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Attachment 17 Deleted 1/30/12 1/30/12

JANUARY 30, 2012

Attachment 16
Introduction: This attachment has been deleted.
Change: Attachment has been deleted

Directions: Remove attachment from chapter.

Attachment 17
Introduction: This attachment has been deleted.
Change: Attachment has been deleted

Directions: Remove attachment from chapter.

JANUARY 16, 2012

Attachment 15
Introduction: This attachment has been changed

Change: Drugs approved to be billed with HCPCS Code J3490 has been replaced with Infant
and Child Oral Health Fluoride Varnish Program for Primary Care Practitioners

Directions: Changed attachment within chapter.

February 15, 2006
Section 519.20.1
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Introduction: The Bureau for Medical Services will require prior authorization beginning February 15,
2006. WVMI will begin prior authorizing services on January 16, 2006 for scheduled
procedures on or after February 15, 2006.

Old Policy: All surgeries performed in place of service 22 (Outpatient hospital) and 24 (Ambulatory
Surgical Center) will require prior authorization, effective November 1, 2005.

New Policy: Certain surgeries performed in place of services 22 (Outpatient Hospital) and 24
(Ambulatory Surgical Center) will require prior authorization, effective February 15,
2006. These surgeries are listed in Attachment 17.

Change: First paragraph to read, certain surgeries performed in place of service 22 (Outpatient
Hospital) and 24 (Ambulatory Surgical Center) will require prior authorization, effective
February 15, 2006. The selected surgeries that require prior authorization through the
BMS review contractor are listing in Attachment 17, along with the PA form that may be
utilized.

Directions: Replace all affected pages of the current manual.

NOVEMBER 21, 2005
Section 519.13.2.1
Introduction: Coverage changes related to Vaccines for Children Program.
*Old Policy: CPT 90645, 90646, 90656, and 90698 are provided by Vaccines for Children Program.

Change: Removing CPT 90645, 90646, 90656, and 90698 from the Vaccines for Children
Program.

Directions: Replace all affected pages of the current manual.

OCTOBER 24, 2005
Section 519.19.1

The outpatient surgery prior authorization review through WVMI that was to become effective
November 1, 2005 has been postponed until further notice. PA for imaging services is still
required as of October 1, 2005.

OCTOBER 4, 2005
SECTION 519.12.5

Introduction: Clarification of Diabetes Disease Management Program. To enable providers easier
access to the web based modules.

Change From: (Under System Process-second sentence). Begin by accessing the course at
www.healthywv.org. Under the column listed RPrevention”, locate and click on
-Biabetes Education for Primary Care Providers”. This will take you to the actually
program.
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http://www.healthywv.org/

Change To: Begin by accessing the course at
-www.camcinstitute.org/professional/diabetes/camc.htm.”

Change From: (Second to the last paragraph) The automated email that you receive contains a
link allowing you access to your electronic certificate for future reference and the
option to print additional copies of the certificate.

Change To: The automated email that you receive contains a link allowing you access to your
electronic certificate for future reference and the option to print additional copies of
the certificate.

Providers will receive a written notice from Unisys stating the provider file has been

updated to allow for reimbursement of Diabetes Educational services with an
effective date for billing.

Change From: (Last Paragraph) In the near future, CD's of this program will be available for those
who do not have broadband Internet access.

Change To: CD's of this program are available to those who do not have broadband Internet
access.

Change From: (Under section Requirements for Becoming a Diabetes Management Provider: 5th
paragraph —last sentence). Recertification is required annually.

Change To: Recertification is required annually via Internet web modules and must be renewed
by the original calendar date of certification

SECTION 519.13.2.2

Introduction: Tetanus Toxoid, reduced Diptheria Toxoid & Acellular Pertussis vaccine (Adacel)
becomes part of the VFC Program effective 10/24/05

Old Policy: CPT 90715 Tetanus Toxoid, reduced Diptheria Toxoid & Acellular Pertussis Vaccine
(Adacel) has never been covered by the Vaccines for Children Program

Change: Adding CPT code 90715 for Adolescents ages 11 through 18 years to the Vaccines for
Children Program. This will appear as a bullet in Section 519.13.2.1 children’s vaccine.

Directions: Replace all affected pages of the current manual.

September 28, 2005
Section 519.13.2.1

Introduction: Meningococcal Conjugate Vaccine (Menactra) CPT 90734 becomes part of the VFC
Program effective 7/18/2005

*Old Policy: CPT 90734 has never been covered by the Vaccines for Children Program
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http://www.camcinstitute.org/professional/diabetes/camc.htm

Change: Adding CPT code 90734 Meningococcal Conjugate Vaccine (Menactra) for
Adolescents to the Vaccines for Children Program. This will appear as a bullet in
Section 519.13.2.1 children’s vaccine.

Directions: Replace all affected pages of the current manual.

Section 519.19.1
Introduction: Added Prior Authorization for Outpatient Surgeries.

Change: All surgeries performed in place of service 22 (Out patient hospital) and 24 (Ambulatory
Surgical Center) will require prior authorization, effective November 1, 2005.

Directions: Replace pages.

September 1, 2005
Section 519.14.3
Introduction: Deleted all information in Section 519.14.3.
Change: Changed to PRIOR AUTHORIZATION REQUIREMENTS FOR IMAGING PROCEDURES

Effective 10/01/05, prior authorization will be required on all outpatient radiological services that
include Computerized Tomography (CT), Magnetic Resonance Angiography (MRA), Magnetic
Resonance Imaging (MRI), Positron Emission Tomography Scans (PET), and Magnetic Resonance
Cholangiopancreatography (MRCP). Prior authorization requirements governing the provisions of all
West Virginia Medicaid services will apply pursuant to Chapter 300 General Provider Participation
Requirements, provider manual. Diagnostic services required during an emergency room episode will
not require prior authorization. It is the responsibility of the ordering provider to obtain the prior
authorization. Failure to obtain prior authorization will result in denial of the service; the Medicaid
member cannot be billed for failure to receive authorization for these services.

Prior authorization must be obtained from West Virginia Medical Institute (WVMI) prior to the provision
of the service. Failure to obtain prior authorization will result in denial of the service; the Medicaid
member cannot be billed for failure to receive authorization for these services.

Requests for prior authorization can be sent to: West Virginia Medical Institute, Radiology/Nuclear
Medicine Review, 3001 Chesterfield Avenue SE, Charleston, West Virginia 25304. All phone
requests can be routed to: (304) 346-9167, or toll free 1-800-982-6334. Fax transmissions can be
sent to (304) 346-3669 or toll free 1-800-298-5144.

Directions: Replace pages.

MAY 17, 2005

Section 519.7.6
Introduction: Changed 2™ paragraph to provide more clarity.
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Change:

Directions:

Introduction:

Change:

Directions:

Introduction:
Change:
Directions:

Introduction:
Change:
Directions:

Introduction:

Change:

Deleted 2™ sentence in the 2™ paragraph, -Freatment of an acute condition within the
30-day cycle is paid, based on an unlisted E&M code (CPT 99499) with a report
attached outlining the reasons for the services.” Replaced with the following,
-Emergency treatment provided within the 30-day cycle will be considered for payment
based on using the appropriate nursing facility procedure code with documentation of
the emergency nature of the visit”.

Replace all affected pages of current manual.

Section 519.11.3

Revision being made to include statement that Masters Level Social Worker and
Counselors must be in the employ of the psychiatrist.

Changed 1% paragraph from, -Outpatient psychiatric services must be registered with
BMS® contracted agent for Behavioral Health Services prior to services being
rendered. All outpatient psychiatric services provided by the psychiatrist, Master's
Level Social Worker, or Master's Level counselor must also be registered and
assigned an authorization number by the contracted agent. Telephone numbers for
this agent are located in the Behavioral Health Services section of Appendix M” to
-Outpatient psychiatric services must be registered with BMS® contracted agent for
Behavioral Health Services prior to services being rendered. All outpatient psychiatric
services provided by the psychiatrist, or Master's Level Social Worker, or Master's
Level counselor in their employ must also be registered and assigned an authorization
number by the contracted agent.

Replace all affected pages of current manual.

Section 519.12.1
There was a typographical error in this section.
In the 4" sentence in this section, changed code 92546-TC to 92543-TC.

Replace all affected pages of current manual.

Section 519.12.4.1
Procedure code G0120 was omitted.
Added procedure code G0120 as bullet 10 in this section.

Replace all affected pages of current manual.

Attachment 15
This is an additional attachment
Approved HCPCS J Codes.
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Directions: Add attachment to manual.

Attachment 16
Introduction: This is an additional attachment
Change: Drugs approved to be billed with HCPCS Code J3490.

Directions: Add attachment to manual.
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CHAPTER 519—-COVERED SERVICES, LIMITATIONS, AND EXCLUSIONS FOR
PRACTITIONER SERVICES — INCLUDING PHYSICIANS, PHYSICIAN ASSISTANTS, AND
ADVANCED REGISTERED NURSE PRACTITIONERS

INTRODUCTION

The West Virginia (WV) Medicaid Program covers a comprehensive scope of medically necessary
medical and mental health services to diagnose and treat eligible members. Covered and authorized
services must be rendered by enrolled providers acting within the scope of their license and in
accordance with all State and Federal requirements. Any service, procedure, item, or situation not
discussed in the manual must be presumed non-covered unless informed otherwise, in writing, by the
Bureau for Medical Services (BMS).

WV Medicaid covers a broad scope of Practitioner Services subject to medical necessity,
appropriateness, and prior authorization requirements. Covered Practitioner Services must be
provided in settings appropriate for each specific type of practitioner. Medical records must
substantiate that any Practitioner Service billed to WV Medicaid was actually provided to an eligible
WV Medicaid member by an appropriately credentialed practitioner.

The policies and procedures herein are issued as regulations governing the provision of Practitioner
Services in the Medicaid Program administered by the WV Department of Health and Human
Resources (DHHR) under the provisions of Title XIX of the Social Security Act and Chapter 9 of the
WV State Code. BMS is the single State agency responsible for administering the WV Medicaid
Program.

519.1 DEFINITIONS
Definitions governing the provision of all WV Medicaid services will apply pursuant to Chapter 200.
519.2 MEDICAL NECESSITY

All services must be medically necessary and appropriate to the member‘s needs in order to be
eligible for payment. The medical records of all members receiving Practitioner Services must contain
documentation that establishes the medical necessity of the service.

Important: The fact that a provider prescribes, recommends, or approves medical care does not in
itself make the care medically necessary or a covered service. Nor does it mean that the patient is
eligible for Medicaid benefits. It is the provider's responsibility to verify Medicaid eligibility and obtain
appropriate authorizations before services are rendered.

519.3 PROVIDER ENROLLMENT REQUIREMENTS

In order to participate in the WV Medicaid Program and receive payment from BMS, practitioners must
meet all enrollment criteria as described in Chapter 300, as well as the specific requirements outlined
below.

To participate as a practitioner, providers must submit a completed and signed application form to the
Provider Enroliment Unit of the BMS' fiscal agent. This application form can be obtained by calling
provider services at the following telephone numbers:

e (888)483-0793 - In-state and border providers
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e (304) 348-3360 - Out-of-state and Charleston, WV providers
The address for Provider Enrollment is:

Unisys
Post Office Box 625
Charleston, WV 25322-0625

The address for Provider Services and Member Services is:

Unisys
Post Office Box 2002
Charleston, WV 25322-2002

Providers must meet all of the provider requirements of the WV Medicaid Program and their practices
must be fully operational before they may enroll as Medicaid providers.

519.3.1 ENROLLMENT: PHYSICIAN

All physicians whether in a private practice, a member of a group practice, or an employee of a
medical services entity, must enroll with WV Medicaid in order to receive reimbursement for services
rendered to Medicaid members. BMS evaluates the following credentials and circumstances when
reviewing applications submitted by physicians who wish to participate in the Program:

e Current license issued by the WV Board of Medicine, Board of Osteopathy, or by the regulatory
entity in the state of the practice location
¢ In a medical specialty:

— Current board or board eligible certification by a Member Board of the American Board of
Medical Specialties

— Certification of satisfactory completion of a residency program accredited either by the Liaison
Committee of Graduate Medical Education or by the appropriate Residency Review
Committee of the American Medical Association (AMA)

— Current board certification or board eligibility by a Specialty Board approved by the Advisory
Board of Osteopathic Specialists and the Board of Trustees of the American Osteopathic
Association

— Documented qualifications and training to take examinations of the appropriate Member
Board of the American Board of Medical Specialties, if the residency program was completed
in a foreign country.

519.3.2 ENROLLMENT: PHYSICIAN ASSISTANT

Physician assistants cannot be enrolled as direct Medicaid providers. However, WV Medicaid allows
enrolled physicians to bill for covered services rendered to Medicaid members by physician assistants
in their employ and/or under their supervision. Supervising physicians must follow the regulations
established in WV Code 30-3-1 et seq. Physicians are not required to be physically present on the
premises in order to bill for physician assistant services performed under their supervision.

519.3.3 ENROLLMENT: ADVANCED REGISTERED NURSE PRACTITIONER

For purposes of this manual, an Advanced RN practitioner is an individual licensed and certified as an
Advanced nurse practitioner by the WV Board of Registered Nurses, or the appropriate regulatory
body in the state of the practice location, with certification in one of the following specialties: (See
Chapter 30, Title 19, Series 7-8 of WV Code.)
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Certified nurse midwife

Certified registered nurse anesthetist
Family nurse practitioner

Pediatric nurse practitioner

Geriatric nurse practitioner

Adult nurse practitioner

Women'‘s health nurse practitioner
Psychiatric nurse practitioner

The Advanced RN practitioner must be enrolled as a provider in order to bill for the provision of WV
Medicaid services. Prescriptive authority is not required to be enrolled as a provider.

An Advanced Nurse Practitioner must have a signed collaborative agreement for prescriptive authority
with a physician who is enrolled with BMS. This collaborative agreement (which must be on file at the
BMS) must document the professional relationship between the Advanced RN practitioner and the
physician. The Advanced RN practitioner must notify BMS immediately, and if necessary submit a
replacement document, if the collaborative agreement is cancelled, changed, or not renewed.

519.3.4 ENROLLMENT: GROUP/PAY-TO PRACTICES

Providers whose practice is incorporated under the same tax identification number or have an
employer-employee relationship must enroll as a Medicaid group/pay-to provider. To receive Medicaid
payments, each provider employed by or directing payment to the group/pay-to must be enrolled as
an individual provider and designate that payment for rendered services is to be made to the
group/pay-to entity. Individuals can participate in multiple groups and all such relationships must be
documented with provider enroliment in order that payments may be appropriately made to the correct
entity and reported to the correct tax identification number.

Termination of the corporation or the employer- employee relationship must be reported in writing, on
office letterhead stationery, to the Provider Enroliment Unit. The notice must include the effective date
of the termination. Failure to report these changes will result in incorrect routing of payments and
invalid filings with the Internal Revenue Service.

519.3.5 ENROLLMENT: OTHER PRACTITIONERS

Enroliment requirements of other practitioners, e.g. chiropractors, podiatrists, and therapists, are
discussed in the Chapters which corresponds to those specific providers.

519.3.6 ENROLLMENT: DOCUMENTATION

Documentation including required license, certifications, proof of completion of training, contracts
between physicians and physician assistants, collaborative agreements for prescriptive authority, if
applicable, between certified nurse practitioners and physicians, and any other materials
substantiating an individual‘s eligibility to perform as a practitioner with the application for enrollment.
Renewals of license or certification must be maintained in a current status and the documentation
must be submitted to Provider Enrollment for inclusion in the provider record.

In order to be paid for services related to skills attained after the initial enrollment, an individual must
submit documentation of the new capabilities and request an addition of the specialty or service group
to his/her provider profile.

519.4 PRACTITONER SERVICES: OVERVIEW
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Practitioner Services are medical services rendered by one of the following:

e A doctor of medicine or osteopathy within the scope of a professional license issued under State
law,

e A qualified non-physician practitioner who may provide care under the direction or supervision of
a licensed doctor, e.g. a physician assistant or a nurse first assistant,

e An Advanced RN practitioner enrolled and practicing independently.
Or a Masters Level Social Worker and Masters Level Counselor employed by a participating
psychiatrist.

Practitioner Services furnished in federally qualified health centers or rural health centers are included
in the facility's reimbursement and are therefore not separately billable.

519.4.1 PHYSICIAN SUPERVISION OF EMPLOYED NON-PHYSICIAN
PRACTITIONERS

With certain specific exceptions, physicians must be onsite when WV Medicaid covered services are
provided in order to bill for services furnished by physician assistants, clinical nurse specialists,
employed nurse practitioners (other than those specialties listed in Section 519.3.3), or other qualified
non-physician practitioners. The physician may not bill for services furnished by any employee who is
enrolled, or eligible to be enrolled, as a Medicaid provider.

Exception to physician supervision of employees:

e Physician Assistants - The supervising physician must be available for consultation and must
review all records, but does not need to be on the premises.

e Advanced Nurse Practitioners — The supervising physician must be available for consultation and
must review all records, but does not need to be on the premises.

o Masters Level Social Worker or Masters Level Licensed Professional Counselors — The
supervising physician must be available for consultation, but does not need to be on the
premises.

Following are some of the provisions governing the activities of physician assistants in WV. They
apply to all practice settings in which physician assistants are employed:

e Physician assistants must be supervised by a designated licensed, qualified physician. No
physician may supervise more than three physician assistants.

o Physician assistants must have job descriptions approved by the WV Board of Medicine.

e Physician assistants are prohibited from billing directly for their professional services.

e Physician assistant‘s authority is limited by the following:

The supervisory physician‘s authority

The physician assistant's license, national certification, and job description
The employing facility’s policies and procedures

— And all applicable statutes and regulations (See WV Code 30-3-1 et seq.)

The employing physician may also bill WV Medicaid for covered services furnished by a registered
nurse first assistant acting as an assistant surgeon. See Section 519.4.5 for the requirements of this
service.

519.4.2 PHYSICIAN SUPERVISION IN A TEACHING SETTING

Teaching physicians may bill for services provided by residents under their supervision. The teaching
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physician must be present when the service is rendered unless the individual is licensed to practice
medicine and the service is within the scope of his/her license. The level of the service billed must
reflect the complexity of the evaluation or treatment need; not the work effort required by the resident.

Residents in an approved graduate medical education program, who have received their license to
practice, may be enrolled as Medicaid providers, but they may not bill Medicaid for physician services
provided within the scope of the education program. Services related to that program are billed by the
supervising physician with the following criteria:

e The teaching physician must be present for a key portion of the time during the performance of
the service.

e The teaching physician must be present during the critical portion of a surgical, complex, or
dangerous procedure, and be immediately available to furnish care during the entire service or
procedure.

EXCEPTION: With regard to the requirement of the teaching physician‘s presence, there is a special
exception to the physician presence requirement for mid-level evaluation and management services
furnished through a family practice type of residency program that functions outside an inpatient
hospital setting. The exception applies when Current Procedural Terminology (CPT) codes 99201-
99203 or 99211-99213 are rendered within a specific residency program in an ambulatory care center.
This does not apply to preventive medicine codes.

For this exception to apply, all of the following requirements must be met:

e Residents who provide services without a teaching physician present must have completed more
than six months of an approved residency program.

e The teaching physician may not supervise more than four residents concurrently and must be
immediately available to render care or answer questions.

e The members must be an identifiable group of individuals who use the outpatient setting for their
usual and continuing source of care.

o Residents may, within the scope of their training, furnish acute care, chronic care, comprehensive
care not limited by organ system or diagnosis, or coordination of care furnished by multiple
providers

o The outpatient center must be located in a setting that includes the resident's time in the full-time
equivalency count used for direct graduate medical education costs.

WV Medicaid does not apply this exception to preventive medicine. In other words, the teaching
physician must be present to supervise the resident in order for Medicaid to pay the teaching
physician for supervising the resident while the latter provided a covered preventive service.

519.4.3 RESIDENTS AND FELLOWS

Residents in an approved graduate medical education program may not bill Medicaid for physician
services provided within the scope of the education program. Medicaid reimburses these services as
hospital services rather than physician services. The reimbursement is in the direct graduate medical
contracted education payments WV Medicaid makes to the hospital. (This is true for both teaching
and non-teaching hospitals.)

Licensed/enrolled residents may bill WV Medicaid directly for physician services provided to members
under the following circumstances:

e In non-approved teaching programs may bill Medicaid for covered services they provide in
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hospital settings and within the scope of their license

e They may also bill for physician services provided in freestanding skilled nursing facilities or home
health agencies.

e They may bill for physician services provided in non-institutional settings, such as freestanding
clinics not part of the hospital if the non-institutional setting is not part of the teaching program.
This does not apply to Federally Qualified Health Centers/Rural Health Clinics
(FQHC/RHC). Services provided at a FQHC/RHC are not separately billable.

Fellows may not bill separately for services when care is provided through a teaching program, even if
a fellow supervises interns and residents. In other words, physician services furnished by fellows
within an approved graduate medical education program are hospital services and are not therefore
separately billable as physician services.

"Moonlighting" residents may receive separate Medicaid payments for physician services provided in
the outpatient or emergency department of a teaching hospital. These are residents who are providing
physician services separately identifiable from services required in their graduate medical education
program. Separate payment may be made if a contractual arrangement between the resident and the
hospital exists and all of the following conditions are met:

e The resident is fully licensed to practice medicine in the State where the services are provided.

e The services are identifiable physician services.

e -Moonlighting” services can be differentiated from services provided as part of the approved
graduate medical education program.

In these instances, a resident can be paid for covered physician services provided to the Medicaid
member.

519.4.4 ADVANCED REGISTERED NURSE PRACTITIONER

WV Medicaid pays specified Advanced RN practitioners (See Section 519.3.3) separately for
medically necessary and appropriate services rendered to Medicaid eligible individuals. The services
must be rendered in accordance with the provisions of WV State Code, his/her State license, and
within the scope of practice defined by that license. Advanced RN practitioners must meet all
requirements of the WV Board of Nursing in order to obtain prescriptive authority.

Services provided by an Advanced RN practitioner may include incidental services and supplies that
are included as part of another service or procedure. The cost of incidental services is not separately
reimbursable.

Advanced RN practitioners cannot bill for nursing home visits, inpatient visits, or observation services.

519.4.5 REGISTERED NURSE FIRST ASSISTANT

WV Medicaid covers services provided by a registered nurse first assistant acting as the assistant
surgeon for an employing physician. The employing physician may bill assistant at surgery provided
by an employed RN if the following criteria are met:

e The RN first assistant has a current, active RN license

e The RN is certified in peri-operative nursing

e The RN has successfully completed and holds a degree or certificate from a program which
consists of the following criteria:
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— The Association of Operating Room Nurses, Inc., Care Curriculum for the Registered Nurse
First Assistant and

— One year of post basic nursing study, which shall include at least 45 hours of didactic
instruction and 120 hours of clinical internship or its equivalent of two college semesters, or

— Was certified by the Certification Board of Perioperative Nursing prior to 1997

Procedures for which Medicaid will reimburse an RN first assistant at surgery are indicated in
Appendix 1 of the Resource Based Relative Value Scale (RBRVS) Policy and Procedures Manual.
Specific information is given in the discussion of Modifiers 80, 81, 82, and AS.

In billing for the RN first assistant services, the employing physician must repeat the appropriate
surgical procedure used for billing his/her service with addition of the modifier -AS.” WV Medicaid
covers only one assistant at surgery per surgical encounter. Also, an Assistant at Surgery is not
reimbursable when co-surgeons or team surgery is billed.

519.4.6 OUT-OF-STATE PHYSICIAN SERVICES

WV Medicaid will reimburse emergency out-of-state physician services. The submitted claim must
clearly indicate an emergency situation existed and the emergency room record must be submitted
with the claim. Out-of-state physicians are subject to the same fee and payment regulations as in-
state physicians and must enroll with WV Medicaid in order to receive reimbursement for services
rendered.

Non-emergency outpatient services provided to WV Medicaid members by out-of-state physicians
must be prior authorized by the BMS. (For information concerning provision of inpatient services, see
Chapter 510 Hospital Services.) The exceptions to this rule are approved border providers and
Medicaid-eligible children who have been placed in an out-of-state foster care home or out-of-state
residential treatment center.

A physician who practices in WV and wishes to refer a member to an out-of-state physician must
submit a request to the Out-of-State Unit in the BMS. The request must include the reason for the out-
of-state referral, member's diagnosis, the expected treatment (including duration and plan for follow-
up treatment by that provider), why the treatment cannot be provided in-state, and any other
information deemed pertinent for the circumstances.

All claims submitted by out-of-state physicians for non-emergency medical services will be denied
unless the physician is a border provider or the service is approved in advance.

519.4.7 WV MEDICAID MUST PAY PROVIDER OF SERVICE

The provider of a service to WV Medicaid-eligible members must bill directly to the WV Medicaid
Program for the service. If certain criteria are met, payment may be made to the employer of the
provider. (e.g., Payment may be made to the employer of the practitioner if the practitioner is required,
as a condition of employment, to turn over his fees to the employer or to the facility in which the
service is provided if the practitioner has a contract under which the facility submits the claim.)
Information regarding group enrollment may be obtained from the Provider Enroliment Unit.

519.5 SERVICE DESCRIPTIONS IN OTHER MANUALS

Various medical services that may complement or augment the Practitioner Services described in this
chapter may be rendered to WV Medicaid members by enrolled WV Medicaid providers. The policies
and procedures covering the provision of those services may be found in the appropriate Chapters as
listed below:
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Chapter 504: Chiropractic Services
Chapter 505: Dental Services

Chapter 506: Durable Medical Equipment
Chapter 508: Home Health

Chapter 510: Hospital Services

Chapter 512: Laboratory & Radiology
Chapter 515: Occupational/Physical Therapy
Chapter 518: Pharmacy Services
Chapter 520: Podiatry Services

Chapter 524: Transportation

Chapter 525: Vision Services

Policies and procedures regarding Organ Transplant Services are found in Chapter 510 of the
Hospital Services Manual.

519.6 INDEX OF COVERED SERVICES

Service Description Section
e EVALUATION AND MANAGEMENT SERVICES
— Office Visits and Other Outpatient Services 519.71
— Annual Physical Examinations 519.7.2
— Hospital Visits 519.7.3
— Referrals 519.7.4
— Consultations 519.7.5
— Nursing Facility Visits 519.7.6
— Care Plan Oversight Services 519.7.7
— Critical Care Visits 519.7.8
— Prolonged Physician Attendance 519.7.9
— Eligibility Examinations 519.7.10
e ANESTHESIA SERVICES
— Base and Time Units 519.8.1
— Coverage Policies 519.8.2
— Maternity-Related Anesthesia 519.8.3
— Emergency Anesthesia 519.8.4
— Monitored Anesthesia Care 519.8.5
— Other Anesthesia Services 519.8.6
— Anesthesiologist Directed Anesthesia 519.8.7
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Anesthesia Teams

SURGICAL SERVICES

Reconstructive Surgery
Integumentary Services
Bariatric Surgery

Excluded Surgical Procedures

OBSTETRICAL AND GYNECOLOGICAL SERVICES

Maternity Services
Pregnancy Termination
Sterilization
Hysterectomy

Family Planning Services

SPECIALTY SERVICES

Pain Management
Wound Therapy
Psychiatric Services

Pathology and Laboratory Services

MEDICAL SERVICES

Caloric Vestibular Testing

Hyperbaric Oxygen Therapy (HBOT)

519.8.8

519.9.1
519.9.2
519.9.3
519.9.4

519.10.1
519.10.2
519.10.3
519.10.4
519.10.5

519.11.1
519.11.2
519.11.3
519.11.4

519.12.1
519.12.2

High Frequency Chest Wall Oscillation, Airway Clearance

Therapy: Respiratory Vest System

Cancer Screening

Disease State Management (DSM) for Diabetes
Pulmonary Function Tests

Hemophilia Services

Tobacco Cessation Program

MEDICATION SERVICES

Injections
Immunizations

Antigen/Allergy Services

519.12.3
519.12.4
519.12.5
519.12.6
519.12.7
519.12.8

519.13.1
519.13.2
519.13.3
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— Chemotherapy Administration 519.13.4
e RADIOLOGY SERVICES

— Emergency Room X-Rays & Electrocardiograms 519.14.1

— Bone Density Testing 519.14.2

— Positron Emission Tomography (PET) Scans 519.14.3
e UNLISTED SERVICES, DRUGS, PROCEDURES, OR ITEMS 519.15

519.7 EVALUATION AND MANAGEMENT SERVICES

Evaluation and Management (E&M) Services involve face-to-face contacts between members and
practitioners. Contacts may occur in a hospital setting, the member‘s home, the practitioner‘s office or
other ambulatory setting, emergency room, or long-term care facility.

WV Medicaid coverage of E&M Services is outlined below:

e Only one E&M procedure code is covered on the same date of service per member per
practitioner.

e Only one E&M procedure may be billed when more than one practitioner in the same specialty
and same group provides a service to the same member on the same date of service, unless the
E&M services are for unrelated problems.

e When multiple E&M visits occur on the same date of service, the practitioner must bill with the
E&M procedure code that best represents the combined level of services.

e The E&M code must reflect the content of the service.

e The member's medical record must support the level of care provided and document, at a
minimum, all of the following information:

— The billed procedure code‘s components, based on CPT guidelines

— The time the practitioner spent with the member for medical decision making

— The coordination of care or counseling provided, including direct fact-to-face contact time
when time is the key component for code selection.

WV Medicaid does not cover:

e Hospital visits related to a procedure that WV Medicaid does not cover
e Visits covered by a global surgical fee
o Visits by an RN practitioner in a hospital or nursing home.

In addition, WV Medicaid does not pay separately for manual or automated urine, hemoglobin, and
hematocrit tests performed as part of the visit.

519.71 OFFICE VISITS AND OTHER OUTPATIENT SERVICES

WV Medicaid covers medical services rendered to the member for the prevention or diagnosis and
treatment of illness, accident, and injury. Except for CPT 99211, face-to-face contact must occur.
(e.g., the practitioner must examine the member and provide medical services in order to bill a visit.)
CPT 99211 indicates an office or other outpatient visit for an established member that does not
require the presence of a practitioner. The presenting problem is usually minimal and the practitioner
typically spends five minutes performing or supervising this E&M service.
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An office visit associated with a covered procedure or minor surgery performed in a practitioner's
office is considered part of the procedure and is not payable by Medicaid. The visit may be billed
separately, with the appropriate modifier, provided the visit is for a distinctly different reason.

A visit to a practitioner‘s office or outpatient department of a hospital solely for a diagnostic service
does not qualify for coverage or payment as an E&M procedure. Medicaid payment will be made for
the diagnostic service but not for the visit as it is bundled with the payment for the diagnostic service.

A preoperative office visit and uncomplicated follow-up care are bundled with the payment for the
surgery and are not separately reimbursed.

Telephone contacts are not considered to be practitioner visits. Therefore, WV Medicaid does not
reimburse for telephone contacts with the member or on the member's behalf.

519.7.2 PREVENTIVE CARE FOR MEMBERS

WV Medicaid covers well child, preventive medicine examinations for children based on the
recommended frequency established by the American Pediatric Association and adopted by the WV
Early and Periodic Screening, Diagnostic, and Treatment Program. For adult members, WV Medicaid
covers one annual physical examination in a 12 month period. The annual examination must be
reported with a preventive medicine code reflective of the member‘s age (CPT 99381-99387 or CPT
99391-99397).

e The annual physical examination is separate and distinct from treatment or diagnosis for a
specific illness, symptom, complaint, or injury. If during the examination an abnormality is found
or a preexisting condition requires significant additional work to perform the key components of a
problem-oriented E&M service, that service may be billed with Modifier 25. Documentation in the
medical record must support the provision of this service. Clinical laboratory services, radiology
procedures, and other diagnostic services must be reported and billed separately.

WV Medicaid does not cover the following types of physical examinations:

e Sport physicals

e  Camp physicals

e Physicals for inpatients in nursing facilities, hospitals, residential treatment facilities, and other
such facilities

e Physicals required by third parties, such as insurance companies, Government agencies, and
businesses as a condition of employment

e Daycare

Eligibility examinations requested by the county DHHR office are not annual physicals. See Section
519.7.10 for coverage information.

519.7.2.1 EARLY AND PERIODIC SCREENING, DIAGNOSIS, AND TREATMENT (EPSDT)

WV Medicaid‘'s Early and Periodic Screening, Diagnosis, and Treatment (EPSDT) Program offers
screenings and other preventive health services at regularly scheduled intervals to Medicaid members
less than 21 years of age. (WV Medicaid EPSDT coverage is through the month in which the member
turns 21 years of age.) These services target early detection of disease and illness and provide
referral of members for necessary diagnostic and treatment services.

