Adult Developmental Day Treatment Section I
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241.000 Introduction to Billing F-1-424-1

N

ABDTAdult Developmental Day Treatment service providers use form CMS-1500 to bill the
Arkansas Medicaid Program for services provided to Medicaid beneficiaries. Each claim may
contain charges for only one (1) beneficiary.

Section Il of this manual contains information about Provider-Elestronic-Seolutions{PES)and

other-available options for electronic claim submission.

View or print the procedure codes for ADDT services.




ARChoices In Homecare Home and Community-Based 2176 Waiver

Section I
TOC not required
261.000 Introduction to Billing 10-1-464-1-
20

ARChoices providers use the CMS-1500 form to bill the Arkansas Medicaid Program on paper

for services provided to eligible Medicaid beneficiaries. Each claim may contain charges for only
one (1) beneficiary.

Section 1ll of this manual contains information about available options for@lectrenic claim
submission.
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200.110 ARKids First-A and ARKids First-B 8-1-154-

]

Medicaid-eligible children in the SOBRA eligibility category for pregnant women, infants, and
children (category 61 PW-PL) and newborn children born to Medicaid-eligible mothers
(categories 52 and 63), are known as ARKids First-A beneficiaries. Un-insured, non Medicaid-
eligible children that meet additional established eligibility requirements will have health
coverage under ARKids First-B, a CHIP separate child health program. All ARKids First
beneficiaries will receive a program identification card without indication g /ﬂ%@ s(coverage
(either ARKIids First-A or ARKids First-B).

A PFovider—Eleetrenie—Selutions{-PES)Medlcald eligibility verification tramactlon resﬁonse either
through the provider portal via the web or through the Voice Response System [15) will indicate
that the individual is either an ARKids First-A beneficiary or an ARKids Firsts eficiary. The
response will also indicate that cost sharing may be required for ARK& First{8:beneficiaries.
Refer to Section | of the Arkansas Medicaid provider manual for automated eligibility verification

procedures. L
When a child presents as an ARKids First-A eligible benefi cna?;x the provider must refer to the

regular Medicaid provider policy manuals. When an ARKids F?{sisB eligible Benefi iciary is
identified, the provider must refer to the ARKidsiFirst-B Provi rkﬁaﬁl@%ﬁdetermmatlon of

levels of coverage, as well as the associated Medicaid pro policy manuals for the services
provided. } é
200.200 Eligibility 4-1-1441-

20

Eligibility criteria for ARKids F&st-B ares

A.  Family income must‘Eﬁ abova#@% and not exceed 211% plus five-percent (5%)
disregard (216%) of the féderat poverty fevel..

Applicants iw%&eage ighteen (18) and under-;

C. Appll,gants musf have t‘mheﬁﬁ insurance that covers comprehensive medical
senvices, other thian #Medicaid, within the preceding ninety (90) days (unless insurance
cov@g&wes lost ﬁfffough no fault of the applicant)-;

D, Appllca&s vé%se health insurance is inaccessible are considered te-be-uninsured. An

g;(ample‘ “inaceessible” is when an out of state, non-custodial parent, has HMO
fhstirance for his«r her children but the HMO network does not contain medical providers
where the. dren reside-; and

E. Chﬁ;if&n who do not have primary comprehensive health insurance; or have non-group or
non- é@oyer—sponsored insurance, are considered to be uninsured. Primary
comprehensive health insurance is defined as insurance that covers both physician and
hospital charges.

An application must be completed by the applicant or family. Application forms are available at
local Department of Human Services (DHS) county offices, Arkansas Department of Health local
health units, churches, licensed day care centers, hospitals, selected physician offices and
clinics, public schools, community and neighborhood centers, and pharmacies. Applicants may
call the ARKids First-B toll free number or complete an on-line request by visiting the Arkansas
Medicaid website athtip c s gov-to have an application mailed to
them. Vlew or print the ARKlds Flrst-B tel _phone number
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The State has assigned Aid Category 01 to ARKids First-B beneficiaries. The Aid Category
Description for ARKids First-B beneficiaries is AK.

A EreviderElectronic-Selutions{PES)}Medicaid eligibility verification transaction response either

through the provider portal via the web or through the Voice Response System (VRS) will
indicate that the individual is an ARKids First-B beneficiary. The response will also indicate that
cost sharing may be required._Refer to Section | of the Arkansas Medicaid provider manual for
automated eligibility verification procedures.

200.320 Provider Verification of Eligibility 2-1-104-1-

The ARKids First identification card does not guarantee an individual’s elighl
subject to verification that the beneficiary is eligible at the time sewlces‘@ provk
to the provider that eligibility is determined at each visit.

Eligibility verification transactions may be made throuqh the proyi dgr powhe web or
throuqh the Voice Response Svstem {VRS) 2 Ftw :

Referi&%gctlon I of the&r\kansas Medlcald
provider manual for automated eligibility venflcatlon procediirgs.

221.200 Exclusions 42-1-194-1-

o

o
Services Not Covered for ARKids Fisst-B Beneficiaries:
Adult Development Day Treatment (ADDR
Audiological Services; EXCEPi‘%f)N TyMpano@@iry, CPT procedure code 92567, when the

diagnosis is within the ICD@@ﬁ@e (Vieg ICD co& )

Child Health Services/Early ‘antl Pefipeic eresning DlagnOSIS and Treatment (EPSDT)

Diapers, Underpa_;éga and Incontingnce Supplies
| : t\gElfig};

End Stage Renal Dis§i§5§*§ewicé%

Hearing Aids, & ;
«HoBpice ‘
Hyperalimatation
Non-Em{s?gg;\cy #‘;énsportation

Early Intervention M{

\ g
Nursing Facilifies
Orthotic Appliances and Prosthetic Devices
Personal Care
Private Duty Nursing Services
Rehabilitation Tt for Chemical.D I
Rehabilitative Services for Children

Rehabilitative Services for Persons with Physical Disabilities (RSPD)
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Targeted Case Management

Ventilator Services




Ambulatory Surgical Center Section II

TOC not required

241.000 Introduction to Billing 7-1-144-1-

5

Ambulatory Surgical Center providers use the Uniform Billing form CMS-1450 (UB-04) to bill the
Arkansas Medicaid Program on paper. Each claim may contain charges for only one (1)
beneficiary.

A Medicaid claim may contain only one (1) billing provider's charges for services furnished to
only one (1) Medicaid beneficiary.

Section Ill of this manual contains information regarding PreviderElestrenie Selutions{RPES)and

other-available options for electronic claims submission.

sire the modifier SG,
) for Dental

All details billed (electronically or on paper) by an ASC provider re:
“Ambulatory Surgical Center (ASC) facility service.” See Se@n 2
billing.

National Correct Coding Initiative (NCCI) editing applies fa.all claim subﬁa&smns*}.

Arkansas Medicaid accepts claims that include national momiirs.

iy

242.400 Drug Procedure Codes and National Drug Codes(NDTs) H-14E4-1-
o £V

(=]

Effective for claims with dates of servigé.on or after Janué"ryﬁ, 2008, Arkansas Medicaid
lmplemented billing protocol per the Fedstgfﬁf uction Act of 2005 for drugs. This
) Feubimit &aims for drug HCPCS/CPT codes

Procedure Coding System, Le@@ Eyﬁurreni Wdural Terminology, 4th edition (HCPCS/CPT)
codes for drugs a&mmlstered The purpose of this requirement is to assure that the State
Medicaid Agencieg ¢ N a rebate&%m those manufacturers who have signed a rebate
agreement with thesGenters for Medlwg and Medicaid Services (CMS).

A. Comﬁed Label@fs #

Arkan@s géedlcaki, \by statute, will only pay for a drug procedure billed with an NDC when
the ph&%a@nﬂca’li@eler of that drug is a covered labeler with Centers for Medicare and
*Medlcals} Serviges (GMS). A “covered labeler” is a pharmaceutical manufacturer that has
d int& a fedgral rebate agreement with CMS to provide each State state a rebate for
dmﬁseimbursed by Medicaid Programs. A covered labeler is identified by the first five
its of the NDC. To assure a product is payable for administration to a Medicaid
be iary, compare the labeler code (the first five (5) digits of the NDC) to the list of
covereg labelers which is maintained on the DHS contracted Pharmacy vendor website.

A complete listing of “Covered Labelers™ is located on the website. See Diagram 1 for an
example of this screen. The effective date is when a manufacturer entered into a rebate
agreement with CMS. The Labeler termination date indicates that the manufacturer no
longer participates in the federal rebate program and therefore the products cannot be
reimbursed by Arkansas Medicaid on or after the termination date.

Diagram 1
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00002  ELI LILLY AND COMPANY 1/11991
00003 E.R. SQUIBE & SONS, INC 14111991
. 00004  HOFFMANN-LA ROCHE 14141991
00005 LEDERLE LABORATORIES 14171891
00008 MERCK & CO., INC. 1/1/1991
00007 . GLAXOSMITHKLINE 17171991
00008 WYETH LABORATORIES 1/1A1991
00005 PFIZER,INC. inags
00011  BECTON DICKINSON MICROBIOLOGY SYSTEMS 10/1/1991 7/1/1998
00013 PFIZER, INC. 11171991

{n-orderforFor a claim with drug HCPCS/CPT codes to be eligilie:for payrg%ﬂ the detail
date of service must be prior to the NDC termination date. ke N @rmﬁfﬁatlon date
represents the shelf-life expiration date of the last batch produged, as stipplied on the
Centers for Medicare and Medicaid Services (CMS) quarterly update. The date is supplied
to CMS by the drug manufacturer/distributor. &

Arkansas Medicaid will deny claim details with drug H&QCS/CPT co&& with a detail date

of service equal to or greater than the NDC termination diste. y"
_

When completing a Medicaid claim for %innlstermg amyg, iRdigate the HIPAA standard
l 11-digit NDC with no dashes or spaces.¥he 11 dlgltN'i‘)C is comprised of three (3)
segments or codes: a 5-digit labeler code, /a 4-digit pfoduct code, and a 2-digit package
code. The 10-digit NDC assngnedﬁ)@&thefﬁ&gnntad on the drug package must be
| changed to the 11-digit format by insegting aie@wgm (0) in one (1) of the three (3)
segments. Below are exagd 3 PA-assigned NDCona package changed to the
appropriate 11-digit HIPAA standatd format Diagram 2 displays the labeler code as five
oduct code%s four (4) digits with leading zeros; the

(6) digits with leading zéros,; the 4
package code as twoggdlglts bleading zeros, using the “5-4-2” format.
A . 4
Diagram 2 .
00123 | 0456 78

LABELER PRODUCT CODE | PACKAGE CODE

\§ g DE . (4 digits) (2 digits)

(5 digits)

\;ﬁm fuitted in any configuration other than the 11-digit format will be rejected/denied.

NDEs bll Medicaid for payment must use the 11-digit format without dashes or
spaees. between the numbers.

See Diégram 3 for sample NDCs as they might appear on drug packaging and the
corresponding format which should be used for billing Arkansas Medicaid:

Diagram 3

Required 11-digit NDC
10-digit FDA NDC on PACKAGE (5-4-2) Billing Format

12345 6789 1 12345678901
1111-2222-33 01111222233
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01111 456 71 01111045671

B. Drug Procedure Code (HCPCS/CPT) to NDC Relationship and Billing Principles

HCPCS/CPT codes and any modifiers will continue to be billed per the policy for each
procedure code. However, the NDC and NDC quantity of the administered drug is now
also required for correct billing of drug HCPCS/CPT codes. To maintain the integrity of the
drug rebate program, it is important that the specific NDC from the package used at the
time of the procedure be recorded for billing. HCPCS/CPT codes submitted using invalid
NDCs or NDCs that were unavailable on the date of service will be rejected/denied. We
encourage you to enlist the cooperation of all staff members involved in.drug
administration to assure collection or notation of the NDC from them g@kage used. It
is not recommended that billing of NDCs be based on a referen®§st as NBGs vary from
one (1) labeler to another, from one (1) package size to another, &nd from ong
period to another. % &

7
Exception: There is no requirement for an NDC when billing Tgvaccﬁﬂ@
radiopharmaceuticals, and allergen immunotherapy.

C. Ciaims Filing %
S
The HCPCS/CPT codes billing units and the NDC quantﬁgdo not alwgys have a one-to-

one relationship. . .

y 4
Example 1: The HCPCS/CPT code ma;ﬁ&ecify up<1;;§jff5 mg of the drug, whereas the NDC
quantity is typically billed in units, milliliters or grams.’If the patient is provided 2 oral
tablets, one at 25 mg and one at 5Q mg, the FQRCS/CPT code unit would be 1 (1 total of
75 mg) in the example whereas, the R wonidbe 1 each (1 unit of the 25 mg

tablet and 1 unit of the€§a§g ﬁ@iﬁkt) Se@ E)\agram 4.

Diagram 4
%mg  50mg \_~ 25mgtablet
o+ o =75mg >
50 my tablet
e ?
HCPCS/CPT Code Unit = 1 NDC quantity = 1 each

=i} (1 unit nfDrug A totaling 756 mg) (1 unit of a 25 mg tablet and 1 unit of a 50 mg tablet)

E‘)@#{ple 2: H‘the drug in the example is an injection of 5 mi (or cc) of a product that was 50
mg per 10 ml of a 10 ml single-use vial, the HCPCS/CPT code unit would be 1 (1 unit of 25
mg) whereas the NDC quantity would be 5 (5 ml). In this example, 5 ml or 25 mg would be
documented as wasted. See Diagram 5.

Diagram 5
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HCPCS/CPT Code Unit = 1
{one 26 mg unit of Drug B)

L]

S V- NDC Quantity = 5 for the 5 ml administered
5 ml (or cc)
Every 10 ml =50 mg administered

Waste =5 ml or 25 my
(for the 5 mi or 25 myg not administered)

D. Electronic Claims Filing 8371 (Outpatient)

Procedure codes that do not require paper billing may be kilied elml&ﬁy Any
procedure codes that have required modifiers in the past will gbntinue’ Inf{eqwre modifiers.

Arkansas Medicaid will require providers using
electronic filing through the Provider Portal to use ‘th‘;equnred NDC‘B firmat vhen b||||ng

HCPCS/CPT codes for administered drugs.

E. Paper Claims Filing CMS-1450 (UB-04).

Arkansas Medicaid will require providers allllng drug H(ﬁDCS/CPT codes, including
covered unlisted drug procedure sodes ﬁuse the required NDC format.

For institutional outpatient claims OH ﬁe BMS» 1450 (UB.04), use the locator field 43
(Description) to list the quafifief of “N4%, the 11-digit NDC, the unit of measure qualifier (F2

- International Unit; GR.= Gram; M. - Miiiger; UN - Unit), and number of units of the actual
NDC administered, § ed and gﬂ:anged ea@tly as in Diagram 6. Each NDC, when billed
under the same procegure codé ﬂse@ameﬁ’ate of service, is defined as a “sequence.”
When billing a single H ﬁm “code wih multiple NDCs as detail sequences, the first
sequence sheuld reflect t charges in the detail locator field 47 and total
HCPCS/CF’?w@ nits in I or field 46. Each subsequent sequence number should
show zeros iR lg)ca’eafg s 46 47. See Detail 1, sequence 2 in Diagram 6. The
quantity of the ﬁDC will @ﬂ;@kto il number of units billed for each specific NDC. See
Diagram 6, firs -sequenees 1 and 2. Detail 2 is a Procedure Code that does not
require an NDC. Peftail 3, sequence 1 gives an example where only one (1) NDC is
associated with the HCPCS/CPT code.

i rame§ A -

< “‘!"
.

el BTN T, et | A
Sequence 2 4
N | I
’ ! !

Sequence t

Procedure Code/NDC Detail Attachment Form-DMS-664

m

For drug HCPCS/CPT codes requiring paper billing (i.e., for manual review), complete
every field of the DMS-664 “Procedure Code/NDC Detail Attachment Form.” Attach this
form and any other required documents to your claim when submitting it for processing.
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See Diagram 7 for an example of the completed form. View or print form DMS-664 and
instructions for completion.

Diagram 7
De;ail Sequﬂence | NDC I F;L?g d(I:ﬂoeie Drug Name/DoseiRoute Wasted
1 1 1/2(3/4[5/6]7]8lo[1][2] 21234 ABC drug/25 MG/Oral 0
1 2 0|11 ,1/1 . 2|2[2|2]3]|3]| 71234 XYZ drug/50 MG/Cral 0
3 1 4/4/4|4/4/5|5|5|5]/0|6 26789 PRQ drug/5 ML/IV 5 ML
I Lt L

G. Adjustments

Paper adjustments for paid claims filed with NDC numbers#ill not b ac%pted Any
original claim will have to be voided and a replacement clair Sl nee&@ e filed.
Providers have the option of adjusting a paper or electronic clamelecﬁwﬁgally

.
B <

H. Remittance Advices

Only the first sequence in a detail will be displayed on?*hiafemlﬁancesﬁdwce reflecting
either the total amount paid or the dema&%OB(s ) for the dé&t .

Record Retention

Each provider must retain all redﬁfés for five (5) ears from the date of service or until all
audit questions, disputes or rewewﬁSu L hearings, investigations, or
administrative/judicial litigatfor™te. whletg the records may relate are concluded, whichever

period is longer. i J ~
] ~§

At times, f ﬁﬁnufacturgra; quwon the invoiced amount, which results
in a drug rebate dispute. #f ycurs you may be contacted requesting a
copy of your office records to include documentation pertaining to the billed

PCSICPT code. Requested records may include NDC invoices showing
the pﬂrchs§e fdrug% and documentation showing what drug (name,
strengih, and ambunt) was administered and on what date, to the

benefﬁgﬁa i question.

b 4
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230.100 Introduction to Billing 40-1-124-1-

o

The Autism \aiverwaiver providers use the CMS-1500 claim form to bill the Arkansas Medicaid
Program, on paper, for services provided to eligible Medicaid beneficiaries. Each claim should
contain charges for only one (1) beneficiary. Procedure codes can be found by following this
link:

View or print the procedure codes for therapy services.

Section IIl of this manual contains information about Previder Electronic-Salutions (PES)-and
otheravailable options for electronic claim submission.
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Chiropractic

TOC not required

+-1-064-1-

(=

241.000 Introduction to Billing

Chiropractic providers use form CMS-1500 to bill the Arkansas Medicaid Program on paper for
services provided to Medicaid beneficiaries. Each claim may contain charges for only one (1)

beneficiary.

Section Il of this manual contains information about PreviderElestrenic-Seolutions{PES)-and

other-available options for electronic claims submission.
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240.100 Procedure for Obtaining Prior Authorization 7-4-074-1-
20

A.  Certain medical and surgical procedures are covered only when prior authorized because
of federal reqwrements or because of the elective nature of the surgery. Arkansas
- DHS or its designated vendor issues prior
authorizations for restricted medlcal and surgical procedures covered by the Arkansas
Medicaid Program._View or print contact information.

B.  Prior authorization determinations are in accordance with established-m&dical and
administrative criteria combined with the professional judgment of%@:&h%slman

advisors. y 4
y

C.  Written documentation is not required for prior authonzatl%& Howewer, ywezpatlent’
records must substantiate the-eral-all information given teAEMG A‘lﬁ Mospectlve review
of a case will rely on the written record.

D. It is the responsnblllty of the certified nurse- mldW|fé v&&o WI|| perform Q‘te prO@dure to

i ihnd i offi % ish-the-following specific
mformatlon te—AEMG must be furnlshed ﬂf request Is made by phone, aAll calls will be
tape recorded.)

1.  Patient Name and Ad@&s

2 Beneficiary Medlewd' Idenﬁﬁéatlon Number,;

3.  Certified Nursé-Kidwife Néme and Llca& Number;
4.  Certified Nurse-Migdwité Medicaid Previder Number;
5. Hosp@a}iﬁane and

6. Dateo N‘bﬁ?@ Requeﬁ;@ Procedure.

ifg-e dure—If surgery is mvolved a copy of the authonzatlon W|II be ma#ed—sent to
the hOST;M wheﬁe ﬁ1e service will be performed. If the hospital has not received a copy of the
authorizatign before the time of admission, the hospital will contact the admitting certified nurse-
midwife or A&ERC-DHS or its designated vendor to verify that prior authorization has been
granted.

It is the responsibility of the primary surgeon to distribute a copy of the authorization to
the aSS|stant surgeon if the assstant has been requested and approved the—pHeF

femat—when—the—preeedure—rs—bmed—The Medlcald Program WI|| not pay for mpatlent

hospital services that require prior authorization if the prior authorization has not been
requested and approved.

Consulting physicians are responsible for calling-AEMGC-te-have-having their required andfor
restricted procedures added to the PA file. Fhey-willbe-given-the-priorauthorization-humberat
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the-time-of the-call-on-these-cases-that-are-appreved—A letter verifying the PA number will be

sent to the consultant upon request.

Post-authorization will be granted only for emergency procedures and/or for services provided to
a Medicaid beneficiary during a period of retroactive eligibility. Requests for emergency
procedures must be applied-formade no later than the first working day after the procedure has
been performed. In cases of retroactive eligibility, AEMC-must-be-centastedthe provider must
contact DHS or its designated vendor-for post-authorization within sixty (60) days of the eligibility
authorization date._View or print contact information.

271.000 Introduction to Billing 40-1-154-1-
2

<

Certified Nurse-Midwife providers use the CMS-1500 form to bill the Arléf&sas fe dicaid Program
on paper for services provided to eligible Medicaid beneficiaries. Eadg claim may” gontain
charges for only one (1) beneficiary. P \ W

Procedure codes payable to certified nurse-midwives do not requﬁ@%odiﬁw unless specified in
the policy.

Section Ill of this manual contains information about Proviger Electrenic-Selutions{PES)-and

etheravailable options for electronic claims submission.

272.531 National Drug Codes (NDCs) i 44-1-1454-1-
L V4 2

A S
Effective for claims with dates of service on or% fter Januas? 1, 2008, Arkansas Medicaid
implemented billing protocol per the Fedgral D ficit.Reduction Act of 2005. This explains policy
and billing protocol for providers that sub\ Ritgl &l ItPHEPCS/CPT codes with dates of
service on and after January 1, Jﬁ 08, ™~

The Federal Deficit Reduc&t%Act of i@s manda@s that Arkansas Medicaid require the
submission of National Drug’€odes NDGs) on claims submitted with Healthcare Common
Procedure Coding System, L urrent Pf@é&ural Terminology, 4th edition (HCPCS/CPT)
codes for drugs admlnlstered hgpurpose of this requirement is to assure that the State
Medicaid Agenciés afitain a rebate frem those manufacturers who have signed a rebate
agreement with the Qe ars for Med”rca& and Medicaid Services (CMS).

A. Covéred Labelsﬁ\

Arka@s Medicaid, by statute, will only pay for a drug procedure billed with an NDC when
the phakmac@utical fabeler of that drug is a covered labeler with Centers for Medicare and
Medicaig Serv&§( MS). A “covered labeler” is a pharmaceutical manufacturer that has
ﬁjg.ﬁred inte a fedgral rebate agreement with CMS to provide each Sstate a rebate for
produgis.reitnbursed by Medicaid Programs. A covered labeler is identified by the first five
{5} dlgltsﬁﬁm NDC. To assure a product is payable for administration to a Medicaid
beneficiary, compare the labeler code (the first five (5) digits of the NDC) to the list of
covered labelers which is maintained on the DHS contracted Pharmacy vendor website.

A complete listing of “Covered Labelers” is located on the website. See Diagram 1 for an
example of this screen. The effective date is when a manufacturer entered into a rebate
agreement with CMS. The Labeler termination date indicates that the manufacturer no
longer participates in the federal rebate program and therefore the products cannot be
reimbursed by Arkansas Medicaid on or after the termination date.

Diagram 1
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00002 ELI LILLY AND COMPANY 14141991
00003 E.R. SQUIBB & SONS, INC 14111891
00004 HOFFMANN-LA ROCHE 1/1/1991
00005  LEDERLE LABORATORIES 14171991
00005 MERCK & CO., INC. 17171991
00007  GLAXOSMITHKLINE LE]]
00008  WYETH LABORATORIES 1/1/1991
00003 PFIZER, INC. 1/1/1991
00071  BECTON DICKINSON MICROBIOLOGY SYSTEMS 10//1991
00013 PFIZER, INC. 1/1/1991

7411998

tr-erderforFor a claim with drug HCPCS/CPT codes to be eligiblg¥or payment, the detail

date of service must be prior to the NDC termination date.<’
represents the shelf-life expiration date of the last batch pro

e NDC tesmjnation date
d, as gupplied on the

Centers for Medicare and Medicaid Services (CMS) quarterly up@ate The date is supplied

to CMS by the drug manufacturer/distributor.

Arkansas Medicaid will deny claim details with drug F@?CS/CPT cods§ with a detail date

of service equal to or greater than the N gf termination

When completing a Medicaid claim for administering aé%lg, m%i@srt?e the HIPAA standard

segments or codes: a 5-digit labéler code, a 4-digit product code, and a 2-digit package

‘ 11-digit NDC with no dashes or spaces. The 11-digit NDC is comprised of three (3)

code. The 10-digit NDC assigned bygheFDﬁ Med on the drug package must be

| changed to the 11-digit format,by insérting a Teadi

g zéro (0) in one (1) of the three (3)

segments. Below are ex@@ﬁ&&f the FDA assigned NDC on a package changed to the
appropriate 11-digit HIPAA standaid format Dlagram 2 displays the labeler code as five

four (_)_dlglts with leading zeros; the

package code as two @_sdlglts w&mﬁ @admg zeros, using the “5-4-2" format.

’ (5) digits with leading zeros; theppoduct co

Diagram 2

00123 0456 | 78
LABELER | PRODUCT | PACKAGE
CODE CODE CODE
(5 digits) | (4 digits) | (2 digits)

@Qs sun?tted igany configuration other than the 11-digit format will be rejected/denied.

Ws etg;gn the numbers.

to Medicaid for payment must use the 11-digit format without dashes or

SeeT%ram 3 for sample NDCs as they might appear on drug packaging and the

corresponding format which should be used for billing Arkansas Medicaid:

Diagram 3

10-digit FDA NDC on PACKAGE

Required 11-digit NDC
(5-4-2) Billing Format

12345-6789-1 12345678901
1111-2222-33 01111222233
01111-456-71 01111045671

B.  Drug Procedure Code (HCPCS/CPT) to NDC Relationship and Billing Principles
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HCPCS/CPT codes and any modifiers will continue to be billed per the policy for each
procedure code. However, the NDC and NDC quantity of the administered drug is now
also required for correct billing of drug HCPCS/CPT codes. To maintain the integrity of the
drug rebate program, it is important that the specific NDC from the package used at the
time of the procedure be recorded for billing. HCPCS/CPT codes submitted using invalid
NDCs or NDCs that were unavailable on the date of service will be rejected/denied. We
encourage you to enlist the cooperation of all staff members involved in drug
administration to assure collection or notation of the NDC from the actual package used. It
is not recommended that billing of NDCs be based on a reference list, as NDCs vary from
one (1) labeler to another, from one (1) package size to another, and from one (1) time
period to another.

A s
Exception: There is no requirement for an NDC when billing for vageines,
radiopharmaceuticals, and allergen immunotherapy.

Il. Claims Filing &
The HCPCS/CPT codes billing units and the NDC guantity do not ajways h%g one-to-one
relationship. <.

Example 1: The HCPCS/CPT code may specify up to 75 g@of the drug\w&reas‘fﬁe NDC
quantity is typically billed in units, milliliters or grams. If the matient is provided 2 oral tablets, one
at 25 mg and one at 50 mg, the HCPCS/CPT code unit wouldhe 1 (1 total of 75 mg) in the
example whereas the NDC quantity would be 4 each (1 unit of the 25 g tablet and 1 unit of the

50 mg tablet). See Diagram 4. o
Diagram 4 | Ki
25 mg 50 mg o’/ 25 mytablet
o+ O =75mg =
L/ 50 mg tablet
HCPCS/CPT Code Unit =1 NDC guantity = 1 each

{1 unit of Drug A totaling 75 mg) {1 unit of a 25 mg tablet and 1 unit of a 50 mg tablet)

T -t
Example 2:i‘i§th drug in'the example is an injection of 5 ml (or cc) of a product that was 50 mg
per #Q ml of a 10 Ml ginglaséise vial, the HCPCS/CPT code unit would be 1 (1 unit of 25 mg)
wheieas the NDE quanfity would be 5 (5 ml). In this example, 5 ml or 25 mg would be
documented as wasted. See Diagram 5.

Diagram$
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HCPCS/CPT Code Unit = 1
{one 25 myg unit of Drug B)

> /¢ NDC Quantity =5 for the 5 ml administered

o~

5 ml (or cc)
Every 10 ml =50 my administered

Waste =5 ml or 25 my

(for the & ml or 26 myg not administered)

A.  Electronic Claims Filing — 837P (Professional) and 8371 (Outpaﬁg@\

Procedure codes that do not require paper billing may be bﬁ@ ele’c‘ nieally. Any
procedure codes that have required modifiers in the past will m%&inue jis] g‘equire modifiers.

Arkansas Medicaid requires providers using Providg i S)electronic
filing through the Provider Portal to use the reqwred‘FéﬁQ format whafa brllrng HCPCS/CPT

codes for administered drugs.

B. Paper Claims Filing — CMS-1500

Arkansas Medicaid will require providers Efilling drug HﬁPCS/CPT codes including covered
unlisted drug procedure codes téw thg :f%qui»r\ad NDC format.

See Diagram 6 for CMS-1508¢ Q\ ‘

For professional clalnasg‘)MS 1%@ list the gualifier of “N4”, the 11-digit NDC, the unit of
measure qualifier (& international U it; GR = Gram; ML — Milliliter; UN — Unit) and the
number of units of the actual NDC ad ered in the shaded area above detail field 24A,

spaced and arranged exxﬁy asin Dlagram6

Each NDC \&ﬁen billad under ﬂ'é_ﬁsame procedure code on the same date of service is
defined as a "§équence.™ When' {iiting a single HCPCS/CPT code with multiple NDCs as
detall sequences, the first segignce should reflect the total charges in detail field 24F and
total HCPCS/CPT &gde units in detail field 24G. Each subsequent sequence number
shou@shw zerog in detail fields 24F and 24G. See Detail 1, Sequence 2 in Diagram 6.

The quaﬁ:tlty\gfﬂre @I?C will be the total number of units billed for each specific NDC. See
[Jragram 6, first il, sequences 1 and 2. Detail 2 is a Procedure Code that does not
require-an NDC. Detail 3, sequence 1 gives an example where only one (1) NDC is
‘associated with the HCPCS/CPT code.

Diagram 6

Deteil 1 P& EBAYCIERNOF SERVEE b J & | © rovcEousEs. smae s, on ey & L & L ]
: Froon Y [ Fr Ui O~ ol 5 o= é

Sequence 1 PLE S N LR :mul Mo | CPTVEPCS | AOGRER Peoren | sownaes | whs [Slow FROVOER S £
1, N4 2335676612 UN 100 .| =sameTee 1%
Sequence 2 ios o1 o7 jos [o1 07 |11 | fzezas | | 1 i 25100 1 | [wal "7 3
L | ! T . i 25100 | ——iD
z’monﬂzzzzssuu 100 ‘ w {IERGBT0 B
~oa otjorlesiotforfen | fzweas | I F 1 44 | oloo| o 3 e
[Commz }-y = R = ="

08 j01 107 log {01 i07 14 gaz13 | P19 55 300] 4

W‘Lrwiwsésua fu | | oszss * b1 . 123w8708 3

Seguence 1 4;8 01 {07 jo8 101 107 FLEN 2o | | ! 35100) 1 ™
jo1 {07 o8 : S S At et WL 1

i
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Certified Nurse-Midwife

Section li

Procedure Code/NDC Detail Attachment Form — DMS-664

For drug HCPCS/CPT codes requiring paper billing (i.e., for manual review), complete every field
of the DMS-664 “Procedure Code/NDC Detail Attachment Form.” Attach this form and any other

required documents to your claim when submitting it for processing. See Diagram 7 for an

example of the completed form. Section V of the provider manual includes this form.

Diagram 7
De;ail ‘ SeqL;’ence NDC F;}'v?: d%?;e Drug Name/Dose/Route Wasted
1 1 " 1]2[3fa]5]6]7]8]e]1]2] 71254 ABC drug/25 MG/Oral | g
1 2 0111 /1]2|2/2|2]3/3]| 71234 XYZ drug/50 MG/Oral 0
3 1 4/4/4/4|4 5|5/5/5|0|6 26789 PRQ drug/5 ML/IV 5 ML
| | | | | l
Hl. Adjustments

s‘;;? 5 .
Paper adjustments for paid claims filed with NDC numbésg will not be actepted. Any original
claim will have to be voided and a replacement claim will nsght to be filed. Poviders have the

option of adjusting a paper or electronic claim electronically.

IV. Remittance Advices ‘ *

Only the first sequence in a detail will be displ%&d on théﬁittance advice reflecting either the

total amount paid or the denial EOB(s}for the detail.
- g .
V. Record Retention .

O S
Each provider must retain all records fer five (5) years from the date of service or until all audit
questions, dispute or reviewsissues, a hearingsisinvestigations, or administrative/judicial

litigation to which the recordsiay refat

- >
B

At times, a manufaeturer may question the invoiced amount, which resuits in a drug rebate

&gnc,lded, whichever period is longer.

dispute. If this oc yeu may be-gontacted requesting a copy of your office records to include

documentation pertak

ing4e the billed HEPCS/CPT code. Requested records may include NDC

invoices shqwing purchase of druge and documentation showing what drug (name, strength, and
amount) Was administered and on what date, to the beneficiary in question.

LN
See Sectio@gﬁﬁ% fOF‘;égditional information regarding drug code billing.

\



DDS Community and Employment Supports (CES) Section II

TOC not required

261.000 Introduction to Billing 40-1-474-1

sl

Developmental Disabilities Services Community and Employment Supports BBS-CES waiver
providers use the CMS-1500 claim form to bill the Arkansas Medicaid Program on paper for
services provided to eligible Medicaid beneficiaries. Each claim should contain charges for only

one (1) beneficiary.

Section Il of this manual contains information about ProviderElestronic-Selutiens{RPES)and

other-available options for electronic claim submission.




Section |l

Dental
TOC not required
261.000 Introduction to Billing 7-1-074-1-
20

Dental providers must use the American Dental Association (ADA) form to bill the Arkansas
Medicaid Program on paper for services provided to eligible Medicaid beneficiaries. Each claim

may contain charges for only one (1) beneficiary.

Section lll of this manual contains information about Provider Electronic-Selutions {PES)-and

other-available options for electronic claim submission.



Developmental Rehabilitation Services Section Il

TOC not required
7-1-074-1-

261.000 Introduction to Billing

[~

Developmental Rehabilitation Services Program providers use the CMS-1500 form to bill the
Arkansas Medicaid Program on paper for services provided to eligible Medicaid beneficiaries.

Each claim may contain charges for only one (1) beneficiary.

Section IIl of this manual contains information about PreviderElectronic-Selutions(PES)-and

other-available options for electronic claim submission.



| Division of Youth Services (DYS) and Division of Children

and Family Services (DCFS) Targeted Case Management Section Il
TOC not required
261.000 Introduction to Billing 4-1-054-1-
20

DYS/DCFS targeted case management providers use the CMS-1500 form to bill the Arkansas
Medicaid Program on paper for services provided to eligible Medicaid beneficiaries. Each claim

may contain charges for only one (1) beneficiary.

Section Il of this manual contains information about Prex
other-options available for electronic claims submission.




Early Intervention Day Treatment

Section Il
TOC not required
231.000 Introduction to Billing 7-1-184-1-
20

EIBTEarly Intervention Day Treatment providers use the CMS-1500 form to bill the Arkansas

Medicaid Program on paper for services provided to Medicaid beneficiaries. Each claim may
contain charges for only one (1) beneficiary.

Section Ill of this manual contains information about PreviderElectronic-Selutions {PES}-and
other-available options for electronic claims submission.



Federally Qualified Health Center Section |l

TOC not required

261.000 Introduction to Billing Z-1-074-1

!

