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Important Telephone Numbers

Wisconsn Medicaid sEligibility Verification System (EV'S) isavail able through the following resourcesto
verify checkwriteinformation, claim status, prior authorization status, provider certification, and/or recipient
eligibility.

Service

Information
Available

Telephone Number

Hours

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

Checkwrite Information
Claim Status

Prior Authorization
Status

Recipient Eligibility*

(800) 947-3544

(608) 221-4247
(Madison area)

24 hours a day/
7 days a week

Personal Computer
Software

and

Magnetic Stripe
Card Readers

Recipient Eligibility*

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

24 hours a day/
7 days a week

Provider Services
(Correspondents
assist with
guestions.)

Checkwrite Information
Claim Status

Prior Authorization
Status

Provider Certification
Recipient Eligibility*

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

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

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

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

(Software
communications
package and
modem.)

Checkwrite Information
Claim Status

Prior Authorization
Status

Recipient Eligibility*

Call (608) 221-4746
for more information.

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

Recipient Services
(Recipients or
persons calling on
behalf of recipients

only.)

Recipient Eligibility
Medicaid-Certified
Providers

General Medicaid
Information

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

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

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

- Dates of eligibility.

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

- Medicare coverage.

- Lock-In Program status.
- Limited benefit information.
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Preface

TheWisconsin Medicaid and BadgerCare Specidized
Medical Vehicle Handbook isissued to Specialized
Medical Vehicle providerswho areWisconsin
Medicaid certified. It containsinformation that applies
to fee-for-service Medicaid providers. The Medicaid
information in the handbook appliesto both Medicaid
and BadgerCare.

Wisconsin Medicaid and BadgerCareareadministered
by the Department of Health and Family Services
(DHFS). Withinthe DHFS, the Division of Health
CareFinancing (DHCF) isdirectly responsiblefor
managing Wisconsin Medicaid and BadgerCare. Asof
January 2003, BadgerCareextendsMedicaid coverage
to uninsured children and parentswith incomesat or
bel ow 185% of thefederal poverty level and who meet
other program requirements. BadgerCarerecipients
receivethe same health benefitsasWisconsin
Medicaidrecipientsand their health careis
administered through the samedelivery system.

Medicaid and BadgerCarerecipientsenrolled 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 arean
HMO network provider, contact your managed care
organization regarding itsrequirements. Information
contained inthisand other Medicaid publicationsis
used by the DHCF to resolve disputes regarding
covered benefitsthat cannot be handled internally by
HMOs under managed care arrangements.

Verifying Eligibility

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

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

Handbook Organization

The Speciaized Medical Vehicle Handbook consistsof
thefollowing chapters:

e Generd Information.

e Covered Servicesand Related Limitations.
e Prior Authorization.

e ClamsSubmission.

Inadditionto the Specialized Medical Vehicle
Handbook, each Medicaid-certified provider isissued a
copy of theAll-Provider Handbook. TheAll-Provider
Handbook includesthefollowing sections.

o~ ClamsSubmission.

.~ Coordination of Benefits.

e Covered and Noncovered Services.
¢ Prior Authorization.

e Provider Certification.

e Provider Resources.

*  Provider Rightsand Responsihilities.
*  Recipient Rightsand Responsibilities.

Legal Framework of
Wisconsin Medicaid and
BadgerCare

Thefollowing lawsand regulations providethelega
framework for Wisconsin Medicaid and BadgerCare:

Federal Law and Regulation

e Law: United States Social Security Act; TitleX1X
(42 USCodess. 1396 and following) and Title
XXI.

* Regulation: Title 42 CFR Parts 430-498 —
Public Health.

Specialized Medical Vehicle Services Handbook & September 2003 7



Wisconsin Law and Regulation Handbooksand Updates, maximum allowablefee
_ . _ . schedules, hel pful tel ephone numbers and addresses,
e Law: Wisconsn Statutes: Sections49.43-49.499 and much moreinformation about Wisconsin

and 49.665. Medicaid and BadgerCare are available at the
* Regulation: Wisconsin Administrative Code, followingWeb sites:

Chapters HFS 101-108. ) ..
www.dhfs.state.wi.us/medicaid/
Handbooks and Wisconsin Medicaid and www.dhfs.state.wi.us/badgercare/.

Badger Care Updates further interpret and
implement theselaws and regul ations. Medicaid Fiscal Agent
The DHFS contracts with afiscal agent, whichis
currently EDS.

8 Wisconsin Medicaid and BadgerCare & September 2003



Wisconsin
Medicaid
reimburses SMV
providers for
transporting
recipients with a
documented
physical or mental
disability that
prevents them
from traveling
safely ina
common carrier
or private motor
vehicle to
Medicaid-covered
services.

General Information

The Specidized Medicd Vehicle Services
Handbook includesinformation for specialized
medical vehicle (SMV) providersregarding
covered services, reimbursement methodol ogy,
and clamssubmissioninformation.

Thepoliciesinthe Specialized Medical Vehicle
Handbook govern services as defined in ss.
49.46, Wis Sats, and HFS101-108, Wis. Admin.
Code, including SMV-specific sections. Refer
to the Covered Servicesand Related Limitations
chapter of this handbook for an explanation of
covered servicesand related limitations.

General Medicaid
Transportation Policy

Wisconsin Medicaid coversthree types of
transportation for eigiblerecipientsgoing toand
from Medicaid-covered services.

»_...Common carrier transportation.
»  Specidizedmedical vehicletransportation.
¢ . Ambulancetransportation.

Common Carrier Vehicles

Common carrier isany mode of transportation,
other than an ambulance or SMV, approved by
the county/tribal social or human services

department.

Specialized medical vehicleprovidersshould
refer recipientswithout acompleted
Certification of Need for Specialized Medical
Vehicle Trangportation formto their county/
tribal socia or human servicesdepartment for
transportation by common carrier. Recipients
without acompleted Certification of Need for
Speciaized Medica Vehicle Transportation
formarenot digiblefor SMV transportation.

Specialized Medical Vehicles

Wisconsn Medicaid reimbursesSMV providers
for transporting reci pients with adocumented
physical or mental disability that preventsthem
fromtraveling safely inacommon carrier or

Specialized Medical Vehicle Services Handbook & September 2003 9

private motor vehicleto Medicaid-covered
sarvices. Refer tothe” Required Documentation
for Specidized Medica Vehicle Trangportation”
section in the Covered Services and Related
Limitationschapter of thishandbook for
information on documenting transportation
necessity.

Ambulance Transportation

Wisconsin Medicaid reimbursesMedicaid-
certified ambulance providersfor transporting
aMedicaid recipient if the recipient suffersfrom
anillnessor injury that preventshim or her
from traveling safely by any other means. Refer
to theAmbulance Services Handbook for
Wisconsin Medicaid’ sambulancepalicy.

Reimbursement

Wisconsin Medicaid reimburses SMV services
at thelesser of thefollowing amounts:

o | Theamountbilled by the provider.
e TheMedicaid maximumallowablefee.

Wisconsin Medicaid reimbursement, less
appropriate copayments and payments by other
insurers, will be considered payment infull.

Provider Certification

Obtaining Specialized Medical
Vehicle Certification

Theprovisionsof HFS 105.39, Wis. Admin.
Code, and the human service vehicle (HSV)
requirementsin ch. Trans. 301, Wis. Admin.
Code, regulate certification for SMV providers
per the Wisconsin Department of Transportation.
Providers should contact their Wisconsin State
Patrol district office for moreinformation on
HSV requirements.

TheWisconsnMedicaid SMV certification
packet contains detailed requirementsfor
certification. Providersarerequired to meet
these requirementsand report necessary
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changesto Wisconsin Medicaid. For more
information on becoming certified, or to obtain
acertification packet, visit theWisconsin
Medicaid Web siteat
www.dhfs.state.wi.usgmedicaid/ or contact
Provider Servicesat (800) 947-9627 or

(608) 221-9883.

Recertification

Wisconsin Medicaid conductsactive provider
recertification, which requiresprovidersto
complete and return recertification packets
within aspecified timeframe. If providersfail
to return recertification materials by the stated
deadline, their Wisconsin Medicaid certification
will end.

Activerecertificationisinitiated by the
Department of Health and Family Services
and is completed every year to ensure accuracy
of Wisconsin Medicaid sprovider dataand to
implement changesin certification requirements.
Wisconsin Medicaid will notify providersat
least 30 days before the recertification packets
aremailed.

Aspart of Medicaid SMV recertification, all
providers must comply with ch. Trans. 301,
Wis. Admin. Code.

Provider Responsibilities

WisconsnMedicaid requiresSMV providers
tofollow thegenera policy guidelinesfor all
Medicaid providersdetailed inthe All-Provider
Handbook. Refer to theAll-Provider Handbook
forinformationregarding:

*  Provider sanctions.

* Recipient requests for noncovered
services.

* Recipientretroactivedigibility.

* Record-keeping requirements.

» Standards for fair treatment of recipients.

e Other state and federal requirements.

Reporting Changes in the Company

Providersarerequired to report thefollowing
changesto Wisconsin Medicaid beforethey
takeeffect:

e Company nameand/or address.
*  Company ownership.
* Vehicleinsurancecarrier or coverage.

Send changesto:
WisconsnMedicad
Provider Maintenance
6406 Bridge Rd
Madison WI 53784-0006

Company Name and/or Address

To report achange in company name and/or
address, providers are required to complete the
Wisconsin Medicaid Provider Change of
Address or Status Form. The form can be found
intheAll-Provider Handbook or onthe
Wisconsin Medicaid Web siteat
www.dhfsistatewi.us'medicaid/ under the
provider formsligting:

Company Ownership

In cases of a.change in company ownership,
HFS105.02(1), Wis. Admin. Code, requires
the prior owner to send noticeto Wisconsin
Medicaid by the time of the effective date of
the change. In accordance with HFS 105.02(2),
Wis. Admin. Code, Wisconsin Medicaid will
automatically terminateitsagreement withthe
provider inthe event of change of ownership. If
the new owner wishesto bedligiblefor
Medicaid reimbursement, heor shemust submit
anew Wisconsin Medicaid certification
goplication.

The new owner must not submit claims under
the prior owner’sMedicaid provider number.
The new owner should request an application
for SMV certification 30 daysbefore the
transfer of ownership occursto avoid alapsein
payment. This30-day period alowstimefor
Wisconsin Medicaid to assgnanew provider
number to the new owner.

10 wisconsin Medicaid and BadgerCare & September 2003
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Wisconsin
Medicaid allows
SMV providers to
transport
recipients with a
new business
vehicle as soon
as the vehicle is
insured and
inspected by the
Wisconsin State
Patrol as
required under
chs. HFS 105.39
and Trans 301,
Wis. Admin.
Code.

Vehicle Insurance Carrier or Coverage
Itistheprovider’sresponsbility toreport and
document changesin vehicleinsurance.
Providers are also required to ensure that a
current Speciaized Medicd Vehiclelnformation
Chart, or equivalent form, isonfilewith
Wisconsin Medicaid (refer toAppendix 1 of this
handbook for asampleform). However,
providers do not need to send copies of
insurance policiesthat have beenrenewed if
there have been no changesin carrier or
coverage.

Providerswho changeinsurancecarriersare
required to submit thefollowing to Wisconsin
Medicad:

e Alltheinformationinthe SMV Provider’s
Vehicle(s) Insurance Documentation
Requirements Checklist (refer toAppendix
2 of thishandbook for a checklist of the
requirements).

* Anupdated Specialized Medical Vehicle
Information Chart.

If insurance coverage changes on any vehicle,
providers are required to-submit a copy of the
new insurance policy or policy amendment to

Wisconsin Medicaid.

Vehicles

WisconsnMedicaidalowsSMV providersto
transport recipientswith anew businessvehicle
assoon asthevehicleisinsured and inspected
by theWisconsin State Patrol asrequired under
chs. HFS 105.39 and Trans 301, Wis. Admin.
Code. Wisconsin Medicaid must receivethe
ingpection andinsurance verification
documentation within 14 calendar daysof the
first date of serviceor providerswill havetheir
reimbursement recouped for thetripsprovided
using that new vehicle beforeWisconsin
Medicaid receivesthedocumentation.

Recipient Information

RecipientEligibility for
Wisconsin Medicaid

Providersshould awaysverify arecipient’s
eligibility beforeproviding services, bothto

determinedigibility for the current dateand to
discover any limitationsto therecipient’s
coverage. WisconanMedicaid' sEligibility
Verification Sysem (EVS) providesdigihility
information that providers can accessanumber
of ways.

Refer to the Important Tel ephone Numbers
page at the beginning of thishandbook for
information onthemethodsof verifyingdigibility.
Refer to theAll-Provider Handbook for more
informeation about these methods of verifying
recipientdigibility.

Special Benefit Categories

SomeMedicaid recipientscovered under specia
benefitscategorieshavelimited coverage.
Medical status codesreceived throughtheEVS
identify recipientswith limited benefits.
Providersmay refer to theAll-Provider
Handbook for moreinformation onthedifferent
special benefitscategories.

Medicaid Managed Care Coverage

Theinformationin thishandbook appliesto
fee-for-servicerecipientswho receive SMV
transportationto Medicaid-covered services.
Medicaid HM Osmay havedifferent policies
regarding SMV sarvicesfor recipientsenrolled
inaMedicad HMO. For Medicaid HMO or
managed care policy, contact the appropriate
managed careorganization. WiscondanMedicad
HMOsarerequiredto provide at least the same
benefitsasthose provided under fee-for-service
arrangements.

Recipient Eligibility Requirements for
Specialized Medical Vehicle Services

Asdgated in HFS 107.23(1)(c)2, 3, and 4, Wis.
Admin. Code, Wisconsin Medicaid covers
SMV transportationfor Medicaid recipients
who meet both of thefollowing criteria

»  Need transportation to obtainaMedicaid-
covered service.

* Arelegaly blind or temporarily or
indefinitely disabled totheextent that
they cannot safely use another type of
transportation, asdocumented inwriting
by anurse midwife, nurse practitioner,

Specialized Medical Vehicle Services Handbook & September 2003 11
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physician, or physicianassistant. This
documentation must be provided on the
Certification of Needfor Specialized
Medical VehicleTransportationform.
This documentation must be renewed
annually for recipientswho arelegally
blind or indefinitely disabled. For
recipientswho aretemporarily disabled,
the documentationisvalid for no more
than 90 days from the date the
documentationissigned.

In accordance with HFS 107.23(1)(c)1, Wis.
Admin. Code, Wisconsin Medicaid defines
“indefinitely disabled” asachronic, debilitating
physical impairment whichincludesaninability
to move about without persona assistanceor
mechanical aids (for example, awhed chair,
walker, or crutches) or amental impairment
whichincludesaninability toreliably and safely
use common carrier transportation because of
organic conditionsaffecting cognitiveabilities
or psychiatric symptoms that interfere with the
recipient’s safety or that might result in unsafe
or unpredictablebehavior.

Wisconsin Medicaid doesnot reimbursefor
SMV transportation used for any purpose other
than trangportation to and from Medicaid-covered
services. Recipientswho do not qualify for

SMV transportation should contact their
county/tribal socia or human services
department for assstancewiththeir
transportation needswhen appropriate.

Temporarily Disabled Recipients

All temporarily disabled recipients(for example,
reci pients recovering from an accident or
illness) arerequired to haveaCertification of
Need for Specidized Medical Vehicle

Transportation form describing the disability,
including astatement regarding the specific
problem which prevents the safe usage of
common carrier transportation (asstated in HFS
107.23[1][c] 3, Wis. Admin. Code) and the
expected number of daystherecipientwill be
digiblefor SMV trangportation.

For temporary disabilities, the Certification of
Need for Specidized Medica Vehicle
Transportation formisvalid for no morethan
90 daysfrom thedateit was signed. Recipients
arerequired to obtain an updated Certification
of Needfor Specidized Medica Vehicle
Trangportation form upon expiration of the
formif further trangportation isneeded. Refer
to " Required Documentation for Specialized
Medica Vehicle Transportation” inthe Covered
Servicesand Related Limitations chapter of this
handbook for moreinformation onthe
Certification of Need for Specialized Medical
VehicleTransportation form.

Copayment

Wisconsin Medicaid requiresSMV providers
torequest copayments from recipientsfor
SMV services. An SMV provider isrequired
to request a.copayment of $1.00 for each time
arecipient istransported and abase rateis
billed, unlesstherecipient fallsunder one of the
exemptionsliged intheAll-Provider Handbook.
Providers may not deny servicesto arecipient
who fails to make a copayment. For more
information on copayments, exemptions, and
copayment collection, refer to theAll-Provider
Handbook.

12 wisconsin Medicaid and BadgerCare & September 2003
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In accordance with
HFS 107.23(3)(b)5,
Wis. Admin. Code,
Wisconsin
Medicaid covers
SMV trips to
nonmedical
facilities only if the
recipient receives
a Medicaid-
covered service at
the facility on the
date of transport.

Covered Services and Related

Limitations

Thischapter contai nsinformation about covered
specialized medical vehicle(SMV) services
andther limitationswithin Wisconsn Medicaid,
in accordancewith HFS 107.23, Wis. Admin.
Code. Thetopicsoutlinedinclude:

» Coveredservices.

e Trip elements.

*  Required documentationfor SMV
transportation.

» Formsused for documenting SMV
transportation.

* Noncoveredservices.

Covered Services

Allowed Destinations

Wisconsin Medicaid covers SMV- servicesif
thetransportation isto afacility where the
recipient recelves Medicaid-covered services,
and therecipient meetsthedigibility
requirementslisted previoudly inthishandbook.

Specidized medical vehicleprovidersare
strongly encouraged to obtain verification of
the medical nature of the trip for the purpose
of afuture audit by obtaining asigned statement
from the medical serviceprovider or hisor her
authorized representative. Providers may use
the Specialized Medica Vehicle Transportation
Trip Ticket/Medical Care Verificationform
(refer to Appendix 6 of this handbook), or its
equivalent, and retain thisformin their records.
Refer to “ Required Documentation for
Specidized Medica Vehicle Transportation” in
this chapter for more information on how to
document the medical nature of thetrip.

Pharmacies

Wisconsin Medicaid doesnot cover tripsto
destinationswhere a prescription or other
medical suppliespick-upistheonly Medicaid-
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covered service. However, SMVsmay stop at
pharmaciesenrouteto or from Medicaid-
covered servicesto pick up prescriptions.
Providers may submit aclaimfor waiting time
if they stop at a pharmacy en route to or from
M edicaid-covered servicesto pick-up
precriptions.

Transportation to Nonmedical Facilities

In accordance with HFS 107.23(3)(b)5, Wis.
Admin. Code, Wisconsin Medicaid covers
SMV tripsto nonmedical facilitiesonly if the
recipient receives a Medicaid-covered service
at thefacility on the date of transport.

Transportation by Cot or Stretcher

Speciaized medical vehicleprovidersmay
trangport recipientson cotsor stretchersif they
meet all of thesecriteria:

e _Anursemidwife, nursepractitioner,
physician, or physician ass stant prescribes
trangportation by cot or stretcher for the
recipient (HFS107.23[1][c]4, Wis. Admin.
Code).

* TheSMYV isequipped with afastener
assembly which securesthe cot or
stretcher to the side and the floor during
transport. The cot or stretcher may not
be secured to any door (HFS
107.23[3][b] 10, Wis. Admin. Code).

* Therecipientismedically stable. The
SMYV personnel may not monitor or
administer any nonemergency medical
services or procedures during transport

(HFS107.23[3][b] 10, Wis. Admin. Code).

Speciaized medical vehicleprovidersareaso
required to indicate the use of acot or stretcher
onthe Specidized Medical Vehicle
Transportation Trip Ticket/Medical Care
Verificationform. Refer to Appendix 6 of this
handbook for a copy of the form.
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Additional Attendant

In accordancewith 107.23(3)(b)3, Wis. Admin.
Code, Wisconsn Medicaid coversthe services
of asecond or third SMV attendant if:

* Therecipient’scondition requiresthe
presence of another person for restraint or
lifting (for example, if therecipientisbeing
transported by cot or stretcher).

* The provider has obtained a statement
of the appropriateness of the second
attendant. The statement must be in
writing and must be obtained from the
nurse midwife, nurse practitioner,
physician, or physician assistant who
signed the Certification of Need for
SpeciadizedMedical Vehicle
Transportation form. The statement may
beincluded on the Certification of Need
for Specialized Medical Vehicle
Transportationform. Wisconsin
Medicaidwill not accept the Certification
of Needfor Specialized Medical V.ehicle
Transportation form inlieuof a
statement.

e TheSMYV provider retainsa copy of the
statement in his or her records.

Theadditional attendant’s name must be stated
onthe Specialized Medical Vehicle
Trangportation Trip Ticket/Medical Care
Verification form. Refer to Appendix 6 of this
handbook for acopy of thisform.

TripElements

A trip consists of the distance from the point of
reci pient pickup to therecipient’ sdestination
point. For example, if arecipient ispicked up at
hisor her home and istransported to aclinic,
one trip has been completed when the recipient
isdropped off at theclinic. Refer toAppendices
17-31 of thishandbook for examplesof different

trips.
Wisconsin Medicaid coversmileagefor the

shortest, most direct route from the point of
reci pient pickup to therecipient’ sdestination.

Base Rate

TheSMV baserate coversthefollowing

SEVices

e Digpatch of the SMV to therecipient pick-
up point.

» Escort of the recipient to and from the
door of the recipient’s pick-up point and
hisor her drop-off point.

e Thefirstfivemilestraveled by the SMV
beginning at therecipient’ s pick-up point.

Providers may not submit claimsfor additional
chargesto Wisconsin Medicaid if they choose
to assist arecipient inside the pick-up or drop-
off point.

Mileage

“Mileage’ isthe distance traveled beyond the
first five milesincluded in the baserate.

Unloaded Mileage

“Unloaded mileage” isthe distancetraveled
without a passenger (regardless of whether or
not that passenger isaMedicaid recipient) to
pick uptherecipient for trangport to or from
M edicaid-covered services. Wisconsin
Medicaid reimbursesfor unloaded milesge
under thefollowing circumstances:

* TheSMV travelsempty morethan 20
milesby the shortest route availablefrom
thedispatch point (i.e., SMV starting
location) to therecipient’slocation.
Unloaded mileageisnot reimbursed for
travel lessthan 20 miles.

*  Unloaded mileageisreimbursed only once
whenmultiplerecipientsarebeing carried
ononetrip.

*  Unloaded mileageisnot reimbursed for an
SMV returning empty to itshome base.

