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APPENDIX
A -- PERIODICITY SCHEDULE

The EPSDT physical examination screen is to be performed according to the following periodicity schedule: 

Newborn (2-3) days) By (1) month 

2-3 months 

4-5 months 

6-8 months 

9-11 months 

12-14 months 

15-17-months 

18-23 months 

24 months (or during year 2) 

3 years 

4 years 

5 years 

6-7 years 

8-9 years 

10-11 years 

12-13 years 

14-15 years 

16-17 years 

18-19 years 

20 years 

EPSDT Dental Screening Schedule

· Dental services and oral treatment begin at age 6 to 12 months and shall be repeated every 6 months or as medically indicated.  

EPSDT Vision Screening Schedule

· Vision screening shall be done on an annual basis beginning at age 3 years. 

EPSDT Hearing Screening Schedule

· Hearing screening shall be done on an annual basis beginning at age 3 years. 

Lead Screening and Treatment

· The U.S. Department of Health and Human Services (DHHS) has identified all children between the ages of 6 months to 72 months to be at risk for lead poisoning.  As a result, DHHS has mandated all children in this age range must be screened. 

· A complete lead screen consists of a verbal risk assessment and blood tests when indicated. 

Level of Screening 

· As it is not always possible to complete all components of the full medical EPSDT screen, MO HealthNet has designated the following to determine the level of screen provided (refer to the EPSDT Screening Guide): 

	Full Screens:
	Consist of the ten components on the EPSDT Screening Guide. 

	Partial Screens:
	If a child has been seeing more than 1 provider, it is possible for 2 providers to complete partial screens rather than 1 provider completing the entire screen. The providers of partial medical screening are expected to help make arrangements in obtaining all additional information. 

	Inter-periodic Screen:
	 The inter-periodic screen is any encounter with a health care professional acting within their scope of practice.


· When a participant accesses HCY services through partial or inter-periodic screens, arrangements shall be made to refer the participant for the remaining components of a full EPSDT medical screen. 

B -- SERVICE COORDINATION ASSESSMENT
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See MOHSAIC website and guide for remainder of the assessment and instructions.

C -- PERSONAL CARE/ADVANCED PERSONAL CARE ASSESSMENT TOOL
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PC/APC ASSESSMENT TOOL INSTRUCTIONS
The PC/APC Assessment Tool must be completed upon initial assessment and at least every 6 months. 

The following instructions are to be followed in order to accurately complete the Personal Care/Advanced Personal Care Assessment Tool. A check mark indicates tasks in which time is required by a PCA/APC Aide.

Participant's NAME: Enter the full name of the participant.

DCN: Enter the participant’s DCN.

DOB: Enter the participant’s date of birth.

PRINCIPAL DIAGNOSIS: Enter the primary diagnosis for which the participant/family is requesting personal care/advanced personal care services.

DATE: Enter the date the tool is being completed.

Indicate appropriate response in each category of personal care tasks (dressing, grooming, bed mobility, toileting, bathing):

· INDEPENDENT: requires no assistance, the participant is able to complete the task alone.

· ASSISTANCE REQUIRED: requires the help and/or direction of a caregiver. The participant can complete a part of the task or help to complete it, but cannot do it alone. 

· TOTAL ASSISTANCE: requires that the caregiver complete the entire task. The participant is unable to do any part of it. 

EATING: Indicate if meal preparation is required. 

AMBULATING & TRANSFERRING: Indicate if assistance is required by 1 or 2 persons and if the participant is non-ambulatory or bed bound.

HOUSEKEEPING: Indicate tasks that the PCA will be performing.

ADVANCED PERSONAL CARE TASKS INSTRUCTIONS
Indicate the need for any of the tasks in this category. Only APCs who are trained by their employer in these areas may complete these tasks. A PCA is NOT authorized to complete any of the tasks listed in this section. In addition, the APC task is authorized only for the amount of time required to complete these tasks, and not the entire duration of the shift. For example, if there is an APC task needed and it takes 30 minutes to complete and the remainder of the 8 hour shift could be completed by a PCA, then ½ APC hour and 7 ½ PCA hours shall be authorized. Monthly RN authorized visits are required.

COMMENTS: Enter any other comments.

HOURS APPROVED: Enter the number of hours authorized.

SERVICE COORDINATOR SIGNATURE: Service Coordinator signature and date.

D -- PRIVATE DUTY NURSING ASSESSMENT TOOL
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PRIVATE DUTY NURSING ASSESSMENT TOOL INSTRUCTIONS
The Community Health Nurse (CHN) Service Coordinator is responsible for completing the Private Duty Nursing Assessment tool on all HCY participants requesting Private Duty Nursing (PDN) services.  

An assessment must be completed during a face-to-face visit upon initial request and at least every 3 months thereafter.

In order to approve PDN services, the HCY participant must attain a minimum total score of 50 points.

If the Service Coordinator determines a need for PDN services in a child with less than 50 points, the Service Coordinator shall notify the Regional Coordinator (RC) and obtain approval from the HCY Program Manager.

DEMOGRAPHICS:

· Participant name 

· Participant DCN 

· Participant date of birth 

POINTS AND DATE:

· Point value to be assigned to each task 

· Enter the date of the assessment on the line directly below the word “date” 

ASSIGNMENT OF POINTS:

NURSING ASSESSMENT

· Continuous: 

Points are assigned if the participant requires nursing assessment on a continuous basis (e.g. frequent suctioning, application of PRN oxygen, etc.).

· Intermittent: 

Points are assigned if the participant requires nursing assessment at regular intervals (e.g. vital signs every 8 hours, breath sounds every 8 hours, neurological assessment every 12 hours, etc.).

NEUROLOGICAL

· Seizures 

· Observation: 

· Points are assigned if the participant requires observation for seizures that occur at least once every 3 months. 

· Intervention: 

· Points are assigned if the participant requires observation and nursing intervention for seizures that occur at least once every 3 months. 

· Pain Monitoring 

· Points are assigned if the participant frequently experiences pain and on going monitoring is required. 

RESPIRATORY

· Ventilator 

· Continuous: 

· Points are assigned for participants that require continuous ventilator support. 

· Intermittent: 

· Points are assigned for participants that require intermittent ventilator support. 

· Tracheostomy 

· Points are assigned if the participant has a tracheotomy and is not ventilator dependent. 