Federally Qualified Health Center providers use the CMS-1500 form to bill the Arkansas
Medicaid Program on paper for services provided to eligible Medicaid beneficiaries. Each claim

may contain charges for only one (1) beneficiary.

Section Il of this manual contains information about PreviderElestrenic-Selutions{(PES)-and

other-available options for electronic claim submission.

For settlement purposes, each of these procedures isare considered an encesater.
£ fy‘ i‘ ]
262.441 National Drug Codes (NDCs) 44-4.1454-1-
% f f 20
‘qﬁt
Effective for claims with dates of service on or after January 1, 2668, Arka;@aé ic/ledlcald
implemented billing protocol per the Federal Deficit Reduction Act 8£2005." This explains policy
and billing protocol for providers that submit claims for drug HCPCS/GP% codes with dates of

service on and after January 1, 2008.

The Federal Deficit Reduction Act of 2005 mandates that Arkansas Medicaig require the
submission of National Drug Codes (NDCs) on claims submitted with Heaéthcare Common
Procedure Coding System, Level [I/Current Procedural Terminology, 4% edition (HCPCS/CPT)
codes for drugs administered. The purpose of this requirerfignt is to assure that the State
Medicaid Agencies obtain a rebate from those manufactu%js who have signed a rebate
agreement with the Centers for Medlcﬁﬁand g&gdlcald Services (CMS).

A. Covered Labelers PR T

A Sl %

Arkansas Medicaid, by statute, vﬁ%only{pw‘for a drug procedure billed with an NDC when
the pharmaceutical é&beler of that érug isa esﬁred labeler with Centers for Medicare and
Medicaid Services (CN@L A ‘coverédiabeler”is a pharmaceutical manufacturer that has
entered into a federal re@lé reemerit with CMS to provide each Sstate a rebate for
products reymrsed by M aid Programs. A covered labeler is identified by the first five
(5) digits of tie'NIIC. To assuré a product is payable for administration to a Medicaid
beneficiary, csglpare ﬂ’%*abeler@de (the first five (5) digits of the NDC) to the list of
covmd Iabelé& whlaia ?s*n@tgmed on the DHS contracted Pharmacy vendor website

A completglisting of “Covered Labelers” is located on the website. See Diagram 1 for an
exampis of this scréen. The effective date is when a manufacturer entered into a rebate
ement wﬂh@MS’ The Labeler termination date indicates that the manufacturer no
nger garﬁ%«pates in the federal rebate program and therefore the products cannot be
adty Arkansas Medicaid on or after the fermination date.




Federally Qualified Health Center Section Il

“ELI LILLY AND COMPANY 11141991
00003 ER. SQUIBB & SONS, INC 1111991
00004  HOFFMANN-LA ROCHE 14111981
00005 LEDERLE LABORATORIES 1711991
00006 MERCK & CO.,INC. ~ 17171991
00007 GLAXOSMITHKLINE 14111991
00008 WYETH LABORATORIES 1711891
00009 PFIZER, INC, 1411991 B
00011 BECTON DICKINSON MICROBIOLOGY SYSTEMS 10141991 7111995
00013 PFIZER, INC. 1171991

date of service must be prior to the NDC termination date. Jhe NBC {
represents the shelf-life expiration date of the last batch prodmd as: ipplied on the
Centers for Medicare and Medicaid Services (CMS) quarterly ﬁg&te date is supplied
to CMS by the drug manufacturer/distributor.

Arkansas Medicaid will deny claim details with drug HCRCS/CPT cod@ with a detail date
of service equal to or greater than the NDC termination d@ )

When completing a Medicaid claim for inistering a &@g, mﬁ&fe the HIPAA standard
11-digit NDC with no dashes or spaces. he 11-digif NDC is comprised of three (3)
segments or codes: a 5-digit labgler coc@ a 4-digit product code, and a 2-digit package
code. The 10-digit NDC assigned by the Fb#& gﬂn,ted on the drug package must be
changed to the 11-digit format by insen sading zgpo (0) in one (1) of the three (3)
segments. Below are examnpples of the FDA aSS|gned NDC on a package changed to the
appropriate 11-digit HIPAA standagd formaf. Diagram 2 displays the labeler code as five
(5) digits with leading'Zeros; the product code as four (4) digits with leading zeros; the
package code as two (_Ztglgns witho §‘§sdmg zeros, using the “5-4-2” format.

Diagram 2
p123 | 0456 78
CABELER | PRODUCT | PACKAGE
CODE CODE CODE
(5 digits) | (4 digits) | (2 digits)

B
5 £
% sulxmtteﬁ @any configuration other than the 11-digit format will be rejected/denied.
INDCs hilled to Medicaid for payment must use the 11-digit format without dashes or

es betyegen the numbers.
9 a

See @@ram 3 for sample NDCs as they might appear on drug packaging and the
corresponding format which should be used for billing Arkansas Medicaid:

Diagram 3
10-digit FDA NDC on PACKAGE Required 11-digit NDC
(5-4-2) Billing Format
12345 6789 1 12345678901
1111-2222-33 01111222233
01111456 71 01111045671

B.  Drug Procedure Code (HCPCS/CPT) to NDC Relationship and Billing Principles
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HCPCS/CPT codes and any modifiers will continue to be billed per the policy for each
procedure code. However, the NDC and NDC quantity of the administered drug is now
also required for correct billing of drug HCPCS/CPT codes. To maintain the integrity of the
drug rebate program, it is important that the specific NDC from the package used at the
time of the procedure be recorded for billing. HCPCS/CPT codes submitted using invalid
NDCs or NDCs that were unavailable on the date of service will be rejected/denied. We
encourage you to enlist the cooperation of all staff members involved in drug
administration to assure collection or notation of the NDC from the actual package used. It
is not recommended that billing of NDCs be based on a reference list, as NDCs vary from
one (1) labeler to another, from one (1) package size to another, and from one (1) time
period to another.

Exception: There is no requirement for an NDC when billing for v
radiopharmaceuticals, and allergen immunotherapy. i

Il. Claims Filing

The HCPCS/CPT codes billing units and the NDC quantity do not %&ays hm{one to-one
relationship. R 9

Example 1. The HCPCS/CPT code may specify up to 75%@ of the drug whgreas the NDC
quantity is typically billed in units, milliliters or grams. If the‘?ﬁent is prov 2 oral tablets, one
at 25 mg and one at 50 mg, the HCPCS/CPT code unit wouldtie+1 (1 total &F 75 mg) in the
example whereas the NDC quantity would begf each (1 unit of the &m‘g tablet and 1 unit of the

50 mg tablet). See Diagram 4.

Diagram 4

N/ 25 mytablet

25 my 50 g

w + O =75myg

a— = 50 mg tablet
N/ ;

HCPCS/CPT Code Unit =1 NDC guantity = 1 each
{1 unit of Drug A totaling 75 mg) (1 unit of a 25 mg tablet and 1 unit of a 50 mg tablet)

A

Example 2: ifthe &ug in the example is an injection of 5 ml (or cc) of a product that was 50 mg
m_wml of a 40 mi single-dse vial, the HCPCS/CPT code unit would be 1 (1 unit of 25 mg)

ag the NDC quantity would be 5 (5 ml). In this example, 5 ml or 25 mg would be
doc&g&ent@d as wasted. See Diagram 5.

Diagram &
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HCPCS/CPT Code Unit =1
{one 25 my unit of Drug B)

NDC Quantity = 5 for the 5 ml administered

& ml {or cc)
Every 10 ml =580 mg administered

Waste =5 ml or 25 mg

(for the 5 ml or 25 mg not administered)

A.  Electronic Claims Filing — 837P (Professional) and 837I (Outpéﬁ%&)s Y 4

Procedure codes that do not require paper billing may be Melec gally. Any
procedure codes that have required modifiers in the past will mﬁnue ta &quue modifiers.

ORI -5 wtions(RES)electronic

Arkansas Medicaid requires providers using :
 format wh§r1 billing HCPCS/CPT

filing through the Provider Portal to use the reqwred
codes for administered drugs.

B. Paper Claims Filing — CMS-1500 } i

Arkansas Medicaid will require ngV|ders illing drugjsiCPCS/CPT codes including covered
unlisted drug procedure codes tbg&@ the required NDC format.

See Diagram 6 for CMS- 1,5% 4 4

For professional clalrréfJCMS 1 , list thB &lallfer of “N4,” the 11-digit NDC, the unit of
measure qualifier (@1Interna al Umt GF%«Gram ML — Milliliter; UN — Unlt) and the
number of units of the gctual admpiniste

spaced and arranged exaﬁ& asin Dlagrém 6

defined as a ’%&quer%é " When brlhng a single HCPCS/CPT code with multiple NDCs as

detail se the %%t*&@gusnce should reflect the total charges in detail field 24F and
HCPCS/CRI tede units in detail field 24G. Each subsequent sequence number

zeros%n detail fields 24F and 24G. See Detail 1, sequence 2 in Diagram 6.

The quq&nty of the N@C will be the total number of units billed for each specific NDC. See
Diagram @, firstgétail, sequences one (1) and two (2). Detail 2 is a Procedure Code that
does{mg reguire an NDC. Detail 3, sequence one (1) gives an example where only one (1)
AL sgecgiated with the HCPCS/CPT code.

Detail 1 % e . . ¥ = . ;
i A m'rwu:wumu | 3. X omwwwma.mm‘u E | bl ,é
Sequence1 e ¥y  uw !:t.' had mmug@ CRTHEPCE. | HONTER L PUNTER | SCHABGES | wap | | Ok PRONCES T # 1
n-1 123-15:379012 UN 100 _ [ =28, i3
Sequence 2 los jo1 jo7 Jos {01 |07 (141 A fzwess | | | | I L 2sio0| 1 | [san] """ TS
oINAD1111222233 N 100 : =
soenm {o7 jos to1 Jo7 |41 zizaa | | | | oloo| o | [« e

e L2+ - LT Py |

os o1 107 jos lo1 r9':’7_4{11,1 A oemeiz | ool 1 | [

|
4.
i i
o 1 | _ 5
Sequence 1 43!333_}01 107309¥o1 o711 | § @%@ | 1 & [ 41§ 3801 | fm |8
| Dt | 5 ' : : [~ |2
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Procedure Code/NDC Detail Attachment Form — DMS-664

For drug HCPCS/CPT codes requiring paper billing (i.e., for manual review), complete every field
of the DMS-664 “Procedure Code/NDC Detail Attachment Form.” Attach this form and any other
required documents to your claim when submitting it for processing. See Diagram 7 for an
example of the completed form. Section V of the provider manual includes this form.

Diagram 7
De:a i Seql;ence NDC PlrMo;:d(;.‘f?ec:e Drug Namef/Dose/Route Wasted
1 1 112]3]als5]6]7]8]al1]2] z1224 ABC drug/25 MG/Oral 0
1 2 ol1 /11 ]1/2[2/2]2/3|3]| 21234 XYZ drug/50 MG/Oral 0
3 1 4|4|4|4|4|5/5|5|5|0 6| 6789 PRQ drug/5 ML/IV 5 ML |
i |
lll. Adjustments

d. P%ri‘y original

Paper adjustments for paid claims filed with NDC numb
viders have the

claim will have to be voided and a replacement claim will nagtto be filed.
option of adjusting a paper or electronic claim electronically. *

IV. Remittance Advices |

Only the first sequence in a detail will b displ;&ed on the s%;é‘fhittance advice reflecting either the
total amount paid or the denial EOB(s) fok the detail.
V. Record Retention = -

Each provider must retain all records for five ( rs from the date of service or until all audit
questions, dispute or rews&sﬂssues peal hearmgﬁ investigations or administrative/judicial
litigation to which the records may goncluded, whichever period is longer.

Attimes, a manufaﬁyrer may q@st;on the |nv0|ced amount, which results in a drug rebate
dispute. If this occurs, you may be tacted requesting a copy of your office records to include
documentation pertaining to the billed HCPCS/CPT code. Requested records may include NDC
invoices showing purchase of dﬂg@ nd documentation showing what drug (name, strength and
amount) was-administered and on'what date, to the beneficiary in question.



Hearing Services Section I

TOC not required

241.000 Introduction to Billing 7-4-074-1-

o

Hearing Services providers use the CMS-1500 form to bill the Arkansas Medicaid Program on
paper for services provided to eligible Medicaid beneficiaries. Each claim may contain charges
for only one (1) beneficiary.

Section Il of this manual contains information about PreviderElestronic-Seolutions (PES}-and

ether-available options for electronic claim submission.
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TOC required

218.100 Retrospective Review of Physical Therapy for Beneficiaries 41-1-1034-
Under the Age of 21 1-20

A. Medical Necessity

Physical therapy services must be medically necessary ta-for the treatment of the
individual’'s illness or injury. A diagnosis alone is netinsufficient documentation to support
the medical necessity of therapy. To be considered medically necessany,. the following
conditions must be met: AP

R
S

¥
1. The services must be considered under accepted standagds of practice to be a
specific and effective treatment for the patient's condition < =, a7

2.  The services must be of such a level of complexity oﬁ% paii&%féiédhdition must be
such that the services required can be safely and effectively_ per&%@ed only by or
under the supervision of a qualified physical therapist-; and N

3. There must be a reasonable expectation that‘%ﬁapy will resuﬁ @ a ni"eimingful
improvement or a reasonable expectation that thetapy will prevent a worsening of the
condition. (See the medical necessity definition in f@%lossa of this manual.)

y s

|

B. Evaluation and Report Components

To establish medical necessity, a gompréhensuve assessment in the suspected area of
deficit must be performed, including?

Date of evaluation-.,
Child’s name and date of birth-.

1
2
3.  Diagnosis spe e to ther&sgr
4

X
Background mform@&@mcludmg‘%er( nent medical history and, if the child is twelve
(12) mohths of age or Q@unger gestational age. The child should be tested in the
child’s ‘ébnm;t I\angua@ if not, an explanation must be provided in the evaluation.

NOTE: To cale@ a child’s gestational age, subtract the number of weeks
bernbefore M_@O} weeks of gestation from the chronological age.
Therefore, a 7-month-old, former 28-week gestational age infant has a
corrected age of four (4) months according to the following equation:

{‘Emo;ﬁ\s — [(40 weeks) — 28 weeks) / 4 weeks]
7 months — [(12) / 4 weeks]
7 months - [3]

4 months;

5.  Standardized test results, including all subtest scores, if applicable. Test results must
be reported as standard scores, Z scores, T scores, or percentiles. Age-equivalent
scores and percentage of delay cannot be used to qualify for services-;

6. If applicable, test results should be adjusted for prematurity (less than thirty-seven
(37) weeks gestation) if the child is twelve (12) months of age or younger, and this
should be noted in the evaluation:;

7. Objective information describing the child’s gross/fine motor abilities/deficits, e.g.,
range of motion measurements, manual muscle testing, muscle tone, or a narrative
of the child’s functional mobility skills (strengths and weaknesses)-;




Home Health Section Il

8.  Aninterpretation of the results of the evaluation including recommendations for
therapy/minutes per week:;

9. A description of functional strengths and limitations, a suggested treatment plan, and
potential goals to address each identified problem-; and

10. Signature and credentials of the therapist performing the evaluation.
C. Interpretation and Eligibility: Ages Birth to 21

1. Tests used must be norm-referenced, standardized, and specific to the therapy
provided.

Tests must be age appropriate for the child being tested.
All subtests, components, and scores must be reported for a§ ;ests useg for eligibility

purposes. & i
4.  Eligibility for therapy will be based upon a score of -1.56 sta@%&d d ions (SD)
below the mean or greater in at least one (1) subtest'g or cefiposite score on a

norm-referenced, standardized test. Whena-1.5SD o @gaterk nat indicated by
the test, a criterion-referenced test along with.informed cllrﬁ@ opinigh.must be
included to support the medical necessity oFs&vmes "

5. Ifthe child cannot be tested with a norm- referenw standard@ﬁ test, criterion-
based testing, or a functional description of the chitde gr gr oss/fine,motor deficits may
be used. Documentation of the re@%@n a standardlzed@si md not be used must be
included in the evaluation. i

6. The Mental Measurement Yearbo 5

reliability/validity. Refer to the “Acce

MMY) is“fhe standard reference to determine
d Tests” section for a list of standardized tests

accepted by Arkansas Mgdlca%*’k)r refrosps: Feviews.
7. Range of Motion: A limitatioh of g\‘eﬁie:c than ten (10) degrees and/or documentation

of how a deficif Himpits funct‘pg
Muscle Tone: M@Lﬂed Ashurortt Scale.

Manuaj Muscle Test A defi Clt is a muscle strength grade of fair (3/5) or below that
Fugtlonal skilfs. Wlth increased muscle tone, as in cerebral palsy, testing is

unreliable. X ? | 0

10. Transfer‘&ills: Jocwmen]
tfansfer, ‘el fma lmum ‘moderate, or minimal assistance. A deficit is defined as the

JInapility to @orm a transfer safely and independently.

C&ldr’eﬂ‘ gblrthk age twenty-one (21)) receiving services outside of the public
0t scheols Wt be evaluated annually.
%1@ {}M&fbn (blrfh to age two (2)) in the
- Eakilfitervention Day Treatment (EIDT) program must be evaluated every six (6)
months.

13. Ghildren (age three (3) to twenty-one (21)) receiving services within public schools,
as a part of an Individual Program Plan (IPP) or an Individual Education Plan (IEP),
must have a full evaluation every three (3) years; however, an annual update of
progress is required.

D. Frequency, Intensity, and Duration of Physical Therapy Services

The frequency, intensity, and duration of physical therapy services should always be
medically necessary and realistic for the age of the child and the severity of the deficit or
disorder. Therapy is indicated if improvement will occur as a direct result of these services
and if there is a potential for improvement in the form of functional gain.
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1. Monitoring: May be used to ensure that the child is maintaining a desired skill level or
to assess the effectiveness and fit of equipment such as orthotics and other durable
medical equipment. Monitoring frequency should be based on a time interval that is
reasonable for the complexity of the problem being addressed.

2.  Maintenance Therapy: Services that are performed primarily to maintain range of
motion or to provide positioning services for the patient do not qualify for physical
therapy services. These services can be provided to the child as part of a home
program implemented by the child’s caregivers and do not necessarily require the
skilled services of a physical therapist to be performed safely and effectively.

3.  Duration of Services: Therapy services should be provided as-long-asif reasonable
progress is made toward established goals. If reasonable functienat progress cannot
be expected with continued therapy, then services should be#iscontidued and
monitoring, or establishment of a home program should befimplemented.

E. Progress Notes

1 Child's name:;

2 Date of service:;

3. Time in and time out of each therapy session:; )

4 Objectives addressed (should coincide with the plﬁmgf care):;
5

A description of specific therapy services provided daﬁéf aad t‘he actlwtles rendered
during each therapy session, along with a form medisurement:;

Progress notes must be legible:; F

Therapists must sign each date ‘ v afull S|gnature and credentials:; and

Graduate students@ﬁ&ﬁve the &pervlsmg p‘nysrcal therapist co-sign progress

notes.
241.000 Introduction to Billing 7-1-074-1-
20
Home Health provigers who submit paper claims must use the CMS-1450 claim form, which also
is known as the U&§4 claipeform.
A Medicaidielaim may a\om onfy&sﬂe (1) billing provider's charges for services furnished to
only one (gj;%@dlcald tsenéﬁmary

242143 Natienal Drug Codes (NDCs) 41-4-154-1

msf?

Effective forglaims with dates of service on or after January 1, 2008, Arkansas Medicaid
implemented billing protocol per the Federal Deficit Reduction Act of 2005. This explains policy
and billing protocol for providers that submit claims for drug HCPCS/CPT codes with dates of

service on and after January 1, 2008.

The Federal Deficit Reduction Act of 2005 mandates that Arkansas Medicaid require the
submission of National Drug Codes (NDCs) on claims submitted with Healthcare Common
Procedure Coding System, Level 11/Current Procedural Terminology, 4" edition (HCPCS/CPT)
codes for drugs administered. The purpose of this requirement is to assure that the State
Medicaid Agencies obtain a rebate from those manufacturers who have signed a rebate
agreement with the Centers for Medicare and Medicaid Services (CMS).

A. Covered Labelers
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Arkansas Medicaid, by statute, will only pay for a drug procedure billed with an NDC when
the pharmaceutical labeler of that drug is a covered labeler with Centers for Medicare and
Medicaid Services (CMS). A “covered labeler” is a pharmaceutical manufacturer that has
entered into a federal rebate agreement with CMS to provide each Sstate a rebate for
products reimbursed by Medicaid Programs. A covered labeler is identified by the first five
(5) digits of the NDC. To assure a product is payable for administration to a Medicaid
beneficiary, compare the labeler code (the first five (5) digits of the NDC) to the list of
covered labelers which is maintained on the DHS contracted Pharmacy vendor

websitewebsite-at-hitps://arkansas-magellanrx.com/provider/documents/.

A complete listing of “Covered Labelers” is located on the website. The effective date is
when a manufacturer entered into a rebate agreement with CMS. The eler termination
date indicates that the manufacturer no longer participates in the fe@ te program
and therefore the products cannot be reimbursed by Arkansas Mégicaid on @i after the
termination date. in-orderfFor a claim with drug HCPCS/CPT épdes to be gligible for
payment, the detail date of service must be prior to the NDE term@atlon fafe. The NDC
termination date represents the shelf-life expiration date OF last bafeh.produced, as
supplied on the Centers for Medicare and Medicaid Services ﬁ:MS ‘l&\rly update. The
date is supplied to CMS by the drug manufacturer/dlstnbutor N

Arkansas Medicaid will deny claim details with drug HGPCS/CPT co‘é& with a detail date
of service equal to or greater than the NDC termination date. y
When completing a Medicaid claim for inistering a drug™ mihe HIPAA standard
11-digit NDC with no dashes or spaces. The 11-digitMD€ is comprised of three 3)
segments or codes: a 5-digit labeler code, . a 4-digit pgoduct code, and a 2-digit package
code. The 10-digit NDC assigned bythe FDA printed on the drug package must be
changed to the 11-digit format by i img zero (0) in one (1) of the three (3)
segments. Below are exalzms of th Fbﬁ-asagned NDC on a package changed to the
appropriate 11-digit HIPﬂ@t stan&d forﬁ%k Diagram 1 displays the labeler code as five
(5) digits with leading Zeros; the Esgbduct co@as four (4) digits with leading zeros; the
package code as twa,(2) digits withewu leading Zeros, using the “5-4-2” format.

Diagram 1
00123 ~0456 78
’ £RODUCTCODE | PACKAGE CODE
(4 digits) (2 digits)

spaces between the numbers.

See Di gram 2 for sample NDCs as they might appear on drug packaging and the
corresponding format which should be used for billing Arkansas Medicaid:

Diagram 2

Required 11-digit NDC
10-digit FDA NDC on PACKAGE (5-4-2) Billing Format

12345 6789 1 12345678901
1111-2222-33 01111222233
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01111 456 71 01111045671

B.  Drug Procedure Code (HCPCS/CPT) to NDC Relationship and Billing Principles

HCPCS/CPT codes and any modifiers will continue to be billed per the policy for each
procedure code. However, the NDC and NDC quantity of the administered drug is now
also required for correct billing of drug HCPCS/CPT codes. To maintain the integrity of the
drug rebate program, it is important that the specific NDC from the package used at the
time of the procedure be recorded for biling. HCPCS/CPT codes submitted using invalid
NDCs or NDCs that were unavailable on the date of service will be rejected/denied. It is
not recommended that billing of NDCs be based on a reference list, gs NDCs vary from
one (1) labeler to another, from one (1) package size to another, apd from épe (1) time
period to another.

Exception: There is no requirement for an NDC when blIIlngfor vs&,lnes
radiopharmaceuticals, and allergen immunotherapy. T Sady

C. Claims Filing

The HCPCS/CPT codes billing units and the NDC qﬁfwtlty do not a‘hﬁys have a one-to-
one relationship.

Example 1: The HCPCS/CPT code may specify up to 75 mg of the dn g, whereas the NDC
quantity is typically billed in units, milliliters or grams. If the pa"ﬁ%ﬁs provided 2 oral
tablets, one at 25 mg and one at 50 mg, e HCPC&F’T code unit would be 1 (1 total of
75 mg) in the example, whereas: ND% guantlty would be 1 each (1 unit of the 25 mg
tablet and 1 unit of the 50 mg tab

i HES
Diagram 3
25mg  50mg \_~ 25mgtablet
~ + O =75myg 2
50 mg tablet
e .
HCPCS/CPT Code Unit =1 NDC guantity = 1 each

{1 unit of Drug A totaling 75 mg) (1 unit of a 25 mg tablet and 1 unit of a 50 mg tablet)

*
¥

e 3 N v
Exginple 2:.If the drug in the example is an injection of 5 ml (or cc) of a product that was 50
thg per 18 mil of a 10 mi single-use vial, the HCPCS/CPT code unit would be 1 (1 unit of 25
whereag the NDC quantity would be 5 (5 ml). In this example, 5 ml or 25 mg would be
documented as wasted.

%
Diagram 4
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HCPCS/CPT Code Unit =1
({one 25 my unit of Drug B)

*

— il NDC Quantity =5 for the 5 ml administered
& ml {or cc)
Every 10 mi=50 mg administered

Waste =5 ml or 256 my

(for the 5 ml ar 256 mg not administered)

D.  Electronic Claims Filing 8371 (Outpatient)

Procedure codes that do not require paper billing may be billed elegtroni . Any
procedure codes that have required modifiers in the past w@@ntm&e‘h equire modifiers.

Arkansas Medlcald will reqwre providers using electronic filing throg(_:Lh the brovider portal
to use the required NDC format &hen billthg

HCPCS/CPT codes for administered drugs.
E. Paper Claims Filing CMS-1450 (UB- 04)

r

Arkansas Medicaid will require prowders §|lllng drug J—@CS/CPT codes, including
covered unlisted drug procedure codes, ¢ use the reguired NDC format.

For institutional outpatient claims on the CMS-1450 (L)B-04), use the locator field 43
(Description) to list the qualifigr-of “N4,*the 11-di PC, the unit of measure qualifier (F2
- International Unit; GR = @rany;, ML — Miliiliter: UN — Umt) and number of units of the
actual NDC administgted, space§ and arrafiged exactly as in Diagram 5. Each NDC when
biIIed under the same, ocedur@ qode on the game date of service is defined as a
“sequence.” When billi i SIGPT code with multiple NDCs as detail

e first seq SEw should reflect the total charges in detail locator field 47 and
total HCPCS/GRT code units i locator field 46. Each subsequent sequence number
should shom&rbs ﬁa;scator fields 46 and 47. See Detail 1, sequence 2 in Diagram 5. The
quantity of the NDC will bé'the tofal number of units billed for each specific NDC. See
Diagram 5, first detail, sequenges 1 and 2. Detail 2 is a Procedure Code that does not
require ga NDC. | ail 3, sequence 1 gives an example where only one (1) NDC is
asso@teg %th the HCPCS/CPT code.

&

nggram}§ X
( .

Detail 1

Sequence 1 T8 I BERL T : T T

Sequence? | 4

Datait 2 : L
Sequence |

F. Procedure Code/NDC Detail Attachment Form-DMS-664

For drug HCPCS/CPT codes requiring paper billing (i.e., for manual review), complete
every field of the DMS-664 “Procedure Code/NDC Detail Attachment Form.” Attach this
form and any other required documents to your claim when submitting it for processing.



Section |l

Home Health
See Diagram 6 for an example of the completed form. View or print form DMS-664 and
instructions for completion.
Diagram 6
De;ail Seql.;‘ence | NDC I F;rMO:d(litI?ec:e Drug NameiDose/Route Wasted
1 1 112 3]al5]6][7][8]9[1]2] z1234 ABC drug/25 MG/Oral 0
1 | 2 1111 [2]2]2]213]3] z1234 XYZ drug/50 MG/Oral 0
3 1 444|444 |5|5|5|5 /0|6 z6789 PRQ drug/5 ML/IV 5 ML
| | L

G. Adjustments

<
Paper adjustments for paid claims filed with NDC numbers will notbe accepfed. Any
original claim will have to be voided and a replacement claﬁg’?\ull need to'be filed.
Providers have the option of adjusting a paper or electronic c@ﬁ%elecmally

H. Remittance Advices

Only the first sequence in a detail will be displayed on ﬁé:e gemittance\ é%vice reflecting
either the total amount paid or the denial EOB(s) for the detail.

I.  Record Retention s d -

4

Each provider must retain all recieds for%ﬁe (5) year\g from the date of service or until all
audit questions, disputes or reviewsssues, appeal hgarlngs investigations, or
administrative/judicial ||t|ga@n to wh‘F@ ﬂﬁ recordmﬁv relate are concluded, whichever
period is longer. y - Y
g i x

Attimes, a manufa@fer may qugstion the uﬁ@ced amount, which results in a drug rebate
dispute. If this occurs, ‘be contaisted requesting a copy of your office records to

include documentation p\, ring to the‘b%Hed HCPCS/CPT code. Requested records may

include ND@ inwoices showigig the purchase of drugs and documentation showing what

drug (name, strengﬁa and amm) was administered and on what date, to the beneficiary

in questlon Y

\




Hospice Section Il

TOC not required

218.000 Plan of Care 11-1-0634-
1-20

A written plan of care must be established and maintained for each individual admitted to a
hospice program, and the care provided to an individual must be in accordance with the plan.

A.  The attending physician, the medical director or physician designee, and the
interdisciplinary group must establish the plan of care before hospice care begins.

B.  The attending physician, the medical director or physician designée, and the
interdisciplinary group must review and update the plan at mtenzais specﬁ” ed in the plan.
Reviews must be documented.

C. The plan of care must: .,
1. Include an assessment of the individual's needs and |dent“ﬁ§a$10n of tﬁ‘g services,
including. \

a. Management of discomfort, and
b.  Symptom relief.
2.  State in detail the scope and frequency of serweés heeded to meet the patient’'s and

¥

family’s needs. § é

D. In establishing the initial plan of c‘aré‘, the miember of the interdisciplinary group who
assesses the patient’s needs must reetor confer by telephone with at least one (1) other
IDG member before writing thednitial plan of care.

1. Atleast one (1) of the persons develo:smg the initial plan of care must be a nurse or
physician.

2. The plan must be Ehlished on the same day as the assessment if the day of the
assesSn‘Tent is to be a covered day of hospice care.

3. The othg% two (2] members of the IDG must review the initial plan of care and
provide fhelr contributions t to it within two (2) calendar days following the day of
aBsessme;"u%; -

E.  Waiver Services
1. WaiverEligibility
\S;théMedieaid beneficiaries are eligible under special programs known as waivers.

The elaims system will indicate waiver eligibility status with “NO” (not a waiver client)
or thedetter “W” followed by a number currently (one (1) or two (2)).

Waiver clients may receive only services listed in the plan of care designed for them
under the guidelines of the waiver program in which they participate.

2. ElderGhoices-ARChoices in Homecare Waiver Clients

a. If the hospice provider intends to initiate care to a W2 waiver client, contact
must be made with the DHHS County Office in the client’s county of residence
for the name and location of the DHHS RN responsible for the client’s
ElderChoices-ARChoices plan of care. Through contact with the DHHS RN, the
hospice services may be included in the plan of care before rendering the
service.

b.  The ElderCheices-ARChoices plan of care supersedes any other plan of care
previously developed by another Medicaid provider for the beneficiary. The
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ElderCheices-ARChoices plan of care must be obtained from the client’s family.

c. The ElderCheices-ARChoices plan of care must include all appropriate
ElderCheices-ARChoices services and certain non-waiver services appropriate
to the applicant, such as Hospice.

d.  The hospice provider must report services to an ElderCheices-ARChoices
client to the DHHS RN. The services must be included on the ElderChoices
ARChoices plan of care prior to beginning services. All changes in services or
changes in the ElderChoices-ARChoices client’s circumstances must be
reported promptly to the DHHS RN. Services provided that are not included on
the ElderCheices-ARChoices plan of care may be subject to recoupments by
the Arkansas Medicaid Program.

250.100 Introduction to Billing 42-1-074-1-
20

A.  Hospice providers use Uniform Billing form (red-lined sensor paper) @MS:MSO (UB-04) for
paper claims.

1. Each claim may contain charges for only one (_)_benefmary o
2. A Hospice claim must be for charges mcurredwﬁhm a single calendar month.

B.  Section lll of this manual contains information abouthgée#Eleetremc—Sekﬂen&(—PES}
and-etheravailable options for filing electfbnlc claims. :

C. Medicaid does not supply providers with Uniform Billi‘hg Elaim forms. Numerous vendors
sell UB-04 claim forms. View a samp_le CMS 1450 (UB-04) claim form.

D. Complete Arkansas Medicaid Hospme Pmmm@aiﬁ:s in accordance with the National
Uniform Billing Committee Official UB-04 Data Specifications Manual (UB-04 Manual) and
Arkansas Medicaid's bilfing instructions and rules.

E.  The National Uniform Billing C@ﬁ{‘mi;iee\(yUBC) is a voluntary committee whose work is
coordinated by the Amer_icag‘l—lespﬁai Association (AHA).

1.  The NUBC is the official source of information regarding the UB-04 claim form. View
or pring NUIC eontacf iniermatlon

2. -The comm;ttee devejobs,\ malntams and distributes to its subscribers the UB-04
Manual and périodic updates.

3. <The NUBC is also a vendor of UB-04 claim forms.
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SECTION Il - HOSPITAL / CRITICAL ACCESS HOSPITAL (CAH) / END-

STAGE RENAL DISEASE (ESRD)

218.100 Guidelines for Retrospective Review of Occupational and Physical Hd-4034-
Therapy for Beneficiaries Under the Age of 21 1-20

A. Medical Necessity

Occupational and physical therapy services must be medically
of the individual's illness or injury. A diagnosis alone is ret-insuffitient doc
support the medical necessity of therapy. To be considered még“i&g\ly nec
following conditions must be met: & &

1.  The services must be considered under accepted stan@@s of @lce to be a
specific and effective treatment for the patlent’s condition.

N e, .,
y or the patierit's cormdition must be

2. The services must be of such a level of com ple)
such that the services required can be safely ard effectively perfgrmed only by or
under the supervision of a qualified physical or oc® tional therapist.

3.  There must be reasonable expectation that thera Hggslili in a2 meaningful
improvement or a reasonable expéetation that apy will prevent a worsening of the
condition. (See the mediczi:lr necess@ definitionn the Glossary of this manual.)

B.  Evaluations and Report Componé%ts’ k. ! & o

B

‘%
To establish medical negéssity, acommﬁenswe assessment in the suspected area of
deficit must be perforpded. A corﬁ&ehensw@ a\sessment must include:

Date of evaluatigt,
Child’s name and dgté of birth-;
Diagnosis %&clf c to ther y—

Backgrosnd infopmétion inol ing pertinent medical history; and, if the child is twelve
£12) months of @ige or yeunger, gestational age. The child should be tested in the
aﬂd S don&iﬁ@ language; if not, an explanation must be provided in the evaluation.

Pw N -

I@'I% To calculate a child’s gestational age, subtract the number of weeks

) Born’ pefore forty (40) weeks of gestation from the chronological age.
Therefore, a 7-month-old, former 28-week gestational age infant has a
corrected age of four (4) months according to the following equation:

7 months - [(40 weeks) - 28 weeks) / 4 weeks]
7 months - [(12) / 4 weeks]
7 months - [3]

4 months

5. Standardized test results, including all subtest scores, if applicable. Test results must
be reported as standard scores, Z scores, T scores, or percentiles. Age-equivalent
scores and percentage of delay cannot be used to qualify for services:;

6. If applicable, test results should be adjusted for prematurity (less than thirty-seven
(37) weeks gestation) if the child is twelve (12) months of age or younger, and this
should be noted in the evaluation:;
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7. Objective information describing the child’s gross/fine motor abilities/deficits, e.g.,
range of motion measurements, manual muscle testing, muscle tone, or a narrative
description of the child’s functional mobility skills (strengths and weaknesses)-;

8.  Aninterpretation of the results of the evaluation, including recommendations for
therapy/minutes per week-;

9.  Adescription of functional strengths and limitations, a suggested treatment plan, and
potential goals to address each identified problem:; and

10. Signature and credentials of the therapist performing the evaluation.
C. Interpretation and Eligibility. Ages Birth to 21
1.  Tests used must be norm-referenced, standardized, and specﬁ%%@stherapy

provided. i
Tests must be age appropriate for the child being test‘ed: T s
All subtests, components, and scores must be repor’té@“*for alt Ised for eligibility

purposes.

