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Preface

The Wisconsin Medicaid and BadgerCare Prenatal
Care Coordination Services Handbook isissued to
prenatal care coordination providerswho are
Wisconsin Medicaid certified. It containsinformation
that applies to fee-for-service Medicaid providers.
TheMedicaid information in the handbook appliesto
both Medicaid and BadgerCare.

Wisconsin Medicaid and BadgerCare are
administered by the Department of Health and Family
Services (DHFS). Within the DHFS, the Division of
Hedlth Care Financing (DHCF) isdirectly responsible
for managing Wisconsin Medicaid and BadgerCare.
BadgerCare extends Medicaid coverage to uninsured
children and parents with incomes at or below 185%
(as of January 2001) of the federa poverty level and
who mest other program requirements. BadgerCare
recipients receive the same health benefits as
Wisconsin Medicaid recipientsand their hedlth careis
administered through the same delivery system.

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

Verifying Eligibility

Wisconsin Medicaid providersshould awaysverify a
recipient’sdigibility before providing services, both

to determineeligibility for the current dateand to
discover any limitationsto the recipient’s coverage.
WisconsnMedicaid' sEligibility Verification System
(EVS) providesdigibility information that providers
can access a number of ways.
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Refer to the Important Telephone Numbers page at
thebeginning of thishandbook for detailed information
onthemethodsof verifying digibility.

Handbook Organization

The Prenatal Care Coordination Services Handbook
congstsof thefollowing chapters:

*  Generd Information.
*« Covered Servicesand Related Limitations.
e BillingInformetion.

In addition to the Prenatal Care Coordination Services
Handbook, each Medicaid-certified provider isissued
acopy of theAll-Provider Handbook. TheAll-
Provider Handbook includesthefollowing sections:

e ClamsSubmission.

¢ Coordination of Benefits.

e . Covered and-Noncovered Services.
¢ Prior Authorization.

¢ Provider Certification.

e - Provider Resources.

*  Provider Rightsand Respongilities.
¢ Recipient Rightsand Respongbilities.

Legal Framework of
Wisconsin Medicaid and
BadgerCare

Thefollowing lawsand regulations providethelegal
framework for Wisconsin Medicaid and BadgerCare:

Federal Law and Regulation

e Law: United States Socia Security Act; Title X1X
(42 US Code ss. 1396 and following) and Title
XXI.

* Regulation: Title42 CFR Parts430 - 456 -- Public
Health.



Wisconsin Law and Regulation

o Law: Wisconsin Statutes: Sections49.43 - 49.497
and 49.665.

*  Regulation: WisconsnAdminigtrative Code,
Chapters HFS 101 -108.

Handbooks and Wisconsin Medicaid and
Badger Care Updates further interpret and
implement these laws and regulations.

Handbooks and Updates, maximum allowable fee

schedules, helpful telephone numbers and addresses,
and much moreinformation about Wisconsin

4 wisconsin Medicaid and BadgerCare ¢ May 2001

Medicaid and BadgerCare are available at the
followingWeb sites:

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

Medicaid Fiscal Agent

The DHFS contracts with afiscal agent, whichis
currently EDS, to provide health claims processing,
communications, and other related services.



Wisconsin Medicaid
prenatal care
coordination
services are
available to
Medicaid-eligible
pregnant women,
with a high risk for
adverse pregnancy
outcomes, during
pregnhancy through
the first 60 days
following delivery.

General Information

Prenatal care coordination (PNCC) was added

asaWisconsin Medicaid benefit as authorized
by Act 39, the 1991-93 gtate budget, as
amended by Act 269 Laws of 1991.

Definition of the Prenatal
Care Coordination
Benefit

Prenatal care coordination services help a

reci pient and, when appropriate, therecipient’s
family gain accessto medical, socid,
educationd, and other services related to the
recipient’s pregnancy. Wisconsin Medicaid
PNCC services are available to Medicaid-
eligible pregnant womenwith ahigh risk for
adverse pregnancy outcomes during
pregnancy through thefirst 60 daysfollowing
ddivery.

Prenatal care coordination servicesincludeal
of thefollowing:

Outreach.

Initial assessment.

Care plan development.

Ongoing care coordination and
monitoring.

*  Hedtheducation and nutrition counseling
services (for recipientswith anidentified
need).

Prenatal Care Coordination Goal

The god of the PNCC benefit isto improve
birth outcomes among women who are
deemed at high risk for poor birth outcomes.
Themain objectivesfor obtaining thisgoal
include ensuring that women at high risk:

» Areidentified asearly aspossibleintheir
pregnancy.

* Receiveindividua psychosocid support
and services.
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* Receveearly and continuous prenatal
care services.

*  Receive necessary hedlth and nutrition
education.

» Arereferred to available community
services, as appropriate.

* Receive assistance in accessing and
obtaining needed health and social
services.

Prenata care coordination services do not end
withthe completion of theinitial assessment,
unless the assessment determines the recipient
does not need further assistance. To obtain the
program’sgodl, itiscritical that providershave
the ability to offer al five components of the
PNCC benefit, and not just the assessment, to
digiblerecipients.

» Care Coordination Provider - the
entity that meets the requirements as a
certified care coordination provider
(refer to Provider Information inthis
chapter), isassigned the Medicaid
billing provider number, and haslegal
ligbility for the provision of care
coordination services.

» CareCoordinator - theindividual who
isproviding care coordination services
torecipients.

Scope of Service

The policiesin thishandbook govern services
provided withinthe scope of professional
practice as defined in ss. 49.46(2)(b)12, Wis.
Sats., and HFS 105.52 and 107.34, Wis.
Admin. Code. Please refer to the Covered
Services and Related Limitations chapter of
thishandbook for moreinformation on covered
servicesand related limitations.
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Provider Information

Provider Eligibility and
Certification

Chapter HFS105.52(1), Wis. Admin. Code,
definesthefollowing typesof providersand
agenciesaseligiblefor Medicaid certification
as PNCC providers:

e A community-based health organization.

e A community-based social services
agency or organization.

»  Acounty, city, or combined city and county
public hedth agency.

» A county department of human services
under s. 46.23, Wis. Stats., or socia
servicesunder s. 46.215 or 46.22, Wis.
Stats.

o Afamily planning agency certified under
HFS 105.36, Wis. Admin. Code.

» Afederdly qudified health center
(FQHC) asdefined in 42 CFR 405.2401
(b).

* AnHMO.

Anindependent physician association

(IPA).

A hospitd.

A physician’sofficeor clinic.

A private case management agency.

A certified nurse or nurse practitioner.

A rurd hedth clinic certified under HFS

105.35, Wis. Admin. Code.

A triba agency health center.

*  AWomen, Infants, and Children (WIC)
program under 42 USC 1786.

For Medicaid certification asa PNCC service
provider, qualified agenciesmust submit a
comprehensive agency outreach and care
management plantoWisconsin Medicaid for
approval. Refer to Appendix 18 of this
handbook for information on plan submission
requirements.

Subcontracting for Prenatal Care
Coordination Services
Medicaid-certified PNCC providers may
subcontract with agencies not certified by
Medicaid for PNCC services. However, the

M edicaid-certified provider retainsdl lega and
fiscal respongibility for the services provided by
subcontractors.

Itisthecertified provider’'sresponsibility to
ensure that the subcontractor provides services
and maintains records in accordance with the
Medicaid requirementsfor the provision of
PNCC services. According to HFS
105.02(6)(a), Wis. Admin. Code, thefollowing
records must be maintained:

Contracts or agreements with persons
or organizationsfor thefurnishing of
items or services, payment for which
may be madeinwholeor in part,
directly orindirectly, by MA
(Medicaid).

The Medicaid-
certified provider
retains all legal and

For moreinformation on recordkeeping asit fiscal responsibility

relates to PNCC services, refer to for the services
Recordkeeping in the Covered Services and provided by
subcontractors.

Related Limitations chapter of thishandbook.
Pleaserefer to the Recipient Rights and
Responsibilities section of theAll-Provider
Handbook for additional informeation on
required recordkeeping.

TheMedicaid-certified providerisresponsible
for ensuring that its subcontractors:

* Meetdl program requirements.
*  Receve copiesof Medicaid handbooks
and other appropriate materials.

Wisconsin Medicaid sends provider materias
to Medicaid-certified providersonly, unless
materids are specifically requested by
individualsor agencieswho are not certified by
Medicaid. Published issues of Wisconsin
Medicaid and BadgerCare Updates, the All-
Provider Handbook, thishandbook, and other
provider publications may bereviewed and
downloaded onlineat
www.dhfs.state.wi.us/medicaid/.

Although the subcontracted agency may hill
Wisconsin Medicaid using the certified
provider’'sMedicaid number, Wisconsin
Medicaid only reimbursesthe certified
provider.

6 Wisconsin Medicaid and BadgerCare ¢ May 2001



Wisconsin Medicaid
providers should
always verify a
recipient’s eligibility
before delivering
services, both to
determine eligibility
for the current date
and to discover any
limitations to the
recipient’s
coverage.

Recipient Information

Recipient Eligibility

Wisconsin Medicaid providersshould always
verify arecipient’sdigibility beforeddivering
services, bothto determinedigibility for the
current date and to discover any limitationsto
therecipient’s coverage. Wisconsin Medicaid's
Eligibility Verification System (EV S) provides
eligibility information that providerscan access
anumber of ways.

Refer to the Important Telephone Numbers
page at the beginning of this handbook for
detailed information on the methods of
verifying digibility. Refer tothe Provider
Resources section of the All-Provider
Handbook for moreinformation about these
methodsof verifying recipient igibility.

Presumptive Eligibility

PresumptiveEligibility isaMedicaid digibility
category that can allow an'uninsured pregnant
woman to receive pregnancy-related outpatient
serviceswhileher gpplicationforWisconsin
Medicaid isbeing processed.

Under Presumptive Eligibility, pregnant women
aredligibleto receive dl covered pregnancy-
related outpatient services (including PNCC
services). All Medicaid-certified outpatient
providers can provide these servicesto women
covered under PresumptiveEligibility.

Inpatient services are not covered under
PresumptiveEligibility. (Generally, Wisconsin
Medicaid digibility isdetermined by thetimeof
ddivery.)

Qualified providers may become certified to

make Presumptive Eligibility determinations.

Refer to the Provider Certification section of
theAll-Provider Handbook for more

information on becoming certified to determine
Presumptive Eligibility. For general information
on Presumptive Eligibility, refer tothe
Recipient Rightsand Responsibilities section of
theAll-Provider Handbook.

Medicaid Managed Care Coverage

Prenatal care coordination is not covered by
state-contracted Medicaid HMOs or special
managed care programs (such as programs for
peoplewith disabilities). Therefore, submit
claimsfor PNCC services directly to
Wisconsn Medicaid for recipientsenrolledin
these programs.

Medicaid-certified PNCC providerslocatedin
counties with state-contracted HM Os must
have on file asigned copy of aMemorandum
of Understanding (MOU) with eachHMO in
their service area. The MOU encourages
coordination between the provider and the
HMO and reduces duplication of services.
Referto Appendix 15 of this handbook for a
model MOU form.

Copayment

Prenatal care coordination services are not
subject to recipient copayment.

Freedom of Choice

For recipients, participationinthe PNCC
programisvoluntary. Therecipient voluntarily
participatesinthe program by maintaining
contact with and receiving servicesfrom the
care coordination provider. The care
coordination provider may not “lock-in”
recipientsor deny the recipient’s freedom to
choose providers. Reci pientsmay participate,
tothefull extent of their ability, inal decisons
regarding appropriate services and providers.

Prenatal Care Coordination Services Handbook ¢ May 2001 7
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Refer to the
Medicaid Guidelines
and Performance
Measurements for
Prenatal Care
Coordination
(Appendix 7 of this
handbook) for
detailed
information about
the benefit's
operational
standards and
performance
measurements.

Covered Services & Related

Limitations

Thischapter outlinesMedicaid-covered
services, conditions, and limitationsfor prenatal
care coordination (PNCC) services. Prenata
care coordination servicesincludeal of the
folowing:

Outreach.

Initial Assessment.

Care plan development.

Ongoing care coordination and monitoring.
Health education and nutrition counsaling
services (for recipientswith anidentified
need).

Note:  Providers should be prepared to
offer al five components of the
PNCC benefit - not just the
initial assessment -toeligible
recipients.

Refer to the Medicaid Guidelinesand
Performance Measurements for Prenatal Care
Coordination (Appendix 7 of thishandbook) for
detailed information about the benefit's
operational standards and performance
measurements. Providers are encouraged to
usethe guidelinesto help ensurethat quality
services are provided and activitiesare
directed toward the program'’s objectives and
goal asstated in the General Information
chapter of this handbook.

Wisconsin Medicaid a so usestheguidelinesto
monitor the administration of the benefit.

Outreach

Outreachinvolvesidentifying digible, low-
income pregnant women, who may be
unaware of or not have access to PNCC
services, and informing them about the benefit.
Providers may use avariety of strategiesto
market and promote PNCC servicesin the
community, such asinformational brochuresor
community presentations.

Providers are not reimbursed separately for
outreach activities. Wisconsin Medicaid
includes the reimbursement for outreach
activitiesinthereimbursement for theinitia
assessment.

Initial Assessment

Providersarerequired to administer aninitia,
comprehensive risk assessment to all
recipients. The purpose of this assessment isto
determine the needs and strengths of the
recipients. The Department of Health and
Family Services (DHFS)-approvedtool for the
initial assessment isthe Pregnancy
Questionnaire (Appendix 8 of thishandbook).

Complete every section on the Pregnancy
Questionnaire unlessthe recipient objectsto a
particular section. Refer to Appendix 9 of this
handbook for instructionson completing the
Pregnancy Questionnaire. Providers may also
consult the Guidance Manua for Administering
the Prenatal Care Coordination Pregnancy
Questionnairefor additional informationon
administering the questionnaire. Refer to
Appendix 16 of thishandbook for information
on obtaining the Guidance Manual for
Administering the Prenatal Care Coordination
Pregnancy Questionnaire.

The Pregnancy Questionnaire must be:

* Reviewed and findized in aface-to-face
contact with the recipient.

* Signed and dated by the agency staff
member who compl eted the questionnaire.

The person administering the Pregnancy
Quesgtionnaire must be an employee of the
Medicaid-certified PNCC agency or an
employee of an agency under contract to the
PNCC agency.

Prenatal Care Coordination Services Handbook ¢ May 2001 9
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Refer to Appendix 18 of this handbook for a
list of typesof qualified professionalswho can
administer or review the Pregnancy
Quedtionnaire. Qualified professionalsare
requiredto review andinitia all Pregnancy
Questionnairescompleted by paraprofessional
staff.

Wisconsin Medicaid reimbursesfor the
administration of the Preghancy Questionnaire
regardless of the recipient’s score. Recipients
may be reassessed at any time, but providers
need only readminister the entire Pregnancy
Quedtionnaireif therecipient’ssituation
changessignificantly.

Wisconsin Medicaidwill reimburseonly one
comprehensive assessment per recipient, per
pregnancy, per provider.

Providers may obtain copies of the Pregnancy
Quesgtionnaire a no cost by writing to:

Division of Hedth CareFinancing

Bureau of Fee-for-Service Hedlth Care
Benefits

Attn: Forms Manager

P. O. Box 309

Madison, Wl 53701-0309

When requesting the Pregnancy Questionnaire,
note the form number HCF 1105 on the
request.

Care Plan Development

Wisconsn Medicaidwill reimbursecare
planning as a PNCC service when provided by
qualified staff. Care planning includes

devel oping and implementing the care plan.
Wisconsin Medicaid will reimbursethe
development of a care plan for recipientswho
score 40 or more points on the Pregnancy
Questionnaire. A completed questionnaire must
predate the care plan.

Wisconsin Medicaid reimbursesfor the
development of one care plan for each
recipient, per pregnancy. (Wisconsin Medicaid
reimburses for updates to the care plan under
the ongoing care coordination and monitoring
procedure code.)

The care coordinator is required to develop an
individualized careplanfor each eligible
recipient. Medicaid does not require aspecific
care plan format, but the care plan must be:

» Developed (or reviewed) and signed or
initialed by aqualified professiond.

e Inwriting.

e Based on the results of the Pregnancy
Quedtionnaire.

Providers should noteinthe

care plan if the recipient does not
want to addressissuesidentified in
the Pregnancy Questionnaire.

Note:

Refer to Appendix 13 of this handbaok for a
blank model of a care plan. Providers are not
required to use the sample.

To ensure the recipient’s needsare met, the
care plan must:

e |dentify needs, problems, necessary
services, necessary referrals, and
frequency of monitoring.

* Include an array of services regardless of
funding sources.

Refer to Appendix 10 of this handbook for a
model of a Pregnancy Questionnaire
Summary. Providers may use the Pregnancy
Questionnaire Summary asanaidinidentifying
the recipient’s unmet needs.

To themaximum extent possible, includethe
recipient in the development and any
subsequent revisions of the care plan. Include
family membersand other supportive persons
as appropriate. The recipient and care
coordinator who devel oped the care plan are
required to sign and date the plan.

10 wisconsin Medicaid and BadgerCare  May 2001

The care
coordinator is
required to develop
an individualized
care plan for each
eligible recipient.



A collateral is
anyone who has
direct supportive
contact with the
recipient, such as a
family member,
friend, service
provider, guardian,
housemate, or
school official.

Ongoing Care
Coordinationand
Monitoring

Ongoing care coordination and monitoring
activitiesmust be based on the recipient’s
written care plan. Wisconsin Medicaid will not
cover ongoing care coordination and
monitoring servicesthat are not based on the
recipient’s care plan.

Ongoing care coordination and monitoringisa
covered PNCC service for recipients who
score 40 or more points on the Pregnancy
Quegtionnaire. Except in urgent care situations,
providers are required to complete the
Pregnancy Questionnaire and a care plan for
each recipient prior to providing ongoing care
coordination and monitoring services.
Providers may offer ongoing care coordination
services on the same date they completed the
Pregnancy Questionnaire and care plan.

Activities for Ongoing Care
Coordination and Monitoring

Covered activitiesincludethefollowing:

*  Recipient contacts.

» Collateral contacts.

* Information and referral.

e Assessment and care plan updates.
*  Recordkeeping.

Recipient Contacts

Recipient contacts may be face-to-face, by
telephone, or inwriting, asappropriate. Except
for health education and nutrition counsdling,
Wisconsin Medicaid doesnot cover recipient
contacts for the direct provision of services.
Wisconsin Medicaid reimbursesfor the
provision of many medical servicesunder other
Medicaid benefits.

Wisconsin Medicaid doesnot limit the number
of contacts providers may have with a
recipient. However, reimbursement for the
benefit islimited to amaximum amount per
pregnancy, per recipient, per provider. Refer
to Appendix 19 of thishandbook for more
information on reimbursement limitetions.

Collateral Contacts

A collaterd isanyonewho has direct
supportive contact with the recipient, such asa
family member, friend, service provider,
guardian, housemate, or school officia. Since
the purpose of contacts with acollatera isto
mobilize services and support on behalf of the
recipient, the provider isrequired toidentify the
role of the collateral in therecipient’s care
plan.

Collaterd contactsasoincludetime spent on
client-specific meetingsand formal case
consultationswith other professionasor
supervisors. Do not include time spent
discussing or meeting on non-client-specific
issues or time spent on general program issues.

Wisconsin Medicaid will not reimburse
collateral contactsif thereisno recipient
contact during the month for which the
provider ishilling.

