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Introduction
Radiology is a branch of medicine that uses imaging technology to diagnose and treat disease. The MO HealthNet Division (MHD) Radiology Benefit Management (RBM) Program encourages the use of evidence-based, quality imaging practices and pre-certifies high-tech and cardiac imaging procedure codes.
[bookmark: _Toc227654030]Section 1:  Prior Authorization Requests 
[bookmark: _Toc227654031]1.1 Initiating Prior Authorization Requests
All Prior Authorization (PA) requests must be initiated by an enrolled MO HealthNet provider. Requests must meet the clinical edit criteria established by the MHD contractor, HealthHelp. Clinical Guidelines for the procedure codes requiring PA are available on HealthHelp. Requests for PA can be submitted using CyberAccess or by calling the Pharmacy and Medical Pre-Certification Helpdesk at (800) 392-8030, option five (5). 
Ordering providers are responsible for providing the rendering provider with a copy of the PA number for billing purposes. The PA number is assigned when the enrolled MO HealthNet provider intiates the request.  PAs are reviewed and approved on an individual patient basis. Each PA must specify the performing provider. Performing providers must be certified through the HealthHelp DiagnosticSite program to receive a referral from an ordering provider. Refer to Section 1.2 in this manual for more information. 
When choosing a performing provider in CyberAccess, make sure the National Provider Identifier (NPI), Type of Provider (Taxonomy Codes), and address match the facility location where the procedure will be performed. 
All radiological PAs are issued for a 30-day period. Approved procedures must be performed within 30 days from the date of service selected. This approval timeframe applies to all radiological procedures that require PA. 
An approved PA request does not guarantee payment. The provider must verify participant eligibility on the date of service using eMOMED or calling Provider Communications at (573) 751-2896 or toll-free at (833) 222-7916. Refer to the General Sections Manual for more information on Provider Communications and eMOMED.
[bookmark: _Toc215581440][bookmark: _Toc227654032]Prior Authorization for High Tech and Cardiac Imaging Services
High-tech and cardiac imaging procedure codes require PA when services are delivered in the outpatient setting. These procedures are exempt from the PA requirement when performed in emergency situations or while the participant is in outpatient observation. 
Medicare-covered services provided to participants with active Medicare Part B are also exempt from the PA requirement. Participants with Medicare Part C Non-Qualified Medicare Beneficiary (QMB) coverage are required to obtain PA. 
MO HealthNet requires a PA for certain Cardiac Devices and Cardiac Interventions. MO HealthNet ordering providers will be required to obtain authorizations for the following procedures: 
Cardiac Devices: 
· Pacemakers
· Defibrillators
· Cardiac Resynchronization Therapy - Pacemaker (CRT-P)
· CRT – Defibrillator (CRT-D)
Subcutaneous Implantable Cardioverter-Defibrillator (SICD)
Cardiac Interventions: 
Percutaneous Coronary Intervention (PCI) 
A list of procedure codes requiring PA can be found on HealthHelp.
[bookmark: _Toc215581441][bookmark: _Toc227654033]Participant Appeal Rights
When a prior authorization request is denied, the participant receives a letter outlining the reason for the denial and the procedure for appeal. A State Fair Hearing may be requested by the participant, in writing, within 90 days of the date of the denial letter to StateFairHearings@dss.mo.gov or mailed to the below. After 90 days, requests to appeal will be denied.
MO HealthNet Division 
Constituent Services Unit 
P.O. Box 6500 
Jefferson City, MO 65102-3535
[bookmark: _1.2_DiagnosticSite_Certification][bookmark: _Toc227654034]1.2 DiagnosticSite Certification
DiagnosticSite is a standardized medical imaging safety and quality program designed to assess and credential the medical imaging equipment, personnel, and policies of facilities that perform diagnostic imaging services. 
All enrolled MO HealthNet providers performing any procedures listed on HealthHelp must complete a DiagnosticSite Assessment. Each provider location performing and billing for imaging procedures listed on HealthHelp for MO HealthNet eligible participants must complete this Assessment. The goal of the certification is to ensure that the participant is treated at a high-quality facility with current and well-maintained equipment and that licensed, qualified technicians perform the procedures. Providers will be approved for one (1) or more procedures and locations based on the results of their assessment, within their submitted scope of practice. 
