- Family Planning Services (including teen or school based clinics)

- School health and pupil services

- Medical Assistance certified physicians and dentists for ongoing

HealthCheck care

- Job Opportunities and Basic Skills Training (JOBS) and Job Training

Partnership Act (JTPA)
- Child day care services

- Mental Health and Alcohol/Drug Abuse agency
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B. PROVIDER - County human or social service agencies

INFORMATION

(continued) - Domestic Abuse agency

- Translator and interpreter services, if not on staff
- Vocational rehabilitation programs

- Specialized services such as perinatal programs, genetic counseling, and
sickle cell anemia programs

- Developmentally Disabled Child Service programs

d. Description of methods used to ensure that recipients receive the necessary
diagnosis and treatment services for conditions detected during HealthCheck
screenings.

e. Description of how scheduling and transportation assistance will be provided.

f.  Description of how case management will be documented and where records
will be maintained.

g.  Procedures for ensuring HealthCheck services do not duplicate care by another
local health care or case management provider.

h. The procedures to be used for educating recipients about the health care
system; how to responsibly use Medical Assistance services and utilize various
local community services (e.g., WIC, Head Start). What kinds of health
education will be offered.

i.  Description of how other local health and social service providers are to be
made aware of HealthCheck services.

The DHSS will review all proposed plans, and approve or deny the provider’s request
for certification. The decision to approve or deny will be based on demonstration that
all the requirements of the HealthCheck outreach/case management program are being
met. All screening providers requesting certification for case management will receive
written notice of the DHSS decision.

Case management providers must comply with all Medical Assistance provider
requirements and the signed case management agreement with the DHSS for case
management activities.

Billed Amount

Providers are required tv bill at a uniform rate when rendering an identical service to
Wisconsin Medical Assistance recipients and to private pay patients. Providers shall not
discriminate against recipients by charging a higher fee for a service than that charged
to a private pay patient.
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B. PROVIDER Terms of Reimbursement
INFORMATION
(continued) 1. Targeted Outreach - Certified HealthCheck Outreach and Case Management
providers will be reimbursed the lesser of the provider’s usual and customary
charge or the maximum allowable fee for targeted outreach and case management
services. Reimbursement for recipients from the provider’s targeted list, who
receive _a HealthCheck screening, may be claimed for outreach and case
management service.
2. Non-targeted OQutreach - Reimbursement for recipients who are not on a provider’s

targeted list and receive a screening may also be claimed for outreach and case
management but at a lower rate than that for the targeted group.

Provider Responsibilities

Specific responsibilities as a provider under the WMAP are stated in Part A of the
WMAP Provider Handbook. The WMAP Part A Provider Handbook should be
referenced for detailed information regarding fair treatment of the recipient,
maintenance of records, recipient requests for noncovered services, services rendered
1o a recipient during periods of retroactive eligibility, grounds for provider sanctions and
additional state and federal requirements.

Providers of HealthCheck Outreach and Case Management services are required to:

1

Focus outreach and case management efforts upon the targeted list of HealthCheck
eligibles that EDS sends to providers on a monthly basis.

Inform eligible recipients about the availability and benefits of a HeaithCheck
screening, remove barriers to program participation and provide all necessary
follow-up.

Have resources for informing disabled, illiterate and non-English speaking
recipients, including access to persons who speak the language of the non-English
speaking population in the local service area.

Develop the following records and documentation:

a.  All written outreach materials must be available for review as part of the
provider’s records.

b.  All records must be maintained by the provider for five years from the date
of payment following the screening as required by HSS 105.02(4), Wis. Adm.
Code.

¢. A file for each recipient for whom reimbursement was claimed for outreach
and case management must be maintained. The file must include the
following information:

- Copy of the HealthCheck screening services claim form which documents
the screening;

- Record of the targeted list priority number the recipient was assigned
on the targeted listing, if available;

- Date that the initial, annual, or periodic outreach contact or notification
was made;
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B. PROVIDER - Record of linkage (where possible) of recipient to an ongoing primary
INFORMATION health care provider;
(continued)

- Record of all case management referrals, dates of appointments, whether
appointments were met, and any other follow-up documentation notes
to referrals;

- Date of the recipient’s next scheduled HealthCheck periodic screening;

- Record of dental referrals and follow-up for recipients beginning at age
3 years; and

- Documentation of the health history completed for the recipient at the
time of the screening.

Confidentiality

Federal and state regulations define the limitations for the use of Medical Assistance
recipient information. Disclosure of recipient information is limited to the following
persons or agencies:

1.

Representatives of federally assisted programs which provide assistance, in cash
or in kind, or services (e.g., Head Start Program, WIC Supplemental Food
Program), directly to the individual on the basis of need (45 CFR 205.50).

Under HSS 108.01, Wis. Adm. Code, legally qualified representative or agenc
representatives outside the Wisconsin DHSS (e.g., courts, law enforcement officers,
governmental authorities) for the purpose of direct program administration,
including:

a. Determining initial eligibility of the applicant and continuing eligibility of the
recipient;

b.  Determining appropriate services to be covered;

c. Providing services for recipients;

d. Processing provider claims for reimbursement;

€. Auditing provider claims for reimbursement; or

f.  Seeking third-party payment for services provided to a recipient.

