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Introduction

Wisconsin Medicaid is governed by a set of regulations known as the Wisconsin Administrative Code, Rules
of Health and Social Services, Chapters HSS 101-108, and by state and federal law. These regulations are
interpreted for provider use in two parts of the Wisconsin Medicaid provider handbook. The two parts of the
handbook are designed to be used in conjunction with each other and with the Wisconsin Administrative
Code.

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

Itis important that both the prov:der of service md't‘hevprovider’s billing persbnnel read ‘
all materials before providing services to ensure a thorough understandmg of Wisconsin
Medicaid policy and bﬂlmg pmccdurcs

You may purchase additional copies of provider handbooks by writing to the address listed in Appendix 3 of
Part A of the provider handbook.

When requesting a handbook, be sure to indicate the type(s) of service provided (e.g., physician, chiropractic,
dental). For a complete source of Wisconsin Medicaid regulations and policies, review the Wisconsin
Administrative Code, Chapters HSS 101-108. In the event of any conflict in meaning between HSS 101-108
and the handbook, the meaning of the Wisconsin Administrative Code holds. Providers may purchase HSS
101-108 from Document Sales at the address indicated in Appendix 3 of Part A of the provider handbook.

Providers should also be aware of other documents, including state and federal laws and regulations, relating
to Wisconsin Medicaid:

¢ Chapter 49.43 - 49.497, Wisconsin Statutes.
¢ Title XIX of the Social Security Act and its enabling regulations, Title 42 - Public Health, Parts 430-456.

A list of common terms and their abbreviations is in Appendix 30 of Part A of the provider handbook and also
in the Wisconsin Administrative Code, Chapter HSS 101.
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Part Y, Nursing Home Services, is the service-specific portion of the Wisconsin
Medicaid Provider Handbook. Part Y includes information on provider eligibility
criteria, recipient eligibility criteria, covered services, reimbursement and billing
instructions. Use Part Y in conjunction with Part A of the Wisconsin Medicaid
Provider Handbook which has general policy guidelines, regulations, and billing
information for all providers certified in Wisconsin Medicaid. Nursing homes should
use Part N of the provider handbook which contains the information on Durable
Medical Equipment (DME) and Disposable Medical Supplies (DMS), including
covered services and prior authorization for specialized wheelchairs, respiratory
equipment, and exceptional supplies for nursing home recipients.

Note: This handbook has references to various organizational units of the Department
of Health and Social Services (DHSS), Division of Health (DOH), Bureau of Health
Care Financing (BHCF). The DHSS is the designated single state agency for
administration of the Medicaid program in Wisconsin; and the BHCF is the
designated State Medicaid Agency for overall program administration. A copy of a
current organization chart is available upon request.

Nursing Homes - General Definitions

Nursing home is defined in Chapter 50, Wis. Statutes, as: "a place which provides 24-
hour services including board and room to three or more unrelated residents who
because of their mental or physical condition require nursing care or personal care in
excess of seven hours a week." Nursing homes participating in Medicaid are called
nursing facilities (NFs). Nursing homes which also participate in Medicare are called
skilled nursing facilities (SNFs). Facilities, or their distinct parts, which predominantly
serve the developmentally disabled are called intermediate care facilities for the
mentally retarded (ICF-MRs) or facilities for the developmentally disabled (FDDs).

Provider Eligibility and Certification

Wisconsin Medicaid certifies nursing homes to provide skilled and intermediate care.
Under Wisconsin Medicaid, all NFs, ICF-MRs, or FDDs must be licensed according
to s. 50.03, Wis. Stats. by the Bureau of Quality Compliance (BQC) in the
Department of Health and Social Services (DHSS). Additional Medicaid certification
requirements are:

1. SNFs which are also certified as an NF must meet the requirements for
participation in Medicare as well as those specifically stated in HSS 105.08,
105.09, and 132, Wis. Admin. Code. These Medicaid requirements include the
Medicare bed requirements defined in ss. 49.45(10) and 50.02(2), Wis. Stats.

2. ICF-MRs providing services to the developmentally disabled must meet the
certification requirements stated in HSS 105.12 and 134, Wis. Admin. Code.

Providers interested in certification requirements specific to NFs or FDDs should
contact the BQC. Refer to Appendix 22 of this handbook for the BQC addresses,
including district offices.

Scope of Service

The policies in Part Y govern services provided within the scope of the practice of the
profession as defined in s. 50.01, Wis. Stats., s. 49.45(6m), Wis. Stats. and

HSS 107.09, Wis. Admin. Code. Covered services and related limitations are
addressed in Section II of this handbook.
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B. Provider Information
(continued)

Nursing Home Reimbursement

Medicaid-certified nursing homes are reimbursed according to a prospective rate-
setting methodology as stipulated in s. 49.45(6m), Wis. Stats. The DHSS establishes
this methodology annually. The methodology is called “the formula™ or “the Methods
of Implementation.” The payment formula determines nursing home payment rates for
the annual rate year (defined as July 1 through June 30 of each year). The formula is
annually transmitted to certified nursing homes by the Bureau of Health Care
Financing (BHCF). For rate setting, nursing homes must complete an annual cost
report which corresponds to the individual nursing home's fiscal year. In addition,
nursing homes must provide other information on the annual formula to determine the
actual payment rates.

Generally, the individual nursing home's payment rate from Wisconsin Medicaid is
based on the nursing home's allowable costs during the previous 12-month fiscal year
period, increased by a projected inflation percentage for the effective rate period
(current year), and limited by the nursing home formula parameters. Nursing homes
are required to annually submit a twelve-month cost report, and the payment formula
is part of the Medicaid State Plan referred to as the annual Methods of
Implementation. Medicaid regional auditors set the rates. The addresses of the
regional auditors are listed in Appendixj21. Questions regarding the actual payment
formula should be directed to the Nursing Home Section of the BHCF.

Separate accommodation rates are established for each level of care (medical intensive
skilled, head injury skilled, skilled, intermediate nursing care levels and
developmentally disabled care levels). A list of the accommodation codes, including
bedhold codes, is in Appendix 15 of this handbook. The following Medicaid
accommodation codes and their corresponding nursing home care levels are as
follows:

Accommodation Code Care Level

20 Skilled Care

21 Intermediate Care 1 and
Intermediate Care 2-Limited

22 Intermediate Care 3-Personal

23 Intermediate Care 4-Residential

25 Intensive Skilled Nursing

26 Developmentally Disabled 1A

27 Developmentally Disabled 1B

28 Developmentally Disabled 2

29 Developmentally Disabled 3

80 Brain Injured (Prior Authorization

Required-See Section III)

Intermediate care level three (personal) and care level four (residential) are not
reimbursable except for:

¢ residents who entered a facility before October 1, 1981, and have continuously
resided in a health care facility since that date; and

¢ residents who have a primary diagnosis of developmental disabilities (DD) or
chronic mental illness (CMI) and who entered a facility before November 1,
1983, and continuously resided in a nursing home.
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B. Provider Information
(continued)

Nursing Home Appeals Mechanism

A nursing home appeals mechanism exists under Section 49.45 (6m)(e) of the
Wisconsin Statutes. Called the "Nursing Home Appeals Board," its purpose is to
review applications from nursing homes for financial relief if demonstrated,
substantial inequities exist in the individual nursing home Medicaid rates resulting
from the annual nursing home payment formula. The Statute lists various criteria
which may qualify a nursing home for appeals mechanism funding.

The Nursing Home Appeals Board is separate from the Chapter 227 administrative
hearing process and the Administrative Review Process (below) which both address
Wisconsin Medicaid rate decisions. The Appeals Board functions retrospectively
following the completion of the rate year. Nursing homes interested in this
mechanism must submit a 12-month cost report coinciding with the formula rate year
along with an appeal application.

Nursing homes are annually notified through a BHCF Memorandum when the appeal
requests are due. Additional information can be obtained by contacting the Wisconsin
Medicaid Nursing Home Appeals Auditor, Nursing Home Section, BHCF.

Administrative Review Process

The BHCF has established an administrative review process for nursing home rates
calculated by the BHCF regional auditors. This process is different from the formal
administrative hearing process described in Chapter 227, Wis. Stats., and from the
nursing home appeals mechanism which addresses payment formula inequities.

The purpose of the administrative review process is twofold. The first is to allow
nursing homes a vehicle to contest interpretations by Medicaid regional auditors
when setting Medicaid nursing home payment rates. According to the Nursing Home
Methods of Implementation, a nursing home may request an administrative review of
the DHSS’ cost finding decisions in the rate-setting process. For example, this could
mean a disputed adjustment by the Auditor to costs reported in the annual cost report.
The request must be filed within 30 days of the facility's receipt of notification of the
Medicaid nursing home proposed rates.

The second purpose of the administrative review process is to develop payment
policies and formula interpretations which may be initiated by the BHCF or which
may be requested by nursing home providers or their representatives.

The administrative review process uses a review committee composed of the BHCF
Nursing Home Section's Chief, one of the Section's Financial Supervisors and the
Section's Review Auditor. A staff person from the Nursing Home Section's Policy
staff is included in the Administrative Review Process for policy or payment formula
interpretations and coordination. The assigned auditor may also be involved in
instances of cost finding, allowable cost determinations, or rate disputes. The
Administrative Review Committee meets whenever there are rate-setting
interpretation requests to review or payment policy/formula interpretations to develop.
The committee's decisions are subject to review and approval by the Director of the
BHCF.

Requests from nursing homes for Medicaid Auditor interpretations or for
policy/formula statements/interpretations may be requested through one of the nursing
home associations for represented homes. The association provides initial screening
and assists in the review process by assuring valid, complete and adequate requests,
including combining multiple requests of a similar nature (i.e. several nursing homes
with the same type of request). A nursing home may, also, submit a request directly
to the Review Committee through the BHCF Nursing Home Section Chief.
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B. Provider Information
(continued)

C. Recipient
information

Requests should contain specific data and factual information for consideration and
not provide only generalizations. Requests contesting Medicaid Auditor
interpretations must also be timely for consideration (within 30 days of the nursing
home’s receipt of notification of Medicaid rates).

For requested reviews contesting Medicaid Auditor interpretations in rate setting, the
request must be submitted within the 30-day time frame; and a decision on the request
will be submitted to the association and/or nursing home following the Committee's
review and BHCF Director's approval (unless delegated). For payment policy or
formal interpretation requested by nursing homes, the Committee will determine
whether a policy statement is necessary.

For payment policy and/or formula interpretation development initiated by BHCF or
by the Review Committee, a policy statement is drafted and reviewed by BHCF and
then submitted to the nursing home associations and the Board on Aging and Long
Term Care (BOALTC) for review and comment. The policy statement will include a
preliminary recommendation. The associations and BOALTC have 10 working days
to respond indicating either concurrence with the preliminary recommendation or
factual and documented disagreement along with an alternative preliminary
recommendation. An opportunity to present such a statement to the Review
Committee may also be requested. Payment policy statements and/or formula
interpretations will be coordinated by one of the Section's Financial Supervisors and a
Nursing Home Policy Staff person.

Policy statements will constitute a nursing home formula policy manual and copies of
the manual or various policy statements will be available to the industry and consumer
advocacy agencies following final approval by the BHCF Director or a designee.

Administrative review request form instructions and the Nursing Home Rate
Administrative Review Request form are included in Appendices 11 and 12 of this
handbook. Nursing homes must complete this form to qualify for review.

Provider Responsibilities

Specific responsibilities as Medicaid providers are stated in Section IV of Part A of
the provider handbook. Reference Section IV for detailed information on fair
treatment of the recipient, maintenance of records, recipient requests for noncovered
services, services rendered to a recipient during periods of retroactive eligibility,
grounds for provider sanctions, and additional state and federal requirements.

Eligibility For Wisconsin Medicaid

Eligible recipients for Wisconsin Medicaid are issued identification cards. The
identification cards include the recipient's name, date of birth, 10-digit identification
number, medical status code, and an indicator of private health insurance coverage,
managed care coverage, and Medicare coverage.

Medicaid identification cards are sent to recipients monthly. All identification cards
are valid only through the end of the month in which they are issued. 1t is important
that the provider or the designated agent check a recipient's identification card prior to
providing service to determine recipient eligibility and limitations to the recipient's
coverage.

If the recipient's identification card is held by the nursing home, it is the nursing
home's responsibility to provide eligibility information to other providers of service.
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B. Provider Information
(continued)

Nursing Home Appeals Mechanism

A nursing home appeals mechanism exists under Section 49.45 (6m)(e) of the
Wisconsin Statutes. Called the "Nursing Home Appeals Board," its purpose is to
review applications from nursing homes for financial relief if demonstrated,
substantial inequities exist in the individual nursing home Medicaid rates resulting
from the annual nursing home payment formula. The Statute lists various criteria
which may qualify a nursing home for appeals mechanism funding.

The Nursing Home Appeals Board is separate from the Chapter 227 administrative
hearing process and the Administrative Review Process (below) which both address
Wisconsin Medicaid rate decisions. The Appeals Board functions retrospectively
following the completion of the rate year. Nursing homes interested in this
mechanism must submit a 12-month cost report coinciding with the formula rate year
along with an appeal application.

Nursing homes are annually notified through a BHCF Memorandum when the appeal
requests are due. Additional information can be obtained by contacting the Wisconsin
Medicaid Nursing Home Appeals Auditor, Nursing Home Section, BHCF.

Administrative Review Process

The BHCF has established an administrative review process for nursing home rates
calculated by the BHCF regional auditors. This process is different from the formal
administrative hearing process described in Chapter 227, Wis. Stats., and from the
nursing home appeals mechanism which addresses payment formula inequities.

The purpose of the administrative review process is twofold. The first is to allow
nursing homes a vehicle to contest interpretations by Medicaid regional auditors
when setting Medicaid nursing home payment rates. According to the Nursing Home
Methods of Implementation, a nursing home may request an administrative review of
the DHSS’ cost finding decisions in the rate-setting process. For example, this could
mean a disputed adjustment by the Auditor to costs reported in the annual cost report.
The request must be filed within 30 days of the facility's receipt of notification of the
Medicaid nursing home proposed rates.

The second purpose of the administrative review process is to develop payment
policies and formula interpretations which may be initiated by the BHCF or which
may be requested by nursing home providers or their representatives.

The administrative review process uses a review committee composed of the BHCF
Nursing Home Section's Chief, one of the Section's Financial Supervisors and the
Section's Review Auditor. A staff person from the Nursing Home Section's Policy
staff is included in the Administrative Review Process for policy or payment formula
interpretations and coordination. The assigned auditor may also be involved in
instances of cost finding, allowable cost determinations, or rate disputes. The
Administrative Review Committee meets whenever there are rate-setting
interpretation requests to review or payment policy/formula interpretations to develop.
The committee's decisions are subject to review and approval by the Director of the
BHCF.

Requests from nursing homes for Medicaid Auditor interpretations or for
policy/formula statements/interpretations may be requested through one of the nursing
home associations for represented homes. The association provides initial screening
and assists in the review process by assuring valid, complete and adequate requests,
including combining multiple requests of a similar nature (i.e. several nursing homes
with the same type of request). A nursing home may, also, submit a request directly
to the Review Committee through the BHCF Nursing Home Section Chief.
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B. Provider Information
(continued)

C. Recipient
information

Requests should contain specific data and factual information for consideration and
not provide only generalizations. Requests contesting Medicaid Auditor
interpretations must also be timely for consideration (within 30 days of the nursing
home’s receipt of notification of Medicaid rates).

For requested reviews contesting Medicaid Auditor interpretations in rate setting, the
request must be submitted within the 30-day time frame; and a decision on the request
will be submitted to the association and/or nursing home following the Committee's
review and BHCF Director's approval (unless delegated). For payment policy or
formal interpretation requested by nursing homes, the Committee will determine
whether a policy statement is necessary.

For payment policy and/or formula interpretation development initiated by BHCF or
by the Review Committee, a policy statement is drafted and reviewed by BHCF and
then submitted to the nursing home associations and the Board on Aging and Long
Term Care (BOALTC) for review and comment. The policy statement will include a
preliminary recommendation. The associations and BOALTC have 10 working days
to respond indicating either concurrence with the preliminary recommendation or
factual and documented disagreement along with an alternative preliminary
recommendation. An opportunity to present such a statement to the Review
Committee may also be requested. Payment policy statements and/or formula
interpretations will be coordinated by one of the Section's Financial Supervisors and a
Nursing Home Policy Staff person.

Policy statements will constitute a nursing home formula policy manual and copies of
the manual or various policy statements will be available to the industry and consumer
advocacy agencies following final approval by the BHCF Director or a designee.

Administrative review request form instructions and the Nursing Home Rate
Administrative Review Request form are included in Appendices 11 and 12 of this
handbook. Nursing homes must complete this form to qualify for review.

Provider Responsibilities

Specific responsibilities as Medicaid providers are stated in Section IV of Part A of
the provider handbook. Reference Section IV for detailed information on fair
treatment of the recipient, maintenance of records, recipient requests for noncovered
services, services rendered to a recipient during periods of retroactive eligibility,
grounds for provider sanctions, and additional state and federal requirements.

Eligibility For Wisconsin Medicaid

Eligible recipients for Wisconsin Medicaid are issued identification cards. The
identification cards include the recipient's name, date of birth, 10-digit identification
number, medical status code, and an indicator of private health insurance coverage,
managed care coverage, and Medicare coverage.

Medicaid identification cards are sent to recipients monthly. All identification cards
are valid only through the end of the month in which they are issued. It is important
that the provider or the designated agent check a recipient's identification card prior to
providing service to determine recipient eligibility and limitations to the recipient's
coverage.

If the recipient's identification card is held by the nursing home, it is the nursing
home's responsibility to provide eligibility information to other providers of service.
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Nursing home residents who have Wisconsin Medicaid are allowed to retain a small
portion of any pension or other income they may have. These retained funds are
known as the recipient's personal needs allowance and are used, with the recipient's
permission, or the permission of the recipient’s legal representative, to pay for items
or services not generally covered by Wisconsin Medicaid or routinely provided
through the nursing home daily rate. This allowance is for items or services not
typically provided but available, such as items preferred by the resident rather than the
brand item provided by the home and services (e.g., beauty salon permanents). The
personal needs allowance is set by Wisconsin statute and is currently $40 per month.

Any income in excess of the personal needs allowance is used to cover the recipient's
cost of care in the nursing facility. This amount is known as resident liability. The
fiscal agent deducts the resident liability amount from amounts due to the provider as
part of claims processing. If the liability amount is incorrect for any reason, the
nursing home should notify the agency which certified the recipient for Wisconsin
Medicaid eligibility.

Section V of Part A of the provider handbook has detailed information on eligibility
for Wisconsin Medicaid, identification cards, temporary cards, restricted cards, and
how to verify eligibility. Providers should review Section V of Part A of the provider
handbook before services are rendered. A sample identification card is in Appendix 7
of Part A of the provider handbook.

Eligibility/Authorization Report

Nursing homes receive a monthly eligibility/authorization report on all of the nursing
homes’ recipients who have been eligible or authorized for services during the
previous 60 days. The report is printed by the fiscal agent following the printing of
the identification cards, and is generally sent to nursing homes during the first week of
each month. The report's information is valid for the month in which the report is
received or dated, not for the previous month (e.g., a report dated 07/31/95 contains
eligibility information for July 1995).

In addition to current eligibility information, the report also includes level of care
(LOC) authorization and recipient liability information. Carefully review this report
to avoid claim denials and incorrect payments. An example of an Eligibility/
Authorization Report form and the instructions are Appendices 13 and 14 of this
handbook.

Care Level Determinations

Care level determinations for Medicaid recipients are made by the BQC. Care levels
are determined at admission, when a resident becomes eligible for Medicaid benefits,
and when the health care needs of the resident change. BQC reviews the recipient's
care level annually.

Services are reimbursed when confirmation of care level determinations are received
by the fiscal agent from the Division of Health, BQC. Medicaid care level codes are
listed above under Nursing Home Reimbursement and in Appendix 15 of this
handbook. If the nursing home bills before the care level is on file, the claim is
denied. If the incorrect accommodation codes are used on the claim form, the claims
will be denied pending proper care level verification through the Bureau of Quality
Compliance.

BQC notifies the fiscal agent weekly to update the care level file. Nursing homes
should contact the BQC if care level information is incorrect. Appendix 22 of this
handbook contains the addresses of the BQC regional offices.
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C. Recipient
information
(continued)

Notice of Care Level Change

The Notice of Care Level Change is completed for Medicaid nursing home recipients
whose care level is changed by the BQC staff. Nursing homes may request a care
level review from the Division of Health regional office.

Nursing Home Discharges and Notification of Death

Providers must send notification of nursing home discharges and notifications of death
to the recipient's certifying agency, such as the county which certified the recipient for
Medicaid eligibility. The certifying agency is responsible for updating recipient
information.

Nursing homes must notify the BQC regional office of all discharges and deaths of
Wisconsin Medicaid recipients.

Notifications must include the:

recipient name and Medicaid identification number;
recipient date of birth;

date of death or discharge; and

nursing home's eight-digit Medicaid provider number.

* & O o

Nursing homes must notify the BHCF within 30 days of a recipient’s death if the
DHSS’ Estate Recovery Program applies (Refer to “Estate Recovery Program” in
Section I of this handbook). When the Estate Recovery Program applies, the nursing
home must send the “Estate Recovery Program Notification of Death” form in
Appendix 28 of this handbook.

Documentation Requirements for ICF-MR or FDD Services

A physician must certify that ICF-MR services are needed. This certification is made
at the time of admission, or if an individual applies for Wisconsin Medicaid while in a
nursing home, before reimbursement can occur. Recertification by a physician must
occur at periodic intervals after initial certification.

Individual Written Plan of Care - ICF-MR or FDD Services
Prior to initial admission to an ICF-MR, the attending physician must establish a
written plan of care for each recipient. The plan of care must include:

diagnoses;

symptoms;

complaints and complications indicating the need for admission;
a description of the individual's functional level;
objectives;

any orders for medications;

treatments;

restorative and rehabilitative services;

activities;

social services and diet;

plans for continuing care; and

plans for discharge.

® & 6 ¢ O 6 6 & 6 0o 0o o

NOTE: The attending physician and other personnel involved in the recipient's care
must review the plan of care at least every 60 days.
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Comprehensive Resident Assessment - NF and SNF

All nursing homes must enter a written comprehensive resident assessment in the
recipient's record (according to HSS 132.60(8)(d), Wis. Admin. Code). Periodic
reassessment is also required.

Any nursing facility that participates in the Medicaid or Medicare programs must use
the resident assessment instrument specified by the state to assess all residents.
Sections 1819 and 1919 of the Social Security Act specify assessment requirements
for skilled nursing facilities for Medicare and nursing facilities for Medicaid, that
provide nursing, medical, and rehabilitative care to Medicare and/or Medicaid
beneficiaries. Section 49.498, Wis. Stats., includes the requirement for a resident
assessment instrument.

These provisions require facilities to conduct comprehensive, accurate, standardized
and reproducible assessments of each resident’s functional capacity using a resident
assessment instrument specified by the state. The resident assessment instrument
consists of the minimum data set (MDS) and resident assessment protocols (RAPs).
The MDS is a functionally based assessment tool; RAPs use MDS assessment
information to identify potential problem areas for nursing home follow-up. RAPs
also contain guidelines to help identify key causal or contributing factors to consider
in developing, reviewing and revising a resident’s care plan.

Appendices 23 and 24 of this handbook include the current, required MDS forms
(effective January 1, 1996) for Medicaid nursing homes. More information, including
a training manual and reference guide, for the resident assessment instrument is
available from the BQC.

Nursing Home Pre-Admission Screening for Developmentally Disabled
and Mentally lll Recipients (PASARR)

The Omnibus Budget and Reconciliation Act of 1987 established resident review
requirements for current and prospective nursing home residents. The requirements
are called the Pre-Admission Screen/Annual Resident Review (PASARR). Wisconsin
began implementation of the PASARR requirements on January 1, 1989. Nursing
homes are notified of program changes through the DHSS’ program memoranda.

PASARR - Purpose and Process

PASARR determines if a current or prospective resident is suspected of having a
serious mental illness or a developmental disability and if the person is appropriate for
nursing home placement. Nursing facilities may not admit individuals suspected of
having a serious mental illness or a developmental disability until an assessment
determines that the person needs nursing home placement and specialized services.

This process begins with a nursing home conducting a Level I screen prior to
admission for any individual seeking admission. Appendix 25 of this handbook
includes the Level I screening form. Based on the information collected from the
Level I screen, an individual may also require a Level II screen. A Level Il screen is
required for all potential residents whose Level I screen indicates a possibility of
major mental illness or a developmental disability. Level II screens must be
conducted by the respective nursing facility’s regional PASARR agency contracted
by the Division of Community Services, Bureau of Community Mental Health.
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If a Level II screen is required, the Level I screener must notify their Regional
PASARR Contractor. The contractor will perform the Level II screen and determine
the appropriateness of nursing home placement and the need for specialized services.
A person may not be admitted to a nursing home until the screening process is
completed.

For further information on the Level II screening process, contact the DHSS Bureau
of Developmental Disabilities at (608) 266-3717 or the Bureau of Community Mental
Health at (608) 266-9316 or 266-7072.

Annual Resident Reviews (ARR)

Any resident with a serious mental illness or a developmental disability admitted to a
nursing facility through the Pre-Admission Screening process must be re-screened on
an annual basis. This is referred to as an Annual Resident Review (ARR). Annually is
considered as occurring within every fourth quarter after the previous Level II screen
or the previous ARR. The ARR can be performed only by the regional PASARR
contractor.

PASARR Screening and Specialized Services Reimbursement

Nursing homes receive $30 for each Level I screen performed, regardless of the pay
source of the recipient. Appendices 16 and 17 include the reimbursement request
form and instructions.

Nursing homes are also eligible for a $9 per patient, per day supplement to the daily
rate for individuals with a serious mental iliness who have been determined by
PASARR to require specialized services. This does not include private pay residents.
The reimbursement supplement is only for days in which the resident is in the facility
and receiving specialized services, excluding therapeutic and hospital bed-hold days.
There is no supplement to the daily rate for the developmentally disabled residents
due to other funding sources for specialized services, including the Medicaid nursing
home formula.

Requirements for Specialized Services Reimbursement

To be eligible for specialized services reimbursement, the nursing facility must have a
resident(s) determined by a Level II Pre-Admission Screen or by an ARR to need
facility placement and require specialized services. The facility must submit an
individualized Specialized Services Plan of Care to BHCF, Nursing Home Section.
The nursing facility must submit a specialized services roster claim form monthly to
the BHCF’s Nursing Home Section. Appendix 26 of this handbook includes the
specialized services roster claim form. Payments are made quarterly and are reflected
on the nursing home's Remittance and Status Report by the Medicaid fiscal agent.