’ ot
4.  Eligibility for therapy will be based upon a s of -1.50 standerd aes(t%{lons (SD)
below the mean or greater in at least one (1) Subtest area or cgfapositE score on a
norm-referenced, standardized test. When a -1.5 S@ or greater:ig not indicated by
the test, a criterion-referenced test along with mfoWﬁ:e& cllnlcalgpmlon must be
included to support the medical neczssﬂy of serwces -

5.  Ifthe child cannot be tested with a aorm- referem:e’d standardized test, criterion-
based testing or a functional description of the ehild’s gross/fine motor deficits may
be used. Documentation ofﬁwéreag&n as,gar_mdardlzed test could not be used must be
included in the evaluation.

6. The Mental Measifer e‘m‘ %arboqk (MMY) is the standard reference to determine
reliability/validity. Refer to “Ag¢cepted Tests” sections for a list of standardized tests

accepted by Asas M id for retrgspective reviews.

7. Range of Motlon A Eﬂ@@lon of‘gvs@ar than ten (10) degrees andfor documentation
of howa deficit limitsfunction.

Musclé fon& Wlﬂed Ashworth Scale.

;esh% def cit is a muscle strength grade of fair (3/5) or below that
1al skills: With increased muscle tone, as in cerebral palsy, testing is

&

Manual n
impedes
&ﬁi’éﬁable

10. ?ﬁnﬁ‘SkﬂE Documented as the amount of assistance required to perform
transfer, i.e.,, maximum, moderate, or minimal assistance. A deficit is defined as the

ma&&y to perform a transfer safely and independently.

(birth to age twenty-one (21)) receiving services outside of the public
schools must be evaluated annually.

12.  @pildren (birth to age two (2)) in the
Early Intervention Day Treatment (EIDT) program must be evaluated every six (6)

months.

13. Children (age three (3) to twenty-one (21)) receiving services within public schools,
as a part of an Individual Program Plan (IPP) or an Individual Education Plan (IEP),
must have a full evaluation every three (3) years; however, an annual update of
progress is required.

Y

D. Frequency, Intensity, and Duration of Physical and/or Occupational Therapy Services

The frequency, intensity, and duration of therapy services should always be medically
necessary and realistic for the age of the child and the severity of the deficit or disorder.
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Therapy is indicated if improvement will occur as a direct result of these services and if
there is a potential for improvement in the form of functional gain.

1. Monitoring: May be used to ensure that the child is maintaining a desired skill level or
to assess the effectiveness and fit of equipment such as orthotics and other durable
medical equipment. Monitoring frequency should be based on a time interval that is
reasonable for the complexity of the problem being addressed.

2. Maintenance Therapy: Services that are performed primarily to maintain range of
motion or to provide positioning services for the patient do not qualify for physical or
occupational therapy services. These services can be provided to the child as part of
a home program implemented by the child’s caregivers and do not necessarily
require the skilled services of a physical or occupational theraptﬁme performed

safely and effectively. VL

3. Duration of Services: Therapy services should be provided as4e-ng—asif geasonable
progress is made toward established goals. If reasonable fusbetional ogress cannot
be expected with continued therapy, then services shotild be ¢ nued and
monitoring, or establishment of a home program should pi. implemented.

E. Progress Notes

Child’s name-;

Date of service-;

Time in and time out of each ther&y session:; ’
Objectives addressed (should coingite with thgplan of care)-;

A description of specific the&gy senvites provided daily. and the activities rendered
during each therapy segsmn along ﬁ/'fh a@%\k@asuremem—

Progress notes rp@@be Ieg%le- .
Therapists mug sign eachr@te of entr«y shgth a full signature and credentials-;_ and

Graduate students %nusi have the sﬁ@msmg physical therapist or occupational
therapg%z co-sign prbgrﬁss notes. ’

O~ w0 Dd

~

218.200 Speec nguage.Therapy Guidelines for Retrospective Review for 4184224
Beneficigiies Upger Age 21

A. Med@ NecesS&

ghage Eaé;apy services must be medically necessary to the treatment of the
individual's |II7W oRghjury. A diagnosis alone is netinsufficient documentation to support
ﬁ’mdl necagsity of therapy. To be considered medically necessary, the following

ons. wiust be met:

(=3
]

N

(=]

" The services must be considered under accepted standards of practice to be a
'tg@emf ¢ and effective treatment for the patient’s condition.

2.  The services must be of such a level of complexity or the patient's condition must be
such that the services required can be safely and effectively performed only by or
under the supervision of a qualified speech and language pathologist.

3.  There must be a reasonable expectation that therapy will result in meaningful
improvement or a reasonable expectation that therapy will prevent a worsening of the
condition. (See the medical necessity definition in the Glossary of this manual.)

B. Types of Communication Disorders

1. Language Disorders — Impaired comprehension and/or use of spoken, written,
and/or other symbol systems. This disorder may involve the following components:
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forms of language (phonology, morphology, syntax), content and meaning of
language (semantics, prosody), function of language (pragmatics) and/or the
perception/processing of language. Language disorders may involve one (1), all, or a
combination of the above components.

Speech Production Disorders — Impairment of the articulation of speech sounds,
voice, and/or fluency. Speech Production disorders may involve one (1), all. or a
combination of these components of the speech production system.

An articulation disorder may manifest as an individual sound deficiency, i.e.,
traditional articulation disorder, incomplete, or deviant use of the phonological
system, i.e., phonological disorder, or poor coordination of the oral-motor mechanism
for purposes of speech production, i.e., verbal ard/or oral apraxia;€ysarthria.

Oral Motor/Swallowing/Feeding Disorders — Impairment ofﬁ@"rh‘us@s,, structures,
and/or functions of the mouth (physiological or sensory-hdsed) involvédiwith the
entire act of deglutition from placement and manipulation of fapd in mouth
through the oral and pharyngeal phases of the swalltys Theée digegeders may or may
not result in deficits to speech production. h,

C. Evaluation and Report Components

1.

STANDARDIZED SCORING KEY:

Mild: Scores between 84-78; -1.0 standard deviatic

Moderate: Scores between 77-71;-4.5 standard dayiations’

Severe: Scores between 70 64' -2, ﬁéstandardzﬁviations

Profound: Scores of s x_ty-t %_(Siﬁsigwer -2 0+ standard deviations

LANGUAGE: To estabidish meai@ sﬁécessr‘tyiE @tﬁts from a comprehensive
assessment in thesuspested area of deficit must be reported. (Refer to Section
218.200, part D, g%ragraprm 0-12 for réguired frequency of re-evaluations.) A
comprehenswwsessmeiﬁ for Langu disorder must include:

a. Dateof evakt%ﬂb@v -

b. &%ld s name ang date of birth-;

c. @%gn&@gpecmcfo §§nerapy—

d. Bamrougﬁ mformation including pertinent medical history; and, if the child is

twelve (137 monfhs»of age or younger, gestational age. The child should be
« . tested in the child's dominant language; if not, an explanation must be provided
3 e §1 the exaluation.

N %"o calculate a child’s gestational age, subtract the number of
¥ weeks born before forty (40) weeks of gestation from the

- ;§ : chronological age. Therefore, a 7-month-old, former 28-week
gestational age infant has a corrected age of four (4) months

according to the following equation:

7 months - [(40 weeks) - 28 weeks) / 4 weeks]
7 months - [(12) / 4 weeks]

7 months - [3]

4 months

e.  Results from an assessment specific to the suspected type of language
disorder, including all relevant scores, quotients, and/or indexes, if applicable.
A comprehensive measure of language must be included for initial evaluations.
Use of one-word vocabulary tests alone will not be accepted. (To view a
current list of Accepted Tests for Speech-Language Therapy, refer to Section
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214.410 of the Occupational, Physical, and Speech-Language Therapy
Services Manual.);

f. If applicable, test results should be adjusted for prematurity (less than thirty-
seven (37) weeks gestation) if the child is twelve (12) months of age or
younger, and this should be noted in the evaluation:;

g.  Oral-peripheral speech mechanism examination, which includes a description
of the structure and function of the orofacial structures:;

h.  Formal or informal assessment of hearing, articulation, voice, and fluency
skills-;

i. An interpretation of the results of the evaluation, including recommendations for
frequency and intensity of treatment:;

i A description of functional strengths and limitations, a Sﬁﬁgestéd treatment
plan, and potential goals to address each identified¢problem:; ard

k. Signature and credentials of the therapist perfgwlng ﬁ%ﬁeva&i@ﬁon

3. SPEECH PRODUCTION (Articulation, Phonological, M&xla) Ta.gstablish medical
necessity, results from a comprehensive assessment in the suspected area of deficit
must be reported. (Refer to Section 218.200¢ part D, paragrms 9-12 ﬁr required
frequency of re-evaluations.) A comprehensive gssessment for speech Production
(Articulation, Phonological, Apraxia) disorder must include:

Date of evaluation-;
Child’s name and date of birga
Diagnosis specific to therapyg‘i

Background mformatr@gi mclm.pertment medical history; and, if the child is
twelve (12) months of a ybﬁﬁgﬁ, tational age. The child should be
tested in the ghild's demin Ianguage if Aot, an explanation must be provided
in the evalualion. A A

55
NOTE: o calculafw&a child’s g&statlonal age, subtract the number of
weeks bom befere [ty (40) weeks of gestation from the
chronplogical age. Therefore, a 7-month-old, former 28-week
gestatiepal age infant has a corrected age of four (4) months
mrdmg@the following equation:

7 mon‘% w[(40 weeks) - 28 weeks) / 4 weeks]
:7 months - [(12) / 4 weeks]

a0 oow

%\months [3]
&\ b‘ v 4 months
e. Results from an assessment specific to the suspected type of speech
production disorder, including all relevant scores, quotients, and/or indexes, if
applicable. All errors specific to the type of speech production disorder must be
reported (e.g., positions, processes, motor patterns). (To view a current list of
Accepted Tests for Speech-Language Therapy, refer to Section 214.410 of the
Occupational, Physical, and Speech-Language Therapy Services Manual.);

f. If applicable, test results should be adjusted for prematurity (less than thirty-
seven (37) weeks gestation) if the child is twelve (12) months of age or
younger, and this should be noted in the evaluation:;

g.  Oral-peripheral speech mechanism examination, which includes a description
of the structure and function of orofacial structures-;

h.  Formal screening of language skills. Examples include, but are not limited to,
the Fluharty-2, KLST-2, CELF-4 Screen, or TTFC-;
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i. Formal or informal assessment of hearing, voice, and fluency skills-;

J- An interpretation of the results of the evaluation, including recommendations for
frequency and intensity of treatment:;

k. A description of functional strengths and limitations, a suggested treatment
plan, and potential goals to address each identified problem-; and

l. Signature and credentials of the therapist performing the evaluation.

4. SPEECH PRODUCTION (Voice): To establish medical necessity, results from a
comprehensive assessment in the suspected area of deficit must be reported. (Refer
to Section 218.200, part D, paragraphs 9-12 for required frequency of re-
evaluations.) A comprehensive assessment for Speech Production (V0|ce) disorder

must include:

a. A medical evaluation to determine the presence or alisence of &physical
etiology is a prerequisite for evaluation of voice disarder:;

Date of evaluation-;

Child’s name and date of birth-;

Diagnosis specific to therapy-.

Background information including pertingrit medical histary; and, ¥ the child is
twelve (12) months of age or younger, ges@k)nal age. Th@chlld should be

tested in the child’s dommant language; if not, an explan&%en must be provided

in the evaluation.

® o0 o

}

NOTE: To calculate a Chllg s gestatlgaa#age, subtract the number of
weeks born before forty (40) weeks of gestation from the

chronologicﬁ Therefore a 7-month-old, former 28-week
gestational a ant has.a-corrected age of four (4) months
accofding to the{ﬁﬁswmg equéilon

i months E{QO weeksq -xzs weeks) / 4 weeks]

7‘1§Gnths -;/ﬁ#g)q Mks]

7 months - [3]

4 fhonths
f. Reslits fribm an asgessment relevant to the suspected type of speech
produefiph disorder, including all relevant scores, quotients, and/or indexes, if
%ppllé&le (To view a current list of Accepted Tests for Speech-Language
T?@rap&, refer to Section 214.410 of the Occupational, Physical, and Speech-
iage Therapy Services Manual.);

§ 5 if apable test results should be adjusted for prematurity (less than thirty-

> seven (37) weeks gestation) if the child is twelve (12) months of age or
‘Véunger and this should be noted in the evaluation:;

; Oral-peripheral speech mechanism examination, which includes a description
*  of the structure and function of orofacial structures-;

i. Formal screening of language skills. Examples include, but are not limited to,
the Fluharty-2, KLST-2, CELF-4 Screen, or TTFC-;

J. Formal or informal assessment of hearing, articulation, and fluency skills-;

k.  Aninterpretation of the results of the evaluation, including recommendations for
frequency and intensity of treatment:;

l. A description of functional strengths and limitations, a suggested treatment
plan, and potential goals to address each identified problem-; and

m. Signature and credentials of the therapist performing the evaluation.
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5.

SPEECH PRODUCTION (Fluency): To establish medical necessity, results from a
comprehensive assessment in the suspected area of deficit must be reported. (Refer
to Section 218.200, part D, paragraphs 9-12 for required frequency of re-
evaluations.) A comprehensive assessment for Speech Production (Fluency)
disorder must include:

a.

b.
C.
d

Date of evaluation-;
Child’s name and date of birth-;
Diagnosis specific to therapy-;

Background information including pertinent medical history; and, if the child is
twelve (12) months of age or younger, gestational age. The child should be

tested in the child’s dominant language; if not, an expla *‘m;{st be provided
in the evaluation. ¥ ‘f

NOTE: To calculate a child’s gestational age, S‘uﬁr\act the ‘number of
weeks born before forty (40) weeks of ges@qn f%m the
chronological age. Therefore, a 7- m‘&@-oldmﬁ&mer 28-week
gestational age infant has a corrected age of %4) months
according to the following equatlon

7 months - [(40 weeks) - 28 we&y 4 weeks]

7 months - [(12) / 4 %leeks]
7 months - [3]

4 months

Results from an assessﬁf@gt speglic to-the suspected type of speech

production diserlef mclu’d@ﬁ all relevantscores, quotients, and/or indexes, if

applicable. (Terview-a eurrent list of Accepted Tests for Speech-Language

Therapy rto Se@qn 214.410 of the Occupational, Physical, and Speech-
anguagg erapymes Manual.);

If applicable, &@i@sults shsuldrbe adjusted for prematurity (less than thirty-

seven (37) wee{ssgestatlon) if the child is twelve (12) months of age or

younger, and thls@%uld be noted in the evaluation:;

Oral- penﬁﬁ@:&l sg}ee&mechamsm examination, which includes a description

of the strﬂ@ﬁre agd function of orofacial structures-;

For screenlng of language skills. Examples include, but are not limited to,

the Flahirty-2, KLST-2, CELF-4 Screen, or TTFC-;

me o informal assessment of hearing, articulation, and voice skills-;

gn uwpretatlon of the results of the evaluation, including recommendations for
equency and intensity of treatment:;

A-description of functional strengths and limitations, a suggested treatment
plan, and potential goals to address each identified problem; and.

Signature and credentials of the therapist performing the evaluation.

ORAL MOTOR/SWALLOWING/FEEDING: To establish medical necessity, results
from a comprehensive assessment in the suspected area of deficit must be reported.
(Refer to Section 218.200, part D, paragraphs 9-12 for required frequency of re-
evaluations.) A comprehensive assessment for Oral Motor/Swallowing/Feeding
disorder must include:

a.

b.
C.
d

Date of evaluation-;

Child’s name and date of birth-;

Diagnosis specific to therapy-;

Background information including pertinent medical history; and, if the child is

Section I
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twelve (12) months of age or younger, gestational age. The child should be
tested in the child’'s dominant language; if not, an explanation must be provided

in the evaluation.

NOTE: To calculate a child’s gestational age, subtract the number of
weeks born before forty (40) weeks of gestation from the
chronological age. Therefore, a 7-month-old, former 28-week
gestational age infant has a corrected age of four (4) months
according to the following equation:

7 months - [(40 weeks) - 28 weeks) / 4 weeks]
7 months - [(12) / 4 weeks]
7 months - [3]

4 months Yk

e. Results from an assessment specific to the suspested tméw oral
motor/swallowing/feeding disorder, including all refeyant sc@g&s, quotients,
and/or indexes, if applicable. (To view a.current list of A@cepted*ﬁ'ests for
Speech-Language Therapy, refer to Seetion 214.410 ofdhie Occupational,
Physical, and Speech-Language Therapy 8&fvices Manl%,);

f. If swallowing problems ane/orsigns of aspiratioh,are noted,

¥, then include a
statement indicating that a reéferral for a videofluerdseapic swallow study has
been made-; ST

g. If applicable, test resuits should be adjusted for prematurity (less than thirty-
seven (37) weeks ge@@n) 1 &&chlld is twelve (12) months of age or
younger, and this shoul&m i xygluation:;

h. Formal or mf@#ﬂﬁﬁgs:sgssMof hearing, language, articulation, voice, and
fluency skills” 3 <

i. An interprétation of;%?e:e§ults ofﬂ% evaluation, including recommendations for
frequency a@&mx&@w

. A descrlptlon of fanctional strengths and limitations, a suggested treatment
m potentlﬁ goals to address each identified problem-; and

k. S}gnature &nﬁﬁedengals of the therapist performing the evaluation.

D. Int&g@t&atlon anﬁ@@blllty Ages Birth to 21

1. LAN&JAGE, Two (2) language composite or quotient scores (i.e., normed or
standsjone) in the area of suspected deficit must be reported, W|th at least one (1)
_ being amm referenced, standardized test with good reliability and validity. (Use of
; \two (%?neword vocabulary tests alone will not be accepted.)

r children age birth to three (3): criterion-referenced tests will be accepted as
& second measure for determining eligibility for language therapy.

s;s For children age three (3) to twenty-one (21), criterion-referenced tests will not
be accepted as a second measure when determining eligibility for language
therapy. (When use of standardized instruments is not appropriate, see Section

218.200, part D, paragraph 8.)

c.  Age birth to three (3): Eligibility for language therapy will be based upon a
composite or quotient score that is -1.5 standard deviations (SD) below the
mean or greater from a norm-referenced, standardized test, with corroborating
data from a criterion-referenced measure. When these two (2) measures do not
agree, results from a third measure that corroborate the identified deficits are
required to support the medical necessity of services.

d.  Age three(3) to twenty-one (21): Eligibility for language therapy will be based
upon_two (2) composite or quotient scores that are -1.5 standard deviations

a.-
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(SD) below the mean or greater. When -1.5 SD or greater is not indicated by
both efthese-scores, a third standardized score indicating a -1.5 SD or greater
is required to support the medical necessity of services.

2. ARTICULATION ANB/OR PHONOLOGY: Two_(2) tests and/or procedures must be
administered, with at least one (1) being from a norm-referenced, standardized test
with good reliability and validity.

Eligibility for articulation and/or phonological therapy will be based upon standard
scores (SS) of -1.5 SD or greater below the mean from two (2) tests. When -1.5 SD
or greater is not indicated by both efthese-tests, corroborating data from accepted
procedures can be used to support the medical necessity of services (To view a
current list of Accepted Tests for Speech-Language Therapy, refer to Section
214.410 of the Occupational, Physical, and Speech-Languagé Therggy Services

Manual.) ¢
3. APRAXIA: Two (2) tests and/or procedures must be adml‘ stered, w{éyat least one
(1) being a norm-referenced, standardized test with é‘?qd re tg gnd validity.

Eligibility for apraxia therapy will be based upon standard &cores?&S) of -1.56 SD or
greater below the mean from two (2) tests. When -1.5 SD'sr greateri$ not indicated
by both efthese-tests, corroborating data fro a,crltenon refegenced test and/or
accepted procedures can be used to support tEh§ ?edlcal neceﬁty of services. (To
view a current list of Accepted Tests for Speech-Caprquage Théfspy, refer to Section
214 .410 of the Occupational, Physséal and Speech- Lgngua% Pherapy Services
Manual.)

(Review Section 218.210 — Accepted Tests for Speech-Language Therapy.)

4.  VOICE: Due to the high inc e &‘“mmcal factors that contribute to voice
deviations, a medical gyaluah Eﬁ requiremaefitfor eligibility for voice therapy.

Eligibility for voice ﬁ'&é‘fapy ill be &éed upon a medical referral for therapy and a
functional profile ef voice parametersehat indicates a moderate or severe
deficit/disorder. y Ay 4

. § & -
5. FLUENCY: At least ane (1) norm-referenced, standardized test with good reliability
and ngLy and at least one (1) supplemental tool to address affective-effective
compenrents.

Eligibility for fluencyherapywill be based upon an SS of -1.5 SD below the mean or
greater on thesjandardiged test.

6. ORAL MOTOR/SWALLOWING/FEEDING: An in-depth, functional profile of oral
raptor &;uctlg& and function.

El?g' ility fér orefl-motor/swallowing/feeding therapy will be based upon an in-depth
i fun nal peofile of oral motor structures and function using a thorough protocol (e.g.,
yeckiist, profile) that indicates a moderate or severe deficit or disorder. When
modemfe or severe aspiration has been confirmed by a videofluoroscopic swallow
study, the patient can be treated for feeding difficulties via the recommendations set

farth in the swallow study report.

7. All subtests, components, and scores must be reported for all tests used for eligibility
purposes.

8.  When administration of standardized, norm-referenced instruments is inappropriate,
the provider must submit an in-depth functional profile of the child’'s communication
abilities. An in-depth functional profile is a detailed narrative or description of a child's
communication behaviors that specifically explains and justifies the following:

a. The reason standardized testing is inappropriate for this child,
b.  The communication impairment, including specific skills and deficits, and
c.  The medical necessity of therapy.
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d.  Supplemental instruments from Accepted Tests for Speech-Language Therapy
may be useful in developing an in-depth functional profile.

9.  Children (birth to age twenty-one (21)) receiving services outside of the schools must
be evaluated annually.

10.  Children (birth to twenty-four (24) months) in the
{SHMS)-Early Intervention Day Treatment (EIDT) Program must be evaluated every

six (8) months.

11.  Children (age three (3) to twenty-one (21)) receiving services within schools as part
of an Individual Program Plan (IPP) or an Individual Education Plan (IEP) must have

a full evaluation every three (3) years; however, an annual update of progress is

required. y ‘.3 >

12.  Children (age three (3) to twenty-one (21)) receiving prlvates@y éontracted services,
apart from or in addition to those within the schools, mus’thsve a fu/ll gvaluation

annually. & « ’

13. 1Q scores are required for all children who are school age and feceiving language
therapy. Exception: 1Q scores are not required for children ;egder ten (10) years of
age.

E. Progress Notes

1. Child’s name-;

2.  Date of service-;

3. Time in and time out of eachtherapx session-;

4.  Objectives addressed (shouid *e%m m the Dlan of care)-;

5. A description of spegifi tmrapy prov?)‘e’d daily. and the activities rendered
during each thera@sessm\, alongwigh a form of measurement-;

6.  Progress not@ must be

Therapists must %ﬁmh date e@% entry with a full signature and credentials-,_and

8.  Grady@tée students ma§ have the supervising speech-language pathologist co-sign
progre‘ssne@&

-
]

271.000 lntroductuon te Billing 7-4-074-

]

N

Hospital prd%gs\who ﬁ;ﬁmit paper claims must use the CMS-1450 claim form, which also is
known_as the UB-04 claimyform

A\T\Ncaid\ﬁalm may &bntain only one (1) billing provider's charges for services furnished to
only oeé(_)_ Viedicaid beneficiary.

Section IIF@‘ gvery Arkansas Medicaid provider manual contains information about Previder
available electronic claim options.

272.102 Drug Procedure Codes and National Drug Codes (NDC) H-1-154-1-
20

Effective for claims with dates of service on or after January 1, 2008, Arkansas Medicaid
implemented billing protocol per the Federal Deficit Reduction Act of 2005 for drugs. This
explains policy and billing protocol for providers that submit claims for drug HCPCS/CPT codes
with dates of service on or after January 1, 2008.

The Federal Deficit Reduction Act of 2005 mandates that Arkansas Medicaid require the
submission of National Drug Codes (NDCs) on claims submitted with Healthcare Common
Procedure Coding System, Level Il/Current Procedural Terminology, 4" edition (HCPCS/CPT)
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codes for drugs administered. The purpose of this requirement is to assure that the State
Medicaid Agencies obtain a rebate from those manufacturers who have signed a rebate
agreement with the Centers for Medicare and Medicaid Services (CMS).

A. Covered Labelers

Arkansas Medicaid, by statute, will only pay for a drug procedure billed with an NDC when
the pharmaceutical labeler of that drug is a covered labeler with Centers for Medicare and
Medicaid Services (CMS). A “covered labeler” is a pharmaceutical manufacturer that has
entered into a federal rebate agreement with CMS to provide each Sstate a rebate for
products reimbursed by Medicaid Programs. A covered labeler is identified by the first five
(5) digits of the NDC. To assure a product is payable for administration to a Medicaid
beneficiary, compare the labeler code (the first five (5) digits of the NPC} fe the list of
covered labelers which is maintained on the DHS contracted Pharmacy véndor website

A complete listing of “Covered Labelers” is located on the§ueb3% Tj&* effective date is
when a manufacturer entered into a rebate agreement with’ The Labeler termination
date indicates that the manufacturer no longer participates in ﬁederai rebate program
and therefore the products cannot be reimbursed B Arkansas Medisaid oR O after the
termination date. tn-erderfFor a claim with drug HGPCS/CPT codes fo be ei‘iglble for
payment, the detail date of service must be prior to thesNDC terminafich date. The NDC
termination date represents the shelf-life gxpiration date’ a? ¥he last bateh produced, as
supplied on the Centers for Medicare anthMedicaid Services{CM8) duarterly update. The
date is supplied to CMS by the drug mari acturer/dlsa%@tor )

Arkansas Medicaid will deny claigfi:details iNith drug HCPCS/CPT codes with a detail date
of service equal to or greater than %&» NEiC. SRS lon date

When completing a Medicaid d&im formimstermg a drug, indicate the HIPAA standard
11-digit NDC with no es or gpaces. The 11-digit NDC is comprised of three (3)
segments or codesx & -digit labejer code, agidigit product code, and a 2-digit package
code. The 10-digit NBC\aSSIM%y the FDA printed on the drug package must be
changed to the 11- dlgltm by inserting & leading zero (0) in one (1) of the three (3)
segments. Belew are examples of the FDA-assigned NDC on a package changed to the
appropriate g&- digit HIPAA standard format. Diagram 1 displays the labeler code as five
(5) digits with ;t&dmg%em theproduct code as four (4) digits with leading zeros; the

pacis%e code' §§MQ @d@#ylthout leading zeros, using the “5-4-2” format.
D/am ?

v 0456 78
PRODUCT CODE | PACKAGE CODE
, : (4 digits) (2 digits)
{8.digits)

NDCs submitted in any configuration other than the 11-digit format will be rejected/denied.
NDCs billed to Medicaid for payment must use the 11-digit format without dashes or
spaces between the numbers.

See Diagram 2 for sample NDCs as they might appear on drug packaging and the
corresponding format which should be used for billing Arkansas Medicaid:

Diagram 2
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Required 11-digit NDC

10-digit FDA NDC on PACKAGE (5-4-2) Billing Format
12345 6789 1 12345678901
1111-2222-33 01111222233
01111 456 71 01111045671

B.  Drug Procedure Code (HCPCS/CPT) to NDC Relationship and Billing Principles

HCPCS/CPT codes and any modifiers will continue to be billed per the pelicy for each
procedure code. However, the NDC and NDC quantity of the adnwﬁsféreg ug is now
also required for correct billing of drug HCPCS/CPT codes. To afgintain the ihtegrity of the
drug rebate program, it is important that the specific NDC fromthe package used at the
time of the procedure be recorded for billing. HCPCS/CPTscodes submiited using invalid
NDCs or NDCs that were unavailable on the date of servic&ill be rejected/denied. It is
not recommended that billing of NDCs be based on a reference list, as NDCs vary from
one (1) labeler to another, from one (_)_package snze to another; a@kfro?n agre (1) time
period to another. ,! \

Exception: There is no requirement for an NDC when B%%tg\for vacc&%mes
&

A,

C. Claims Filing g \fg,‘j"’
The HCPCS/CPT codes billing units and the NDC guantity do not always have a one-to-
one relationship. 1

Example 1: The HCPCS/CPT sode @ec“ﬁ/ tf%@ 5 mg of the drug, whereas the

NDC quantity is typically hiited ¥ units, @Eﬁllters or grams. If the patient is provided 2 oral
tablets, one at 25 mg%ﬁone at mg, the HCPCS/CPT code unit would be 1 (1 total of

75 mg) in the example! whereas @ae NDC quantity would be 1 each (1 unit of the 25 mg
tablet and 1 unit of the 50 mg tablet).. See Diagram 3.

Diagram 3 “\

25myg  50mg N’/ 25 mytablet

wr N =75mg

=== 50 mg tahlet
o/ 1

HCPCS/CPT Code Unit = 1 NDC guantity = 1 each
{1 unit of Drug A totaling 75 mg) {1 unit of a 25 mg tablet and 1 unit of a 50 mg tablet)

Example 2: If the drug in the example is an injection of 5 ml (or cc) of a product that was
50 mg per 10 mi of a 10 ml single-use vial, the HCPCS/CPT code unit would be 1 (1 unit of
25 mg) whereas the NDC quantity would be 5 (5 ml). In this example, 5 ml or 25 mg would
be documented as wasted.

Diagram 4
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HCPCS/CPT Code Unit =1
{one 25 mg unit of Drug B)

e
—— /‘9,/ NDC Quantity = 5 for the 5 ml administared
5 ml (or cc)
Every 10 ml =50 mg administered

Waste =5 mlor25 myg

(for the 5 mi or 25 mg not administered)

D.  Electronic Claims Filing 8371 (Outpatient)

/. Any
eqmre modifiers.

Procedure codes that do not require paper billing may be billed etegtronj
procedure codes that have required modifiers in the past wilt @Qntmi‘fe o4

Arkansas Medicaid will require providers using electronic flllnq ihrouqh the provider portal
ProviderElectranisSalulisns(PES 0 use the reqw NDC formﬁ*when billing
HCPCS/CPT codes for administered drugs.

E. Paper Claims Filing CMS-1450 (UB- 04) 8 n

Arkansas Medicaid will require prowders killing drug J"WCS/CPT codes, including
covered unlisted drug procedure ;,odes o use the required NDC format.

For institutional outpatient claims on the & -1450. (UB-04), use the locator field 43
(Description) to list the qualifier of “N&,™the 11-di W the unit of measure qualifier (F2

— International Unit; GRA— Gram; ML — NEIMer UN — Unit) and number of units of the
actual NDC administefed, spacegd and arra@d exactly as in Diagram 5. Each NDC when
billed under the same procedu sode on thes@me date of service is defined as a
“sequence.” When billiaga sﬁ@e HCPCSISPT code with multiple NDCs as detail
sequences, the first sequence should reflect the total charges in detail locator field 47 and
total HCPCW‘J; code units in.locator field 46. Each subsequent sequence number
should showﬁro%ﬁs tacator figjds 46 and 47. See Detail 1, sequence 2 in Diagram 5.
The quantity of the NIJE with.be the total number of units b|IIed for each specific NDC. See
Diageam 5, fi rst detai‘ sequenges 1 and 2. Detail 2 is a Procedure Code that does not
requigean NDC! Defail 3, sequence 1 gives an example where only one (1) NDC is
assod@eg with the HCPCS/CPT code.

»Q[ggram )

Detait 1
'| 0T T T T
Sequence 1 TR R RV IS 3] 1 e -+ - T . —EEE
3853 iR i J L Vel LI UL

]Seguemei _ i L 1

Datail2 |
Sequence 1 /[
£
Detail 3

F. Procedure Code/NDC Detail Attachment Form- DMS-664

For drug HCPCS/CPT codes requiring paper billing (i.e., for manual review), complete
every field of the DMS-664 “Procedure Code/NDC Detail Attachment Form.” Attach this
form and any other required documents to your claim when submitting it for processing.
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See Diagram 6 for an example of the completed form. View or print form DMS-664 and
instructions for completion.

Diagram 6
De;ail Seql.’l‘ence NDC P,;:oc d%?::e Drug Name/Dose/Route Wasted
11 1/2[3]4|5]/6][7[8[0o]1]2] 71234 ABC drug/25 MG/Oral 0
1 2 ol1]1[1]1]2]2]2]2]3]3] z1224 XYZ drug/50 MG/Oral 0
3 1 4l4lalalals]s é..!s.oi.e- Z6789 I'PROdrugIS MLV | 5ML
| | |1 i

G. Adjustments

<8
Paper adjustments for paid claims filed with NDC numbers will nat be ac@;ﬁed Any
original claim will have to be voided and a replacement cIa@ will negg fo'be filed.
Providers have the option of adjusting a paper or electronic d@@ ele&@cally

H. Remittance Advices € \
Only the first sequence in a detail will be displayed onmremlttance advice reflecting
either the total amount paid or the denial EOB(s) for the il. f
I Record Retention f&f
g

Each provider must retain all reqﬁ;ds for five (5) yearsffrom the date of service or until all
audit questions, disputes or review: As&ﬁt&%me@ hearings, investigations, or

administrative/judicial litigatiea. to whic r'emm%"relate are concluded, whichever
period is longer.

V. 4 \*
At times, a manufactlirer may qui 'tlon the ieiced amount, which results in a drug rebate
dispute. If this occurs, $ou maj onta cted requesting a copy of your office records to
include documentation pertainifg to the billsd HCPCS/CPT code. Requested records may
include NDWOICGS showing the purchase of drugs and documentation showing what
drug (name, stregith, and amgaint) was administered and on what date, to the beneficiary

in question. " %

See Secw 272.510 &r@ddltlona{?} nformation regarding National Drug Code (NDC)
billing

LY
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TOC not required

241.000 Introduction to Billing 8-1-054-1-
20

Hyperalimentation providers use the CMS-1500 form to bill the Arkansas Medicaid Program on
paper for services provided to Medicaid beneficiaries. Each claim may contain charges for only

one (1) beneficiary.

Section lll of this manual contains information about Provider Electronic-Seolutiens{RPES)-and

etheravailable options for electronic claim submission.

-
L]

242.401 National Drug Codes (NDCs) 4154

N

Effective for claims with dates of service on or after January 1, ZQ%, Arkansas Medicaid
implemented billing protocol per the Federal Deficit Reduction Act af 2005. Thiis explains policy
and billing protocol for providers that submit claims for drug HCPCS/GPT godes Mth dates of

service on and after January 1, 2008.

The Federal Deficit Reduction Act of 2005 mandates that Aﬁ%ﬁsas Medic agrequire the
submission of National Drug Codes (NDCs) on claims submitted wth He are Common
Procedure Coding System, Level [l/Current Piogedural Termi ﬁpléﬁ 4t )aditlon (HCPCS/CPT)
codes for drugs administered. The purpose afthis reqwrerﬁgnt is to assure that the State
Medicaid Agencies obtain a rebate from those anufactuim who have signed a rebate
agreement with the Centers for Medm%&and Medicaid Services (CMS).