If you have questions concerning the assessment and approval process, contact HealthHelp by phone at (800) 546-7065, fax at (800) 546-7081 or email SiteSupport@HealthHelp.com. 
Providers can complete their DiagnosticSite assessment online at HealthHelp Site Registration.
Providers will be responsible for reassessing their facility/equipment every two (2) years. Providers will receive a 45-day notice before the expiration date. If your facility acquires new equipment after being certified, providers must log in to HealthHelp and report the new equipment. 
Hospitals providing imaging services are exempt from the DiagnosticSite assessment process. 
NOTE:  If you are seeking online access to request or view PAs online, visit the WebConsult Online Enrollment Page, email RCSupport@HealthHelp.com, or call HealthHelp Program Support at (800) 546-7092 for assistance.	Comment by Wainscott, Anna: This goes to a HealthHelp update page about Humana. 
[bookmark: _Toc227654035]Section 2:  Ambulatory Surgical Centers  
[bookmark: _Toc227654036]2.1 Covered Services
The pre-surgical diagnostic services listed below are covered and separately allowable as additional ancillaries when provided by the Ambulatory Surgical Center (ASC) within seven (7) days prior to or on the date of the performance of the procedure and when meeting the coverage criteria in this manual. 
X-ray, chest; single 
X-ray, chest; two views, posteroanterior and lateral 
Electrocardiogram (EKG); routine EKG with at least 12 leads 
Reimbursement for the radiology and EKG services is limited to those performed on-site by the ASC. These services, if referred out or provided elsewhere, are not reimbursable to the ASC. The services may be covered under the performing provider’s separate enrollment in the MO HealthNet Program. Contact Missouri Medicaid Audit and Compliance (MMAC) at MMAC.ProviderEnrollment@dss.mo.gov for questions about enrollment.
Coverage of X-rays or EKGs as ancillary services to the surgical procedure is limited to those that are warranted by the diagnosis, or when, in the opinion of the surgeon or anesthesiologist, the procedure is indicated as medically necessary. A Certificate of Medical Necessity must be attached to the claim in these cases. Refer to the General Sections Manual for more information on medical necessity. 
Reimbursement for all other radiology services associated with the performance of ASC procedures is included in the facility’s reimbursement for the procedure. 
[bookmark: _Toc227654037]2.2 Non-Covered Services
The MO HealthNet Division (MHD) does not cover radiology services provided outside of the facility or referred out of the facility as ASC services. 
[bookmark: _Toc227654038]2.3 Radiology and Electrocardiogram Procedure Codes
Payment may be made for certain radiology and EKG services that are performed on-site and are not included in the ASC  facility payment. These services are considered for separate reimbursement in addition to the surgical procedures listed in the MO HealthNet Fee Schedule for ASCs and are subject to limitations expressed in the Ambulatory Surgical Center Provider Manual. 
Reimbursement for these radiology services is based on a maximum allowable fee for the total service (facility and professional component) or for the facility component only, depending on the facility arrangement with the interpreting radiologist. Only the facility technical component of the EKG service is allowable as a facility charge and is reimbursed accordingly.
[bookmark: _Toc227654039]Section 3:  Physicians 
All physician services provided in hospital inpatient, outpatient, or emergency room setting must be billed on the CMS-1500 claim form through eMOMED. This includes the professional components of radiology and pathology. 
[bookmark: _Toc227654040]3.1 Billing for Radiology Services
Providers may bill the MO HealthNet Division (MHD) only for those covered procedures requested by the patient's attending physician or other medical professional. A medical professional is a person who is authorized by State licensure law to order hospital services for the diagnosis or treatment of a patient. 
A written report, signed by the interpreting physician, should be considered an integral part of a radiologic procedure or interpretation. 
When billing for radiology services, the following guidelines should be used. These indicate the services (professional, technical, or professional and technical components) involved, any particular restrictions that apply to physicians, independent diagnostic testing facilities (IDTF), independent x-ray services, or independent radiologists. 