For purposes of outreach and case management and screenings, information
obtained on the claim form may be shared with referred providers. Information
may also be disclosed in summary, statistical, or other form which does not identify
specific recipients.

Persons or agencies receiving such information are bound by law to observe
confidentiality standards comparable to those of the DHSS. Please refer to
Section IV Part A of the WMAP Provider Handbook for detailed information.

All questions about recipient information should be directed to:

Bureau of Health Care Financing
Attn: HealthCheck Coordinator
Post Office Box 309

Madison, WI 53701-0309
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C. RECIPIENT Eligibility for Medical Assistance
INFORMATION Outreach and case management workers may find persons unable to pay for heaith care

services who may be eligible for the WMAP. Providers should advise these persons, or
a representative, to contact the local county department of social services to make
application for the WMAP. Low income pregnant women should be encouraged to
make application for the WMAP.

Brochures describing eligibility requirements and HealthCheck may be obtained from
county departments of social services or by writing to:

Department of Health and Social Services
Division of Economic Support

Attn: Public Information

1 West Wilson Street

Madison, WI 53701

Recipients meeting eligibility requirements for Medical Assistance are issued Medical
Assistance identification cards. These cards include the recipient’s name, date of birth,
10-digit Medical Assistance identification number, medical status and an indicator of
private health insurance coverage, HMO coverage and/or Medicare coverage.

Medical Assistance identification cards are sent to recipients on a monthly basis. All
Medical Assistance identification cards are valid only through the end of the month for
which they are issued. [t is important that providers or the designated staff check a
recipient’s Medical Assistance identification card prior to each time service is provided
to_determine if the recipient is currently eligible and if there are any limitations to
coverage.

All recipients under age 21 are eligible for HealthCheck screening and case management
services. In addition, the HealthCheck screening referral provides access to other health
services such as dental or mental health services.

Part A of the WMAP Provider Handbook provides detailed information regarding
eligibility for Medical Assistance, Medical Assistance identification cards and how to
verify eligibility. This section should be reviewed carefully by the provider before
services are rendered. A sample Medical Assistance identification card can be found in
Appendix 7 of Part A of the WMAP Provider Handbook.
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PAGE
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INTRODUCTION What is HealthCheck Outreach & Case Management?

OUTREACH/

CASE

The purpose of outreach is to inform recipients about the benefits and availability of
HealthCheck prevention services, how to obtain those services, and the availability of

transportation and scheduling assistance.

Providers are encouraged to seek out for HealthCheck screening Medical Assistance-
eligible recipients under age 21 years and their families who have been targeted as "at
risk". Refer to Appendix 2 of this handbook for information on HealthCheck

outreach/case management need determination.

Each month providers are sent a listing by county and in priority order of recipients
who are targeted as "at risk" for HealthCheck Outreach and Case Management services.
These recipients are "at risk" because they have not received preventive health, dental
or other care for a sigrificant period of time, which places them at risk of poor health
and vulnerable to illness or disease. Providers also receive a monthly listing of all
Medical Assistance recipients who are eligible for HealthCheck outreach and case

management services but who are not targeted as "at risk".

Once all recipients who are targeted as "at risk" have been contacted, the case manager
may contact all other Medical Assistance recipients who are eligible for HealthCheck

case management Services.

Case management is a tool for linking targeted and non-targeted recipients with
HealthCheck screening services and health care providers for follow-up and ongoing

primary care services. Case management services include the following:
- Linking of non-users of health care with HealthCheck screening;

- Comprehensive health and social service needs assessment;

- Assistance with referrals to all appropriate resources beyond the HealthCheck

screening process;

- Education for the proper utilization of health and Medical Assistance services;

- Removal of barriers to services and resources (both HealthCheck primary care and

non-Medical Assistance related); and

- Linkage of the recipient to a primary health care provider and dentist for all future

health care.

This handbook describes the required components of outreach and case management
services. All case management providers are responsible for assuring that an initial
HealthCheck screening is conducted on each recipient and that all appropriate referrals,

resource linkages and follow-ups occur.

MANAGEMENT referrals and follow-up.

STEPS

A schematic diagram of the steps involved in the HealthCheck case management process
is found in Appendix 1 of this supplement. The following enumerates and describes

those steps:

The goal of outreach/case management is to ensure that a targeted "at risk" recipient
receives a HealthCheck screening and other associated services, including screening
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B. OUTREACH/ On a monthiy basis, HealthCheck outreach/case management providers receive a
CASE listing from EDS of Medical Assistance recipients who are targeted for
MANAGEMENT HealthCheck outreach screening services. Providers also receive a second list of
STEPS all Medical Assistance recipients who are eligible for HealthCheck services.
(continued)

The outreach case management provider is responsible for contacting all recipients
who are on the targeted list in priority order. After all recipients who are on the
targeted list are contacted, the provider may contact eligible HealthCheck recipients
who are not on the targeted list, but are in need of case management. Refer to
Appendix 2 of this handbook for information on HealthCheck outreach/case
management need determination.