If the Medicaid member is a member of the Physician Assured Access System (PAAS) Program, a
referral from the primary care physician (PCP) must be obtained prior to performing an EPSDT exam
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for reimbursement if the provider administering the exam is not the member‘'s PAAS PCP. If the
Medicaid member is a member of a Health Maintenance Organization (HMO), the HMO is responsible
for reimbursement for the services when the HMO's requirements have been met.

Providers must make reasonable efforts for every member under 21 years of age to determine
whether a visit to the provider's office stems from an EPSDT referral by asking the referring provider,
clinic, or member. If the visit is the result of an EPSDT screening, the appropriate space on the claim
must be marked "yes" to indicate a referral was the source of the visit. Likewise, the appropriate
space on the claim must be marked -ro” if the information cannot be obtained or is not the result of a
screening.

519.7.3 HOSPITAL VISITS

All hospital admissions must be prior authorized based on the determination of medical necessity and
appropriateness by BMS' contracted utilization management agent in order for WV Medicaid to
reimburse for services rendered. Visits by physicians in conjunction with denied or non-covered
inpatient services are non-reimbursable. Hospital admissions for diagnostic procedures may be
reimbursed only when there is adequate documentation the procedure cannot be performed on an
outpatient basis.

As with other E&M services, only one hospital visit per date of service is covered regardless of how
many times the physician sees the member on that date. Payment for the hospital visit is included in
the global fee paid for surgical/diagnostic procedures, depending on the global period for the
procedure. Global periods for procedures are listed in the RBRVS table.

519.7.3.1 EMERGENCY DEPARTMENT SERVICES

WV Medicaid covers emergency department visits rendered by the onsite practitioner using CPT
codes 99281-99285. If a practitioner is called in to the emergency department to treat a member, the
services must be billed over the appropriate level office/outpatient procedure code. Additional billing of
codes for after-hour visits or non-scheduled visits is not covered.

Surgical procedures performed in an emergency room are billable. However, the physician will not be
reimbursed for an emergency room visit in addition to the surgical procedure performed in the
emergency room.

519.7.3.2 OBSERVATION SERVICES

Observation services are defined as the use of a bed and periodic monitoring by hospital nursing or
other indicated staff at the level and frequency necessary to evaluate the member's condition to
determine the need for inpatient admission. Medicaid limits the coverage of observation services to a
maximum of 48 hours. Even if the 48 hours extends over three calendar days, only two observation
visits are covered: the initial observation care and the observation care discharge services.

In addition to documentation in order to support the medical necessity of the service, the observation
record must contain dated and timed physician‘s admitting orders specifying the care the member is to
receive while in observation, admitting history and physical, nursing notes, dated and timed progress
notes written by the physician, laboratory and other diagnostic test results, active treatment protocol,
and documentation to justify the level of the observation code billed. This record must be
maintained in addition to any record prepared as a result of an emergency department or
outpatient clinic encounter.

When a member is admitted to the hospital for observation, the admitting physician must be physically

Department of Health and Human Resources Chapter 519 Practitioners Services Page 24
Revised January 30, 2012
Effective January 16, 2012

DISCLAIMER: This manual does not address all the complexities of Medicaid policies and
procedures, and must be supplemented with all State and Federal Laws and Regulations.



present on the hospital premises.

If a member is examined by a practitioner other than the admitting physician while in observation, that
practitioner must bill the outpatient E&M code appropriate for the service provided.

519.7.4 REFERRALS

A referral involves the transfer of the total or a specific part of the care and treatment of a member
from one physician to another physician. A referral does not qualify as a consultation. The care
provided during the course of treatment subsequent to such a referral is therefore not considered a
consultation for payment purposes and therefore should not bill the consultation E&M procedure
codes.

519.7.5 CONSULTATIONS

A consultation is a service provided by a physician whose opinion or advice regarding the evaluation
or management of a member‘s condition is requested by the attending physician or another
appropriate provider. A consultant may initiate diagnostic or therapeutic services at the time of the
consultation. The consultant must document in the member's record that the member was seen at the
request of the referring provider and that the findings, recommendations, and treatment (if initiated)
were communicated to the referring practitioner. If the consultant assumes responsibility for the
member'‘s continuing care, any subsequent service provided does not qualify as a consultation and
should be billed with the appropriate CPT code. The physician must not bill a consultation if the
member was self-referred for services, except in the case of a confirmatory consultation which may be
requested by the member and/or family.

WV Medicaid applies a service limitation of one consultation per procedure code per consultant per
six months to office or other outpatient consultations, initial inpatient consultations, and confirmatory
consultations. This limitation applies to the following consultations performed by an individual
physician: CPT 99241-99245, 99251-99255, and 99271-99275. In other words, a member may
receive only one Medicaid—covered consultation of each specific level from the same physician over a
six month period. The member may receive consultations from different physicians within the same six
month period, regardless of whether the physicians provide the same or different levels of service,
unless the consultants are in the same group practice or partnership. WV Medicaid covers follow-up
consultations (CPT 99261-99263) with no service limitation other than billing with other consultation
codes or hospital/office visits.

Consultations are disallowed if and of the following criteria are met:

e They are provided in conjunction with other services furnished by the same physician on the
same date to the same member, such as office visits, home visits, or hospital visits,

e They are provided by a surgeon immediately prior to the procedure and resulted in the initial
decision to perform surgery with the use of modifier 57,

e When billed by a member of the same group and specialty as the physician performing the
surgery.

Gathering of the member‘s medical history and/or performance of a physical examination prior to a

member‘s admission for surgery is the responsibility of the admitting/operating surgeon under the

global surgical package. This may not be billed as a consultation.

Pre-operative evaluations for anesthesia are not considered to be consultations and may not be billed
as consultations. Payment for these evaluations is included in the fee for the administration of the
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anesthesia.

When the consultant assumes responsibility for the management of a portion or all of the member‘s
care subsequent to the consultation, then consultation codes are no longer appropriate. There is a
difference between consultations and referrals. See Section 519.7.4 for information on referrals.

519.7.5.1 SECOND OPINIONS FOR ELECTIVE SURGERY

Second opinions (Confirmatory consultations) are covered for elective/non-emergency surgery. The
second opinion concept is to be a member oriented service that allows an individual member to make
better informed decisions about a physician‘s recommendation on the need for surgery. However, a
physician may also request a second opinion.

The consulting physician must document the type of surgery, the name of the member or physician
requesting the second opinion, and must bill an appropriate confirmatory consultation procedure code.

519.7.5.2 TELEHEALTH SERVICES

A teleconsultation is an interactive member encounter that meets specific criteria. This service
requires the use of Hnteractive telecommunications systems” defined as multimedia communication
equipment that involves at least audio and video equipment that permits two-way consultation among
the member, consultant and referring provider. Telephones, facsimile machines, and electronic mail
systems do not qualify as interactive telecommunication systems. WV Medicaid covers
teleconsultations subject to the following criteria:

e The consultation must involve real time consultation as appropriate for the member‘s medical
needs and as needed to provide information to and at the direction of the consulting physician.

e Medicaid coverage of teleconsultations is limited to members in non-metropolitan statistical
professional shortage areas as defined by CMS. The referring provider must be located in the
non-metropolitan area.

o The referring provider may bill for an office, outpatient, or inpatient E&M service that precedes the
consultation and for other Medicaid-covered services the consultant orders, or for services
unrelated to the medical problem for which the consultation was requested. However, the
referring provider may not bill for a second visit for activities provided during the teleconsultation.

e The consultant must be in control of the member's medical examination, with the referring
provider participating, as needed, to complete the examination. The member must be present in
real time, and telecommunication technology must allow the consultant to conduct a medical
examination of the member.

e The consultant's findings must be documented in a written report given to the referring physician.
Payment for a teleconsultation does not include any separate reimbursement for telephone line
charges or facility fees, and a member may not be billed any amount for these charges/fees.

e Separate payment is not made for the review and interpretation of medical records.

o Medicaid coverage is limited to professional consultations that meet the criteria specified for
consultation service in the CPT Manual. Covered services include initial follow-up or confirming
consultations in hospitals, outpatient facilities, or medical offices, that is: CPT 99241-99245,
99251-99255, 99261-99263, and 99271-99275. These are subject to the same service limits
discussed in the consultation section of this chapter, Section 519.7.5.

Modifier GT must be used with the proper consultation code in order for a physician to bill for a
teleconsultation.
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519.7.6 NURSING FACILITY VISITS

WV Medicaid covers one nursing facility visit per 30 days when made by the member‘s primary care
physician. The appropriate E&M code (CPT 99301-99313) must be used to bill for the visit. WV
Medicaid does not reimburse a nursing facility visit if the same physician provides another E&M visit to
the same member on the same date of service.

WV Medicaid does not cover daily, weekly, or routine nursing facility visits. Emergency treatment
provided within the 30-day cycle will be considered for payment based on using the appropriate
nursing facility procedure code with documentation of the emergency nature of the visit.

Specialists called by an attending physician must bill the code appropriate for their services, such as a
procedure code for a consultation or minor surgery. The service must be provided based on a specific
request of the primary care physician. Standing orders are not acceptable.

Nursing discharge orders, CPT 99315 — 99316, are not covered by WV Medicaid.
There is no coverage for nurse practitioner visits.
519.7.7 CARE PLAN OVERSIGHT SERVICES

Care plan oversight (CPO) consists of physician supervision of members under either home health or
hospice care when the member requires complex or multidisciplinary care modalities with ongoing
physician involvement. WV Medicaid provides payment for only one CPO service per calendar month,
per member, per provider. CPT 99375 and 99378 are the only procedure codes that may be used to
bill CPO services. CPO coverage is subject to the following rules:

e The member must be receiving medically necessary home health services or hospice care.

e The physician who bills for CPO services must be the same physician who signed the home
health or hospice plan of care.

e A face-to-face encounter between the physician and member must occur at some time during the
six months prior to the first month for which CPO services are billed, and every six months
afterwards.

e Payment for CPO services may not be made to physicians having a significant ownership interest
in or financial relationship with a home health agency or hospice.

e Only the attending physician may bill or receive payment for CPO services. Exception: The
attending physician may not bill or receive payment for CPO services if he/she is the medical
director or a physician employed by, or having a contractual relationship with, the home health
agency or hospice.

o Physicians may not bill for CPO during the postoperative period of a global surgery period unless
the service is unrelated to the procedure.

e CPT 99375 and 99378 are the only procedure codes that may be used to bill for CPO services.

e The physician must furnish at least 30 minutes of CPO services within the calendar month that is
being billed. Medicaid allows multiple CPO encounters during the month on multiple days, but the
total time must add up to 30 or more minutes, and can be billed only once.

CPO services for Medicaid members in nursing facilities are not covered. CPO services are not
payable to physicians having a significant ownership interest in or financial relationship with a home
health agency or hospice.

519.7.8 CRITICAL CARE VISITS
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As circumstances warrant, physicians should bill for critical care, regardless of whether the associated
visit was an initial or subsequent one, and regardless of the site if the level of care fulfills the criteria
for critical care. However, physicians may not bill for procedures and services the CPT Manual defines
as -attendant to critical care management”. These services are listed in the CPT Manual.

519.7.9 PROLONGED PHYSICIAN ATTENDANCE

WV Medicaid covers prolonged services only if the physician provides a prolonged direct, face-to-face
service to the member that equals or exceeds the threshold time for the E&M service provided (typical
time of the service plus 30 minutes). Time spent by office staff with the member or time the member
was unaccompanied in the office is not counted toward the total time and may not be counted nor
billed. For hospital-prolonged services, time spent waiting for certain events to occur, such as test
results, changes in the member's condition, therapy to end, or use of facilities, may not be billed.

The member‘s medical record must document the duration and content of the billed E&M code and
document that the physician personally furnished at least 30 minutes of direct service after the typical
time of the E&M service had been exceeded by at least 30 minutes. (This time does not need to be
continuous; however, it must be provided on the same date of service.)

Physicians may bill for prolonged services using CPT 99354-99357. These codes require billing of
companion E&M codes when the same physician provides both types of services on the same date of
service to the same member. CPT 99354 and 99356 are used for the first 30-60 minutes and 99355
and 99357 for each additional 30 minutes. The prolonged service codes are billed in addition to the
appropriate visit code.

e The companion E&M codes for CPT 99354 are 99201-99205, 99212-99215, or 99241-99245.

e The companion E&M codes for CPT 99355 are 99354 and its related E&M code.

e The companion E&M codes for CPT 99356 are 99221-99223, 99231-99233, 99251-99255,
99261-99263, 99301-99303, or 99311-99313.

e The companion E&M codes for CPT 99357 are 99356 and its related E&M code.

All these procedure codes are subject to Medicaid coverage rules and CPT definitions.
519.7.10 ELIGIBILITY EXAMINATIONS

The local DHHR office requests physical examinations, consultations, and reports on pending
applications for the purpose of determining Medicaid eligibility. These requests are made by letter,
defining the service to be provided and the member identification number to be used in billing. These
services must be billed on paper with a copy of the authorizing letter. (These services are not
reimbursable by Managed Care Organizations.)

Based on Social Security disability regulations, eligibility examinations may only be performed by an
MD or DO.

The specific codes that must be used when billing eligibility examinations are:

e 99450 General physical examinations,
e 99456  Specialist exams (including eye exams), and
e S9981 Medical records.

Only one of these procedure codes can be billed per provider and no other E&M code may be billed.

In addition to the procedure codes listed above, diagnostic services may also be ordered by the
examining physician if medically necessary to complete the examination and/or consultation.
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Diagnostic procedures that may be covered for eligibility determination are:

o Diagnostic Eligibility

— Diagnostic Colonoscopy 45378

— Diagnostic Radiology 70010-76499

— Diagnostic Ultrasound 76506-76886, 76977

— Nuclear Medicine Diagnostic 78000-78999

— Laboratory 80000-86804, 87001-87999, 88104-88299, 88342-88349,

88400-89060, 89160-89240
e Medicine Codes

— Therapeutic or Diagnostic Infusions 90780-90781
— Therapeutic, Prophylactic, or

Diagnostic Injections 90782-90799
— Gastroenterology 91000-91100, 91110, 91122, 91132-91133, 91299
— Ophthalmology 92015-92060, 92081-92287
— Otorhinolaryngology 92502-92506, 92511-92520
— Vestibular Function 92541-92548, 92551-92589, 92610-92617
e Cardiovascular
— Cardiography 93000-93278
— Echocardiography 93303-93350
— Electrophysiological 93660,93701-93722, 93875-93990
— Pulmonary 94010, 94060, 94200, 94375, 94720, 94760, 94761,

94772, 94799
— Neurology and Neuromuscular 95805-95811, 95812-95822, 95827, 95830, 95831-
95904, 95920-95967

— Physical Medicine 97001,97003,97750

— A Codes A9500-A9503, A9505, A9700

— G Codes G0001, G0030-G0047, G0102-G0107, G0120, G0125,
G0210-G0230, G0236, G0253-G0254

— P Codes P7001,P9612

Documentation for medical necessity is required for all services. The documentation of the
authorization, examination, medical necessity for diagnostic procedures, and diagnostic findings must
be maintained in the member's record.

519.8 ANESTHESIA SERVICES

Anesthesia services covered by WV Medicaid include general, regional, and labor epidural. These
services are primarily reimbursed using the American Society of Anesthesiologist's (ASA) 8”7 CPT
codes. Supportive services rendered in order to afford the member the necessary anesthesia care are
also covered.

Anesthesiologists and Certified Registered Nurse Anesthetists (CRNAs) are the only providers that
may be reimbursed for general and monitored anesthesia services.

519.8.1 BASE AND TIME UNITS
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Two distinct unit values apply to anesthesia services. Base units are defined by the ASA Uniform
Relative Value Guide. These units are part of the procedure and may not be billed separately.

The other value is the time unit. WV Medicaid defines a time unit as 15 minutes which must be
rounded to the nearest whole unit. (Eight minutes or more, round up. Seven minutes or less, round
down.) Only time units may be billed.

Payment is determined by the sum of the ASA base units plus time units multiplied by the anesthesia
conversion factor. There is a limit of 40 units (10 hours) on each anesthesia Zero -8’ code, except for
maternity-related anesthesia services. (See Section 519.8.3.) If anesthesia is provided longer than 10
hours, the claim must be billed on paper and submitted with documentation that would justify the
additional anesthesia used.

519.8.2 COVERAGE POLICIES
WV Medicaid applies the following policies for coverage and reimbursement of anesthesia services:

e Payment for multiple anesthesia procedures is based on the procedure with the highest base unit
value and the actual anesthesia time of the multiple procedures. Only one zero code may be
billed (the highest value). Exception: Procedures performed at the same time as a delivery are
included in the maternity service and must be billed with the maternity anesthesia CPT codes
listed in Section 519.8.3.

e Anesthesia time begins when the CRNA or anesthesiologist begins to prepare the member for
anesthesia care in the operating room or an equivalent area, and ends when the CRNA or the
anesthesiologist is no longer in personal attendance.

e Preoperative evaluations for anesthesia are included in the fee for the administration of
anesthesia and may not be billed as an E&M service.

e Regional IV anesthesia (e.g., 01995) is not based on time units; the base unit is covered.
Therefore, only one unit of service may be billed. CPT 01995 is used only in situations involving
the application of a tourniquet to a limb and injection of an agent for regional anesthesia.

e CPT surgical procedure codes (e.g., 62311 and 62319) are used for regional anesthesia. No
base units or time units of anesthesia may be billed. Instead, one unit of service (an injection) is
billed.

e Epidural for pain management other than the three stages of delivery (labor, delivery, and
postpartum) must be billed with CPT 62311 and 62319. Time units may not be billed.

e CPT 01996 (Daily Management of Epidural or Subarachnoid Drug Administration) is not payable
on the same day as the insertion of an epidural catheter or a general anesthesia service. The
service unit for this procedure is one base unit.

e Epidural anesthesia for surgical procedures must be billed with the appropriate -8” anesthesia
code with time units.

e Medications for pain relief given during the time of the epidural anesthesia are inclusive and must
not be billed as a separate procedure.

e Local anesthesia and IV (conscious) sedation are bundled into the procedure being provided and
must not be billed as separate services.

e Anesthesia services rendered during a hysterectomy or sterilization require completion,
submission, and acceptance of the appropriate acknowledge/consent forms.

e Occasionally a procedure which is usually requires no anesthesia or local anesthesia, because of
unusual circumstances, must be rendered under general anesthesia. A written description of the
reason for using modifier 23 is required, and the claim will be sent for review.
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¢ Modifiers defining the CRNA or anesthesiologist participation are used in processing to allocate
payments. (e.g., AD,QK,QX,QY, and QZ) The supervising/medical directing anesthesiologist/
CRNA must bill the same procedure code.

e Physical status modifiers are not used for processing by WV Medicaid. The billing of additional
base units for physical status is prohibited.

519.8.3 MATERNITY-RELATED ANESTHESIA

The CPT codes listed below are for reporting maternity-related anesthesia services. WV Medicaid
limits payment for maternity anesthesia to eight Fime Units”. (A maximum of two hours) Base units
may not be billed separately.

e 01960 - Anesthesia for vaginal delivery only
01961 - Anesthesia for cesarean delivery only

e 01967 - Neuraxial labor analgesia/anesthesia for planned vaginal delivery (this includes any
repeat subarachnoid needle placement and drug injection and/or necessary replacement of an
epidural catheter during labor)

e 01968 - Anesthesia for cesarean delivery following neuraxial labor analgesia/anesthesia (List
separately in addition to code for primary procedure performed) (Must be used with 01967.)

e 01969 - Anesthesia for cesarean hysterectomy following neuraxial labor analgesia/anesthesia
(List separately in addition to code for primary procedure performed) (Must be used with 01967.)

If the Medicaid member is a recipient of a documented emergency cesarean section, the anesthesia
provider may receive reimbursement for up to two additional units of anesthesia. (See Section 519.8.4
for further details on billing emergency anesthesia.)

WV Medicaid’s payment policy for labor epidural is as follows:

e Labor epidural provided by the surgeon must be billed with the appropriate delivery anesthesia
code and modifier 97. Labor epidural provided by the anesthesiologist and/or CRNA must be
billed with the appropriate -8” anesthesia code

e CPT surgical codes 62311 and 62319 are not to be used to bill pain management for the three
stages of delivery.

e Medications for pain relief given during the time of the epidural anesthesia are not covered as a
separate procedure.

e  Only one provider or team will be paid for epidural services.

e Emergency anesthesia is not allowed with the provision of epidural anesthesia or vaginal
deliveries.

e The labor epidural procedures covered by WV Medicaid are inclusive of labor, delivery, and
postpartum care. Additional procedure codes used for pain management are not covered.

519.8.4 EMERGENCY ANESTHESIA

Additional payment is allowed to anesthesiologists and non-medically directed certified registered
nurse anesthetists for providing anesthesia for surgery on an emergency basis. The ASA
recommended payment policy of two additional base units is followed. CPT code 99140 must be billed
one unit in order to receive payment for this service.

519.8.5 MONITORED ANESTHESIA CARE

Monitored anesthesia care involves the intra-operative monitoring of the member‘s physiological signs
in anticipation of the need for administration of general anesthesia or the development of adverse

Department of Health and Human Resources Chapter 519 Practitioners Services Page 31
Revised January 30, 2012
Effective January 16, 2012

DISCLAIMER: This manual does not address all the complexities of Medicaid policies and
procedures, and must be supplemented with all State and Federal Laws and Regulations.



reactions to the procedure.

It must be performed at the request of the attending physician, made known to the member, and
performed according to the facility’s policies and procedures. If medically necessary, monitored
anesthesia care is paid on the same basis as other anesthesia services.

WV Medicaid reimburses an anesthesiologist or CRNA for monitored anesthesia care only if they
meet all of the following requirements:

Performs a pre-anesthetic examination and evaluation of the member
Prescribes the required anesthesia

Participates personally in the entire plan of care

Is continuously physically present when participating in the case
Observes all facility regulations pertaining to anesthesia services
Furnishes all the usual services an anesthetist usually performs.

The modifiers which are to be used for monitored anesthesia care are G8, G9, and QS.
519.8.6 OTHER ANESTHESIA SERVICES

Anesthesiologists and non-medically directed CRNAs (within the scope of their license) may bill for
the following additional services: Swan-Ganz placement or any other central venous pressure line,
critical care visits, emergency intubations, spinal puncture, and blood patch. Payment for these
specific services is based on the RBRVS payment system. Time units are not billable for these
services.

They may also bill for cardiopulmonary resuscitation performed in conjunction with the anesthesia
procedure or outside the operating suite.

519.8.7 ANESTHESIOLOGIST DIRECTED ANESTHESIA

Medical direction may apply to a single anesthesia service furnished by a CRNA or up to four
concurrent anesthesia services. A physician who is directing the administration of anesthesia to four
surgical members is not expected to be involved routinely in furnishing any additional services to other
members. Addressing an emergency of short duration in the immediate area, administering an
epidural or caudal anesthetic to ease labor pain, or periodic rather than continual monitoring of an
obstetrical member would not substantially diminish the physician‘s capacity to direct the CRNA
services.

The medical directing anesthesiologist must document in the member's medical record that all
medical direction requirements have been met, including:

Perform the pre-anesthetic examination and evaluation

e Prescribe the anesthesia plan
Participate personally in the most demanding aspects of the anesthesia plan, including, if
applicable, induction and emergence

e Ensure a qualified individual performs any procedure in the anesthesia plan he/she does not
perform personally

e Monitor the course of anesthesia administration at frequent intervals

e Remain physically present and available for immediate diagnosis and treatment of emergency
that may develop

o Provide indicated post-anesthesia care.
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A physician may appropriately receive members entering the operating suite for the next surgery while
directing concurrent anesthesia procedures. However, checking or discharging members in the
recovery room and handling scheduling matters are not compatible with reimbursement to the
physician for directing concurrent anesthesia procedures.

519.8.8 ANESTHESIA TEAMS

An anesthesia team is defined as one directing anesthesiologist and one CRNA providing services to
a member. The payment split between the anesthesiologist and medically directed CRNA equals 100
percent of the payment level for an individually performing anesthesiologist with the anesthesiologist
receiving 60 percent and the medically directed CRNA 40 percent.

Only one provider or anesthesia team will be paid for epidural anesthesia.
519.9 SURGICAL SERVICES

WV Medicaid covers medically necessary surgical procedures. No surgical procedure will be covered
on an inpatient basis if the procedure can be performed appropriately and safely in a physician’s office
or other outpatient setting, unless the procedure is performed secondarily to another necessary
inpatient procedure.

If the Medicaid member is a participant in the PAAS Program, surgical services will require a referral
from the PCP prior to rendering the service.

Under Medicaid RBRVS payment rules, physicians are paid a single global fee for all necessary
services. Payments are not made for individual components of a complete or bundled procedure.

In global billing, all expenses for surgical care must be dated the day the surgery occurred.

The following services are typically bundled into the global surgery period and are; therefore, covered
by the global surgery fee and are not paid separately:

Visits to/by the surgeon the day before or the day of the surgery (Neither hospital nor office visits)
Visits to a member in intensive care or critical care unit

Services normally a part of the surgery itself (e.g., use of an operating microscope)

Services for any complications not requiring an additional trip to the operative room

Preoperative and postoperative medical care. Only the surgical procedure code is necessary for
billing purposes, using the date of the surgery as the date of service.

o Ninety days of postoperative care for major surgery and zero to 10 days for minor surgery.

e Biopsy procedures performed concurrently with a major surgical procedure

When multiple surgeries are performed during the same operative session, payment is based on the
full amount for the primary procedure and 50 percent of the fee for all other necessary and appropriate
procedures performed during the session. RBRVS coverage guidelines for bilateral surgery, assistant
surgeon, co-surgeon, team surgery, and site of service differential also apply to all procedures.

519.9.1 RECONSTRUCTIVE SURGERY

The following types of reconstructive surgery must be medically necessary and require prior
authorization prior to rendering the service:

o Eyelid surgery (Attachment 1)
e Breast reconstruction following cancer surgery (Attachment 2)
e Reduction mammoplasty (Attachment 3)
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e Panniculectomy (request for panniculectomies must include written documentation demonstrating
medical necessity) (Attachment 4)

The attachments listed above are copies of the forms that must be completed and submitted to
request prior authorization for reconstructive surgery. Each form must be completed in full.

Photographs may be necessary when submitting documentation for medical necessity. However,
HIPAA guidelines must be followed to ensure the privacy of Medicaid members.

Questions regarding reconstructive surgery and prior authorization requests must be addressed to
BMS‘ Case Management Unit at (304) 558-1700 or fax number (304) 558-1776. Services must not be
provided before any necessary prior authorization is received. The member must be informed he/she
may be financially liable for services provided without the requisite authorization.

519.9.2 INTEGUMENTARY SERVICES

WV Medicaid applies multiple surgery rules to most dermatological procedures (e.g., CPT 11400,
11600, and 17260). Multiple surgery payment rules do not apply to selected dermatological services
that are, by definition, multiple procedures.

WV Medicaid defines simple and intermediate repairs as follows:

e Simple repair procedure code must be used if the wound involves the skin and subcutaneous
tissue.

e Intermediate repair must be used to close one or more of the deeper fascial layers in addition to
the skin and subcutaneous tissue.

Services provided to PAAS Program members require a referral from the PCP for reimbursement prior to
rendering services.

Procedures must be medically necessary and not for cosmetic purposes. (i.e., Scar
revisions/excisions will only be covered for documented medically necessary reasons.)

519.9.3 BARIATRIC SURGICAL PROCEDURES

The West Virginia Medicaid Program covers bariatric surgery procedures subject to the following
conditions.

519.9.3.1 MEDICAL NECESSITY REVIEW AND PRIOR AUTHORIZATION

The patient's primary care physician or the bariatric surgeon may initiate the medical necessity review
and prior authorization by submitting a request, along with all the required information, to the West
Virginia Medical Institute (WVMI), 3001 Chesterfield Place, Charleston, West Virginia 25304. The
West Virginia Medical Institute (WVMI) will perform medical necessity review and prior authorization
based upon the following criteria:

e A Body Mass Index (BMI) greater than 40 must be present and documented for at least the
past 5 years. Submitted documentation must include height and weight.

e The obesity has incapacitated the patient from normal activity, or rendered the individual
disabled. Physician submitted documentation must substantiate inability to perform
activities of daily living without considerable taxing effort, as evidenced by needing to use a
walker or wheelchair to leave residence.
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o Must be between the ages of 18 and 65. (Special considerations apply if the individual is not
in this age group. If the individual is below the age of 18, submitted documentation must
substantiate completion of bone growth.)

¢ The patient must have a documented diagnosis of diabetes that is being actively treated with
oral agents, insulin, or diet modification. The rationale for this criteria is taken from the
Swedish Obese Subjects (SOS) study, International Journal of Obesity and Related
Metabolic Disorders, May, 2001

¢ Patient must have documented failure at two attempts of physician supervised weight loss,
attempts each lasting six months or longer. These attempts at weight loss must be within
the past two years, as documented in the patient medical record, including a description of
why the attempts failed.

e Patient must have had a preoperative psychological and/or psychiatric evaluation within the
six months prior to the surgery. This evaluation must be performed by a psychiatrist or
psychologist, independent of any association with the bariatric surgery facility, and must be
specifically targeted to address issues relative to the proposed surgery. A diagnosis of
active psychosis; hypochondriasis; obvious inability to comply with a post operative
regimen; bulimia; and active alcoholism or chemical abuse will preclude approval.

e The patient must demonstrate ability to comply with dietary, behavioral and lifestyle changes
necessary to facilitate successful weight loss and maintenance of weight loss. Evidence of
adequate family participation to support the patient with the necessary lifelong lifestyle
changes is required.

¢ Patient must be tobacco free for a minimum of six months prior to the request.

¢ Documentation of a current evaluation for medical clearance of this surgery performed by a
cardiologist or pulmonologist, must be submitted to ensure the patient can withstand the
stress of the surgery from a medical standpoint.

519.9.3.2 PHYSICIAN CREDENTIALING REQUIREMENTS

In order to be eligible for reimbursement for bariatric surgery procedures, physicians must:
submit the following to the provider enrollment unit:

e Evidence of credentials at an accredited facility to perform gastrointestinal and biliary
surgery.

e Documentation that the physician is working within an integrated program for the care
of the morbidly obese that provides ancillary services such as specialized nursing care,
dietary instruction, counseling, support groups, exercise training and
psychological/psychiatric assistance as needed.

e Assurances that surgeons performing these procedures will follow the guidelines
established by the American Society for Bariatric Surgery including:
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o Credentials to perform open and laporoscopic bariatic surgery

o Document at least 25 open and/or laporoscopic bariatic surgeries within the last
three years

519.9.3.3 PHYSICIAN PROFESSIONAL SERVICES

Professional services which will be required of the physician performing bariatric surgery include the
surgical procedure, the 90-day global post-operative follow-up, and a 12 month assessment period
which includes the following: medical management of the patient's bariatric care, nutritional and
personal lifestyle counseling, and a written report at the end of the 12 month period consisting of: an
assessment of the patient's weight loss to date, current health status and prognosis, and
recommendations for continuing treatment. That 12 month assessment report must be submitted to
the patient's attending or primary care physician, as well as to the Bureau for Medical Services.

While the bariatric surgeon‘s association with the patient may end following the required 12 month
follow-up, the patient's continuing care should be managed by the primary care or attending physician
throughout the patient’s lifetime.

519.9.3.4 REIMBURSEMENT

The physician performing the bariatric surgery procedure will be reimbursed through the existing
RBRVS payment methodology for the surgical procedure. Reimbursement includes a post-operative
follow-up for the global period of 90 days. For the remainder of the required 12 month follow-up
period and assessment, the bariatric surgeon may submit claims using the appropriate evaluation and
management procedure code. After completion of the required 12 month evaluation period, the
patient may be followed-up and medically managed either by the surgeon or primary care physician
utilizing appropriate E & M procedure codes.

519.9.3.5 COVERED BARIATRIC PROCEDURES

43842 Gastric restrictive procedure, without gastric bypass, for morbid obesity; vertical-
banded gastroplasty.

43843 Gastric restrictive procedure, without gastric bypass, for morbid obesity; other than
vertical-banded gastroplasty.

43846 Gastric restrictive procedure, with gastric bypass for morbid obesity; with short limb
(less than 100 cm) Roux-en-Y gastroenterostomy.

43847 Gastric restrictive procedure, with gastric bypass for morbid obesity; with small
intestine reconstruction to limit absorption.

43848 Revision of gastric restrictive procedure for morbid obesity (separate procedure). (This
is only for correction of serious complications caused by the procedure within the first 6
months postoperatively, and is not meant to indicate that a patient can have a second
procedure due to failure to lose weight from a prior procedure.)

Note: Only one procedure will be covered per lifetime. Those failing to lose weight from a
prior procedure will not be approved for a second one.