Information and Referral

Informationandreferral meansproviding

reci pientswith current information about
available resourcesand programsto help
recipients gain access to needed services.
Providers are required to ensure follow up on
al referralswithin two weeks, unless
otherwise stated. Wisconsin Medicaid
reimbursesinformation and referral under
ongoing care coordination and monitoring.

Wisconsin Medicaid does not cover care
coordination serviceson behaf of family
memberswho are not Medicaid digible.
However, providers may assist non-Medicaid-
eligiblefamily membersin accessing services
needed to best meet the digiblerecipient’s
needs.

Refer to Appendix 11 of this handbook for a
model of a Referral Form.

Appendix 16 of thishandbook includesalist of
resources that providers and recipients may
consult.

Prenatal Care Coordination Services Handbook ¢ May 2001 11
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Transportation Resources for Recipients
Although Wisconsin Medicaid does not cover
trangportation services as part of the PNCC
benefit, providersoften assist recipientsin
making transportation arrangements.
Appendix 17 of thishandbook provides
information for assisting recipientswith
trangportation arrangements.

Assessment and Care Plan Updates

Providers may update the Pregnancy
Questionnaire and care plan, and administer
other assessment tools, when necessary.
Wisconsin Medicaid reimbursesthese activities
asongoing care coordination and monitoring
services.

Assessment Updates

Providers may update the Pregnancy
Questionnaire as frequently as needed.
Providers may also administer other
assessment ingruments periodicaly, if
appropriate, to determinetherecipient’s
progresstoward meeting established gods.

Usethe ongoing care coordination and
monitoring procedure code (W7092) when
billing for updatesto the Pregnancy
Questionnaireand/or administration of other
assessments.

Care Plan Updates

Providers are required to review and update
the care plan at least every 60 days, or earlier
if the recipient’s needs change. The provider
and the recipient are required to sign and date
all updatesto the care plan. The provider may
initial updatesto the care plan if asignature
pageisincludedintherecipient’sfile.
Providers are required to keep signed copies of
the updatesin the recipient’sfile.

Usethe ongoing care coordination and
monitoring procedure code (W7092) when
billing for updatesto the care plan.

Recordkeeping

Wisconsin Medicaid considersrecordkeeping a
reimbursable ongoing care coordination and
monitoring activity. Reimbursable
recordkeeping activitiesincludetime spent on
thefollowing:

»  Documenting the pregnancy (e.g.,
obtaining asigned statement from a
physician, physician’sassistant, certified
nurse midwife, nurse practitioner, family
planning clinic, or aPresumptiveEligibility
provider).

e Updating care plans.

»  Documenting recipient and collateral
contacts.

*  Preparing and responding to
correspondence to and for the recipient.

»  Documenting therecipient’sactivitiesin
relation to the care plan.

e Deerminingand documentingthe
pregnancy outcome, including theinfant’s
birthweight and health status.

Wisconsin Medicaid reimbursesfor
recordkeeping only if arecipient contact
occurred during the month for which the
provider ishilling.

If arecipient or collateral contact occurson
thelast day of the month, the provider may hill
Medicaid for the documentation of the contact
inthefollowing month (e.g., if the contact
occurred on June 30, the provider may bill for
the contact with the July contacts). Wisconsin
Medicaidwill only alow thisexceptionif the
provider documents the contact no later than
the next business day.

Provision of Services in Urgent
Situations

When ongoing care coordination services are
providedin an urgent situation (e.g., the
woman is pregnant and homeless, or pregnant
and without food), the provider isrequiredto:

»  Document the nature of the urgent
Stuation.

12 wisconsin Medicaid and BadgerCare  May 2001
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As part of the care
planning process,
the provider is
required to discuss
and document the
planned frequency
of ongoing contacts
and monitoring with
the recipient (and
the recipient’s
collaterals, if
appropriate).

e Complete the Pregnancy Quegtionnaire
and care plan as soon as possible but no
later than 30 daysfollowing the actions
takento aleviatethe urgent situation.

Note  Providers may offer ongoing care

coordination servicesto recipientsin

urgent situations, but Wisconsin

Medicaidwill not reimbursefor

these services when they are provided

to recipients who score fewer than 40

points on the Pregnancy

Quedtionnaire.

Frequency of Ongoing Monitoring

As part of the care planning process, the
provider isrequired to discuss and document
the planned frequency of ongoing contactsand
monitoring withtherecipient (and the
recipient’scollaterds, if appropriate). Ata
minimum, contacts should occur every thirty
days. If possible, schedule more frequent visits
during the early' months of the pregnancy.

Postpartum. Services

Wisconsin Medicaid covers PNCC services up
to 60 daysfollowing delivery. Wisconsin
Medicaid covers postpartum PNCC services
only if therecipient received care coordination
servicesprior to delivery. During the
postpartum period, providersarerequiredto:

* Makeat least one face-to-face visit with
therecipient.

»  Encourage the recipient to choose a
primary health care provider for the baby.

» Inform therecipient of the importance of
immunizationsand regular well-child
checkups (HealthChecks) for the baby.

Refer to Appendix 7 of this handbook for
additiond information on servicesprovided
during the postpartum period.

Health Education and
Nutrition Counseling

Wisconsin Medicaid covershealth education
and nutrition counseling under the PNCC
benefitif al of thefollowing occur:

»  Themedica need for health and/or
nutrition educationisidentifiedinthe
Pregnancy Questionnaire. Providers
should follow up withamore
comprehensive assessment of the
reci pient’ sheal th education and nutrition
needs and strengths. Providers may use
any appropriate assessment tool to
conduct the follow-up assessment.

e Therecipient'swritten, individual careplan
includes strategies and goalsaimed at
ameliorating theidentified risk factors.

e Aqudified professiond (asdefinedin
Appendix 18 of thishandbook) provides
the heal th education and nutrition
counseling. Thequalified professional is
required to have the expertise, through
education or &t least one year of work
experience, to provide health education
and nutrition counsdling.

* / Services are provided face-to-face.
Servicesmay beprovidedinanindividua
or group setting. However, providersare
required to establish clear strategies and
goalsfor each recipient and include them
intherecipient’sindividualized careplan.

Hedlth education may include, butisnot limited
to, thefollowing topics:

Education and assistance to stop smoking.
Education and assistance to stop acohol
consumption.
Education and assistance to stop the use
of illicit or street drugs.
Education and assistance to stop
potentially dangerous sexua practices.
»  Education onenvironmenta and
occupational hazards related to pregnancy.
Lifestylemanagement consultation.
Reproductive health education.
Preparationfor childbirth.
Preparation for the baby.
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Nutrition counsdgling may include, butisnot
limitedto, thefollowingtopics.

* Weightandweight gain.

»  Medical conditions(for example, anemia,
gestational diabetes).

*  Previousand current nutrition-related
obstetrical complications.

» Psychological factorsaffecting nutritional
status (for example, depression, anorexia).

» Didary factorsaffecting nutritiond status
(for example, the use of supplements, the
lack of food resources).

*  Reproductivehistory affecting nutritional
status (for example, short inter-pregnancy
interval, high parity).

»  Breastfeeding education, infant nutritional
needs.

Refer to Appendix 7 of this handbook for
additiond information on the provision of hedlth
education and nutrition counsaling services.

Recipient Records

According to HFS 106.02(9), Wis. Admin.
Code, all providers are required to prepare and
maintaintruthful , accurate, complete, legible,
and concise documentation and records.
Providers may keep recordsin written or
electronic formats. If providers keep eectronic
records, they are required to have hard copies
availablefor review and audit.

Asdefinedin HFS105.52(5), Wis. Admin.
Code, therecipient’sfilemust include the
followinginformation, asappropriate;

» Veification of the recipient’s pregnancy.

» Therecipient's completed Pregnancy
Quegtionnaire. The questionnaire must be
scored, signed, and dated.

e Therecipient’s care plan, signed and dated
asrequired. The provider may initial the
careplanif asignature pageisincluded in
the recipient’s record.

e Completed consent document(s) for
rel ease of information.

Thefollowing aregenerd guidelinesfor
documentation of activities:

A written record of all recipient-specific
care coordination and monitoring activities.
Therecord must include documentation of
thefollowinginformation:

1. Therecipient's name.

2. The date of the contact.

3. Thefull name andtitle of the person
who made the contact.

4. A clear description of the reason for
and nature of the contact.

5. Theresults of the contact.

6. Thelength of time of the contact (the
number of minutes or the exact time;
for example, 9:15-10:05am.).

7. Where or how the contact was made.

Referralsand follow up.

All pertinent correspondenceréating to

coordination of therecipient’s prenatal

care.

Do not erase or
obliterate errorsin
established records.
Instead, draw a line
through the error so
the words remain
legible.

Maintain accurateand legible
documentation.

Correct errors with caution. Do not erase
or obliterate errorsin established records.
Instead, draw aline through the error so
thewordsremainlegible. Signorinitia and
date the correction.
Arrangethefileinlogical order if possible,
so that documents can easily be reviewed
and audited.

Ensure that al entries are sighed and dated
and arein chronological order. Initialsare
acceptableif therecipient’sfileincludesa
page bearing the provider’sfull nameand
signature.

K eep documentation concise, but
descriptive and pertinent. The notation for
each entry should be reasonably reflective
of the length of time documented for the
activity.

For example, an entry gtating, “Called
Recipient X to remind her of her prenatal
appointment” should not have alength of
time of thirty minutes.

A more reasonabl e notation would state:
“Called Recipient X to remind her of her
upcoming prenatal appointment.
Answered Recipient X’s questions
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If a provider needs
to reduce or
terminate care
coordination
services for any
reason, the
provider should
notify the recipient
in advance and
document this in
the recipient’s
record.

regarding transportation and child care for
her other children. Also provided her with
the name and tel ephone numbers of
several child care providersin the area.
Made planswith the recipient for afollow-
up homevisit.”

e If unusud abbreviationsand symbolsare
usedroutinely (e.g., abbreviations
pertaining tointernd policy or persond
shorthand codes), maintain akey
describing each one.

Please refer to Appendix 14 of this handbook
for acompleted sampletimelog form.

Safeguarding Recipient
Information

State and federal laws require that the personal
information of all Medicaid recipientsbe
safeguarded. However, when providing care
coordination services, providersmay need to
obtain or releasereci pient information on
behalf of the recipient. To'comply with state
and federal laws, providers may release
recipient-gpecificinformationif:

»  Therecipient has granted written
authorizationto the provide.

»  Therecipient has signed and dated the
authorization.

In cases where more stringent laws govern the
release of certain personal information,
providers are required to comply with those
laws. Itisthe provider’sresponsibility to be
awareof patient confidentiaity laws.

For amode of arelease of information form,
please consult the Informed Consent to
Release/Obtain Hedlth Care Information Form
inAppendix 12 of thishandbook.

Please refer to HFS 104.01(3), Wis. Admin.
Code, or to the Provider Rightsand
Responsibilities section of theAll-Provider
Handbook for additional information on
maintenanceand confidentiality of Medicaid
recipient records.

Duplication of Services

Prenatal Care Coordinators

A recipient should not require PNCC services
from morethan one provider. Although
Medicaid does not deny claimsfor concurrent
services, both providersare naotified of the
overlap. Itistheproviders responsibility to
eliminatethe overlap by communicatingwith
the recipient and with each other to determine
which provider will continueto provide PNCC
services. The recipient’s preferences
concerning which care coordinator should
provide services must be considered when the
care coordinators' rolesoverlap.

Other Care Coordinators

When multiple family membershave care
coordinators (case managers), the care plan
must identify the role of each care coordinator.
Coordinators may not duplicate services.
Thisrequirement applieswhether or not
Medicaid coversthe other care coordinator’s
Services.

Reduction or Termination
of Ongoing Care
Coordination Services

If aprovider needs to reduce or terminate care
coordination servicesfor any reason, the
provider should notify therecipient in advance
and document thisin therecipient’srecord. A
decision that services can be reduced or
terminated should be mutual ly agreed upon by
the provider and recipient. Therecipient’sfile
must include a statement, signed and dated by
therecipient, indicating agreement with the
decision to terminate services. Changesin the
care plan should aways be discussed with the
recipient/guardian/parent.

In circumstances when the provider isunable
to obtain asignature from the recipient for the
termination of services (for example, the

reci pient consistently misses meetingswith the
provider and does not follow through on

Prenatal Care Coordination Services Handbook ¢ May 2001 15
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referrals, but indicates she wants to continue
receiving PNCC services), therecipient’sfile
must i nclude documentation of all attemptsto
contact the reci pient through telephonelogs
and returned or certified mail. The provider is
encouraged to provide the recipient with the
names and addresses of other PNCC
providers.

If aprovider terminates ongoing PNCC
services for any reason, the recipient’s caseis
closed. However, thereisno limit to the
number of times a provider may reopen a
recipient’s case. The provider isrequired to
document in the recipient’s record why the
case has been closed and reopened.

Other Limitations

Thefallowing related limitationsapply to
PNCC sarvicesin addition to the other
[imitations stated i n thishandbook:

1. Prenatd care coordination services are
availableto recipientswho areinpatientsin
hospitd or nursing facilitiesif:

» Thesarvicesdo not duplicate
discharge planning servicesthat the
hospital or nursing facility isrequired
toprovide.

e Thesarviceisprovided during the 30
days prior to discharge.

2. WisconsnMedicaidwill only reimburse
ongoing care coordination and monitoring
services once per recipient per month of
service. The units billed are the sum of the
timefor the month.

Noncovered Services

The following services are not covered under
the Medicaid PNCC benefit:

1. Theprovision of diagnogtic, treatment, or
other direct services, except for hedlth
education and nutrition counsaling. Direct
servicesinclude, but arenot limited to,
diagnosisof aphysica or mental illness

and admini stration of medications.
2. Recipient vocational training.
3. Lega advocacy by an attorney or
paralegd.

4. Ongoing care coordination and monitoring
services that are not based on the
recipient’s current care plan.

5.' / Ongoing care coordination and monitoring
services that are not necessary to meet
the PNCC benefit goal.

6. Transportation (provider or recipient

mileage or travel time).

Interpreter services.

Missed appointments (no shows).

© N
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Billing Information

Claim Submission Where to Send Your Claims
Mail completed HCFA 1500 claim formsfor

All claims, whether electronic or paper, are ) :
S Pap reimbursement to thefollowing address:

subject to the same Medicaid processing and
Wisconsin Medicaid  |egal requirements.

must receive V\f sponsi ndM %qi cad _
properly completed : - Claimsand Adjustments Unit
claims within 365 Electronic B”“_ng_ _ 6406 Bridge Road

days from the date  Prenatal care coordination (PNCC) providers Madison, WI 53784-0002
the service was are encouraged to submit claims electronically.

provided. Electronic clamssubmission:

Claim Submission

«  Reduces processing time. Deadline
e Eliminatesmanua handling of clams.

«  Reducesboth billing and processing errors. WisconsinMedicaid must receive properly

completed claimswithin 365 daysfrom the
date the service was provided. Thispolicy
gppliestodl initial claim submissions,
resubmissions, and adjustment requests.

Wisconsin Medicaid provides free software for
billing eectronicdly. For moreinformationon
dectronichilling:

Exceptionsto the 365-day claim submission
deadline and requirementsfor submissionto
LateBillingAppeas can befoundinthe
Claims Submission section of theAll-Provider
Handbook. Providers may access the
handbook onlineat
www.dhfs.state.wi.us/medicaid/.

» Réfer tothe Claims Submission section of
theAll-Provider Handbook:.

»  Contact the Electronic MediaClaims
(EMC) Department at (608) 221-4746.
Ask to speak with-an- EM C coordinator.
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If you are currently using the free software
and have technical questions, please contact

Wisconsin Medicaid’s software customer Billed Amounts

service at (800) 822-8050. Providersarerequired to hill their usual and
customary charge for the service performed.

Paper Claim Submission The usual and customary chargeisthe

Providers submitting paper clamsmust usethe  provider’s chargefor providing the same

HCFA 1500 claim form (dated 12/90). serviceto persons not entitled to Wisconsin

Appendices 2 and 3 of thishandbook contain Medicaid benefits. For providersusingadiding
completed samples of HCFA 1500 claimforms ~ fee scale for specific services, the usual and

for PNCC sarvices. Refer to Appendix 1 of customary charge is the median of the
thishandbook for HCFA 1500 claim form individud provider’schargefor the service
completioningtructions. when provided to non-Medicaid patients.
Wisconsin Medicaid deniesclaimsfor PNCC Providersmay not discriminate against
services submitted on any paper claim form Wisconsin Medicaid recipientsby charging
other than the HCFA 1500 claim form. Medicaid a higher fee for the same service
than that charged to a private-pay patient.
Wisconsin Medicaid doesnot providethe For providerswho have not established usual

HCFA 1500 claim form. Providers may obtain and customary charges, the charge should be
these forms from any vendor that sdlls federal reasonably related to the provider’s cost to
forms. provide the service.
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Reimbursement

Providers are reimbursed at the lesser of their
usua and customary charge and the maximum
allowable fee established by the Department of
Hedlth and Family Services (DHFS).

The maximum allowable fee isthe amount that
Wisconsin Medicaid will pay aprovider for an
allowable procedure code. Refer to Appendix
19 of thishandbook for a copy of the
Wisconsin Medicaid maximum alowablefee
schedule for PNCC services.

To obtain subsequent maximum allowable

Diagnosis Codes

Claims submitted for PNCC services must
includeeither diagnosiscodeV23.9
(unspecified high-risk pregnancy) or VV22.2
(regular pregnancy).

Use diagnosis code:

e V23.9whenbillingonbehalf of recipients
who score 40 points or more on the
Pregnancy Questionnaire (i.e., those who
aredetermined digibleto receive
services).

fee schedules, or to ensure you have the
most recent fee schedule, you may:

»  Purchase a paper schedule by using
the order form located in the Claims
Submission section of the All-Provider
Handbook or by writing to:

WisconsinMedicaid
Provider Maintenance
6406 Bridge Road
Madison, WI 53784-0006

*  Download an électronic version from
Wisconsin Medicaid’ sWeb siteusing
directionslocated inthe Claims
Submission section of the All-Provider
Handbook. Wisconsin Medicaid’'s
Web siteislocated at
www.dhfs.state.wi.us/medicaid/.

Procedure Codes

All claimssubmitted toWisconsin
Medicaid must include procedure codes.
Allowable HCFA Common Procedure
Coding System (HCPCS) codes for
PNCC services are listed in the shaded
box on thispage and in Appendix 4 of this
handbook. Claimsor adjustmentsreceived
without the appropriate HCPCS codes are
denied.

It is vital that providers use the correct procedure codes,
diagnosis codes, and modifiers when billing for PNCC
services:

Procedure Codes

W7090 Risk Assessment.

W7091 Initial Care Plan Development.

W7092 Ongoing Care Coordinationand Monitoring.

W7093 Health Education/Nutrition Counseling -
Individual.

e W7094 Health Education/Nuitrition Counseling - Group.

Diagnosis Codes

e V23.9 Unspecified high-risk pregnancy.
e V222 Regular pregnancy.

Use V23.9 when hilling for:

»  Recipientswho score 40 or more points on the
Pregnancy Questionnaire (initial risk assessment).
*  Procedure codes W7091, W7092, W7093, or W7094.

Use V22.2 when hilling for:

» Recipients who score fewer than 40 points on the
Pregnancy Questionnaire (initial risk assessment).

Remember to use a modifier to indicate the recipient’s
risk assessment score when billing for procedure code
W7090. Use the modifier “SP” with all PNCC
procedure codes for subsequent pregnancies within 185
days of previous pregnancies. Please refer to Appendix
4 of this handbook for the appropriate modifiers.
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Use the modifier
“SP” with all
prenatal care
coordination
procedure codes
for subsequent
pregnancies within
185 days of
previous
pregnancies.

