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Introduction
The Comprehensive Day Rehabilitation Program provides categorical, goal directed services to a population with a primary diagnosis of traumatically acquired brain damage resulting in residual deficits and disability. The program provides intensive, comprehensive services designed to prevent and/or minimize chronic disabilities while restoring the individual to an optimal level of physical cognitive and behavioral function within the context of the person, family, and community. It is a post-acute program serving those who demonstrate the need for rehabilitation and specialized, supportive services. Participants must meet the medical criteria to be eligible for Comprehensive Day Rehabilitation services.
Emphasis in this program is on functional living skills, adaptive strategies for cognition, memory or perceptual deficits, and appropriate interpersonal skills.
The program differs from outpatient medical rehabilitation where persons are referred for a limited/single service and differs from acute rehabilitation which serves individuals who need a Comprehensive Rehabilitation Program in a medically intensive care setting. The Comprehensive Day Rehabilitation Program provides active rehabilitation/treatment as opposed to an adult day activity program providing respite to the family, socialization, and maintenance activities. The program is not intended to function as a stroke rehabilitation program.
[bookmark: _Toc227066653][bookmark: _Toc227066827]Section 1: Reimbursement Methodology
[bookmark: _Toc340216475][bookmark: _Toc227066654][bookmark: _Toc227066828]1.1	Comprehensive Day Rehabilitation Services
Reimbursement for Comprehensive Day Rehabilitation services is made on a Fee-For-Service (FFS) basis. The maximum allowable fee for a unit of service has been determined by the State Medicaid Agency to be a reasonable fee, consistent with efficiency, economy, and quality of care. Payment for covered services is the lower of the provider's actual billed charge (should be the provider's usual and customary charge to the general public for the service), or the maximum allowable per unit of service.
[bookmark: _Toc340216476][bookmark: _Toc227066655][bookmark: _Toc227066829]1.2	Determining a Fee
Under a fee system each procedure, service, medical supply, and equipment covered under a specific program has a maximum allowable fee established.
In determining what this fee should be, the MO HealthNet Division (MHD) uses the following guidelines:
Recommendations from the State Medical Consultant and/or the provider subcommittee of the Medical Advisory Committee
Medicare's allowable reasonable and customary charge payment or cost-related payment, if applicable
Charge information obtained from providers in different areas of the state Charges refer to the usual and customary fees for various services that are charged to the general public. Implicit in the use of charges as the basis for fees is the objective that charges for services be related to the cost of providing the services.
MHD then determines a maximum allowable fee for the service based upon the recommendations, charge information reviewed, and current appropriated funds.
[bookmark: _Toc340216477][bookmark: _Toc132695926][bookmark: _Toc227066656][bookmark: _Toc227066830]Fee Schedule
The MO HealthNet Fee Schedule identifies covered and non-covered procedure codes, restrictions, allowed units, and the Medicaid allowable fee per unit. This fee schedule is updated monthly and is intended as a reference not a guarantee for payment.
The Fee Schedule allows for the downloading of individual files or the search for a specific 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.
Refer to Section 2 in this manual for program specific benefits and limitations.
[bookmark: _Toc340216480][bookmark: _Toc227066657][bookmark: _Toc227066831]1.3	Managed Health Care Program
One method through which MHD provides services is a Managed Care Program. A basic package of services is offered to the participant by the Managed Care health plan; however, some services are not included and are covered by MO HealthNet on a FFS basis.
Comprehensive Day Rehabilitation services are included as a plan benefit in Missouri's Managed Care Program.
Refer to the General Sections Manual for more information on Managed Care.
[bookmark: _SECTION_13-BENEFITS_AND][bookmark: _Section_2:_Benefits][bookmark: _Toc227066658][bookmark: _Toc227066832]Section 2: Benefits and Limitations
[bookmark: _Toc227066659][bookmark: _Toc227066833]2.1 Adequate Documentation
All services provided must be adequately documented in the medical record. Refer to 13 CSR 70-3.030 for additional details.
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 from which symptoms, conditions, diagnoses, 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.
