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Introduction		
Home health services provide primarily medically oriented treatment or supervision to individuals with an acute illness, or an exacerbation of a chronic or long-term illness, which can be therapeutically managed outside of an inpatient setting. The care follows a written plan of care established and periodically reviewed by the participant’s physician, a nurse practitioner, a clinical nurse specialist or a physician assistant within the scope of practice authorized under state law, who documents a face-to-face encounter occurred (described in further detail in Section 2 of this manual).
[bookmark: _Section_1_-][bookmark: _Toc226106144]Section 1: Reimbursement Methodology 	
[bookmark: _Toc343775325][bookmark: _Toc226106145]1.1 Home Health Services
[bookmark: _Toc343775326]Reimbursement for home health services is made on a Fee-For-Service (FFS) basis. The maximum allowable fee for a unit of service has been determined by the MO HealthNet Division (MHD) 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 charge to the general public for the service), or the maximum allowable per unit of service. The billed amount for supplies must reflect only the provider’s cost.
[bookmark: _Toc226106146]Unit of Service
A unit of service, for both professional and home health aide service, is a visit. A visit is a personal contact for a period of time not to exceed three (3) hours, in the home health setting. The visit is made for the purpose of providing one (1) or more covered home health services.
Refer to Section 2.1 of this manual for additional information regarding what constitutes a home health setting.
[bookmark: _Toc343775327][bookmark: _Toc226106147]Maximum Payment
The statewide MHD reimbursement capitation for home health services is established by MHD as the maximum rate allowable that assures cost containment and maximizes the availability of home health services.
The established maximum payment is effective for both in-state and out-of-state providers.
[bookmark: _Toc343775328][bookmark: _Toc226106148]1.2 Fee Schedule
Under a fee schedule each procedure, service, medical supply, and equipment covered under a specific program has a maximum allowable fee established. MHD determines a maximum allowable fee for the services based upon the following information and current appropriated funds:
In determining what this fee should be, 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 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.
The MO HealthNet Fee Schedule identifies covered and non-covered procedure codes, restrictions, allowed units, and the MHD allowable fee per unit. The 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 of this manual for program specific benefits and limitations.
[bookmark: HOMAppforProDirDep][bookmark: _SECTION_13-BENEFITS_AND][bookmark: _Section_2-Benefits_and][bookmark: _Toc226106149]Section 2: Benefits and Limitations 
[bookmark: _Toc345573336][bookmark: _Toc226106150]2.1 Home Health Services
The conditions of coverage of the MO HealthNet Home Health Program are set forth in 13 CSR 70-90.010. The rule incorporates, in large part, Medicare's standards and guidelines regarding coverage of home health services. Accordingly, the following sections of the Medicare Benefit Policy Manual, Chapter 7 – Home Health Services have been incorporated into this policy:
Skilled nursing care
Regarding the therapies, the conditions of coverage set forth in this section are applicable to MO HealthNet coverage, as long as the participant requires physical, occupational, or speech language therapy for conditions described later in this section
Services of a home health aide 
Medical supplies, this includes Medicare's exclusion of coverage for drugs and biologicals as supplies. The MO HealthNet Division (MHD) does not incorporate the Medicare policy regarding medical appliances and durable medical equipment (DME) because such items are available to participants through the MO HealthNet DME Program. 
In accordance with 42 CFR 440.70(b), nursing, home health aide and medical supplies, equipment, and appliances are required services and items that must be covered under the MO HealthNet Home Health Program; and physical therapy (PT), occupational therapy (OT), and speech therapy (ST) services are not federally mandated to be covered under the Home Health Program. 
Home health services may be provided in a participant’s home and in any setting in which normal life activities take place other than a hospital, nursing facility, intermediate care facility for individuals with intellectual disabilities (ICF/IID), or any setting in which payment is or could be made under MHD for inpatient services (hereinafter referred to as the ‘home health setting’).
Home health services must be reasonable and necessary and may not duplicate services already available in the facility.
This section defines the benefits and limitations of the MO HealthNet Home Health Program and clarifies existing differences in Medicare and MHD policy regarding covered and non-covered services. Those Medicare standards and guidelines applicable to the coverage of MO HealthNet home health services are included. 
[bookmark: _Toc345573337][bookmark: _Toc226106151]2.2 Covered Services
The following is a brief description of the types of home health services available under the MO HealthNet Home Health Program.
[bookmark: _Toc345573338][bookmark: _Toc226106152]Skilled Nursing
Nursing services are specifically skilled services used in the treatment of an illness or injury. These services include assessing, teaching, planning, interviewing, and evaluating participant or family needs and their responses to nursing care, as well as supervising and providing nursing care to participants in the home health setting. Skilled nursing services are provided by, or under the supervision of, a registered nurse (RN) in accordance with the prescribed treatment plan. 
Skilled nursing activities include the following: 
Making the initial evaluation visit
Regularly reevaluating the participant’s nursing needs
Initiating appropriate preventive and rehabilitative nursing procedures
Preparing clinical assessment documentation and progress notes
Coordinating services
Informing the ordering practitioner and other personnel of changes in the participant’s condition and needs
Counseling the participant and family in meeting nursing and related needs
Participating in in-service programs 
Supervising and teaching other nursing personnel, including home health aides
[bookmark: _Toc345573339][bookmark: _Toc226106153]
Home Health Aide Services
Home health aide services are given under the direction and supervision of a RN or appropriate professional staff member such as a physical or occupational therapist, when there is a prescribed specific need for simple skills and personal care services in helping the participant with activities of daily living (ADLs). Written instructions for the participant’s care are prepared by a RN or therapist as appropriate. 
Home health aide activities include the following:
Performing simple procedures as an extension of therapy services
Personal care
Household services essential to health care in the home health setting
Assisting with medications that are ordinarily self-administered and do not require the skills of a licensed nurse to be provided safely and effectively
Reporting changes in the participant’s condition and needs 
Completing appropriate records
[bookmark: _Toc345573340][bookmark: _Toc226106154]Physical Therapy
PT is a specifically prescribed program directed toward the development, improvement, or restoration of neuro-muscular or sensory-motor function, relief of pain, or control of postural deviations to attain maximum performance. 
PT services include the evaluation and treatment related to range of motion, muscle strength, functional abilities and the use of adaptive/therapeutic equipment. 
Activities include, but are not limited to, the following:
Rehabilitation through exercise
Massage
Use of equipment  
Therapeutic activities
[bookmark: _Toc345573341][bookmark: _Toc226106155]Occupational Therapy
OT is the provision of services that address the developmental or functional needs of a person related to the performance of self-help skills, adaptive behavior, and sensory, motor and postural development. Evaluation and treatment services are available to correct or ameliorate physical and/or emotional deficits. 
Typical activities related to occupational therapy are:
Perceptual motor activities
Exercises to enhance functional performance
Kinetic movement activities
Guidance in the use of adaptive equipment 
Other techniques related to improving motor development
[bookmark: _Toc345573342][bookmark: _Toc226106156]Speech Therapy
ST is the evaluation and provision of treatment for the redemption and development of age-appropriate speech, expressive and receptive languages, oral motor, and communication skills. Speech treatment includes activities that stimulate and facilitate the use of effective communication skills. 
ST includes treatment in one (1) or more of the following areas:
Articulation
Language development
Oral motor/feeding
Auditory rehabilitation
Voice disorders 
Augmentative communication modes
[bookmark: _Toc226106157]Habilitative Services
Habilitative skilled therapy services are PT, OT, or ST services that help a person keep, learn, or improve skills and functioning for daily living. Examples include therapy for an individual who is not walking or talking at the expected age. Habilitative skilled therapy services are covered for participants in a category of assistance for the adult expansion group (Medicaid Eligibility (ME) code E2). Refer to the General Section Manual for more information on ME codes.
[bookmark: _Toc345573343][bookmark: _Toc226106158]2.3 Provider Participation
To participate in the MO HealthNet Home Health Program, the home health agency (HHA) must meet the following criteria:
Currently licensed with the Missouri Department of Health and Senior Services (DHSS)
Medicare-certified 
[bookmark: _Hlk189744142]Have a current MO HealthNet Participation Agreement with Missouri Medicaid Audit and Compliance (MMAC)
Refer to MMAC Provider Enrollment for more information on enrolling as a MO HealthNet provider.
Additional information on provider conditions of participation can be found in the General Sections Manual.
[bookmark: _Toc226106159]Provider Updates
Any changes in provider records must be submitted in writing to DHSS Home Health Licensing. 
All home health providers must also notify the MMAC Provider Enrollment Unit at least 30 days before a change of ownership or control of the provider’s business. The provider must notify MMAC within at least 90 days before any other changes, such as change in location, telephone number, administrative or corporate status. The provider must notify MMAC by completing the Home and Community Based Services Change Request. The Request and supporting documentation should be faxed to (573) 634-3105. 
The provider must notify MMAC at least 30 days prior to the termination of the provider agreement.
Specific information about MO HealthNet participation requirements for the Home Health Program can be obtained from the MMAC Provider Enrollment Unit by emailing MMAC.IHSContracts@dss.mo.gov.
[bookmark: _Toc226106160]Electronic Visit Verification
In accordance with the 21st Century CURES Act and 13 CSR 70-3.320, providers are required to utilize an electronic visit verification (EVV) system to document services rendered related to the delivery of all Medicaid-funded Home Health Program services (except supplies) provided by an enrolled Medicare-certified and state-licensed home health agency. 
The EVV system must collect the following data elements:  
Type of service performed
Individual receiving the service
Date of the service
Location of the service delivery when it begins and ends
Individual receiving the service
Time the service begins and ends
The EVV system must have the ability to exchange data with the EVV Aggregator Solution (EAS) designated by DSS. It is the responsibility of each provider to register their contracted EVV vendor, log onto the EAS at least weekly to verify the vendor sends timely and accurate visit data to the EAS and report any suspected falsification of data to MMAC. EVV visits must match the claims data, which includes the participant designated client number (DCN), date of service, procedure code and/or modifier combination, and the provider identification number (ID). 
Agencies with no data in the EAS for participants that have received Medicaid-funded home health care services requiring the use of EVV are out of compliance with EVV requirements. All EVV data must be available for inspection by the Department of Social Services (DSS) and DHSS. Providers found to be out of compliance with EVV requirements will be subject to administrative actions by MMAC. 
Refer to Electronic Visit Verification for more information, such as administrative rules and other announcements.
[bookmark: _2.4_Participant_Eligibility][bookmark: _Toc345573344][bookmark: _Toc226106161]2.4 Participant Eligibility
Participants must be eligible for MO HealthNet services on the day the service is delivered, or the provider will not be reimbursed through MHD. This is a requirement even when the service has been prior authorized. It is the responsibility of the provider to verify the participant’s MO HealthNet eligibility on the day the service is provided via eMOMED or by calling Provider Communications at (573) 751-2896 or toll-free at (833) 222-7916. Refer to the General Sections Manual for more information on eligibility.
Home Health Program skilled therapy services are not covered for individuals covered under a limited benefit package. Habilitative skilled therapy services (PT, OT, or ST) are covered for participants in a category of assistance for the adult expansion group (ME code E2). 
Refer to the General Sections Manual for more information on ME codes.
[bookmark: HOM13.6]Health plans are required to provide home health services for all MO HealthNet Managed Care enrollees as needed. Plans may arrange for these services in the manner they choose.
[bookmark: _2.5_Provider_Participation][bookmark: _Toc345573350][bookmark: _Toc226106162]2.5 Provider Participation Requirements
A home health provider shall be entitled to payment from MHD for therapeutic or rehabilitative services when all the following conditions are met:
The home health provider is a Medicare-certified HHA, licensed by the State of Missouri and enrolled with the MO HealthNet Program
The services are covered within the MO HealthNet Home Health Program
The participant is an eligible MO HealthNet participant on the date of service and meets the home health eligibility criteria
The services constitute active treatment for an illness or injury, and are reasonable and necessary in relation to the diagnosis for which care is required
The services are prescribed by either a MO HealthNet-enrolled physician, nurse practitioner, clinical nurse specialist, or physician assistant within the scope of practice authorized under State law
The services are provided in accordance with a written plan of care, which clearly documents the need for services and is reviewed by the ordering practitioner at least every 60 days 
The combined total of all skilled nurse and home health aide visits reimbursed on behalf of the participant do not exceed 100 visits per calendar year per 13 CSR 70-90.010
[bookmark: _Toc345573351][bookmark: _Toc226106163]Determination of Coverage
The participant’s health status and medical need, as reflected in the home health plan of care, provide the basis for determination as to whether services are reasonable and necessary. Refer to Section 3 of this manual for plan of care requirements. The determination of coverage is based upon the objective clinical evidence contained in this document regarding the participant’s individual need for care. Services must be consistent with the nature and severity of the individual's illness or injury and accepted standards of medical practice. Reimbursement is only made if the ordering practitioner certifies the need for services and establishes a plan of care. Services directed solely to the prevention of illness or injury is not covered under the MO HealthNet Home Health Program.
[bookmark: _Toc226106164]Face – to - Face Requirements
Home health program services are covered only if a face-to-face encounter occurs with the participant that meets the requirements of 42 CFR 440.70. The face-to-face encounter must:
Be related to the primary reason that the participant requires home health services
Occur between the participant and one of the following practitioners:
Physician
Nurse practitioner or clinical nurse specialist working in collaboration with the ordering physician and in accordance with state law
Certified nurse midwife
Physician Assistant under the supervision of the ordering physician 
Attending acute or post-acute physician if the participant is admitted to home health services immediately after an acute or post-acute stay 
Occur within a period that is no more than 90 days before or 30 days after the start of home health services