A.  Covered Labelers 9 gf*xh{ i &

Arkansas Medicaid, by sjatute, wilf only ) for a drug procedure billed with an NDC when
the pharmaceutlcal@eler of thé drug isa @ered labeler with Centers for Medicare and
Medicaid Services ( A 2t labeler” is a pharmaceutical manufacturer that has
entered mto a federal ré?mte aﬂgreemen‘t with CMS to provide each Sstate a rebate for

! rsed by Medigaid Programs. A covered labeler is identified by the first five

(5) diglts of the NDE.. To assupe.a product is payable for administration to a Medicaid
beneficiary, colnpareth labeler gode (the first five (5) digits of the NDC) to the list of

cov@ed Iabel% whlgh is Mmed on the DHS contracted Pharmacy vendor website

A con ktlng @“Covered Labelers” is located on the website. See Diagram 1 for an
example of this screet. The effective date is when a manufacturer entered into a rebate
30 emérﬁ with CMS. The Labeler termination date indicates that the manufacturer no

“ gipates in the federal rebate program and therefore the products cannot be
ﬁg%mbume Arkansas Medicaid on or after the termination date.

Diagrar 1




l Hyperalimentation Section Il

00003  E.R. SQUIBB & SONS, INC 111991
00004 HOFFMANN-LA ROCHE 1/1/1951

00005 LEDERLE LABORATORIES 1111981

00005 MERCK & CO., INC. 1/1/1991

00007  GLAXOSMITHKLINE 11/1891

00008 WYETH LABORATORIES 111991

00009 PFIZER, INC. 14471991 )
00011 'BECTON DICKINSON MICROBIOLOGY SYSTEMS 10141981 7/1/1998
00013 PFIZER, INC. 1171991

In-erder{For a claim with drug HCPCS/CPT codes to be eligiblé for aymemf the detail
date of service must be prior to the NDC termination date.f Fhe N @Wﬁatlon date
represents the shelf-life expiration date of the last batch produged, as'supplied on the
Centers for Medicare and Medicaid Services (CMS) quarterly Lm@te xdate is supplied
to CMS by the drug manufacturer/distributor. 4 \

Arkansas Medicaid will deny claim details with drug ﬁ@CS/CPT codes with a detail date
of service equal to or greater than the ND; termination d@&\ p ;

When completing a Medicaid claim for inistering asdfiug, i “%é@af" the HIPAA standard
11-digit NDC with no dashes or spaces. ;The 11 dlgngSDC is comprised of three (3)
segments or codes: a 5-digit lahgler coéé a 4-digit product code, and a 2-digit package
code. The 10-digit NDC asmgne&@ th Fm piinted on the drug package must be

| changed to the 11-digit formga&by in ] a @m Zepo_(0) in one (1) of the three (3)
segments. Below are exampies of the‘Fm assigned NDC on a package changed to the

appropriate 11-digit HﬁAAstanﬁﬁd form . Diagram 2 displays the labeler code as five
(5) digits with Ieadlr@zeros the gs four (4) digits with leading zeros; the

package code as two[_g‘];g\igi;s‘ A leadi »g ‘zeros, using the “5-4-2” format.
i ’ =
Diagram 2
s — =
. 00123 0456 78
LABELER | PRODUCT | PACKAGE
¢| CODE CODE CODE
(5 digits) | (4 digits) | (2 digits)

-NQCs submitted ip-any configuration other than the 11-digit format will be rejected/denied.
EiDCs&ﬁe, fo Medicaid for payment must use the 11-digit format without dashes or
Sﬁ@es between the numbers.

See I‘.’&ram 3 for sample NDCs as they might appear on drug packaging and the
corresponding format which should be used for billing Arkansas Medicaid:

Diagram 3
10-digit FDA NDC on Required 11-digit NDC
PACKAGE (5-4-2) Billing Format
12345 6789 1 12345678901
1111-2222-33 01111222233
01111 456 71 01111045671




Hyperalimentation Section Il
B.  Drug Procedure Code (HCPCS/CPT) to NDC Relationship and Billing Principles

HCPCS/CPT codes and any modifiers will continue to be billed per the policy for each
procedure code. However, the NDC and NDC quantity of the administered drug is now
also required for correct billing of drug HCPCS/CPT codes. To maintain the integrity of the
drug rebate program, it is important that the specific NDC from the package used at the
time of the procedure be recorded for billing. HCPCS/CPT codes submitted using invalid
NDCs or NDCs that were unavailable on the date of service will be rejected/denied. We
encourage you to enlist the cooperation of all staff members invoived in drug
administration to assure collection or notation of the NDC from the actual package used. It
is not recommended that billing of NDCs be based on a reference list, as NDCs vary from
one (1) labeler to another, from one (1) package size to another, and freml_one (1) time
period to another.

Exception: There is no requirement for an NDC when billing fegfuaécines,
radiopharmaceuticals, and allergen immunotherapy.

ll. Claims Filing . x

The HCPCS/CPT codes billing units and the NDC quantity. do not alway&s have a%&-to-one
relationship. Y

Example 1: The HCPCS/CPT code may specify up to 75 mg &f the drug whereas the NDC
quantity is typically billed in units, milliliters or gfams. If the patient is previged 2 oral tablets, one
at 25 mg and one at 50 mg, the HCPCS/CPT ieade unit would be 1 (+fetal of 75 mg) in the
example whereas the NDC quantity would be 't each (1 upiit of the 25 mg tablet and 1 unit of the
50 mg tablet). See Diagram 4.

Diagram 4
25mg  50mg o/ 25 mg tablet
w + O =75my >
—~ 50 mg tablet
T gta
HCPCS/CPT Code Unit =1 MNDC guantity = 1 each
(1 unit of Drug Atntaling ?5 mg) (1 unit of a 25 mg tablet and 1 unit of a 50 mg tablet)

‘ i

Example If‘ﬁ’f‘g drug & the example is an injection of 5 ml (or cc) of a product that was 50 mg
pe?‘§§ mI @f & 1@ il single-use vial, the HCPCS/CPT code unit would be 1 (1 unit of 25 mg)
wheréas the NDC guantity would be 5 (5 ml). In this example, 5 ml or 25 mg would be
documented as wasted. See Diagram 5.

Diagram 5



Hyperalimentation Section Il

HCPCS/CPT Code Unit = 1
{one 25 mg unit of Drug B)

*
& NDC Quantity = 5 for the 5 ml administered

-~

v

4 mil {or cc)

Every 10 ml =50 m dministered
d ¢ acministere Waste =8 ml or 25 my

{for the 5 ml or 25 mg not administerad)

/
&

A.  Electronic Claims Filing — 837P (Professional) and 8371 (Ou}tpaf%?g)‘

Procedure codes that do not require paper billing may be b & ‘ele‘c@’élly. Any
procedure codes that have required modifiers in the past will cgntinue Yo fequire modifiers.

Arkansas Medicaid requires providers using PreviderElestronic-Seldtions{(RES)electronic
filing through the Provider Portal to use the required \\@ format wheﬁsbuhng HCPCS/CPT

codes for administered drugs.

B.  Paper Claims Filing — CMS-1500 f

Arkansas Medicaid will require providersé illing druézkaPCS/CPT codes including covered
unlisted drug procedure codes to use the quired NDC format.

A

For professional claimé, CMS-1500, list the §ualifier o “N4,” the 11-digit NDC, the unit of
measure qualifier (F2 < International Unlt GR —Gram; ML — Milliliter; UN — Unit) and the
number of units of the actual HDC a stered in the shaded area above detail field 24A,

spaced and arranged exagtly as in Dlagram 6.

Each NDC %&‘Tﬁ bilted under the same procedure code on the same date of service is
defined as a %gquenes’ When billing a single HCPCS/CPT code with multiple NDCs as
detafl sequences, thefirst segusnce shouid reflect the total charges in detail field 24F and
total HCPCS/CRT tode unlts in detail field 24G. Each subsequent sequence number
shouﬁ% zerds tn detail fields 24F and 24G. See Detail 1, sequence 2 in Diagram 6.

S
The quanitityef the @@C will be the total number of units billed for each specific NDC. See
Mam €. firstgetail, sequences 1 and 2. Detail 2 is a Procedure Code that does not
s&eqtﬂre*an NDC. etail 3, sequence 1 gives an example where only one (1) NDC is

“a@oma"t&@ with the HCPCS/CPT code.

Dlag»%:ﬁ
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Hyperalimentation Section Il

Procedure Code/NDC Detail Attachment Form- DMS-664

For drug HCPCS/CPT codes requiring paper billing (i.e., for manual review), complete every field
of the DMS-664 “Procedure Code/NDC Detail Attachment Form.” Attach this form and any other
required documents to your claim when submitting it for processing. See Diagram 7 for an
example of the completed form. Section V of the provider manual includes this form.

Diagram 7
De#ta il Seql;ence NDC P};: : d(i;ioec:e Drug Name/Dose/Route Wasted
1 1 1/2/3/4|5/6]7/8]9/1/ 2] 21234 ABC drug/25 MG/Oral 0
1 2 O/1/1/1]1]/2|2]2]|2|3|3| 21234 XYZ drug/50 MG/Oral 0
3 1 4/4/4/4|4|5[5|5|5|0/|6]| 76789 PRQ drug/5 ML/IV 5 ML
|

lll. Adjustments

ted. Any original

o
Paper adjustments for paid claims filed with NDC numb@ﬁsfwill not be aci
viders have the

claim will have to be voided and a replacement claim will n&ed to be filed.
option of adjusting a paper or electronic claim electronically.

IV. Remittance Advices .

Only the first sequence in a detail will be displéyed on the gemittance advice reflecting either the
total amount paid or the denial EOB(s] ﬁm\he ﬁetail. '

&
V. Record Retention o ) '
‘ i
Each provider must retain all records for five (5) years from the date of service or until all audit
questions, dispute or review issues, appeal heari investigations or administrative/judicial

aré soncluded, whichever period is longer.

-
~

litigation to which the records may re

At times, a manufasturer may question the invoiced amount, which results in a drug rebate
dispute. If this oéﬁur&’ may be @bntacted requesting a copy of your office records to include
documentation pertaining tQ the billed &-&;PCS/CPT code. Requested records may include NDC
invoices showing purchase.of drggs and documentation showing what drug (name, strength and
amount) k&aﬁﬁdminis@rﬁ:ﬁ’nd on what date, to the beneficiary in question.



Inpatient Psychiatric Services for Under Age 21 Section |l

TOC not required

8-15-0624-
1

=

i 213.100 Medicaid Eligible at Admission

A PCP referral is generally obtained for Medicaid-eligible children prior to each admission to an
inpatient psychiatric facility. However, a PCP is given the option of providing a referral after a
service is provided. If a PCP chooses to make a referral after a service has been provided, the

| referral must be received by the RSPMI-Outpatient Behavioral Health Services (OBHS) provider
no later than forty-five (45) calendar days after the date of service. The PCP has no obligation to

give a retroactive referral.

The inpatient psychiatric provider may not file a claim and will not be reimi;g,U'Fséﬂ for any service
provided-that requires a PCP referral unless the referral has been received.

-

261.000 Introduction to Billing 7-1-074-

|

Inpatient psychiatric providers who submit paper claims must use the CMS-1450 claim form, also
known as the UB-04 claim form.

A Medicaid claim may contain only one (1) billing provider's charges for sefvices furnished to
only one (1) Medicaid beneficiary.

Section IIl of every Arkansas Medicaid provider manual coniains mformatlon about Provider

Electronie-Selutions(PES)-and-ether-available electronic ¢laim options.




Living Choices Assisted Living Section Il

TOC not required

214.000 Benefit Limits 4-4-134-1-20

A.  Living Choices Assisted Living bundled services are limited to one_(1) unit per day.

B. Living Choices Assisted Living Program beneficiaries may have as many as nine (9)
prescription drugs per month covered by Medicaid. Dual eligibles, receiving both Medicare
and Medicaid, receive prescription drug coverage through Part D Medicare. Medicare has
no restrictions on the number of prescription drugs that can be received during a month.

Section |II of this manual contains information about ProviderElestrenic-Solutions (PES)

and-other available options for electronic claim submission.

7-4-074-1-

261.000 Introduction to Biiling 4-1-
20

rN
A N
Living Choices Assisted Living providers use form CMS-1500 toil the Agkangas Medicaid
Program on paper for services provided to Medicaid beneficiaries. Form C‘l%i‘%«flﬁoo is the official
paper counterpart of the Professional (837P) electronic transaction fc(ﬁwt. Each claim may
contain charges for only one (1) beneficiary. k.

Section Il of this manual contains information about PrevidesElestronic-Solutions {PES)-and
other-available options for electronic claim submission.



Nurse Practitioner Section Il

TOC not required

252.000 Introduction to Billing 71-674-1-

1Sk

Nurse Practitioner providers use the CMS-1500 form to bill the Arkansas Medicaid Program on
paper for services provided to eligible Medicaid beneficiaries. Each claim may contain charges

for only one (1) beneficiary.

Section Il of this manual contains information about PreviderElectronic-Selutions {PES)-and

sther-available options for electronic claim submission.

252.438 National Drug Codes (NDCs) 41-4-154-1-

o

Effective for claims with dates of service on or after January 1, 208, Arkanbas R?fédicaid
implemented billing protocol per the Federal Deficit Reduction Act ef 2005. This explains policy
and billing protocol for providers that submit claims for drug HCPCS/CFE codeg wlth dates of

service on and after January 1, 2008. q \ ! ,
Y

The Federal Deficit Reduction Act of 2005 mandates that Arka@sas Medicaid require the
submission of National Drug Codes (NDCs) on claims submittéd with He&are Common
Procedure Coding System, Level ll/Current Pragedural Termm}olo& 3‘5 edition (HCPCS/CPT)
codes for drugs administered. The purpose of this requiremient is to assure that the State
Medicaid Agencies obtain a rebate from those manufacturers who have signed a rebate
agreement with the Centers for Medlca@and p&dlcald Serwces (CMS).

A.  Covered Labelers = ' e a o
4 A N
Arkansas Medicaid, by’s}atute, only p@%r a drug procedure billed with an NDC when
the pharmaceutical {gbgler of tha ;glrug is a Wred labeler with Centers for Medicare and
Medicaid Services (CNS). A€ d labeler” is a pharmaceutical manufacturer that has
entered into a federal rebate ggreement with CMS to provide each sState a rebate for
products rejfibursed by M id Programs. A covered labeler is identified by the first five
(5) digits of #hie NDC. To assuré a product is payable for administration to a Medicaid
taQeler ¢ode (the first five (5) digits of the NDC) to the list of

beneficiary, compare §
covgﬁed labeleﬁ‘wh i ined on the DHS contracted Pharmacy vendor website

A conkaie lng €§ ‘“Covered Labelers” is located on the website. See Diagram 1 for an
example of ' SCI The effective date is when a manufacturer entered into a rebate
eemenk with CMS. The Labeler termination date indicates that the manufacturer no
@pates in the federal rebate program and therefore the products cannot be

d by Arkansas Medicaid on or after the termination date.

Diagram 1



Section Il

' Nurse Practitioner

00002 ELI LILLY AND COMPANY 1/1/1991
00003 ER SQUIBB & SONS, INC 14111991

00004  HOFFMANN-LA ROCHE 1AA981

00005  LEDERLE LABORATORIES 1/1/1991

00006 MERCK & CO., INC. 111991

00007  GLAXOSMITHKLINE 1141951

00008 WYETH LABORATORIES 1/1/1991

00009 PFIZER, INC. 1A/1591 o
00011 “BECTON DICKINSON MICROBIOLOGY SYSTEMS 10/141991  7/1/1998
00013 PFIZER, INC. 111991

in-erderfFor a claim with drug HCPCS/CPT codes to be eligible @s aymgﬁt, the detail
date of service must be prior to the NDC termination date. The ND€s#ermination date
represents the shelf-life expiration date of the last batch produged, as gupplied on the
Centers for Medicare and Medicaid Services (CMS) quarterly Dﬁ&te “Fﬁ% date is supplied
to CMS by the drug manufacturer/distributor. ‘\

Arkansas Medicaid will deny claim details with drug >CS/CPT codes with a detail date

of service equal to or greater than the ND%) termination d@k\

inistering &lg %*r%ate the HIPAA standard
he 11 dlgggmc is comprised of three (3)
a 4-digit product code, and a 2-digit package

When completing a Medicaid claim for
} 11-digit NDC with no dashes or spaces.'
segments or codes: a 5-digit la r cod
code. The 10-digit NDC aSS|gne he ted on the drug package must be
| changed to the 11-digit formatb ma i fo_(0) in one (1) of the three (3)
segments. Below are emzbf the FDA assngned NDC on a package changed to the
appropriate 11-digit HFPAA standard format! Diagram 2 displays the labeler code as five
} (5) digits with leadingy Zeros; the oduct cod‘s as four (4) digits with leading zeros; the

package code as two;@}q‘gltg J zeros, using the “5-4-2” format.
Diagram 2 h
[T 00123 0456 78
<] tABELER | PRODUCT | PACKAGE
{ CODE CODE CODE
(5 digits) | (4 digits) | (2 digits)
}m su iﬁedf@any configuration other than the 11-digit format will be rejected/denied.

NDCs to Medicaid for payment must use the 11-digit format without dashes or
mes be%n the numbers.

See mram 3 for sample NDCs as they might appear on drug packaging and the
corresponding format which should be used for billing Arkansas Medicaid:

Diagram 3

10-digit FDA NDC on Required 11-digit NDC

PACKAGE

(5-4-2) Billing Format

12345 6789 1 12345678901
1111-2222-33 01111222233
01111 456 71 01111045671




Nurse Practitioner Section ll

B.  Drug Procedure Code (HCPCS/CPT) to NDC Relationship and Billing Principles

HCPCS/CPT codes and any modifiers will continue to be billed per the policy for each
procedure code. However, the NDC and NDC quantity of the administered drug is now
also required for correct billing of drug HCPCS/CPT codes. To maintain the integrity of the
drug rebate program, it is important that the specific NDC from the package used at the
time of the procedure be recorded for billing. HCPCS/CPT codes submitted using invalid
NDCs or NDCs that were unavailable on the date of service will be rejected/denied. We
encourage you to enlist the cooperation of all staff members involved in drug
administration to assure collection or notation of the NDC from the actual package used. It
is not recommended that billing of NDCs be based on a reference list, as NDCs vary from
one (1) labeler to another, from one (1) package size to another, and from one (1) time
period to another.

Exception: There is no requirement for an NDC when billing for vaccines ,
radiopharmaceuticals. and allergen immunotherapy. Vs

Il. Claims Filing

The HCPCS/CPT codes billing units and the NDC quantity. do not alway@ “gave a@e -to-one
relationship.

Example 1: The HCPCS/CPT code may specify up to 75 mg ef the drug éreas the NDC
quantity is typically billed in units, milliliters or grams. If the patleﬁw ed 2 oral tablets, one
at 25 mg and one at 50 mg, the HCPCS/CPT gdde unit would'be 1 Wal of 76 mg) in the
example whereas the NDC quantity would be 1 each (1 ugit 6f the 25 mg tablet and 1 unit of the
50 mg tablet). See Diagram 4.

Diagram 4

25mg  50mg o’ 25 my tablet

w + o =TEmy B

50 my tablet
e :
HCPCS/CPT Code Unit = 1 NDC guantity = 1 each
(1 unit of Drug A totaling 75 mg) (1 unit of a 25 mg tablet and 1 unit of a 50 mg tablet)
R h(

k. -
s 5

e 2 drug% the example is an injection of 5 ml (or cc) of a product that was 50 mg
£ m1 of & 18.inl single-use vial, the HCPCS/CPT code unit would be 1 (1 unit of 25 mg)
D quantity would be 5 (5 ml). In this example, 5 ml or 25 mg would be
documeniég as wasted. See Diagram 5.

Diagram 5



Nurse Practitioner Section |l

HCPCS/CPT Code Unit = 1
{one 25 mg unit of Drug B)

e

NDC Quantity = 5 for the 5 ml administered

L

5 ml (or cc)

Every 10 mi=50m ini
y i AEMINISISISE Waste =5 ml or 25 my

(for the 5 ml or 25 mg not administered)

A.  Electronic Claims Filing — 837P (Professional) and 8371 (OutpaM

Procedure codes that do not require paper billing may be b‘ﬁ{& elechy Any
procedure codes that have required modifiers in the past will e&ﬁmuef@ fg,quwe modifiers.

Arkansas Medicaid requires providers using Prevﬁef-EleetFeme-Se&mans—eﬁE‘S)electromc

filing through the Provider Portal to use the reqwrede format when:billing HCPCS/CPT
codes for administered drugs.

B. Paper Claims Filing — CMS-1500

Arkansas Medicaid will require providers billing drug HCPCS/CPT codes including covered
unlisted drug procedure codes to use the @_@giyed NDC format.

.

s

See Diagram 6 for CMS-1580.°

For professional cla CMS-1500, list the gualifier of “N4”, the 11-digit NDC, the unit of

measure qualifier ( Interna;@Tal Unit; GR* Gram; ML — Milliliter; UN — Unit) and the
number of units of the ggtual D€ ada dhistered in the shaded area above detail field 24A,

spaced and arranged exagﬁyfas in Diagram 6.

Each NDC S#se‘n billed under the same procedure code on the same date of service is
defined as a ”’s&qué?m‘%hen@hng a single HCPCS/CPT code with multiple NDCs as
detail sgquenc‘&& the Mst‘ssmnce should reflect the total charges in detail field 24F and
CPCS/CPT épde units in detail field 24G. Each subsequent sequence number
zer in detail fields 24F and 24G. See Detail 1, sequence 2 in Diagram 6.

The qu%tlty\cf Qe DC will be the total number of units billed for each specific NDC. See

gram G, fi rstﬁ%a , sequences 1 and 2. Detail 2 is a Procedure Code that does not
requw etail 3, sequence 1 gives an example where only one (1) NDC is
assoma h the HCPCS/CPT code.

DIaMG

Detait 1 | | : o
vt 2
Sequence 1 a3 ZUN 400 ) oA e O T

Sequence2 0% |01 |07 jo8 (o1 |07 |11 | | | I 1 25100 1 | wm

08 | 1 o000 o

Detall 2 LR L M i | L 1 1 i I 1 i A=l i BT

. 125%eTE

Sequence 1

Detail 3 !



Nurse Practitioner Section ll

Procedure Code/NDC Detail Attachment Form- DMS-664

For drug HCPCS/CPT codes requiring paper billing (i.e., for manual review), complete every field
of the DMS-664 “Procedure Code/NDC Detail Attachment Form.” Attach this form and any other
required documents to your claim when submitting it for processing. See Diagram 7 for an
example of the completed form. Section V of the provider manual includes this form.

Diagram 7
De;ail Seql.’lfence NDC F;'r\:;:dti':ﬂoedre Drug Name/Dose/Route Wasted
1 1 112/3]als]6[7]8[o]1]2] z1234 ABC drug/25 MG/Oral 0
1 2 ol1]1]1]1]2[2[2][2[3[3] z1234 XYZ drug/50 MG/Oral 0
3 1 4/4/4/4]4]5/5 550 6] z6789 PRQ drug/s ML/ 5 ML |
|| | |
lll. Adjustments ‘

Y
Paper adjustments for paid claims filed with NDC numbets will not be acsepted. ﬁsﬁy original
claim will have to be voided and a replacement claim will need to be filed. Ptoviders have the
option of adjusting a paper or electronic claim electronically. &

b

IV. Remittance Advices

Only the first sequence in a detail will be displ;a%d on thﬁ%rﬁittance advice reflecting either the
total amount paid or the denial EOB(s} fmhe detail.

V. Record Retention

Each provider must retain alt records for five (N&rs from the date of service or until all audit
questions, dispute or review Issues, appeal hearirtgs, investigations or administrative/judicial
litigation to which the records Ea@;;f relate gre eencluded, whichever period is longer.

Attimes, a manufasturer may q’ stion the invoiced amount, which results in a drug rebate
dispute. If this occars, may be contacted requesting a copy of your office records to include
documentation pertaiging i the_billed HCPCS/CPT code. Requested records may include NDC

invoices showing putchase of dmygs and documentation showing what drug (name, strength and
amount) ﬁ@ adminim and on what date, to the beneficiary in question.

N

e

%



Outpatient Behavioral Health Services Section Il

TOC not required

251.000 Introduction to Billing +4-1474-1-

o

Outpatient Behavioral Health Services providers use the CMS-1500 form to bill the Arkansas
Medicaid Program on paper for services provided to eligible Medicaid beneficiaries. Each claim
may contain charges for only one (1) beneficiary. View a CMS-1500 sample form.

Section Il of this manual contains information about PreviderElectronic- Solutions (RES)-and

other-available options for electronic claim submission.




I Private Duty Nursing Services Section Il

TOC not required

201.100 Private Duty Nursing Services Providers 4-1-184-1

sl

Private Duty Nursing Services (PDN) providers must meet the Provider Participation and
enrollment requirements contained within Section 140.000 of this manual as well as the following
criteria to be eligible to participate in the Arkansas Medicaid Program:

A.  The PDN provider must have either a Class A or Class B license issued by the Arkansas
Bivisien-Department of Health. It must be designated on the license that the PDN agency
is a provider of extended care services.

1. A copy of the license must accompany the provider application and Medicaid
contract. s

2. For purposes of review under the Arkansas Medicaid Prégian, agenéies enrolled as
Class B operators providing private duty nursing sengiees mustadhigre to those
standards governing quality of care, skill, and experti'ssf%plicah& to Class A
operators. 3

P

Providers who have agreements with Medicaid to provia&\‘i&her services %o Medicaid
beneficiaries must have a separate provider application an& Medicaid contract to provide private
duty nursing services. A separate provider nurrjgber is assigned.® ]

B. All owners, principals, employees, and cohﬁact staff of a private«duty nursing services
provider must submit to an independent, national criminal igkground check, identity verification,
and fingerprinting. Background checks must ba repeateMew three (3) years.

241.000 Introduction to Billing . 7-4-064-1-

<

o

T L :
Private Duty Nursing provi@%s use thgﬂ)‘{;MS-wﬁc form to bill the Arkansas Medicaid Program
on paper for services provideq to eligible gﬂegiqaid Beheficiaries. Each claim may contain
charges for only one (1) bensfiéiapi. ~ = -

Section Il of this manual contain&irformation about ProviderEesrarisSelulisns (PESand

stheravailable options for?&ectronic&aim submission.




Personal Care Section Il

TOC not required

261.000 Introduction to Billing 3-1-084-1-
20

A.  Personal Care providers use the CMS-1500 claim form to bill the Arkansas Medicaid
Program on paper for services provided to Medicaid beneficiaries.

B. Providers submitting claims electronically through the provider portal using-the Provider

Electronic-Solutions{PES}-software-use the Professional claim format,

C. A claim may contain charges for only one (1) beneficiary.

Section Il of this manual contains information about ide
and-ether-available options for electronic claim submissiori.é



Section li

Pharmacy
TOC not required
261.000 introduction to Billing Ht154-1-

20

For paper billing of non-NCPDP claims (including immunosuppressant drug crossover claims or
vaccine claims), pharmacy providers use the CMS-1500 form to bill the Arkansas Medicaid
Program for services provided to eligible Medicaid beneficiaries. Each claim may contain
charges for only one (1) beneficiary. The Arkansas Medicaid fiscal agent provides Provider
Electronie-Solutions{(PES} software-the ability for electronic claim submissions through the
Provider Portal to providers for Non-NCPDP billing. Please contact the Provider Assistance
Center for any questions or assistance with this software._View or print the Provider Assistance

Center contact information.

The Arkansas Medicaid Pharmacy Program does not accept NCPDP g&ger claim gsrms for
covered outpatient medications. Vendor systems are widely avaﬁ§ble for &ac
electronic claims submission in the pharmacy practice. e :

i-
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TOC required

203.130 Physician’s Role in DevelopmentalDay Treatment-ClinicAdult 40-13-0334-
Developmental Day Treatment (ADDT) Services-(DDTGS) 1-20

A.  Medicaid covers Adult Developmental Day Treatment (ADDT) Clinic-Services-services
{BBTCSS)ywhen provided to eligible Medicaid beneficiaries by qualified provider facilities.

B.  The Medicaid eligible beneficiary’s attending physician must identify and certify with his or
her original signature, the individual's medical needs that habilitation fraining can address.
DBETCS-ADDT services also require a written prescription from the attending.physician.

C. The services must be provided according to a written plan of cafédeveloped by the
Division of Developmental Disabilities Services. The physician certifying medical necessity
must sign the plan of care.

203.210 Physician’s Role in the Occupational, Physical, and Speech- 4-1-0934
Language Therapy Program

Medicaid covers occupational therapy, physical therapy, and speech-langugge therapy services
when provided to eligible Medicaid beneficiaries under age twenty-one (21) in the Child Health
Services (EPSDT) Program by qualified occupational, physical: or speech-language therapy
providers. Occupational evaluations and occupatlonal therapy services are payable only to a
qualified occupational therapist. Speech-langugge therapy evaluations may be performed by the
physician; however, treatment for speech-language-therapy disorders must be referred to a
qualified speech-language therapist.. PhySicaLisaerapyevaiu%ons may be performed by the
physician and physical therapy- sessionis may be performed by the qualified physician. Physical
therapy treatment may also be referred to a qualified physical therapist.

wff

Speech-language therapy services ONLY &re-covered for beneficiaries in the ARKids First-B
Program benefits.

All occupational, physiéal and spegéh anguage therapy evaluations and services must be
medically necessary and require a referral from the beneficiary’s primary care physician (PCP) or
the attending physician if the beneficiary is exempt from PCP Managed Care Program
requirements; Theragytﬁeaiment services also require a prescription written by the physician
who refers the patient to the therapist for specified services. For beneficiaries under age twenty-

one (21), forr DMS-640 must be used for the initial referral for evaluation and a separate DMS-
840 is required:for the prescription. View or Print form DMS-640. An electronic signature is
accepted proviged it is in compliance with Arkansas Code § § 25-31-103. The physician must
mainiain the Qng%al Qeéupa%mral—Phyaeal-and—Speeeh—Therapy and Day Habilitation Services
for Medicaid ‘Eﬁgi‘bi?e Beneficiaries Under-Age-21-Prescription/Referral form—DMS-640—for each
prescnption in the beneficiary’s medical records. The therapy provider must retain a copy of the
DMS-640 in their established beneficiary medical chart/record. After the initial referral using the
form DMS-640 and initial prescription utilizing a separate form DMS-640, subsequent referrals
and prescriptions for continued therapy may be made at the same time using the same DMS-
640.

Therapy services for individuals over age twenty-one (21) are only covered when provided
through the following Medicaid Programs: Adult Developmental Day Treatment (ADDT) Clinie
Services-services, (BBTCS)-Hospital/Critical Access Hospital (CAH), Rehabilitative Hospital,
Home Health, Hospice, and Physician. Refer to these Medicaid provider manuals for conditions
of coverage and benefit limits.

203.220 Physician’s Role in Personal Care Services 40-13-0334

-
3

N

o
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Personal care services are medically necessary tasks performed by a personal care aide to
assist with the management of a client’s physical dependencies.

The physician’s role in the personal care program is to prescribe medically necessary services to
assist with the client’s physical dependency needs in a home or other appropriate setting.
Personal care aides perform non-skilled activities such as assisting with baths, preparing meals,
assisting with toileting, and cleaning the immediate living area for patients unable to partially or
completely perform these tasks for themselves. It may be therapeutic for patients to perform
some or all of these tasks for themselves even though it may be difficult and time consuming for
them to do so. Therefore, it is at the physician’s discretion to prescribe personal care services.
The Personal Care Program is not designed to provide full time services.

The physician reviews the service plan established by the provider. The physieian may delete
one (1) or more services from the service plan, yet, approve the remainder of the services. By
signing the service plan the physician indicates his /or her approval @f the service pfan

If the physician has not seen the patient within the past sixty (60) days oris unahie to determine
whether the patient’s condition warrants personal care services, he or she must request the
patient make an office visit before prescribing personal care services. if the physician believes
the personal care services are not medically necessary, he or she must not prescribe the
services. The physician must retain a copy of the patient's service plan as Well as copies of
subsequent revisions to the service plan.

Medicaid beneficiaries under the age of twenty-one (21) may recel\?e persorial care in
recognized locations outside the home. Publi¢ schools and Agult Develepmental Day Treatment
(ADDT) Clinie-Services-services (-DDIFGS)—proyader facilities are recognized locations outside the
home.

Benefit limits and other coverage restnctlcms may apﬁly {6-Medicaid Personal Care services.
Personal Care Program providers seeking autherization for service plans are expected to advise
physicians withregard-toregarding Medicald clients’ coverage and benefit status in the Personal
Care Program.

227.200 Occupational and Physical Therapy Guidelines for Retrospective 41-1-4034-
Review 1-20

A.  Medical Neckssity

Occupational and physical therapy services must be medically necessary to the treatment
of the ﬁgdwldual s illness or injury. A diagnosis alone is not sufficient documentation to
suppoﬁ\fhg medical necessity of therapy. To be considered medically necessary, the
following conditions must be met:

1._ . The services must be considered under accepted standards of practice to be a
sﬁec?ﬁ?: and effective treatment for the patient’s condition-;

2. - The services must be of such a level of complexity, or the patient’s condition must be
.stich that the services required can be safely and effectively performed only by or
under the supervision of a qualified physical or occupational therapist-; and

3. There must be reasonable expectation that therapy will result in a meaningful
improvement or a reasonable expectation that therapy will prevent a worsening of the
condition. (See the medical necessity definition in the Glossary of this manual.)

B. Evaluations and Report Components

To establish medical necessity, a comprehensive assessment in the suspected area of
deficit must be performed. A comprehensive assessment must include:

1.  Date of evaluation:;
2. Child’s name and date of birth-;
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3. Diagnosis specific to therapy-;

4.  Background information including pertinent medical history; and, if the child is twelve
(12) months of age or younger, gestational age. The child should be tested in the
child’s dominant language; if not, an explanation must be provided in the evaluation.

NOTE: To calculate a child’s gestational age, subtract the number of weeks
born before forty (40) weeks of gestation from the chronological age.
Therefore, a 7-month-old, former 28-28-week gestational age infant has
a corrected age of four (4) months according to the following equation:

7 months - [(40 weeks) - 28 weeks) / 4 weeks]
7 months - [(12) / 4 weeks]
7 months - [3]

4 months

5. Standardized test results, including all subtest scores, if ggplicékle‘ Test results
must be reported as standard scores, Z scores, T scores, or percentiles. Age-
equivalent scores and percentage of delay cannot be used to qualify for services:;

6. If applicable, test results should be adjusted for prematurity (less than thirty-seven
(37) weeks gestation) if the child is twelve (12) months of age or younger and this
should be noted in the evaluation:;” |

7.  Objective information describing the child’'s grossﬁ‘ ne motor ablhtles/deﬁmts eg.,
range of motion measurements, manual muscle testing, muscle tone, or a narrative
description of the child’s fungtional methty skills (strengths and weaknesses)-;

8.  Aninterpretation of the results ‘of the ‘evaluation including recommendations for
therapy/minutes per week:: .

9. A description of fﬁnctlonal},s“‘tfengths"éﬂﬁﬂimitations, a suggested treatment plan, and
potential goals to address each:identified problem:; and

10. Signature and credentials of the therapist performing the evaluation.
C. Interpretation »an‘éEngibility: Ages Birth to 21

1. Tests used must be ;nbrm-\r’eferenced, standardized, and specific to the therapy
provided.y ‘

xTes%s must%e age appropriate for the child being tested.

All subtests eomponents and scores must be reported for all tests used for eligibility
purposes.

4, Eiaglhihty for therapy will be based upon a score of -1.5 standard deviations (SD)
beIow ne mean or greater in at least one (1) subtest area or composite score on a
norm- referenced standardized test. When a -1.5 SD or greater is not indicated by
the test, a criterion-referenced test along with informed clinical opinion must be
in”cluded to support the medical necessity of services.

5. If the child cannot be tested with a norm-referenced standardized test, criterion-
based testing or a functional description of the child’s gross/fine motor deficits may
be used. Documentation of the reason a standardized test could not be used must
be included in the evaluation.

6. The Mental Measurement Yearbook (MMY) is the standard reference to determine
reliability/validity. Refer to “Accepted Tests” sections for a list of standardized tests
accepted by Arkansas Medicaid for retrospective reviews.

7.  Range of Motion: A limitation of greater than ten (10) degrees and/or documentation
of how a deficit limits function.
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8. Muscle Tone: Modified Ashworth Scale.