519.3.6 NON-COVERED BARIATRIC PROCEDURES
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The following procedures will not be covered by West Virginia Medicaid Program:

e Mini-gastric bypass surgery

e Gastric balloon for treatment of obesity

e Laparoscopic adjustable gastric banding
519.9.4 EXCLUDED SURGICAL PROCEDURES
Following the guidelines of the Correct Coding Initiative, procedures that would be billable when they
are the only billed services become non-covered when billed in conjunction with other surgical
procedures. Examples of these situations are:

e Surgical procedures incidental to the primary procedure. Examples of incidental surgeries are
appendectomies, lyses of adhesions, and scar revisions. If incidental surgeries are billed and
subsequently paid, the physician must return the payment to the BMS.

e Exploratory laparotomies performed at the same time as another surgical procedure in the same
anatomical region. The exploratory laparotomy is included in the fee paid for the surgical
procedure.

e Surgical destruction during a procedure. Payment for surgical destruction is included in the global
fee for the surgery. Under special circumstances, where methods of destruction substantially alter
the standard management of the member‘s condition, consideration will be given for separate
coverage. These special circumstances would require prior authorization.

WV Medicaid does not cover elective cosmetic surgery (surgery that has as its primary purpose the
improvement of the member's appearance and is not medically necessary). Many of these procedures
may be covered when provided for treatment of congenital anomalies, traumatic injury, or a disease
process. Documentation supporting the medical necessity for the procedure must be maintained in the
member’s record. Examples of cosmetic surgery are otoplasty, rhinoplasty (except to correct internal
nasal deformity and must be approved in advance), nasal reconstruction, excision of keloids,
fascioplasty, osteoplasty for prognathism or micrognathia, malar augmentation, dermabrasion, certain
skin grafts, lipectomy, mastopathy, liposuction, breast augmentation, replacement of breast implants
used for purposes other than reconstruction due to cancer, and removal of tattoos.

WV Medicaid does not cover Stretta procedure, lung volume reduction surgery, pancreatic islet cell
transplant, and living donor hepatic transplant.

WV Medicaid does not cover experimental, research, or investigational medical and surgical
procedures, including those identified by the United States Department of Health and Human
Services, nor transportation for any of these services. Minimally, the following criteria are considered
in determining whether a procedure is experimental, research, or investigational:

e The current and historical judgment of the medical community as evidenced by medical research,
studies, journals, or treaties

e The extent to which Medicare and private insurers recognize and cover the procedure

e The current judgment of experts and specialists in the medical specialty in which the procedure is
applicable or performed

o The effectiveness of the procedure as predicated by the number of times the procedure has been
performed, the mortality rate, the long-term prognosis, the reputation of the physicians and
hospitals performing the procedure, among other factors.

519.10 OBSTETRICAL AND GYNECOLOGICAL SERVICES

A wide range of Obstetrical and gynecological services are covered under WV Medicaid including
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preventive, pregnancy related, and disease related services.

519.10.1 MATERNITY SERVICES
The practitioner may provide all or a portion of antepartum care, delivery, and/or postpartum care.

Antepartum care includes the initial and subsequent history, physical examinations, monitoring of
weight, blood pressure, fetal growth and development, heart tones, and routine chemical urinalysis.
During a normal pregnancy, prenatal visits are monthly up to 28 weeks gestation, biweekly visits to 36
weeks gestation, and weekly visits until delivery. Procedure code 99213TH must be billed for each
individual pre-natal visit. Adjustments to the frequency may be made based on documentation of
maternal and fetal risk factors.

Delivery services include admission to the hospital, admission history and physical examination,
management of labor, vaginal delivery with or without episiotomy and with or without forceps, or
cesarean delivery and postpartum care provided in the hospital. Postpartum care during the
confinement for delivery is not separately billable.

Postpartum care is normally included in the payment for the delivery unless performed by a
practitioner other than the delivering practitioner. Postpartum care cannot be billed using 99213TH.

Visits or services for medical conditions unrelated to prenatal care may be billed using the appropriate
procedure code along with the appropriate modifier: -25, -59, or -79. The diagnosis code reflecting the
unrelated condition must appear on the claim and the description of the services must be related in
the member‘s medical record.

WYV Medicaid covers the following CPT codes for maternity services:

59409 - Vaginal delivery only (with or without episiotomy and/or forceps)

59410 - Vaginal delivery only, including postpartum care

59412 - External cephalic version, with or without tocolysis

59414 — Delivery of placenta (separate procedure)

59430 - Postpartum care only (separate procedure for six to eight weeks post-delivery)

59514 - Caesarean delivery only

59515 - Cesarean delivery only, including postpartum care

59612 - Vaginal delivery only, after previous cesarean delivery (with or without episiotomy and/or

forceps)

e 59614 - Vaginal delivery only, after previous cesarean delivery (with or without episiotomy, and/or
forceps) including postpartum care

o 59620 - Cesarean delivery only, following attempted vaginal delivery after previous cesarean
delivery

e 59622 - Cesarean delivery only, following attempted vaginal delivery after previous cesarean

delivery, including postpartum care

WV Medicaid will not reimburse for the following global maternity-related procedure codes or the
following bundled services codes:

e 59400 - Routine obstetric care including antepartum care, vaginal delivery (with or without
episiotomy, and/or forceps) and postpartum care
e 59425 - Antepartum care only; 4-6 visits
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o 59426 - Antepartum care only; seven or more visits
59510 - Routine obstetric care including antepartum care, cesarean delivery, and postpartum
care

e 59610 - Routine obstetric care including antepartum care, vaginal delivery (with or without
episiotomy, and/or forceps) and postpartum care, after previous cesarean delivery

e 59618 - Routine obstetric care including antepartum care, cesarean delivery, and postpartum
care, following attempted vaginal delivery after previous cesarean delivery

The preceding bundled maternity codes are not reimbursed because Medicaid members often
change physicians or managed care entities during maternity care, which greatly complicates or
precludes the use of global codes to pay for maternity care.

59414 will only be reimbursed when an infant is delivered by someone other than the provider (i.e.,
nurse or paramedic) and the provider delivers the placenta and reviews the case. This code cannot be
billed along with a vaginal or cesarean section delivery code.

The following multiple surgical rules govern the coding of, and reimbursement for, deliveries involving
multiple babies:

e Both babies delivered vaginally: CPT 59409 (Twin A) and 59409-51 (Twin B)

e One twin delivered vaginally and one twin delivered by C-section: CPT 59409-51 (Twin A) and
59514 (Twin B)

e Multiple babies delivered by C-section (CPT 59514). This code must be used only once because
only one caesarian procedure was performed.

CPT 99440 is used for newborns requiring life support following delivery; specifically, when providing
positive pressure ventilation and/or chest compressions in the presence of inadequate ventilation
and/or cardiac output.

Attendance at —elivery” (when requested by the delivery physician) and initial stabilization of newborn
(CPT 99436) is covered by WV Medicaid. The delivering physician must document the request in the
member‘s medical record and explain the reasons for the request. The statement -kigh risk delivery” is
not sufficient to document the procedure’s necessity.

Newborn resuscitation: provision of positive pressure ventilation and/or chest compressions in the
presence of acute inadequate ventilation and/or cardiac output (CPT 99440) cannot be billed with
99436.

519.10.1.1 OBSTETRICAL ULTRASOUNDS/FETAL NON-STRESS TESTS

WV Medicaid covers obstetrical ultrasounds and fetal non-stress tests when medically necessary and
in accordance with the criteria for high risk pregnancies established by the American College of
Obstetrics and Gynecology (ACOG). Obstetrical ultrasounds on a routine basis or for determining the
gender of the fetus are not covered.

Documentation of medical necessity for all ultrasounds and fetal non-stress tests is required. An office
visit on the same date of service as an ultrasound or fetal non-stress test performed in the physician‘s
office is billable only if a distinct, separately identifiable reason for the visit is documented in the
member‘s medical record. The E&M procedure code must be billed with modifier 25.

If an ultrasound or fetal non-stress test in the physician‘s office, a separate interpretation of the results
must be documented in the member‘s medical record in order to obtain reimbursement.
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Any ultrasound performed before the 17th week of pregnancy must have documentation of medical
necessity since there is a high false negative rate (Guidelines for Ultrasound as Part of Routine
Prenatal Care, Journal of the Society of Obstetricians and Gynecologists of Canada, No. 28, 1999).

Medicaid follows ACOG Guidelines for fetal non-stress testing. Since testing prior to 28 weeks is not
accurate, such testing will require documentation of medical necessity. Documentation of medical
necessity must be retained in the member‘s medical record. These tests will be monitored for over
utilization or inappropriate use.

A referral from the PAAS PCP is not required for maternity services provided to PAAS members.
519.10.2 PREGNANCY TERMINATION

WV Medicaid covers pregnancy termination when the attending physician determines, in consultation
with the member, that termination is medically advisable. Before making the determination, the
physician must discuss the possible pregnancy termination with the member in light of her age,
physical, emotional, psychological, and familial circumstances.

Certification by the physician is required for payment. A copy of the certification form to terminate a
pregnancy can be accessed through the Unisys webpage which is located at www.wvmmis.com. The
completed and signed form must accompany all claim forms for pregnancy terminations.

Attachment 5 lists the CPT codes physicians must use to report pregnancy termination procedures
and summarizes the services represented by these codes.

519.10.2.1 DRUG RU-486 (MIFEPREX)

WV Medicaid covers pregnancy termination using the drug RU-486 subject to the physician‘s
compliance with all of the federal and manufacturer's requirements listed below. An appropriately
executed physician certification for pregnancy termination form must be submitted for this service. The
physician is required to maintain, on file at their practice location and available for review upon
request, a copy of the order form/prescriber‘s agreement, certifying compliance with all manufacturer's
prescribing requirements, including guidelines for use of this product, and an agreement, signed by
the Medicaid member prior to the treatment, acquiescing to the procedure.

Reimbursement for pregnancy termination utilizing RU-486 includes:

e Avisit for administration of three Mifepristone pills

e A second visit two days later for administration of Misprostol, if termination of the pregnancy
cannot be confirmed

o A follow-up visit within two weeks to ensure and document that the abortion is complete.

Under federal law, Mifeprex must be provided by or under the supervision of a physician who meets
the following qualifications:

o Ability to assess the duration of pregnancy accurately
Ability to diagnosis ectopic pregnancies

e Ability to provide surgical intervention in cases of incomplete abortion or severe bleeding, or have
made plans to provide such care through others, and are able to assure member access to
medical facilities equipped to provide blood transfusions and resuscitation, if necessary.

Following completion of the pregnancy termination service, the physician may bill using CPT codes
S0190, S0191, and/or S0199.
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Payment for S0199 includes laboratory services and ultrasounds. If these services are referred by a
physician, the physician must pay the provider of the service and Medicaid cannot be billed.

If it is decided during the first visit that the member is not a candidate for this type of pregnancy
termination, the physician may bill the appropriate E&M code.

519.10.3 STERILIZATION

Based on Federal Social Security Act requirements, WV Medicaid covers the sterilization of a male or
female member if the following conditions are met:

e The member is at least 21 years of age at the time consent is given; i.e., when he/she signs and
dates the consent form.

e At least 30 days, but not more than 180 days, have elapsed since the date of informed consent
and the date of sterilization.

e The two exceptions to these conditions are:

— Premature Delivery - A member may be sterilized at the time of premature delivery if informed
consent was obtained at least 30 days before the expected date of delivery AND at least 72
hours have passed from the time the consent form was signed to the time of sterilization.

— Emergency Abdominal Surgery - A member may be sterilized at the time of emergency
abdominal surgery if at least 72 hours have passed since the informed consent was given
(Cesarean sections are not emergency abdominal surgery for purposes of this exception).

In order to establish the 72-hour period, the specific time of the signing of the consent form is
necessary. If premature delivery is indicated on the consent form, the member‘s expected delivery
date must be indicated. If emergency abdominal surgery is indicated, the circumstances of the
emergency must be explained. If both cases, the space for the condition that does not occur must be
crossed out.

Informed consent is the voluntary assent from an individual that he/she has been informed orally of,
and given the opportunity to, question and receive satisfactory answers concerning sterilization.
Informed consent may not be obtained while the member is in any one of the following conditions:

In labor or childbirth

Seeking or obtaining an abortion

Under the influence of alcohol or other substance that affects the individual's awareness
Under anesthesia.

The consent form previously prescribed and distributed by the United States Department of Human
Services (DHHS) should be used. The "State Agency Copy" of the consent form must be submitted to
P.O. Box 2254, Charleston, WV 25328-2254. WV Medicaid uses the sterilization consent form
deve1oped/approved by the Federal DHHS. A copy of the sterilization consent form can be accessed
through the Unisys webpage which is located at www.wvmmis.com. It must be signed and dated by
the:

¢ Member who wants to be sterilized
e Interpreter, if applicable

e  Person who obtained the consent

e Physician who performed the sterilization procedure.

On the sterilization consent form:
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e The interpreter's statement must be completed only if the member does not understand the
language on the consent form or the language used by the person obtaining consent and needs
an interpreter. If this section is used, the interpreter must sign and date the consent form, using
the date informed consent was given.

e The physician must fully complete the -Rhysician's Statement” section.

e The -Date of Surgery” must list the specific date; "to be scheduled" and "after delivery" is not
acceptable.

e The -Date of Physician's Signature” must occur within one day of the date of surgery.

The person who obtains the informed consent must answer any questions the member may have
concerning the procedure and provide orally the following information to the member who is
considering sterilization:

e Advise the member he/she may withhold or withdraw consent at any time prior to the procedure
without affecting his/her right to future care or treatment and without loss or withdrawal of any
federally funded program benefits to which he/she may otherwise be entitled,

e Explain alternate methods of family planning with emphasis that sterilization is considered to be
irreversible,

e Explain thoroughly all forms of sterilization procedures with special emphasis on the specific
procedure being planned for this individual,

o Explain thoroughly the specific sterilization procedure to be performed and describe fully its
advantages and disadvantages, including a thorough discussion of the discomforts and risks that
may accompany or follow the procedure. The explanation must include a description of the
effects of the anesthetic to be used,

e Advise that the sterilization will not be performed for at least 30 days unless an exception (i.e.,
premature delivery or emergency abdominal surgery) applies,

o Make a copy of the consent form available to the individual,

o Make suitable arrangements to ensure the above information is effectively communicated to any
individual not understanding the language on the consent form and to any individual who is
handicapped in any way that would prevent a full understanding of the procedure (i.e., deaf or
blind). If necessary, make arrangements for an interpreter prior to the consent form being signed.
The individual must also be permitted to have a witness of his/ her choice present when consent
is given,

e Follow any additional State or Local laws.

The sterilization consent may be sent with the claim or separately. Photocopies or faxes of the
Sterilization Consent Form are acceptable. The photocopy or fax must be an exact copy of the actual
form in the member’s record. If the consent form is not attached or on file, all claims with a sterilization
diagnosis and/or a sterilization procedure will pend” for review. If a consent form is not received
within 60 days, the claim will deny.

Procedures may have been done unilaterally, but did not render the member sterile because the other
tube/ovary had not been previously removed. These must be billed on paper with the patient history,
physical exam, pathology report and operative report attached to the claim and sent to P.O. Box 2254,
Charleston, WV 25328-2254.

No Medicaid payments will be made unless the member has voluntarily given informed consent. WV
Medicaid does not cover sterilizations under any of the following situations:

e Member is under 21 years of age at the time the consent form is signed
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Member is mentally incompetent

Member is institutionalized

Sterilization by court order

Hysterectomy solely to achieve sterilization.

Attachment 6 lists the CPT codes physicians must use to report sterilization procedures and
summarizes the services represented by these codes.

The requirements in this section also apply to Managed Care entities which provide services to
Medicaid members.

519.10.4 HYSTERECTOMY

WV Medicaid covers hysterectomies performed for medical reasons regardless of the member's age.
Federal regulations ensure that women can make informed and voluntary choices and emphasize a
hysterectomy is not an appropriate or acceptable means of sterilization. A medically necessary
hysterectomy is covered when:

e The person who performs the hysterectomy has informed the member and her representative, if
any, orally and in writing the hysterectomy will render the member permanently incapable of
reproduction

e The member or her representative has signed and dated the hysterectomy acknowledgment
form.

The hysterectomy acknowledgment form will be accepted by WV Medicaid regardless of whether it
was signed by the member before or after the procedure. However, when the member signs the
acknowledgment form after the surgery, the member‘s records must contain language which clearly
states she was informed before surgery of the consequences of the surgery (i.e., it would render her
sterile) and that the member was competent to sign.

WV Medicaid does not cover a hysterectomy that was performed solely to render a member incapable
of reproduction; even when there are other indicators for a hysterectomy.

The physician who performs a medically necessary hysterectomy must complete and sign an
acknowledgment form except under the two following conditions:

o The member was already sterile when the hysterectomy was to be performed

o The member requires a hysterectomy because of a life-threatening emergency (e.g., the member
is in imminent danger of loss of life) for which the physician determines prior acknowledgment is
not possible.

The physician who performs the hysterectomy must certify in writing on the Physician’s Certification
Form that the exception conditions are met. If the member was already sterile at the time of the
hysterectomy the physician must indicate the cause of the sterility. If the hysterectomy was performed
under a life-threatening emergency in which the physician determined prior acknowledgment was not
possible, the nature of the emergency must be documented. An example of a life-threatening
emergency that does not require an acknowledgment statement is a hysterectomy necessitated by a
perforated uterus or an uteroplacental apoplexy.

WV Medicaid accepts photocopies or faxes of the Hysterectomy Acknowledgement Form as
acceptable documentation. A photocopy or fax must be an exact copy of the actual signed form and
contain all the required signatures. The provider must retain the original copy of the Hysterectomy
Acknowledgement Form. This form, as well as the Physician‘s Certification Form to perform a
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hysterectomy, can be accessed through the Unisys webpage which is located at www.wvmmis.com.

The acknowledgment form or physician certification may be submitted with the claim or separately. If
the appropriate form is not on file or submitted with the claim, it will suspend for review. No service
related to the hysterectomy will be reimbursed unless appropriate documentation is received. If the
documentation is not received within 60 days, the claim will deny.

If a physician performs a hysterectomy on an individual who later becomes eligible for Medicaid and
Medicaid eligibility is retroactive to the date on or before the date which the hysterectomy was
performed, the physician may bill Medicaid for the surgery if he/she certifies in writing:

e The member was informed before the operation the hysterectomy would make her permanently
incapable of reproduction

e The member was already sterile and the cause of the sterility

e The hysterectomy was performed under a life-threatening emergency for which he/she
determined prior acknowledgment was not possible. The physician must describe the nature of
the emergency.

Attachment 7 lists the CPT codes physicians must use to report a hysterectomy and summarizes the
services represented by these codes.

519.10.5 FAMILY PLANNING SERVICES

Family Planning services may be provided as part of the practitioner’s routine care. If the practitioner
does not wish to provide these services, the member must be informed they may go to any
participating practitioner offering these services.

WV Medicaid does not make separate payment for obtaining a Pap smear. This is included in the
E&M service. Laboratory services for Pap smears and other medically necessary tests are covered
with payment to the performing pathologist and laboratory respectively.

Attachment 8 contains charts listing diagnostic and procedure codes covered for family planning
services.

519.11 SPECIALTY SERVICES

Specialty Services refers to services provided to Medicaid members by specialists in a specific field of
medicine.

519.11.1 PAIN MANAGEMENT

WV BMS covers a variety of pain management treatment modalities. Prior authorization is required if
more than three months of treatment is necessary. Regardless of the treatment for pain management,
the following information must be submitted with the physician‘s order and request for prior
authorization:

e Number of additional visits and weeks of treatment requested, such as three visits a week for four
weeks

e Progress the member has already made toward short-term and long-term goals since therapy
began

o Reasons for short-term and long-term goals requiring extended services

e Treatment plan to reach goals

e Estimated number of visits to reach goals
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WV Medicaid does not cover hypnosis, acupuncture, prolotherapy, any treatment not approved by the
FDA or therapy not accepted as effective by the medical community for chronic pain managment.

DOCUMENTATION REQUIREMENTS

Documentation in the hospital’'s records and/or the therapist's records must contain the following
information about the pain management a member received:

e Diagnosis — The diagnosis must document the member‘'s need for pain management. A brief
description of the member‘s medical condition may be necessary.

e Date of injury or onset of illness, if applicable.
Name and Medicaid provider number of the physician prescribing the pain management and the
physician's order itself.

Documentation of the service provided on the date billed must substantiate fully the amounts charged
to WV Medicaid. The documentation must be clear, concise, demonstrate medical necessity and be
made available upon request to the BMS or its representative.

519.11.1.1 OSTEOPATHIC MANIPULATIONS
WV Medicaid covers the following osteopathic manipulative services:

98925 Osteopathic manipulative treatment, one to two body regions involved
98926  Osteopathic manipulative treatment, three to four body regions involved
98927  Osteopathic manipulative treatment, five to six body regions involved
98928 Osteopathic manipulative treatment, seven to eight body regions involved
98929 Osteopathic manipulative treatment, nine to ten body regions involved.

Body regions include head, cervical, thoracic, lumbar, sacral, pelvic, lower and upper extremities, rib
cage, abdomen, and viscera.

An E&M code cannot be billed with any manipulative service unless it is related to a distinctly separate
service. However, if the manipulative service is distinctly a separate service, then modifier 25 must be
used and the service documented in the patient's record.

Medicaid coverage is limited to a combined total of 40 manipulative treatments (not per procedure
code) in a 12-month period.

519.11.1.2 PARAVERTEBRAL FACET JOINT BLOCK AND DENERVATION

Prior authorization is required if treatment is required more often than every three months. Treatment
of more than three levels per side is considered excessive and will be denied. Use the LT and RT
modifiers to indicate a unilateral procedure at any level. If both sides of any level are treated, use the
-50 modifier. The fluoroscopy code, CPT 76005 may be used with these procedures. When more
than one drug, i.e. anesthetic or steroid, is injected into the same site, only one injection codes is
allowed.

The following chart lists the covered services in this pain management modality.

Procedure
Code Description Coverage
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Procedure

Code Description Coverage

64470 Injection, anesthetic agent and/or steroid, | One unit per date of
paravertebral facet joint or facet joint nerve; cervical | service
or thoracic, single level

64472 Injection, anesthetic agent and/or steroid, | Two units per date of
paravertebral facet joint or facet joint nerve; cervical | service
or thoracic, each additional level (List separately in
addition to code for primary procedure)

64475 Injection, anesthetic agent and/or steroid, | One unit per date of
paravertebral facet joint or facet joint nerve; lumbar | service
or sacral, single level

64476 Injection, anesthetic agent and/or steroid, | Two units per date of
paravertebral facet joint or facet joint nerve; lumbar | service
or sacral, each additional level (List separately in
addition to code for primary procedure)

64622 Destruction by neurolytic agent, paravertebral facet | One unit per date of
joint nerve; lumbar or sacral, single level MED:CIM | service
35-17

64623 Destruction by neurolytic agent, paravertebral facet | Two units per date of
joint nerve; lumbar or sacral, each additional level | service
(List separately in addition to code for primary
procedure) MED:CIM 35-17

64626 Destruction by neurolytic agent, paravertebral facet | One unit per date of
joint nerve; cervical or thoracic, single level | service
MED:CIM 35-17

64627 Destruction by neurolytic agent, paravertebral facet | Two units per date of
joint nerve; cervical or thoracic, each additional | service
level (List separately in addition to code for primary
procedure) MED:CIM 35-17

All of the above listed procedure codes are subject to the bilateral modifier (50).
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519.11.2 WOUND THERAPY

WYV Medicaid covers a variety of modalities for wound care. Wound care encompasses local treatment
such as topical medications, dressings, pressure relief, tissue healing therapies or debridement. This
may also involve systemic treatment to improve underlying nutritional needs, infections, circulatory
limitations or management of other contributory factors. Wounds are classified according to the
following:

e Stagel Non-blanchable erythema or superficial redness with skin intact
Stage Il Partial thickness skin loss involving epidermis and/or dermis
e Stage lll Full thickness skin loss involving damage or necrosis of subcutaneous tissue that may
extend down to, but not through, underlying fascia
e Stage IV Full thickness skin loss with extensive destruction, tissue necrosis or damage to
muscle, bone, or supporting structures.

Indications and Limitations of Coverage/Medical Necessity
The following criteria must be met for wound care to qualify for reimbursement by WV Medicaid:

e The services must be medically necessary in the treatment of the member‘s condition. Medical
necessity is defined as:

— The status of the dermal surface and/or wound is such that the treatment will make a
significant improvement in the wound in a reasonable and generally predictable period of
time.

— There is an expectation that treatment will substantially effect tissue healing and viability,
reduce or control tissue infection, remove necrotic tissue or prepare that tissue for surgical
management.

— The member's expected restoration potential must be significant in relation to the extent and
duration of treatment required to achieve that potential. If wound closure is not a goal then the
expectation is to optimize recovery and establish an appropriate non-skilled maintenance
program.

e  For criteria not otherwise listed, the BMS follows Medicare's criteria for the specified service.
Clinical Indicators
Some clinical indicators that may be used to determine medical necessity are:

A history of slow-to —heal wounds

Significant health factors that impair recovery

Multiple, severe or extensive soft tissue injuries and/or wounds

Increasing severity of tissue impairment, infection, or necrosis, undermining or an increase in
size.

Documentation
Medical records should include the following information:

e Practitioner's order: Services may only be provided on the basis of a practitioner’s written, signed
and dated order
e Evaluation: The purpose of a wound care evaluation is to determine both the medical necessity
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and the appropriate type of skilled service. The evaluation should demonstrate the following:

— The type of tissue involvement; the severity of tissue destruction; undermining or tunneling,
necrosis, infection, or evidence of reduced circulation. If infection has developed, the
member’s response to this infection should be described.

— The size and depth of tissue involvement and its location

— The medical and mental condition and all health factors that may influence the member's
ability to heal tissue

— The prior response to other therapies

— A determination of the appropriate treatment plan and therapeutic goal(s) including specific
objectives, goal-specific treatment plan and the expected frequency and duration of the skilled
treatment

— If the wound therapy is being performed by other than a physician, (e.g., home health agency,
physical therapist), an evaluation must be performed by a licensed practitioner who must see
the member at least once every thirty days during treatment.

Treatment Plan: This plan must include specific functional goals and a reasonable estimate of
when they will be reached. The modalities/procedures, frequency, and duration of treatment must
be defined in the plan. This plan must be reviewed and recertified by the ordering practitioner
every 30 days. If this therapy is performed by other than the attending practitioner, the plan must
be reviewed and recertified by the attending provider every 30 days and should be completed by
licensed professional only.

Treatment Notes: Documentation for each treatment should specify date and time, types of
treatment, status of the member‘s contributory factors to the wound (i.e., status of infection or
level of diabetic control), member and wound/or tissue status and the response to the treatment.
Progress Reports: Weekly and monthly summaries should systematically describe the need for
skilled service. Each progress report should describe changes in risk, severity or size of the
wound with a comparison to the previous week or month. If the goals for that week or month are
not met, or the wound status has worsened, then describe or detail any associated factors that
may account for this condition. If the wound has worsened, there should also be documentation
that the physician has been informed and any needed changes in the wound care protocol have
been made. A photograph or wound drawing may be useful in reporting the status of the wound.
There should be documentation that the provider has been informed if the therapy is administered
by other than the attending provider.

Discharge Summary: The final report that provides the measurement(s) and description of the
dermal surface/wound at the time of admission or initiation of treatment and at the time of
discharge, and the reason(s) skilled services are no longer required. The summary specifies all
the discharge recommendations, the member's or caregiver's capability to care for the residual
wound, and prevent further dermal lesions.

The following modalities for wound treatment are not covered by BMS:

Procuren and other platelet releasate

Topical Hyperbaric Oxygen Therapy

Non-contact Normothermic Wound Therapy (NNWT). NNWT promotes wound healing by
warming a wound to a predetermined temperature. (A6000, E0231, E0232)

Maggot therapy

Alloderm, Biobrane (considered a dressing), Celaderm (not FDA approved), Epicel, EZ Derm,

Integra (non-human dermal template, Q0182), Laserskin (available in Europe only), Oasis
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collagen dressings (A6021-A6024)

e Electrical stimulation and electromagnetic therapy (G0281, G0282, G0283, G0295, G0329) for
wound care are not covered by BMS. (97014 and 97032 are not covered procedure codes for
wound therapy.)

e Monochromatic Infrared Therapy (the Anodyne Therapy System) is not covered (E0221 and
97026).

Covered Services

e Wound repairs — local anesthesia is included in reimbursement of this service.

Wound closure using tissue adhesives only

Wound repair — The CPT procedure used to report the repair is dependent on the location of
the wound, classification of the repair and length of the repair. WV Medicaid has not adopted
CPT Manual definition of simple intermediate and complex repair, but follows those of CMS.
WV Medicaid defines these as follows:

* Simple repair procedure code should be used if the wound involves the skin and
subcutaneous tissue

* Intermediate repair should be used to close one or more of the deeper fascial layers in
addition to the skin and subcutaneous tissue.

Wound closure with steri-strips or butterfly band aids is included in the E&M service and not
separately billable.

Wound repairs of specific anatomic parts such as lips or eyelids have pertinent specific codes,
as do repairs of internal structures.

e Debridement

Debridement performed by licensed physical therapists should be coded with 97597 and
97598 which represent non-surgical debridement, not requiring anesthesia. This service can
also be provided by the attending provider.

*  CPT 97597- Removal of devitalized tissue from wound(s), selective debridement, without
anesthesia, (e.g., high pressure waterjet with/without suction, sharp selective debridement
with scissors, scalpel and forceps) with or without topical application (s), wound
assessment, and instructions for ongoing care, may include use of a whirlpool, per
session; total wound(s) surface area less than or equal to 20 square centimeters.

*  CPT 97598- Removal of devitalized tissue from wound(s), selective debridement , without
anesthesia,(e.g., high pressure waterjet with/without suction, sharp selective debridement
with scissors, scalpel and forceps) with or without topical application (s), wound
assessment, and instructions for ongoing care, may include use of a whirlpool, per
session; total wound(s) surface area greater than 20 square centimeters.

The status of the wound(s) including size should be adequately documented.

Debridement in this sense is covered only to promote wound therapy, and should not be

reported in the same claim with the surgical debridement codes, 11040 — 11044.

Debridement during a repair procedure is bundled with the repair procedure.

Debridement of the wound is included in all repair codes. If in rare cases there is greater

amounts of devitalized tissue removed, significant and extensive debridement performed in

addition to the wound repair, modifier 59 could be added to the debridement code.
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Documentation in the member*s record must substantiate the use of a debridement code with
the 59 modifier in addition to the repair code.

— Codes 11010 — 11012 are used only for debridement associated with open fractures and
open dislocations. These codes are not used for treatment of ulcers or wounds that are not
associated with open fractures/open dislocations. Documentation must substantiate the
medical necessity for the use of debridement codes in these situations.

Negative pressure vacuum pump for wound healing — WV Medicaid follows Medicare criteria for
the medical necessity of this modality.

Regranex:

— This agent is prescribed to the member when:

* There is a diagnosis of a diabetic neuropathic ulcer, extending into the subcutaneous
tissue, on the lower extremity

* There is no evidence of infection in the wound and anti-infective therapy is being

employed

The wound is full thickness (Stage Il or IV)

The wound is free of necrotic debris

The member has adequate circulation in the area of the wound

Off-loading of pressure to the wound has been accomplished

Member and/or caregiver have been instructed on the appropriate application, storage

and cost of Regranex

* Regranex is prescribed appropriately (once-daily application, with no concomitant topical
medications).

LR I R SR 3

— Prior authorization for quantities of Regranex that exceed 3 tubes in a 90-day period or
therapy that extends beyond 12 weeks will be granted only if:

The above conditions have been met, and

The wound size requires additional quantities of gel to provide adequate coverage, as
directed by the manufacturer. (Each square centimeter of ulcer surface requires 0.25 —
centimeter length of gel)

or

* There is evidence of healing in the initial 90-day period and additional application is
required for complete healing.

Hyperbaric Oxygen Therapy (HBOT). Systemic HBOT is covered for the treatment of non-infected
diabetic ulcers when the criteria are met. See Section 519.12.2 of this chapter for information on
HBOT.

Engineered skin — Apligraf and Dermigraft are covered for the treatment of diabetic ulcers. WV
Medicaid follows CMS criteria for medical necessity and reimbursement of these agents. Orcel
and Transcyte are analogues used for burns.

Miscellaneous dressings are covered when listed as covered in the DME manual. Dressings and
supplies for office procedures are part of the global fee for the procedure and not separately
billable.

519.11.3 PSYCHIATRIC SERVICES

Outpatient psychiatric services must be registered with BMS* contracted agent for Behavioral Health
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Services prior to services being rendered. All outpatient psychiatric services provided by the
psychiatrist, or Master's Level Social Worker, or Master‘s Level counselor in their employ must also be
registered and assigned an authorization number by the contracted agent.