· Tracheostomy Care: 

· Assign points according to the appropriate frequency. 

· Additional points are assigned for cannula changes. 

· CPAP/BIPAP 

· Continuous: 

· Points are assigned for participants that require continuous CPAP/BIPAP support. 

· Intermittent: 

· Points are assigned for participants that require intermittent CPAP/BIPAP support. 

· Oxygen 

· Continuous, unstable: 

· Points are assigned if the participant is considered unstable as evidenced by: 

· use of diuretics; 

· nebulizer treatments at least every 4 hours; 

· weight is below the 25th percentile for age; 

· desaturations occur that require nursing intervention; 

· physician-ordered fluid restriction; or 

· frequent hospitalizations for respiratory problems. 

· Continuous, stable: 

· Points are assigned if the participant requires oxygen at least 12 hours per day. 

· PRN: 

· Points are assigned if the participant's respiratory condition is considered stable and the participant uses oxygen less than 12 hours per day. 

· Pulse Oximetry/Oxygen Saturations: 

· Points are assigned if oxygen saturation levels are physician ordered. 

· Apnea Monitoring: 

· Points are assigned if an apnea monitor is necessary. 

SUCTIONING

· Points are assigned for the appropriate frequency. 

· Additional points are assigned for sterile suctioning and/or nasotracheal suctioning and there is no tracheostomy. 

· Points are not assigned if the participant is able to suction him/her self. 

NG/GT FEEDINGS

· Gastrostomy Tube 

· Points are assigned when a gastrostomy tube is in place that is being utilized and requires assessment and care. 

· Nasogastric Tube 

· Points are assigned when a nasogastric tube is used for administration of feedings either on a continuous or intermittent basis. 

· Gravity /Infusion Pump 

· Points are assigned if feeding is continuous per gravity or if an infusion pump is used for continuous feeding or for bolus feeding. 

· Bolus 

· Points are assigned for the appropriate frequency. 

· It is appropriate to assign both continuous and intermittent points if feedings are given in combination. 

MEDICATION ADMINISTRATION

· Medication Administration 

· Points are assigned based on the route of administration and number of prescribed medications. 

VENOUS ACCESS

· Long Term Venous Access 

· This refers to: 

· a PICC line, 

· a Port-A-Cath, 

· a Mediport, 

· a Hickman-Broviac line, or 

· other venous access device that is accessed at least monthly. 

· Infusion Pump 

· Points are assigned if an infusion pump is used for IV administration. 

· Total Parenteral Nutrition (TPN) 

· Points are assigned if the participant receives TPN therapy. 

· IV Medication/Hydration 

· Points are assigned for the appropriate frequency and duration of the infusion. 

BOWEL/BLADDER

· Colostomy/Ostomy 

· Points are assigned if the participant requires total or partial assistance with colostomy/ostomy care. 

· Specialized Bowel Program 

· Points are assigned if the participant requires a specialized bowel routine. 

· Specialized Monitoring/I&O 

· Points are assigned if the participant requires careful monitoring of intake and output, such as with renal failure, severe dumping syndrome, or when replacement fluids are administered based on output. 

· Catheterization 

· Intermittent: 

· Points are assigned for the appropriate frequency. 

· Points are assigned if sterile technique is necessary. 

· Continuous: 

· Points are assigned when an indwelling catheter is maintained. 

· Catheter Changes 

· Points are assigned if the catheter is changed routinely. 

· Peritoneal Dialysis 

· Points are assigned if the participant receives peritoneal dialysis. 

SPECIAL TREATMENTS

· Points are assigned for tasks that require a skilled professional such as nebulizer treatments and Chest Physio-therapy, done on a regular basis. 

· Points are assigned for the appropriate frequency. 

DRESSING CHANGES

· Points are assigned for the appropriate frequency. 

· Points are assigned for sterile dressing changes. 

SKIN

· Points are assigned for Decubiti Assessment/Positioning. 

· Points are assigned if the participant has a decubitus ulcer present or is considered at high-risk for developing one. 

TEACHING

· Initial 

· Points are assigned if the parent(s)/caregiver(s) require initial teaching for a new diagnosis or new care procedures. 

· Points are assigned if the parent(s)/caregiver(s) require teaching in some aspect of the participant's care prior to their assumption of care. 

· Reinforcement 

· Points are assigned if the parent(s)/caregiver(s) need on-going support or if the care needs have frequent minor changes. 

· Points are assigned if reminders or reinforcement of the teaching is required. 

OTHER

· Points are assigned for Compromised Immune System when the physician has ordered limited or no exposure to people.  Examples would include cardiac conditions, renal conditions, cancer, etc.

· Assign points if the participant has major need(s) that are not otherwise assigned a point value. 

· The point value is assigned using professional judgment and as compared to the point values of tasks that are similar and take comparable skill and time. 

TOTAL POINTS

· Add all the points assigned. 

DIAGNOSIS

· List all applicable diagnoses. 

SERVICE COORDINATOR INITIALS

· The Service Coordinator shall enter their initials. 

SOCIAL/ENVIRONMENTAL COMPONENTS

Document the social and environmental aspects relevant to this family/participant that impact the medical necessity of the requested services. Areas that may be addressed include, but are not limited to, the following:

· The number of available caregivers in the home, 

· when, where, and if caregivers are employed or leave the home on a routine basis, 

· age, number and health condition of other household members, 

· mental and physical health of caregivers, requirement for teaching of caregivers, and 

· caregiver's willingness to provide care. 

SIGNATURE OF SERVICE COORDINATOR

· The Service Coordinator shall enter their signature and initials.  

AUTHORIZED HOURS

· Enter the number of authorized PDN hours for the current assessment. 

DISTRIBUTION:

· Original retained in the participant’s legal record.
E -- CC-1 ENROLLEMENT FORM
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I -- RIGHTS AND RESPONSIBILITIES
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J -- PRIOR AUTHORIZATION FORM
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PRIOR AUTHORIZATION INSTRUCTIONS
SECTION I- GENERAL INFORMATION
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LOCATOR 2.   
NAME (LAST, FIRST, MI) (REQUIRED) The recipient’s last name, first, middle initial as it appears on the MO HealthNet Identification Card.

LOCATOR 3.
DATE OF BIRTH (REQUIRED) List the recipient’s date of birth.