* V23.9whenbilling procedure codes
W7091-W7094.

e V22.2whenhilling on behaf of recipients
who score fewer than 40 points on the
Pregnancy Questionnaire (i.e., those who
are assessed but determined indligibleto
receive services).

Wisconsin Medicaidwill deny claimsif
providers use other diagnosis codeswhen
billing for PNCC services.

Time Units

When billing for risk assessment (W7090) and
initial care plan development (W7091), always
bill for oneunit.

Round time unitsto the nearest tenth of an
hour when billing for ongoing care coordination
and monitoring (W7092) and health and
nutritional counsding (W7093 and W7094).

Refer to Appendix 6 of thishandbook for more
information on rounding guidelinesfor PNCC
services.

Modifiers

Claims submitted for risk assessments
(procedure code W7090) must include a
modifier indicating therecipient’stotal risk
assessment score.

Allowablemodifiersarelistedin Appendix 4 of
this handbook. Claimsfor risk assessments
that do not include the appropriate modifier are
denied.

Modifier for Second Pregnancy

In some circumstances, a confirmed
subsequent pregnancy may require the
provision of PNCC serviceswithin 185 days of
the provision of servicesfor an earlier
pregnancy. Use the modifier “SP” with a
PNCC procedure code if the date of service
fallswithin 185 days of the date of servicefor

the same procedure code billed for an earlier
pregnancy. For instance, use the modifier “ SP”
whenbilling for theinitia careplan
development (W7091) for arecipient’s
subsequent pregnancy if the date of service
falswithin 185 days from the date the same
service was billed for aprevious pregnancy.

Use the modifier “SP” with al PNCC
procedure codes for subsequent pregnancies
within 185 days of previous pregnancies.
When billing for the second risk assessment,
the modifier representing the risk assessment
score must aso be used.

Wisconsin Medicaid will deny claimsfor
services provided within 185 daysfromthe
previous dates of serviceif the claims are not
accompanied by the* SP’ modifier.

Follow-Up to Claim
Submission

Theprovider isrespons blefor initiating follow-
up procedures on ¢laims submitted to
Wisconsin' Medicaid. Processed claims appear
on the Remittance and Status (R/S) Report
either aspaid, pending, or denied. Wisconsin
Medicaid will take no further actionona
denied claim until the provider correctsthe
information and resubmitsthe claimfor
processing.

If aclaimwaspaid incorrectly, the provider is
responsiblefor submitting an Adjustment
Request Form to Wisconsin Medicaid. Refer to
the Claims Submission section of theAll-
Provider Handbook for moreinformation on
filing Adjustment Request Forms.

To bereimbursed for additional ongoing care
coordination timethat may have been omitted
fromtheorigina claim, providersarerequired
to file an Adjustment Request Form.

Prenatal Care Coordination Services Handbook ¢ May 2001 19
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Appendix 1

HCFA 1500 Claim Form Completion Instructions for Prenatal Care
Coordination Services

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

Providers are not required to bill commercial health insurance for prenatal care coordination services.

Note: Medicaid providers should always verify recipient eligibility before rendering services.

Element 1— Program Block/Claim Sort Indicator

Enter claim sort indicator “P” in the Medicaid check box for the service billed.

Element 1a — Insured’s 1.D. Number

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

Element 2 — Patient’s Name

Enter therecipient’ slast name, first name, and middleinitial. Usethe Eligibility Verification System (EV'S) to obtain
the correct spelling of the recipient’s name. If the name or spelling of the name on the Medicaid ID card and the
EV S do not match, use the spelling fram the EV S.

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

Enter the recipient’ s birth datein MM/DD/Y'Y format (e.g., February 3, 1955, would be 02/03/55) or in
MM/DD/YYYY format (e.g., February 3, 1955, would be 02/03/1955). Specify female by placing an “X” in the
appropriate box.
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Element 4 — Insured’s Name (not required)

Element 5 — Patient’s Address

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

Element 6 — Patient Relationship to Insured (not required)

Element 7 — Insured’s Address (not required)

Element 8 — Patient Status (not required)

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

Element 10 — Is Patient’s Condition Related to (not required)
Element 11— Insured’s Policy, Group, or FECA Number (not required)
Elements 12 and 13 — Authorized Person’s Signhature (not required)

Element 14 — Date of Current llIness, Injury, or Pregnancy (not required)
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Appendix 1
(Continued)

Element 15 — If Patient Has Had Same or Similar lllness (not required)
Element 16 — Dates Patient Unable to Work in Current Occupation (not required)

Elements 17 and 17a — Name and 1.D. Number of Referring Physician or Other Source (not
required)

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

Element 20 — Outside Lab? (not required)

Element 21 — Diagnosis or Nature of Iliness or Injury

Enter the appropriate diagnosis code asfollows:

e Enter V23.9 (unspecified high-risk pregnancy) if the Pregnancy Questionnaire indicates ahigh-risk pregnancy (a
score of 40 or more points on the Pregnancy Questionnaire). Procedure codes W7091-W7094 are only alowable if
V23.9isindicated.

* Enter V22.2 (regular pregnancy) if the Pregnancy Questionnaireindicates a pregnancy that is not high risk (a score of
fewer than 40 points on the Pregnancy Questionnaire).

Element 22 — Medicaid Resubmission (not required)
Element 23 —- Prior Authorization Number (not required)

Element 24A — Date(s) of Service

For ongoing care coordination and monitoring (W7092) and heal th educati on/nutrition counseling for anindividual
(W7093) or group (W7094), if the service was performed on more than one date of service within the month,
indicate the last date the service was performed. If billing for more than one month of activities, or more than one
procedure code, use one detail line for each month’s activities with the date of service determined as described
below. Refer to Appendix 2 in this handbook for a completed sample claim form that shows more than one month’s
activities billed on the same claim form.

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

*  When hilling for one date of service, enter the datein MM/DD/YY or MM/DD/YYYY format in the“From” field.

«  When hilling for two, three, or four dates of service on the same detail line, enter the last date of servicein
MM/DD/YY or MM/DD/YYYY format in the*From” field.

Element 24B — Place of Service

Enter the appropriate Medicaid single-digit place of service (POS) code for each service. Enter O (other) if the place
of service occurred in more than one location. Refer to Appendix 5 of this handbook for M edicaid-allowable POS
codes.

Element 24C — Type of Service

Enter “9” asthe single-digit type of service code.
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Appendix 1
(Continued)

Element 24D — Procedures, Services, or Supplies

Enter the single most appropriate five-character procedure code (refer to Appendix 4 of this handbook for alist of
M edi caid-allowable procedure codes). Claims received without an appropriate procedure code are denied by
WisconsinMedicaid.

Modifiers

Enter the appropriate two-digit procedure code modifier in the“Modifier” column of Element 24D when billing the
initial risk assessment (Pregnancy Questionnaire), or for all procedures provided for a subsequent pregnancy within
185 days of the same procedures provided for a previous pregnancy. Refer to Appendix 4 of this handbook for
definitionsof modifiers.

Element 24E — Diagnosis Code
Enter the number (1, 2, 3, or 4) that corresponds to the appropriate diagnosis code listed in Element 21.

Element 24F — Charges

Enter the total charge for each lineitem.

Element 24G — Days or'Units

Enter the appropriate number of hoursbilled-on each line. Round to the hearest 0.1 hour. Appendix 6 of this
handbook liststhe rulesfor rounding. Always enter “ 1.0" when-billing procedure codes W7090 and W7091.

Element 24H - EPSDT/Family Planning

Enter an “H” for each procedure that was performed as a result of a HealthCheck (EPSDT) referral. Enter an “F”
for each family planning procedure. Enter a“B” if both a HealthCheck referral and family planning services were
provided. If HealthCheck or family planning do not apply, leave this element blank.
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Element 241 — EMG (not required)
Element 24J — COB (not required)
Element 24K — Reserved for Local Use (not required)
Element 25 — Federal Tax I.D. Number (not required)

Element 26 — Patient’s Account No.

Optional - provider may enter up to 12 characters of the patient’ sinternal office account number. This number will
appear on the Remittance and Status (R/S) Report.
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(Continued)

Element 27 — Accept Assignment (not required)

Element 28 — Total Charge

Enter the total charges for this claim.

Element 29 — Amount Paid (not required)

Element 30 — Balance Due

Enter the balance due. Thiswill be the same amount as appearsin Element 28.

Element 31 — Signature of Physician or Supplier

The provider or the authorized representative must sign in Element 31. The month, day, and year the form issigned
must also be entered in MM/DD/YY or MM/DD/YYYY format.

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

Element 32 — Name and Address of Facility Where Services Were Rendered (not required)
Element 33 — Physician’s, Supplier’s Billing/Name, Address, ZIP .Code,-and Phone #

Enter the provider’s name (exactly asindicated on the provider’ s notification of certification letter) and address of
thebilling provider. At the bottom of Element 33, enter thebilling provider’ seight-digit Medicaid provider number.
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Appendix 2

Completed Sample HCFA 1500 Claim Form

APPROVED OMB-0¢38-0008

[T Jpca HEALTH INSURANCE CLAIM FORM pica [T
1. MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP FECA OTHER| 1a. INSURED'S 1.D. NUMBER (FOR PROGRAM IN ITEM 1)
HEALTH PLAN BLK LUNG
I:] (Medicare #) EI (Medicaid #) D {Sponsor's SSN) D (VA Fife #) D (SSN or iD) (SSN) D (1n)

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

Recipient, Im A.

3. PATIENT'S BIRTH DATE

MM DD YY w1 FIX

SEX

4, INSURED’S NAME (l.ast Name, First Name, Middie Initial)

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

6. PATIENT RELATIONSHIP TO INSURED

7. INSURED’S ADDRESS (No., Street)

609Willow &. Seli I:] Spouse| | Chnd[:] Otherl:l
CITY STATE | 8. PATIENT STATUS cITY STATE
Anytm,n Wl Singlel:l Married I:] Other El
ZIP CODE TELEPHONE (Include Area Code) ZIP GODE TELEPHONE (INGLUDE AREA CODE)
Employed |~ Full-Time Part-Time
55555 XX I XXX -XXXX PO ] Stuent [ ] Sivaem C )

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

a. OTHER INSURED'S POLICY OR GROUP NUMBER

10. IS PATIENT'S CONDITION RELATED TO:

a. EMPLOYMFENT? (CURRENT OR PREVIOUS)

D YES NO

b. OFTHER INSURED'S DATE OF BIRTH

! | [ ]

SEX

i

b. AUTO ACCIDENT? PLACGE (State)

D YES D NO

[—

\ i
|
c. EMPLOYER 'S NAME OR SCHOOL NAME

c. OTHER ACCIDENT?
| Jro

U YES

11. INSURED’'S POLICY GROUP OR FECA NUMBER

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

1 | M

i |

[

b. EMPLOYER’S NAME OR SCHOOL NAME

¢. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

to process this claim. | atso request payment of government benefits ei

10d. RESERVED FOR LOCAL USE

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?
|—}YES |—| NO If yes, return to and complete item 9 a-d.

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

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

ither to myself or to the party who accepts assignment

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

below.
SIGNED DATE SIGNED, Y
14. DATE OF CURRENT: ILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. | 16. DATES PATIENT UNABLE TO WORK IN GURHENT OCCUPATION A
MM | DD : YY INJURY (Accident) OR GIVE FIRST DATE. MM ! |
! | PREGNANCY(LMP) ! ‘ FROM ! \ TO \

17, NAME or REFERR]NG PHYSICIAN CR OTHER SOURCE

i
17a. |.D. NUMBER OF REFERRING PHYSICIAN

18. HOSPITALIZATION DATES RELATED 7O CUFIRENT SEHVICES

|
FROM } : T0 1 ‘l

19. RESERVED FOR LOCAL USE

20. QUTSIDE LAB? $ CHARGES

[TJves  [Ino

V239

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

2

™

MEDICAID RESUBMISSION
CODE

ORIGINAL REF. NO.

[
23. PRIOR AUTHORIZATION NUMBER
2. | _ 4. | R
24. A B 9] D E F G H | J K
DATE(S) OF SERVICE Place | Type | PROCEDURES, SERVICES, OR SUPPLIES - DAYS [EPSDT RESERVED FOR
From © To of of (Explain Unusual Circumstances) DI/:;;\‘E%SIS % CHARGES OR |Family| e | coB LOCAL USE
MM DD YY MM BD YY [Servic il CPTHCPCS | MODIFIER UNITS| Plan

0115199 | |

1

X1

Jo1i15199, | |

XX1

01:20:99, . .

| I | 1

<
o
[0}

01,20,9| ,

X
Se
N
=
N

02 10,9

1
1
1
1

02128199 | | |

1

XX 1

25. FEDERAL TAX 1.D. NUMBER

(J[]

26. PAT|ENT 'S ACCOUNT NO

123JED

27. ACCEPT ASSIGNMENT?
(For govt. claims, see back)

[Jves [ ] no

28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE

s XXIXX |3 1 $ XX XX

31. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS

SIGNED
minn

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

33. PHYSIC!AN S, SUPPLIERS BILLNG NAME ADDRESS, ZIF GOBE
& PHO

Sy & D 2t are made s pe thereot) Ill\\;lv I\B/:/II : Ir}g
. IHiiams
.M. Authorized MM/DD/YY
Anytown, WI 55$5 87654321
DATE PIN# GRP#

~————————— PHYSICIAN OR SUPPLIER INFORMATION

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

PLEASE PRINT OR TYPE
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Appendix 3

Completed Sample HCFA 1500 Claim Form - Second Pregnancy

APPROVED OMB-0938-0008

[TT Pea HEALTH INSURANCE CLAIM FORM PICA
1. MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP FECA OTHER| 1a. INSURED'S 1.D. NUMBER (FOR PROGRAM IN ITEM 1)
HEALTH PLAN BLK LUNG
(Medicare #) E (Medicaid #) D {Sponsor's SSN) D (VA File #) D (SSN or ID) (SSN) D (D)

2. PATIENT'S NAME (Last Name, First Name, Middle Initial} 3. PATIENTS BIRTH DATE SEX 4, INSURED’S NAME {l.ast Name, First Name, Middie Initiat)
Recipient, ImA. MM DD YY w1 *[X

5. PATIENT'S ADDRESS (No., Street) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED’S ADDRESS (No., Street)
609 Wl IIOVV S Self D Spuusel:’ ChlVdD Otherl:l

CITY STATE | 8. PATIENT STATUS cITY STATE
AnytaNn Wl Singlel:l Married I:] Other El

ZIP CODE TELEPHONE (Include Area Code} ZIP CODE TELEPHONE (INCLUDE AREA CODE)

XX XXX-XXXX

Full-Time Part-Time
Student Student

Employed

C )

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

10. IS PATIENT'S CONDITION RELATED TO:

a. OTHER INSURED'S POLICY OR GROUP NUMBER

a. EMPLOYMENT? (CURRENT OR PREVIOUS)
D YES D NO

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

SEX

b. AUTO ACGIDENT?
D YES

PLACE (Stale)

[—

i

c. EMPLOYER'S NAME OR SCHOOL NAME

e
c. OTHER ACCIDENT?

D YES |:| NO

11.

INSURED'S POLICY GROUP OR FECA NUMBER

a.

INSURED'S DATE OF BJRTH SEX
MM | DD | YY

L M F )

b

EMPLOYER’S NAME OR SCHOOL NAME

c. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

d.

IS THERE ANOTHER HEALIH BENEFIT PLAN?

DYES I:l NGO If yes, return o and complete item 9 a-d.

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

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

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

below.
SIGNED DATE SIGNED Y
14. DATE OF CURRENT: 4 ILLNESS (First symptom) OR 1.1 PATIENT HAS HAD SAME OR SIMILAR ILLNESS. | 16. DATES BATIENT UNABLE TO WORK IN CUBRENT OCCUPATION A
MM 1 DD b oYY INJURY (Accident) OR GIVE FIRSTDATE MM 1 DD | |
! PREGNANCY(LMP) i ! FROM | 10
17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 172, 1.D. NUMBER OF REFERRING PHYSICIAN 78, HOSPITALIZATION DATES RELATED 7O CURRENT SERVICES
DD oYY MM | DD
| 3 I |
FROM | ‘t To | ‘»
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES

[TJves  [Ino

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

V239

2

[

. MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO.

3. b .
23. PRIOR AUTHORIZATION NUMBER
2. | __ 4. o
24. A B [¢] D E F G H | J K
DATE(S) OF SERVICE. Place | Type |PROCEDURES, SERVICES, OR SUPPLIES DAYS [EPSDT RESERVED FOR
From & To ot of (Explain Unusual Circumstances) DI}EG(;\IE())ESIS % CHARGES OR | Family| o | coB LOCAL USE
MM DD YY MM oD YY [Servic CPT/HCPCS | MODIFIER UNITS[ Plan

04 120199 | | 3

W7090 | SP 20

XX XX_1

04122199 | |

W7001 |

3
99| | | 3
9 | : 3

1 W7092 | SP

W7093 | SP

1
XX XA{ 04
0

6 1 L
25. FEDERAL TAX L.D..NUMBER

4 d
26. PATIENT'S ACCOUNT NO. 27. ACCEPT ASSIGNMENT?

SSN EIN > 28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE
(For govt. claims, see back) |
0] 123JED [lves [ 1w 8 XXIXX | | s XXIXX
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. NAME AND ADDRESS Of FACILITY WHERE SERVICES WERE | 33. PHYSICIAN'S, SUPPLIEHS BILLING NAME ADDRESS, ZIP CODE

INCLUDING DEGREES OR CREDENTIALS RENDERED (If other than hame or office) & PHONE #

(I certify that the statements on the reverse HIN

apply to this bill and are made a part thereof.) I M . B| |I|ng

1W. Williams

I.M. Authorized MM/DD/YY

SIGNED DATE
=

PIN#

Anytown, W| 55555, 87654321

~<——————— PHYSICIAN OR SUPPLIER INFORMATION

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

PLEASE PRINT OR TYPE
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Appendix 4

Medicaid-Allowable Procedure Codes and Modifiers
for Prenatal Care Coordination Services

Procedure Codes
Procedure Description
W7090 Risk Assessment (See modifiers bel ow)*
W7091 Initial Care Plan Devel opment*
W7092 Ongoing Care Coordination and Monitoring*
W7093 Hedth Education/Nutrition Counseling - Individual*
W7094 Health Education/Nutrition Counseling - Group*

Risk Assessment (Pregnancy Questionnaire) Score Modifier

Therisk assessment (Pregnancy Questionnaire) must be billed using the appropriate two-digit modifier to indicate the
recipient’stotal risk assessment score. Claims for risk assessments that are submitted without a modifier are denied. The
modifiersin the gray cells represent modifiersfor recipientswho do not qualify for prenatal care coordination (PNCC)
services. Providers do not need to use modifiers with other PNCC procedure codes, except as noted bel ow.