[bookmark: _Toc227066660][bookmark: _Toc227066834]Documentation Requirements
The following written documentation must be maintained in the participant’s clinical record:
Presenting complaint/request for assistance
Relevant treatment history and background information
Reported physical, medical, cognitive, and psychological complaints
Pertinent functional weaknesses and strengths
Findings from formal assessments
Plan of care
Interview and behavioral observations
Diagnostic formulation
Recommendations for further evaluation and/or treatment needs
Dates of periodic review of the plan of care
The following supporting documentation of treatment/rehabilitation must also be maintained by Comprehensive Day Rehabilitation providers:
Specific services rendered
Participant name and DCN
Location of the services
Date, beginning and ending clock times when the services were rendered
Name of the person(s) who rendered the services
Amount of time it took to deliver the services
Relationship of the services to the treatment regimen described in the participant’s treatment plan
Updates regarding the participant’s progress
Weekly notes addressing the daily attendance record and the extent to which required services were provided for each unit of service
[bookmark: _Toc132695934][bookmark: _Toc227066661][bookmark: _Toc227066835]2.2 Out-of-State Non-Emergency Services
All non-emergency, MO HealthNet covered services that are to be performed or furnished out-of-state for eligible MO HealthNet participants and for which the MO HealthNet Division (MHD) is to be billed, must be prior authorized before the services are provided. Services not covered by the MO HealthNet Program are not approved.
13 CSR 70-3.120(3) defines out-of-state as not within the physical boundaries of the State of Missouri nor within the boundaries of any state that physically borders on the Missouri boundaries.
Border-state MO HealthNet providers of services (those providers located in Arkansas, Illinois, Iowa, Kansas, Kentucky, Nebraska, Oklahoma, and Tennessee) will be considered as being on the same MO HeathNet participation basis as providers of services located within the State of Missouri.
A Prior Authorization (PA) Request is not required for out-of-state non-emergency services. To obtain PA for out-of-state, non-emergency services, a written request can be submitted by a physician via fax to (573) 526-2471, email MHD.PSUReferrals@dss.mo.gov or mail to:
MO HealthNet
Participant Services Unit
P.O. Box 6500
Jefferson City, MO 65102
The written request must include:
A brief past medical history
Services attempted in Missouri
Where the services are being requested and who will provide them
Why services can't be done in Missouri
The out-of-state medical provider must agree to complete a provider enrollment application and accept MO HealthNet reimbursement. Refer to Missouri Medicaid Audit and Compliance (MMAC) Provider Enrollment for more information. PA for out-of-state services expires 180 days from the date the specific service was approved by the state.
Refer to the General Sections Manual for more information, including exceptions to the out-of-state PA request process.
[bookmark: _Toc227066662][bookmark: _Toc227066836]2.3	Provider Participation Requirements 
Comprehensive Day Rehabilitation services must be provided in a free-standing rehabilitation center or in an acute hospital setting with space dedicated to head injury rehabilitation. A free-standing rehabilitation center is a functionally and operationally independent facility established and operated at a single fixed location for the purpose of providing active rehabilitation and treatment.
Head Injury or traumatic head injury is sudden insult or damage to the brain or its coverings, not of a degenerative nature. Such insult or damage may produce an altered state of consciousness and may result in a decrease of one (1) or more of the following: mental, cognitive, behavioral, or physical functioning resulting in partial or total disability. Cerebral vascular accidents, aneurysms, and congenital deficits are specifically excluded from this definition. Refer to 192.735 RSMo for more information.
To participate in the MO HealthNet Comprehensive Day Rehabilitation Program, the provider must satisfy the following requirements:
Have a certificate of accreditation from the Commission on Accreditation of Rehabilitation Facilities (CARF)
Employ and retain licensed head injury professionals qualified to render the services covered through the Comprehensive Day Rehabilitation Program 
Have a signed and accepted Participation Agreement in effect with MMAC. Refer to MMAC Provider Enrollment for more information.
Refer to the General Sections Manual for additional information on provider conditions of participation.