Nursing facilities must complete residents’ ARRs within the calendar quarter in which
they are due. Reimbursement will be withheld if the ARRs are past due.
Reimbursement will be reinstated when the ARRs are completed and the specialized
services determination date is updated on the roster claim form.

For further information on reimbursement, please contact the BHCF Nursing Home
Section Analysis Unit.
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Managed Care Program Coverage

Wisconsin Medicaid managed care programs are developed principally for the Aid
for Families with Dependent Children (AFDC) and Healthy Start population. There
are a few pilot managed care projects for the elderly and disabled population. The
emphasis is prevention, primary, and acute care services. Nursing home services may
be included in the plan. Providers should be aware of managed care as an initiative of
Wisconsin Medicaid, and should be aware that Medicaid recipients may be enrolled in
contracted managed care programs. Managed care plans may include nursing home
services subject to the conditions and terms of the individual plans themselves.

Medicaid recipients enrolled in Medicaid-contracted managed care programs receive a
yellow Medicaid identification card. This card has a six-character code in the "Other
Coverage" column designating the recipient's managed care program. These codes
are defined in Appendices 20, 21, 22, 22a, and 22b of Part A of the provider
handbook.

Providers must always check the recipient's current Medicaid identification card for
managed care program coverage before providing services. Claims submitted to the
fiscal agent for services covered by Medicaid-contracted managed care programs are
denied.

For recipients enrolled in a Medicaid-contracted managed care program, all conditions
of reimbursement and prior authorization for nursing home services are established by
the contract between the managed care programs and certified providers.

Additional information regarding managed care program noncovered services,
emergency services, and hospitalizations is included in Section IX of Part A of the
provider handbook.

Estate Recovery Program

According to 5.49.496, Wis.Stats., the DHSS administers an estate recovery program
as part of the Medicaid Program. The BHCF is the administering entity. The
Wisconsin Estate Recovery Program (ERP) entails Medicaid collecting funds from the
estate of a deceased Medicaid-nursing home recipient under certain conditions. The
DHSS may recover funds from the estate of a deceased recipient if:

the recipient has no surviving spouse; and
* no minor or disabled child.

The nursing home must notify the DHSS within 30 days of a resident’s death if the
above conditions apply by completing the “Estate Recovery Program Notification of
Death” form. Refer to Appendix 28 of this handbook for a copy of this form.

If the DHSS is initiating an estate recovery action, the BHCF sends the nursing home
an affidavit 20 days after the date of death. The affidavit claims the funds and advises
the nursing home to transmit the funds to the DHSS. Referto Appendix 27 of this
handbook for a copy of the affidavit.

For additional information on the Estate Recovery Program, please contact the
Coordination of Benefits Unit of the BHCF.
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Covered nursing home services are medically necessary services provided by a certified
nursing home to a nursing home recipient and prescribed by a physician in a plan of
care.

Medicaid-certified nursing homes are called nursing facilities (NFs). Nursing homes
which also participate in Medicare are called skilled nursing facilities (SNFs). Certified
facilities, including distinct parts, which predominantly serve the developmentally
disabled are called intermediate care facilities for the mentally retarded (ICF-MRs) or
facilities for the developmentally disabled (FDDs).

Facilities that meet the federal definition of institutions that primarily accept and treat
persons with mental illness are called institutions for mental diseases (IMDs). All
facilities that meet the definition of an IMD are notified by the Department of Health
and Social Services (DHSS). Wisconsin Medicaid does not cover any services
provided to residents of an IMD who are between the ages of 21 and 64. This means
that residents of an IMD between 21 and 64 are not eligible for Medicaid services,
including all separately billable Medicaid services.

For NFs and FDDs, Medicaid nursing home payment policies and principles are used
and are contained in the annual nursing home payment formula or Methods of
Implementation. The payment formula is an annual formula corresponding to the State
Fiscal Year (July-June), and formula updates and modifications are generally effective
each July 1.

The setting of rates for each certified-nursing home is the responsibility of Medicaid
Regional Auditors. This includes setting interim rates (if applicable), rates for new
operations, facility phase down rates, and final rates. Information on the formula with
respect to individual nursing homes can be obtained by contacting the home's regional
auditor. Appendix 21of this handbook contains the addresses of Medicaid Regional
Auditors.

The payment formula must comply with federal law and regulations which state that
Medicaid payments to nursing facilities "are reasonable and adequate to meet the costs
which must be incurred by efficiently and economically operated facilities in order to
provide care and services in conformity with applicable laws, regulations, and quality
and safety standards...." (SSA 1902 (a)(13)(A)). The law further requires that the State
(Medicaid) Agency "take into account the costs (including the costs of services required
to attain or maintain the highest practicable physical, mental, and psychosocial well-
being of each resident...) of complying with (standards)" (SSA 1902 (a) (13) (A)).

Using this norm, the costs incurred by efficiently and economically-operated facilities
for all routine, day-to-day health care services and materials provided to recipients by a
nursing home are reimbursed in the daily rate. Every certified nursing facility has daily
rates calculated for each accommodation code or care level served in the facility with
the rate based upon a payment formula. Please refer to the annual Methods for further
information and specifics on the formula.

According to HSS 107.09, Wis. Admin. Code, routine services and costs include:
1. nursing services;

2. special care services, including activities, therapies, recreation, social services, and
religious services;
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3. supportive services, including dietary, housekeeping, maintenance, institutional and
personal laundry services, but excluding personal dry cleaning services;

4. administrative and other indirect services;

5. physical plant, including depreciation, insurance, and interest on plant;
6. property taxes;

7. over-the-counter (OTC) analgesics and medically necessary non-covered OTC
drugs;

8. non-medical transportation services (medical transportation is separately
reimbursable; see the annual Methods for specific information);

9. services for developmentally disabled residents; and

10. supplies and equipment. This includes dietary supplies, incontinence supplies,
personal comfort supplies, medical supplies and equipment, and other similar
items. All of these items are associated with a recipient’s personal living needs in
normal and routine nursing home operations. Section 5.000 of the annual Methods
of Implementation contains a list of these items.

Certain durable medical equipment (DME) and disposable medical supplies (DMS) are
separately reimbursable for nursing home recipients. Please refer to the section below
on DME/DMS, the DME (Part N) provider handbook, along with the DMS Index and
DME Index for further information and specifics on DME and DMS. The DME (Part
N) provider handbook and the Indices applies to all Medicaid recipients, including all
Title XIX nursing home residents. The DME Index and DMS Index identify DME and
DMS items included or excluded in the nursing home daily payment rate.

Certain services that are normally billed separately from the nursing home daily rate
may be included as an ancillary add-on to the nursing home daily rate. An add-on is for
specifically-identified covered services and materials which could be billed separately
to Wisconsin Medicaid by an independent provider of service. These services and
materials must be available to all Medicaid recipients of the facility. If some portion of
the services and materials must be supplied by an outside provider, the facility is
responsible for payment to the outside provider.

Nursing homes need prior approval from Medicaid regional auditors for ancillary add-
ons.

Nursing homes who request ancillary add-ons must be able to document that these
services will cost no more than if they are billed separately, according to HSS
107.09(4)(1), Wis. Admin. Code. Nursing homes interested in ancillary add-ons should
contact their Medicaid regional auditor.

Ancillary services for nursing home residents are those which are considered non-
routine and, thereby, not included in the nursing home daily rate. Certain covered
ancillary services are separately reimbursable from the nursing home daily rate. The
costs incurred for ancillary services are billed through ancillary codes.

Wisconsin Medicaid requires prior approval for ancillary services except medical
transportation.
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For lab services (code “N3" below) and radiology/x-ray (code “N4" below), prior
approval is required from the BHCF Nursing Home Section Regional Auditors. For the
ventilator care, AIDS care and private room requests (codes “N6,” “N7,” and “N9"
below), prior authorization is required from the BHCF Medicaid Audit Section.

Nursing home providers do not need separate Medicaid certification to provide ancillary
services. In some cases, nursing homes may need to perform additional services to
qualify for Medicaid ancillary coverage.

The valid anciilary services and their corresponding codes are:

N2 Transportation: This is medical transportation of a recipient to obtain health
treatment or care. The treatment or care must be prescribed by a physician as medically
necessary and must be performed at a physician's office, clinic, or other recognized
medical treatment center. The nursing home must provide the transportation in its
controlied equipment and by its staff, or by common carrier (e.g., bus, taxi). The
charges are cost per mile, not staff cost. Billings may not exceed the nursing home's
actual cost. Routine transportation to activities, such as social events, is part of the daily
rate. For specialized motor vehicle transportation, please see Wisconsin Medicaid
Updates on specialized motor vehicle transportation services.

N3 Laboratory Services.
N4 Radiology Services.

N6 Private Room: A private room may be prior authorized under certain medically
necessary conditions for isolation per HSS 132 and Centers for Disease Control
guidelines. Please contact the BHCF Medicaid Audit Section for more information on
qualifying conditions. An approved private room rate is the facility's Wisconsin
Medicaid rate plus the difference between the facility's daily private-pay semi-private
room rate and private-pay private room rate up to $35. Documentation of the rate
differential must accompany the prior authorization request.

N7 Ventilator Care: Wisconsin Medicaid provides additional reimbursement for
ventilator dependent recipients admitted to nursing homes authorized to provide
ventilator dependent care. The current ventilator rate is listed in the Nursing Home
Methods of Implementation in Section 4.690.

N9 AIDS Care: A provider accepting recipients with a diagnosis of AIDS may receive
additional reimbursement for the recipient. The current AIDS rate is listed in the
Nursing Home Methods of Implementation in Section 4.690.

Other Ancillaries

Nursing facilities may bill other ancillary services that do not have “N” codes, subject
to BHCF approval. For example, certain supplies and equipment for tracheostomy care
and exceptional supply needs for ventilator dependent patients and patients receiving
similar care. Other supplies and equipment may be reimbursable to a nursing facility
separate from the daily rate without prior authorization and biiled on the HCFA 1500
claim form. Supplies and equipment listed in Sections 6.310 and 5.160 may be
reimbursed separate from the daily rate subject to prior authorization. Supplies listed in
Sections 5.110-5.150 are included in the daily rate. For identification of specific items
of equipment and supplies to determine whether the items are in the daily rate or
separately billable, please refer to the DME Index and DMS Index. Please see Sections
11-I and 1I-J, along with Section HI on prior authorization for additional information.
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Nursing Home Head Injury Patients

According to Section 4.692 of the Nursing Home Methods, approved facilities
providing specialized treatment for head injuries may receive a negotiated rate, in lieu
of the facility's daily rate, for each resident participating in the head injury program.
Allowable cost principles and formula maximums may be applied to rate calculations.
Rates are all-inclusive, including all durable medical supplies and exceptional supplies.
Rates further include bedhold. Rates may be updated periodically to account for
changes in facility costs. The treatment program must be approved by the Department
of Health and Social Services (DHSS) based on established criteria for admission,
continuing stay, discharge and other program requirements as determined by the DHSS.

Treatment program and rates must be appropriate and receive prior approval of the
BHCF Medicaid Audit Section and Nursing Home Section. Effective July 1, 1994, the
billing for such treatment was converted from an ancillary billing to an accommodation
code. Refer to Section I-B of this handbook for a listing of accommodation codes.

Facilities interested in the program requirements and information for treatment of head
injured persons should contact:

Director

Bureau of Health Care Financing

P.O. Box 309

Madison WI 53701-0309

Generally, when a billable, covered service is provided to a Medicaid nursing home
resident by an independent provider of service (e.g., dentist outside of the nursing
home), reimbursement may be claimed only by the independent provider under the
independent provider's number. Medicaid certification and program requirements for
that provider type apply.

General Information

Bedhold is covered for therapeutic leaves of any length and for hospital stays up to 15
days. Payment will only be made if the nursing home meets the requirements of the
qualifying criteria. Specific bedhold requirements are communicated in BQC program
memoranda. The nursing home must have an occupancy threshold of 95 percent for the
previous month or have had eight vacant beds or less in the previous month to qualify
for Medicaid bedhold coverage. Accommodation codes for billing hospital bedhold
charges or therapeutic leaves are in Appendix 15 of this handbook.

Bedhold Days for Hospital Visits

Hospitalization bedhold days are reimbursable for up to 15 days per hospital stay.
There is no limit on the number of stays per year. Beyond 15 days, hospital bedhold is
a noncovered service.

1. The first day that the recipient leaves the nursing home, regardless of the time of
day, is the first day the recipient is considered absent. The day the recipient returns
to the nursing home does not count as a bedhold day, regardless of the time of day.

2. All hospital bedhold days up to 15 days are considered covered services ; therefore,
bedhold charges to the recipient, family, or friends are prohibited. No resident or
third party may be charged for covered, bedhold days for a Wisconsin Medicaid
recipient. With the prior consent of the recipient or a legal representative, bedhold
may be charged to hold the bed after 15 days of Medicaid-covered hospital,
bedhold services.
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3. Recipients cannot be administratively discharged from the nursing home unless
they remain in the hospital longer than 15 days and no agreements have been made
to hold the bed through payments by the resident, family or guardian and the
resident and legal representative or family have been given a 30 day notice of
involuntary discharge through the federal requirements for discharge under 42 CFR
483.12.

4. Claims for bedhold days during leaves for hospitalization cannot be submitted
when it is known in advance that a recipient will not return to the nursing home
following the hospital stay.

Providers can claim only the days prior to:

+ the recipient's return to the nursing home;

the recipient's death in the hospital;

notification of the recipient's terminal condition; or
the recipient's need for discharge to another facility.

Bedhold Days for Therapeutic Visits

Therapeutic visits are overnight visits (one or more nights) by a recipient with relatives
or friends. Bedhold days for therapeutic visits are reimbursable if the recipient requests
leave days for visits, and if the recipient's physician approves the leave in the
physician's plan of care for the recipient. This statement must include the rationale for
and the anticipated goals of the leave, as well as any limitations on the frequency or
duration of leaves. The provider must note any time there is a change in the recipient's
condition in the plan of care. The following information also applies to bedhold days
for therapeutic visits:

* o o

1. The first day that the recipient leaves the nursing home, regardless of the time of
day, is the first day the recipient is considered absent. The day the recipient returns
to the nursing home does not count as a bedhold day, regardless of the time of day.

2. All therapeutic leaves of absence for visits are considered covered services until
determined otherwise. Bedhold charges to the recipient, family, or friends are
prohibited.

3. Bedhold days for a therapeutic visit leave, when it is known in advance that a
recipient does not plan to return to the facility following the therapeutic visit, are
not covered under Wisconsin Medicaid.

4. A staff member designated by the administrator (e.g., social service director or
nursing service director) must document the recipient's absence in the recipient's
records and approve each individual leave based upon physician order(s).

Bedhold Days for TherapeuticlRehabilitativevPrograms
Bedhold days for therapeutic or rehabilitative programs are covered when:

1. The therapeutic/rehabilitative program, in the opinion of the recipient's physician,
contributes to the recipient's mental, physical, or social development according to
the recipient's plan of care. The program must meet the definition of a therapeutic
or rehabilitative program:



+ ¢ ¢+ Wisconsin Medicaid Provider Handbook ¢ ¢ ¢

PartY
Nursing Home Services

H. Bedhold
(continued)

Section lI Issued Page
Covered Services and Related 01/96 Y2-006
__L_ir_nﬁations 3 .

"A formal or structured medical or health care activity which is
designed to contribute to the mental, physical or social development
of its participants, and is certified or approved, or its sponsoring
group is certified or approved, by a national standard-setting or
certifying organization when such an organization exists." (HSS
101.03[165], Wis. Admin. Code)

Upon request from Wisconsin Medicaid, the nursing home must submit in writing
the following information regarding the recipient:

dates of the program's operation;

number of participants;

identification of the program's sponsorship;

anticipated program goals and how the goals will be accomplished (treatment
modalities); and

¢ the program's leadership or faculty and their credentials.

* ¢ o o

Each time the recipient attends a therapeutic or rehabilitative program, the
recipient's physician must include:

¢ awritten statement in the plan of care approving for the recipient’s
participation in the program;
the goals of the program which apply to the recipient; and
the duration or frequency of the recipient's participation.

The first day that the recipient leaves the nursing home, regardiess of the time of
day, is the first day the recipient is considered absent. The day the recipient returns
to the nursing home does not count as a bedhold day, regardless of the time of day.

Leaves of absence to attend therapeutic or rehabilitative programs are considered
covered services until determined otherwise. Bedhold charges to the recipient,
family, or friends are prohibited.

A staff member designated by the administrator (e.g., director of nursing service or
social service director) must document the recipient's absence in the recipient's
chart.

The bedhold for therapeutic/rehabilitation programs cannot be claimed if the
recipient is receiving these services at another in-state or out-of-state nursing home.

There is no limitation on bedhold days for therapeutic/rehabilitation leave as long
as all other criteria are met.

For additional information on bedhold policies, such as resident transfer and discharge
rights requirements and Medicare Part A implications for bedhold, please refer to the
BQC Memoranda on this subject. Copies of BQC Memos can be obtained directly from
the BQC.

. DME and General Information
Wheelchairs DME and wheelchairs reasonably associated with a patient's personal living needs in
Provided to normal and routine nursing home operations are to be provided to Wisconsin Medicaid
Nursing Home recipients without charge to the recipient, the recipient’s family, or other interested
Recipients persons. The cost of all wheelchairs, including geriatric chairs but excluding motorized
wheelchairs or vehicles, is included in the nursing home payment rate. All items must
be suitable for use in the recipient's place of residence.
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Most DME is reimbursed through the nursing home daily rate. Certain DME is
separately reimbursable for nursing home recipients. Some DME requires prior
authorization, and some DME can be billed separately from the daily rate without prior
authorization.

Wheelchairs Reimbursable Through the Nursing Home Daily Rate
All manual wheelchairs without a custom adaptive positioning system are reimbursable
through the nursing home daily rate.

Wheelchairs Separately Reimbursable and Not included in the Nursing
Home Daily Rate

Under certain conditions, manual wheelchairs with a custom adaptive positioning
system, and all power/motorized wheelchairs are not included in the nursing home daily
rate. Also repairs of a resident-owned power wheelchair or a wheelchair with a custom
adaptive positioning system are reimbursed separately by Wisconsin Medicaid. Repairs
over $150 require prior authorization. This topic is addressed in more detail in Sections
1I-D, 11I-], and III-H of the Part N DME Handbook and its updates.

DME and Wheelchairs

Under certain conditions, DME and wheelchairs may be billed separate from the
nursing facility payment rate with prior authorization. Nursing homes can bill directly
or use a certified DME provider to bill certain DME. Please see Section 11-J of the DME
(Part N) provider handbook for information on this topic and the DME Index for
identification of which DME items are in the rate and which can be billed separately.
Wisconsin Medicaid Updates on DME and wheelchairs provide current information on
this topic.

Separate payment for certain DME may be allowed if the DME is personalized or
custom-made for a recipient resident and is used by the resident on an individual basis
for hygienic or other reasons. Some of these items require prior authorization and some
do not. These items include, but are not limited to, orthoses (see Part N, Section 1I-F),
prostheses (including hearing aids) (see Part N, Section II-H and the Wisconsin
Medicaid audiology handbook), orthopedic or corrective shoes (see Part N, Section II-
G), and pressure relief beds (see Part N, Section III-B). Please see Sections II and 1II
of the DME (Part N) provider handbook and the DME Index for covered services and
prior authorization policies for DME for nursing home residents.

According to HSS 107.09(4), Wis. Admin. Code, the following items are not included
in calculating the daily nursing home rate but may be reimbursed separately: oxygen in
liters, tanks, or hours, including tank rentals and monthly rental fees for concentrators
(see Part N, Sections II-J and III-H); and tracheostomy and ventilatory supplies and
related equipment, subject to guidelines and limitations published by the DHSS. The
guidelines and limitations are contained in the DME (Part N) provider handbook,
Section II-J, Wisconsin Medicaid Updates, and the DME Index.

DME and DMS exceptions to the daily rate (e.g. oxygen and supporting respiratory
equipment), are billed on the HCFA 1500 claim form. Please see Section IV of this
handbook for information on claims submission.
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General Information

DMS are generally included in the daily rate for nursing homes and are not separately
reimbursable. A provider may receive separate payment for DMS provided to a nursing
home recipient under only these circumstances:

1. Ifrecipients specifically elect to purchase DMS (other than nursing home stock
items) with their personal allowance. This is only for DMS that is considered not
medically necessary.

2. Ifrecipients are eligible as a result of their medical conditions to receive
exceptional supplies. Under this situation, prior authorization is required. Please
see The DME (Part N) provider handbook, Section 1I-J for further information.

3. Ifthe DMS items are identified on the DMS Index as not included in the nursing
home rate but separately reimbursable on the HCFA 1500 claim form.

The DMS Index, as updated, provides the list of DMS with an identification of whether
the supplies are included, or not included, in the daily rate. Nursing facilities
automatically receive copies of, and updates to, the DMS Index.

Resident Liability

Under Wisconsin Medicaid, resident liability refers to the amount of resident income
which is available, according to recipient eligibility criteria, to apply on a monthly basis
towards monthly cost of care. The resident liability reduces the amount paid by
Wisconsin Medicaid.

General Information

Some medically necessary services are not covered by Wisconsin Medicaid for nursing
home recipients. However, it is possible to have the costs for these services identified
and deducted from the resident liability amount. The resident liability amount is the
amount of recipient income that is available to apply toward the cost of care. In
addition, there is a personal needs allowance for resident’s personal needs which may
be used to pay for Medicaid noncovered, nonmedically necessary items and services
under certain conditions. This is not part of the resident liability. See Section II-M of
this handbook for more information.

Federal regulations state that only medically necessary noncovered services may be
charged against the liability without the resident's consent and allow Wisconsin
Medicaid to establish reasonable limits on the necessary noncovered medical services
which can be charged against the resident liability.

items and Services That May Be Charged Against the Resident Liability
The following noncovered services have been determined to be medically necessary and
are the only noncovered services that may be charged against the resident liability.
These items and services may not be charged against the personal needs allowance.

1. Noncovered services or items from the following specific sections of HSS 107 Wis.
Admin. Code.

HSS Service Area Noncovered Services
107.20(4) Vision a. anti-glare coating
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Limitations

K. Medically 107.07(4) Dental a. fluoride mouth rinse
Necessary b. panoramic radiographs which include
Noncovered bitewings
Services c. professional visits, other than for the
(continued) annual examination of a nursing

home resident

d. dispensing of drugs

e. surgical removal of erupted teeth,
except as otherwise stated in sub(3)

f. alveoplasty and stomatoplasty

g. bitewing x-rays, except as otherwise
stated in sub(3)

107.24(5) Durable Medical a. foot orthoses or orthopedic or
corrective shoes for the conditions
listed in HSS 107.24(5)(a)

2. Eyeglass frames or lenses beyond the original pair and one unchanged prescription
replacement pair from the same provider in a 12-month period which have been
denied through prior authorization by Wisconsin Medicaid.

3. For dental services, recent budget changes have made the following dental services
noncovered services, specifically, complete and partial dentures, denture relines,
denture repairs and fixed prosthodontics.

Enter noncovered services charged against the resident liability on the UB-92 claim

form. The dollar amount applied against the resident liability reduces the amount paid

by Wisconsin Medicaid. The liability amounts are shown using the billing codes in

Section II-L of this handbook.

L. Codes for Noncovered, medically necessary, physician-prescribed services and items must be
Medically included on the UB-92 claim form. The appropriate codes are listed below. The
Necessary resident liability must be used to pay for these items or services. If there is resident
Noncovered liability, it must first be exhausted before the personal needs allowance or family
Services personal funds may be considered to pay for these items. (Refer to Section II-M below

for more information.) The codes are:

M6 - Noncovered vision services
M7 - Noncovered dental services
M8 - Other noncovered services

These are the only valid codes to use for this purpose.

M. Nonmedically Personal Needs Allowance
Necessary The recipient may be financially responsible for certain noncovered items and
Noncovered nonmedically necessary services. A portion of a resident’s funds, as prescribed in 42
Services CFR 483.10, is available for a living allowance or personal needs allowance. This

allowance may be used to pay for certain Medicaid noncovered items and services.
The recipient can choose to apply the allowance to obtain certain noncovered services
and items, such as personal comfort items not included in the nursing facility payment
rate. Resident personal funds cannot be used without the prior written consent of the
recipient. The personal needs allowance is set by 5.49.45(7)(a), Wis. Stats. and is
currently $40 per month.
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Private Rooms

Private rooms are not a covered service in a nursing home's daily reimbursement rate,
except for medically-necessary isolation precautions. However, if a recipient, or a
recipient's legal representative, chooses a private room with the full knowledge and
acceptance of the financial liability, the recipient may reimburse the nursing home for
a private room under the following conditions:

+ the recipient or a legal representative is informed of the personal financial liability
if the recipient chooses a private room;

¢ pursuant to HSS 132.31(1)(d) Wis. Admin. Code, the recipient or a legal
representative documents the private room choice in writing;

+ the recipient or a legal representative is personally liable for no more than the
difference between the nursing home's private-pay rate for a semi-private room
and the private-pay, private room rate; and

¢ if at any time this differential rate changes, the recipient or a legal representative
must be notified by the nursing home administrator within 15 days and a new
consent agreement must be reached.
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A. General
Requirements

B. Services Requiring
Prior Authorization

_According to HSS 107.02(3), Wis. Admin. Code, Wisconsin Medicaid requires prior
authorization for certain services in order to:

safeguard against unnecessary or inappropriate care and services;

safeguard against excess payment;

assess the quality and timeliness of services;

determine if less expensive alternative care, services, or supplies are usable;
promote the most effective and appropriate use of available services and
facilities; and

¢ curtail misutilization practices of providers and recipients.

* & & ¢ o

Providers need prior authorization for certain specified services before delivery,
unless the service is an emergency. Payment is not made for services provided either
before the grant date or after the expiration date indicated on the approved prior
authorization request form. If the provider provides a service which requires prior
authorization without first obtaining authorization, the provider is responsible for the
cost of the service.

The following nursing home services require prior authorization:

1. Nursing home accommodation services billed at a level of care other than the
authorized level of care recorded on the recipient eligibility file.

2. Specialized wheelchairs to meet the specialized needs of nursing home recipients.

3. The ventilator reimbursement rate for ventilator-dependent recipients who are
being admitted to approved nursing homes and for whom nursing homes request
the ventilator reimbursement rate.

4. Reimbursement for Medicaid AIDS rate, inciuding private room accommodation
for an AIDS resident when medically necessary.

5. Exceptional supplies for tracheostomy and ventilator dependent residents or
residents receiving similar care meeting the criteria in Section II of the DME (Part
N) provider handbook.

6. Head injury care at the negotiated Medicaid head injured rate.
7. Payment for a medically necessary private room.

8. Other Medicaid covered services requiring prior authorization regardless of place
of residence, e.g. therapy visits beyond 35 visits per spell of illness and for
conditions meeting the criteria in Section III of Wisconsin Medicaid therapies
handbooks.