LOCATOR 4.
ADDRESS (STREET, CITY, STATE, ZIP CODE) (REQUIRED)The current street address, city, state, and zip code of the recipient.

LOCATER 5.
MO HEALTHNET NUMBER (REQUIRED) The recipient’s 8 digit MO HealthNet number on their identification card.  If the recipient is a newborn the mother’s number is not a valid number.  The PA form can be approved by BSHCN, but until the MO HealthNet number for the newborn is available the PA form cannot be mailed to GTE Data Services.  (BSHCN will hold the PA until the MO HealthNet number is available).

LOCATOR 6.
PROGNOSIS (REQUIRED) Recipient’s prognosis must relate to expected outcome of treatment requested.

LOCATOR 7.
DIAGNOSIS CODE (REQUIRED) The numeric ICD-9-CM diagnosis code(s) from the ICD-9 Diagnosis Code manual.  If there is more than 1 diagnosis, the primary code appropriate to the services being requested should be used first.

LOCATOR 8.
DIAGNOSIS DESCRIPTION (REQUIRED) 

The description of the diagnosis appropriate for the services 

requested.  If there is more than 1 diagnosis, all descriptions appropriate to the services being requested. 

LOCATOR 9.
Name and Address of the Facility where services are to be rendered if other than Home or Office.

SECTION II.  HCY (EPSDT) SERVICE REQUEST

HCY screening information is NOT REQUIRED, but when available the section should be completed by the service provider, HCY Facilitator, or CHN Service Coordinator if known.
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LOCATOR 10.
DATE OF HCY SCREEN – (NOT REQUIRED) 

The date the screen was completed.

LOCATOR 11.
SCREENING – (NOT REQUIRED) Indicate whether the screening performed was FULL, INTER-PERIODIC, OR PARTIAL.  A Full screen is one that includes all components of the full service.  Refer to Missouri MO HealthNet Manual, Section 9.   A partial screen is one or more of the Components of the full screen.  An inter-periodic screen is any encounter with a health care professional acting within his/her scope of practice.

LOCATOR 12.
TYPE OF PARTIAL HCY SCREEN – (NOT REQUIRED)  

Name the type of partial HCY (EPSDT) Screen that was performed. (i.e., vision, haring, etc.)

LOCATOR 13.  
SCREENING PROVIDER NAME – (NOT REQUIRED)  The full name of the service provider performing the EPSDT screening.

LOCATOR 14.
PROVIDER NUMBER – (NOT REQUIRED) The MO HealthNet provider number of the provider (if known) who performed the screening, if the provider is a MO HealthNet provider.  If not a MO HealthNet enrolled provider enter “non-participating”).

LOCATOR 15.
TELEPHONE NUMBER – (NOT REQUIRED) Enter the screening provider’s telephone number including the area code.

SECTION III.  SERVICE INFORMATION
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LOCATOR 17.
PROCEDURE CODE – (REQUIRED) The procedure code(s)for the services being requested.  This code should correspond with type of service and program (provider type).

LOCATOR 18.
MODIFIERS – (REQUIRED) List Modifiers here.  Two letters per box (i.e.  EP, NU, TF).

LOCATOR 19.
FROM – (REQUIRED)  The date that services will begin if authorization is approved (mm/dd/yy format).

LOCATOR 20.
THROUGH – (REQUIRED)  The date that services will terminate if authorization is approved (mm/dd/yy format)

LOCATOR 21.
DESCRIPTION OF SERVICE/ITEM – (REQUIRED)


A specific description of the service/item.

LOCATOR 22.
QUANTITY OR UNITS – (REQUIRED) List the quantity or number of units being requested.  These must be the total units for the time period requested.  This is the number of units by procedure code. 


If the exact hourly/daily schedule is not available units are calculated using the formula: # of days in the month divided by seven multiplied by the number of authorized hours/week multiplied by four. 
LOCATOR 23
MOUNT TO BE CHARGED – (NOT REQUIRED)  


To bill for service – enter usual and customary charges on the billing form

LOCATOR 24.
DETAILED EXPLANATION OF MEDICAL NECESSITY FOR SERVICES/EQUIPMENT/ PROCEDURE/PROSTHESIS.  A complete explanation of the medical necessity of the service is not mandatory if documented on attachments.
SECTION IV - PROVIDER (REQUIRED)
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LOCATOR 25.
PROVIDER NAME (REQUIRED) The provider’s complete name.  



The provider’s MO HealthNet provider label may be used.  Please 



also include the telephone number of the provider.

LOCATOR 26.
ADDRESS (REQUIRED) If a MO HealthNet Provider label is not




used, the complete mailing address should be entered in this field.

LOCATOR 27.
MO HEALTHNET PROVIDER IDENTIFIER (NPI) (REQUIRED) If a 


MO HealthNet provider label is not used, enter the provider’s MO 



HealthNet identification number. If provider identifier also has a 



taxonomy number, enter that number.

LOCATOR 28.  
SIGNATURE (REQUIRED) The authorized signature of the service 



provider representative.  If the PA is written by a SHCN staff 




member, no provider signature is required.




DATE (REQUIRED) Date the authorized signature was given.

SECTION V.  PRESCRIBING PHYSICIAN

The SHCN recommends the name, address, and telephone number of the prescribing physician be written in by the service provider.  Physician signature is not mandatory on this form.  SHCN encourages that the attached medical necessity documents (home health certification and plan of care or plan of treatment) include the signature of the service provider and the prescribing physician/practitioner.  It is the responsibility of the service provider to have a signed order from the prescribing physician/practitioner before billing for approved services.  This section is not required for case management services only.  
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LOCATOR 29.
NAME (REQUIRED)  The name of the prescribing physician/practitioner.  

LOCATOR 30.
TELEPHONE (REQUIRED)  The prescribing  physician/practitioner’s office phone number including area code.
LOCATOR 31.
ADDRESS (REQUIRED)  The prescribing physician/practitioner’s office address. 

LOCATOR 32.
DATE DISABILITY BEGAN (NOT REQUIRED) 


The date the disability began.

LOCATOR 33.
PERIOD OF MEDICAL NEED IN MONTHS (NOT REQUIRED) The number of months the requested service is medically necessary.

LOCATER 34.
SIGNATURE OF PRESCRIBING PHYSICIAN/PRACTITIONER (NOT REQUIRED).  