[bookmark: _Toc227066663][bookmark: _Toc227066837]Licensed Specialists
Services must be provided by an interdisciplinary team composed of licensed specialists appropriate to the needs of the individuals in this program. The licensed specialists include Qualified Head Injury Professionals, defined as:
A physician licensed under Missouri State Law to practice medicine or osteopathy and with training or experience in head injury rehabilitation
A psychologist/neuropsychologist licensed under Missouri State Law to practice psychology, and with at least one (1) year of experience in head injury rehabilitation
Services may also be provided under the supervision of a qualified head injury professional with degrees and appropriate licensure as required by state law in social work, speech and language therapy, physical therapy, occupational therapy, recreational therapy, vocational therapy, counseling therapy, education, or psychology/neuropsychology. 
There must be designated staff assigned to the Comprehensive Day Rehabilitation Program. While this staff may from time to time serve others, the designated staff's primary involvement should be in the area of brain injury care.
Assessment, coordinated program planning, and direct services on a regular and continuing basis are to be provided by a core team of persons with special interest, training, experience, and expertise in brain injury rehabilitation. Depending on the needs of those served and the stated goals, the core team should be made up from among the following care disciplines:
Clinical psychology/neuropsychology
Occupational therapy
Physical therapy
Physician
Rehabilitation counseling
Rehabilitation nursing
Social services
Speech-language therapy
Therapeutic recreation
[bookmark: _Toc132695939][bookmark: _Toc227066664][bookmark: _Toc227066838]Case Manager
Each participant must have a case manager who assumes responsibility for organizing the participant's care. The case manager should ensure that the participant is informed about the treatment program and should act as the participant's advocate.
[bookmark: _Toc132695940][bookmark: _Toc227066665][bookmark: _Toc227066839]Administrator
There must be an individual designated with the administrative responsibility for the program. The person responsible for the clinical program must have one (1) year experience in brain injury rehabilitation management and specified training which enables the person to understand and respond to the unique needs of people with brain injuries. This person must be actively involved in the day-to-day operation of the program. This must include reasonable presence on site.
[bookmark: _Toc132695941][bookmark: _Toc227066666][bookmark: _Toc227066840]Medical Director
There must be a medical director or medical consultant to coordinate and/or advise on medical matters. This physician must have training and/or experience in dealing with the needs of a caseload of persons with brain injury.
[bookmark: _Toc227066667][bookmark: _Toc227066841]2.4	Participant Eligibility
A participant must be eligible for MO HealthNet on each date that a service is provided for a provider to receive reimbursement from MHD for those services. The Comprehensive Day Rehabilitation Program serves children under the age of 21 and those over 21 who are under a category of assistance for blind, pregnant women, or nursing home care. 
Refer to the General Sections Manual for additional information about participant eligibility.
[bookmark: _Toc227066668][bookmark: _Toc227066842]2.5	Prior Authorization
Comprehensive Day Rehabilitation services must be prior authorized by MHD. Comprehensive Day Rehabilitation services are limited to a maximum of six (6) months per participant whether the services are half day or full day units. Services may be requested and reimbursed for up to an additional six (6) month period if progress is indicated and approval is given by MHD. PA of services is not a guarantee of payment if a participant is not MO HealthNet eligible.
Services are limited to participants who have received a recent traumatic head injury with identified functional disabilities. Substantial documentation must accompany a PA Request for persons who are more than five (5) years post injury.
The PA Request is reviewed by a medical consultant and the provider is notified if the request is approved or, if not approved, the reason for denial. 
Refer to Section 3.1 in this manual for PA instructions specific to the Comprehensive Day Rehabilitation Program. Refer to the General Sections Manual for more information.
[bookmark: _Toc227066669][bookmark: _Toc227066843]2.6	Admission Process