9.  Manual Muscle Test: A deficit is a muscle strength grade of fair (3/5) or below that
impedes functional skills. With increased muscle tone, as in cerebral palsy, testing is

unreliable.

10. Transfer Skills: Documented as the amount of assistance required to perform
transfer, i.e., maximum, moderate, or minimal assistance. A deficit is defined as the
inability to perform a transfer safely and independently.

11.  Children (birth to age twenty-one (21)) receiving services outside of the public
schools must be evaluated annually.

12.  Children (birth to age fwo (2)) in the Chi
{EHMS)Early Intervention Day Treatment (EIDT) program must be evaluated every

six (6) months.

13. Children (age three (3) to twenty-one (21)) receiving serwcés* within piabllc schools,
as a part of an Individual Program Plan (IPP) or an Inéiwduaf E?juca;tion Plan (IEP),

must have a full evaluation every three (3) years; however an annual update of
progress is required.

D. Frequency, Intensity. and Duration of Physical ané#@;r;@ccupationa] Therapy Services

The frequency, intensity, and duration of therapy services sh_ou'ld always be medically
necessary and realistic for the age of the ¢hild and the severity of the deficit or disorder.
Therapy is indicated if improvement will:occur as a direct result of these services and if
there is a potential for improvement in the form of funetional gain.

1. Monitoring: May be used te ensureé that the child is maintaining a desired skill level
or to assess the effectiveness and fit.of equipment such as orthotics and other
durable medical equag@en& Mom’ionng frequency should be based on a time interval
that is reasonable for the complexity of the problem being addressed.

2. Maintenance Therapy: Services that are performed primarily to maintain range of
motion or to provide positioning services for the patient do not qualify for physical or
occupational therapy services. These services can be provided to the child as part of
a home program mpfemented by the child’s caregivers and do not necessarily
require ﬂqe skilted serwces of a physical or occupational therapist to be performed
safely and effectwei?\

3. Duration eg’ Sefyices: T’ﬁerapy services should be provided asleng-asif reasonable
pregress is made toward established goals. If reasonable functional progress cannot
*be exﬁected with continued therapy, then services should be discontinued and
momtormg‘ or establishment of a home program, should be implemented.

E? P‘FQQi‘@SS Notes

Chﬂd’s name:;

Date of service-;

Time in and time out of each therapy session:;

Objectives addressed (should coincide with the plan of care)-;

A description of specific therapy services provided daily, and the activities rendered
during each therapy session, along with a form measurement;:

ok w N o=

@

Progress notes must be legible-;
Therapists must sign each date of entry with a full signature and credentials-; and

8.  Graduate students must have the supervising physical therapist or occupational
therapist co-sign progress notes.
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227.300

A.

Speech-Language Therapy Guidelines for Retrospective Review 4-16-1234-
1-20

Medical Necessity

Speech-language therapy services must be medically necessary to the treatment of the
individual's iliness or injury. A diagnosis alone is astinsufficient documentation to support
the medical necessity of therapy. To be considered medically necessary, the following
conditions must be met:

1.

The services must be considered under accepted standards of practice to be a
specific and effective treatment for the patient’s condition-;

The services must be of such a level of complexity or the paﬁwent’s' condition must be
such that the services required can be safely and effectively performed only by or
under the supervision of a qualified speech and Ianguage pathologist:; and

There must be a reasonable expectation that therapg)"? v%ia‘l resuft in meaningful
improvement or a reasonable expectation that therapy will prevent a.worsening of the
condition. (See the medical necessity definitien in the Glossaw of this manual.)

Types of Communication Disorders

1.

Language Disorders — Impaired comprehension aaeior use of s;)oken written
and/or other symbol systems. This disorder may involve the f@ﬁownng components:
forms of language (phonology, morphology, syntaxy, content'and meaning of
language (semantics, prosody), function of Iaaguage (pragmatics) and/or the
perception/processing of language, Language disorders may involve one (1), all, or
a combination of the above cqmgonents

Speech Production Dimders — impalrment of the articulation of speech sounds,
voice, andior fluengy. Speech Production disorders may involve one_(1), all, or a
combination ofﬁaese components of\the speech production system.

An articulation dchder’maﬂy manﬁ%si as an individual sound deficiency, i.e.,

traditional artvculatreg disorder, incomplete or deviant use of the phonologlcal system,
i.e., phonological disorder, or poor coordination of the oral-motor mechanism for
puUrposes ofsﬁ‘eegh produf:t{on i.e., verbal and/or oral apraxia, dysarthria.

-Oral Motﬂf!SwawamglFeedlng Disorders — Impairment of the muscles, structures,

aﬂdafor fungtions” of the mouth (physiological or sensory-based) involved with the

.@ﬁiﬁe act of deglutition from placement and manipulation of food in the mouth

Ea;ot@ithe oral and pharyngeal phases of the swallow. These disorders may or
may ne{resu?t if deficits to speech production.

Evai%atloﬁ and Report Components
Y

STAN@ARDIZED SCORING KEY:

Mild: Scores between 84-78; -1.0 standard deviation

Maderate: Scores between 77-71; -1.5 standard deviations

Severe: Scores between 70-64; -2.0 standard deviations

Profound: Scores of sixty-three (63) or lower; -2.0+ standard deviations

LANGUAGE: To establish medical necessity, results from a comprehensive
assessment in the suspected area of deficit must be reported. (Refer to Section
227.300, part D, paragraphs 9-12 for required frequency of re-evaluations.) A
comprehensive assessment for Language disorder must include:

a. Date of evaluation-;
b. Child’s name and date of birth-;

Section |l
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J-

Diagnosis specific to therapy

Background information including pertinent medical history; and, if the child is
twelve (12) months of age or younger, gestational age. The child should be
tested in the child’s dominant language; if not, an explanation must be provided
in the evaluation.

NOTE: To calculate a child’s gestational age, subtract the number of
weeks born before forty (40) weeks of gestation from the
chronological age. Therefore, a 7-month-old, former 28-28-week

gestational age infant has a corrected age of four (4) months
according to the following equation:

7 months - [(40 weeks) - 28 weeks) / 4 weeks]
7 months - [(12) / 4 weeks]
7 months - [3]

4 months

Results from an assessment specific to the suspected type of "Ianguage
disorder, including all relevant scores, quetients, and/or indexes, if applicable.
A comprehensive measure of language must be included ?Qr initial evaluations.
Use of one-word vocabulary tests alone will not be accepted. (For a list of
accepted tests, refer to Section 214.410 of the Osci]p‘étiﬁnal Physical, and
Speech-Language Therapy Services Manaal.),

If applicable, test results should be adjusted for prematurity (less than thirty-
seven (37) weeks gestation) if the child is twelve (12) months of age or
younger, and thls should be. neted in t’@e evaluation:;

Oral- perlpherai speech mechanism examlnatlon which includes a description
of the strucﬁjre and function of the orofacial structures-;

Formal or mjormal assessment of hearing, articulation, voice, and fluency skills.
An interpreta,;f%noi the results of the evaluation, including recommendations for

frequency and intensity of treatment:;

A description of functional strengths and limitations, a suggested treatment
plaﬁ andﬂa@iéntlal goals to address each identified problem-__and

Slgﬁa‘ture ‘and credentials of the therapist performing the evaluation.

3. SPE:ECH PRODUCTION (Articulation, Phonological, Apraxia): To establish medical
necessity, results from a comprehensive assessment in the suspected area of deficit
muist be repoi‘teel (Refer to Section 227.300, part D, paragraphs 9-12 for required
frequency of re-evaluations.) A comprehensive assessment for Speech Production
(Artlmﬂatlon "Phonological, Apraxia) disorder must include:

a0

Date of evaluation-;

Child’'s name and date of birth-;
Diagnosis specific to therapy-;
Background information including pertinent medical history; and, if the child is

twelve (12) months of age or younger, gestational age. The child should be
tested in the child’s dominant language; if not, an explanation must be provided

in the evaluation.

NOTE: To calculate a child’s gestational age, subtract the number of
weeks born before forty (40) weeks of gestation from the
chronological age. Therefore, a 7-month-old, former 28-28-week
gestational age infant has a corrected age of four (4) months
according to the following equation:
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7 months - [(40 weeks) - 28 weeks) / 4 weeks]

7 months - [(12) / 4 weeks]
7 months - [3]

4 months

e.  Results from an assessment specific to the suspected type of speech
production disorder, including all relevant scores, quotients, and/or indexes, if
applicable. All errors specific to the type of speech production disorder must
be reported (e.g., positions, processes, motor patterns). (For a list of accepted
tests, refer to Section 214.410 of the Occupational, PhyS|caL and and Speech-
Language Therapy Services Manual.);

f. If applicable, test results should be adjusted for prem"atunty less E‘nan thirty-

seven (37) weeks gestation) if the child is twelve (12) months of age or

younger, and this should be noted in the evaluation-, . - y

g.  Oral-peripheral speech mechanism examination, which mcglildes a description
of the structure and function of orofacial structures:: :

h.  Formal screening of language skills. Examples mclud:e,\but are-not limited to,
the Fluharty-2, KLST-2, CELF-4 Screen, ¢r TTFC-;

i. Formal or informal assessment of hearing, voice, and ﬂuénéy skills-;

i- An interpretation of the results of the evaluatlon mciu@ing recommendations for
frequency and intensity of treatment.;

k. Adescription of functional strengths and limitations, a suggested treatment
plan, and potential goals to address each identified problem:; and

l. Signature and credentiais of the therapist performing the evaluation.

4. SPEECH PRODUCTION {V‘ﬁlce) To establish medical necessity, results from a
comprehensive agsessment in the suspected area of deficit must be reported. (Refer

to Section 227.300, part D, paragraphs 9-12 for required frequency of re-
evaluations.) A ‘eqmprehensive assessment for Speech Production (Voice) disorder

must include:

a. 'A medlcal evaluaﬂsn to determine the presence or absence of a physical
etiology is aprerequisite for evaluation of voice disorder:;

Date of evaluatien:; -

Child's name and date of birth;

Diagnosis specific to therapy-;

Bégkgrdgﬁd information including pertinent medical history; and, if the child is

twelve £12) months of age or younger, gestational age. The child should be
f8sted in the child’s dominant language; if not, an explanation must be provided

in \the evaluation.

o oo

NOTE: To calculate a child’s gestational age, subtract the number of
weeks born before forty (40) weeks of gestation from the
chronological age. Therefore, a 7-month-old, former 28-28-week
gestational age infant has a corrected age of four (4) months
according to the following equation:

7 months - [(40 weeks) - 28 weeks) / 4 weeks]
7 months - [(12) / 4 weeks]
7 months - [3]

4 months
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f. Results from an assessment relevant to the suspected type of speech
production disorder, including all relevant scores, quotients, and/or indexes, if
applicable. (For a list of accepted tests, refer to Section 214.410 of the
Occupational, Physical, and Speech-Language Therapy Services Manual.);

g. Ifapplicable, test results should be adjusted for prematurity (less than thirty-
seven (37) weeks gestation) if the child is twelve (12) months of age or
younger, and this should be noted in the evaluation:;

h.  Oral-peripheral speech mechanism examination, which includes a description
of the structure and function of orofacial structures:;

i. Formal screening of language skills. Examples include, but are not limited to,
the Fluharty-2, KLST-2, CELF-4 Screen, or TTFC-;

J- Formal or informal assessment of hearing, articulation, and fluency skills-;

k.  An interpretation of the results of the evaluation, in(ﬁiuding recommendations for
frequency and intensity of treatment.;

l. A description of functional strengths and I|m|tat|ans§ a suggested treatment
plan, and potential goals to address each identified pfoblem _g,_d

m.  Signature and credentials of the therapist performlng the evaluaﬁnn

5. SPEECH PRODUCTION (Fluency): To establish medical neces%nty, results from a
comprehensive assessment in the suspected area of deficit must'be reported. (Refer
to Section 227.300, part D, paragraphs 9-12 for required frequency of re-
evaluations.) A comprehensive assgssment for Speech Production (Fluency)
disorder must include: o

i
a. Date of evaluation-;
Child’s name and date @fblﬂh

b.
c.  Diagnosis spemﬁ@fp thera]sy g
d Background mformatlcm including pertinent medical history; and, if the child is
twelve ({Z}months of age or younger, gestational age. The child should be
tested in the bhllds dnmman‘t“tanguage if not, an explanation must be provided
in the evaluation. -

N@TE -To calculate a child’s gestational age, subtract the number of
weeks born before forty (40) weeks of gestation from the
chronological age. Therefore, a 7-month-old, former 28-28-week

gestational age infant has a corrected age of four (4) months
according to the following equation:

7 months - [(40 weeks) - 28 weeks) / 4 weeks]
7 months - [(12) / 4 weeks]
7 months - [3]

4 months

e.  Results from an assessment specific to the suspected type of speech
production disorder, including all relevant scores, quotients, arnd/or indexes, if
applicable. (For a list of accepted tests, refer to Section 214.410 of the
Occupational, Physical, and Speech-Language Therapy Services Manual.);

f. If applicable, test results should be adjusted for prematurity (less than thirty-
seven (37) weeks gestation) if the child is twelve (12) months of age or
younger, and this should be noted in the evaluation:;

g.  Oral-peripheral speech mechanism examination, which includes a description
of the structure and function of orofacial structures.;

h.  Formal screening of language skills. Examples include, but are not limited to,
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D.

the Fluharty-2, KLST-2, CELF-4 Screen, or TTFC;
i. Formal or informal assessment of hearing, articulation, and voice skills-;

j. An interpretation of the results of the evaluation, including recommendations for
frequency and intensity of treatment:;

k. A description of functional strengths and limitations, a suggested treatment
plan, and potential goals to address each identified problem.; and

l. Signature and credentials of the therapist performing the evaluation.

6. ORAL MOTOR/SWALLOWING/FEEDING: To establish medical necessity, results

from a comprehensive assessment in the suspected area of deficit must be reported.
(Refer to Section 227.300, part D, paragraphs 9-12 for required frequency of re-
evaluations.) A comprehensive assessment for Oral Motor/Swa_iio’ngﬁ‘g/Feedlng
disorder must include:

a. Date of evaluation:;

b Child’s name and date of birth-;

c. Diagnosis specific to therapy-. T

d Background information including pertinent medical hisicry énd if the child is
twelve (12) months of age or younger, gestational age. Tﬁe child should be

tested in the child’s dominant language; if niot, an explanaiién must be provided
in the evaluation.

NOTE: To calculate a chil’él‘% gestational age, subtract the number of
weeks born before forty (40) weeks of gestation from the
chronological age. Therefore, a 7-month-old, former 28-28-week

gestational age infant has a corrected age of four (4) months
according to the following equation:

7 months -{(40 we“eik%) - 28 weeks) / 4 weeks]
7 months - ]}12) ! 4 weeks]
7 mqnt!ag"? [3]“

4 months -

e. Results froman as§e§§ment specific to the suspected type of oral
moto;lswai,lowing{fgedmg disorder, including all relevant scores, quotients,
and/or indexes, if applicable. (For a list of accepted tests, refer to Section
214.410 of the Occupational, Physical, and Speech-Language Therapy
Services Manual.);

f. If swaillowing problems and/or signs of aspiration are noted, then include a
statement indicating that a referral for a videofluoroscopic swallow study has
‘bgen made-;

g. [fapplicable, test results should be adjusted for prematurity (less than thirty-
seven (37) weeks gestation) if the child is fwelve (12) months of age or
younger, and this should be noted in the evaluation-;

h.  Formal or informal assessment of hearing, language, articulation, voice, and
fluency skills-;

i An interpretation of the results of the evaluation, including recommendations for
frequency and intensity of treatment:;

j- A description of functional strengths and limitations, a suggested treatment
plan, and potential goals to address each identified problem-; and

k. Signature and credentials of the therapist performing the evaluation.

Interpretation and Eligibility: Ages Birth to 21
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1. LANGUAGE: Two (2) language composite or quotient scores (i.e., normed or
standalone) in the area of suspected deficit must be reported, with at least one (1)
being a norm-referenced, standardized test with good reliability and validity. (Use of
two (2) one-word vocabulary tests alone will not be accepted.)

a.  For children age birth to three (3): criterion-referenced tests will be accepted
as a second measure for determining eligibility for language therapy.

b.  For children age three (3) to fwenty-one (21): criterion-referenced tests will not
be accepted as a second measure when determining eligibility for language
therapy. (When use of standardized instruments is not appropriate, see
Section 227.300, part D, paragraph 8.)

c.  Age birth to three (3): Eligibility for language therapy will be based upon a
composite or quotient score that is -1.5 standard deviations (SD) below the
mean or greater from a norm-referenced, standardizéd test, with corroborating
data from a criterion-referenced measure. When these two_(2)measures do
not agree, results from a third measure that cormboraie the identified deficits
are required to support the medical necessity of sefwlces -

d. Age three (3) to twenty-one (21): Eligibility for Ianguage the’ﬁaiay will be based
upon fwo (2) composite or quotient sceres that are -1.5 standard deviations
(SD) below the mean or greater. When'-1.5 SD or greater'is not indicated by
both ef-these-scores, a third standardized score indicating & -1.5 SD or greater
is required to support the medical necessity of services. -

2. ARTICULATION AND/OR PHONQLOGY: Two jg}_,testsx&ééior procedures must be
administered, with at least one (1) being from a nerm-referenced, standardized test
with good reliability and validity

Eligibility for articulation andior phonaiogm therapy will be based upon standard
scores (SS) of -1.5 SP or greater below the mean from two (2) tests. When -1.5 SD
or greater is not indi eated\by both éfthese-tests, corroborating data from accepted
procedures can be used to support the medical necessity of services. (For a list of
accepted tests, refer to Section 214.410 ef the Occupational, Physical, and Speech-

Language Therapy Serviges Manual.)-

3. APRAXIA: Two (2) tests and/or procedures must be administered, with at least one
(_)_be\ngpa norm- refereﬁced standardized test with good reliability and validity.

EI|g|b|I|ty for apraxia ‘therapywnl be based upon standard scores (SS) of -1.5 SD or
greater below.the mean from two (2) tests. When -1.5 SD or greater is not indicated
by both ef—these—tests corroboratlng data from a criterion-referenced test and/or
aec@jted pro@edures can be used to support the medical necessity of services. (For
a list of accepted tests, refer to Section 214.410 of the Occupational, Physical, and

Speech-i_aflguag e Therapy Services Manual.)

4" yQIEE. Due to the high incidence of medical factors that contribute to voice
devigtions, a medical evaluation is a requirement for eligibility for voice therapy.

Eligibility for voice therapy will be based upon a medical referral for therapy and a
functional profile of voice parameters that indicates a moderate or severe
deficit/disorder.

5. FLUENCY: At least one (1) norm-referenced, standardized test with good reliability
and validity, and at least one (1) supplemental tool to address affective-effective
components.

Eligibility for fluency therapy will be based upon an SS of -1.5 SD below the mean or
greater on the standardized test.

6. ORAL MOTOR/SWALLOWING/FEEDING: An in-depth, functional profile of oral
motor structures and function.
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291.000

Eligibility for oral-motor/swallowing/feeding therapy will be based upon an in-depth
functional profile of oral motor structures and function using a thorough protocol (e.g.,
checklist, profile) that indicates a moderate or severe deficit or disorder. When
moderate or severe aspiration has been confirmed by a videofluoroscopic swallow
study, the patient can be treated for pharyngeal dysphagia via the recommendations
set forth in the swallow study report.

7. All subtests, components, and scores-must be reported for all tests used for eligibility
purposes.

8. When administration of standardized, norm-referenced instruments is inappropriate,
the provider must submit an in-depth, functional profile of the child’s communication
abilities. An in-depth functional profile is a detailed narrative or description of a
child's communication behaviors that specifically explains and pstﬁfes the following:
a. The reason standardized testing is mappropnate forthis child;;

b.  The communication impairment, including specnf c sk“flis and deﬁmts and

C. The medical necessity of therapy.
Supplemental instruments from Accepted Tests for Speechais.anguage Therapy may
be useful in developing an in-depth functional profile.

9. Children (birth to age twenty-one (21)) receiving servnces outside of the schools must
be evaluated annually.

10. Children (birth to twenty-four (24) mnths) in the Early titervention Day Treatment

(EIDT) Child-Health-Management Services{CHMS)-Program must be evaluated

every six (6) months.

11. Children (age three (3) to theng-oge ,211) receiving services within schools as part
of an Individual Program Plan Q?P% or an E{\\dwfdugl Education Plan (IEP) must have
a full evaluation every ﬁa{es\(_)_years however, an annual update of progress is
required.

12. Children (ageﬁree (3) to twenty-one (21)) receiving privately contracted services,
apart from or in acjdiiloa to-thesewithin the schools, must have a full evaluation

annually.
13. 1Q scores are required for-all children who are school age and receiving language
therapy, Exception: IQ scerés are not required for children under ten (10) years of

age.
¥ ‘ .
Pro'gffess’i\lotes %

1. Geﬁlld’s nameg

-2 D\te of service::
3. Time in and time out of each therapy session.;

4> Objéciives addressed (should coincide with the plan of care):;

5. A description of specific therapy services provided daily, and the activities rendered
during each therapy session, along with a form of measurement:;

Progress notes must be legible:;
Therapists must sign each date of the entry with a full signature and credentials-; and

Graduate students must have the supervising speech-language pathologist co-sign
progress notes.

Introduction to Billing #4-074-1

ml?
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Physician/Independent Lab/CRNA/Radiation Therapy Center providers use the CMS-1500 form
to bill the Arkansas Medicaid Program on paper for services provided to eligible Medicaid
beneficiaries. Each claim may contain charges for only one (1) beneficiary.

Section lll of this manual contains information about ProviderElestronic-Solutions(PES)and

other-available options for electronic claim submission.

292.210 National Place of Service Codes 7-1-0734-1-

Electronic and paper claims now require the same National Place of Service code.

Place of Service POS Codes
Inpatient Hospital 21
Outpatient Hospital 22

Doctor’s Office 11

Patient's Home 12
Ambulatory Surgical Center 24

Day Care Facility or BEFSS-ADDT Facility 9949
Nursing Facility 32

Skilled Nursing Facility 31

Other Locations ; 99
Independent Laboratory ; ' 81

End Stage Renal Disease Ir;egtf;ent Facility 65
Emergency Room % 23

Inpatient Psychiatric Facility 51

292.440 Anesthesia Services H-4474-1-

20

Anesthesia procedure codes (00100 through 01999) must be billed in anesthesia time.
Anesthesia modifiers P1 through P5 listed under Anesthesia Guidelines in the CPT must be
used. When appropriate, anesthesia procedure codes that have a base of four (4) or fewer are
eligible te be billed with a second modifier, “22,” referencing surgical field avoidance.

< e -

Reimbursement for use and administration of local or topical anesthesia is included in the
primary surgeon’s reimbursement for the surgery that requires such anesthesia. No modifiers or
time may be billed with these procedures.

A. Electronic Claims

PES-ereElectronic claims submission may be used unless attachments are required.

B. Paper Claims

If paper billing is required, enter the procedure code, time, and units as shown in Section
292.447. Enter again the number of units (each fifteen (15) minutes of anesthesia equals
one (1) time unit) in Field 24G. (See cutaway section of a completed claim in Section
292.447)
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Section I

C. The following CPT procedure codes for hysterectomies and abortions must be billed on
CMS-1500 paper claims because they require attachments or documentation.

Procedure
Code Description Documentation Required
00800 Anesthesia for procedures on On females only, required to name each

lower anterior abdominal wall;
not otherwise specified

procedure done by surgeon in
“Procedures, Services, or Supplies”
column.

Example -

1. colon resection - ~

2. lysis of adhesions -

3. appendectomy

00840

Anesthesia for intraperitoneal
procedures in lower abdomen,
including laparoscopy; not
otherwise specified

On femalges only, tequired to name each
procedure dane by surgeon in
“Procedures, Services, or Supplies”
column. This code may not be used to
bill Arkansas Medicaid for-any
hysterectomy anesthesia.

00846

Radical hysterectomy

Acknowledgement of Hysterectomy
Information {(DMS-2606)

View of print form DMS-2606 and
instructions for completion.

00848

) T
Pelvic exenteration

Operative Report

00922

Anesthesia fof procedurés an
male genitatia (including open
urethraf procedures}; seminal
vessels

ﬁﬁeréﬁve Report

00940

Anesthesia for vaginal =~ -
procedures (ineluding biopsy of
‘fabia, vagina, cervix or
endometrium); not 6therwise

Required to name each procedure done
by surgeon in “Procedures, Services or
Supplies” column.

00944

Vaéiaaal hystere'étomy

1

Acknowledgement of Hysterectomy
Information (DMS-2606)

01962

Aneétbesia for urgent
hysterectomy following delivery

Acknowledgement of Hysterectomy
Information (DMS-2606)

01963

Anesthesia for cesarean
hysterectomy without labor
analgesia/anesthesia care

Acknowledgement of Hysterectomy
Information (DMS-2606)

01965

Anesthesia for incomplete or
missed abortion procedure

Procedure requires the following ICD
diagnosis code (View ICD Codes.). Any
other diagnosis billed with this procedure
code requires paper billing and
documentation to justify the procedure

01966

Anesthesia for induced
abortions. Use for billing
anesthesia services for all
elective, induced abortions,
including abortions performed
for rape or incest.

Certification Statement for Abortion
(DMS-2698). (See Sections 251.220,
261.000, 261.100, 261.200, and 261.260
of this manual.) View or print form
DMS-2698 and instructions for

completion.
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Procedure

Code Description Documentation Required

01999 Unlisted anesthesia Procedure Report
procedure(s)

D. Anesthesiologist/anesthetists may bill procedure code 00170 for any inpatient or outpatient
dental surgery using place of service code “24,” “21,” “22", or “11,” as appropriate. This
code does not require Prior Approval for anesthesia claims.

E. A maximum of seventeen (17) units of anesthesia are allowed for a vaginal delivery or
Cesarean Section. Refer to Anesthesia Guidelines of the CPT book fer procedure codes
related to vaginal or Cesarean Section deliveries. Only one (1) anesthesia service is
billable for Arkansas Medicaid as the anesthesia for a delivery, The anesthesia service
ultimately provided should contain all charges for the anestheSIa» No add-on-codes are

payable.

-l
[}

292.910 National Drug Codes (NDCs) 11-4-154-

|

Effective for claims with dates of service on or after Janua?’y 1, 2008, Arkansas Medicaid
implemented billing protocol per the Federal Deficit Reduction Act of 2005. . This explains policy
and b|II|ng protocol for providers that submit claszns for drug HCP’CS?GPT codes with dates of
service on and after January 1, 2008.

The Federal Deficit Reduction Act of 2005 mandates that Arkansas Medicaid require the
submission of National Drug Codes (NDCs) on claims submitted with Healthcare Common
Procedure Coding System, Level H/Current Procedural Terminology, 4" edition (HCPCS/CPT)
codes for drugs administered. Ihe\ﬁurpose Qf this requirement is to assure that the State
Medicaid Agencies obtain a febate from those manufacturers who have signed a rebate
agreement with the Centefs fgr Medlca;g and Medicaid Services (CMS).

A. Covered Labelers

Arkansas Medicaid, by statute, will only pay for a drug procedure billed with an NDC when
the pharmaceutical labeler of that drug is a covered labeler with Centers for Medicare and
Medicaid Services (CMS). A “covered labeler” is a pharmaceutical manufacturer that has
entered.into a federal rebate agreement with CMS to provide each Sstate a rebate for
products reimbursed by Medicaid Programs. A covered labeler is identified by the first five
(5) dlgﬁs of the NDC. To assure a product is payable for administration to a Medicaid
beneficiary, eﬁ‘mpalzg the labeler code (the first five (5) digits of the NDC) to the list of
‘cfevered iabelers Wthh is mamtamed on the DHS contracted Pharmacy vendor website

Asbmplete hstmg of “Covered Labelers” is located on the website. See Diagram 1 for an
exampie of this screen. The effective date is when a manufacturer entered into a rebate
agreement with CMS. The Labeler termination date indicates that the manufacturer no
longer participates in the federal rebate program and therefore the products cannot be
reimbursed by Arkansas Medicaid on or after the termination date.

Diagram 1
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00002 ELILILLY AND COMPANY 1111991
00003 E.R SQUIBB & SONS, INC 11111991
00004 HOFFMARNN-LA ROCHE 11111991
00005 LEDERLE LABORATORIES 1/1/1891
00006 MERCK &CO., INC. 111991
00007 ' GLAXOSMITHKLINE 1/141991
00008 WYETH LABORATORIES 1771991
00003 PFIZER, INC. 1111991
00071 BECTON DICKINSON MICROBIOLOGY SYSTEMS 10A/1891 71111998
00013 -PFIZER, INC. 17111991

In-erderiFor a claim with drug HCPCS/CPT codes to be ellglble for payment, the detail
date of service must be prior to the NDC termination date. The NDC termjnation date
represents the shelf-life expiration date of the last batch produced, a&suﬁphed on the
Centers for Medicare and Medicaid Services (CMS) quarterly update T\iaédate is supplied
to CMS by the drug manufacturer/distributor.

Arkansas Medicaid will deny claim details with drug HCPCS/CPT codes with a detail date
of service equal to or greater than the NDC termination date.

& ) 3
When completing a Medicaid claim for adzi-linistering a drug, indicate the HIPAA standard
11-digit NDC with no dashes or spaces.* The 11-digit NDC is comprised of three (3)
segments or codes: a 5-digit Iabeler code; a 4-digit product code, and a 2-digit package
code. The 10-digit NDC assigned by-the FDA printed on the drug package must be
changed to the 11-digit format by msertmg a leading zero (0) in one (1) of the three (3)
segments. Below are exagnpfes of the FDA assigned NDC on a package changed to the
appropriate 11-digit HIPAA standard format.’ Diagram 2 displays the labeler code as five
(3) digits with leading zeros;, thep{@duct code és four (4) digits with leading zeros; the
package code as two @_mglts \ggtb@ui teading zeros, using the “5-4-2" format.

Diagram 2
00123 0456 78
LABELER | PRODUCT | PACKAGE
CODE CODE CODE
(5 digits) | (4 digits) | (2 digits)
LY

NDCs submitted in any configuration other than the 11-digit format will be rejected/denied.
NDCs billed to Medicaid for payment must use the 11-digit format without dashes or
spaces between the numbers.

See Diagram 3 for sample NDCs as they might appear on drug packaging and the
corresponding format which should be used for billing Arkansas Medicaid:

Diagram 3
10-digit FDA NDC on Required 11-digit NDC
PACKAGE (5-4-2) Billing Format
12345 6789 1 12345678901
1111-2222-33 01111222233

01111 456 71 01111045671
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B.  Drug Procedure Code (HCPCS/CPT) to NDC Relationship and Billing Principles

HCPCS/CPT codes and any modifiers will continue to be billed per the policy for each
procedure code. However, the NDC and NDC quantity of the administered drug is now
also required for correct billing of drug HCPCS/CPT codes. To maintain the integrity of the
drug rebate program, it is important that the specific NDC from the package used at the
time of the procedure be recorded for billing. HCPCS/CPT codes submitted using invalid
NDCs or NDCs that were unavailable on the date of service will be rejected/denied. We
encourage you to enlist the cooperation of all staff members involved in drug
administration to assure collection or notation of the NDC from the actual package used. It
is not recommended that billing of NDCs be based on a reference list,as NDCs vary from
one (1) labeler to another, from one (1) package size to another. afd from one (1) time
period to another.

Exception: There is no requirement for an NDC when billing. for va;écines_.
radiopharmaceuticals, and allergen immunotherapy.

ll. Claims Filing

The HCPCS/CPT codes billing units and the NDC quantity ¢é not always have a one-to-one
relationship.

Example 1: The HCPCS/CPT code may specify up to 75 mg of the d?ug whereas the NDC
quantity is typically billed in units, milliliters, or grams. If the patient i is provided 2 oral tablets,
one at 25 mg and one at 50 mg, the HCPCS/CPT code unit would be 1 (1 total of 75 mg) in the
example whereas the NDC quantity wbuir{ be 4 each (1 unit of the 25 mg tablet and 1 unit of the
50 mg tablet). See Diagram 4.

Diagram 4
25my  50mg \_/ 25 my tablet
W + o =7Emg g
50 mg tablet
e ?
HCPCS/CPT Code Unit =1 NDC guantity = 1 each
{1 unit of Drug A totaling 75 mg) (1 unit of a 25 mg tablet and 1 unit of a 50 mg tablet)

Example 2: Iif the drug in the example is an injection of 5 mi (or cc) of a product that was 50 mg
per 10 mi of a 10 mt single-use vial, the HCPCS/CPT code unit would be 1 (1 unit of 25 mg)
whereas the NDC quantity would be 5 (5 ml). In this example, 5§ ml or 25 mg would be
documented as wasted. See Diagram 5.

Diagram 5
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HCPCS/CPT Code Unit =1
{one 25 myg unit of Drug B)

» V- NDC Quantity = 5 for the 5 ml administered

5 ml {or cc)

Every 10 ml=50 m ini
¥ g administered Waste = 5 ml or 25 mg

(for the 5 ml or 25 mg not administered)

A.  Electronic Claims Filing — 837P (Professional) and 8371 (Outpaﬁeﬁt)

Procedure codes that do not require paper billing may be bﬁtg& elec’tfeﬁacally Any
procedure codes that have required modifiers in the past will coptinue tej'EqUIre modifiers.

Arkansas Medicaid requires providers using electrenie claims filing tfirough the provider

portal ProviderElectronic-Selutions{PES} o use the required NDC format when billing
HCPCS/CPT codes for administered drugs.

B. Paper Claims Filing — CMS-1500 ! é
Arkansas Medicaid will require providers bllllng drug HCPCS/CPT codes including covered
unlisted drug procedure codes to use the required NDC format.

See Diagram 6 for CMS- 15‘0{1

For professional clalms, ‘CMS 15‘0 list the qlaallfer of “N4”, the 11-digit NDC, the unit of
measure qualifier (F2 < International Unit; GR -~ Gram; ML — Milliliter; UN — Unit), and the
number of units of the\adual N%DCa@(mﬁisie,red in the shaded area above detail field 24A,
spaced and arranged exac.tiy as in Diagram 6.

Each NDC whien billed _undef‘ the same procedure code on the same date of service is
defined as a “sequence.” When bjlling a single HCPCS/CPT code with multiple NDCs as
detail sequence&, the first sequgnce should reflect the total charges in detail field 24F and
total HCPCS/CPT Gode units in detail field 24G. Each subsequent sequence number
shouiﬁshnw zeros in detail fields 24F and 24G. See Detail 1, sequence 2 in Diagram 6.

The quarnitity of the NDC will be the total number of units billed for each specific NDC. See
Dam *67 first detail, sequences 1 and 2. Detail 2 is a Procedure Code that does not

assqclate{wuh the HCPCS/CPT code.

Diagram.6

Detail 1

RO amummmwmg L & | nrmmummmwa ] £ ¥ [ %; ‘;; - : = z

Sequence 1 MM 0O ¥ wMm 0D ¥V sw:e 20| CPTREPIE | _MOOIFER Ipowren | sevanops | vnn B auw | PROVEER . £ £

Ng 12335676912 UN 100 | xseTes |3

Sequence2 (030t |07 08 o1 Jo7 41 | lzeas | | 1 [ |9 | 2sieo| 1 | [&7 8

o N4 01111222233 UN 100 . Jeaameren | £

ogiorjozjostorfor(ean | fzwes | 1 | | |4 ! olw| o o =

ECnT o T
ostoiJozjie | Jeeess 1 1 4 | 44 ] ssionl 1

N
. { ; 3
Sequence 1 403}01 ] 07 jos jo1 107 11| | =7 1| 3sjo0p 1 | 4’:"7‘* --------------- £
k = L ke L2 A ,
el e T R B AT IR W 5 S
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Procedure Code/NDC Detail Attachment Form - DMS-664

For drug HCPCS/CPT codes requiring paper billing (i.e., for manual review), complete every field
of the DMS-664 “Procedure Code/NDC Detail Attachment Form.” Attach this form and any other
required documents to your claim when submitting it for processing. See Diagram 7 for an
example of the completed form. Section V of the provider manual includes this form.

