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Introduction
This manual contains policy and procedures related to Comprehensive Community Support (CCS) rehabilitation services, hereinafter referred to as CCS services, provided to children and youth in the custody of the Missouri Department of Social Services (DSS) Children’s Division (CD) or children and youth receiving adoption or guardianship subsidy assistance. CD identifies children who qualify for these services and provides final approval and authorization of these placements for children in foster care.
[bookmark: _Hlk225434745]CCS services are covered for participants who have behavioral conditions that require rehabilitative services in a CD-licensed residential facility, a Qualified Residential Treatment Program (QRTP) as set forth in 13 CSR 35-71.150, a treatment foster home, or for those who are being discharged from these treatment levels and require CCS services to maintain treatment outcomes in a less restrictive environment. 
CCS rehabilitation providers are paid a per diem rate based upon level of treatment needs. MO HealthNet Division (MHD) is responsible for authorizing MO HealthNet coverage for CCS services for Fee-For-Service (FFS) covered children and youth. The specialty Managed Care health plan, Show Me Healthy Kids (SMHK), is responsible for authorizing MO HealthNet coverage for CCS services for SMHK members.  
[bookmark: _top][bookmark: _SECTION_13—BENEFITS_AND][bookmark: _Toc225241547][bookmark: _Toc225922002][bookmark: _Toc225926652]Section 1: Benefits and Limitations
[bookmark: _Toc225241548][bookmark: _Toc225922003][bookmark: _Toc225926653]1.1 Service Coverage
[bookmark: _Toc225922004][bookmark: _Toc225926654]Managed Care Coverage
Children and youth in Category of Aid (COA) 4 are automatically assigned to the specialty Managed Care health plan, Show Me Healthy Kids (SMHK). For COA 4 individuals, SMHK is responsible for coverage of Comprehensive Community Support (CCS) rehabilitative services. 
COA 4 applies to the following populations:
Children in the care and custody of the Department of Social Services (DSS) Children’s Division (CD) or the DSS Division of Youth Services (DYS)
Persons under age 26, who were in foster care on their eighteenth birthday and:
Were covered by MO HealthNet, and who meet eligibility criteria
Were covered by Medicaid from another state, but are not eligible for MO HealthNet coverage under another mandatory coverage group
Children who receive adoption or legal guardianship subsidy assistance
[bookmark: _Toc225922005][bookmark: _Toc225926655]Fee-For-Service Coverage
For children and youth who have opted out of Managed Care, CCS services are covered through MO HealthNet on a Fee-For-Service (FFS) basis.  
Participants who are eligible for the MO HealthNet Managed Care Program may voluntarily dis-enroll, or opt out, from the Managed Care Program, or choose not to enroll in the Managed Care Program if they meet at least one (1) of the following guidelines:
Under age 18, disabled, and eligible for Supplemental Security Income (SSI) under Title XVI of the Social Security Act (hereinafter the “Act”) 
Children with special healthcare needs as described in Section 501(a)(1)(D) of the Act
Under age 18, disabled, requires institutional level of care, care may be provided outside of institution under certain conditions as described in Section 1902 (e)(3) of the Act
[bookmark: _Toc225241549][bookmark: _Toc225922006][bookmark: _Toc225926656]1.2 Participant Eligibility
CCS services are covered only for participants with the following Medicaid Eligibility (ME) codes: 
	ME Code
	Description

	07
	Foster Care – Title IV-E

	08
	Child Welfare Services – Foster Care (State Funded)

	36
	Adoption Subsidy – Federal Financial Participation (FFP)

	37
	Title XIX – Homeless, Dependent, Neglected (HDN)

	38
	Independent Foster Care Children ages 18 to 26

	56
	Adoption Subsidy – Title IV-E

	57
	Child Welfare Services – Foster Care – Adoption Subsidy (State Funded)

	66
	Foster Care – HDN – Health Initiative Fund (HIF)

	5A
	Adoption Sub-Guardianship Institution for Mental Diseases (IMD)

	5C
	Adoption/Guardianship Subsidy Non-IV-E & IMD (Non-Waiver) (State-Only Funded)

	0F
	Foster Care – IMD Placement (State Funded)

	0H
	Foster Care Non-IV-E & IMD (Non-Waiver) (State-Only Funded)