Recipients may be contacted by telephone, home visit, mail or any other method
the. outreach case management provider finds effective. In performing outreach,
the case manager discusses the HealthCheck program with the recipient, determines
when the recipient last received health care, the purpose of that health care, and
whether the recipient has ongoing primary care. (Appendix 2 of this handbook
may be used as a questionnaire for determining need.) The purpose of these
questions is to confirm that the recipient is appropriately targeted and to identify
barriers which may impede the recipient’s access to care and other needed services.

If the recipient received a preventive health checkup within the past six to twelve
months (depending upon the recipient’s age), then a HealthCheck screening may
not be appropriate and should not be provided. If the recipient has not had a
screening, but reports having a primary care provider, the case manager shoul’
contact the provider to determine if they will provide the HealthCheck screenings.

NOTE: If the child is age 3 or greater, and has not seen a dentist, a dental
referral must be part of the screening. The physician screener should
be reminded about the dental referral requirement.

In addition to explaining HealthCheck benefits, the outreach case management
provider must also explain to the recipient the appropriate use of the health care
delivery system and how to effectively use Medical Assistance services and other
health and social service resources. (Refer to Section II-C of this handbook for
examples of non-Medical Assistance resources.)

If the recipient is in need of a HealthCheck screening, the outreach/case
management provider must schedule a time and date for the screening, and ensure
that the recipient has transportation resources to reach the appointment. The
provider must also ensure that transportation is available for any other referral
appointments which may develop as a result of the initial needs assessment.

If the recipient decides not to use HealthCheck, or fails to keep a scheduled
appointment, the outreach/case management provider should attempt to investigate
the problem and reschedule a second screening time. Only two attempts are
necessary for scheduling a screening during a 12-month period.

If the recipient has a primary care physician or dentist, then the outreach/case
management provider must coordinate and share HealthCheck related information
with the recipient’s primary care provider. If the recipient does not have a primar,
care physician or dentist, then the outreach case management provider should
assist the recipient in locating an appropriate provider.
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B. OUTREACH/
CASE
MANAGEMENT
STEPS
(continued)

C. REFERRAL AND
FOLLOW-UP

10.

11.

NOTE: The Department of Health and Social Services will provide upon request
to certified outreach and case management providers a current listing of
WMAP providers for their respective counties.

Following the screening, any positive findings will require the screener to make
referrals for diagnosis and treatment. This includes a referral for all recipients
beginning at age 3 years to a dentist for an exam and cleaning as part of the
routine HealthCheck screening, unless the recipient has received dental care during
the six months prior to the screening date. The outreach/case management
provider must know of all referral appointments and ensure that the recipient has
the ability to reach these appointments. Appointments with providers on referral
(generally diagnosis and treatment) are confirmed as having been kept through
case manager verification with the provider.

Follow-up of all referrals is completed when the recipient has kept the
appointment or at least two case management attempts to get the recipient to
keep the appointments have been made.

NOTE: Diagnosis and treatment appointments are required by federal regulation
to be scheduled within 60 days of the date of screening. Good
professional judgment will dictate timely action for diagnosis and
treatment.

If, in the judgement of the outreach/case ménagemem provider, additional referrals
are needed, then the provider should assist with referral and follow-up, including
the assurance of all recipient transportation.

Upon completion of the screening process, the recipient’s name is removed from
the targeted list.

HealthCheck Referral Requirements

Following HealthCheck screening, the case management provider is responsible for
ensuring that all necessary referral appointments are kept. A critical responsibility of
the case manager is the removal of all barriers a recipient may encounter for accessing
various services on referral. Screenings are valuable only if problems found during the
HealthCheck exam are diagnosed and treated. Prompt scheduling of all appointments
and referrals will enable the case manager to compiete timely recipient follow-up.

There are several types of referrals:

1.

Treatment Referral - as a result of the HealthCheck physical examination, findings
indicate the need for further evaluation, diagnosis, or treatment.

Mandatory Dental Referral - all children age 3 years or greater must be referred
to a dentist for an oral assessment. Case managers should be sure this legally
required referral occurs as part of the HealthCheck assessment process. In some
cases, a dental referral for children under 3 years old may also be necessary.

Recipient - self-referrals may occur when the recipient expresses a particular need
to the case manager (e.g., Day Care, Head Start) or chooses to receive services
from a provider other than the screening provider or the screener’s referral. Case
managers must be sensitive to these requests and assist the recipient with
identification of other sources of treatment and services.
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C. REFERRAL AND
FOLLOW-UP
(continued)

4.  Other Providers - as a result of a previous screening referral, the referral provider
may make additional referrals for recipient care. Case managers must be prepared
to assist and follow-up these referrals.

5.  Support Referral (Non-Medical Assistance Covered Services) - these may include
other maternal and child health services in the community, employment
development programs, food assistance, the WIC program, nutrition counseling,
food stamps, special educational services, housing, and other needs. Case managers
must develop a thorough knowledge of local community resources and the client’s
needs to facilitate these referrals.

The referral process must also include a discussion and resolution of potential barriers
to recipient follow through, such as:

1. Transportation difficulties;

2. Cost concerns;

3. Lack of knowledge of providers;

4. Language and cultural barriers; and

5. Failure to understand the need for care.

6. Confidentiality concerns (adolescents).

The recipient should also know the periodicity schedule and date of the next periodic
exam. A reminder notice should be mailed by the case manager one week prior to the

next periodic screening date.