9. Certain Durable Medical Equipment (DME), including certain wheelchairs.

DME and Wheelchairs

DME and wheelchairs reasonably associated with a patient's personal living needs in
normal and routine nursing home operations are to be provided to Medicaid recipients
without charge to the patient, the patient's family, or other interested persons.
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B. Services Requiring
Prior Authorization
(continued)

C. Procedures for
Obtaining Prior
Authorization

Under certain conditions, DME and wheelchairs may be billed separately if prior
authorized. The prior authorization request must document the need for the item
according to the exception criteria described below. According to the Medicaid State
Plan, separate payment for DME may be allowed with prior authorization by the
Department of Health and Social Services (DHSS) if the DME is personalized or
custom-made for a recipient resident and is used by the resident on an individual basis
for hygienic or other reasons. Examples of such items include respiratory equipment
and supplies, orthoses, prostheses (including hearing aids), orthopedic or corrective
shoes, and pressure relief beds. Since some of these items may be billable separately
without prior authorization, nursing homes should review the DME Index and DMS
Index to identify which items are inciuded in the rate, which can be billed separately,
and which require prior authorization.

Special Adaptive Positioning or Electric Wheelchairs

The DHSS may permit separate payment for a special adaptive positioning or electric
wheelchair, while a recipient resides in a nursing home, if the wheelchair is prescribed
by a physician and the following criteria are met:

1. The wheelchair is personalized in nature and is custom-made for a patient and is
used by the resident on an individual basis for hygienic or other reasons; and

2. The special adaptive positioning wheelchair or electric wheelchair is justified by
the diagnosis and prognosis and the occupational or vocational activities of the
recipient (i.e. educational, therapeutic involvement).

Exceptions for wheeichairs may be allowed for the recipient who is about to transfer
from a nursing home to an alternate and more independernt setting.

DME - General Information

Information regarding DME and wheelchairs is contained in HSS 107.24, Wis. Admin.
Code, and in the DME (Part N) provider handbook and DME Index. The Index lists
which DME items require prior authorization.

Providers are advised that prior authorization does not guarantee payment. Provider
eligibility, recipient eligibility, and medical status on the date of service, as well as all
other Medicaid requirements, must be met before the claim is paid.

Please refer to the DME (Part N) provider handbook, the DMS Index and the DME
Index for DMS and DME covered services, identification of which items require
prior authorization, prior authorization guidelines, and billing instructions for such
items.

Medicaid-certified nursing facilities receive pertinent publications (updates, revisions,
etc.) of the DME (Part N) provider handbook, including the DMS and DME indexes.
If a nursing facility does not have the DME (Part N) provider handbook or the DMS or
DME Index and wishes to obtain these publications, the facility should contact the
fiscal agent.

Section VIII of Part A of the provider handbook identifies procedures for obtaining
prior authorization including emergency situations, appeal procedures, supporting
materials, retroactive authorization, recipient loss of eligibility midway in treatment,
and prior authorization for out-of-state providers.

Examples of the appropriate prior authorization request forms along with completion
and submittal instructions are in Appendices 5 through 10 of this handbook.
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C. Procedures for
Obtaining Prior
Authorization
(continued)

Completed prior authorization request forms must be submitted to:

EDS

Attn: Prior Authorization Unit - Suite 88
6406 Bridge Road

Madison, W1 53784-0088

Prior authorization request forms can be obtained by writing to:

EDS

Attn: Claim Reorder Department
6406 Bridge Road

Madison, W1 53784-0003

Please specify the form requested and the number of forms desired. Reorder forms are
included in the mailing of each request for forms. Do not request forms by telephone.
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A. Coordination of
Benefits

B. Medicare/Medicaid
. Dual Entitlement

C. Medicare QMB-
Only

D. Billed Amounts

E. Copayment

F. Claim Submission

Wisconsin Medicaid is the payer of last resort for any Wisconsin Medicaid-covered
service. If the recipient is covered under health insurance and Medicare, Wisconsin
Medicaid pays that portion of the allowable cost remaining after exhausting all health
insurance sources. Refer to Section IX of Part A of the provider handbook for more
detailed information on services requiring health insurance billing, exceptions, and the
"Other Coverage Discrepancy Report.”

Recipients covered under both Medicare and Wisconsin Medicaid are dual-entitlees.
Claims for Medicare covered services provided to dual-entitlees must be billed to
Medicare before billing Wisconsin Medicaid. Nursing homes do not have to be
Medicare-certified to bill Medicare for some services. It is the responsibility of the
nursing home to ensure correct and accurate billing systems.

Coinsurance days for dual entitlees are a covered service by Wisconsin Medicaid. All
coinsurance claims automatically cross over from the Medicare program for Wisconsin
Medicaid processing. Co-insurance days are billed using the UB-92 claim form. A
UB-92 claim form sample and billing instructions are in Appendices 1 and 2 of this
handbook.

A Medicare disclaimer code must be indicated on the claim, if the recipient has
Medicare. Refer to the claim form instructions in Appendix 1 of this handbook for
Medicare disclaimer codes.

Qualified Medicare Beneficiary (QMB)-only recipients are only eligible for Wisconsin
Medicaid payment of the coinsurance and the deductibles for the Medicare-covered
services. (Since Medicare covers nursing home care, claims submitted for QMB-only
recipients are reimbursed.)

Providers must always bill Wisconsin Medicaid their rate(s) established by Wisconsin
Medicaid. In the case of retroactive eligibility, when the provider receives Medicaid
payment, the nursing home must reimburse the recipient, family, or others the full
amount paid for the period covered by Medicaid if such payments were made.

Nursing home residents with a nursing home medical status code are exempt from any
copayment charges.

Paper Claim Submission

Nursing home services, including accommodation and billable ancillary services, must
be submitted using the UB-92 claim form. Nursing home crossover claims must also
be submitted on the UB-92 claim form. A sample claim form and completion
instructions are in Appendices 1 and 2 of this handbook.

Nursing homes billing Wisconsin Medicaid for exceptional supplies, oxygen, durable
medical equipment (DME), disposable medical supplies (DMS), and therapies must
use the national HCFA 1500 claim form. A sample of the HCFA 1500 claim form and
completion instructions are in Appendices 3 and 4 of this handbook.

Ordering Claim Forms

The UB-92 and HCFA 1500 claim forms are not provided by Wisconsin Medicaid or
the fiscal agent. They may be obtained from a number of forms suppliers. One source
for UB-92 claim forms is:

Standard Register
Post Office Box 6248
Madison, WI 53716
(608) 222-4131

HCFA 1500 claim forms may be obtained from:
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F. Claim Submission
(continued)

G. Nurse Aide
Training Payments

State Medical Society Services
P.O.Box 1109

Madison, WI 53701

(608) 257-6781 (Madison Area)
1-800-362-9080 (Toll-free)

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

EDS
6406 Bridge Road
Madison, W1 53784-0002

Paperiess Claim Submission

The fiscal agent is able to process claims submitted on magnetic tape (tape-to-tape) or
through telephone transmission via modem. Claims submitted electronically have the
same legal requirements as claims submitted on paper and will be subjected to the
same processing requirements as paper claims. Providers submitting electronically can
usually reduce their claim submission errors. Additional information on paperless
claim submission is available by contacting the Electronic Media Claims (EMC)
Department at:

EDS

Attn: EMC Department
6406 Bridge Road
Madison, W1 53784-0009
(608) 221-4746

Requests for Reimbursement of Nurses Aide Training and Competency
Testing

All nurse aides employed by a nursing home must be included on the Nurse Aide
Registry maintained by the Bureau of Quality Compliance (BQC) within four months
of the date of hire by the nursing home. New aides must meet specific training
requirements and pass a competency evaluation before they can be included on the
registry. Complete information on training and testing of new aides, and those aides
currently listed on the registry, is available from the BQC.

Wisconsin Medicaid separately reimburses nursing facilities (NFs) for the cost of
training and competency testing. This includes training and testing provided through
any BQC approved programs. Wisconsin Medicaid reimburses training and testing
once for each aide, unless the aide has not worked in a nursing or nursing related
capacity for more than two years. In this situation, the aide must be retested.
Wisconsin Medicaid reimburses providers for this cost and only after the aide is listed
on the registry.

The cost of training and testing of nurse aides in Intermediate Care Facilities for the
Mentally Retarded (ICF-MRs) is not eligible for separate reimbursement because these
costs are covered in the ICF-MR daily rate.

By federal law, nurse aides are not to bear any cost of training or testing. Therefore,
nursing homes that hire aides who have, within the last 12 months, independently
completed a training program, must reimburse the aides for the training and testing
expenses. Payment must be made within 12 months of hire. Wisconsin Medicaid
reimburses nursing homes for this cost through the "Nurse Aide Training and
Competency Evaluation Reimbursement Request"” form.
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G. Nurse Aide
Training Payments
(continued)

H. Diagnosis Codes

l. Procedure Codes

J. Follow-Up to Claim
Submission

Reimbursement for nurse aide training and competency testing must be claimed on a
"Nurse Aide Training and Competency Evaluation Request" form, available from the
fiscal agent. Copies of the reimbursement request form and complete billing
instructions are included in Appendices 18 and 19 of this handbook. Reimbursement
for training and testing of nurse aides is made quarterly. Reimbursement requests
should be sent to the fiscal agent. Reimbursement is reflected as a "lump sum" cash
payout on the facility’s Remittance and Status Report. Payments are made within two
weeks following a calendar quarter. A separate statement listing both the payments
and denials is mailed to providers following each payment cycle. Providers may
resubmit denied reimbursement requests for a subsequent payment cycle after
correcting the erroneous information on the reimbursement request form.

For additional information regarding the reimbursement for nurse aide training, please
contact the BHCF’s Nursing Home Section.

For additional information regarding nurse aide training and the registry, please
contact:

Nurse Aide Training and Registry Unit
Bureau of Quality Compliance

PO Box 2569

Madison, W1 53701-2569
(608)-267-2374

All diagnoses must be from the International Classification of Diseases, 9th Edition,
Clinical Modifications (ICD-9-CM) coding structure. Claims received without the
appropriate ICD-9-CM code are denied.

The complete ICD-9-CM code book can be ordered from:

ICD-9-CM
Post Office Box 991
Ann Arbor, MI 48106

Providers should note the following diagnosis code restrictions:

¢ Codes with an "E" prefix must not be used as the primary or sole diagnosis on a
claim submitted to Wisconsin Medicaid.

+ Codes with an "M" prefix are not acceptable on a claim submitted to Wisconsin
Medicaid.

All paper claims submitted to Wisconsin Medicaid must include
procedure/accommodation codes. Claims received without the appropriate procedure
codes are denied. Refer to Appendices 15 and 20 of this handbook for valid
Wisconsin Medicaid accomodation and ancillary codes for use with the UB-92 claim
form.

It is the provider's responsibility to initiate follow-up procedures on claims submitted
to EDS. Processed claims appear on the Remittance and Status Report either as paid
or denied. Providers are advised that EDS takes 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 submitting an adjustment
request form to the fiscal agent. Section X of Part A of the provider handbook
includes detailed information regarding:
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J. Follow-Up to Claim
Submission
(continued)

the Remittance and Status Report;
adjustments to paid claims;

return of overpayments;

duplicate payments;

denied claims; and

Good Faith claims filing procedures.

® ¢ & ¢ ¢ o

NOTE: All claims for services rendered to Wisconsin Medicaid-eligible recipients must
be received by the fiscal agent within 365 days from the date such service was
rendered.

Retroactive Rate Adjustments

When nursing facilities have rate changes that affect previously paid claims, the fiscal
agent processes retroactive rate adjustments on the paid claims. Retroactive rate
adjustments are processed once a month after the nursing facility receives a letter
notifying them of the rate change.

Retroactive rate adjustments will either increase or decrease the previously paid claim
amount, depending on the revised rate. If money is being recouped with the adjustment,
the provider has 30 days to send a check for the outstanding amount or to instruct the
fiscal agent to recoup monies from future payments. If the provider takes no action in 30
days, the fiscal agent will automatically recoup 100 percent of the amount paid on each
Remittance and Status report until the outstanding amount is satisfied.

Send payments to:
EDS
ATTN: Cash Unit
6406 Bridge Road
Madison W1 53784
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Appendix 1
i2-92 Claimr Forrn ingirasticns

Providers must use these billing instructions to avoid denied claims or inaccurate claim payment. Enter all
required data on the UB-92 claim form in the appropriate data ittem. Do not include attachments. UB-92 items
are required unless "optional" or "not required" is specified.

These instructions will help you complete a UB-92 claim only for Wisconsin Medicaid. If you need to submit
a UB-92 claim to other payers in Wisconsin, you may want to refer to the UB-92 billing manual prepared by
the State Unified Billing Committee (SUB-C). The UB-92 billing manual contains important coding

~ information not available in this appendix.

Wisconsin Medicaid recipients receive an identification card when initially enrolled in Wisconsin Medicaid
and at the beginning of each following month. Always see this card before providing services. Please use the
information exactly as it appears on the identification card to complete the patient information.

Item 1 - Provider Name, Address & Telephone Number
Enter the name, city, state, and zip code of the provider submitting the bill.

Item 2 - WIPRO Assigned Number (not required)

Item 3 - Patient Control Number (optional)

Providers can enter up to 17 characters of the patient's internal office account number. This number will
appear on the provider's Remittance and Status Report.

Item 4 - Type of Bill

Enter the bill type code. Nursing homes billing for accommodations must indicate bill type 211, 212, 213, or
214.

Item § - Federal Tax Number (not required)

Item 6 - Statement Covers Period (from-through)

Enter the beginning and ending service dates for the period on this bill. Enter both dates in MMDDY'Y format
(example: 010195|013195).

item 7 - Covered Days
Enter the total number of days services were provided on this bill. Do not include the day of discharge.

Item 8 - Noncovered Days (not required)

Item 9 - Coinsurance Days (required for crossover claims)
Item 10 - Lifetime Reserve Days (not required)

Item 11 - Unlabeled Field (not required)

Item 12 - Patient Name
Enter the recipient's last name, first name, and middle initial exactly as it appears on the identification card.

Item 13 - Patient Address (not required)
Item 14 - Patient Birth Date (not required)

Item 15 - Patient Sex (not required)
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item 16 - Patient Marital Status (not required)

Item 17 - Admission Date

This is the date the recipient was admitted to the provider for inpatient care. Enter the admission date in the
MMDDYY format (example: 010195). The date of admission to the nursing home is the first date the
recipient enters the facility as an inpatient for the current residency. (Current residency is not interrupted by
bedhold days or changes in level of care or payer status.)

Item 18 - Admission Hour (not required)

item 19 -Type of Admission (not required)

Item 20 - Source of Admission
For bill type 211 and 212, enter the code describing the source of this admission.

Type of Bill Definitions

Type of Bill Code Description

211 Inpatient nursing home - admit through discharge claim
212 Inpatient nursing home - interim, first claim

213 Inpatient nursing home - interim, continuing claim

214 Inpatient nursing home - interim, last claim

Code Structure for Source of Admission

Code Title Description

1 Physician referral The recipient was admitted to this facility by
the recommendation of his or her personal
physician.

2 Clinic referral The recipient was admitted to this facility by
the recommendation of this facility's clinic
physician.

3 HMO referral The recipient was admitted to this facility by
the recommendation of a health maintenance
organization physician.

4 Transfer from a hospital The recipient was admitted to this facility as a

transfer from an acute care facility where the
recipient was an inpatient.

5 Transfer from a skilled nursing facility = The recipient was admitted to this facility as a
transfer from a skilled nursing facility where
the recipient was an inpatient.

6 Transfer from another health facility =~ The recipient was admitted to this facility as a
transfer from a health care facility other than
an acute care facility or a skilled nursing
facility. This includes transfers from nursing
homes, long-term care facilities, and skilled
nursing facility recipients that are at a non-
skilled level of care.
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7 Emergency room The recipient was admitted to this facility by
tne recomimendation of this facility’s
emergency room.

8 Court/law enforcement The recipient was admitted to this facility by
the direction of a court of law, or by the
request of a law enforcement agency
representative.

9 Information not available The means by which this recipient was
admitted to this facility is not known.

Item 21 - Discharge Hour (not required)

Item 22 - Patient Status
Enter the patient status code as of the "statement covers period" through date (item 6).

Code Structure for Patient Status

Code Definition

01 Discharged to home or self care (routine discharge).

02 Discharged/transferred to another short-term general hospital for inpatient care.

03 Discharged/transferred to skilled nursing facility (SNF).

04 Discharged/transferred to an intermediate care facility (ICF).

05 Discharged/transferred to another type of institution for inpatient care or referred for
outpatient services to another institution.

06 Discharged/transferred to home under care of organized home health service
organization.

07 Left against medical advice or discontinued care.

08 Discharged/transferred to home under care of a home IV provider.

20 Expired.

30 Still patient.

item 23 - Medical/Health Record Number (optional)

Enter the number assigned to the patient's medical/health record. The medical/health record number is
typically used to do an audit of the treatment history. It should not be substituted for the patient control
number (item 3). :

Items 24-30 - Condition Codes (required, if applicable)
Enter the code identifying a condition related to this claim.

Condition Code Structure for Insurance Codes

Code Title Definition

01 Military service related. Medical condition incurred during military service.
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02 Cordition is employment Recipient allegss that medical condition is due to
rciated. eavitonmont/evenis resuliing o cnipicyinent.

03 Patient covered by Indicates that recipient/recipient representative has stated
insurance not reflected that coverage may exist beyond that reflected in this bill.
here.

05 Lien has been filed. Provider has filed legal claim for recovery of funds

potentially due to a recipient as a result of legal action
initiated by or on behalf of the recipient.

Item 31 - Unlabeled Field (not required)
items 32-35 - Occurrence Codes and Dates (required, if applicable)

Code Structure for Occurrence Codes and Dates

Code Title Definition
01 Auto accident Code indicating the date of an auto accident.
02 No fault insurance involved -- Code indicating the date of an accident including
including auto accident/other auto or other state has applicable no fault liability

laws (i.e., legal basis for settlement without
admission or proof of guilt).

03 Accident/tort liability Code indicating the date of an accident resulting
from a third party's action that may involve a civil
court process in an attempt to require payment by the
third party, other than no fault liability.

04 Accident/employment related Code indicating the date of an accident allegedly
relating to the patient's employment.

05 Other accident Code indicating the date of an accident not described
by the above codes.

06 Crime victim Code indicating the date on which a medical

condition resulted from alleged criminal action
committed by one or more parties.

Item 36 - Occurrence Span Code and Date (not required)
item 37 - Internal Control Number (ICN)/Document Control Number (DCN) (not required)
Iitem 38 - Responsible Party Name and Address (not required)

Items 39-41 - Value Codes and Amounts (required, if applicable)
Always enter value code 84 ("Medicaid patient liability amount") and the amount of any recipient liability.

item 42 - Revenue Codes (required, if applicable)
Enter revenue code 001 on the line which has the total charges. This detail must have the total of all charges.

Item 43 - Revenue Description (date of service)
Enter the first date of service billed in MMDDYY format followed by a dash. Then enter the last date of
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service being billed in MMDDYY format. If discharged, the last date of service is the discharge date.

Item 44 - HCPCS/Rate
Enter the appropriate accommodation or ancillary procedure code.

Item 45 - Service Date (not required)

Item 46 - Units of Service

Enter the number of days or quantity for each line item. Do not count or include the day of discharge/death for
accommodation codes. The sum of the accommodation days must equal the billing period in item 43 and must
_ equal the total days in item 7. For transportation services, enter the number of miles.

Item 47 - Total Charges (by accommodation/ancillary code category)

Enter the total charge for each accommodation and ancillary code. Indicate the total charges with 001 in item
42, the description in "total charges” in item 43, and the sum of all charges.

Item 48 - Noncovered Charges (not required)

item 49 - Unlabeled Field (not required)

item 60 - Payer Identification

Enter "T19 WI Medicaid." Identify all health insurance payers (including Medicare) on the identification card.

Enter the results of billing each health insurance.

item 51 - Provider Number
Enter the eight-digit billing provider number.

Item 52 - Release of Information Certification Indicator (not required)

Item 53 - Assignment of Benefits Certification Indicator (not required)

item 54 - Prior Payments (required, if applicable)

Enter the amount the provider has received toward payment of this bill. If other insurance denied the claim,
enter $0.00. (Do not include Medicare payments.) Enter the appropriate insurance indicator in item 84.
item 55 - Estimated Amount Due (not required)

Item 56 - Unlabeled Field (not required)

Item 57 - Unlabeled Field (not required)

item 58 - Insured’s Name (not required)

Item 59 - Patient’s Relationship to Insured (not required)

Item 60 - Certification/Social Security Number/Health Insurance Claim ldentification Number
Enter the recipient's 10-digit identification number exactly as it appears on the identification card.

Item 61 - Insured’s Group Name (not required)
Item 62 - Insured’s Group Number (not required)

Item 63 - Treatment Authorization Code (required, if applicable)
Enter the approved seven-digit prior authorization number for all services requiring prior authorization (e.g.,
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ventilator, AIDS, head injury). Do not attach the prior authorization to the claim.
Item 64 - Employment Status Code (not required)

Item 65 - Employer Name (not required)

item 66 - Employer Location (not required)

Item 67 - Principal Diagnosis Code

Enter the full ICD-9-CM diagnosis code (up to five digits) for the principal diagnosis (i.e., the condition
established after study to be chiefly responsible for causing the admission or other health care episode). Do
not enter manifestation codes as the principal diagnosis; code the underlying disease first. The principal
diagnosis may not include "E" codes.

Items 68-75 - Other Diagnosis Codes (optional)
Enter the ICD-9-CM diagnosis codes corresponding to additional conditions that co-exist at the time of
admission, or develop subsequently, and which have an effect on the treatment received or the length of stay.

Item 76 - Admitting Diagnosis
Enter the ICD-9-CM diagnosis code provided at the time of admission as stated by the physician.

Item 77 - External Cause of injury Code (E-Code) (not required)
Item 78 - Race/Ethnicity (not required)

item 79 - Procedure Coding Method Used (not required)

Item 80 - Principal Procedure Code and Date (not required)
Item 81 - Other Procedures Codes and Dates(not required)

item 82 - Attending Physician ID
Enter the UPIN, eight-digit provider number, Wisconsin medical license number, or name of the attending
physician.

item 83 - Other Physician ID (not required)

Item 84 - Remarks (required, if applicable)

Bill health insurance before billing Wisconsin Medicaid, unless the service does not require health insurance
billing, according to Appendix 18a of Part A of the provider handbook. If health insurance is a factor in
processing this bill, enter the most appropriate "other insurance" code.

Code When This Action Took Place

Ol-P PAID in part by other health insurance including HMO or HMP. The amount
paid by the health insurance to the provider or insured is indicated on the claim.

OI-D DENIED by other health insurance following submission of a correct and
complete claim or payment was applied towards the coinsurance and deductible.
Do NOT ‘use this code unless the claim in question was actually billed to and
denied by the health insurer.
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CI-Y

OI-H

YES, the card indicates other coverage but it was not billed for reasons
inciuding, but niot limied to:

. recipient denies coverage or will not cooperate;

. the provider knows the service in question is Noncovered by the carrier;
4 health insurance failed to respond to initial and follow-up claim; or

. benefits not assignable or cannot get assignment.

HMO or HMP does not cover this service or the billed amount does not exceed
the coinsurance or deductible amount.

" Bill Medicare for covered services prior to billing Wisconsin Medicaid. When the recipient's identification
card indicates Medicare coverage, and Medicare does not cover the service, indicate a Medicare disclaimer

code.

Code
M-1

M-8

When This Action Took Place

Medicare benefits exhausted. This code applies when Medicare denied the claim
because the recipient’s lifetime benefit, spell of iliness or yearly allotment of
available benefits is exhausted.

Provider not Medicare certified. This code applies when the provider is not
required by Wisconsin Medicaid to be Medicare Part A or Part B certified, has
chosen not to be Medicare Part A or Part B certified or cannot be Medicare Part A
or Part B certified.

Recipient not Medicare eligible. This code applies when Medicare denied the
claim because there is no record of the recipient’s eligibility.

Medicare disallowed or denied payment. This code applies when Medicare
actually denies the claim for reasons given on the Medicare remittance advice.

Noncovered Medicare service. This code applies when Medicare was not billed
because Medicare does not cover the service at this time. A list of noncovered
Medicare services is in Appendix 16 of Part A, the all-provider handbook.

Nursing homes must use M-8 for Medicare-eligible recipients who are
hospitalized and do not wish to return to a Medicare-covered bed.