The signature of the prescribing physician/practitioner.    For PCA/APC & ARN it is suggested that TO or VO per entered here if you have not received signed physician orders yet.

DATE
(NOT REQUIRED)  The date the prescribing physician / practitioner gave the order.  

K -- CONFIRMATION OF VERBAL AUTHORIZATION
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L -- EXPECTATIONS FOR IN-HOME SERVICES
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M -- PRIVATE DUTY NURSING ACCEPTANCE FORM
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Private duty nursing services are a benefit for MO HealthNet participants (ages 0-20) who have a medical problem that
requires individual and/or continuous care that exceeds the family's ability to independently care for the child

The purpose of the Private Duty Nursing program is to provide quality, safe, cost-effcient skilled nursing care when the
participant requires a minimum of four (4) hours of skilled nursing care per day. Skilled nursing care is prescribed care that
can only be provided by a licensed RN or LPN. It is medically necessary care to treat or ameliorate a medical condition
identified as a result of a Healthy Children and Youth (HCY) screening

Missouri Department of Health and Senior Services (DHSS), Bureau of Special Health Care Needs (BSHCN's) professional
staff will prior aLthorize the medically necessary number of hours of private duty nursing per day. BSHCN's service
coordinators will conduct home visits at least every three months to determine the need for cortinued services and the
appropriate number of hours to be provided. BSHCN's service coordinators may consult with the physician and provider
agency regarding approval of the treatment plan hours

Private duty nursing is only provided to individuals in homes where there is a primary caregiver who is able to assist in the
care of the patient. Only those hours that are required to educate the caregiver in the medically necessary care of the
patient or to provide the needed care to stabilize/maintain the patient's condition will be authorized. Private duty nursing
providers must document the date and time of all services furnished

IMPORTANT NOTE: Private duty nursing services which are not covered include the following

when it is determined that at least four (4) hours of skilled care per day is not medically necessary;

2. services not prescribed by a physician;

3. observational care or monitoring medical conditions that do not require medically necessary intervention by
skilled nursing personnel;

4. services that were not prescribed to treat or ameliorate a condition identified as a result of a HCY screening;

5. custodial, sitter and respite services:

6. services after the participant is admitted to a hospital or a nursing facilty:

7. services after the participant is not longer eligible for MO HealthNet; or

8. services for participant age 21 or over.

By signing this form, the primary caregiver acknowledges discussion and receipt of information from the DHSS service
coordinator abouit the MO HealthNet Private Duty Nursing Program, including the program limitations

PARENTICAREGIVER DATE

SERVICE COORDINATOR (DHSS) DATE
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The Private Duty Nursing Acceptance Form is an informational document that defines PDN, the role of the BSHCN, the responsibility of the parent/caregiver, and the circumstances in which PDN services are not covered. 

This form is to be signed upon initiation of services and annually by the responsible party of the child who is to receive PDN services to acknowledge receipt of information and discussion regarding the requirements of the PDN program. 

The PDN Acceptance Form must be completed, along with the PDN Assessment, by the 10th working day after approval/denial of the request for PDN services.  The Regional Coordinator and the HCY Program Manager may grant exceptions to this requirement.  

N -- CHANGE PRIOR AUTHORIZATION
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Screen Print taken from GTE Verizon

Write relevant information on bottom of print-out:

· Changed Prior Authorization Request _________________________




 _

_______________
Area Office Address





 ___

_____________   Area Office City, State, Zip

· Signature and Date of Service Coordinator 

O -- HOME VISIT TEMPLATE

Arrival/ Departure Time: 

Persons Providing Information & Attending Home Visit:
Age:  

    DOB:  

Major Diagnosis: 

History: 

Family/Social/Living Environment: 

Current Status & Significant Change: 

Current Services Authorized and provider:

PDN:




Providers & Phone:
PCA:




Provider & Phone:

APCA:




Provider & Phone:

 LTSN:




Provider & Phone:

Nursing and/or Personal Care Needs:  
PDN Assessment Score: _______      PCA Assessment: _______


Plan/Needs/Concerns/Issues:  

Changes in Services Authorized & Provider Choice if applicable:

PDN:




Provider & Phone: 

PCA:




Provider & Phone:

APC:




Provider & Phone:

LTSN:




Provider & Phone:

Current Therapies/Programs:  

Emergency Plan & Caregiver Backup Discussed:  

Date of forms:     
_____  CC-1




_____  Authorization for Disclosure/HIPAA
_____  Privacy Policies Acknowledgement Form

 _____  Rights & Responsibilities Acknowledgement 
_____  PDN Acceptance Form
_____  Other: _______________
Service Coordination Assessment (SCA) date:

Provider List given to parent/guardian, date: 

School Attending, County:

Follow Up/ Referrals needed/requested:

Customer Service / Concerns:

Date of next visit: 
INSTRUCTIONS FOR COMPLETING HOME VISIT TEMPLATE
Copy/paste template into Word, complete sections, save to folder, copy/paste into BSHCN Information System (MOHSAIC), save.
Age
Participant Age
DOB:
Participant Date of Birth
Arrival/ Departure:
(Arrival Time / Departure Time)
Persons Providing Information & Attending Home Visit:
(Name & role of persons attending)
Major Diagnosis:
(All significant diagnosis)
History:
(History, update as needed)
Family/Social/Living Environment:
(Describe Family & Social and Living Environments)
Current Status & Significant Change:
(Current Status & any changes from previous visit.)
Current Services Authorized and provider:

PDN:
(Services Authorized at time of this visit / NA)
Provider:
(Providers & phone # / NA)
PCA:
(Services Authorized at time of this visit / NA)
Provider:
(Providers & phone # / NA)
APC:
(Services Authorized at time of this visit / NA)
Provider:
(Providers & phone # / NA)
LTSN:
(Services Authorized at time of this visit / NA)
Provider:
(Providers & phone # / NA)
Nursing/Personal Care Needs:  (state: yes, no, or not applicable; do not leave Y/N/NA)
PDN Assessment Score: Y/N/NA
PCA Assessment: Y/N/NA
PDW LOC Score: Y/N/NA
Describe Nursing and/or Personal care needs)
Plan/Needs/Concerns/Issues:
(Explain ie. continue in-home services, increase/decrease services, need new w/c, moving in with grandparents, parents divorcing, sibling in hospital, unable to pay electric bill, parent unhappy with agency, whatever)
Services Authorized & Provider Choice (if changed from above):