Psychiatric services are not the responsibility of the managed care organization, nor do they require
PAAS approval prior to rendering services. Claims must be billed to Medicaid for reimbursement.

See Attachment 9 for policies and regulations related to outpatient psychiatric services.
519.11.4 LABORATORY AND PATHOLOGY SERVICES

WV Medicaid covers various pathology services and offers a comprehensive scope of basic and
extended clinical laboratory services to Medicaid members, subject to medical necessity and
appropriateness criteria and prior authorization requirements.

519.11.4.1 LABORATORY SERVICES

A practitioner may bill for laboratory services if the practitioner owns a CLIA certified lab, or if the
practitioner has CLIA certification to perform CLIA waived testing. CLIA waived tests (a list of which
are available on the CMS CLIA website) are tests that can be performed within an office laboratory
setting, but for which a CLIA certification is still necessary. Provider-performed Microscopy Services
(PPM) also require certification. These tests include pin worms preps, koh scrapings etc. Physicians
billing waived laboratory tests or PPM tests must have CLIA certification on file with the Medicaid
Program.

Separate charges made by practitioners for drawing or collecting specimens are allowable whether or
not the specimens are referred to outside laboratories. Payment is made only to those extracting the
specimen. Only one collection fee is allowed for each type of specimen (e.g., blood, urine) for each
patient encounter, regardless of the number of specimens drawn. When a series of specimens is
required to complete a single test (e.g., glucose tolerance test), the series is treated as a single
encounter. A specimen collection fee is allowed when drawing a blood sample through venipuncture
(i.e., inserting into a vein a needle with syringe or vacutainer to draw the specimen) or collecting a
urine sample by catheterization.

NONCOVERED LABORATORY RELATED SERVICES:

¢ Routine reflex testing is not covered. Reflex testing occurs when initial test results are positive
or outside normal parameters and indicate that a second related test is medically appropriate.
This is covered only when specifically ordered by the physician, that a second test would be
performed only under conditions clearly indicated on the requisition.

e Separate payment will not be made for obtaining a blood sample through a finger, heel or ear
stick.

o Separate charge for collecting a Pap smear or throat smear are not covered, as these services
are included in the E&M visit.

e A practitioner may not bill an office visit if the sole purpose of the visit was to obtain laboratory
work.

e A practitioner may not bill a laboratory fee for conveying or interpreting the laboratory results to
the patient. This is considered part of the E&M visit for which the patient sought medical care.

519.11.4.2 PATHOLOGY SERVICES
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A pathologist will only be paid for the professional component of physician pathology services. For
those procedure codes that do not have a technical and professional component, do not bill modifier
26. The CPT code for the procedure with modifier 26 is paid according to the RBRVS fee schedule.
Medicaid payment for the professional component of consultative anatomical and surgical pathology
services must be requested by an attending practitioner regarding an abnormal condition and results
in a written report by the pathologist. Covered consultative services may be billed with CPT 80500
Clinical pathology consultation; limited, without review of the member‘s history and medical records
and CPT 80502 Clinical pathology consultation; comprehensive, for a complex diagnostic problem
with review of member*s history and medical records.

NONCOVERED PATHOLOGY SERVICES
e  Separate payment for reviews of laboratory services for quality assurance purposes.

e Autopsies - West Virginia Medicaid does not pay for autopsies and/or supervisory pathology
services.

e  Fertility services such as embryo/sperm collections and banking.
519.12 MEDICAL SERVICES

WV Medicaid covers the following medical services.

519.12.1 CALORIC VESTIBULAR TESTING

WV Medicaid covers up to four irrigations provided to a member on a single date of service. The
procedure code for this service, 92543, is divided into technical and professional components. A
physician must both perform and interpret the ear irrigation(s) in order to bill the total service. When
performing only one component, the physician must bill 92543-TC for the irrigation or 92543-26 for the
interpretation. When providing both, this service must not be unbundied.

519.12.2 HYPERBARIC OXYGEN THERAPY (HBOT)

WV Medicaid covers hyperbaric oxygen therapy provided in an inpatient or outpatient hospital setting
for certain medical conditions identified below.

For WV Medicaid to reimburse hyperbaric oxygen therapy, the physician must be in constant
attendance during the entire procedure and carefully monitor the member during therapy and be
immediately available if a complication develops. (The physician must be on site during the entire
treatment.) In general, hyperbaric oxygen does not require prior authorization, but a physician‘s order
and documentation for the treatment's medical necessity must be kept in the member's medical
record. Hyperbaric oxygen therapy must not be indefinite in duration. If HBOT is medically necessary
beyond two months, prior authorization is required from BMS* contracted agent regardless of the
member‘s condition. The physician‘s order and medical documentation that substantiates medical
necessity must be faxed or mailed to BMS' contracted agent.

Coverage of hyperbaric oxygen therapy is limited to members with the following medical conditions
and diagnosis codes:

e  Acute carbon monoxide intoxication (ICD-9-CM diagnosis 986)

e Decompression illness (ICD-9-CM diagnosis 993.2, 993.3)

e Gas embolism (ICD-9-CM diagnosis 958.0, 999.1)

e Gas gangrene (ICD-9-CM diagnosis 040.0)

e Acute traumatic peripheral ischemia. Hyperbaric oxygen therapy is a valuable adjunctive
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treatment to be used in combination with accepted standard therapeutic measures when loss of
function, limb or life is threatened. (ICD-9-CM diagnosis 902.53, 903.01, 903.1, 904.0, 904.41)
Crush injuries and suturing of severed limbs. As in the previous condition, hyperbaric oxygen
therapy would be an adjunctive treatment when loss of function, limb or life is threatened. (ICD-9-
CM diagnosis 927.00-927.03, 927.09-927.11, 927.20-927.21, 927.8-927.9, 928.00-928.01,
928.10-928.11, 928.20-928.21, 928.3, 928.8-928.9, 929.0-929.9, 996.90-996.99).

Progressive necrotizing infections (necrotizing fasciitis) (ICD-9CM diagnosis 728.86). Meleney
ulcers (necrotizing soft tissue infections that are a result of clostridium or synergistic aerobic-
anaerobic infection).

Acute peripheral arterial insufficiency (ICD-9-CM diagnosis codes 444.21, 444.22, and 444.81).
Preparation and preservation of compromised skin grafts (not for primary management of
wounds) (ICD-9-CM diagnosis 996.52; excludes artificial skin graft). Hyperbaric oxygen therapy
use is limited to the loss of viability of full thickness, free vascular, or pedicle flap grafts.
Hyperbaric oxygen therapy must be used after signs and/or symptoms indicate compromise of
graft. It is not covered for split thickness grafts or the initial preparation of the body site for a graft.
Chronic refractory osteomyelitis, unresponsive to conventional medical and surgical management
(ICD-9-CM diagnosis 730.1).

Osteoradionecrosis as an adjunct to conventional treatment (ICD-9-CM diagnosis 526.89).

Soft tissue radionecrosis as an adjunct to conventional treatment (ICD-9-CM diagnosis 990).
Cyanide poisoning (ICD-9-CM diagnosis 987.7, 989.0).

Actinomycosis, only as an adjunct to conventional therapy when the disease process is refractory
to antibiotics and surgical treatment, (ICD-9-CM diagnosis 039.0-039.4, 039.8, 039.9).

Lower extremity diabetic wound if the following criteria are met:

— The member has type 1 or 2 diabetes and has a lower extremity wound that is due to
diabetes. (ICD-9 diagnoses codes 250.70-250.73, 250.80-250.83, 707.0, 707.10, 707.12-
707.14, and 707.19);

— The member has a wound classified as Wagner grade Il or higher; and

— The member has failed an adequate course of standard wound therapy. The use of HBOT will
be covered as adjunctive therapy only after there are no measurable signs of healing for at
least 30 days of treatment with standard wound therapy and must be used in addition to
standard wound care. Standard wound care in members with diabetic wounds includes:

* Assessments of a member's vascular status and correction of any vascular problems in
the affected limb if possible,

Optimization of nutritional status,

Optimization of glucose control,

Debridement by any means to remove devitalized tissue,

Maintenance of clean, moist bed of granulation tissue with appropriate moist dressings,
Appropriate off-loading,

Necessary treatment to resolve any infection that might be present,

* ¥ K X K *

Failure to respond to standard wound care occurs when there are no measurable signs of
healing for at least 30 consecutive days. Wounds must be evaluated at least every 30 days
during administration of HBOT. Continued treatment with HBOT is not covered if measurable
signs of healing have not been demonstrated within any 30-day period of treatment.

The only WV Medicaid-covered indications for HBOT are those specified above. No program payment
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may be made for any conditions other than those listed above.

The provider must code to the highest level specified in the ICD-9-CM, (e.g., fourth or fifth digit).
However, correct use of an ICD-9 code does not assure coverage of a service.

BILLING CODES
The following procedure codes are used to bill for hyperbaric oxygen therapy:

e Physician - 99183 Physician attendance and supervision of hyperbaric oxygen therapy, per
session. (Physician billing is per session, not per minute.)

e Hospital - C1300 Hyperbaric oxygen under pressure, full body chamber, per 30-minute intervals.
Separate payment for inpatient hyperbaric oxygen therapy is not made because payment is in the
Diagnosis Related Group (DRG) payment rate.

The amount of time billed includes only the time the member spends in therapeutic pressure. Billed
time must not include descent or ascent time or air-break time.

DOCUMENTATION REQUIREMENTS

Medical documentation to support the conditions for which hyperbaric oxygen therapy is provided
must include:

An initial assessment including a detailed medical history and physical exam

Physician progress notes

Any communication between physicians detailing past or proposed treatments

Treatment records for hyperbaric oxygen therapy

Culture reports to confirm the infection status of the member

Definitive x-ray findings and positive culture to confirm the diagnosis of osteomyelitis

Definitive x-ray findings to establish the diagnosis of osteoradionecrosis

For soft tissue radionecrosis, clinical photographs of the necrotic site must be available in the
medical record

e Documentation must support the continued efficacy and need for treatment.

The need for more than one service daily will be reviewed.
PHYSICIAN CREDENTIALS

A physician must be credentialed by the hospital in which the therapy is being performed, including
hyperbaric medicine, management of acute cardiopulmonary emergencies, and placement of chest
tubes.

Credentialing includes the following minimum requirements:

e Training, experience, and privileges within the institution to manage acute cardiopulmonary
emergencies, including advanced cardiac life support and emergency myringotomy.

o Completion of a recognized hyperbaric medicine training program as established by either the
American College of Hyperbaric Medicine or the Undersea and Hyperbaric Medical Society with a
minimum of 40 hours of training and documented by a certificate of completion

e  Continuing medical education in hyperbaric medicine of a minimum of 16 hours every two years
after initial credentialing.

The hospital must keep documentation of the physician‘s credentials on file.
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Since hyperbaric therapy requires the physician be ACLS certified with adequate support staffing and
equipment, reimbursement of this service will be restricted to the inpatient or outpatient hospital
setting. Exception: Free standing facilities must meet all credentialing requirements listed
above.

Team coverage for cardiopulmonary resuscitation must be immediately available during the
operational hours of the hyperbaric chamber.

EXCLUSIONS

Hyperbaric oxygen therapy is not covered to treat the conditions listed below. No exceptions or prior
authorizations are available for any of the listed conditions.

e Cutaneous, decubitus, and stasis ulcers

e Congenital conditions, such as cerebral palsy, autism, mental retardation. Chronic peripheral
vascular insufficiency

Anaerobic septicemia and infection other than clostridial

Skin burns (thermal)

Senility

Myocardial infarction

Cardiogenic shock

Sickle cell anemia

Acute thermal and chemical pulmonary damage, i.e., smoke inhalation with pulmonary
insufficiency

Acute or chronic cerebral vascular insufficiency

Hepatic necrosis

Aerobic septicemia

Nonvascular causes of chronic brain syndrome (Pick's Disease, Alzheimer's Disease, Korsakoff‘s
Disease)

Tetanus

Systemic aerobic infection

Organ transplantation

Organ storage

Pulmonary emphysema

Exceptional blood loss anemia

Multiple sclerosis

Arthritic disease

Acute cerebral edema

Mental retardation

Traumatic brain injury

Topical application of oxygen does not meet the definition of hyperbaric oxygen therapy. No Medicaid
payment will be made for the topical application of oxygen.

519.12.3 HIGH FREQUENCY CHEST WALL OSCILLATION, AIRWAY CLEARANCE
THERAPY: RESPIRATORY VEST SYSTEM

WYV Medicaid covers respiratory vest systems for eligible members including Medicaid-eligible children
in the Children‘s Specialty Care Program. This devise must be prior authorized before its use can
commence.
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All of the following criteria must be met before consideration will be given to coverage of the airway
clearance therapy/respiratory vest system:

The devise must be prescribed by a physician (MD/DO) specializing in pulmonary or critical care
medicine

The letter requesting prior authorization and the physician‘s prescription for the devise must be in
the physician’s own words and on his/her letterhead/prescription pad. No request from the
manufacturer's reimbursement specialist or patient advocate will be accepted. The original letter
and prescription with the physician‘s original signature must be submitted to BMS* contracted
agent.

A diagnosis of cystic fibrosis, neuromuscular disease, or broncheictasis must be documented and
associated with at least three of the following:

— Peak flow <300 LPM

— Sputum production of at least 30 ml per day

—  FEV1 <80% of predicted

— FVC <50% of predicted

— 25% decrease in small airway score (FEF 25-75%) over past year

— For bronchiectasis, radiologic evidence of the diagnosis must be provided in addition to the
three other measurements

Failure with flutter valve and manual chest physiotherapy
Pattern of at least yearly hospitalizations for respiratory ilinesses.

Exclusions/contraindications — The respiratory vest system will not be covered if any of the following
exist:

Unstable head or neck injury

Subcutaneous emphysema

Bullous emphysema

Recent skin grafts to chest

Recent transvenous or subcutaneous pacemaker
Chest wall pain

Uncontrolled hypertension

Intracranial pressure

Pleural effusions or emphysema

Active or gross hemoptysis

Susceptibility to pneumothorax, pneumomediastinum, or cardiovascular instability
Diagnosis of COPD

Distended abdomen

Suspected pulmonary tuberculosis

Recent spinal injury or surgery (within the past year)
Rib fractures

Hemodynamic instability

Pulmonary edema/congestive heart failure
Bronchopleural fistula

Bronchospasm

Recent esophageal injury (within the past year)
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Recent epidural anesthesia (within the past year)
Recent spinal infusion (within the past year)
Surgical wounds

Burns of chest wall

Osteoporosis

Lung contusion

Osteomyelitis

Coagulopathy

Uncontrolled airway at risk for aspiration

Other provisions:

e  Only one generator per family can be covered.

o No other respiratory therapy services will be approved after approval of the respiratory airway
clearance system.

e Approval of the respiratory airway clearance system will transpire only if other methods of therapy
have failed. Documentation of therapies tried and the reason for failure must be kept.

o This devise will not be covered for individuals who are less than two years of age.

Covered diagnoses- The following ICD-9 diagnosis codes will be covered if they are accompanied by
documentation of medical necessity and documentation that manual techniques do not work. (Use of
this devise will not be covered merely because there is no one available to perform manual
techniques.)

518.81 Respiratory failure
748.61  Congenital bronchiectasis

o 277.0 Cystic fibrosis

e 335.20 Amyotrophic lateral sclerosis
e 358.0 Myasthenia gravis

o 359 Muscular dystrophies

o 494 Bronchiectasis

[ ]

[ ]

The diagnoses listed above are the only diagnoses covered. All other diagnoses are not covered for
this service.

If approved, this devise will be rented for three months (payment to go towards the purchase price or
lease purchase). If applicable, modifier RR will be used to bill the rental period. Continued coverage
will be dependant on a follow-up report which must include:

e The outcome — What expected goals were met?
e  The number of times used daily and the duration of each treatment
e An assessment of compliance

The only billable procedure code for this service is:
e [EO0483 High frequency chest wall oscillation air-pulse generator system (includes hoses and
vest), each.

Payment for this service will be according to WV Medicaid Program guidelines for Durable Medical
Equipment.
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Questions regarding this service should be directed to WV Medicaid‘s contracted agent for Durable
Medical Equipment.

519.12.4 CANCER SCREENING
WV Medicaid covers various types of cancer screening.
519.12.41 COLORECTAL CANCER SCREENING

WV Medicaid covers colorectal cancer screening tests for high risk members and for members aged
50 and over. Characteristics of the High Risk Individual at high risk for developing colorectal cancer:

Close relative (sibling, parent, or child) who has had colorectal cancer or an adenomatous polyp.
Family history of familial adenomatous polyposis.

Family history of hereditary nonpolyposis colorectal cancer.

Personal history of adenomatous polyps.

Personal history of colorectal cancer:

Inflammatory bowel disease, including Crohn‘s Disease and ulcerative colitis.

The following Healthcare Common Procedure Coding System (HCPCS) codes are used to report the
service:

G0104 - Colorectal cancer screening; flexible sigmoidoscopy (service limit: one in 48 months for
members age 50 and over)

G0105 - Colorectal cancer screening; colonoscopy for an individual at high risk (service limit: one
in 24 months for members at high risk)

G0106 - Colorectal cancer screening; (alternative to G0104, screening sigmoidoscopy) barium
enema (service limit: one in 48 months for members age 50 and over)

G0107 - Colorectal cancer screening; fecal-occult blood test, one to three simultaneous
determinations (service limit: one in 12 months for members age 50 and over) Screening fecal-
occult blood test means a guaiac-based test for peroxidase activity, in which the beneficiary
completes it by taking samples from two different sites of three consecutive stools. Fecal occult
testing can only be billed by providers who have certification to perform CLIA waived tests.

G0120 — Colorectal cancer screening; (alternative to G0105, screening colonoscopy) barium
enema (high risk). (1 in 24 months/high risk members).

G0106 and G0120 are covered as alternatives to (but not in addition to) G0104 and G0105. G0104
and G0106 cannot be billed for the same episode of care, nor can G0105 and G0120.

Additionally, the preceding -G” codes cannot be billed with their equivalent CPT codes. For example:

G0106 and G0120 may not be billed with CPT 74280
G0107 may not be billed with CPT 82270
G0104 may not be billed with CPT 45330
G0105 may not be billed with CPT 45378.

If during the course of performing a screening procedure, a condition is discovered that warrants
further service, the code for the diagnostic procedure must be billed rather than the screening code.
Stool DNA analysis as a part of colorectal screening is not covered by WV Medicaid.
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519.12.4.2 PROSTATE CANCER SCREENING

West Virginia Medicaid covers yearly digital rectal examination of the prostate for cancer screening,
but makes no separate payment for this exam, as it is included as part of the E&M service. PSA
(prostate specific antigen testing) is covered for susceptible populations when the appropriate
counseling regarding the potential for over diagnosis has been discussed with the patient.

519.12.4.3 BREAST AND CERVICAL CANCER SCREENING

The Breast and Cervical Cancer Screening Program (BCCSP), administered by the West Virginia
Department for Health and Human Resources' Bureau for Public Health, provides statewide screening
services free of charge or at a minimal fee to low income and uninsured or underinsured women.
Women at or below 200 percent of the Federal Poverty Level qualify for services. The BCCSP offers
screening mammography and diagnostic services for breast abnormalities to women age 50 and
older. Diagnostic services for breast abnormalities are available for women under the age of 50.
Cervical cancer screening services are available for women 25 and older. Cervical cancer screening
services are also available for women under age 25 with Pap test results of HGSIL.

The Breast and Cervical Cancer Prevention and Treatment Act of 2000 (Public Law 106-354)
effective October 1, 2000, gives states the option to provide medical assistance through Medicaid to
eligible women who were screened through the Centers for Disease Control and Prevention's (CDC)
National Breast and Cervical Cancer Early Detection Program (NBCCEDP) and found to have breast
or cervical cancer, including pre-cancerous conditions. Qualifying patients are eligible for Medicaid
benefits while the cancer condition is undergoing active treatment.

The West Virginia Medicaid program covers yearly pap smears for cervical cancer screening in
susceptible populations. A separate reimbursement for obtaining the Pap smear is not allowed, as
this is considered part of the E&M service and examination. Billing for a pap smear with a laboratory
(8000) code is only paid to the pathology facility actually reading the smear. In addition, a separate
specimen handling charge is also not covered.

519.12.4.4 MAMMOGRAPHY

West Virginia Medicaid covers yearly screening mammograms for any aged female (according to the
guidelines established by the American Cancer Society.) The order must come from the treating
provider. If the physician who is performing the test (ordered by a patient's doctor) decides the patient
needs additional testing procedures based upon the findings of screenings, the testing physician may
proceed with appropriate diagnostic testing. The testing provider should receive authorization from
the ordering physician (either by phone or fax) for the additional tests believed to be necessary if
possible. If this cannot be obtained while the patient is present for the mammography, the testing
physician may order those tests necessary as a result of abnormal findings of the screening.

Mammography services are regulated by the Food and Drug Administration. Therefore, a physician
who meets the qualification requirements for an interpreting physician may order a diagnostic
mammogram based upon the findings.

519.12.5 DIABETES DISEASE STATE MANAGEMENT
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The concept of the Medicaid Diabetes Disease State Management Program is based upon the
premise that eligible Medicaid members will benefit from a patient-centered health care approach that
is responsive to the unique needs and conditions of people living with diabetes.

The program provides for a coordinated approach to the treatment of Medicaid members who have
been diagnosed with Type 1, Type 2, or gestational diabetes mellitus. The essential program
components of Medicaid‘s disease management program have been developed from the American
Diabetes Association Guidelines (ADA), which aim to prevent the development of serious
complications from diabetes. Not only will the member‘s PCP or provider (doctor, nurse practitioner)
agree to manage the member‘s medical treatment, but will also ensure that self-management skills
and diabetes educational needs are met. Practitioners will provide diabetes education or refer
individuals with diabetes to a Certified Diabetes Educator who is enrolled in the Diabetes Disease
Management Program. This policy does not change the requirement for PAAS primary care referral.

The components of Diabetes Disease State Management are:

e Evaluation and education, which includes a comprehensive assessment of the member‘s clinical
status, including health care needs, risks, hygiene, and diet, etc.

o A drug therapy evaluation of the member‘s oral or injectable medication requirements and their
ability to self-monitor blood glucose, to recognize emergency conditions, etc.

¢ Diet management/education including education on diet restrictions, eating patterns, diet and
medication interactions, etc.

o Referral to other providers to meet identified health care needs, such as skin and/or wound care,
eye or renal care, etc.

¢ Comprehensive diabetes assessment using a Diabetes Managing Provider Care Tool. (See
Attachments 10 &11)

Medicaid members with diabetes will benefit from a patient-centered health care approach that is
responsive to their unique needs and conditions. Because the care is patient centered, the most
effective treatment options can be implemented that will ultimately prove cost-effective with
outcomes and results that are quantifiable and measurable. The evaluation form to be used for
initial and ongoing screening for members is the Diabetes Managing Provider Care Tool, which is
included with the instructions for this program, and provides for the ADA Guidelines for appropriate
treatment of members with diabetes. This form, which is to be completed by the member's
Managing Provider, will define the health care and health related support needs of the member.

Requirements for Becoming a Diabetes Management Provider:
Managing providers may be any of the following licensed practitioners:

e Physicians (MD, D.O.)
e Medicaid Enrolled Nurse Practitioners
e Certified Diabetic Educators

In order to be reimbursed for diabetes management extended visits and for comprehensive
educational services, Medicaid providers are required to meet the following criteria:
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e enroll as a Medicaid provider

o Certified Diabetes Educators may only enroll with West Virginia Medicaid for the provision of
diabetes education and self-management skills. Along with the provider enrollment information
found in Chapter 300, the CDE must submit a copy of credentials showing current, unrestricted
certification as a Certified Diabetes Educator issued by the National Certification Board for
Diabetes Educators.

o Demonstrate successful completion of the six hours of web-based training provided by the Bureau
for Medical Services and the Diabetes Prevention and Control Program by submitting the
provider‘'s Medicaid number via the web upon completion of the training program. This will provide
the documentation necessary for BMS to enroll the provider as a provider of diabetes disease
management and will allow reimbursement for diabetes disease management service codes.
Recertification is required annually via Internet web modules and must be renewed by the original
calendar date of certification.

o Document care utilizing the tools provided
e Submit documents for outcome monitoring as required by BMS

o Demonstrate a capacity to provide all core elements of disease state management services, which
includes:

o Comprehensive client assessment and service plan development

o Assisting the client to access needed services, i.e., assuring that services are appropriate
for the client's needs and that they are not duplicative or overlapping.

o Monitoring and periodically reassessing the client‘s status and needs.

System Process

The following are directions for completing the on-line course for -Biabetes Education for Primary
Care Providers”:

Begin by accessing the course at www.camcinstitute.org/professional/diabetes/camc.htm. On the
course -epening page”, click the button labeled €lick here to begin program”. Fill in your 10-digit
Medicaid number, (Physician Assistants will use their employing physician‘s Medicaid number and
personal 4-digit identifier). These number(s) will track your participation. When you access this
course the first time, you will be asked to submit your personal demographic information. This
information will be retained for you. If necessary, you may edit the information at a later time. Provide
valid credit card information for a one-time Credit Processing fee of $30.00 for six hour of continuing
education credit. Complete and submit the program pre-test. From the Program Menu Page, you will
find a listing of the six module titles. Complete the modules in any sequence you choose.

When all modules have been completed, a link will become available at the bottom of the Program
Menu Page for a post course evaluation form and Certificate of Completion processing. Complete
Post Course Evaluation form and submit. At this point, a Certificate of Completion is displayed and an
automated email is sent to WV Medicaid advising them that you have successfully completed the
course. Another automated email is sent to the email address you provided in your demographic
information. You may print the Certificate of Completion for your personal records. The automated
email that you receive contains a link allowing you access to your electronic certificate for future
reference and the option to print additional copies of the certificate. Providers will receive a written
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notice from Unisys stating the provider file has been updated to allow for reimbursement of Diabetes
Educational services with an effective date for billing.

CD's of this program will be available for those who do not have broadband Internet access.
However, to use CD version of the course, the computer you use must have dial-up access to the
Internet. CDs will be provided upon request, at no charge by contacting CAMC Health Education and
Research Institute at 304-388-9960 or email tera.kirk@camc.org.

Reimbursement

Medical care that is covered by Medicaid and provided will be reimbursed at the Medicaid fee
schedule. Diabetes disease management service codes are only reimbursable if the requirements
previously noted for becoming a diabetes disease management provider have been met. In addition,
reimbursement for the managing provider's extended office visit is a billable service based on the
completion of the Diabetes Managing Provider Care Tool. This service is reimbursable, separate
from, and in addition to, the evaluation and management services rendered on the same date of
service. Modifier 25 must be used to indicate that a significant separately identifiable EM service was
required by the same provider on the same day of a procedure or other service. Reimbursement for
diabetes education and self-management training is a separate service from the extended office visit,
and payable to either managing providers or Certified Diabetes Educators. Billing should be
submitted on the HCFA-1500 claim form or through electronic transmission. Claims which exceed the
service limits spelled out in this program instruction will not be reimbursed.

If a Diabetes Managing Provider determines that a patient may benefit from diabetes education
beyond extended office visits, a referral may be made to a Certified Diabetes Educator or provided by
the practitioner. Certified Diabetes Educators and Diabetes Managing Providers who choose to
provide diabetes education must define the educational support needs and develop an educational
plan of care. Certified Diabetes Educators must develop and implement a plan of care and supply a
copy of this plan to the patient's Diabetes Managing Provider, as well as maintaining documentation
for services rendered and billed to Medicaid for audit purposes. For your convenience, a Diabetes
Educational Provider Care Tool is included with this manual. The provider of diabetes education and
self-management training will monitor and re-assess the patient periodically. It is the responsibility of
those submitting claims to inquire whether these services have been previously received from other
entities, so that service limits are not exceeded. The member may not be held liable for payment of
claims which are not reimbursed by Medicaid.

Disease State Management services are reimbursed on a fee-for-service basis with limitations as
follows:
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HIPAA
Compliant Explanation Previous
Code Code
7/01/04
S0315 Disease management program; Managing Provider Extended W1875
Office Visit
Limits - 2 visits per year
G0108 Diabetes outpatient self-management training services, W1870
individual, per 30 minutes replaces Certified Diabetes Educator W1874
Contact Visit and Certified Diabetes Educator Brief Visit
(1 unit = 30 minutes)
Combination of G0108 and G0109 Limits - 8.5 hours per year
(17 units)
G0109 Diabetes outpatient self-management training services, group w1871
session (2 or more), per 30 minutes replaces Certified Diabetes
Educator Group Service.
(Tunit = 30 minutes)
Combination of G0108 and GO109 Limits - 8.5 hours per year
(17 units)
S0316 Follow-Up/reassessment replaces Certified Diabetes Educator W1873
Follow-Up Visit
Limits - 2 visits per year

519.12.6 PULMONARY FUNCTION TESTS

WV Medicaid covers the following pulmonary function tests:
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e 94010  Spirometry, including graphic record, total and timed vital capacity, expiratory flow rate
measurement(s), with or without maximal voluntary ventilation
e 94060 Bronchospasm evaluation; spirometry as in 94010, before and after bronchodilator
(aerosol or parenteral)
94200 Maximum breathing capacity, maximal voluntary ventilation
o 94375 Respiratory flow volume loop
94642 Aerosol inhalation of pentamidine for pneumocystis carinii pneumonia treatment or
prophylaxis
o 94664 Demonstration and/or evaluation of patient utilization of an aerosol generator,
nebulizer, metered dose inhaler or IPPB device
e 94720  Carbon monoxide diffusing capacity (e.g., single breath, steady state)
e 04772  Carbon dioxide, expired gas determination by infrared analyzer

e 94760 Noninvasive ear or pulse oximetry for oxygen saturation; single determination
e 94761 Noninvasive ear or pulse oximetry for oxygen saturation; multiple determination (e.g.,
during exercise)

Separate payment for 94760 and 94761 is made only when the services are medically necessary and
there are no other covered services provided on the same date by the same physician.

No other pulmonary function tests are covered by WV Medicaid.
519.12.7 HEMOPHILIA SERVICES

Diagnostic, treatment and prophylactic blood factor therapy are covered for members with hemophilia
and other hemorrhagic conditions.

Blood factor supplied to a member with a crisis episode is covered without restriction as needed to
control the bleeding.

519.12.8 TOBACCO CESSATION PROGRAM

West Virginia Medicaid operates a tobacco cessation program in cooperation with the Public
Employees Insurance Agency and the Bureau for Public Health. In order for members to have access
to drugs and other tobacco cessation services, they are required to enroll in the program through the
YNOTQUIT Line at 1-877-966-8784. Participants are screened for their readiness to quit the use of
tobacco. Written materials and phone coaching are available through the quit line program.
Additional information regarding the YNOTQUIT Line can be accessed through the Partners in
Corporate Health website, www.ynotquit.com.

All tobacco cessation products must be prescribed by a licensed practitioner within the scope of
his/her license under West Virginia law. Prior authorization is required for coverage of tobacco
cessation medications and is coordinated through the tobacco quit line.

Members are limited to one 12-week treatment period per year. Pregnant females are eligible for
additional course(s) of treatment, if appropriate. Drug products are limited to:

. Nicotine gum — 24 pieces per day

. Nicotine patches — 1 patch per day

. Nicotine lozenges — 20 lozenges per day

. Nicotine inhalers — 168 inhalers per 30 days
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° Nicotine nasal spray — 4 spray bottles per 30 days (This therapy is reserved for those who
have failed other forms of nicotine replacement therapy.)
° Buproprion — 2 tablets per day

519.13 MEDICATION SERVICES
Medication Services involve drugs and their administration to Medicaid members.

519.13.1 INJECTIONS

Therapeutic, prophylactic or diagnostic injection (CPT 90782) is not covered by WV Medicaid when
billed in conjunction with an E&M code. Reimbursement for the drug is covered. If the injection is the
primary purpose for the visit, an E&M service is not allowed.

Appropriate HCPCS —J Codes” are used to bill for the provision of the medication injected. If there is
not a specific code for the medication, a non-specific 4 Code” (J3490 or J9999) is used. These claims
must be billed on a paper claim with the name, NDC, and quantity of the medication written on the
claim on the line below the billed line or in -Field 19”.

When an unlisted drug is billed using a J-code, the following information is required:
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The name of the drug

National Drug Code (NDC)

Exact dosage administered

Strength of the drug administered

Method of administration (i.e., subcutaneous, intramuscular, etc.)
A cost invoice for the drug

When an HMO is the member’s provider, the HMO is responsible for the cost of the drug and injection
fees when the service is provided in the practitioner's office during the office visit. The requirements of
the HMO must be followed for reimbursement.

The following injected substances have specific coverage and reporting requirements:

e Intra-articular and intra-bursal injections must be appropriate for the diagnosis; type, NDC, and
quantity of steroid or other medication must be reported on the claim with the appropriate CPT
code.

e Medications available in parenteral form, only; i.e., gold salts are covered for psoriasis or
rheumatoid arthritis and cancer chemotherapy.