The face-to-face encounter may occur through telehealth, as allowed by State law.
Face – to – Face Documentation Requirements
The HHA must obtain documentation substantiating that the face-to-face requirements have been met. The documentation must be maintained in either hard copy or electronic form in the HHA participant’s medical record at the HHA. The documentation must include the following:
The clinical findings of the face-to-face encounter, substantiating the need for home health services
The primary reason for which home health services are required
The date of the face-to-face encounter 
The name and credentials of the practitioner who conducted the encounter
The HHA must ensure that it has received this documentation for each participant for whom a face-to-face visit is required. 
Documentation substantiating the need for home health services will be based on initial orders from the ordering practitioner’s medical record and/or the acute/post-acute care facility’s medical records. HHA documentation may be used to support the need for home health and must be signed off on by the ordering practitioner and incorporated into the medical record.
[bookmark: _Toc345573352][bookmark: _Toc226106165]Plan of Care
The term ‘plan of care’ refers to the medical treatment plan established by the ordering practitioner with the assistance of the home health care nurse or medical home health professional. Refer to Section 3 of this manual for plan of care requirements. Plan of care documents and interim order(s) must be maintained in the participant’s record. 
The orders on the plan of care must indicate the type of services to be provided to the participant both with respect to the professional who will provide them and with respect to the nature of the individual services, as well as the frequency of the services.
Example: Skilled nursing visits 7 times per week for 1 week; 3 times per week for 4 weeks; and 2 times per week for 3 weeks (SN 7/wk x 1/wk; 3/wk x 4/wk; 2/wk x 3/wk) for skilled observation and evaluation of the surgical site, for teaching sterile dressing changes and to perform sterile dressing changes. The sterile change consists of (detail of procedures).
Orders for care can indicate a specific range in the frequency of visits to ensure that the most appropriate level of service is provided to home health participants. Interim orders and plans of care may not exceed a one (1)-visit variance in the frequency of the ordered care. For example, the order may read one (1) to two (2) times per week. The frequency of service delivery within the one (1)-visit range is at the discretion of the provider, as long as the medical necessity for each visit, and for increasing/decreasing visits, is clearly documented in the plan of care or interim order and maintained in the participant’s record.
Example: SN 2-3/wk x 1/wk; 1-2/wk x 4/wk for skilled observation and evaluation of the surgical site.
‘PRN’ (as needed) may be used if the number of visits is specified and the order does not exceed a one (1)-visit variance in the frequency of the ordered care (e.g., PRN 2-3 times per week).
The plan of care must be reviewed and re-established by the ordering practitioner at least every 60 days. Any increase in the frequency of services or addition of new services during a certification period must be authorized by the ordering practitioner by way of a verbal order or written order prior to the provision of the increased or additional services. If a verbal order is given by the ordering practitioner, the nurse, or therapist must immediately put the order in writing and date and sign it. It must then be countersigned by the ordering practitioner as soon as possible and maintained in the participant’s record. 
Services that are provided from the beginning of the certification period and before the ordering practitioner signs the plan of care are considered to be provided under a plan of care established and approved by the ordering practitioner only when there is a verbal order for the care prior to delivery of the services. The verbal order must be documented, and the services must be included in a signed plan of care. Services that are provided after the expiration of a plan of care, but before the acquisition of a verbal order or a signed plan of care, cannot be considered for payment by MHD.
Any changes to the plan of care must be documented on an interim order which must be maintained in the participant’s record.
Refer to Section 3 of this manual for additional information on the plan of care. 
[bookmark: _Certification_Period][bookmark: _Toc345573353][bookmark: _Toc226106166]Ordering Practitioner Certification 
The HHA must be acting upon the ordering practitioner’s certification, which is part of the plan of care. The ordering practitioner must certify that:	
The participant requires intermittent skilled nursing services which are reasonable and necessary for the treatment of an injury or illness; or
PT, OT, and ST are necessary for treatment of the participant’s conditions;
A plan of care had been established while the individual was under the care of the ordering practitioner; and
The services were furnished while the individual was under the care of the ordering practitioner
The certification may cover a period less than but not greater than 60 days. The plan of care for any certification period must be signed and dated by the ordering practitioner before a claim is submitted for payment. The form may be signed by another practitioner who is authorized by the ordering practitioner to care for the participant in the ordering practitioner’s absence. If the ordering practitioner omits the date, the provider must enter the date the plan of care was received back from the ordering practitioner.
[bookmark: _Toc345573354][bookmark: _Toc226106167]2.6 Coverage Limitations
[bookmark: _Toc345573355][bookmark: _Toc226106168]Intermittent Skilled Nursing Services
MHD adheres to the Medicare home health definition of ‘intermittent’ as a medically predictable recurring need for skilled nursing services. In most instances, this definition refers to a participant requiring a skilled nursing service at least once every 60 days and in rare instances, every 90 days. 
MHD evaluates claims involving skilled nursing services furnished less frequently than once every 60 days. Payment is made only if documentation justifies a recurring need for reasonable, necessary, and medically predictable skilled nursing services. The following are examples of the need for infrequent, yet intermittent, skilled nursing services:
The participant with an indwelling silicone catheter who generally needs a catheter change only at 90-day intervals or three (3) months
The participant who experiences a fecal impaction due to the normal aging process (e.g., loss of bowel tone, restrictive mobility, and a breakdown in good health habits) and must be manually disimpacted. Although these impactions are likely to recur, it is not possible to pinpoint a specific time frame.
The participant who is blind, has diabetes, and self-injects insulin may have a medically predictable recurring need for a skilled nursing visit at least every 90 days. These visits, for example, are to observe and determine the need for changes in the level and type of care which have been prescribed, thus supplementing the ordering practitioner’s contacts with the participant.
When the need for intermittent skilled nursing visits is medically predictable, but a situation arises after the first visit making additional visits unnecessary, e.g., the participant is institutionalized or dies, the one (1) visit is reimbursable. However, a one (1)-time order (e.g., to give gamma globulin following exposure to hepatitis) is not considered a need for intermittent skilled nursing care since a recurrence of the problems that require this service is not medically predictable.
Although most participants require services no more frequently than several times a week, MHD pays for part-time medically reasonable and necessary skilled nursing care seven (7) days a week for a short period of time, between two (2) to three (3) weeks. Refer to Section 2.15 of this manual for an explanation of MO HealthNet coverage of part-time and intermittent skilled nursing and home health aide services.
There may also be a few cases involving unusual circumstances when the participant’s prognosis indicates the medical need for daily skilled services that extends beyond three (3) weeks. When the ordering practitioner makes this judgment, which usually should be made before the end of the three (3)-week period, the HHA must forward medical documentation justifying the need for such additional services and include an estimate of how much longer daily skilled services will be required.
A person expected to need more or less full-time skilled nursing care over an extended period of time, i.e. a participant who requires institutionalization, usually does not qualify for home health benefits.
[bookmark: _Toc345573356][bookmark: _Toc226106169]Daily Visits
When a participant has a medical condition requiring daily visits and these visits are judged to be reasonable and necessary, three (3) weeks of service is paid beginning with the onset of daily visits. After this initial period, there must be medical documentation justifying the need for continued daily visits including an estimate of the length of time additional visits are necessary. Daily visits may be covered for up to three (3) weeks and, in unusual cases, for more than three (3) weeks. Documentation for all daily visits must include a projected stop date. Beyond three (3) weeks, the medical necessity and appropriateness of the service are very closely reviewed.
[bookmark: _Toc345573357][bookmark: _Toc226106170]Multiple Visits Per Day
MHD pays for daily skilled nursing visits twice per day when documentation clearly substantiates that the service is reasonable and necessary for the active treatment of an illness or injury and that the need for such service is short-term. Twice a day visits are not normally paid for more than seven (7) consecutive days, but the final decision on payment is based on the treatment being provided and the complexity of the participant’s condition.
[bookmark: _Toc345573358][bookmark: _Toc226106171]First Visit Post-Hospitalization
The first visit after a participant has been discharged from the hospital is not reviewed on the basis of the time that has elapsed since discharge. The review focuses on whether a reasonable and necessary skilled service for the treatment of the participant’s illness or injury has been delivered. If the only service provided during the initial visit consists of evaluation, it must be an evaluation of the participant’s unstable medical condition, supported by the diagnosis and treatment(s) ordered and meeting the other requirements for the payment of skilled observation and evaluation. The service provided in this situation may be provided simultaneously with, but is distinct from, the initial assessment of environmental factors, attitude of family members, etc., required for determining whether the provider accepts the participant for care. Such initial assessment, by itself, does not qualify for MHD payment.
[bookmark: _Toc345573359][bookmark: _Toc226106172]Visits Made When Participant is Not at Home
Home health services are not covered while the participant is in a hospital, skilled nursing facility (SNF), or intermediate care facility (ICF). No payment is made for services that were not delivered due to the participant’s absence, except for one (1) visit when the participant’s absence was due to death, hospitalization, or placement in a nursing home, if the provider was unaware of the absence. The provider must document the circumstances on the medical update or addendum.
[bookmark: _Toc345573360][bookmark: _Toc226106173]Duplication of Home Health Care with Physician/Clinic Visits
When the claims review process indicates that a participant has routinely and frequently visited a physician or clinic, MHD will question the reason home health skilled nursing services cannot be provided in the physician's office or clinic.
Documentation supporting the need for the home health visit in addition to the routine visit to the physician must be entered on the plan of care. 
[bookmark: _Toc345573361][bookmark: _Toc226106174]Administrative Evaluation Visits
Home health agencies are required by regulation to have written policies concerning the acceptance of participants by the agency. These include consideration of the physical facilities available in the participant’s home and the attitudes of family members for the purpose of evaluating the feasibility of meeting the participant’s medical needs in the home health setting. When personnel of the agency make such an initial evaluation visit, the cost of the visit is considered an administrative cost of the agency and is not chargeable as a visit since at this point the participant has not yet been accepted for care. If, however, during the course of this initial evaluation visit, the participant is determined suitable for home health care by the agency and is also furnished the first skilled service as ordered under the plan of care, the visit becomes the first billable visit.
[bookmark: _Toc345573362]NOTE:  The plan of care must be established with evidence of orders to justify reimbursement for the evaluation visit as a skilled visit.
Supervisory Visit
A supervisory visit made by a nurse or other appropriate personnel to evaluate the specific personal care needs of the participant or to review the manner in which the personal care needs of the participant are being met by the aide is considered an administrative function and is not chargeable to MHD or the participant as a skilled visit.
[bookmark: _Toc345573363][bookmark: _Toc226106175]Impact of Other Available Caregivers
A MO HealthNet eligible participant who meets the criteria for coverage of home health services is entitled to have the costs of reasonable and necessary services reimbursed by MHD without regard to whether there is someone available to the participant to furnish them. However, when a family member or other caring person is or will be providing services that adequately meet the participant’s needs, it is not considered reasonable and necessary for HHA personnel to furnish such services.
Home health services are reimbursable by MHD even if the participant qualifies for institutional care (e.g., hospital care or SNF care), as long as the care is reasonable and necessary and can be safely delivered in the home health setting.
[bookmark: _Toc226106176][bookmark: _Toc345573364]Eligible for Medicare and MO HealthNet Coverage
When a participant of home health services is eligible for both Medicare and MO HealthNet, and the services are covered by both Medicare and MO HealthNet, the provider must bill Medicare first. If Medicare denies the claim, it may be submitted to MHD with the Medicare denial information attached, for consideration of payment.
The MHD fiscal agent automatically denies all home health claims for services to Medicare/MO HealthNet eligible participants, unless the claim is accompanied by evidence of a Medicare denial. Those claims that have such an attachment are reviewed to determine if they met MO HealthNet criteria, despite the Medicare denial.
To permit MHD reimbursement for services that are not payable by Medicare, there must be one (1) of the following valid attachments on the submitted claim:
A denial letter from Medicare referring to the service billed
A Medicare Remittance Advice (RA)/Explanation of Medical Benefits (EOMB) that denies the service (e.g., exhaustion of benefits part of the service not covered, participant ineligible for Medicare on date of service)
A CMS-1600 form (request for claim number verification) which is dated no earlier than 365 days before the date of service
For further information regarding billing instructions for participant’s over 65 years of age, refer to Section 4 of this manual and the Medicare/Medicaid Claims Processing Provider Manual.
[bookmark: _Toc345573365][bookmark: _Toc226106177]2.7 Skilled Nursing Care Services
Skilled nursing care is a covered home health service and is reimbursable under the MO HealthNet Program provided that all of the following conditions are met:
The services are ordered by and included in the plan of care established by the ordering practitioner for the participant
The services are required on an intermittent basis
The services are performed by or under the direct supervision of a licensed nurse (RN or Licensed Practical Nurse (LPN)) to assure the safety of the participant and to achieve the medically desired result
The services are reasonable and necessary to the treatment of an illness or injury
Services for skilled nursing care can be paid without regard to whether the participant has a terminal, chronic or acute illness or the condition is stable or unstable, as long as the skilled nursing care is reasonable and necessary to treat an illness or injury.
Services are considered reimbursable skilled nursing services on the basis of complexity, e.g., intravenous and intramuscular injections or insertion of catheters, or based on the condition of the participant. Following are examples in which the condition of the participant may cause a service that is ordinarily considered unskilled to be considered a skilled nursing service.
Example 1:  The presence of a plaster cast on an extremity generally does not indicate a need for skilled care. However, the participant with a pre-existing peripheral vascular or circulatory condition might need skilled nursing to observe for complications and to monitor medication administration for pain control.
Example 2:  The condition of a participant who has irritable bowel syndrome, or who is recovering from rectal surgery, may be such that the participant can be given an enema safely and effectively only by a skilled nurse. If the enema is necessary to treat the illness or injury, then the visit is covered as a skilled nursing service.
A service is not considered skilled because it is performed by a nurse. The unavailability of a competent person to provide a non-skilled service does not make it a skilled service even if a skilled nurse provides it.
A service that requires the skills of a licensed nurse is considered a skilled service even if it is taught to the participant, their family, or other caregivers.
Example 3:  A participant was discharged from the hospital with an open draining wound that required irrigation, packing, and dressing twice each day. The HHA has taught the family to perform the dressing changes. The HHA continues to see the participant for the wound care that is needed during the time that the family is not available and willing to provide it. The wound care continues to be skilled nursing care, notwithstanding that the family provides it part of the time and may be covered as long as it is required by the participant.
[bookmark: _Toc345573366][bookmark: _Toc226106178]Skilled Observation and Evaluation
For skilled observation and evaluation to be considered a reasonable and necessary active treatment for an injury or illness, a probability must exist that significant change(s) will occur in the participant’s condition. This probability derives from the onset of a new condition or exacerbation of a previously existing condition and is no longer considered a reasonable probability when there is a three (3)-week period in which no significant change in the participant’s condition actually occurs. Suitable documentation of a significant change in condition includes either a recent exacerbation of condition or a change in medication or treatment order.
Observation of fluctuating vital signs does not suffice, in most cases, as the sole documentation of the need for observation and evaluation. Indications such as abnormal/fluctuating vital signs, weight changes, edema, symptoms of drug toxicity, abnormal/fluctuating lab values and respiratory changes on auscultation may justify skilled observation and assessment when these indications are likely to result in changes to the treatment of the participant. Observation and evaluation by a skilled nurse is not reasonable and necessary to the treatment of the illness or injury when these indications are part of a long-standing pattern of the participant’s condition, and there is no attempt to change the treatment to resolve them.
The plan of care must document all significant changes in condition: vital signs and symptoms should be included, together with ordering practitioner contacts, and subsequent changes in treatment. All observations and activities should be dated.
The frequency of covered visits solely for observation and evaluation depends on the complexity of the participant’s condition and the necessity for the service. In general, however, reimbursement is made for one (1) visit per week unless documentation justifies greater frequency. Providers should note, however, that when the participant is visiting the ordering practitioner once per week, the necessity for additional nurse visits diminishes.