Refer to the General Sections Manual for more information on ME codes. The participant must be eligible on the date the service is furnished. Prior to performing services, the provider shall ascertain whether a participant is covered by SMHK or FFS. Providers must verify participant eligibility in accordance with the methodology outlined in the General Sections Manual. 
[bookmark: _Toc225922007][bookmark: _Toc225926657]Patient Non-Liability
MO HealthNet covered services rendered to an eligible patient are not billable to the patient if MHD would have paid had the provider followed the proper policies and procedures for obtaining payment through the MO HealthNet Program as set forth in 13 CSR 70-4.030. 
[bookmark: _Toc225241550][bookmark: _Toc225922008][bookmark: _Toc225926658]1.3 Provider Participation Requirements
The following CCS providers are eligible to enroll with MHD for residential treatment:
CD-licensed residential facility that meets the requirements in 13 CSR 35-71 but does not have a QRTP designation issued by CD
Licensed and accredited residential treatment program that has met all program requirements in accordance with 13 CSR 35.71.150 for designation as a QRTP. All QRTP programs shall utilize a trauma-informed model, have access to a registered nurse (RN) 24 hours per day, seven (7) days per week, involve family members in the treatment process, and provide six (6) months of post discharge services. 
The following CCS providers are eligible to enroll with MHD to provide treatment foster care (TFC):
A child placing agency that meets CD licensure requirements at 13 CSR 35-73 and is contracted with CD to develop, support, and oversee TFC homes and services  
To provide CCS services to eligible MHD participants, the above providers must satisfy the following requirements: 
Hold a valid license from CD as either residential facility or child placing agency
Have a contract with CD to develop, support, and oversee TFC homes and services, if applicable
Be enrolled as a MO HealthNet provider with DSS Missouri Medicaid Audit and Compliance (MMAC) 
[bookmark: _Hlk215041703]Facilities employing practitioners providing MO HealthNet covered services not included in a CCS per diem (e.g., counseling/psychotherapy) must be enrolled in MMAC and credentialed with SMHK if serving Managed Care members. Refer to the sections in this manual on covered services for more information.
Refer to the General Sections Manual for additional information on provider conditions of participation. To enroll as a MO HealthNet provider, refer to MMAC Provider Enrollment or contact MMAC at  MMAC.ProviderEnrollment@dss.mo.gov, (573) 751-3399, or toll-free at (833) 818-1183.
[bookmark: _1.4_Adequate_Documentation][bookmark: _Toc225241551][bookmark: _Toc225922009][bookmark: _Toc225926659]1.4 Adequate Documentation 
Enrolled MO HealthNet providers are required to keep any records necessary to disclose the extent of services the provider furnishes to participants, and upon request, furnish to MHD any information regarding payments claimed by the provider for furnishing services under the plan.
All services provided must be adequately documented in the medical record. The requirement to document services and to release records to representatives of DSS or the U.S. Department of Health and Human Services (DHHS) is stated in 13 CSR 70-3. 
13 CSR 70-3.030(2)(A) defines adequate documentation and adequate medical records as follows: 
Adequate documentation means documentation from which services rendered, and the amount of reimbursement received by a provider can be readily discerned and verified with reasonable certainty
Adequate medical records are records which are of the type and in a form from which symptoms, conditions, diagnosis, treatments, prognosis, and the identity of the patient to which these things relate can be readily discerned and verified with reasonable certainty. All documentation must be made available at the same site at which the service was rendered. 
An adequate and complete patient record is a record which is legible, which is made contemporaneously with the delivery of the service, which addresses the patient/client specifics, which include, at a minimum, individualized statements that support the assessment or treatment encounter, and shall include documentation of the following information: 
First name, last name, and either middle initial or date of birth of the MO HealthNet participant 
An accurate, complete, and legible description of each service(s) provided
Name, title, and signature of the MO HealthNet enrolled provider delivering the service. Inpatient hospital services must have signed and dated physician or psychologist orders within the patient’s medical record for the admission and for services billed to MHD. For patients registered on hospital records as outpatient, the patient’s medical record must contain signed and dated physician orders for services billed to MHD. Services provided by an individual under the direction or supervision are not reimbursed by MHD. Services provided by a person not enrolled with MO HealthNet are not reimbursed by MHD.
The name of the referring entity, when applicable 
The date of service (month/day/year) 
For those MO HealthNet programs and services that are reimbursed according to the amount of time spent in delivering or rendering a service(s) (except for services identified by the American Medical Association (AMA) Current Procedural Terminology (CPT) procedure codes 99291-99292 and targeted case management (TCM) services administered through the Department of Mental Health (DMH) and as specified under 13 CSR 70-91.010(4)(A) the actual begin and end time taken to deliver the service (for example, 4:00 p.m. to 4:30 p.m.) must be documented 
The setting in which the service was rendered 
The plan of treatment, evaluation(s), test(s), findings, results, and prescription(s) as necessary. Where a hospital acts as an independent laboratory or independent radiology service for persons considered by the hospital as ‘non-hospital’ patients, the hospital must have a written request or requisition slip ordering the tests or procedures. 
The need for the service(s) in relationship to the MO HealthNet participant's treatment plan 
The MO HealthNet participant's progress toward the goals stated in the treatment plan (progress notes) 
[bookmark: _Toc225922010][bookmark: _Toc225926660]Timeliness of Documentation
For documentation to be considered timely, services must be documented in the medical record at the time the service was performed or within five (5) business days of the time the service was provided. This is in accordance with the definition of ‘contemporaneous’ in 13 CSR 70-3.030(2)(D). 
Electronic signatures are accepted. Stamped signatures are not acceptable. 
All documentation must be legible and written and submitted in English. 
[bookmark: _Toc225922011][bookmark: _Toc225926661]Retention of Records
MO HealthNet providers must retain for six (6) years, from the date of service, fiscal and medical records that coincide with and fully document services billed to MHD and must furnish or make the records available for inspection or audit by DSS or its representative upon request. Failure to furnish, reveal, and retain adequate documentation for services billed to MHD may result in recovery of the payments for those services not adequately documented and may result in sanctions to the provider’s participation in the MO HealthNet Program. This policy continues to apply in the event of the provider’s discontinuance as an actively participating MO HealthNet provider through change of ownership or any other circumstance. 
[bookmark: _1.5_Residential_Comprehensive][bookmark: _Toc225241552][bookmark: _Toc225922012][bookmark: _Toc225926662]1.5 Residential Comprehensive Community Support Rehabilitative Services
The goal of CD is to keep children safely at home with their family when possible. However, if a child requires a higher level of support and would benefit from a non-family like setting, the Family First Prevention Services Act (FFPSA) puts additional restrictions and higher accountability to ensure the placement is temporary/short-term, focusing on the youth’s specific needs, utilizing evidence-based services, and providing plans for after discharge to help the youth successfully return to their family and community. More specifically, FFPSA requires that a QRTP:
Has a trauma-informed treatment model that is designed to address the needs, including clinical needs as appropriate, of children with serious emotional or behavioral disorders or disturbances and, with respect to a child, is able to implement the treatment identified for the child by the required 30-day assessment of the appropriateness of the QRTP placement 
To the extent appropriate, and in accordance with the child’s best interests, facilitates participation of family members in the child’s treatment program 
Facilitates outreach to the family members of the child, including siblings, documents how the outreach is made (including contact information), and maintains contact information for any known biological family and fictive kin of the child
Documents how family members are integrated into the treatment process for the child, including post-discharge, and how sibling connections are maintained
Provides discharge planning and family-based aftercare support for at least six (6) months post-discharge
According to the CD Child Welfare Manual, Section 2.3.5-Mandatory Placement Continuation Approval Process, the CD Director or designee’s written approval is required for the continued placement in residential treatment settings that extend beyond the timeframes below:
When a child, not yet age 13, has been in a residential treatment facility for six (6) months (consecutive or non-consecutive)
When a child aged 13 or older has been in a residential treatment facility for 12 consecutive months or 18 non-consecutive months of the placement
As stated in Section 2.3.5-Mandatory Placement Continuation Approval Process, the approval process must be repeated every three (3) months for a child aged 12 or younger, and every six (6) months for a child aged 13 or older as long as the child remains in a residential treatment facility. 
[bookmark: _Levels_of_Residential][bookmark: _Toc225922013][bookmark: _Toc225926663]Residential Treatment Referral Process
Admission to residential treatment requires both of the following:
A Level Of Care (LOC) Specialist or contracted foster care case management (FCCM) designee determines placement in a family foster home is not appropriate and submits a residential referral to the Residential Care Screening Team (RCST) Coordinator for review
An independent assessor recommends residential treatment
[bookmark: _Toc225922014][bookmark: _Toc225926664]Levels of Residential Services
There are four (4) levels of residential CCS services that may be provided in QRTPs and other CD licensed residential facilities. The intensity of services varies across the four (4) levels. The tier level is based on the individual’s needs and is prior authorized to establish medical necessity and ensure the appropriate level of care to meet the individual’s needs. In addition, CCS aftercare services are provided following discharge from a residential facility to ensure a smooth transition to a family setting. 
The four (4) levels of residential CCS services begin at Level 2 and are described below.
Moderate Need (Level 2)   
Moderate Need (Level 2) is an extended placement resource for children requiring a planned program of treatment services affording safety, structure, and oversight as outlined by the Basic Residential Treatment for Children and Youth Core Requirements (13 CSR 35-71.130). 
This level is indicated for children who by reason of a behavioral disorder, maladaptive behaviors, family situation, relationship problems with family, and level of development are unable to accept traditional family ties and/or successfully participate in traditional family settings. 
Residential treatment facilities should provide reunification services and work with the family, schools, and other community-based services as a part of therapeutic services provided. Family interaction is encouraged and supported throughout the youth’s treatment to promote continuity of care, strengthen family bonds, and support long-term stability. 
[bookmark: _Hlk208491673]Level 2 requires a minimum of one (1) hour of individual, group, or family counseling session be provided to each child at least one (1) time a week with other sessions available as needed.
Severe Need (Level 3) 
Severe Need (Level 3) is an extended placement resource for children requiring active coordinated and professional intervention on a residential basis as outlined by the Specialized Standards for Residential Treatment for Children and Youth (13 CSR 35-71.130). 