WV Medicaid covers Vitamin B-12 injections for particular illnesses and injuries. Following are the
medical conditions covered for Vitamin B-12 injections:

¢ Anemia

— Pernicious

— Megaloblastic
— Macrocytic

— Fish tapeworm.

e  Gastro-intestinal disorder

— Gastrectomy

— Malabsorption syndrome

— Surgical and mechanical disorders resulting from resection of small intestine, strictures,
anastomosis, and blind loop syndrome.

o  Neuropathy

— Neuropathy associated with pernicious anemic
— Severe or acute neuropathy due to malnutrition
— Severe or acute neuropathy due to alcoholism.

Importantly, diagnoses such as "vitamin deficiency,
are not sufficient for Medicaid coverage.

secondary anemia," "neuritis," and "menopause"

WYV Medicaid does not cover injections for uses other than those approved by the United States Food
and Drug Administration.

519.13.1.1 PALIVIZUMAB/SYNAGIS

Palivizumab (Synagis®) is a humanized monoclonal antibody produced by recombinant DNA
technology. It is used to help prevent serious lower respiratory tract disease caused by respiratory
syncytial (RSV) in pediatric members at high risk of RSV disease. This antibody is usually
administered intramuscularly on a monthly basis even though the RSV season usually spans October
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through March in WV.

Prior authorization through the Rational Drug Therapy Program is required for all orders for
Palivizumab (Synagis®). This program may be reached at 1-800-847-3859 or faxed at 1-800-531-
7787. Its mailing address is:

Rational Drug Therapy Program
West Virginia University, School of Pharmacy
Robert C. Byrd Health Sciences Center
PO Box 9511
Morgantown, West Virginia 26506-9511

Medicaid coverage of Palivizumab (Synagis®) is limited to members who meet one of the following
criteria:

e Member is under 24 months of age at the start of therapy and has chronic lung disease and
needs oxygen chronically, or has been off oxygen use for less than 3 -6 months.

e Member is under one year of age at the start of therapy with a gestational age of under 28 weeks.

e Member is under 6 months at the start of therapy with a gestational age of 28-32 weeks or 32-36
week gestational age with concomitant medical problems/risk factors.

e Member is under 3 months of age at the start of therapy with gestational age of 32-36 weeks.

Requests must include the information needed to make a coverage determination, including medical
documentation supporting the factors placing the child at high risk of RSV, past or present use of
oxygen, current medication, or exposure to risk factors in the American Academy of Pediatric (AAP)
guidelines. A diagnosis of bronchopulmonary dysplasia alone is insufficient.

Palivizumab (Synagis®) will not be approved for members currently exhibiting RSV infection or
receiving immunoglobulin infusions.

Pharmacies may submit claims for Palivizumab (Synagis®) through the pharmacy point-of-sale (POS)
system or appropriate manual form using the National Drug Code.

Physicians and outpatient hospitals may bill using CPT 90378 per 50mg, which equals 1 unit. No
separate claim for inpatients must be submitted for Palivizumab (Synagis®) provided to hospital
inpatients because payment for the drug is included in the DRG payment rate.

519.13.2 IMMUNIZATIONS
WYV Medicaid covers medically necessary immunizations provided to members.
519.13.2.1 IMMUNIZATIONS FOR CHILDREN

Routine vaccines to Medicaid members less than 19 years of age are provided free-of-charge through
the Vaccines for Children (VFC) Program, which the WV Department of Health administers. When
these vaccines are provided, the practitioner is reimbursed only for the administration.

The following list of CPT codes and modifiers must be used for reimbursement of vaccinations using
VFC supplies:

e 90647 Hemophilus influenza B vaccine (Hib)
e 90648  Hemophilus influenza B vaccine (Hib)
e 90655 Influenza virus vaccine 6-35 months
e 90657 Influenza virus vaccine 6-35 months
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90658 Influenza virus vaccine three years and above (to age 19)
90669 Pneumococcal conjugate vaccine
90700 Diphtheria, tetanus toxoids, acellular pertussis vaccine (DtaP)
90702 Diphtheria and tetanus toxoids, (seven years old or less)
90707 Measles, mumps, and rubella vaccine (MMR)
90713 Poliovirus vaccine (IPV)
90715  Tetanus, diphtheria toxoids and acellular pertussis vaccine (TdaP), for use in
individuals seven years
or older, for intramuscular use
e 90716  Varicella virus vaccine
e 90718  Tetanus and diphtheria toxoids (Td), seven years or older (to age 19)
e 90723 Diphtheria, tetanus toxoids, acellular pertussis vaccine, hepatitis B, and poliovirus
vaccine (DtaP - HepB - IPV)
e 90732 Pneumococcal polysaccharide vaccine
90734 Meningococcal Conjugate Vaccine (Menactra)
e 90744 Hepatitis B vaccine, pediatric/adolescent dosage

90660 is not a covered service.

In order to assist Medicaid in the accurate identification of the vaccine administered, the appropriate
CPT code must be billed. In addition to the specific CPT vaccine codes, an SL' (state supplied)
modifier must be placed on the claim to indicate the vaccine was provided by VFC. The appropriate
administration CPT codes, 90471 or 90472, must be billed with the appropriate CPT code.
Administration codes will not be reimbursed if the corresponding VFC code is not billed.

To bill a single vaccine, bill the CPT vaccine code with the SL' modifier and CPT code 90471 for
administration reimbursement.

To bill multiple VFC or subsequent vaccines itemize each CPT vaccine code using the SL' modifier
and bill 90472 with the number of additional administrations in the units block.

For vaccines administered to adults >19 years of age, or for vaccines not supplied by VFC, bill the
appropriate CPT code. Do not bill the SL' modifier or the administration codes 90471 or 90472.
Reimbursement will include the serum and the associated administration.

Coverage of Influenza Vaccine

VFC has restricted coverage due to limited stocks of influenza virus vaccine. Medicaid members must
meet one of the CDC's defined criteria for at-risk populations as follows:

All children aged 6-23 months

Adults aged 65 years and older

Persons aged 2-64 years with underlying chronic medical conditions

All women who will be pregnant during influenza season

Residents of nursing homes and long-term care facilities

Children 6 months-18 years of age on chronic aspirin therapy

Health-care workers with direct patient care who are Medicaid eligible
Out-of-home caregivers and household contacts of children aged <6 months.

Medicaid will reimburse for influenza vaccine if VFC's serum is depleted if BMS has been notified by
VFC that serum supply has been depleted.
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According to the National Immunization Program at the CDC, states‘ immunization programs should
have enough influenza vaccine to meet the demands. However, in the case that VFC's serum is
depleted, WV Medicaid will reimburse providers for private stock of vaccine. WV Medicaid will review
for inappropriate use and billing of vaccines. A member‘s high risk status and VFC depletion must be
documented or reimbursement will be recouped.

If VFC depletion occurs, bill the appropriate CPT code without modifiers and without the
administration code.

WV Medicaid will reimburse practitioners for the administration of vaccine through VFC using specific
billing methodologies outlined in this chapter.

519.13.2.2 IMMUNIZATIONS FOR ADULTS

The provision of many immune globulins and vaccines/toxoids for adults is covered by WV Medicaid
when prescribed and provided by their practitioner. When this occurs, the appropriate CPT code must
be billed. Reimbursement for this service includes the serum and the associated administration. Do
not bill 90471 or 90472 when providing immunizations to adults. The vaccine must be billed by the
practitioner. WV Medicaid does not reimburse pharmacies for Medicaid members‘ vaccines.

The following CPT codes are covered for adult WV Medicaid members:

e 90281 Immune globulin (Ig), human, for intramuscular use

e 90283 Immune globulin (IglV), human, for intravenous use

e 90288 Botulinum immune globulin, human, for intravenous use

e 90291 Cytomegalovirus immune globulin (CMV-IglV), human, for intravenous use

e 90296 Diphtheria antitoxin, equine, any route

e 90371 Hepatitis B immune globulin (HBIg), human, for intramuscular use

e 90375 Rabies immune globulin (Rlg), human, for intramuscular and/or subcutaneous use

e 00376 Rabies immune globulin, heat treated (RIg-HT), human, for intramuscular and/or
subcutaneous use

e 90384 Rho(D) immune globulin (Rhlg), human, full-dose, for intramuscular use

e 90385 Rho(D) immune globulin (Rhlg), human, mini-dose, for intramuscular use

e 90386 Rho(D)immune globulin (Rhlg), human, for intravenous use

e 90389  Tetanus immune globulin (Tlg), human, for intramuscular use

e 90393 Vaccinia immune globulin, human, for intramuscular use

e 90396  Varicella-zoster immune globulin, human, for intramuscular use

e 90399 Unlisted immune globulin

e 90581 Anthrax vaccine, for subcutaneous use

e 90585 Bacillus Calmette-Guerin vaccine (BCG) for tuberculosis, live, for percutaneous use

e 90586 Bacillus Calmette-Guerin vaccine (BCG) for bladder cancer, for intravesical use

e 90632 Hepatitis A vaccine, adult dosage, for intramuscular use

e 90656 Influenza virus vaccine, split virus, preservative free, for use in individuals 3 years and

above, for intramuscular use

e 90658 Influenza virus vaccine, split virus, for use in individuals 3 years of age and above, for
intramuscular use

e 90665 Lyme disease vaccine, adult dosage, for intramuscular use

e 90675 Rabies vaccine, for intramuscular use

e 90676 Rabies vaccine, for intradermal use
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90703 Tetanus toxoid absorbed, for intramuscular use

90704 Mumps virus vaccine, live, for subcutaneous use

90705 Measles virus vaccine, live, for subcutaneous use

90706 Rubella virus vaccine, live, for subcutaneous use

90707 Measles, mumps and rubella virus vaccine (MMR), live , for subcutaneous use

90707 Measles, mumps and rubella virus vaccine (MMR), live , for subcutaneous use

90715  Tetanus, diphtheria toxoids and acellular pertussis vaccine (TdaP), for use in
individuals seven years or older, for intramuscular use

90717 Yellow fever vaccine, live, for subcutaneous use

90718  Tetanus and diphtheria toxoids (Td), absorbed for use in individuals seven years or
older, for intramuscular use

90720 Diptheria, tetanus toxoids, and whole cell pertussis vaccine and Hemophilus influenza
B vaccine (DTP-Hib), for intramuscular use

90721 Diphtheria, tetanus toxoids, and acellular pertussis vaccine and Haemophilus influenza
B vaccine (DtaP - Hib) , for intramuscular use

90725  Cholera vaccine for injectable use

90727  Plague vaccine, for intramuscular use

90732 Pneumococcal polysaccharide vaccine, 23-valent, adult or immunosuppressed patient
dosage, for use in individuals 2 years or older, for subcutaneous or intramuscular use

90733 Meningococcal polysaccharide vaccine (any group(s)), for subcutaneous use

90734 Meningococcal conjugate vaccine, serogroups A, C, Y and W-135 (tetravalent), for
intramuscular use

90735 Japanese encephalitis virus vaccine, for subcutaneous use

90740 Hepatitis B vaccine, dialysis or immunosuppressed patient dosage (3 dose schedule),
for intramuscular use

90746 Hepatitis B vaccine, adult dosage, for intramuscular use

90747 Hepatitis B vaccine, dialysis or immunosuppressed patient dosage (4 dose schedule),
for intramuscular use

90749 Unlisted vaccine/toxoid

519.13.3 ANTIGEN/ALLERGY SERVICES

WV Medicaid covers diagnostic services, antigen desensitization, and allergen immunotherapy in
accordance with Medicare's policies, as described below.

A dose is defined as the total amount of antigen to be administered to the member during one
encounter/treatment session whether mixed or in separate vials.

Members selected for covered immunotherapy must have significant life-threatening
symptomatology (e.g., anaphylaxis) or a chronic allergic state (e.g., allergic rhinitis, asthma),
which has not responded to conservative measures, such as environmental control or judicious
use of pharmacological agents. Immunotherapy has been shown to be effective in stinging insect
hypersensitivity, inhalant allergies, and allergic asthma, but has not been shown to be effective
for food allergies and non-allergic rhinitis.

Desensitization, not immunotherapy, is the procedure of choice for drug allergies.

The length of immunotherapy depends on the demonstrated clinical efficacy. A presumption of
failure can be made when the member does not experience a noticeable decrease of symptoms
after 12 months of therapy, there is no evident increase in tolerance to the offending allergen, and

no reduction occurs in medication usage. Long-term treatment will not be reimbursed when it has
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no apparent clinical benefit.

e Whole body extract of biting insect or other arthropod is indicated for use for fire ant allergy only.

e Antigens prepared for sublingual administration are not covered as they have not been proven to
be safe and effective. Antigens are covered only if they are administered by injection.

e Very low dose immunotherapy or continued submaximal dose immunotherapy has not been
shown to be effective and will be denied as not medically necessary.

e Immunotherapy is not covered for food allergies as it has not been shown to be effective. Strict
elimination of the offending allergen is the only proven effective treatment of food hypersensitivity.

e Oral desensitization therapy has not been shown to be effective and is not covered by Medicaid,
as it is not considered reasonable and necessary.

WV Medicaid does not cover allergen immunotherapy for the following antigens: newsprint, tobacco
smoke, dandelion, orris root, phenol formalin, alcohol, sugar, yeast, grain mill dust, goldenrod,
pyrethrum, marigold, soybean dust, honeysuckle, wood, fiberglass, green tea, or chalk.

Only physicians who have training and experience in the specialty of allergy and clinical immunology
are paid to perform allergy testing and for antigen extract or allergy serum. Follow-up immunotherapy
can be referred to a practitioner other than an allergist.

There are no restrictions on the services for acute anaphylaxis whether related to the source
of reaction (Allergen, venom, etc.) or the practitioner providing the care.

An E&M service is covered on the same day as allergy testing or immunotherapy if a significantly
identifiable E&M service is performed (and billed with modifier 25); that is, the primary purpose of the
visit was not the allergy service. Preparation and provision of the antigens for the therapy is separately
billable. The global codes are not covered.

WV Medicaid's payment for antigen services is included in the corresponding RBRVS fee. No
separate payment is made for antigen services. An allergist must bill two codes when preparing and
administering an antigen. WV Medicaid does not allow allergists to bill for a global service (i.e.,
injection and extract/extract preparation). Injections must therefore be billed using the following codes:

e 95115  Professional services for allergen immunotherapy, not including provision of allergenic
extracts; single injection
e 95117  Two or more injections.

The antigen extract and the physician's professional service for preparing the extract must be billed
using one of the following codes:

e 095144 Professional services for supervision and provision of antigens for allergen
immunotherapy, single or multiple antigens, single dose vials; specify number of vials

e 95145 Professional services for supervision and provision of antigens for allergen
immunotherapy; (specify number of does); single stinging insect venom
e 095146  Two single insect venoms
e 95147  Three single stinging insect venoms
e 95148  Four single stinging insect venoms
e 95149 Five single stinging insect venoms

e 95165  Professional services for supervision and provision of antigens for allergen
immunotherapy, single or multiple antigens; specify number of doses
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e 95170  Whole body extract of biting insect or other arthropod; specify number of doses.
CPT codes 95120 through 95134 are not valid for payment purposes.

HMOs are responsible for reimbursing for allergy injections and the cost of serum when the service is
provided in an office setting to an HMO member. Requirements of the HMO must be followed for
reimbursement. PAAS PCP referrals are required prior to rendering the service if the servicing
provider is not the PCP.

MULTIPLE DOSE VIALS

Allergists must produce multiple dose vials rather than the more expensive single dose vials, unless
another physician will inject the antigen. Therefore, CPT 95144 (single dose vial) is not covered when
injection code 95115 or 95117 is billed.

Payment is based on a maximum of 10 doses per multiple dose vial. Medicaid can only be billed for a
maximum of 10 doses per vial, even if more than 10 doses are obtained from the vial (e.g., if the
physician administered 0.5 cc doses, instead of one cc dose). If fewer than 10 doses are prepared
from a vial, the smaller number must be billed.

Medicaid must not be billed any additional amount for diluted doses, for example, by taking a one cc
aliquot from a multi-dose vial and mixing it with nine cc of diluent in a new multi-dose vial.

If the number of doses is subsequently adjusted (perhaps because of a member's reaction) and a
different number of doses are provided than was originally anticipated, the physician may not change
the number of doses billed. In other words, the number of doses anticipated when the antigen was
prepared is the number that must be billed because the CPT codes require the number of
prospectively planned doses. The physician will not be required to refund any payments if fewer doses
are provided than were originally planned.

The practice of reducing the amount of antigen provided in a -dose” in order to increase the number of
doses from a multiple dose vial so that the payment would be increased for the same amount will be
monitored.

When a provider bills allergen immunotherapy (CPT 95115, 95117, 95144-95180) and an E&M code
on the same date of service, Modifier 25 must be used with the E&M code to indicate the member's
condition required a significant, separately identifiable service above and beyond allergen
immunotherapy. Supporting documentation is required in the member‘s medical record.

The member‘s medical record must confirm that allergen immunotherapy is clinically reasonable and
necessary and show that indications for immunotherapy were determined by the appropriate
diagnostic procedures coordinated with clinical judgment. The number of vials or doses and injection
schedule must be maintained in the member's medical record. Documentation must be made
available upon request to the BMS.

519.13.4 CHEMOTHERAPY ADMINISTRATION

WYV Medicaid covers chemotherapy administration. This service includes refilling and maintenance of
a portable or implantable pump, chemotherapy injection, and provision of the chemotherapy agent.
The preparation of the chemotherapy agent is included in the payment for administration of the agent
and; therefore, is not separately reimbursable. An office visit on the same date of service as the
chemotherapy administration may be covered if it is for a separately identifiable service documented
in the member‘s medical record.
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Chemotherapy drugs administered in the office are reimbursed using the appropriate HCPCS code. If
no code is available, CPT 96545 may be billed and the appropriate medical documentation and an
invoice showing the drug'‘s actual cost must be attached to the claim.

Separate payment will be made when different chemotherapeutic agents are furnished or
administered on the same date of service by different routes. For example, if Adriamycin is
administered by "push" on the same date as cisplatin is administered by "infusion," both
administrations may be billed to Medicaid. Each chemotherapeutic agent must be billed with a
separate code for each method of administration.

HMOs are responsible for reimbursing for chemotherapy administration to HMO members regardless
of the setting. Requirements of the member's HMO must be followed in order to be reimbursed. A
PAAS PCP referral is required if an oncologist or other specialist provides the chemotherapy services.

519.14 RADIOLOGY SERVICES

WV Medicaid covers diagnostic and therapeutic radiology and nuclear medicine services. Specific
policies and procedures concerning coverage of radiology services are listed below or found in
Chapter 512 of the Laboratory & Radiology Manual.

A signed provider's order listing the service and the appropriate diagnosis is required for Medicaid
coverage. West Virginia Medicaid has adopted CMS's policy to cover diagnostic tests only if ordered
by the physician or non-physician practitioner who is actively treating and managing the patient.
Diagnostic tests ordered by a physician who is not the patient's attending/treating physician, e.g.,
medical director of a nursing home for a nursing home patient, or a physician in a mobile center, will
NOT be covered except in the following situations:

¢ On call physician who has been given responsibility for a patient's care when the patient's
physician is unavailable.

e Specialist who is managing an aspect of the patient's care.

¢ Non-physician practitioners can order diagnostic test within the scope of their practice.
However, supervision of diagnostic testing, such as required by CMS in IDTFs, can only be
performed by physicians.

Providers should bill modifier-26 for the professional component only, if only performing radiological
supervision and interpretation, and TC only if the provider owns the equipment. Practitioners
performing services that require radiological supervision and interpretation may bill for these services.
However, oftentimes, the facility also has a radiologist providing another reading. At this time, WV
BMS pays for only one reading of a procedure. The provider whose reading results in a decision
making process is typically the one that is medically necessary and that is reimbursed. Payment for a
second reading interpretation of x-rays for quality assurance/confirmation is NOT covered.

Medicaid will pay for portable x-rays and for low osmolar contrast media. When billing for low osmolar
contrast media, use Procedure Code 78990 and attach a manufacturer‘s or cost invoice. For radiation
oncology management services, West Virginia Medicaid requires physicians to bill for weekly
treatment management instead of daily treatment management.

Comparison x-rays are not covered routinely. If performed, documentation must substantiate the
necessity of the second x-ray. This must be in the patient‘s record for review.

519.14.1 EMERGENCY ROOM X-RAYS AND ELECTROCARDIOGRAMS

Department of Health and Human Resources Chapter 519 Practitioners Services Page 73
Revised January 30, 2012
Effective January 16, 2012

DISCLAIMER: This manual does not address all the complexities of Medicaid policies and
procedures, and must be supplemented with all State and Federal Laws and Regulations.



West Virginia Medicaid will only cover one interpretation of an EKG or x-ray procedure furnished to an
emergency room patient. The professional component of service must include an interpretation and
written report for inclusion in the patient's medical record. Reviewing an x-ray or EKG without
providing a written report does not meet the criterion that CMS and public payers have established for
separate payment.

CMS’ criterion is also used for determining which claim should pay in the event of multiple claims
being submitted for the same emergency room visit:

o The interpretation and report that directly led to the diagnosis and treatment of the patient.

e Interpretation of the x-ray or EKG by a radiologist/cardiologist if the interpretation is performed
at the same time as the diagnosis and treatment.

Note: When circumstances warrant and are well documented, Medicaid will cover two interpretations.
However, in most instances only one interpretation will be covered. Payment for interpretation of x-
rays and EKG's for quality assurance is NOT Covered.

519.14.2 BONE DENSITY TESTING

WV Medicaid covers bone density scans in order to prevent the morbidity associated with
osteoporosis and osteoporotic fracture. The bone density test is not to be routinely performed for
dialysis patients. Routine screening of individuals without symptoms or risk factors is not covered.
Criterion for providing bone density testing is: The test must be ordered for the symptoms or disorder
associated with the loss of bone density.

e The bone density test is limited to one every two years. More frequent requests will
require prior authorization with documentation of the medical necessity. (An exception of
the limit would occur if the member had an abnormal screen on a peripheral site and an
actual test was necessary to confirm the abnormality.)

e Only axial testing is allowed for monitoring osteoporosis therapy. Photo-densitometry of a
peripheral bone and ultrasound bone densitometry are not allowed as part of this
monitoring.

Only one scan can be billed regardless of how many sites are tested during the session. For those
providers who are also the treating physician, a separate written interpretation of the scan must be
included in the ember‘s chart as the codes include interpretation and report.

A complete list of diagnostic codes covered for bone density scans is found in Attachment 13.
519.14.3 PRIOR AUTHORIZATION REQUIREMENTS FOR IMAGING PROCEDURES

Effective 10/01/05, prior authorization will be required on all outpatient Radiological/Nuclear Medicine
services that include Computerized Tomography (CT), Magnetic Resonance Angiography (MRA),
Magnetic Resonance Imaging (MRI), Positron Emission Tomography Scans (PET), and Magnetic
Resonance Cholangiopancreatography (MRCP). Prior authorization requirements governing the
provisions of all West Virginia Medicaid services will apply pursuant to Chapter 300 General Provider
Participation Requirements, provider manual. Diagnostic Services required during an emergency
room episode will not require prior authorization.
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Prior authorization must be obtained from West Virginia Medical Institute (WVMI) prior to the provision
of the service. Failure to obtain prior authorization will result in denial of the service; the Medicaid
member cannot be billed for failure to receive authorization for these services.

Requests for prior authorization can be sent to: West Virginia Medical Institute, Radiology/Nuclear
Medicine Review, 3001 Chesterfield Avenue SE, Charleston, West Virginia 25304. All phone
requests can be routed to: (304) 346-9167, or toll free 1-800-982-6334. Fax transmissions can be
sent to (304) 346-3669 or toll free 1-800-298-5144.
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519.15 UNLISTED SERVICES, DRUGS, PROCEDURES, OR ITEMS

Unlisted services, drugs, procedures, or items (as defined by HCPCS) are used only when there is no
code that describes the service, item, or procedure provided to a Medicaid member. Unlisted codes
must always be billed on paper with a description of the service provided, e.g., an operative report or
clinical notes.

When billing for other unlisted services, procedures, or items, the claim must be accompanied by all
documentation necessary to justify reimbursement (i.e., operative reports, cost invoices, etc).

519.16 NON-COVERED ITEMS - MEDICAL SUPPLIES/DURABLE MEDICAL EQUIPMENT

Payment will not be authorized for non-covered items — medical supplies/durable medical equipment.
Details of non-covered items — medical supplies/durable medical equipment are found in the Chapter
506 pertaining to durable medical equipment.

519.17 NON-COVERED SERVICES

Certain services and items are not covered by the Medicaid Program. Non-covered services include,
but not limited to, the following:

Acupressure

Acupuncture

Autopsy

Cardiac rehabilitation programs, pulmonary rehabilitation programs, and other rehabilitation

programs

Chelation therapy

e Claims received more than 12 months after the date of service

e Completion of forms and reports, except for eligibility purposes as specifically requested by the
Department of Human Services using -ESRT” letters of request

e Cosmetic procedures, medical or surgical, the primary purpose of which is to improve the

member's appearance. Such procedures include, but not limited to, otoplasty for protruding ears

of lop ears, rhinoplasty (except to correct nasal deformity), nasal reconstruction, excision of

keloids, fascioplasty, osteoplasty for prognathism or micrognathism or both, dermabrasion,

certain skin grafts, malar augmentation, breast implants for other than breast cancer

reconstruction, and lipectomy

Courtesy Calls (visits in which no identifiable medical service was rendered)

Dietary (food) supplements, except as provided in a hospital or nursing home

Direct payments to members (payments are made to the provider of service)

Domestic or housekeeping services, except to the extent they may be provided under a home

health service plan

Drugs and supplies dispensed by the physician which are acquired by the physician at no cost

Educational services

Experimental/Research/Investigational medical or surgical procedures

Genetic testing

Hypnosis

Immunizations required for travel outside the Continental United States

Incidental surgical Procedures (i.e., incidental appendectomy, lysis of adhesions, excision of

previous scar, etc.) performed at the same time as a major surgical procedure

e Infertility services (i.e., artificial insemination, in vitro fertilization, etc.)
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e |nhalation Therapy (chronic basis)

e Injections and visits solely for the administration of injections unless medically necessary and the
member’s inability to take appropriate oral medications are documented in the member‘s medical
record and on the claim form

e Inpatient rehabilitation services for members over 18 years of age

e |tems/Services not related to medical care that were provided for the convenience of the member,
their custodian, or the provider

e Maintenance services if no progress is being made

e Mass screenings for any condition

e Massage therapy

e Meals-on-Wheels (or similar food service arrangements)

e Naturopathy

¢ Non-legend Drugs (over-the-counter drugs), except for the following:

— Family planning supplies

— Insulin

— Diabetic syringes/Needles/Testing kits

— End-Stage Renal Disease (ESRD) Vitamin/Vitamin mineral preparations and other
medications related to ESRD services.

NON-LEGEND DRUGS FOR MEMBERS RESIDING IN LONG-TERM CARE (LTC) FACILITIES

(skilled and intermediate nursing homes) are to be furnished by the LTC and are not to be billed to

the member or the Department of Health and Human Resources.

e Nutritional (dietary) counseling

e Operating surgeon may not bill for the administration of anesthesia, except epidural anesthesia

e Pain Clinics (Specific medical procedures ordered by the physician for treatment are covered)

e Payment to a physician for laboratory services as payment is made directly to the facility
performing these services. (The physician may have a laboratory specifically approved for
Medicaid purposes; the laboratory must have a Medicaid laboratory provider number)

e Personal comfort items (items which do not directly contribute to the treatment of an illness or
injury or to the functioning of a malformed body part)

e Physician services denied by Medicare as not medically necessary, ineffective, unsafe, or without
proven clinical value

e Physician services included as part of the cost of an inpatient facility or hospital outpatient
department

e Pre-operative evaluations for anesthesia are included in the fee for administration of anesthesia
and the provider may not bill them

e Procedures prohibited by State or Federal statute or regulations

o Pulmonary rehabilitation programs and other similar rehabilitation programs

e Referrals from one physician to another for treatment of specific member problems are not to be
billed as consultations

¢ Reflexology

¢ Rehabilitation programs such as cardiac, pulmonary, dietary, weight control, etc.

e Respiratory therapy

e Routine Foot Care, except for those members having a metabolic disease such as diabetes and
the metabolic disease must be documented
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e Services and items under a Workers Compensation law or other payment services

Services provided as inpatient hospital services if the service could appropriately and safely be
performed on an outpatient basis in an office or outpatient hospital setting unless the procedure is
performed as a secondary necessary procedure

Services provided by students

Services provided for the purpose of relieving discomfort

Services which are not medically justified

Services which are provided at no charge to patients who are not Medicaid members (i.e.,
services provided free to the general public cannot be billed to Medicaid)

Sex change surgery (transsexual surgery)

Sex determination services

Spectacle (glasses) cases

Sterilizations when the member is under 21 years of age, institutionalized, or mentally
incompetent

Tai chi

Telephone contacts with members or on their behalf

Tempomandibular Joint Syndrome (TMJ) surgery or treatment

Visits solely for one or more of the following:

— Prescription pickup

— Collection of specimens for laboratory procedures

— Ascertaining members’ weight.

e  Weight reduction (obesity) clinics/programs.

e Yoga

519.18 BILLING AND REIMBURSEMENT

Practitioners must bill WV Medicaid directly for covered services provided to Medicaid members.
However, payment may be made to a practitioner's employer when the practitioner is required as a
condition of employment to turn over his/her fees to the employer or when the facility where a service
is rendered has a signed contract with the practitioner that requires the facility to submit the claim.
Chapters 300 and 600 contain additional information.

As is consistent with Federal law prohibiting Medicaid providers from balance billing, (i.e.,
billing an amount in excess of the Medicaid fee), the practitioner may not bill the member any
additional amount regardless of the setting in which a service is rendered.

519.18.1 HCPCS CODES

The Center for Medicare and Medicaid Services (CMS) of the Federal Government has mandated that
all States implement the HCPCS codes to identify medical services provided to Medicaid members.

HCPCS is a coding system that uses the AMA's Current Procedural Terminology, fourth edition (CPT-
4) as its base (Level | codes) and then nationalizes non-standard codes used by various states so all
state and federal payers of medical claims use the same coding system (Level |l codes).

In an effort to maintain uniformity with National Correct Coding Policies implemented by CMS, the
BMS incorporates the National Correct Coding Initiative methodologies for the analysis of standard
medical and surgical practice. These policies were developed based on coding conventions defined in
the AMA's CPT-4 Manual, in national and local policies, in edits and in coding guidelines developed
by national societies. They are consistent with federally and state mandated program policies.
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Incorporating these edits into the review process does not represent new policy or monitoring
procedures by the BMS and should not be interpreted as such. These edits represent generally
accepted standards of medical and surgical practice. Adherence to these policies will be monitored
through post payment reviews conducted by BMS or its contracted agent.

On a case-by-case basis, WV Medicaid determines whether to cover and pay for unlisted physician
services, i.e., procedure codes with the last two digits typically ending in 99. These clinical codes
require the physician to submit a detailed report with the claim for payment. These codes cannot be
billed electronically because they must be reviewed manually.

519.18.2 CLINICAL CODE MODIFIERS

At times, a physician may have to attach a 2-digit modifier to the end of a CPT code in order to report
accurately and completely the services provided to a Medicaid member. WV Medicaid has adopted
the definitions of modifiers consistent with the AMA's CPT-4.

519.18.3 PAYMENT FOR ANESTHESIA SERVICES

Medicaid fees for anesthesiology services are calculated somewhat differently from the fees paid for
all other physician services. The fee equals the conversion factor for anesthesia services multiplied by
the sum of the base units and time units for a service. (There are no relative value units for these
services.)

The base units for a given anesthesia service are the same every time the service is provided and
have been established by the American Society of Anesthesiologists (ASA). The time units depend on
the length of time to provide the service. The time units are expressed in 15-minute blocks and are
expressed in whole units. Thus, a service that takes 75 minutes would be assigned five time units.

An example follows:

If an anesthesia service has three base units and five time units and the anesthesia conversion factor
is $15.25 per unit, the fee would be $122.00.

Fee = Conversion Factor x Total Units
$122.00 = $15.25x 8
Base units are in the system and are not billed by the provider.

Time units do not apply to certain anesthesia services. These services are paid using the RBRVS fee
schedule. The BMS establishes relative value units for these services so the fee equals the number of
units multiplied by the anesthesia conversion factor.

519.18.4 CMS 1500 CLAIM FORM

A physician must submit a completed claim (CMS-1500) in order to be paid for covered services
furnished to Medicaid members. Attachment 14 lists a brief description of the spaces or fields the
physician must complete to bill the WV Medicaid Program.