[bookmark: _Toc345573367][bookmark: _Toc226106179]Management and Evaluation of the Care Plan
Skilled nursing visits for management and evaluation of the participant’s care plan are also reasonable and necessary when underlying conditions or complications require that only a RN can ensure that essential non-skilled care is achieving its purpose. For skilled nursing care to be reasonable and necessary for management and evaluation of the participant’s plan of care, the complexity of the necessary unskilled services which are a necessary part of the medical treatment must require the involvement of skilled nursing personnel to promote the participant’s recovery and medical safety in view of the participant’s overall condition. The management and evaluation of the care plan must be identifiable in the nursing documentation.
[bookmark: _Toc345573368][bookmark: _Toc226106180]Teaching and Training
Teaching and training a participant, the participant’s family or caregivers how to manage the treatment regimen are MO HealthNet-covered home health services under the following conditions:
The teaching and training is reasonable and necessary to the treatment of the illness or injury
The teaching and training activities require the skills or knowledge of a nurse 
The teaching and training must be documented in the record
The test of whether a nursing service is skilled relates to the skill required to teach and not to the nature of what is being taught.
When it becomes apparent after a reasonable period of time that the participant, family or caregiver will not or is not able to learn or be trained, then further teaching and training ceases to be reasonable and necessary. The reason that the participant, family or caregiver will not or is not able to learn or be trained should be documented in the record. Notwithstanding that the teaching or training was unsuccessful, the services for teaching and training is considered to be reasonable and necessary prior to the point that it became apparent that the teaching or training was unsuccessful, as long as such services were appropriate to the participant’s illness, functional loss or injury.
In determining the reasonable and necessary number of teaching and training visits, consideration is given to whether the teaching provided in the home health setting constitutes a reinforcement of teaching provided in an institutional setting or constitutes the initial instruction received by the participant. If it constitutes reinforcement of training previously received, fewer visits should normally be required than for initial training. However, this does not preclude payment for more than the average number of visits when the facts indicate that the ability of the participant to comprehend and utilize the teaching given in the hospital in the home health setting is such that additional teaching visits were required. Visits made solely to remind or emphasize to the participant or their family the need to follow the instruction provided do not require the skills of a nurse.
Visits by a nurse as part of an initial training program to supervise and evaluate the practical application of the training provided requires the skills of a nurse and is considered reasonable and necessary when the complexity of the service being taught indicates such visits are warranted, for example, insulin injections or preparation of formula feedings for participants with gastrostomy needs.
If a physical or occupational therapist is visiting the participant, it is not considered necessary to have a licensed nurse visit the participant to provide instruction in the use of supportive devices, self-care activities, body alignment and positioning and transfer activities since such activities are generally carried out within the physical or occupational therapy program established for the participant.
If visits to provide needed training exceed the usual number of visits required to teach the average non-medical person how to perform a particular procedure or service, the provider is required to furnish documentation as to why the additional visits were necessary upon submission of the claim.
Re-teaching and retraining for an appropriate period may be considered reasonable and necessary when there is a change in the procedure or the participant’s condition that requires re-teaching, or when the participant, family or caregiver is not properly carrying out the task. The plan of care should document the reason that the re-teaching or retraining is required.
Teaching and training activities that require the skills of a licensed nurse include, but are not limited to the following:
Teaching administration of medical gases
Teaching wound care when the complexity of the wound, the overall condition of the participant or the ability of the caregiver makes teaching necessary
Teaching care for a recent ostomy or when reinforcement of ostomy care is needed
Teaching self-catheterization
Teaching self-administration of gastrostomy or enteral feedings
Teaching bowel or bladder training when bowel or bladder dysfunction exists
Teaching how to perform the activities of daily living when the participant or caregiver must use special techniques and adaptive devices due to a loss of function
Teaching transfer techniques, e.g., from bed to chair, which are needed for safe transfer
Teaching proper body alignment and positioning, and timing techniques of a bed-bound participant
Teaching ambulation with prescribed assistive devices (such as crutches, walker, cane, etc.) that are needed due to recent functional loss
Teaching prosthesis care and gait training
Teaching the use and care of braces, splints and orthotics and associated skin care
Teaching the proper care and application of any specialized dressings or skin treatments (for example, dressings or treatments needed by participants with severe or widespread fungal infections, active or severe psoriasis or eczema or due to skin deterioration from radiation treatments)
Teaching the preparation and maintenance of a therapeutic diet 
Teaching proper administration of oral medication, including signs of side-effects and avoidance of interaction with other medications and food
[bookmark: _Toc345573370][bookmark: _Toc226106181]Administration of Medications
Drugs and biologicals are specifically excluded from MO HealthNet coverage under the Home Health Program. However, the services of a licensed nurse that is required to administer the medications safely and effectively may be covered if they are reasonable and necessary to the treatment of the illness or injury.
Intravenous, intramuscular, or subcutaneous injections and infusions, and hypodermoclysis or intravenous feedings require the skills of a licensed nurse to be performed (or taught) safely and effectively. When these services are reasonable and necessary to treat the illness or injury, they may be covered. For these services to be reasonable and necessary, the medication being administered must be accepted as safe and effective treatment of the participant’s illness or injury, and there must be a medical reason that the parenteral medication cannot be taken orally. Moreover, the frequency and duration of the administration of the medication must be within accepted standards of medical practice, or there must be a valid explanation regarding the extenuating circumstances which justify the need for the additional injections.
[bookmark: _Toc226106182]Vitamin B-12 
Injections are considered specific therapy only for the following conditions:
Specified anemias: pernicious anemia, megaloblastic anemias, macrocytic anemias, fish tapeworm anemia
Specified gastrointestinal disorders: gastrectomy, malabsorption syndromes such as sprue and idiopathic steatorrhea, surgical and mechanical disorders such as resection of the small intestine, strictures, anastomosis and blind loop syndrome 
Certain neuropathies: posterolateral sclerosis, other neuropathies associated with pernicious anemia, during the acute phase or acute exacerbation of a neuropathy due to malnutrition and alcoholism
For an individual with pernicious anemia caused by a B-12 deficiency, intramuscular or subcutaneous injections of vitamin B-12, at a dose of from 100 to 1000 micrograms no more frequently than once monthly, are the accepted reasonable and necessary dosage schedules for maintenance treatment and are covered by MHD. More frequent injections are appropriate in the initial or acute phase of the disease until it has been determined through laboratory tests that the participant can be sustained on a maintenance dose. Injections more frequent than once a month must be ordered and the need must be documented in the plan of care.
[bookmark: _Toc345573371][bookmark: _Toc226106183]Insulin Injections
Insulin is customarily self-injected by participants or their families. However, when a participant is either physically or mentally unable to self-inject insulin and there is no other person who is able and willing to inject the participant, the injections are considered reasonable and necessary skilled nursing services and reimbursable under MHD subject to the 100-visit limit.
Example:  A participant who requires an injection of insulin once per day for treatment of diabetes mellitus, also has multiple sclerosis with loss of muscle control in the arms and hands, occasional tremors and vision loss which cause the participant not to be able to fill syringes or to self-inject the needed insulin. If there is no able and willing caregiver to inject the insulin, skilled nursing care is reasonable and necessary for the injection of the insulin.
The pre-filling of syringes with insulin (or other medication that is self-injected) is a covered service when the participant meets the home health eligibility criteria and requires additional skilled nursing care on an intermittent basis or physical, occupational or speech therapy. If the participant needs someone only to pre-fill syringes (and therefore needs no skilled nursing care on an intermittent basis, or physical, occupational or speech therapy), the participant does not qualify for MO HealthNet home health coverage. Provision of this service is available through the Personal Care Program (Authorized Nurse Visit) for qualifying individuals. Referral must be made through the local office of DHSS Division of Senior and Disability Services (DSDS). Refer to the Personal Care Provider Manual for more information. 
[bookmark: _Toc345573372][bookmark: _Toc226106184]Oral Medications
The administration of oral medications by a licensed nurse is not reasonable and necessary skilled nursing care except in the specific situation in which the complexity of the participant’s condition, the nature of the drugs prescribed and the number of drugs prescribed require the skills of a licensed nurse to detect and evaluate side effects or reactions. The plan of care must document the specific circumstances that cause administration of an oral medication to require skilled observation and assessment.
[bookmark: _Toc345573373][bookmark: _Toc226106185]Eye Drops and Topical Ointments
The administration of eye drops and topical ointments does not require the skills of a licensed nurse. Therefore, even if the administration of eye drops or ointments is necessary to the treatment of an illness or injury and the participant cannot self-administer them, the visits cannot be covered as a skilled nursing service. This does not preclude coverage of skilled nursing visits for teaching self-care and for observation and evaluation of the participant’s condition, as in the case of post-cataract surgery.
[bookmark: _Toc345573374][bookmark: _Toc226106186]Tube Feedings
Nasogastric tube, and percutaneous tube feedings (including gastrostomy and jejunostomy tubes), and the replacement, adjustment, stabilization and suctioning of the tubes are skilled nursing services. If the feedings are required to treat the participant’s illness or injury, the feedings, and the replacement or adjustment of the tubes are covered as skilled nursing services.
[bookmark: _Toc345573375][bookmark: _Toc226106187]Nasopharyngeal and Tracheostomy Aspiration
Nasopharyngeal and tracheostomy aspiration are skilled nursing services and, if required to treat the participant’s illness or injury, are covered as skilled nursing services.
[bookmark: _Toc345573376][bookmark: _Toc226106188]Catheters
Insertion and sterile irrigation and replacement of catheters, care of a suprapubic catheter, and in selected participants, urethral catheters, are considered to be skilled nursing services. When the catheter is necessitated by a permanent or temporary loss of bladder control, skilled nursing services that are provided at a frequency appropriate to the type of catheter in use are considered reasonable and necessary. Absent complications, Foley catheters generally require skilled care once approximately every 30 days and silicone catheters generally require skilled care once every 60-90 days and this frequency of service is considered reasonable and necessary. However, when there are complications that require more frequent skilled care related to the catheter, such care is, with adequate documentation, covered.
Example:  A participant who has a Foley catheter due to loss of bladder control because of multiple sclerosis has a history of frequent plugging of the catheter and urinary tract infections. There is an order for skilled nursing visits once per month to change the catheter, as well as a PRN order for up to two (2) additional visits per month for skilled observation and evaluation and/or catheter changes if the participant or participant’s family reports signs and symptoms of a urinary tract infection or a plugged catheter. During the certification period, the participant’s family contacts the HHA because the participant has an elevated temperature, abdominal pain and scant urine output. The skilled nurse visits the participant and determines that the catheter is plugged and that there are symptoms of a urinary tract infection. The skilled nurse changes the catheter, and contacts the ordering practitioner regarding the findings, and to discuss treatment. The skilled nursing visit to change the catheter and to evaluate the participant is reasonable and necessary to treatment of the illness or injury.
[bookmark: _Toc345573377][bookmark: _Toc226106189]Wound Care		
Wound care, (including, but not limited to ulcers, burns, pressure ulcers, open surgical sites, fistulas, tube sites and tumor erosion sites) when the skills of a licensed nurse are needed to provide safely and effectively the services necessary to treat the illness or injury is considered to be a skilled nursing service. For skilled nursing care to be reasonable and necessary to treat a wound, the size, depth, nature of drainage (color, odor, consistency and quantity), condition and appearance of surrounding skin of wound must be documented in the clinical findings so that an assessment of the need for skilled nursing care can be made. MHD coverage or denial of skilled nursing visits for wound care is not based solely on the stage classification of the wound, but upon all of the documented clinical findings contained in the plan of care. Moreover, the plan of care must contain the specific instructions for the treatment of the wound. When the ordering practitioner has ordered appropriate active treatment (e.g., sterile or complex dressing changes, administration of prescription medications, etc.) of wounds with the following characteristics, the skills of a licensed nurse are usually reasonable and necessary:
Open wounds which are draining purulent or colored exudate or which have a foul odor present or for which the participant is receiving antibiotic therapy
Wounds with a drain T-tube which requires adjustment or repositioning of such drains
Wounds which require irrigation or instillation of a sterile cleansing or medicated solution into several layers of tissue and skin and/or packing with sterile gauze
Recently debrided ulcers
Pressure sores (decubitus ulcers) which present the following characteristics:
There is partial tissue loss with signs of infection such as a foul odor or purulent drainage, or
There is full thickness tissue loss that involves exposure of fat or invasion of other tissue such as a muscle or bone
Wounds with exposed internal vessels or a mass which may have a proclivity for hemorrhage when a dressing is changed (e.g., post radical neck surgery, cancer of the vulva)
Open wounds or widespread skin complications following radiation therapy, or which result from immune deficiencies or vascular insufficiencies
Post-operative wounds when there are complications such as infection or allergic reaction or when there is an underlying disease which has a reasonable potential to adversely affect healing (e.g., diabetes)
Third-degree burns, and second-degree burns when the size of the burn or presence of complications causes skilled nursing care to be needed
Skin conditions requiring application of nitrogen mustard or other chemotherapeutic medication which present a significant risk to the beneficiary
Other open or complex wounds that require treatment that can only be safely and effectively provided by a licensed nurse
Following are examples of the types of wound care that are reimbursable under MHD:
Example 1:  A participant has a second-degree burn with full thickness skin damage on the back. The wound is cleansed, followed by an application of Sulfamylon. While the wound requires skilled monitoring for signs and symptoms of infection or complications, the dressing change requires skilled nursing services.
Example 2:  A participant experiences a pressure ulcer with full thickness tissue loss that extends through the dermis to involve subcutaneous tissue. The wound involves necrotic tissue with an order to apply a covering of a debriding ointment following vigorous irrigation. The wound is then packed loosely with wet to dry dressings or continuous moist dressing and covered with dry sterile gauze. Skilled nursing care is necessary for proper treatment and understanding of cellular adherence and/or exudate or tissue healing or necrosis.
NOTE:  This section relates to the direct, hands-on skilled nursing care provided to participants with wounds, including any necessary dressing changes on those wounds. Wounds or ulcers that show redness, edema and induration, at times with epidermal blistering or desquamation do not ordinarily require skilled nursing care. While a wound might not require this skilled nursing care, the wound may still require skilled monitoring for signs and symptoms of infection or complication or skilled teaching of wound care to the participant or the participant’s family.
[bookmark: _Toc345573378][bookmark: _Toc226106190]Ostomy Care
Ostomy care during the post-operative period and in the presence of associated complications when the need for skilled nursing care is clearly documented in the plan of care is a reimbursable skilled nursing service under MHD. Teaching ostomy care remains skilled nursing care regardless of the presence of complications.
[bookmark: _Toc345573379][bookmark: _Toc226106191]Heat Treatments
Heat treatments that have been specifically ordered as part of active treatment of an illness or injury and which require observation by a licensed nurse to adequately evaluate the participant’s progress are considered MHD-covered skilled nursing services.
[bookmark: _Toc345573380][bookmark: _Toc226106192]Medical Gasses
Initial phases of a regimen involving the administration of medical gasses which are necessary to the treatment of the participant’s illness or injury, is reimbursed under MHD as skilled nursing care for skilled observation and evaluation of the participant’s reaction to the gasses, and to teach the participant and family when and how to properly manage the administration of the gasses.
[bookmark: _Toc345573381][bookmark: _Toc226106193]Rehabilitation Nursing
Rehabilitation nursing procedures, including the related teaching and adaptive aspects of nursing that are part of active treatment (e.g., the institution and supervision of bowel and bladder training programs), qualifies for coverage under MO HealthNet as a skilled nursing service.
[bookmark: _Toc345573382][bookmark: _Toc226106194]2.8 Student Nurse Visits
Visits by a student nurse may be covered as skilled nursing care under MO HealthNet when a HHA participates in training programs in which it utilizes student nurses enrolled in a school of nursing to perform skilled nursing services in a home health setting. To be covered, the services must be reasonable and necessary skilled nursing care and must be performed under the general supervision of a RN or licensed nurse. The supervising nurse need not accompany the student nurses on each visit.
[bookmark: _Toc345573383][bookmark: _Toc226106195]2.9 Psychiatric Nursing Services