There must be clearly written criteria for an individual's admission to the provider's Comprehensive Day Rehabilitation program. Admission criteria of the program should enable the program to admit persons who are likely to benefit from the program and who need an intensity of services which is consistent with the organization's resources. The admission process should identify:
Presenting problem(s)
Premorbid personality
Premorbid medical history
Alcohol and drug use history
Emotional and behavior functioning which include, but is not limited to, the following:
The individual's current and historical emotional and behavioral functioning
When indicated, psychological assessments, including intellectual projective and personality testing
When indicated, other functional evaluations of language, self-care and visual-motor functioning
Social history
Occupational, educational, financial, and legal status 
Post-trauma medical and clinical data
[bookmark: _Toc227066670][bookmark: _Toc227066844]2.7	Evaluation/Assessment
If the individual meets the admission criteria and is determined appropriate for the Comprehensive Day Rehabilitation Program, an evaluation and assessment must be conducted. 
An evaluation and assessment does not have to be administered if one (1) had been conducted within the previous six (6) months and is still appropriate for determining the plan of care.
[bookmark: _Toc227066671][bookmark: _Toc227066845]Evaluation Team
The evaluation must be performed by a coordinated, interdisciplinary team which includes, at a minimum, two (2) representatives from the core team with experience and expertise in the assessment and treatment of traumatic head injury. Depending on the needs of the participant and the stated goals, the core team should be made up from the following disciplines:
Clinical psychology/neuropsychology
Education
Occupational therapy
Physical therapy
Physician
Rehabilitation counseling
Rehabilitation nursing
Social services
Speech-language therapy
Therapeutic recreation
Vocational services
The assessment record must include a certification by the evaluation team that Comprehensive Day Rehabilitation services are appropriate to meet the participant’s individual treatment needs.
[bookmark: _Toc227066672][bookmark: _Toc227066846]Conducting the Evaluation/Assessment
The assessment should identify the specific, functional outcomes the program hopes to achieve for the individual served with regard to the degree of personal and independent living, level of work productivity, and psychosocial adjustment.
The evaluation/assessment serves as one (1) of the primary determinants of a participant’s eligibility for program services, based on the presence of a disability and the identified need for rehabilitation.
[bookmark: _Toc227066673][bookmark: _Toc227066847]Components of the Evaluation/Assessment
An evaluation and assessment must include at a minimum, but is not limited to, the following components:
Clinical interview with the participant and/or family members, legal guardian, or significant other person
Screening for needed neurological assessment and other specialized evaluations
Review of the participant’s presenting problem, symptoms, functional deficits, and history
Development of an initial treatment plan for subsequent treatment and/or evaluation
Referral to other medical, professional, or community services as indicated
[bookmark: _Toc227066674][bookmark: _Toc227066848]Evaluation/Assessment Instrument
The assessment instrument must address the following as relevant for the participant:
Medical and neurological issues
Health and nutrition
Sensorimotor capacity including gross and fine motor strength and control, sensation, balance, joint range of motion, mobility, and function
Cognitive capacity
Perceptual capacity
Communicative capacity
Affect and mood
Interpersonal and social skills
Behavior
Activities of daily living including self-care, home, and community skills
Recreation and leisure time skills
Educational and/or vocational capacities
Sexuality
Legal competency of the person
Community reintegration, including appropriate post-discharge services
Environmental modification
Adjustment to disability
All other areas deemed relevant for the person
[bookmark: _Toc227066675][bookmark: _Toc227066849]2.8	Plan of Care
The plan of care is required for Comprehensive Day Rehabilitation services. The development of the treatment/rehabilitation plan is based on the participant’s evaluation and is developed by the evaluation team. The plan is a written document specifying, as a part of the treatment record, the participant’s rehabilitation problem, goals, needed services, anticipated time frame of treatment, and outcome measures. 
MHD does not provide a standardized form for the plan of care, however, any form used must contain the following information:
The treatment regimen including the specific medical and remedial services, therapies, and activities that will be used to meet the treatment goals