Score Modifier | Score Modifier Score Modifier Score Modifier

00-09 00 80-89 08 160-169 16 240-249 24 }:5
10-19 01 90-99 09 170-179 17 250-259 25 g
20-29 02 100-109 10 180-189 18 260-269 26

30-39 03 110-119 11 190-199 19 270-279 27

40-49 04 120-129 12 200-209 20 280-289 28

50-59 05 130-139 13 210-219 21 290-299 29

60-69 06 140-149 14 220-229 22 300 or 20

70-79 07 150-159 15 230-239 23 greater

* Subsequent Pregnancy (SP) Modifier

When billing for services provided within 185 days of aprevious pregnancy, al procedure codes require the modifier “ SP”
(for example, when billing for a care plan for a subsequent pregnancy, procedure code W7091 requiresthe modifier “SP” if
the date of serviceiswithin 185 days of thefirst care plan). When billing for the second risk assessment (Pregnancy
Questionnaire), the modifier representing the risk assessment score must aso be used.
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Appendix 5

Medicaid-Allowable Place of Service Codes and Type of Service Code
for Prenatal Care Coordination Services

PLACE OF SERVICE (POS) CODES

POS Description
0 Other
1 I npatient Hospital
3 Officeor Clinic
4 Home

Enter O (other) if the place of service occurred in more than one location.

TYPE OF SERVICE (TOS) CODE
TOS Description

9 Other
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Appendix 6

Rounding Guidelines for Prenatal Care Coordination Services

Time units are calculated based on rounding accumul ated hours of service for the month to the nearest tenth of an hour.

Thefollowing chart illugtratesthe rules of rounding and givesthe appropriate billing unit:

Accumulated Time (in Minutes) Unit(s) Billed
1-6
7-12
13- 18
19 - 24
25 - 30
31-36
37-42
43 - 48
49 - 54
55 - 60
etc.

CWO~N®UAWNER

[EnY

A unit of service (1.0) for ongoing care coordination and monitoring services (W7092) is one hour. Use the chart aboveto
determine the appropriate unit when billing for-afraction of an hour. For example, bill 1.8 unitstorepresent 1 hour and 48
minutes of ongoing care coordination services.

Do not use these guidelines when billing for procedure codes W7090 (risk assessment) or W7091 (care plan devel opment).
Always enter “1.0" unit for these procedure codes. Wisconsin Medicaid does not reimburse these procedure codes by the
hour.
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Appendix 7

Medicaid Guidelines and Performance Measurements
for Prenatal Care Coordination

Thefollowing pages provide guidelineswith which prenatal care coordination (PNCC) agenciesare required to comply
when providing PNCC services. The document isdivided into seven sections:

|. Prenata Care Coordination Administration.
I1.  Pregnancy QuestionnaireAdministration.
I1l. Care Plan Development.
IV. Ongoing Prenatal Care Coordination and Monitoring.
V. Nutrition Counsding.
V1. BasicHedth Information and Health Education.
VII. Postpartum Services.

Benefit guidelines arelisted in the left-hand column of each page, while performance measurements are in the right-hand
column. Wisconsin Medicaid usesthe performance measurementsto determineif the provider iscomplying with the benefit
guidedlines. If aguiddineisnot met, the provider isrequired to have written documentation that it has areasonable aternative

inplace.
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Appendix 7
(Continued)

I. Prenatal Care Coordination Administration

GUIDELINE
The provider must:

I.LA.  Devedop aplan which addresses the hiring and
ongoing support and training of staff who can provide
quality servicesthat arefamily-centered and culturally

appropriate.

I.B.  Deveopandimplement an outreach planto
inform potentially eligible pregnant women about the
availability of PNCC services. At aminimum, the plan
must:

» |dentify theprovider’starget population (for
example, teensonly, dl digiblerecipientsinthe
county, recipientsin specific ZIP codes).

*  Outlinethe strategies that will be used to
inform eligiblerecipients, thelocal community,
socia serviceproviders, schoals,local health
care providers, and other appropriate agencies
and organizations about the avail ability of
PNCC services.

Outreach efforts could also include community
presentations, informational brochures, posters,
billboards, television ads, or newspaper articles.

I.C.  Establishwritten procedures to ensure that
care coordinatorsinclude recipients, to thefull extent of
their ability, inall decisionsregarding appropriate
services and providers.

I.D. Deveopandimplementinternal policiesand
procedures for ensuring that quality services are
provided in accordance with Medicaid rules. At a
minimum, these policiesand procedures address:

e Patient confidentidity. These policiesmust
include clear statements regarding the type of
information that can be released, thetime
period for whichtheauthorizationisvalid, and
theagenciesor individualsto whomthe
information can be released.

38 wisconsin Medicaid and BadgerCare ¢ May 2001

PERFORMANCE MEASUREMENT

I.LA.  Theprovider'splanto hire, support, andtrain
staff to provide services that are family-centered and
culturally appropriate must be documented and
availablefor review.

Documentation of staff training includesthe name of
the employee, date of training, and the employee's
signature.

I.B.  Theprovider isrequired to have an outreach
plan availablefor review. The plan also must be
specific to the target population and address strategies
to inform digible pregnant women about PNCC
services.

I.C.  Written procedures that meet the stated
guidelinesare availablefor review.

I.D.  Written policies and procedures that meet the
stated guidelines are available for review.
Documentation of all activitiesthat meet the stated
guidelinesisaso availablefor review. Provider records
indicate paraprofessiona supervision every 30 days, at
aminimum.



Appendix 7
(Continued)

GUIDELINE PERFORMANCE MEASUREMENT
(1.D. Cont.)

e Accuracy, legibility, and completeness of
records (for example, the accurate scoring of
Pregnancy Questionnaires, thelegibility of care
plansand other written information, and
documentation of al contactswith, or on behalf
of, arecipient).

»  Proceduresto ensure that priorities established
inindividua care plansare addressedina
timely manner.

»  Procedures to ensure that recipients are
offered servicesthat are sufficient in intensity.
The procedures must includewell-defined
criteriafor increasing or decreasing the
intensity of services.

*  Proceduresto ensure that timely and
appropriate referrals are made and there is
follow up on dl referrals. Unless otherwise
stated, follow up on referrals must be made
within two weeks of the referrd.

»  Ongoing staff training and support, including
adequate supervision and support of
paraprofessionas. Provide face-to-face
supervision of paraprofessionals every 30 days,
at aminimum.

»  Appropriate staff-to-client ratio. Ensure that
care coordinators have an adequate amount of
time to spend with each recipient. The number of
clientsper care coordinator will vary
depending on the needs of the recipientson
their casdl oad.

e Theprovision of servicesby culturally
competent staff.

e Theprovision of servicesthat arefamily
centered.

»  Proceduresto ensure that staff are following
the provider’s policies and proceduresfor the
provision of services.
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The policiesand proceduresmust clearly identify:

»  Thesaff responsiblefor oversight of the policies
and procedures.

»  Stepsfor prioritizing, monitoring, and correcting
problem aress.
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Appendix 7
(Continued)

GUIDELINE

I.E.  Establish written proceduresto ensure that a
qualified professiona reviewsand signsall assessments
completed by paraprofessiond staff.

I.F. Develop awritten planfor providing timely,
non-disruptive, trandator servicesfor recipientswho
are hearing impaired and for reci pients who do not
speak or understand English.

If the provider does not have an interpreter on staff, the
provider must maintain acurrent list of interpreterswho
are“on cdl” to provide interpreter services.

Do not use family members as interpreters when
administering Pregnancy Questionnairesor for the
initia care plan development. Do not use children as
interpreters.

.G Devel op written proceduresfor scheduling
recipientsfor theinitial assessment, initial careplan
devel opment, ongoing care coordination and monitoring
services, and health and nutrition education, i
appropriate. The schedule should alow adequatetime
with eachindividud to addressher problems, developa
plan of action, and provide adequate education. If
possible, scheduletheinitial assessment within10
working days after the request for aservice by a
pregnant woman, or after receiving areferral.

The procedures must also include guidelines for staff
regarding thetime framewithinwhich theinitial contact
must be scheduled after the Pregnancy Questionnaire
and care plan are completed.

I.H.  Deveopwritten proceduresfor following up
with recipientswho fail to keep appointments (care
coordination, socid service, prenatal or other
appointments). Includetimeframeswithinwhichthe
recipient must be contacted and the steps designed to
hel p the reci pient keep future appoi ntments.

1.l Maintain acurrent list of appropriate
community resources (for referral purposes). Thelist
includes, but isnot limited to, thefollowing servicesand
agencies.

e Adoption.
o AIDSHIV.

40 wisconsin Medicaid and BadgerCare # May 2001

PERFORMANCE MEASUREMENT

I.E.  Theprovider haswritten proceduresrequiring
thereview by and signature of qualified professionals of
all Pregnancy Questionnaires completed by
paraprofessonals.

I.F. The provider has awritten plan that meets the
stated guidelines available for review. If the interpreter
is not a staff member, the provider has a current list of
“oncal” interpretersavailablefor review.

I.G.  Written proceduresthat clearly outlinethe
provider’splansfor scheduling theinitial assessment,
theinitial care plan development, and ongoing care
coordination and monitoring servicesmust beavailable
for review.

I.H.  Written procedures that meet the stated
guidelinesare availablefor review.

Il A current list of appropriate community
resources- including, but not limited to, the servicesand
agencies stated in the guidelines - and addresses,
telephone numbers, and any associated cogtsisonfile.



Appendix 7
(Continued)

GUIDELINE
(1.1. Cont.)

*  Adult protective services.

»  Alcohoal, tobacco, and other drug abuse.

» Child welfare services.

»  Childrenwith specid hedlth care needs
program.

» Day care centers.

»  Domestic/family violence.

» Early childhoodintervention programs(for
example, Head Start, Birth to 3).

»  Education.

*  Employment/jobtraining.

e Familyplanning.

»  Food pantries/other food services.

»  Specia Supplemental Food Program for
Women, Infants, and Children (WIC)
programs.

» Housing and sheltersfor the homeless.

* Legd assgtance.

» Socid services(e.g., family/marriage
counsdling, family support services; clothing for
newborns).

»  Parenting education(including fathers).

» Peinata loss/grief counsdling.

* Respite/family resource centers.

»  Transportation.

Thelist(s) must include the description of services
offered, name of agency, address, telephone number,
contact person, and any costs associated with the
Services.

1.J. Establisn working relationships (for the purpose
of referrals) with key community agencies, socia
services providers, HMOs, and Medicaid primary care
providers. If possible, devel op written agreementsthat
address the specific procedures to be followed for
making referralsand for obtaining information on the
outcome of the referrals from these agencies and
providers. Ensure that staff are aware of these
agreements.

Medicaid HMOs are required to sign a Memorandum
of Understanding (MOU) with al PNCC providersin
their service area.

PERFORMANCE MEASUREMENT

1.J. The provider’sfileincludeswritten agreements
or documentation that show that the provider has made
good faith efforts to devel op effective working
relationshipswith key health and socia services
providers. The provider has on file acurrent MOU with
each HMO in the county.
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Appendix 7
(Continued)

GUIDELINE PERFORMANCE MEASUREMENT

I.K.  Establishwritten proceduresregarding the I.K.  Theprovider haswritten policiesregarding the
rel ease of reci pient-specificinformation. Recipients rel ease of recipient-specificinformation. Thepolicies
may sign agenera release of information. However, specificdly addressthe release of sengitiveinformation.

providers must obtain specific approvd to release
sengtiveinformation about the recipient.
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Appendix 7
(Continued)

II. PREGNANCY QUESTIONNAIRE ADMINISTRATION

The provider must administer the M edicai d-approved assessment tool (the Preghancy Questionnaire) to determinedigibility
for the benefit. The assessment tool is designed to identify the recipient’s strengths and needs. In addition to the Pregnancy
Questionnaire, the provider may use any commercia or self-designed form to conduct amore detailed assessment.

Providers may consult the Guidance Manual for Administering the Prenatal Care Coordination Pregnancy Questionnaire for
detailed information on administering the questionnaire. Refer to Appendix 16 for information on obtaining the Guidance

Manual for the Pregnancy Questionnaire.

All recipients must have acompleted copy of the Pregnancy Questionnairein their file.

Note:  The Pregnancy Questionnaire includes severa questionsto which the recipient may object. Prior to administering
the Pregnancy Questionnaire, explain the assessment and care planning process, acknowledge the intrusiveness of
some of the questions and explain why you need to ask the questions. If necessary, share your agency’s
confidentiality policieswith therecipient, including whowill have accessto theinformation provided.

GUIDELINE
The provider must:

I1.A.  Administer and score the Pregnancy
Quegtionnairein itsentirety unlessthe recipient objects
to aparticular question or section, or theinformationis
unavailable.

I1.B. Review andfinalizethe Pregnancy
Questionnaire in aface-to-face meeting with the
recipient. The staff completing the Pregnancy
Questionnaire must sign and dateit. A qualified
professional must review and sign all Pregnancy
Questionnaires compl eted by paraprofessional staff.

I1.C. Inform recipientswho score 40 or more points
on the Preghancy Questionnaire that they are éligibleto
receive PNCC services.

If therecipient isnot interested in receiving services, try
to determine the reason. Give the recipient awritten
copy of the agency’s address and telephone number
and ask the recipient to cal or stop by if she changes
her mind.

[1.D. Inform recipients who score less than 40 points
on the Pregnancy Questionnaire that they are not
eligibleto receive PNCC sarvices.

Based on the recipient’sidentified needs, refer her to
other community resources as appropriate. Give the
recipient awritten copy of the agency’stelephone
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PERFORMANCE MEASUREMENT

I1.LA. Therecipient'sfileincludesacompleted and
scored Pregnancy Questionnaire. If the questionnaireis
not completedin its entirety, thereis documentation that
explainswhy.

I'1.B. | ~Therecipient'sfileincludesdocumentation that
the Pregnancy Questionnaire was reviewed and
finalized inaface-to-face visit. The Pregnancy
Questionnaireissigned and dated. Therecipient’sfile
alsoincludesdocumentationthat aqudified professional
reviewed and signed all Pregnancy Questionnaires
completed by paraprofessiond staff.

I1.C. Therecipient’sfile documentsthat the
recipient was offered PNCC services.

If therecipient ishot interested in receiving services,
the reason is documented. Thefileincludes
documentation that the recipient received awritten
copy of the provider’s address and tel ephone number
and was asked to call if she changes her mind about
receiving services.

I1.D. Therecipient'sfileincludesdocumentation that
the recipient was referred to other community
resources as appropriate. The file also documents that
the recipient was asked to contact the provider if she
hasasignificant negative changein her family, medical,
social, or economic statuswhile sheisdtill pregnant.
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Appendix

Appendix 7
(Continued)

GUIDELINE
(11.D. Cont.)

number and ask her to call or stop by if shehasa
significant negative changein her family, medicd,
socia, or economic statuswhile sheistill pregnant.

Also, the provider may reassess the recipient if
someone, such as a health care professiona, aschoal,
or asocial worker, refers her back to the provider.

The provider may use the same Pregnancy
Quedtionnaireif the reassessment or update iswithin 12
months of theinitial assessment. Changesto the
Pregnancy Questionnaire must be clearly identified (for
example, useadifferent color of ink, crossout old
response). Do not erase or totally obliterate the original
response.

Re-sign and date the Pregnancy Questionnaire.
I1.E. Useanew Pregnancy Questionnaire for

assessments administered after 12 monthsof theinitia
assessment.

44 wisconsin Medicaid and BadgerCare # May 2001

PERFORMANCE MEASUREMENT
(11.D. Cont.)

Changesto the Pregnancy Questionnaire are legible
and clearly identified. The Pregnancy Questionnaireis
signed and dated.

I1.E. Therecipient’sfileincludesanew Pregnancy
Questionnaire if more than 12 months have elapsed
gncetheinitial assessment.



Appendix 7
(Continued)

I1l. CARE PLAN DEVELOPMENT

The Pregnancy Questionnaire must be completed prior to the development of the care plan. The provider is not required to
use a specific care plan format. However, the care plan must be based on the results of the Pregnancy Questionnaire.

GUIDELINE
The provider must:

I11.A. Deveopawrittenindividualized careplanfor
each recipient scoring 40 or more points on the
Pregnancy Questionnaire. Develop only one care plan
for each recipient.

I11.B. Includetherecipientinthe devel opment and
any subsequent revisions of the care plan. Include
family members and other supportive persons as

appropriate.

The recipient and provider who developed the care plan
must sign and date the plan.

I11.C. Inform the recipient that the care plan can be
changed at any time, and as often as necessary.
Providethe recipient with information on how to
request changesto the care plan,-including the name
and telephone number of the person to contact to
initiate the change.

I11.D. Ensurethat the care plan includesthe
folowing:

* Identification and prioritization of dl strengths
and problemsidentified during theinitia
assessment, including thoserel ated to health
and nutrition education.

* Identificationand prioritization of al servicesto
bearranged with therecipient, including the
names of the service providers(including
hedlth care providers).

e Adescription of therecipient’sinformal

support system, including collaterals, and

activities planned to strengthen it if necessary.

Appropriatereferralsand planned follow up.

Expected outcome of each referra.

Progressor resolution of identified priorities.

Documentation of unmet needs and gapsin

service.

*  Panned frequency, time, and place of contacts
withtherecipient.

PERFORMANCE MEASUREMENT

I11.A. Therecipient'sfileincludesanindividuaized
care plan if the recipient scored 40 or more points on
the Pregnancy Questionnaire.

I11.B. Therecipient'sfileincludesdocumentation that
the recipient and, when appropriate, therecipient’s
family and other supportive personsactively
participated in the devel opment of the care plan.

The recipient and the provider have signed and dated
the care plan.

I11.C. Therecipient'sfileincludesdocumentation of
the stated guiddine.

I11.D. Therecipient'sfileincludesacare plan that
meets the stated guiddines.
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Appendix

GUIDELINE
(111.D. Cont.)

*  |dentification of individualswho participated in
the care plan devel opment.

* Therecipient'sresponsbility intheplan’s
implementation.

If there are other care coordinators involved with the
recipient, the care plan must address any needed
collaboration or coordination. Thisrequirement applies
whether or not Medicaid covers the other care
coordinators’ services. The recipient’s preferences
concerning which care coordinator should provide
services must be considered when the care
coordinators' rolesoverlap.

I11.E.  Ataminimum, review and update the
recipient’s care plan every 60 days or sooner if the
recipient’s needs change. If necessary, update the
recipient’scare plan during each visit.

All updatesto the care plan must be signed or-initialed
and dated by the provider and the recipient.

[11.F. Providethe recipient with the written name
and tel ephone number of:

*  Thepersonwho will providethe ongoing care
coordination services. If necessary, introduce
the recipient to the care coordinator if he or sheis
different from the person who administered the
assessment and developed the care plan.

»  Theperson to contact in urgent Situations or as
backup when the care coordinator is
unavailable.

46 wisconsin Medicaid and BadgerCare # May 2001

Appendix 7
(Continued)

PERFORMANCE MEASUREMENT

I11.E. Therecipient’sfileincludesdocumentation that
the care plan was updated at least every 60 days. All
updatesto the care plan are signed or initialed and
dated by the provider and the recipient.

I11.E. ' Therecipient sfileincludesacopy of, or
documentation stating that the provider gavetothe
reci pient, written information identifying thenameand
telephone number of the care coordinator and of the
person to contact as back-up.



Appendix 7
(Continued)

V. ONGOING PRENATAL CAR

E COORDINATION AND MONITORING

All recipients must have acare plan in their file that predates the delivery of ongoing PNCC services, except for in urgent
stuations. In such cases, the provider isrequired to document the urgent situation. The provider isrequired to document all
recipient and collateral contacts. The documentation must includethefollowing:

The recipient’s name.
The date of the contact.
The full name and title of the person who madethe

Where or how the contact was made.

contact.

A clear description of the reason for and nature of the contact.
The length of time of the contact (the number of minutes or the exact time; for example, 9:15-10:05am.).

Prenatal care coordination ongoing services must be based on the care plan.