Refer to Appendix 24 of thishandbook for an
exampleof atrip with unloaded mileage.
Providersare a so required to indicate unloaded
mileage onthe Specidized Medicd Vehicle
Transportation Trip Ticket/Medical Care
Verificationform.
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A trip consists of
the distance from
the point of
recipient pickup to
the recipient’s
destination point.



Specialized
medical vehicle
providers who
submit claims for
waiting time are
required to
physically wait at
the location
where the
recipient receives
the medical
service.

Multiple Carry Trips

“Multiplecarry” refersto thetransportation of
more than one Wisconsin Medicaid recipient at
the sametime. Refer to the Claims Submission
chapter of thishandbook for information on
submitting claimsfor multiplecarry trips.

Providersarerequired to indicate on the
Speciadized Medical Vehicle Transportation
Trip Ticket/Medical Care Verificationform
whether there are multiple riders and the name
of the primary rider. Refer to Appendix 21 of
this handbook for an example of amultiple carry
trip.

Waiting Time

“Waiting time’ refersto time spent by the SMV

provider waiting for the recipient to return to

the vehicle while the recipient receives medica
services, Wisconsin Medicaid reimbursesfor
waitingtime:

»  Foronly onerecipient, evenif thedriver
waitsfor multiple recipientsat onelocation:

* For up to amaximum of six hours per
recipient per date of service (DOS).

*  When a second base rate for the return
trip/for that recipient, orany other
recipient for whom the provider waited,
isnot billed.

*  When both a“to” and “from” trip
occurs. For example, if an SMV
transports arecipient from hometo a
clinic, waitsat theclinic, and then
transportstherecipient fromtheclinicto
home.

Providers are required to indicate the starting
and ending times of any waiting time onthe
Specidized Medica Vehicle Trangportation Trip
Ticket/Medical Care Verification form. Refer
to Appendix 6 of this handbook for asample
form.

Speciaized medica vehicleproviderswho
submit claimsfor waitingtimearerequired to
physically wait & thelocationwheretherecipient
receivesthemedical service. Theprovider may
not perform any other trangportsor activities
during thewaiting time. Refer toAppendix 17
of thishandbook for an example of atripwith
waitingtime,
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Required Documentation
for Specialized Medical
Vehicle Transportation

HFS106.02(9), Wis. Admin. Code, requires
Wisconsin Medicaid providersto maintain
adequate documentation to substantiate their
claimsfor reimbursement for at least five years
after the date of payment for their services,
evenif they are no longer Wisconsin Medicaid
SMV providers. Providers must prepare and
maintain truthful, accurate, complete, legible,
and concise documentation and records. In
addition to the documentation requirements
specified under HFS 106.02(9), Wis. Admin.
Code, providersarerequired to maintain the
followinginformetion:

*  Necessty for SMV transportation.
* Tripinformation.

e Vehicleinformation.

e Driver information.

Necessity for Specialized Medical
Vehicle-Transportation

To document the necessity for SMV
trangportation, providersarerequiredto
maintain acopy of therecipient’sCertification
of Needfor Specidized Medica Vehicle
Trangportationform. WisconsnMedicaid
requiresthat theform becompletely filled out
and signed by anurse midwife, nurse
practitioner, physician, or physician assistant.
Refer to the“Forms Used for Documenting
Speciaized Medica VehideTrangportation”
section of thischapter for more information on
the Certification of Need for Specidized
Medical Vehicle Trangportation form.

Trip Information

Wisconsin Medicaid requiresprovidersto
maintai n documentation of every transport,
incdludingthe:

e Dateof service.

e Driver'sname.

* Nameand Medicaididentification
number of each person carried.

* Vehicleidentification number.
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* A statement from therecipient’ snurse
midwife, nursepractitioner, physician, or
physician assistant about the
appropriatenessof theadditional
attendant or cot or stretcher (if additional
attendant or cot or stretcher are needed).

* Namesof additional attendants (if
additional attendants are used).

»  Beginning and ending timesfor waiting
time and total amount of waiting time (if
waiting time occurs).

*  Full odometer readings (to the tenth of a
mile) from the beginning and end of the
trip.

*  Pick-up and drop-off addresses and times.

» Thetypeof facility to which the recipient
is transported or the reason for the trip.

Refer to the“ Specialized Medical Vehicle
Trangportation Trip Ticket/Medical Care
Verification Form” section of thischapter for
moreinformation on forms used to document
tripinformation.

Vehicle Information

Wisconsin Medicaid requiresprovidersto
maintainthefollowing vehicleinformation:

* A copy of the current (approva must be
within past 12 months) Wisconsin
Department of Transportation (DOT)
Motor Bus’Human Service Vehicle
Inspection Report (DOT form SP4162) for
eschvehicle.

»  Documentation showing that an assigned
driver or mechanic has inspected each
vehicle at least every seven days to
ensure proper functioning of thevehicle
(HFS 105.39[2][b], Wis. Admin. Code).
Refer to Appendix 4 of this handbook
for a copy of the Weekly Driver's
Vehicle Inspection Report that may be
used for thisdocumentation.

* Acurrentlist of certified vehiclesused to
transport Medicaid recipients. Refer to
Appendix 1 of this handbook for a copy

of the Specialized Medical Vehicle
Information Chart that may be used to
maintainthislist.

e Proof of insurancefor each vehicle.
Refer to Appendix 2 of this handbook
for information on proof of insurance
for SMVs.

Providerswith anew businessvehiclemay
trangport recipientsassoon asthevehicleis
insured and i nspected by theWisconsin State
Patrol asrequired under chs. HFS 105.39 and
Trans 301, Wis. Admin. Code.

However, Wisconsin Medicaid must receivethe
ingpection andinsurance verification
documentation within 14 calendar daysof the
first DOS. If the required documentation isnot
received within 14 calendar daysof thefirst
DOS, providerswill havetheir reimbursement
recouped for thetrips provided using that new
vehiclebeforeWisconsin Medicaid receivesthe
documentation.

Referto Specidized Medica Vehicle
Information Chart” in thischapter for more
informationon how todocument vehicle
information.

Driver Information

Wisconsin Medicaid requiresprovidersto
maintainacurrent list of al drivers. Thelist
must includethefollowinginformation for each
driver:

* Nameand address.

e License number, restrictions (if any),
and expiration date.

* License type.

Inaddition, providersmust maintain
documentation showing that each driver has
received al of thefollowing:

* RedCrossorequivadenttraininginfirstaid
cardiopulmonary resuscitation (CPR).

* Refreshertraininginfirstaid at least
every three years and maintains current
CPR certification.
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Medicaid requires
providers to
maintain a current
list of all drivers.



Providers are
required to use
an exact copy of
the Certification
of Need for
Specialized
Medical Vehicle
Transportation
form exactly as it
appears in
Appendix 5 of
this handbook.

e Specificinstructionintheuseof lifts,
ramps, and restraint devices.

e Specificinstruction on the care of
passengersin seizure.

Refer to* Specialized Medical VehicleDriver
Information Chart” inthischapter for more
information on how to document driver
information.

Forms Used for
Documenting
Specialized Medical
Vehicle Transportation

Appendices 1 and 3-6 of thishandbook contain
thefollowing formsthat can be photocopied
and used to record the required information:

»  Specidized Medicd VehicleInformation
Chart.

e Specialized Medical VehicleDriver
Information Chart.

»  Weekly Driver’sVehicle Inspection
Report.

»  Certification of Need for Specialized
Medical VehicleTransportation form.

*  SpecializedMedica Vehicle
Transportation Trip Ticket/Medical Care
Verificationform.

Providers are required to use an exact copy of
the Certification of Need for Speciaized
Medical Vehicle Trangportationformexactly as
it appearsin Appendix 5 of thishandbook. For
all other forms, providersmay choose either to
usethe formsin this handbook or to develop
their own. If providersdevelop their own
forms, they must contain all the same elements
astheWisconsin Medicaid versions. Wisconsin
Medicaid may recoup payment if providersfail
to maintain adequate recordsto support each
dam.

Specialized Medical Vehicle
Information Chart

Provision of theinformation requested onthe
Specidized Medicd Vehiclelnformation Chart
ismandatory, in accordance with HFS 105.39,
Wis. Admin. Code. Providers may usetheform
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provided inAppendix 1 of thishandbook to
document vehicleinformation or to develop
their ownform, aslong asit containsall the
information ontheWisconsin Medicaid version.

Specialized Medical Vehicle Driver
Information Chart

Theinformation onthe Specialized Medica
Vehicle Driver Information Chart ismandatory
in accordance with HFS 105.39, Wis. Admin.
Code. Providers may usethe form provided in
Appendix 3 of thishandbook to document
driver information or they may develop their
ownform, aslong asit containsall the
information ontheWisconsnMedicaid version.

Weekly Driver’s Vehicle Inspection
Report

Theinformation on the Weekly Driver’'sVehicle
Inspection Report is mandatory, in accordance
with HFS 105.39, Wis. Admin. Code. Providers
may usethe form provided in Appendix 4 of
thishandbook to document vehicleinformation
or develop their own form, aslong asit contains
altheinformation on theWisconsn Medicaid
verson.

If providers plan to use their own version of
thisform, it must be reviewed and approved by
Wisconsin Medicaid prior to use. Submit the
aternate version of theformto:

WisconanMedicaid
Provider Maintenance
6406 Bridge Rd

M adison WI 53784-0006

Wisconsin Medicaid will notify theproviderina
|etter that Wisconsin Medicaid received and
approved the form. An effective date for the
aternateversion of theformwill beincludedin
theletter.

Certification of Need for Specialized
Medical Vehicle Transportation Form

All SMV tripsrequireacompleted Certification
of Needfor Specidized Medica Vehicle
Transportation form, including nursing home
and hospital dischargetrips. The Certification of
Need for Specidized Medica Vehicle
Transportation formisused to verify that, in

suone)wI] payeey

(@)
(=)
<
@
=3
(1)
o
w
()
=
s.
Q
D
(%2
j<b)
>
o



©
C w0
c C
n O
q_)-l—‘
o8
c €
5
S B
O =
o 8
S O
o
(@]

thejudgement of amedical professionad, the
M edicaid recipient being transported by SMV
truly requires SMV transportation and cannot
safely travel by common carrier. Refer to
Appendix 5 of this handbook for acopy of the
required Certification of Need for Specidized
Medica VehicleTransportationform.

It isthe recipient’s responsibility to provide
the SVIV provider with a copy of the
Certification of Need for Specialized Medical
\ehicle Trangportationform. To help explain
thisresponsbility torecipients, SMV providers
may photocopy theletter in Appendix 7 of this
handbook and distributeit to each recipient.

Form Completion and Maintenance

In order for Wisconsin Medicaid to reimburse
SMV providersfor services, the providers
must maintain acompleted Certification of Need
for Speciaized Medical Vehicle Trangportation
formintheir recordsfor each recipient
trangported. Refer to Appendix 5.of this
handbook for acopy of thereguired
Certification of Need for Specialized Medical
Vehicle Trangportation form:

A completed Certification of Need for
Speciadized Medica Vehicle Transportation
formisrequiredto beintherecipient’sfile
within 14 working daysafter the dateitissgned
and beforeany daimissubmitted (HFS
107.23[1][c]2 and 3, Wis. Admin. Code).

Theform requires asignature from one of the
following medical careproviders:

*  Nursemidwife.

* Nursepractitioner.
» Physician.

e Physicianassistant.

Themedical care provider may approve SMV
trangportation by telephone. In cases of
telephone approval, HFS 107.23(3)(b) 1, Wis.
Admin. Code, requiresthat the SMV provider

obtainacompleted Certification of Need for
Speciaized Medica Vehicle Transportation
form by whichever of thefollowing deadlines
comesfirst:

*  Within 10 working daysof themedical
provider’ stelephoneapprova for SMV
service.

*  Prior tosubmitting aclaim for theSMV
service.

Specialized Medical Vehicle
Transportation Trip Ticket/
Medical Care Verification Form

Wisconsin Medicaid requiresthat providers
completeaSpecialized Medicd Vehicle
Transportation Trip Ticket/Medical Care
Verification form (or equivaent form) for each
transport. Completing themedical care
verification section ontheformisoptiond.
Providersmay usetheform providedin
Appendix 6 of thishandbook or develop their
own form.If providers chooseto develop their
own form,.itmust containthe sameinformation
astheWisconsin Medicaid form. Where
odometer readings are requested on'theform,
providersmust usetheactual full odometer
reading including tenthsof amile. No other
mileage cal culationssuch astripometers, grid
maps, or city block calculationsetc. will be
accepted.

Prescriptions for Extended Travel
Recipients are required to have a prescription
fromoneof thefollowing medica careproviders
to submit with aprior authorization (PA)
request for SMV tripsthat will havetravel
beyond the upper mileagelimits:

»  Chiropractor.

e Dentist.

e Familyplanningclinic.
» HeathCheck agency.
*  Nursemidwife.

18 wisconsin Medicaid and BadgerCare & September 2003

A completed
Certification of
Need for
Specialized Medical
Vehicle
Transportation
form is required to
be in the recipient’s
file within 14
working days after
the date it is
signed and before
any claim is
submitted (HFS
107.23[1][c]2 and
3, Wis. Admin.
Code).



Specialized
medical vehicle
providers are
required to retain
a copy of the
prescription for
extended travel in
their records.

*  Nursepractitioner.
»  Optometrist/optician.

e Physician.
* Physicianassistant.
* Podiatrist.

Refer to the Prior Authorization chapter of this
handbook for moreinformation on PA to
exceed upper mileagelimits.

Each separate medical servicedestinationwith
extended travel requires a separate prescription.
The Certification of Need for Specialized
Medical Vehicle Trangportationformisnot a
prescription for extended travel.

Speciaized medical vehicleprovidersare
required to retain a copy of the prescription for
extended travel intheir records. The
prescription must besigned by thereferring
provider. Theprescription must specify:

e Thename of the health care provider or
facility towhichtherecipientisreferred,
and thecity inwhichit islocated:

» Theservice being provided.

* . Thelength of timethe recipient will need
the service. Thelength of time cannot
exceed 365 daysfortegally blind or
indefinitely disabled recipientsand
cannot exceed 90 days for temporarily
disabledrecipients.

Noncovered Services

Asspecifiedin HFS 107.03 and HFS 107.23,
Wis. Admin. Code, Wisconsin Medicaid does
not rembursefor:

*  Specidized medica vehicleservices
provided without avalid and completed
Certification of Need for Speciaized
Medical VVehicle Transportation form.

e Transportation of arecipient’spersona
belongingsonly.

e Chargesfor arecipient’sfallureto cancel a
scheduledtrip.
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e Sdestax.

e Transportationto alocation whereno
Medicaid-covered servicewasprovided at
destination or pick-up point.

e Transportation of lab specimens.

e Extrachargesfor nights, weekends, or
holiday services.

e Unloaded miles(whenthedistancefrom
the SMV dispatch point to thefirst pick-up
pointis20 milesor less).

e Payment for transport of arecipient’s
relatives, friends, and attendants.

e Payment for transport provided by the
recipient’sfriendsor relatives.

e Chargesfor “excessvemileage’ resulting
fromindirect routesto and from destinations.

e Tripsthat extend beyond the upper mileage
limitswithout PA. Refer to the Prior
Authorization chapter of thishandbook for
moreinformation on exceeding upper
mileagelimits.

e Transportation of an ambulatory recipient
(except thosewith mental impairment
describedin HFS 107.23[1][c] 1., Wis.
Admin. Code) to amethadoneclinicor a
physician clinic solely to obtain methadone,
drug counsdling, or urinaysis.

e Transportation by SMV to apharmacy to
pick up prescriptionsor other medica
upplies.

*  Trangportation by SMV solely tocompel a
reci pient to attend therapy, counseling, or
any other Medicaid-covered service.

School-Based Services

Asstated in 107.36(1)(h), Wis. Admin. Code,
Wisconsin Medicaidwill not reimburse SMVs
for transporting achild to school or another
location to receive Individualized Education
Program (IEP) medical serviceswhenthat
transportationisinthechild’'sIEP.
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AnlIEPisawritten statement for achild with a
disahility that isdevel oped, reviewed, and
revised in accordancewith s. 115.787, Wis.
Stats. ThelEP guidesthedelivery of specia
education supportsand servicesfor achild with
adisahility.

When SMV servicesarein achild’s|EP, the
child'sschool district or Cooperative
Educational ServiceAgency isresponsiblefor
submitting claimstoWisconsin Medicaid for the
service under the school -based services benefit.
Wisconsin Medicaid may reimburse SMVsfor
transporting achild from and to school for a
medica appointment, such asadoctor’s
appointment, whenthe medical careand
transportation arenot in the child’'s1EP.
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Specialized
medical vehicle
providers are
required to have
PA for trips that
extend beyond the
upper mileage
limits before
delivery of that
service.

Prior Authorization

Thischapter containsinformation on:

e Wisconsin Medicaid requirementsfor prior
authorization (PA).

»  Specialized medical vehicle(SMV)
services requiring PA.

* Prescriptionsfor extended travel.

* RequestingPA fromWisconsnMedicaid.

General Requirements

Wisconsin Medicaid doesnot reimbursefor
services that require PA if the services are
provided:

*  Without PA.

» Before the grant date on the Prior
Authorization Request Form (PA/RF).

» After the expiration date on the PA/RF.

If arecipient requests anoncovered service,
including services for which aPA has been
denied, thentherecipient isresponsiblefor
payment only if the provider informsthe
recipient prior to performing the servicethat it
isanoncovered service and, therefore, the
recipient will beresponsiblefor the payment
(HFS104.01[12][c], Wis. Admin. Code).

Prior authorization does not guarantee
reimbursement. Provider eigibility, recipient
eligibility, and medical statuson thedate of
sarvice (DOS), aswell asal other Medicaid
requirements, must be met beforethe claimis

paid.

Services Requiring Prior
Authorization

For SMV services that extend beyond the
upper mileagelimit, SMV providersneeda
separate PA for transportation to each location.
Refer to Appendix 8 of thishandbook for
PA/RF completioninstructions.
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Extended Travel

Speciaized medical vehicleprovidersare
required to have PA for trips that extend
beyond the upper mileage limits before
delivery of that service.

Over 40 Miles

HFS107.23(2)(f), Wis. Admin. Code, requires
PA for any one-way SMV trip over 40 milesif
thetrip beginsin oneof thefollowing counties:

e Brown.

e« Dane

e FonddulLac.
e Kenosha

e LaCrosse

 Manitowoc.
e _Milwaukee.

e | Outagamie.
e Sheboygan.
*  Racine.

*  Rock.

*  Winnebago.

Over 70 Miles

Wisconsin Medicaid requires PA for any one-
way SMV trip (SMV mileage or SMV
multiple-carry mileage procedure codes) that is
over 70 milesif thetrip beginsinany Wisconsin
county other than those listed above.

Hospital or Nursing Home Discharge
Trip

Wisconsin Medicaid does not require PA for
SMV transportation for ahospital or nursing
home discharge trip regardiess of mileage.
However, the recipient must meet the
requirements for SMV services.
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Prescriptions for
Extended Travel

To obtain PA for an SMV trip that extends
beyond the upper mileagelimits, Wisconsin
Medicaid requires that the recipient have a
prescription signed by one of thefollowing

provider types:

»  Chiropractor.

* Dentist.

»  Family planning agency.
» HeathCheck agency.

*  Nursemidwife.

* Nursepractitioner.

»  Optometrist/optician.

* Physician.
e Physicianassistant.
e Podiatrist.

Specidized medical vehicleprovidersare
required to retain acopy of this prescription for
extended travel for usein PA requests. The
referring health care provider must sign and
date the prescription within-one year of the
date of receipt by Wisconsin Medicaid and
Specify:

» Thename of the health care provider or
facility andthecity inwhichitislocated.

*  Theservice being provided.

* Thelength of timethe recipient will
need the service. The length of time
cannot exceed 365 daysfor legally blind
or indefinitely disabled recipientsand
cannot exceed 90 days for temporarily
disabled recipients.

Theprescriptionisrequiredin additiontothe
Certification of Need for Specialized Medical
VehicleTransportation form. Wisconsin
Medicaid will not accept the Certification of
Need for Specidized Medica Vehicle
Trangportation form asaprescription.

Specialized medical vehicleproviders
determine if PA is needed based on the upper
mileagelimits. However, Wisconsin Medicaid
grants PA for acertain number of DOS, not for
acertain number of miles.

Requesting Prior
Authorization

Providersmay request PA electronicaly using
Specidized TransmissonApprova

Technol ogy-Prior Authorization (STAT-PA), by
fax, or by mail.

STAT-PARequests

The STAT-PA system allowsWisconsin
Medicaid-certified SMV providersto receive
PA electronicdly, rather than by fax or mail.

Providers can access the STAT-PA system
through:

*  Persona computer.
» Touch-tonetelephone.
*  Thetelephone help desk.

The STAT-PA system is available Monday
through Friday, 8:00 am. to 9:00 p.m. Refer to
Appendices 13 and 14 of this handbook for a
blank STAT-PA waorksheet with step-by-step
instructions.

Prior Authorization Requests by Fax
or Mail

Providers may.submit their PA requeststo
Wisconsin Medicaid by fax or mail using the
PA/RF and Prior Authorization Specialized
Medica VehicleAttachment (PA/SMVA). Refer
to Appendices 8-12 of thishandbook for
sample PA formsand completion instructions.

Faxed requests may be submitted to

(608) 221-8616. To avoid delayed
adjudication, do not fax and mail duplicate
copiesof thesame PA/RFs. Refer toAppendix
15 of thishandbook for further guidelineson
submitting PAs by fax. Refer to the Prior
Authorization section of theAll-Provider
Handbook for information on PA deadlinesand
responsetime.
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Providers may
submit their PA
requests to
Wisconsin Medicaid
by fax or mail using
the PA/RF and Prior
Authorization
Specialized Medical
Vehicle Attachment
(PA/SMVA).



Speciaized medica vehicleprovidersmay aso
request PA by mail by sending completed
formsto:

WisconsnMedicaid

Prior Authorization

Ste 88

6406 BridgeRd

Madison WI 53784-0088

Providersmay order PA formsby writing to:

WisconanMedicaid
Claim Reorder

6406 Bridge Rd

M adison WI 53784-0003

Please specify the type and quantity of forms
needed. Reorder forms are included with each
shipment; do not reorder by telephone.
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All'claims,
whether electronic
or paper, are
subject to the
same Medicaid
processing and
legal
requirements.

Claims Submission

Thischapter containsinformation onclaims
submission for specialized medical vehicle
(SMV) sarvices, including:

»  Coordination of benefits.

* Usual and customary fees.

e Claimssubmission procedures.

»  Claimform components.

* How tosubmit claimsfor special
Stuations.