This level is indicated for children who cannot be effectively managed in a less restrictive setting. These children have significant emotional and psychiatric needs and have demonstrated continued difficulty adjusting to open public school settings. Family interaction is encouraged and supported throughout the youth’s treatment to promote continuity of care, strengthen family bonds, and support long-term stability. 
Level 3 requires a minimum of one (1) hour of individual, group, or family counseling session be provided to each child at least one (1) time a week with other sessions available as needed. 
Intensive Need (Level 4) 
[bookmark: _Hlk194324628]Intensive Need (Level 4) is an extended placement resource for children requiring active coordinated and professional intervention in a highly structured and secure environment as outlined by the Specialized Standards for Intensive Residential Treatment for Children and Youth (13 CSR 35-71.140). 
This level is indicated for children who have demonstrated the inability to function in a less restrictive setting. These children have observed significant emotional and psychiatric need. These children also: 
Are unable to function consistently in an open, public school setting
Present a chronic runaway risk
Typically present a history of impulsivity, intensity of behavioral problems, significance of family issues, self-destructive, and other maladaptive behaviors 
Family interaction is encouraged and supported throughout the youth’s treatment to promote continuity of care, strengthen family bonds, and support long-term stability. 
Level 4 requires a minimum of one (1) hour of individual, group, or family counseling sessions be provided to each child at least two (2) times a week with other sessions available as needed.
Above Level 4 
Above Level 4 is utilized when additional individualized services and programming are required that are beyond the Intensive Need, Level 4 level of care, for the individual child. Such services and programming are short term and include supervision, supports, and/or interventions that exceed intensive residential treatment as described in 13 CSR 35-71.140. 
In the event a child requires additional supportive services and programming beyond Level 4, the residential treatment provider shall provide detailed, child-specific documentation in writing explaining the clinical necessity for such services and programming to SMHK or MHD for authorizations for such services, based on enrollment. 
Family interaction is encouraged and supported throughout the youth’s treatment to promote continuity of care, strengthen family bonds, and support long-term stability. 
Above Level 4 requires a minimum of one (1) hour of individual, group, or family counseling sessions be provided to each child at least two (2) times a week with other sessions available as needed. 
[bookmark: _Toc225922015][bookmark: _Toc225926665]Services Included in Per Diem Rate
Prior authorization (PA) is required for all levels of residential treatment. Refer to Section 1.9 for information on PA. 
[bookmark: _Hlk225235786]Residential treatment is comprised of the following rehabilitative services, which are included in the per diem rates: 
Intake, assessment, and evaluation and treatment planning to include psychosocial/clinical assessment to evaluate the child’s presenting conditions and determine the rehabilitative treatment plans and services to be provided including their frequency and duration, short, and long-term goals
Community support services to prevent the need for long-term residential placement and to expedite and increase the youth’s inclusion into the family and the family’s inclusion in the community. Services actively engage the family or caregiver in the treatment process while the youth is in residential care and assist the family or caregiver in resuming full-time care for the child outside of the residential setting. Services provided within the community may include the following: 
Home living and community skills
Communication 
Socialization 
Arranging appropriate services and resources in the community to support the child and family to prevent the recurrence of out of home placement
Counseling for substance use disorders (if not billable directly to MHD; refer to the Behavioral Health Provider Manual for more information).
24 Hour Crisis Intervention and Stabilization to include immediate services available to the client or family to ameliorate emotional trauma precipitated by a specific event. Providing a coordinated emergency mental health response to be immediately accessible for all persons who may be experiencing a psychiatric crisis and in need of immediate assistance.
Planned, structured, and supervised programs provided in a group setting to help individuals improve social interaction skills, self-esteem, interpersonal relationships, and acquire skills, interest, and knowledge for vocational, educational, and community adjustment to maintain an individual in the community either as an alternative to out of home care or following out of home care
School Based Behavioral Support Services not included in an IEP to provide youth opportunities to attend and have an educational program and the supports available appropriate to the child's needs. Supports provided should be identified in the rehabilitative treatment plan and be specific to the rehabilitation goal.
Refer to Section 3 in this manual for procedure codes and modifiers.
[bookmark: _Toc225922016][bookmark: _Toc225926666]Services Not Included in Per Diem Rate
Medicaid covered services not included in the CCS per diem rates (e.g., individual psychotherapy, family therapy, and group therapy) must be billed separately to SMHK or MHD. Practitioners of Medicaid covered services must be enrolled as a MO HealthNet provider. The practitioner provider must also be credentialed with SMHK if providing services to Managed Care members. 
To enroll as a MO HealthNet provider, refer to MMAC Provider Enrollment or contact MMAC at  MMAC.ProviderEnrollment@dss.mo.gov, (573) 751-3399, or toll-free at (833) 818-1183.
[bookmark: _Toc225922017][bookmark: _Toc225926667]Discharge from Residential Services
Residential providers must comply with the following requirements in accordance with 13 CSR 35-71.060 when discharging a child:
The child, the child’s parent(s) or legal guardian, and CD or FCCM case manager must be involved in planning for a non-emergency discharge 
The child may be released only to the parent(s) or legal guardian unless there is a court-authorized independent living arrangement
If a child is discharged because they are a danger to themselves or others, they must be accompanied by the staff to the parent(s) or legal guardian’s custody or an appropriate placement resource
The date and circumstances of the child’s discharge must be documented in their record. The signature, address, and relationship of the adult to whom the child is discharged must be included in the documentation.
Except in emergency situations, the provider must give at least 30 days’ written notice to the parent(s), guardian, or legal custodian before discharging a child from care
The discharge plan must be tied to permanency goals related to family reunification, termination of parental rights and adoption, placement with a fit and willing relative, legal guardian, or another planned permanent living arrangement
Discharge Summary
When a child is discharged, the residential provider must complete a written discharge summary within 30 days of the date of discharge. This summary is to be included in the child’s record and should include the following:
A summary of services provided during care
A summary of growth and accomplishments during care
Reason for discharge
An identified aftercare plan which shall include cooperative efforts with the parent(s) or legal guardian to support the child’s transition from placement into the family or community
Refer to Section 1.4 in this manual for more information on adequate documentation. 
[bookmark: _1.6_Residential_Aftercare][bookmark: _Toc225241553][bookmark: _Toc225922018][bookmark: _Toc225926668]1.6 Residential Aftercare 
[bookmark: _Hlk195513878]Aftercare services should support the care of the child’s placement in a family home setting and should place an emphasis on family empowerment, self-sufficiency, and creating a safety net and supportive community for the family. The overarching goal is to reduce or eliminate the child’s involvement with the juvenile justice and child welfare systems. The aftercare provider’s interventions and treatment approaches must incorporate the following principles: 
Family focused: Assessment, planning, and treatment shall focus upon the family system rather than any individual within the family. Aftercare providers must make good faith attempts to engage the child’s family in the assessment and planning process and provide services that meet their unique service needs. This includes siblings, biological parents, adoptive parents, foster parents, caretakers, legal guardians, or other adults who play a significant role and will continue to do so.
Culturally sensitive and culturally competent: The aftercare provider’s interventions shall recognize the diversity of family life and be directed toward strengthening the family within the context of the culture and values of the community where the family resides.
Provide a team approach that utilizes the residential-based staff and resources in addition to home-based staff, community, and extended family resources. The provider’s interventions shall involve all appropriate FST members, including those individuals identified by the family.
[bookmark: _Toc225922019][bookmark: _Toc225926669]Aftercare Services
Aftercare services include off campus services provided in the home and/or community of the youth's caretaker(s) or guardian(s) to facilitate the youth's transition from residential care and ensure a safe and stable home environment. These services are to enhance the family/caretaker's capabilities and to modify the home environment or behavior so that the youth can remain in the household safely at optimum functionality.
Family-based aftercare services are provided for at least six (6) months post-discharge upon placement of the child into an allowable community-based setting. These are intensive support services provided to eligible children and their families. Aftercare providers are expected to have a thorough understanding of the following and to utilize these frameworks when providing aftercare services to families:
Trauma informed care 
Family systems theory and interventions
Crisis theory and interventions
Communication skills
Parent education and coaching techniques
They are required to provide crisis intervention and support in times of family crisis, 24 hours per day, seven (7) days per week, including all holidays. 
PA is not required for the first six (6) months residential aftercare but is required beyond the initial six (6) month period. Refer to Section 1.9 in this manual for more information on PA.
Refer to Section 3 in this manual for procedure codes and modifiers.
[bookmark: _Toc225922020][bookmark: _Toc225926670]Services Included in the Per Diem Rate
Aftercare services following residential treatment include the following: 
Assessment, monitoring, and ongoing management of a medication regimen
Therapeutic, clinical treatment services which target trauma recovery and are not covered separately through SMHK or MHD
Monitoring and evaluating day-to-day activities that assist with the reduction of the disability and restoration of the child’s functional level
Services designed to expedite and increase the child’s inclusion into the family and community
Supportive services to provide the child opportunities to attend and have an educational program
Services intended to foster a safe and stable home environment
[bookmark: _Toc225922021][bookmark: _Toc225926671]Frequency of Visits
The provider shall visit the child in their placement in-person every week for the first 30 calendar days, then at a minimum of once every two (2) weeks for the duration of aftercare services. However, greater frequency of visits may be required based on the child’s needs and capacities of the caregiver. 
Each visit should be for no less than 30 minutes, and the provider is expected to increase the frequency of in-person contact and services during times of crisis when the child may be at greater risk of placement disruption and as otherwise required by the child’s individual needs or the needs of the child’s family placement.
[bookmark: _Toc225922022][bookmark: _Toc225926672]Aftercare Services Plan