A projected schedule for service delivery, including the expected frequency and duration of each type of planned therapeutic session or encounter
The type of personnel that will be furnishing the services
A projected schedule for completing re-evaluations of the patient's progress and updating the individual rehabilitation plan
The dated signature of the responsible physician
Whenever possible, the evaluation team should use information that may be available from a prior evaluation of the participant if that information can be judged as current and appropriate.
The physician is not required to see each participant on a face-to-face basis to approve the participant’s individual treatment/rehabilitation plan. However, to make informed decisions regarding a particular participant’s care and treatment, the physician must have at their disposal the written evaluation report.
All treatment plans (initial and periodic) must be maintained in the participant’s clinical record. All treatment plans and all changes to treatment plans must be approved, signed, and dated by the physician.
[bookmark: _Toc132695952][bookmark: _Toc227066676][bookmark: _Toc227066850]Periodic Review of the Plan of Care
The evaluation team, in conjunction with the treatment/rehabilitation team, shall review the participant’s treatment/rehabilitation plan at least every 30 days to determine:
The participant’s progress toward treatment objectives
That continued services are appropriate for the participant based on the identified level-of-care required
The team's review must be documented in detail in the participant’s clinical record. The treatment plan must be updated and approved by a physician member of the team.
[bookmark: _Toc227066677][bookmark: _Toc227066851]2.9	Comprehensive Day Rehabilitation Services
Comprehensive Day Rehabilitation services include beginning early post-trauma as part of a coordinated system of care for individuals with disabling impairments. Rehabilitation services must be based on an individualized, goal-oriented, comprehensive and coordinated treatment plan developed, implemented and monitored through an interdisciplinary assessment designed to restore an individual to optimal level of physical, cognitive, and behavioral function. Refer to 208.152 RSMo for more information.
A unit of service is either one (1)-half day (three (3) to four (4) hours), procedure code H2001 or one (1) day (five (5) or more hours), procedure code H2001 22. Refer to Section 5 in this manual for more information on procedure codes.
Comprehensive Day Rehabilitation services must include:
An evaluation/assessment to determine whether Comprehensive Day Rehabilitation services are appropriate for the participant
Development of an individualized plan of care
Medical and neurological services (excluding physician services)
Services that restore independent living skills and basic self-care needs 
A service package that requires services from at least three (3) of the following professionals:
Case manager
Counselor
Education specialist
Occupational therapist
Physical therapist
Psychologist/neuropsychologist 
Recreational therapist
Speech and language therapist
Vocational rehabilitation specialist
The services listed above must not duplicate services described in another benefit category and otherwise covered under the state plan.
The services provided must be medically necessary and must be rendered by or under the direction or recommendation of a physician who participates in or approves the treatment/ rehabilitation plan. The cost for the practitioner and specific type of service delivered must be documented and maintained by the provider. 
[bookmark: _Toc227066678][bookmark: _Toc227066852]Non-Covered Services
Prescription drugs are not covered through the Comprehensive Day Rehabilitation Program. Refer to the Pharmacy Provider Manual for more information.
Services are not covered for participants residing in a jail or detention facility.
The following services are not covered in the Comprehensive Day Rehabilitation Program:
Room and board
Acute hospitalization and acute rehabilitation
Long term care as provided in a nursing home or institutional setting
Vocational rehabilitation services as provided by the Missouri Division of Vocational Rehabilitation, Department of Elementary and Secondary Education, Office of Adult Learning and Rehabilitation Service
[bookmark: _Toc227066679][bookmark: _Toc227066853]2.10 Quality Assurance
All Comprehensive Day Rehabilitation providers may be monitored on a regular basis to ensure compliance and quality of care through desk and on-site reviews by the Missouri Department of Social Services (DSS). The on-site review includes monitoring for qualified head injury staff and that the participant received the amount of therapy services that were billed to MHD. Refer to MMAC for more information.