Iltems 85 and 86 - Provider Representative Signature and Date Bill Submitted

Sign and date the claim.
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Appendix 2a
UB-92 Claim Form Sample
Stra.gnt Wiscongin Nizdicaid wili: Medicare Coingurance Days Claim

Y5-011

APPROVED NQ. 0938-02
IM Billing Nursing Home 2 3 PATIENT CONTRQL O M—w
1 W. Williams Street 12345 212
Anytown, WI 55555 s FED TAXNO § STATEMET MRS PERIOO 1eovn]| awco | scin [ orao|n
(XXX) XXX-XXXX
| 070195 |073195 |31
12 PATIENT NAME 13 PATIENT ADDRESS
Recipient, Ima A 1W. Williams Anytown, WI 55555
14 BATHOATE 15 56X {1005 nom M 24 DHR|22 STAT| 23 MEDICAL RECORD NO 2 r= .ﬁ qlﬁ E r.l-.- :1 » M
MMDDYY F 0682195 4 30 | 98876
. jm_ocanaa S ] m—_ B RO » OCCURRENCE SPAN xr ’
: ] £
b ¢
. » VALUE CODES o 2w ] VALUE CODES
| coog AMOT b AR
(84 125D0 ’
: | t
c : ¢
d ! ¢
42 REV CD. | 4 DESCAIPION 44 HCPCS / RATES 45 SERV. DATE 46 SERY. UNITS 47 YOTAL CHARGES 48 NON-COVERED CHARGES |40
1 070185 - 072495 08 EY 0 00 1
? 072595 - 073195 20 7 350 00 , 2
3 , 3
4{o01 TOTAL CHARGE 350 i00 .
1 i ]
. '
7 ‘ 1
] : [ ]
9
10 1
i Do not attach a '
12 Medicare Remittance '
" Advice. '
" t
15 1
16 +
7 T
1" 13
1" T
20 2
n ! 2
n z
n i 2z
50 PAYER 51 PROVIDERA NC. o 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE ]
Al Med - Medicare 0:00 :
®[ T19 - Wi Medicaid 11223344
¢
5 ) =19, PA
S8 INSURED'S NAME SPAEL| D CEAT. - SSN-HIC - IDNO. 81 GROUP NAME &2 INSURANCE GROUP NO.
A 'y
» 9876543210 8
¢ ¢
&3 TREATMENT AUTHORIZATION CODES S| 85 EMPLOYER NAME 88 EMPLOYER LOCATION
A A
8 B
¢ ¢
vgmk  prec  cund | 78 ADM OUG CD| 77 €-CODE ™
! 1508
& ATTENDNGPRYS 0 87654321 ’
IM Attending Physician b
& OTHER MHYS. 10 s
b
8| 84 REMARKS OTHER PHYS. IO I
b
. M-7 TR ——re "
d X 1M Authorized MMDDYY

UB-82 HCFA-1450

OCR/Original

| CERTIY THE CERTIRCATIONS ON THE AEVERSE APSLY TO THIS BILL AND ARE MADE A PART MEREOP
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Appendix 2b
UB-92 Claim Form Sample
Inedicare Part A Coiasurarnce Days Giair

- APPROVED
IM Billling Nursing Home 2 [ PATIENT conTACL MO
1 W. Williams Streat [12345 212
&“;;‘;‘;("x;‘_/)";iiﬁ s FED TAXNO § STATEUENT COVERS PERIOD roovn| sncO | #ciD | om0 0t
L 070195 073195 | 31 24
12 PATIENT NAME 13 PA
Recipient, Ima A 1W. Wiliams Anytown, Wi 55555
14 MATHOATE BSEXMS] gy  AMINO 21 04822 STAT] 23 MEDKCAL PECORD MO » ; TIPS l:h 1 » |
MMDDYY F 062195 88876
_%B_ OCCURRENCE 0 IREORR ™ " ;
a 3
b ¢
YALUE CODES
! :
g t
H [4
I ¢
42 REV CD. { 43 DESCRPION & HCPCS/RATES 4 SERV.DATE 48 SERV. UNITS 47 YOTAL CHARGES 48 NON-COVERED CHARGES |48
11120 Semi Private Room 3 4,340 00 : 1
2| 250 Pharmacy 222 42 2
3270 Medical Supplies 1
4 4
5 s
¢joo1 TOTAL CHARGE 4827 72 .
7 : 7
] : 1
] : ’
10 : 1
1 Attach a Medicare ; ]
1 Remittance Advice. ’ 1
n 1
" ; T
15 : 1
1% %
7 i : [§
" '
" v
2 2
2 5 2
2 ’ | 2
o z
30 PAYER 5t PROVIDER NO. 54 PRIORA PAYMENTS 55 EST. AMOUNT DUE ]
Al Med - Medicare 55 - 5555 YLy
[ T19 - Wi Medicaid 11223344
¢
s D R0 P A
S8 INSURED'S NAME S3PREL| 80 CERY.- SSN-HIC. - [DNO 81 GROUP NAME 2 INSURANCE GROUP NO
A| Recipient, Ima A 01 |987654321A A
B 9876543210 .
c [
€ TREATMENT AUTHORIZATION 000CE WEC) 85 EMPLOYER NAME 88 EMPLOYER LOCATION
A A
B B
c c
§7 PRIN. DIAG. CO - 2 - CODES I NQOE e an 76 ADM DIAG CD.| 77 E-CODE n
2800 | 1508
L P e a3 s G IARe & ATIENONG PHYS © 87654321 a
! M Attending Physician b
R 0] pisi 11k ooor D 8 OTHER PHYS. O s
| b
8| M rowsrs OTHER PHYS. 10 s
b b
¢ £UR el 220t 134270031 e R
d X M Authorized MMDDYY

UB-82 HCFA-1450

OCR/Originat

1 CENTPY N CRNTIRCATIONS ON THE REVERSS APPLY TO THIS BRL AND ARE MADE A PART HEREOF
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Appendix 2¢
UB-92 Claim Form Sample
Gtraight Wisconsin Wedicald Claim with Eednoikl Days - Ancillaties

ARPROVED OMB NO. 0338.0279
IM Billling Nursing Home 2 3 PATIENT CONTRQL MO -um
1 W. Williams Street 01234567890 ]212
(Ax";‘x%'lwlx;%? S FED TAXNO § BIATEMENT OOVERS P00 [70ovo wco | scin [ ouo]n
070195 | 073185 31
| 12 PATIENT NAME 73 PATENT ADORESS
Recipient, Im A
16 MATHOATE nexjwus| DN 21 DHR|2 STAT{ 23 MEDICAL RECORD NO »
05216? i i4 30 98876 o
T OUWENGE K TR ] COCLAERC
| oxe | D v ]
3 3
b ¢
" » VALUE OO0ES VALUE CODES
Aguait O
284 ]
b t
¢ <
d [3
42 REV. CD. 143 DESCRIFTION 44 HCPCS / RATES 46 SERV. DATE 48 SERV. UNITS 47 TOTAL CHARGES 48 NONCOVERED CHARGES |4
1 070185 - 071185 21 11 482 00 : 1
? 071285 - 072095 3 ] 302 40 2
3 072185 - 073195 20 11 550 ;00 ; 1
[ 071195 N2 5 5000 4
] H s
$|001 TOTAL CHARGE 1,364 140 ‘ $
7 1
' : '
' } ’
" : 1
11 ; 1
12 : 1
" 1
“ x l 1
] 1
" (Y
v 1
" i
"» ¥
0 2
n i 2
2 2
L] 2
50 PAYER 51 PROVIDER NO. 0 B 54 PRIOA PAYMENTS 55 EST AMOUNT DUE %
A H
| T19 - Wi Medicaid 11223344
c
o D ROM PA
S5 INSURED'S NAME SPREL| 60 CERT. - SSN-#IC - IDNO 81 GROUP NAME 82 INSURANCE GROUP NO
A A
B 9876543210 B
¢ c
€3 TREATMENT AUTHORIZATION CODES |64 ESC) 05 EMPLOYER NAME 88 EMPLOYER LOCATION
A A
8 8
¢ ¢
§7 PN DAG. CO ngEx  prews - o | 78 ADM OWG CO | 77 E-Co0E )
428 l 4280
Bre ® ATEIONIPHYS 0 87654321 [}
{_IM Attending Physician b
& OTHERPHYS. 0 a
b
8| 84 REMARKS OTHER PHYS. 10 2
b b
¢ [Udrerii Lk -
d X M Authorized MMDDYY
Us_gz HCFA.]QQ | CARTIPY THE CENTIRCATIONS ON THE REVERSE APPLY TO THIS BILL AMO ARE MADE A PARY HEREOF

OCR/Originat
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Appendix 2d
UB-92 Claim Form Sample

Y5-017

Straight Wiscensin Meaicaid Claim with i2edivold Day's

APPROVED . 0938-0279
IM Billling Nursing Home 2 3 PATIENT CONTROL MO
1W. Williams Street 12345 212
Anytown, W1 55555 § FED TAXNO § STATEMENT COVERS PERICD 70D 8NCO | #GID | 1oLAD|n
(XXX) XXX-XXXX 050195  |053185 31
17 PATIENT NAME T3 PATRNT AGDRESS
Recipient, Im A
14 BRTHOATE swxfuws] o, A0S0 21 DHR[22 STAT| 23 MEDKCAL RECORO NO x g MONEDOES . o »
. 080180 4 ’ l I l
Pl ., o g ,
s £
b ¢
» ; VAULE CODES
: ANOUMT
i '
! t
; ¢
! ¢
42 REV CD. | <3 DESCAIFTION 44 HCPCS / RATES & SERV.DATE 48 SERV UMITS 47 TOTAL CHARGES 48 NON-COVERED OHARGES |40
! 050185 - 050585 20 5 375 55 1
? 050885 - 051595 30 10 638 ;40 2
3 051695 - 053185 20 18 1,201 78 ; 1
4 H 4
5 s
§(001 TOTAL CHARGE 2215 71 s
7 : 7
1 : .
' '
10 1
" i 1
2 : 1
i+ : 1
1 H i 1
: i
15 ; 1
" : 1
7 ' T
" '
" +
0 | 2
2 2
7] 4
k2] z
50 PAYER 51 PROVIDER NO. 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE )
AIMEDO1 - Medicare 0:00
8| T18 - Wi Medicaid 11223344
4
57 ?, RO PA
58 INSURED'S NAME S3P.REL| 80 CERT.- SSN- HIC - 1DNO 81 GROUP NAME &2 IMSURANCE GROUP M0
A A
] 9876543210 s
c c
&3 TREATMENT AUTHORIZATION CODES W I5C| 85 EMPLOYER RANE & EMPLOYER LOCATION
A A
B B
¢ ¢
§7 PAN. DIAG. CO - P CO0ES I LM MGXE  ppe - omnd | T8 ADM DIAG CD | 77 ECODE n
428 78052 7862 ! 4280
mpg [P NP PROCEDE et iner sy RUTRT | @ ATIENOINOPHYS © 7654321 a
I 1M Attending Physician b
| DATE & OTHER PHYS. © a
Q00¢ T "
B 4 REWARKS OTHER PHYS. 1D 2
b b
¢ el a3 333 v 3T\
d X M Authorized MMDDYY

UB-92 HCFA-1450

OCR/Originat

1 CENYVY THE CERTIRCATIONY ON TWE AEVERSE APPLY TO THIS BILL AND ARE MADE A PART HEREOP
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Appendix 2e
UB-92 Claim Form Sample
Straight Visconsin Nedicaid Claiir - Recipieni Death

APPROVED QMB NO. 0938.0279
IM Billling Nursing Home 2 3 PATIENT CONTRQL NO -Eip
1 W. Williams Street 12345 214
Anytown, W 55555 s FED TAXNO. § STATEMENT COVERS PERICO 1ow0.| 8NCD | scCiD [ 10RO [ 1
._(xx._x_):.xx.xxxx 050195 052495 24
12 PATIENT NAME 13 PATIENT ADDRESS

Recipient, im A

14 BRTHOATE s uus] o AN | e g |21 R[22 STATI23 MEDCAL RECCROMO » rzyﬁ q ‘#‘ 3 ’: :1 BE
. 060180 4 20 99878 -
hm 3 UV RS M mﬂs Tee - _ﬁ___mi,m i, ,
s B i
b ¢
» » VALUE CODES KO- W VALUE CODES
| coog Pt o b gt
3g4 22100 H []
b | t
¢ ¢
d I ¢
42 REV CD. | &3 DESCAPTIION 44 HCPCS / RATES 4 SEAV. DATE 48 SERV. UNITS 47 TOTAL CHARQES 48 NON-COVERED CHARGES |4
! 050195 - 052485 20 24 1,846 44 1
2 : 2
[] : 3
4 4
s s
+|oo1 TOTAL CHARGE 1,846 44 ¢
7 : 1
' '
’ ’
0 1
1" 1
2 : 1
I} : 1
" : '
15 ; : 1
" : *
17 ‘ .
n 1
1" [
0 2
x : 2
2 : 2
P ; 2
50 PAYER 5t PROVIDER NO. 54 PRIOR PAYMENTS 55 EST AMOUNT DUE ]
A
B[ T19 - Wi Medicaid 11223344
¢
£ ) RO HA
S8 INSURED'S RAME S4PREL| @) CERT, - SSN-HIC - IDNO 81 GROUP NAME 82 INSURANCE GROUP NO
A A
8 9876543210 8
c c
63 TREATMENT AUTHORIZATION CODES WESC| 85 EMPLOYER NAME 88 EMPLOYER LOCATION
A A
) 8
¢ ¢
T PRNDAG O] o . . COnES 0 T W) vooe g s jme | 78 ADM DIAG CD| 77 E-0OCE )
428 78052 | 4280
meclR  pporn AN P il TN & ATBONIATS © 87654321 2
l _IM Attending Physician b
OTHER re ) i R co0t. ! DATE 83 OTHER PHYS. 1D a
I b
8] u rewmaRRs OTHER PHYS. ID s
b b
¢ Lol Lhl3r3 0 A —T
d X M Authorized MMDDYY
UB-92 HCFA-1450 VCERTWY TME CERTIRCATIONS ON THE REVERSE APPLY TO THIS BILL AN AN MADE A PART WEREOF

OCR/Originat
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Appendix 3
HCFA 1500 Claim Form Instructions
for Murs'ng Homie Services

Use these claim form completion instructions to avoid denial or inaccurate claim payment. Enter all required
data on the claim form in the appropriate element. Include attachments only when requested. All elements are
required unless "not required" is specified.

Medicaid recipients receive an identification card when initially enrolled in Wisconsin Medicaid and at the
beginning of each following month. Providers should always see this card before providing services. Please
use the information exactly as it appears on the identification card to complete the patient and insured
information.

Element 1 - Program Block/Claim Sort Indicator
Enter claim sort indicator "D" (Durable Medical Equipment or Disposable Medical Supplies) or "T" (Therapy
services) for the service billed in the Medicaid check box. Claims submitted without this indicator are denied.

Element 1a - Insured’s ID Number
Enter the recipient's 10-digit identification number as found on the current identification card. This element
must contain no other numbers, unless the claim is a Medicare crossover claim, in which case the recipient's
Medicare number may also be indicated.

Element 2 - Patient’s Name
Enter the recipient's last name, first name, and middle initial as it appears on the current identification card.

NOTE: A provider may submit claims for an infant if the infant is ten days old or less on the
date of service and the mother of the infant is a Medicaid recipient. To bill for an
infant using the mother's identification number, enter the mother's last name followed
by "Newborn" in element 2. Enter the infant's date of birth in element 3. In element 4
enter the mother's name followed by "Mom" in parentheses. Finally, in element 1A
enter the mother's ten-digit identification number.

Element 3 - Patient’s Birth Date, Patient’s Sex
Enter the recipient's birth date in MM/DD/YY format (e.g., February 3, 1955, would be 02/03/55) as it appears
on the identification card. Specify if male or female with an "X."

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)

Element 9 - Other Insured’s Name

Health insurance (commercial insurance coverage) must be billed prior to billing Wisconsin Medicaid, unless

the service does not require health insurance billing according to Appendix 18a of Part A of the provider
handbook.
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L 4

When the provider has billed the health insurance because the "Other Coverage" of the recipient's
identification card is blank, the service does not require health insurance billing according to
Anpendix 1€a of Part A of the provider handbook cr the recipioni's ideniifizaticn card indicates
"DEN" only, this element must be left blank.

When "Other Coverage" of the recipient's identification card indicates HPP, BLU, WPS, CHA, or
OTH, and the service requires health insurance billing according to Appendix 18a of Part A of the
provider handbook, one of the following codes must be indicated in the first box of element 9.
The description is not required, nor is the policyholder, plan name, group number, etc. (Elements
9a, 9b, 9c¢, and 9d are not required.)

Code Description

OI-P PAID in part by the health insurance. The amount paid by the health insurance
to the provider or the insured is indicated on the claim.

OI-D DENIED by the health insurance following submission of a correct and
complete claim or payment was applied towards the coinsurance and deductible.
DO NOT use this code unless the claim in question was actually billed to and
denied by the health insurer.

OI-Y YES, the card indicates other coverage but it was not billed for reasons
including, but not limited to:

¢ recipient denies coverage or will not cooperate;

¢ the provider knows the service in question is noncovered by the carrier;
¢ health insurance failed to respond to initial and follow-up claim; or

¢ benefits not assignable or cannot get an assignment.

When "Other Coverage" of the recipient's identification card indicates "HMO" or "HMP", one of
the following disclaimer codes must be indicated, if applicable:

Code Description
OI-P PAID by HMO or HMP. The amount paid is indicated on the claim.

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

Important Note: The provider may not use OI-H if the HMO or HMP denied payment because
an otherwise covered service was not rendered by a designated provider. Services covered by an
HMO or HMP 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 services which 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

This first box of this element is used by Wisconsin Medicaid for Medicare information. (Elements 11a, 1 1b,
11c, and 11d are not required.) Medicare must be billed prior to billing to Wisconsin Medicaid. When the
recipient's identification card indicates Medicare coverage, but Medicare does not allow any charges, one of
the following Medicare disclaimer codes must be indicated. The description is not required.
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Code Description

-1 Medicare benefits cxhausted. Thig code applies when Medicare Cenied the cl2im
because the recipient’s litetime benetit, spell of iliness or yearly allotment of available
benefits is exhausted.

M-5 Provider not Medicare certified. This code applies when the provider is not required
by Wisconsin Medicaid to be Medicare Part A or Part B certified, has chosen not to be
Medicare Part A or Part B certified or cannot be Medicare Part A or Part B certified.

M-6 Recipient not Medicare eligible. This code applies when Medicare denied the claim
because there is no record of the recipient’s eligibility.

M-7 Medicare disallowed or denied payment. This code applies when Medicare actually
denies the claim for reasons given on the Medicare remittance advice.

M-8 Noncovered Medicare service. This code applies when Medicare was not billed
because Medicare does not cover the service at this time. A list of noncovered
Medicare services is in Appendix 16 of Part A, the all-provider handbook.

Nursing homes must use M-8 for Medicare-eligible recipients who are hospitalized
and do not wish to return to a Medicare-covered bed.

If Medicare is not billed because the recipient's identification card indicates no Medicare
coverage, this element must be left blank.

If Medicare allows an amount on the recipient's claim, the Explanation of Medicare Benefit
(EOMB) must be attached to the claim and this element must be left blank. Do not enter Medicare
paid amounts on the claim form. Refer to Appendix 17 of Part A of the provider handbook for
further information regarding the submission of claims for dual entitlees.

Elements 12 and 13 - Authorized Person's Signature
(Not required since the provider automatically accepts assignment through certification.)

Element 14 - Date of Current lliness, Injury, or Pregnancy (not required)
Element 15 - If Patient Has Had Same or Similar liiness (not required)
Element 16 - Dates Patient Unable to Work in Current Occupation (not required)

Element 17 - Name of Referring Physician or Other Source
When required, enter the referring or prescribing physician's name.

Element 17a - 1.D. Number of Referring Physician
When required, enter the referring provider's six-character UPIN number. If the UPIN number is not
available, enter the Medicaid provider number or license number of the referring provider.

Element 18 - Hospitalization Dates Related to Current Services (not required)

Element 19 - Reserved for Local Use

If an unlisted procedure code is billed, providers may describe the procedure in this element. If there is not
enough space for the description, or if multiple unlisted procedure codes are billed, providers must attach
documentation to the claim describing the procedure(s). In this instance, providers must indicate "See
Attachment"” in element 19.
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Elament 26 - Outsidz Lab
It a iaboratory handling fee is billed, check "yes" to indicate that the specimen was sent to an outside lab.
Otherwise, this element is not required.

Element 21 - Diagnosis or Nature of lliness or Injury

The International Classification of Disease (ICD) diagnosis code must be entered for each symptom or
condition related to the services provided. Manifestation ("M") codes are not acceptable. List the primary
diagnosis first. Etiology ("E") 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

Enter the seven-digit prior authorization number from the approved prior authorization request form. Services
authorized under multiple prior authorizations must be billed on separate claim forms with their respective
prior authorization numbers.

Element 24a - Date(s) of Service
Enter the month, day, and year for each procedure using the following guidelines:

. When billing for one date of service, enter the date in MM/DD/YY format in the "From" field.
When billing for two, three, or four dates of service, enter the first date of service in MM/DD/YY
format in the "From" field, and subsequent dates of service in the "To" field by listing only the date(s)
of the month (i.e., DD, DD/DD, or DD/DD/DD)

It is allowable to enter up to four dates of service per line if:

All dates of service are in the same calendar month.

All services are billed using the same procedure code and modifier, if applicable.

All procedures have the same type of service code.

All procedures have the same place of service code.

All procedures were performed by the same provider.

The same diagnosis is applicable for each procedure.

The charge for all procedures is identical. (Enter the total charge per detail line in element 24F.)
The number of services performed on each date of service is identical.

All procedures have the same emergency indicator.

® 6 & 4 6 o ¢ o+ o

Element 24b - Place of Service
Enter the appropriate Medicaid single-digit place of service code for each service.

Code Description
7 Nursing Home
8 Skilled Nursing Facility

Element 24c - Type of Service Code
Enter the appropriate single-digit type of service code.

Element 24d - Procedures, Services, or Supplies
Enter the appropriate HCPCS procedure code and, if applicable, a two-character modifier under the "Modifier"
column.
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Element 24e - Diagnosis Code

Vr/hzn raulan e procedres related Lo difiereni diazioses are submitied, cohirnn £ musi be used to relate the
procedure performed (element 24D) to a specific diagnosis in element 21. Enter the number (1, 2, 3, or 4)
which corresponds to the appropriate diagnosis in element 21.

Element 24f - Charges
Enter the total charge for each line.

Element 24g - Days or Units
Enter the total number of services billed for each line. A decimal must be indicated when a fraction of a whole

unit is billed.
Element 24h - EPSDT/Family Planning (not required)

Element 24i - EMG
Enter an "E" for each procedure performed as an emergency, regardless of the place of service.

Element 24j - COB (not required)

Element 24k - Reserved for Local Use
Enter the eight-digit provider number of the performing provider for each procedure, if it is different that the
billing provider number indicated in element 33.

When applicable, enter the word "spenddown” and under it, the spenddown amount on the last detail line of
element 24K directly above element 30. Refer to Section IX of Part A of the provider handbook for
information on recipient spenddown.

Element 25 - Federal Tax ID Number (not required)

Element 26 - Patient's Account No.
Optional - provider may enter up to 12 characters of the patient's internal office account number. This number

will appear on the fiscal agent Remittance and Status Report.

Element 27 - Accept Assignment
(Not required, provider automatically accepts assignment through Wisconsin Medicaid certification.)

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 a dollar
amount is indicated in element 29, "OI-P" must be indicated in element 9.) Do not enter dollar amounts paid
by Medicare.

Element 30 - Balance Due
Enter the balance due as determined by subtracting the recipient spenddown amount in element 24K and the
amount paid in element 29 from the amount in element 28.

Element 31 - Signature of Physician or Supplier
The provider of 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 format.

NOTE:  This may be a computer-printed or typed name and date, or a signature stamp with the
date.
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Elernent 32 - Name and Addiess of Faclity 'Whare Jarvices Renderec!
If the services were provided to a recipient in a nursing home (place of service 7 or 8), indicate the nursing
home's eight-digit provider number.

Element 33 - Physician's, Supplier's Billing Name, Address, Zip Code and Phone #
Enter the provider's name (exactly as indicated on the provider's notification of certification letter) and address
of the billing provider. At the bottom of element 33, enter the billing provider's eight-digit provider number.
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Appendix 4

Y5-027

HCFA 1500 Claim Form Sample

HEALTH INSURANCE CLAIM FORM

—
FECA

1 MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP OTHER] 1a. INSURED'S 1.0. NUMBER (FOR PROGRAM IN (TEM 1)
HEALTH PLAN __ BLK LUNG
(Medicare #) @ (Medicaid #) D (Sponsor's SSN) D (VA File #) (SSN or ID) (SSN) D (ID) 1234567890

2. PATIENT'S NAME (Last Name, First Name, Middle (mtai)

3. PATIENT S BIRTH DATE

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

Recipient, Im A. B | | ¥y M [3 F ]
5. PATIENT'S ADDRESS (No., Street) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (No.. Street)
609 Willow Sett [ | spouse[ | chid[ | other |
ciTY STATE | 8. PATIENT STATUS cIY STATE
Anvytown Wl S&ngla[] Married D Other D
ZIP CODE TELEPHONE (Include Area Code) ZIP CODE TELEPHONE (INCLUDE AREA CODE)
Employed Fult-Time Pant-Time
55555 ( XX%) XXX~ XXXX studemt | _Stugemt L] ()

OI-P

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

10. IS PATIENT'S CONDITION RELATED TO:

v

11. INSURED’'S POLICY GROUP OR FECA NUMBER

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 ‘
LM

SEX

b. AUTO ACCIDENT? PLACE (State)

FD Dvss . DNO

a. INSURED'S DATE OF BIRTH SEX
MM 0D . YY

| “UI O

b. EMPLOYER'S NAME OR SCHOOL NAME

c. EMPLOYER'S NAME OR SCHOOL NAME

c. OTHER ACCIDENT?
e

D YES

¢. 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?

[(Jves [ Iwo

N yes, retum to and compiete item 9 a-d.

PATIENT AND INSURED INFORMATION ———————— | <— CARIIER —>

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 inf payment of medical benefits to the undersigned physician or supplier for
to process this claim. | aiso request of g fits gither to myseif or to the party who accepts assignment services described below.
beiow.
SIGNED DATE SIGNED
14 DATE OF CURRENT: ILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME OR SIMILAH ILLNESS. | 16. DATES PATIENT UNABLE TO WORK IN CU‘RRENT OCCUPATION 1#
MM [n/0] Yy INJURY (Accident) OR GIVE FIRSTDATE MM ' DD MM DD Yy MM 0D 1 YY
PREGNANCY(LMP) 1‘ 1 FROM TO 1 '
17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 17a. 1.0. NUMBER OF REFERRING PHYSICIAN 18. HOSPILA::I.IZATION DALI;Z'S RELATED TO CURRENT SERVICES
: MM D YY
IM Prescribing 12345678 FROM | < 10 ,‘ |
L
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES

[Jves [Jwno I

21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,23 OR 4 TO ITEM 24E BY LINE)

R

22. MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO.

(0]

govt. claims, see

1324JED ‘D YES [ no

127, ACCEPT ASSIGNMENT?
(Fo back)

2
1 LV53 9 L .
23. PRIOR AUTHORIZATION NUMBER
1234567
2. | L 4. 1 S
24. A B C D E F G | H { J K
DATE(S) OF SERVIC Place | Type | PROCEDURES, SERVICES, OR SUPPLIES DAYS [EPSD RESERVED FOR
From ) of of (Explain Unusual Circumstances) DIAC%:;)ESIS $ CHARGES OR |Family| ey | cos LOCAL USE
MM DD YY_ MM [8]8] YY |Serv i CPT/HCPCS | MODIFIER UNITS| Plan
i I 1 l :1 " J ] Eq ~_ i -
| 04 . 0195 | 30. ; 8 1P 3 E04L10 . 1 Z XXX XX |24
{ z i
H 1
05. 01:95 | 31 i 8 1 w1092 I i . 1 ,, XX X 29
' 1 . i ;
z (¥ ¢
1 B )
] | - :
t A A
a;f ‘ N 2
l ! r {
13 2 .
B ‘ b . ;
:U |
| ! b : ;
6 : ; i ! ' i ;
25. FEDERAL TAX |.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 28. TOTAL CHARGE 29, AMOUNT PAID 30, BALANCE DUE

s XX XX XX XXy XXX XX

31. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
{1 certify that the statements on the reverse

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

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

IMNEF4ing Home

apply 1o this bilt and are made a part thereot.) 609 Willow
IM Authorized
t
MMDDYY Anytown WI 55555
SIGNED DATE PiNg J Grea 87654321 Y

PHYSICIAN OR SUPPLIER INFORMATION

(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 5

Prior Authorization Request Form (PA/RF) - AIDS

MAIL TO:
E.D.S. FEDERAL CORPORATION
PRIOR AUTHORIZATION UNIT
6406 BRIDGE ROAD
SUITE 88
MADISON, Wi 53784-0088

ICN #
AT. #
P.A.# 1234567

PRIOR AUTHORIZATION REQUEST FORM

PA/RF (DO NOT WRITE IN THIS SPACE)

Y5-029

1 PROCESSING TYPE

134

7 RECIPIENT'S MEDICAL ASSISTANGE 10 NUMBER < RECIPIENT ADORESS (STREET, CITY, STATE, ZIP CODE)
1234567890 609 Willow

3 RECIPIENT'S NAME (LAST, FIRST, MIDDLE INITIAL) Anytown,  WI 55555
Recipient, Im A.

5 DATE OF BIRTH 6 SEX 3 BILLING PROVIDER TELEPHONE NUMBER
MMDDYY M E.] F D (XX ) XO-XXXX

7 BILLING PROVIDER NAME, ADDRESS, ZIP CODE:
IM Provider ’
1] W. Williams
Anytown, WI 55555

9 BILLING PROVIDER NO.
12345678

10 DX: PRIMARY

th ARC

11 DX: SECONDARY

284.8 ~ Pancytopenia

12 sn,a'r DATE OF SOt 13 F/RST DATE RX:
n/a n/a

4 15 16 7 18 (0] 20

PROCEDURE CODE MOD | POS TOS DESCRIPTION OF SERVICE QR CHARGES

N7 8 E |Private room rare - AIDS 30 $82.,00 per day

R~ TOTAL

22. An approved authorization does not guarantee payment. CHARGE 2,460,00
Reimbursement is contingent upon eligibility of the

recipient and provider at the time the service is provided and the completeness of the claim information. Payment will not be made
for services initiated prior to approval or after authorization expiration date. Reimbursement will be in accordance with Wisconsin
Medical Assistance Program payment methodology and Policy. if the recipient is enrolled in a Medical Assistance HMO at the time
a prior authorized service is provided, WMAP reimbursement will be allowed only if the service is not covered by the HMO.