Follow-Up
In all referral cases the case manager will:

1.  Assist the recipient in scheduling and meeting appointments;
2. Offer and arrange for transportation for all referral visits; and

3. Contact the recipient or referral provider to determine the results of referral
appointments.

An optional "follow-up notes” form is offered for use in Appendix 3 of this handbook.

Open communication between screeners and case managers is important for effective
delivery of services and benefits to all recipients.

Transportation

Recipients may request transportation assistance as needed for any HealthCheck related
screening or other referral appointment. Transportation should also be offered by case
managers during outreach and screening follow-up. While the Bureau of Health Care
Financing does not require transportation to be provided to every eligible recipient who
receives a HealthCheck screening, diagnosis, or treatment appointment, transportatiorn
assistance is a need for those recipients who clearly cannot meet appointments without
case management assistance for accessing services.
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C. REFERRAL AND Transportation resources may vary by county. In general, county social services
FOLLOW-UP departments either provide volunteer drivers, vouchers, or direct reimbursement for
(continued) related transportation expenses. Counties are obligated by state social and economic
assistance program contracts to provide some form of HealthCheck related
transportation assistance on recipient request.
HealthCheck case managers need not rely strictly on their own resources for helping
recipients with transportation assistance and should assist recipients with accessing
county transportation or other voluntary community resource assistance.
D. NONCOVERED HealthCheck outreach and case management is not a reimbursable service under the
SERVICES following circumstances:

1. Case management services do not result in a screening.

2. The recipient was not eligible on the date the HealthCheck outreach/case
management or HealthCheck screening services were provided. The outreach/case
management provider should inform the recipient that any services obtained during
a period in which the recipient is not eligible will not be covered by the WMAP.

3. Outreach and case management services are billed more than once per recipient
during a periodicity interval.  Outreach provided in connection with an

interperiodic screening is not a covered benefit.



* % % % * WISCONSIN MEDICAL ASSISTANCE PROVIDER HANDBOOK * * * * *

PART D, DIVISION II SECTION HI ISSUED PAGE
HEALTHCHECK OUTREACH
_AND E.A_SE.MLA_G_EMENT BILLING INFORM_;:TION 02/95 2D3-001

A. CLAIM FORM
INSTRUCTION

B. CLAIM
SUBMISSION

General billing procedures and reimbursement policy are in the WMAP Part A Provider
Handbook. Sample HealthCheck case management claims are in Appendix 4 of this
handbook.

In order to claim reimbursement for outreach, case management providers must have on
file verification that the HealthCheck screening occurred. This verificatiort may be
received in written form or through a conversation with elther the prov1der or the
reclplent

Paperlms Clalm Submussnon

s

Paper Clmm Submlsslon
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B. CLAIM
SUBMISSION
(continued

C. PROCEDURE
CODES

D. MODIFIERS

E. DATE OF
SERVICE

F. FOLLOW-UP
TO CLAIM
SUBMISSION

Completed claims submitted for payment must be mailed to the following address:

EDS
6406 ‘Bridge Road
Madlson WI 53784

All claims for semces rendered to eligible WMAP recipients must be received by EDS
within 365 days from the daie the service was rendered This policy apphes to all initial
claun submlssxon, resubmlssmns, and ad_;ustment requests

Exceptions tothe claim submission deadline and requirements for submission to Late
Billing Appeals can be found in Section IX of Part A of the WMAP Prov1der
Handbook

Outreach/case' management providers may claim reimbursement when either targeted or
non—target yutreach has been prowdedfthat resultsina comprehensxve HealthCheck

W701’”4 Non—targeted outreach/case management

When billing for outréach, one of the
sort indicator "H is used on the.cl

received by the fiscal agent notlater than 6/30/95.

wtl' “'gllowable modlﬁers is reqmred if cIalm

If claim sort indicator "P*is USéd, 1o’ modxﬁer is required. Claim sort indicator "P" is
ginning 2/15/95. Refer to Appendix

Outreach case managemient is 4 service that spans over.a time period. If possible, for
blllmg purposes; use the screening date as the date of service recorded on the claim.

It is the responsibility of the provider to initiate follow-up procedures on claims
submitted to thefiscal agent. Processed claims will appear on the Remittance and Status
Report either as paid, pending or denied. Providers should be advised that the fiscal
agent will take no further action on a denied claim until the information is corrected and
the claim is resubmitted for processing. If a claim was paid incorrectly, the provider is
responsible for filing an adjustment request form to the fiscal dgent. Section X of the
WMAP Part A Provider Handbook includes detailed information regarding:

- the Remittance and Status Report;

- adjustments to paid claims;

- return of overpayments;

- duplicate payments;

- denied claims; and

- Good Faith claims filing procedures.
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1. HealthCheck Outreach and Case Management:
Flowchart of Activity ...... ... . . 2D4-003
2. HealthCheck Outreach/Case Management Need Determination . ..................... 2D4-005
3. HealthCheck Follow-Up NOtes . ............c..oiiiiinn . 2D4-007
4. National HCFA 1500 Claim Form Samples
a. Non-Targeted Outreach/ Comprehensive Screen With Immunizations,
Claim Sort Indlcator CHY 2D4-009
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SPIENDIN T

HEALTHCHECK OUTREACH AND CASE MANAGEMENT
FLOWCHART OF ACTIVITY

MA Eligibility

Certification
l
Targeted List of |
"At Risk" Recipients Targeted List to Case Management Provider
Developed [
No
Outreach Contact Recontact Ninety
Schedule Appointment Days
Yes T
Yes l
Screening, Diagnosis,
Treatment, Health Ed. Appointment Broken -

Referral, Follow Up
MD Linkage Provided

l
Copy of Screening

Claim Form to Recip. Follow up, Reschedule
Case Manager, All Appointment
No Referrals or Necessary Referrals
Treatment (e.g., Dentist)
[

Assist in Scheduling
of all referrals, |
especially treatment Follow up if

I appointment broken

Follow up of all
referrals

l

Forwarding of aill
documents to MD
1inkage

!