[bookmark: _SECTION_14—SPECIAL_DOCUMENTATION][bookmark: _Toc227066680][bookmark: _Toc227066854]Section 3: Special Documentation Requirements
[bookmark: _3.1_Prior_Authorization][bookmark: _Toc227066681][bookmark: _Toc227066855]3.1	Prior Authorization Request
PA Requests must be submitted as soon as possible after completion of the evaluation/ assessment of the participant. Submit completed PA Requests and a copy of the evaluation/ assessment report and the plan of care to:
Wipro Infocrossing
P.O. Box 5700
Jefferson City, MO 65101
If services are requested beyond the initial six (6) month period, a second PA Request is required including documentation of the patient's progress during the initial six (6) month period. 
If the participant qualifies for services after termination during the initial or subsequent six (6) month period, the provider may submit a PA Request and required documentation to request services for the remainder of the six (6) month period.
[bookmark: _SECTION_15-BILLING_INSTRUCTIONS][bookmark: _Toc227066682][bookmark: _Toc227066856]Section 4: Billing Instructions
[bookmark: _Toc227066683][bookmark: _Toc227066857]4.1	Electronic Data Interchange
Providers exchanging electronic transactions with MHD should access the ASC X12 Implementation Guides, adopted under the Health 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 National Council for Prescription Drug Programs (NCPDP) Telecommunication D.0 & Batch Transaction Standard V.1.1 Companion Guides.
[bookmark: _4.2_Electronic_Claim][bookmark: _Toc227066684][bookmark: _Toc227066858]4.2	Electronic Claim Submission
Providers submitting claims or claim attachments electronically must register to access eMOMED, the MO HealthNet Division (MHD) billing portal.  Providers are unable to access eMOMED without proper authorization. An authorization is required for each individual user.
The following claim types can be used in internet applications: Medical (NSF), Inpatient and Outpatient (UB-04), Dental (2019 American Dental Association), Nursing Home, and Pharmacy. For convenience, some of the input fields are set as indicators or accepted values in drop-down boxes. Providers have the option to input and submit claims individually or in a batch submission. A confirmation file is returned for each transmission.
All other payers (e.g., Medicare, Veterans Administration, and third party insurance) must be billed prior to submitting to Medicaid.
The Provider Communications Unit responses to specific provider inquiries concerning MHD eligibility and coverage verification, questions about proper claim filing, claims resolution and disposition, and billing errors. Providers may call (833) 222-7916 or (573) 751-2896. Refer to the General Sections Manual for more information. 
If assistance is needed regarding establishing required electronic claim formats for claims submissions, accessibility to electronic claim submission, network communications, or ongoing operations, the provider should contact the Wipro Infocrossing Help Desk at (573) 635-3559.
[bookmark: _Toc227066685][bookmark: _Toc227066859]4.3	Resubmission of Claims
Any claim or line item on a claim that resulted in a zero (0) or incorrect payment can be retrieved and resubmitted on eMOMED if it denied due to a correctable error. The error that caused the claim to deny must be corrected before resubmitting the claim. An example of a correctable error is the use of an invalid procedure code. 
A provider may also void a previously billed and paid claim in eMOMED. If a line item on a claim paid but the payment was incorrect providers should not resubmit that line item. For instance, if a claim is billed with incorrect dollar amounts, that claim cannot be resubmitted. It will deny as a duplicate. Refer to the General Sections Manual for information on the adjustment request process.
[bookmark: _Toc227066686][bookmark: _Toc227066860]4.4	Diagnosis Codes
The diagnosis code is a required field and must be entered on the claim form exactly as it appears in the current International Classification of Diseases (ICD) reference book. 
Diagnosis codes are not included in this manual. The current ICD reference book should be used as a guide in the selection of the appropriate diagnosis code.  
[bookmark: _Toc227066687][bookmark: _Toc227066861]4.5	CMS-1500 Claim Filing Instructions
The CMS-1500 claim form is always used to bill MHD for Comprehensive Day Rehabilitation services unless a provider bills those services electronically. Instructions on how to complete the CMS-1500 claim form are on the following pages.
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 field numbers 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 a field is required in specific situations.
	Field Number
	Field Name
	Instructions for Completion