Coordination of Benefits

Wisconsin Medicaid isgenerally the payer of
last resort and reimburses the portion of the
allowable cost remaining after all other third-
party sources have been used.

Refer to the Claims Submission section of the
All-Provider Handbook for more detailed
information on servicesrequiring third-party
billing, exceptions; and the* Other Insurance
Discrepancy- Report.”

Usual and Customary Fees

Providersarerequired to bill their usua and
customary charges for services provided. The
usua and customary charge isthe amount
charged by the provider for the same service
when provided to non-Medicaid patients. For
providersusing adiding fee scalefor specific
services, the usud and customary chargeisthe
median of theindividua provider’schargefor
the service when provided to non-Medicaid
patients.

For each covered service, Wisconsin Medicaid
shdl pay the lesser of aprovider’susua and
customary charge and the maximum allowable
feeestablished by WisconsnMedicaid.
Wisconsin Medicaid reimbursement, less
appropriate copayments and payments by
other insurers, will be considered paymentin
full.
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Claims Submission
Procedures

All claims, whether electronic or paper, are
subject to the same Medicaid processing and
legal requirements. For moreinformation, refer
totheAll-Provider Handbook.

Electronic Claims Submission

Specialized medical vehicleprovidersare
required to receive Department of Health and
Family Services (DHFS) approva before they
may use electronic claimssubmission. The
DHFSrequiresthat all SMV providers be
audited before receiving thisapproval . Once
an audit is completed, providersreceive aletter
from the DHFS notifying them whether or not
they aredigibleto begin eectronicclams
submission. If providersaredligible, theletter
will containinstructionson how to proceed
Setting up-electronicclaimssubmission.

Providers are encouraged to submit claims
electronically if that optionisavailableto them.
Electronic clamssubmission:

e Adaptstoexigting systems.

* Allowsflexiblesubmission methods.

e Improvescashflow.

» Offersefficient and timely payments.

* Reducesbothbillingand processing
errors.

* Reduces clerical effort.

Wisconsin Medicaid providesfree software for
billing e ectronically. For moreinformation on
electronic clamssubmisson:

e RefertotheAll-Provider Handbook.

e ContacttheElectronic MediaClaims
(EMC) Unit at (608) 221-4746 and ask
to speak with an EMC coordinator.

Providers who currently use the free software
and havetechnical questions should contact
Wisconsin Medicaid’s software customer
service at (800) 822-8050.
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Paper Claims Submission

Providerssubmitting paper claimsarerequired
to use the CM S 1500 claim form. Refer to
Appendices 16-31 of thishandbook for
completioninstructionsand sampleclaims.

Wisconsin Medicaid deniesclaimsfor
trangportation serviceswhen providers submit
claims on any paper claim form other than the
CMS 1500 claim form. Photocopied clamsare
acceptable for submission aslong asthe claims
arelegible. Do not attach documentation to the
claimunlessitisspecifically requested by
WisconsnMedicaid.

Wisconsin Medicaid doesnot providetheCM S
1500 claim form. Providersmay obtain the
National CM S 1500 claim form from any
vendor who sellsfederal forms.

To promote accurate processing of paper
claims, follow these suggestions:

e Followtheclaimforminstructionsfoundin
thishandbook or subsequent Wisconsin
Medicaid and Badger Care Updates
exactly.

e Supply al dataaccurately.

»  Supply al datainalegible manner onthe
face of the claim form by printing or
typing theinformation.

e Typeclam data.

Mail completed claimsto:
WisconsnMedicaid
Claimsand Adjustments
6406 BridgeRd
Madison WI 53784-0002

Claims Submission Deadline

Wisconsin Medicaid must receive properly
completed clamswithin 365 daysfrom the date
of service (DOS). Thispolicy appliestoal
initid claimssubmissions, resubmissions, and
adjustment requests.

Refer to the All-Provider Handbook for claims
submission deadline exceptionsand submission
requirements.

Follow-Up to Claims Submission
Itistheprovider’sresponsibility toinitiate
follow-up procedures on claims submitted to
Wisconsin Medicaid. The Remittanceand
Status (R/S) Report indicates processed claims
either aspaid, pending, or denied.

Wisconsin Medicaid does not take any further
action on adenied claim until the provider
corrects the information and resubmitsthe
claim. If Wisconsin Medicaid paysaclam
incorrectly, theprovider isresponsiblefor
submitting an adjustment request formto
Wisconsin Medicaid. Refer totheAll-Provider
Handbook for detailed information regarding:

* Adjustmentstopaidclams.

* Deniedclaims.

e Duplicatepayments.

*  Good Faith claimsfiling procedures.
*  Return of overpayments.

e The R/S Report.

ClaimForm-Components

County Codes

Specidized medical vehicleprovidersare
required to enter acounty codein Element 21
of the CM S 1500 claim form for al tripsover
40 miles one way. The county code identifies
the point of origin of the trip and is used to
determinewhich mileagelimit appliestothe
clamduring processing. Refer to Appendix 34
of thishandbook for alist of county codes.

Place of Service Codes

All transportation claims are required to have
the appropriate place of service (POS) code.
Place of service codesdescribethe SMV'’s
degtination. Refer to Appendix 32 of this
handbook for alist of alowable POS codes.

Procedure Codes

Wisconsin Medicaid requiresdesignated codes
onal CMS1500 claims. Wisconsin Medicaid
does not reimbursefor claims or adjustments
received without proper procedure codes. Refer
to Appendix 32 of thishandbook for alist of
alowable procedure codes and their descriptions.
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Wisconsin Medicaid
must receive
properly completed
claims within 365
days from the date
of service (DOS).



Wisconsin
Medicaid covers
trips for the
second and
additional
recipients under
the multiple carry
base and mileage
procedure codes.

Base Rate

Providersare required to use W9096 (standard
trip) or W9097 (multiplecarry) to submit clams
for base rates. Refer to Appendix 32 of this
handbook for moreinformation on procedure
codes. Refer to Appendices 17-31 for examples
of properly completed claimsfor base rates.

Mileage

Providers may use procedure code W9090
(standard mileage) or W9091 (multiple carry)
to submit chargesfor additional mileage over
the base rate. Refer to Appendix 32 for more
information on procedure codes used for SMV
transportation.

Waiting Time

Providers are required to use procedure code
W9095 to submit claimsfor waiting time. Refer
to Appendix 32 of thishandbook for more
information on procedure codes. Refer to
Appendix 18 for anexample of aproperly
completed damfortwo tripswithwaitingtime.

Second or Third Attendant

Providers are required to use procedure code
W9098 to submit claims for asecond attendant.
Refer to Appendix 32 of this handbook for
more information on procedure codes. Refer to
Appendices 19 and 20 for an exampleand a
properly completed claim for two tripswith a
second attendant.

Unloaded Mileage

Providers are required to use procedure codes
appropriatefor theamount of unloaded milesge
traveled. Refer to Appendix 32 of thishandbook
for alist of procedure codes for unloaded
mileage. Refer to Appendix 25 for an example
of aproperly completed claim for unloaded

mileage.
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Modifiers

All SMV procedure codes require two
modifiersin Element 24D of the CM S 1500
clamform:

e Number of tripmodifiers. Usethetrip
modifier codes” 11" through“20” to
identify procedure codesrelated tothe
sametrip for the same recipient by the
same provider on the same DOS.

*  Service-provided modifiers. Usethe
service-provided modifierstoindicate
the Medicaid-covered medical service to
which the recipient is being transported.

Refer to Appendix 33 of this handbook for a
list of alowablemodifier codesand information
on how to use them.

Special Situations

Multiple Carry Trips

Wisconsin Medicaid coverstripsfor the
second and additional recipientsunder the
multi ple carry. base and mileage procedure
codes. Wisconsin Medicaid coversonly the
most direct route (i.e., the shortest distance)
between the recipient pick-up pointsand the
destination.

If providers transport more than one recipient
at the sametime, Wisconsin Medicaid will
reimburse for only one recipient at the regular
base rate (W9096) and mileage (\WW9090).
Wisconsin Medicaid will reimbursefor any
additional recipientsat themultiplecarry base
rate (W9097) and mileage (W9091).

If transportationisprovided tomultiple

reci pientsand multi ple destinationsusing direct
routes, the provider may choose the recipient
with the greatest total mileageto bill at the
standard rates. Refer to Appendices 21-23 of
thishandbook for claim examplesof amultiple
carry trip.
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Nursing Home or Hospital Discharge
Trips

Specidized medica vehicleclamsfor
transportation of arecipient dueto anursing
homeor hospitd discharge:

» Donotrequireareferring physician’'s
Universal Provider | dentification Number
or Wisconsin Medicaid provider number.

* Reguiredescription code G11in Element
21 of the CM S 1500 claim form. Refer to
Appendix 33 for adefinition of
description code G11.

» Donot requireaprior authorization
number, regardless of the mileage.
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Appendix 1
Specialized Medical Vehicle Information Chart
(for photocopying)

(A copy of the Specialized Medical Vehicle Information Chart is located on the following
pages.)
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DEPARTMENT OF HEALTH AND FAMILY SERVICES STATE OF WISCONSIN
Division of Health Care Financing HFS 105.39, Wis. Admin. Code
HCF 1300A (Rev. 07/03)

WISCONSIN MEDICAID
SPECIALIZED MEDICAL VEHICLE INFORMATION CHART COMPLETION INSTRUCTIONS

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

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

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

Provision of the information requested on this form is mandatory. However, the use of this version of the form is voluntary, and providers may develop their own form
as long as it includes all the information on this form.

. Providers may not use any vehicle not insured by their own specialized medical vehicle (SMV) policy; borrowing vehicles is not allowed.
. All vehicles are required to be equipped/fitted with a wheelchair ramp orlift.
. Providers may not use a vehicle unless'it has been‘inspected at least every seven days, and those inspections -have been documented.
. For more information on SMV documentation, contact Wisconsin Medicaid Provider Services at (800) 947-9627 or (608) 221-9883.
INSTRUCTIONS
1. Type or print clearly. 4, Send correct and complete insurance documentation to
Wisconsin Medicaid Provider Maintenance immediately when
2. Before completing this form, make a copy of it for use in changing insurance carriers or policies and attach a new,
reporting any future changes. Providers should retain a copy of completed copy of this form.
the completed form in their records.
5. Attach a current (approval must be within past 12
3. Prior to any change in vehicles, send an updated copy of this form months) copy of the Wisconsin Department of Transportation (DOT)
to: Motor Bus/Human Service Vehicle Inspection Report

(DOT form SP4162) for each vehicle listed.
Wisconsin Medicaid
Provider Maintenance 6. Under the box labeled “Vehicle Identification,” enter the vehicle
6406 Bridge Rd identification number (VIN) for each SMV.
Madison WI 53784-0006

If a new vehicle is added, submit this form within 14 calendar
days.



DEPARTMENT OF HEALTH AND FAMILY SERVICES

Division of Health Care Financing
HCF 1300 (Rev. 07/03)

WISCONSIN MEDICAID
SPECIALIZED MEDICAL VEHICLE INFORMATION CHART

STATE OF WISCONSIN
HFS 105.39, Wis. Admin. Code

Name — Specialized Medical Vehicle (SMV) Company Address — SMV Company (Street, City, State, and Zip Code) Wisconsin Medicaid Provider
Number (eight digits)
Vehicle Identification License Plate Number Registration Date | Vehicle Year | yjopicie Make | Vehicle Model | RamP Lift Cot/ Stretcher
(MM/DD/YY) (YYYY) (Yes / No)| (Yes / No) (Yes/ No)

1.

2.

3.

4.

5.

6.

Name(s) — Assigned Driver(s) or Mechanic(s) Day of Week Inspections Are Completed Name(s) — Assigned Driver(s) or Mechanic(s) Day of Week Inspections Are Completed

Completing Vehicle Inspections

Completing Vehicle Inspections

1.

3.

2.

4.

| affirm that the vehicles listed on this form meet HFS 107.23 and 105.39, Wis. Admin. Code, requirements for a human services vehicle serving the disabled and elderly.

SIGNATURE — Person Completing Form Name — Person Completing Form (print) Job Title Date Signed
Return to: Wisconsin Medicaid
Provider Maintenance

6406 Bridge Rd
Madison WI 53784-0006



Appendix 2
Wisconsin Medicaid Specialized Medical Vehicle Provider’s Vehicle(s)
Insurance Documentation Requirements Checklist

Insurance Documentation Requirements

Aspart of the certification application, new specialized medical vehicle (SMV) providers must submit insurance
documentation detailed in the checklist of thisappendix. Currently certified SMV providersare required to submit complete
insurance documentation immediately when there has been a change in their insurance carrier/agency or when anew
replacement insurance policy (excluding arenewal for the same policy) has beenissued. Specialized medical vehicle
providersarerequired to submit thefollowing information to Wisconsin Medicaid for approval:

e Copy of the current vehicle s’vehicles commercid insurance policy (certificates of insurance are not acceptable).

e Completed current Wisconsin Medicaid Specialized Medica VehicleInformation Chart (refer to Appendix 1 of this
handbook for asample form).

e Letter of receipt of payment from the insurance company.

Itistheresponsibility of the provider, not the insurance agency, to ensure that Wisconsin Medicaid receives the complete
insurance documentation by the due date. Providers should give their insurance representative a copy of the checklist so that
he or sheisfamiliar with the specific requirements. To avoid delaysin approva by Wisconsin Medicaid, providersshould
review the insurance documentation for accuracy before submitting it.

Submit insuranceinformation to:
WisconsnMedicaid
Provider Maintenance
6406 BridgeRd
Madison WI 53784-0006

Temporary Certification Requirements

Wisconsin Medicaid grantstemporary certificationto the SMV'providers who submit an insurance binder which documents
all theinformation required in Section A of the checklist of this appendix. Temporary certification isgranted to new providers
or to currently certified providerswho change their.insurance carrier/agency or obtain anew replacement policy. Temporary
certification islimited to amaximum of 60 daysfrom the effective date on the binder or the specified binder expiration date,
whichever comesfirst. Wisconsin Medicaid determinesthe length of anew or reinstated provider’stemporary certification
by theinitial certification or reinstatement effective date. For example: Theinitial certification or reinstatement date assigned
isMay 15 and theinsurance binder isvalid May 1 to June 30. Wisconsin Medicaid approvesthe temporary certification from
May 15 to June 30 or 46 days.
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Speciaized medical vehicle providersarerequired to send acopy of their final insurance policy which documentsall the
information in Section A of the checklist of thisappendix. Wisconsin Medicaid must receive the policy before thetemporary
certification ends, or Wisconsin Medicaid cancel sthe provider number. The provider number remains canceled until
Wisconsin Medicaid receives the documentation; this causes alapsein certification. The date that Wisconsin Medicaid
receives the acceptabl e insurance documentation is the date of the SMV provider’s certification reinstatement. Wisconsin
Medicaid will not pay claimswith dates of service (DOS) during the period of lapsed certification. Speciaized medical
vehicle providers are responsible to ensure that Wisconsin Medicaid receives a copy of the actual acceptable policy before
their temporary certification expiresto avoid alapsein certification.
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Appendix 2
(Continued)

Changes in Coverage

Wisconsin Medicaid prohibits SMV providersfrom transporting Medicaid recipientsin any vehicle not covered under the
termsof the commercial insurance palicy on filewith Wisconsin Medicaid. Substitution of vehiclesisnot allowed. Before
using any vehiclethat isnot on filewith Wisconsin Medicaid, thefollowing information must be submitted to Wisconsin
Medicaidfor approval:

* A copy of theamended insurance policy or changed endorsement with the vehicleidentification number (VIN) of each
additional vehicle.

*  Anupdated Speciaized Medica Vehicle Information Chart.
*  Motor/BusHuman Service Vehiclenspection Report (Department of Transportation [DOT] form SP4162).

When Wisconsin Medicaid receives a cancellation notice from an SMV provider’sinsurance carrier/agency, Wisconsin
Medicaid sends a sanction notice to the provider. It states that the provider’s number will be canceled in 20 daysif
Wisconsin Medicaid does not receive notice of reinstatement without alapse from the same carrier/agency (for the same
policy) or complete documentation of insurance from the provider. The provider number remains canceled until Wisconsin
Medicaid receives the documentation; this causes alapse in certification. The date on which Wisconsin Medicaid receives
the acceptabl e insurance documentation is the date the SMV provider’s certification is reinstated. This dateis now the
assigned reinstatement date. Wisconsin Medicaid will not reimburse claimswith DOS during the period of lapsed
certification.

Specialized Medical Vehicle Insurance Documentation Checklist

Please carefully read the information on thefirst two pages. All new and reinstated SMV providersare required to send the
completed insurance documentation as detailed below. Currently certified SMV providerswho change their insurance
carrier/agency or obtain a new replacement policy are required to send itimmediately to Wisconsin Medicaid. Attach the
policy to acurrent Vehicle Chart(s) and send it to the Wisconsin Medicaid address listed at the end of Section A of this
appendix. All of the policy itemsin Section A of thisappendix mustbe contained in the policy and binder if submitted first. All
items of the letter of receipt in Section B of this appendix must beincluded in theletter.

A. Copy of Specialized Medical Vehicle’s/Vehicles’ Current Commercial Insurance Policy Must Contain:

1) I nsurance company name.

2)_ Amount of personal liability for each person (minimum $250,000).

3)_ Amount of total personal liability for each occurrence (minimum $500,000).

4 Amount of property damage insurance on each SMV (minimum $10,000). Exception: A combined
singlelimit (CSL) policy with aminimum of $500,000 will be accepted. The separate $10,000
property requirement will beadministratively waived, without awaiver request, only for CSL policies
with aminimum iability of $500,000.

5 _ Name of insured: Thismust beacommercial policy, not apersonal policy, inthe SMV business

name (the name on the policy must exactly match the SMV businessnameon all Medicaid
documentsand/or theMedicaidfile).
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Appendix 2
(Continued)

6) All vehiclesused for Medicaid transportsmust belisted on the current Specialized Medical Vehicle
Information Chart(s) and the policy (binder too, if submitted first). The VINson the binder and policy
must exactly match the VINson the current Specialized Medical V ehicle Information Chart(s). Attach a
completed current Specialized Medical V ehiclelnformation Chart.

7 __ Effective dates of current period of coverage.

8 _ Additional insured or notification endorsement isrequired. Thisisrequired so that theinsurer

guaranteesto notify Wisconsin Medicaid prior to apolicy cancellation. Thefollowing must be
included in the policy (and binder, if submitted first) and on all policy renewals:

WisconsinMedicaid
Provider Maintenance

6406 Bridge Rd
Madison WI 53784-0006

B. Letter of Receipt of Payment for Current Vehicle's/Vehicles’ Insurance Must:

) Be from the insurance company on the insurance company’ sl etterhead.

2 Include holder (insured SMV Medicaid provider) nameand policy number.

3_ Include effective dates of current period of coverage.

4 Include date of payment of current policy premium.

5_ Indicate whether thisisfor abinder or an actual policy.

6) Includetheinsurancerepresentative’ ssignature and date; initial sor signature stampsare not

accepted.
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Appendix 3
Specialized Medical Vehicle Driver Information Chart
(for photocopying)

(A copy of the Specialized Medical Vehicle Driver Information Chart is located on the following pages.)
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DEPARTMENT OF HEALTH AND FAMILY SERVICES STATE OF WISCONSIN
Division of Health Care Financing HFS 105.39, Wis. Admin. Code
HCF 1301A (Rev. 07/03)

WISCONSIN MEDICAID
SPECIALIZED MEDICAL VEHICLE DRIVER INFORMATION CHART COMPLETION INSTRUCTIONS

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

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

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

Provision of the information requested on this form is mandatory. However, the use of this version of the form is voluntary, and providers may develop their own
form as long as it includes all the information on this form.

INSTRUCTIONS
1. Type or print clearly. 5. If either the first aid or CPR card does not include the training date,
providers are required to attach a signed letter from the instructor, or the
2. For each driver, attach to this form a copy of the currentfirst aid instructor’s agency, that verifies the training date.
card verifying completion of a basic Red Cross first aid course or
its equivalent. The date of the training must be within 36 months 6. In the box marked “Type,” fill in “R” for a regular driver’s license or a “C”
of when Wisconsin Medicaid receives this correctly completed for a commercial license.
form and the effective date of the driver’s certification or
recertification. 7. Providers should retain a copy of this completed form in their records for
five years. The form must be updated any time there is a change in
3. For each driver, attach to this form a copy of the cardiopulmonary drivers.
resuscitation (CPR) card verifying completion of CPR training.
The CPR certification must be current when Wisconsin Medicaid 8. For more information on specialized medical vehicle documentation,
receives this correctly completed form and the effective date of contact Wisconsin Medicaid Provider Services at (800) 947-9627 or
the driver’s certification or recertification. (608) 221-9883.
4. Wisconsin Medicaid will accept a copy of health care licenses

(such as emergency medical technician, registered nurse, nurse
practitioner, or physician assistant) as verification of first aid and
CPR training if the license is accompanied by dated verification
of recent continuing education that includes first aid and CPR
instruction.



DEPARTMENT OF HEALTH AND FAMILY SERVICES STATE OF WISCONSIN
Division of Health Care Financing HFS 105.39, Wis. Admin. Code
HCF 1301 (Rev. 07/03)

WISCONSIN MEDICAID

SPECIALIZED MEDICAL VEHICLE DRIVER INFORMATION CHART

Name — Specialized Medical Vehicle (SMV) Company Address — SMV Company (Street, City, State, and Zip Code) Wisconsin Medicaid Provider Number (eight digits)

Name — Driver (Print) Driver’s License Training Dates (MM/DD/YYYY)

Number and Expiration Date Type | Restrictions (list all) First Aid Course CPR Ramp/Lift/ | Seizure
(MM/DD/YYYY) Name and Date Restraint

10.

By signing this form, | affirm that | have reviewed the information on this form and found it to be correct.

SIGNATURE — Person Completing Form Name — Person Completing Form (print) Position Title Date Signed




Appendix 4
Weekly Driver’s Vehicle Inspection Report
(for photocopying)

(A copy of the Weekly Driver’'s Vehicle Inspection Report is located on the following pages.)

>
o
°
@
>
=
X

Specialized Medical Vehicle Services Handbook & September 2003 43



DEPARTMENT OF HEALTH AND FAMILY SERVICES STATE OF WISCONSIN

Division of Health Care Financing HFS 105.39, Wis. Admin. Code
HCF 1302A (Rev. 07/03)

WISCONSIN MEDICAID
WEEKLY DRIVER’S VEHICLE INSPECTION REPORT COMPLETION INSTRUCTIONS

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

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

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

Provision of the information requested on this form is mandatory. However, the use of this version of the form is voluntary,
and providers may develop their own form as long as it includes all the information on this form.