MO HealthNet home health covers psychiatric nursing as skilled nursing services when, in addition to meeting the home health eligibility criteria, all the following conditions are met:
The participant has one (1) of the following primary psychiatric diagnoses certified in writing by a physician:
Schizophrenic disorder
Paranoia
Bipolar disorder
Unspecified psychosis
Major depression recurrent
Dementia and other conditions complicated with delusional disorder, mood disorder or anxiety disorder
The participant required active treatment under the care of a physician on either an outpatient or inpatient basis as a result of a psychiatric disorder
The services are prescribed and provided in accordance with a plan of care which clearly documents the need for services and is reviewed by the ordering practitioner at least every 60 days
The services are delivered by a nurse with specialized psychiatric training
The objectives of the prescribed active treatment are measurable by physical criteria (i.e., increased appetite, increased energy level, appropriate affect) and the treatment and results are well documented
When the participant meets the above-stated criteria, psychiatric nurse services may be reimbursed for a stabilization period of not more than three (3) weeks with a frequency of not more than twice a week.
Additional three (3)-week periods may be covered with documentation of continued instability and the determination by the unit reviewing the claim(s) that the services are reasonable and necessary to the stabilization of the illness.
Psychiatric nurse services include participant education and assessment, medication management, and supportive counseling. These services are distinguished from the psychiatric services of a physician and do not include medical psychotherapy. MO HealthNet interprets ‘medical psychotherapy’ to mean that the physician is personally involved on a one (1)-to-one (1) basis in an individual setting with the participant, during which there is discussion about the participant’s problems as related to the diagnosis.
[bookmark: _Toc345573384][bookmark: _Toc226106196]Psychiatric Nurse Qualifications
A nurse with specialized psychiatric training has special training and/or experience beyond the standard curriculum required for a RN. Examples of such special training or experience includes the following:
Master’s degree in psychiatric or mental health nursing, or equivalent training
Experience as a member of the nursing staff in an active treatment unit or a psychiatric hospital (this experience is beyond that gained as part of a RN's training)
Experience as a member of an outpatient mental health clinic or hospital 
Because the law precludes agencies that primarily provide care and treatment of mental diseases from participating as home health agencies, psychiatric nursing must be furnished by an agency that does not primarily provide care and treatment of mental diseases.
Services of non-psychiatric nursing such as intramuscular injections of behavior modifying medications are a covered home health benefit as long as the participant receiving these services has a medically predictable recurring need for a skilled nursing visit at least every 90 days and continues to meet the home health eligibility criteria.
[bookmark: _2.12_Home_Health][bookmark: _Toc345573385][bookmark: _Toc226106197]2.10 Home Health Aide Services
Home health aide services are MO HealthNet-covered services when the participant meets the home health qualifying criteria.
The services of the aide must be reasonable and necessary to maintain the participant at home and there must be no other person available who could and would perform the services.
The services of the aide must be supervised by a RN or other appropriate professional staff member, whose visits are not separately reimbursed unless a covered skilled nursing or therapy service, as prescribed on the plan of care, is performed concurrently.
The assignment of a home health aide to a particular case must be made in accordance with a written plan of care that indicates the participant’s need for personal care services. The reason for the visits by the home health aide must be to provide hands-on personal care of the participant, or services that are needed to maintain the participant’s health or to facilitate treatment of the participant’s illness or injury.
The order should indicate the frequency of the home health aide services required by the participant. These services may include but are not limited to:
Personal care tasks, including:  
Bathing
Dressing
Grooming, caring for hair, nail and oral hygiene which are needed to facilitate treatment or to prevent deterioration of the participant’s health
Changing the bed linens of participant with incontinence
Shaving, deodorant application, skin care with lotions and/or powder
Foot care
Ear care
Feeding
Assistance with elimination including enemas, unless the skills of a licensed nurse are required due to the participant’s condition
Routine catheter care 
Routine colostomy care
Assistance with ambulation
Changing position in bed
Assistance with transfers
Simple dressing changes which do not require the skills of a licensed nurse (e.g., application of a topical ointment and gauze to unbroken skin)
Assistance with medications which are ordinarily self-administered, and which do not require the skills of a licensed nurse to be provided safely and effectively
Assistance with activities which are directly supportive of covered skilled therapy services but do not require the skills of a therapist to be safely and effectively performed such as routine maintenance exercises, and repetitive speech routines to support speech therapy 
Routine care of prosthetic and orthotic devices
[bookmark: _Toc345573386][bookmark: _Toc226106198][bookmark: _Toc345573387]Intermittent Care
When a home health aide visits a participant to provide a health-related service as discussed above, the home health aide may also perform some incidental services which do not meet the definition of a home health aide service (e.g., light cleaning, preparation of a meal, taking out the trash, shopping). However, the purpose of a home health aide visit may not be solely to provide these incidental services since they are not health related services but rather are necessary household tasks that must be performed by anyone to maintain a home.
Part-time or intermittent services of home health aides are usually services for a few hours a day several times a week. Occasionally, more services, i.e., up to eight (8) hours per day, may be provided for a limited period when recommended in the plan of care and when, because of unusual circumstances, neither the alternative of part-time care nor institutionalization is feasible.
Home health aide visits usually last from one (1) to two (2) hours a day and generally are provided two (2) or three (3) times a week. When these norms are exceeded, the home health agency must keep documentation in the participant’s record justifying the need for additional services.
[bookmark: _Toc226106199]Extensive Personal Care
For the very few ill participants who need extensive personal care services, MHD pays for part-time medically reasonable and necessary aide services seven (7) days a week for a short period of time, two (2) to three (3) weeks. There may also be a few cases involving unusual circumstances when a participant’s personal care needs extend beyond three (3) weeks. For example, the participant’s condition is terminal; or the participant has suffered a relapse which, while requiring more intensive care, either does not necessitate institutionalization, or institutionalization cannot immediately be arranged.
When the ordering practitioner makes the judgment, which usually should be made before the end of the three (3)-week period, the HHA must forward medical documentation justifying the need for such additional services and include an estimate of how much longer daily services will be required.
MHD pays for daily home health aide visits twice per day when documentation clearly substantiates that the service is reasonable and necessary for the active treatment of an illness or injury, and that the need for such service is short-term. Daily visits may be covered for up to three (3) weeks and, in unusual cases, as in those described above, for more than three (3) weeks. Documentation for all daily visits must include a projected stop date. Beyond three (3) weeks, the medical necessity and appropriateness of the service is very closely reviewed. Twice a day visits are not normally paid for more than seven (7) consecutive days, but the final decision on payment is based on the treatment being provided and the complexity of the participant’s condition.
The combined total of all skilled nurse, psychiatric nurse, and nurse aide visits reimbursed on behalf of a MO HealthNet participant may not exceed 100 visits per calendar year. Refer to Section 2.5 of this manual for more information.
Claims for home health aide visits to provide personal care to a participant who is already receiving services under the Personal Care Program are recouped as a duplicative and more costly service. This does not apply to home health aide visits to provide a service that a personal care worker cannot perform due to the skill level required by the service itself or by the complexity of the participant’s condition. The plan of care must document why the higher-level skills of the home health aide are required. Refer to the Personal Care Provider Manual for more information.
[bookmark: _Toc345573388][bookmark: _Toc226106200]2.11 Maternity Stays and Post-Discharge Home Visit
Coverage shall be available for a minimum of 48 hours of inpatient care following a vaginal delivery and a minimum of 96 hours of inpatient care following a cesarean section for a mother and newly born child.
A shorter length of hospital stay for services related to maternity and newborn care may be approved if both of the following conditions are met:
The shorter stay meets with the approval of the attending physician after consulting with the mother. The physician’s approval to discharge shall be made in accordance with the most current version of the Guidelines for Perinatal Care prepared by the American Academy of Pediatrics (AAP and the American College of Obstetricians and Gynecologists (ACOG), or similar guidelines prepared by another nationally recognized medical organization.
Insurance entity provides coverage for post-discharge care to the mother and her newborn
Post-discharge care shall consist of a minimum of two (2) visits, at least one (1) of which shall be in the home, in accordance with accepted maternal and neonatal physical assessments, by a registered professional nurse with experience in maternal and child health nursing or a physician. 
Services provided by the registered professional nurse or physician shall include, but not be limited to the following: 
Physical assessment of the newborn and mother
Parent education
Assistance and training in breast or bottle feeding
Education and services for complete childhood immunizations
Performance of any necessary and appropriate clinical tests 
Submission of a metabolic specimen satisfactory to the state laboratory
Such services shall be in accordance with the medical criteria outlined in the most current version of the Guidelines for Perinatal Care prepared by the AAPP and the ACOG, or similar guidelines prepared by another nationally recognized medical organization. Any abnormality, in the condition of the mother or the child, observed by the nurse shall be reported to the attending physician as medically appropriate.
Attending physician shall include the attending obstetrician, pediatrician, or other physician attending the mother or newly born child.
[bookmark: _Toc345573389][bookmark: _Toc226106201]Coverage of Post-Discharge Visits
MHD reimburses up to two (2) post-discharge skilled nurse visits in the home within two (2) weeks of an early inpatient discharge for a stay of less than 48 hours for a vaginal delivery and for a stay of less than 96 hours for a cesarean section delivery when provided by a HHA. Visits must be ordered and included in a plan of care. The criterion for an early inpatient discharge and the post-discharge visits as outlined by the AAP and the ACOG must be met.
The first post-discharge visit shall be provided within 48 hours of an inpatient discharge unless otherwise ordered, and the second post-discharge visit, if appropriate (e.g., breast feeding not well established) shall be provided within two (2) weeks of an inpatient discharge. The post-discharge visit(s) shall be provided by a skilled nurse with experience in antepartum, intrapartum, and postpartum care and experience in newborn assessment. The post-discharge visit(s) covers both the mother and newborn.
The HHA shall make a report to the attending physician within 24 hours of the post-discharge visit.
Refer to the current version of the International Classification of Diseases (ICD) code book for the appropriate diagnosis code indicating the services are a post-discharge visit for a routine postpartum follow-up. Refer to Section 4.9 of this manual for more information on diagnosis codes.
The post-discharge visit(s) must be billed using the mother’s MO HealthNet ID (Departmental Client Number (DCN)).
Under the expanded Healthy Children and Youth (HCY) Program for individuals ages 20 and under, additional medically necessary services may be approved for the newborn. If medically necessary skilled nurse visits are required to treat or ameliorate a medical condition, they must be prior authorized by the DHSS, Bureau of Special Health Care Needs (BSHCN) office located in the region of the child’s residence. Refer Section 2.20 of this manual and to the Healthy Children and Youth Provider Manual for more information. 
[bookmark: _Toc345573390][bookmark: _Toc226106202]Participant Criteria for Early Discharge
In accordance with the most current version of the Guidelines for Perinatal Care prepared by the AAP and the ACOG, or similar guidelines prepared by another nationally recognized medical organization, the following criteria are considered appropriate for early discharge and subsequent home health follow-up:
The antepartum, intrapartum, and postpartum courses for both mother and baby are uncomplicated
Term (38 to 42 weeks) with birth weight appropriate for gestational age
Vital signs for baby are normal and stable for at least 12 hours: heart rate 100-160/minute, respiratory rate <60/minute and axillary temperature 97°F to 98ºF in an open crib with appropriate clothing
Two (2) successful feedings with coordinated sucking, swallowing, and breathing while feeding
No evidence of excessive bleeding at the circumcision site for at least two (2) hours
Physician examination reveals no abnormalities that require continued hospitalization
There is no evidence of significant jaundice in the first 24 hours
The mother has received instruction and verbalized/demonstrated her knowledge, ability, and confidence of the following: 
Bottle or breast feeding
Adequacy of breast feeding assessed by latch-on and swallowing
Urine and stool frequency
Cord, skin, and infant genital care
Recognition of signs of illness
Common problems
Jaundice
Infant safety (car seat and position for sleeping) and mother verbalized/demonstrated her knowledge, ability and confidence
Support person(s) available in the home to assist the mother
No unresolved family, environmental, or social risk factors present such as: 
Untreated parental substance abuse
History of child abuse or neglect
Mental illness of parent in the home
Untreated domestic violence, especially during this pregnancy
Mother has stable vital signs and can ambulate without vertigo
Initial Hepatitis B vaccine for the newborn is administered or appointment made for administration within the first week of life
Initial newborn screenings performed prior to discharge and if performed before 24 hours of milk feeding, a repeat is ordered or scheduled during the follow-up visit
Follow-up care within 48 hours with result reported to physician on the same day
[bookmark: _Toc345573391][bookmark: _Toc226106203]Home Health Visit Criteria
The home health visit shall be made within 48 hours of hospital discharge unless otherwise requested by the ordering practitioner. The visit includes:
Physical and emotional assessment of the mother
Physical assessment of the newborn’s general health, hydration, degree of jaundice, and evaluation for any new problems
Review of infant feeding pattern and technique
Evaluation of infant stool and urine output
Observation of breast-feeding for adequacy of position, latch-on, and swallowing
Performance or repeating of screening tests in accordance with state regulations and other tests that are clinically indicated
Assessment of maternal-infant interaction and details of infant behavior
Maternal/family education for post-partum maternal/infant care reinforced
Review with mother the health maintenance plan including: 
Access to emergency health care services
Preventive care 
Immunizations 
Regularly scheduled examinations
[bookmark: _Toc345573392][bookmark: _Toc226106204]MO HealthNet Managed Care Home Health Services
The MHD Managed Care health plans are required to provide all medically necessary home health services to MO HealthNet Managed Care members, including the post discharge visit(s) for early inpatient post-discharge for a stay of less than 48 hours for a vaginal delivery and for a stay of less than 96 hours for a cesarean-section delivery. Refer to the General Sections Manual for further information.
[bookmark: _2.14_Childrens’_Services][bookmark: _Toc345573393][bookmark: _Toc226106205]2.12 Home Health for Children
Participants under 21 years of age must meet all home health eligibility criteria to receive covered MO HealthNet home health services. 
[bookmark: _Toc345573394][bookmark: _Toc226106206]Low Birth Weight
Low birth weight is defined as less than five (5) pounds at birth. The infant's weight at birth must be documented on a standardized weight-for-height chart, and the need for short-term skilled nursing services in the home health setting must be documented on the plan for care. The plan of care and weight-for-height chart must be maintained in the participant’s records. 
Not all infants of low birth weight require or benefit from home health skilled nursing services, and in those cases, routine monitoring should be performed in the physician's office.
In cases when short-term teaching, assessment, or other intervention is needed in the home health setting, skilled nursing visits are reimbursed for up to eight (8) weeks. The frequency of visits may be determined by the physician. However, the number of visits may not exceed 12 visits over the eight (8)-week period.
Weight and height must be recorded at each visit, along with the date of observation. Refer to Section 3.3 of this manual for more information on documentation requirements.
[bookmark: _Toc345573395][bookmark: _Toc226106207]Failure-to-Thrive
Failure-to-thrive (FTT) is an abnormal deceleration of the growth process, caused by eating disorders, organic disorder of the endocrine or central nervous systems, neglect, or a combination of these factors.
FTT may be chronic or acute; it is the acute condition due to malnutrition for which skilled nursing treatment in the home health setting is reimbursed under MHD.
In acute cases, deficient weight relative to height is normally the earliest indicator of FTT. A child diagnosed with FTT is eligible for eight (8) weeks of nursing service if there is documentation of deficient weight relative to the child's height. The number of visits may not exceed 12 visits over the eight (8)-week period.
Weight-for-height must fall lower than ninety percent (90%) of expected weight-for-height, or a weight-for-height deficit of more than ten percent (10%). A ten percent (10%) deficit is equivalent to the fifth percentile on a direct weight-for-height graph and indicates a mild grade of acute malnutrition.
Because eligibility for the FTT benefit depends on the child's weight-for-height deficit, a growth chart must be maintained in the participant’s file. The child's weight and height with dates of observation must be clearly recorded on the growth chart. Refer to Section 3.3 of this manual for more information on documentation requirements.
Weight-for-height should be distinguished from weight and height measurements. A child's weight and height may both be below the fifth percentile for age. However, when weight-for-height is graphed accordingly, the child's overall body proportion may be at the 50th percentile. Although the child is smaller than average, the weight-for-height is considered to be in proportion and does not meet the FTT eligibility criteria for a weight-for-height deficit.