GUIDELINE

PSYCHOSOCIAL SERVICES

The term “psychosocia” refers to those concerns
about rel ationships and support systems, fears about
personal safety or safety of other family members,
fears about past or current physica or substance abuse,
depression or other mental health problems, worries
about ability to meet basic needsfor food and shelter,
and significant stress about ability to copewith the
current pregnancy.

Psychosocid services should be provided by
professiona staff who are qualified by education,
training, and experienceto providethelevel of service
the recipient needs.

Psychosocial services are provided to assist the
pregnant womanin:

*  Resolvingrelationship problemsthat may adversely
affect her health and the outcome of her
pregnancy.

»  Identifying and accessing other servicesthat will
support her effortsto maintain ahealthy pregnancy,
continue positive health behaviorsand providea
safe home for hersalf and her children.

»  Undergtanding and dealing withthe social-
emotional aspects of pregnancy and parenting.

»  EBEvduating behaviorsthat may interferewith having
a healthy pregnancy and infant, such as substance
abuse, poor nutrition, and high-risk sexua behavior.

PERFORMANCE MEASUREMENT
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Appendix 7
(Continued)

GUIDELINE

IV.A.  Onanongoing basis, the provider must:

«  Determine which servicesidentified in the care

plan have been or are being delivered.

» Deermineif the services are adequate for the

recipient’s needs.

»  Provide supportive contact to ensure that the

recipient is able to access services, isactualy
receiving services, orisengaging in activities
specified inthe care plan.

»  Monitor therecipient’s satisfaction with the

service.

» Asktherecipient to evaluate the quality,

relevance, and desirability of the servicesto
which she has been referred.

» Identify changesin therecipient’s circum-
stances that would require an adjustment in the
care plan.

IV.B. Providetherecipient withinformation on
community resources and referrals to other agencies

when appropriate.

Whenever possible, provide written referrals. Written

referralsmust include:

* Thecare coordinator’s name, address, and
telephone number.

e Therecipient's name.

* Thedatethat the referral is made.

» Thename, address, and telephone number of
the agency/provider towhich therecipientis
being referred.

* Thereason for the referrd.

IV.C. When referring the recipient for services, the
care coordinator must:

»  Ensurethat the recipient understands the
reason and need for the referral.

» Informtherecipient of dl availableoptions
for obtaining the needed service.

» Explainany cogtsinvolved or limitationinthe
service.

» Asdst therecipient inlearning how to access
the service for which the referral was made,
including the appropriate use of contact
name, telephone number, and address.

48 wisconsin Medicaid and BadgerCare  May 2001

PERFORMANCE MEASUREMENT

IV.AA. Therecipient'sfileincludesdocumentation that
indicates the provider offered ongoing services as
stated.

IV.B. Therecipient'sfileindicatesthat the provider
made avail ableinformation on community resources
and provided referrals as appropriate.

A copy of-dl written referralsis maintained (or noted, if
verbal) intherecipient’sfile.

IV.C. Therecipient'sfileincludescopiesof referrals,
consent for release of information, and documentation
of the coordinator’sfollow-up on al referralswith the
recipient and the service provider.



Appendix 7
(Continued)

GUIDELINE PERFORMANCE MEASUREMENT
(IvV.C. Cont.)

»  Follow upwiththe service agency, including
appropriate advocacy on behaf of the
recipient to ensure that services are
provided. Follow up onreferralswithintwo
weeks unless otherwise dictated by the
urgency of the circumstance.

IV.D. Ensurethat theintensity and frequency of IV.D. Therecipient'sfileincludesdocumentation that

contacts with the recipient correspondsto the level of contacts with the recipient correspond to the level of

need and/or risk identified by the Pregnancy need/risk and includesthe date, time, location, and

Questionnaire. For example, schedule frequent face- length of recipient contact, progress and/or resol ution of

to-faceviditsif therecipientisin crigs, if thereis identified problems, and signature of the professional

violenceinthehome, or if therecipient isafirst-time reviewer.

parent with no support system. If necessary, call or

visittherecipient daily or weekly. Therecipient’sfileincludes documentation supporting
contacts with the recipient that are less frequent than

At aminimum, contactsor visits should occur no less the stated guidelines.

than every 30 days. If possible, schedule more
frequent visits during the early months of pregnancy.

IVEE. Assist therecipient in accessing and IV.E.. Therecipient’sfileincludes documentation of
appropriately using the health care delivery system. thereci pient’ sknowledge, deficiencies, and information
For example, ensure that the recipient: provided asstatedin theguidelines.

e Canidentify her primary/obstetric care provider,
clinic,and HMO.

» Hasher hedth care providers' telephone
numbers and addresses and knows where to find
them.

»  Knowsthe proper procedures for obtaining
medica information or hedlth care after hours.

e Understands how to obtain specidty care, for
example, mental health/substance abuse (alcohol
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and other drug abuse) treatment.

»  Knowswhen to use the hospital emergency
room.

*  Knows how to schedule, reschedule, and cancel
appointments.

Assigt therecipient in obtaininginformation as

appropriate.
IV.F.  Refer therecipient for counsdling and IV.F.  Therecipient'sfileincludesdocumentation and
support in the grief process when thereis an early follow up onthereferral.

pregnancy loss (before 20 weeks gestation).
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(Continued)

GUIDELINE

IV.G. If therecipient indicatesadesireto havean
elective abortion, refer her to an appropriate medical
provider for counseling. Inform the recipient that
Wisconsin Medicaid doesnot cover care coordination
servicesfollowing an elective abortion.

IV.H. Referrecipientswith complex psychosocial
needsto additional community or mental hedlth
services.

If the recipient exhibits behavior that may be dangerous
to hersdlf or others, immediately refer her to her hedlth
care or mental health provider in the community.
Ensurefollow up within 24 hours.

IV.I. Reassesstherecipient’s psychosocia risk
status at least once each trimester and update the care
plan as necessary. The assessment should include the
recipient’s strengths, weaknesses, support system,
environment, actual and potential stressors, attitude
toward the pregnancy, and past experiences with
pregnancy.

50 wisconsin Medicaid and BadgerCare ¢ May 2001

PERFORMANCE MEASUREMENT

IV.G. Therecipient’sfileincludesdocumentation of
the referral.

IV.H. Therecipient’'sfileincludesappropriate
referralsand documentation of timely follow-up onthe
referrals. Recipient’sfile also documentsfollow-up
within24 hours, if appropriate.

IV.I.  Therecipient’sfileincludes documentation of a
periodic assessment. The care plan is updated as
necessary.



Appendix 7
(Continued)

V. NUTRITION COUNSELING

Wisconsin Medicaid coversnutrition counseling if the need for it isidentified in the Pregnancy Questionnaireand itis
included in therecipient’sindividualized care plan. Pregnant women identified with nutrition-rel ated needsmay requirea
morein-depth nutritiona assessment, nutrition education, and counseling by aregistered/certified dietitian or other qualified

professiondl.
GUIDELINE

V.A.  Assesstherecipient’s knowledge and
understanding of basic nutrition and dietary practices
and how these factors could affect the pregnancy
outcomefor both her and thefetus. If possible, conduct
the assessment during thefirst visit. Ensure that the
care plan addresses the recipient’s specific education
needs.

Provide or refer the recipient for education on the
following topics asneeded:

*  Recommended weight gain and weight gain gods.

*  Recommended dietary intake and meal patterns.

*  Suggestionstoimproveintakeof:

Vv Cadium-richfoods.

v Iron-rich foods and foods that enhanceiron
absorption.

vV Folate-richfoods.

*  Useof vitamin and mineral supplementsand over-
the-counter medicines.

* Avoidance of self-imposed diets and food practices
that can be harmful.

» Dietary interventionsfor common problemsof
pregnancy:

Vv Nauseaand vomiting in early pregnancy.
Vv Heartburn.
Vv Congtipation.

»  Promotion and support of breastfeeding.

» Resourcesfor food, food budgeting, preparation,
and storage, including referral and follow up on
WIC Program participation.

o Safewater source: refer for testing if lead, nitrates,
or fluoridelevel might be aproblem, and refer for
dietary fluoride supplements when necessary.

PERFORMANCE MEASUREMENT

V.A.  Therecipient’sfileincludesdocumentation of
the assessment. The recipient’s care plan addresses the
recipient’s specific education needs. A check-off listis
permissble.
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Appendix 7
(Continued)

GUIDELINE

V.B.  Conduct periodic reassessments throughout the
pregnancy. All assessments must be signed and dated.

V.C. Referrecipientswith moreintensive
nutritiona-related needsto adietitian if necessary.

Problemsindicating a need for referrd to aregistered/
certified dietitianinclude but arenot limited to:

*  Pre-pregnancy weight less than 20 Body Mass
Index (BMI).

*  Pre-pregnancy weight greater than 26.0 BMI.

*  Inappropriate weight gain based onweight gain
recommendations of the Institute of Medicine,
1990.

* Anemia hematocrit < 30.0%, or
hemoglobin<10.0g/dL.

*  Pregnant woman'sown history of childhood lead
poisoning, or current blood lead level > 10 ug/dL
withinthelast 12 months.

»  Previousobgetrical complicetions. anemia,
pregnancy-induced hypertension, fetal oss,
premature delivery, inadequate weight gain, low-
birth-weight infant, small-for-gestationa-ageinfant,
high-birth-weight infant.

e Current medical/obstetrical complications:
diabetes, hypertension, rend disease, liver disease,
cancer, cardiopulmonary disease, PKU, thyroid
disease, gastrointestinal disease (e.g., parasites,
short gut), hyperemesis gravidarum, severe
infection, anesthesia/surgery/traumawithin six
months.

»  Psychologicd problems: current or past history of
eating disorders, depressioninfluencing appetite or
eating, mental retardation, mentd illness.

» Didaryfactors: inadequatediet, milk alergy,
lactoseintolerance, self-imposed dietary
restrictions, inappropriate use of supplementsand
over-the-counter medications, insufficient
resources to obtain, store, and prepare food to
achieve an adeguate dietary intake.

o Agel7yearsorlessat timeof conception.

e 16 monthsor less between end of last pregnancy
and conception.

*  Multiplegestation.

»  Smokes, usesalcohal orillicit drugs.

»  Breastfeeding another child during current
pregnancy.

»  Pica(eating nonfood substances).

52 wisconsin Medicaid and BadgerCare ¢ May 2001

PERFORMANCE MEASUREMENT

V.B.  Therecipient'sfileincludesdocumentation of
periodic reassessments. The assessments are signed
and dated.

V.C.  Therecipient'sfileincludesdocumentation of
the specific reasons for referral to aregistered/certified
dietitian. Thefilea soincludesdocumentation of timely
follow up with the dietitian to ensure therecipientis
receiving nutrition care.



Appendix 7
(Continued)

PERFORMANCE MEASUREMENT

GUIDELINE
V.D.  Ensurethat printed booklets and handouts V.D.  Theprovider hasprinted nutritional material
obtained for distributionto recipientsare appropriatefor that isappropriate for itstarget popul ation.

recipient’sreading level and culture.
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(Continued)

VI. BASIC HEALTH INFORMATION AND HEALTH EDUCATION

Wisconsin Medicaid covers health educationif the need for it isidentified in the Pregnancy Questionnaireand it isincluded in
therecipient’sindividualized care plan. Pregnant women identified with health education-related needs may requirein-depth
health education and counseling by aqualified professional.

GUIDELINE

VI.A. Assessthe recipient’'s knowledge and
understanding about her medical statusand health
practices and the impact on her pregnancy outcome.

Reassesstherecipient periodically and provideongoing
education if necessary.

VI.B. Ensuretherecipient’scare planincludesthe
identified health education needs, strategiesfor
addressing them, and reasonable gods.

VI.C. Providebasichedthinformationtothe
recipient. Ensure that the information iseasy to
understand, culturally appropriate, and sharedin anon-
threatening and non-judgmental manner.

Theintent of providing basicinformation about
pregnancy isto help thewoman positively adjust to her
new condition. At thislevel theemphasisisnoton
behavior or lifestyle change but information sharing.
Basic health information about prenatal care and
pregnancy couldincludethefollowingtopics:

* Importance of continuous prenata care.

*  Normal changes due to pregnancy asit relates to
each trimester.
Vv Maternal anatomy and physiology.
vV Fetal development.
Vv Emotional issues,

»  Sdf-help strategiesfor common discomforts
related to pregnancy.

»  Sdf-careduring pregnancy.

*  Pregnancy complications.
Vv Symptomsand sdlf-detection of preterm labor.
Vv Bleeding, infectionsduring pregnancy, rupture

of the bag of waters.

Vv Emergency arrangements.

54 wisconsin Medicaid and BadgerCare ¢ May 2001

PERFORMANCE MEASUREMENT

VI.A. Therecipient’sfileincludesdocumentation of
the assessment. A check-off list ispermissibleif it
identifies specific educational areas of need.

Therecipient’sfile alsoincludes documentation of
periodic reassessments.

VI.B. Therecipient’s care plan addresses identified
needs, Strategies for addressing them, and reasonable
gods.

VI.C. Therecipient’sfileincludesdocumentation of
theinformation provided.



Appendix 7
(Continued)

GUIDELINE PERFORMANCE MEASUREMENT
(VI.C. Cont.)

*  Undergtanding the dangers of over-the-counter
medi cines, prescription drugs, tobacco, acohal, illicit
drug use, and environmental and occupational
hazards as they relate to pregnancy.

*  Preparationfor labor, delivery, and postpartum
discharge:

Vv Hospital arrangements.
vV Support person to participate during labor and
delivery.

»  Preparation for the baby.

* Infant care, including nutrition and bresstfeeding.

*  Family Planning.

VI.D. Provideor refer recipientsfor in-depth health VI.D. Therecipient'sfilemustinclude documentation
education servicesif necessary. Ensure that the of the need for more in-depth education. The file must
educationd interventionsaddressthosehigh-risk aso describe the type of education provided and the
medical conditionsand health behaviorsthat can be recipient’ sprogressin meeting established goals.

alleviated or improved through education.
Thefileincludesdocumentation of follow-up on
Includethefollowing topicsasappropriate: referrals.

»  Education/ass stanceto stop smoking.
vV Decrease smoking aternative.
vV Effects of smoking on mother and fetal
development.
*  Education/assistanceto stop a cohol consumption.
Vv Emphasizeimportanceof noacohol during
pregnancy.
vV  Effect of acohol on fetal development.
»  Education/assistanceto stop use of illicit or street
drugs.
Vv Emphasizeno safelimit.
Vv  Effectsof drugs on fetal development.
*  Education/assistanceto stop high-risk sex
practices.
*  Education on the safe use of over-the-counter/
prescription drugs.
»  Education on environmental/occupational hazards
related to pregnancy.
Vv Potentia exposureto hazard in recipient’s own
environment.
Vv Effectson fetal growth and development.
Vv Effortsto minimizeexposure.
» Lifestyle management.
Vv Relaxation techniques.
Vv Building self-esteem.
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(Continued)

GUIDELINE
(V1.D. Cont.)

vV Learning coping strategiesand decision-
making kills.
Vv Communication skillswith hedlth care
providers, family, peers, etc.
*  Reproductive hedth.
V' Human sexuality.
Vv Environmental/occupational hazards.
»  Anticipatory guidanceon childbirth, healthand child
growth and development.

Refer therecipient for additional support or information
asneeded. Ensuretimely follow up on al referrals.

VI.E. Ensurethat printed bookletsand handouts

obtained for distributionto recipientsare appropriatefor
recipients reading level and culture.
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PERFORMANCE MEASUREMENT

VI.E. Theprovider hasprinted materia that is
appropriatefor itstarget popul ation.



Appendix 7
(Continued)

VII. POSTPARTUM SERVICES

Prenatal care coordination services continue during the postpartum period (the first 60 daysfollowing ddivery).

GUIDELINE
During the postpartum period, providersshould:

VII.A. Make at least one face-to-face contact. If
possible, make at least one homevisit.

VI1.B. Updatetherecipient’s care plan within 30 days
after delivery. Address any negative changesin the
recipient’s postpartum medical and/or psychosocial
conditionwith therecipient.

VII.C. Refertherecipient for counseling and support
if shehasastillbirth. Ensuretimely follow up onthe
referral.

VII.D. Refer the recipient to the Infant Death Center
of Wisconsin if thereisasudden, unexpected infant
death. Ensuretimely follow up on the referral.

VII.E. Refertherecipient for additional support and
assigtancein learning how to care for her child if the
childisidentified as having aspecia hedlth care need
(for example, spinabifida, cleft lip, cerebral palsy) ora
medical risk condition (for example, low birthweight,
prematurity).

Ensuretimely follow up.

VII.F. Assessthe recipient’s knowledge and
understanding of basic postpartum care. Provide
information as necessary. At aminimum, includethe
following topicsin the assessment:

e Persona hygiene.

»  Nutrition during breastfeeding, including influence
of tobacco, alcohol, and other drugs.

»  Postpartumnutritionif formulafeeding.

»  Guidesto successful breastfeeding, breast care,

and routine self-breast checks.

Physical activity and exercise.

Recognition of minor gynecol ogic problems.

Family planning.

Prevention of sexudly transmitted diseases.

Continuity of basic primary and reproductive health

care.

PERFORMANCE MEASUREMENT

VII.A. Therecipient'sfileincludesdocumentation of
the contact.

VI1.B. Therecipient'sfileindicates any necessary
updates and follow-ups.

VII.C. Therecipient'sfileincludesdocumentation of
thereferral and follow-up.

VII.D. Therecipient'sfileincludesdocumentation of
thereferral and follow-up.

VII.E. Therecipient'sfileincludesdocumentation of
theidentified problem, referrals, and follow-up.

VII.F. Therecipient'sfileincludesdocumentation of
the assessment, information or referra provided, and
any follow-up.
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GUIDELINE

VI1.G. Assesstherecipient’sinterpersonal relationship
with the infant. The assessment could include the
recipient’s strengths, weaknesses, support system,
s0cia environment, stresses, attitude toward theinfant,
and past experiences with parenting.

Refer the recipient as appropriate.

VII.H. Assessthe recipient’s knowledge and
understanding regarding appropriate newborn care and
feeding practices and how these factors affect growth
and development. Provide information or refer the
recipient to aqualified professional as appropriate. At a
minimum, includethefollowing topicsinyour
assessment:

e Infant’s hunger and fullness cues.

» Infant nutrition and appropriate feeding practices.

*  Successful breastfeeding.

»  Food and/or formula preparation and storage.

» Bathing, skin and cord care, and digper rash
prevention.

*  Normal growth and devel opment.

o Taking infant’s temperature, treatment of nalisea,
vomiting, dehydration, and fever.

e Infant nurturing and Stimulation.

»  Effectsof secondhand smoke on infant health and
nutrition.

*  Injury prevention and safety, including car sedts,
fals, poisoning, choking, deep postions.

* Appropriate use of infant’s primary health care
provider versus the emergency room.

VII.l. Encouragethe recipient to choose a primary
hedlth care provider for the baby. Assist her in obtaining
information regarding appropriate providers. Refer her
to her HMO if appropriate.

VII.J. Inform the mother about the importance of
timely immunization and regular well-child checkups.
Assist her withmakinginitia appointments, if needed.

VII.K. Assessthe recipient’s knowledge of the steps
involvedin obtaining appropriate and reliablechild care.
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PERFORMANCE MEASUREMENT

VI1.G. Therecipient’sfileincludesdocumentation of
the assessment, information or referra provided, and
any follow-up.