23 __MMDDYY

2 : q
AEQUESTING/PROVIDER SIGNATURE

DATE

(DO NOT WRITE IN THIS SPACE)

AUTHORIZATION:

O

PROCEDURE(S) AUTHORIZED

APPROVED GRANT DATE

O

MODIFIED

O

DENIED

O

RETURN

REASON:

REASON:

REASON:

EXPIRATION DATE

DATE

CONSULTANT/ANALYST SIGNATURE

QUANTITY AUTHORIZED
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Appendix 6
Prior Authorization Physician Attachment (PA/PA) Form

1. Complete this form

Mail To:
E.D.S. FEDERAL CORPORATION P AIP A 2. Attach to PA/RF
gri;:)r gtajthorization Unit (Prior Authorization Request Form)
te .
6:'06 Bridge Road PRIOR AUTHORIZATION 3. Mail to EDS
PHYSICIAN ATTACHMENT

Madison, Wi 53784-0088

RECIPIENT INFORMATION

O) ©) ® ® ®

Recipient IM A 1234567890 36
LAST NAME FIRST NAME MIDDLE INIMAL MEDICAL ASSISTANCE 1D NUMBER AGE

PROVIDER INFORMATION

O)

IM Performing 12345678 (ox ) xxx - oo
PERFORMING PROVIDER'S NAME PERFORMING PROVIDER'S MEDICAL PERFORMING PROVIDER'S
ASSISTANCE PROVIDER NUMBER TELEPHONE NUMBER

IM Referring
REFERRING/PRESCRIBING
PHYSICIAN'S NAME

A. Describe diagnosis and clinical condition pertinent to service or procedure requested:

AIDS with ARC., Patient needs assistance with all care. Has healing lesions on upper legs.
Is malnourished and dehydrated. He is found to have impairment of his recent and remote
memory and it is felt that his insight in judgement were probably organically impaired.

B. Describe medical history pertinent to service or procedure requested:

Was hospitalized in July for 30 days with diagnosis of immunodeficiency virus #nfection
with AIDS-ARC. This was first hospitalization.
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C. Supply justification for service or procedure requested:

Drainage and secretion precautions, Blood and body fluid precausations, Patient in isolation.
Gown and gloves are worn if in contact with any body secretions. Double bagging linen and
using isolation technique for garbage. (Water soluable baga) No special precautions for
dietary trays and silverware. Takes by-mouth medication fime. Feeds self regular diet.
Encourage fluids. Has healing lesions on legs -~ treated with continual moist sterile saline
dressings. Patient requires total care. All other placement alternatives have been
exhausted and nursing home placement is the most appropriate.

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

D. MMDDYY [ . .
Date Requesting s Signature
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Appendix 7
Prior Authorization Request Form (PA/RF) Instructions

Element 1 - Processing Type

Enter the appropriate three-digit processing type from the list below. The "process type" is a three-digit code

used to identify a category of service requested. Use 999 - "Other" only if the requested category of service is
not found in the list. Prior Authorization and Spell of Illness requests will be returned without adjudication if
no processing type is indicated.

130 - Durable Medical Equipment

132 - Disposable Medical Supplies

134 - AIDS Services (hospital and nursing home)

135 - Ventilator Services (hospital and nursing home)

Element 2 - Recipient's Medicaid Identification Number
Enter the recipient's 10-digit identification number as found on the recipient's identification card.

Element 3 - Recipient's Name
Enter the recipient's last name, followed by first name and middle initial, exactly as it appears on the recipient's

identification card.

Element 4 - Recipient's Address

Enter the address of the recipient's place of residence; the street, city, state, and zip code must be included. If
the recipient is a resident of a nursing home or other facility, also include the name of the nursing home or
facility.

Element 5 - Recipient's Date of Birth
Enter the recipient's date of birth in MM/DD/YY format (e.g., June 8, 1941, would be 06/08/41), as it appears
on the recipient's identification card.

Element 6 - Recipient's Sex
Enter an "X" to specify male or female.

Element 7 - Billing Provider's Name, Address and Zip Code
Enter the name and complete address (street, city, state, and zip code) of the billing provider. No other
information should be entered in this element since it also serves as a return mailing label.

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

Element 9 - Billing Provider's Wisconsin Medicaid Provider Number
Enter the eight-digit provider number of the billing provider.

Element 10 - Recipient's Primary Diagnosis
Enter the appropriate International Classification of Disease, 9th Edition, Clinical Modification (ICD-9-CM)
diagnosis code and description most relevant to the service/procedure requested.

NOTE: Pharmacists, medical vendors, and individual medical suppliers may provide a written
description only.
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Element 11 - Recipient's Secondary Diagnosis
Enter the apprcpriaie ICC-9+CM diagncesis code and descripticr, additionally descrintive of the recipient's
clinical condition.

NOTE: Pharmacists, medical vendors, and individual medical suppliers may provide a written
description only.

Element 12 - Start Date of Speli of lliness (not required)
Element 13 - First Date of Treatment (not required)

Element 14 - Procedure Code(s)
Enter the appropriate HCPCS or National Drug Code (NDC) procedure code for each service/procedure/item
requested, in this element.

Element 15 - Modifier
Enter the modifier corresponding to the procedure code (if a modifier is required by Wisconsin Medicaid
policy and the coding structure used) for each service/procedure/item requested.

Element 16 - Place of Service
Enter the appropriate place of service code designating where the requested service/procedure/item would be
provided/performed/dispensed.
Code Description
7 Nursing Home
8 Skilled Nursing Facility
Element 17 - Type of Service

Enter the appropriate type of service code for each service/procedure/item requested.

Alpha  Description

C Ancillaries, Hospital and Nursing Home

D Drugs

E Accommodations, Hospital and Nursing Home
P Purchase New DME

R DME Rental

Element 18 - Description of Service
Enter a written description corresponding to the appropriate HCPCS or National Drug Code (NDC) procedure
code for each service/procedure/item requested.

Element 19 - Quantity of Service Requested
Enter the quantity (e.g., number of services, dollar amount) requested for each service/procedure/item
requested.

Disposable Medical Supplies (number of days supply)

Durable Medical Equipment (number of services)

Hospital and Nursing Home AIDS Services (number of days)
Hospital and Nursing Home Ventilator Services (number of days)
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Element 20 - Charges

Enter your usual and customary charge for each service/procedure/item requested. If the quantity is greater
than 1", multiply the quaatity by the charge for cach service/procedure/iiem rzquested Enist that tota!
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
Social Services.

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

Element 22 - Billing Claim Payment Clarification Statement

“An approved authorization does not guarantee payment. Reimbursement is contingent upon eligibility of the
recipient and provider at the time the service is provided and the completeness of the claim information.
Payment will not be made for services initiated prior to approval or after authorization expiration.
Reimbursement will be in accordance with Medicaid payment methodology and policy. If the recipient is
enrolled in a Medicaid managed care program at the time a prior authorized service is provided, Medicaid
reimbursement will be allowed only if the service is not covered by the managed care program.”

Element 23 - Date
Enter the month, day, and year (in MM/DD/YY format) the prior authorization request form was completed

and signed.

Element 24 - Requesting Provider's Signature
The signature of the provider requesting/performing/dispensing the service/procedure/item must appear in this
element.

Do not enter any information below the signature of the requesting provider — this space is
reserved for the Medicaid consultant(s) and analyst(s).
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Appendix 8
Prior Authorization
Durabie Me 2ical Fqdigmeri Attachment iPASSMEA) instrustions

Prior authorization determinations are enhanced by complete and high-quality documentation included with
the request. Carefully complete this attachment, attach it to the Prior Authorization Request Form (PA/RF)
and submit to the following address:

EDS

Prior Authorization Unit
Suite 88

6406 Bridge Road
Madison, W] 53784-0088

Contact the EDS Policy/Billing Correspondence Unit with questions about completing the Prior Authorization

Request Form (PA/RF) and/or the Prior Authorization Durable Medical Equipment Attachment (PA/DMEA).
The telephone numbers are listed in Appendix 2 of Part A of the provider handbook.

Recipient Information:

Element 1 - Recipient's Last Name
Enter the recipient's last name from the recipient's identification card.

Element 2 - Recipient's First Name
Enter the recipient's first name from the recipient's identification card.

Element 3 - Recipient's Middle Initial
Enter the recipient's middle initial from the recipient's identification card.

Element 4 - Recipient's Medicaid Number
Enter the recipient's 10-digit number from the recipient's identification card.

Element 5 - Recipient's Age
Enter the recipient’s age in numerical form (i.e., 45, 60, 21, etc.).

Provider Information:

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

Element 7 - Prescribing Physician’'s Medicaid Provider Number
Enter the eight-digit provider number of the physician prescribing the item(s) of durable medical equipment.

Element 8 - Dispensing Provider's Telephone Number
Enter the telephone number, including area code, of the provider dispensing the requested DME item.

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

1. Complete elements A through H and J for all items of DME requested except oxygen equipment.
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2. Compiete elements A through I if request is for oxygen equipment.

2./ | Atach aphoiocopy of the phvsician's piescription to this attachmen:. The prescripiion must be signed
and dated within six months of receipt by EDS.

4.  Read the Prior Authorization Statement before dating and signing the attachment.

5.  The provider requesting/ dispensing the equipment/item must date and sign the attachment .
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Appendix 9
Prior Authorization Request Form (PA/RF) - Oxygen
MAIL TO: PRIOR AUTHORIZATION REQUEST FORM 1 PROCESSING TYPE
E.D.S. FEDERAL CORPORATION
PRIOR AUTHORIZATION UNIT PA/RF |(DONOT WRITE IN THIS SPACE)
€406 BRIDGE ROAD ICN #
SUITE 88 AT.# 130
MADISON, Wi 53784-0088 P.A.# 1234567
2 RECIPIENT'S MEDICAL ASSISTANCE 10 NUMBER 4 RECIPIENT ADDRESS (STREET, CITY, STATE, ZIP CODE)
1234567890 609 Willow
3 RECIPIENT'S NAME (LAST, FIRST, MIDDLE INITIAL) Anytown, WI 55555
. Recipient, Im A. -
5 DATE OF BIRTH € SEX 8 BILLING PROVIDER TELEPHONE NUMBER
MMDDYY nly ¢ (xxx ) xoxx-xex
7 BILLING PROVIDER NAME, ADDRESS, 2IP CODE: 9 BILLING PROVIDER NO.
IM Provider ' ' 12345678
10 DX: PRIMARY
1 W, Williams %96 = CPD

Anytown WI 55555

11 DX: SECONDARY

12 START DATE OF SOI: 13 FIRST DATE RX:
n/a n/a
Y] 15 16 17 i) 9 20
PROCEDURE CODE MOD | POS TOS DESCRIPTION OF SERVICE QR CHARGES
w1092 8 R Oxygen concentrator 180 - XX.XX

2
22. An approved authorization does not guarantee payment. e ! OXX.XX

Reimbursement is contingent upon eligibility of the
recipient and provider at the time the service is provided and the completeness of the claim information. Payment will not be made
for services initiated prior to approval or after authorization expiration date. Reimbursement will be in accordance with Wisconsin
Medical Assistance Program payment methodology and Policy. If the recipient is enrolied in a Medical Assistance HMO atthe time
a prior authorized service is provided, WMAP reimbursement will be allowed only if the service is not covered by the HMO.

— n Aty Kigaatils
DATE OVIDER SIGNA

(DO NOT WRITE IN THIS SPACE)
AUTHORIZATION:

0 l

APPROVED GRANT DATE EXPIRATION DATE

O

MODIFIED - REASON:

O

] I PROCEDURE(S) AUTHORIZED  QUANTITY AUTHORIZED

DENIED bt REASON:
RETURN e REASON:

DATE CONSULTANT/ANALYST SIGNATURE
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Appendix 10
Prior Authorization Durable Medical Equipment
Lzolhiment (FADMEA) =oam

Malil To: 1. Complete this form
E.D.S. FEDERAL CORPORATION PA/DMEA 2. Attach to PA/RF
Prior Authorization Unit (Prior Authorization Request Form)
Suite 88 PRIOR AUTHORIZATION 3. Mail to EDS
Mamg;d%slnggguooas DURABLE MEDICAL
_ ' EQUIPMENT ATTACHMENT

RECIPIENT INFORMATION

® @ ® ® ®

Recipient Im A 1234567890 58
LAST NAME FIRST NAME MIDDLE INITIAL MEDICAL ASSISTANCE ID NUMBER AGE
PROVIDER INFORMATION
® @
IM Prescribing 87654321 ( XXX ) b:0.0.GHEED.9.0.94
PRESCRIBING PHYSICIAN'S NAME PRESCRIBING PHYSICIAN'S MEDICAL DISPENSING PROVIDER'S
ASSISTANCE PROVIDER NUMBER TELEPHONE NUMBER

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

Self-care status: very poor

Strength: very poor

Coordination: poor

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

Due to having COPD and angina, patient's ability to breathe is severely impaired to the
extent that oxygen at 3 LPM per 12 hours per day was prescribed. The benefit will be to
improve breathing of the patient.

C. Is the recipient able to operate the equipment/item requested — [ Yes g No — If not, who will do this?
Nursing home staff will operate the equipment.

D. Is training provided or required? O Yes 3 No Explain:
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E. State where equipment/item will be used:
O Home (Describe type of dwelling and accessibility)

¥ Nursing Home O School O Office a Job
(Describe accessibility and any special needs)

F. Attach an Occupational or Physical Therapy Report if available.
G. State estimated duration of need: Indefinite

H. If renewal or continuation of DME Authorization is requested, describe the reciplent's
e Current ctinical condltion
* Progress (Improvement; no change, etc.)
* Results

Reciplent’s use of equipment/item prescribed

l. Indicate amount of oxygen to be administered:

—3 __ Liters per minute —— Continuous
12 poursperday - —— PRN
Days per week —— P20,

Y5-042

Attach a photocopy of the Physiclan's Prescription to this Attachment form. The prescription must be

signed and dated within 6 months of receipt by EDS.

THE PROVISION OF SERVICES WHICH ARE GREATER THAN OR SIGNIFICANTLY DIFFERENT FROM

THOSE AUTHORIZED MAY RESULT IN NON-PAYMENT OF THE BILLING CLAIM(S).

Joo oo . A &,ﬁ,m%mm
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Appendix 11
Requesting Nursing Home Rate Administrative Review
inseustions

The Nursing Home Rate Administrative Review Request form is used to bring major problems about nursing
home reimbursement to the attention of the Bureau of Health Care Financing (BHCF) Administrative Review
Committee. To be considered an acceptable issue for administrative review, all attributes listed below must be
adequately addressed. This will require those with a problem to adequately research the issue before
transmittal. If more space is required, additional sheets can be submitted. Pertinent correspondence should
accompany this transmittal. Nursing homes are expected to send information to their respective associations.
The associations, in turn, complete the requested information and documentation as required below.

Following is a description of the attributes:

1. Statement of Condition: What is the problem? Outline the problem or state "what is going on."

2. Criteria: Why is it a problem? Indicate and cite federal and state statutory requirements or regulations,
acceptable business or accounting practices that are being measured against, and provisions of the rate
"Methods of Implementation" which are being interpreted.

3. Cause: What caused the problem? Cite specific examples.

4.  Effect: What is the extent of the problem? Be specific. Simple statements without information
necessary to determine validity or materiality are inadequate. For collective requests, indicate the

number or list homes affected.

5. Recommendation: What is the recommended solution? This should be specific and, if possible,
address what effect there is on Medicaid costs.

Procedure for Review

1. The BHCF Administrative Review Committee conducts the review, consulting with other members of
the BHCF, when appropriate.

2. Ifarequest or recommendation is denied, the rationale for that decision is given to the home.

3. Ifarate adjustment is warranted, the regional auditor is notified and adjusts the rate and notifies the
home.
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Appendix 12

Bureau of Health Care Financing
Nursing Home Rate Administrative Review Request

Nursing Home Name:

Y5-045

Provider Number:
Date:
- TO: Bureau of Health Care Financing

Nursing Home Section
Administrative Review Committee
Post Office Box 309

Madison, WI 53701-0309

FROM: Wisconsin Association of Nursing Homes

Wisconsin Association of Homes and Services for the Aging

Wisconsin Association of County Homes

Nonrepresented Nursing Home

SUBJECT OR PROBLEM TITLE:

Problem Attributes (see instructions - if insufficient space, attach additional sheets)

1. Statement of Condition:

2. Criteria:

3. Cause:

4. Effect:

5. Recommended Solution:



Y5-047

Wisconsin Medicaid Provider Handbook, Part Y

Issued: 01/96

Appendix 13
Eligibility/Authorization Report

W P44 90 VISCONSIN -
PROV UM RECIP MAME RECIP MMMBER ELIGFN
12345678 Recipient Im A 1234567890 MMODYY

Resident Ids A 1122334455 HMODYY
EMD OF OATA 000002 RECIPIEMTS

TITLE XIX - ELIGIOILIYY
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MMODYY
MMODYY

AUTHRZED AUTHIN

2
21

MHODYY
HMODYY

AUTHTO

999999
999999

DATE

LIAB ANT

$149.00
$149.00
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LIABFNM
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MMODYY
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Reading the Eligibility/Authorization Report

Provider Number
This column shows the nursing home's eight-digit provider number.

Recipient Name
This column shows the recipient's last name, first name, and middle initial as it appears on the recipient's

identification card.

- Recipient Number
This column shows the recipient's 10-digit identification number as it appears on the recipient's identification
card.

ELIGFM (Eligibility From) '
This column shows the date eligibility was granted (in MMDDYY format) under the recipient's identification
number.

ELIGTO (Eligibility To)
This column shows the date (in MMDDY'Y format) eligibility was terminated under the recipient's
identification number.

AUTHRZD (Authorized)
This column shows the last authorized level of care listed on EDS files. The levels of care are listed in
Appendix 15 of this handbook.

AUTHFR ( Authorization From)
This column shows the date (in MMDDY'Y format) that the level of care was granted for the recipient.

AUTHTO (Authorization To)
This column shows the date (in MMDDYY format) that the level of care was terminated for the recipient.

Providers must verify:

¢ The recipient's Medicaid identification number and effective date(s).
+ The recipient's level of care and effective date(s).
¢ The recipient's liability amount and effective date(s).

If the recipient's identification card does not match the information on the eligibility authorization report, the
provider must contact the county agency and request an update for the period of eligibility in question. The
addresses and telephone numbers of all county agencies are listed in Appendix 8 of Part A of the provider
handbook.
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22
23
25
26

27

28

29

30
31
32
33
35

Appendix 15
Nursing Home Level of Care/Accommodation Codes

Description
Medicare Coinsurance Days
SNF (Skilled)

ICF 1 and 2 (Intermediate and
Limited)

ICF 3 (Personal)
ICF 4 (Residential)
ISN (Intensive Skilled Nursing)

DDI1A (Developmentally Disabled
1A)

DDI1B (Developmentally Disabled
1B)

DD2 (Developmentally Disabled
2)

DD3 (Developmentally Disabled
3)

SNF Hospital Bedhold

ICF Hospital bedhold
Personal Hospital Bedhold
Residential Hospital Bedhold
ISN Hospital Bedhold

Code

36
37
38

39
40
41
42

43

45

46

47
48
49
80
81

Y5-051

Description
DD1A-Hospital Bedhold
DD1B-Hospital Bedhold
DD2-Hospital Bedhold

DD3-Hospital Bedhold
SNF Therapeutic Leave
ICF Therapeutic Leave

Personal Therapeutic Leave

Residential Therapeutic Leave

ISN Therapeutic Leave

DDI1A Therapeutic Leave

DD1B Therapeutic Leave
DD2 Therapeutic Leave
DD3 Therapeutic Leave
Brain Injured

Intensive Brain Injured
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Appendix 16
Request for Reimbursement for OBRA Level | Screening

WISCONSIN MEDICAL ASSISTANCE
REQUEST FOR REIMBURSEMENT FOR OBRA LEVEL I SCREENING

Provider Name:
Medical Assistance Provider Number:

Applicant Last Name Applicant First Name
1.
Social Security Number Screen Date - Admit (Y/N)
Aocolicant Last Name Applicant First Name
2.
Socisl Security Number Screen Date Admit (Y/M)
Applicant Last Name Applicant First Neme
3.
Social Security Number _ Screen Date Admit (Y/N)
Applicant Lest Name Applicant First xame
4.
Socisl Security Number Screen Date Acmit (Y/N)
| L
Applicant Last Name Applicant First Name
5.
Socisl Security Number Screen Date Admit (Y/N)
Applicant Last Name Applicant first Name
6.
Social Security Number screen Date Admit (Y/N)

CERTIFICATION: . o
This is 10 centify that the foregoing information is true, accurate, and compiete. [ understand that Faym

Y5-053

ent

and satisfaction of this claim will be from federal and state funds, and (hat any faise claims, statements,

documents or conceaiment of material fact, may be prosecuted under applicable federal or state laws.

Signature Date
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Appendix 17
Request for Reimbursement for OBRA Level | Screening Form
Ingiruclians

Use these instructions to complete the “Request for Reimbursement for OBRA Level I Screening” form.
Reimbursement requests are denied if the following information is not provided..

Provider Name
Enter the name of the facility providing the Level I screening.

Wisconsin Medicaid Provider Number
Enter the eight-digit provider number of the facility providing the Level I screening.

The following information must be provided for each Level | screening completed.

Applicant Last Name
Enter the last name of the applicant receiving a Level I screening.

Applicant First Name
Enter the first name of the applicant receiving a Level I screening.

Social Security Number
Enter the 9-digit Social Security number of the applicant receiving a Level I screening.

Screen Date
Enter the date (in MMDDY'Y format) that the Level I screening was given.

Admit (Y/N)
Indicate if the recipient was admitted to the facility with a "Y" for yes or "N" for no. A "Y" or "N" must be
indicated.

Signature/Date
An authorized representative of the facility must sign and date the request form.

Send Completed Forms To:
EDS

6406 Bridge Road
Madison, W1 53784-0002
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Appendix 18
Nurses Aide Training and Competency Evaluation
Reimbursementi Reguest Fcrm

WISCONSIN MEDICAL ASSISTANCE
NURSES AIDE TRAINING AND COMPETENCY EVALUATION
REIMBURSEMENT REQUEST

Provider Name:
Medical Assistance Provider Number:

Afde Last Name Afde First Name Hire Date
1.
I:Tt-\ey New Afde End Date -
Socisl Security Wumber Evalustion Date of Evaluation Training of Neu Aide Training
Aide Last Neme Aide First Name Kire Date
2.
t:ﬂnm New Aide End Date
Social Security umber Evaluation Date of Evaluation Training of New Aide Training
Alde Last Neme Aide First Neme Hire Date
3.
tency New Aide End Date
Social Security Number Evaluation Date of Evaluation Training of Mew Aide Training
Aide Last Name Afde First Name Nire Date
4.
i tency . New Aide End Date
Social Security Number Evaluation Date of Evaiustion Training of New Aide Training
Afde Last Name Aide First Name Nire Date
S.
anncy New Aide End Date |
Social Security Mumber Evaiuation Date of Evatuation Training of New Aide Training
Afde Last Neme Aicde First Mame Nire Date
6.
tency New Aide End Dat L
Social Security Number Evaluation Date of Evalustion Training of New Aice Training

............................................................................................................................

CERTIFICATION: . . .
This is to certify that the foregoing information is true, accurate, and complete. I understand that payment and satisfaction

of this claim will be from federal and state funds, and that any false claims, statements, documents or conceaiment of
material fact, may be prosecuted under applicable federal or state laws.

dlgnature Date
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Appendix 19
Wisconsin Medicaid
Nurse Aidz Training and Commipetency Evaluztion
Reimbursement Request Instructions

Use these instructions to complete the Nurse's Aide Training and Competency Evaluation Reimbursement
Request form. Reimbursement requests are denied if the following information is not provided.

Provider Name
Enter the name of the facility employing the nurse's aide.

' Wisconsin Medicaid Provider Number
Enter the eight-digit provider number of the facility providing the training or competency evaluation.

The following information must be provided for each nurse's aide receiving training or a
competency evaluation.

Aide's Last Name
Enter the last name of the nurse's aide receiving training or a competency evaluation.

Aide's First Name
Enter the first name of the nurse's aide receiving training or a competency evaluation.

Hire Date
Enter the date (in MMDDY'Y format) the nurse's aide was hired by the facility billing for the training or
competency evaluation.

Social Security Number
Enter the nine-digit Social Security number of the nurse's aide receiving training or a competency evaluation.

Competency Evaluation

Check this element if the nurse's aide received a competency evaluation. Only check the "new aide training"
element and the "competency evaluation" element when the nurse's aide received both training and a
competency evaluation.

Date of Evaluation
Enter the date (in MMDDYY format) of the competency evaluation. Only indicate a date in "date of new aide
training" and this element when the nurse's aide received both training and a competency evaluation.