The aftercare provider, in collaboration with the Family Support Team (FST), must create a detailed plan 30 calendar days prior to discharge. This detailed plan should include the child’s current treatment plan, discharge plan, and any services that could provide encouragement and support for the child’s personal adjustment in the placement, school, community, as well as the child’s primary family relationships. 
The detailed plan, including the discharge date and any revisions, must be submitted via email to the RCST and the child’s CD or FCCM case manager prior to aftercare services beginning. The aftercare provider should provide DSS a monthly summary of the progress of the child and their family within 15 calendar days following the month of service. 
The monthly summary should include, at a minimum:
A summary describing the services provided to the child during the reporting period, to include:
Behaviors and/or challenges
Summary of any crisis contacts made during the reporting period
Crisis relief services used (if applicable)
New issues and/or case goals
All visits/contacts with the child and caregiver(s). The provider shall document all visits, including the date and duration of the visits, and include information on the child’s adjustment, development, and response to services. 
A summary of the child’s educational progress during the reporting period
All face-to-face meeting(s) which were or were not provided in accordance with the child’s treatment plan (including, but not limited to, error, staffing limitations, etc.) shall be disclosed to the child’s CD or FCCM case manager in writing. 
Any child’s or family’s refusal to participate in aftercare
Requests to extend beyond the six (6) months may be authorized for up to 30 days at a time. The provider must contact SMHK or MHD, depending on the coverage of the child, to request continued authorization of aftercare. For SMHK, the provider should complete the Benefits Exceptions Request Form and fax it to (833) 924-2511. For MHD, the provider should complete the Prior Authorization Request form and fax it to (573) 659-0207. 
Aftercare services may be performed by the residential agency or a subcontractor of the agency. Only the agency providing aftercare services should bill for these services. Any subcontracting agreements shall be in writing and provided to CD upon request. Refer to Section 2 in this manual for more information on billing. 
[bookmark: _1.7_Treatment_Foster][bookmark: _Toc225241554][bookmark: _Toc225922023][bookmark: _Toc225926673]1.7 Treatment Foster Care 
[bookmark: _Toc225922024][bookmark: _Toc225926674]Treatment Foster Care Referral Process
A referral for a youth’s admission to Treatment Foster Care (TFC) may be determined based on one (1) of the following factors: 
LOC Specialist or contracted FCCM designee recommends TFC services and provided the child’s case manager with the completed LOC staffing determination form
RCST recommends TFC as part of the youth’s discharge plan 
A clinician, such as a primary care physician or psychologist, who has examined or evaluated the youth, recommends TFC services 
Admission to TFC requires that the participant be medically stable. The overall documentation in the referral packet must establish that the participant’s needs cannot be met in a traditional foster home and requires more intensive services.
TFC is a living situation consisting of highly intensive individual treatment for one (1) or two (2) children living in a TFC trained family foster home setting and community environment. TFC is a specialized program for children with significant emotional or behavioral needs, who, with additional resources, can remain in a family setting and achieve positive growth and development. CD contracts with agencies to develop and oversee treatment foster homes and provide TFC.  
The two levels of TFC are described below.
[bookmark: _Toc225922025][bookmark: _Toc225926675]Level 1 Treatment Foster Care
Level 1 TFC/Relative TFC is individualized therapeutic intervention for youth with significant medical, developmental, emotional, or behavioral needs who require a higher level of care, clinical support, and case coordination.
[bookmark: _Toc225922026][bookmark: _Toc225926676]Level 2 Treatment Foster Care 
Level 2 TFC/Relative TFC is a level of treatment foster care for youth whose needs and/or behaviors are so persistent and severe that they require the coordination of multiple services and interventions, including therapeutic and community-based services for the youth who could not otherwise be served in a community setting without that intensive level of individualized intervention. 
[bookmark: _Toc225922027][bookmark: _Toc225926677]Relative Treatment Foster Care Services
PA is required for TFC. Refer to Section 1.9 in this manual for more information on PA.
Relative TFC is a specialized TFC service that allows the TFC eligible youth to remain or be placed in a relative home setting with the addition of individualized training, support, and resources provided by the TFC agency. Relative TFC parents are provided flexibilities that allow the placement of the TFC youth with a relative caregiver prior to the completion of the required trainings and licensing as is permitted in traditional relative foster care homes. The TFC agency is responsible for providing and coordinating the required specialized trainings, services, and resources to assist the relative family in gaining the skills and meeting the youth’s individualized therapeutic and rehabilitative needs.
Refer to Section 3 in this manual for procedure codes and modifiers.
[bookmark: _Toc225922028][bookmark: _Toc225926678]Treatment Foster Care Services
PA is required for TFC. Refer to Section 1.9 in this manual for more information on PA.
TFC programs provide services to youth with severe behavioral disorders, psychiatric diagnoses, delinquency, and symptoms of complex trauma. TFC exists to serve children and youth whose special needs are severe enough that in the absence of such programs, they would be at risk of placement into restrictive settings such as hospitals, psychiatric centers, juvenile justice facilities, or residential treatment programs.
Individualized treatment refers to the coordinated provision of services and use of procedures designed to produce a planned outcome in a person’s behavior, attitude, or general condition based on a thorough assessment of possible contributing factors. Because treatment is individualized, each child, youth, and family receive flexible services over time to meet their changing needs. Treatment typically involves teaching adaptive, prosocial skills, and responses that equip young people and their families with the means to deal effectively with the unique conditions or individual circumstances that have created the need for treatment. 
The contracted agency trains and supports TFC parents to implement key elements of treatment in the context of the family and community life while promoting the goals of permanency planning for youth in their care.
Each therapeutic treatment foster home and child is assigned a TFC Worker with the primary responsibility for the development of treatment plans. The TFC Worker also provides support and consultation to the TFC foster parents, to families of children in care, to children enrolled in the TFC program, and to other treatment team members. The TFC Specialist coordinates activities to ensure children and families receive needed services according to their treatment plan. The TFC Worker provides at least weekly consultation to the TFC home and in-person contact every two (2) weeks or more frequently when indicated.
TFC is comprised of the following rehabilitative services, which are included in the per diem rates:
Case Management: Activities specified in the treatment plan, which are aimed at linking the child to necessary medical, mental health, educational, vocational, social, and support services.
Crisis Intervention: Crisis intervention and support must be provided for all TFC homes with placement 24 hours a day, seven (7) days per week, including all holidays. The phone number, email address, or other means of communication to access this crisis intervention and support must be shared with the TFC parent(s), youth’s case manager, and LOC Specialist/contracted FCCM designee within 24 hours after the youth’s placement in the home.
Mentoring: Mentoring and coaching to the child’s family or another permanency resource.
Relative TFC: Relative TFC parents must be provided with the option of increased in-person or virtual visits to meet the individual needs and supports of guidance and coaching from the TFC Specialist to fulfill the responsibilities of a TFC provider.
Supportive Services for the Child: Support services must be provided to each child, utilizing a combination of community support services and family rehabilitative services. Services must be provided to encourage and support the child’s adjustment in the TFC home, school, community, and the child’s primary family relationships. These services must express the goals and objectives of the child’s treatment plan. Supporting services include planned psychosocial interventions that promote increased individual and family self-sufficiency and positive empowerment of the child along with promoting eventual transition from TFC to family reunification, other family permanency placement, or independent living.
Support and Technical Assistance for the TFC Parent: Regular, ongoing support and technical assistance must be provided to the TFC parent(s) in the implementation of the treatment plan and other TFC responsibilities.
Fundamental components of technical assistance: In-home treatment strategies, including proactive goal setting and planning, and the provision of ongoing child and family-specific skills training and problem solving in the home during home visits.
Other types of support and supervision: Emotional support and relationship building, the sharing of information and general training to enhance the caregiver’s parenting knowledge and skill development, professional development and assessment of the child’s progress, observation and assessment of family interactions and stress, and assessment of safety issues.
Refer to Section 3 in this manual for procedure codes and modifiers.
[bookmark: _1.8_Transition_Treatment][bookmark: _Toc225241555][bookmark: _Toc225922029][bookmark: _Toc225926679]1.8 Transition Treatment Foster Care
Transition TFC is a similar service to residential aftercare in that it involves coaching, training, and support provided to a less intensive home setting to help the child or youth make a successful transition from treatment TFC to a less restrictive home. 
PA is not required for the first six (6) months of Transition TFC but is required beyond the initial six (6) month period. Refer to Section 1.9 in this manual for more information on PA. 
Refer to Section 3 in this manual for procedure codes and modifiers.
[bookmark: _1.9_Prior_Authorization][bookmark: _Toc225241556][bookmark: _Toc225922030][bookmark: _Toc225926680]1.9 Prior Authorization
Prior authorization is required for TFC and all levels of residential treatment. 
Prior authorization is not required for the first six (6) months of Transition TFC or Residential Aftercare but is required beyond the initial six (6) month period.
An approved PA Request does not guarantee payment. The provider must verify participant eligibility on the date of service using the Provider Communications Management option in eMOMED (preferred) or by calling Provider Communications at (833) 222-7916. 
Failure to obtain authorization may result in administrative claim denials. Per 13 CSR 70-4.030(2), providers are prohibited from billing the participant for services for which payment was denied by MHD.
[bookmark: _Toc225922031][bookmark: _Toc225926681]Instructions for Submitting Requests for Fee-For-Service Participants
For FFS participants, providers must submit the following via fax to (573) 659-0207 up to 10 calendar days prior to the requested date of admission. 
Cover sheet with a return fax number
Completed Prior Authorization Request
RCST Approval 
[bookmark: _Hlk218866095]Participants receiving adoption or guardianship subsidy, must have an approved prior authorization request in place prior to admission to a residential facility, however, an amendment to the subsidy agreement must be completed and signed by the authorized DSS representative before payment for residential treatment may be made through subsidy
Supporting documentation; refer to sections below for additional documentation required for initial requests and continued services
Prior Authorization Request Instructions for Fee-For-Service Participants
Use the instructions below to complete the Prior Authorization Request for FFS participants:
	Section
	Field(s)
	Instructions