It is recommended that providers use the chart developed by the National Center for Health Statistics, but any standardized chart that measures both height and weight against age, or which measures weight-for-height directly, is sufficient. Section 3.3 of this manual contains a copy of a standardized chart. Both the weight and height with dates of observation must be clearly recorded on the growth chart and maintained in the participant’s record.
The weight-for-height deficit as a percentage can be calculated graphically using a standard growth chart. The state medical consultant uses the following formula, taken from Suskind and Varma, Assessment of Nutritional Status of Children, Pediatrics in Review, Vol. 5, No. 7, January, 1984, pp. 195-202. The participant’s actual weight divided by the expected weight-for-height (50th percentile) times 100 equals weight-for-height as a percentage. The steps below should be taken to make this determination:
Graph actual height for age
Graph expected age for height (50th percentile) at participant’s height by extending line left or right from participant’s actual height to the 50th percentile
Graph corresponding expected weight by dropping line from 50th percentile for height to the 50th percentile for weight. The intersection determines the expected weight-for-height.
Divide the actual weight by the expected weight-for-height, then multiply the ratio of 100 to calculate the percentage of expected weight-for-height attained by the child. The result must be less than ninety percent (90%) for the child to be eligible for this specific benefit.
This benefit for children with FTT is intended to be limited to eight (8) weeks, or one (1) certification period. When a FTT condition remains unimproved after eight (8) weeks of nursing intervention, it is likely that either the condition itself is organic in nature and requires more intensive treatment than can be given by the home health nurse, or the situation in the home is neglectful, requiring intervention by appropriate authorities. If child neglect is suspected, the home health nurse is legally required to report the family to the DSS Children’s Division. Providers should refer to Child Abuse and Neglect Hotline for more information.
Payment is not normally made for nursing visits beyond eight (8) weeks. However, if a child with FTT is still less than ninety percent (90%) of expected weight-for-height at the end of the first eight (8) weeks, an additional four (4) weeks of visits are considered for reimbursement. The plan of care for these extended services must show the medical necessity for the services and specify goals to be achieved and progress made during the four (4) weeks.
The MO HealthNet Home Health Program does not cover medical social services and, therefore, does not reimburse services directed solely at resolving social or emotional problems that have been identified as an impediment to the effective treatment of the participant’s medical condition or the maintenance of the participant’s health. In cases in which these problems have been identified, other intervening agencies and professionals must be identified. Refer to Section 2.18 of this manual for more information on medical social services.
[bookmark: _Toc345573396][bookmark: _Toc226106208]2.13 Medical Supplies
Medical supplies are items that, due to their therapeutic or diagnostic characteristics, are essential in enabling HHA personnel to conduct home health visits or to carry out effectively the care ordered for the treatment or diagnosis of the participant’s illness or injury. Medical supplies are classified as one (1) of the following: 
Routine: Medical supplies used in small quantities for participants during the usual course of most home health visits
Non-routine: Medical supplies needed to treat a participant’s specific illness or injury in accordance with the plan of care and meet further conditions discussed in more detail in Non-Routine Medical Supplies below
Parenteral and enteral nutrition, prosthetics, orthotics, and supplies required for operation of medical equipment are not considered medical supplies for the purpose of this policy; therefore, are not required to be supplied by the HHA. However, specifically excluded from the term ‘orthotics and prosthetics’ are medical supplies that include catheters, catheter supplies, ostomy bags, and supplies related to ostomy care. These medical supplies should be furnished by an HHA if such non-routine medical supplies are included in the plan of care and used by the nurse during a visit. 
[bookmark: _Toc226106209]Medical Supplies Purchased by Participant Prior to Start of Care 
A participant may use their own medical supplies if the supplies are part of the HHA’s plan of care and clinically appropriate. The HHA is not required to duplicate the medical supplies if the participant elects to use their own supplies. However, if the participant prefers to have the HHA provide medical supplies that are included in their home health plan of care, then the HHA must provide the medical supplies. The HHA may not bill MHD for non-routine medical supplies not provided to the participant by the HHA. 
Given the possibility of subsequent misunderstandings arising between the HHA and the participant on this issue, the HHA should clearly document the participant’s decision to decline HHA furnished medical supplies and use their own resources. 
[bookmark: _Toc226106210]Routine Medical Supplies Considered Not Billable 
Routine medical supplies are customarily used in small quantities during most home health visits. They are usually included in the staff's supplies and not designated for a specific participant. These medical supplies are included in the cost per visit of home health care services and are not separately reimbursed. Routine medical supplies would not include those that are specifically ordered or are essential to HHA personnel to effectuate the plan of care. 
The HHA is responsible for the routine medical supplies ordered and included in the plan of care and used while the participant is under a home health plan of care. Routine medical supplies must not be billed to MHD. 
Examples of medical supplies which are usually considered routine and therefore not billable include, but are not limited to: 
Dressings and Skin Care
Swabs, alcohol preps, and skin prep pads
Tape removal pads
Cotton balls 
Adhesive and paper tape 
Non-sterile applicators 
Non-sterile 4 x 4's 
Infection Control Protection 
Non-sterile gloves 
Aprons 
Masks 
Gowns 
Incontinence Supplies including incontinence briefs and chux covered in the normal course of a visit. For example, if a home health aide during a bathing visit determines the participant requires an incontinence brief change, the incontinence brief in this example would be covered as a routine medical supply. 
Specimen containers
Thermometers
Tongue depressors 
NOTE:  There are occasions when the above medical supplies would be considered non-routine and thus would be considered billable. For example, if they are required in large quantities, for recurring need, and are included in the approved plan of care. Examples include, but are not limited to, tape and 4 x 4s for dressings. 
Comfort items that are not necessary for the therapeutic or diagnostic treatment of the participant’s condition, and supplies used for preventive care, are not covered.
[bookmark: _Non-Routine_Medical_Supplies][bookmark: _Toc226106211]Non-Routine Medical Supplies Considered Billable 
The MO HealthNet Home Health Program covers the provision of non-routine supplies identified as specific and necessary to the delivery of a participant’s nursing care when specific criteria are met.
All HHAs are expected to separately identify in their accounting records the cost of medical supplies that are not routinely furnished in conjunction with participant care visits. The use of medical supplies should be identifiable to each individual participant. 
Billable non-routine medical supplies are identified by the following conditions: 
HHA follows a consistent charging practice for MHD, Medicare, and other participants receiving the item 
Item is directly identifiable to an individual participant
Cost of the item can be identified and accumulated in a separate cost center 
Item is furnished at the direction of the ordering practitioner and is specifically identified in the plan of care
All non-routine medical supplies must be specifically ordered by the ordering practitioner, or the order for services must require the use of the specific non-routine medical supplies to effectively furnish the services. 
Examples of medical supplies that can be considered non-routine include, but are not limited to: 
Dressings/Wound Care 
Sterile dressings
Sterile gauze and toppers 
Kling and Kerlix rolls 
Telfa pads 
Eye pads 
Sterile solutions, ointments
Sterile applicators 
Sterile gloves 
Intravenous (IV) Supplies 
Dressing change kit
Extension set 
Administration set 
Statlock
Saline flush 
Clave micro connector
Huber needles 
Central line dressing 
Dial-a-flow/stat master or other flow monitor manager  
IV tubing
Catheters and Catheter Supplies 
Foley catheters
Drainage bags, irrigation trays 
Enemas and Douches 
Ostomy Supplies 
Syringes and Needles 
Testing 
Blood glucose monitoring strips 
Urine monitoring strips 
Prothrombin Time/International Normalized Ratio (PT/INR) test strips
Other items that are often used by persons who are not ill or injured will be considered billable medical supplies only in the following circumstances: 
Item is recognized as having the capacity to serve a therapeutic or diagnostic purpose in a specific situation 
Item is required as a part of the prescribed plan of care for a participant’s existing illness or injury
For example, items that generally serve a routine hygienic purpose, e.g., soaps, shampoo, and items that generally serve as skin conditioners, such as lotions, baby oil, skin softeners, and powders, are not considered medical supplies unless the particular item is recognized as serving a specific therapeutic purpose in the prescribed plan of care for the participant’s existing skin (scalp) disease or injury. 
Limited amounts of medical supplies may be left with the participant between visits where repeated applications are required and rendered by the participant or other caregivers. These items must be part of the plan of care in which the home health staff is actively involved. For example, the participant’s family has been taught how to change the wound dressings daily, but the nurse visits only twice a week to observe and measure the wound for healing or signs and symptoms of infections. The wound dressings/irrigation solution may be left with the participant between visits. 
Medical supplies such as needles, syringes, and catheters that require administration by a nurse should not be left with the participant between visits. If the medical supplies do not require administration by a nurse, the items can be left with the participant between visits. 
[bookmark: _Toc226106212]Reimbursement of Medical Supplies 
Each item/supply must be billed under the correct Health Care Procedure Coding System (HCPCS) code and the applicable quantity on separate detail lines of the claim. The service date for medical supplies must correspond with the date of delivery of the medical supply. Reference the HCPCS manual to verify the definition for what a unit consists of for each type of medical supply.
MHD’s maximum reimbursement for medical supplies is the lower of the provider’s billed charges or the medical supply cost. The medical supply cost is defined as the invoiced acquisition cost of the supply multiplied by two (2), which covers the cost of the overhead (including taxes and shipping). The invoiced acquisition cost is defined as the amount shown on the invoice received for purchase of the medical supply. This amount must include any reduction in cost the provider receives (i.e., discounts, allowances) and does not include shipping or sales tax. The overhead percentage may be reviewed annually by MHD to determine if adjustments are needed. 
The state may obtain cost data from the most current Medicare home health cost reports (both freestanding and hospital-based) from an industry accepted source. The data will be used to assess any changes in the relationship and/or amount of indirect/overhead costs to the direct costs for home health. Indirect/overhead costs include both administrative and capital costs. If the indirect/overhead cost factor increases or decreases in relation to direct costs, the state may adjust the indirect/overhead cost factor to reflect the HHA’s change in indirect/overhead cost. 
Refer to Section 5.5 of this manual for information on home health supply procedure codes. 
[bookmark: _Toc226106213]Documentation of Medical Supplies 
All medical supplies provided to a participant and reimbursed by MHD must be adequately documented in the HHA’s participant medical record as indicated in the General Sections Manual. 
The HHA must maintain adequate documentation of all non-routine medical supply costs. Adequate documentation means the amount of reimbursement received by a provider can be readily discerned and verified with reasonable certainty. 
Costs (i.e., an invoice) for medical supplies are not required to be documented in the individual participant medical record. The HHA may maintain a separate file of appropriate invoices for audit purposes. The documentation in the HHA’s participant medical record must then clearly identify the product or supply that matches to an invoice. The following is an example of how an HHA may maintain adequate documentation of non-routine medical supply charges: 
The HHA maintains a file of the most current invoices for each non-routine medical supply effective the first day of the HHA’s fiscal year
The HHA produces a list of all non-routine medical supplies used by their agency and the most current invoice of cost effective the first day of the HHA’s fiscal year
The HHA updates the file of invoices, and the list indicated in bullets above annually for the new fiscal year
Should the HHA be required to add a new non-routine medical supply during a fiscal year, the invoice for the new non-routine medical supply should be added to the file, and the non-routine supply list updated, including an effective date.
[bookmark: _Toc345573397][bookmark: _Toc226106214]2.14 Services of Interns and Residents
MO HealthNet home health services include the medical services of interns and residents-in-training under an approved hospital teaching program when the following criteria is met:
The provider HHA has an affiliation with or is under common control of a hospital providing such medical services 
All medical services provided by the interns or residents-in-training are co-signed by the supervising physician
NOTE:  Medicare does not require the co-signature of the physician supervisor assigned to the intern or resident-in-training. However, the above conditions must be met to qualify the medical services of interns and residents-in-training for reimbursement as covered services under the MO HealthNet Home Health Program.
[bookmark: HOM13.24][bookmark: _2.17_Part-Time_or][bookmark: _Toc345573398][bookmark: _Toc226106215]2.15 Part-Time or Intermittent Home Health Aide and Skilled Nursing Services
When the participant qualifies for coverage of home health services, MO HealthNet also covers part-time or intermittent home health aide services and skilled nursing services.
Part-time means any number of days per week:
Up to and including 28 hours per week of skilled nursing and home health aide services combined for less than eight (8) hours per day 
Up to 35 hours per week of skilled nursing and home health aide services combined for less than eight (8) hours per day subject to review by MHD on a case-by-case basis, based upon documentation justifying the need for and reasonableness of such additional care.
Intermittent means:
Up to and including 28 hours per week of skilled nursing and home health aide services combined provided on a less-than-daily basis
Up to 35 hours per week of skilled nursing and home health aide services combined which are provided on a less-than-daily basis, subject to review by MHD on a case-by-case basis, based upon documentation justifying the need for and reasonableness of such additional care 
Up to and including full-time eight (8) hours per day skilled nursing and home health aide services combined which are provided and needed seven (7) days per week for temporary, but not indefinite, periods of time of up to 21 days with allowances for extensions in exceptional circumstances when the need for care in excess of 21 days is definite and predictable
A participant must meet the standard home health qualifying criteria for MO HealthNet coverage of home health services, before the part-time or intermittent coverage policy becomes applicable to skilled nursing services and/or home health aide services. The definition of intermittent with respect to the need for skilled nursing care when the participant qualifies for coverage based on the need for skilled nursing care on an intermittent basis remains unchanged. Refer to Section 2.4 of this manual for more information on participant eligibility. 
The combined coverage of part-time and intermittent home health aide and skilled and psychiatric nursing services are subject to the 100-visit limit per calendar year set forth in 13 CSR 70-90.010. Refer to Section 2.5 of this manual for more information. 
[bookmark: _2.18_Skilled_Therapy][bookmark: _Toc345573399][bookmark: _Toc226106216]2.16 Skilled Therapy Services
Home Health Program skilled therapy services are not covered for individuals covered under a limited benefit package as described in the General Sections Manual, with the exception of habilitative skilled therapy services as described below in Section 2.17.
PT, OT, and ST furnished by a HHA or by other professionals under an arrangement with and under the supervision of a HHA are only covered by MO HealthNet when all of the following circumstances are met: 
The participant requires PT, OT, or SLT for one (1) of the following medical conditions and services fall within the service limitations described later in this section:
Acquired Immunodeficiency Syndrome (AIDS)-related disabilities
Amputations
Burns 
Cerebral vascular accidents
Communication disorders
Chronic Obstructive Pulmonary Disease (COPD)
Dysarthria
Dysphagia
Fractures
Impaired Cognition
Language disorders
Laryngectomy
Multiple trauma
Neurological disorders, e.g., Amyotrophic Lateral Sclerosis (ALS), Multiple Sclerosis (MS), Parkinson's, neuropathy
Neuromuscular disorders 3-42
Orthopedic and musculoskeletal conditions 
Spinal cord injuries
Total joint replacements and repair
Traumatic brain injuries (TBIs)
The therapy services relate directly and specifically to an active written plan of care by the ordering practitioner after any needed consultation with the qualified therapist 
The skilled therapy services must be reasonable and necessary to the treatment of the participant’s illness or injury. To be considered reasonable and necessary for treatment, the following criteria must be met:
The service must be consistent with the nature and severity of the illness or injury and the participant’s particular medical needs
The service must be considered, under accepted standards of medical practice, to be specific and effective treatment for the participant’s condition
The services must be provided with the expectation of good potential for rehabilitation based on assessment made by the ordering practitioner. Good rehabilitation potential means the participant’s condition will improve measurably within a predictable period of time.
The services are necessary for the establishment of a safe and effective maintenance program, or for teaching and training a caregiver
The service requires performance by an appropriate licensed or qualified professional to achieve the medically desired result. Services that can ordinarily be carried out by non-skilled personnel are not covered services. Determination that a professional is required to perform a service takes into account the nature and complexity of the service itself and the condition of the participant as documented in the plan of care.
Therapy services are not counted toward the 100-visit limit. Refer to Section 2.10 of this manual for more information on home health services.
MO HealthNet does not cover the following:
Passive range of motion for maintenance. These services are reimbursable under the MO HealthNet Personal Care Program as an advanced personal care service. Refer to the Personal Care Provider Manual for more information. 
Crutch training, unless prior authorized
Therapy services documented as medically necessary in an Individualized Family Service Plan (IFSP)
[bookmark: _Toc345573400][bookmark: _Toc226106217]Frequency of Visits for Therapy Services
A frequency of three (3) visits per week for each type of therapy is considered the maximum, except when the following conditions exist:

	Condition
	Therapy Visit Frequency Exception

	Total knee replacement
	Daily visits of physical therapy for the first two (2) weeks

	Burns
	Daily visits of physical therapy may be covered for a certification period

	Dysphagia
	Daily visits may be covered for the first 21 consecutive days


[bookmark: _Toc226106218]Prior Authorization for Therapy Services
Therapy services do not require prior authorization if they meet the specified diagnosis criteria and are delivered within 60 days from the date of diagnosis of the condition, or within 60 days from the date of hospital discharge (that was directly related to the condition being treated through therapy). Therapy services that do not require PA may be provided for one (1) certification period (60 days). Refer to Section 2.5 in this manual for more information on certification periods.
Prior authorization should be requested for any of the following services:
When therapy does not begin within 60 days of initial onset or discharge from hospital
Other needs for therapy services that may not meet these 60-day time frames. For example, acute reoccurrences and exacerbations of a chronic condition may not occur within 60 days of initial diagnosis or after a recent hospitalization. In cases of amputation, therapy may begin following the fitting of the prosthesis, which may not occur within 60 days of discharge. In cases when therapy cannot begin within 60 days of initial diagnosis, or within 60 days of hospital discharge, the provider must submit a Prior Authorization Request if the claim is to be billed to MHD.
When therapy is to continue beyond one (1) certification period
When there is a need for additional certification periods, and there is sufficient documentation of the need to continue the service. The approval of the Prior Authorization Request is based on a demonstration of continued functional improvement within a reasonably-predicted time frame, and relative to achievable and reasonable goals.
When therapy visits during the initial certification period are in excess of the frequency described in the preceding section
When participant’s condition does not clearly fall within the specified conditions
[bookmark: _Requesting_Prior_Authorization][bookmark: _Toc345573404]Requesting Prior Authorization for Therapy Services
If services require PA as described above, the provider must complete a Prior Authorization Request at least three (3) weeks prior to the end of the certification period to allow time for review of and response to the request. The provider may initiate the PA based the documented verbal orders, which must be followed up by written orders maintained in the medical record.
The following must be submitted to request a PA:
PA Request 
Plan of care for the next certification period
Hospital discharge summary and/or medical history 
Progress notes of previous services
It is the provider’s responsibility to provide enough supporting documentation to justify the service requested. 
Providers are notified of the approval of the Prior Authorization Request on the MO HealthNet Authorization Determination, which is specific as to the dates and amounts of services that may be reimbursed. Prior authorization approves only the medical necessity of the required service and does not guarantee payment. It is the responsibility of the provider to verify the participant’s MO HealthNet eligibility on the day the service is provided via eMOMED or by contacting Provider Communications at (573) 751-2896 or toll-free (833) 222-7916. Reference the General Sections Manual for more information on verifying eligibility.
If a Prior Authorization Request is denied, providers are notified of the reason for denial on the MO HealthNet Authorization Determination. Providers do not have a right to appeal the denial of a PA Request. Participants receive written notification of PA Request denials and do have appeal rights.
Providers may submit a new Prior Authorization Request for reconsideration of a denied PA Request or denied detail lines. If additional information is adequate to approve the service and the provider verifies when the original PA Request was submitted, the original dates of service may be approved.
Reference the General Sections Manual for more information regarding the Prior Authorization Request and the process to request a change to an approved PA.
[bookmark: _2.19_Habilitative_Skilled][bookmark: _Toc226106219][bookmark: _Toc345573407]2.17 Habilitative Skilled Therapy Services
Habilitative skilled therapy is PT, OT, and ST services that help a person keep, learn, or improve skills and functioning for daily living, e.g., therapy for an individual who is not walking or talking at the expected age. 
Habilitative skilled therapy services (PT, OT, and ST) are covered for participants in a category of assistance for the adult expansion group (ME code E2). The combination of all habilitative skilled therapy services for participants ages 21 and over in the adult expansion group is limited to a total of 20 visits per rolling year, inclusive of services from all MO HealthNet providers. Participants under the age of 21 in the adult expansion group may receive all medically necessary habilitative skilled therapy services. PA is not required.
Refer to the General Sections Manual for ME code information. Refer to the Therapy Provider Manual for more information on habilitative skilled therapy services.
[bookmark: _Toc226106220]2.18 Non-Covered Services
[bookmark: _Toc345573408]The following describes services not covered under the MO HealthNet Home Health Program. 
[bookmark: _Medical_Social_Services][bookmark: _Toc226106221]Medical Social Services
The MO HealthNet Home Health Program does not provide coverage of Medical Social Services as defined in Section 50.3 of the Medicare Benefit Policy Manual, Chapter 7 - Home Health Services.
[bookmark: _Toc226106222]Outpatient Services
The MO HealthNet Home Health Program does not reimburse any outpatient services as defined in the Medicare Benefit Policy Manual, Chapter 7 – Home Health Services Home health services must be delivered in the home health setting to meet the criteria for reimbursement under the MO HealthNet Home Health Program.
[bookmark: _Toc345573410][bookmark: _Toc226106223]Drugs and Biologicals
Drugs and biologicals are excluded from coverage as items or services administered by MO HealthNet HHAs. Drug coverage is available through the MO HealthNet Pharmacy Program. Refer to the Pharmacy Provider Manual for more information. 
[bookmark: _Toc345573411][bookmark: _Toc226106224]Durable Medical Equipment
Necessary items of DME prescribed by the ordering practitioner are available to participants of home health services through the MO HealthNet DME Program, subject to the limitations of amount, duration, and scope applicable to the MO HealthNet DME Program. Refer to the DME Provider Manual for more information. 
[bookmark: _Toc345573412][bookmark: _Toc226106225]Preventive Care
The MO HealthNet Home Health Program does not allow coverage for preventive care. Preventive care includes the following services:
Ongoing observation of a client's condition without the provision of treatment or the adjustment of the plan/orders
Repetitive nutrition and medication instruction
Encouragement to increase physical activity
Monitoring to ensure compliance with a treatment regimen
The above-mentioned services are considered preventive because they are meant to help a participant avoid complications or setbacks. Regardless, they do not constitute the provision of therapeutic services and are not MO HealthNet covered services.
[bookmark: _Toc345573413][bookmark: _Toc226106226]2.19 Personal Care
The MO HealthNet Personal Care Program provides personal care services for individuals who meet the eligibility criteria as assessed by DHSS/DSDS. Home health agencies should refer those individuals who do not qualify for home health aide services, but do need personal care services to avoid institutionalization, to DHSS/DSDS for assessment.
Under the MO HealthNet Personal Care Program, the services of the personal care worker are supervised by a RN. Supervision includes a brief health assessment of the participant, and the amount and duration of supervision is based on the participant's need. The RN may also be authorized to pre-fill insulin syringes, monitor for medication compliance, and set out daily dosages of prescribed medication. The services are prior authorized by the DHSS/DSDS and participants may apply for services by contacting the DSDS Regional Evaluation Team.
Refer to the Personal Care Provider Manual for more information. 
[bookmark: _2.22_Healthy_Children][bookmark: _Toc345573414][bookmark: _Toc226106227]2.20 Healthy Children and Youth Program
The Omnibus Budget Reconciliation Act (OBRA) of 1989 mandated expanded MO HealthNet services for children. This mandate has allowed MO HealthNet, based solely on a child’s documented medical need, to cover a broader range of services and to lift some of the limitations that are present under the standard MO HealthNet Program. 
Missouri’s Early Periodic, Screening, Diagnosis and Treatment (EPSDT) Program is called the Healthy Children and Youth (HCY) Program. MO HealthNet-eligible participants who are age zero (0) through 20 years of age are eligible for expanded HCY services. Eligibility for expanded services is terminated when the participant turns 21years of age. At that time, their benefits are converted to the benefits available under the standard MO HealthNet Program.
The combined total of all skilled nurse and home health aide visits reimbursed on behalf of the participant must not exceed 100 visits per calendar year; however, the 100-visit limit does not apply to HCY home health services.
HCY services, including the HCY screening and treatment services, are included as a MO HealthNet Managed Care health plan benefit for member under the age of 21 years.
Refer to the HCY Provider Manual for additional information on the HCY Program. 
[bookmark: _Toc345573419][bookmark: _Toc226106228]Healthy Children and Youth Home Health Nursing Services
The HCY Program provides MO HealthNet-eligible children under age 21 comprehensive and preventive health care beyond the current program limitations, if the plan of plan is the result of a HCY screening.
The HHA may, on occasion, receive referrals to provide intermittent skilled nurse and nurse aide visits. The following must take place for prior authorization of these HCY services to be considered:
The child must be referred for a HCY screening. Refer to the HCY Provider Manual for information on screening procedures.
Providers must contact the Bureau of Special Health Care Needs (BSHCN) office located in the region of the child’s residence to request prior authorization of services. BSHCN may be contacted by phone at (573) 751-6246 or toll-free at (800) 451-0669, or a Prior Authorization Request may be completed by the agency and sent to the appropriate BSHCN office (see the BSHCN Regional Map). 
If the request is not accompanied by an approved plan of care, the request should state the name of the practitioner ordering the home health service. When requesting home health services, the provider must clearly document the medical needs of the child and provide enough information to support the amount, frequency, and duration of services called for in the care plan. If there is additional information about the child which cannot be thoroughly addressed on the plan of care, the provider may send any additional information available such as the written evaluation, assessments, or reports from other sources. BSHCN must have enough information about the child to make a decision to either approve or deny the service requested, or in some cases they may approve a reduced level, frequency, or duration.
BSHCN approves or denies the request for PA of services. The Prior Authorization Request is forwarded by BSHCN to MHD’s fiscal agent for keying. The fiscal agent returns a MO HealthNet Authorization Determination to the provider. The MO HealthNet Authorization Determination serves as notification to providers of approvals or denials.
The provider may request PA for up to six (6) months; however, the requested period of time should always end with the last day of a month. For example, an initial authorization requesting services to begin on May 1, 2026, would have a requested through date of October 31, 2026. If services were still needed after the initial authorization period, the reauthorization would be requested for November 1, 2026, through April 30, 2027.
The provider must maintain the plan of care in the child’s record and provide a current approved plan of care with each request for reauthorization.
The HHA may request reauthorization of services near the end of each authorization period. Verification that the ordering practitioner has reviewed and approved the current plan of care must be provided to BSHCN with each request for reauthorization. Each request must include a summary of services, a progress report, and a current approved plan of care. Verbal orders from the ordering practitioner are acceptable.
If the HHA determines that it is necessary to request a change to an approved PA, agency staff must submit the request through BSHCN.
BSHCN authorizes the most economical services available that meet the needs of the child.
Refer to Section 5 of this manual for more information on procedure codes.
[bookmark: _Toc345573420]Procedure Codes for Healthy Children and Youth Nursing Services
In cases when a plan of care has not been initiated or approved, the provider may bill MHD separately for an initial face-to-face evaluation to assess and develop a plan of care. The evaluation procedure code, which does not require PA, may be billed twice per year, per agency, per child. Refer to Section 5 of this manual for the procedure code to be utilized for HCY home health nurse evaluation for children under the age of 21.
[bookmark: _Toc345573421][bookmark: _Toc226106229]Healthy Children and Youth Home Health Therapy Services for Children
One (1) visit per day, up to five (5) days a week, of PT, OT, and ST may be delivered and billed to MHD.
Appropriate medical records, such as a written plan of care, orders, and progress notes including a description of the service must be kept on file by the provider, as with any other home health service.
Refer to Section 5 of this manual for more information on procedure codes.
[bookmark: _Toc345573422][bookmark: _Toc226106230]Healthy Children and Youth Home Health Supplies
Medical supplies for children are defined as items that are medically necessary due to their therapeutic or diagnostic capabilities and are ordered in the prescribed treatment plan. Medically necessary supplies may be left with the participant between visits for use by the participant or their family, when warranted, due to medical necessity. Supplies must be billed at cost. 
Refer to Section 5 of this manual for more information on procedure codes.
[bookmark: HOM13.29.E][bookmark: _Toc345573423][bookmark: _Toc226106231]Individualized Education Plan Therapy
PT, OT, and ST services are considered Individualized Education Plan (IEP) therapy when they are included in the IEP, as defined by the Individuals with Disabilities Education Act Part B (34 CFR 300 and 301). School districts may contract with home health agencies to provide therapy services documented in an IEP. 
All IEP therapy services are reimbursed to the school district at the federal financial participation (FFP) rate. The FFP is calculated using the MHD allowed amount multiplied by the appropriate FFP percentage. The remaining Certified Public Expenditures (CPE) are the responsibility of the school district. The CPE must not be billed to the participant and is the responsibility of the school district originating the IEP therapy services. The school district will reimburse the home health provider. 
IEP services provided to students who are eligible for MO HealthNet under an eligibility category funded by state funds are not reimbursed by MHD. The state-only funded ME codes eligible for IEP therapy services are as follows: 