New Aide Training
Check this element if the nurse's aide received new aide training. Only check the "new aide training" element
and the "competency evaluation" element when the nurse's aide received both training and a competency

evaluation.

Date of New Aide Training
Enter the last date (in MMDDY'Y format) of the new aide training. Only indicate a date in "date of
evaluation" and this element when the nurse's aide received both training and a competency evaluation.

Signature/Date
An authorized representative of the facility must sign and date the Reimbursement Request form.

Send completed forms to:

EDS
6406 Bridge Road
Madison, W1 53784-0002
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Wisconsin Medicaid Allowed Nursing Home Ancillary Codes

Code Description

N2 Transportation (with name and complete address of destination)
N3 Lab

N4 Radiology

*N6 Private Room

*N7 Ventilator

*N9 AIDS/Symptomatic HIV Positive

Noncovered Medically Necessary Ancillary Codes

Code Description

M6 Noncovered vision Service (enter specific item/service)
M7 Noncovered Dental Service (enter specific item/service)
M8 Other Noncovered Service (enter specific item/service)

* requires prior authorization
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Bureau of Health Care Financing Regional Offices

Eau Claire Office
Division of Health

312 South Barstow Street
Suite 2

Eau Claire W1 54701-3679
(715) 836-3843

Green Bay Office
Division of Health

200 North Jefferson Street
Suite 211

Green Bay WI 54301-5182
(414) 448-5240

Milwaukee Office
Division of Health
819 North Sixth Street
Room 860

Milwaukee WI 53203
(414) 227-4860

Madison Office
Division of Health

1 West Wilson Street

PO Box 309, Room 265
Madison WI 53701-0309
(608) 267-9595

Central Office

Bureau of Health Care Financing
1 West Wilson Street

PO Box 309, Room 250
Madison WI 53701-0309

(608) 266-2522
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Y5-065

Bureau of Quality Compliance Regional Offices

Eau Claire

Division of Health

Western Regional Office
Bureau of Quality Compliance
312 South Barstow Street

Eau Claire W1 54701

- (715) 836-4752

Green Bay

Division of Health
Northeastern Regional Office
Bureau of Quality Compliance
200 North Jefferson Street
Green Bay WI 54301

(414) 448-5240

Central BQC Office

1 West Wilson Street
PO Box 309, Room 118
Madison WI 53701-0309
(608) 266-8847

Milwaukee

Division of Health

Southeastern Regional Office
Bureau of Quality Compliance
819 North Sixth Street, Room 875
Milwaukee W1 53203

(414) 227-5000

Madison

Division of Health

Southern Regional Office
Bureau of Quality Compliance
3514 Memorial Drive
Madison WI 53704

(608) 243-2370
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Appendix 23
Minimum Data Set (MDS) Full Assessment Form

. Appendix B Numenc ! i HCFA's RAI Version 2.0 Menual

MINIMUM DATA SET (MDS) — VERSION 2.0
FOR NURSING HOME RESIDENT ASSESSMENT AND CARE SCREENING
FULL ASSESSMENT FORM
(Status in last 7 days, unless other time frame indicated)

SECTION A. IDENTIFICATION AND BACKGROUND INFORMATION | 3] MEMORY/ Wﬂ thal resident was normally abie to recsil dunng

| 1.| RESIDENT 1 RECALL
! NAuE ] A8 L That ha/she 13 n a NusSINg home
! a (First) b. (Micicte st ¢ iLast) d rsn Location of own mom [y a
| ROOM | Stat names/iaces c NONE OF ABOVE are recoled .
X ] NUMBER m:] -y coc.un;g; (Mags decisions regercng tasks of dawy ko)
= MODS observason penod ' snﬁv " 0. INDEPENCENT—deasions srw/reasonable
T . /) COnsst,
! ]'l Af.ssffrs' o Lo ol f DECISION- | 1. MODIFIED INDEPENDENCE—some cifficulty in new stuabons
-— pu— MAKING
; “”ﬂé"c‘ I l J I l l [ ] l ] I 2. MODERATELY MPRRED ions poor
! Month Dey Year recusred
i 0 2. SEVERELY IMPAIRED y mace
: o O or Co0y of form (snker rumber of camechon) s.|INDICATORS |(Cooe 1or Denavior in the iast 7 days.) [Note: Accurate assessment
i4a. DATE OF | Date of reentry from most recent in . OF Mcmmmum:mﬂmmwmmww
! REENTRY unmmmumamdumnmn DEURIUM— |0f resident’s behavior over this time}.
= ’szggc 0. Seharvior not present
THINKING/
Month Oay . Yaar IAWARENESS m\q(eq New ON38t of worsening)
, S.| MARITAL |1. Never mamed 3 Widowed 3. Dworced | a, EASILY DISTRACTED-—(e.g.. difficufly paywng anenton; Qs
STATUS 4. Separsied ! E . ]
. 6. MEDICAL ri I I [ I l ! l ' h.gEl;lggE N%F ALTERED PERCEI::ON ':): AWARENES"SGOF
RECORD H ‘SuUl INGS—(8.g., mOves kps or 1 SOMeons
! NO. ] l l | wﬂ-g olse; right and
7.] CURRENT |(Biing Office 10 incicare: check i thar apply in (ast 30 dey®) | day} ,
PAYMENT | aid por om VA per Giem . EPISODES OF DISORGANIZED SPEECH—(e.g., speech is
s&a&is per a 1 W.@mammmn
A IMedicare per clem Seit or tarmiy peys for hull per ciem suoect oughi
ST o L2 2 4. PERIOOS OF RESTLESSNESS—(I.O. fnpmg or packang at skin,
| Mecicare ancllery 0 fiabiity or [ phy l
part A c co-pay h muualﬁng o)
uM:‘aeanuﬂy " Private insurance per diem (inchung L .PERD%SOFLE::RGVWmmwi
CHAMPUS por dem le__| Ot per Som 3 L MENTAL FUNCTION VARIES OVER THE COURSE OF THE
8.j REASONS n.PM-fy mbrm OAY—(e.g.. bener,
i Astoa ( d by day 14) : sometimes present. sometmes nat)
ESS- : Anmal assessment e e oblle
MENT SgreAcant change in stalus assessment 8.| CHANGE IN |Residents coonive statys. skils. or abdibes have changed &s
: % Signi ‘"upmr : I | coanmve wm)snmdsodznagn(ormoumdm
‘I.M—"' b - Quaneny W“% 3 Ehdiahadll No change 1. imoroved 2. Oeteriomied I
nrncm'y, 7. D :' ot )
l ment g- O ged pror 10 complewng nal SECTION C. COMMUNICATIONHEARING PATTERNS
' “Eo.;wa Loﬁ NOWNE OF ABOVE ] HEARWG [(Wih heanng sppesrce. 7 G3e0) N
tems . HEARS QUATELY—norma! phone
need be Special codes for use with suppiemental assessment types in O.WNMMLAgIEF’ICULTYmnno(:k
|| complewd | 360 MxumonsINion States o other S1Ries whers requred |- 2 HEARG N SPECIAL SITUATIONS ONLY—speaker has 1 acust
y 1onai Quakly and SPeak aisuncty
i R Ao |3 HIGHLY IMPAIRECYabsence of ssehi heanng
. 4. Quarteny assessment usng ket MOS lorm 2| COMMUNL |(Check ad that spply Gunng st 7 Gays) "
| - & (;M requIred assessment o%’n‘cos';l |Hearing axd, present and used
L e FECH. . {Hearing axi, present and not used reguiarly t‘
9.! AESPONS} |(Check alf that appty) Owable power attiomeyfinancial a NIQUES  {Other receptive comm. techrgues used (¢.0., ip reading) <
&m Lagal quardi L | Famdy O o NONE OF ABOVE d
i GUARDIAN [Other legal oversight | | P or sell 1.| MODES OF {(Check ail used by resxcent 1o make needs known)
Duable of ! EXPRESSION Signsigestures/sounds o
|atome can  |o NONE OF ABOVE 5 59ch ' a o
10.] ADVANCED |({For hase sems wsth suoporang noe Writing messages o0 board N
| DIRECTIVES |ecord, check ail that sppWy) - express o¢ canly needs |n. Other )
! Lvang wil Feeding restrictions Amencan sign language -
' Do not : 1 - or Brade i lc, NONE OF ABOVE a
1 - =
| Doraromats e | s o] | | S o unoensroon =
b & UNDER- | " (/51141 1y INDERS TOOD—difficulty fincing wortts or fireshing
Co A0Sy request - NONE OF ABOVE L ST00D houghss
2. SOMETIMES UNDE  “TNOD—abulity 13 lirrsted to malking concrate
- requests
3. RARELYNEVER UNDERSTOLD
SECTION B. COGNITIVE PATTERNS ST SPEECH | (Cooe kor soeecn i ine last? days)
1] comatosE [(. o i l CLARITY | CLEAR SPEECH—asbnct, rietigtie words
| 0. No 1. Yes {if yes, skip l0 Section G} i 1. UNCLEAR SPEECH—siumed, mumbled '»ords '

2. NO SPEECH—absence of spoken woras

ABILUTY TO | (Understanaing verDel miDnmaion Conteni—nowever abie}

T2, MEMORY (Recal of whal was leamed of known)
1 a Sho y OK 10 mcall aher S mrutes | | UNDER.
0. Memory OK 1. Memory problem " 0. UNDERSTANDS
I ‘ " STAND |\ ()SUALLY UNDERSTANDS—meay mess some parvntent of
: b Long-term memoary OK—seems/agpears 10 mcad long past l OTHERS
| 4 |~ 0. Memory OK 1. Memory prablem | 2 g‘s&guss UNDERSTANDS—(esponds adequately 1o simple,
WrOCT LOMIMIUNICILON
. RARELV/NEVER UNDERSTANDS
7.| CHANGE IN | 'S bty o Yd, Of hear oMManon has
= When Dax tIank, (NUSE ANTer Number of lenter COMMUNI- [changed as compared to siawus of 30 days ago (or since last
-
< CATION/ |assessment  jess than 00 days) |
L-mmnmmlmw | HEARING [0. No :hanqge 1. imoroved 2. Detonoraied |

Page B4 . MOS 20 10/1v94n  October, 1995
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SECTION D. VISION PATTERNS

1.1 VISION | (ADify 10 580 1 adequate sght and wih giassas ¥ used)
" 3. N | Residents behawor status has changed as comoared 10 status of 90
0. ADEOUATE ~se0s frie Gatad, noaiing regutar prnt in g?nm%ummlawuwasmw‘mmwz‘ﬁ’ . H
1. MPAIRED-~a0e8 [0 O, A2 N0 FEGLIRr PANE 1 NEWIDEDErY/ | SYMPTOMS |0. No chenge ), Improved
2 D) swwor ot able © 08 SECTION F. PSYCHOSOCIAL WELL-BEING
3 HIGHLY. IMPAIRED—objact idenahiCAS0N in QUaSEDN, (A syes 1.| SENSE OF |Al sase mteracthing wih others a
R W A | ecraamene :
: Shapes; #ves 0o N0t Appear 1 foliow obyects MENT  |Al ease dong sesvwtied actvibes 3
2| VISUAL [Sige vason p visson (8.g., leaves tood Establishes own qoais d
UMITATIONS/ on ane mde of iray, cificuity wavelng, Dumps nio pecpie and Obects, P..--mn&dhwy(o.g_,mm
mt.ﬂ&jmmdwwmmm . D o
mdemmumﬁMWu— m"m"“) ]
Of ight; sees “Curtans’ over eyes a | Accepts nveanons mo most group activiees L
NONE OF ABOVE r
I\O\EOFA&JVE c 2. |UNSETTLED Covervopen confiict wieh of repeaiad cnucism of salf a
3] WVISUAL Gh-.:wmnmpn RELATION- |Unhappy waih roommate b.
{0 No Swps Unhappy wil other han &
) Opendy ger with tarvely a
SECTION E. MOOD AND BEHAVIOR PATTER_N§ |Absance of personal contact with famiyiriends .
1./ INDICATORS | (Code for indicators abserved in iast 30 days, iTespectve of the | Recent loss of ciose lamy membecfriend A
,,a‘.’:g,_ Q. incicator not extibited in \ast 30 days Doss Not aciust sasdy 10 CNENQS in IOUINES
SION. 1. INGICRIDF Of a8 tyDe SdIed LD 1 five days 8 week A LY
ANXIETY, o Sdued dam of T dovs 3 weet) ;wmﬁmmmwmhm
SAD MOCD \!.EﬁIALEXPﬂESSlONS h. Repetitive heaith €3 . y festing over lost L
DISTRESS =~ - b
: permstenty seeis medical |Resictent percenes that cialy rouine ( outine, activites) is
;Rﬂ:mm atiermon, chsessve concem very ciffersnt ifom pror DaBeM in the Communty e
Semene—e.g.. functions
meners; Would rather be me NONE OF ABOVE &
iy i g S oo™ (non- SECTION G. PHYSICAL FUNCTIONING AND STRUCTURAL PROBLEMS
m.:g..w 1. (A)ADLSELF-PERFOMMNC:—(C«’.UMP&FOH&«NCEOVEﬂALL
‘m‘l“""‘* oo l fORSIUTANCS rguITINg SHIFTS during iast 7 deys-—Not ncluding sewp)
= clothing, relasonship suss 0. INDEPENDENT=-Na heaip or oversight —OR— Heip/oversight provided anly 1 or 2 tmes
Aepetit bekzas SLEEP-CYC dunng last 7 deys
€ caling ot for heip, . 1. SUPERVISION—Oversigt. enCOUBgemant or cusing provided 3 or mone Smes
F&ﬂlﬂbm } Unpleasant mood u7ap—0ﬂ—$pr‘ﬂm(3umm)n-mmm
& insomnisichange in ususl luzmmu
. Persisaare anger with seff or| sisep pettem 2 e . owoived in actvi _; ) hatp in
annoyed, anger al SAD, APATHETIC, ANXIOUS dmamwM‘OM o more times —
mhm APPEARANCE wmw1u2mmu7m
pained. womed taci 3 EXTENSIVE ASSISTANCE—Whils resident perionmed part of activity, over last 7-dsy
Lms.a M::d period, help of olowing lype(s) provided 3 or MOMe SMes:
«. Seit seprecason--e.g., */ brows g = WIght-DSSrTIg SUppOrt
am g { am of no use m Cri «= Full stall performance dunng pevt (dut not alf) of last 7 deys
© Y. e inees 4. TOTAL DEPENDENCE—Full malt partormance of acivity during entre 7 days
t. Eraamont of what Rt st g O 8. ACTIVITY DID NOT OCCUR during snere 7 days
[revtaby) beng hand whnging, reslessNess, SUPPORTPFOI!DED—(COU.UMOSTSUPPOHTF#OWOED
m:{:u. fageng, poiang ('“DLEN ALL SHIFTS during last 7 days; code regardiess of y oot (A (B
berg wath ohers LOSS OF INTEREST P"'""""'"‘“"’” ¥l
¢ Recument smrements that 0. Withdrawal om acovises of o No-:::wwnwmw E g
something mbie 13 about no tereRt N - Seap 5 . . ]
b SanGing acewoes 2 One person physical assist 8 ADL activity tsall did not
:aw-mndg ::?lgm " 3. Two+ persons physcal assist occur dunng entre 7 days Bz
have a heart anack ,,- socel . s. BED  [How restent moves (o and irom lying possion, Wms side 10 sKde,
MOBILITY |and positions body while in bed
z s Om."'u n-npub:h.u console, oty TRANSFER |How moves rte bed, chaw, s
PERSIS- |not aitered by w Of reASBure B v " .
TENCE |the resicent over last 7 days |wheeichas, standing position (EXCLUDE to/irom bathviodet)
Q. No mond 1. INCICRIONS present, 2 Incicalors present, WALK N
- ndicalons eagly akered not sasily akered e RQOOM How waks jons in his/Mer room
3. CHANGE [Resxients mood smis has changed as comparned to status of 90 "
WMOOD  [dave 890 (or e Lt assessment ¢ less han 0.0mvs) | O A o |How resxtent waiks i comdor on unt
4aauwonu.(;)‘o =z — prymy - o.i LOCOMO- |How moves b n hisher om snd
‘| SYMPTOMS t‘xam?;:wwnw7‘&.gm_ st 7 days onmr m;mmmmﬂnmum
. Behavior typs ocourred | 10 n
ismz::moeum4nsmmmwﬂ . [ Locng:o- mzwnnrsnwm?nwwﬁ?a(ogh
e oy OFF UNIT jonly ane foor, how res:0ent moves 10 and om Gstant a/esas on
(B) Behevioral syrprom aitersbility in Last 7 days the Aoor. if in wheeichar, seil-sulficency once in chaw
'BMEu mm“-::"" wes easdy atorod (A) (B) g-| ORESSING |How resdent puts on, tasiens. and takes off al tems of street
lmﬁ%&aum)m n| EATING |How resident eats and drinks (regardiess of skill). includes intaka of
nounshment by other means (e.g.. lube lseding, otnl parenteral
b. VERBALLY ABUSIVE BEHAVIORAL SYMPTOMS (others maAneon)
were i n 1. | TOILET USE |How resident uses the 1et room (or commods, bedpan, unnal);
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g, aged through others’
belongngs)
¢. RESISTS CARE : taking i ADL
ASBEIANCE, Of SAMNG)
MOS 20 10/18/84m Page B-S
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2.] BATHING |How remdent takas fullxoody battvshower. sponne bath. and 3. APPUANCES|AnY scheduled tsesng plan | Didnotuunl.‘lmmv L
\mmuwmtexcwoemummm) AND .
o A) (8 PROGRAMS |Bledder g oomm |, used
(A) BATHDGSELF-PERFOMEM-mm € p ) o N N
0. No help }____E’""""""
INCwelling Cathessr a Ostormy present L
1. Supsrvison—Oversght heip only oF
2. Phymcal heip irsted 10 trangier only Intenmatent catheter Iy NONE OF ABOVE
3. Prwmcal n of bathing acwty 4.] CHANGE IN 'S UNNArY 10 stalus of
4 Toumw - URINARY nm-mtuwumiummm)
i CONTH-
8.  Acwwty teeil did nOt occur JunNg enere 7 davs NENCE | 0. No change 1, improved 2. Detenorated
{ 888G SUDPOIT COCRS 10 a3 deined m Nem 1, code 8 abiove)
3] TEST FOR |(Co0 kv abdly anng st 1 he laet 7 aeys) SECTION L. DISEASE DIAGNOSES
BALANCE 0.‘ as "t Mwmmmmu%nw&mmm
\ bt abie 10 solf wthout I suppon mood and SRS, g, or nsk of desth. (Do not kst
(a0e training Zwﬂmwm-t inactve
Manusl) | or szands (s3) but doBs NOt DO Giractons ko test 1| DISEASES |(#7none appiy CHECK the NONE OF ABOVE bax j |
3 Not abie 10 sitempt tast wahout physical heip EMET: " N N .
Balance whie ENDOCRINI ABO! : v
> o }—— NUTRITONAL Musipie scieroms -
b. while sitsng: trunk contol °
a NAL|(Cooe O BTasONS Gunng (88t 7 Grys 0l iieriersd wal) Oady RancBons o [Disbetes mekas o | Porspiega x
’ \TION | placed ressent at nsk of iyury) Hyperfyroidism (o, | Parineon's diseass v
RANGE OF|(A) RANGE OF MOTION (8) VOLUNTARY MOVEMENT Hypotyroxsam [c. | Ouscrpiega x
a No fimetation 0. Noloss IR TION . Ssorger
Lirntalion on one siie 1. Parsai loss HEARTCIRCULAL Sezure L -
(-u",z.l on both sies 2 Fulloss (A) () ic heart G Tansient i atack (TWA) [pn.
menual) |3 Neck (ASHD) " - o brain iny -y
b Arm—inciuding shoulder or elow _ |Cardiac dysmythyras o PSYCHIATRICMOCD
€. Hand-—inchuing wast or fingers ICongessve heart takure . Arcety disorder ™
. Lag-—including hip or inee Desp ven g o’ v
6. Foot—inchxiing anide or 068 |Hypenension n Aar ion (b
. Other imitation or ioss |yposension L dinease)
S.| MODES OF [(Chack af that apply dunng iast 7 days) || Pergs - L :
LOCOMO- | +_| Wheschar primary moce ot |, Other carniovasculer cisesse |k | PULMONARY
Whesied seif N locomotion MUSCULOSKELETAL Asthma
Other person wheeled c NONE OF ABOVE . |Artvins L Emplwsenw/COPD
6.| MODES OF |(Check al that apply dunng isst 7 days) Hip tacture Cm SENSORY
TRANSFER o0 saet a or most of teme . Lifted mechanicaly Missng BT (9.9, amputatonin Catarncts
Bed s used for bed mobiity Transier aid (0.0.. side board, ‘gm'."" s | Duabetc esnopaty
lor xansier B, ra0eze, Cane, wailker, brace) Pathological bone lecure |, Glaucoma
Lited manualy . | NONEOFABOVE NEURGLOGICAL -:;w
— n— L d q
7. TASK Some or al of ADL activities were broken nto sutxasks dunng Last 7 ) A
SEGMENTA- | deys 30 hat resictent coulkd perion them |Aphasia 3 Alerges
TON 10 No 1 Yes [Corbral peley . Anemia
L ADL  |ResdientDebevas h/she & capatie of incressed independence in al Corstwovascuiar accident TS Cancer
M‘umm (stroke) .
TION Diruct care Staff believe resicent is capable of incressed independence |, Demenda other than NONE OF ABOVE
POTENTIAL [in at least some ADLs Alzhewner's disesse u
R able 10 pero y but is very siow c 2. [ INFECTIONS |(¥ nane app# CHECK the NONE OF ABOVE bax)
Diflerence in ADL Self-P or ADL S ] ANSDIOUC resistant inkection S
|momengs 1o everangs L3 (0.5 Mothiclin resstant |, | Seauslly
NONE OF ABOVE - sach) | Twercuons 5
%.| CHANGE IN [R s ADL so¥ sans has Closricum dificle (c. L) Urinary tract infection in Las? 30
ADL Ion)u-dnm-p(ormuwﬂ-mw Conpnciviis [
5o chrance Limooves 2 Oswiomted HIV imiecson 4| vied hepass £
Pneumons e Wound infecton L
SECTION H. CONTINENCE IN LAST 14 DAYS Respratry inkecion r NONE OF ABOVE m
1.[CONTINENCE SELF-CONTROL CATEGORIES a| omer |, TR
(Code for resident's PERFORMANCE OVER ALL SMIFTS) CURRENT .
I ORMORE |n 111 el !
0. CONTINENT—C. control | use of g Unery CREheVer or OSIomY DETAILED
mmmmumum] OIAGNOSES |c. (| lal 1
AND iICO-9
1. USUALLY CONTINENT—BIADOER. incontinent ap:sades ONce 2 waek of less: CODES [ L1 1 lel
- jeas han s LA d el |
CASIONALLY INCONTINENT=-BLADDER, 2 or more smes a week tat not 3
% L once s wask ER 200 : o SECTION J. HEALTH CONDITIONS
2 PREQUENTLY INCONTINENT_SLADDES, tended 10 s rconanentdes, e 0 1| PROBLEM (| Chock M prodiems present n last 7 days uniess omner ame fame
conwrol present (e.g., on ; BOWEL, 2-3 umes a week OIMONS
(6.9, on dey INDICATORS OF FLIXD
4. INCONWNENT—MWWMEH.W&M STATUS
BOWEL i (or aimost wne
Weght orioss of J
2| BOWEL |Control of Cows oy o bowet o o w2 7 iy
céN.NgIE- programe, 4 empioyed penod
N -
b.| BLAODER |Control of unnary bladder unction (§ unttles, volume nsutfioent to ‘mwmnmmn
CONTI- | soak through underpants), wath appliances (e.g., ioley) or contnence shortness of breath
NENCE _|programs. 4 empioyed 1 Defwdmiec: ouput exceeds
2 L BANATION| eyt reasi e [ | 3 o
one
PATTERN | mOvement every twee days Facal snpacton " nsuifioent fud; ad NOT
consume alVaimost all kouds
c |, | moweoF aBovE . pronaed cunng laat 3 days
OTHER
Page 86 MOS 20 '0/1804n  October, 1995 Densions
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SECTION M. SKIN CONDITION