INSTRUCTIONS

1. Type or print clearly. Indicate, using “yes” or “no,” if each item was inspected before the trip and was
functioning during the trip. If an item did not function properly, explain the defect in the remarks section.

2. If a provider plans to use an'alternate version of this form, it must be reviewed and approved by Wisconsin Medicaid
prior to use. Submit the ‘alternate version of the form to:

Wisconsin Medicaid
Provider Maintenance
6406 Bridge Rd
Madison WI 53784-0006

Wisconsin Medicaid will notify the provider in a letter that Wisconsin Medicaid received and approved the form. An
effective date for the alternate version of the form will be included in the letter.

3. This form, or an equivalent version, and a vehicle inspection must be completed every seven days for
every vehicle.

4. Providers should retain a copy of the completed form in their records for 12 months.

5. Inthe box labeled “Vehicle Identification,” enter one of the following:
* Vehicle identification number (VIN).
e License plate number.

6. For more information on specialized medical vehicle documentation, contact Wisconsin Medicaid Provider Services at
(800) 947-9627 or (608) 221-9883.



DEPARTMENT OF HEALTH AND FAMILY SERVICES
Division of Health Care Financing

HCF 1302 (Rev. 07/03)

WISCONSIN MEDICAID

WEEKLY DRIVER’S VEHICLE INSPECTION REPORT

STATE OF WISCONSIN
HFS 105.39, Wis. Admin. Code

Name — Specialized Medical Vehicle (SMV) Company Wisconsin Medicaid Provider Vehicle Identification Odometer Reading
Number (eight digits)
Inspected_ Fun_ctlone_d Date Corrected
Item Before Trip | During Trip (MM/DD/YYYY) Remarks
(Yes/No) (Yes/No)
Doors
Wheels, nuts

Tires — Properly inflated,
minimum 1/8 inch tread

Gas cap

Engine

Starter

Alternator gauge

Transmission

Clutch

Oil Pressure

Gas gauge

Lights:
¢ Head.
e Tall

e Emergency flashers.

. Brake.

e Stoparm.

. Directionals/ Turn
Signals.

. Hazard.

. Clearance.

. Interior / Internal.

Exhaust

Mirrors

Brakes

Steering— Horn

Wipers — Washers

Heater — Defrost

Front suspension

Steering mechanisms

Shock absorbers

Speedometer




WEEKLY DRIVER'’S VEHICLE INSPECTION REPORT

HCF 1302 (Rev. 07/03)

Page 2 of 2

Name — SMV Company Wisconsin Medicaid Provider Vehicle Identification Odometer Reading
Number (eight digits)
Inspected_ Fun_ctlongd Date Corrected
Item Before Trip | During Trip (MM/DDYYYY) Remarks
(Yes/No) (Yes/No)

Steps / Floors / Seats

Restraint systems:

e Diriver.

e Passenger.

¢ Wheelchair locking
systems (wheelchair
and passenger
secured).

e Cot/ Stretcher (cot or
stretcher and
passenger secured).

Window, windshield,

and mirrors:

o Clean/ Clear vision.
o No cracks or breaks.

Fire extinguisher

Reflectors or flares

Working flashlight

First aid kit

Accident package

Working two-way radio
or mobile telephone

Lift/ Ramp

“No smoking” sign present

Emergency telephone
numbers (posted clearly
on dashboard)

Structural integrity of
passenger compartment

Air conditioning system

ADDITIONAL REMARKS

By signing this form, | affirm that | have inspected all items on this report and found them as noted.

SIGNATURE — Driver / Mechanic

Name — Driver / Mechanic (print)

Date Signed

SIGNATURE — Driver / Fleet Supervisor Reinspecting Vehicle After

Corrections Have Been Made

Name — Driver / Fleet Supervisor Reinspecting
Vehicle (print)

Date Signed




Appendix 5
Certification of Need for Specialized Medical Vehicle Transportation Form
(for photocopying)

(A copy of the Certification of Need for Specialized Medical Vehicle Transportation form is located on
the following page.)
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DEPARTMENT OF HEALTH AND FAMILY SERVICES STATE OF WISCONSIN
Division of Health Care Financing HFS 107.23, Wis. Admin. Code

HCF 1197A (Rev. 03/03) WISCONSIN MEDICAID
CERTIFICATION OF NEED FOR SPECIALIZED MEDICAL VEHICLE TRANSPORTATION

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

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

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

Use an exact copy of this form. Wisconsin Medicaid will not accept alternate versions (i.e., retyped or otherwise reformatted) of this
form.

INSTRUCTIONS FOR MEDICAL CARE PROVIDER COMPLETING THIS FORM
Print clearly or type.

Sections land Il
Print the recipient’s full name and Wisconsin Medicaid identification number in Section I.

Check yes or no for whether the recipient has a condition that contraindicates safe travel by common carrier such as bus, taxi, or private
vehicle. If no, stop here.

Sections Ill and IV
Complete Sections Il and IV if the recipient’s condition contraindicates safe travel by common carrier such as bus, taxi, or private
vehicle.

Sign and date Section IV only if the' provider has evaluatedthis-recipient and-finds that he or she is legally blind or disabled and cannot
travel safely by common carrier such as a private vehicle or mass transit. The provider’s signature must be original and cannot be
stamped or photocopied. Give the original form to the recipient and keep a copy. Faxes are acceptable.

Definitions

Indefinitely disabled — As stated in HFS 107.23(1)(c)1, Wis. Admin. Code, “indefinitely disabled” means a chronic, debilitating physical
impairment which includes an inability to ambulate without personal assistance or requires the use of a mechanical aid such as a
wheelchair, a walker or crutches, or a mental impairment which includes an inability to reliably and safely use common carrier
transportation because of organic conditions affecting cognitive abilities or psychiatric symptoms that interfere with the recipient’s safety
or that might result in unsafe or unpredictable behavior. These symptoms and behaviors may include the inability to remain oriented to
correct embarkation and debarkation points and times and the inability to remain safely seated in a common carrier cab or coach.

Temporarily disabled — A condition that meets the above definition but is expected to exist only for a limited time.
INSTRUCTIONS FOR SPECIALIZED MEDICAL VEHICLE PROVIDER
1. Give a copy of this form to the recipient requesting specialized medical vehicle transportation if he or she does not already

have a copy. Wisconsin Medicaid will not accept alternate versions (i.e., retyped or otherwise reformatted) of this form.

The form is valid only if it is completed fully and has an original signature (i.e., not a stamped or photocopied signature).
Wisconsin Medicaid will not accept incomplete forms or forms without original signatures. Faxes are acceptable.

2. Accept the form only if the date of receipt is within 14 working days from the date the medical care provider signs the form. If
the form indicates that the recipient is temporarily disabled, the certification of need is valid for the period indicated on the form.
This period must be no more than 90 days from the date the medical care provider signed the form.

If the form indicates that the recipient is indefinitely disabled, the certification of need is valid for 365 days from the date the
medical care provider signed the form.

3. Retain the completed original in the recipient’s file for five years from the last date of service billed under this form. Failure to
retain this form may result in recovery of Medicaid payment for the transportation services the provider provided to the recipient.

Refer to the Specialized Medical Vehicle Handbook for related instructions.



DEPARTMENT OF HEALTH AND FAMILY SERVICES STATE OF WISCONSIN
Division of Health Care Financing HFS 107.23, Wis. Admin. Code
HCF 1197 (Rev. 03/03)

WISCONSIN MEDICAID
CERTIFICATION OF NEED FOR SPECIALIZED MEDICAL VEHICLE TRANSPORTATION

All areas of this form must be completed and signed by an evaluator to verify the need for specialized medical vehicle (SMV) transportation. Only a
physician, physician assistant, nurse midwife, or nurse practitioner may be an evaluator and sign this form.

SECTION | —RECIPIENT INFORMATION
1. Name — Recipient 2. Wisconsin Medicaid Recipient Identification Number (10 digits)

SECTION II—ELIGIBILITY FOR SPECIALIZED MEDICAL VEHICLE TRANSPORTATION
3. Does the recipient have a medical condition that contraindicates safe travel by common carrier such as bus, taxi, or private vehicle?
[] Yes. Complete Sections Ill and IV.

[] No. Do not complete or sign this form. Instead, refer the recipient to the Medicaid transportation coordinator in his or
her county/tribal social or human services department. Please STOP here.

Complete all areas in Sections Il and 1V if this recipient’s condition contraindicates safe travel by common carrier.

SECTION Il —DIAGNOSIS INFORMATION AND VERIFICATION OF MEDICAL CONDITION
4. | have evaluated this recipient and certify that he or she is (check one):

[] Indefinitely disabled. (See form instructions for a definition.) This form is valid for 365 days from the date signed by the evaluator.
[ ] Legally blind. This form is valid for 365 days from the date signed by the evaluator.

[ ] Temporarily disabled. (See forminstructions for a definition.) This form is valid for 90-days from the date signed by the evaluator.
State specific condition:
State expected duration of disability: days

5. Briefly explain why the recipient’'s medical condition requires transportation in a specialized medical vehicle:

SECTION IV—MEDICAL CARE PROVIDER INFORMATION

I have evaluated this recipient and certify that he or she has a condition that contraindicates safe travel by common carrier,
such as private vehicles or mass-transit services, and requires the use of an SMV for transportation to receive medical
services.

6. SIGNATURE — Evaluator 7. Date Signed

8. Name — Evaluator (print) 9. Job Title — Evaluator

10. Wisconsin Medicaid Provider Number (eight digits), license number, or Universal Provider Identification Number (UPIN)

For questions about form completion or Wisconsin Medicaid, contact Wisconsin Medicaid Provider Services at
(800) 947-9627 or (608) 221-9883.



Appendix 6
Specialized Medical Vehicle Transportation Trip Ticket / Medical Care
Verification Form
(for photocopying)

(A copy of the Specialized Medical Vehicle Transportation Trip Ticket/Medical Care Verification form is
located on the following pages.)
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DEPARTMENT OF HEALTHAND FAMILY SERVICES STATE OF WISCONSIN
Division of Health Care Financing HFS 107.23, Wis. Admin. Code
HCF 1050A (Rev. 07/03)

WISCONSIN MEDICAID
SPECIALIZED MEDICAL VEHICLE TRANSPORTATION TRIP TICKET/
MEDICAL CARE VERIFICATION COMPLETION INSTRUCTIONS

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

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

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

Provision of the information requested on this form is mandatory. However, the use of this version of the form is voluntary,
and providers may develop their own form as long as it includes all the information on this form.

INSTRUCTIONS
1. Type or print clearly.

2. Providers may use this form or an equivalent version. If providers use their own version, it must contain the same
elements as the Wisconsin Medicaid version.

3. Wisconsin Medicaid requires.a completed trip ticket for each transport.

4. Inthe box labeled “Vehicle Identification,” one of the following must be entered:

Vehicle identification number (VIN).

* License plate number.

Locally assigned number.

* Human service vehicle company or fleet number.

5. Specialized medical vehicle (SMV) providers are responsible for verifying that a recipient is eligible for Wisconsin
Medicaid at the time the transportation is provided.

6. Where odometer readings are requested, providers must use the actual odometer reading, including tenths of a mile.
No other mileage calculations, such as grid maps or city block calculations, will be accepted.

7. Specialized medical vehicle providers may obtain documentation of the medical nature of the destination for their
records by having the medical service provider sign this form in the space provided in the area marked
“SIGNATURE — Person Verifying Medicaid-Covered Service.”

8. For more information on SMV documentation, contact Wisconsin Medicaid Provider Services at (800) 947-9627 or
(608) 221-9883.



DEPARTMENT OF HEALTH AND FAMILY SERVICES
Division of Health Care Financing

FICF 1050 (Rev. 07/03) WISCONSIN MEDICAID

STATE OF WISCONSIN
HFS 107.23, Wis. Admin. Code

SPECIALIZED MEDICAL VEHICLE TRANSPORTATION TRIP TICKET / MEDICAL CARE VERIFICATION

Name — Specialized Medical Vehicle Company Wisconsin Medicaid Provider Vehicle Identification Date of Trip
Number (eight digits) (MM/DD/YY)

SIGNATURE — Driver Name — Driver Date Signed

Name — Recipient Recipient Medicaid Wheelchair? Cot or Stretcher?

Identification Number (10 digits)

[:I Yes [:' No [:' Yes

l:INo

Name — Second Attendant Multiple Riders? Name — Primary Rider

D Yes D No

Address — Dispatch Location (Street, City, State, and Zip Code) | Odometer Readings for Unloaded Mileage

| Name — Medical Facility

_ Start End
Type or Name of Facility or Reason for Trip Waiting Time — Start Waiting Time — End
a.m./p.m. a.m./p.m.
Address — Pick-Up Point (Street, City, State, and Zip Code) Odometer Reading — Trip Start | Trip Start Time
a.m./p.m.
Address — Drop-Off Point (Street, City, State, and Zip Code) Odometer Reading — Trip End | Trip End Time
a.m./p.m.

VERIFICATION OF MEDICAID-COVERED MEDICAL CARE (The information below is optional)

SIGNATURE — Person Verifying Medicaid-Covered Service

Date Signed

Name — Person Verifying Medicaid-Covered Service

Position Title

Name — Specialized Medical Vehicle Company Wisconsin Medicaid Provider Vehicle Identification Date of Trip
Number (eight digits) (MM/DD/YY)

SIGNATURE — Driver Name — Driver Date Signed

Name — Recipient Recipient Medicaid Wheelchair? Cot or Stretcher?

Identification Number (10 digits)

[:I Yes [:I No [:I Yes

e

Name — Second Attendant Multiple Riders? Name — Primary Rider

DYeS D No

Address — Dispatch Location (Street, City, State, and Zip Code) Odometer Readings for Unloaded Mileage

|Name — Medical Facility

_ Start End
Type or Name of Facility or Reason for Trip Waiting Time — Start Waiting Time — End
a.m./p.m. a.m./p.m.
Address — Pick-Up Point (Street, City, State, and Zip Code) Odometer Reading — Trip Start | Trip Start Time
a.m./p.m.
Address — Drop-Off Point (Street, City, State, and Zip Code) Odometer Reading — Trip End | Trip End Time
a.m./p.m.

VERIFICATION OF MEDICAID-COVERED MEDICAL CARE (The information below is optional)

SIGNATURE — Person Verifying Medicaid-Covered Service

Date Signed

Name — Person Verifying Medicaid-Covered Service

Position Title




Appendix 7
Recipient Letter
(for photocopying)

(A copy of the Recipient Letter is located on the following page.)
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DIVISION OF HEALTH CARE FINANCING
WISCONSIN MEDICAID AND BADGERCARE
RECIPIENT SERVICES

6406 BRIDGE ROAD

MADISON WI 53784

James E. Doyle Telephone: 800-362-3002
Governor TTY: 800-362-3002

State of Wisconsin FAX: 608-221-8815
Helene Nelson www.dhfs.state.wi.us/medicaid
Secretary Department of Health and Family Services www.dhfs. state.wi.us/badgercare

Dear Wisconsin Medicaid Recipient:

Wisconsin Medicaid covers SMV transportation for recipients with a documented
physical or mental disability that prevents them from traveling safely in a common
carrier or private motor vehicle to Medicaid-covered services. Recipients who are able
to safely travel by common carrier should contact their county/tribal social or human
services department.

Please give this letter and the Certification of Need for Specialized Medical Vehicle
Transportation form to your. physician, physician assistant, nurse practitioner, or nurse
midwife to be completed and signed as soon as possible. In order to receive SMV
services, you will need a completed and signed form. After the form is completed and
signed, return it to your SMV._provider.

State law requires that the Certification of Need for Specialized Medical Vehicle
Transportation forms be renewed upon expiration. Wisconsin Medicaid will not be able
to pay your SMV provider for your SMV services without this current Certification of
Need for Specialized Medical Vehicle Transportation form.

Thank you for your cooperation.

HCF 1304 (07/03)



Appendix 8
Prior Authorization Request Form (PA/RF) Completion Instructions

Wisconsin Medicaid processes prior authorization (PA) requests more quickly when providersinclude complete, readable,
and accurate documentation with the requests. Complete thisform carefully, attach the Prior Authorization Specialized
Medical Vehicle Attachment (PA/SMVA) toit, and mail it to:

WisconsnMedicaid

Prior Authorization

Ste 88

6406 Bridge Rd

Madison WI 53784-0088

Providers may also submit PA requests by fax at (608) 221-8616.

Contact Wisconsin Medicaid Provider Servicesat (800) 947-9627 or (608) 221-9883 with questions on completing the Prior
Authorization Request Form (PA/RF) or PA/SMVA.

Element 1 — Processing Type
Enter the processing type 999. The*“processing type” isathree-digit code used to identify acategory of servicerequested.

Element 2 — Recipient’s Medicaid Identification Number
Enter therecipient’'s 10-digit Medicaid identification number. Do not enter any other numbersor |etters.

Element 3 — Recipient’s Name

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

Element 4 — Recipient’s-Address
Enter the complete address (Street, city, state, and ZIP code) of the recipient’s place of residence. If therecipientisa
resident of anursing hame or other facility, asoinclude the name of the nursing home or facility.

Element 5 — Recipient’s Date of Birth
Enter the recipient’s date of birthin MM/DD/YYYYY format (e.g., September 25, 1975, would be 09/25/1975).

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

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

Element 9 — Billing Provider’s Wisconsin Medicaid Provider Number
Enter thebilling provider’seight-digit Medicaid provider number.

Element 10 — Dx: Primary
Enter procedure code 00025.

Note: 00025 isageneric procedure codethat providersarerequired to use only to request PA. Providers must follow theclaim

completioninstructionsand usethe actual diagnosiscodesfor the CM S 1500 claim form. Wisconsin Medicaid doesnot
reimburse claims submitted with diagnosiscode 00025.
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Appendix 8
(Continued)

Element 11 — Dx: Secondary (not required)

Element 12 — Start Date of SOl (not required)

Element 13 — First Date Rx
Enter the first date of servicein MM/DD/YYYY format.

Element 14 — Procedure Code(s)
Enter procedure code 00025.

Note: Procedure code 00025 isageneric codethat providersare required to use only to request PA. Providerswill usethe
actual single or multiple-carry procedure codesto bill for the PA trip onthe CM S 1500 claim form. Wisconsin Medicaid

doesnot reimburse claims submitted with procedure code 00025.

Element 15— MOD

Enter one of the following modifiersfor the procedure requested. Wisconsin Medicaid requires a separate prescription and

separate PA request for each of the following service modifiers.

Service-Provided Modifiers

(required in Element 24D on the CMS 1500 claim form)

family planning
clinic,
HealthCheck,
rural health,
podiatry, vision,
or ambulatory
surgery center

Modifier | Definition Modifier | Definition Modifier | Definition
TB Chiropractor TH Therapy TO Methadone
(includes clinic
physical
therapy,
occupational
therapy,
speech
therapy, and
audiology)

TC Case TI Dialysis TR Rehabilitation
management, agency
prenatal care
coordination

TD Dental TL Mental health, TS Hospital

community services
support
program

TE Medical ™ Medical
equipment services by a
supplier/ physician,
hearing nurse
instrument practitioner,
specialist physician

assistant, nurse
midwife or
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Appendix 8
(Continued)

Element 16 — POS
Enter the appropriate Medicaid single-digit place of service (POS) code designating the trip’s destination. Refer to Appendix
32 of this handbook for alist of POS codes.

Element 17 — TOS
Enter type of service code“9.” Refer to Appendix 32 of this handbook for adescription of thisTOS code.

Element 18 — Description of Service
Enter “ speciaized medical vehicle(SMV) mileage.”

Element 19 — Quantity of Service Requested

Enter the number of calendar days ordered on the prescription by the referring health care provider. For example, if the
medica provider indicates the length of timein weeks, multiply the weeks by seven and enter the number of days. If the
Medicaid provider indicates the timein months, multiply the months by 30 and enter the number of days.

Element 20 — Charges (not required)
Element 21 — Total Charge (not required)

Element 22 — Billing Claim Payment Clarification Statement

An approved authorization does not guarantee payment. Reimbursement is contingent upon the recipient’sand provider’s
eligibility at thetimethe serviceis provided and the completeness of the claim information. Payment is not made for services
initiated prior to approval or after authorization expiration. Reimbursement isin accordance with Wisconsin Medicaid
payment methodology and policy. If therecipientisenrolledinaMedicaid HMO at thetime aprior authorized serviceis
provided, Wisconsin Medicaid reimbursement isonly allowed if the serviceisnot covered by the HMO.

Element 23 — Date
Enter the month, day, and year (in MM/DD/YYY'Y format) the PA/RF was completed and signed.

Element 24—Requesting Provider’s Signature
The signature of the provider requesting the service must appear in this element.

DO NOT ENTER ANY INFORMATION BELOW THE SIGNATURE OF THE REQUESTING PROVIDER —
THIS SPACE IS USED BY WISCONSIN MEDICAID CONSULTANTS AND ANALYSTS. SUBMIT THE PA/RF
WITH A COMPLETED PA/SMVA.
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Appendix 9
Sample Prior Authorization Request Form (PA/RF)

MAIL TO: PRIOR AUTHORIZATION REQUEST FORM 1 PROCESSING TYPE
E.D.S. FEDERAL CORPORATION
PRIOR AUTHORIZATION UNIT PA/RF | (00 NOT WRITE IN THIS SPACE)
6406 BRIDGE ROAD ICN # 999
SUITE 88 AT #
MADISON, WI 53784-0088 PA # 1223334
2 RECIPIENT’'S MEDICAL ASSISTANCE ID NUMBER 4 RECIPIENT ADDRESS (STREET, CITY, STATE, ZIP CODE)
1234567890 609 Willow

3 RECIPIENT'S NAME (LAST, FIRST, MIDDLE INITIAL})

Recipient, Ima A. Anytown, W1 55555

5 DATE OF BIRTH 6 SEX I:I 8 BILLING PROVIDER TELEPHONE NUMBER
MM/DD/YY M FLX ( XXX ) XXX-XXXX
7 BILLING PROVIDER NAME, ADDRESS, ZIP CODE: 9 BILLING PROVIDER NO.
12345678
|.M. Provider 10 DX: PRIMARY
- 00025
1 W. Williams 71 DX: SECONDARY
Anytown, W1 55555
12 START DATE OF SOI; 13 FIRST DATE RX:
3-31-2002
5 16 7 18 19 20
PROCEDURE CODE MOD POS TOS DESCRIPTION OF SERVICE QR CHARGES
00025 TH 3 9 SMV Mileage 60 XXX XX
22. An approved authorization does not guarantee payment. CL?SEEE # XXX XX

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

T.M Trovden

.. MM/DD/YY e
DATE REQUESTING PROVIDER SIGNATURE
(DO NOT WRITE IN THIS SPACE)
AUTHORIZATION:
I ‘ ‘ PROCEDURE(S) AUTHORIZED QUANTITY AUTHORIZED

APPROVED GRANT DATE EXPIRATION DATE

MODIFIED - REASON:

DENIED - REASON:

RETURN - REASON:

DATE CONSULTANT/ANALYST SIGNATURE
482-120
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Appendix 10
Prior Authorization Specialized Medical Vehicle Attachment (PA/SMVA)
Completion Instructions

Wisconsin Medicaid usualy processes prior authorization (PA) requestsmore quickly when providersinclude complete,
readable, and accurate documentation with the requests. Complete thisform carefully, attach it to the Prior Authorization
Request Form (PA/RF), and mail it to:

WisconsinMedicaid

Prior Authorization

Ste 88

6406 Bridge Rd

Madison WI 53784-0088

Providers may also submit PA requests by fax at (608) 221-8616.