Section |l

Diagram 7

De;all l Seql;ence NDC PI;V(I’: d(i:f?::'e ] Drug Name/Dose/Route Wasted
1 1 1]2)3lals]e|7]8]al1/2] z1234 ABC drug/25 MG/Cral 0

1 2 ol1l1l1|1]2]2/2|2|3 3| 71234 XYZ drug/50 MG/Oral 0
3 1 4/4/4/4|4|5|5|5|5/0|6| 26789 PRQ drug/5 ML/IV 5 ML

lll. Adjustments

Paper adjustments for paid claims filed with NDC numbeﬁsﬁwl not be aceepted. Any original
claim will have to be voided and a replacement claim will n%ei to be filed. Providers have the
option of adjusting a paper or electronic claim electronically. *

IV. Remittance Advices

|
Only the first sequence in a detail will be displayed on the remlttance advice reflecting either the
total amount paid or the denial EOB(s) for.the detall

V. Record Retention

Each provider must retain ali records for five (5) Yéars from the date of service or until all audit
questions, dispute or review 1ssues appeal heanng\s investigations, or administrative/judicial
litigation to which the recordsmay relate are concluded, whichever period is longer.

At times, a manufacturer may question the invoiced amount, which results in a drug rebate
dispute. If this ochau may be contacted requesting a copy of your office records to include
documentation pertaining-to the billed HCPCS/CPT code. Requested records may include NDC
invoices showing purechase ofdrﬂg*s and documentation showing what drug (name, strength, and
amount) was admlnlstereﬁ and on what date, to the beneficiary in question.

See Section 292.950 for additional information regarding drug code billing.
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TOC required

241.000 Introduction to Billing 7-1-074-1-

IS

Podiatrist providers use the CMS-1500 form to bill the Arkansas Medicaid Program on paper for
services provided to eligible Medicaid beneficiaries. Each claim may contain charges for only

one (1) beneficiary.

Section IlI of this manual contains information about ProviderElectronic-Selutiens {(PES)and

other-available options for electronic claim submission.

242.450 National Drug Codes (NDCs)-Billing Protocols 745-114-1-

o

Effective for claims with dates of service on or after January 1, 2008 Arkansas Mé&dicaid
implemented billing protocol per the Federal Deficit Reduction Act of 2005. Thig explains policy
and billing protocol for providers that submit claims for drug HCPES/CPT cades with dates of

service on and after January 1, 2008.

The Federal Deficit Reduction Act of 2005 mandates that Arkansas Medigaid require the
submission of National Drug Codes (NDCs) on claims submitted with Healthcare Common
Procedure Coding System. Level ll/Current Procedural Termingiogy, 4t edition (HCPCS/CPT)
codes for drugs administered. The purpose ofithis requirement isito assure that the State
Medicaid Agencies obtain a rebate from those manufacturersawho have signed a rebate

agreement with the Centers for Medicare and Medicaid Services (CMS).

A. Covered Labelers

ey
L

is a pharmaceutical manufacturer that has
MS to provide each State-state a rebate for

products reimbursed by Medicaid Progrm A covered labeler is identified by the first five
(5) digits of the NDC. To assure a produttis payable for administration to a Medicaid
beneficiary, cdm e the labeler code (the first five (5) digits of the NDC) to the list of
covered Iab§é¢s is mah‘med on the Arkansas-Medicaid DHS contracted

webS|te See Dlagram 1 for an
example th% §cre§§a The effectlve date is when a manufacturer entered into a rebate
jreementwith"€MS. The Labeler termination date indicates that the manufacturer no
germi%pates in the federal rebate program and therefore the products cannot be
burseéby Arkansas Medicaid on or after the termination date.
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00002
00003
00004

ELI LILLY AND COMPANY 1/1/1991
E.R. SQUIBB & SONS, INC 11141991

'HOFFMANN-LA ROCHE 14141991

fLEDERLE'LAEIORATDRIES 11141991

‘MERCK & CO., INC. 1!1."1991
‘GLAXOSMITHKLINE 1141991

WYETH LABORATORIES 1141991

‘PFIZER, INC. 111991 o
'BECTON DICKINSON MICROBIOLOGY SYSTEMS 10/1/1991 7/1/1998

PFIZER, INC. 1/1/1981

in-erderfFor a claim with drug HCPCS/CPT codes to be el |ble o paymgiﬁ the detail
date of service must be prior to the NDC termination date «Fhe NDEC termj

represents the shelf-life expiration date of the last batch produced, aswplled on the
Centers for Medicare and Medicaid Services (CMS) quarterly ugtate. Thedate is supplied
to CMS by the drug manufacturer/distributor. & x

Arkansas Medicaid will deny claim details with drug GS/ICPT coé@ with a detail date
of service equal to or greater than the NDC termination’ )

When completing a Medicaid claim for administering a-dtug, indiegte the HIPAA standard
11-digit NDC with no dashes or spaces. The 11-digit NDC is comprised of three (3)
segments or codes: a 5-digit labgler codg,ia 4-digit product code, and a 2- -digit package
code. The 10-digit NDC assigned @ethe FDA printed on the drug package must be
changed to the 11-digit format by insestifig a Teading.ze¥o_(0) in one (1) of the three (3)
segments. Below are exdipptes of the FDA assigned NDC on a package changed to the
appropriate 11-digit H@&A standard format. Diagram 2 displays the labeler code as five
(5) digits with leading zeros; the product code & four_(4) digits with leading zeros; the
package code as two tZ]. digits ¢ Mng zeros, using the “5-4-2” format.

-
d
A

Diagram 2

2 00123 0456 78
“LABELER | PRODUCT | PACKAGE
CODE CODE CODE
(6 digits) | (4 digits) | (2 digits)

&

m submitted in any configuration other than the 11-digit format will be
cted/denied. NDCs billed to Medicaid for payment must use the 11-digit format
m&hout dashés or spaces between the numbers.

See Diagram 3 for sample NDCs as they might appear on drug packaging and the
corresponding format which should be used for billing Arkansas Medicaid:

Diagram 3

10-digit FDA NDC on PACKAGE Required 11-digit NDC
(5-4-2) Billing Format
12345 6789 1 12345678901
1111-2222-33 01111222233
01111 456 71 01111045671

Drug Procedure Code (HCPCS/CPT) to NDC Relationship and Billing Principles
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HCPCS/CPT codes and any modifiers will continue to be billed per the policy for each
procedure code. However, the NDC and NDC quantity of the administered drug is now
also required for correct billing of drug HCPC/CPT codes. To maintain the integrity of the
drug rebate program, it is important that the specific NDC from the package used at the
time of the procedure be recorded for billing. HCPCS/CPT codes submitted using invalid
NDCs or NDCs that were unavailable on the date of service will be rejected/denied. We
encourage you to enlist the cooperation of all staff members involved in drug
administration to assure collection or notation of the NDC from the actual package used. It
is not recommended that billing of NDCs be based on a reference list, as NDCs vary from
one (1) labeler to another, from one (1) package size to another, and from one (1) time

period to another.

Exception: There is no requirement for an NDC when billing for vaaﬁﬁ“&s n
radiopharmaceuticals, and allergen immunotherapy. p &

Il. Claims Filing Y ‘;,,1

f‘ A Y .

The HCPCS/CPT codes billing units and the NDC quantity do not‘ﬁways hav@a one-to-one
relationship. ‘,

Example 1: The HCPCS/CPT code may specify up to 75 mg:of the drug v&areas ‘the NDC
quantity is typically billed in units, milliliters or grams. If the aglient is provided 2 oral tablets, one
at 25 mg and one at 50 mg, the HCPCS/CPT code unit would 1 (1 total of 75 mg) in the
example whereas the NDC quantity would be;ﬂ each (1 unit oft ng fablet and 1 unit of the

50 mg tablet). See Diagram 4.

Diagram 4
25mg  50mg V 25 mg tablet
o + O =75mg "
50 my tablet
o ?
HCPCS/CPT Code Unit =1 WNDC guantity = 1 each

(1 unit of Drug A totaling 75 mg) (1 unit of 3 25 mg tablet and 1 unit of a 50 my tablet)

Tl E
Example 2: ﬁth&;&ug i}kﬁe example is an injection of 5 ml (or cc) of a product that was 50 mg
ﬁé? 10 ml of & 10 mi single-use vial, the HCPCS/CPT code unit would be 1 (1 unit of 25 mg)
ereg: the NBEC quaptity would be 5 (5 ml). In this example, 5 ml or 25 mg would be
ted &ngste See Diagram 5.

dott,
Dlagram 5. - 4
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HCPCS/CPT Code Unit = 1
(one 25 mg unit of Drug B)

,/" NDC Quantity = 5 for the 5 ml administered

v

5 ml (or cc)

Every 10ml=50m ini
¥ g administered Waste = 5 ml or 25 mg

(for the 5 ml or 25 mg not administered)

A. Electronic Claims Filing — 837P (Professional) and 8371 (Outpatient)

Procedure codes that do not require paper billing may be billed eleatronicglly. Any
procedure codes that have required modifiers in the past will contmy& to remﬁre modifiers.

Arkansas Medicaid will-requires providers using Wﬂ&-@é&)
electronic filing through the Provider Portal to use the req‘hm NDC format when billing

HCPCSI/CPT codes for administered drugs.

P?pwala‘ms Fﬂlng CMS-1500 and CMS-1450 (UB-04)

Aﬁ@ﬁsas Medlcald will require providers billing drug HCPCS/CPT codes including covered
unlisted drug procedure codes to use the required NDC format.

See Diagram 6 for CMS-1500 and Diagram 7 for CMS-1450 (UB-04).

CMS-1500

For professional claims, CMS-1500, list the qualifier of “N4”, the 11-digit NDC, the unit of
measure qualifier (F2 - International Unit; GR - Gram; ML - Milliliter; UN - Unit), and the
number of units of the actual NDC administered in the shaded area above detail field 24A,
spaced and arranged exactly as in Diagram 6.

Each NDC, when billed under the same procedure code on the same date of service is
defined as a “sequence”. When billing a single HCPCS/CPT code with multiple NDCs as
detail sequences, the first sequence should reflect the total charges in the detail field 24F




1 Podiatrist Section Il

and total HCPCS/CPT code units in detail field 24G. Each subsequent sequence number
should show zeros in detail fields 24F and 24G. See Detail 1, sequence 2 in Diagram 6.

The quantity of the NDC will be the total number of units billed for each specific NDC. See

' Diagram 6, first detail, sequences one (1) and two (2). Detail 2 is a Procedure Code that
does not require an NDC. Detail 3, sequence one (1) gives an example where only one (1)
NDC is associated with the HCPCS/CPT code.

Diagram 6

Detail 1 SEOA GATGM F MERVCE, LB | € |P »RoSEcamcs, comachs, On sapmi s LR v
Fragm To Pz FEAphn DRGNS
Seguence 1 M OO Yy mu D ¢v [iowE| ewvo | CPEMORCE | MOCIFER | BONTER | 3 chARGES

1|4 238678012 ON 100
Sequence 2 U8 |01 |07 jog o1 107 R < = T I R A Bt

qunwmsauu o
} z1234 S A R |

loz {01 {07 Jog to1 lo7 f11 | 1]
et ,
:03 o1 |o7 los %slnuﬁ Jo o desez | f 1 e b

B Rt

Sequence 1 os o1 .07 08 m 207 11 &789 b ]
A L. | O S S . | e

s 110ttt Lttt

CMS-1450 (UB-04) ) f# .

| For institutional outpatient claims on theg‘QMS 1450 {UB@4)‘
(Description) to list the qualifier of “N4”, the 11-digit N{3C
- International Unit; GR - Gram; ML - MI|§§!6I‘ UN - Uit), and number of units of the actual

l NDC administered, spaced, and mnge&&xactly as in Diagram 7.

Each NDC, when billed under the san'§ procedure ceﬁe on the same date of service is
defined as a “sequence?. Whening a single HCPCS/CPT code with multiple NDCs as
detail sequences, the figst sequenge shouldiréflect the total charges in the detail locator
field 47 and total HCPES/CPT €agle units in lseator field 46. Each subsequent sequence
number should show zerosga ator fields#6 and 47. See Detail 1, sequence 2 in

Diagram 7.
€

The quantltim?he NBIC will b‘&\?@ total number of units billed for each specific NDC. See
Diagram 7, fi rslédeta sedue) 'ces:f and 2. Detail 2 is a Procedure Code that does not
req@ré an NDG, Detgi#3, sequénce 1 gives an example where only one (1) NDC is

d with CS/CPT code.

A
Diagraigj'kz .
N W
' Detail 1 - o N

Seauence | ARIGH D8R R KR P e P T ST S 15 S RSP |§
10636 N4 12345678912 UN 100 1731 OTmI7a7 | | 2500 .
8

. s 0636 N4 01111222233 UN 1.00 | 11234 ﬁﬂfﬁ’;mﬁ 0 000 I
Dezj2 0305 Hemogram I 85025 0801407 1 I 55“33{ ! i

Sewee1 Y0636 N4 44444555506 UN 5.00 16789 0861107 1 l 21,}1]9?
n | | )
ail 3

Procedure Code/NDC Detail Attachment Form - DMS-664

3

For drug HCPCS/CPT codes requiring paper billing (i.e., for manual review), complete every field
of the DMS-664 “Procedure Code/NDC Detail Attachment Form.” Attach this form and any other
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required documents to your claim when submitting it for processing. See Diagram 8 for an
example of the completed form A copy of form DMS- 664 is attached and may be copled for

claim submission.

manaat—vatt—be—updated—te—mck&de—thrs—ﬁemq— Vlew or prmt form DMS 664 and mstructlons for
completion.

Diagram 8

De;ail | Seqt;ence NDC F;'r\:g dci:f?::e Drug Name/Dose/Route Wasted
1 1 1/2/3/4al5]6/7[8l0o]1]2] z1234 ABC drug/25 MG/Oral 0

1 2 0111 1/2]2/2]2]3[3]| 71234 XYZ drug/50 MG/COral 0
3 1 4/4/4/4/4/5|5|5 5 0|6 z6789 PRQ drug/5 ML/IV 5 ML
lll. Adjustments

Paper adjustments for paid claims filed with NDC numbers will not be ageepted. Aqy original
claim will have to be voided and a replacement claim will peed to be filed: Provid&fs have the
option of adjusting a paper or electronic claim electronically. = ¥
IV. Remittance Advices k, N

E s"
Only the first sequence in a detail will be dlsplgged on the ré@ﬁance advice reflecting either the
total amount paid or the denial EOB(s) for the detail.

V. Record Retention

Each provider must retain all records for five (8) years from the date of service or until all audit
questions, disputes or reviewfissues, appeal hearings. investigations. or administrative/judicial
litigation to which the recofds may relate are concluded, whichever period is longer. At times, a
manufacturer may question the invoiced amount, which results in a drug rebate dispute. If this
occurs, you may be contacted reguesting a copy'of your office records to include NDC invoices
showing the purch@se of drugs angidocumentation showing what drug (name, strength, and
amount) was admtmstered and on what date. to the beneficiary in question.

Section Il
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ARKANSAS MEDNCAID

DESI NDCs (non-payable) associated with HCPCS/CPT Codes

For flqi:tller infomiaﬁon -- please contact EDS I5harm_a_¢y Help Desk -- 1-_1_300-]07-3854

Last Updated 10 15 2007
NDC DESI Diug Begin Date Druqg Label Name Drug Manufacturer Name |HCPCS/CPT
00009025302 1141742003 DEPO-TESTADIOL VIAL PHARMACIA/UPJHN J1060
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TOC not required

241.000 Introduction to Billing 410841~
2

o

Podiatrist providers use the CMS-1500 form to bill the Arkansas Medicaid Program on paper for
services provided to eligible Medicaid beneficiaries. Each claim may contain charges for only

one (1) beneficiary.

Section lll of this manual contains information about PreviderElestronic-Selutions(PES)-and

other-available options for electronic claim submission.
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TOC not required

241.000 Introduction to Billing 8-1-084-1

sk

Prosthetics providers use the CMS-1500 form to bill the Arkansas Medicaid Program on paper
for services provided to eligible Medicaid beneficiaries. Each claim may contain charges for only

one (1) beneficiary.

Section Ill of this manual contains information about Provider Electrenic-Solutions {RPES)-and

other-available options for electronic claim submission.

242.401 National Drug Codes (NDCs)

Effective for claims with dates of service on or after January 1, 2€ insas,
implemented billing protocol per the Federal Deficit Reduction Ac 3005 Tﬁs explains policy

and blllmg protocol for providers that submit claims for drug HCPCS/GPT. codéthh dates of
service on and after January 1, 2008.

The Federal Deficit Reduction Act of 2005 mandates that Arkansas Medlca& require the
submission of National Drug Codes (NDCs) on claims submitted with Heg& Care Common
Procedure Coding System, Level II/Current Prégedural Terminology, 4 edition (HCPCS/CPT)
codes for drugs administered. The purpose of this requnremw% is to assure that the State
Medicaid Agencies obtain a rebate from those manufacturars who have signed a rebate

agreement with the Centers for Medlcés:e%gnd M%glcald Services (CMS).
EL Ry

A.  Covered Labelers il Ny 4
Arkansas Medicaid, b ﬁ@étute V\gﬁonly r a drug procedure billed with an NDC when
the pharmaceutical ler of that ﬁlrug is a red labeler with Centers for Medicare and

Medicaid Services (CM8). A ‘“éoveret iabeler is a pharmaceutical manufacturer that has
entered mto a federal rebate @greemeﬁ%ﬁ%h CMS to provide each Sstate a rebate for

fib. rsed by Megitaid Programs. A covered labeler is identified by the first five
To assuwéa product is payable for administration to a Medicaid

beneficiary, ceﬁnpar‘%ﬁté Labele@@de (the first five (5) digits of the NDC) to the list of
covd Iabele§ whls?a s &@@med on the DHS contracted Pharmacy vendor website

ﬁ"
A coMe"iQ&tmg%ﬁ‘Covered Labelers” is located on the website. See Diagram 1 for an
example of tis scréem. The effective date is when a manufacturer entered into a rebate
_\ ggreeméggwnh%ag‘ The Labeler termination date indicates that the manufacturer no
longer parksi pate§ in the federal rebate program and therefore the products cannot be
'@mbu T y Arkansas Medicaid on or after the fermination date.

Diagram 1
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ELI LILLY AND COMPANY 14141991

00002 COMPAN

00003 E.R. SQUIBE & SONS, INC 111991

00004 'HOFFMANN-LA ROCHE 14141991

00005 LEDERLE LABORATORIES 111715991

00006 MERCK & CO., INC. 1171991

00007  GLAXOSMITHKLINE 1/1/1991

00008 WYETH LABORATORIES 1111991

00009  PFIZER, INC. 14171991

00011 BECTON DICKINSON MICROBIOLOGY SYSTEMS 10/1/1991 7111998
00013 PFIZER, INC. 111991

in-erderfFor a claim with drug HCPCS/CPT codes to be eligible f8r payment: the detail
date of service must be prior to the NDC termination date : NDG tenh:

tion date
represents the shelf-life expiration date of the last batch produced, assupplied on the

Centers for Medicare and Medicaid Services (CMS) quarterly u@@&;e ﬁ@xate is supplied
to CMS by the drug manufacturer/distributor.

of service equal to or greater than the NDC termination dg&

When completing a Medicaid claim for ag
‘ 11-digit NDC with no dashes or spaces. §
segments or codes: a 5-digit labgler code

code. The 10-digit NDC assigned iswhe @

| changed to the 11-digit format by insegt

K| L N er
Arkansas Medicaid will deny claim details with drug HGPCS/CPT co&e§ with a detail date

¥

inistering aftug, indieate the HIPAA standard
e 11-digit NDC is comprised of three (3)
a 4-digit product code, and a 2-digit package
p@nted on the drug package must be

segments. Below are exémples of the‘F aSS|gned NDC ona package changed to the
appropriate 11-digit HIBAA standafd format. Diagram 2 displays the labeler code as five

l (5) digits with leadi

v

Diagram 2

06123 0456 | 78
LABELER | PRODUCT | PACKAGE
CODE CODE CODE
5 digits) | (4 digits) | (2 digits)

%

rtéxeros the@goduct cod@& four _(_) digits with Ieadlng zeros; the
package code as two {2kdigits without

B ] sub&utted ﬁ%any configuration other than the 11- d|g|t format WI|| be rejected/denied.

correpondmg format which should be used for billing Arkansas Medicaid:

Diagram 3

10-digit FDA NDC on PACKAGE

Required 11-digit NDC
(5-4-2) Billing Format

12345 6789 1 12345678901
1111-2222-33 01111222233
01111456 71 01111045671

B. Drug Procedure Code (HCPCS/CPT) to NDC Relationship and Billing Principles
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HCPCS/CPT codes and any modifiers will continue to be billed per the policy for each
procedure code. However, the NDC and NDC quantity of the administered drug is now
also required for correct billing of drug HCPCS/CPT codes. To maintain the integrity of the
drug rebate program, it is important that the specific NDC from the package used at the
time of the procedure be recorded for billing. HCPCS/CPT codes submitted using invalid
NDCs or NDCs that were unavailable on the date of service will be rejected/denied. We
encourage you to enlist the cooperation of all staff members involved in drug
administration to assure collection or notation of the NDC from the actual package used. It
is not recommended that billing of NDCs be based on a reference list, as NDCs vary from
one (1) labeler to another, from one (1) package size to another, and from one (1) time
period to another.

Exception: There is no requirement for an NDC when billing for v:(a;éjes,i
radiopharmaceuticals, and allergen immunotherapy. ¢

Il. Claims Filing

N - Nf
The HCPCS/CPT codes billing units and the NDC quantity do not“ﬁmys hma one-to-one
relationship. ) . i,
Example 1: The HCPCS/CPT code may specify up to 75 figuof the drug whereas the NDC

2 oral tablets, one
of 75 mq) in the
ablet and 1 unit of the

quantity is typically billed in units, milliliters or grams. If the'gatient is prov
at 25 mg and one at 50 mg, the HCPCS/CPT code unit would tig 1 (1 tot )
example whereas the NDC quantity would be 1 each (1 unit of the
50 mg tablet). See Diagram 4.

Diagram 4
25 mg 50 mg o’ 25 mgtablet
w + O =75my ®
~— 50 mg tablet
T g
HCPCS/CPT Code Unit =1 NDC guantity = 1 each
(1 unit of Drug A totaling 756 mg) (1 unit of a 25 mg tablet and 1 unit of a 50 mg tablet)

Example 2: I the drug injhe example is an injection of 5 ml (or cc) of a product that was 50 mg
‘@@t 10 ml of @ "PQ mi single-dse vial, the HCPCS/CPT code unit would be 1 (1 unit of 25 mg)
» NBE quaglity would be 5 (5 ml). In this example, 5 ml or 25 mg would be
asted. See Diagram 5.

5
Diagram8 -
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HCPCS/CPT Code Unit =1
{one 25 my unit of Drug B)

> V- NDC Quantity = 5 for the 5 ml administered

5 ml (or cc)

Every 10mi=50m inistered
y g administere Waste =5 ml or 25 my

(for the 5 ml or 25 mg not administered)

P

3

A.  Electronic Claims Filing — 837P (Professional) and 837l (Outpéﬁeﬁl}
p 4

g,
electronieally. Any
ntinue ﬁfgquire modifiers.

Procedure codes that do not require paper billing may be bl
procedure codes that have required modifiers in the past will

format whefbilling HCPCS/CPT

Arkansas Medicaid requires providers using ~Elee
filing through the Provider Portal to use the required 1@@
codes for administered drugs.

HETE
<

B.  Paper Claims Filing — CMS-1500 £
b

Arkansas Medicaid will require providers billing drug HCPCS/CPT codes including covered
unlisted drug procedure codes to uge thg required NDC format.

1 S 2 e
See Diagram 6 for CMS-1508. Ay i TR
For professional claim$, 5MS-15§§, list the @&gliﬁer of “N4”, the 11-digit NDC, the unit of
measure qualifier (2 ~ International Unit; GR > Gram; ML - Milliliter; UN — Unit), and the
number of units of the al NDC admifistered in the shaded area above detail field 24A,
spaced and arranged ex‘a@ﬁy as in Diagram 6.

Each NDC whendjiled underthé& same procedure code on the same date of service is
defined as a "séquenee.” When bilting a single HCPCS/CPT code with multiple NDCs as
detait sequences, the'fis usnce should reflect the total charges in detail field 24F and
total HOCRCS/CRT €ode units in detail field 24G. Each subsequent sequence number
shouﬁ;ﬁé@l zerog in detail fields 24F and 24G. See Detail 1, sequence 2 in Diagram 6.

,The qu ity of the NDC will be the total number of units billed for each specific NDC. See
~Diagram’6, first-g&tail, sequences 1 and 2. Detail 2 is a Procedure Code that does not
j I'NDC. Detail 3, sequence 1 gives an example where only one (1) NDC is

“iequwanﬁ
“agsociated with the HCPCS/CPT code.
Diagrein, 6

2 N4pﬂ11222233 UN 400 .
0 0 | |em
i

wsfotforiosfor foron | lzizss | | § | 14 | olw| o | [ "
2l e BN T
t os 1L beees o} & 1 i1 L smwoo] 1 | [w]
1

boomsfn FFGEL IX wn e s

EATER OF 000K, o | @ TROCIIURES, sOES On SoprULe € “ﬁ '._.“ b PO, §

nye| ens | coTAGRES | MEOFEN |operen | somences | uns || cos sveeAT ¢ |

1 AZUNTD0 . |.. | 2T s
Sequerce2 (0801 (0708 [01 jor |11 | lzesa | | | | i1 | 2sio0f 1 | [ia] -
1R T

0

b

...................

}fn L7 o Py o ,'«r: B0 :
Sequence 1 4§2§J~°1—L 7 iasiﬂll_' ] 07411 | 1§ ?733 | B _.,i.....,._.sf' L e | S

S T O T N N TN S 3 it iz
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Procedure Code/NDC Detail Attachment Form—DMS-664

For drug HCPCS/CPT codes requiring paper billing (i.e., for manual review), complete every field
of the DMS-664 “Procedure Code/NDC Detail Attachment Form.” Attach this form and any other
required documents to your claim when submitting it for processing. See Diagram 7 for an
example of the completed form. Section V of the provider manual includes this form.

Diagram 7
De’:ail ' Seql;’ence NDC P';:oc d(i:f.i)e?-e Drug Name/DoselRoute Wasted
1 1 112/3lals/6l7 8[0]1]2] 21234 ABC drug/25 MG/Oral 0
1 2 0/ 11 f1]1]2/2[2]2|3 3| 71234 XYZ drug/50 MG/Oral 0
3 1 | 4/4|4|4|4 5|5|5|5|0]|6]| 26789 PRQ drug/5 ML/IV 5 ML
| | |
lll. Adjustments

& R )
Paper adjustments for paid claims filed with NDC numbers will E@%ee acce&d. Any original
claim will have to be voided and a replacementtlaim will need te be filed: Providers have the
option of adjusting a paper or electronic claim @%ectronlcally i

IV. Remittance Advices

Only the first sequence in a detail will begﬁ&plé@ on the remittance advice reflecting either the
total amount paid or the denial E@@@\for ﬂj@ﬂﬁtall —

V. Record Retention & T

Each provider must retain all secords E&'@e(@ years from the date of service or until all audit
questions, dispute or review @suas%a’ppea rearings, investigations or administrative/judicial
litigation to which ﬂ%grecords may & ﬁelate are concluded, whichever period is longer.

At times, a manuf %FW question n§e invoiced amount, which results in a drug rebate
dispute. Ifthis occm%@you | FAgy be contacted requesting a copy of your office records to include
documen&a&n pertamning tg the billed HCPCS/CPT code. Requested records may include NDC
invoices sh Wpurcﬁa& of drugs and documentation showing what drug (name, strength and
amount) wag adriinistered and on what date, to the beneficiary in question.
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TOC required

216.100 Occupational and Physical Therapy Guidelines for Retrospective 44-1-1034-
Review for Beneficiaries Under the Age of 21 1-20

A.  Medical Necessity

Occupational and physical therapy services must be medically necessary to the treatment
of the individual's iliness or injury. A diagnosis alone is netinsufficient documentation to
support the medical necessity of therapy. To be considered medlcal Iy messary the

following conditions must be met: 4 . ﬂ
1. The services must be considered under accepted standﬁd&of prach@%to be a
specific and effective treatment for the patient’s condli;jon - A

2. The services must be of such a level of complexity orm atlémbondltlon must be
such that the services required can be safely and effecti rfoﬁﬁed only by or
under the supervision of a qualified physical &; occupational, rapls§S >

will result i i 4 meaningful
h. (See the, gﬁedlcal necessity
4

3.  There must be reasonable expectation that thet
improvement or prevent a worsening of the condr
definition in the Glossary of this mariual.)

b
B. Evaluation and Report Components z

%

To establish medical necessity, 4 éomp &nswe assessment in the suspected area of
deficit must be pen‘ormed A compﬁ%ﬁn pssment must include:

Date of evaluation:;

Child’s name and date of @?1
Diagnosis specﬁaﬁ to thefapy:.
Background mformwnﬁ mcludmg pertment medical history; and, if the child is twelve

PN

(12) i ¥s.0f age or yganger, gestational age. The child should be tested in the
child’ sﬁﬁmrﬁwﬂ? nanguad% if.not, an explanation must be provided in the evaluation.
NOTE: a&ulate a ¢hild’s gestational age, subtract the number of weeks
3? before forty (40) weeks of gestation from the chronological age.
L % Thmfore a 7-month-old, former 28-week gestational age infant has a

*corfw}ted age of four (4) months according to the following equation:
Nipnths [(40 weeks) - 28 weeks) / 4 weeks]
7 months - [(12) / 4 weeks]
7 months - [3]

4 months

5.  Standardized test results, including all subtest scores, if applicable. Test results must
be reported as standard scores, Z scores, T scores, or percentiles. Age-equivalent
scores and percentage of delay cannot be used to qualify for services-;

6. If applicable, test results should be adjusted for prematurity (less than thirty-seven
(37) weeks gestation) if the child is twelve (12) months of age or younger, and this
should be noted in the evaluation:;

7. Objective information describing the child’s gross/fine motor abilities/deficits, e.g.,
range of motion measurements, manual muscle testing, muscle tone, or a narrative
description of the child’s functional mobility skills (strengths and weaknesses)-;
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8.  Aninterpretation of the results of the evaluation, including recommendations for
therapy/minutes per week-;

9. A description of functional strengths and limitations, a suggested treatment plan, and
potential goals to address each identified problem:; and

10. Signature and credentials of the therapist performing the evaluation.

C. Interpretation and Eligibility: Ages Birth to 21

1. Tests used must be norm-referenced, standardized, and specific to the therapy

provided.

2.  Tests must be age appropriate for the child being tested. -

3.  All subtests, components, and scores must be reported for §§ Ee’"sts u&d for eligibility
purposes. b

4.  Eligibility for therapy will be based upon a score of -15 standasd devi ‘ii)ns (SD)

below the mean or greater in at least one (_)_subtes’tma or con ite scoreon a
norm-referenced, standardized test. When a -1.5 SD oﬁg&ater“& ot indicated by
the test, a criterion-referenced test along with.informed clﬂﬁ&ﬁi oplm‘g&must be
included to support the medical necessity of wlces ~ \L N

5. Ifthe child cannot be tested with a norm- referef%& standardlmg test, criterion-
based testing or a functional description of the child’s gross/finé motor deficits may
be used. Documentation of the re?son a standardaed@@ﬂot be used must be
included in the evaluation.

8. The Mental Measurement \éearboéit (MMY) |s¥ﬁ'é standard reference to determine
reliability and validity. Refer@ “Ac@md. Tests” sections for a list of standardized
tests accepted by Arkansas Megiic ctive reviews.

7. Range of Motion: A limitatien of gr@&r than ten (10) degrees ardfor documentation
of how a deficit lﬁ;aﬁs function. X

8. Muscle Tone: Medified Ashw

9. Manual Muscle Test; A,ﬁeﬂmt is a rﬁﬂ’écle strength grade of fair (3/5) or below that
impedes functional skﬁi With increased muscle tone, as in cerebral palsy, testing is
unreha@b& Y

10. -

al b. ty to ae;form a transfer safely and independently.

1. 5\@ (blrih'&; age Twenty-one (21)) receiving services outside of the public
sch,ols*ﬁ%usjg be evaluated annually.

2. Ciul@%en (birfh to age two (2)) in the Child-Health-Management-Services{CHMS)

Easyintervention Day Treatment (EIDT) program must be evaluated every six (6)
months.

13.  Ehildren (age three (3) to twenty-one (21)) receiving services within public schools,
as a part of an Individual Program Plan (IPP) or an Individual Education Plan (IEP),
must have a full evaluation every three (3) years; however, an annual update of
progress is required.

D.  Frequency, Intensity, and Duration of Physical and/or Occupational Therapy Services

The frequency, intensity, and duration of therapy services should always be medically
necessary and realistic for the age of the child and the severity of the deficit or disorder.
Therapy is indicated if improvement will occur as a direct result of these services and if
there is a potential for improvement in the form of functional gain.
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1. Monitoring: May be used to ensure that the child is maintaining a desired skill level or
to assess the effectiveness and fit of equipment such as orthotics and other durable
medical equipment. Monitoring frequency should be based on a time interval that is
reasonable for the complexity of the problem being addressed.

2. Maintenance Therapy: Services that are performed primarily to maintain range of
motion or to provide positioning services for the patient do not qualify for physical or
occupational therapy services. These services can be provided to the child as part of
a home program implemented by the child’s caregivers and do not necessarily
require the skilled services of a physical or occupational therapist to be performed
safely and effectively.

3.  Duration of Services: Therapy services should be provided asemg-asif reasonable
progress is made toward established goals. If reasonable, furicfiorial progress cannot
be expected with continued therapy, services should be dﬁ@ntmued gﬁd monitoring,
or establishment of a home program, should be mpleme@d

E. Progress Notes s
Child’s name-;

Date of service-;

Time in and time out of each therapy session-; -

Objectives addressed (should coirgside with the plgn @*&@rgrj i

A description of specific therapy sé&rvices provid@ﬁailyja‘hd the activities rendered
during each therapy session, along with a forri preasurement:;

M

S

Progress notes must be legible-;
Therapists must sign-egich. ﬁ

Graduate students must hgve the s@msmg physical therapist or occupational
therapist co- slga progress hotes. o

i3

; w: WW@ signature and credentials-; and

216.200 Speech- Language Therapy Guidelines for Retrospective Review for 4-16-1234-
Benefuctarles Under Age 21 1-20

A.  Medical Necé&ﬁy*

Sp@ech—langua 3, therapy semgices must be medically necessary to the treatment of the
individuaft's ilinesg or injury. A diagnosis alone is retinsufficient documentation to support
the medicgl necessity of therapy. To be considered medically necessary, the following
conditionis mﬁ&t bevmet

1. Thé %erwc% must be considered under accepted standards of practice to be a
pacifie and effective treatment for the patient’s condition.

The sefvices must be of such a level of complexity or the patient’s condition must be
stch that the services required can be safely and effectively performed only by or
urder the supervision of a qualified speech and language pathologist.

3.  There must be reasonable expectation that therapy will result in meaningful
improvement or a reasonable expectation that therapy will prevent a worsening of the
condition. (See the medical necessity definition in the Glossary of this manual.)

N«

B.  Types of Communication Disorders

1. Language Disorders — Impaired comprehension and/or use of spoken, written,
andfor other symbol systems. This disorder may involve the following components:
forms of language (phonology, morphology, syntax), content and meaning of
language (semantics, prosody), function of language (pragmatics), and/or the
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perception/processing of language. Language disorders may involve one (1), all, or a
combination of the above components.

2.  Speech Production Disorders — Impairment of the articulation of speech sounds,
voice, and/or fluency. Speech Production disorders may involve one (1), all, or a
combination of these components of the speech production system.

An articulation disorder may manifest as an individual sound deficiency, i.e.,
traditional articulation disorder, incomplete or deviant use of the phonological system,
i.e. phonological disorder, or poor coordination of the oral-motor mechanism for
purposes of speech production, i.e. verbal ardfor oral apraxia, dysarthria.