	I
	1-10
	Complete all fields

	II
	11-16
	Leave blank

	III
	18
	Enter procedure code(s) for service and level requested. Refer to Section 3 in this manual for procedure codes. 

	III
	19
	Enter modifier(s) for service and level requested. Refer to Section 3 in this manual for modifiers.

	III
	20
	Enter from date requested

	III
	21
	Enter through date requested

	III
	22
	Leave blank

	III
	23
	Enter quantity of units (days) requested

	III
	24
	Leave blank

	IV
	26-31
	Complete all fields

	V
	32-38
	Leave blank

	VI
	N/A
	For State Use Only


For additional information on what to enter in each field of the Prior Authorization Request, review page two of the form.
Prior Authorization Request Instructions for Managed Care Members
For SMHK covered participants, providers should submit required forms and supporting documentation via fax to (833) 966-7069 or upload the information to the SMHK provider web portal. Refer to the sections below for additional documentation required for initial requests and continued services. 
[bookmark: _Toc225922032][bookmark: _Toc225926682][bookmark: _Hlk208496250]Required Documentation for Initial Requests
Providers must submit the below supporting documentation (if available):
Referral information for admission – to include independent assessment (which needs to include the Child and Adolescent Needs and Strengths (CANS) and/or the Childhood Severity of Psychiatric Illness (CSPI), Residential and Specialized Placement Referral (CS9))
For adoption subsidy youth only: Daily Living Activities-20 (DLA-20)©
Most recent psychiatric evaluation completed by a psychiatrist, psychologist, or advanced practice psychiatric nurse, if available
Child/youth psychiatric/behavioral health diagnosis (ICD-10 code)
Rationale for admission to requested LOC
Documentation of previous treatment history and outcome of treatment
Guardian contact information
Discharge Plan that starts at admission and developed throughout continued stay
Discharge Planner Contact Information
[bookmark: _Toc225922033][bookmark: _Toc225926683]Required Documentation for Continued Service Reviews
[bookmark: _Hlk210030414]Continued service reviews are required and will be determined based on continued medical necessity for treatment. 
The first continued service review must include the participant’s plan of care. All continued service requests must include evidence that clearly supports the need for ongoing treatment at the requested LOC and must clearly identify why the participant’s treatment needs cannot be treated at a lower LOC. Documentation to be submitted at concurrent review must include: 
Treatment plan – Completed within 15 days of admission and demonstrating the plan has been reviewed and updated every three (3) months for Level 2 and Level 3 and monthly for Level 4 and Above Level 4. Refer to Section 1.5 in this manual for more information on levels of residential services. 
[bookmark: _Hlk210399441]The treatment plan review must include:
Evaluation of progress toward meeting the child’s needs
Evaluation of progress toward the permanency goal
Needs identified since the plan was developed or last reviewed and strategies to meet the needs, including instructions to staff
Update of the estimated length of stay and discharge plans, if changed. If a child shows no progress toward achieving the goals and objectives in the treatment plan since the plan was developed or last reviewed, the reasons for continuing the child in the requested LOC must be included in the records submitted
Psychiatrist’s/treatment team progress notes
Individual therapy progress notes from the last review period including therapy notes to demonstrate therapy requirements:
Level 2 and Level 3: A minimum of one (1) hour of individual, group, or family counseling sessions shall be provided to each child at least one (1) time a week with other sessions available as needed
Level 4 and Above Level 4: A minimum of one (1) hour of individual, group, or family counseling sessions shall be provided to each child at least two (2) times a week with other sessions available as needed
Family therapy progress notes since last review period. If this is not applicable, providers must clearly document why family therapy sessions are not occurring.
Any updates to the participant’s diagnosis
Discharge Plan to include any details currently available including any established outpatient providers, appointment dates and times, recommended treatment, LOC, etc.
Instructions for Continued Service Requests for Fee-For-Service Participants
For FFS participants, the treating provider/agency must submit continued service requests via the Prior Authorization Request with supporting documentation by fax to (573) 659-0207. Continued service requests may be submitted up to 10 calendar days prior to the last covered day. 
Use the instructions below to complete the Prior Authorization Request for continued services for FFS participants:
	Section
	Field(s)
	Instructions

	I
	1
	Choose Reauthorization

	I
	2-10
	Complete all fields

	II
	11-16
	Leave blank

	III
	19
	Enter procedure code(s) for service and level requested. Refer to Section 3 in this manual for procedure codes. 

	III
	20
	Enter modifier(s) for service and level requested. Refer to Section 3 in this manual for modifiers.