"At Risk" recipient
linked to primary
provider for ongoing
care

[

Removal from targeted
list
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Purpose:

APZENDIX 2

HEALTHCHECK OUTREACH/CASE MANAGEMENT NEED DETERMINATION

The targeted list the provider agency receives prioritizes eligible Medical Assistance recipients who may be
in need of outreach and case management. Some recipients may in fact have received a screening or other
health care since this list was generated. Therefore, it is critical that the provider determine if the recipient
has received health care. Begin with the first prioritized listed recipient. To determine if the recipient is in
need of case management, ask the following questions:

1.

2.

3.

NOTE:

When was the date the recipient was last screened, or had an extensive physical exam?

a.

If the recipient is under age 2, and was not screened within the past six months, then the
recipient is in need of case management.

If the recipient is at least 2 years of age but under 5 years of age, and not screened within the
past twelve months, then the recipient is in need of case management.

If the recipient is at least age S but under age 21, and not screened within the past 24 months,
then the recipient is in need of case management, or if the recipient is pregnant and is not
currently receiving prenatal care.

Does the recipient have a primary health care provider from whom regular health care is obtained?

a.

If yes, the provider should attempt to link the recipient with the physician for a HealthCheck
screening. If this is not possible, or the recipient requests screening services from the outreach
and case management provider, then screen the recipient. In either screening situation, case
management should be provided.

If no, recipient does not have a primary physician, you may screen and case manage the
recipient. The recipient should be linked with a medical assistance certified physician for future
care. Screening results should be shared with the physician. If the recipient is age 3 or older,
referral should be made to a dentist for examination and ongoing care. The recipient’s physician
should also know the dentist’s name for future screening referral.

Conduct inventory needs assessment of the recipient and family as guided by the case management plan.

The HealthCheck screening schedule is outlined by the Periodicity Schedule as listed in
Appendix 5 of the HealthCheck Screening Services Provider Handbook, Part D, Division L

Case management claims for reimbursement must document that a screening did occur. This
is done via a screening claim or a physician screening provider referral/modifier code on the
outreach and case management claim form.

Outreach and case management may also be provided to eligible recipients who are not on a
targeted list, but are eligible for Medical Assistance and "in-need” of a screening based on
questions 1 and 2 above. The provider may also claim case management reimbursement if
screening services are provided to this recipient. Refer to Section II-C of this handbook for
information on non-targeted outreach.
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APPENTIIR 3

HEALTHCHECK FOLLOW-UP NOTES

2D4-007

Recipient Name MA ID Number Date Screened

Problem and/or Date Notes
Referral Destination

PROBLEM #1

PROBLEM #2

PROBLEM #3

PROBLEM #4
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APPENDIX 4a
BOZTING EXAMTLE

2D4-009

NON-TARGETED OUTREACH /COMPREHENSIVE SCREEN WITH IMMUNIZATIONS
CLAIM SORT INDICATOR "H"
RECEIVED BY EDS W&SO@S

HEALTH INSURANCE CLAIM FORM

m——
1. MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP FECA OTHER] 1a. INSURED'S L.D. NUMBER . (FOR PROGRAM IN ITEM 1)
HEALTH PLAN BLK LUNG
(Medicare #) (Medicard #) D (Sponsor's SSN) D (VA File ¥) {SSN or ID) (SSN) D (1D} 123456 7890

2. PATIENT'S NAME (Last Name. First Name, Middie Initial)

Recipient, Im A

3. PATlENT’S B'RTeY DATE

MM ‘DD Y v[1 rflX

SEX

4. INSURED'S NAME (Last Name, First Name, Middie intial)

5. PATIENT'S ADDRESS (No.. Street)

609 Willow St.

6. PATIENT RELATIONSHIP TO INSURED

sor [ somee ] cr ] _ove ]

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

a. OTHER INSURED'S POLICY OR GROUP NUMBER

a. EMPLOYMENT? (CURRENT OR PREVIOUS)

D YES D NO

SEX

Ml L

b. OTHER INSURED'S DATE OF BIRTH
MM | DD | YY ,

b. AUTO ACCIDENT?

Dvss

¢. EMPLOYER'S NAME OR SCHOOL NAME

D NO
c. OTHER ACCIDENT?