3. Oral Motor/Swallowing/Feeding Disorders — Impairment of the muscles, structures,
and/or functions of the mouth (physiological or sensory-based;*%;@@eq with the
entire act of deglutition from placement and manipulation of d in the mouth
through the oral and pharyngeal phases of the swallow. Thi dlsordérg may or may
not result in deficits to speech production.

C. Evaluation and Report Components

1. STANDARDIZED SCORING KEY: ,
Mild: Scores between 84-78; -1.0 standard deééﬂon
Moderate: Scores between 77-71; -1.5 standard"&séations
Severe: Scores between 70-64; -2 standard deviations -~

Profound: Scores of sixty-three (631‘30r lower; -2.0# standard deviations

2. LANGUAGE: To establishamedical Fécessny, results from a comprehensive
assessment in the suspected area of défieit must be reported. (Refer to Section
216.200, part D, paragraphs 9-12 @reqwreﬁ%uency of re-evaluations.) A
comprehensive ams ‘ﬁ?for a &@muage disorder must include:

a. Dateof ‘eﬁéﬁuatwn—

Child’s na.ﬁ@anoléagaeafﬁi-smi

b.
c. Dlagn05|s sp%i%i::‘ therapy-. "
d. raund info ion including pertinent medical history; and, if the child is

glve iﬁ maonths af gge or younger, gestational age. The child should be
in the child sdommant language; if not, an explanation must be provided

in the e@matlo

* NOTE "To calculate a child’s gestational age, subtract the number of
A weeks born before forty (40) weeks of gestation from the
J ronological age. Therefore, a 7-month-old, former 28-week

gestational age infant has a corrected age of four (4) months
according to the following equation:

7 months - [(40 weeks) - 28 weeks) / 4 weeks]
7 months - [(12) / 4 weeks]
7 months - [3]

4 months

e. Results from an assessment specific to the suspected type of language
disorder, including all relevant scores, quotients, and/or indexes, if applicable.
A comprehensive measure of language must be included for initial evaluations.
Use of one-word vocabulary tests alone will not be accepted. (For a list of
accepted tests, refer to Section 214.410 of the Occupational, Physical, and
Speech-Language Therapy Services Manual.);

f. If applicable, test results should be adjusted for prematurity (less than thirty-
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seven (37) weeks gestation) if the child is twelve (12) months of age or
younger, and this should be noted in the evaluation:;

g.  Oral-peripheral speech mechanism examination, which includes a description
of the structure and function of the orofacial structures:;

h.  Formal or informal assessment of hearing, articulation, voice, and fluency
skills-;

i. An interpretation of the results of the evaluation including recommendations for
frequency and intensity of treatment.;

j- A description of functional strengths and limitations, a suggested treatment
plan, and potential goals to address each identified problem:; and

k. Signature and credentials of the therapist performing t

3. SPEECH PRODUCTION (Articulation, Phonological, Apra&%ﬁ)" To estszbilsh medical
necessity, results from a comprehensive assessment in ﬁag guspecteé area of deficit
must be reported. (Refer to Section 216.200, part D, paragraghs 9&3@» for required
frequency of re-evaluations.) A comprehensive asses nt for Speech Production
(Articulation, Phonological, Apraxia) disorder must include:

a. Date of evaluation-;

b Child's name and date of birth-;
C. Diagnosis specific to therapy—
d

Background information mcluélng pertinent @edw History; and, if the child is

twelve (12) months of age ol unger, gesigfional age The child should be
tested in the child’s domman?%nguage' # not, an explanation must be provided
in the evaluation.

. i
NOTE: To caletlate a ‘eﬁkﬁ‘s gestational age, subtract the number of
born before farty (40) weeks of gestation from the
'onological age. Therefore, a 7-month-old, former 28-week
sQStatlonak mfant Has a corrected age of four (4) months
amd{g@ te ﬁﬁ&wmg equation:

7 mon&hs [(40 weeks) - 28 weeks) / 4 weeks]

% months -%12) | 4 weeks]
A months - [3]
5 4 months
e. - %ults f&m an assessment specific to the suspected type of speech
5% pr tion disorder, including all relevant scores, quotients, and/or indexes, if
applicable. All errors specific to the type of speech production disorder must be
% @Ported (e.g., positions, processes, motor patterns). (For a list of accepted
sts, refer to Section 214.410 of the Occupational, Physical, and Speech-
Language Therapy Services Manual.);
£  If applicable, test results should be adjusted for prematurity (less than thirty-
seven (37) weeks gestation) if the child is twelve (12) months of age or
younger, and this should be noted in the evaluation:;
g.  Oral-peripheral speech mechanism examination, which includes a description
of the structure and function of orofacial structures-;

h. Formal screening of language skills. Examples include, but are not limited to,
the Fluharty-2, KLST-2, CELF-4 Screen, or TTFC-;

i. Formal or informal assessment of hearing, voice, and fiuency skills:;

j. An interpretation of the results of the evaluation including recommendations for
frequency and intensity of treatment:;
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k. A description of functional strengths and limitations, a suggested treatment
plan, and potential goals to address each identified problem_- and

l. Signature and credentials of the therapist performing the evaluation.

4.  SPEECH PRODUCTION (Voice): To establish medical necessity, results from a
comprehensive assessment in the suspected area of deficit must be reported. (Refer
to Section 216.200, part D, paragraphs 9-12 for required frequency of re-
evaluations.) A comprehensive assessment for Speech Production (Voice) disorder

must include:

a. A medical evaluation to determine the presence or absence of a physical
etiology as a prerequisite for evaluation of voice disorder-;

Date of evaluation-;
Child’'s name and date of birth-;
Diagnosis specific to therapy-.

Background information including pertinent medieal hist snd, if the child is
twelve (12) months of age or younger, gestational age. The child should be
tested in the child’s dominant language; if not, an e%p&natlo‘i%ésust be provided
in the evaluation. & S

o

A x 9
NOTE: To calculate a child’s gestatiorral age, subtragtithe number of
weeks born before forty (40) weeks of gestation from the
chronological age¢Therefore, a 7-menth-oitl, former 28-week
gestational age infant, has a cqﬁ'@ted age’of four (4) months
according to the following equation:

7 months - [(40.-weeks) - 28 weeks) / 4 weeks]
7 morfths’> [(12)/ 4 weeks]
# - = . “\
7-gonths - [3]
4'months
f. Results from ag assessment relevant to the suspected type of speech
progluction disorder; including all relevant scores, quotients, and/or indexes, if

a@licaﬁ%, ¢For a lis§ of accepted tests, refer to Section 214.410 of the
Occupati Miga’l’, and Speech-Language Therapy Services Manual.);
g If apﬁme, test T&sults should be adjusted for prematurity (less than thirty-

vy .seven (37) weeks gestation) if the child is twelve (12) months of age or
“<yeunger, and this should be noted in the evaluation:;

h. Orﬁ;«pe%ﬁeral speech mechanism examination, which includes a description
of the gtructure and function of orofacial structures-;

®ao o

. “Hormal screening of language skills. Examples include, but are not limited to,
the Fluharty-2, KLST-2, CELF-4 Screen, or TTFC-;
Js Formal or informal assessment of hearing, articulation, and fluency skills-;

k.  Aninterpretation of the results of the evaluation including recommendations for
frequency and intensity of treatment:;

I A description of functional strengths and limitations, a suggested treatment
plan, and potential goals to address each identified problem-; and

m.  Signature and credentials of the therapist performing the evaluation.

5. SPEECH PRODUCTION (Fluency): To establish medical necessity, results from a
comprehensive assessment in the suspected area of deficit must be reported. (Refer
to Section 216.200, part D, paragraphs 9-12 for required frequency of re-
evaluations.) A comprehensive assessment for Speech Production (Fluency)
disorder must include:
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Date of evaluation-;

Child’s name and date of birth-;

Diagnosis specific to therapy-;

Background information including pertinent medical history; and, if the child is
twelve (12) months of age or younger, gestational age. The child should be
tested in the child’s dominant language; if not, an explanation must be provided
in the evaluation.

o0 oo

NOTE: To calculate a child’s gestational age, subtract the number of
weeks born before forty (40) weeks of gestation from the
chronological age. Therefore, a 7-month-old, former 28-week
gestational age infant, has a corrected age @mf}ﬂ months
according to the following equation: g

7 months - [(40 weeks) - 28 weeks) / 4 wéeks]
Pt

7 months - [(12) / 4 weeks]

7 months - [3]

4 months

e.  Results from an assessment specific to the s;@pected tyge of speech
production disorder, including all relevant scores, guotiéni
applicable. (For a list of accepted tests, refério Se@%ﬂ 214 410 of the
Occupational, Physical, and Speech- La@g ge Therapy Serwces Manual )i

f. If applicable, test res

younger and thi§ &hould be

g. Oral- penphe‘ra speecﬁmec grism examlnatlon WhICh includes a description
of the stru@tﬁre and fu ! ction of facial structures:;

h.  Formal sMun sls;lls Examples include, but are not limited to,
the Fluhartyﬁ M-Z CELF-4 Screen, or TTFC-;

erfhal or mformai assessment of hearing, articulation, and voice skills-;

38 results of the evaluation including recommendations for
drtensity of treatment-;

lg} A dessﬁsﬁon of functlonal strengths and limitations, a suggested treatment
‘\; Qlan W potential goals to address each identified problem-,_and

) \ %atu& and credentials of the therapist performing the evaluation.

‘ OR&L M@QR/SWALLOWING/FEEDING To establish medical necessity, results
\ com\ﬁ'rehenswe assessment in the suspected area of deficit must be reported.
(

Section 216.200, part D, paragraphs 9-12 for required frequency of re-
:;evalua ions.) A comprehensive assessment for Oral Motor/Swallowing/Feeding
“disorder must include:

a. Date of evaluation-;

b Child’s name and date of birth-;

C. Diagnosis specific to therapy-;

d Background information including pertinent medical history; and, if the child is
twelve (12) months of age or younger, gestational age. The child should be

tested in the child’s dominant language; if not, an explanation must be provided
in the evaluation.

NOTE: To calculate a child’s gestational age, subtract the number of
weeks born before forty (40) weeks of gestation from the
chronological age. Therefore, a 7-month-old, former 28-week
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gestational age infant, has a corrected age of four (4) months
according to the following equation:

7 months - [(40 weeks) - 28 weeks) / 4 weeks]
7 months - [(12) / 4 weeks]
7 months - [3]

4 months

e. Results from an assessment specific to the suspected type of oral
motor/swallowing/feeding disorder, including all relevant scores, quotients,
and/or indexes, if applicable. (For a list of accepted tests, #gferio Section
214.410 of the Occupational, Physical, and Speech‘ﬁNrapy
Services Manual.); ’

f. If swallowing problems and{or signs of aspiration are noted, t&@ include a
statement indicating that a referral for a wdeofF&WSCOFk;WOW study has
been made-;

g. Ifapplicable, test results should be adjusted for prematiuity (legsthan thirty-
seven (37) weeks gestation) if the child is gvelve (12) n@ihs ofage or
younger, and this should be noted in the &¥aiuation-;

h.  Formal or informal assessme%t of hearing, Ialguage am%ﬁatlon voice, and

fluency skills-; (4 § &
i. An interpretation of the resultg of the evalgfation including recommendations for

frequency and |nten§L§¥\of treatment.. ¥

j. A description of funcﬁei& strﬁ;‘@l@»&nd limitations, a suggested treatment
plan, and potennal goals%& ress eagh identified problem-;_and

k. Signature and zred‘enﬁals ofithe therapist performing the evaluation.

D. Interpretation and %&lhty Age;si&rth to 21*‘1

1. LANGUAGE: Twe 2 ) Jan smipdsite or quotient scores (i.e., normed or
standalane) in the aTgﬁof suspected deficit must be reported, w:th at least one (1)
being @ ﬁ@m—referenc‘ég‘gtandardlzed test with good reliability and validity. (Use of
two L)_@a\e- vaggrvocabule v tests alone will not be accepted.)

a. For‘f@alldr@fa to three (3): criterion-referenced tests will be accepted as
ase measurefor determining eligibility for language therapy.

b, Ffor ch%ren age three (3) to twenty-one (21), criterion-referenced tests will not
haccapted as a second measure when determining eligibility for language
) théf@y {When use of standardized instruments is not appropriate, see Section
* 216.200, part D, paragraph 8).

c. Aége birth to three (3): Eligibility for language therapy will be based upon a
composite or quotient score that is -1.5 standard deviations (SD) below the
mean or greater from a norm-referenced, standardized test with corroborating
data from a criterion-referenced measure. When these two (2) measures do not
agree, results from a third measure that corroborate the identified deficits are
required to support the medical necessity of services.

d. Age three (3) to twenty-one (21): Eligibility for language therapy will be based
upon two (2) composite or quotient scores that are -1.5 standard deviations
(SD) below the mean or greater. When -1.5 SD or greater is not indicated by
both of-these-scores, a third standardized score indicating a -1.5 SD or greater
is required to support the medical necessity of services.

2.  ARTICULATION ANB/OR PHONOLOGY: Two (2) tests and/or procedures must be
administered, with at least one (1) being from a norm-referenced, standardized test

with good reliability and validity.
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Eligibility for articulation and/or phonological therapy will be based upon standard
scores (SS) of -1.5 SD or greater below the mean from two (2) tests. When -1.5 SD
or greater is not indicated by both of these-tests, corroborating data from accepted
procedures can be used to support the medical necessity of services (For a list of
accepted tests, refer to Section 214.410 of the Occupational, Physical, and Speech-

Language Therapy Services Manual.)

3. APRAXIA: Two (2) tests and/or procedures must be administered, with at least one
(1) being a norm-referenced, standardized test with good reliability and validity.

Eligibility for apraxia therapy will be based upon standard scores (SS) of -1.5 SD or
greater below the mean from two (2) tests. When -1.5 SD or greater is not indicated
by both ef-these-tests, corroborating data from a criterion-referenced test and/or
accepted procedures can be used to support the medical necesgsity - f'services. (For
a list of accepted tests, refer to Section 214.410 of the Ocau@atlona ysical, and
Speech-Language Therapy Services Manual.) ih .

4.  VOICE: Due to the high incidence of medical factors ﬁﬁt conﬁw to voice
deviations, a medical evaluation is a requirement for efigbility f&F véice therapy.

Eligibility for voice therapy will be based upon a medical refgrral for ﬁ‘terapy and a
functional profile of voice parameters that md@es a moderags or severe
deficit/disorder. |

5. FLUENCY: At least one (1) norm-referenced, stanméized test with good reliability
and validity, and at least one (__)_sé;gplemental toolto adgress affective components.

Eligibility for fluency therapy will bé based upont a?i SS of -1.5 SD below the mean or
greater on the standardized test.

6. ORAL MOTOR/SWALLOWI&G&
motor structures and fudetion.

Eligibility for orajummor/sw‘a&owmgMng therapy will be based upon an in-depth,
functional pro@ﬁof oral m@@‘r structures and function using a thorough protocol (e.g.,
checklist, profile) ﬁxat ingdi s & mederate or severe deficit or disorder. When
moderate or severg asgiration has been confirmed by videofluoroscopic swallow
study, the patient can be treated for feeding difficulties via the recommendations set

forth in @e Mow study r@on
7. Al subt&ts compgnmts and scores must be reported for all tests used for eligibility
mrposesg " 4
' admi’naastratlon of standardized, norm-referenced instruments is inappropriate,
{%e provider must submit an in-depth, functional profile of the child’s communication
abilities. An in-gepth, functional profile is a detailed narrative or description of a
phll@s con&n%mlcatlon behaviors that specifically explains and justifies the following:
‘§§ - The reason standardized testing is inappropriate for this child;
b. *‘fsﬁe communication impairment, including specific skills and deficits; and

{:3% The medical necessity of therapy.

d.  Supplemental instruments from Section 214.410 of the Occupational, Physical,
and Speech-Language Therapy Services Manual may be useful in developing
an in-depth, functional profile.

9.  Children (birth to age twenty-one (21)) receiving services outside of the schools must
be evaluated annually.

10. Children (age birth to twenty-four (24) months) in the
Services{(CHMS)-Early Intervention Day Treatment (EIDT) Program must be

evaluated every six (6) months.

11.  Children (age three (3) to fwenty-one (21)) receiving services within schools as part
of an Individual Program Plan (IPP) or an Individual Education Plan (IEP) must have

oy

NG &nvin-depth, functional profile of oral
e
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a full evaluation every three (3) years; however, an annual update of progress is
required.

12. Children (age three (3) to twenty-one (21)) receiving privately contracted services,
apart from or in addition to those within the schools must have a full evaluation
annually.

13. 1Q scores are required for all children who are school age and receiving language
therapy. Exception: IQ scores are not required for children under ten (10) years of
age.

E. Progress Notes

1.  Child’s name-;

2.  Date of service-;

3. Time in and time out of each therapy session-;

4.  Objectives addressed (should coincide with the planﬁ@are)—

5. A description of specific therapy services provided daily, and acti\ri{ﬁ%i’s, rendered
during each therapy session, along with a fosin of measurement:;
Progress notes must be legible-; o,
Therapists must sign each date of the entry with a kﬁl S|gnatu1:e and credentials-; and
Graduate students must have the giperwsmg sp@%@h? anguage pathologist co- sign
progress notes.

241.000 Introduction to Billing 7-1-074-1-

[}

5. )s
Rehabilitative Hospital prowdsxs*’who mit -s claims must use the CMS-1450 claim form,
which also is known as the ‘UB 04 clai form

.
-
A Medicaid claim may contam‘bnlyime (1) biliiag-provider’s charges for services furnished to

only one (_)_Medlcald beneficiary.

Section lIl of everyArkafisas Medicaig provider manual contains information about Previder
Elee#eme—Se#uﬂen&éPES}aa@e{her—a@ﬁlable electronic claim options.
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TOC not required

213.100 Medical Necessity 3-1-0634-1

ok

RSPD services are covered by Medicaid for eligible beneficiaries when medically necessary. The
medical necessity criteria include:

A. A prescription from a licensed physician stating that the Medicaid beneficiary needs RSPD
services. An individualized plan of care may serve as the prescription fer services. The
prescription or plan of care must be signed and dated by the physigian. - b

B.  The physician must have examined the patient within the thinyjs%fl) days pr@%ding the

date of the written prescription or plan of care. h. W 4

A il

C.  The prescription or plan of care will be effective for up to three {8) months from the

prescription date and must be renewed before services may cd’%ﬁ;ue baﬁ%d three (3)

months. ’? o - %

. L N *
A k)

Persons needing rehabilitative services on a less intensive bsi;gkglan those provided in the
inpatient setting may receive outpatient rehabilitative services theough otbé{,appropriate
Medicaid services, e.g., outpatient hospital, pitysical therapy, pccupdtiong#therapy, speech-

language therapy, i Outpatient
Behavioral Health Services (OBHS), and homé health.
i
217.300 Services Limitation 3-4-0634-1-
0

Because certain sewicezgy@@d eithergsult in a &Lplication (i.e., the service is included in the
RSPD global coverage) of would not @/’ap\gropria‘[@ for persons residing in an RSPD facility,
services in the below listed Medicaid Progranis are not available to Medicaid beneficiaries who
have received RSPD servicesﬁgz'ﬁré same date‘of service. These include:

CS)-Adult Developmental Day

Developmental-Bay

Treatment (ADDT).
\ P Y
B. Deteldpmental Disabifities Services (DDS) Alternative-Community and Employment
SupportBervices (ACSCES) Waiver-Services.

@ EldeFG%i;éeARChoices in Homecare.

Y v
D. lofhe Hesith.
E. ] #

\\( B

F.  Hyperalinentation (Parenteral Nutrition).
G. Individual or Group Psychological Therapy/Counseling or Testing.
H. Inpatient Hospital (Acute Care/General and/or Rehabilitative).
l. Inpatient Psychiatric Services for Under Age Twenty-one (21).
J. Nursing Home.
K.  Personal Care.
L.  Occupational, Physical, or Speech-Language Therapy, including evaluations.
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M.  Private Duty Nursing Services.

N.  Rehabilitative Servicesfor-Persons-with-Mental- llness(RSPMHOutpatient Behavioral

Health Services (OBHS).

0. Targeted Case Management.

P.  Ventilator Equipment.
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TOC not required
251.000 Introduction to Billing 7-4-074-1-
20

Rural Health Clinic providers who submit paper claims must use either the CMS-1450 c¢laim
form, which also is known as the UB-04 claim form, or the CMS-1500.

A Medicaid claim may contain only one (1) billing provider's charges for services furnished to
only one (1) Medicaid beneficiary.

Section Il of this manual contains information about PreviderElectronic-Solutions{PES)and

other-available options for electronic claim submission.

N NeSblbite fh '
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TOC not required

271.000 Introduction to Billing 7-1-674-1-

2

(=

School-based mental health providers use the CMS-1500 form to bill the Arkansas Medicaid
Program on paper for services provided to eligible Medicaid beneficiaries. Each claim should
contain charges for only one (1) beneficiary.

Section Il of this manual contains information about Provider Electronic-Selutiens{PES)-and

other-available options for electronic claim submission.
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TOC required

105.140 DDS Alternative-Community Services-and Employment Support 40-1-124-1-
(AGSCES) 20

The Developmental Disability Services Alterrative-Community and Employment Support
Services-(DDS ACSCES) waiver program is for beneficiaries who, without the waiver's services,
would require institutionalization. Participants must not be residents of a hospital, nursing
facility, or intermediate care facility for individuals with intellectual disabilities (ICF/IID).

DDS ACES eligibility requires a determination of categorical eligibility, a dematlon of level of
care, the development of a plan of care, and a cost comparison to deter, S T

effectiveness of the plan of care. The DDS ACES program further regtiire
beneficiary that he or she may freely choose between waiver and msf%&onal seﬁiées

Services supplied through this program are: ‘“\ 5‘

Supportive living
Respite care

Supplemental support services

A

B

C

D. Supported employment services
E Environmental modifications

F Adaptive equipment

G. Specialized medical s 5‘
H Case management‘{g&i\ges

Transitional case manaéem services

“

on services:

W
Consultation smlces

rox <

Crisis um/entlon services

@alled mfoa§at‘a1j§¥nay be found in the DDS ACES Waiver provider manual.

105.170 Mon-Emergency Transportation Services (NET) 4+-4-164-1-
2

(=]

Medicaid ngr-emergency transportation (NET) services for Medicaid beneficiaries are furnished
by regional bygkers under the authority of a capitated selective contract waiver. Medicaid
beneficiaries contact their local transportation broker for non-emergency transportation to
appointments with Medicaid providers.

DDFCS-Adult Developmental Day Treatment (ADDT) providers transporting Medicaid
beneficiaries to ADDT Clinic Service (BBTCS) providers for ADDTES services have been
allowed to remain enrolled as fee-for-service providers for that purpose only, if they so choose.
All other Medicaid non-emergency transportation for ADDTES clients must be obtained through

the regional broker.

The Arkansas Medicaid non-emergency transportation waiver program does not include
transportation services for:

Section I-1
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A.  Nursing facility residents;
Residents of intermediate care facilities for individuals with intellectual disabilities (ICF/IID):

C. Qualified Medicare Beneficiaries (QMB) when Medicaid pays only the Medicare premium,
deductible, and co-pay.

D Special Low--Income Qualified Medicare Beneficiaries (SMB);

E. Qualifying Individual -1 (QI-1);

F ARKids First-B beneficiaries; or

G. Periods of retroactive eligibility.

Detailed information may be found in the Transportatlon prowder mamand on ﬁ Arkansas

Medicaid website-at-http dicaid.m 0 5

110.300 Utilization Review Section 9-45-004-1-

The Utilization Review (UR) Section of the Arkansas Me Program p
medical utilization review(s) for a wide variety of services in *ﬁmely and cost

Y ~ & E
% \\\‘{‘ 5 ‘-j-%

~effective manner.

Medicaid’'s UR participates in the development of clinically based standardis) of care coverage
determinations and serves as a resource to Afkansas Medicaid previdess.” UR has a
responsibility for assuring quality medical care { Arkansasmdlcald beneficiaries through
detection and reporting quality of care goncerns to approp#iate bodies, in addition to protecting
the integrity of state and federal fundsmorthg thg Medicaid Program.

A.
B.

123.000

of benefits for home heaittidarfefi Clal‘ twenty-one (21) and older, extenSIon of
benefits for personal care for beneficiaries age twenty-one (21) and older, medical

supplies. and fhgmnence p@@cts—

prlor authorizations and extension of benefits for the
s in- patlenf psychlatrlc services, in-patient and out-patient
ation, emergency room utilization, personal care for beneficiaries under the age

of twerily-on® (21}, Early Intervention Day TreatmentChild-Health-Management-Senvices,

RSPMIOBHS. ABHSCI, transplants, durable medical equipment, and
&werallmhtaﬁtmse‘mces- and

Mﬁﬁiand arrangement of out-of-state transportation for beneficiaries for medically
sary sefvices/treatments not available in-state.

View or print the Utilization Review contact information.

Medicaid Eligibility Information 7-45-134-1-

o

Under contract wnth the DIVISIon of Medlcal Services, the fiscal agent provides Provider

-Medicaid eligibility verification

through the provider portal via the web or through the Voice Resnonse System (VRS). To

access the VRS, providers can call the Provider Assistance Center automated help line. View

or print the Provider Assistance Center contact information.
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123.100 Date Specific Medicaid Eligibility E-19-084-1

Eligibility requests can be submitted interactively through the provider portal via the web.
Instructions for verifying eligibility through the provider portal are available using the site’s online

Help feature.

Medicaid providers are able to verify a beneficiary’s Medicaid eligibility for a specific date or
range of dates, including retroactive eligibility for the past year. Providers may obtain other
useful information, such as the status of benefits used during the current fiscal year, other
insurance or Medicare coverage, etc. See Section lll of this manual for further information
on PES-and-other-electronic solutions. Providers must print and retain eligibility
documentation in the beneficiary’s record each time services are provided and/or to document

retroactive eligibility.

The Provider Assistance Center and DMS will verify Medicaid eligibility by felephene only for
“Limited Services Providers” (see Section I1) in non-bordering states and-is the ca@ of
retroactive eligibility for dates of service that are more than a year prgg t% the ellgjwlty

authorization date.

* &

Electronic Benefit Eligibility information only indicates mformatlon‘ug clalm have been
processed. It does not reflect any claims that may still be pending. ’

Beneficiary eligibility in the Arkansas Medicaid Program is date spésific.- Medicaid eligibility may
begin or end on any day of a month. An PESlectronic respphse displays-through the provider
portal or Voice Response System (VRS) providés the cursénteligibility period through the date of
the inquiry. An PES-electronic eligibility verificafion inquiry“and positive response through the
provider portal or VRS (i.e. the benefic “i? flgﬁe on the date of service) guarantees that a
claim for service on that date will pet de
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TOC required

301.200 Electronic Transactions 1-1-174-1-

The Arkansas Medicaid fiscal agent offers electronic transactions that are compliant with Health
Insurance Portability and Accountability Act (HIPAA) regulations thrdugh Bathithe provider portal

301.210 Eligibility Verification 11-1-474-1-
20

Providers can check a beneficiary’s eligibility through the provider portal via ‘the web-using-PES
seftware or through the Voice Response System (VRS). To-agcess the VRS, providers can call

the Provider Assistance Center automated help line. View or print the Provider Assistance
Center contact information.

Eligibility requests can be submitted mter’at;tiveisil threugh the provider portal via the web-er-ina
batsh-using PES-seftware. Instructions for verifying eligibility through the provider portal are
avallable usrng the snte s onlme Help feature —FﬁSﬁmet@ns—fer—usmg%S—areevaHabte—by—usmg

301.220 Claim Status Inquiry 4-1-174-1-
20

Providers can check the status of oﬂeuor more claims through the provider portal-e+RES
safars. Ciaim status renuests can be subm|tted mteractlvely (one (1) at a time) vra the

|nteract|vely§iane {1) at a t%me) via the web Instructrons for checking a claim status via the
prowder portal are gvallabie by usmg the srte S onlme Help feature —I-Hstruetlens—fer—eheekmg—a

Providerewi’thvendor systems can also check a claim’s status by utilizing the ASC X.12 5010A
276/277 transactions with the appropriate X.12 companion guide.

301.230 Remittance Advice Reports 11-14-174-1-

(=]

Provrders can retneve their electronlc Remlttance Adwce (RA) reports through the prowder portal

Providers with vendor systems can also receive remittance advice reports by utilizing the ASC
X.12 5010A 835 transaction with the appropriate X.12 companion guide.
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302.400 Claims With Retroactive Eligibility |

sl

Retroactive eligibility does not constitute an exception to the filing deadline policy. If an appeal
or other administrative action delays an eligibility determination, the provider must submit the
claim within the 12-month filing deadline. If the claim is denied for beneficiary ineligibility, the
provider may resubmit the claim when the patient becomes eligible for the retroactive date(s) of
service. Medicaid may then consider the claim for payment because the provider submitted the
initial claim within the 12-month filing deadline and the denial was not the result of an error by

the provider.

Occasionally the State Medicaid agency or a federal agency, such as the Social Security
Administration, is unable to complete a Medicaid eligibility determinationin time fot service
providers to file timely claims. Arkansas Medicaid’s claims processing system is unable to
accept a claim for services provided to an ineligible individual or to suspend thatelaim until the
individual is retroactively eligible for the claim dates of service.

To resolve this dilemma, Arkansas Medicaid considers the pseudo beneficiary identification
number 9999999999 to represent an “...error originating within (the) State’s claims system.”
Therefore, a ¢laim containing that number is a clean clamif |t contains all other information
necessary for correct processing.

By defining the initial timely filed claim as a clean claim denied because of agency processing
error, we may allow the provider to refile the cgaim when the government agency completes the
eligibility determination. With the claim, the provider must §u§am|t proof of the initial filing and a
letter or other documentation sufficient to explain that administrative processes (such as
determination of SSI eligibility) prevenied the resubmittal before the filing deadline.

To submit a claim for services provided to é@aﬁt—)nt who is ﬁf)t yet eligible for Medicaid, enter, on

the claim form or on the electronic format (RES-provider portal or billing vendor/trading partner),

a pseudo Medicaid beneficiary identification number, 9999999999. Medicaid will deny the claim.

Retain the denial or rejection for proof of-timely filing if eligibility determination occurs more than
twelve (12) months after the date of service.

Providers have twelve-(12) months from the approval date of the patient's Medicaid eligibility to
resubmit a clean claim-after filing a pseudo claim.- After the 12-month filing deadline (twelve (12)
months from the Medicaid approval date) claims will be denied for timely filing and will not be
paid. i is tsha respons&blllty of the provider to verify the eligibility approval date.

—
[

303.000 Claim Inquiries 44-1-174-

N

The Aﬁgahsas Medicaid Program distributes weekly Remittance Advice (RA); reports, to each
prowglér with ﬁiaims paid, denied, or pending, as of the previous weekend processing cycle.
(Sections 310.000 through 314.800 of this manual contain a complete explanation of the RA.)
Use the RA'to verify claim receipt and to track claims through the system. Adjudicated claims
will appear on the RA within the weekly financial cycle.

If a claim does not appear on the RA within the amount of time appropriate for its method of
submission, contact the Provider Assistance Center (PAC). View or print PAC contact

information. A Provider Assistance Center representative can explain what system activity, if
any, regarding the submission has occurred since the Arkansas Medicaid fiscal agent printed
and mailed the last RA. If the transaction on the RA cannot be understood or is in error, the
representative can explain its status and suggest remedies when appropriate. If there is no
record of the transaction, the representative will suggest that the claim be resubmitted.
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SECTION IV - GLOSSARY

400.000

AAFP American Academy of Family Physicians

AAFP American Academy of Family Physicians

AAP American Academy of Pediatrics

ABESPA Arkansas Board of Examiners in Speech-Language Pathology and
Audiology

ABHSCI Adult Behavioral Health Services for Community Independence

ACD Augmentative Communication Device

ACIP Advisory Committee on Immunization Practices

ACES Arkansas Client Eligibility System

ACS Alternative Community Services

ADDT Adult Developmental Day Treatment

ADE Arkansas Department of Education

ADH Arkansas Department of Health

ADL Activities of Daily Living

AFDC Aid to Families with Dependent Children {cash assistance program
replaced by the Transitional Employment Assistance (TEA) program)

AHEC Area Health Education Centers

ALF Assisted Living Fagilities

ALS Advance Life Support -

ALTE Apparent Life-Threatening Events

AMA American Medical Association

APD Adullcs“\ij\fith Physical Disabilities

ARS Arkansas Rehabiitation Services

ASC Ambulatory Surgical Centers

ASHA Mefic%n Speech-Language-Hearing Association

BIPA < Benefits Improvement and Protection Act

BLS Basic Life Support

CARF Commission on Accreditation of Rehabilitation Facilities

CCRC Children’s Case Review Committee

CFA One Counseling and Fiscal Agent

CFR Code of Federal Regulations

SEME ShildHeclMarogemeniSapdsas

CLIA Clinical Laboratory Improvement Amendments

CME Continuing Medical Education

CMHC Community Mental Health Center

CMS Centers for Medicare and Medicaid Services
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COA
CON
CPT
CRNA
CSHCN
CSWE
D&E
DAAS
DBS

DCFS
DCO
DD
DDS
BBIGS
DHS
DLS
DME
DMHS
DMS
DOS
DRG
DRS
DDSCES
DSB

EPSDT
ESC
FEIN
FPL

Council on Accreditation

Certification of Need

Physicians’ Current Procedural Terminology
Certified Registered Nurse Anesthetist
Children with Special Health Care Needs
Council on Social Work Education
Diagnosis and Evaluation

Division of Aging and Adult Services

Division of Blind Services (currently named Divisioq}.ef&ervixs;és‘ for the
Blind)

Division of Children and Family Services
Division of County Operations
Developmentally Disabled
Developmental Disabilities Services'
Department of Human Services

Daily Living Skills

Durable Medical Equipment

Division of Mental H"ea;lfh‘is’exaz{éés
Division of Medical ‘Ser?n‘@gs {Medicaid)
Date of Sefvice :

Diagnosis Related Gfoup: -
Developnienta! ﬁehabilitative Services
Developmental Disabilities Services Community and Employment Support

Division of Services for the Blind (formerly Division of Blind Services)
Disproportionate Share Hospital

Drug ’Utilization Review Committees

D?visibﬁ:of Youth Services

Early Intervention Day Treatment

Estimated Acquisition Cost
Electronic Funds Transfer
Employer Identification Number
Explanation of Benefits

Explanation of Medicaid Benefits. EOMB may also refer to Explanation of
Medicare Benefits.

Early and Periodic Screening, Diagnosis, and Treatment
Education Services Cooperative

Federal Employee Identification Number

Federal Poverty Level
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FQHC
GME
GUL
HCBS
HCPCS
HDC
HHS
HIC Number
HIPAA
HMO
IADL
ICD
ICFAID
ICN
IDEA
IDG
IEP
IFSP
IMD
IPP
IUD
JCAHO
LAC
LCSW
LEA
LMFT
bR
LPC
LPE
LSPS
LTC
MAC
MAPS
MART
MEI
MMIS
MNIL
MPPPP

Federally Qualified Health Center

Graduate Medical Education

Generic Upper Limit

Home and Community Based Services

Healthcare Common Procedure Coding System

Human Development Center

The Federal Department of Health and Human Services
Health Insurance Claim Number

Health Insurance Portability and Accountability Act of 1996
Health Maintenance Organization

Instrumental Activities of Daily Living

international Classification of Diseases

Intermediate Care Facility for Individuals with Intellectual Disabilities
Internal Control Number

Individuals with Disabilities Education Act
Interdisciplinary Group .