519.19 SOLICITATIONS

It is unlawful for a physician to knowingly solicit, offer, pay, or receive any remuneration including any
kickback, bribe, or rebate, directly or indirectly, overtly or covertly, in cash or in kind, in return for
referring an individual to a person for furnishing or arranging to furnish any item or service for which
payment may be made under the WV Medicaid Program, or in return for obtaining, purchasing,
leasing, ordering, or arranging or recommending the provision of a service.
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519.20 MEDICAL NECESSITY CERTIFICATION AND PRIOR AUTHORIZATION

Prior authorization requirements governing the provision of all WV Medicaid services will apply
pursuant to Chapter 300, General Provider Participation Requirements of the Provider Manual. In
addition, the following limitations also apply to the requirements for payment of Practitioner Services
described in this chapter:

e Requests for medical necessity certification and prior authorization must be submitted to the
Bureau for Medical Service‘s contracted agent.

e Prior authorization requests for Practitioner Services must be submitted within the timelines
required by BMS' contracted agent.

e Prior authorization requests must be submitted in a manner specified by BMS® contracted agent.

e  Prior authorization numbers will not be issued over the telephone. Practitioners must not render
services until an authorization number is received.

e Prior authorization does not guarantee payment. Services must be rendered by approved
provider to eligible individual within service limitations in effect on date of service. All
provider/member eligibility requirements and service limitations apply.

519.20.1 PRIOR AUTHORIZATION FOR OUTPATIENT SURGERIES

Certain surgeries performed in place of service 22 (Outpatient Hospital) and 24 (Ambulatory Surgical
Center) will require prior authorization, effective February 15, 2006. The selected surgeries that
require prior authorization through the BMS review contractor are listing in Attachment 17, along with
the PA form that may be utilized.

519.21 MANAGED CARE

Unless noted otherwise, services detailed in this manual are the responsibility of the HMO if the
Medicaid member is a member of an HMO. Medicaid will not reimburse for services provided when
HMO or PAAS requirements are not met for those members.
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West Virginia Department of Health and Human Resources
Bureau for Medical Services
Prior Authorization Request for Upper Eyelid Surgery

Member Name:
Member ID#: Member Date of Birth:
Physician Name: Medicaid Provider ID#:

Medical Necessity Criteria

West Virginia Medicaid covers eyelid surgery with documentation of medical necessity according to the following
criteria.

ICD-9-CM Code(s): CPT Code(s):

Blepharoplasty and repair of blepharoptosis are considered for payment by WV Medicaid when medically necessary.

Symptoms documented by member complaints which may justify functional surgery and are commonly found in patients
with: (Check as appropriate and attach required documentation)

Visual impairment with near or far vision due to dermatochalasis, blepharochalasis or blepharoptosis
Sensation of looking through lashes

Symptomatic redundant skin weighing down on upper lashes

Chronic, symptomatic dermatitis of pretarsal skin caused by redundant upper lid skin; prosthesis
difficulties in an anophthalmia socket

History:

Myasthenia Gravis

Thyroid Disease

Diabetes

Partial blindness or unilateral blindness

Physical Examination: (Must include a full visual examination to rule out other potential causes of visual disturbance. The
presence of any of the following should be documented.)

Ptosis

Dermatochalasis

Pseudoptosis

Chronic blepharitis

Upper eyelid margin approaches to within 2.0 mm of the corneal light reflex

Upper eyelid skin rests on the eyelashes

Upper eyelid indicates the presence of dermatitis

Upper eyelid position contributes to difficulty tolerating prosthesis in an anophthalmia socket
Any significant retinopathy

Documentation: (Attach to Request)

Current photographs: The photographs must be taken with the head perpendicular to the plane of the
ground, pointing straight ahead, canthus to canthus. Photos should also be taken from the side to show the
excess skin resting on the eyelid.
For requests for blepharoptosis repair, another set of photos with the skin lifted off the lid to show
persistent drooping is necessary.

Copies of current visual fields, both taped and untaped, recorded to demonstrate:

Minimum twelve (12 ) degree or thirty percent (30%) loss of upper field of vision with upper lid
skin and/or upper lid margin in natural position and elevated (by taping of the lid) to demonstrate
potential correction by the proposed procedure or procedures. Visual field examination by tangent
screen testing is not acceptable.



Visual field testing by either Goldman perimetry or automated perimetry will be accepted. The
test object must be indicated with Goldman testing, and the fixation monitor with fixation losses
must be listed with the automated testing. The test must show a superior (vertical) extent 50-60
degrees above fixation with targets present at a minimum of 4 degrees vertical separation starting
at 24 degrees above fixation while using no wider than a 10 degree horizontal separation.
Demonstration of an improvement of visual field examination with lid (in the case of
blepharoptosis) or excess lid skin (for blepharoplasty) elevated is necessary to show that the
procedure is medically necessary. The improvement must be at least 30%.

Per National Correct Coding Edits, requests for a blepharoplasty, CPT 15283 with a blepharoptosis repair 67904, will be
bundled into the latter.

For the most part, lower eyelid surgery is cosmetic, and medical necessity for entroprion repair must be documented with
photos and slit lamp examination.

This procedure must be performed on an outpatient basis by a Board Certified/Eligible plastic surgeon or Board Certified
Ophthalmologist with experience with this procedure.

Physician Signature Date

WVDHHR/BMS/PARequest01/10/05
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West Virginia Department of Health and Human Resources
Bureau for Medical Services
Prior Authorization Request for Open Periprosthetic Capsulectomy, Periprosthetic
Capsulectomy, or Revision of Reconstructed Breast Surgery

Member Name:

Member ID#: Member Date of Birth:

Physician Name: Medicaid Provider ID#:
Medical Necessity Criteria

ICD-9-CM Code(s): CPT Code(s):

Reconstruction after cancer:

West Virginia Medicaid covers reconstructive breast surgery for those patients who have had surgical procedures
for cancer. A pathology report and operative report is necessary for documentation of breast cancer surgery.

If the patient has elected to undergo reconstruction at the time of breast cancer surgery, a separate prior
authorization for the reconstructive process is necessary over and above the authorization for the hospital stay. If
any part of staged procedures is performed on an outpatient basis, prior authorization is also necessary.

The reconstructive surgeon must list the proposed procedure(s), and any subsequent procedures if the
reconstruction is performed in stages. Reconstructive surgery on the opposite breast, if necessary for symmetry,
will also be approved when documentation of medical necessity is submitted.

The following procedures are covered:

Reconstruction with tissue expanders and implants
Latissimus flap reconstruction
Nipple areola reconstruction

Nipple tattooing is not covered as this is not considered medically necessary.
Implants:

If placed for reconstruction after cancer surgery is covered. Replacement of breast implants originally placed for
reconstruction after cancer is covered with documentation of medical necessity. (i.e., Baker Class III contracture
or implant ruptures.)

Removal of ruptured implants and/or Baker Class III placed for any other reason is also covered. (Removal due
to patient anxiety is not covered.)

Replacement of implants placed for reasons other than post-cancer reconstruction is not covered.
The following should be documented for revision of a reconstructed breast:

Photos are required only in cases when a revision of a reconstructed breast, or the contralateral breast is requested.
Medical condition that necessitates the surgery:

Pain

Asymmetry
Deformity
Ruptured implant
Infection
Malignancy/tumor

Documentation: (Attach to request)

Current original photographs (Only for revision requests and for requests for surgery on contralateral
breast)



Preoperative studies
Preoperative diagnosis
Postoperative studies
Postoperative diagnosis
Operative report
Pathology report
History/physical report

Requests for reconstruction for congenital defects are reviewed on a case-by-case basis, and require photos as part of the
documentation process.

These procedures must be performed by Board Eligible/Certified Plastic Surgeons. The procedures may be inpatient or
outpatient depending on whether other cancer surgery is performed during the same hospitalization. Prior approval for
these procedures is necessary over and above the approval for the hospital admission.

Physician Signature Date

WVDHHR/BMS/PA Request01/10/05
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West Virginia Department of Health and Human Resources
Bureau for Medical Services
Prior Authorization Request for Breast Reduction Mammoplasty Surgery

Member Name:

Member ID#: Member Date of Birth:

Physician Name: Medicaid Provider ID#:
Medical Necessity Criteria

ICD-9-CM Code(s): CPT Code(s):

Documentation showing the patient has sought medical attention for any of these conditions must be submitted in support
of medical necessity for reduction mammoplasty. (Mark all that apply)

Health problems and/or discomfort related to breast hypertrophy

Postural problems related to breast size (Must be depicted in photo)

Respiratory symptoms related to breast size (Must be documented by need for medications and/or
physician/ER visits)

Neurological symptoms related to breast size (e.g., ulnar nerve parasthesia) (Must be documented by
EMG and/or neurologic consultation

Refractory skin infections in the inframammary creases (Must be documented by need for medications
and/or practitioner visits)

Physical Examination:

Documentation:

Weight Height Bra Size

Right low nipple position (distance of nipple from level of suprasternal notch >21cm)

Left low nipple position (distance of nipple from level of suprasternal notch >21cm)

Right span of distance from inframammary crease to nipple >6.5cm

Left span of distance from inframammary crease to nipple >6.5cm

Right areolar diameter

Left areolar diameter

Refractory candidal rashes beneath breasts

Secondary skeletal effects

Dorsal kyphosis of spine

Supraclavicular bra strap grooves (Must be shown in photographs. If shoulders are cut off in
photographs, the appeal will be returned for lack of documentation of medical necessity.)

Ulnar nerve compression secondary to descent of coracoid process (Requires documentation by EMG)
Additional information (please attach documentation, if applicable)

(Attach to Request)

Copy(ies) of recent mammogram
Current original photographs
Copy(ies) of previous breast operation and pathology reports, if applicable

Other information needed:

(These services can only be performed by Board Certified or Board Eligible Plastic Surgeons.)

Right estimate excess breast tissue weight to be removed
Left estimate excess breast tissue weight to be removed

Will this procedure be performed in an outpatient or inpatient setting? (Circle either inpatient or outpatient)

Physician Signature Date

WVDHHR/BMS/PA Request01/12/05
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West Virginia Department of Health and Human Resources
Bureau for Medical Services
Prior Authorization Request for Panniculectomy Surgery

Member Name:

Member ID#: Member Date of Birth:

Physician Name: Medicaid Provider ID#:
Medical Necessity Criteria

ICD-9-CM Code(s): CPT Code(s):

Documentation must show that the patient has significant dermatologic and musculoskeletal problems as a result of large
pannus. Panniculectomy solely to improve appearance is not covered by West Virginia Medicaid.

History:

Ulcers and/or intertrigo under surface of panniculus refractory to treatment for at least six months
Antibiotics/antifungals (type used, length of use, and outcome of use)
Hospitalization for infections
Treatments for back pain (List):
Medications:
Therapy:
Chiropractic:
Functional limitations (List):
Other medical conditions (List):

Previous abdominal surgery (e.g., gastric by-pass/gastroplasty)

Documentation of the above conditions must be attached to this prior authorization request.
Physical Examination:

Weight Height
Approximate weight of panniculus to be removed
Back exam as affected by pannus
Examination of abdomen

Documentation:

Current photographs taken from the front and side which show the full extent of the pannus, hanging to,
at least, the pubic bone

Liposuction is not covered.
Abdominoplasty to cover a rectus diastasis is not covered, as this does not represent a true hernia.

This procedure must be performed by a Board certified/Eligible plastic surgeon or a Board Certified general surgeon with
experience performing this procedure. This procedure must be performed as an inpatient procedure; therefore, the
patient’s admission requires a separate authorization from the procedure’s prior approval.

Physician Signature Date

WVDHHR/BMS/PA Request01/12/05
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ICD-9-CM
Diagnosis

635.10
635.11
635.12
635.20
635.21
635.22
635.30
635.31
635.32
635.40
635.41
635.42
635.50
635.51
635.52
635.60
635.61
635.62
635.80
635.81
635.82
635.90
635.91
635.92

CPT or
HCPCS
Code

01964

59840
59841
59850

59855

S0190
S0191
S0199

59851
59852

59856
59857

Description

Legally induced abortion - Complicated by delayed or excessive hemorrhage - Unspecified
Legally induced abortion - Complicated by delayed or excessive hemorrhage - Incomplete
Legally induced abortion - Complicated by delayed or excessive hemorrhage - Complete
Legally induced abortion - Complicated by damage to pelvic organs or tissues - Unspecified
Legally induced abortion - Complicated by damage to pelvic organs or tissues - Incomplete
Legally induced abortion - Complicated by damage to pelvic organs or tissues - Complete
Legally induced abortion - Complicated by renal failure - Unspecified

Legally induced abortion - Complicated by renal failure - Incomplete

Legally induced abortion - Complicated by renal failure - Complete

Legally induced abortion - Complicated by metabolic disorder - Unspecified

Legally induced abortion - Complicated by metabolic disorder - Incomplete

Legally induced abortion - Complicated by metabolic disorder - Complete

Legally induced abortion - Complicated by shock - Unspecified

Legally induced abortion - Complicated by shock - Incomplete

Legally induced abortion - Complicated by shock - Complete

Legally induced abortion - Complicated by embolism - Unspecified

Legally induced abortion - Complicated by embolism - Incomplete

Legally induced abortion - Complicated by embolism - Complete

Legally induced abortion - With unspecified complication - Unspecified

Legally induced abortion - With unspecified complication - Incomplete

Legally induced abortion - With unspecified complication - Complete

Legally induced abortion - Without mention of complication - Unspecified

Legally induced abortion - Without mention of complication - Incomplete

Legally induced abortion - Without mention of complication - Complete

Description

(Anesthesia)

Anesthesia for abortion procedures

(Surgery)

Induced abortion, by dilation and curettage
Induced abortion, by dilation and evacuation
Induced abortion, by one or more intra-amniotic injections (amniocentesis — injections), including
hospital admission and visits, delivery of fetus and secundines;
with dilation and curettage and/or evacuation
with hysterotomy (failed intra-amniotic injection)
Induced abortion, by one or more vaginal suppositories (e.g., prostaglandin) with or without cervical
dilation (e.g., laminaria), including hospital admission and visits, delivery of fetus and secundines;
with dilation and curettage and/or evacuation
with hysterotomy (failed medical evacuation)
Mitepristone, oral, 200 mg (Mifoprex 200 mg oral)
Misoprostol, oral, 200 mcg
Medically induced abortion by oral ingestion of medication including all associated services and
supplies (e.g., patient counseling, office visits, confirmation of pregnancy by HCG, ultrasound to
confirm duration of pregnancy, ultrasound to confirm completion of abortion) except drug
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ICD-9-CM
Diagnosis
V25.2

CPT
Code
00851

00921

58600
58605

58611

58615
58661

58670
58671
58700
58720

Description

Sterilization — Admission for interruption of fallopian tubes or vas deferens

Description

(Anesthesia)

Anesthesia for intraperitoneal procedures in lower abdomen including laparoscopy; tubal
ligation/transection
Anesthesia for procedures on male genitalia (including open urethral procedures); vasectomy,
unilateral/bilateral

(Surgery)

Ligation or transaction of fallopian tube(s), abdominal or vaginal approach, unilateral or bilateral
Ligation or transaction of fallopian tube(s), abdominal or vaginal approach, postpartum, unilateral or
bilateral, during the same hospitalization (separate procedure)

Ligation or transaction of fallopian tube(s) when done at the time of cesarean delivery or intra-
abdominal surgery (not a separate procedure) (List separately in addition to code for primary
procedure)

Occlusion of fallopian tube(s) by device (e.g., band, clip, Falope ring) vaginal or suprapubic
approach

Laparoscopy, surgical; with removal of adnexal structures (partial or total oophorectomy and/or
salpingectomy)

Laparoscopy, surgical; with fulguration of oviducts (with or without transaction)

Laparoscopy, surgical; with occlusion of oviducts by device (e.g., band, clip, or Falope ring)
Salpingectomy, complete or partial, unilateral or bilateral (separate procedure)
Salpingo-oophorectomy, complete or partial, unilateral or bilateral (separate procedure)
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ICD-9-CM
Diagnosis

NA

CPT
Code
00846
00848
00944
01962

01963
01969

51925
58150

58180

58200

58210

58240

58260
58262
58263
58267

58270
58275
58280
58285

58152

Description
(Anesthesia)
Anesthesia for intraperitoneal procedures in lower abdomen including laparoscopy; radical
hysterectomy

Anesthesia for intraperitoneal procedures in lower abdomen including laparoscopy; pelvic
exenteration

Anesthesia for vaginal procedures (including biopsy of labia, vagina, cervix or endometrium);
vaginal hysterectomy

Anesthesia for urgent hysterectomy following delivery

Anesthesia for cesarean hysterectomy without any labor analgesia/anesthesia care

Anesthesia for cesarean hysterectomy following neuraxial labor analgesia/anesthesia (List separately
in addition to code for primary procedure performed)

(Surgery)

Closure of vesicouterine fistula; with hysterectomy
Total abdominal hysterectomy (corpus and cervix), with or without removal of tube(s), with or
without removal of ovary(s);

with colpo-urethrocystopexy (e.g., Marshall-Marchetti-Krantz, Burch)
Supracervical abdominal hysterectomy (subtotal hysterectomy), with or without removal of tube(s),
with or without removal of ovary(s)
Total abdominal hysterectomy, including partial vaginectomy, with para-aortic and pelvic lymph
node sampling with or without removal of tube(s), with or without removal of ovary(s)
Radical abdominal hysterectomy, with bilateral total pelvic lymphadenectomy and para-aortic lymph
node sampling (biopsy), with or without removal of tube(s), with or without removal of ovary(s)
Pelvic exenteration for gynecologic malignancy, with total abdominal hysterectomy or cervicectomy,
with or without removal of tube(s), with or without removal of ovary(s), with removal of bladder and
ureteral transplantations, and/or abdominoperineal resection of rectum and colon and colostomy, or
any combination thereof
Vaginal hysterectomy, for uterus 250 grams or less;
with removal of tube(s) and/or ovary(s)
with removal of tube(s) and/or ovary(s), with repair of enterocele
with colpo-urethrocystoplexy (Marshall-Marchetti-Krantz type, Pereyra type) with or without
endoscopic control
with repair of enterocele
Vaginal hysterectomy, with total or partial vaginectomy;
with repair of enterocele
Vaginal hysterectomy, radical (Schauta type operation)

Page 2



CHAPTER 519
PRACTITIONER SERVICES
OCTOBER 1, 2005

ATTACHMENT 8
DIAGNOSTIC & PROCEDURE CODES FOR
COVERED FAMILY PLANNING SERVICES

PAGE 1 OF 3



FAMILY PLANNING
DIAGNOSTIC CODES

ICD9 DESCRIPTION
V15.7 Hx of Contraception

V25.01 Prescription of Oral Contraceptives
V25.02 Initiate Contraceptive Measure NEC
V25.03 Emergency Contraceptive Counsel/Rx
V25.09 Contraceptive Management NEC
V25.1 Insertion of ITUD

V25.2 Sterilization

V253 Menstrual Extraction

V25.4 Contraceptive Surveillance

V25.40 Contraceptive Surveillance NOS
V25.41 Contraceptive Surveillance

V25.42 IUD Surveillance

V25.43 Subderm Contraceptive Surveillance
V25.49 Contraceptive Surveillance NEC
V25.5 Subderm Contraceptive Insertion
V25.8 Contraceptive Management NEC
V25.9 Contractive Management NOS
V26.4 Procreative Management Counseling
V26.8 Procreative Management NEC
V26.9 Procreative Management NOS




FAMILY PLANNING
PROCEDURE CODES

CODE DESCRIPTION
J1051 Medroxyprogesterone Injection

J1055 Medrxyprogester Acetate, 150 mg, Injection
J1056 MA/EC Contraceptive Injection

J7302 Levonorgestrel IU Contracept

11975 Insert Contraceptive Capsules

11976 Remove Contraceptive Capsules

11980 Subcutaneous Hormone Pellet Implant
57170 Fitting of Diaphragm/Cervical Cap

58300 Insert Intrauterine Device (IUD)

58301 Remove Intrauterine Device (IUD)

58615 Occlude Oviduct(s)
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APS UTILIZATION MANAGEMENT GUIDELINES

WEST VIRGINIA

PSYCHIATRIC SERVICES -
CPT CODES

VERSION 1.0

APS HEALTHCARE, INC.- WEST VIRGINIA
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Service Utilization Management Guidelines

Table of Contents

Service Tier

Registration

90801 Psychiatric Diagnostic Interview EXamination............ccoeeveveververreerieeseeneeneeneenens 6
H0031 AJ Mental Health Assessment by @ non-physician..............ceevveevereerreeniesvesenenee 8
90862 Pharmacologic Management .............ccecueeveeierrierreerieeseseesresseesseessesssesssesssesseensens 10
90804 Individual Psychotherapy 20-30 mMinutes ...........ccceerueeieerienierieneee e 12
90804 AJ Individual Psychotherapy 20-30 minutes .........cccceeeueruerieriereerieeieeieeeeieeneenn 14
90805 Individual Psychotherapy with Medical Evaluation and

Management Services 20-30 MINULES.......cceereerierreriieieeieeeee e 16
90806 Individual Psychotherapy 45-50 mMinutes ..........ccceererrerienienieneee e 18
90806 AJ Individual Psychotherapy 45-50 mMinutes .........cccvveevercveriereenieerieeeeeeeneenieenens 20
90807 Individual Psychotherapy with Medical Evaluation and

Management Services 45-50 MINULES.......ccccvierieeriierieenieenieeneeesreesreesree e 22
90846 Family Psychotherapy (without patient present) .........ccoccevvveveereerieevieeeeseeneenens 24
90847 Family Psychotherapy (with patient present) ..........cceeveevevviereeneenieeieeieseeseenens 26
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Tier 2 Prior Authorization

90899 Special Evaluation SEeTVICES.......c.cccuerueriiririrerieieieieniesienieeie ettt 38

Page 3



Service Utilization Management Guidelines

APS Healthcare, Inc.
West Virginia Medicaid ASO

The right consumer
receives the right service
at the right time
from the right provider
at the right intensity
for the right duration

with the right outcome

The purpose of the utilization management system is to assure that the “rights” as listed above are in place for every consumer and to
assure consistency in level and duration of treatment and support among service providers and throughout regions.

These Service Utilization Management (UM) Guidelines are organized to provide an overview of the approved CPT code services
psychiatrists and eligible staff in their practices may provide Medicaid beneficiaries and invoice the WV Bureau for Medical Services
for reimbursement. Notice that each service listing provides:

" 3 definition,

= Jlevel of benefit,

®  jnitial authorization limits,

®  increments of re-authorization, and
" gervice exclusions.

In addition, the service listing provides:

"  consumer-specific criteria, which discusses the conditions for
= admission,
* continuing stay,
= discharge,

®  clinical exclusions, and

"  basic documentation requirements.

The elements of these service listings will be the basis for utilization reviews and management by APS
Healthcare, Inc. (APS). Additional detail regarding service definitions and documentation requirements can be
found in the American Medical Association Current Procedural Terminology (CPT) Manual.

REQUEST FOR PRIOR AUTHORIZATION

APS has developed a tiered system for initial and continuing-stay service authorizations. While most services require the provider
submit only minimal information for the initial authorization; others require the provision of more clinical information to establish
medical necessity. Continued-stay authorizations most frequently require the additional clinical information be submitted. Admission
and continued stay criteria for these services were developed based upon the intensity of the service in question, as consumers are best
served when services are tailored to individual needs and are provided in the least restrictive setting.
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When a prior authorization for service is required, the service provider submits the required information to APS. The provider will be
notified if the request is authorized, pended (additional information is needed to make the decision), closed or denied and/or what
alternative services may be recommended.

Provider requests for service authorizations failing to meet the medical necessity guidelines are subject to negotiations between the
provider and APS. APS strives to assist the provider in developing an appropriate plan of care for each consumer. Typically, the vast
majority of discrepancies between the request for service and final status are resolved through discussion and mutual agreement. In
the event that a consumer truly does not have a demonstrated behavioral health, or MR/DD diagnosis and/or need that meets the
guidelines for care, the request will be denied. In this event, it is the provider’s responsibility to share the denial with the consumer
and their support system so that alternative arrangements may be made. Please see the APS Provider Manual for additional
information regarding the denial process.

MULTIPLE SERVICE PROVIDERS

Each provider is responsible for obtaining authorization for the service(s) they provide an individual. In cases where one provider has
already registered or received prior authorization to perform a service and an additional provider(s) attempts to register or request
prior authorization that would exceed the client benefit, APS Care Managers will make every effort to determine which provider the
consumer chooses to render the service. We are hopeful that providers will continue to coordinate services for consumers to avoid
duplication and maximize the therapeutic benefit of interventions.

Note: It is the provider’s responsibility to coordinate care and establish internal utilization management processes to ensure
consumers meet all medical necessity/service utilization guidelines and to obtain authorization prior to the onset of service when
required. In instances where another provider is performing the service requested or the consumer benefit is exhausted, requests will
not be authorized.

Prior authorization does not guarantee payment for services. Prior authorization is an initial determination that medical necessity
requirements are met for the requested service. In the Managed Care position paper, published in 1999, the state of West Virginia
introduced the following definition of medical necessity:

“services and supplies that are (1) appropriate and necessary for the symptoms, diagnosis or treatment of an illness; (2) provided for
the diagnosis or direct care of an illness; (3) within the standards of good practice; (4) not primarily for the convenience of the plan
member or provider; and (5) the most appropriate level of care that can be safely provided.”

The CPT code services rendered by psychiatrists more clearly define the services and criteria utilized to meet parts (1) and (2) of the
definition above. In determining the appropriateness and necessity of services for the treatment of specific individuals the

=  diagnosis,

= level of functioning,

= clinical symptoms and

= stability and available support system are evaluated.

The current role of the ASO is to devise clinical rules and review processes that evaluate these characteristics of
individuals, and ensure that psychiatric services requested are medically necessary and to enforce the policies of
the Bureau for Medical Services.
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The Utilization Management Guidelines published by APS serve to outline the requirements for diagnosis, level
of functional impairment and clinical symptoms of individuals who require the specific services.

Part (4) of the definition, in the context of CPT code services rendered by psychiatrists, relates to services requested by the consumer
that may be helpful but are not medically necessary, as well as to alternative and complementary services not provided by the
psychiatrist but to which the consumer may be referred. This portion of the definition prohibits the utilization of treatment codes to
provide service that meets a consumer need but does not meet the medical necessity criteria. Prior authorization review will utilize
these guidelines as well as specific clinical requirements for the specific service(s) requested.

Part (5) of the definition which refers to the “most appropriate level of care that can be safely provided”, in the context of CPT codes
used by psychiatrists, relates to the least restrictive type and intensity of service acceptable to meet the consumer’s needs while
ensuring that the consumer does not represent a direct danger to himself or others in the community.

PRIOR AUTHORIZATION REQUEST TIERED SYSTEM

The information submitted at the tier is brief and is primarily used to track utilization of various services. Significant
clinical review of medical necessity and/or clinical appropriateness is not conducted at the registration level. A registration is allowed
as long as the consumer has not exhausted the Medicaid benefit for the service requested.

The information submitted at the second tier (Tier 2) through the West Virginia Behavioral Health Care
Connection® provides a clinically relevant summary but it alone is not always sufficient documentation of a
consumer’s medical necessity. For this reason, APS Care Managers may request additional information to make
prior authorization decisions for consumers who do not clearly meet the UM guidelines for the service or do not
clearly meet medical necessity requirements. The assessment, plan of care and proposed discharge criteria all
serve to document the appropriateness and medical necessity of services provided to a consumer.

RETROSPECTIVE REVIEWS

Retrospective reviews may determine that services as planned and documented do not meet the criteria requirements in the Medicaid
manual. Through internal utilization management processes, providers need to ensure that medical necessity documentation is complete and
consistent throughout the clinical record.
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90801 Psychiatric Diagnostic Interview Examination

Definition: Psychiatric diagnostic interview examination by a psychiatrist includes a history, mental status, and a disposition, and may
include communication with family or other sources.

Service Tier Registration
Mental Health (MH), Substance Abuse (SA), Mental
Target Population Retardation/Developmental Disability (MR/DD), Child and Adult
(C&A)
Program Option Psychiatric Services-CPT codes

Registration required for 2 sessions/per consumer/per year from
Initial Authorization start date of initial service

Unit = Session/Event

1. Registration required for additional units after one year by any
provider previously utilizing the benefit for the same consumer.
2 sessions/per consumer/ per year

Unit= Session/Event

Re-Authorizati . .. . .. .
e-Authorization 2. Tier 2 data submission required to exceed limit of two (2) units

per consumer/per year (consumer benefit is two (2) sessions
per year from any/all providers). This level of data is required
to exceed the initial authorization limit and demonstrate
medical necessity. Only one unit (session) can be approved
and the need for the additional unit should be described in the
free-text field.

1. Consumer has, or is suspected of having, a behavioral health
condition, -or-

2. Consumer is entering or reentering the service system, -or-

Admission Criteria 3. Consumer has need of an assessment due to a change in
clinical/functional status, -or-

4. Evaluation is required to make specific recommendations
regarding additional treatment or services required by the
individual.

1. Consumer has a need for further assessment due to findings of

Continuing Stay Criteria initial evaluation and/or changes in functional status.

2. Reassessment is needed to update/evaluate the current
treatment plan.

1. Consumer has withdrawn or been discharged from service.
2. Goals for consumer’s treatment have been substantially met.

Codes 90862 Pharmacologic Management, 90805
Individual Psychotherapy with Medical Evaluation
and Management Services 20-30 minutes, and
Service Exclusions 90807 Individual Psychotherapy with Medical
Evaluation and Management Services 45-50
minutes, may not be billed on the same day as
90801 Psychiatric Diagnostic Interview
Examination.

Clinical Exclusions None

Discharge Criteria

. . Documentation must include a written record of findings and
Documentation Requirement recommendations from the interview examination. Documentation
must be signed (in practices of five (5) practitioners or less, where
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initials can easily identify the specific practitioner, initials are
sufficient) and dated (date of service).

Additional Service Criteria:

1. Physician Assistant may also perform this service.

HO0031 AJ Mental Health assessment by a non-physician

Definition: Initial or reassessment evaluation to determine the needs, strengths, functioning level(s), mental status, and/or social
history of an individual. Specialty evaluations such as occupational therapy, nutritional, and functional skills assessments are
included. The administration and scoring of functional skills assessments are included. This code is to be utilized by Master’s Level

Licensed Social workers or Licensed Professional Counselors working in a psychiatric practice.

Level of Service

Registration

Target Population

Mental Health (MH), Substance Abuse (SA), Mental
Retardation/Developmental Disability (MR/DD), Child & Adult
(C&A)

Medicaid Option

Psychiatric Services-CPT Codes

Initial Authorization

Registration required for 1 session/per consumer/per year/per provider
from start date of initial service

Unit= Session/Event

Re-Authorization

1. Registration required for additional units after one year by any
provider previously utilizing the benefit for the same consumer.
1 session/per consumer/ per year/per provider

Unit= Session/Event

2. Tier 2 data submission required to exceed the limit of four (4) units
per consumer/per year (consumer benefit is four (4) sessions per
year from any/all providers). This level of data is required to
exceed the initial authorization limit and demonstrate medical
necessity. Only one unit (session) can be approved and the need
for the additional unit should be described in the free-text field.

Admission Criteria

1. Consumer has, or is suspected of having, a behavioral health
condition, -or-

2. Consumer is entering or reentering the service system, -or-

3. Consumer has need of an assessment due to a change in
clinical/functional status, -or-

4. Evaluation is required to make specific recommendations
regarding additional treatment or services required by the
individual.

Continuing Stay Criteria

Consumer has a need for further assessment due to findings of
initial evaluation and/or changes in functional status.

2. Reassessment is needed to update/evaluate the current treatment

plan.

Discharge Criteria

1. Consumer has withdrawn or been discharged from

service.

2. Goals for the consumer’s treatment have been

substantially met.

Service Exclusions

None
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Clinical Exclusions None

Documentation must include a written record of findings and
recommendations from the interview examination. Documentation
. must be signed (in practices of five (5) practitioners or less, where
Documentation initials can easily identify the specific practitioner, initials are
sufficient) and dated (date of service).

Additional Service Criteria: 1. The assessments are evaluative services and standardized testing instruments.

2. The assessments are administered by qualified staff and are necessary to make
determinations concerning the mental, physical and functional status of the consumer.
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90862 Pharmacologic Management

Definition: Pharmacologic Management by a psychiatrist including prescription, use and review of medication with no more than
minimal medical psychotherapy.