2 PAIN  [(Code the highest ievel of pasn present 1t ihe last 7 days) —
{Rouont the mamoer of 150813 &l 9ACH uiCer Stage—egardiess
SYMPTOMS L,mgwsucymm b. INTENSITY of pan 1| ULCERS cause. it nona cresent at 3 stage, record “0° (zem). C.mdlhalwy' ht i-'
1MO8N COMDINS of (Ous to any |Gawng ast 7 Jays. cude Y = 9 ormore.} [chmshdlbow'nm.}l Ef
<h1ows ewdence of pan ! Mid pan cause) zs
0. No pen (akip o & 2. Mocerate pan I a 3age . m::mummqmnau:unm
1. Pan less than dady 3. Temes when oan s
hombie or excruciaeng b. Stage 2. A parsal itwciciass 10ss of sin tayers that presents
2. Pan aady <HVC3lly 23 3N BDMASION, bister, O Shallow Crater.
3| PAINSITE |(¥ 08N Dresent. chack 3il sies that ool n last 7 day® ¢ Stage 3. Amumd”ummmm
Back pan a ncisonal pan B - presents as a deeo Craler wath or without
Bone pan Jownt | 1 aciacont t3sue.
(Y pemn {other than p) i )
Chest pen wiie dong ususi Soft sesue lesion, | d. Stage 4. A Wl thuckness of skin and SUDCLLANZOUS BESUE 1S 1081,
| = i e = (For esch uwmzwmm' the isst 7 days
{ 2| TYPEOF fype g t in
Heacache '3 Stomach pan N ULCER USINg SCle 1) Kem M1—.e., Ownone; stages 1. 2. 3. ¥
Hip pan o Other L
a. Pregsure uicer—any iesion caused by pressure n
4.| ACCIDENTS | (Check all that apply} - of unerng bssve by fesulting n damege
Felinpast 0 days . a Hip fracture n st 180 days
| b. Stass uicer—open lesion caused cruianon € the iower
Fel in past 31-180 days Ov-'r.annl-uoun sdremses By poor
VONE OF ABOVE 1.|ISTORY OF {Resident had an uicer that was resoived or cured in LAST 90 DAYS
S| STABILITY wmmm&mum RESOLVED
| __OF  |p g s ULCERS 0.No 1. Yes
CONDITIONS, g an acute or a farewp of & recurertor | 4.|OTHER SKIN |(Check ail thet apply Gunng last 7 days)
mm g:O!I.Ells |Abrasions, bnasss a
End-stage dissase, 8 or iswer months 10 ive e PRESENT |Bums (second of turd degree) b
NONE OF ABOVE @ Open legions oher than uicers, rashes, Cuts (8.9., cancer lesions) c
|Rashes—e.g., intertngo, eczeme, drug rash, heat ash, herpes zoster |d
Sidn 0 pain or o
SECTION K ORALNUTRITIONAL STATUS . Siin twars o cuss an ) .
1| ORAL  |Chewing prodiem 2. Surgicat wounds ('S
PROBLEMS |5 ing Y
Mouth pain NONE OF ABOVE N
NONE OF ABOVE < S| SN |(Check ol ¥het apply Grng ast 7 days)
—— - & TREAT | Pressure relieving device(s) for chair N
2| MEIGHT |Record(a)height in inches and (b.) weight in pounds. Base wesrt on MENTS " for bad
AND MON FECErY MSRSUrS i st J0 dEyS; IesSUre weight consisently 1 acoord Preasure rebeving device(s) b.
WEIGHT mwmmgnmwmwmm Turming/repos:aaning program c
shoes off, and in newciothes [ l l [ I Nutrition o . on 10 skin "
& T i) bW W) Uioer care o
3| WBGHT |aWeightioss—5 % or mors n iast 30 days: or 10 % or more in tast Surgical nd care - ’
CHANGE 180 days A
Q. No 1. Yes mmdm(mamwmlmmg
b, i % Iaat 20 sor 10 % L
mwv—& or mom in days: or or more in last - ol o jons than ey n
Q. No 1.Yos | Other praventative Or prolective siin care (other than 1o feet) L
4| NUTR: |Comoimns about the tase of Laaves 25% or more of od l l NONE OF ABOVE [
many foods a UNGRISN a1 MOSt Manis e 6.| rooT |(CheckaN that apply dunng iast 7 days)
PROBLEMS |0 oy sar or rapetiove NONE OF ABOVE mousug Resident has one or more oot G- coms,
{comptaunts of hunger [y AND CARE | pyyuons, harmmer oes. ing toes, pan, [« a
S| NUTR. |(Check ail that apply in last 7 days) inlecnon ol he loot—e.g., celuiitis, purulent dranage o
APPORAL . |Parerssraity o | Distary suppiemaent besween , Open lasions on the foot ;
ES Feading wbs . | ! Nade/caluses trimymed during last 90 days N
Mechanically aitered Plats quard, stabiized buit-up Receved j special shoes. |-
Syrnge m,“ < ensi, ec. mm&mseol:m) oot ca® (4.9, used o.
(orad a Ona weght change ADDIECENON Of rESSINGS (Wilh Or withos topcal ) 3
Thedpeutc det o | Progam ‘ NONE OF ABOVE o
_ I NONE OF ABOVE .
ENTERAL 10 Section L if neither 5& nor 5b is checked)
"B‘L"mf? o pymbpliiupuyin . SECTION N. ACTIVITY PURSUIT PATTERNS
INTAKE by . feough
parentea fsecings in the last 7 1. TIME {Check appropnate bme periods over last 7 days)
None ornoe ® 3.5!?;75% AWAKE |Resident awake 3k or most of tme (iL.e., NAPS NO More than one hour
1. 1% 10 25% 4.76% 0 100% per 5me penca) in the: Evening
2 26% 10 50% {Morming i c
nmuwmmwmwwamnu7m Aftornoon b NONE OF ABOVE Y
3. 1001 o 1500 coiday (M resident is comstose, skip to Section O)
;_;o'fﬁmmmm' ;_g::ﬁmm“' 2 AV%:I‘AEGE (When awake and not receiving treatments or ADL care)
INVOLVED IN|0. Most—more than 273 of time 2. Ule—iass than 1/3 of brme
1, Some—trom 143 10 2/3 of trme 3. None
SECTION L ORAL/DENTAL STATUS | 3.|PREFERRED |(Check sl g3 1 whech are p )
1. ORAL Debns {soR, sasdy movabie SUDSIANCES) DrESANt 1N MOWh pRor 10 ACTIVITY  |Own oom a . §
STATUS AND| gong 10 Ded al gt 3 SETTINGS |ngwactvey oom [, | Outsice leciity ¢
mogme Has derwures or ramovable badge b, insace NH/o# un © NONE OF ABOVE .
Some/all nasurl teath lost—d0es NOt have of does NNt use dentures 4.] GENERAL |(Check al PREFERENCES whether or not actvity is curmenty
for parsal pistes) 3 =iag o Trios/shopong 'S
Broken, 10088, Of CaNOUS teeth . ENCES | Crans/ans games s | Wakng/wheesng ukioors n
Inftamed Gums (ngrve); Swollen or bieecing Yuns; ol abcusses; (sdapted to - b Waictang TV L
uicers or mshes LA 'u [
curr or
mmwm«mnmmm—wm« . m“u'.".) Musc 4 Garderwng or piants
Rescingrwnang o Talking or conversing x
NONE OF ABOVE g Sonmusiresgous Heiping others L
actvites 2 NONE OF ABOVE

m
October, 1993 MDS 2.0 10/18/04n Page 8-7
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S.| PREFERS [Co08 lor resioent prelerences n dady rousnes 4. ES |(Use ihe ioNowing codes lor iss! 7 days:)
CHANGE N 0. No 1. Siight change 2 Meyor change OFND~_[0- Not used
DALY Type ot n which s agm;.g::mmm
Exvent of . n Bed rais -
SECTION O. MEDICATIONS 4. — Ful bed rads on ad apen sx3es of bed
B = Other typss of side mis used (a.g., hall rad, ane side}
1.|NUMBER OF | { the of used n ihe lsst 7 .
MEDICA- | deys enter 0" ¥ none usea) ‘ ! €. Trunk restrant
TIONS d. Umb restrant
2 NEW w by 0 it were swsaled cung the o, Chaw prevents nsing
wys) 5.| HOSPITAL |Record numbder of smes
TONS 0. No d‘DA“;‘sS - STAY(S) mqgnvoh;unm(mmunmlmmm
). {INJECTIONS | ( any ype anng | . {Erver 04 no
“'“7m""v"'°"""“” | 8. EMERGENCY] Recom number of irmes resadont visied ER wihout an avemight say
4, DAYS (menmo-'r:mvswunmm'a‘/m noou(se)n) ruzm};ummmlwmmmy
RECEIVED Note—enter °1° lor long-acting mexds used woekh) VISITY; Enter vists}
FOLI"E a Anspeychosc d. Hypnose 7.| PHYSICIAN hnusruDAYS(am-av-m(lhumumn
MEDICATION | b. Ansanxety VISITS lacility) how many has the phy or or
L._-m“"m ¢. Dresc P d mm {? (Enter 3 # none)
< PHYSICIAN hmouernAYS(mnmv:lmmuapn
SECTION P. SPECIAL TREATMENTS AND PROCEDURES ORDERS | o eror s oroera (0 not Feki0e or0er
1.| SPECIAL & SPECIAL CARE-——Check or progr dunng Mmamm(swolm
TREAT e isst 14 duys 9. ABNORMAL | Has the resident had any abnonmal lab values dunng he iast 50 deys
“ENT:. LAB VALUES | (or sncs admussion)?
DURES, AND| |TTCATMENTS T Verwoor o respicr e aNo 1.Yes
PROGRAMS | Chemotherapy a PROGRAMS
~ ’ & m“'""’-‘ SECTION Q. DISCHARGE POTENTIAL AND OVERALL STATUS
3 LY Py
g - . 1.|OISCHARGE ja. © AT 10 he ComMmuty
Intake/output a4 Ww N POTENTIAL N - {m
M’ ) e Howpice care a nmmawmm-mmw
Omomy care L 'm‘: Q. No 1.Yes
Oxygen therapy e mining in s recused 1 Ls.?/uq(nuwnbodam : cha 3 t
; g requindio - do not inchuce expected discharge due 10 dealh
Radason [B{ retum e communey (eg. . are 2 Wiew 3150 deys
Suctioning L Riang MEGCAONS, house v, - 1. Within 30 3.
Taacheostormy care L ‘w‘a",, he R R
i . . o CHANGE IN Mbmdmmm(umhﬂmlu
* | Tanshusions Xk NONE OF ABOVE 'y . NEEDJ 90 days)
b THERAPIES - Record the rumber ofdays and iotal mevies eech of 4 0. Nochange 1.
(for &t ieast 15 minses a day)in | -}. .
mlufrwm(Em«Odmahs'MISMM) <
(A;No:o;cm only post n;u‘s;m therapies} — .
- days or more N o 3
(B)-lotdldmbmupvmnhmnuu & ® “SECTION R. ASSESSMENT INFORMATION —
< - 1.1 PARTICIPA- |2 Resident._. -. Q No 1.
. ad senaces| e = .~
T i d * &s’i b Famiy; 0.No 1.Yes 2. No mmiy
. Occupational therapy ¢ Signficantotherr 0. No LYes 2 None
e Ptwsicai therapy. ) 2 SIGNATURES OF PERSONS COMPLETING THE ASSESSMENT:
xi. Respumtory therpy
ls. Psychological therapy: (by any kcensad menal a, Sy of AN A G (sgn.on above ine)
(MJMIIL- strategies used in last 7 deys—no ey compists - -
INTERVEN or sgned as ’ | | I ]
z TION Taler where recenved) ™ Your
’an’cw Special behavior syrmom or :
BEHAVIOR, Mwawwmnunm ~ | - | Otex Signessres. Tite Secaons Date
Loss  [Grow heagy ‘ . T [
Rasident-specific ges in the er - i
*.g.. P ul-unmnmm @ -fa.- 5 - Date
Reorenm -
d - f.
NONE OF ABOVE " ] Oame
3| NURSING RMMNUMBEROFDAYSMNWMMMM«‘ Y Dase
REHABIUTA- to the r for
TION mmmnorcqudw 15mlnmnporaymvnlnl7day: Ay Gosm
AESTOR- |(Enter O 4 none or less than 15 men. dadv.} -
ATIVE CARE {a. Range of moson (passve) ~ | 1. waang -
b. Range of moon (acive) 9 Dressng or groaming
¢ Spint or brace assstance RE o -
TRANING AND SKILL L
PRACTICE IN: Ampulatonvprosthesis care
d Bed mobility } Commurscason
o. Transter i Oher

MOS 20 10718040 October, 1906
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SECTION S. STATE SUPPLEMENTAL ITEMS

. | RESIDENCE Residence prior to admission:
PRIOR TO
ADMISSION (2) State
(b) If W1, indicate
county
2. | LOCATION OF If the resident has a spouse, code the spouse’s residence as one of
SPOUSE the following:
1. In a nursing home (same or other)
2. In a dwelling the resident and/or spouse owns (i.c.,
homestead property)
3. Otherfunknown living arrangement.

If the resident is not married (i.e., never marmied, widowed,
separated, divorced), code the following:
4. All other.

3. | LEVEL OF CARE For each resident, code a level of care. (This may be a provisional
Jjudgment for tnitial admissions, private pay residents or residents
with a pending determination for a change in level of care).

01.ISN 07.DD 1A

02.SNF  08.DD IB

03.ICF-1 09.DD2

04.ICF-2 10.DD3

05.ICF-3  11. Traumatic Brain Injurv
06. ICF-4 12. Ventilator Dependent
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idertifier.

MINIMUM DATA SET (MDS) — VERSION 2.0
FOR NURSING HOME RESIDENT ASSESSMENT AND CARE SCREENING

BACKGROUND (FACE SHEET) INFORMATION AT ADMISSION

SECTION AB. DEMOGRAPHIC INFORMATION

SECTION AC. CUSTOMARY ROUTINE

ROUTINE
CYCLE OF DALY EVENTS

|.mm(wummldmwwwnmnu’am

(im yoar prior
10 DATE OF | Stays up e st g (0.5, sher 9 pm)
Naps requiarty dunng dey (st least 1 hour)

Gous out 1+ deys a wesk
wmmmmmauﬂw
Spends most of sme alone or waching TV

Moves independently sdoors (with appiiances, i used)
Uise of t0bacco procucts at ieest aady
NONE OF ABOVE

mursing
lhome, or yesr

3 G

p

[EATING PATTERNS

Dissinct food preferences

Eats beween masis all or most days

Use of sloohoic beverage(s) at least weeidy
NONE OF ABOVE

ADL PATTERNS

{in beddiothes muxch of dey
‘Walens 10 todet all or most nights
Has imeguiar bowsl movement petem

(4

1.] DATE OF |(Ome the smy Note — Doss not nclude readiresson § record was
ENTRY | clossd af sme of lrmporary GISCharpe 10 hospital, et in SuCh C258S. U8 Doy |
acmegmon dae
Mandh Dey Yaar
2| ADMITTED |[1. Privase home/apt. with no home haaith services
Private horme/apt. wilh home health services
3. Board and care/assesind ¥ home -
5. Acuss care hospital
&wmmhﬂf
hospital
T (11
et
S| RESIDEN- |(Check all settings readent ¥ved i1 gUnng 3 years pror 0 dae o
TIAL oniry given in #am A8 1 abowe)
m’; Prior stay at this reasing home .
PRIORTO P
ENTRY Swy i other rursing home .
Hc.
|MHpayChiniric seling Py
MA/DD setiing -
: NONE OF ABOVE .
€| UFENME | _
OCCUPA- |
Al IRRERNNRRRNEAE
|_joccupesons) ' i
7.| EDUCATION | 1. No schooling S, Techmical or wade school
(Mighest |2 8h gradedess 6. Soms collegs
Loweé  |3.9-11 grades 7. Bachsior's degres
wieted) | 4. High schoot 8, G degres
6. | LANGUAGE o comect responee)
& Primary Languege
Q. English 1. Spenish 2Fengh . | 31O%wr
9.] MENTAL |Ooes resident's RECORD indicate any of mental retasdasion,
HEALTH mu-lll-.ormm ?
MISTORY 0 Ng LYes
moonotm(auumntnnmnmwmm“-
RELATED TO | mandested belore age 22, and are licsly 10 continue ndefiniely)
| A0 [Nt sopicable—no MA/DD (Sidp 1o AB1 1) N
MR/DO with organic condition
Oown's syndrome o
Autiam <
Epilapsy
Other organic condition relsted 1o MROD a
. MRVDD with no organic condiion 1.
mauﬁl[J—[lJ‘lll[[
TON Mondh Oay Yoar
COMPLETED]

[ = When o blank, must enter number of letter [&_] = When iester n bax. check # conditon appies

October, 1998

SECTION AD. FACE SHEET SIGNATURES

NA COMPI HEET:

of AN C

' Sion

b, Signanres Tde

~] T & r

REEFE B B

)
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. MINIMUM DATA SET (MDS) — VERSION 2.0
FOR NURSING HOME RESIDENT ASSESSMENT AND CARE SCREENING

BASIC ASSESSMENT TRACKING FORM

SECTION AA. IDENTIFICATION INFORMATION
1.4 RESIDENT GENERAL INSTRUCTIONS

NAMEY

F b c«n mmnmmwmm assessments
£ 2 (Mot ) = (as0 L0 ] arpprd Msmwmmmu
1. Male 2 Fomaie Ji Guarterty Aeviews, stc. ey S

GENOER?

=== - -1
e Gmm [
e L L~ [)-[TTT]

NUMBERSS! Mumber (or 4
n 1= bax i

med. no.}
S| FACILTY |aSwieNa

e | T

b. Federal Na.

— ———

e (T [T T I I T 11 1]

§.| REASONS [Now—Other codes do not apply © this form
ASSESS- l.ﬁn-yl—nhv-!‘-l‘ -
MENT 2. Arvunl assesETent Y oy 14
3. Wmn‘-m

4 Seyuicant comecion of prior
5 Mview assesement
Q. NONE OF ABOVE
. Special cades for use with suppiemental ssessement lypes in
Case Mix demnanstretion stmies or other states where required

1.
Z
k3
4
-
&

[a Sigraaures The ™)
[+
© + Koy terms or ing
(] = When box bleni, must anter rumiber of keaer (] = When lefier in box, chack # conciéion spples MDS 20 10/18/04n

Page 8-2 October, 1998
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MDS QUARTERLY ASSESSMENT FORM

Numenc nenther

Y5-075

Appenaix 8§

"Al.| RESIDENT
NAME |

| a (First) b, (Mxirte i) c. iLast) A, S0

A2| ROOM .
NUMBER '

A3.| ASSESS- [a Lastday of MOS onservabon cenod

MENT "
[ | ] T
REFERENCE e —_ ; !
DATE L HRCEERE
Month Oav Year

aOmmwmmmwtmwam; ,

4

Ada! DATE OF | Dste of reeniry from most recent Y in
1 REENTRY MNM(wmummuMnlmmmm)

IO

SEEEE

0. Memory OK
b. Long-term memory

memory OK-~-ssemy/
0. Memory CK 1. Memory

B2| MEMORY [(Hecal of what was ieemed or known)
P.ShmmmuyOK—muwmnchSmm :
problemn !

‘appears 10 recall long past
problern

SKILLS FOR
DAILY 0. INDEPENDE!

84.| COGNITIVE (memdawb)

DECISION- | 1. MODIFIEJWDEPENDENCHNMan

MAKING
2 %DS‘IATELY IMPRRED- poor: VISIOF
required
3. SEVERELY IMPAIRED- y made

{roqQuUNes

PERIODIC
OISOR-
DERED

BS.|INDICATORS (Cmumnmw7m Note: ACCLIrate assessment
OF conversations with

Dav
A6.] MEDICAL
v . N I !
recoro | [ [ T [ ] (1 [ [ [ 11! |
BY.| COMATOSE |(Fers 0 oAty oy s L

famity who have direct knowiledge

OELIRIUM— dmmanrmm

h\m fuNCI0NNG (8.G.. NEW ONSet OF worsenmng)

a EASILY DISTRACTED—{8.g.. difficulty paywg attenaon; gets |
sidetraciasd) !

b.PERIODS OF ALTERED PERCEPTION OR AWARENESS OF
SURROUNDINGS—(;Q. moves lips of ks 10 SOMeons Not

€1./INDICATORS |[VERBAL EXPRESSIONS SLEEP-CYCLE ISSUES
i _OF  OFOISTRESS |. Unplessant mood = momng| ‘

DEPRES- . _
SION, ‘1. Cxprssons of wnal K. insomma/change = usunl
ANXIETY, Jgoner to be mv:;amc sieep pattem
‘ear
SADMOOD | ‘san— b, o0 om0 SAD, APATHETIC, ANXIOUS
(€ONL) | ew) watn omens APPEARANCE
g. Recurrent statermens that ] ‘L Sad, panad, womed xcal
30MBNuN tembie i3 . i EPeSHIoNs—1.G., 1ATOWSd :
10 NAOPHI—1.1}., DEkaves brows
he Cr 5he 15 J00UL 10 B8, o
! hawe 2 heant atax m. Cryng. ieartuiness I
. Aepentva reeth | n.umemams-—tq. paang,
| comotnts—s a. t e " )
™ . i hanct winmgng, estessness,
persistontly seens medical figetng, pcsng
afenuon, (Osessve
concam weh toaY LOSS OF INTEREST
funcnons o. Witharawal from actvibes of
i g G.. N0 Nerest n
COMOLINIS'CONCAmMS (non- actmbes or
neath related) =.g., beng with amepinends
y seeks v p.R socad l
MAASSUMNCE PGAMANG
SChecues. Meals, laundry,
s3Ues
£2. MOQD One or more indi ot sag or mooc were
PERSIS- [not sastly sitered by attempts to "cheer up®, console, of reassure
TENCE |the resident over last 7 days
0.Nomood 1. 2 inch present,
oasy anered not easdly arersd
JE4. BEHAVIORALI(A) joral 5 frequency i last 7 days
SYMPTOMS | 0. 3ehavior not exthubrted in last T

deys
1. Behavior of Jus type occurmed | 10 J days n iast 7 deys
zwumwmansmwumm
3. Behavor ot Jws type occurred dady
mamummmummhnran
was sasdly aktered
lsmwunotusqan«-d (A) (8)
‘& WANDERING (moved with N0 MUONAI PUPose, Seemwngly
oblivious 10 needs or salety)

b. VERBALLY ABUSIVE BEHAVIORAL SYMPTOMS (others
were Tweatened, screamed at, cursed at)

. PHYSICALLY ABUSIVE BEHAVIORAL SYMPTCMS (others
were I't, shoved, scratched. sexually abused)

d SOCIALLY INAPPROPRIATE/DISRUPTIVE BEHAVIORAL
SYMPTOMS (made G
seil-a0usve acts, sexual DENAVIOr Or CiSrotINg 1 PULIC, |

threw oo G, Qed through others’
balongngs)

present; eise; Conh oght
oy and «. RESISTS CARE (resisted taking mecications/ ijectons, AOL
_ ASHSTANCE. O 62NG)
<.EPISOOES OF DISORGANIZED SPEECH-—~e.g. sosech & 1| (A) ADL SELF-PERFCRMANCE— Code for resxdens PERFORMANCE OVER ALL
Subrect 108e8 tran of NHOUN) v SHIFTS during iast 7 Cays—Not nckuding SeD)
d PERIODS OF RESTLESSNESS—{e.g., fidgetng cr picking at sian, o. WDEPEM;ENT—NOMG ght ~~OR-— Helploversight provided only 1 or 2 bmes
Cotwng, NAIINS. #1C: frEgUENt DOSION ChANGES; repevtive physical | Qumng last 7 days
Ovemants o caling out) 1 supenvasi%ug—_t‘ 3 o more brmes dunng
«.PERICDS OF LETHARGY—(0.0., SUGEIShNEss: SIfing into SOace; lagt7 days &mm(aumm)mnwmlmwmdeﬂy
ifcu 1 arouse: e Sody mavement ™0 1} or 2 bmes cunng last 7 days
NT/ Vi 2. LMITED ASSISTANCS—Resident highly invoived in activity: recerved physical hep n
t. gAEv_(A::UW AR!ES OVER T'HE COURSE OF THE of o Jor _
mmm.munm 8R—anpmmlor2mamhﬂ7m
C4.| MAKING (& g content 3. EXTENSIVE ASSISTANCE--Wvie resident performed part of activity, over last 7-dsy
SELEFR 0. UNDERSTOOD - R penca, help of Dilowng type(s) provided 3 of MOM bmes:
UNDER- | — Weghi-beanng suppont
STOOD .USW“YWDmS@MMMWWM Fa part (but not af of last 7
2. SOMETIMES UNCERSTOQD—abisty s lmited 1o malang concrete & TOTAL DEPENOSNCS~Ful stalf periormance of activity dunng entre 7 days
. 3 R'AQW“ e “/NNPTDOD 8. ACTIVITY DID NCT CCCUR dunng entire 7 days (A}
C8.| ABIUTYTO | g verval abdey 2]  BED  |How rescent mav:s 10 and Irom iying pOsiton. bums Si08 10 side, and 1
UNDER- |, \OERSTANDS MOBILITY |posibons Dody whie i bed
STANO - —
OTHERS | USUALLY UNDERSTANDS—may mess some parvintent of b.; TRANSFER |How rasident meves Detween surtaces—o/irom: Ced, cnaw.
m wheeichaw, stancing posibon (EXCLUCE to/trom bathiodet) ' l
25 IES UNDERSTAND S—responds adequately 10 simple, WALK N
Grect commumcanon °'| How resident waiks betwaen iocanons in his/her oom. I i
3 BARELY/NEVER UNDERSTANDS ROOM
(memmommdmmtway:.wwdm d.] WALKIN [ )
El.lNDlCAO;IDRS S”MM ot 30 oy CORRIDOR HOW resKiant wiiks i COMTOr 0N Uit J |
INCACOS 1101 exxhnted
DES',’SSS' 1. Incacaior of thus type axnubaed up 10 Ive days 1*80" e.| LOCOMO- .., nisgent movi:s Detwsen wmmwmmmmm_
ANXIETY, |2 nocator of thes rype mxnined dadv or Jnost -ty 16,7 1k | or?gzn‘ |comdor on same ficor. if i wheeichax, sell-sufficency uncs i chaw
MQQOD |V S €, Fupetitve varaRzannns—
SAD 0 OEIESA’L“EEXSZRE; fONS "y c;x’., ot for help, .| LOCOMO- |HOw rasiient moves (1o and relums trom olf unt ICILoNs (8., .weas
(* (300 Neo twS) TION St asi0e for ), ICtViies, of traatmunis), If facility has only one
a. Resajent mxie negatve OFF UNIT |ficor. how resadent inoves 10 and fram distant :weas on the toor. if v |
cutemean=—1.q., "Nothwig d. Prrsistent anoeer with et or | wheeichar, ed-sufficcency once n char ]
naers: Wouki rather ba G ], aSlY NMOYIN], |
oot Wha's e uset: INAE 3 pACOMeN n 1., ORESSING |How rmsxtent puts on, fastens, and akes off al iems of sreet
Foorets navnn kv 50 nurTHg PCIne; Ngur At cy ! Clotung, ncCiuana JONNNY MMOVEI) Prothes:s F
long: Lot me b roc! N EATING [row resident sats and dnnks (regandiass of skal). incluios make of
b, Rapentvm (UESIONS——.4.. | 0. Seil Jepmcatnre—e ., /. un| miwamumw.m 10w iy, tota) paremen! l !
*Where o | 0. What wo | | i notwxg {amol o usa | -
w?” — VO October, 1995 MDS 2.0 10/1W/D4n Page B-11
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i.] TOILET USE [How resident uses the tidet roof (0f COMYNOS. DECDAN. umnai); Js.] STABIUTY [C make 's cogrvve, AUL. Mood of benavior
| WRnsier Orvolt Koset. o WQes OSIOMy OF I OF tasie— h Q. pr or g} O
cathetr, acusts Clothes CONDITIONS| gen or 8 Hareup of & recurrentor |
| PERSOMAL [riow v 9 comtmg rer || | o prociem
My Qg oot 0 Maket giary hanas, 0
and penneum (EXCLUDE beins and showsr) it | |Eng-stage asease, 6 or fewer months 10 ive <
GZ| BATYNG [Fow resxient ks AFDOOY aVSNOWR, 3008 bath, and NONE OF ABOVE <
| trangters rvout of tubshower (EXCLUDE washwig of back and has) K3.| WEIGHT |a Weignt loss—5 % or more n isst J0 deys; o¢ 10 %% or more i last
Code for mast Jependent n 3e¥-perlormence. CHANGE 100 deys
(A) BATHING SELF PERFORMANCE codes appesr below A 0.No 1. Yas
0. No help provded . Weight gaen—35 % of more 1 last 30 deys; or 10 % or more » last
1. Supsrvison—Oversight help 100 doys
2 Pryscal het Irnsed 1 tanaler only 0. No 1 Yos
2. Physical heip i part of baihing acavity KS., NUTR. |Fesdinguoe ln
4. Towl dependence A',m‘.@‘l—— wanght change progy n
L 8. Acvey taeif did not ocoLr Gurng enere 7 deys ES _ |NONE OF ABOVE v
FUNCTIONAL](Cooe 1 #tasons iast7 Neriersd wath dady ANCONS iM1.| ULCERS |(Recod he number of LiCers &l eBch ulcer Sge—regRichess of
G4 UMITATION L-:d";—uuum oy dnys e and > cause. if none present at & stage. record 0 (2ero). Coow sl thet apply 2;
IN RANGE OFl(A) RANGE OF MOTION (B) VOLUNTARY MOVEMENT (Oue to any wurmmo-sam)mumm/ g_
MOTION [0, No isrstasion C. Noloss caues) L
1. Limwasion on one side 1. Pariaiioss 2. Stage 1. Apersisient area ol Sian rEONESS (WO 2 Dreak n he
2. _Limeason on both sijes 2 Ful loss (A} sian) hat GOSS NOt ISACPSAT When Pressurs s relieved.
. Neck b Stage 2 A pariel thickness (oss of sion tayers hat presents
B, Arm—inciuding shouldier or sbow clircally &8 an abrason, biister, or SRallOw CIRMS(,
€. Hand—inciucing wrist or fingers <. Stage 3. Akl thuckness of skin i lost, e subatanecus
d. Leg—inciuding hip or inee VESUSE - (YESENTS &3 & J8ED CTRIRS or wihout
0. Foot—inchucing anide of 1088 : undenTIning ackacent sesus.
. Other or loss ¢.squ¢um~dnmmmim
Check all that apply dunng isst 7 days) . Seomng M of bone
- m ( aunng TYPE OF (hmmdmmumwmhnurmm
'Becast & or most of ¥me NONE OF ABOVE WLCER |scaen semAi—ie. Omnone siges 1,22 4
.mm—wmmqmmnw‘-
Bed rais used for bed mobiity o v
H1.{CONTINENCE SELF-CONTROL CATEGORIES . Stasis uicer—apen lesion caused by poor circuistion in the lower
{Code for rasident’s E OVER ALL SHIFTS)
. N1, TIME ‘mmmmmurm
0. CONTINENT—C control | useof g UnTary Cathewsr or oSty AWAKE ‘km-!mvdwmdm(mmmmmmm
Gevice (at does ot iesk unne or s1o0l] per ame period) in he: ) n
. USUALLY CONTINENT—BLADDER, incontinent eptsodes week - v
‘ BOWELlnclendw oncad orless Afternoon [y NONE OF ABOVE Y
" ” - "2 X mnsldomlseomtou.sldptonﬂOnO)
BOWEL. once a wesk o wmee & bt ot cady: N2} AV“E!“uEGE (When swake and not receiving reatments or ADL care)
2. FREQUENTLY INCONTINENT—BLADDER, tendied 10 be incontnent cady, txst some INVOLVED IN[0. Most—more ven 2 ol tme 2 Lithe—ess than 130l &me
contol present (e.g.. on day shit); BOWEL, 2-3 mes aweek. 1. Some=—irom 17310 23 of bme , None :
01.|NUMBER OF (andmmudnmuf
4 —Had inadecuste control BLADOER, muliple dady episodes: MEDICA- | days: amar 0 ¥ none used)
BOWEL, ai {or simost aff) of the sme TIONS
al ‘SOWEL |Comwmiof bows! with appiance o bowsl connence ™ Oa|  DAYS  j{Aecond the number of DAYS curing last 7 days: entes 0" f nct
m progams, i employed . ’ AECEIVED used, Note—anter °1° O IOND-CING MU Used I8Es than weelty)
THE .
] BLADOER | Conwl of urmasy bacer rcaon  ies voure | - | FoLLOWING :W, dHy
CONT ) p ..g-. or MEDICATION] b- Antiardety .
NENCE | programs. 4 emoloyed . AnSdegressent’ . Duresc
M2.| - BOWEL |Fecsimpacion _~ - “| NONE OF ABOVE Pe.] DEVICES |Use ihe lolowng codes bor isst 7 days.
PATTERN - AND [0 Not used ]
| | AESTRAINTS| 1. Used less than daily
N:.APP\:NA;CESIWMMM - Inaweling cathewer a 2. Used dady
- s
PROGRAMS | Bladder rewmireng program Osomy present .
B : L "= Full bed rais on all apen sides of bed
Exemel (concam) cathessr | NONE OF ABOVE " b. — Othertypes of side mds used {(6.g., hait rad, one side)
2| INFECTIONS | Unnary ract indection in isst NONE OF ABOVE | & Trank restrant
. 30 duys L m d. Limb reswaint
OTHER | (nCuCe only those disssses diagnased in the last 90 days that have s -.
= CURRENT | relationahip 1o cument ADL SIS, COMIve SIRILIS, MOOCK OF DENEWIOr ST, | - |— . | @ Chaw prevents asing
DIAGNOSES mrsng g, O nsk of deaty - Q2. ALL |Rescents overal \evel-of sett suifi y has 90d sigrufh y as
AND ICO-% CHANGE IN 10 stalus of 90 days 2go (or SINCe ast assessment | less
CODES |, | EARE NE! than 90 days)
f b el T - O Nochange t. fower 2. O
s Lt tel ) . . N """“"‘mm";’.. mors sepon
.{J1.| PROBLEM |(Check a¥ probiems present n (ast7 days | A2 SIGNATURES OF PERSONS COMPLETING THE ASSESSMENT:
CONDITIONS | Detyorated; output .k ,
o Sam NONE OF ASOVE P . = -
2| PAIN _[(Code e highest level of pan present n the iast 7 cays) oy o " (sign on above wne)
b. Oate RN Assessment Coordinator
s A FREQUENCY with which b. INTENSITY of pan T | sonedas compiew . l l—l l J—{ T ] [ l
resigent or. v
shows evdence of pain 1 Mid pan Morth Day Yasr
0. No pmn (skip fo J& z -
1. Paun laas then dady szmmahm. ¢ Oher Signatures Tite Secvons Oate
2. Pan daly - T o
J4.] ACCIDENTS |(Check a¥ that appiy) Hp Imcture n last 180 days  |c.
Fel m past 20 deys N Other iracture n last 180 days |a. * Dete
Fel npest 21-100days |, NONE OF ABOVE o i Cosn
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Y5-077