Dvss L

ciTY STATE | 8. PATIENT STATUS cITY STATE

Anytown Wl singie] | Mames [ |  Otmer [ |

ZiP CODE TELEPHONE (include Area Code) ZiP CODE TELEPHONE (INCLUDE AREA CODE)
Employed Full-Time Part-Time

55555 ( XXX) XXX-XXXX [ T Saovamt ( )

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

01-Y

a. INSURED'S DATE OF BIRTH
MM . DD . YY

- M

SEX

FO

PLACE (State)

b. EMPLOYER'S NAME OR SCHOOL NAME

c. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM

10d. RESERVED FOR LOCAL USE

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?
DYES D NO ¥ yes, raturn to and complete item 9 a-d.

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE 1 authorize

PATIENT AND INQURED INFORMATION —— %> | -4— CARRIER —)»

12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other i ) Y pay of benefits to the undersigned physician or suppher for
1o process s clam. | also request pay of go either to myselt or to the party who accepts assignment services described below.
below.
SIGNED DATE SIGNED Y
14. DATE OF CURRENT ILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. | 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION 4
MM oD YY { INJURY (Accident) OR GIVE FIRST DATE MM ! DD MM . DD oYY MM . DD/ YY
PREGNANCY(LMP) ! FROM i I TO ) )

17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE

i
17a. 1.0. NUMBER OF HEFERRING PHYSICIAN

: L " L
18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
MM . DD | YY MM LYy
FROM ! 1 TO 1 1

1 . n 1

19 RESERVED FOR LOCAL USE

20. OUTSIDE LAB? $ CHARGES

Clves [no |

21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,2.3 OR 4 TO ITEM 24E BY LINE)

22 MEDICAID RESUBM!SSION
CODE ORIGINAL REF. NO.

misveIALAM AD CLIDDI IED INEORMATION

L_m._ . L .
23, PRIOR AUTHORIZATION NUMBER
2l . L.
24, A B o] D E F G H | J K
DATE(S) OF SERVICE, Place | Type |PROCEDURES. SERVICES, OR SUPPLIES|  nyagnosis DAYS[EPSD RESERVED FOR
Fr ] OR |F
MM DD YY MM DD YY|SemcaSecel CPTMCPES 1 MODIER CODE scHARGES | Of<| o) EmG | COB |  LOCAL USE
‘ : . . ' i . i
lol 29 ‘95] 1 w7014 |py ! ;- XX XX |1
- ;33 ¢
Py 1
. 1 ¥ )
J01 129 95| - log | H X xx 11
) [
' : ' 1 % :
01 29 95| 13 | : 1 yodb o aR!
T ;
' ' . t y ]
J01 29 95 : 3 L 1 g XX XX |1
1
f | 1 t
01 29 95| ' |3 | ] g x xx |1
5 y '
]
] | i I | 1
60l 29 95 ? 1 3 | s § gspig | : &1 XX ' xx 11
25 FEDERAL TAX L.D. NUMBER SSN EIN 26. PATIENT' S ACCOUNT NO. 27, éCCEPT ASSIGNMENT? 128 TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE
) of govt. laims, see back) ; 1
0 1234JD ves [ ] no s XX XX |s ! s XXX XX

31. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
{1 certity that the statements on the reverse
apply 1o this bill and are made a part thereot.)