	1
	Type of Health Insurance Coverage 
	Show the type of health insurance coverage applicable to this claim by checking the appropriate box. For example, if a Medicare claim is being filed, check the Medicare box, if a MO HealthNet claim is being filed, check the Medicaid box and if the patient 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 patient’s ID card

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

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

	
	Sex
	Mark appropriate box

	4**
	Insured’s Name
	If there is individual or group insurance besides MO HealthNet, enter the name of the 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 insurance. If private insurance is involved, leave blank. Refer to the General Sections Manual for further Third Party Liability (TPL) information.

	7**
	Insured’s Address
	Enter the primary policyholder’s address; enter policyholder’s telephone number, if available. If no private insurance is involved, leave blank. Refer to the General Sections Manual for further TPL information.

	8
	Patient Status
	Leave blank

	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. Refer to the General Sections Manual for further TPL information.

	9a**
	Other Insured’s Policy or Group Number
	Enter 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. 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. 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. Refer to the General Sections Manual for further TPL information.

	9d**
	Insurance Plan
	Enter the secondary policyholder’s insurance plan name.

If the insurance plan denied payment for the service provided, attach valid denial from the insurance plan. If no private insurance is involved, leave blank. Refer to the General Sections Manual for further TPL information.

	10
	Is Patient’s Condition Related to:
	If services on the claim are related to patient’s employment, auto accident, or other accident, mark the appropriate box. If the services are not related to an accident, leave blank.

	10a
	Reserved for Local Use
	May be used for comments/descriptions

	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. Refer to the General Sections Manual for further TPL information.

	11a**
	Insured’s Date of Birth
	Enter primary policyholder’s date of birth. If no private insurance is involved, leave blank. Refer to the General Sections Manual for further TPL information.

	
	Sex
	Mark the appropriate box reflecting the sex of the primary policyholder. If no private insurance is involved, leave blank. Refer to the General Sections Manual for further TPL information.

	11b**
	Employer’s Name
	Enter the primary policyholder’s employer name. If no private insurance is involved, leave blank. Refer to the General Sections Manual for further TPL information.

	11c**
	Insurance Plan Name 
	Enter the primary policyholder’s insurance plan name. If no private insurance is involved, leave blank.

If the insurance plan denied payment for the service provided, attach valid denial from the insurance plan. Refer to the General Sections Manual for further TPL information.

	11d**
	Other Health Plan 
	Indicate whether the patient has another health insurance plan; if so, complete Fields 9 through 9d with the secondary insurance information. If no private insurance is involved, leave blank. Refer to the General Sections Manual for further TPL information.

	12
	Patient Signature
	Leave blank

	13
	Insured’s Signature 
	This field should be completed only when the patient 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
	This field is required when billing global prenatal injury, or pregnancy Obstetrics (OB), and delivery services. The date should reflect the last menstrual period (LMP). 

	15
	Date Same/Similar Illness
	Leave blank

	16
	Dates Patient Unable to Work
	Leave blank

	17
	Name of Referring Provider or Other Source 
	Enter the name of the referring provider or other provider or other source. If multiple providers are involved, enter one (1) provider using the following priority order:

1. Referring provider 
2. Ordering provider
3. Supervising provider

	17a
	Other ID#
	If the physician is nonparticipating in the MO HealthNet program, enter ‘nonparticipating.’

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 MO HealthNet. Enter the corresponding 10-digit provider taxonomy code in the second shaded area for the provider reported in Field 17b. 

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

	18
	Hospitalization Dates 
	If the services on the claim were provided in an inpatient hospital setting, enter the admit date

	19
	Reserved for Local Use
	Leave blank

	20
	Lab Work Performed 
	Outside office, leave blank

	21*
	Diagnosis
	Enter the complete ICD diagnosis code(s). Enter the primary diagnosis as No. 1, the secondary diagnosis as No. 2, etc. 

	22
	Medicaid resubmission 
	For timely filing purposes, if this is a resubmitted claim, enter the Internal Control Number (ICN) of the previous related claim or attach a copy of the original Remittance Advice indicating the claim was initially submitted timely. 

	23
	Prior Authorization Number 
	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. 

	26b*
	Place of Service
	Enter the appropriate place of service code:
99 – Other unlisted facility 

	24c*
	EMG-Emergency 
	Enter the appropriate emergency code: 
Y – emergency 
N – not emergency 

	24d*
	Procedure Code
	Enter the appropriate Current Procedural Terminology (CPT) or Healthcare Current Procedure Coding System (HCPCS) code and applicable modifiers, if any, corresponding to the service rendered. 

	24e*
	Diagnosis Pointer
	Enter one (1), two (2), three (3), four (4) or the actual diagnosis code(s) from Field 21 in the unshaded area of the field. 