[bookmark: _Toc215581449][bookmark: _Toc227654041]Radiology Services
The following describes billing guidelines for components of x-rays, nuclear medicine, electroencephalograms (EEGs), and electrocardiogram (EKGs). 
Professional and Technical Component 
Must be billed on a professional claim
May never be billed with place of service (POS) inpatient (21) or outpatient (22); refer to the General Sections Manual for more information on POS codes
May be billed by physician, clinic, Federally Qualified Health Center (FQHC), provider based rural health clinic (RHC), IDTF, independent radiologist, or independent x-ray service
The referring physician must be noted on the claim if the billing provider is an independent radiologist, IDTF, or a provider with a radiology/radiation therapy specialty
Professional Component
Must be billed on a professional claim
May be billed by physician, clinic, FQHC, provider based RHC, IDTF, independent x-ray, or independent radiologist
The referring physician must be reported if the billing provider is an independent radiologist, IDTF, or a provider with a radiology/radiation therapy specialty 
Technical Component 
Must be billed on a professional claim for physician or IDTF billing
Must be billed on UB-04 claim for outpatient hospital billing
The physician may never bill the technical component for services provided on an inpatient or outpatient hospital basis
May be billed by a physician, hospital, clinic, FQHC, IDTF, independent radiologist, or independent x-ray service
The referring physician must be reported if the billing provider is an independent radiologist, IDTF, or a provider with a radiology/radiation therapy specialty
[bookmark: _Toc215581450][bookmark: _Toc227654042]Complete Radiological Procedures 
When two (2) physicians perform a procedure, the radiologic portion of the procedure is designated as ‘radiological supervision and interpretation’ and should be billed by the physician providing the radiology service. The intravenous/intra-arterial procedure code(s) found in the Surgery section of the Current Procedural Terminology (CPT) code book and the injection, if applicable, must be billed separately by the provider performing the service. 
When a single physician performs the procedure and provides imaging supervision and interpretation, a combination of procedure codes outside the 70000 series must be used in addition to the appropriate ‘radiological supervision and interpretation’ procedure code. Refer to the Surgery section of the Physicians’ CPT code book for more information on procedure codes. 
Payment to a single physician for interventional radiologic procedures or diagnostic studies involving injection of contrast media includes all unusual pre-injection and post-injection services, e.g., necessary local anesthesia, placement of needle or catheters, injection of contrast media, supervision of the study, and interpretation of results. 
The Radiological Supervision and Interpretation codes do not apply to the Radiation Oncology codes. 
[bookmark: _Toc215581451][bookmark: _Toc227654043]Testing Agents Used During Radiologic Procedures 
Contrast Materials and Radiopharmaceuticals 
Refer to the Pharmacy Provider Manual.
[bookmark: _Toc215581452][bookmark: _Toc227654044]Mobile X-Ray Unit 
The services of a mobile x-ray unit, procedure code R0070, are covered when medically necessary. The participant must be non-ambulatory as a result of a fall, illness, etc. However, only one (1) trip fee is allowed per trip regardless of the number of patients seen in a nursing facility (NF), intermediate care home, custodial care facility, the participant's home, or other place of residence. 
If more than one (1) participant receives radiologic services, bill for the mobile x-ray unit trip fee for the first participant seen. For example, only one (1) fee for a trip to the NF or intermediate care home is payable even if multiple patients are x-rayed. The specific radiologic service provided to each participant may be billed using the appropriate participant's name and MO HealthNet Identification number. 
Mobile x-ray units should bill the technical component using modifier TC. 
	Proc Code
	Description

	R0070
	Transportation of portable x-ray equipment, and personnel to home or nursing home, per trip to facility or location; one patient seen


[bookmark: _Toc215581453][bookmark: _Toc227654045]Radiation Oncology 
Procedure codes for therapeutic radiology for teletherapy and brachytherapy include initial consultation, clinical treatment planning, simulation, medical radiation physics, dosimetry, treatment devices, special services, and clinical treatment management procedures. Services include normal follow-up care during the course of treatment and for three (3) months following completion of the therapeutic radiology. 
Manual Pricing (Radiation Oncology) 
When a service or procedure is performed that must be manually priced by the state medical consultant (e.g., 77299, 77399, 77499, or 77799), the following are reviewed:
Description of the procedure
Area of the body treated 
Type of therapy (e.g., kilovoltage, megavoltage, radium, isotopes, etc.) 