Service Tier

Registration

Target Population

Mental Health (MH), Substance Abuse (SA), Mental
Retardation/Developmental Disability (MR/DD), Child and Adult
(C&A)

Program Option

Psychiatric Services-CPT codes

Initial Authorization

Registration required for 12 sessions/per consumer/per 184
days/per provider

12 sessions for 184 days from start date of initial service

Unit = Session/Event

Re-Authorization

1. Registration required for additional units after 184 days by any
provider previously utilizing the benefit for the same consumer.
12 sessions for 184 days

Unit = Session/Event

2. Tier 2 data submission required to exceed the limit of twelve
(12) sessions per consumer/per provider/per 184 days. This
level of data is required to exceed the initial authorization limit
and demonstrate medical necessity. The need for these
additional units should be described in the free-text field. The
total number of additional units/sessions being requested must
be specified in the free-text field, otherwise a maximum of one
(1) additional unit/session will be granted.

Admission Criteria

1. Consumer has a behavioral health diagnosis which qualifies for
Medicaid behavioral health services, -and-

2. A psychiatrist has determined the need for and prescribed
psychotropic medication.

Continuing Stay Criteria

Consumer continues to meet admission criteria.

Discharge Criteria

Consumer no longer needs medication or refuses
this service.

Service Exclusions

Services 90801 Psychiatric Diagnostic Interview
Examination, 90805 Individual Psychotherapy with
Medical Evaluation and Management Services 20-30
minutes, and 90807 Individual Psychotherapy with
Medical Evaluation and Management Services 45-50
minutes may not be billed on the same day as 90862
Pharmacologic Management.

Clinical Exclusions

Service excludes intensive medical
psychotherapy.

Documentation Requirement

Psychiatrist must complete a note describing the service provided.
Documentation must be signed (in practices of five (5)
practitioners or less, where initials can easily identify the specific
practitioner, initials are sufficient) and dated (date of service).

Additional Service Criteria:

1. Physician Assistant may also perform this service.

Page 10




90804 Individual Psychotherapy 20-30 minutes

Definition: Face-to-face structured intervention by a psychiatrist to improve an individual’s cognitive processing, reduce psychiatric
symptoms, reverse or change maladaptive patterns of behavior and/or improve functional abilities. This includes insight oriented,
behavior modifying and/or the use of behavior modification techniques, supportive interactions, the use of cognitive discussion of
reality or any combination of these techniques to provide therapeutic change in an outpatient setting.

Service Tier Registration
Mental Health (MH), Substance Abuse (SA), Mental
Target Population Retardation/Developmental Disability (MR/DD), Child and Adult
(C&A)
Program Option Psychiatric Services-CPT codes

Registration for 10 units/per year/per consumer from start date of

Initial Authorization initial service

Unit = 20-30 minutes

Tier 2 data submission required for additional units within the
one-year authorization period by any provider previously utilizing
the benefit for the same consumer or continuing the service after
one year.

10 additional units/per consumer/per year

Unit = 20-30 minutes

Re-Authorization
NOTE: Tier 2 data submission required for a provider to exceed

the limit of ten additional units/per consumer/per year. This level
of data is required to exceed the authorization limits and
demonstrate medical necessity. The total number of units
requested over ten (10) (e.g., 15, 20, etc.) must be specified in the
free-text field, otherwise a maximum of ten (10) additional units
will be granted. The need for additional units must be described in
the free-text field.

1. Consumer has a behavioral health diagnosis which qualifies for
Medicaid behavioral health services, -and-

2. Consumer demonstrates intrapsychic or interpersonal conflicts
and/or need to change behavior patterns, -and-

Admission Criteria 3. The specific impairments to be addressed can be delineated
and/or the intervention is for purposes of focusing on the
dynamics of the consumer’s problem, -and-

4. Interventions are grounded in a specific and identifiable
theoretical base, which provides a framework for assessing
change.

1. The service is necessary and appropriate to meet the

Continuing Stay Criteria consumer’s identified treatment need(s).

2. Progress notes document consumer’s progress relative to goals
identified for treatment but goals have not yet been achieved.

Discharge Criteria 1. Consumer has withdrawn or been discharged from service.
2. Goals for consumer’s treatment have been substantially met.

This is an outpatient service. If the consumer is

admitted to an inpatient hospital, partial hospital or

residential care facility, codes 90816, 90817,

90818 and 90819 should be utilized, depending
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on the type and duration of psychotherapy

required.

1. There is no outlook for improvement with this level of service.

Clinical Exclusions 2. Severity of symptoms and impairment preclude provision of
service at this level of care.

Documentation shall consist of a note describing the type of

service, outcomes, assessment and progress. Documentation must

be signed (in practices of five (5) practitioners or less, where

Documentation Requirement initials can easily identify the specific practitioner, initials are

sufficient) and dated (date of service).

Additional Service Criteria: 1. Physician Assistant may also perform this service.

2. Supportive interactions must be part of the therapeutic process/psychotherapy service and
are not “stand-alone” interventions.

90804 AJ Individual Psychotherapy 20-30 minutes

Definition: Face-to-face structured intervention by a Master’s Level Licensed Social Worker or Licensed Professional Counselor to
improve an individual’s cognitive processing, reduce psychiatric symptoms, reverse or change maladaptive patterns of behavior and/or
improve functional abilities. This includes insight oriented, behavior modifying and/or the use of behavior modification techniques,
supportive interactions, the use of cognitive discussion of reality or any combination of these techniques to provide therapeutic change
in an outpatient setting.

Service Tier Registration
Mental Health (MH), Substance Abuse (SA), Mental
Target Population Retardation/Developmental Disability (MR/DD), Child and Adult
(C&A)
Program Option Psychiatric Services-CPT codes

Registration for 10 units/per year/per consumer from start date of

Initial Authorization initial service

Unit = 20-30 minutes

Tier 2 data submission required for additional units within the
one-year authorization period by any provider previously utilizing
the benefit for the same consumer or continuing the service after
one year.

10 additional units/per consumer/per year

Unit = 20-30 minutes

Re-Authorization
NOTE: Tier 2 data submission required for a provider to exceed

the limit of ten additional units/per consumer/per year. This level
of data is required to exceed the authorization limits and
demonstrate medical necessity. The total number of units
requested over ten (10) (e.g., 15, 20, etc.) must be specified in the
free-text field, otherwise a maximum of ten (10) additional units
will be granted. The need for additional units must be described in
the free-text field.

L Lo 1. Consumer has a behavioral health diagnosis which qualifies for
Admission Criteria Medicaid behavioral health services, -and-
2. Consumer demonstrates intrapsychic or interpersonal conflicts
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and/or need to change behavior patterns, -and-

3. The specific impairments to be addressed can be delineated
and/or the intervention is for purposes of focusing on the
dynamics of the consumer’s problem, -and-

4. Interventions are grounded in a specific and identifiable
theoretical base, which provides a framework for assessing
change.

1. The service is necessary and appropriate to meet the
Continuing Stay Criteria consumer’s identified treatment need(s).

2. Progress notes document consumer’s progress relative to goals
identified for treatment but goals have not yet been achieved.

—

Consumer has withdrawn or been discharged from service.
2. Goals for consumer’s treatment have been substantially met.
Service Exclusions None.

Discharge Criteria

1. There is no outlook for improvement with this level of service.
Clinical Exclusions 2. Severity of symptoms and impairment preclude provision of
service at this level of care.
Documentation shall consist of a note describing the type of
service, outcomes, assessment and progress. Documentation must
be signed (in practices of five (5) practitioners or less, where
Documentation Requirement initials can easily identify the specific practitioner, initials are
sufficient) and dated (date of service).

Additional Service Criteria: 1. Supportive interactions must be part of the therapeutic process/psychotherapy service and are not “stand-alone”
interventions.
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90805 Individual Psychotherapy with Medical Evaluation and Management Services 20-30 minutes

Definition: Face-to-face structured intervention by a psychiatrist to improve an individual’s cognitive processing, reduce psychiatric
symptoms, reverse or change maladaptive patterns of behavior and/or improve functional abilities. This includes insight oriented,
behavior modifying and/or the use of behavior modification techniques, supportive interactions, the use of cognitive discussion of
reality or any combination of these techniques to provide therapeutic change in an outpatient setting. This service includes medical
evaluation and management services and may include more intensive medical psychotherapy than is allowable under the
Pharmacologic Management service.

Service Tier Registration
Mental Health (MH), Substance Abuse (SA), Mental
Target Population Retardation/Developmental Disability (MR/DD), Child and Adult
(C&A)
Program Option Psychiatric Services-CPT codes

Registration for 10 units/per year/per consumer from start date of

Initial Authorization initial service

Unit = 20-30 minutes

Tier 2 data submission required for additional units within the
one-year authorization period by any provider previously utilizing
the benefit for the same consumer or continuing the service after
one year.

10 additional units/per consumer/per year

Unit = 20-30 minutes

Re-Authorization
NOTE: Tier 2 data submission required for a provider to exceed

the limit of ten additional units/per consumer/per year. This level
of data is required to exceed the authorization limits and
demonstrate medical necessity. The total number of units
requested over ten (10) (e.g., 15, 20, etc.) must be specified in the
free-text field, otherwise a maximum of ten (10) additional units
will be granted. The need for additional units must be described in
the free-text field.

1. Consumer has a behavioral health diagnosis which qualifies for
Medicaid behavioral health services, -and-

2. Consumer demonstrates intrapsychic or interpersonal conflicts
and/or need to change behavior patterns, -and-

3. The specific impairments to be addressed can be delineated

Admission Criteria and/or the intervention is for purposes of focusing on the
dynamics of the consumer’s problem, -and-

4. Interventions are grounded in a specific and identifiable
theoretical base, which provides a framework for assessing
change, -and-

5. Medical evaluation and/or management services are required.

1. The service is necessary and appropriate to meet the

Continuing Stay Criteria consumer’s identified treatment need

2. Progress notes document consumer’s progress relative to goals
identified for treatment but goals have not yet been achieved.

Discharge Criteria 1. Consumer has withdrawn or been discharged from service.
2. Goals for consumer’s treatment have been substantially met.

. . Services 90801 Psychiatric Diagnostic Interview Examination,
Service Exclusions 90862 Pharmacologic Management, and 90807 Individual
Psychotherapy with Medical Evaluation and Management
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Services 45-50 minutes, may not be billed on the same day as
90805 Individual Psychotherapy with Medical Evaluation and
Management Services 20-30 minutes.

This is an outpatient service. If the consumer is admitted to an
inpatient hospital, partial hospital or residential care facility, codes
90816, 90817, 90818 and 90819 should be utilized depending on
the type and duration of psychotherapy required.

1. There is no outlook for improvement with this level of service.
Clinical Exclusions 2. Severity of symptoms and impairment preclude provision of
service at this level of care.
Documentation shall consist of a note describing the type of
service, outcomes, assessment and progress. Documentation must
be signed (in practices of five (5) practitioners or less, where
Documentation Requirement initials can easily identify the specific practitioner, initials are
sufficient) and dated (date of service).

Additional Service Criteria: 1. Physician Assistant may also perform this service.

2. Supportive interactions must be part of the therapeutic process/psychotherapy service and
are not “stand-alone” interventions.

90806 Individual Psychotherapy 45-50 minutes

Definition: Face-to-face structured intervention by a psychiatrist to improve an individual’s cognitive processing, reduce psychiatric
symptoms, reverse or change maladaptive patterns of behavior and/or improve functional abilities. This includes insight oriented,
behavior modifying and/or the use of behavior modification techniques, supportive interactions, the use of cognitive discussion of
reality or any combination of these techniques to provide therapeutic change in an outpatient setting.

Service Tier Registration

Mental Health (MH), Substance Abuse (SA), Mental

Target Population Retardation/Developmental Disability (MR/DD), Child and Adult
(C&A)
Program Option Psychiatric Services-CPT codes

Registration for 10 units/per year/per consumer from start date of
Initial Authorization initial service

Unit = 45-50 minutes

Tier 2 data submission required for additional units within the
one-year authorization period by any provider previously utilizing
the benefit for the same consumer or continuing the service after
one year.

10 additional units/per consumer/per year

Unit = 45-50 minutes
Re-Authorization

NOTE: Tier 2 data submission required for a provider to exceed
the limit of ten (10) additional units/ per consumer/per year. This
level of data is required to exceed the authorization limits and
demonstrate medical necessity. The total number of units
requested over ten (10) (e.g. 15, 20 etc.) must be specified in the
free-text field, otherwise a maximum of ten (10) additional units
will be granted. The need for additional units must be described in
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the free-text field.

Admission Criteria

1. Consumer has a behavioral health diagnosis which qualifies for
Medicaid behavioral health services, -and-

2. Consumer demonstrates intrapsychic or interpersonal conflicts
and/or need to change behavior patterns, -and-

3. The specific impairments to be addressed can be delineated
and/or the intervention is for purposes of focusing on the
dynamics of the consumer’s problem, -and-

4. Interventions are grounded in a specific and identifiable
theoretical base, which provides a framework for assessing
change.

Continuing Stay Criteria

1. The service is necessary and appropriate to meet the
consumer’s identified treatment needs.

2. Progress notes document consumer’s progress relative to goals
identified for treatment, but goals have not yet been achieved.

Discharge Criteria

1. Consumer has withdrawn or been discharged from service.
2. Goals for consumer’s treatment have been substantially met.

Service Exclusions

This is an outpatient service. If the consumer is
admitted to an inpatient hospital, partial hospital or
residential care facility, codes 90816, 90817,
90818 and 90819 should be utilized depending on
the type and duration of psychotherapy required.

Clinical Exclusions

1. There is no outlook for improvement with this level of service.
2. Severity of symptoms and impairment preclude provision of
service at this level of care.

Documentation Requirement

Documentation shall consist of a note describing the type of
service, outcomes, assessment and progress. Documentation must
be signed (in practices of five (5) practitioners or less, where
initials can easily identify the specific practitioner, initials are
sufficient) and dated (date of service).

Additional Service Criteria:

2.

are not “stand-alone” interventions.

1. Physician Assistant may also perform this service.

Supportive interactions must be part of the therapeutic process/psychotherapy service and

90806 AJ Individual Psychotherapy 45-50 minutes

Definition: Face-to-face structured intervention by a Master’s Level Licensed Social Worker or Licensed Professional Counselor to
improve an individual’s cognitive processing, reduce psychiatric symptoms, reverse or change maladaptive patterns of behavior and/or
improve functional abilities. This includes insight oriented, behavior modifying and/or the use of behavior modification techniques,
supportive interactions, the use of cognitive discussion of reality or any combination of these techniques to provide therapeutic change

in an outpatient setting.

Service Tier

Registration

Target Population

Mental Health (MH), Substance Abuse (SA), Mental
Retardation/Developmental Disability (MR/DD), Child and Adult
(C&A)

Program Option

Psychiatric Services-CPT codes

Initial Authorization

Registration for 10 units/per year/per consumer from start date of
initial service

Unit = 45-50 minutes
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Tier 2 data submission required for additional units within the one-
year authorization period by any provider previously utilizing the
benefit for the same consumer or continuing the service after one
year.

10 additional units/per consumer/per year

Unit = 45-50 minutes

Re-Authorization

NOTE: Tier 2 data submission required for a provider to exceed the
limit of ten additional units/per consumer/per year. This level of data
is required to exceed the authorization limits and demonstrate
medical necessity. The total number of units requested over ten (10)
(e.g., 15, 20, etc.) must be specified in the free-text field, otherwise a
maximum of ten (10) additional units will be granted. The need for
additional units must be described in the free-text field.

1. Consumer has a behavioral health diagnosis which qualifies for
Medicaid behavioral health services, -and-

2. Consumer demonstrates intrapsychic or interpersonal conflicts
and/or need to change behavior patterns, -and-

Admission Criteria 3. The specific impairments to be addressed can be delineated
and/or the intervention is for purposes of focusing on the
dynamics of the consumer’s problem, -and-

4. Interventions are grounded in a specific and identifiable
theoretical base, which provides a framework for assessing
change.

1. The service is necessary and appropriate to meet the consumer’s

Continuing Stay Criteria identified treatment need(s). .

2. Progress notes document consumer’s progress relative to goals
identified for treatment but goals have not yet been achieved.

Discharge Criteria 1. Consumer has withdrawn or been discharged from service.
2. Goals for consumer’s treatment have been substantially met.
Service Exclusions None.

1. There is no outlook for improvement with this level of service.
Clinical Exclusions 2. Severity of symptoms and impairment preclude provision of
service at this level of care.
Documentation shall consist of a note describing the type of service,
outcomes, assessment and progress. Documentation must be signed
(in practices of five (5) practitioners or less, where initials can easily
Documentation Requirement identify the specific practitioner, initials are sufficient) and dated
(date of service).

Additional Service Criteria: 1. Supportive interactions must be part of the therapeutic process/psychotherapy service and are not “stand-alone”
interventions.

Page 17



90807 Individual Psychotherapy with Medical Evaluation and Management Services 45-50 minutes

Definition: Face-to-face structured intervention by a psychiatrist to improve an individual’s cognitive processing, reduce psychiatric
symptoms, reverse or change maladaptive patterns of behavior and/or improve functional abilities. This includes insight oriented,
behavior modifying and/or the use of behavior modification techniques, supportive interactions, the use of cognitive discussion of
reality or any combination of these techniques to provide therapeutic change in an outpatient setting. This service includes medical
evaluation and management services and may include more intensive medical psychotherapy than is allowable under the
Pharmacologic Management service.

Service Tier Registration
Mental Health (MH), Substance Abuse (SA), Mental
Target Population Retardation/Developmental Disability (MR/DD), Child and Adult
(C&A)
Program Option Psychiatric Services-CPT codes

Registration for 10 units/per year/per consumer from start date of

Initial Authorization initial service

Unit = 45-50 minutes

Tier 2 data submission required for additional units within the
one-year authorization period by any provider previously utilizing
the benefit for the same consumer or continuing the service after
one year.

10 additional units/per consumer/per year

Unit = 45-50 minutes

Re-Authorization
NOTE: Tier 2 data submission required for a provider to exceed

the limit of ten additional units/per consumer/per year. This level
of data is required to exceed the authorization limits and
demonstrate medical necessity. The total number of units
requested over ten (10) (e.g., 15, 20, etc.) must be specified in the
free-text field, otherwise a maximum of ten (10) additional units
will be granted. The need for additional units must be described in
the free-text field.

1. Consumer has a behavioral health diagnosis (other than a V-
code) which qualifies for Medicaid behavioral health services, -
and-

2. Consumer demonstrates intrapsychic or interpersonal conflicts
and/or need to change behavior patterns, -and-

Admission Criteria 3. The specific impairments to be addressed can be delineated
and/or the intervention is for purposes of focusing on the
dynamics of the consumer’s problem, -and-

4. Interventions are grounded in a specific and identifiable
theoretical base, which provides a framework for assessing
change, -and-

5. Medical evaluation and/or management services are required.

1. The service is necessary and appropriate to meet the

Continuing Stay Criteria consumer’s identified treatment need(s).

2. Progress notes document consumer’s progress relative to goals
identified for treatment, but goals have not yet been achieved.

Discharge Criteria 1. Consumer has withdrawn or been discharged from service.
2. Goals for consumer’s treatment have been substantially met.
Service Exclusions Services 90801 Psychiatric Diagnostic Interview Examination,

90862 Pharmacologic Management, and 90805 Individual
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Psychotherapy with Medical Evaluation and Management
Services 20-30 minutes, may not be billed on the same day as
90807 Individual Psychotherapy with Medical Evaluation and
Management Services 45-50 minutes.

This is an outpatient service. If the consumer is
admitted to an inpatient hospital, partial hospital or
residential care facility, codes 90816, 90817,
90818 and 90819 should be utilized depending on
the type and duration of psychotherapy required.

1. There is no outlook for improvement with this level of service.
Clinical Exclusions 2. Severity of symptoms and impairment preclude provision of
service at this level of care.
Documentation shall consist of a note describing the type of
service, outcomes, assessment and progress. Documentation must
be signed (in practices of five (5) practitioners or less, where
Documentation Requirement initials can easily identify the specific practitioner, initials are
sufficient) and dated (date of service).

Additional Service Criteria: 1. Physician Assistant may also perform this service.

2. Supportive interactions must be part of the therapeutic process/psychotherapy service and
are not “stand-alone” interventions.
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90846 Family Psychotherapy (without patient present)

Definition: Face-to-face structured family intervention by a psychiatrist to improve an individual’s cognitive processing, reduce
psychiatric symptoms, reverse or change maladaptive patterns of behavior and/or improve functional abilities. This includes insight
oriented, behavior modifying and/or the use of behavior modification techniques, supportive interactions, the use of cognitive
discussion of reality or any combination of these techniques to provide therapeutic change in an outpatient setting.

Service Tier Registration
Mental Health (MH), Substance Abuse (SA), Mental
Target Population Retardation/Developmental Disability (MR/DD), Child and Adult
(C&A)
Program Option Psychiatric Services-CPT codes

Registration for 10 units/per year/per consumer from start date of

Initial Authorization initial service

Unit = 45-50 minutes

Tier 2 data submission required for additional units within the
one-year authorization period by any provider previously utilizing
the benefit for the same consumer or continuing the service after
one year.

10 additional units/per consumer/per year

Unit = 45-50 minutes

Re-Authorization
NOTE: Tier 2 data submission required for a provider to exceed

limit of ten additional units/per consumer/per year. This level of
data is required to exceed authorization limits and demonstrate
medical necessity. The total number of units requested over ten
(10) (e.g., 15, 20, etc.) must be specified in the free-text field,
otherwise a maximum of ten (10) additional units will be granted.
The need for additional units must be described in the free-text
field.

1. Consumer has a behavioral health diagnosis which qualifies for
Medicaid behavioral health services, -and-

2. Consumer demonstrates intrapsychic or interpersonal conflicts
and/or need to change behavior patterns, -and-

Admission Criteria 3. The specific impairments to be addressed can be delineated
and/or the intervention is for purposes of focusing on the
dynamics of the consumer’s problem, -and-

4. Interventions are grounded in a specific and identifiable
theoretical base, which provides a framework for assessing
change.

1. The service is necessary and appropriate to meet the

Continuing Stay Criteria consumer’s identified treatment need(s).

2. Progress notes document consumer’s progress relative to goals
identified for treatment, but goals have not yet been achieved.

Discharge Criteria 1. Consumer has withdrawn or been discharged from service.
2. Goals for consumer’s treatment have been substantially met.

90846 Family Psychotherapy (without patient present)
has a combined service limit with 90847 Family
Psychotherapy (with patient present) of 10 units/per
consumer/per year.

Service Exclusions

Clinical Exclusions 1. There is no outlook for improvement with this level of service.
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2. Severity of symptoms and impairment preclude provision of
service at this level of care.

Documentation shall consist of a note describing the type of

service, outcomes, assessment and progress. Documentation must

be signed (in practices of five (5) practitioners or less, where

Documentation Requirement initials can easily identify the specific practitioner, initials are

sufficient) and dated (date of service).

Additional Service Criteria: 1. Physician Assistant may also perform this service.

2. Supportive interactions must be part of the therapeutic process/psychotherapy service
and are not “stand-alone” interventions.
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90847 Family Psychotherapy (with patient present)

Definition: Face-to-face structured family intervention by a psychiatrist to improve an individual’s cognitive processing, reduce
psychiatric symptoms, reverse or change maladaptive patterns of behavior and/or improve functional abilities. This includes insight
oriented, behavior modifying and/or the use of behavior modification techniques, supportive interactions, the use of cognitive
discussion of reality or any combination of these techniques to provide therapeutic change in an outpatient setting. The identified
patient must be present to utilize this code.

Service Tier Registration
Mental Health (MH), Substance Abuse (SA), Mental
Target Population Retardation/Developmental Disability (MR/DD), Child and Adult
(C&A)
Program Option Psychiatric Services-CPT codes

Registration for 10 units/per year/per consumer from start date of
Initial Authorization initial service

Unit = 45-50 minutes

Tier 2 data submission required for additional units within the
one-year authorization period by any provider previously utilizing
the benefit for the same consumer or continuing the service after
one year.

10 additional units/per consumer/per year

Unit = 45-50 minutes

Re-Authorization . . . .
NOTE: Tier 2 data submission required for a provider to exceed

the limit of ten additional units/per consumer/per year. This level
of data is required to exceed the authorization limits and
demonstrate medical necessity. The total number of units
requested over ten (10) (e.g., 15, 20, etc.) must be specified in the
free-text field, otherwise a maximum of ten (10) additional units
will be granted. The need for additional units must be described in
the free-text field.

1. Consumer has a behavioral health diagnosis which qualifies for
Medicaid behavioral health services, -and-

2. Consumer demonstrates intrapsychic or interpersonal conflicts
and/or need to change behavior patterns, -and-

Admission Criteria 3. The specific impairments to be addressed can be delineated
and/or the intervention is for purposes of focusing on the
dynamics of the consumer’s problem, -and-

4. Interventions are grounded in a specific and identifiable
theoretical base, which provides a framework for assessing
change.

1. The service is necessary and appropriate to meet the

Continuing Stay Criteria consumer’s identified treatment need(s).

2. Progress notes document consumer’s progress relative to goals
identified for treatment but goals have not yet been achieved.

Discharge Criteria 1. Consumer has withdrawn or been discharged from service.
2. Goals for consumer’s treatment have been substantially met.

90847 FAMILY PSYCHOTHERAPY (WITH PATIENT PRESENT) HAS A
COMBINED SERVICE LIMIT WITH 90846 FAMILY PSYCHOTHERAPY
(WITHOUT PATIENT PRESENT) OF 10 UNITS/PER CONSUMER/PER
YEAR.

Service Exclusions
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1. There is no outlook for improvement with this level of service.
Clinical Exclusions 2. Severity of symptoms and impairment preclude provision of
service at this level of care.
Documentation shall consist of a note describing the type of
service, outcomes, assessment and progress. Documentation must
Documentation Requirement be .signed (in prac’{ices .of five (5) practition.e.rs or lfes?,. where
initials can easily identify the specific practitioner, initials are

sufficient) and dated (date of service).

Additional Service Criteria: 1. Physician Assistant may also perform this service.

2.
are not “stand-alone” interventions.

Supportive interactions must be part of the therapeutic process/psychotherapy service and
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90847 AJ Family Psychotherapy (with patient present)

Definition: Face-to-face structured family intervention by a Master’s Level Licensed Social Worker or Licensed Professional
Counselor to improve an individual’s cognitive processing, reduce psychiatric symptoms, reverse or change maladaptive patterns of
behavior and/or improve functional abilities. This includes insight oriented, behavior modifying and/or the use of behavior
modification techniques, supportive interactions, the use of cognitive discussion of reality or any combination of these techniques to
provide therapeutic change in an outpatient setting. The identified patient must be present to utilize this code.

Service Tier Registration
Mental Health (MH), Substance Abuse (SA), Mental
Target Population Retardation/Developmental Disability (MR/DD), Child and Adult
(C&A)
Program Option Psychiatric Services-CPT codes

Registration for 10 units/per year/per consumer from start date of

Initial Authorization initial service

Unit = 45-50 minutes

Tier 2 data submission required for additional units within the
one-year authorization period by any provider previously utilizing
the benefit for the same consumer or continuing the service after
one year.

10 additional units/per consumer/per year

Unit = 45-50 minutes

Re-Authorization . . . .
NOTE: Tier 2 data submission required for a provider to exceed

the limit of ten additional units/per consumer/per year. This level
of data is required to exceed the authorization limits and
demonstrate medical necessity. The total number of units
requested over ten (10) (e.g., 15, 20, etc.) must be specified in the
free-text field, otherwise a maximum of ten (10) additional units
will be granted. The need for additional units must be described in
the free-text field.

1. Consumer has a behavioral health diagnosis which qualifies for
Medicaid behavioral health services, -and-

2. Consumer demonstrates intrapsychic or interpersonal conflicts
and/or need to change behavior patterns, -and-

Admission Criteria 3. The specific impairments to be addressed can be delineated
and/or the intervention is for purposes of focusing on the
dynamics of the consumer’s problem, -and-

4. Interventions are grounded in a specific and identifiable
theoretical base, which provides a framework for assessing
change.

1. The service is necessary and appropriate to meet the

Continuing Stay Criteria consumer’s identified treatment need(s).

2. Progress notes document consumer’s progress relative to goals
identified for treatment, but goals have not yet been achieved.

Discharge Criteria 1. Consumer has withdrawn or been discharged from service.
2. Goals for consumer’s treatment have been substantially met.
Service Exclusions NONE,

. . 1. There is no outlook for improvement with this level of service.
Clinical Exclusions 2. Severity of symptoms and impairment preclude provision of
service at this level of care.
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Documentation shall consist of a note describing the type of
service, outcomes, assessment and progress. Documentation must
. . be signed (in practices of five (5) practitioners or less, where
Documentation Requirement oe Sig ( pract . ) b .. o
initials can easily identify the specific practitioner, initials are

sufficient) and dated (date of service).

Additional Service Criteria: 1. Supportive interactions must be part of the therapeutic process/psychotherapy service and are not
“stand-alone” interventions.
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90853 Group Psychotherapy 75-80 minutes

Definition: Face-to-face structured intervention by a psychiatrist to improve an individual’s cognitive processing, reduce psychiatric
symptoms, reverse or change maladaptive patterns of behavior and/or improve functional abilities. This includes insight oriented,
behavior modifying and/or the use of behavior modification techniques, supportive interactions, the use of cognitive discussion of
reality or any combination of these techniques to provide therapeutic change in an outpatient setting. These activities are carried out
within a group context where the therapist engages the group dynamics in terms of relationships, common problems focus, and mutual
support to promote progress for individual consumers. This code may not be utilized for multiple family group therapy.

Service Tier Registration
Mental Health (MH), Substance Abuse (SA), Mental
Target Population Retardation/Developmental Disability (MR/DD), Child and Adult
(C&A)
Program Option Psychiatric Services-CPT codes

Registration for 10 units/per year/per consumer from start date of
Initial Authorization initial service

Unit = 75-80 minutes

1. Tier 2 data submission required for additional units within the one-
year authorization period by any provider previously utilizing the
benefit for the same consumer or continuing the service after one
year.

10 additional units/per consumer/ per year

Unit = 75-80 minutes

NOTE: Tier 2 data submission required for a provider to exceed the
Re-Authorization limit of ten additional units/per consumer/per year. This level of data is
required to exceed the authorization limits and demonstrate medical
necessity and the total number of units requested over ten (10) (e.g.,
15, 20, etc.) should be specified in the free-text field, otherwise ten
(10) additional units will be granted. The need for additional units
must be described in the free-text field.

ADMISSION CRITERIA 1. Consumer has a behavioral health diagnosis which qualifies for
Medicaid behavioral health services,
-and-

2. Consumer demonstrates intrapsychic or interpersonal conflicts
and/or need to change behavior patterns, -and-

3. The specific impairments to be addressed can be delineated and/or
the intervention is for purposes of focusing on the dynamics of the
consumer’s problem, -and-

4. Interventions are grounded in a specific and identifiable theoretical
base, which provides a framework for assessing change.

1. The service is necessary and appropriate to meet the consumer’s

Continuing Stay Criteria identified treatment need(s).

2. Progress notes document consumer’s progress relative to goals
identified for treatment, but goals have not yet been achieved.

Consumer has withdrawn or been discharged from service.

Discharge Criteria ;
. Goals for consumer’s treatment have been substantially met.

N =
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Service Exclusions None

1. There is no outlook for improvement with this level of service.
Clinical Exclusions 2. Severity of symptoms and impairment preclude provision of service
at this level of care.

Documentation shall consist of a note describing the type of service,
outcomes, assessment and progress. Documentation must be signed (in
practices of five (5) practitioners or less, where initials can easily
identify the specific practitioner, initials are sufficient) and dated (date
of service).

Documentation Requirement

Additional Service Criteria: 1. Physician Assistant may also perform this service.

2. Supportive interactions must be part of the therapeutic process/psychotherapy service and
are not “stand-alone” interventions.

90853 AJ Group Psychotherapy 75-80 minutes

Definition: Face-to-face structured intervention by a Master’s Level Licensed Social Worker or Licensed Professional Counselor to
improve an individual’s cognitive processing, reduce psychiatric symptoms, reverse or change maladaptive patterns of behavior and/or
improve functional abilities. This includes insight oriented, behavior modifying and/or the use of behavior modification techniques,
supportive interactions, the use of cognitive discussion of reality or any combination of these techniques to provide therapeutic change
in an outpatient setting. These activities are carried out within a group context where the therapist engages the group dynamics in terms
of relationships, common problems focus, and mutual support to promote progress for individual consumers. This code may not be
utilized for multiple family group therapy.