	ME Code
	Description
	ME Code
	Description

	02
	Blind Pension (State Funded)
	57
	Child Welfare Services—Foster Care—Adoption Subsidy (State Funded)

	08
	Child Welfare Services—Foster Care (State Funded)
	64
	Group Home—Health Initiative Fund (State Placement) (State Funded)

	52
	Division of Youth Services—General Revenue (State Funded)
	65
	Group Home—Health Initiative Fund (Parent/Guardian Placement) (State Funded)


The school district is responsible for service provided to students who have state-only funded eligibility.
[bookmark: _Toc345573424][bookmark: _Toc226106232]Private Duty Nursing
Home health providers should be aware of the Private Duty Nursing (PDN) Program that is available to MO HealthNet-eligible children, when the need for that service has been identified through a HCY screening. Home health providers wishing to enroll as MO HealthNet providers of the PDN Program should contact the MMAC Provider Enrollment Unit at MMAC.ProviderEnrollment@dss.mo.gov or at the address below:
Provider Enrollment Unit
Missouri Medicaid Audit and Compliance Unit
P.O. Box 6500
Jefferson City, MO 65102-6500
Requests to provide personal care services to children, or nursing services more extensive than on an intermittent basis through home health are denied by BSHCN, as these services are available through the MO HealthNet Personal Care Program and the MO HealthNet PDN Program for children.
Refer to the Private Duty Nursing Provider Manual for more information. 
[bookmark: _Toc345573425][bookmark: _Toc226106233]Medically Fragile Adult Waiver
The Medically Fragile Adult Waiver (MFAW) was designed to provide home and community-based services (HCBS) to individuals who have reached the age of 21 and are no longer eligible for services through the HCY Program. PDN, specialized medical supplies, and waiver attendant care services may be authorized through MFAW. MFAW services require PA by BSHCN. Refer to the Medically Fragile Adult Waiver Provider Manual for more information. 
[bookmark: _SECTION_14-SPECIAL_DOCUMENTATION][bookmark: _top][bookmark: _Section_3-Special_Documentation][bookmark: _Section_3:_Special][bookmark: _Toc226106234]Section 3: Special Documentation Requirements 
The purpose of this section is to aid the provider in being able to identify and correctly complete the documentation required for coverage of MO HealthNet home health services. Copies of required documentation must be maintained in the participant’s record.
[bookmark: _Toc345508227][bookmark: _Toc226106235]3.1 Plan of Care
Each submitted home health claim must be documented in the medical record with a plan of care which is signed and dated by the ordering practitioner. 
Provider agencies may use a standardized plan of care form or they may develop their own plan of care form as long as the form contains all the required information. Pursuant to 42 CFR 484.60, the individualized plan of care is required to include the following: 
All pertinent diagnoses 
The participant’s mental, psychosocial, and cognitive status 
The types of services, supplies, and equipment required 
The frequency and duration of visits to be made 
Prognosis
Rehabilitation potential 
Functional limitations  
Activities permitted 
Nutritional requirements 
All medications and treatments 
Safety measures to protect against injury 
A description of the participant’s risk for emergency department visits and hospital re-admission, and all necessary interventions to address the underlying risk factors
Participant and caregiver education and training to facilitate timely discharge 
Participant-specific interventions and education; measurable outcomes and goals identified by the home health agency (HHA) and the participant 
Information related to any advanced directives 
Any additional items the HHA or physician or allowed practitioner may choose to include.
[bookmark: HOMHomeHealthCertificationandPlanofTreat][bookmark: HOMMedicalUpdateandPatientInformation][bookmark: HOMAddtothePlaofTreMedUpd][bookmark: _Toc345508231][bookmark: _Toc226106236]3.2 Interim Order
Any changes to the plan of plan must be documented on an interim order. For electronic claims, providers should include the required information in the home health segments of the institutional 837 transaction.
An interim order is required in the follow circumstances:
Visit frequency or duration changes and/or a new discipline is added after certification/recertification
Daily visits extended beyond the initial two (2) to three (3)-week period certified by the ordering practitioner
For medication changes only, (e.g. increase Amoxicillin from 250 mg to 300 mg, three (3) times per day), it is not necessary to submit the interim order when billing. Medication changes should be listed on the plan of care update.
MHD does not require a standard interim order form, but the interim order must include the following items:
Ordered changes
Participant’s name
Date the change was ordered 
Ordering practitioner’s signature and date
[bookmark: HOMWeightforHeightGraphBoys][bookmark: _3.3_Weight-For-Height_Graph][bookmark: _3.3_Growth_Chart][bookmark: _Toc345508232][bookmark: _Toc226106237]3.3 Growth Chart Requirement
Eligibility for low birth weight or failure-to-thrive (FTT) benefits is based on the child's weight-for-height deficit. Therefore, a growth chart must be maintained in the participant’s record. 
A copy of the growth chart must be submitted with paper claims, and for billing electronically, the required weight and height information should be entered in the home health segments of the institutional 837 transactions.
It is recommended that providers use the National Center for Health Statistics growth charts. 
Weight-for-Height Graph, Boys (Birth to 36 Months) 
Weight-for-Height Graph, Girls (Birth to 36 Months) 
Both weight and height, with dates of observation, must be clearly recorded on the growth chart.
Refer to Section 2.12 of this manual for more information regarding children’s services.
[bookmark: _SECTION_15-BILLING_INSTRUCTIONS][bookmark: _Section_4-Billing_Instructions][bookmark: _Toc226106238]Section 4: Billing Instructions 
[bookmark: _Toc345506909][bookmark: _Toc226106239]4.1 Electronic Data Interchange
Providers exchanging electronic transactions with the MO HealthNet Division (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 NCPDP Telecommunication D.0 & Batch Transaction Standard V.1.1 Companion Guides.
[bookmark: _Toc226106240][bookmark: _Toc345506910]4.2 Electronic Claim Submission
Providers may submit claims online at eMOMED. For access to eMOMED, providers are required to register. Each individual provider, billing staff, or billing service/clearing house representative must be approved to access eMOMED.
The following claim types can be used online: Medical (NSF), Inpatient and Outpatient (UB-04), Dental, 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.
[bookmark: _Toc226106241]4.3 Billing Home Health Services
The UB-04 (CMS-1450) claim form, the online claim located at eMOMED or the institutional 837 transaction, is used to bill MHD for home health services. Instructions on how to complete the UB-04 (CMS-1450) claim form are in Section 4.6 of this manual.
[bookmark: _Toc345506912][bookmark: _Toc226106242]4.4 Resubmission of Claims
[bookmark: _Toc345506913]Any line item on a claim that resulted in a zero (0) payment can be resubmitted if it was denied due to a correctable error. The error that caused the claim to deny must be corrected before resubmitting the claim. The provider may resubmit in eMOMED or on a CMS-1450 claim form. If a line item on a claim is paid but the payment was incorrect do not resubmit that line item. For instance, if the claim showed 10 units of service but should have shown 16 units of service, that claim cannot be resubmitted. It will deny as a duplicate. To correct that payment, the provider must adjust their claim. The General Sections Manual explains the adjustment process.
[bookmark: _Toc226106243]4.5 Billing Procedures for Medicare/MO HealthNet
When a participant has both Medicare and MO HealthNet coverage, a claim must be filed with Medicare first as primary payer. If the participant has Medicare but the service is not covered or the limits of coverage have been reached previously, a paper or an electronic claim must be submitted to MHD with the Medicare denial information. Reference the Medicare/Medicaid Claim Processing Provider Manual for more information.
If a claim was submitted to Medicare indicating that the participant also had MO HealthNet and disposition of the claim is not received from MHD within 60 days of the Medicare remittance advice date (a reasonable period for transmission for Medicare and MHD processing), a crossover claim must be submitted to MHD. Reference the Medicare/Medicaid Claim Processing Provider Manual for billing instructions.
[bookmark: HOMUB-04][bookmark: _4.6_UB-04_Claim][bookmark: _Toc345506914][bookmark: _Toc226106244]4.6 UB-04 Claim Filing Instructions
The UB-04 (CMS-1450) claim form should be typed or legibly printed. It may be duplicated if the copy is legible. MO HealthNet 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*
	Provider Name, Address, Telephone Number
	Enter the provider’s name, address, and telephone number

	2
	Unlabeled Field
	Leave blank

	3a
	Patient Control Number
	For the provider’s own information, a maximum of 20 alpha/numeric characters may be entered here

	3b
	Med Rec #
	Leave blank

	4*
	Type of Bill
	The required three (3) digits in this code identify the following:
1st digit: Type of facility (must be a 3; examples: 331, 341)
2nd digit: Bill classification
3rd digit: Frequency

	5
	Federal Tax Number
	Enter the provider's federal tax number or leave blank

	6
	Statement Covers Period (from and through dates)
	Indicate the beginning and ending dates being billed on this claim form. Enter in MMDDYY or MMDDYYYY numeric format. (Optional)
If the ‘from’ and ‘through’ date is the same, the date of service need not be repeated in Field 45. If multiple dates are listed, each date must be listed individually in Field 45.

	7
	Unlabeled Field
	Leave blank

	8a
	Patient's Name – ID
	Enter the participant’s eight (8)-digit MO HealthNet Departmental Client Number (DCN) or MO HealthNet Managed Care Identification Number (ID) (Optional)
The DCN or MO HealthNet Managed Care ID is required in Field 60

	8b*
	Patient Name
	Enter the participant’s name in the following format: Last name, First name, Middle initial

	9
	Patient Address
	Enter the participant’s full mailing address, including street number and name, post office box number or Rural Free Delivery (RFD), city, state, and zip code

	10
	Patient Birth Date
	Enter the participant’s date of birth in MMDDYY format

	11
	Patient Sex
	Enter the participant’s sex, ‘M’ (male) or ‘F’ (female)

	12
	Admission Date
	Leave blank

	13
	Admission Hour
	Leave blank

	14
	Admission Type
	Leave blank

	15
	Source of Admission (SRC)
	Leave blank

	16
	Discharge Hour
	Leave blank

	17
	Patient Status
	Leave blank

	18-24**
	Condition Codes
	Enter ‘A1’ if the service is a Healthy Children and Youth (HCY) screening or the result of a screening. This is the only valid value. Refer to the HCY Provider Manual for more information.