Contact Wisconsin Medicaid Provider Servicesat (800) 947-9627 or (608) 221-9883 with questionson compl eting the PA/RF
or Prior Authorization Speciaized Medical VehicleAttachment (PA/SMVA).

Recipient Information

Elements 1-3 — Recipient’s Last Name, First Name, Middle Initial

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 recipient’sidentification card and the
EV Sdo not match, use the spelling from the EV'S.

Element 4 — Medicaid ID Number
Enter the recipient’s 10-digit Medicaid identification number.

Element 5 — Age
Enter the recipient’s age in numeric form.(e.g., 21, 45, 60).

Provider Information
Element 6 — Performing Provider’s Name
Enter the name of the specialized medical vehicle company providing theservice.

Element 7 — Performing Provider’'s Medicaid Provider Number
Enter theeight-digit Medicaid provider number of the SMV company providing the service.
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Element 8 — Performing Provider’s Telephone Number
Enter the telephone number, including area code, of the SMV company providing the service.

The SMV company uses the rest of the PA/SMVA to document the need for the requested services.
1. Complete ElementsA and B.

2. Read the PA statement before signing the PA/SMVA.

3. Sign and date the PA/SMVA.
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Appendix 11
Sample Prior Authorization Specialized Medical Vehicle
Attachment (PA/SMVA)

Mail Ta: 1. Complete this form
' PA/SMVA 2. Attach to PA/RF

EDS

Prior Authorization Unit fPri?r Aythorization Reguest Fomm)
Suite 88 Prior Authorization 3. Mail to EDS

6406 Bridge Road Specialized Medical

Madison, Wi 53784-0088 Vehicle Attachment

Recipient Information

@ @ & @ ®
Recipient Ima A 9876543210 25
Lasi Name First Nama Middie Madicaid 10 Mumbar Ape
Initial

Provider Information
& @ &

. M. Provider 12345678 ( 555 ) 555 - 5555
Pardorring Provider's Name Perigerning Provider's Medicaid Provider Mumbser Performing Provides’'s Telephone Number

A. Do you have a current Physician Cerlification, signed by a physician, physician assistant,
nurse midwife, or nurse practitioner documenting the recipient's need for SMV
transportation on file for this recipient?

O Yes O No

B. Please attach a copy of the prescription for trips that exceed the SMV mileage limit
signed and dated by a physician, physician assistant, nurse midwife, nurse practitioner,
dentist, optometrist/optician, chiropractor, podiatrist, HealthCheck agency, or family
planning clinic.
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The pravision of services which are greater than, or significantly different from, those authorized
may result in non-payment of the billing claim{(s).

C. MM/DD/YYYY T.M. Providen

Crate Requesting Providers Skgraiune
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Appendix 12
Prior Authorization Specialized Medical Vehicle Attachment (PA/SMVA)

(for photocopying)

(A copy of the Prior Authorization Specialized Medical Vehicle Attachment [PA/SMVA] is located on the
following page.)
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il Te: 1. Complete this form
Ml T DS PAISMVA 2, Attath to PAIRF
Prior Authorization Unit {Prior Authorization Request Form)
Suite 88 Prior Authorization 3. Mail to EDS
6406 Bridge Road Specialized Medical
Madison, W1 53784-0088 Vehicle Attachment

Recipient Information
@ @ & & ®

Lasl Marme First Nama Migdia Medicaid |0 Nurnbaer A
Initiad

Provider Information
® @ @

( ) -

Peroming Provider's Nama Periprming Provider's Medicaid Provider Numbar Performing Provider's Telephone Number

A. Do you have a current Physician Certification, signed by a physician, physician assistant,
nurse midwife, or nurse practitioner documenting the recipient's need for SMV
transportation on file for this recipient?

U Yes O No

B. Please attach a copy of the prescription for trips that exceed the SMV mileage limit
signed and dated by a physician, physician assistant, nurse midwife, nurse practitioner,
dentist, optometrist/optician, chiropractor, podiatrist, HealthCheck agency, or family
planning clinic.

The provision of services which are greater than, or significantly different from, those authorized
may result in non-payment of the billing claim(s).

Date Requasting Providers Skgnatune



Appendix 13
Wisconsin Medicaid STAT-PA Instructions

TheWisconsin Medicaid Specialized Transmission Approva Technology-Prior Authorization (STAT-PA) systemisan
electronic PA system that allows Medicaid-certified providersto request and receive PA eectronically rather than by mail or
fax. Providers answer a series of questions and receive an immediate response of an approved or returned PA.

Providers communicate with the STAT-PA system by entering requested information on a personal computer, atouch-tone
telephone keypad, or by calling a STAT-PA help desk correspondent. The automated system is available from 8:00 am. to
11:45 p.m., seven days aweek. The STAT-PA help desk isavailable from 8:00 am. to 6:00 p.m., Monday through Friday,
excdluding holidays.

Required Information

All providersusing STAT-PA will berequired to provide thefollowinginformation:

o Eight-digit Medicaid provider number.

e Recipient’s10-digit Medicaididentification number.

»  Procedure code of product requested.

e Typeof service (TOS) code.

* International Classification of Diseases, Ninth Revision, Clinical Modification (ICD-9-CM) diagnosis code.
» Placeof service (POS) code.

* Reguested grant date or date of service.

*  Quantity or days supply.

Refer to Appendix 14 of this handbook for an optional worksheet for documenting the information needed to request PA for
specialized medical vehicletransportation.

How to Use Wisconsin M edicaid STAT-PA
To use STAT-PA:

1. CompletetheWisconsin Medicaid Speciaized Medical Vehicle STAT-PA Worksheet.
2. Sdectthemode of transmission (persona computer, touch-tonetel ephone, or help desk).
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Personal Computer Requests
To use apersona computer to submit a PA request:
1. Providersenter the PA information into the STAT-PA software provided by Wisconsin Medicaid. To accessthe

STAT-PA software and user manual from the Medicaid Web site at www.dhfs.statewi.us/medicaid/, providers should:

*  Sdect “Providers’ from the Medicaid main menu at the top of the page.

* Scroll down to the “Reference/Tools’ topic section and select “ STAT-PA software.”

* Follow the stepsindicated to ensure proper installation of the STAT-PA software.

*  Thesoftware and user manua may also be obtained electronically through Wisconsin Medicaid’s Bulletin Board
System, EDS-EPIX (Searchlight). Providers who are unable to access the Bulletin Board through their personal
computer may request software by calling the STAT-PA help desk at (800) 947-1197 or (608) 221-2096.

2. Onceall data have been entered, the provider transmits the electronic request by using amodem and telephoneline. The
telephone number is (800) 947-4947 or (608) 221-1233. Refer to the STAT-PA user manual for moreinformation on
how to transmit the electronic request.
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Appendix 13
(Continued)

STAT-PA processestheinformation and, in minutes, generates an el ectronic confirmation transaction that displaysdirectly on
the provider’spersonal computer screen. Thetransaction shows:

*  What the provider requested.

e Theauthorized procedure code.
e Theassigned PA number.

e Grant and expiration dates.

Telephone Requests
To use atouch-tone telephone to submit a PA request:

1. Cdl (800) 947-1197 or (608) 221-2096 to connect directly with the STAT-PA system.

2. When the system answers, it will ask a series of questionsthat providers answer by entering the information on the
telephone keypad. The Wisconsin Medicaid Specialized Medical Vehicle STAT-PA Worksheet (Appendix 14 of this
handbook) givestheinformation needed inthe order it isrequested.

Note: When using atouch-tonetelephoneto enter the Medicaid provider number, recipient identification number, procedure
code, TOS code, ICD-9-CM diagnosis code, POS code, requested grant date, and quantity, always press the pound (#)
signto mark the end of the data just entered. The pound (#) sign signalsto the system that the provider hasfinished
entering the data requested and ensures the quickest response from the system.

Providers may be asked to enter a phabetic data, which can be entered by using the asterisk (*) key. For example, a
provider is asked to enter aprocedure code, such-as L 3216. Thefirst character is an apha character; therefore, the provider
pressesthe single asterisk (*) followed by the two digitsthat indicate the letter. Thefirst digit isthe number on the keypad
where the letter islocated, and the second digit isthe position of the letter-on that key. For example: Procedure code L3216
should be entered as*5332 1 6.

Alphabet Key
A =*21 G = *41 M= *61 S = *73 Y = *93
B = *22 H = *42 N = *62 T = *81 Z=*12
C = *23 I=%*43 O = *63 U= *82
D = *31 J = *51 P=*71 V =*83
E =*32 K= *52 Q = *11 W = *91
F= *33 L = *53 R = *72 X = *92

3. Onceall data have been entered completely, STAT-PA beginsto processthe information and, in minutes, indicates the
PA number and, if approved, the authorized level of service.

Once familiar with the STAT-PA system, providers may enter the PA information in the designated order

immediately — there is no need to wait for the full voice prompt. Providers may key information at any time,
even when the system is relaying information. The system automatically proceeds to the next function.
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Appendix 13
(Continued)

STAT-PA Help Desk Requests
Providerswho do not have apersonal computer or touch-tone telephone may call the STAT-PA help desk. The help desk

correspondent has the personal computer software to access STAT-PA and enters the required data requested from the
provider. For the help desk, call (800) 947-1197 or (608) 221-2096.

The STAT-PA help desk isavailable to al providers using STAT-PA. Providers may use the help desk to order software for
apersona computer or to report difficulties with the system.

Documentation I nfor mation
All providersusing STAT-PA must maintai n documentation informeation consistent with thefol lowing:

* Providersarerequired to retain the assigned PA number for:
Vv Useinclamssubmission, if approved.
vV Submission of apaper PA request when more clinical documentation is needed.

*  Providersaso receive aconfirmation notice by mail indicating the assigned PA number and the STAT-PA decision. This
confirmation notice should be maintained as a permanent record of the transaction.

*  Providersmust maintain al documentation that supportsmedical necessity, claiminformation, and delivery of equipment
in their records for a period not less than five years.

Helpful Hints

Thefollowing tipsmay helpinusing the STAT-PA system:

* Inpersona computer transactions, the provider isgiven 40-secondsto respond to requested datafor each field of
information. If the provider.is making changes to afield, the provideristhen given 90 seconds to respond before being
disconnected. If disconnected, the provider may try-again.

*  Intouch-tone telephone transactions, the provider is given three attempts at each field to.correctly enter the requested
data. Failure to enter any data within three minutes ends the tel ephone connection.

* Providersare alowed 25 PA regquests per connection for.personal computers and five PA requests per connection for
touch-tone telephone and help desk.

e Thedecima point for diagnosis codesis not required when entering a STAT-PA request by personal computer or touch-
tone telephone; however, dl digits of the codes must be entered.

e Thegrant date entered by the provider may be up to 31 calendar daysin the future.

* Inthe event that the STAT-PA system is unavailable at the time the service is provided, the PA request may be
backdated up to four calendar days.

*  Providers needing to end-date a PA request due to a change in prescription may do so through the STAT-PA help desk.
The help desk correspondent will assist the provider through this process.

* Thehelpdeskisavailabletodl STAT-PA users. If difficultieswiththe system arise, please cal the help desk.
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Appendix 14
Wisconsin Medicaid Specialized Medical Vehicle STAT-PA Worksheet
(for photocopying)

(A copy of the Wisconsin Medicaid Specialized Medical Vehicle STAT-PA Worksheet is located on the
following page.)

>
o
°
@
>
=
X

Specialized Medical Vehicle Services Handbook & September 2003 73



WISCONSIN MEDICAID
SPECIALIZED MEDICAL VEHICLE STAT-PAWORKSHEET

The specialized medical vehicle (SMV) Specialized Transmission Approval Technology-Prior Authorization (STAT-PA) Worksheet is not a required
worksheet for documenting the information needed to request PA for SMV transportation. Providers may find it helpful to enter the information
requested in each category in the spaces provided to the right of each item before connecting to the STAT-PA system.

Name — Recipient

Prior Authorization (PA) Number

The STAT-PA system will indicate the seven-digit

PA number at the end of the transaction. Please record the
number here.

STAT-PAREQUEST CHECKLIST

The STAT-PA system will ask for the following items in the order listed below.

Wisconsin Medicaid Provider Number
Enter the provider’s eight-digit Medicaid provider number.

Recipient Medicaid Identification Number
Enter the recipient’s ten-digit Medicaid identification number.
This can be found on the recipient’s Medicaid identification card.

Procedure Code of Product Requested 00025
Type of Service (TOS) Code 9
Diagnosis Code 00025

Place of Service (POS) Code
Enter the POS code for this trip. Refer to Appendix 32 of this
handbook for a list of allowed POS codes.

Requested Grant Date or Date of Service

Enter the date in the eight-digit MMDDYYYY format. The grant
date entered may be up to 31 calendar days in the future. In
the event that the STAT-PA system is unavailable at the time
the service is provided, the PA request may be backdated up
to four calendar days.

Quantity or Days’ Supply Requested

Service Provided Modifier
Refer to Appendix 33 of this handbook for a list of allowable
modifiers.

Certification of Need for Specialized Medical Vehicle
Transportation on File? D YES D NO

Prescription Date

Enter the eight-digit signature date on the prescription in
MMDDYYYY format. The prescription date cannot be more
than six months in the past from the requested grant date.

REMINDER: A PAnumber will be assigned at the end of the transaction. Please enter the assigned PA number in the space provided at the top
of this worksheet below the recipient’s name.



Appendix 15
Prior Authorization by Fax Guidelines

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

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

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

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

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

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

*  Whenresubmittingafaxed PA request, providersare required toresubmit thefaxed copy of the PA request, including
attachments, which includesWisconsin Medicai d's 15-digit internal control number |ocated on thetop half of the PA/RF.
Thiswill alow the provider to obtain the earliest possible grant date for the PA request (apart from backdating for
retroactivedligibility). If the provider sends any attachmentsor additiona requested information to Wisconsin Medicaid
without therest of the PA request, the information will be returned to the provider.

*  When faxing information to Wisconsin Medicaid, providers should not reduce the size of the PA/RF to fit on the bottom
half of the cover page. This makes the PA request difficult to read and leaves no space for consultants to write a
response if needed or to sign the request.
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e If aphotocopy of the origina PA request and attachmentsis faxed, the provider should make sure these copies are clear
and legible. If theinformationisnot clear, it will bereturned to the provider.

* Refaxing a PA/RF before the previous PA request has been returned will create duplicate PA requests and may result
indelays.

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

*  Wisconsin Medicaid will attempt to fax a PA request to a provider threetimes. If unsuccessful, the PA request will be
mailedtotheprovider.
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Appendix 16
CMS 1500 Claim Form Completion Instructions

Usethefollowing claim form compl etion instructions, not the claim form’s printed descriptions, to avoid denid or inaccurate
claim payment. Do not include attachments unlessinstructed to do so. Complete the elementslisted bel ow as appropriate.

Note: Medicaid providersshould alwaysverify recipient digibility beforeproviding services.

Element 1 —Program Block/Claim Sort Indicator
Enter claim sort indicator “A” in the Medicaid check box for the service billed.

Element 1a — Insured’s 1.D. Number
Enter therecipient’'s 10-digit Medicaid identification number. Do not enter any other numbersor |etters.

Element 2 — Patient’s Name

Enter therecipient’slast name, first name, and middleinitial. Usethe Eligibility Verification System (EV S) to obtainthe
correct spelling of the recipient’'s name. If the name or spelling of the name on the Medicaid identification card and the EVS
do not match, usethe spelling fromthe EVS.

Element 3 — Patient’s Birth Date, Patient’s Sex
Enter therecipient’s birth datein MM/DD/Y'Y format (e.g., September 25, 1975, would be 09/25/75) or in MM/DD/YY Y'Y
format (e.g., September 25, 1975, would be 09/25/1975). Specify if male or female by placing an “X” in the appropriate box.

Element 4 — Insured’s Name (not required)

Element 5 — Patient’s Address
Enter the complete address of the recipient’s place of residence.

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

Element 8 — Patient Status (not required)

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

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

Elements 12 and 13 — Authorized Person’s Signature (not required)

Element 14 — Date of Current lllness, Injury, or Pregnancy (not required)
Element 15 — If Patient Has Had Same or Similar Illness (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

Wisconsin Medicaid requiresthis element to be completed for all specialized medical vehicle (SMV) services, except when
thetransportation isthe result of anursing home or hospital discharge. Enter the name of the referring/prescribing physician,
physician assistant, nurse midwife, or nurse practitioner. Thereferring provider isthemedical practitioner who signed the
Certification of Need for Specialized Medical Vehicle Transportation form documenting the recipient’sneed for SMV

transportation.
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Appendix 16
(Continued)

Nursing Home or Hospital Discharge

Speciaized medical vehicle claimsfor transportation of arecipient dueto anursing homeor hospital discharge do not require
areferring physician’sUniversal Provider | dentification Number or Medicaid provider number. Element 17 isleft blank inthis
Stuation.

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

Element 21 — Diagnosis or Nature of Iliness or Injury
Enter International Classification of Diseases, Ninth Revision, Clinical Modification diagnosis code V63.0.

If the SMV one-way trip isover 40 miles, enter the county code showing wherethetrip beganin thefirst line of thefirst
diagnosisfield. (Enter ICD-9-CM diagnosiscodeV63.0inthe second diagnosisfield.) Refer to Appendix 34 of thishandbook
for alist of county codes.

Nursing Home or Hospital Discharge
Specialized medica vehicleclaimsfor transportation of arecipient dueto anursing homeor hospital dischargealsorequire
description code G11.

Element 22 —Medicaid Resubmission (notrequired)

Element 23 — Prior Authorization Number
Enter the seven-digit prior authorization (PA) number from the approved Prior A uthorization Request Form (PA/RF).
Services authorized under multiple PAs must be billed on separate claim forms with their respective PA numbers.

Element 24A — Date(s) of Service
Enter themonth, day, and year for each procedure using thefollowing guidelines:

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

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

Itisallowableto enter up to four DOS per lineif:
* All DOS are in the same calendar month.
» All servicesare hilled using the same procedure code and modifier, if applicable.
* All procedures have the same type of service (TOS) code.
»  All procedures have the same place of service (POS) code.
»  All procedureswere performed by the same provider.
* Thesamediagnosisisapplicablefor each procedure.
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Appendix 16
(Continued)

» Thechargefor al proceduresisidentical. (Enter thetotal charge per detail linein Element 24F)
*  Thenumber of services performed on each DOSisidentical.

»  All procedures have the same HealthCheck or family planning indicator.

»  All procedures have the same emergency indicator.

Element 24B — Place of Service
Enter the appropriate Medicaid single-digit POS code for each service. Refer to Appendix 32 of this handbook for allowable
POS codes and descriptions.

Element 24C — Type of Service
Enter Medicaid TOS code“9” for each service. Refer to Appendix 32 of thishandbook for the TOS code description.

Element 24D — Procedures, Services, or Supplies
Enter the appropriatelocal procedure code. Refer to Appendix 32 of thishandbook for alist of alowable procedure codesand
their descriptions.

Modifiers

Enter the appropriate two-character modifier inthe“Modifier” column of Element 24D. Refer to Appendix 33 of this
handbook for alist of the allowable modifier codes. Please note that Wisconsin Medicaid has not adopted all Current
Procedural Terminology, Healthcare Common Procedure Coding System, or Medicaremodifiers.

All SMV procedure codesrequire two modifiers:

1. Number of trip modifiers: Usemodifier codes* 11 through* 20™ to indicate the number of tripsfor the samerecipient, by
the same provider, on the same DOS.

2. Service-provided modifiers: Wisconsin Medicaid requiresasecond modifier toindicatethetype of medical service
provided at the destination, Providerswill. only receive reimbursement for tripsto Medicai d-covered medical services.

Element 24E — Diagnosis Code
Enter the number (1, 2, 3, or 4) that corresponds to the appropriate diagnosis code(s) listed in Element 21. If acounty codeis
entered in Element 21, enter the reference that showsthe county code'sposition in thiselement.

Element 24F — Charges
Enter the total charge for each lineitem.

Element 24G — Days or Units
Enter the appropriate number of units, time units, qualifying circumstance units, or other serviceshilled for eachlineitem.
Alwaysuseadecimal (e.g., 2.3 units).

Element 24H — EPSDT/Family Planning (not required)
Element 241 — EMG (not required)
Element 24J — COB (not required)

Element 24K — Reserved for Local Use
Any information entered in thiselement may cause claim denial.
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Appendix 16
(Continued)

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

Element 26 — Patient’s Account No. (optional)
The provider may enter up to 12 characters of the patient’sinternal office account number. This number will appear onthe
Remittance and Status Report.

Element 27 — Accept Assignment (not required)

Element 28 — Total Charge
Enter the total chargesfor thisclaim.

Element 29 — Amount Paid (not required)

Element 30 — Balance Due
Enter the balance due as determined by subtracting the amount paid in Element 29 from the amount in Element 28.

Element 31 — Signature of Physician or Supplier
The provider or the authorized representative must sign in Element 31. The month, day, and year theformissigned must also
beenteredinMM/DD/YY or MM/DD/YYYYY format.

Note: The signature may be acomputer-printed or typed name and date or asignature stamp with the date.

Element 32 — Name and Address of Facility Where Services Were Rendered
If services are provided to arecipient who residesin anursing-home (POS code “ 7" or “8”), indicate the nursing home's
eight-digit Medicaid provider number.

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 the billing
provider. At the bottom of Element 33, enter'thebilling provider’seight-digit Medicaid provider number.
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Appendix 17
lHlustration of Two Trips with Waiting Time

The following is an example of atrip that includes waiting time. “Waiting time” refers to time spent by the specialized

medical vehicle (SMV) provider waiting for the recipient to return to the vehicle while the recipient receives medical
services.