	III
	21
	Enter from date requested

	III
	22
	Enter through date requested

	III
	23
	Leave blank

	III
	24
	Enter quantity of units (days) requested

	IV
	26-31
	Complete all fields

	V
	32-38
	Leave blank

	VI
	N/A
	For State Use Only


Instructions for Continued Service Requests for Managed Care Members
For SMHK covered participants, the provider should submit required forms and supporting documentation via fax to (833) 966-7069.
[bookmark: _Toc225922034][bookmark: _Toc225926684]Medical Necessity Determination
[bookmark: _Hlk210031362]MHD/SMHK will provide a medical necessity determination via fax to the provider. If MHD/SMHK requires additional information to determine medical necessity, MHD/SMHK will contact the provider. Each determination and length of authorization will be based on individual medical necessity review and participant needs. 
When the provider receives a denial for CCS services due to the child not meeting medical necessity requirements, the provider must immediately take the following action: 
Child in foster care: Contact the child’s case worker and RCST Coordinator
Child with an adoption/guardianship subsidy: Contact the child’s parents/guardian and Adoption Subsidy Case Manager
[bookmark: _Toc225241557][bookmark: _Toc225922035][bookmark: _Toc225926685]1.10 Request for Reconsideration/Appeal Rights
In the event of an adverse benefit determination, SMHK or MHD issues a notice of adverse benefit determination as required under Medicaid. For SMHK members, denials may be challenged informally through the grievance process or formally through member and provider appeal processes. Providers may contact SMHK at (877) 236-1020, option four (4) or visit the SMHK Provider website. 
For FFS denials, providers or participants may appeal this decision to the Administrative Hearing Commission (AHC) within 30 days by contacting the AHC by phone at (573) 751-2422 or in writing at PO Box 1557, Jefferson City, MO. 
A participant may request a state fair hearing by writing to the MO HealthNet Division, Participant Services Agent, P.O. Box 3535, Jefferson City, MO 65102. Participants may also call the Participant Services Unit (PSU) toll-free at (800) 392-2161. The participant must contact PSU within 90 days of the date of the denial letter if they wish to request a hearing.  After 90 days, requests to appeal are denied.
[bookmark: _Toc225241558][bookmark: _Toc225922036][bookmark: _Toc225926686]1.11 Post Payment Review
Services reimbursed by MHD are subject to post payment reviews to monitor compliance with established policies and procedures pursuant to Title 42 CFR 456.1 through 456.23. Non-compliance may result in recoupment according to 13 CSR 70-3.030(5) and the provider may be subjected to prepayment review on all MHD claims. Continued non-compliance may result in termination of the provider enrollment agreement. Refer to MMAC for more information. 
[bookmark: _Toc225241559][bookmark: _Toc225922037][bookmark: _Toc225926687]1.12 Third Party Liability 
While providers are verifying the patient’s eligibility, they can obtain the TPL information contained on MHD’s participant file. Eligibility may be verified by calling the Interactive Voice Response (IVR) system at (573) 751-2896, toll-free at (833) 222-7916, or through eMOMED. Both systems allow the provider to inquire on third party resources. Refer to the General Sections Manual for more information.
Participants must always be asked if they have third party insurance regardless of the TPL information given by the IVR or eMOMED. It is the provider’s responsibility to obtain from the participant the name and address of the insurance company, the policy number, and the type of coverage they have. Refer the General Sections manual for additional information regarding Third Party Liability. 
[bookmark: _Toc225922038][bookmark: _Toc225926688]Third Party Liability in Show Me Healthy Kids
Effective October 1, 2025, SMHK has the discretion to implement a ‘pay and chase’ reimbursement model for CCS services. This means providers do not need to submit claims to the TPR prior to billing SMHK. This is not applicable for FFS claims.
[bookmark: _Toc225241560][bookmark: _Toc225922039][bookmark: _Toc225926689]1.13 Reporting Child Abuse Cases
13 CSR 35.71.070 requires agencies submit an immediate oral report (within six (6) hours, to CD followed by a written report, within five (5) working days after the occurrence of an unusual incident, such as the death or serious injury of a child, alleged child abuse or neglect, loss of any electricity, gas, water, telephone, or any other conditions affecting the health and safety of the children for a period of longer than 12 hours or requires the removal of residents, or an emergency that requires summoning first responders. 
The CD Child Abuse and Neglect Hotline Unit (CA/NHU) accepts confidential reports of suspected child abuse, neglect, or exploitation. Reports are received through a toll-free telephone line that is answered 7 days a week, 24 hours a day. 210.115 RSMo requires members of certain occupational groups, such as teachers, mental health professionals, and child-care workers, to report suspected abuse or neglect to the hotline. Any person may report, and anonymous reports are accepted from individuals who are not mandated by occupation to report. Missouri law requires mandated reporters to identify themselves when making a report. Reports may be made in the following ways:
Toll-free at (800) 392-3738
Persons calling from outside Missouri should dial (573) 751-3448
Text to (800) 735-2966
For those mandated by law to report child abuse and neglect, a report can be made using the Online System for Child Abuse & Neglect Reporting (OSCR)
Refer to Child Abuse & Neglect Hotline for more information. 
[bookmark: _SECTION_14—SPECIAL_DOCUMENTATION][bookmark: _SECTION_15—BILLING_INSTRUCTIONS][bookmark: _Section_3_–][bookmark: _Toc225241561][bookmark: _Toc225922040][bookmark: _Toc225926690]Section 2: Billing Instructions
Providers should refrain from duplicative billing. For example, a residential provider should not bill for days that the child is admitted to an inpatient acute hospital. Only one (1) CCS service (residential treatment, TFC, transition TFC, or aftercare) will be reimbursed for a given date of service.
[bookmark: _Toc225241562][bookmark: _Toc225922041][bookmark: _Toc225926691]2.1 Electronic Data Interchange
Providers exchanging electronic transactions with the MO HealthNet Division (MHD) should access the ASC X12N Implementation Guides, adopted under the Healthy Insurance Portability and Accountability Act (HIPAA). For Missouri-specific information, including connection methods, the biller’s responsibilities, forms to be completed prior to submitting electronic information, as well as supplemental information, reference the X12 Version v5010 and NCPDP Telecommunication D.0 & Batch Transaction Standard V.1.1 Companion Guides. 
[bookmark: _Toc225922042][bookmark: _Toc225926692]Fee Schedule
The Fee Schedule identifies covered and non-covered procedure codes, restrictions, allowed units per claim line and the MO HealthNet maximum allowable fee per unit. The Fee Schedule is updated monthly and serves as a reference, not a guarantee for payment.
The Fee Schedule allows the user to download files or search procedure codes within a specific fee schedule. Comprehensive Community Support (CCS) rehabilitation services are on the ‘Other Medical’ Fee Schedule. Some procedure codes may be billed by multiple provider types. Categories within the Fee Schedule are set up by the service rendered and are not necessarily provider specific.
[bookmark: _Toc225241563][bookmark: _Toc225922043][bookmark: _Toc225926693]2.2 Electronic Claim Submission
Providers may submit claims via eMOMED. Providers are required to register in eMOMED. Providers are unable to access eMOMED without proper authorization. Authorization is required for each individual user. 
The features of eMOMED include claim submissions, claim credits, claim attachment submissions, Remittance Advice (RA) retrieval, claim confirmation records, claim status inquiry, and eligibility verification. Providers have the option to input and submit claims individually or in a batch submission. A confirmation file is returned for each transmission.
Refer to the General Sections Manual for more information on accessing eMOMED and claim submission. 
[bookmark: _Toc225241565][bookmark: _Toc225922044][bookmark: _Toc225926694]2.3 CMS-1500 Claim Filing Instructions
The CMS-1500 claim form is used to bill MHD for CCS services for FFS participants, and is embedded in the eMOMED system. Instructions on how to complete the CMS-1500 claim form are on the following pages.
Submitting claims via eMOMED is preferred. If submitting paper claims, the CMS-1500 claim form should be typed or legibly printed. It may be duplicated if the copy is legible. MHD claims should be mailed to: 
Wipro Infocrossing 
P.O. Box 5600 
Jefferson City, MO 65102 
NOTE: An asterisk (*) beside the field number indicates required fields. These fields must be completed, or the claim is denied. All other fields should be completed as applicable. Two (2) asterisks (**) beside the field number indicate the field is required in specific situations.
	Field Number 
	Field Name
	Instruction for Completion

	1
	Type of Health Insurance Coverage 
	Show the type of health insurance coverage applicable to this claim by checking the appropriate box, e.g., if a Medicare claim is being filed, check the Medicare box, if a MHD claim is being filed, check the Medicaid box and if the participant has both Medicare and MO HealthNet, check both boxes

	1a*
	Insured’s I.D. 
	Enter the patient’s eight (8)-digit MO HealthNet or MO HealthNet Managed Care ID number (DCN) as shown on the participant’s ID card

	2*
	Patient’s Name 
	Enter last name, first name, middle initial in that order as it appears on the ID card

	3
	Patient’s Birth Date 
	Enter month, day, and year of birth

	3 
	Sex
	Mark appropriate box

	4**
	Insured’s Name 
	If there is individual or group insurance besides MO HealthNet, enter the name of primary policyholder. If this field is completed, also complete Fields 6, 7, 11, and 13.