PDN:
(state authorized change or same as above or NA)
Provider:
(Providers & phone # / NA)
PCA:
(state authorized change or same as above or NA)
Provider:
(Providers & phone # / NA)
APC:
(state authorized change or same as above or NA)
Provider:
(Providers & phone # / NA)
LTSN:(state authorized change or same as above or NA)
Provider:
(Providers & phone # / NA)
Current Therapy/Programs:
(Type of Tx, Provider and location)
Emergency Plan & Caregiver Backup Discussed:
(Describe emergency and backup plans and any written materials provided to family.)
Forms:
 FORMCHECKBOX 
 CC-1
 FORMCHECKBOX 
 HIPAA
 FORMCHECKBOX 
 Acknowledgement Form
 FORMCHECKBOX 
 Rights & Responsibilities
 FORMCHECKBOX 
 PDN Acceptance Form
 FORMCHECKBOX 
 Client Choice Statement
 FORMCHECKBOX 
 Other: text
Service Coordination Assessment (SCA)
(Date of last completed assessment)
Provider List given to parent/guardian:
(Date provided)
Follow Up/ Referrals:
(any follow-ups needed for this visit / any referrals made)
School:
(Public / Private / State School: Name of school and county)
Customer Service / Concerns:
(Is the guardian/parent satisfied with services.  Are there any concerns?)
Date of next visit:
(month/year)
P -- PRIOR AUTHORIZATION TEMPLATES

Facilitator - HCY PA Processed as follows:

· Type of PA: procedure code
· Dates of Service: "from" & "through" dates



· Units:  total number of units-may breakdown by month
· Date PA received or generated:  date the PA is received by SC or written
· 485 or Physician Certification, Physician orders received: date 485 or physician orders received from provider  

· POC Certification Dates: dates on 485 

· Provider:   agency name
· Provider #: agency provider number
· ME Code: ME Code, effective date, lock-in information
· Duplication: check for duplication of services
· Documents reviewed and forwarded to Service Coordinator
Service Coordinator - PA Processed as follows:

· Type of PA: Procedure Code and PDN, PCA, APC, etc.
· Dates of Service: Service dates on PA



· Units:  Total units of service, may break down by month is desired  

· Date PA received or generated: Date the PA is received by the SC or written  

· Provider:  Home health agency or in-home provider
· Documents reviewed, approved, service plan entered and forwarded to HCY Facilitator 
Q -- APPEAL HEARING TIP SHEET

This is meant to provide a basic guide about appeal hearings.  It includes how to prepare, the process, items to be submitted as exhibits, how the hearing is conducted and what to expect.

Preparation

· Preparation begins on the first contact you have with a client.  Information you give will be remembered.  DOCUMENTATION is your defense.  Document every conversation and every visit, remember to document facts, not opinions (except your professional opinion regarding services).

· When you assess the need to decrease or change services, make the WHOLE change.  Do not attempt to “wean” the services away.  EXAMPLE:  A client is getting 20 hours a day of PDN and you assess that they only need 4 hours a day now.   Make the cut to 4 hours a day, don’t tell them we are going to reduce them to 10 a day for 3 months then another assessment will be done.  Authorize what you believe to be medically necessary only.

· Appeal hearings are based only the authorization being appealed.  If you do an assessment in January and the family appeals, the appeal decision only applies to that authorization period.  When you do an assessment in March, if it is different from the January assessment it could be appealed too.  If you do not make any changes in March there is nothing to appeal.

Process

· When the service coordinator makes a change in services, a “right to appeal” letter is sent to the family.  This applies to ANY change, even if the family agrees with it.

· SHCN and/or the HCY/PDW Program Manager will be notified when a family appeals a decision we have made. 

· The family will receive a letter from the MO HealthNet Division telling them when the appeal is and where they need to attend.  The family usually attends at the DFS office in their county or nearest to them.  

· The HCY/PDW Program Manager, the Service Coordinator and a representative from DSS/MO HealthNet Division will attend together in Jefferson City at DSS/MO HealthNet Division, the hearing officer and family will attend by conference call.

· The hearing is typically conducted by conference call but the family can request a face-to-face hearing.  If they do request a face-to-face hearing, it will be held at the DFS office nearest to the family.  The Hearing Officer, the Service Coordinator, and the HCY/PDW Program Manager will be with them.  A representative from DSS/MO HealthNet Division will attend by conference call.  

· SHCN will be asked to submit exhibits that defend the decisions it made.  Items to include are:

· Missouri MO HealthNet Bulletin Vol. 23, No.1, July 14, 2000

· The PDN or PCA assessment tool with the guideline

· The Private Duty Nursing Acceptance form with the guideline

· The HCY monitoring log with the guideline (optional)

· Progress notes that support the decision, screen printed from MOHSAIC

· In addition to the above documents, DSS/MO HealthNet Division will provide the letter that notifies the client of appeal rights, their response to that letter and the rules for the HCY program.

The Hearing

· The Hearing officer will place a call everyone that is to participate

· Everything is recorded

· The Hearing officer will read a statement

· Everyone present for the hearing (by phone or in person) will be sworn in by the Hearing Officer

· The Hearing Officer will ask DSS/MO HealthNet Division to present their exhibits

· The Service Coordinator and others present from SHCN will be asked to present our exhibits

· As you present an exhibit explain what it is and point out what you want reviewed

· Keep your explanations as short as possible but do not omit important information for the sake of time

· The family will be asked to present their exhibits

· Everyone will be given an opportunity to make comments and ask questions

· Everyone will be given an opportunity to make a closing statement

The hearing will be closed

SHCN will be notified of the decision by DSS/MO HealthNet Division.