I. M. Authorized i
MUPD/YY |

SIGNED

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

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

I. M. Billing

cnytown, WL 555b5 ' 87654321

A

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

PLEASE PRINT OR TYPE

FORM HCFA-1500 (12-90)
FORM OWCP-1500 FORM RRB-1500
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APPENDIX 4b
BIl LING "EXAMPLE
TARGETED OU'll&uLzllC”M]'lL«HF"lS[VE C-‘I 3 GBI NN T
- .4
CLA]M SORT ]NDICATOR <P' Ir]
- 4
RECEIVED BY THE FISCAL AGENT ON OR AFI'ER 2/15/95 <
HEALTHCHECK NURSIN G AGENCY PROVIDER o
HEALTH INSURANCE CLAIM FORM ¢
1. MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP FECA OTHERA] 1a. INSURED'S 1.D. NUMBER (FOR PROGRAM IN ITEM 1) \
HEALTHPLAN __ BLKLUNG :
(Medicare #) E} (Medicaid #) D (Sponsor's SSN) D (VA File #) D (SSN or ID) D (SSN) D (1D} 1234567890
2. PATIENT'S NAME (Last Name, First Name, Mhadie fnital) 3 PATIENTS BIRTH DATE SEX 4. INSURED'S NAME (Last Name, First Name, Middie initial)
Recipient, Im A MM DD YY m[] rf[X
5. PATIENT'S ADDRESS (No., Street) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (No., Street)
609 Willow St. Sett D SpouseD ChinD OmerD
CiTY STATE | 8. PATIENT STATUS cIrY STATE z
o
Anytown WI SmgleD Married D Other D =
ZiP CODE TELEPHONE (Include Area Code) 2P CODE TELEPHONE (INCLUDE AREA CODE) g
Full-Ti Pan-Ti
55555 ( XXX) XXX~XXXX EPYI ) e L] Snont ( ) S
9 OTHER INSURED'S NAME (Last Name. First Name, Middle Initial 10. 1S PATIENTS CONDITION RELATED T0: 11. INSURED'S POLICY GROUP OR FECA NUMBER b
0I-Y 2
a. OTHER INSURED'S POLICY OR GROUP NUMBER a EMPLOYMENT? (CURRENT OR PREVIOUS)  |a. INSURED'S DATE OF BIRTH SEX g
O e - OO |2
b. OTHER INSURED'S DATE OF BIRTH SEX b. AUTO ACCIDENT? PLACE (State) |b. EMPLOYER'S NAME OR SCHOOL NAME o
MM DD . YY | z
‘ v O O 2
¢. EMPLOYER'S NAME OR SCHOOL NAME ¢. OTHER ACCIDENT? . INSURANCE PLAN NAME OR PROGRAM NAME =
[Jves [ %’
. INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE d. 1S THERE ANOTHER HEALTH BENEFIT PLAN? &
DYES D NO # yes. retum to and compiete tem 9 a-d.
READ BACK OF FOfM BEFORE COMPLETING & SIGNING THIS FORM. 13. mungosonAmnonzgopensonssmmnzl..me
12 PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the relaase of any medical or other i . y pay its 1o the gned phy for
o process thes clam. | aiso request pay of go either 10 myself or to the party who IO C bolow.
below.
SIGNED DATE SIGNED Y
14. DATE OF CURRENT: 4 ILLNESS (First symptom) OR 15. iF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. | 16. DATES, PATIENT UNABLE TO WORK IN CURRENT OCCUPATION A
MM DD : YY ‘INJURY(Academ)OR GIVE FIRSTDATE MM DD | YY MM | DD 1 YY MM DD ¢ YY
' PAEGNANCY(LMP) i ; FROM ' ! T0 , i
17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 17a. LD. NUMBER OF REFERRING PHYSICIAN 18. H%P%JZAT'I?DN DA‘IY'EYS RELATED TO CURRENT senvx‘:ﬁs
MM
FROM - | i T 4
o " 4 i
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES
[ves [no | 1
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1.2.3 OR 4 TO ITEM 24E BY LINE) 22 MEDICAID RESUBMISSION
2 l CODE ORIGINAL REF. NO.
V700 s
23. PRIOR AUTHORIZATION NUMBER
2 4| e
24 A B c D - E F G H [ J K
DATE(S) OF SERVIC Place | Type | PROCEDURES, SERVICES, OR SUPPLES|  yaanosis DAYS [EP RESERVED FOR
e EL"D e ds?! (Exploin Urnususl Ciroumatances} CODE scrances | QB 1P| puG | cos | LocaL use

CPTHCPCS | MODIFIER UNITS| Pian

' P '

02 01 95| | | 13 lifwoi2 | ‘! 1 X xx 11
02 01 95| : | |3 99392 |EHC | 1 XX xx 11
0201 95| | ' |3 w7oig | 1 XX xx |1

' 1 i ’
. | |

PHYSICIAN OR SUPPLIER INFORMATION

6 ; . ]
25. FEDERAL TAX 1.D. NUMBER SSN EIN t 26. PATIENT'S ACCOUNT NO. 27. ACCEPT ASSIGNMENT?) 28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE
0 @ 12343D vEs []w s XXXXXX s i s XXX XX
31. SIGNATURE OF PHYSICIAN OR SUPPLIER | 32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE |33. PHYSICIAN'S, SUPPL!EH 'S BILLING NAME ADDRESS, ZIP CODE
INCLUDING DEGREES OR CREDENTIALS RENDERED (it other than home or office) & PHONE #

(1 certty that the statements on the reverse
apply to this bil and are made a part thereot.)

I.M. Authorized Anve T 85555
own
SIGNED MM/IgRéYY PiNg Y ? cres 87654321

I. M. Billing
1 W. Williams

FORM HCFA-1500 (12-90)
(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE &/88) PLEASE PRINT OR TYPE B oo ) oM RRB-1500




to process thus ctaim. i also request pay of g either to mysel! or 10 the party who accepls assignment services described below.
below
SIGNED B DATE SIGNED Y
14 DATE OF CURRENT ILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. {16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION A
MM DO YY { INJURY (Accident) OR GIVE FIRSTDATE MM : DD MM | DD . YY MM bD YY
PREGNANCY/(LMP) X . FROM N 70
17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 17a. 1.D. NUMBER OF REFERRING PHYSICIAN 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
MM DD . YY MM | DD , YY
FROM f | TO ! '
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES
Clves [wo |
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1.2.3 OR 4 TO ITEM 24€ BY LINE) 22. MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO.
1 L‘Q_O_ 0 [T .
23. PRIOR AUTHORIZATION NUMBER
2 | L 4. | R
24 A 8 C D E F G H | J K z
DATE(S) OF SERVICI Place | T PROCEDURES. SERVICES, OR SUPPLIES DAYS [EPSD [e]
From =) £ ace | Type e Uil e DIAGNOSIS < CHARGES OR_|Famiyl gyl cos | M iaoniuee B
MM DD YY MM DD YY [Servicg Servi CPTHCPCS | MOODIFIER coo UNITS| Plan §
0325 95 | 3| 1y wro12 | E 1 4 xxxx |1 S
Y ; w
E b £ I =z
N 1 HE N —
, ; | E 5 : =
R - o -
R . | ; k & g
| : : A ¥ i 2
4 ‘ |- i * o
. -4
L8 t f' 1 <
K ! -
o 1 I [&]
5 i : ‘ 7]
+ B >
ki B X
6 : , )FL :,’1 ; o.
i 25 FEDERAL TAX 1.D. NUMBER SSN EIN . 26. PATIENT'S ACCOUNT NO. | 27(AC%§PT£§|§3§&ENK) 28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE
' T H
i 1234JD [Jves [} no s XX XX |s 1 s XX XX
31 SIGNATURE OF PHYSICIAN OR SUPPLIER 1 32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE }33. PHYSICIAN'S, SUPPLIER'S BILLING NAME, ADDRESS, ZIP CODE
INCLUDING DEGREES OR CREDENTIALS RENDERED (It other than home or office) & PHONE #
(1 cerity that the statements on the reverse .
apply to this bill ang are made a part thereof.) | I a M e Billing
I.M, Authorizeg /DD/ : 1 W, Williams
YY | Anytown, WI 55555
SIGNED DATE | PIN# cres 87654321 Y
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APPENDIX 4c