Service Tier Registration
Mental Health (MH), Substance Abuse (SA), Mental
Target Population Retardation/Developmental Disability (MR/DD), Child and Adult
(C&A)
Program Option Psychiatric Services-CPT codes

Registration for 10 units/per year/per consumer from start date of
Initial Authorization initial service

Unit = session/75-80 minutes

2. Tier 2 data submission required for additional units within the
one-year authorization period by any provider previously
utilizing the benefit for the same consumer or continuing the
service after one year.
10 additional units/per consumer/ per year

Unit = session/75-80 minutes

NOTE: Tier 2 data submission required for a provider to exceed
Re-Authorization the limit of ten additional units/per consumer/per year. This level
of data is required to exceed the authorization limits and
demonstrate medical necessity and the total number of units
requested over ten (10) (e.g., 15, 20, etc.) should be specified in
the free-text field, otherwise ten (10) additional units will be
granted. Additionally, the need for additional units must be
described in the free-text field.
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ADMISSION CRITERIA 1. Consumer has a behavioral health diagnosis which qualifies for
Medicaid behavioral health services, -and-

2. Consumer demonstrates intrapsychic or interpersonal conflicts
and/or need to change behavior patterns, -and-

3. The specific impairments to be addressed can be delineated
and/or the intervention is for purposes of focusing on the
dynamics of the consumer’s problem, -and-

4. Interventions are grounded in a specific and identifiable
theoretical base, which provides a framework for assessing
change.

1. The service is necessary and appropriate to meet the

Continuing Stay Criteria consumer’s identified treatment need(s).

2. Progress notes document consumer’s progress relative to goals
identified for treatment, but goals have not yet been achieved.

—

Consumer has withdrawn or been discharged from service.
2. Goals for consumer’s treatment have been substantially met.
Service Exclusions None

Discharge Criteria

1. There is no outlook for improvement with this level of service.
Clinical Exclusions 2. Severity of symptoms and impairment preclude provision of
service at this level of care.
Documentation shall consist of a note describing the type of
service, outcomes, assessment and progress. Documentation must
be signed (in practices of five (5) practitioners or less, where
initials can easily identify the specific practitioner, initials are
sufficient) and dated (date of service).

Documentation Requirement

Additional Service Criteria: 1. Supportive interactions must be part of the therapeutic process/psychotherapy service and are not
“stand-alone” interventions.

90875 Individual Psychotherapy Biofeedback 20-30 minutes

Definition: Face-to-face structured intervention by a psychiatrist to improve an individual’s cognitive processing, reduce psychiatric
symptoms, reverse or change maladaptive patterns of behavior and/or improve functional abilities. This includes individual
psychophysiological therapy incorporating biofeedback training by any modality with psychotherapy to provide therapeutic change in
an outpatient setting.

Service Tier Registration
Mental Health (MH), Substance Abuse (SA), Mental
Target Population Retardation/Developmental Disability (MR/DD), Child and Adult
(C&A)
Program Option Psychiatric Services-CPT codes

Registration for 10 units/per year/per consumer from start date of
Initial Authorization initial service

Unit = 20-30 minutes

1. Tier 2 data submission required for additional units within the
one-year authorization period by any provider previously
utilizing the benefit for the same consumer or continuing the

Re-Authorization service after one year.

10 additional units/per consumer/per year

Unit = 20-30 minutes
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NOTE: Tier 2 data submission required for a provider to exceed the
limit of ten additional units/per consumer/per year. This level of data
is required to exceed the authorization limits and demonstrate
medical necessity. The total number of units requested over ten (10)
(e.g., 15, 20, etc.) must be specified in the free-text field, otherwise a
maximum of ten (10) additional units will be granted. The need for
additional units must be described in the free-text field.

1. Consumer has a behavioral health diagnosis which qualifies for
Medicaid behavioral health services, -and-

2. Consumer demonstrates intrapsychic or interpersonal conflicts
and/or need to change behavior patterns, -and-

3. The specific impairments to be addressed can be delineated

Admission Criteria and/or the intervention is for purposes of focusing on the
dynamics of the consumer’s problem, -and-

4. Interventions are grounded in a specific and identifiable
theoretical base, which provides a framework for assessing
change, -and-

5. Service includes biofeedback training by any modality.

1. The service is necessary and appropriate to meet the consumer’s

Continuing Stay Criteria identified treatment need(s).

2. Progress notes document consumer’s progress relative to goals
identified for treatment, but goals have not yet been achieved.

Discharge Criteria 1. Consumer has withdrawn or been discharged from service.
2. Goals for consumer’s treatment have been substantially met.
Service Exclusions None

1. There is no outlook for improvement with this level of service.
Clinical Exclusions 2. Severity of symptoms and impairment preclude provision of
service at this level of care.
Documentation shall consist of a note describing the type of service,
outcomes, assessment and progress. Documentation must be signed
(in practices of five (5) practitioners or less, where initials can easily
identify the specific practitioner, initials are sufficient) and dated
(date of service).

Documentation Requirement

Additional Service Criteria: 1. Psychiatrist, Physician Assistant or other qualified professional billing this code must
have specific training in biofeedback techniques.

2. Supportive interactions must be part of the therapeutic process/psychotherapy service and
are not “stand-alone” interventions.
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90876 Individual Psychotherapy Biofeedback 45-50 minutes

Definition: Face-to-face structured intervention by a psychiatrist to improve an individual’s cognitive processing, reduce psychiatric
symptoms, reverse or change maladaptive patterns of behavior and/or improve functional abilities. This includes individual
psychophysiological therapy incorporating biofeedback training by any modality with psychotherapy to provide therapeutic change in
an outpatient setting.

Service Tier Registration
Mental Health (MH), Substance Abuse (SA), Mental
Target Population Retardation/Developmental Disability (MR/DD), Child and Adult
(C&A)
Program Option Psychiatric Services-CPT codes

Registration for 10 units/per year/per consumer from start date of
Initial Authorization initial service
Unit = 45-50 minutes

Tier 2 data submission required for additional units within the
one-year authorization period by any provider previously utilizing
the benefit for the same consumer or continuing the service after
one year.

10 additional units/per consumer/per year

Unit = 45-50 minutes

Re-Authorization
NOTE: Tier 2 data submission required for a provider to exceed

the limit of ten additional units/per consumer/per year. This level
of data is required to exceed the authorization limits and
demonstrate medical necessity. The total number of units
requested over ten (10) (e.g., 15, 20, etc.) must be specified in the
free-text field, otherwise a maximum of ten (10) additional units
will be granted. The need for additional units must be described in
the free-text field.

1. Consumer has a behavioral health diagnosis which qualifies for
Medicaid behavioral health services, -and-

2. Consumer demonstrates intrapsychic or interpersonal conflicts
and/or need to change behavior patterns, -and-

3. The specific impairments to be addressed can be delineated

Admission Criteria and/or the intervention is for purposes of focusing on the
dynamics of the consumer’s problem, -and-

4. Interventions are grounded in a specific and identifiable
theoretical base, which provides a framework for assessing
change, -and-

5. Service includes biofeedback training by any modality.

1. The service is necessary and appropriate to meet the

Continuing Stay Criteria consumer’s identified treatment need(s).

2. Progress notes document consumer’s progress relative to goals
identified for treatment, but goals have not yet been achieved.

Discharge Criteria 1. Consumer has withdrawn or been discharged from service.
2. Goals for consumer’s treatment have been substantially met.
Service Exclusions None

1. There is no outlook for improvement with this level of service.

2. Severity of symptoms and impairment preclude provision of
service at this level of care.

Documentation Requirement Documentation shall consist of a note describing the type of

service, outcomes, assessment and progress. Documentation must

Clinical Exclusions
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be signed (in practices of five (5) practitioners or less, where
initials can easily identify the specific practitioner, initials are
sufficient) and dated (date of service).

Additional Service Criteria: 1. Psychiatrist, Physician Assistant or other qualified professional billing this code must
have specific training in biofeedback techniques.

2. Supportive interactions must be part of the therapeutic process/psychotherapy service and
are not “stand-alone” interventions.

90899 Special Evaluation Services

Definition: Provision of special evaluation services especially those ordered by the court. Services must relate to a consumer’s known
or suspected behavioral health condition, symptoms or functional impairments and must be either court ordered or specifically
requested by Child Protective Services, Adult Protective Services, or Youth Services for purposes related to treatment planning,
permanency planning, possible court action and/or removal from the current living situation and to make recommendations related to
interventions or services that will ameliorate the client’s symptoms and/or improve current functioning. Special Evaluation Services
include substance abuse evaluation, forensic and/or competency evaluation, sexual victim or perpetrator evaluation or domestic
violence/child abuse evaluation (other than sexual abuse). The evaluator must have specific training and expertise in the area of
specialty evaluation and evaluation activities must include two (2) or more of the following activities to be considered a special
evaluation service: specialized testing or screening relevant to the specialty area (including interpretation of findings), ancillary or
collateral interviews, extensive record review or review of court testimony/police reports, special interviewing techniques or videotape
review. Documentation must include interpretation and scoring of any testing and a written report of findings and recommendations.

Service Tier Tier 2 Prior Authorization
' Mental Health (MH), Substance Abuse (SA),
Target Population Mental Retardation/Developmental Disability
(MR/DD), Child and Adult (C&A)
Program Option Psychiatric Services-CPT codes

Tier 2 Prior Authorization required
1 evaluation/per consumer/per year
Unit = 1 hour

Initial Authorization The number of units requested should be included in the free text
field. Units will be approved based on reasonable and customary
times and rates for comparable evaluations. Unique circumstances
that justify units above reasonable and customary should be noted
in the free text field.

Tier 2 data submission is required for additional units within one-
year of the start date of the authorized Special Evaluation by any
provider for the same consumer.

1 evaluation/per consumer/per year
Re-Authorization Unit = 1 hour

The number of units requested should be included in the free text
field. Units will be approved based on reasonable and customary
times and rates for comparable evaluations. Unique circumstances
that justify units above reasonable and customary should be noted
in the free text field.

1. Consumer has a behavioral health diagnosis which qualifies
Admission Criteria for Medicaid behavioral health services or a suspected
behavioral health condition that requires special evaluation, -
and-

Page 31



2. Consumer requires evaluation for a specific purpose (which
is identified and documented), -and/or-

3. Evaluation is required to make specific recommendations
regarding specialized treatment or services required by the
individual.

1. Consumer has a need for further assessment due to findings

Continuing Stay Criteria of initial evaluation and/or changes in functional status.

2. Reassessment is needed to update/evaluate the consumer’s
progress to the court.

Consumer has withdrawn or been discharged

from service.
90801 Psychiatric Diagnostic Interview by a Psychologist may not
be billed on the same day as 90899.

Discharge Criteria

96100 Comprehensive Evaluation by a Psychologist; 96110
Developmental Testing: Limited; 96111 Developmental Testing:
Extended; 96115 Neurobehavioral Status Exam; and 96117
Service Exclusions Neuropsychological Testing Battery may not be billed by the
psychiatrist during the period 90899 is authorized but referrals
may be made to psychologists to provide testing. Requests for
authorizations by psychologists for these services will pend if a
psychiatrist has authorization for 90899 and will be authorized on
a case-by-case basis.

Clinical Exclusions None.

Documentation must include scoring and/or
interpretation of testing, assessments and
screenings administered and a written report of
Documentation Requirement findings and recommendations. Documentation
must be signed (including the credentials of the
individual performing the service) and dated (date
of service).

Additional Service Criteria: 1. Service must be provided by a Psychiatrist with specific training and expertise in the type
of special evaluation requested;

2. The number of units requested should be based on reasonable and customary evaluations of a
similar type and the activities required to complete the special evaluation for the specific client.

3. The designated start date will be the service start date and the end date of the request will be
negotiated between the provider and the APS Care Manager but will be no more than 45 days from the
designated start date.
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Diabetes Education Provider Tool

This tool is based on the “National Standards for Diabetes Self-Management Education” and indicates minimum services to be provided in the
continuing care of people with diabetes. It is not intended to replace or preclude clinical judgment or more intensive management where
medically indicated. Use it as a reminder to simplify record keeping and as a way to continually improve care to all patients with diabetes.

DEMOGRAPHIC INFORMATION

Patient Name:

DOB: Type of Diabetes: 1 2 GDM (circle one) | Year of Diagnosis:

DIABETES EDUCATION NEEDS DATE OF VISIT

Diabetes Disease Process

Medical Nutrition Therapy

Physical Activity

Medication Therapy

Monitoring

Acute Complications

Risk Reduction

Goal Setting/Problem Solving

Psychosocial Issues

Preconception/Pregnancy

Other Education Needs
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Diabetes Managing Provider Care Tool
(MDs, DOs, FMPs, PNPs)

This tool is based on the 2004 American Diabetes Associations “Clinical Practice Recommendations 2004” and indicates minimum services to
be provided in the continuing (initial visits have additional components) care of adults with diabetes. It is not intended to replace or preclude
clinical judgment or more intensive management where medically indicated. Use it as a reminder for exams or important tests to simplify record
keeping and as a way to continually improve care to all patients with diabetes.

DEMOGRAPHIC INFORMATION

Patient Name:

DOB: Type of Diabetes: 1 2 GDM (circle one) Year of Diagnosis:

Height Smoker: YES NO (circle one) Pneumococcal Vaccine Date (s):

CLINICAL INFORMATION DATE OF VISIT

Every Visit

Weight

B/P Goal <130/80

Alc (every 3-6 mo.) Goal: <7%

Foot Exam (Visual)

Annually

Foot Exam: Sensation, foot structure/biomechanics,
vascular, and skin integrity

Fasting Lipid Profile:
e  Total Cholesterol Goal <200

e IDL Goal <100
e HDL Goal: Men >40 Women >50
e  Triglycerides Goal <150
Microalbumin Goal: <30
Dilated Eye Exam Referral Date

Flu Vaccine

Counseling

Self-Management Education  Referral Date

Exercise/Physical Activity

Medical Nutrition Therapy Referral Date

Nephrology Referral Date

Behavioral Health Referral Date

Tobacco Cessation

Preconception Counseling (women of childbearing age)

Other

Review Self-Monitoring Glucose Log

Assess Need for Aspirin Therapy

Assess Need for Statin Therapy
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Responsibilities for Licensed Practitioner to get Extended Office Visit
Medicaid Reimbursement

A. The provider or a member of the staff (RN, NP, PA, or LPN) must attend a Medicaid/Public
Health Session or receive equivalent training.

B. Document that a diabetes instructional session of the provider’s staff has taken place in the
provider’s office. (i.e. held a meeting in the practice and reviewed the DSM/Preventive Service
manual with the staff, or used the CD ROM [Quick Tips] in the packet to educate the staff to the
new diabetes information.)

C. Institute and complete the Flow sheet for each Medicaid patient with diabetes. The sheet
includes:

Blood Pressure

HbAlc

Lipid Profile

Fasting/random blood glucose
EKG

Urinalysis

24 hour urine or Microalbuminuria
Lytes, H&H, WBC, BUN, Creatinine
9. Aspirin as prevention

10. Immunizations (flu/pneumococcal)
11. Weight

12. Foot Exam

13. Eye referral

14. Nutrition Counseling

NN AL =

D. Complete a Diabetes Assessment (including exercise) and Plan for each patient (A copy of this
assessment is sent with a written referral to the Certified Diabetes Educator).

E. Provide written referral for nutrition counseling to a certified diabetes educator (CDE).

F. A written referral is sent by the provider to a diabetes educator indicating the material to
be taught. The provider is responsible for survival skill information for diabetes:

Medication administration with signs and symptoms of adverse effects

Monitoring: Glucose & Urine testing for ketones. Ketone testing for type 1 and illness in type
What to do in the event of Hypo/Hyperglycemia & sick day management

Foot care

Exercise Plan

Advanced level education: Acute and chronic complications include impotence,
cardiovascular, nephropathy, neuropathy, pre-pregnancy counseling, pregnancy counseling ,
gestational diabetes

SNk =

G. A written individualized diabetes plan of care is given to each patient by the provider. The plan
includes meal plan, exercise, medication, monitoring and goal for blood glucose.

H. The Certified Diabetes Educator will send a written report of the items taught and
recommendations back to the Provider for review.
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Diagnostic Code

Description

242.90-91 Thyrotoxicosis
252.0 Hyperparathyroidism
255.0 Cushing‘s Syndrome

256.2, 627.2, 627.8

Estrogen deficient states

256.31-256.39

Other ovarian failure

259.3 Ectopic hyperparathyroidism

259.9 Other endocrine disorder, estrogen/testosterone deficiency
268.0-268.9 Osteomalacia, rickets, vitamin D deficiency

275.41 Hypocalcemia

626.0 Absence of menstruation

627.0-627.9 Menopausal disorders

733.00-733.09

Osteoporosis

733.11-733.16

Pathologic fractures

733.90 Disorder of bone and cartilage, unspecified

733.13 Pathologic fracture of vertebrae

756.51 Osteogenesis imperfecta

756.83 Ehlers-Danlos Syndrome

758.6 Gonadal dysgenesis, Turner's Syndrome

759.82 Marfan‘s Syndrome

805.00-805.9 Fracture of vertebral column, without spinal cord injury

806.00-806.9 Fracture of vertebral column with spinal cord injury

962.0, 995.2 Long-term use of glucocorticoid drugs

E932.0 Drugs causing adverse effects in therapeutic use

V49.81 Post menopausal status

V58.69 Long-term use (current) of other medications

V67.51 Following treatment with high-risk meds, monitoring for response to
osteoporosis therapy

V67.59 Following other treatment, for monitoring ongoing therapy for

osteoporosis
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Item 1a.

Item 2.

Item 3.

Item 4.

Item 5.

Item 6.

Item 7.

Item 8.

Item 9.

Item 9a.

Item 9b.

Item 9c.

Item 9d.

Item 10.

Item 11.

Item 12.

Item 13.

Item 14.

Insured's ID Number

Enter the member’s 11 digit identification number (no letters) assigned by the WV
DHHR for Medicaid members. The Medical Card may indicate an "M" for Medicare or
"P" for private insurance. This is NOT part of the Member [.D. Number.

Member's Name

Enter the patent’s last name, first name and middle initial.
Member's Birth Date and Gender

Indicate the member's date of birth and whether male or female.
Insured's Name

Enter the insured’s name as listed on the Medicaid (Medical) Card.
Member’s Address

Enter the member's address in full.

Member’s Relationship to the Insured

Check "self."

Insured’s Address

Enter the current address of the member.

Member’s Status

Not required for Medicaid.

Other Insured's Name

Enter policyholder's name if insurance other than Medicaid is covering this member. If
no insurance, go to Block 10.

Medicaid is the payer of last resort program. Medicare and all other payers must be
billed before Medicaid is billed.

Other Insured's Policy or Group Number

Enter policy or group number of the insurance policy.

Other Insured's Date of Birth

Enter the policyholder's date of birth and gender.

Employer's Name or School Name

Enter the name of the employer through which the policy is held.

Insurance Plan Name or Program Name

Enter the name of the insurance plan or program other than Medicaid.

Member’s Condition Related to Employment, Auto Accident or Other Accident

If treatment was due to accidental injury, auto accident or was employment-related,
enter an "X" in the proper block.

Insured’s Group Number or FECA Number

Item 11a-11d. Enter insurance information other than listed in Block 9a - 9d.
Member’s Signature

Not required for Medicaid.

Insured’s Signature

Not required for Medicaid.

Date of Current Illness, Injury and/or Pregnancy



Item 15.

Item 16.

Item 17.

Item 17a.

Item 18.

Item 19.

Item 20.

Item 21.

Item 22.

Item 23.

Item 24A.

Item 24B.

Indicate the date of onset of current illness, injury, or pregnancy.

Previous Date of Same or Similar Illness

Indicate the date of initial treatment for the same or similar condition, if known.
Dates Member Unable to Work

Desired, but not required.

Name of Referring Physician or Other Source

Enter the referring physician's name.

I.D. Number of Referring Physician

Enter the referring physician's UPIN, NPI or Medicaid Provider Number. Leave blank
if the member was not referred for treatment.

Hospitalization Dates

Admission and discharge dates, if known.

Reserved for Local Use

Enter the 10 digit PAAS approval number, if applicable.

Outside Lab

Not required for Medicaid.

Diagnosis Code

Enter up to four ICD-9-CM diagnosis codes in priority order (primary, secondary, etc.).
The claim will be denied if there is no diagnosis code.

Diagnosis and procedure codes must be consistent.

Medicaid Resubmission Code/Original Reference Number

If this is an adjustment for a previous claim, enter the TCN of the original claim.
Prior Authorization Number

Enter the 10 digit prior authorization number if applicable for the claim. The claim
must be split if more than one prior authorization applies.

Service Period

Enter the date(s) of service in the block (MM, DD, YY).

Place of Service

Enter the appropriate place of service code from the codes listed below.

CODE Place of Service

11 Office

12 Member’s Home

21 Hospital - Inpatient

22 Hospital - Outpatient

23 Hospital - Emergency Department
24 Ambulatory Surgical Center (ASC)
25 Birthing Center

26 Military Treatment Facility

31 Skilled Nursing Facility

32 Nursing Facility

33 Custodial Care Facility
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Item 24C.
Item 24D.

Item 24E.

Item 24F.

Item 24G.

Item 24H.

34 Hospice

41 Ambulance (Land)

42 Ambulance (Air-Water)

51 Psychiatric Facility - Inpatient

52 Psychiatric Facility - Outpatient

53 Community Mental Health Center (CMHC)

54 Intermediate Care Facility

55 Residential Substance Abuse Facility

56 Psychiatric Residential Treatment Center

61 Comprehensive Inpatient Rehabilitation Facility
62 Comprehensive Outpatient Rehabilitation Facility
65 End Stage Renal Treatment Facility

71 State or Local Public Health Clinic

72 Rural Health Clinic (RHC)

81 Independent Lab

99 Other Unlisted Facility

Type of Service - Defaults to 1 for CMS Services

Procedure Codes

Enter the five-digit code that describes the procedure performed on the date of
service. The code will be a CPT-4 (Level I), HCPCS (Level II) or State-Specific
(Level III) code.

If service provided requires a modifier, enter up to three modifiers in the spaces
provided after the procedure code. If more than three modifiers apply, enter Modifier
99 first.

Two lines on the CMS-1500 cannot be billed with same information. One line will
deny as a duplicate.

Procedure code and diagnosis code must match.
Diagnosis Code

Enter the diagnosis code reference numbers from locator 21 (maximum 4). Only
specific reference numbers (1, 2, 3, 4) will be accepted.

Charges

Enter the total charges for the procedure code billed on each line.

Days or Units

Enter the number of times the procedure for which you are billing was performed.

For general anesthesia, show the elapsed time in units in Item 24G. Each 15 minutes
equals one unit. Base units are programmed in the system and are not to be entered on
the claim form. Do NOT bill in minutes.

EPSDT/Family Planning for Providers Participating in EPSDT and Family
Planning Programs Only

Valid values include:

Spaces = not applicable

1 = Full screen, with referral

2 = Full screen, no referral

3 = Partial screen, with referral
4 = Partial screen, no referral

5 = Family planning, physician
6 = Family planning, mid-level
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7 = Family planning, nurse
Item 24J. Coordination of Benefits (COB)

Indicate whether or not the member has other health coverage. Enter "1" if no other
insurance; enter “2" if Medicare; enter "3" if there is any other health insurance.

Item 24K. Reserve for Local Use

Indicate any amounts paid toward these charges by other insurance, or member. If
other insurance, attach “Explanation of Benefits” if (1) insurance denied the claim or
(2) the insurance company billed is not listed on the medical card or is not the same
as the one listed.

Item 25. Federal Tax I.D. Number
Enter Federal Tax [.D. Number.
Item 26. Member’s Account Number

Enter your member account number. Alpha and numeric characters may be used
(maximum of 20). It is especially useful in locating files if the case number is
incorrect, not on file, all zero numbers, etc. This information will appear on the
remittance voucher. If using member's name: Last name first.

Item 27. Accept Assignment

Billing Medicaid indicates acceptance of assignment. (In order for Medicaid to pay
the co-insurance and/or deductible owed, assignment must be accepted for Medicare
members.)

Item 28. Total Charge
Enter total charge for the claim.
Item 29. Amount Paid
Enter total amount paid by other insurance.
Item 30. Balance Due
Not required for Medicaid.
Item 31. Signature of Physician or Supplier

Signature of person authorized to certify this claim. By signing the BMS Provider
Enrollment Agreement (included in the Enrollment/Re-enrollment Packet) you have
certified all information listed on a claim for reimbursement from Medicaid is true,
accurate, and complete. Therefore, you may endorse your claim with a computer-
generated, manual, or stamped signature.

Item 32. Name and Address of Facility Where Services Were Rendered

Enter the name and address of the facility, if a member was in an institutional setting
(i.e., hospital, nursing home, etc.).

Item 33. Physician or Supplier Name, Address, Zip Code, Provider Number and Phone
Number

Enter name, address, and Medicaid 10 digit provider number.

GRP # (Group Number)

Enter the 10 digit Medicaid group pay to provider number, if applicable.
STATUS CODES

A Active code: These are covered services for which payment is made using Medicaid's
physician fee schedule. Services with “relative value units” covered by Medicaid have an "A"
status.
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Bundled code: Payment for covered services is bundled into payment for other unspecified
services. Separate payment for the provision of these services is never made.

Carrier-priced procedure code: Medicaid will establish the “relative value units” services
considered unlisted CPT procedure codes, CPT codes that end in "99", and for services for
which CMS has not established “relative value units”, typically low-volume services. The
"C" is also used to indicate services typically covered by Medicaid, but for which there are no
“relative value units” in Medicaid's database.

Bundled and non-incident services: there are two instances in which no fee schedule payment
is made for a covered service, but instead payment for the particular service is bundled into
the payment for another covered service. The first instance occurs when a service is
considered as incident to a physician service and is furnished on the same date of service,
such as the provision of an elastic bandage. Payment for the service is considered bundled
into the second service’s payment. The second instance occurs when a service is not
considered “incident” to a physician service, such as the provision of colostomy supplies. In
this latter case, payment for the service is made under other provisions.

Injections and other minor services: There services are only paid if there are no other services
payable and billed on the same date by the same provider. Services the same provider bills on
the same date are bundled into the service for which separate payment is made.

Global Surgery Indicators

The WV Medicaid Program adopted Medicare's pre-operative and post-operative global surgical
package windows for surgeries. During these global surgery periods, payment for office visits
associated with the surgical procedure will not be made. The Global Indicator Variable indicates the
post-operative period.

CODE
MMM

XXX
YYY
777
90

10
0

EXPLANATION

Global surgery period does not apply; maternity code
Global surgery period concept does not apply

Global surgery period determined by carrier

Code falls within global surgery period for another service

Global surgery period includes day before, day of, and 90 days after surgical
procedure.

Global surgery period includes day of and 10 days after surgery
Global surgery period includes day of procedure only.

Payment Policy Indicators

Multiple Surgeries

A "Y" indicates these services may be billed as multiple procedures.

Bilateral Surgery

A "Y" indicates these services may be billed as bilateral procedures. When billing Modifier 50, use
"1" in "Days or Units", Block 24G.

Assistant at Surgery

A "Y" indicates payment may be made for assistants at surgery, if medically necessary.

A “D” indicates payment may be made for assistant at surgery if documentation supports medical
necessity.

Co-surgeons

A "Y" indicates physicians may bill as co-surgeons for the service, with or without supporting
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documentation depending on the procedure.

A “D” indicates physicians may bill as co-surgeons with supporting documentation to be reviewed
for medical necessity.

Team Surgery

A "Y" indicates physicians may bill as team surgeons for this service, with supporting documentation
depending on the procedure.

A “D” indicates physicians may bill as team surgeons for this service with supporting documentation
to substantiate medical necessity.
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STATE OF WEST VIRGINIA
DEPARTMENT OF HEALTH AND HUMAN RESOURCES

Bureau for Medical Services
Earl Ray Tomblin Commissioner’s Office Michael J. Lewis, M.D., Ph.D.

Governor 350 Capitol Street — Room 251 Cabinet Secretary
Charleston, West Virginia 25301-3706

Telephone: (304) 558-1700 Fax: (304) 558-1451

Bureau for Medical Services
Infant and Child Oral Health Fluoride Varnish Program for Primary Care
Practitioners
Coverage Criteria

Physician fluoride varnish (FV) services are defined as preventive procedures provided
by or under the supervision of a physician. This includes caries screening, recording of
notable findings in the in the oral cavity, preventive oral health and dietary counseling,
and administration of topical fluoride varnish. Such services shall maintain a high
standard of quality and shall be within the reasonable limits of services customarily
available and provided to most persons in the community with the limitations specified
below in this document. The American Dental Association (ADA) expert panels have
reviewed evidence-based (class 1a) studies and concluded that “Fluoride varnish
applied every six months is effective in preventing caries in the primary and permanent
dentition of children and adolescents.” Please see JADA executive Summary 2006
recommendations attached.

Fluoride varnish is a thin coating of resin that is applied to the tooth surface to protect it
from decay. According to the Food & Drug Administration (FDA), fluoride varnish falls
under the category of “drugs and devices” that presents minimal risk and is subject to
the lowest level of regulation. The purpose of applying fluoride varnish is to retard,
arrest, and reverse the process of cavity formation.

Fluoride varnish is easy to apply, does not require special dental equipment or a
professional cleaning prior to application. It also requires minimal training, and is
inexpensive. Fluoride varnish dries immediately upon contact with saliva and is safe
and well tolerated by infants, young children, and individuals with special needs.

Effective January 16, 2012, the Bureau for Medical Services (BMS) will start
reimbursing primary care providers who have been certified through a face-to-face
training for fluoride varnish application offered through the West Virginia University
School of Dentistry for the application of fluoride varnish to children ages 6 months to 36
months (3 years) who are at high risk of developing dental caries. The application of
the fluoride varnish should include communication with and counseling of the child’s
caregiver, including a referral to a dentist.
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A child is considered at high risk of developing cavities if he or she:

Has had cavities in the past or has white spot lesions and stained fissures
Continues to use the bottle past one year of age or sleeps with a bottle
containing liquids other than water

Breastfeeds on demand at night

Has a developmental disability

Chronically uses high sugar oral medications

Has family members with histories of caries

Engages in prolonged or ad lib use throughout the day of a bottle or “sippy” cup
containing liquids other than water

v
v
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Who is not Covered:

v" Children with a low risk of cavity formation who consume optimally fluoridated
water or children who receive routine fluoride treatments through a dental office.

BMS recognizes the following types of primary care providers to be eligible for
payment of this service:

v Pediatricians

v' General and Family Practice Doctors

v" Nurse Practitioners

v Physician Assistants (in FQHC settings only)

Provider Eligibility to Bill for Program Services

Providers must have completed a certified training course from the WVU School of
Dentistry prior to performing and billing for these services. The WVU School of
Dentistry will provide a list of all current certifications monthly in 2011 and thereafter to
BMS and its fiscal agent in order to create a file of reimbursable providers. Information
about this course is available at www.hsc.wvu.edu/sod/oral-health.

Reimbursement for the Services

BMS allows coverage of two fluoride varnish applications per year (one every six
months). The first application must be provided and billed in conjunction with a
comprehensive well-child exam as reported under the CPT codes listed in the table
below. The second fluoride varnish application can be reimbursed during the 12-month
subsequent period, and may be billed in conjunction with the HCPCS code outlined in
the table below.

BMS will use the following codes to reimburse primary care providers for fluoride
varnish application:


http://www.hsc.wvu.edu/sod/oral-health
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Code

Description

Comments

99381-99382
99391-99392

Comprehensive well-child exam
codes for children less than 1 year
and up to age 4 (note FV coverage
under this program is only through
age 3)

Oral evaluation and counseling are
components of comprehensive well
—child exams

T1503 Administration of medication, other | Covered 2 times per year for
than oral and/or injectable by a children up to age 3; 1% application
health care agency/professional, per | must be billed in conjunction with
visit one of the comprehensive well child
exam codes listed above
Note: Use this code to bill for the
topical fluoride varnish; therapeutic
application for moderate to high
caries risk patients. By mid-2012,
updates to the BMS Fiscal Agent’s
claim processing system will allow
this code to be replaced by D1206-
Topical fluoride varnish; therapeutic
application for moderate to high
caries risk patients.
T1503-DA Use Code T1503 with modifier-DA Covered once per year in
(Oral health assessment by a conjunction with 2" fluoride varnish
licensed health professional other application; cannot be covered
than a dentist) to bill for oral when comprehensive well-child
evaluation of patient under three exam is billed on the same day and
years of age and counseling with at least 180 days after billing for the
primary caregiver. comprehensive well child-exam
Note: By mid-2012, updates to the
BMS Fiscal Agent’s claim
processing system will allow this
code to be replaced by D0145 —
Oral Evaluation for patient under
three years of age and counseling
with primary caregiver.
V20.2 Routine infant or child health check | Primary diagnosis used when billing
well-child exam
Vv82.89 Special screening for other specified | Secondary diagnosis used when
conditions billing comprehensive well-child
exam
V72.2 Dental Exam Primary diagnosis used when billing

D0145 — dental exam; cannot report
in combination with V20.2

Reimbursement will be made using the dental fee schedule effective on the date of
service. The current fee for T1503 (D1206) will be $20.00 and T1503-DA (D0145) will
be $25.00.