	5
	Patient’s Address 
	Enter address and telephone number if available

	6**
	Patient’s Relationship to Insured 
	Mark appropriate box if there is other insurance.

If no private insurance is involved, leave blank.

	7**
	Insured’s Address 
	Enter the primary policy holder’s address; enter policy holder’s telephone number, if available.

If no private insurance is involved, leave blank.

	8
	Patient Status 
	Not required

	9**
	Other Insured’s Name 
	If there is other insurance coverage in addition to the primary policy, enter the secondary policyholder’s name

If no private insurance is involved, leave blank.
 
This field is for private insurance information only. If no private insurance is involved leave blank. If Medicare, MO HealthNet, employers name or other information appears in this field, the claim will deny. Refer to the General Sections Manual for further Third Party Liability (TPL) information.

	9a**
	Other Insured’s Group Number 
	Enter the secondary policyholder’s insurance policy number or group number if the insurance is through a group such as an employer, union, etc.
 
If no private insurance is involved, leave blank.

This field is for private insurance information only. If no private insurance is involved leave blank. If Medicare, MO HealthNet, employers name or other information appears in this field, the claim will deny. Refer to the General Sections Manual for further TPL information.

	9b**
	Other Insured’s Date of Birth 
	Enter the secondary policyholder’s date of birth and mark the appropriate box for sex.
 
If no private insurance is involved, leave blank.

This field is for private insurance information only. If no private insurance is involved leave blank. If Medicare, MO HealthNet, employers name or other information appears in this field, the claim will deny. Refer to the General Sections Manual for further TPL information.

	9c**
	Employer’s Name 
	Enter the secondary policyholder’s employer name.

If no private insurance is involved, leave blank.
 
This field is for private insurance information only. If no private insurance is involved leave blank. If Medicare, MO HealthNet, employers name or other information appears in this field, the claim will deny. Refer to the General Sections Manual for further TPL information.

	9d**
	Insurance Plan Name or Program Name
	Enter the secondary policyholder’s insurance plan name

If the insurance plan denied payment for the service provided, attach a valid denial from the insurance plan.
 
This field is for private insurance information only. If no private insurance is involved leave blank. If Medicare, MO HealthNet, employers name or other information appears in this field, the claim will deny. Refer to the General Sections Manual for further TPL information.

	10a-10c**
	Is Patient’s Condition Related to: 
	If services on the claim are related to participant’s employment, auto accident or other accident, mark the appropriate box.

If the services are not related to an accident, leave blank.

This field is for private insurance information only. If no private insurance is involved leave blank. If Medicare, MO HealthNet, employers name or other information appears in this field, the claim will deny. Refer to the General Sections Manual for further TPL information.

	10d
	Reserved for local use. 
	May be used for comments/descriptions.

This field is for private insurance information only. If no private insurance is involved leave blank. If Medicare, MO HealthNet, employers name or other information appears in this field, the claim will deny. Refer to the General Sections Manual for further TPL information.

	11**
	Insured’s Policy or FECA Number 
	Enter the primary policyholder’s insurance policy number or group number, if the insurance is through a group such as, an employer, union, etc.

If no private insurance is involved, leave blank.

This field is for private insurance information only. If no private insurance is involved leave blank. If Medicare, MO HealthNet, employers name or other information appears in this field, the claim will deny. Refer to the General Sections Manual for further TPL information.

	11a**
	Insured’s Date of Birth 
	Enter primary policyholder’s date of birth and mark the appropriate box reflecting the sex of the primary policy holder.

This field is for private insurance information only. If no private insurance is involved leave blank. If Medicare, MO HealthNet, employers name or other information appears in this field, the claim will deny. Refer to the General Sections Manual for further TPL information.

	11b**
	Employer’s Name 
	Enter the primary policyholder’s employer name.

This field is for private insurance information only. If no private insurance is involved leave blank. If Medicare, MO HealthNet, employers name or other information appears in this field, the claim will deny. Refer to the General Sections Manual for further TPL information.

	11c**
	Insurance Plan Name 
	Enter the primary policyholder’s insurance plan name.

If the insurance plan denied payment for the service provided, attach a valid denial from the insurance plan.

This field is for private insurance information only. If no private insurance is involved leave blank. If Medicare, MO HealthNet, employers name or other information appears in this field, the claim will deny. Refer to the General Sections Manual for further TPL information.

	11d**
	Other Health Plan 
	Indicate whether the participant has another health insurance plan; if so, complete Fields 9-9d with the secondary insurance information.
 
This field is for private insurance information only. If no private insurance is involved leave blank. If Medicare, MO HealthNet, employers name or other information appears in this field, the claim will deny. Refer to the General Sections Manual for further TPL information.

	12
	Patient’s Signature 
	Leave blank

	13
	Insured’s Signature 
	This field should only be completed when the participant has another health insurance policy. Obtain the policyholder’s or authorized person’s signature for assignment of benefits. The signature is necessary to ensure the insurance plan pays any benefits directly to the provider or MO HealthNet. Otherwise, payment may be issued to the policyholder requiring the provider to collect insurance benefits from the policyholder.

	14
	Date of Current Illness, Injury or Pregnancy 
	Leave blank

	15
	Date Same/Similar Illness 
	Leave blank

	16
	Dates Patient Unable to Work 
	Leave blank

	17*
	Name of Referring Physician or Other Source 
	Enter the name of the referring MO HealthNet enrolled primary care provider

	17a*
	Other ID
	Enter the Provider Taxonomy qualifier ZZ in the first shaded area if the provider reported in Field 17b is required to report a Provider Taxonomy Code to MHD.  Enter the corresponding 10-digit Provider Taxonomy Code in the second shaded area for the provider reported in Field 17b.

	17b*
	NPI
	Enter the National Provider Identifier (NPI) of the referring or ordering provider

	18**
	Hospitalization Dates 
	Leave blank

	19
	Reserved for Local Use 
	Providers may use this field for additional remarks/descriptions

	20
	Lab Work Performed Outside Office 
	Leave blank

	21*
	Diagnosis 
	Enter the complete International Classification of Diseases (ICD), current edition, diagnosis code(s). Enter the primary diagnosis under No. 1, the secondary diagnosis under No. 2, etc.

	22
	Medicaid Resubmission 
	Leave blank

	24a*
	Date of Service 
	Enter the date of service under ‘from’ in month/day/year format, using six (6)-digit format in the unshaded area of the field. All line items must have a ‘from’ date. 

Multiple dates of service cannot be billed on a single line of the claim form.  Each date of service must be shown on a separate line of the claim form with no more than six (6) lines per claim form.

	24b*
	Place of Service 
	Enter the appropriate place of service (POS) code in the unshaded area of the claim. Reference Section 2.6 in this manual for more information on POS codes.

	24c
	EMG - Emergency 
	Leave blank

	24d*
	Procedure Code 
	Enter the appropriate procedure code and applicable modifiers, if any, corresponding to the service rendered in the unshaded area of this field. Refer to Section 3 in this manual for procedure codes.

	24e*
	Diagnosis Code or Pointer 
	Enter 1, 2, 3, 4 or the actual diagnosis code(s) from Field 21 in the unshaded area of this field

	24f*
	Charges 
	Enter the provider’s usual and customary charge for each line item in the unshaded area of this field. This should be the total charge when there are multiple units entered for a line item.

	24g*
	Days or Units 
	Enter the number of units of service provided for each detail line in the unshaded area of this field. The system automatically plugs a ‘1,’ if the field is left blank.

	24h
	EPSDT/HCY/Family Planning 
	If this service is a Healthy Children and Youth (HCY) screening or referral, enter an ‘E’ in the unshaded area of this field

	24i**
	ID Qualifier 
	Enter the Provider Taxonomy qualifier ZZ in the shaded are if the rendering/performing provider is required to report a Provider Taxonomy Code to MHD

	24j**
	Rendering Provider ID # 
	If the provider Taxonomy qualifier was reported in Field 24i, enter the 10-digit Provider Taxonomy Code in the shaded area.  Enter the 10-digit NPI number of the individual rendering/performing the service in the unshaded area.