VII.H. Therecipient’sfileincludesdocumentation of
the assessment, information or referra provided, and
any follow-up.

VII.l. Therecipient’ sfileincludesdocumentation of
thereferral and follow-up.

VII.J. Therecipient'sfileincludesdocumentation of
information provided, referralsgiven, and follow-up.

VII.K. Therecipient’sfileincludesdocumentation of
theassessment, information provided, referralsgiven,
andfollow-up.



Appendix 7
(Continued)

GUIDELINE
(VI1.K. Cont.)

Provide information or refer the recipient for assistance
if deficienciesarefound inthefollowing areas:

»  Knowledge regarding available resourcesfor
checking provider references.

e BEvduating child care settings for safety.

e Obtaining financia assistancefor child care.

»  Appropriate monitoring of the child care provider.

»  Reporting suspected child abuse or neglect by the
child careprovider.

VII.L. Refer women who require services beyond the
postpartum period to other community resources before
discharge from the PNCC program.

Follow up on any referrals prior to the 60th day after
ddivery. Document the last date of service (the date
therecipient isdischarged).

PERFORMANCE MEASUREMENT

VII.L. Therecipient’sfileincludesdocumentation of
PNCC postpartum contacts, referrals, follow-up, and
discharge from the program. The recipient’sfile aso
indicates the date of delivery.

Prenatal Care Coordination Services Handbook ¢ May 2001 59

>
K]
S
@
S
=
X




Appendix

60 wisconsin Medicaid and BadgerCare ¢ May 2001



Appendix 8

Pregnancy Questionnaire

DEPARTMENT OF HEALTH AND FAMILY SERVICES
Division of Healh Care Financing
HCF E105 (Rew. 10400

STATE OF WISCONSIN

Agency Mame:
Agency Telephone Number:
EDC:

This farm conzists of six (6} two-ply pages. This is page 1.

PREGNANCY QUESTIONNAIRE

CoEEEREAT PMFORE Y] AT

i, Mother's Mame and Address: {Plazse peiar 12, Whal are yoist sources of mcome? [Plaze cfeck alf
v appiy. g
Last Name First Middle O Sel O Parents
O Parner'Spouse 0O  Alimany
3 Child suppon payments
Street Addness 3 Unemploymen benefits
_ 00 Cther:
City Saale Zip Code
13, Are vou employed?
2, Muoiher's date of barth: 0 Mo
O ves
I Ape = S={40) 158-H={15) =40=(200) O | am aswdent
If you are emploved, what is your occupation?
4. Medicaid ID¥: o
. Telephomne number: I you are emploved, how many hours do you usually
{home) wark in o week?
(worky_
O Mo phone. or phoae is ollen disconmected, = (15) 4. What was the Lest grade you finished i school?
8 yrs. orless = {20) =& yrs bot <12 vrs. = (15)
. How can we conlact vwou? If in school now do you smend regularky?
00 Call heme O Call work O Ma
8 Write home O Oiker 3 Yes
O [ am working on GED ar have completed it
7. Are you:
0  Single (never married, separzied, 15. Have you im the past, or ane you currently, receiving
divoreed. widowed) ={ii special educational services of exceptional educanion
O Married SErvicesT
O Ho
8. Your racetsthnic origin: O Yes = {10}
3 Whin O  African- American
0 Hispanic A American Indian 16, Where do you live?
O Sousheast Askan O (her: 0  Houwse/Mohile Home
3 Apartment
fpn O  Homedess {includes shelter, hotel, motel) = {20
¥ gﬂl F:mhp:ﬁ::nshm' O With other family members or friends ! -:::m:
O A liitle 17. How many timses have you moved in the last vear?
O Naotaall ’ i = 5 fimes = {10)
1. Do you read English? 14, Mame address. and velephane number of paren,

O Very well . .
X guardian, or persan 1o contacl in an EMErEEncy:
O A licke = {10} ¥
0 ™ot atall = {15) - —
Street Address
1. Are you ina WIC Program?
| T} Locatian; : City Staie Zip Code
O Yes _ O 1 was denied Telephone number:
O 1 jusi applied O | daon's know shout WIC Whesl relation is this person e you?

Prenatal Care Coordination Services Handbook ¢ May 2001
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Appendix 8

(Continued)

THEIS FREGHNANTY

ANEER Lo |

Haoww far along are yow mow?
_oweeks {of) _ months
O 1 don't ki

How far aleng were vou when wou started sezing a
medical provider (doctor, nurse midwife or nwrse
praciiticner} for prenatal cane?

_ weeks {or) _ months
1 | haven't seen anyome yel
8 1 have an appointmend

1315 wks. =(5)

15-15 whs. = {10}
=24 whks, = (20}

Have you seen vour medecal provider at lszst monthly

for this pregnancy?

O Mo

0 Yes

= {8}

Dl this pregnancy come bess than a year affter vour kasg
pregancy’?
0 Mo

0 Yes = (I0)

SO MU AL H S T Y

5.

L

7.

#Arg vou pregnant with more than one baby?
0 Mo

3 Yes = (1
8 1 don't know

Have you bad any early signs of labor?

0 Ho

0 Yes = [y

Have you gone 10 the emergency room or hospital for
this pregnancy?
0O Mo

0 Yes I wisit was pregnancy related = (5)
Would you like more imformation or kelp with any of
these things?

The baby's grawth

Huoww 10 ead right during pregnancy

What io expect during labor and delivery
Bircastfeeding

How 1o take care of your infant or older children
Family planning

Crher:

000300

key

[k you have, or lsave vou ever bad any of these
conditions? (FPlecse check the bores that gpply To vou )

A Asthma and taking medscation
O Chlamyde or gomwrhes (claph = 2{¥y
O Anmemia (e, “hw blood or irom™ of pregnancy’)
A Chronic kidney disease = { ¥y
T Diaheles = { 2y
A Epilepsy or seizures = (%)
@ Exposure to TH in yoar household
M Heart [risease ={15)
O Eating Disorder = {1l
O Hepatitis B = {5}
8O  High bleod pressune during pregnancy

(&g, preeclampsia, toxemia) = (21}
1 Kidnewbladder mlections
M Mental healih |;rn:||:.||¢rr|.; = (10}
O Pheysical or sensor disabilities (e.g., deaf or

blind b = {1l
0 Genetic disease (eg, shiekle eell, eysne

librosis, PELU, hemophilia) = (X}
0 Syphilis = ()
O Genital herpes = (20}
A Orber medical problem. 1f 5o, list them here:

= = prapter daer

Fiedd theam
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2alh

i

4.

Haw mamy fimes have you been pregnant before this

pregmancy?  dimes = & times = (20
O Mever

Have you had any miscaminges?

O Mo

A %es  How many? =3 = (1)
Have you had any ahartions?

M HNo

O %es _  How mamy? > 3=l

{I this i3 the fivst doe you hove ever been pregron, skip
The questisng bedow amd grswer the quastions i Pard [
Tk v )

§

Hove you had twins, or multiple births?
O MNe
O Yes

6. Hawe vou ewer had a C-section?

O HNo

O %Yes = {5}

Poimmis Giubdokall



Appendix 8
(Continued)

7. ‘Were any of vour babies born more than 3 weeks
early?
O Mo
O Yes How many? = {20}

&  Duda docior ever say vou had premarure Labor that
required bed rest, medication, and’or hospitalization?
O HNe
O Yes How many? = {20}

9. Have you had a stillborm baby (bomn dead after
20 weeks), or that died soon after bink?

O Mo

3 Yes How many? = (20}
1. Dad any of your babies weigh bess tean 5% pounds at

birth?

O Mo

2 Yez How many? = 2}

EL.

Did any weigh more than 10 peunds at binh?
O Mo
O Yes How many? = (5}

12, Evid any stay more than one day in a special care

N

OEACCO, ALCCHION, SMIEDIC INES AN OTHER DL S

I. Dhring the 3 monihs bafiore you were pregnant, on
average, how many cigarettes did you smoke a day?

0 Mare than 2 packs a day
O 1 Veor 2 packs a day
0 About a pack a day
O  About a half pack a day
O Aboul 4 or 3 cigareties a day
O 1don't smoke

. O average, how many clgareiies do you smoke a day
now'?
O  Bare than 2 packs a day = (2}
O 1 ‘veor 2 packs a day = (0}
0O About a pack a day = (X0}
O  Abowl a half pack a day = [}
O Abowt 4 or 5 cigareties a day {or 2 o &) = [0}
3 1 live with someone who smokes = (1)
0O 1 don't smoke

We would [k fo ask o a few guestions about drieking. Tt
will beelp wx fake better care of vou and ypowr haby. Think
Back o § months befure you became PregHand, By swre fo
fnclude beer, wine, gnd liguer I powr qifwers o these
UL,

3. How many drinks does o ke 1o make
youl feel high? _ drinks =2 =)
O I eever drank

4, How much can you hold? _ drinks = 2= {20)
3 | mever drink
0 [ don't know

Ray: = = greaier than
= w Bk than lofd

Prenatal Care Coordination Services Handbook ¢ May 2001

1.

nursery’?
O HNe

0 Yes How many? = (20}

When did vou start prenatal care during your last
pregnancy”

0§ didd not condinue with thet other pregnancy

O I did not pet any prenatal care = {15}
0 1st- 3rd month

O dth - 6th manth = (1)
O T - th montk = {10}

Have people annoyed you by criticizing your
drinking?

O Mo

¥ Yes = (20)
O 1never drink

Have you ever felt you ought to cut down on your
drinking?

0 Ho

O Yes = (200
O 1 never drink

Have you ever had a drink first thing in the rrmmmg 11
steady your nerves or to get rid of 2 hangowver?

O Mo

O Yes = (20)
O 1 never drink

Simee you became pregnant, about how many days in
a month do you have 3 or more drinks?
(I none, write zero.) _ days per month

1 or more=(20)

Simce you became pregrant, shout how many doys in
a month do yon have one or maore drinks?

{If e, write zero) _ days per monih

Have you taken any prescription drugs since you
became pregan 7

O MNe

0 Yes

{Please st therr here |

e ———— S

Pasirs {rebfotar)
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Appendix 8
(Continued)

. Hawe you taken any over-the-counter drugs since you

biecame pregrant”?

0O Mo

O Yes

{Flease Nst them here )

. Hawe you ever inpected n non-prescribed drag?

0 Mo Skip fo guestion i}

O %Yes = [0

. Mumbser of differem persons with whom you shared

miravenous drog needles or svringes, or “works™
within the kast-

1 years last 12 manths

. Do you think any of these persons were infected with

HIY (the ALDS vins)?

O M

O Yes = {20
O 1don't know

SUTHITIOS

How much did you weigh before you became pregnant

this time? _ pounds
How tall are you® . inches
BMI <20 ar =20 = {1}
BMI =26 or <30 = (10}
What do you weigh now?
Weight boss or mo weight gain by second trimester = { 10}
Wigkght galm thai falls above or helaw the
apprapriste weight gain grid shaded aren = {5}
Have vou ever vomited to control your weight or
vomited to Feel better after eating oo much?
o Mo
O Yes
Dp yona voumanl ofien now'?
O Mo
0 Yes = {1k
Are vou having sny of ihe following sympioms now:

Mausea 1 Mo T Yes
Heartburm 3 Na O Yes
Comstipation 1 Mo 0 Yes
= = preaivr deor e

= = hags dhan
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15

16.

17,

How ofien did you smoke marijuana or hash during the
3 momths before you found out that you were
pregnand? hdard X e only one box,

0 Several imes 3 week = ()
0 Sewveral times a month = |2y
0 weeasionally, or rarely = ()
0 Mever

How ofien did vou wse cocaine or crack during the

3 momths before vou found ot that vou wers
prognant? fAddark X dn only ore box )

O Several times a week = (20}
A Several umes 3 month = (0}
0 Dccasionally, or rarely = ()
O Mewer

How often did you use heroin, speed, acid,

amphetamines, PCP, inhalants, etc. during the
3 months before you found ot that vou were
pregnant? (Mark X e oy ome box )

O Several times & week = (0
A Several iimes a month = [}
O  Oceasionally, or rarely = {2}
m]

Mevisr

When you were noit prepnand, did you feel that your
weight and your body shape were:

0 Abouwt right

O  Overweighi/too larpe

O Usderweight'too small

Are wou on a special dict mow?
0 HNa
O Yes Kind__

Do you ext com starch o of the box, laundry starch,
paint chips, lots of ice, clay, dirt or other things that are
not foond?

O Mo

O Yes = {10}

Darang thee past month del you miss any meals or md
eait when you were hungry because there wasn’t
enaugh food or money 1o buy food?

7 HNo

0 Yes = {10
10, Do you have a working stove and refrigersor?

0 Mo ={5)

O Yes

Poinis fewbdonall



Appendix 8
(Continued)

F. RELATHINSHIES

1. How do you feel now about being pregnant? 11. Have you ever been mmil.maJI_l,l, vierbally or
O  Very happy physically abused by your pariner or someone close to
O Unsure--a littke bit happy amd a linke bit unhappy you?
0  Very upset about it = {10] O Nao
O Yes = {10}
2. How does your husband or pariner feel now about you
being pregnani? 12, Have ywou been hit, slapped, kicked, or otherwise
0 Very lappy physically hart by your parner or someone close (o
O Unsure--a lile bit bappy and a l5tke bit unhappy you?
0O Very upsct about it =10 O HNo
0O He dossn't know 1'm pregnant = {10} O Yes
3. How ofien did you feel depressed during the last week? 13, Since you have been pregnant, were you hi, slapped or
0O Rarely (less than | day) kicked, or atheraise physically hurt by someone?
0O Soame of the mme {1-4 days) O Mo
O  Mast or all of the time (5-7 days) = (2] O Yes = [ 10y
If yes, by who*

4. How many living children do vou hawee?
Mark the Fl[al;-: an the picture of the woman (o show where
5. Hew many of them are living in your lwousehold mow? vou hawe been hurt by your partner or someone close to
N i

6. Within the last 12 months, have any of your children

heen taken from you?

0O MHe

O Yes = (10}

7. Hawve you had sexeal contace with any of following:
HI¥ Infecied pariner™S Mo 0 Yes={40) OF Mot Sure
An [V drug user? A Ne 0O Yes={#) O Mot Sure
A bisesual partner? 0 Mo 0] Yes=dl) 0 Mo Sure
A Bernophiliac? O Mo O Yess={#0) 0 Mot Sure

8. Have you given or received money or drugs for sex?

0 Mo
O Yes = (i
(40) =
9, Dpes your partner have a problem with aleohol or -C?lg
other drugs? o3
0 Mo x
0 Wes = |3}
10. Does anyons else in your family hove a problem with Adapoed from the March of Dimes
aleohad or other drugs?
O Mo
O Yes = (5}

What relation is this person to you?
P 14. Has anvone forced you e have sexueal comac?

T 0O Mo
O Yes = {10}
If yes, by whom?

I\'.::I-- > anﬁ-.r.l.h:’n . alh m:":umwﬂ
< = lgzz than
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(Continued)

15. Have other family members been sexually assaulted or 19. How many people can vou really count on when vou
abused? need help?
O Mo O Mo onse = {10
0O Yes O 1-2 persons
[ 3 or more persons
6. Are you alrald of your parmer of anvons else? List:
O Mo
7 Yes ={1H
17. Is there a gun in your home?
O Mo 20. What do you do te deal with your problems?
0 Yes
LB, s theve someonc you can talk 1o when yvou a have a
problem? i
0 HNao ={10 S —
O Yes

WML RS

I. Which of these things womry you a 117 (Check the
omps that are big probless §

0O Money problems = {1}
3O Labos and delivery
O Transporiation ={1}
0O Losing this baby =1}
O My job ={n
8O Caring for this baby
O My parmer’s job, or unempdoyment =1}
0 Caring for my other children ={1}
O Housing problems/peiling evicled =1}
0O Gering child care ={1}
0 My partner’s drinking or drug use ={l})
0 By health =1}
-.?—_f, O By own drinking or drug use = {1}
S 0 By own safety ={l}
g O Worry shout my relationship with my pariner= (1}
< M Worre whether this baby will be all elght = (1)
O By partner is in jail = (5}

2. How often do you have problems getting
cransportation?
O Very seldom
i Occasionally

0O Quite ofien = (F)
O Bt of the time = [15)
Please write down hers onything else that worries you
i lot:
—_— - S Tanal fail peges)
Ray: = = preaier daer
o o | =i Thain 6ol 6
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Appendix 9
Instructions for Completing the Pregnancy Questionnaire

Asmuch as possible, please ask the questions exactly asthey are stated on the Pregnancy Questionnaire. Thisis especialy
important when you ask the a cohol-rel ated questions (D.3 through D.9). If the woman appears not to understand what you
are asking, you may rephrase the question (except for questions D.3 through D.9). However, please be very careful not to
change the meaning of the questions.

You are required to complete and score the entire questionnaire, unless the woman refuses to answer a particular
guestion(s).

Providers may consult the Guidance Manual for Administering the Prenatal Care Coordination Pregnancy Questionnaire for
additional, detailed information on administering the questionnaire. Refer to A ppendix 16 of thishandbook for information on

obtainingthemanua.

SecTioNA. GENERAL |NFORMATION
The purpose of this section is to identify socio-
demographic risk factors.

1. Name and address.
Record the woman's name and-address.

2& 3.*Date of birth and age.
Verify consstency of answers.

4. Medicaid Identification Number:
Record the woman's Medicaid number.

5.* Telephone number.

Check “No phone” if she only has awork number.

6. How can we contact you?
Check all that apply.

7.* Areyou single (never married, separated,
divorced, widowed) or married?
If the woman indicates that her marriage is not
stable, check single.

8. Your racefethnic origin.
Check the appropriate box.

Please note;

9. Do you speak English?
Check the appropriate box.

10.*Do you read English?
Check the appropriate box.

11. Areyou in aWIC program?
Check the appropriate box.

12. What are your sources of income?
Check only those that are consistent sources.

13. Are you employed?
If sheisboth a student and employed, check both.

14.*What was the lagt grade you finished in
school? If in school now, do you attend
regularly?
Record the last grade completed and check the
appropriate box.

All of the questions are integral to assessing the woman'’s situation. The questions marked with an asterisk (*) are

scored on the Pregnancy Questionnaire.
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Appendix

15.*Have you in the past, or are you currently

receiving special education services or
exceptional education services?

Check “yes’ no matter what type of specid or
exceptiond education service(s) shereceived or is
receiving.

16.*Where do you live?

Check the appropriate box.

17.*How many times have you moved in the last

18.

year ?

Include temporary rel ocations that were not visits.
For example, include athree-week stay with a
family member/friend whilelooking for aplaceto
live. Do not include atwo-month stay with anill
family member or friend.

Name, address, and telephone number of
parent, guardian, or person tocall in an
emer gency.

Record the information the woman provides.

Please note;

scored on the Pregnancy Questionnaire.

Appendix 9
(Continued)

SecTioN B. ABOUT THIS PREGNANCY

The purpose of this section is to obtain information
about risk factors related to the adequacy of care
and to identify early signs of complications.

2%

3.*

4.*

5.*

6.*

7.

68 Wwisconsin Medicaid and BadgerCare ¢ May 2001

How “far along” are you now?
Record theinformation provided.

How far along were you when you started
seeing a health care provider for prenatal
care?

Record theinformation provided.

Have you seen your health care provider at
least monthly for this pregnancy?
Check the appropriate box.

Did this pregnancy come less than a year
after your last pregnancy?
Check the appropriate box.

Areyou pregnant with more than one baby?
Check “yes’ only if ahealth care provider gave her
confirmation.