	24f*
	Charges 
	Enter the provider’s usual and customary charge for each line item in the unshaded area of the field. This should be the total charge if multiple days or units are shown. 

	24g*
	Days or Units
	Enter the number of days or units of service provided for each detail line in the unshaded area of the field. The system automatically plugs a ‘1’ if the field is blank. Consecutive visits – subsequent hospital visits (newborn only) may be billed on one (1) line if they occur on consecutive days. The days/units must reflect the total number of days shown in Field 24a. 

	24h**
	Early Periodic Screening, Diagnostic and Treatment/Family Planning 
	If the service is an initial newborn examination or other Early Periodic Screening Diagnostic and Treatment/Healthy Children and Youth (EPSDT/HCY) screening service or referral, enter ‘E.’ If the service is family planning related, enter ‘F.’ If the service is both EPSDT/HCY and Family Planning enter ‘B.’

	24i**
	ID Qualifier 
	Enter the provider taxonomy qualifier ZZ in the shaded area if the rendering provider is required to report a provider taxonomy code to MO HealthNet. 

A provider taxonomy code must be reported if providers have one (1) NPI for multiple legacy MO HealthNet provider numbers. 

	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

	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 entered here

	27
	Assignment 
	Not required on MHD 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 MO HealthNet payments, Medicare payments, cost sharing, and copay amounts are not to be entered in the field. 

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

	31
	Provider Signature 
	Leave blank

	32**
	Name and Address of 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 when the place of service is other than home or office. 

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

	32b**
	Other ID#
	Enter the provider taxonomy qualifier ZZ and 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 MO HealthNet. Do not enter a space, hyphen or other separator between the qualifier and code. 

A provider taxonomy code must be reported if providers have on NPI for multiple legacy MO HealthNet provider numbers. 

	33*
	Provider Name/Number/Address
	Write or type the provider name, provider number, and address information

	33a**
	National Provider Identifier Number
	Enter the NPI number of the billing provider in Field 33

	33b**
	Other ID#
	Enter the provider taxonomy qualifier ZZ and 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 MO HealthNet. Do not enter a space, hyphen, or other separator between the qualifier and code. 


* These fields are mandatory on all CMS-1500 claim forms.
** These Fields are mandatory only in specific situations as described.
[bookmark: _Toc227066688][bookmark: _Toc227066862]4.6	Place of Service Code
The place of service (POS) for all Comprehensive Day Rehabilitation services is 99 (Other Unlisted Facility). Refer to the General Sections Manual for more information on POS codes. 
[bookmark: _Toc227066689][bookmark: _Toc227066863]4.7	Insurance Coverage Codes 
Types of insurance coverage codes identified in eMOMED or by calling  Provider Communications are listed in the General Sections Manual. Refer to Section 4.7 in this manual for more information. 
[bookmark: _SECTION_18—DIAGNOSIS_CODES][bookmark: _SECTION_19-PROCEDURE_CODES][bookmark: _Section_5:_Procedure][bookmark: _Toc339976898][bookmark: _Toc227066690][bookmark: _Toc227066864]Section 5: Procedure Codes 
Procedure codes used by the MO HealthNet Division (MHD) are identified as Health Care Procedure Coding System (HCPCS) codes. The HCPCS is divided into two (2) subsystems, referred to as Level I and Level II. Level I is comprised of Current Procedural Terminology (CPT) codes that are used to identify medical services and procedures furnished by physicians and other health care professionals. Level II is comprised of the HCPCS National Level II codes that are used primarily to identify products, supplies and services not included in the CPT codes. 
Reference materials regarding the HCPCS, CPT may be obtained through the American Medical Association.
[bookmark: _Toc339976900]Comprehensive Day Rehabilitation procedure codes to bill MHD are listed below. 
	Procedure Code
	Description
	Limitations

	H2000
	Half-day evaluation/assessment 
	10 units per rolling calendar year

	H200022
	Full-day evaluation/assessment
	10 units per rolling calendar year

	H2001
	Half-day rehabilitation services
	Must be prior authorized

	H200122
	Full-day rehabilitation
	Must be prior authorized
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