Providers are encouraged to attach ‘By Report’ information or an operative report to the claim to expedite the processing of manual pricing of radiation oncology claims. Such ‘By Report’ information assists the state medical consultant in determining whether payment can be made and, if so, in determining the reimbursement amount. Claims without sufficient information are denied. 
[bookmark: _Toc215581454][bookmark: _Toc227654046]Independent Diagnostic Testing Facility 
Diagnostic tests performed in an IDTF are covered when medically necessary. The tests must not be for screening purposes in the absence of a known disease, injury, or malformed body part. Refer to the General Sections Manual for more information on medical necessity. 
Supervision 
An IDTF must have one (1) or more supervising physicians responsible for the direct and ongoing oversight of the testing performed, the proper operation and calibration of the equipment used to perform tests, and the qualification of non-physician personnel who use the equipment. This level of supervision is the requirement for general supervision. Each supervising physician does not have to be responsible for all of these functions. The basic requirement is that all the supervisory physician functions be properly met at each location, regardless of the number of physicians involved. Supervisory physicians do not have to be employees of the IDTF. They can be contracted physicians for each location served by an IDTF. 
The supervising physician must evidence proficiency in the performance and interpretation of each type of diagnostic procedure performed by the IDTF. 
In the case of a procedure requiring the direct or personal supervision of a physician, the IDTF supervising physician must personally furnish this level of supervision whether the procedure is performed in the IDTF or, in the case of mobile services, at the remote location. 
Non-Physician Personnel 
Any non-physician personnel used by the IDTF to perform tests must demonstrate the basic qualifications to perform the tests and have training and proficiency as evidenced by licensure or certification by the appropriate State health or education department. In the absence of a State licensing board, the technician must be certified by an appropriate national credentialing body. Non-physician practitioners may not supervise diagnostic testing performed by others. The IDTF must maintain documentation available for review that these requirements are met. 
Ordering of Tests 
All procedures performed by the IDTF must be ordered in writing by the physician who is treating the participant, that is, the physician who is furnishing a consultation or treating the participant for a specific medical problem and who uses the results in the management of the participant’s specific medical problem. (Nonphysician practitioners may order tests as set forth in § 410.32(a)(3).) An IDTF may not add any procedures without a written order from the treating physician. 
Multi-State Entities 
The supervising physician must be licensed to practice in the state where the diagnostic tests are performed. 
An IDTF operating across state boundaries must maintain documentation that the supervising physicians and technicians are licensed and certified in each state where the IDTF provides services. An IDTF must comply with the applicable laws of any state in which it operates. 
[bookmark: _Mobile_X-Ray_Procedure][bookmark: _Toc227654047]Section 4:  Rural Health Clinics 
[bookmark: _Toc227654048]4.1 Billing for Technical Components
Rural Health Clinics (RHC) may bill the MO HealthNet Division (MHD) using their active non-RHC National Provider Identifier (NPI) for technical components of laboratory, radiology, and electrocardiogram (EKG) services. RHCs may bill and will be reimbursed according to the MO HealthNet Fee Schedule. 
RHC providers not currently enrolled as an active non-RHC must complete and submit a Provider Enrollment application. Refer to MMAC Provider Enrollment for more information.
RHCs with an active non-RHC NPI are not required to submit a new application to MHD. Current NPIs may be used to bill technical components for laboratory, radiology, and EKG services performed at the RHC. When submitting claims as a non-RHC Clinic, the performing provider NPI field must be completed.
[bookmark: _Toc215581457][bookmark: _Toc227654049]Provider Based Rural Health Clinics
Claims billed by a provider based rural health clinic (RHC) for the technical component of a laboratory or radiology service will be denied. Provider based RHCs, owned and operated by a hospital, may bill MHD for these services using the hospital’s NPI on the CMS-1450 (UB-04) claim form through eMOMED. The provider based RHC may also bill with an active Clinic/Group NPI using the CMS-1500 claim form through eMOMED. Providers will be reimbursed according to the MO HealthNet Fee Schedule. 
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