Have you had any early signs of labor?
Check the gppropriate box.

Have you gone to the emergency room or
hospital for this pregnancy?

Check “yes’ only if thevisit was pregnancy-
related.

Would you like more information or help with
any of these things?

Check al that apply. Write down any additional
information.

All of the questions are integral to assessing the woman'’s situation. The questions marked with an asterisk (*) are



Appendix 9
(Continued)

Section C. MEebicaL History

The purpose of this section is to obtain information
about the woman’s medical and child bearing
history and to identify past or current medical
conditions that may influence the outcome of her

pregnancy.

1.* Do you have, or have you ever had, any of
these conditions?
For themedical conditions, check only if she
indicatesthat ahedlth care provider confirmed the
condition.

2.* How many times have you been pregnant
before this pregnancy?
Record the number of confirmed pregnancies.

3.* Have you had any miscarriages?
Record the number of miscarriages.

4.* Have you had any abortions?
Record the number of induced abortions.

5. Haveyou had twins or multiple births?
Check the appropriate box.

6.* Have you ever had a C-Section?
Check the appropriate box.

7.* Were any of your babies born morethan 3
weeks early?
Check the appropriate box.

8.* Did a doctor ever say you had premature
labor that required bed rest, medication, and/
or hospitalization?

Check the appropriate box.

9.*Have you had a tillborn baby (born dead after

20 weeks), or that died soon after birth?
Check the appropriate box.

Please note;

10.*Did any of your babies weigh less than 52
pounds at birth?
Check the appropriate box.

11.*Did any weigh more than 10 pounds at birth?
Check the appropriate box.

12.*Did any stay more than one day in a special
care nursery?
Check the appropriate box.

13*When did you start prenatal care during your
last pregnancy?
Check the appropriate box.

All of the questions are integral to assessing the woman'’s situation. The questions marked with an asterisk (*) are

scored on the Pregnancy Questionnaire.
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Appendix

SecTion D. Tosacco, ALcoHoL, MEDICINES, &
OTHER DRrRuUGS

The purpose of this section is to obtain information
about the woman'’s use of tobacco, alcohal, illicit
drugs or medication.

1. During the 3 months before you were
pregnant, on average, how many cigarettes
did you smoke a day?

Check the appropriate box.

2.* On average, how many cigarettes do you
smoke a day now?
Check the appropriate box.

Do not rephrase Questions D.3 through D.9.

3.* How many drinks does it take to make you
feel high?
“High” issubjective. Accept her interpretation.

4.* How much can you hold?
“Hold” is subjective. Accept her interpretation.

5.* Have people annoyed you by criticizing your
drinking?
Check the appropriate box.

6.* Have you ever felt you ought to cut down on
your drinking?
Check the appropriate box.

7.* Haveyou ever had a drink first thing in the
morning to steady your nerves or get rid of a
hangover?

Check the appropriate box.

8.* Since you became pregnant, about how many
daysin a month do you have 3 or more
drinks?

Record the number of days.

Please note;

Appendix 9
(Continued)

9. Since you became pregnant, about how many
daysin a month do you have one or more
drinks?

Record the number of days.

10. Have you taken any prescription drugs since
you became pregnant?
Check the appropriate box.

11. Have you taken any over-the-counter drugs
since you became pregnant?
Check the appropriate box.

12*Have you ever injected a non-prescribed
drug?
Check the appropriate box.

13. Number of different persons with whom you
shared intravenous drug needles or syringes,
or “works’ within the last 10 years...lagt 12
months.
Record the number of persons for each.

14.* Do you think any of these persons were
infected with HIV (the AIDS virus)?
Check the appropriate box.

15*How often/did you smoke marijuana or hash
during the 3 months before you found out that
you were pregnant?
Check the appropriate box.

16.*How often did you use cocaine or crack
during the 3 months before you found out that
you were pregnant?
Check the appropriate box.

17.*How often did you use heroin, speed, acid,
amphetamines, PCP, inhalants, etc., during
the 3 months before you found out that you
wer e pregnant?
Check the appropriate box.

All of the questions are integral to assessing the woman'’s situation. The questions marked with an asterisk (*) are

scored on the Pregnancy Questionnaire.
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(Continued)

SecTioN E. NUTRITION
The purpose of this section is to obtain information
about the woman’s current nutritional status.

1.* How much did you weigh before you became
pregnant thistime? How tall are you?
Record the woman's pre-pregnancy weight and
height. (To assess and categorize the woman's pre-
pregnancy weight, use the Body Mass Index Grid
inthe Guidance Manual for Administering the
Prenatal Care Coordination Pregnancy
Questionnaire.)

2* What do you weigh now?
Record the woman’s weight.

3. Have you ever vomited to control your weight
or vomited to fed better after eating too
much?

Check the appropriate box.

4.* Do you vomit often now?
“Often” is subjective. Accept her response.

5. Areyou having any of the following symptoms
now:
Nausea, Heartburn, Congtipation
Check the appropriate box.

Please note;

6. When you were not pregnant, did you fed that
your weight and your body shape were: about
right, overweight/too large, underweight/too
small?

Check the appropriate dternative.

7. Areyou on a special diet now?
Check the appropriate box.

8.* Do you eat corn gtarch out of the box, laundry
starch, paint chips, lots of ice, clay, dirt or
other things that are not food?

Check “yes’ if she indicates that she has eaten
nonfood itemsjust before or during the pregnancy.

9.* During the past month did you miss any meals
or not eat when you were hungry because
there wasn't enough food or money to buy
food?

Check the appropriate box.

10.*Do you have a working stove and
refrigerator?
Check “na”.if one or the other is not working.

All of the questions are integral to assessing the woman'’s situation. The questions marked with an asterisk (*) are

scored on the Pregnancy Questionnaire.
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Appendix 9

(Continued)

SecTioN F. RELATIONSHIPS

The purpose of this section is to obtain information
about the woman’s social support network
(husband, partner, parents, other family, friends,
and neighbors), her fedings of self-worth,
competency, and personal safety.

1.* How do you fedl now about being pregnant?
Check the appropriate box.

2.* How does your husband or partner fed now
about you being pregnant?
Check the appropriate box.

3.* How often did you fed depressed during the
last week?
Check the appropriate box.

4. How many living children do you have?
Record the number of children.

5. How many of them areliving in your
household now?
Record the number of childrenlivinginthe
household.

6.* Within the past 12 months, have any of your
children been taken from you?
Check the appropriate box.

7.* Have you ever had sexual contact with any of
the following: HIV-infected partner, IV drug
user, bisexual partner, hemophiliac?

Check the appropriate box.

8.* Have you given or received money or drugs
for sex?
Check the appropriate box.

9.* Does your partner have a problem with

alcohol or other drugs?
“Problem” is subjective. Accept her response.

Please note;

10.*Does anyone else in your family have a
problem with alcohol or other drugs? What
relation is this person to you?

Check the appropriate box. Include persons who
arenot “blood” relatives but who wereraised as
relaives.

11.*Have you ever been emotionally, verbally, or
physically abused by your partner, or
someone close to you?
Check the appropriate box.

12. Have you been hit, dapped, kicked, or
otherwise physically hurt by your partner or
someone close to you?

Check the appropriate box.

13.*Since you have been pregnant, were you hit,
dapped, or kicked, or otherwise physically
hurt by someone?
Check the appropriate box.

Note:— Individuaswhose employment bringsthem
into contact with children under the age of 18
arerequired by law (Wisconsin Child Abuse
Act)to report, to their county child protection/
social service agency, any suspected abuse or
neglect or abelief that abuse or neglect will
occur.

14.*Has anyone forced you to have sexual
contact?
Check the appropriate box.

15. Have other family members been sexually
assaulted or abused?
Check the appropriate box.

16.*Areyou afraid of your partner or anyone
else?
Check the appropriate box.

17. Isthere a gun in your home?
Check the appropriate box.

All of the questions are integral to assessing the woman'’s situation. The questions marked with an asterisk (*) are

scored on the Pregnancy Questionnaire.
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(Continued)

18.*1s there someone you can talk to when you
have a problem?
Check “yes’ if the person is a consistent source.
For example, their hairdresser or the mail carrier
would not count.

19.*How many people can you really count on
when you need help?
Check the appropriate box.

20. What do you do to deal with your problems?
Record the response.
This open-ended question providesthewoman with
an opportunity to share her strengths.
Understanding her strengthswill helpyou developa
realistic care plan with her.

Please note;

SecTioN G. WORRIES
The purpose of this section is to identify areas of
worry for the pregnant woman.

1.* Which of these things worry you a lot?
Check only thoseitemsthat are significant
problems.

2.* How often do you have praoblems getting
transportation?
This question relates to transportation to carry out
activitiesof daily living, induding:

»  Grocery shopping.
»  Maedical and nonmedical appointments.
» Vidtstoobtain/maintain asupport system.

Additional worries.

Allow thewoman to identify any additional
concerns. Although answers are not scored, this
will allow both of youto understand al theissues
sheisfacing during her pregnancy.

All of the questions are integral to assessing the woman'’s situation. The questions marked with an asterisk (*) are

scored on the Pregnancy Questionnaire.
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Appendix 10

Pregnancy Questionnaire Summary (Sample Format)

(For the Prenatal Care Coordinator to complete)

Mother’'s name (last, first, middle): Please print.

Mother’'s date of birth: Medicaid ID #:

TOTAL ASSESSMENT SCORE:

Summary of needsidentified in the Pregnancy Questionnaire:

Health education needs (teenaged or older mom)

Difficulty reading English (preferred language? )
WIC referral

Child support difficulty

Employment needs

School needs

Housing needs

Client unable to get prenatal care

Lack of knowledge regarding pregnancy, labor & delivery,
infant health care, genera health positive habits

Health education needs (first-time mom)

Medical conditionsidentified that makethis pregnancy at risk
Poor previous pregnancy experience

Tobacco and/or acohol use

Nutrition education needs z
Insufficient fundsfor food 3
Conflict/violenceinthehhome S
Poor support system

Suspected abuse: [ physical O sexud 0 emotional
Family has urgent health needs

Child care needs

Trangportation needs

Other

OO00000O0000000 OO00O0OO0O0ooon

Name of staff who completed the Pregnancy Questionnaire:

Position: Date of screening:
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Referral Form (Sample Format)

Client’'s Name: Date of Referrd:
Medicaid ID Number: Address
Birthdate;

Telephone Number:

Referral To: [Service provider’s name, address, and telephone number]

Referred By: [Service provider’s name, address, and telephone number]

Reason for Referral:

Authorization: 1, [Client's Namg], give my permission to [Service
Provider's Namg], to release this information to [Care Coordination Provider's
Name]. Theinformation isto be used to assist mein monitoring and coordinating my health care and socia service needs.
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Signature of client/parent or guardian:

Date:

Service Provider’s Reply (summary of findings, diagnosis, recommendations, comments, as appropriate):

Signature: Date:
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Informed Consent to Release/Obtain Health Care Information Form
(Sample Format)

Agency Name: Telephone Number:
Address.
Client'sName: Medicaid ID Number:
Address. Dateof Birth:
Telephone Number:
I, (print client’'s name), give consent for (print name

of care coordination provider) to release hedth/social services information to, and obtain information from,

(print name of other provider/agency to which, or from which, you are
requesting information) for the person named above: The information-isto be used to assist mein monitoring and
coordinating health care and socia services.

Theinformation to bedisclosed includes;

Do not disclosethefollowing information:

>
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This authorization shal be valid from the signature date until (print the date), and may be revoked by me at
any time (except asit has aready been used).

Client Signature; Date:

Parent/Guardian Signature: Date:

WitnessSignature: Date:
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Psychosocial Assessment

Recipient's Chief Concern

PREGNANCY OUTCOME

o ghkwNE

Recipient Very Concerned About Pregnancy

Yes

No

Poor Previous Pregnancy Experience

Poor Support System

Depression, Other Mental Health Issues

Drugs/Alcohol/Tobacco Usage

Religious/Ethnic/Cultural Factor
Affecting Pregnancy

© 0o N

. Conflict/Violence in the Home
. Unable to get Prenatal Care
. Family has Urgent Health Needs
10.
. Difficulty Obtaining Food Stamps
12.

Insufficient Funds for Food

Difficulty Enrolling in WIC

Yes

No

13.
14.
15.
16.
17.
18.

Child Care Needs
Housing Needs
Transportation Needs
School Needs
Employment Needs
Child Support Difficulty

Yes _No Date

Pregnancy Ended

Postpartal/Family Planning Visit—

Postpartal/WIC Certification

Infant Certified for WIC

HealthCheck Referral

Closed for Care Coordination Services

T8 T00Z AN @ 300QPUBH S3DIAISS UOIFRUIPIO0D BJBD [BFeus.d

Z D
g 3
=]
: ® g
Problems/Concerns Date Gestational Actions Taken Resolved /Improved? -
Detected Age
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POSTPARTUM VISITS AND INFANT CARE REFERRAL
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CONTENT OF CARE COORDINATOR VISITS (Please check the activities or items related to that visit.)

DATE:

Location of contact: Office Visit

Home visit

Telephone visit

Gestational age

Discuss recipient's concerns

Follow up on previous referrals

Continue screening for abuse, stress, need
for mental health and social services

HEALTH PROMOTION/EDUCATION

Continue nutrition counseling, referral

Risks to avoid: medications, chemicals,
etc.

Monitor smoking, alcohol, drug use

Managing common discomforts

Warning signs in pregnancy

Promote breastfeeding

Maternal seatbelt use, infant car seat safety

Preterm labor symptom recognition

Preparation for labor/birth

Promote prenatal/parenting classes

Signs of labor -- where/when to go

Eg.
e
[
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CONTENT OF CARE COORDINATOR VISITS (Please check the activities or items related to that visit.)

DATE:

TRANSPORTATION ASSISTANCE

Contacted county transportation

Contacted HMO transportation

Other, specify:

CHILD CARE ASSISTANCE

Contacted county child care assistance

Other, specify:

SPECIAL COMMUNICATIONS

Contacted primary care provider

Received information from primary care
provider

Client needed extra appointment
reminders and follow up

Communications with referral providers

OTHER:

L
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Client (Last, First, MI): Recipient, Im A.

Month: 02 Year: 99

Wisconsin Medicaid ID Number: 1234567890

Agency: Care Coordination Agency

Care Coordinator--
Name: Jayne Smith
Title: Registered Nurse

Description Codes (to be used in the second column below)

RF=Recipient Contact - Face-to-Face
RT=Recipient Contact - Telephone
S=Staffing/Consultations

CF=Collateral Contact - Face-to-Face
CT=Collateral Contact - Telephone
R=Recordkeeping

Date Code Place of Service | Hours Minutes Documentation of Activities/Signature

2/3/1999 RF Recipient Home 1 Discussed care plan and arrangements for transportation for
prenatal checkup, discussed recipient concerns about pregnancy,
housing, clothing for recipient. 7.5.. 27.

2/4/1999 CT Office 15 Talked to sister of recipient, confirmed appointment and
transportation to WIC office/nutrition counseling.
9.5, R7.

2/5/1999 R Office i5 Chart notations related to 2/3-2/4 contact with recipient.
2.5, B7.

2/12/1999 |S Office 15 Discussed case with PNCC supervisor. 4.5.. 7.

2/21/1999 | RF Office 1 30 Prenatal health education (one-on-one with recipient) pregnancy
anatomy/physiology: body changes, discomfort management,
danger signs, fetal development. 4.5.. 27.

Monthly Total_3 hrs., 15 min. Total Units_3.3

Refer to Appendix 6 of this handbook for rounding guidelines
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Memorandum of Understanding (Sample Format)

Health Care Provider and Prenatal Care Coordination Agency

Prenatal care coordination (PNCC) is a service covered by Wisconsin Medicaid for al recipients. Successful provision of
thisservicetoindividua recipientsrequires cooperation, coordination, and communication between the health care provider
and the PNCC agency. The PNCC agency is responsible for outreach, risk assessment, care planning, care coordination,
and follow up to support high-risk women. The health care provider isresponsiblefor providing medically necessary
services.

The hedlth care provider and the PNCC provider agree to facilitate effective communication between agencies, work to
resolveinteragency coordination and communication problems, and inform staff from both the health care provider and the
PNCC agency about the palicies and proceduresfor this cooperation, coordination, and communication.

Recognizing that these “ clients-in-common” are at high risk for poor birth outcomes, the health care provider and the PNCC
provider agree to cooperate in removing access barriers, coordinating care, and providing culturally competent services.

This agreement becomes effective on the date the PNCC agency is certified by Wisconsin Medicaid or on the date when
both the HM O and the PNCC agency have signed, whichever islater. It remainsin effect until it is cancelled in writing with
two weeks' hotice by either signer.

Name of Health Care Provider or HMO Name of PNCC Agency
5
Authorizing Signature Authorizing Signature 3
g
X
Title Title
Date Date
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Prenatal Care Coordination Resource Guide

Resources Available Directly from State Agencies

1. Divison of Health Care Financing Publications

- Available from the Divison of Health Care Financing at the

address listed below. There is no charge for the documents below.

Title

Pregnancy Quegtionnaire (Risk Assessment Form)
Guidance Manua for the Pregnancy Questionnaire
HealthCheck Brochure (Spanish)

HealthCheck Brochure (Hmong)

HealthCheck Brochure (English)

HealthCheck Poster (81/2 x 14)

HealthCheck Check Stuffer/Handbill

HeadthCheck Stickers

Availablefrom: Division of Health Care Financing

Document #

HCF 1105

POH 1043

POH 1007S

POH 1007H

POH 1007

POH 1041

POH _1041A

POH 1041C

Bureau of Fee-for-Service Hedth Care Benefits

Attn: Forms Manager
P. O. Box 309
Madison, Wi 53701-0309

2. Division of Public Health Publications - Available from the Department of Health and Family Services Forms
Center at the address listed on the next page. There is minimal or no charge for the documents below.

Family Health Resource Catalog (alist of materna and child health PPH 4536

education materials)

If I’m Pregnant, Can the Chemicals | Work with Harm my Baby? DPH 7074

Prenatal Weight Gain Grid DOH 4056
Planning a Healthy Pregnancy: Self Care Handbook PPH 9322
Planning aHeadlthy Pregnancy: Self Care Handbook (Spanish) PPH 9322-S
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Title Document #
Caring for Your Baby: A Newborn and Infant Care Handbook PPH 9321

Caring for Your Baby: A Newborn and Infant Care Handbook (Spanish) PPH 9321-S

Hedlthy Start Brochure (Spanish) PPH 0054
Hedlthy Start Brochure (English) PPH 0051
Hedlthy Start Poster (Spanish) PPH 0055
Hedlthy Start Poster (English) PPH O0051A

Availablefrom: Department of Health and Family Services Forms Center
PO. Box 7850
Madison, W1 53701-7850
Resources Available from Other Organizations
3. Children’s Trust Fund - There.is.ho charge for these documents.
- Information on child abuse and neglect
- Positive Parenting Kit (parenting bookl et that givesinsightful hintson how to “ catch your kid being good”)
Availablefrom: Children’sTrust Fund
110E. Man &., Suite614
Madison, WI 53703
(800) 262-9922 extension “KIDS’ or (608) 266-6871
Hotline Phone Numbers

1. Wisconsin First Step/Children with Special Health Care Needs........c.cvveeveacee. (800) 642-7837

2. Maternd and ChildHealthHOHNE .........oovvivveieiiecce e, (800) 722-2295

(Providesinformation on servicesfor women and children throughout Wisconsin, including WIC, Hedthy Start, and
HealthCheck)

3. WISCONSINAIDSHOINE ...t (800) 334-2437
LT U1 s Y AN = (414) 273-2437
4. WisconsnMedicaid ReCipient HOtINE .......cceevveiiieeiiseceee e (800) 362-3002
Y=o 1S o g AN (= S (608) 221-5720
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Information Regarding Transportation to Medical Appointments

Although transportation is not a covered service for prenatal care coordination (PNCC) providers, providers often assist
reci pientswith making transportation arrangements. Thisappendix containsinformation to help providersunderstand the
trangportation options.