TRIPONEWITHWAITINGTIME

Dispatch Point Recipient Pick-Up Point
A 10 miles

D Waiting Time ( W9095-11)

A Van travels to recipient pick-up point — no unloaded mileage because distance is 10 miles. Wisconsin
Medicaid reimburses for unloaded mileage when the SMV travels empty more than 20 miles by the
shortest route available from the dispatch point (i.e., SMV starting location) to the recipient’s location.

B Base rate (W9096-11) includes first five miles.
C Remaining 15'miles to clinic'count as'mileage (W9090-11).
D Van walits for recipient at clinic for two hours — counts as waiting time ( W9095-11).

TRIPTWO (RETURN TRIP)

Xipuaddy

B 10 miles

Dispatch Point

A Van transports recipient to home (drop-off point) — base rate not billable because waiting timeis billed.
Billed asmileage (W9090-12).

B Van returns to dispatch point empty. Unloaded mileage not allowed.
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Appendix 18

Sample CMS 1500 Claim Form: Two Trips with Waiting Time

Thisclamformillustratesasampleformfor theexamplein A ppendix 17 of thishandibook.

APPROVED OMB-0238-0008

0@
w
o
o©
<
(]
[T Jrica HEALTH INSURANCE CLAIM FORM pica [] 4«
1. MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP FECA OTHER| 1a. INSURED'S 1.D. NUMBER (FOR PROGRAM IN ITEM 1) 1
HEALTH PLAN BLK LUNG
D (Medicare #) @ (Medicaid #) D {Sponsor's SSNj lj (VA File #) D (SSN or iD) l:l (SSN) D (D) 1234567890
2. PATIENT'S NAME (Last Name, First Name, Middle Initial) 3. P'\//?“'I/"IENT’SDBIRTH DATE SEX 4. INSURED’S NAME (L.ast Name, First Name, Middie Initiat}
1 1
Recipient, Im A. MM DDYY ™[] F[X
5. PATIENT'S ADDRESS (No., Streety 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED’S ADDRESS (No., Street)
609 Willow Seli [ ] spouse[ ] chia[ | Otner[ |
CITY STATE | 8. PATIENT STATUS CITY STATE -4
o
Anytown WI single[ | marrea [ | omer [ ] =
ZIP CODE TELEPHONE (Include Area Code) ZIP CODE TELEPHONE (INCLUDE AREA CODE) g
Employed Full-Time Part-Time [+
55555 XOXO0 XXXXXXX [ Sudent (] Swoent ( ) S
9. OTHER INSURED'S NAME (Last Name, First Name, Middle Initial) 10. 1S PATIENT'S CONDITION RELATED TO: 11. INSURED’S POLICY GROUP OR FECA NUMBER =z
3
a. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (CURRENT OR PREVIOUS) a. INSUREI\DA"\% DATSDOF B&JH SEX g
| |
[724
[Jves  [Jwo | Ml F |2
b. OTHER INSURED'S DATE OF BIRTH SEX b. AUTC ACCIDENT? PLACE (State) |b. EMPLOYER'S NAME OR SCHOOL NAME ]
MM | DD | YY - YES NO 2
| | v O O v £
c. EMPLOYER'S NAME OR SCHOOL NAME c. OTHER ACCIDENT? ¢. INSURANCE PLAN NAME OR PROGRAM NAME >
[Jres  [w 2
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE d. IS THERE ANOTHER HEALTH BENEFIT PLAN? g
DYES I:‘ NO If yes, return to and complete item 9 a-d.
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 13. INSURED’S.OR AUTHORIZED PERSON’S SIGNATURE: | authorize
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | autharize the release of any medical or other information necessary payment of medical benefits to the undersigned physician or supplier for
to process this claim. | also request payment of government benefits either to myself or to the party who accepts assignment services described below.
below.
SIGNED. __ DATE SIGNED Y
14. DATE OF CURRENT: ILLNESS (First symptom) OR 16. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS, | 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION A
MM | DD YY INJURY {Accident) OR GIVE FIRSTDATE MM t DD | YY MM | DD | YY MM | DD 1YY
' H PREGNANCY(LMP) : ! FROM ! ! TO ! !
17. NAME OF REFERRING PHYSICIAN OR CTHER SOURCE 17a. |.D. NUMBER OF REFERRING PHYSICIAN 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
. MM | DD | YY MM |, DD | YY
[. M. Provider FROM | 5 A
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES
[Jves [no |
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,2,3 OR 4 TO ITEM 24E BY LINE) 22. MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO.
1. \_V_Qgg L.
23. PRICR AUTHORIZATION NUMBER
2. | - 4.
24. A B ¢} D E F G H | J K g
DATE(S) OF SERVIGE Place | Type |PROCEDURES, SERVICES, OR SUPPLIES DAYS [EPSDT RESERVED FOR =
From To of of (Explain Unusual Circumstances) DI%GO’\IE%SIS % CHARGES OR | Family| g0~ | cop LOCAL USE =
MM DD YY MM oD YY |ServicelServicel CPT/HCPCS |  MODIFIER UNITS| Plan <Et
i T
| ! | | 1 | ! *
MM: DD 1YY | | 319 w909 ! 11.TD 12 XXX XX 1 ol
| | | | =
i | ]
JMM: DD 1YY } 1 319 W9090 | 11| TD 12 XXX XX]| 15 &
! ]
| | | | | ! o
MM DD 1YY ! ! 319 W9095 | 11| TD 12 XXXE XX| 2 5
(2]
| 1 | | | E ']
MM DDiYY 1 1 4 19 W9090! 12 TD 12 XXX XX 20 =
| i | | ! g
e | | | | o
I ! I i | ; 17
i >
| i | | I | T
I — , | ‘ N
3 | i Ea= i !
25. FEDERAL TAX |.D.-NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27. ACCEPT ASSIGNMENT? |28, TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE
(For govt. claims, see back) ] | |
] [Jves [ ] no $ XXXIXX |8 0 008 XXXXX

31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. NAME

(I certify that the siatements on the reverse
anoly ta this bill and are made a part thereof.)

A Qulbhedad.  MMDDIYY

SIGNED DATE

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

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

AND ADDRESS OF FACILITY WHERE SERVICES WERE |33. PHYSICIAN'S, SUPPLIER'S BILLING NAME, ADDRESS, ZIP CODE
.M. Billing
1W. Williams
Anytown, W1 55@55 87654321
PIN# GRP#
FORM HCFA-1500 (12-90)
PLEASE PRINT OR TYPE FORM OWCP-1500 FORM RRB-1500
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Appendix 19
llustration of Two Trips with Second Attendant

The following is an example of two trips made with a second attendant.
TRIPONE
Dispatch Point Recipient Pick-Up Point

A 10 miles

Recipient Drop-Off Point

A Travel to recipient pick-up point — no unloaded mileage because distance is 10 miles. Wisconsin
Medicaid reimburses for unloaded mileage when the specialized medical vehicle (SMV) travels empty more than
20 miles by the shortest route available from the dispatch point (i.e., SMV starting location) to the recipient’s
location.

B Travel from pick-up point to drop-off point — base rate (W9096-11) includes the first five miles of 25-mile
distance. Recipient requires cot/stretcher transportati on.and second attendant (\WW9098-11).

C Travel from pick-up point to drop-off point — the remaining 20 miles of the 25-mile distance to clinic count as
mileage (W9090-11).

D Recipient staysat clinic— van returns empty to dispatch point. Unloaded mileage not allowed.

TRIPTWO

Dispatch Point Recipient Drop-Off Point

Xipuaddy

A Van returnsto clinic to pick up recipient — no unloaded mileage because distance is under 20.1 miles.

B Recipient picked up and transported to drop-off point — base rate (W9096-12) includes the first five miles of
25-mile distance. Recipient requires cot/stretcher transportation and second attendant (W9098-12).

C The remaining 20 miles of 25-mile distance to recipient’s home count as mileage (W9090-12).

D Van returns empty to dispatch point from recipient’s drop-off point. Unloaded mileage not allowed.
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Appendix 20

Sample CMS 1500 Claim Form: Two Trips with Second Attendant

Thisclamformillustratesasampleformfor theexamplein A ppendix 19 of thishandbook.

APPROVED OMB-0238-0008

[T prea HEALTH INSURANCE CLAIM FORM PICA
1. MEDICARE MEDICAID CHAMPUS CHAMPVA ﬁER/(-‘\)LL'JI'T-l PLAN EEEA QTHER| 1a. INSURED'S 1.D. NUMBER (FOR PROGRAM IN ITEM 1)
D (Medicare #) @ (Medicaid #) D {Spensor's SSN) D (VA File #) D (SSN or ID) l:l (SSN) D (D) 123 4567890

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

Recipient, ImA.

3. P'Gn';lENT'S BIRTH DATE SEX

MMIDDYY w[] FIX

4, INSURED'S NAME (L.ast Name, First Name, Middie Initia)

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

6. PATIENT RELATIONSHIP TO INSURED

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

609 Willow Self D Spousel:l Chi|dD OtherD
CITY STATE | 8. PATIENT STATUS cITY STATE
Anyt(]Nn Wi Single l:l Married I:] Other El
ZIP CODE TELEPHONE (Include Area Code) ZIP CODE TELEPHONE (INCLUDE AREA CODE)
Employed Full-Time Part-Time ( )
55555 (XXX XXX X XXX Stucert: | ] _swdent

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

10. IS PATIENT'S CONDITION RELATED TO:

a. OTHER INSURED’S POLICY OR GROUP NUMBER

a. EMPLOYMENT? (CURRENT OR PREVIOUS)

D YES |:| NO

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

SEX

T[]

b. AUTO ACCIDENT? PLACE (State)

D YES D NO

| I—

| |
| |
. EMPLOYER'S NAME OR SCHOOL NAME

c. OTHER ACCIDENT?
[

D YES

11. INSURED’S POLICY GROUP OR FECA NUMBER

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

P ML FLI

b. EMPLOYER’S NAME OR SCHOOL NAME

«. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

DYES I:l NO If yes, return to and complete item 9 a-d.

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

12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authori

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.

ize the release of any medical orother information necessary

to process this claim. | atso request payment of government benefits either to myself or to the party who accepts assignment

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

D oYY {INJURY(ACCldent)OR
! PREGNANCY{(LMP)

GIVE FIRST DATE MM !

below.
SIGNED DATE SIGNED Y
14. DATE OF CURRENT:; ILLNESS (First symptom) OR 16. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. A
MM 1 D DD Yy

16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
DD YY MM DD 1YY

|
FROM ! \ TO !

17 NAME OF REFERRING PHYSICIAN OR OTHER SOURCE

| .M. Referring Provider

17a. 1.D. NUMBER OF REFERRING PHYSICIAN

B12345

18. HOSPITALIZATION DATES RELATED 7O CUFIRENT SEHVICES
MM DD YY DD YY

| f |
FROM } ‘t TG } :

19. RESERVED FOR LOCAL USE

20. OUTSIDE LAB? $ CHARGES

{Jves [ ]no

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

3

22. MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO.

SIGNED
mnnae

1. \_\1§.3-0 L . |
T 23. PRIOR AUTHORIZATION NUMBER
2. | _ [ N
24. A B [¢] D E F G H | J K
DATE(S) OF SERVICE Type PROCEDURES, SERVICES, OR SUPPLIES|  biaGNOSIS DAYS [EPSDT| RESERVED FOR
From To f Explain Ul 1Ci o OR | Family
MM oo vy MM DD VY |semic (Explain e tances) COBE $ GHARGES unns| Ty | ema | coB LOCAL USE
T
| | | | | |
MM DD YY 1 } 111 ™™ XXX XX 1
|
i
1 | | | | i
MM: DD YY | 1 n,_T™ XXX 1 XX |20
|
I
i I | | | t
MMIDDIYY| | | L Wo098 | 11]  TM XXX i XX | 1
I
i
| | | | | H
MM DD!YY | l W9o09%6 | 12, TM XXX XX |1
i
I
| | | : | ]
MM DD}YY | ; 9 [ W9090 | 12! TM XXX IXX 120
i
I
| | : I
MM‘ DD YY ‘ } 9 i W9o098 12‘ ™ ¢ g XXX XX 11
25. FEDERAL TA)< 1.D. NUMBER SSN EIN 26. PATIENT'S AGGOUNT NO. 27. ACCEPT ASSIGNMENT?  |28. TOTAL CHARGE 25. AMOUNT PAID 30. BALANGE DUE
(For govt. claims, see back) | | |
L0 [lves [ ]no $ XXXIXX [ ¢ 00100 |8 XXXIXX
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. NAME AND ADDRESS OF FACLLITY WHERE SERVICES WERE |33. PHYSICIAN'S, SUPPLIER'S BILLING NAME, ADDRESS, ZIP CODE
INCLUDING DEGREES OR CREDENTIALS RENDERED (If cther than home or office) & PHONE #
(I certify that the statements on the reverse .M. Billi ng
apply to this bill and are made a part thereof.) I
A ) 1 W. Williams
- Owlhatgl  MM/DDYY Anytown, W| 5555 87654321
DATE PIN# ‘ G_HP#

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

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

PLEASE PRINT OR TYPE
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Appendix 21
llustration of One Trip with Multiple Recipients (Multiple Carry)

The following is an example of one trip made with multiple recipients.

First Recipient Pick-Up Second Recipient Pick-Up Clinic

Dispatch Point

A 10 miles
— — = - —
D 5miles E 15miles
(W9097-11) (W9091-11)
F 35miles
>
First Recipient’s Trip
A Travel to first recipient’s pick-up point — no unloaded mileage because distance is 10 miles. Wisconsin

Medicaid reimburses for unloaded mileage when the specialized medical vehicle (SMV) travels empty more than
20 miles by the shortest route available from the dispatch point (i.e., SMV starting location) to the recipient’s
location.

B Travel to second recipient’s pick-up point — the first five miles of 25-mile distance to clinic for first recipient’s
trip are billed/at the base rate (W9096-11).. Unl oaded mileage is not alowed because the vehicle has a passenger.

C Vehicle picks up second recipient and transports both recipients to clinic — the remaining 20 miles count as
mileage (W9090-11).
>
i)
F Both recipients stay at clinic — van returns empty to dispatch point. Unloaded mileage not allowed. }'g
=
——————— —»

Second Recipient’s Trip

D Vehicle picks up second recipient and travel sfrom second recipient’s pick-up point to clinic— thefirst five miles of
the 20-mile distance for second recipient’strip to the clinic are billed at the multiple carry baserate (W9097-11).

E Theremaining 15 miles of the 20-mile distance for second recipient’strip to the clinic are billed as multiple carry
mileage (W9091-11).

F Both recipients stay at clinic — van returns empty to dispatch point. Unloaded mileage not allowed.
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Appendix 22
Sample CMS 1500 Claim Form: First Recipient on Multiple Carry Trip

Thisclamformillustratesasampleformfor theexamplein A ppendix 21 of thishandibook.

APPROVED OMB-0238-0008

0©
w
o
[
<
o
[T prea HEALTH INSURANCE CLAIM FORM pica [ ] Jv
1. MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP FECA OTHER| 1a. INSURED'S 1.D. NUMBER (FOR PROGRAM IN ITEM 1) e
HEALTH PLAN BLK LUNG
D (Medicare #) (Medicaid #) D {Sponsor's SSN) D (VA File #) L—_\ (SSN or ID) [l (5SN) D (D) 1234567890
2. PATIENT'S NAME (Last Name, First Name, Middle Iritial) 3. P@JIIENT’SDBIRTvyDATE SEX 4. INSURED’S NAME (l.ast Name, First Name, Middie Initia)
. . t |
Recipient, Im A. MM DD YY ™[] FIX
5. PATIENT'S ADDRESS (No., Street) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (No., Street)
609 W| I I ow Self D Spousel:l ChinD Otherl:l
CITY STATE | 8. PATIENT STATUS CITY STATE -4
o
AnytOWH Wl Singlel:l Married I_—_] Other El =
ZIP CODE TELEPHONE (Include Area Code) ZIP CODE TELEPHONE (INCLUDE AREA CODE) g
Employed Full-Time Part-Time (1
55555 (XXX) XXX-XXXX [ Stuse [ ] _Stuaen ( ) 5
9. OTHER INSURED'S NAME (Last Name, First Name, Middle Initial) 10. IS PATIENT'S CONDITION RELATED TO: 11. INSURED’S POLICY GROUF OR FECA NUMBER 3
g
a. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (CURRENT OR PREVIOUS) a. INSURE'\DA"a DATEE?F B${\'{I’H SEX g
| |
1]
[Jyes [ L W] F[) |2
b. OTHER INSURED'S DATE OF BIRTH SEX b. AUTO ACCIDENT? PLACE (State) |b. EMPLOYER’S NAME OR SCHOOL NAME o]
| DD, =
F YES NO
| | ¥ O O v E
c. EMPLOYER'S NAME OR SCHOOL NAME c. OTHER ACCIDENT? ¢. INSURANCE PLAN NAME OR PROGRAM NAME >
[es  [Jwo g
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE d. IS THERE ANOTHER HEALTH BENEFIT PLAN? E
DYES I:‘ NO If yes, return to and complete item 9 a-d.
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 13. INSURED’S OR AUTHORIZED PERSON’S SIGNATURE | authorize
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other information necessary payment of medical benefits to the undersigned physician or supplier for
to process this claim. | also request payment of government benefits either to myself or to the party who accepts assignment services described below.
below.
SIGNED DATE SIGNED Y
14. DATE OF CURRENT: ILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. | 16. DATES PATIENT UNABLE TC WORK IN CURRENT OCCUPATION A
MM 1 DD : YY INJURY (Accident) OR GIVE FIRSTDATE MM | DD | YY i DD 1YY MM | DD ¢ YY
! ! PREGNANCY/(LMP) : ! FROM ! ! T ! !
17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 17a. .D. NUMBER OF REFERRING PHYSICIAN 18. HOSPI'I';I%ALIZATI%N DAI‘I%{S RELATED TO CURRENT SDEHVICES
. . | i MM | DD | YY
|.M.Referring Provider B12345 FROM | ! T 1 '
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES
[Jyes [ Ino
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,2,3 OR 4 TO ITEM 24E BY LINE) 22. MEDICAID RESUBMISSION b
CODE ORIGINAL REF. NO. S
+LV63.0 S | 3
23. PRICR AUTHORIZATION NUMBER S
=
2. | A 4. . X
24 A B c D E F G H I J K %
DATE(S) OF SERVICE Piace | Type | PROCEDURES, SERVICES, OR SUPPLIES DAYS[EPSDT RESERVED FOR |
i () To of of (Explain Unusual Circumstances) DIA(?(;‘E%SIS § CHARGES OR | Family| o0 | cop LOCAL USE =
MM DD YY MM DD YY [Servic i CPT/HCPCS | MODIFIER | UNITS| Plan g
T
| ! | | i 1 ! x
MMDDYY | | | 419 w9096! 11! TM 1 XXX XX| 1 S
| | 1 t =
i | ]
I 1 o
MM DDYY 1 \ 419 | w9090 | 111 TM 1 XXX 0 XX| 20 w
; | =S
1
o
1
i | i 1 | [ : g
I i I | I I =2
! w
1 | 1 oc
o L L | S
I 1
| =
| i | 1 | =
I ! I | 1 | (%
> 1 ! I [ 1 w
| 2
1
S | : | : £
3 I i o : !
25. FEDERAL TAX I.D.NUMBER SSN EIN 26. PATIENT’S ACCOUNT NO. 27. ACCEPT ASSIGNMENT? | 28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE
(For govt. claims, see back) | \ |
10 [ lves []no s XXX XX | ® 00! 00| % XXXiXX
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE | 33. PHYSICIAN'S, SUPPLIER'S BILLING NAME, ADDRESS, ZIP CODE
INCLUDING DEGREES OR CREDENTIALS RENDERED (If other than home or office) & PHONE #
(I certify that the statements on the reverse HTH
apply to this bill and are made a part thereof.) I . M . B| | | | ng
) 1 W. Williams
A '5'4‘“1-3-..{. MM/DD/IYY
Anytown, W| 5555 ‘ 87654321
SIGNED DATE PIN# GRP#
== =
(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88) PLEASE PRINT OR TYPE FORM HCFA-1500 (12-90)

FORM OWCP-1500 FORM RRB-1500
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Appendix 23
Sample CMS 1500 Claim Form: Second Recipient on Multiple Carry Trip

Thisclamformillugtratesasampleformfor theexamplein A ppendix 21 of thishandibook.