R -- TRANSITION PLAN

TRANSITION PLAN
PARTICIPANT NAME:      

  

  

 
MEETING DATE:      

  

  

, 2008 
PARTICIPANT DCN:       

  

  

  
LOCATION:      

  

  

  
	DOMAIN
	TRANSITION ACTION
	PERSON(S) RESPONSIBLE
	EXPECTED COMPLETION DATE
	ACTUAL COMPLETION DATE

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Transition Meeting Participants

     

  
     

  

NAME/RELATIONSHIP/AGENCY                               

NAME/RELATIONSHIP/AGENCY
     

  

     

  

NAME/RELATIONSHIP/AGENCY                                                                NAME/RELATIONSHIP/AGENCY
     

  

     

  
     

NAME/RELATIONSHIP/AGENCY                                                                NAME/RELATIONSHIP/AGENCY

S -- PDW REFERRAL SCREENING TOOL
[image: image47.emf] 

 

T -- CONFIDENTIAL EVENT REPORT FORM
BSHCN CONFIDENTIAL EVENT REPORT FORM

DATE COMPLETED:      

COMPLETED BY:     
PROGRAM:




REGIONAL OFFICE: 

DATE OF EVENT:     



COMPLAINT, CONCERN, UNUSUAL EVENT:

SUMMARY OF EVENT:     
ACTION TAKEN:      
RECOMMENDATIONS:      
FOLLOW UP REQUIRED: 
INVESTIGATOR:      
SUMMARY OF INVESTIGATION:      
ACTION PLAN:      
DATE RESOLVED:      
RESOLUTION:      
SIGNATURE: ______________________________                DATE: ____________
U -- INTERPRETER SERVICES
[image: image48.emf]
[image: image49.emf]
INSTRUCTIONS FOR STATE AGENCIES FOR

OVER THE TELEPHONE FOREIGN LANGUAGE INTERPRETATION

[image: image50.emf]
V -- PROCEDURE CODES
	HOME HEALTH PROGRAM SERVICES

	PROVIDER TYPE
	
	PROCEDURE

CODE
	Modifier
	DESCRIPTION

	58

58
	
	G0154

G0156
	EP

EP
	Skilled Nurse Visit - a unit is equal to 1 visit. The length of the visit may vary from 15 minutes up to 3 hours. A child may receive up to 4 intermittent visits in a day, if the service does not require continuous skilled care.  

Home Health Aide, unit per visit (2 per day)




MO HealthNet states approval can be made for up to 180 days or 6 months. 

	PERSONAL CARE PROGRAM SERVICES

	PROVIDER TYPE
	
	PROCEDURE CODE
	Modifier
	DESCRIPTION
	RATE

	26
	
	T1019
	EP
	Personal Care Aide, (1) 15 min unit 
	 updated annually

	26
	
	T1001
	EP
	Authorized RN Visit, unit per visit
	 updated annually

	26
	
	T1019
	TF EP
	Advanced Personal Care Aide,  (1) 15 min unit 
	 updated annually


MO HealthNet states approval can be made for up to 180 days or 6 months. Use a separate line for each month. 

	PRIVATE DUTY NURSING PROGRAM

	PROVIDER TYPE
	
	PROCEDURE CODE
	DESCRIPTION
	RATE

	94
	
	T1000
	Private Duty Nursing,  (1) 15 min unit 
	 updated annually

	
	
	
	
	


MO HealthNet states approval can be made for up to 90 days or 3 months.  Private Duty Nursing should be at least 4 consecutive hours of medically necessary continuous skilled care per day. 

	THESE HOME CARE SERVICES 
DO NOT REQUIRE PRIOR AUTHORIZATION:

	PROCEDURE CODE
	MODIFIER
	
	DESCRIPTION
	RATE

	T1001
	EP
	
	Skilled Nursing (2 per year) * 
	updated annually

	97001
	EP
	
	PT Evaluation Visit (2 per year)
	updated annually

	G0151
	EP
	
	PT Treatment Visit (1 per day/5 per week) 
	updated annually

	97003
	EP
	
	OT Evaluation Visit (2 per year)  
	updated annually

	G0152
	EP
	 
	OT Treatment Visit (1 per day/5 per week)  
	updated annually

	92506
	EP
	
	ST Evaluation Visit (2 per year)
	updated annually

	G0153
	EP
	
	ST Treatment Visit (1 per day/5 per week)  
	updated annually

	A4000-A7509
	N/A
	
	Supplies up to $300 per month  
	updated annually

	T1001
	TD EP
	 
	RN Evaluation visit for Personal Care Aide services (2 per rolling year)  
	 updated annually


Two evaluation visits per recipient, per agency, per rolling year do not need prior approval. (A rolling year is recipient specific - if the first date of service is 4/15/98, then 2 evaluation visits could be billed between 4/15/98 and 4/14/99, by 1 provider.) 

HCY Therapy services provided at Hospital Outpatient Departments, Rehabilitation Centers, and Individual Therapy Providers no longer require Prior Authorization. Those are providers holding provider numbers beginning with 01, 46, 47, 48, and 57. 

	HCY CASE MANAGEMENT PROGRAM

	PROVIDER TYPE
	
	PROCEDURE CODE
	DESCRIPTION
	RATE

	18, 20, 24, 50, 51, 54, 55
	
	T1016 EP
	Case Management - Child calendar month with initial visit
	 updated annually

	18, 20, 24, 50, 51, 54, 55
	
	T1016 EP TS
	Case Management - Child subsequent calendar months 
	 updated annually

	
	
	
	
	


MO HealthNet states initial calendar month approval up to 31 days or 1 month and subsequent calendar months approval up to 180 days or 6 months. 

W – HCY PROVIDER  MONITORING LOG

[image: image51.emf]COMPLETION OF THE HCY PROVIDER MONITORING LOG
NAME OF PROVIDER:
Name of agency.

FOR MONTH/YEAR:  Month and year this log pertains to.

PROVIDER’S SIGNATURE:  Signature of person completing this form.

DATE SIGNED:  Date from was completed and signed.

NAME OF SERVICE COORDINATOR:  Leave blank (Completed by BSHCN).

DATE SIGNED:  Leave blank (Completed by BSHCN).
RECIPIENT’S NAME:  Name of HCY Private Duty Nursing recipient(s) receiving services during this calendar month.

 RECIPIENT’S DCN:  MO HealthNet number for each of the HCY recipients receiving Private Duty Nursing services during this calendar month.

 AUTHORIZED UNITS:  Amount of Private Duty Nursing units authorized by BSHCN for this calendar month per recipient.

DELIVERED UNITS:  Amount of Private Duty Nursing units actually delivered per recipient for this calendar month. 

COMMENTS:  This space is provided so the provider agency may be able to explain any discrepancies between the authorized and delivered units or document other relevant information.