Threetypes of transportation are possible for eigible recipientsto and from M edicaid-covered services.

e Common carrier vehicles.
*  Specidized medical vehicles(SMVs).
e Ambulances.

All providers may be asked to verify that aMedicaid recipient received Medicaid-covered services at their Steon a
particular date.

Common Carrier Vehicles

A common carrier isany mode of transportation (for example, taxi, bus, car, or van) other than an ambulance or SMV
approved by the county or tribal agency to aMedicaid-covered service.

Common Carrier Transportation for Fee-for-Service Recipients

If the county or tribal human orsocial services department authorizes common carrier transportation, it will either arrange
for trangportation or reimburse recipients for a portion of travel costs to and from Medicaid-covered services. Recipients are
required to contact their human or social services department before the trip.

Prenatal care coordination providers who assist reci pients with transportation arrangements are encouraged to find the least
expensive, but most appropriate, means of transportation. The human or social services department hastheright to pick the
least expensive transportation and may choose to cover trangportation to the closest medical provider who can provide the
sarvice. The recipient may be authorized to use her car, or afriend's car, and be reimbursed for mileage. Providers should
refer recipientsto their human or social services department for additiond information.
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Thereis no recipient copayment for this mode of transportation.

Common Carrier Transportation for Some Medicaid HMO Enrollees

At thetime of the publication of thishandbook, all Medicaid HM Osin Milwaukee County have contractsto provide common
carrier trangportation for their Medicaid enrollees. Trangportation through the HM O isaso limited to atrip to and from
Medicaid-covered services. A few other counties also subcontract with some Medicaid HMOs for common carrier
trangportation services.

If aMedicaid recipient enrolled in an HM O isin acounty other than Milwaukee County, refer her to thelocal county or

tribal human or socid services department. The county or tribal human or socid services department authorizes
trangportation services for HMO enrollees the same as for fee-for-service recipients as described earlier in this appendix.
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Specialized Medical Vehicles
Transportation by common carrier meets the needs of most recipients. However, Wisconsin Medicaid coverstrangportation
by an SMV if therecipient meetsal of thefollowing criteria:

» Therecipientislegdly blind, orindefinitely or temporarily disabled.
*  Cannot use any other means of transportation, as documented in writing by aphysician.

If the recipient does not have a documented disability, refer her to thelocal county or tribal human or social services
department for transportation by common carrier.

Transportation by an SMV isavailable only for tripsto and from aMedicaid-covered service. Providers should refuseto sign
the certification form if they believe the personisnot quaified for SMV transportation or if the recipient has not been
sufficiently evaluated to determine the need for SMV transportation.

For long-distancetravel (morethan 40 milesurban, morethan 70 milesrurdl), the provider needsto get prior authorization
from Wisconsin Medicaid before thetrip. Recipients may call Recipient Services at (800) 362-3002 or (608) 221-5720 for a
list of Medicaid-certified SMV providersintheir areaor for additional information.

Recipients enrolled in aMedicaid HMO should contact the HM O directly.

Thereisa $1 recipient copayment per one-way trip.

Ambulance Transportation

Wisconsin Medicaid covers ambulance transportation only when the recipient cannot be transported by any other meansto
emergency medica care astheresult of illness or accident. In non-emergency situations, Wisconsin Medicaid covers
ambul ance transportation when the recipient’s medical condition preventstransportation to M edicaid-covered services by
any other means. A physician’s prescription isrequired prior to the trip, indicating that an ambulance transfer is necessary.

Thereisa$2 copayment for non-emergency ambulance service.
Reimbursement

Ambulance and SMV transportation for HMO recipientsisincluded in Medicaid HMO contracts. For fee-for-service
reci pients, Wisconsin Medicaid reimburses ambulance and SMV providersdirectly for their services.
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Quick-Reference Transportation Services Guide

Specialized
Common Medical Emergency Non-emergency
Carrier Vehicles Ambulance | Ambulance
Legally blind, Recipients whose
Who is All redipients indefinitely or | Seriously ill or | medical condition
eligible P temporarily injured precludes transport
disabled by any other means
. Physician/ . ..
Authorized/ | County/ . Physician/ physician
certified by | tribal agency physician Not needed extender**
extender*
Contact Cpunty/ SMV company Ambulance Ambulance
tribal agency company company
$1 copayment
Copayment [No copayment | per one-way No copayment i?pcopayment per
trip

*Physician extender includes physician assistants, nurse midwives, and nurse practitioners.
**Physician extender includes dentists, physician assistants, nurse midwives, and nurse

practitioners.
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Appendix 18

Comprehensive Agency Outreach and Case Management Plan
Requirements

Per HFS 105.52, Wis. Admin. Code, an agency must submit an outreach plan to receive certification for providing prenatal
care coordination (PNCC) services. To be approved, the plan must, at a minimum:

1. Document that the agency islocated in the areaiit will serve.

2. Document that the agency employsat least one qualified professiond with at least two years' experience coordinating
servicesfor at-risk or low-income pregnant women.

3. Indicatethat aqualified professiona will be on staff, under contract, or availablein avolunteer capacity to supervisethe
risk assessment and ongoing care coordination and monitoring. Qualified professionasinclude:

- A nurse practitioner licensed as a certified nurse pursuant to s. 441.06, Wis. Stats., and currently certified by the
American Nurses' Association, the National Board of Pediatric Nurse Practitioners and Associates, or the Nurses
Association of the American College of Obstetricians and Gynecologists Certification Corporation.

- A nurse midwife certified under HFS 105.201, Wis. Admin. Code.

- A public health nurse meeting the qualifications of HFS 139.08, Wis. Admin. Code.

- A physician licensed under ch. 448, Wis. Stats., to practice medicine or asteopathy.

- A physician assistant certified under ch. 448, Wis. Stats.

- A dietitian certified or digiblefor registration by the Commission on Dietetic Registration of theAmerican Dietetic
Association with at least two years of community health experience. (Per proposed rule change, the following isaso
acceptable: A dititian certified by the State of Wisconsin [CD] or registered by the American Dietetic Association

[RD] with at least 2 years of community health experience.)
- A certified nurse with at least two years of experience in maternity nursing and/or community health service.
- A socia worker with at least abachelor’s degree and two years of experience in ahedlth care or family services

program. >

- A hedlth educator with amaster’'s degree in health education and at least two years of experience in community health ;;.)
services. =3
X

4. Document that the agency has on staff, under contract, or availablein avolunteer capacity an individual (s) with the
expertise necessary to provide heal th educati on and nutrition counseling. Theindividua must beaqualified professional
as defined above and have the demonstrated ability, based on education or at least one year of experience, to provide
health education and nutrition counsdling.

5. Document that the agency has avariety of techniquesto identify low-income pregnant women. For example, the
agency couldindicatethat it has developed or isin the process of devel oping aworking relationship withlocal hedlth
care and socid service providers, Women, Infants and Children Supplemental Nutrition Program (WIC), theloca
human or socia services department, an Early | dentification of Pregnancy program, and thelocal high school.

6. Identify the name, address, and the tel ephone number of thefollowing local resources:
- WIC.
- Maternal and child health services.

- The county, city, or combined city and county public health agency.
- Child day care services.
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- Mental health and substance abuse (alcohol or other drug abuse) prevention and treatment agencies.
- The county protective service agency.

- Domestic abuse agencies.

- Trandator and interpreter services, including servicesfor the hearing impaired.

- Family support services.

- Transportation services (for example, local county trangportation or volunteer services).

Document that the agency hasidentified Wisconsin Medicaid-certified primary health care providers (e.g., certified
nurse midwives, nurse practitioners, physicians) in the agency’slocality, hasreferral relationshipswith them, and the
providers have agreed to serve the recipients.

Agencieslocated in counties with Wisconsin Medicaid HMOs must have on file asigned copy of aMemorandum of
Understanding (MOU) with each HMO.

Document that the agency has experience dealing with the racial/ethnic group(s) with which it intendsto work. This
documentation could include one or more of thefollowing:

- Records showing the racial and ethnic breakdown of the population that the agency served in the pagt.

- Records showing the agency has devel oped, implemented, and evaluated programs specifically targeted toward
the ethnic/racia group(s).

- Records showing the agency has provided hedlth care services in ageographic area where a significant
percentage of the population was the same as the agency’s targeted racia or ethnic group(s).

- Evidence that the agency’s board of administration hasa significant.amount of representation from the targeted
group(s).

- Lettersof support from minority health service organizations which represent the target groups.

- Evidence of the agency’sability to address pertinent cultural issues such as cultural normsand beliefs, language,
outreach, networking, and extended family relationships.

Describe the agency’s ability to arrange for supportive services provided by other funding sources such as county
trangportation, county protective services, interpreter services, child care services, and housing. Thisdocumentation
should include the methods, techniques, and contacts which will be used to offer and provide assistance in accessing
these services.

Document that the agency hasthe capability to provide ongoing PNCC and monitoring of high-risk pregnant women to
ensure that all necessary services are obtained.

These requirements are the standard certification expectations. Agencies may apply for certification if they do not meet
these standards. Application approva in such cases depends on the agency’s demonstration that it has devel oped reasonable
alternative means to assure adequacy and quality of the PNCC services.

96

Wisconsin Medicaid and BadgerCare ¢ May 2001



Appendix 19

Medicaid Maximum Fee Schedule for Prenatal Care Coordination Services

The following reimbursement rates are effective as of July 1, 2000. The reimbursement rates are subject to change. To
obtain the most current reimbursement ratesin the future, providers may:

*  Purchase apaper schedule by writing to:

WisconsinMedicaid
Provider Maintenance
6406 Bridge Road
Madison, WI 53784-0006

* Download an electronic version from Wisconsin Medicaid's Web site at www.dhfs.state.wi.us/medicaid/ using
ingtructionsfound in the Claims Submission section of theAll-Provider Handbook.

Thefollowing limitationsapply:
e Thelimit for prenatal care coordination (PNCC) services (W7090-W7094) is $868.60 per recipient, per pregnancy.

» Thelimitfor ongoing care coordination and monitoring, health education, and nutrition counseling (procedure codes
W7092-W7094) is$774.02 pex reci pient; per pregnancy.

Maximum allowable fees are effective as of July 1, 2000.

Procedure Code Procedure Description MaX|mu|::1eI;IIowable
£
W7090 Risk Assessment $47.29 3
=
W7091 Initial Care Plan Development $47.29
W7092 Ongomg_Cal_'e Coordination $31.52
and Monitoring
Health Education/Nutrition
W7093 Counseling - Individual $31.52
W7094 Health E_ducatlon/Nutrltlon $6.30
Counseling - Group

Providers are required to bill their usual and customary charges for services provided.
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Glossary of Common Terms

Adjustment

A modified or changed claimthat wasoriginally
allowed, at least in part, by Wisconsin Medicaid.

Allowed claim

A Medicaid or Medicare claim that has at least one
sarvicethat isreimbursable.

Ambulatory prenatal care

Care and treatment for a pregnant woman and her
fetusto protect and promote the woman'’s health and
the healthy development of the fetus.

BadgerCare

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

BadgerCare benefits are identicd to the benefits and
services covered by Wisconsin Medicaid and

recipients health careis administered through the same
ddivery system.

Collateral

A collateral isanyonewho hasdirect supportive
contactswiththerecipient. Collateralsincludefamily
members, friends, service providers, guardians,
housemates, or school officials.

Concurrent care

Evaluation and management services provided by two
or more physiciansto arecipient during an inpatient
hospital or nursing home stay.

CPT

Current Procedural Terminology. A listing of
descriptive termsand codes for reporting medicd,
surgical, therapeutic, and diagnostic procedures. These
codesaredevel oped, updated, and published annually
by the American Medical Association and adopted for
billing purposesby the Health Care Financing
Administration (HCFA) and Wisconsin Medicaid.

DHCF

Divison of Hedlth Care Financing. The DHCF
administers Wisconsin Medicaid for the Department of
Health and Family Services (DHFS) under statutory
provisions, administrativerules, andthe state’s
Medicaid plan. The state'sMedicaid planisa
comprehensive description of the state’'sMedicaid
program that provides the Health Care Financing
Administration (HCFA) and the U.S. Department of
Health and Human Services (DHHS), assurances that
theprogramisadministered in conformity with federal
law and HCFA policy.

DHFS

Wisconsin Department of Health and Family Services.
The DHFS administersthe Wisconsin Medicaid
program. Itsprimary missionisto foster healthy, self-
reliant individualsand familiesby promoting
independence and community responsibility;
grengthening families, encouraging healthy behaviors,
protecting vul nerable children, adults, and families;
preventing individua and socia problems; and providing
services of value to taxpayers.

DHHS

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

The DHHS includes more than 300 programs, covering
awide spectrum of activities, including overseeing
Medicare and Medicaid; medical and socid science
research; preventing outbreak of infectious disease;
assuring food and drug safety; and providing financial
assistancefor low-incomefamilies.

DOS

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

Emergency services

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

Explanation of Benefits. Appearson the providers
Remittance and Status (R/S) Report and informs
Medicaid providers of the status of or action taken on
their claims.

EVS

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

»  Wisconsin Medicaid’ sAutomated Voice Response
(AVR) system.

e Commercia magnetic stripe card readers.

e Commercia personal computer software or
Internet access.

»  WisconsnMedicaid'sProvider Services(telephone
correspondents).

*  Wisconsn Medicaid’s Direct Information Access
Linewith Updatesfor Providers (Dia-Up).

Family-centered care

Family-centered care refers to a provider’s or agency’s
ability to:

*  Treat recipientswith dignity and respect.

e Communicateand shareinformation with recipients
in ways that are affirming and useful.

* Allow recipientsandtheir familiesto build on their
strengths by participating in experiencesthat
enhance fedlings of control and independence.

*  Collaborate between providers, recipients, and
familiesin policy and program devel opment,
professional education, and delivery of care.

Fee-for-service

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

Fiscal agent

The Department of Health and Family Services
(DHFS) contracts with Electronic Data Systems (EDS)
to provide health claims processing servicesfor
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Wisconsin Medicaid, including provider certification,
claimspayment, provider services, and recipient
services. Thefiscal agent alsoissuesidentification
cardsto recipients, publishesinformationfor providers
and reci pients, and maintainsthe Wisconsin Medicaid
Web ste.

HCFA

Health Care Financing Adminigtration. An agency
housed within the U.S. Department of Health and
Human Services (DHHS), HCFA administers
Medicare, Medicaid, related quality assurance
programs, and other programs.

HCPCS

HCFA Common Procedure Coding System. A listing of
services, procedures, and supplies offered by physicians
and other providers. HCPCS includes Current
Procedural Terminology (CPT) codes, national
alphanumeric codes, and local dphanumeric codes. The
national codes are developed by the Hedlth Care
Financing Administration (HCFA) inorder to
supplement CPT |codes:

High risk for adverse pregnancy outcome

A dtuation where apregnant woman requires additional
prenatal care services and follow up because of
medical or nonmedical factorsthat significantly
increasethe probability of having apreterm birth, a
low-birth-weight baby, or other negative birth outcome.

HMO

Health Maintenance Organization. Provides health care
servicesto enrolled recipients.

ICD-9-CM

International Classification of Diseases, Ninth
Revison, Clinical Modification. Nomenclature for al
medical diagnosesrequired for billing. Availablethrough
the American Hospital Association.

Low birth weight
A birthweight lessthan 2500 grams (5.5 pounds).

Maximum allowable fee schedule

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



Medicaid

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

The purpose of Medicaid isto provide reimbursement
for and assure the availability of appropriate medical
care to persons who mest the criteriafor Medicaid.
Medicaid isaso known asthe Medical Assstance
Program, Title X1X, or T19.

Medically necessary

According to HFS 101.03 (96m), Wis. Admin. Code, a
Medicaid servicethat is.

(8 Requiredto prevent, identify or treat arecipient’s
illness, injury or disability; and
(b) Meetsthefollowing standards:

1. Isconsigtent with the recipient’s symptoms or
with prevention, diagnosisor treatment of the
recipient’sillness; injury or disability;

2. Isprovided condstent with standards of
acceptable quality of care applicableto type of
service, thetype of provider andthe setting in
whichthe serviceisprovided;

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

4. Isnot medically contraindicated with regard to
therecipient’sdiagnoses, therecipient’s
symptoms or other medically necessary
servicesbeing provided to the recipient;

5. Isof proven medica value or usefulness and,
consistent with s. HFS 107.035, isnot
experimental in nature;

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

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

8. With respect to prior authorization of aservice
and to other prospective coverage
determinations made by the department, is
cost-effective compared to an dternative
medically necessary servicewhichis
reasonably accessible to the recipient; and

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

POS

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

Preterm birth
A birth before the gestational age of 37 weeks.

R/S Report

Remittance and Status Report. A statement generated
by the Medicaid fiscal agent to inform providers
regarding the processing of their claims.

TOS

Typeof service. A single-digit codewhich identifiesthe
general category of a procedure code.

Prenatal Care Coordination Services Handbook ¢ May 2001 101




P
A
[
N
%)
k=)
(O]

102 wisconsin Medicaid and BadgerCare ¢ May 2001



Index

Billedamounts, 17 Ongoing care coordination and monitoring
Activitiesfor, 11

Care plan Assessment updates, 12
Development of, 10 Care plan updates, 12
Reimbursement of, 10, 12 Collatera contacts, 11
Sampleof, 81 Information and referral, 11
Updatesto, 12 Recipient contacts, 11

Recordkeeping, 12

Clams Frequency of, 13
Electronicclaims, 17 Postpartum services, 13
Follow-upto submission, 19 Provision of servicesin urgent situations, 12
HCFA 1500, see HCFA 1500 claim form
Submissiondeadline, 17 Outreach, 9

Whereto send completed claims, 17
Prenatal care coordination benefit

Copayment, 7 Definition, 5
God,5
Diagnosiscodes, 18 Noncovered services, 16
Duplication of services, 15 Procedure codes, 18, 31
HCFA 1500 Claim Form Recipient digihility, 7
Completed samples, 27, 29
Completioningtructions, 23 Sampleforms
How to obtain, 17 Careplan, 81
Submittal of, 17 HCFA 1500 claim form, 27,29
Informed Consent to Release/Obtain Hedlth Care
Health education and nutrition counseling, 13 Informationform, 79
Memorandum of Understanding form, 87
Initial assessment Prenatal care coordination monthly timelog for
Adminigtrationof, 9 ongoing care coordination and monitoring, 85
Pregnancy Questionnaire form, 61 Referral form, 77
Ordering the Pregnancy Questionnaire, 89
Reimbursement of, 10 Servicetermination, 15
Updatesto, 12
Subcontracting for prenatal care coordination
Maintenance of records services, 6
Generd guiddines, 14
Required documentation, 14, 43-59 Timeunits, 19, 35

Safeguarding recipient information, 15
Typesof quaified professionals, 6
Maximum alowablefee, 18
MaximumAllowable Fee Schedule, 97

Medicaid managed care coverage, 7
Modifiers

Medicaid alowablemodifiers, 31
When to use, 19
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