2D4-013

HEALTHCHECK SERVICE CODES

TARGRTED OUTK

AL[’

SCREENING PROVIDED BY ANOTHER PROVIDER
CLAIM SORT INDICATOR P
RECEIVED BY THE FISCAL AGENT ON OR AFTER 2715/ 95

HEALTH INSURANCE CLAIM FORM

1 MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP ;ECAUNG QTHER{ 1a. INSURED'S 1.D. NUMBER (FOR PROGRAM IN ITEM 1)
TH PLAN LK L
g N 10) SSN, 10,
| (Medicare #) P {Medicard #) [ 1 (Sponsor's SSN) D VA File #) I'_'] (SS or D (SSN) D (1D) 1234567890
2 PATIENT S NAME (Last Name. First Name. Middie initial) 3. Pﬁ;'ENTSDBIRT?vDATE SEX 4. INSURED'S NAME (Last Name. First Name. Middie Inmal)
Recipient, Im A MM DD Yy MRk F[!

S PATIENT'S ADDRESS (No.. Street)

609 Willow St.

6 PATIENT RELATIONSHIP TO INSURED
Sett [ spouse[ | Chi” | Other| |

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

CITY STATE | 8. PATIENT STATUS
Anytown W1 Smgle[] Marned D Other D
ZIP CODE TELEPHONE (Include Area Code)
Employed Full-Time Part-Time
55555 (XXX ) XXX~XXXX Student Stugent

CITy STATE

ZIP CODE TELEPHONE (INCLUDE AREA CODE)

( )

9 OTHER INSURED'S NAME (Last Name. First Name. Middie Inital)

10. 1S PATIENT'S CONDITION RELATED TO:

[
{ a. OTHER INSURED'S POLICY OR GROUP NUMBER

a. EMPLOYMENT? (CURRENT OR PREVIOUS)

D YES D NO

b OTHER INSURED'S DATE OF BIRTH
MM DD YY

SEX

ol IS B

b. AUTO ACCIDENT?

D YES

¢ EMPLOYER'S NAME OR SCHOOQL NAME

O
c. OTHER ACCIDENT?

D YES D NO

PLACE (State)

11 INSURED'S POLICY GROUP OR FECA NUMBER

a INSURED'S DATE OF BIRTH SEX
MM DD YY

ML PO

b EMPLOYER'S NAME OR SCHOOL NAME

c. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?
DYES D NO i yes. retumn to and complete item 9 a-d.

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12 PATIENTS OR AUTHORIZED PERSON'S SIGNATURE 1 authorize the release of any medical or other information necessary

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE 1 authorize
payment of medical benefits to the undersigned physician or supplier for

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

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

PLEASE PRINT OR TYPE

FORM HCFA-1500 (12-80)
FORM OWCP-1500

FORM RRB-1500
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APPENDIX'S
OUTRFACH/CASE MANAGFMENT PROCEDURE CODES
V\T"H*AELO\'VIuIE f'LAlM 30“T]NI i]L ’l'] OR un)wuv»mn?m.
"H" Claim Sort Indicator
Effective for Claims Received by the Fiscal Agent
by June 30, 1995

Procedure Description POS TOS Claim Sort Modifiers
Code
w7012 Targeted 02,34 1 H 01-07,

Outreach/Case 09-12,

Management 14-20
w7014 Non-targeted 0,2,3,4 1 H 01-07,

Outreach/ Case 09-12,

Management 14-20

"P'" Claim Sort Indicator
Effective for Claims Received by the Fiscal Agent
_ on and after 2 /15 /95

Procedure Description POS TOS Claim Sort Modifiers
Code
W7012 Targeted 0,2,3,4 1 P None

Outreach/Case

Management
w7014 Non-targeted 02,34 1 P None

Outreach/ Case

Management
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APPENDIX 6
HEALTHCHECK SERVICES CODES

ALLOWABLE PLACE OF SERVICE

de Description
0 Other
2 Outpatient Hospital
3 Office
4 Home

ALLOWABLE TYPE OF SERVICE

Code Description
1 Medical

5 Lab

2 Other

NOTE: Refer to Appendix 18;718a"and 18b of ‘Part'D, Division'l; 6f the HealthCheck Handbook ™ to identify
allowable place of service and type of service codes for specific HealthCheck procedure codes.