This field is only required if the billing provider is a clinic, Federally Qualified Health Center (FQHC), teaching institution, or a group practice.

	25
	SS#/Fed. Tax ID 
	Leave blank

	26
	Patient Account Number 
	For the provider’s own information, a maximum of 12 alpha and/or numeric characters may be listed here

	27
	Assignment 
	Not required on MHD only claims

	28*
	Total Charge 
	Enter the sum of the line item charges

	29
	Amount Paid 
	Enter the total amount received by all other insurance resources. Previous MHD payments, Medicare payments, cost sharing and copay amounts are not to be entered in this field

	30
	Balance Due 
	Enter the difference between the total charge (Field 28) and the amount paid (Field 29)

	31
	Provider Signature 
	Not required

	32**
	Name and Address of Service Facility 
	If services were rendered in a facility other than the home or office, enter the name and location of the facility. This field is required if other than home or office.

	32a**
	NPI Number
	Enter the 10-digit NPI number of the service facility location in Field 32

	32b**
	Other ID Number
	Enter the Provider Taxonomy qualifier ZZ and the corresponding 10-digit Provider Taxonomy Code for the NPI number reported in Field 32a if the provider is required to report a Provider Taxonomy Code to MHD.  Do not enter a space, hyphen or other separator between the qualifier and the number.

A Provider Taxonomy Code must be reported if the provider has a one (1) to many provider NPI.

	33*
	Billing Provider Info & Phone # 
	Enter the provider’s name, address, and phone number 

	33a*
	NPI Number
	Enter the NPI number of the Billing Provider listed in Field 33

	33b**
	Other ID#
	Enter the Provider Taxonomy qualifier ZZ and the corresponding 10-digit Provider Taxonomy Code for the NPI number reported in Field 33a if the provider is required to report a Provider Taxonomy Code to MHD.  Do not enter a space, hyphen or other separator between the qualifier and the number.

A provider taxonomy code must be reported if the provider has a one (1) to many provider NPI.


[bookmark: _2.6_Place_of][bookmark: _Toc225241566][bookmark: _Toc225922045][bookmark: _Toc225926695]2.4 Place of Service 
Claims must be submitted using the appropriate POS code. Providers should use the appropriate POS code below for the specific service. Refer to the General Sections Manual for more information on POS codes. 
[bookmark: _Toc225922046][bookmark: _Toc225926696]Residential Treatment Place of Service Codes
	POS Code
	Description
	Modifier

	14
	Group Home
	Congregate residential facility care setting for children and adolescents in state custody that provides some social, health care, and educational support services and that promotes rehabilitation and reintegration of residents into the community. 

	33
	Custodial Care Facility
	A facility which provides room, board and other personal assistance services, generally on a long-term basis, and which does not include a medical component. 


[bookmark: _Toc225922047][bookmark: _Toc225926697]Treatment Foster Care, Residential Aftercare, and Transition Treatment Foster Care Place of Service Codes
	POS Code
	Description
	Modifier

	2
	Telehealth
	The location where health services and health related services are provided or received, through telecommunication technology.

	10
	Telehealth Provided in Patient's Home
	The location where health services and health related services are provided or received, through telecommunication technology. Patient is located in their home (which is a location other than a hospital or other facility where the patient receives care in a private residence) when receiving health services or health related services through telecommunication technology. 

	11
	Office
	Location, other than a hospital, skilled nursing facility (SNF), military treatment facility, community health center, state or local public health clinic, or intermediate care facility (ICF), where the health professional routinely provides health examinations, diagnosis, and treatment of illness or injury on an ambulatory basis. Services performed in a Head Start facility may use this place of service. 

	12
	Home
	Location, other than a hospital or other facility, where the patient receives care in a private residence. 

	27
	Outreach Site/ Street
	A non-permanent location on the street or found environment, not described by any other POS code, where health professionals provide preventive, screening, diagnostic, and/or treatment services to unsheltered homeless individuals. 

	99
	Other Place of Service
	Other place of service not identified above (e.g., private school). 


[bookmark: _SECTION_18_-][bookmark: _Section_5:_Procedure][bookmark: _Toc225241567][bookmark: _Toc225922048][bookmark: _Toc225926698]Section 3: Procedure Codes
Providers may access the current maximum allowable reimbursement rates for CCS services at the MO HealthNet Fee Schedule, specifically the Other Medical category. Refer to the General Sections Manual for more information. 
Healthcare Common Procedure Coding System (HCPCS) procedure codes and modifiers for CCS services are uniform across SMHK and MHD. Providers must bill the appropriate payer according to the coverage for the individual receiving services.
Providers may also bill for other MHD or SMHK covered services (e.g., behavioral health services performed by licensed clinicians who are enrolled with MHD and/or credentialed with SMHK).  
The Department of Social Services (DSS) Children’s Division (CD) is responsible for reimbursement of room and board, which is paid separately. This applies to both residential treatment and TFC.
[bookmark: _Toc225241568][bookmark: _Toc225922049][bookmark: _Toc225926699]3.1 Residential Treatment Services
Providers should use procedure code H0019 and the appropriate modifiers to bill for Comprehensive Community Support (CCS) residential treatment services. 
Prior authorization (PA) is required prior to performing these services. Refer to Section 1.9 in this manual for more information on PA.
	Procedure Code
	Description
	Limitation

	H0019
	Behavioral health; long-term residential (non-medical, non-acute care in a residential treatment program where stay is typically longer than 30 days), without room and board, per diem
	Per diem, one (1) unit daily


Providers should use the appropriate modifiers to bill for CCS residential treatment services for the specific facility type and Level. Refer to Section 1.5 in this manual for more information. 
	Facility Type
	Level 2
	Level 3
	Level 4
	Above Level 4

	Institution for Mental Diseases (IMD) Qualified Residential Treatment Program (QRTP)
	H0019 HK
	H0019 TF HK
	H0019 TG HK
	H0019 TJ HK

	Non-IMD QRTP
	H0019 HE
	H0019 TF HE
	H0019 TG HE
	H0019 TJ HE

	Non-QRTP
	H0019 HA
	H0019 TF HA
	H0019 TG HA
	H0019 TJ HA


[bookmark: _Toc225241569][bookmark: _Toc225922050][bookmark: _Toc225926700]3.2 Treatment Foster Care Services
Providers should use procedure code H2020 and the appropriate modifiers to bill for CCS Treatment Foster Care (TFC) services. 
PA is required prior to performing these services. Refer to Section 1.9 in this manual for more information on PA.
	Procedure Code
	Description
	Limitation

	H2020
	Therapeutic Behavioral Services
	Per diem, one (1) unit daily


Providers should use the appropriate modifiers to bill for CCS TFC services for the specific Level. Refer to Section 1.7 in this manual for more information.
	 Level
	Traditional TFC
	Relative TFC

	Level 1
	H2020
	H2020 HA

	Level 2
	H2020 HK
	H2020 HK HA


[bookmark: _Toc225241570][bookmark: _Toc225922051][bookmark: _Toc225926701]3.3 Aftercare and Transition Treatment Foster Care Services
Providers should use procedure code H2022 and the appropriate modifiers to bill for Aftercare and Transition TFC services. 
PA is not required for the first six (6) months of these services but is required beyond the initial six (6) month period. Refer to Section 1.9 in this manual for more information on PA.
	Procedure Code
	Description
	Limitation

	H2022
	Community-based wrap around services
	Per diem, one (1) unit daily


Providers should use the appropriate modifiers to bill for CCS Aftercare and Transition TFC services. Refer to Section 1.6 and Section 1.8 in this manual for more information.
	Service
	Procedure Code

	Residential Aftercare in QRTP
	H2022 HK

	Residential Aftercare in Non-QRTP
	H2022 HA

	Transition TFC
	H2022 HE
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