 MONTHLY GRAND TOTAL:  Total authorized units for this calendar month and the total delivered units for this calendar month for all recipients listed. 

LETTERS

A -- SNV REFERRAL LETTER

Date
Name
Address
City State Zip
RE:      Participant Name
DCN:   DCN
DOB:   DOB
Dear Name:

You are receiving this letter because your doctor has requested your child receive services of a nurse in your home to either administer medication or to monitor your child’s progress.  You will be, or may have been, contacted directly by a nurse from a home health agency.  You may choose any home health agency that is a provider for MO HealthNet.

The nursing visit(s) your child will receive are made available to you through the Healthy Children and Youth Program.  The Healthy Children and Youth (HCY) Program is managed by the Missouri Department of Health and Senior Services, Bureau of Special Health Care Needs (SHCN) and the Missouri Department of Social Services, MO HealthNet Division.  SHCN manages HCY, as well as several other programs that provide funding for specialized medical care, related services, and service coordination.  All services are authorized according to medical necessity.  SHCN must prior authorize these visits for MO HealthNet to pay for them.  In order to authorize these services appropriately, we need your permission to discuss your child’s medical care with the agency you have chosen.

You will find several documents enclosed with this letter:  

· The Missouri Department of Health and Senior Services Notice of Privacy Policies and an acknowledgement form verifying that you have been provided a copy of the form and where to obtain any revisions to this notice.  

· The Rights and Responsibilities statement and an acknowledgement form verifying you have been given a copy the statement. 

· The Authorization for Disclosure of Consumer Medical/Health Information Form, allowing SHCN to release medical information regarding your child’s condition to only those agencies listed on the form.  

Please review all three forms, sign, date, and return them in the enclosed envelope.

Also enclosed is a brochure that identifies services currently available through SHCN.  If you would like more information or an application, please call the number below.  Your participation in the SHCN program will not affect your eligibility for any other state or federally funded program (Social Security Income, MO HealthNet, etc.)

If you have any questions, please call me at Phone Number or 800-451-0669.  Thank you.

Sincerely,

SC Name, RN                                                           

Service Coordinator                                                   

Special Health Care Needs                                                                              
B -- DENIAL/REDUCTION/CHANGE LETTER

 (Delete bullets/statements that do not apply.)
DATE
PARTICANT/RESPONSIBLE PARTY
STREET ADDRESS
CITY STATE ZIP
REGARDING:
PARTICIPANT NAME
DATE OF BIRTH:
PARTICIPANT DATE OF BIRTH
DCN:
PARTICIPANT DCN
Dear PARTICIPANT/RESPONSIBLE PARTY,

The Healthy Children and Youth (HCY) Program is managed by the Missouri Department of Health and Senior Services, Bureau of Special Health Care Needs and the Missouri Department of Social Services, MO HealthNet Division.  All services are authorized according to medical necessity. 

PARTICIPANT 1ST NAME has been determined ineligible to receive SERVICE due to:

· Lack of medical eligibility.

· MO HealthNet status.

· Not following program requirements, responding to contact attempts by the Service Coordinator, or attending home visits as scheduled.

· Moving out of state.

· Not receiving the services previously authorized.

Based on the assessment completed on DATE, PARTICIPANT 1ST NAME has

· Had the services of SERVICE reduced from CURRENT HOURS AUTH. hours per week to NEW HOURS AUTH. hours per week. 

· Had the services changed from SERVICE to SERVICE.
The change in services will be effective DATE.  Should there be a change in PARTICIPANT 1ST NAME’s condition, you may request a new assessment by contacting the Bureau of Special Health Care Needs.

You have the right to appeal this decision.  You may request an appeal hearing within ninety (90) days of the date of this letter.  If you wish to request an appeal hearing, you may do so in writing or by phone.  Contact:

MO HealthNet Division

Participant Services Unit

P.O. Box 6500

Jefferson City, MO 65101-6500

1-800-392-2161

You will be notified of the time and place of the hearing.  If you request the hearing within ten (10) days of this written notice, you may request services to continue at the current level until the Hearing Officer makes a decision.  If the change in services is determined to be correct, the state has the right to take back the payment of any services you asked to be continued.

If you have any questions concerning this notice, please contact me at PHONE.

Sincerely,

SERVICE COORDINATOR 

Registered Nurse, Service Coordinator

Bureau of Special Health Care Needs

STREET ADDRESS
CITY STATE ZIP
CKB/tr

c:
participant file


Pamela Copeland, RN, Program Manager


J. Goff, RN, MO HealthNet Division

A. Hoelscher, MO HealthNet Division

C -- SERVICE DECLINE LETTER

DATE
PARTICIPANT/RESPONSIBLE PARTY
STREET ADDRESS
CITY STATE ZIP
REGARDING:
PARTICIPANT NAME
DATE OF BIRTH:
PARTICIPANT DATE OF BIRTH
DCN:
PARTICIPANT DCN
Dear PARTICIPANT/RESPONSIBLE PARTY,

The Healthy Children and Youth (HCY) Program is managed by the Missouri Department of Health and Senior Services, Bureau of Special Health Care Needs (SHCN) and the Missouri Department of Social Services, MO HealthNet Division.  All services are authorized according to medical necessity. 

Based on the assessment completed on DATE, PARTICIPANT 1ST NAME has been determined to be eligible to receive SERVICE.  You have chosen to decline these services at this time.  

If you are interested in receiving services in the future, please contact SHCN at 1-800-451-0669.

Sincerely,

SERVICE COORDINATOR
Registered Nurse, Service Coordinator

Bureau of Special Health Care Needs

STREET ADDRESS
CITY STATE ZIP
PC/tr

c:
participant file


Pamela Copeland, RN, Program Manager


A. Hoelscher, MO HealthNet Division

Revised 2/20/09

D -- TERMINATION OF HCY SERVICES LETTER

DATE
PARTICIPANT/RESPONSIBLE PARTY
STREET ADDRESS
CITY STATE ZIP
REGARDING:
PARTICIPANT NAME
DATE OF BIRTH:
PARTICIPANT DATE OF BIRTH
DCN:
PARTICIANT DCN
Dear PARTICIPANT/RESPONSIBLE PARTY,

The Healthy Children and Youth (HCY) Program is managed by the Missouri Department of Health and Senior Services, Bureau of Special Health Care Needs and the Missouri Department of Social Services, MO HealthNet Division.  All services are authorized according to medical necessity.   