identifier

MINIMUM DATA SET (MDS) — VERSION 2.0
FOR NURSING HOME RESIDENT ASSESSMENT AND CARE SCREENING

REENTRYTRACKING FORM
SECTION AA. IDENTIFICATION INFORMATION
[ (Few) b (Mickle irvia) < (Lasg a5 |
2| GENDERY |1, Mate 2 Female !
* T‘Hl—lll—ll"l_fll
‘O'z”..'.""@&“"“f""““ S whoaraxdl F
= ‘MT"'I"'T'I -1 1T
.‘%"‘ggﬁ. l l - s ]
K o | I_ELLI__I_LI [ 1]
.| FACIITY |a St No,
we | 1]
b Federmita | 11
Rk
il EEEEENEEEEEE
recipient)
.| REASONS Godes 0o ok pgly © ¥us Gy F
A;o:s& a Primary masan for ssseswrnent
MENT 9. Resry
8. SIGNATURES OF PERSONMS COMPLETING FORM
= Sgware The Secions Do
Y O
. [

SECTION A. IDENTIFICATION AND BACKGROUND INFORMATION
4a.] DATE OF |Duie of resriry

(L -CL-LL L1

1. Pm-mmmmmmm

Y

© o Key tera r g
(] = Whan b biank, must enter number or letier (a_] = When lesler 1 box. check ¢ conditon apoiles
October, 1996

MOS 2.0 10/18/94n
Pege B-17



Wisconsin Medicaid Provider Handbook, Part Y Y5-078
Issued: 01/96

Appendix C HCFA's RAI Version 2.0 Mamusi
_SECTION YV, RESIDENT ASSESSMENT PROTQCOL SUMMARY A Identifier
Resident's Name: Medical Record No.: W

1. Check if RAP is tnggered.

2. For each triggered RAP, use the RAP guidelines to identily areas needing further assessment. Document rejevant assessment information
regarding the resident’s status.

« Descnbe:
- — Nature of the condition (may include presence or lack of objective data and subjective compilaints).
— Complications and risk factors that affect your decision to proceed to care planning.
— Factors that must be considered in developing individualized care plan interventions.
— Need for referrais/further evaluation by appropriate health professionals.
« Documentation should support your decision-making regarding whether to proceed with a care plan for a triggered RAP and the type(s)
of care plan interventions that are appropnate for a particular resident.
+ Documentation may appear anywhere in the clinical record (e.g.. progress notes, consults, flowsheets, etc.).
3. Indicate under the Location of RAP Assessment Documentation column where information related to the RAP assessment can be found.
4. For each triggered RAP, indicate whether a new care plan, care pian revision, or continuation of current care plan is necessary to address

the problem(s) identified in your assessment. The Care Planning Decision column must be completed within 7 days of completing the RAI
(MDS and RAPs).

(b) Care Planning
) Check if| Location and Date of -
a n if addressed i
A.RAP PROBLEM AREA ggered | RAP Assessment Documentation ﬁ.ﬁ plan "
1. DELIRIUM o
2. COGNITIVE LOSS

3.VISUAL FUNCTION

4. COMMUNICATION

5. ADL FUNCTIONAL/

| REHABILITATION POTENTIAL
6. URINARY INCONTINENCE AND
INDWELLING CATHETER

7. PSYCHOSOCIAL WELL-BEING

8.MOOD STATE

9. BEHAVIORAL SYMPTOMS

10. ACTIVITIES

11. FALLS

12 NUTRITIONAL STATUS

13. FEEDING TUBES

14. DEHYDRATION/FLUID MAINTENANCE

15. DENTAL CARE

16. PRESSURE ULCERS

17. PSYCHOTROPIC DRUG USE

JUDUOUOEOOU DU UUL

18. PHYSICAL RESTRAINTS

a -

1. Signature of RN Coordinator for RAP Assessment Process 2
L= LI - l L

3. Signature of Person Completing Care Planning Dectsion 4. Mo
Page C-2 M0OS 20 10/18/84n  October, 1995
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HCFA's RAI Version 2.0 Manuad
RESIDENT ASSESSMENT PROTOCOL TRIGGER LEGEND FOR REVISED RAPS (FOR MDS VERSION 2.0)

Y5-079

Kay:
@ = One item requered 10 Innger
@ = Two itemns requered to tngger
3 = One of thess three tems, plus at least one other item

57

2

(B 7)

e

Leiidy)

B5s to 851

85a 10 851

i 27

BY.. %%

A ]

4]

5757,

it Y

£

AL

e
LAY

%t

02775} e vesoc probleeni /11 41177375 R AR A R A A A s Al
Elato€1p |indeators of dacression, annety, sad mood [J |
€177/, | Remitiia Irowmare T u i gl VY B R R B A P TR L B0
Elo L) |

3R 73
i 2

P
A

2
A e 2 2
123

Rz A

N

Behawors syrmptoms
Change in behevoral syrotoms
7 P TR E

Al T
Lt
L

Unsettied relatonshps v ;

Faamrd

FI2 70| Swom . paset AR R ekl A AT .

F
e A

o el R

Glak-GIA
Cle8%% /4

BRA AR T

0
%

G2A

Glah-GIA
BR

G2A Bathing
Badiast

| Gba

% Yo%

W2

HD

H2

[Hkds  |Catherer e

2\ W2l i

Hic.de

tH3g777%) Use of paddsttinets 725 i N T o
[ni h -
T

~
)
a
o

@

7 Te-l "
Jdie 7 [ ] Jle

4 ] o | IR T
Jn v ! (] @ Jn
M2 7 . e Jih_
2Ni 7 ! [ Jii

i _ X B AN[7 -
N 7 @ Jik
4im yrcce 4 o T
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RESIDENT ASSESSMENT PROTOCOL TRIGGER LEGEND FOR REVISED RAPS (FOR MDS VERSION 2.0)

Appencdiix C

m..Ommmnwndtomqgov
6 = Two items requwred fo tngger
3 = One of thesa three items, pius at least one other item
raquired (o tngger
@ = When both ADL triggers presant, mantenance takes
precedence

' [PmcudtoRAPRcviowoncoriggm]

MDS ITEM

|
v 57

K32
Kdc
NS
) L]
BB AL
XS4
DA T TA B 778 AT 22

® Llacde
B AL AR 2 7,

[
| wa
A AT AL
E | INla
N2

desning et

3
17

| ®
® ird

A A A

AR DR

~ o ’7// T VL B A Y - B AR A AL 2

R R [ SN DI O v HIA 4 %

Vo Vi) Vit

b )

‘

Page C4 MOS 20 10/14/94n  October, 1995



Wisconsin Medicaid Provider Handbook, Part Y Y5-081
Issued: 01/96

Appendix 25
Preadmission Screen/Annual Resident Review
Laveil Screern
Buresu of Quairty Compliance

Division of Health
DOK-2191 (Rev. 6/94)

PREADMISSION SCREEN/ANNUAL RESIDENT REVIEW (PASARR)
LEVEL | SCREEN

This form is required under sections 42 USC 1936r(b)(3}(F) and 1396r(e)(7) (note: these sections 8iso are
referred to as 1919(b)(3)(F) and 1919(e)(7) of the Social Security Act].

PLEASE NOTE

Under these sections, Medicaid certified nursing facilities MUST NOT edmit any new resident who is suspected of
having a serious mental iliness or a developmental disability unless the State mental heaith suthority/State
developmental disability authority or designee has evaluated the person and determined if the person needs
nursing facility placement and if the person needs specialized services.

Additionally, the Level Il evaluations and determinations must be repeatad each year for each resident who is
suspected of having a serious mental iliness or a developmental disability. If a nursing facility admits a resident
without completion of the appropriate screen(s), then the facility is in violation of the statutory requirement,
which may result in initiation of terminstion action against the facility.

if a Lavel Il screen is required, then information on this (Lavel 1) form is matched with information from the
person’s Level |l screen to ensure that the facility, the Department’s designee and the Department have complied
with all applicable federal statutes and reguistions. Information on this form will be used for no other purpose.

42 CFR 483.128(a) requires that the resident or his/her legal representative receive a written notice (copy of this
front page) if the resident is suspected of having s serious mental iliness or a developmental disability.

RESIDENT NAME DATE OF BIRTH

AESIDENT’S ADDRESS {for preadmission screens only}

NURSING PACILITY FACILITY ADDRESS

GUARDIAN’'S NAME (it apphkcable)

GUARDIAN’S ADDRESS

GUARDIAN'S TELEPHONE #

(HOME) (WORK)
CHECK ONE:

) The resident is not suspected of having a serious mental iliness or a developmental disability.

O The resident is suspected of having (check the appropriate box below and forward a copy of this Level |
screen 10 the regional screening agency):

O A serious mental iliness;
O A developmental disability; or
O Both a serious mental iliness and a developmental disability.

TAFF MEMBER COMPLETING THIS SCREEN (sign gter completing pages 1 - 4) TITLE

TELEPHONE DATE SCREEN COMPLETED DATE REFERRED TO SCREENING AGENCY
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[ INSTRUCTIONS |

Federa! law requires that all individuals requesting admission to a nursing facility must be screened to determine the -
presence of a major mental illness and/or a developmental disability. 42 CFR 483.75(1){5) requires the nursing
facility to keep a copy of this form and the results of other preadmission screeningi(s) in the resident’s clinical

record.

Please complete this form by checking the boxes in Sections A, B and C and follow the instructions at the end of
each section. Be sure to sign and date the form on the bottom of the front page when you are finished.

PREADMISSION:

READMISSION:

INTERFACILITY TRANSFERS:

CHANGE IN STATUS:

All individuais seeking admission to & nursing facility must receive a Level |
Screen prior to admission.

individuals who are being readmitted to s Medicaid certified nursing facility
after @ hospital stay of any type or of any length may be readmitted without
completion of another Level | or Level il Screen.

Residents who are transferred from one nursing facility to another, with or
without an intervening hospital stay, are not subject to another Level! | or
Level il Screen. However, the transferring nursing facility is responsible for
ensuring that any PASARR screening reports accompany the transferring
resident, and for notifying the Area Screening Agency so that the resident’s
new location is known for future snnual resident reviews.

For those individuals presently residing in a nursing home, this form should
be filled out only if there is a change of status in Sections A or 8

SECTION A

QUESTIONS REGARDING MENTAL ILLNESS YES |NO

1. CURRENT DIAGNOSIS

functioning?

Is the individual currently disgnosed as having a major mental iliness (such as schizophrenia,
parancia, mood disorder, schizoaffective disorder or atypical psychosis) OR other DSM-IV

psychiatric disorder that causes severe functional impairment which preciudes independent

2. MEDICATIONS

Within the past six months, has this person been prescribed on a regular basis » major tranquilizer
and/or anti-psychotic medicstion for a maior mental heaith condition when there is no existing
organic disorder? If the answer is no, see the note below. If yes, check the YES box to the right
and check all prescribed medication(s) on the foliowing list:

Amitriptyline &
Perphenazine /Triavil
Amitriptyline/Elavil
Amoxapine/Ascendin
Bupropion/Wellbutrin
Carbamazepine/Tegretol
Chlorpromazine/Thorazine
Chlorprothixsne/Taractan
Clomipramine/Anafranil
Clonazepsm/Klonopin
Clozapine/Clozaril
Desipramine/Norpramin

dooooooooo o

3

O Doxepin/Sinequan O Perphenazine/Trilafon
O Fluoxstine/Prozac 8 Pheneizine/Nardil

QO Fiuphenazine-Decanoate/Prolixin [J Protriptyline/Vivactil

O Haloperidol/Haldol 0O Sertraline/Zoloft

O imipramine/Totranil O Thioridazine/Mellsril

O Isocarboxazid/Marplan D Thiothixsne/Navane

0 Uthium/Lithobid O Tranyicypromine/Parnate
O Loxapine/Loxitane O Trazadone/Desyrsl

0O Maprotiline/Ludiomil O Titiuoperazine/Stelazine
O Mesoridazine/Serenti) O Trimipramine/Surmontil
O Molindone/Moban O Valproic Acid/Depaksne
O Nortriptyline/Pamelor or Aventyl [ Other

If no major mental iliness exists, but one of the above Medications is prescribed, check the *NO* box
above and pisce a notation from the physician in the record identitying the medication and the symptoms
and behaviors for which it is prescribed. Note on this form where this information can be found (e.g., see
physician's progress note dated 1/1/94).
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QUESTIONS REGARDING MENTAL ILLNESS (continued) YES |[NO
3. SYMPTOMATOLOGY N
Is there any presenting manifestation of mental iliness, not related to an organic condition, such
as:
a. Suicidal statements, gestures, or acts?
b Haliucinations, delusions, or other psychotic symptoms that pose a gerioys threst to the safety
of the individual or others?
c. Severe and extraordinary thought or mood disorders that pose & gerious threat to the safety of
the individual or others?

QUESTIONS REGARDING DEVELOPMENTAL DISABILITIES YES {NO

4. Is there a diagnosis of mental retardation or developmental disability in the individual’s past?

§. Is there any history of mental retardation or developmental disability in the individusi's past?

6. Is there any apparent presenting manifestation {cognitive or behavioral) that may indicate the

person has mental retardation or developmental disability?

NOTE: Wisconsin nursing home rules [HSS-132.51(2)(d)] require that no person who has a developmental
disability may be admitted to a nursing facility uniess the person requires skilled nursing facility (SNF)
services.

if you have answered no to all the above questions in Section A, the individual does not require further PASARR

ovalustion. Sign this form and place in the individual’s chart. No further action needs to be taken. If you have

answered yes to eny of the questions, proceed to Section B.

SECTION B

QUESTIONS REGARDING LENGTH OF STAY YES |NO
The following situstions, which are all for short-term admissions, are the only exemptions from Lsvel il Screening.

1. HOSPITAL DISCHARGE EXEMPTION - 30 DAY MAXIMUM
Is this individusl entering the nursing facility from a hospital (not a psychiatric unit) for the purpose
of convslescing from a medica! probiem for 30 days or less.

2. PENDING ALTERNATE PLACEMENT - 30 DAY MAXIMUM
Is this individual entering the nursing facility for a short term stay of 30 days or less while an
sppropriate placement is located? This individual may be entering the nursing facility from any
setting.

3. EMERGENCY PLACEMENT - 7 DAY MAXIMUM
Is this individusl entering the nursing facility for further assessment in an emergency situstion
requiring protsctive services?

4. RESPITE CARE - 30 DAYS PER YEAR MAXIMUM

Is this individusl entering the nursing facility to provide respite to in-home caregivers to whom the
individual is expected to return following a brief nursing facility stay?

If you have answersd yes to any of the ltems in Section B, the individual may enter the nursing facility with county
approval, through the DCS-822 form, for the specified period of time without & referral for a8 PASARR Level I}
Screen. Contact the Area Screening Agency to notify them that the person is being admitted and qualifies for an
axsmption in Section B and forward s copy of the Level | Screen to the Ares Screening Agency. I, during the
short term stay, It is established that the individual will be staying for a longer period of time than permitted above,
the individual must be refarred for a Level [l Screen.

.an individusl who entered the facility under the 30-day hospital discharge exemption or pending alternats
placement exsmption, who is later found to require more than 30 days of nursing facility care must have a Level Il
Screen Annual Resident Review within 40 calendar days of admission. In those cases the nursing facility must
contact the Area Screening Agency so that the Lavel Il Screen can be completed within that time frame.
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IT you have answered rio to the QUesSUGAS i Secdon 3, piovesd o Section C.

QUESTIONS REGARDING SEVERE MEDICAL CONDITION YES {NO

The following questions regarding severe medical condition in conjunction with a major mental iliness or
developmental disability may indicate that the individual meets the criteria for a categorical determination that
specislized services are not required. This information may form the basis for an abbreviated screen.

1. TERMINAL ILLNESS
_ Is this individual terminally ill? (Expected to expire within six months.)

2. SEVERE MEDICAL CONDITION

Is the individual comatose?

Is the individua! ventilator dependent?

is the individual functioning at a brain-stem levei?

Does the individual have a severe medical iliness, such as Chronic Obstructive Puimonary Disease,
Parkinson’s Disease. Huntington's Disesse, Amyotrophic Lateral Sclerosis or Congestive Heart
Failure, which result in s level of impairment go gevere that the individual could not participate in
or benefit from specialized services?

3. SEVERE DEMENTIA (including Alzheimer‘s diseass or a related disorder)
Does the individual have a primary diagnosis that resuits in a level of impairment 20 govers that
the individual could not be expected to participste in or benefit from specialized services?

Note: Person’s record must show evidence that supports a dementia disgnosis. If Organic
Brain Syndrome (OBS) is used as an examption, it must refer 1o 8 primary disgnosis of
dementia.

¥ you have answered yes to any of the questions in this section, you are required to send to the screening agency,
dnbnll:mdongmmﬂdmmummnmumdowovdmwndfymmm
Mdnsmnyo!bnmmm«ﬂcdmddanhnwdnmw&m:m. The screening
agency will determine whether the individual meets the criteria for 8 categorical determination or If & fiull Level Il
Screen is warrsnted. I you have answered no to the questions in this section, proceed to Section D.

SECTION D

REFERRING A PERSON TO THE REGIONAL SCREENING AGENCY

i you heve answered 'm'wdoldooqmﬂthxdonA,umPASAMMhm
Compiete the signature section on pege Iandnuhocopyostfomh:hcmidmt'cmnhghcﬂtyMcd
record.

Ilycuhmmsnnd'm'tomqunﬂonb&ocﬂon‘and'no'todofmmpu‘waktothnﬂml
and C, follow these instructions:

¢ Contact the Area Screening Agency to notify them that the person is besing considered for sdmission and
forward @ copy of the Level | screen to the Arsa Screening Agency (s copy must aiso be maintained in the
nursing facility file).

¢ The Area Screening Agency will perform a Level Il Screen for persons with developmental disabilities and/or
mental ilinesses (regardiess of age) and a determination will be made 8s to whether or not the person needs
tacility care and if specislized services are required.

¢ The screening sgency will notity the nursing facility and the resident or his/er ;
of the determinations mada "o legal representative, in writing
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Appendix 26
PASAAR Roster Claim Form

DEPARTMENT OF HEALTH AND SOCIAL SERVICES STATE OF WIBCONSIN
DIVISION OF HEALTH

DOH1104 ICO8M2) Active Treatment for Mentally il Nureing Facliity Resid:
Roster Claim Form
Facility Nsme and City , Page ___ of ___
Facility Medical Assistance Number Month =~ Yes
a B
;ﬁo Roiat
Recident Neme Asslstance ¥
1.
2.
3.
4.
6.
8.
2.
8.
9.
10.
11,
12.
13.
14.
16.
16.
17.
18,
19.
20.
21,
22.
23.
24,
. Date on the letter sent to the facility from the county or the State Office of Mental Health indicating the need for active treatment. Page Totd
**  Number of in-houss days X $9.00
CERTIFICATION: i
This ie to certify thet the foregoing information is true, te and 1 und d that pay t and eatisfaction of this cleim will be from state funde, and that any false cleims, stetements,
documents of siment of material fact, may be prosecuted under Bv:o!. state _.i.
Nama and Title —Slgnature ate " Phone number for questions
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Appendix 27
Estate Recovery Affidavit
Lepartment of Health and Social Services State of Wisconsin
Division of Health
DOH 1113 (4/93)

ESTATE RECOVERY PROGRAM
HEIR INFORMATION

NAME OF DECEASED RESIDENT:

SOCIAL SECURITY NO:

DATE OF DEATH:

AMOUNT IN PERSONAL ACCOUNT:

PERSONAL ACCOUNT CONVEYED TO:

{(Name of Heir)

(Address of Heir)

AMOUNT CONVEYED:

DATE CONVEYED:

CONVEYED BY WHOM:

(Name)

(Position)
NURSING HOME:

(Name)

(Address)

Mail to:

Wisconsin Department of Health and Social Services
Bureau of Health Care Financing

Coordination of Benefits Unit

P.O. Box 309

Madison, W1 53701-0309
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Appendix 28

Estate Recovery Program Notification of Death Form

Copartment of Health and Social Services
Division of Health
DOH 1113A (4/93)

State of Wiscoansin

ESTATE RECOVERY PROGRAM
NOTIFICATION OF DEATH

NAME OF DECEASED RESIDENT:

SOCIAL SECURITY NO:

DATE OF DEATH:

AMOUNT IN PERSONAL ACCOUNT:

DOES THE DECEASED HAVE A:
(Please circle appropriate response®)
SURVIVING SPOUSE NO UNKNOWN
SURVIVING MINOR CHILDREN NO UNKNOWN
SURVIVING DISABLED CHILDREN NO UNKNOWN
COMPLETED BY:
(Name)
(Position)
NURSING HOME:
(Name)
(Address)
Mail to:
Wisconsin Department of Health and Social Services
Bureau of Health Care Financing
Coordination of Beaefits Unit
P.O. Box 309

Madison, W1 537010309 -

Y5-089

* Please do not complete this form if a yes response is appropriate to any of the three questions.