APPROVED OMB-0838-0008 ) T
@©
w
@<
@
<
o
[T Pica HEALTH INSURANCE CLAIM FORM pica [ 7] 4'
1. MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP FECA OTHER| 1a. INSURED'S 1.D. NUMBER (FOR PROGRAM IN ITEM 1) 1
HEALTH PLAN BLK LUNG
D (Modicare #) @ (Medicaid #) D (Sponsor’s SSN) D (VA File #) D (SSN or ID) [l (5SN) D (D) 0987654321
2. PATIENT'S NAME (Last Name, First Name, Middle Initial) 3. PGJIIENT’SDBIRTvyDATE SEX 4. INSURED’S NAME {l.ast Name, First Name, Middie Initiat)
. . t |
Recipient, ImA. MMIDDYY M[ ] FIX
5. PATIENT'S ADDRESS (No., Street) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (No., Street)
609 Willow Self [ Spouse[ | chid[ | Other ]
CITY STATE | 8. PATIENT STATUS CITY STATE =z
o
AnthNn Wl Singlel:l Married I_—_] Other El ==
ZIP CODE TELEPHONE (Include Area Code} ZIP CODE TELEPHONE (INCLUDE AREA CODE) g
Employed Full-Time Part-Time [
55555 DOODXXX-XXXX Stogent [ ] Stucorn ( ) 5
9. OTHER INSURED'S NAME (Last Name, First Name, Middle Initial) 10. IS PATIENT'S CONDITION RELATED TO: 11. INSURED’S POLICY GROUP OR FECA NUMBER 3
0
a. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (CURRENT OR PREVIOUS) a. INSURE'\DA"a DATEDOF B&JH SEX g
| |
[2]
[Jyes [ g MOl F[) B
b. OTHER INSURED'S DATE OF BIRTH SEX b. AUTO ACCIDENT? PLACE (State) | b. EMPLOYER’S NAME OR SCHOOL NAME o
PO F YES NO Z
| | »[] O O e E
¢. EMPLOYER'S NAME OR SCHOOL NAME c. OTHER ACCIDENT? ¢. INSURANCE PLAN NAME OR PROGRAM NAME >
[ives [ w0 e
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE d. IS THERE ANOTHER HEALTH BENEFIT PLAN? E
DYES I:‘ NO if yes, return 1o and complete item 9 a-d.
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 13. INSURED’S OR AUTHORIZED PERSON’S SIGNATURE | authorize
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE F authorize the release of any medicai or other information necessary payment of medical benefits to the undersigned physician or supplier for
to process this claim. | also request payment of government benefits either to myself or to the party who accepts assignment services described below.
below.
SIGNED ___ . & DATE A SIGNED __ Y
14. DATE OF CURRENT: ILLNESS (First symptom) OR 15. [F PATIENT HAS HAD SAME OR SIMILAR ILLNESS, | 16. DATES PATIENT UNABLE TC WORK IN CURRENT OQCCUPATICON A
MM 1 DD : YY INJURY {Accident) OR GIVE FIRSTDATE MM ! DD | YY MM | DD 1YY MM | DD 1 YY
H ; PREGNANCY(LMP) I‘ } FROM } } TO 1 }
17. NAME OF REFERRING PHYSICIAN GR OTHER SOURCE 17a. 1.D. NUMBER OF REFERRING PHYSICIAN 18. HOSPI'I’;‘%ALIZATIQDN DAI{I%{S RELATED TO CURRENT SDEHVICES
. . | | MM | DD | YY
|.M.Referring Provider B12345 FROM | 5 T 1 :
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES
[Jves [ Ino
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,2,3 OR 4 TO ITEM 24E BY LINE) 22. MEDICAID RESUBMISSION >
CODE ORIGINAL REF. NO. g
+(V63.0 sl . | o)
23. PRICR AUTHCRIZATION NUMBER 8_
2. | L . x
24. A B %] D E F G H | J K g
DATE(S) OF SERVICE Place | Type |PROCEDURES, SERVICES, OR SUPPLIES DAYS [EPSDT] RESERVED FOR <
Frg () To of of (Explain Unusual Circumstances) DIA(?(I;E%SIS $ CHARGES OR |Family| 0o | cop LOCAL USE -
MM DD Yy MM DD YY |ServicelService] CPT/HCPCS | MODIFIER . : UNITS| Plan é
g
| | | | ! o
MMDDYY | | | 319§ w9097 | 11/ TM 1 XXX 1 XX| 1 S
I | | t £
4] | ]
| | 1
MM DD YY 1 \ 319 W909L | 11 TM 1 XXX XX| 15 ]
: -
=
1
o
|
| f | | | i i [
I ] I | | I =2
: w
1 | | [+
o L L | S
I 1
| =
| i | | | =
I t I | | | (%
3 | ¢ I [ 1 H wn
| £
P | |
L] L | ‘ =
3 #i i |
25. FEDERAL TAX .D.NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27. ACCEPT ASSIGNMENT? | 28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE
(For govt. claims, see back) | | |
| [lves [Jwo s OXXXIXX |® 00/00]% XXX XX
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. NAME AND ADDRESS OFf FACILITY WHERE SERVICES WERE | 33. PHYSICIAN'S, SUPPLIER'S 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 HTH
apply to this bill and are made a part thereof.) I.M. Billi ng
) 1 W. Williams
M. 'C'J‘!MD-..L MM/DD/YY
Anytown, WI 5555‘ 87654321
SIGNED DATE P IN# GRP#
== =
(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88) PLEASE PRINT OR TYPE FORM HCFA-1500 (12-90)

FORM OWCP-1500 FORM RRB-1500
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Appendix 24
lHlustration of Two Trips with Unloaded Mileage

Thefollowing is an example of two trips including unloaded mileage. “ Unloaded mileage” is the distance
traveled to pick up the recipient for transport to or from Medicaid-covered services.

TRIPONE

Recipient Pick-Up Point
SETA

S

Dispatch Point

A 32miles(W9054-11)

Recipient Drop-Off Point

A Van travels to recipient’s home to pick up recipient — unloaded mileage (W9054-11) applies because the
trip is 32 miles. Wisconsin Medicaid reimburses for unloaded mileage when the specialized medical vehicle (SMV)
travels empty more than 20 miles by the shortest route available from the dispatch point (i.e., SMV starting
location) to the recipient’s location.

B Van picks up recipient and travels to clinic; the first five miles are the base rate (W9096-11).
C Remaining 17-milesto clinic count as mileage (W9090-11).
D Van returns to base empty. Unloaded mileage not allowed.

TRIPTWO

Recipient Drop-Off Point

Dispatch Point

D 32miles

>
o
°
@
>
=
<

g gﬁ’@
\)
A Van returns to clinic to pick up recipient. No unloaded mileage because distance is 14 miles.
B Van picks up recipient and travels to recipient’s home. The first five miles traveled are the base rate (W9096-12).
C The remaining 17 miles to recipient’s home count as mileage (W9090-12).
D Van returns to base empty. Unloaded mileage not allowed.
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Appendix 25

Sample CMS 1500 Claim Form: Two Trips with Unloaded Mileage

Thisclamformillugtratesasampleformfor theexamplein A ppendix 24 of thishandibook.

| PICA

HEALTH INSURANCE CLAIM FORM

PICA

1. MEDICARE MEDICAID CHAMPUS

CHAMPVA

HEALTH
D (Medicare #) @ (Medicaid #) D {Sponsor's SSNj lj (VA File #) D (SSN or ID)

GROUP
PLA|

FECA
BLK

N LUNG
l:l (SSN)

OTHER

[] 0o

1a. INSURED'S 1.D. NUMBER

1234567890

(FOR PROGRAM IN ITEM 1)

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

3. PATIENT’SDBI RTH DATE

MM | SEX
MM!DDYY [ FX

4. INSURED’'S NAME {l.ast Name, First Name, Middie Initiat}

Recipient,ImA.
5. PATIENT'S ADDRESS (No., Street) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED’'S ADDRESS (No., Street)
609 Willow Seli [ ] spouse[ ] chia[ | Otner[ |
CITY STATE | 8. PATIENT STATUS cITY STATE
AnthNn Wl Singlel:l Married I:] Other El
ZIP CODE TELEPHONE (Include Area Code) ZIP CODE TELEPHONE (INCLUDE AREA CODE)
Employed Full-Time Part-Time
55555 (XXX XXX -X XXX [ stwdent [ ] _sugen C

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

Middle Initial)

a. OTHER INSURED'S POLICY OR GROUP NUMBER

b. OTHER INSURED'S DATE OF BIRTH
|
i ; ‘ M

SEX

il

!
c. EMPLOYER’S NAME OR SCHOOL NAME

10. 1S PATIENT'S CONDITION RELATED TO:

a. EMPLOYMENT? (CURRENT OR PREVIOUS)

D YES I:I NO

b. AUTO ACCIDENT? PLACE (State)

D YES DNO

c. OTHER ACCIDENT?
[

D YES

[E—

11. INSURED’S POLICY GROUP OR FECA NUMBER

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

| | M

SEX

b. EMPLOYER'S NAME OR SCHOOL NAME

¢. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN MAME OR PROCGRAM NAME

10d. RESERVED FOR LOCAL USE

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

[Jves [ |no

If yes, return o and complete item 9 a-d.

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

below.

SIGNED

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
to process this claim. | also request payment of government benefits either to myself or to the party who accepts assignment

DATE

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

services described below.

SIGNED

INJURY. {Accident) OR

14. DATE OF CURRENT:
MM | DD YY
| PREGNANCY/(LMP)

i i

ILLNESS (First symptom) OR

15. IF PATIENT HAS HAD SAME OR SIMILYAR ILLNESS,

GIVE FIRST DATE MM ! DD } Y

16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
DD YY MM | DD 1YY
I I

|
FROM ! | T0

|.M.Referring Provider

17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE

17a. |.D. NUMBER OF REFERRING PHYSICIAN

B12345

| I !
18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
MM DD Yy

| DD | YY MM
FROM i | T0 I

3
}
I

19. RESERVED FOR LOCAL USE

| | I
20. OUTSIDE LAB? $ CHARGES

[Jves [no

1 V630

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

R

22. MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO.

3. .
23. PRIOR AUTHORIZATION NUMBER
2. | L 4.0
= 5 Bace Ce PROCEDURES, SEF?VICES OR SUPPLIES E = DEYS I:P:LJI I 2 K
MM Fg?TE(S‘;)VOF SJSVICEEOD Yy szlowfic SZ)\?ice CPTfﬁxcpP%rslUynlisuarlA%EnclﬁTEs;‘qances) > oooe scHaraes | Qfs| TS| Ema | cos " ooatse
MM DD YY| 1 3 W9054 11 TH 1 XXX XX| 1
MM DD YY| | | 319 W9096l 11, TH 1 XXX XX] 1
MM DD YY| | | 319 W9090| 11! TH 1 XXX | XX | 17
MM DDIYY| | | 4 |9 W9096| 12! TH 1 XXX XX 1
MM DDIYY| | 4 19 w9090 12! TH 1 XXX | XX | 17
L L | | E : i
25. FEDERAL TAX I.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27(@3%%&TQ§EE§&E£E;) 28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE
N [Jves [Jno 8 OXXXIXX |3 0/ 00|38 XXXIXX

31. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
(I certify that the siatements on the reverse
apply to this bill and are made a part thereof.)

S M. Gubbasigt MM/DDYY

SIGNED DATE
masiae

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

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

"M Billing
1W. Williams

Anytown, WI 555f55 87654321
PIN# GRP#

PHYSICIAN OR SUPPLIER INFORMATION

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

PLEASE PRINT OR TYPE
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Appendix 26
lllustration of Three Trips for a Single Recipient on One Day

Thefollowing isan example of threetripsincluding unloaded mileage.

TRIPONE
Dispatch Point Recipient Pick-Up Poaint Recipient Drop-Off Point (Clinic)
B 5miles C 10 miles
. (W9096-11) (W9090-11)
A 10 miles
D
A Van travels to recipient’s home to pick up recipient — no unloaded mileage because distance is 10 miles.

Wisconsin Medicaid reimburses for unloaded mileage when the specialized medical vehicle (SMV) travels empty
more than 20 miles by the shortest route available from the dispatch point (i.e., SMV starting location) to the
recipient’slocation.

Van transports recipient from home to clinic — the base rate (W9096-11) includes the first five miles of the trip.
The remaining 10 miles to the clinic count as mileage (W9090-11).

Recipient stays at clinic — van returns to base empty. Unloaded mileage not allowed.

OO

TRIPTWO

Recipient Drop-Off Point

Dispatch Point Recipient Pick-Up Point (Clinic) (Hospital)

B 5 miles C 5miles
(W9096-12) (W9090-12)

A _ 12 miles

>

>
i)

A Van returns to clinic to pick up recipient — no unloaded mileage because distance is 12 miles. -‘E

B Recipient picked up — base rate (W9096-12) includes the first five miles to hospital. =

C The remaining five miles to hospital count as mileage (W9090-12).

D Recipient staysat hospital — van returnsto dispatch point empty. Unloaded mileage not allowed.

TRIPTHREE
Dispatch Point Recipient Pick-Up Point (Hospital) Recipient Drop-Off Point

1B 5miles C 5miles

A 5miles (W9096-13) (W9090-13)

l|||
)
NN NN BN BN B B B . - l
' |
‘ll
|

______________,
D
Van returns to hospital to pick up recipient — no unloaded mileage because distance is 5 miles.
Van transports recipient home from hospital — Base rate (W9096-13) includes first five miles of the trip.
The remaining five miles to the recipient’s home count as mileage (W9090-13).
Van returns to dispatch point empty. Unloaded mileage not allowed.

OO w>»
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Sample CMS 1500 Claim Form: Three Trips for a Single Recipient on One Day

Appendix 27

Thisclamformillustratesasampleformfor theexamplein A ppendix 26 of thishandbook.

[T frica HEALTH INSURANCE CLAIM FORM PICA

1. MEDICARE MEDICAID CHAMPUS CHAMPVA GROL_JI_P  PLAN EE%A QOTHER| 1a. INSURED'S .D. NUMBER (FOR PROGRAM IN ITEM 1)

D (Medicare #} @ {Medicaid #) D (Spensor’s SSN} D (VA File #) D (SSN or ID) l:l (SSN) D (D) 123 4567890

2. PATIENT'S NAME (Last Name, First Narmme, Middle Initial) 3. Pr\?[&lENT SDBIRTvyDATE SEX 4. INSURED’S NAME {l.ast Name, First Name, Middie Initiat)

.. 1 |

Recipient, ImA. MM DD YY m[] FK]

5. PATIENT'S ADDRESS (No., Street) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (No., Street)
609 Willow seli [ ] spouse[ | chia[ | Otre] |

CITY STATE | 8. PATIENT STATUS CITY STATE
AnthNn Wl Singlel:l Married I_—_] Other El

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

Employed Full-Time Part-Time

55555 (XXX XXX-XXXX Student [ ] _Stugem C )

9. OFYHER 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 |:| NO

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

SEX

b. AUTO ACCIDENT? PLACE (State)

F D D YES DNO

[E—

| |
<. EMPLOYER'S NAME OR SCHOOL NAME

D YES

c. OTHER ACCIDENT?
[

11. INSURED’S POLICY GROUF OR FECA NUMBER

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

L ML

SEX

FLJ

b. EMPLOYER'S NAME OR SCHOOL NAME

o INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

below.

SIGNED ____

10d. RESERVED FOR LOCAL USE

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

DYES I:l NO if yes, return 1o 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 F authorize the release of any medicai or other information necessary
to precess this claim. | also request payment of government benefits either to myself or to the party who accepts assignment

DATE

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

SIGNED

INJURY {Accident} OR

14. DATE OF CURRENT:
MM T DDt oYY {
PREGNANCY(LMPF)

ILLNESS (First symptom) OR

15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS,
GIVE FIRST DATE MM ! D ‘ YY
i 1

1€. DATES PATIENT UNABLE TO WORK IN GURRENT OCOUPATION
MM | DD YY MM oD YY

FROM ! \ TO \ r

i
17, NAME OF REFERRING PHYSICIAN CR OTHER SOURCE

t7a. 1.D. NUMBER OF REFERRING PHYSICIAN

18. HOSPITALIZATION DATES RELATED 7O CUFIHENT SEHVICES
MM Yy YY

| bb | bbb,

|.M. Referring Provider B12345 FROM | | ||
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES
[Jves [ no I
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,2,3 OR 4 TO ITEM 24E BY LINE) 22. MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO.
1. \_V§.3g 3. L . |
23. PRIOR AUTHORIZATION NUMBER
2. | _ 4
24. A D E F G H | J K
DATE(S) OF SERVICE Type PROCEDURES, SERVICES, OR SUPPLIES| 5 aGNOSIS DAYS [EPSDT| RESERVED FOR
W B0 v MM__DD Semvise] CPTHICPCS 1 MODIIER ) CODE soHARGES | \its| TPian | EMG | ©OB | LOGAL UsE
]
MM DD YY | | W9096 | 11/ TL 1 XX XX| 1
|
]
i | I | ]
MM DD YY | } W9090 | 110 TL 1 XX XX 10
]
]
MM DD YY | | W9096 | 12| TS 1 XX XX] 1
!
]
1 | | | ]
MM DDLYY| | | W9090 | 12, TS 1 XXiXX| 5
i
I
| i | i |
MM DD;YY } ; W9096| 13! TL 1 XX XX 1
i
I
| ' | |
MM‘ DD[ YY ‘ | | Wo9090| 13! -TL 1 XX XX 5
25. FEDERAL TAX L.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27(A°Cr%%5tTé|%aSIr%|sGl;lel\gEt;\laE”) 28. TOTAL CHARGE 29. AMQUNT PAID 30. BALANCE DUE
I [ Jves [ ]~ $ XXXEXX $ 0100 $ XXXEXX

31. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
(I certify that the statements on the reverse
apply to this bill and are made a part thereof.)

S8 Qubhadipdt. MM/DDYY

SIGNED DATE
mnmne

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

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

.M. Billing
1W. Williams

Anytown, W] 5555&'{) 87654321
PIN# CiRP#

PHYSICIAN OR SUPPLIER INFORMATION

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

PLEASE PRINT OR TYPE
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FORM HCFA-1500 (12-90)
FORM OWCP-1500 FORM RRB-1500
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Appendix 28
lllustration of One Trip with Extended Travel (Over 40 Miles)

The following is an example of one trip with travel over 40 miles.

Recipient Pick-Up Point
(Brown County)
Dispatch Point

A 15miles

Recipient Drop-Off Point
(Clinic)

A Van travels to recipient’s home to pick up recipient — no unloaded mileage because distance is 15 miles.
Wisconsin Medicaid reimburses for-unloaded mileage when the specialized medical-vehicle (SMV) travels empty
more than 20 miles by the shortest route-available from the dispatch point-(i.e., SMV 'starting location) to the
recipient’slocation.

B Van transports recipient from home to clinic — the base rate (W9096-11) includes the first five miles of the trip.

C The remaining 60 miles to the clinic count as mileage (W9090-11). Because the trip is over 40 miles and beginsin
Brown County, the SMV provider is required to have prior authorization (PA) for the trip. Refer to the Prior
Authorization chapter of this handbook for information on other trips that may require PA.

D Recipient stays at clinic — van returns to base empty. Unloaded mileage not allowed.

>
o
°
@
>
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<
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Appendix 29
Sample CMS 1500 Claim Form: One Trip with Extended Travel
(Over 40 miles)

Thisclamformillustratesasampleformfor theexamplein A ppendix 28 of thishandibook.

@©
o
ol
@
<<
O
[T Iriea HEALTH INSURANCE CLAIM FORM pica [ ] 4«
1. MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP FECA OTHER| 1a. INSURED'S 1.D. NUMBER (FOR PROGRAM IN ITEM 1) 1
HEALTH PLAN BLK LUNG
D (Medicare #} @ {Medicaid #) D (Spensor’s SSN} D (VA File #) D (SSN or ID) l:l (SSN) D (D) 123 4567890
2. PATIENT'S NAME (Last Name, First Name, Middle Initial) 3. PGJIIENT’SDBIRTH DATE SEX 4. INSURED’S NAME {l.ast Name, First Name, Middie Initiat)
.. 1 |
Recipient, ImA. MM DD'YY ™[] FIX
5. PATIENT'S ADDRESS (No., Street) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED’'S ADDRESS (No., Street)
609 W| I I ow Selt I:] Spousel:l ChinD Otherl:l
CITY STATE | 8. PATIENT STATUS CITY STATE -4
o
AnthNn Wl Singlel:l Married I___] Other El ==
ZIP CODE TELEPHONE (Include Area Code} ZIP CODE TELEPHONE (INCLUDE AREA CODE) g
Employed Full-Time Part-Time ( ) 0@
55555 (XXX) XXX'XXXX Student Student E
9. OTHER INSURED'S NAME (Last Name, First Name, Middle Initial) 10. IS PATIENT'S CONDITION RELATED TO: 11. INSURED’S POLICY GROUP OR FECA NUMBER =
Ol-D a
a. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (CURRENT OR PREVIOUS) a. INSURE'\DA"a DATEE?F B&JH SEX g
| |
[2]
[Jves [ | MOl FO |2
b. OTHER INSURED'S DATE OF BIRTH SEX b. AUTO ACCIDENT? PLACE (State) |b. EMPLOYER'S NAME OR SCHOOL NAME o]
MM | DD | YY - YES NO 2
| | »[] O O e E
¢. EMPLOYER'S NAME OR SCHOOL NAME c. OTHER ACCIDENT? ¢. INSURANCE PLAN NAME OR PROGRAM NAME >
[Jves  [wo b
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE d. IS THERE ANOTHER HEALTH BENEFIT PLAN? g
DYES I:‘ NO if yes, return 1o and complete item 9 a-d.
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 13. INSURED’S.OR AUTHORIZED PERSON’S SIGNATURE | authorize
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE F authorize the release of any medicai or other information necessary payment of medical benefits to the undersigned physician or supplier for
to process this claim. | also request payment of government benefits either to myself or to the party who accepts assignment services described below.
below.
SIGNED DATE SIGNED Y
14. DATE OF CURRENT: ILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME OR SIMILAH ILLNESS. | 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION A
MM ! DD 5 YY INJURY {Accident) OR GIVE FIRST DATE MM ! |
! PREGNANCY(LMP) y } FROM ! ‘ 70 } '
17. NAME OF REFERRING PHYSICIAN CR OTHER SOURCE 17a. |.D. NUMBER OF REFERRING PHYSICIAN 18. HOSPITALIZATION DATES RELATED TO CUFIRENT SERVICES
MM | DD | YY | DD
[.M. Referrlng A12345 FROM ! ‘t TO ! :
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES
[Jves [no |
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,2,3 OR 4 TO ITEM 24E BY LINE) 22. MEDICAID RESUBMISSION >
CODE ORIGINAL REF. NO. o
T005 ' | 3
LY | @
23. PRICR AUTHCRIZATION NUMBER 8_
. V630 . o 1234567 =
24. A B o] D E F G H | J K g
DATE(S) OF SERVICE Place | Type | PROCEDURES, SERVICES, OR SUPPLIES DAYS[EPSDT] RESERVED FOR |
Frg () To of of (Explain Unusual Circumstances) DIACGONE%SIS $ CHARGES OR |Family| 0 | cop LOCAL USE -
MM bD YY MM DD YY [ServicelService;] CPT/HCPCS | MODIFIER UNITS| Plan <Et
o T
| t | | | ! o
MM: DD:YY ; ; 3 19 1 W909% {11 | T™M 1 XXXIXX |1 ol
| | : | =
i | ]
MM; DDIYY } 1 3 19 ™ 1 XXX XX |60 i
] =
o
t | | |
| i I I | | { [N
I ] I | | I =2
: wn
1 | | o
. . | | S
1 1
i =
| i | | | !
I r I | | | (5]
I ! I i | ; 7]
| £
|
] ‘ ; ‘ : £
| : i I
25. FEDERAL TAX .D..NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27. ACCEPT ASSIGNMENT? 28. TOTAL CHARGE 29. AMQUNT PAID 30. BALANCE DUE
(For govt. claims, see back) ] | |
mn; [ Timo s XXXIXX|s  0.00]5 XXX|XX
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE | 33. PHYSICIAN'S, SUPPLIER'S BILLING NAME, ADDRESS, ZIP CODE
INCLUDING DEGREES OR CREDENTIALS RENDERED (If other than home or office) & PHONE #
(I certify that the statements on the reverse .M. Billi ng
appelv to this bill and are made a part thereof.) N o
R R w MM/DDYY 1W. Williams
Anytown, WI 5555{5 87654321
SIGNED DATE P IN# CiRP#
(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88) PLEASE PRINT OR TYPE FORM HCFA-1500 (12-90)

FORM OWCP-1500 FORM RRB-1500
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Appendix 30
lllustration of Two Trips with Extended Travel (Over 70 Miles)

The following is an example of two trips with travel over 70 miles.