Eligibility for the Healthy Children and Youth Program ends when a participant turns 21 years of age.  Therefore, PARTICIPANTS 1ST NAME will be removed from the program on DATE.

If you have any questions concerning this notice, please contact me at PHONE.

Sincerely,

SERVICE COORDINATOR 

Registered Nurse, Service Coordinator

Bureau of Special Health Care Needs

STREET ADDRESS
CITY STATE ZIP
PC/tr

c:
participant file


Pamela Copeland, RN, Program Manager


A. Hoelscher, MO HealthNet Division

Revised 2/20/09

E -- UNABLE TO CONTACT FAMILY LETTER  (For Active Participants)
 DATE    
 NAME    
 ADDRESS    
 CITY/STATE/ZIP    
Dear
The Bureau of Special Health Care Needs has been unable to contact you to arrange a home visit in order to continue your services through the Healthy Children and Youth Program.  If you wish to continue participating in the Healthy Children and Youth Program, please contact your Service Coordinator,      , within ten days to schedule an appointment.

If you do not contact  SERVICE COORDINATOR NAME    , your services will end on  DATE         .  If your services end and you want them to be resumed, you can contact  SERVICE COORDINATOR NAME    to be re-evaluated for eligibility.

Sincerely,

     
c: Participant file

    Agency providing services     
F -- UNABLE TO CONTACT FAMILY LETTER  (For New Referrals)
 DATE    
 NAME    
 ADDRESS    
 CITY/STATE/ZIP    
Dear
The Bureau of Special Health Care Needs has been unable to contact you to arrange a home visit for a discussion of services through the Health Children and Youth Program.  If you wish to discuss the Healthy Children and Youth Program, please contact your Service Coordinator,  SERVICE COORDINATOR NAME    , within ten days to schedule an appointment.  If we do not hear from you we will assume you are not interested in our program at this time.

Feel free to contact the Bureau of Special Health Care Needs at 1-800-451-0669 should you decide to have your child evaluated for eligibility for the Health Children and Youth Program.

Sincerely,

 SERVICE COORDINATOR NAME    
 SERVICE COORDINATOR ADDRESS  
 SERVICE COORDINATOR LOCAL AND TOLL FREE PHONE NUMBERS    
G -- HCY EMERGENCY HV STATUS LETTER

(DATE)

(RECIPIENT/FAMILY NAME)

(STREET ADDRESS)

(CITY, STATE, ZIP)

REGARDING:
(PARTICIPANT NAME)

DATE OF BIRTH:
(PARTICIPANT DATE OF BIRTH)

DCN:
(PARTICIPANT DEPARTMENT CLIENT NUMBER)

(SALUTATION)

It is time to renew the home care services your child receives through the Healthy Children and Youth program/MO HealthNet).

Usually, I make a visit to your home before I approve the continuation of services.  I will renew your services without the home visit at this time since I have not heard of any problems or concerns that you have.  If you have some concerns or changes that you want to discuss, please call me as soon as possible at 1-800-451-0669.

If I do not hear from you within ten (10) days of the date of this letter, I will renew your child's (PRIVATE DUTY NURSING/PERSONAL CARE AIDE/ADVANCED PERSONAL CARE AIDE) services for  FORMDROPDOWN 
 hours per (WEEK/MONTH) from (PA FROM DATE) to (PA THROUGH DATE)
If you have any questions about this letter or your child's services please call me.

Sincerely,

(SERVICE COORDINATOR NAME)

(TITLE)

Special Health Care Needs

(AO STREET ADDRESS)

(CITY, STATE, ZIP)

SC/ss

Enclosure(s)

c:
participant file

H -- ADDITIONAL INFORMATION REQUEST LETTER

Date

(Home Health Agency)



RE:
(Participant Name)

(Address)




DCN:
(Department Client Number)

(City, State, Zip)



DOB:
(Participant’s Date of Birth)

Dear Provider:

The attached Prior Authorization Request form could not be processed for the following reason(s):

GENERAL INFORMATION SECTION I

 FORMCHECKBOX 
  Required information is not present.  Complete the indicated field(s) and resubmit.

      This information is required on all prior authorization requests.

SERVICE INFORMATION SECTION III

 FORMCHECKBOX 
  Required information is not present.  Complete the indicated field(s) and resubmit. This

      information is required on all prior authorization requests.  The Units are to be the total of

      what is to be provided in the “from and through” service dates.  Be sure that the Plan of

      Care is complete and attached documentation of Medical Necessity.

PROVIDER REQUESTING PRIOR AUTHORIZATION SECTION IV

 FORMCHECKBOX 
  Required information is not present.  Complete the indicated field(s) and resubmit.  MO HealthNet Provider label should be used when possible.  

PRESCRIBING/PERFORMING PRACTITIONER SECTION V

 FORMCHECKBOX 
  Required information is not present.  Complete the indicated field(s) and resubmit.  Section

      V  may be signed in lieu of a written prescription or referral by the physician.

 FORMCHECKBOX 
 OTHER 
If you have any questions or require further information, please contact  Special 

Health Care Needs at (Phone Number).  Please return the information to:

(HCY Facilitator)

(Title)

Special Health Care Needs

(AO Address)

(City, State, Zip)

XXX/xxx
I -- HOME VISIT LETTER

(DATE)

(PARTICIPANT/FAMILY NAME)

(STREET ADDRESS)

(CITY, STATE, ZIP)

REGARDING:
(PARTICIPANT NAME)

DATE OF BIRTH:
(PARTICIPANT DATE OF BIRTH)

DCN:
(PARTICIPANT DEPARTMENT CLIENT NUMBER)

(SALUTATION) 

I plan to be in your area on (DATE) and would like to meet you for a brief visit at (LOCATION) at (TIME) on that date.

If this time is not convenient or you need to reschedule for any reason, please call me at (PHONE NUMBER) or send a note to (OFFICE ADDRESS).  I am looking forward to seeing you.

Sincerely,

(SERVICE COORDINATOR NAME)

(TITLE)

Special Health Care Needs

(AO STREET ADDRESS)

(CITY, STATE, ZIP)

SC/ss

Enclosure(s)

c:
participant file

176.06                     176.06
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