	25-28
	Condition Codes
	Leave blank

	29
	Accident State
	Leave blank

	30
	Unlabeled Field
	Leave blank

	31-34**
	Occurrence Code and Date

	When billing physical, occupational or speech therapy for the initial certification period this field is required. In the first part of this field, enter the appropriate code from the following list:

	
	
	35—Physical Therapy (PT)

	
	
	44—Occupational Therapy (OT)

	
	
	45—Speech Therapy (ST)

	
	
	Enter the beginning date of the initial plan of care in the second half of the field for each code identified

	
	
	This field is required only in the above situations

	
	
	When billing for skilled nurse visits, home health aide or any service which has been prior authorized, regardless of the approval of the prior authorization, leave blank

	35-36
	Occurrence Span Codes and Dates
	Leave blank

	37
	Unlabeled Field
	Leave blank

	38
	Responsible Party Name and Address
	Leave blank

	39-41
	Value Codes and Amounts
	Leave blank

	42
	Revenue Code
	Leave blank

	43*
	Revenue Description
	Enter the description of the service, such as skilled nurse visit, supplies, etc.

	44*
	HCPCS/Rates/HIPPS Code
	Enter the appropriate Health Care Procedure Coding System (HCPCS) procedure code, from Section 5 of this manual. Bill one (1) visit per detail line.

	45*
	Service Date
	Enter the date of service on each line billed in MMDDYY format. The service date for medical supplies must correspond with the date of delivery of the medical supply.

	46*
	Service Units
	Enter the number of units for each procedure, revenue code or supply items billed. (If no entry is made, the system auto populates a unit of ‘1’). Reference the HCPCS manual to verify the definition of a unit for each type of medical supply.

	47*
	Total Charges
	Enter the total charge for each line. After all charges are shown, skip a line and enter the total of all charges for this claim.

	48
	Non-covered Charges
	Leave blank

	49
	Unlabeled Field
	Leave blank

	50*
	Payer Name
	The primary payer is always listed first. If the participant has insurance, the insurance plan is the primary payer and MO HealthNet is listed last.

	51
	Health Plan ID
	Leave blank

	52
	Release of Information Certification of Indicator
	Leave blank

	53
	Assignment of Benefits Certification of Indicator
	Leave blank

	54**
	Prior Payments
	Enter the amount the provider received toward payment of this bill from all other health insurance companies. Payments must correspond with the appropriate payer entered in Field 50. Do not enter a previous MHD payment, Medicare payment, or copay amount received from the participant in this field.
This field is for private insurance information only. If no private insurance is involved, leave blank. If Medicare, MO HealthNet, employer’s name or other information appears in this field, the claim will deny. See the General Sections Manual for further Third Party Liability (TPL) information.

	55
	Estimated Amount Due
	Leave blank

	56
	National Provider Identifier (NPI)
	Enter the provider’s 10-digit NPI number

	57
	Other Provider ID
	Leave blank

	58**
	Insured's Name
	Complete if the insured’s name is different from the participant’s name.
This field is for private insurance information only. If no private insurance is involved, leave blank. If Medicare, MO HealthNet, employer’s name or other information appears in this field, the claim will deny. See the General Sections Manual for further TPL information.

	59
	Patient’s Relationship to Insured
	Leave blank

	60*
	Insured's Unique ID
	Enter the participant’s eight (8)-digit MO HealthNet or MO HealthNet Managed Care ID. If insurance was indicated in Field 50, enter the insurance number to correspond to the order shown in Field 50.

	61**
	Insurance Group Name
	If insurance is shown in Field 50, state the name of the group or plan through which the insurance is provided to the insured.
This field is for private insurance information only. If no private insurance is involved, leave blank. If Medicare, MO HealthNet, employer’s name or other information appears in this field, the claim will deny. See the General Sections Manual for further TPL information.

	62**
	Insurance Group Number
	If insurance is shown in Field 50, state the number assigned by the insurance company to identify the group under which the individual is covered.
This field is for private insurance information only. If no private insurance is involved, leave blank. If Medicare, MO HealthNet, employer’s name or other information appears in this field, the claim will deny. See the General Sections Manual for further TPL information.

	63
	Treatment Authorization Codes
	Leave blank

	64**
	Document Control Number
	If the current claim exceeds the timely filing limit of one year from the ‘through’ date, but was originally submitted timely and denied, the provider may enter the 13-digit Internal Control Number (ICN) from the remittance advice that documents that the claim was previously filed and denied within the one-year limit

	65
	Employer Name
	If the participant is employed, the employer's name may be entered here

	66
	Diagnosis & Procedure Code Qualifier
	Leave blank

	67*
	Principal Diagnosis Code
	Enter the applicable International Classification of Diseases (ICD) diagnosis code for the condition for which the services were provided.
Remember to code to the highest level of specificity shown in the applicable version of the ICD diagnosis code book.

	67 A-D**
	Other Diagnosis Codes
	Enter any additional diagnosis codes that have an effect on the treatment received

	67 E-Q
	Other Diagnosis Codes
	Leave blank

	68
	Unlabeled Field
	Leave blank

	69
	Admitting Diagnosis
	Leave blank

	70
	Patient's Reason for Visit
	Leave blank

	71
	Prospective Payment system (PPS) Code
	Leave blank

	72
	External Cause of Injury Code (E Code)
	Leave blank

	73
	Unlabeled Field
	Leave blank

	74
	Principal Procedure Code and Date
	Leave blank

	74 A-E
	Other Procedure Codes and Dates
	Leave blank

	75
	Unlabeled Field
	Leave blank

	76
	Attending Provider Name and Identifiers
	Physician's NPI is optional. Enter the attending physician's name, last name first.

	77
	Operating Provider Name and Identifiers
	Use, if applicable. Physician's NPI is optional. Enter the operating physician's name, last name first.

	78-79
	Other Provider Name and Identifiers
	Leave blank

	80**
	Remarks
	Use this field to draw attention to attachments such as operative notes, TPL denial, Medicare Part B only, etc.

	81CC
	Code-Code Field
	Enter the taxonomy qualifier and corresponding 10-digit Provider Taxonomy code for the NPI number reported in Field 56
The appropriate qualifier is:
B3 – Healthcare Provider Taxonomy code


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.
[bookmark: _Toc345506915][bookmark: _Toc226106245] 4.7 Billing Post Delivery Discharge Home Visits
The date and time of delivery are required in the plan of care with all pertinent diagnoses. The plan of care must also include the date and time of hospital discharge.
The post-discharge visit(s) are to be billed using the mother’s DCN.
[bookmark: _Toc345506916][bookmark: _Toc226106246]4.8 Insurance Coverage Codes
Providers verifying a participant’s eligibility via eMOMED or by calling Provider Communications at (573) 751-2896 or toll-free (833) 222-7916 can obtain the participant’s TPL information. 
Participants must always be asked if they have third party insurances regardless of the TPL information provided by eMOMED or Provider Communications. 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. 
Refer to the General Sections Manual for a list of the codes that identify the type of insurance coverage a participant has and additional information on TPL.
[bookmark: _4.9_Diagnosis_Codes][bookmark: _Toc343781473][bookmark: _Toc226106247]4.9 Diagnosis Codes
The diagnosis code is a required field on the claim form and must be entered on the claim form exactly as it appears in the applicable International Classification of Diseases-Clinical Modification (ICD-CM). Note that the appropriate code(s) may be up to seven (7) characters, depending upon the participant’s diagnosis and applicable ICD code version. 
Claims may be denied if the applicable version of ICD diagnosis code is not used. The applicable ICD-CM should be used as a guide in the selection of the appropriate diagnosis code. 
Additional information regarding the ICD-CM may be found on the CDC website.
[bookmark: _SECTION_19-PROCEDURE_CODES][bookmark: _Section_5-Procedure_Codes][bookmark: _Toc226106248]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: _Toc226106249]5.1 Skilled Nursing Services Procedure Codes

	Proc Code
	Description

	G0299
	Direct Skilled Nursing Services by a Registered Nurse (RN) in the Home Health or Hospice setting, each 15 minutes

	G0300
	Direct Skilled Nursing Services by a Licensed Practical Nurse (LPN) in the Home Health or Hospice Setting, each 15 minutes

	G0156
	Home Health Aide Services

	G0162
	Skilled Nursing Visit by a RN for Management and Evaluation of the plan of care

	G0164
	Home Health Licensed Nurse (LPN or RN) for training of family member, each 15 minutes

	99501
	Maternity Post Discharge Home Visit


[bookmark: _Toc226106250]5.2 Therapy Services Procedure Codes
A provider may only bill the following procedure codes for one (1) certification period (60 days) if the certification period begins within 60 days of the onset of condition or 60 days of discharge.

	Proc Code
	Description

	G0151
	Physical Therapy (PT) Visit by a Qualified Physical Therapist

	G0152
	Occupational Therapy (OT) Visit by a Qualified Occupational Therapist

	G0153
	Speech Therapy (ST) Visit by a Qualified Speech and Language Pathologist

	G0157
	PT Visit by a Qualified Physical Therapist Assistant

	G0158
	OT Visit by a Qualified Occupational Therapist Assistant

	G0159
	PT Maintenance Visit by a Qualified Physical Therapist

	G0160
	OT Maintenance Visit by a Qualified Occupational Therapist

	G0161
	ST Maintenance Visit by a Qualified Speech Language Pathologist


The following codes must be prior authorized. They must be billed on the UB-04 (CMS-1450) claim form, online in eMOMED, or the 837 institutional transaction, and do not require any attachments or home health loops populated when billing. Refer to Section 2.16 of this manual for more information. 

	Proc Code
	Description

	G0151SC
	PT Visit by a Qualified Physical Therapist

	G0152SC
	OT Visit by a Qualified Occupational Therapist

	G0153SC
	ST Visit by a Qualified Speech and Language Pathologist

	G0157SC
	PT Visit by a Qualified Physical Therapist Assistant

	G0158SC
	OT Visit by a Qualified Occupational Therapist Assistant

	G0159SC
	PT Maintenance Visit by a Qualified Physical Therapist

	G0160SC
	OT Maintenance Visit by a Qualified Occupational Therapist

	G0161SC
	ST Maintenance Visit by a Qualified Speech Language Pathologist


[bookmark: _Toc226106251]5.3 Habilitative Skilled Therapy Procedure Codes
The following codes are for habilitative skilled therapy services that are covered for participants in a category of assistance for the adult expansion group (Medicaid Eligibility (ME) code E2). Prior authorization is not required. Refer to the General Sections Manual for information on ME codes.

	Proc Code
	Description

	G015196
	PT Visit by a Qualified Physical Therapist

	G015296
	OT Visit by a Qualified Occupational Therapist

	G015396
	ST Visit by a Qualified Speech and Language Pathologist 

	G015796
	PT Visit by a Qualified Physical Therapist Assistant

	G015896
	OT Visit by a Qualified Occupational Therapist Assistant

	G015996
	PT Maintenance Visit by a Qualified Physical Therapist 

	G016096
	OT Maintenance Visit by a Qualified Occupational Therapist

	G016196
	ST Maintenance Visit by a Qualified Speech and Language Pathologist


[bookmark: _Toc226106252]5.4 Healthy Children and Youth Billing
[bookmark: _Toc226106253]Healthy Children and Youth Modifiers
When billing for Healthy Children and Youth (HCY) evaluation and treatment services, the EP modifier must be used in addition to the procedure code.
The EP modifier is used when billing MO HealthNet PT, OT, and ST evaluation and treatment services that are not identified in an official individualized education plan (IEP) for participants. 
PT, OT, and ST services provided and identified with the EP modifier may not be billed for a MO HealthNet Managed Care enrollee. PT, OT and ST services billed using the EP modifier are only covered for participants under 21 who are not in a MO HealthNet Managed Care health plan.
[bookmark: _Toc226106254]Healthy Children and Youth Procedure Codes
The following codes for Healthy Children and Youth (HCY) services do not require prior authorization. Evaluation visits are limited to two (2) per year. Therapy service may be billed to MHD without prior authorization. Refer to the HCY Provider Manual for more information.

	Proc Codes
	Description

	T1001EP
	Skilled Nurse Evaluation Visit through HCY

	97161EP
	PT Evaluation through HCY Low Complexity – 20 minutes

	97162EP
	PT Evaluation through HCY Moderate Complexity – 30 minutes

	97163EP
	PT Evaluation through HCY High Complexity – 45 minutes

	97164EP
	PT Re-Evaluation Establish plan of care

	97165EP
	OT Evaluation, Low Complexity – 30 minutes

	97166EP
	OT Evaluation, Moderate Complexity – 45 minutes

	97167EP
	OT Evaluation, High Complexity – 60 minutes

	92521EP
	Evaluation of speech fluency (e.g., stuttering, cluttering)

	92522EP
	Evaluation of speech sound production (e.g., articulation, phonological process, apraxia,

	92523EP
	Evaluation of speech sound production (e.g., articulation, phonological process, apraxia, dysarthria); with evaluation of language comprehension and expression (eg, receptive and expressive language)

	92524EP
	Behavioral and qualitative analysis of voice and resonance

	G0151EP
	PT Visit by a qualified Physical Therapist through HCY

	G0152EP
	OT Visit by a qualified Occupational Therapist through HCY

	G0153EP
	ST Visit by a qualified Speech and Language Pathologist through HCY

	G0157EP
	PT Visit by a Qualified Physical Therapist Assistant

	G0158EP
	OT Visit by a Qualified Occupational Therapist Assistant

	G0159EP
	PT Maintenance Visit by a Qualified Physical Therapist

	G0160EP
	OT Maintenance Visit by a Qualified Occupational Therapist

	G0161EP
	ST Maintenance Visit by a Qualified Speech-Language Pathologist



The following codes are for HCY services and must be prior authorized before they are delivered and must not be billed on the same claim as the services that are not prior authorized. 

	Proc Code
	Description

	G0156EP
	Home Health Aide through HCY

	G0162EP
	Skilled Nursing Visit by a RN for Management and Evaluation of the plan of care through HCY

	G0164EP
	Home Health Licensed Nurse (LPN or RN) for training of family member, each 15 minutes

	G0299EP
	Home Health Hospice Skilled Nursing (RN), each 15 minutes

	G0300EP
	Home Health Hospice Licensed Practical Nurse (LPN), each 15 minutes


[bookmark: _5.5_Home_Health][bookmark: _Toc226106255]5.5 Home Health Supplies
Home health agencies (HHAs) must bill HCPCS procedure codes for non-routine medical supplies utilized during home health visits.
Supply codes may be found in the HCPCS procedure range of A4206-A7527 and A9999. Each item/supply must be billed with the appropriate HCPCS procedure code and the applicable quantity (based on the HCPCS definition) on a separate detail line of a claim. HCPCS procedure code A9999 (miscellaneous Durable Medical Equipment (DME) supply or accessory) must only be used if the supply does not fit any other category.	
Reference materials regarding the HCPCS CPT may be obtained through the American Medical Association. 
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