TRIPONE
Recipient Pick-Up Point
(Douglas County)
Dispatch Point ©
A 15miles N,
> |
A
S5
Recipient Drop-Off Point %) @
(Clinic)
N0
N /\(oi\jlso_;ir'\>
D Waiting Time &
(W9095) <
A Van travels to recipient’s home to pick up recipient — no unloaded mileage because distance is 15 miles.

Wisconsin Medicaid reimburses for unloaded mileage when the specialized medical vehicle (SMV) travels empty
more than 20'miles by-the shortest route-available from the dispatch point (i.e., SMV starting location) to the
recipient’s location.

B Van transports recipient from home to clinic — the base rate (W9096-11) includes the first five miles of the trip.

C The remaining 75 miles to the clinic count as mileage (W9090-11). Because the trip is over 70 miles and beginsin
Douglas County, the SMV provider is required to have prior authorization (PA) for the trip. Refer to the Prior
Authorization chapter of this handbook for information on other trips that may require PA.

D Van waits at clinic for recipient for one hour — counts as waiting time (\W9095).

TRIPTWO

>
i)
kS
Recipient Original Pick-Up 3
as County) =

S

Point (Dougl
P

Dispatch Point

B 15miles

Recipient Original
Drop-Off Paint

A Van transports recipient from clinic to home (W9090-12).
B Van returns empty to dispatch point — unloaded mileage not allowed.
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Appendix 31
Sample CMS 1500 Claim Form: Two Trips with Extended Travel
(Over 70 Miles)

Thisclamformillustratesasampleformfor theexamplein A ppendix 30 of thishandbook.

APPROVED OMB-0938-0008 T
o0
w
o
[
<
(]
[T ] pica HEALTH INSURANCE CLAIM FORM PICA ¢
1. MEDICARE MEDICAID CHAMPUS CHAMPVA EE/?H_T_' PLA BLK L OTHER| 1a. INSURED'S 1.D. NUMBER (FOR PROGRAM IN ITEM 1) 1
I:] (Medicare #) @ (Medicaid #) D {Sponsor's SSNj D (VA File #) D (SSN or iD) l:l (SSN) D {ID) 1234567890
2. PATIENT'S NAME (Last Name, First Name, Middle Initial) 3. P'\fl\h'I/'IIENT'SDBIRTH DATE SEX 4, INSUREDS NAME (Last Name, First Name, Middie Initia)
.. 1 1
Recipient, ImA. MM!DDYY wm[] F[X
5. PATIENT'S ADDRESS (No., Street) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED’S ADDRESS (No., Street)
609 Willow seli [ ] spouse[ | chia[ | otner| |
CITY STATE | 8. PATIENT STATUS CITY STATE -4
o
AnthNn Wl Singlel:l Married I:] Other El =
ZIP CODE TELEPHONE (Include Area Code) ZIP CODE TELEPHONE (INCLUDE AREA CODE) g
Employed Full-Time Part-Time ( ) [+
55555 (XXX XXX-XXXX stugent [ ] _Studor o
9. OFTHER INSURED'S NAME (Last Name, First Name, Middre Initial) 10. 1S PATIENT'S CONDITION RELATED TO: 11. INSURED'S POLICY GROUP OR FECA NUMBER =
2
a. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (CURRENT OR PREVIOUS) a. INSUREI\DA"a DATSE?F B@;I’H SEX g
| |
[42]
[Jves v L n IS
b. OTHER INSURED'S DATE OF BIRTH SEX b. AUTO ACCIDENT? PLACE (State) |b. EMPLOYER'S NAME OR SCHOOL NAME ]
MM oYy =
F
all EinBll (e o 2
[l EMPLOYER S NAME OR SCHOOL NAME c. OTHER ACCIDENT? . INSURANCE PLAN NAME OR PROGRAM NAME E
[Jves [ £
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE d. IS THERE ANOTHER HEALTH BENEFIT PLAN? g
DYES I:l NO If yes, return 1o and complete item 9 a-d.
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 13. INSURED’S.OR AUTHORIZED PERSON’S SIGNATURE: | authorize
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other information necessary payment of medical benefits to the undersigned physician or supplier for
1o process this claim. | also request payment of government benefits either to myself or to the party who accepts assignment services described below.
below.
SIGNED DATE SIGNED Y
14. DATE OF CUHRENT: ILLNESS (First symptom) OR 16. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. [ 16. DATES PATIENT UNABLE TO WORK IN GURRENT OCOUPATION A
MM [ ‘ INJURY {Accident} OR GIVE FIRST DATE MM 1 D YY 1 DD YY MM oD Yy
. PREGNANCY(LMP) : } FROM ! \ T0 \
17, NAME OF REFERR]NG PHYSICIAN OR CTHER SOURCE 17a. |.D. NUMBER QF REFERRING PHYSICIAN 18. HOSPITALIZATION DATES RELATED TO CUFIRENT SEHVICES
MM | DD | YY . DD | YY
.M. Referring Provider A12345 FROM | | T L
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES
[Jves [no
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,2,3 OR 4 TO ITEM 24E BY LINE) 22. MEDICAID RESUBMISSION >
CODE ORIGINAL REF. NO. o
T016 B
L= 3. L @
23. PRIOR AUTHORIZATION NUMBER 8_
21 V630 . - 1234567 g
24 A B c | D E F G H i J K g
DATE(S) OF SERVICGE Piace Type PROCCEDURES, SERVICES, OR SUPPLIES DAYS [EPSDT RESERVED FOR ~
A TES) Te of (Explain Unusual Circumstances) DI%GOI\‘E?ESIS % CHARGES OR [Family[ -~ | cop LOGAL USE =
MM bD YY MM oD YY [Servic: Ser\/lce CPT/HCPCS | MODIFIER UNITS| Plan g
a
| ! | | i 0©
MM, DD{YY | | 3 19 11W9096 |11 | TD 1 1 o
=
i | | | |
JMM:; DD}YY | } 3 19 W9090 |11 | TD 1 75 &
r
| | | | | &
MM DDIYY| | | 13 |9  W9095 |11 | TD 1 1 =
w
| 1 | | | [+
/MM DDIYY | | 4 {9 WO090 |12 | TD 1 80 e
‘ =
1 l } . | | o
5 1 ! 1 [ I D
>=
| i | | | I
- _— | =
3 L S &
25. FEDERAL TAX I.D.NUMBER SSN EN 6. PATIENT'S AGCOUNT NO 27. ACCEPT ASSIGNMENT? |28, TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE
(For govt. claims, see back) | | |
0 [ Jves [ no $ XXXIXX | ¢ 0. 00] 8 XXXIXX
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE | 33. PHYSICIAN'S, SUPPLIER'S BILLING NAME, ADDRESS, ZIP CODE
INCLUDING DEGREES OR CREDENTIALS RENDERED (If other than home or office) & PHONE #
(I certify that the statements on the reverse HINH
apply to this bill and are made a part thereof.) I M . B| I I | ng
J‘*-w MM/DDNYY 1W. Williams
oo are owe ANytOWN, WI 55555, 87654321
F HCFA-1 2
(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88) PLEASE PRINT OR TYPE Fgm Oﬁ,cp_fggo s QOLORM RRB-1500
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Appendix 32
Local Procedure Codes, Place of Service Codes, and Type of Service Code for
Specialized Medical Vehicle Services

Wisconsin Medicaid requireslocal procedure codesfor dl speciaized medical vehicle(SMV) clams. Refer tothefollowing
tableto determine the usage of the appropriate code and the corresponding allowabl e place of service (POS) codes. The POS
codesdescribethe SMV’ sdestination.

HCPCS* Procedure Codes and POS Codes for SMV Services
Procedure Description Allowable POS
Codes Codes
W9053 SMV unloaded mileage (20.1 to 30 miles) 0,1,2,3,4,7,8,B
W9054 SMV unloaded mileage (30.1 to 45 miles) 0,1,2,3,4,7,8,B
W9055 SMV unloaded mileage (45.1 to 60 miles) 0,1,2,3,4,7,8,B
W9056 SMV unloaded mileage (60.1 to 75 miles) 0,1,2,3,4,7,8,B
W9057 SMV unloaded mileage (75.1 to 90 miles) 0,1,2,3,4,7,8,B
W9058 SMV unloaded mileage (90.1 miles and greater) [0,1,2,3,4,7,8,B
W9090** SMV mileage (actual miles beyond first five 0,1,2,3,4,7,8,B
miles of trip)
W9091** Multiple carry SMV mileage (beyond first five 0,1,2,3,4,7,8,B
miles of trip)
W9095 SMV waiting time, per hour 0,2,3,7,8,B
W9096 SMV base rate (includes first five miles; always 0,1,2,3,4,7,8,B
quantity of one)
W9097 Multiple carry SMV base rate (includes first five 0,1,2,3,4,7,8,B
miles; always guantity of one)
W9098 SMV second attendant (per trip) 0,1,2,3,4,7,8,B

* Healthcare Common Procedure Coding System.
** Requiresprior authorization for tripsover 40 milesin the countieslisted in the Prior Authorization chapter of thishandbook or
over 70 milesin all other Wisconsin counties.

Medicaid-Allowable POS Codes
POS Code Description
0 Other
Inpatient hospital
Outpatient hospital
Office
Home
Nursing home
Skilled nursing facility
Ambulatory surgical center

>
o
°
@
>
=
<

0|00 (N[ |WIN (-

Indicate type of service (TOS) code9” with each procedure codelisted on the claim.

Medicaid-Allowable TOS Code
TOS Code Description

9 Other
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Appendix 33
Allowable Modifiers and Description Code for
Specialized Medical Vehicle Services
Wisconsin Medicaid requiresonetrip modifier and one service-provided modifier in Element 24 of the CM S 1500 claim form.

Usethetrip modifier codes* 11" through “ 20" to indicate the number of tripsfor the same recipient, by the same provider, on
the same date of service.

Trip Modifiers

(required in Element 24D of the CMS 1500 claim form)
Modifier Description Modifier Description
11 First or only trip 16 Sixth trip
12 Second trip 17 Seventh trip
13 Third trip 18 Eighth trip
14 Fourth trip 19 Ninth trip
15 Fifth trip 20 Tenth trip

Usetheservice-provided modifierstoindicate the M edicaid-covered medical servicetowhichtherecipientisbeing

transported.
Service-Provided Modifiers
(required in Element 24D of the CMS 1500 claim form)
Modifier | Definition Modifier | Definition Modifier | Definition
TB Chiropractor TH Therapy (includes TO Methadone
physical therapy, clinic
occupational therapy,
speech.therapy, and
audiology)
TC Case Tl Dialysis TR Rehabilitation
management, agency
prenatal care
coordination
TD Dental TL Mental health, TS Hospital
community support services
program Z
TE Medical ™ Medical services by a 3
equipment physician, nurse %
supplier/ practitioner, physician
hearing assistant, nurse midwife
instrument or family planning clinic,
specialist HealthCheck, rural
health, podiatry, vision,
or ambulatory surgery
center

Usethe description code bel ow to indicate hospital or nursing homedischarge. Providersmust indicatethe diagnosiscode
V63.0in Element 21 of the CM S 1500 claim form.

Description Code

Code Description

Gl1 Hospital/nursing home discharge (refer to Claims Submission chapter of this
handbook for more information on submitting claims for hospital and nursing
home discharges)
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Appendix 34
County Codes

Usethefollowing county codesto identify onthe CM S 1500 claim form the point of origin for specialized medical vehicle
tripswith extended travel.

County Codes for Point of Origin
T001 — Adams T025 — lowa T049 — Portage
TO02 — Ashland T026 — lIron TO50 — Price
TO03 — Barron T027 — Jackson T051 — Racine
T004 — Bayfield T028 — Jefferson T052 — Richland
TO05 — Brown T029 — Juneau T053 — Rock
T006 — Buffalo T030 — Kenosha T054 — Rusk
TO07 — Burnett T031 — Kewaunee T055 — St. Croix
T0O08 — Calumet T032 — LaCrosse T056 — Sauk
T0O09 — Chippewa T033 — LaFayette TO57 — Sawyer

T010 — Clark

T034 — Langlade

T0O58 — Shawno

T011l — Columbia

T035 — Lincoln

T059 — Sheboygan

T012 — Crawford

T036 — Manitowoc

TO60 — Taylor

T013 — Dane T037 — Marathon T061 — Trempealeau
T014 — Dodge T038 — Marinette T062 — Vernon

T015 — Door T039 — Marquette T063 — Vilas

T016 — Douglas T040 — Milwaukee T064 — Walworth
TO017 — Dunn T041 — Monroe T065 — Washburn

T018 — Eau Claire

T042 — Oconto

T066 — Washington

T019 — Florence

T043 — Oneida

T067 — Waukesha

T020 — Fond du Lac

T044 — Outagamie

T068 — Waupaca

T021 — Forest

T0O45 — Ozaukee

T0O69 — Waushara

T022 — Grant T046 — Pepin T070 — Winnebago
T023 — Green T047 — Pierce TO71 — Wood
T024 — Green Lake T048 — Polk T072 — Menominee

For out-of-state points of origin, use code T073
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Glossary of Common Terms

Adjustment

A modified or changed claimthat wasoriginally alowed,
at leastinpart, by Wisconsin Medicaid.

Allowed status

A Medicaid or Medicare clam that has at |east one
servicethat isreimbursable,

BadgerCare

BadgerCare extends Medicaid coverage through a
Medicaid expansion under Titles XIX and X XI to
uninsured children and parentswith incomesat or
below 185% of the federa poverty level and who meet
other program requirements. The goa of BadgerCare
istofill the gap between Wisconsin Medicaid and
privateinsurancewithout supplanting or “ crowding out”
privateinsurance.

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

Base rate

Thefirst fivemilestraveled by the specialized medical
vehicle(SMV), beginning at the pick-up point and
including thefollowing services:

e Digpatch of the SMV to therecipient pick-up point.

e Escort of the recipient to and from the front door of
the pick-up point and drop-off point.

CESA

Cooperative Educational Service Agency. The
organization responsiblefor submitting clamsto
Wisconsin Medicaid for speciaized medical vehicle
(SMV) services provided as part of the school-based
services (SBS) benefit.

CMS

Centersfor Medicareand Medicaid Services. An agency
housed within the U.S. Department of Health and
Human Services(DHHS), CM SadministersMedicare,
Medicaid, related quality assurance programs, and other
programs. Formerly known asthe Health Care
Financing Adminigration (HCFA).

Common carrier

Any mode of transportation, other than an ambulance
or speciaized medica vehicle (SMV), approved by the
county/tribal social or human services department, W-2
agency, or outstation site.

CPT

Current Procedural Terminology. A listing of descriptive
termsand codesfor reporting medical, surgical,
therapeutic, and diagnostic procedures. These codesare
devel oped, updated, and published annually by the
American Medica Association and adopted for billing
purposes by the Centersfor Medicareand Medicaid
Services(CMYS), formerly HCFA, and Wisconsin
Medicad.

Crossover claim

A Medicare-allowed claim for adual entitlee sent to
Wisconsin Medicaid for possibleadditional payment of
the Medicare coinsurance and deductible.

DHCF

Division of Health 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. Thestate' sMedicaid planisa
comprehensive description of the state’'sMedicaid
program that provides the Centers for Medicare and
Medicaid Services (CMS), formerly HCFA, and the
U.S. Department of Health and Human Services
(DHHS), assurances that the program is administered
in conformity with federal law and CMSpoalicy.

DHFS

Wisconsin Department of Health and Family Services.
The DHFS administersthe Wisconsin Medicaid
program. ltsprimary missionisto foster healthy, self-
reliant individua sand familiesby promoting
independenceand community respongbility;
strengthening families; encouraging healthy behaviors,
protecting vulnerable children, adults, and families;
preventing individual and socia problems; and providing
services of value to taxpayers.
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DHHS

Department of Health and Human Services. The United
Statesgovernment’sprincipa agency for protecting the
health of al Americansand providing essentia human
services, especidly for thosewho areleast ableto help
themselves.

The DHHS includes more than 300 programs, covering
awidespectrum of activities, including overseeing
Medicare and Medicaid; medical and socia science
research; preventing outbresk of infectious disease;
assuring food and drug safety; and providing financial
assistancefor low-incomefamilies.

Direct Route

The shortest route between arecipient pick-up point
and the recipient’ s destination.

DOS

Date of service. The caendar date on which a specific
medica serviceis performed.

Drop-off point
L ocation to which aspeciaized medical vehicle (SMV)
transports a recipient.

Dual entitlee

A recipient whoisdligiblefor both Medicaid and
Medicare, either Medicare Part A, Part B, or both.

ECS

Electronic Claims Submission. Claimstransmitted via
thetelephonelineand fed directly into Wisconsin
Medicad’s claims processing subsystem.

Emergency services

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

EOB

Explanation of Benefits. Appearsontheproviders
Remittance and Status (R/S) Reportsand informs
Medicaid providers of the status of or action taken on
their claims.
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EVS

Eligibility Verification System. TheEV Salows
providerstoverify recipient eigibility prior to providing
services. Providersmay accessrecipient digibility
information through thefollowing methods:

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

e Commercial magnetic stripe card readers.

e Commercial persona computer software and
Internet access.

*  Wisconsin Medicaid’ sProvider Services(telephone
correspondents).

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

Extended travel

Tripswhose mileage extends beyond the upper mileage
limit set by Wisconsn Medicaid.

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
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 site.

HCFA

Hedlth Care Financing Administration. Please refer to
the definition under CMS.

HCPCS

Healthcare Common Procedure Coding System. A
listing of services, procedures, and suppliesoffered by
physiciansand other providers. HCPCSincludes
Current Procedural Terminology (CPT) codes, national



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

HealthCheck

Programwhich providesMedicaid-eligiblechildren
under age 21 with regular health screenings.

ICD-9-CM

International Classification of Diseases, Ninth
Revision, Clinical Modification. Nomenclature for
medica diagnosesrequiredfor billing. Availablethrough
theAmerican Hospital Association.

IEP

Individualized Education Program. A written statement
for achildwith adisability that isdeveloped, reviewed,
and revised in accordance with s. 115.787, Wis. Stats.
The | EP guidesthe delivery of specia education
supportsand servicesfor achild with-adisability.

Indefinite disability

A chronic physical or mental impairment whichincludes
aninability to move about without personal assistance
or mechanical aids (for example, awhedlchair, walker,
or crutches) as defined in HFS 107.23(1)(c)1, Wis.
Admin. Code.

Maximum allowable fee schedule

Aligting of al procedure codes alowed by Wisconsin
Medicaid for aprovider typeand Wisconsin Medicaid's
maximum allowable fee for each procedure code.

Medicaid

Medicaid isajoint federa/state program established in
1965 under Title X1X of the Social Security Act to pay
for medicd servicesfor peoplewith disabilities, people
65 years and older, children and their caretakers, and
pregnant women who meet the program’s financia
reguirements.

The purpose of Medicaid isto provide reimbursement
for and assure the avail ability of appropriate medical
care to persons who meet the criteriafor Medicaid.
Medicaid isaso known asthe Medical Assistance
Program, Title X1X, or T19.

Medically necessary

According to HFS101.03(96m), Wis. Admin. Code, a
Medicaid servicethat is.

a) Required to prevent, identify or treat arecipient’s
illness, injury or disability; and
b) Meetsthefollowing standards:

1. Isconsistent with the recipient’s symptoms or
with prevention, diagnosisor treatment of the
recipient’sillness, injury or disability;

2. Isprovided cons stent with standards of
acceptable quality of care applicableto type of
service, thetype of provider and the settingin
whichtheserviceisprovided;

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

4. Isnot medically contraindicated with regard to
therecipient’sdiagnoses, therecipient’s
symptoms or other medically necessary
servicesbeing provided to therecipient;

5. Isof proven medical value or usefulness and,
consistent with s. HFS 107.035, isnot
experimental innature;

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

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 accessi ble to the recipient; and

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

Mileage
Any milestravel ed by the speciaized medicd vehicle
(SMV) beyond those included in the base rate.

Multiple carry

A tripinwhich aspeciaized medica vehicle(SMV)
transportstwo or more Wisconsin Medicaid recipients
at the same time.

PA

Prior authorization. Thewritten authorization issued by
the Department of Health and Family Services (DHFS)
to aprovider prior to the provision of aservice.
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Pick-up point
Thelocation at which aspecialized medical vehicle

(SMV) first picks up arecipient for transportation to or
from aMedicaid-covered medical service.

POS

Place of service. A single-digit code which identifiesthe
place where the service was performed.

R/S Report

Remittance and Status Report. A statement generated
by theMedicaid fiscal agent toinform providers
regarding the processing of their claims.

Temporary disability
A disability that isnot indefinite or permanent andis
expected to exist only for alimited time.
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TOS

Typeof service. A single-digit codewhich identifiesthe
general category of a procedure code.

Trip
The distance from the recipient’s pick-up point to the
reci pient’ sdrop-off point.

Unloaded mileage

Mileage over 20 milestraveled to pick up therecipient
for transport to or from Medicaid-covered services.

Waiting time
When aspeciaized medical vehicle (SMV) provider

waitsfor the recipient to return while the recipient
receives medical services.
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Ambulancetransportation, 9 Prior authorization, 21
Servicesrequiring, 21
Baserate, 14

Provider certification, 9
Certification of Need for Specialized Medical

Vehicle Transportation Form, 17, 47 Recipient digibility,
Requirementsfor specialized medical
Claimssubmission, 25 vehicleservices, 11
Deadline, 26

School-Based Services, 19
Common carrier vehicles, 9
Specialized Medica VehicleDriver Information

Copayment, 12 Chart, 17, 39
Cot or stretcher transportation, 13 Specialized Medical Vehicle Information Chart,
17,31
Extended travel, 21
Prior authorization for, 22 Specialized Medical Vehicle Transportation
Prescriptionsfor, 22 Trip Ticket/Medical Care Verification
o . Form, 18, 51
Hospital dischargetrip, 21
Submitting claimsfor; 28 Unloaded mileage, 14
Mileage, 14 Usual and customary fees, 25
Multiplecarry trips, 15 Waiting time, 15

Submitting claimsfor, 27
Weekly Driver’sVehicleInspection Report,
Noncovered services, 19 17, 43

Nursing homedischargetrip, 21
Submitting claimsfor, 28
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