Individualized EducationaI'P%rogram

Individualized Family Servi;cé Plan

Institution for Mental Diseases

Individual Program Plan

Intrauterine Devices

Joint Comggéissi‘m on Accreditation of Healthcare Organization
Licensed Associate Counselor

Licensed Certified Social Worker

LQcaI Edycatigﬁ Agencies

Liéeﬁ{seb Marriage and Family Therapist

Licensed Professional Counselor

Licensed Psychological Examiner

Licensed School Psychology Specialist

Long Term Care

Maximum Allowable Cost

Multi-agency Plan of Services

Medicaid Agency Review Team

Medicare Economic Index

Medicaid Management information System

Medically Needy Income Limit

Medicaid Prudent Pharmaceutical Purchasing Program
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MSA
MUMP
NBCOT
NCATE
NDC
NET
NF
NPI
OBRA
OHCDS
OBHS
oTC
PA
PAC
PASSE
PCP
PERS

PHS
PIM
PL
POC
POS
PPS
PRN
PRO
ProDUR
QIDP
QMB

RA
RFP
RHC
BID
RSPD

RSYC
RTC

Metropolitan Statistical Area

Medicaid Utilization Management Program
National Board for Certification of Occupational Therapy
North Central Accreditation for Teacher Education
National Drug Code

Non-Emergency Transportation Services

Nursing Facility

National Provider Identifier

Omnibus Budget Reconciliation Act

Organized Health Care Delivery System
Outpatient Behavioral Health Services

Over the Counter

Prior Authorization

Provider Assistance Center

Provider-led Arkansas Shared Savings Entity Program

Primary Care Physician *

Personal Emergency Resr;o‘hse Systems:
Public Health Services

Provider Information Merﬁnréndum
Public Law

Plan of Care

Place of Service.

__P{oséenﬁve Payrﬁe‘nt System

Rro Re Nata or “As Needed"

Professional Review Organization
Prospéctive Drug Utilization Review
Q\ualiﬁed Intellectual Disabilities Professional
Qualified Medicare Beneficiary

Aualified M R ationProfessional

Remittance Advice. Also called Remittance and Status Report

Request for Proposal

Rural Health Clinic

Beneficiary Identification Number

Rehabilitative Services for Persons with Physical Disabilities
Rehabilitative Services for Youth and Children

Residential Treatment Centers
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RTP
RTU
SBMH
SD
SFY
SMB
SNF
SSA
SSI
SURS
TCM
TEA
TEFRA
TOS
TPL
UPL
UR
VFC
VRS
Accommodation

Activities of Daily
Living (ADL)

Adjudicate
Adjustments

Admission
Affiliates

Agency |
Aid Category

Aid to Families with
Dependent Children

(AFDC)
Allowed Amount

American Medical

Association (AMA)

Return to Provider

Residential Treatment Units

School-Based Mental Health Services

Spend Down

State Fiscal Year

Special Low—Income Qualified Medicare Beneficiaries
Skilled Nursing Facility

Social Security Administration

Supplemental Security Income

Surveillance and Utilization Review Subsystem
Targeted Case Management

Transitional Employment Assistance

Tax Equity and Fiscal Responsibility Act

Type of Service

Third Party Liability

Upper Payment Limit

Utilization Review

Vaccines for Childrgri :

Voice Requhse System .®

A type o}f hospital room, ‘e:g.,, private, semiprivate, ward, etc.

Personal tasks that are ordinaﬁ!y performed en-a-daily basis-and include -
eating, ﬁaﬁbility/tfsansfef,"dr,essing, bathing, toileting, and grooming

To determine whether a claim is to be paid or denied

Transactions to correct claims paid in error or to adjust payments from a
fetroactive ehange |

Actual entry and continuous stay of the beneficiary as an inpatient to an
institutional facility

;Perénﬁs having an overt or covert relationship such that any ere-ef
“¢hemindividual directly or indirectly controls or has the power to control

another individual

* The Division of Medical Services

A designation within SSI or state regulations under which a person may be
eligible for public assistance

A Medicaid eligibility category

The maximum amount Medicaid will pay for a service as billed before
applying beneficiary coinsurance or co-pay, previous TPL payment, spend
down liability. or other deducted charges

National association of physicians
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Ancillary Services

Arkansas Client
Eligibility System
(ACES)

AEMG)
Attending Physician

Automated Eligibility
Verification Claims
Submission
(AEVCS)

Base Charge
Beneficiary

Benefits
Billed Amount
Buy-In

Care Plan
Case_Hhead
Categorically Needy

Centers for Medicare
and Medicaid
Services

Child Health
Services “‘
Childrenis:

with Chronic Health
Conditions (CHC)

Claim
Claim Detail
Clinic

Coinsurance

Services available to a patient other than room and board. For example:
pharmacy, X-ray, lab, and central supplies

A state computer system in which data is entered to update assistance
eligibility information and beneficiary files

Stato professional revi L

See Performing Physician.

On-line system for providers to verify eligibility of bené“iiciaﬁe,é and submit
claims to fiscal agent

A set amount allowed for a participating prode‘e*r according. to specialty

Person who meets the Medicaid eligibrlrty requrreﬁienis rec@ﬁes an D
card, and is eligible for Medicaid services- (formerly recrplent)

Services available under the Arkansas Medicard Program
The amount billed to Medle‘iird fora rendered sérvice

A process whereby the staie enters into< an agreement with the
Medicaid/Medicare and the Social Secyrity Administration to obtain
Medicare Part B (and part A when needed) for Medicaid beneficiaries who
are also eligible for Medicare The state pays the monthly Medicare
premium(s) of Behalf of the beneficiary.

See Plan of Care (P@C)
An adui; responsrbie for an AFDC or Medicaid child
All individuals recervmg“f‘nansral assistance under the state’s

“approved plan under Title I, IV-A, X, XIV, and XVI of the Social Security

Actorin need under the state’s standards for financial eligibility in such a

eﬁan

Federa% agency that administers federal Medicaid funding

Arkansas Medicaid’s Early and Periodic Screening, Diagnosis, and
Treatment (EPSDT) Program

A Title V Children with Special Health Care Needs Program administered
by the Arkansas Division of Developmental Disabilities Services to provide
medical care and service coordination to children with chronic physical
illnesses or disabilities.

A request for payment for services rendered

See Line ltem.

(1) A facility for diagnosis and treatment of outpatients. (2) A group
practice in which several physicians work together

The portion of allowed charges the patient is responsible for under
Medicare. This may be covered by other insurance, such as Medi-Pak or
Medicaid (if entitled). This also refers to the portion of a Medicaid covered
inpatient hospital stay for which the beneficiary is responsible.
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Contract

Co-pay
Cosmetic Surgery

Covered Service

Current Procedural
Terminology

Credit Claim

Crossover Claim

Date of Service

Deductible

Debit Claim

Denial

Department of
Health and Human
Services (HHS)

Department of
Human Services
(DHS) ’

Dependent

Diagnosis
Diagnostic
Admission

Disallow

Written agreement between a provider of medical services and the
Arkansas Division of Medical Services. A contract must be signed by each
provider of services participating in the Medicaid Program.

The portion of the maximum allowable (either that of Medicaid or a third-
party payer) that the insured or beneficiary must pay

Any surgical procedure directed at improving appearance but not medically
necessary

Service which is within the scope of the Arkansas Medicaid Program

A listing published annually by AMA consisting of current medical terms
and the corresponding procedure codes used for reporting medical
services and procedures performed by physicians

A claim transaction which has a negative effect on a previouslyprooessed

claim.

A claim for which both Titles XVIII (Medicare) and XIX {Medicaid) are liable
for reimbursement of services provided to a benef‘ iciary egﬁﬂed to benefits

under both programs

Date or dates on which a beneficiary regeives a covered service.

Documentation of services and units received must be jﬂ the beneficiary’s
record for each date of service.

The amount the Medicare beneficiary must;pay toward covered benefits
before Medicare or insurance payment ean be made for additional benefits.
Medicare Part A and Part B deductlbles are paid by Medicaid within the
program limits. TR

A claim transaition.which has a positive effect on a previously processed
claim

A claim for which payment is disallowed
Federal heaith and human services agency

State human services agency

_A spause or child of the individual who is entitled to benefits under the

Medleard Program
The gdentlty of a condition, cause, or disease
Admission to a hospital primarily for the purpose of diagnosis

To subtract a portion of a billed charge that exceeds the Medicaid
maximum or to deny an entire charge because Medicaid pays Medicare
Part A and B deductibles subject to program limitations for eligible
beneficiaries
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Discounts

Duplicate Claim

Durable Medical
Equipment

Early and Periodic
Screening,
Diagnosis, and
Treatment (EPSDT)

Education
Accreditation

Electronic
Signature

Eligible
Eligibility File

Emergency Serv‘siace:!ﬁ~

Error Code

Estimated
Acquisition Cost

Experimental
Surgery

Explanation of
Medicaid Benefits
(EOMB)

A discount is defined as the lowest available price charged by a provider to
a client or third-party payer, including any discount, for a specific service
during a specific period by an individual provider. If a Medicaid provider
offers a professional or volume discount to any customer, claims submitted
to Medicaid must refiect the same discount.

Example: If a laboratory provider charges a private physician or clinic a
discounted rate for services, the charge submitted to Medicaid for the
same service must not exceed the discounted price charged to the
physician or clinic. Medicaid must be given the benefit of discounts and
price concessions the lab gives any ene-of its customers.

A claim that has been submitted or paid previously or a claim that is
identical to a claim in process

Equipment that (1) can withstand repeated use and-(2) is used fo serve
a medical purpose. Examples include a wheelchair er hospitai bed.

A federally mandated Medicaid program for eligible mdiwfuals under the
age of twenty-one (21). See Child Health Services.,

When an individual is required to possess a bachelor's degree, master's
degree, or a Ph.D. degree in a specific profession. The degree must be
from a program accredited by an organization {fiat is approved by the
Council for Higher Education Accreditation {CHEA).

An electronic or digital method executed or adopted by a party with the
intent to be bound by er to authenticate a record, which is: (a) Unique to
the person using it; (b) Capabie of vefification; (c) Under the sole control of
the person using it:and (éqﬁ Linked to data in such a manner that if the data
are changed the e1ectron|c*slgnature is invalidated. An Electronic
Slgnatufe method must be approved by the DHS Chief Information Officer
or his of fier des:gﬁee before it will be accepted. A list of approved
electronic signature methoeds will be posted on the state Medicaid website.

1) To be qualified for Medicaid benefits. (2) @ae-An individual who is
qualified for ‘benefits

A file con:ta‘imng md’ vudual records for all persons who are eligible or have
been éljglble for Medicaid

Inpailgnt or outpatient hospital services that a prudent layperson with an
average knowledge of health and medicine would reasonably believe are
necessary to prevent death or serious impairment of health and which,
bécause of the danger to life or health, require use of the most accessible
hospital available and equipped to furnish those services.

Source: 42 U.S. Code of Federal Regulations (42 CFR) and §424.101.

A numeric code indicating the type of error found in processing a claim:
also known as an “Explanation of Benefits (EOB) code” or a “HIPAA
Explanation of Benefits (HEOB) code”

The estimated amount a pharmacy actually pays to obtain a drug

Any surgical procedure considered experimental in nature

A statement mailed once per month to selected beneficiaries to allow them
to confirm the Medicaid service which they received

Section IV-8



Section IV

Family Planning
Services

Field Audit

Fiscal Agent

Fiscal Agent
Intermediary

Fiscal Year

Generic Upper Limit

(GUL)

Group

Group Practice

Healthcare Common
Procedure Coding

System (HCPCS)

Health Insurance
Claim Number

Hospital

Hospital-Based
Physician
HevdettPasglard
Entorpdse

Any medically approved diagnosis, treatment, counseling, drugs, supplies,
or devices prescribed or furnished by a physician, nurse practitioner,
certified nurse-midwife, pharmacy, hospital, family planning clinic, rural
health clinic (RHC), Federally Qualified Health Center (FQHC), or the
Department of Health to individuals of child-bearing age for purposes of
enabling such individuals freedom to determine the number and spacing of
their children.

An activity performed whereby a provider's facilities, procedures, records,
and books are audited for compliance with Medicaid regulations and
standards. A field audit may be conducted on a routine basis, or on a
special basis announced or unannounced.

An organization authorized by the State of Arkansasﬁafobrbéewssg Medicaid
claims

A private business firm which has entered into a bsgirgct with the Arkansas
Department of Human Services to process Medicaid clagims -

The twelve-month period between settlements of financial accounts

The maximum drug cost that may be used to compute reimbursement for
specified multiple-source drugs unless the provisions for a Generic Upper
Limit override have been met. The Generi¢ Upper Limit rhay be
established or revised by the Centers for Med’icare and Medicaid Services
(CMS) or by the State Medicaid Agency. .

Two (2) or more persons. If a service is a “group therapy or other group
service, there must be two _@ or more persons present and receiving the
service. A .

A medical pragtice in which several pfaeﬁ'tioners render and bill for
services under a single pay-to provider identification number

Federally defined procedure codes

Number assi&nédf to Medicare beneficiaries and individuals eligible for SSI

An mstltuisomthét meets the following qualifications:
sy Provides diagnostic and rehabilitation services to inpatients

s. Maintains clinical records on all patients

¢ Has by-laws with respect to its staff of physicians

«' Requires each patient to be under the care of a physician, dentist,
or certified nurse-midwife

e Provides 24-hour nursing service

¢ Has a hospital utilization review plan in effect

¢ s licensed by the State

¢ Meets other health and safety requirements set by the Secretary of
Health and Human Services

A physician who is a hospital employee and is paid for services by the
hospital

- fscal ¢ for the state Medicald
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ID Card
Individual

Inpatient

In-Process Claim
(Pending Claim)

Inquiry
Institutional Care

Instrumental
Activities of Daily
Living (IADL)

Intensive Care

Interim Billing

internal Control
Number (ICN)

International
Classification of
Diseases

Investigational
Product

Julian Date

Length“@;é%g_tﬁtay

Limited Services

Provider Agreement

Line Iltem

Long Term Care
(LTC)

Long Term Care
Facility

An identification card issued to Medicaid beneficiaries and ARKids First-B
participants containing encoded data that permits a provider to access the
card-holder’s eligibility information

A single person as distinguished from a group. If a service is an “individual”
therapy or service, there may be only one (1) person present who is
receiving the service.

A patient, admitted to a hospital or skilled nursing facility, who occupies a
bed and receives inpatient services.

A claim that suspends during system processing for suspected error
conditions such as: all processing requirements appear not to be met.
These conditions must be reviewed by the Arkansas Med;caid fiscal agent
or DMS and resolved before processing of the claim can be completed.
See Suspended Claim.

A request for information

Care in an authorized private, non-profit, pubtilcﬁ or. state institution or
facility. Such facilities include schools for the deaf, and!orbfmd and
institutions for individuals with dlsabdt{ies

Tasks which are ordinarily performed ona daily or weekly basis and
include meal preparation, housework, Iaundry, shopping, taking
medications, and travel/transportation -

Isolated and constant observation care ta patients Critically ill or injured

A claim for less than the full length of an inpatient hospital stay. Also, a
claim that is billed for serviees provided to a particular date even though
services continue beyond that date. it may or may not be the final bill for a
particular beneficiary's serviges.

The u‘nque 13-digit elaim number that appears on a Remittance Advice

A diagnosis éoding system uséd by medical providers to identify a patient's
diagnosis arefor diagnoses on medical records and claims

Any produgct that is considered investigational or experimental and that is
not appraved by.the Food and Drug Administration. The Arkansas
Medigaid Program does not cover investigational products.

Chroacloglcal date of the year, 001 through 365 or 366, preceded on a
claims pumber (ICN) by a two-digit-year designation. Claim number
example: 03231 (August 19, 2003).

Period of time a patient is in the hospital. Also, the number of days
covered by Medicaid within a single inpatient stay.

An agreement for a specific period of time not to exceed twelve (12)
months, which must be renewed in order for the provider to continue to

participate in the Title XIX Program.

A service provided to a beneficiary. A claim may be made up of one (1) or
more line items for the same beneficiary. Also called a claim detail.

An office within the Arkansas Division of Medical Services responsible for
nursing facilities

A nursing facility
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Maximum Allowable
Cost (MAC)

Medicaid Provider
Number

Medicaid
Management
Information System
(MMIS)

Medical Assistance
Section

Medically Needy

Medical Necessity

Mis-Utilization

National Drug Code

National Provider®,
Identifier (NPI)

Non-Covered'
Services

Nonpatient
Nurse Practitioner

Outpatient

The maximum drug cost which may be reimbursed for specified multi-
source drugs. This term is interchangeable with generic upper limit.

A unique identifying number assigned to each provider of services in the
Arkansas Medicaid Program, required for identification purposes

The automated system utilized to process Medicaid claims

A section within the Arkansas Division of Medical Services responsible for
administering the Arkansas Medical Assistance Program

Individuals whose income and resources exceed the leveéis for assistance
established under a state or federal plan for categerically needy, but are
insufficient to meet costs of health and medical sejvices

All Medicaid benefits are based upon medical necessity: A §erwce is
“medically necessary” if it is reasonably calculated to prevent, diagnose,
correct, cure, alleviate, or prevent the worsening of condli’rqrrs that
endanger life, cause suffering or pait, result in illness ‘or injury, threaten to
cause or aggravate a handicap, or causé physical defe;rﬁ:nty or malfunction
and if there is no other equally effective (although more conservative or
less costly) course of treatment available or suitable for the beneficiary
requesting the service. Far this purpose, a “coursg of treatment” may
include mere observation or(where appropriate) no treatment at all. The
determination of medical necessity may be made by the Medical Director
for the Medicaid Program or by the Medicaid Program Quality
Improvement Organization (Qéﬁ)j Coverage may be denied if a service is
not medically fiecessary in ‘accordance with the preceding criteria or is
generally ;fegardeé by the medical profession as experimental,
inappropriate, or ineffective Using unless objective clinical evidence
demonstrates cireumstances making the service necessary.

Any usage of the Medicaid Program by any of its providers and/or
beneficiaries which is not in conformance with both State and Federal
regulations and {aws (includesing. but not limited to, fraud, abuse, and
defects in level and quallty of care)

The unigue 11-digit number assigned to drugs which identifies the
manufacturer, drug, strength, and package size of each drug

A standardized unique health identifier for health care providers for use in
the health care system in connection with standard transactions for all
covered entities. Established by the Centers for Medicare & Medicaid

- Services, HHS, in compliance with HIPAA Administrative Simpilification —

‘45 CFR Part 162.

Services not medically necessary, services provided for the personal
convenience of the patient or services not covered under the Medicaid

Program

An individual who receives services, such as laboratory tests, performed
by a hospital, but who is not a patient of the hospital

A professional nurse with credentials that meet the requirements for
licensure as a nurse practitioner in the State of Arkansas

A patient receiving medical services, but not admitted as an inpatient to a
hospital
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Section IV

Over-Utilization

Participant

Patient
Payment

Pay-to Provider

Pay-to Provider
Number

Per Diem
Performing

Physician
Person
Place of Service

(POS)
Plan of Care

Postpayment -

Utilization Revgew

Pracphoner
Prepayment

Utilization Review

Prescripiis:f

Prescription Drug
(RX)

Primary Care
Physician (PCP)

Any over usage of the Medicaid Program by any of its providers and/or
beneficiaries not in conformance with professional judgment and both
State and Federal regulations and laws (includesing, but not limited to,
fraud and abuse)

A provider of services who: (1) provides the service, (2) submits the claim
and (3) accepts Medicaid’s reimbursement for the services provided as
payment in full

A person under the treatment or care of a physician or surgeon, orin a
hospital

Reimbursement to the provider of services for rendering a Medicaid-
covered benefit )

A person, organization, or institution authorized to feceive payment for
services provided to Medicaid beneficiaries by a person or persons who
are a part of the entity . Y .

A unique identifying number assigned to each pay-to prevn';ier of services
(Chnlc/Group/Facnllty) in the Arkansas Medicaid Program or the pay-to
provider group’s assigned National Previder Identifi ier (NPI). Medicaid
reports provider payments to the Internat Revenue Semvice under the
Employer Identification Number “Tax ID” finked in the M&eilcald Provider
File to the pay-to provider identification number. ’

A daily rate paid to institutional providers .

The physician providing, supervising, of both, a medical service and
claiming primary regpan&bﬂﬁy for ensuring that services are delivered as

billed

Any natural persen, company, firm, association, corporation, or other legal
entity ’ 5

A nationailly approved two-digit numeric code denoting the location of the
patient regeiving services

A document utilized by a provider to plan, direct, or deliver care to a patient
to meet specific measurable goals; also called care plan, service plan, or

tﬁeatmegt plan

The: review of semiices, documentation, and practice after payment

An individual who practices in a health or medical service profession

The review of services, documentation, and practice patterns before
payment

A health care professional’s legal order for a drug which, in accordance
with federal and/or state statutes, may not be obtained otherwise; also, an
order for a particular Medicaid covered service

A drug which, in accordance with federal and/or state statutes, may not be
obtained without a valid prescription

A physician responsible for the management of a beneficiary’s total
medical care. Selected by the beneficiary to provide primary care services
and health education. The PCP will monitor on an ongoing basis the
beneficiary’s condition, health care needs and service delivery, be
responsible for locating, coordinating, and monitoring medical and
rehabilitation services on behalf of the beneficiary. and refer the beneficiary
for most specialty services, hospital care, and other services.
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Section IV

Prior Approval

Prior Authorization
(PA)

Procedure Code

Professional
Component

Profile

Provider

Provider
ldentification
Number

Provider Relations

Quality Assurance

Quality Improvement

Organization

Railroad Claim.
Number

Referral

Reimbursement
Rejected Claim

The approval for coverage and reimbursement of specific services prior to
furnishing services for a specified beneficiary of Medicaid. The request for
prior approval must be made to the Medical Director of the Division of
Medical Services for review of required documentation and justification for
provision of service.

The approval by the Arkansas Division of Medical Services, or a designee
of the Division of Medical Services, for specified services for a specified
beneficiary to a specified provider before the requested services may be
performed and before payment will be made. Prior authorization does
not guarantee reimbursement.

A five-digit numeric or alpha numeric code to identify medical services and
procedures on medical claims

A physician’s interpretation or supervision and mterpretatlon of laboratory,
X-ray, or machine test procedures

A detailed view of an individual provider's cﬁa(gés to Medicaid for health
care services or a detailed view of a beneficiary's ﬁsage of health care
services B

A person, organization, or institution enrélled to prowdeénd bev reimbursed
for health or medical care services authoﬂ:-:ed under the State Title XIX
Medicaid Program

A unigue identifying number assigned to each provider of services in the
Arkansas Medicaid Program or the previder's assigned National Provider
Identifier (NPI), when applicable, that is required for identification purposes

The activity within the Medlpai&ﬁﬁgfam which handles all relationships
with Medicaid providers ~ |

Determination of quality and appropriateness of services rendered

A Quality Improvement Organization (QIO) is a federally mandated review
organlza‘hsﬁ requ:red of each state s T|tIe XIX (Medlcald) program

—The QIO momtors hospltal and

' pshysmién serwces bllled to the state’s Medicare intermediary and the

Medicaid program to assure high quality, medical necessity. and
appro;mate care for each patient’s needs.

Theénumber issued by the Railroad Retirement Board to control payments
of annuities and pensions under the Railroad Retirement Act. The claim

‘number begins with a one- to three-letter alphabetic prefix denoting the
- typeof payment, followed by six (6) or nine_(9) numeric digits.

>?An éuthorization from a Medicaid enrolled provider to a second Medicaid
-enrolled provider. The receiving provider is expected to exercise

independent professional judgment and discretion, to the extent permitted
by laws and rules governing the practice of the receiving practitioner, and
to develop and deliver medically necessary services covered by the
Medicaid program. The provider making the referral may be a physician or
another qualified practitioner acting within the scope of practice permitted
by laws or rules. Medicaid requires documentation of the referral in the
beneficiary’s medical record, regardless of the means the referring provider
makes the referral. Medicaid requires the receiving provider to document
the referral also, and to correspond with the referring provider regarding
the case when appropriate and when the referring provider so requests.

The amount of money remitted to a provider

A claim for which payment is refused
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Section IV

Relative Value

Remittance

Remittance Advice
(RA)

Reported Charge
Retroactive Medicaid
Eligibility

Returned Claim

Sanction
Screening

Signature

Single State Agency

Skilled Nursing
Facility (SNF)

~

Social Security - " .-
Administration (SSA)

Social Security
Claim Number

Source of Care

Specialty
Spend Down (SD)

A weighting scale used to relate the worth of one (1) surgical procedure to
any other. This evaluation, expressed in units, is based upon the skill,
time, and the experience of the physician in its performance.

A remittance advice

A notice sent to providers advising the status of claims received, including
paid, denied, in-process, and adjusted claims. It includes year-to-date
payment summaries and other financial information.

The total amount submitted in a claim detail by a provider of services for
reimbursement

Medicaid eligibility which may begin up to three (3) monthspnor to the date
of application provided all eligibility factors are met in ﬂq@semﬁnths

A claim which is returned by the Medicaid Program fo the provider for
correction or change to allow it to be processed pf”ag:erly

Any corrective action taken against a prowder

The use of quick, simple, medical procedures carried out among large
groups of people to sort out apparently well persons from those who may
have a disease or abnormality and to ldentlfy those in need of more
definitive examination or treatment .

The person’s original signature or initials. The person's signature or initials
may also be recorded by an electronic or digital method, executed, or
adopted by the person with the intent f6 be bound by or to authenticate a
record. An electronic signature must comply with Arkansas Code
Annotated § 25-31-101-105, including verification through an electronic
signature verification company and data links invalidating the electronic
signature if the data is changed.

The state agency authorized to administer or supervise the administration
of the Medicaid P»rogram on a statewide basis

A nursing hgme or a distinet part of a facility, licensed by the Office of
kong-Long-Tean Care as meeting the Skilled Nursing Facility
Fed@al[@tate Ileeﬁsure and certification regulations. A health facility which
wowdessﬁﬂed nl:ﬁs;ng care and supportive care on a 24-hour basis to
residents whaose primary need is for availability of skilled nursing care on
an exteﬂded basis.

A féde‘;al agency which makes disability and blindness determinations for
the Secretary of the HHS

. Thg ac’c‘ount number used by SSA to identify the individual on whose
- earnings SSA benefits are being paid. It is the Social Security Account
‘Number followed by a suffix, sometimes as many as three_(3) characters,

designating the type of beneficiary (e.g., wife, widow, child, etc.).

A hospital, clinic, physician, or other facility which provides services to a
beneficiary under the Medicaid Program

The specialized area of practice of a physician or dentist

The amount of money a beneficiary must pay toward medical expenses
when income exceeds the Medicaid financial guidelines. A component of
the medically needy program allows an individual or family whose income
is over the medically needy income limit (MNIL) to use medical bills to
spend excess income down to the MNIL. The individual(s) will have a
spend down liability. The spend down column of the remittance advice
indicates the amount which the provider may bill the beneficiary. The
spend down liability occurs only on the first day of Medicaid eligibility.
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Section IV

Status Report

Supplemental
Security Income
(SSI)

Suspended Claim

Suspension from
Participation

Suspension of
Payments

Termination from
Participation

Third Party Liability
(TPL)

Utilization Review
(UR)

Void

Voice Response
System (VRS)

Ward

Withholding of
Payments

Worker's
Compensation

A remittance advice

A program administered by the Social Security Administration. This
program replaced previous state administered programs for aged, blind, or
individuals with disabilities (except in Guam, Puerto Rico, and the Virgin
Islands). This term may also refer to the Bureau of Supplemental Security
Income within SSA which administers the program.

An “In-Process Claim” which must be reviewed and resolved
An exclusion from participation for a specified period-cftime

The withholding of all payments due to a provider until the resolution of a
matter in dispute between the provider and the state agency -

A permanent exclusion from participation in the Tifle XIX Progfain
d 37

A condition whereby a person or an organization, other. Ewam the
beneficiary or the state agency, is responsible for all or seme portion of the
costs for health or medical services incurred by the Medicaid benef iciary
(e.g., a health insurance company, aQasuaIty msurame\company; or
another person in the case of an accident; etc.).

The section of the Arkansas: Division of Medical Services which performs
the monitoring and controlliig of the quantity and qajaiﬁy of health care
services delivered under the: Medicaid Program

A transaction which deletes

Voice-activated system to request prier authorization for prescription drugs
and for PCP dssignment and change

An accommodatnon of five 5: or more beds
A reductipn or adgusiment of the amounts paid to a provider on pending
and subseq*taenﬂy»duepayméms

A type of Fhird-Fhird-Party Liability for medical services rendered as the
result of an on-the-job accident or injury to a beneficiary for which the
employer's insurance company may be obligated under the Worker's
@orgpeﬁsaﬁcg Act
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Targeted Case Management Section Il

TOC not required

261.000 Introduction to Billing 3-1-084-1-
20

Targeted case management providers use the CMS-1500 form to bill the Arkansas Medicaid
Program on paper for services provided to eligible Medicaid beneficiaries. Each claim may
contain charges for only one (1) beneficiary.

Section Ill of this manual contains information about PreviderElectrenic-Solutiens{RPES)-and

ether-available options for electronic claim submission.



Occupational, Physical, Speech Therapy Services Section Il

TOC not required

261.000 Introduction to Billing #+4-074-1-
2

Occupational, physiealPhysical, and speech-Speech-Languagetherapy Therapy providers use
the CMS-1500 form to bill the Arkansas Medicaid Program on paper for services provided to
eligible Medicaid beneficiaries. Each claim may contain charges for only one (1) beneficiary.

Section lll of this manual contains information about Provider-Elestronic-Solutions (PES)-and

other-available options for electronic claim submission.

=}




Transportation Section Il

TOC not required

251.000 Introduction to Billing 9-1-064-1

s

Ambulance transportation providers use the CMS-1500 claim format to bill the Arkansas
Medicaid Program for services provided to eligible Medicaid beneficiaries. Each claim must

contain charges for only one (1) beneficiary.

Section Il of this manual contains information about PreviderElectronic-Selutions(PES)-and

ether-available options for electronic claim submission.

252,110 National Drug Codes (NDC) Billing Protocol ¢ H-1-154-1-

Effective for claims with dates of service on or after January 1, 2€

implemented billing protocol per the Federal Deficit Reduction Act & ?.005 JThis explains policy
and billing protocol for providers that submit claims for drug HCPCSI@T codeﬁwth dates of
service on and after January 1, 2008. .

The Federal Deficit Reduction Act of 2005 mandates that Arfwsas Medlca@ require the
submission of National Drug Codes (NDCs) on glaims submitted with Healthcare Common
Procedure Coding System, Level lI/Current P%%edural Termj,nolcggg B edition (HCPCS/CPT)
codes for drugs administered. The purpose of this requir is to assure that the State
Medicaid Agencies obtain a rebate from those manufacturers who have signed a rebate
agreement with the Centers for Medicare and ﬁﬂ@egiggid Services (CMS).

Ay

A. Covered Labelers
+

Arkansas Medicaid, by &tatute, WE%only pa?&ea drug procedure billed with an NDC when
the pharmaceutical {abeler of that<drug is a red labeler with Centers for Medicare and
Medicaid Services (CMS). A ‘¢overed labeler”is a pharmaceutical manufacturer that has
entered into a federal rebate agreementwith CMS to provide each Sstate a rebate for
products reifibursed by Meglfeaid Programs. A covered labeler is identified by the first five
(5) digits of the @& To asswea product is payable for administration to a Medicaid

benef“ iciary, cofy are-thérlabeler gbde (the first five (5) digits of the NDC) to the list of
~ whlefa %wﬁa&amed on the DHS contracted Pharmacy vendor website

Aco te Etlngxﬁ“Covered Labelers” is located on the website. See Diagram 1 for an
example of this scréen. The effective date is when a manufacturer entered into a rebate
Y memen@» with ,,CMS' The Labeler termination date indicates that the manufacturer no
gbﬁw artigipates in the federal rebate program, and therefore the products cannot be
*ﬁgimbumd by Arkansas Medicaid on or after the termination date.

Diagram 1



I Transportation Section I

00002  ELI LILLY AND COMPANY 14141991

00003  E.R. SQUIBB & SONS, INC 141/191
00004 HOFFMANN-LA ROCHE 1/1/1991

00005 LEDERLE LABORATORIES 111591

00005 MERCK & CO., INC. 14111991

00007  GLAXOSMITHKLINE 14111991

00008 WYETH LABORATORIES 14111991

00003  PFIZER, INC. 141/1991

00011  BECTON DICKINSON MICROBIOLOGY SYSTEMS 10A1/1991 7/1/1998
00013  PFIZER, INC. 14141991

tr-erderffor a claim with drug HCPCS/CPT codes to be eligible §or paymefit, the detail
date of service must be prior to the NDC termination date.« Fhe NDE termination date
represents the shelf-life expiration date of the last batch prodgreed, as.gupplied on the
Centers for Medicare and Medicaid Services (CMS) quarterly tpdate. | ﬁé»date is supplied
to CMS by the drug manufacturer/distributor. e

.

Arkansas Medicaid will deny claim details with drug HCPCS/CPT codes with a detail date
of service equal to or greater than the NDC termination date. ;
A g e
When completing a Medicaid claim for i inistering a@tug, indieate the HIPAA standard
| 11-digit NDC with no dashes or spaces.  the 11-digit NDC is comprised of three (3)
segments or codes: a 5-digit labgler code}a 4-digit product code and a 2-digit package
code. The 10-digit NDC assigned by the FDAsprinted on the drug package must be
| changed to the 11-digit format by inserting a le @ zero_(0) in one (1) of the three (3)
segments. Below are exdmptes of the FDA assigned NDC on a package changed to the
appropriate 11-digit HIPAA standard format. Diagram 2 displays the labeler code as five
(5) digits with leading Zeros; the product code as four (4) digits with leading zeros; the
package code as two (2} digits withwtit leading zeros, using the “5-4-2” format.

Diagram 2

00123 0456 78
LABELER | PRODUCT | PACKAGE
CODE CODE CODE

* | (5 digits) | (4 digits) (2 digits)

Nubrﬁitted in any configuration other than the 11-digit format will be rejected/denied.
NDCsgjHled to Medicaid for payment must use the 11-digit format without dashes or
spaces between the numbers.

See Diagram 3 for sample NDCs as they might appear on drug packaging and the
corresponding format which should be used for billing Arkansas Medicaid.

Diagram 3

10-digit FDA NDC on Required 11-digit NDC
PACKAGE (5-4-2) Billing Format




Transportation Section il

12345 6789 1 12345678901
1111-2222-33 01111222233
01111 456 71 01111045671

B. Drug Procedure Code (HCPCS/CPT) to NDC Relationship and Billing Principles

HCPCS/CPT codes and any modifiers will continue to be billed per the policy for each
procedure code. However, the NDC and NDC quantity of the administered drug is now
also required for correct billing of drug HCPCS/CPT codes. To maintain the integrity of the
drug rebate program, it is important that the specific NDC from the package used at the
time of the procedure be recorded for billing. HCPCS/CPT codes submitted fising invalid
NDCs or NDCs that were unavailable on the date of service will be rejected/denied. We
encourage you to enlist the cooperation of all staff member&invm in dedg’
administration to assure collection or notation of the NDC fron package used. It
is not recommended that billing of NDCs be based on a referense list, @8NDCs vary from
one (1) labeler to another, from one (1) package S|ze to another, and frontene (1 (1) time

period to another. .

“w“ Y
Exception: There is no requirement for an NDC when Yilling for vachmes.

; - A
Il. Claims Filing a

F 2

The HCPCS/CPT codes billing units and the N%C quantityf do not always have a one-to-one
relationship. :

Example 1; The HCPCS/CPT codemay"sﬁ%éa up t@ ?‘5 migref the drug whereas the NDC
quantity is typically billed in units, millifiters or. If the patient is provided 2 oral tablets, one

at 25 mg and one at 50 mg, &gHCPC%PT c&ﬁaumt would be 1 (1 total of 75 mg) in the
example whereas the NDG quantity wm#d be 1 easﬁm unit of the 25 mg tablet and 1 unit of the

50 mg tablet). See Diagram 3

Diagram 4
25mg  S0mg \_/ 25 mg tablet
“w + o =7amg &
- 50 mg tablet
HCPCS/CPT Code Unit =1 NDC guantity = 1 each

{1 unit of Drug A totaling 75 mg) {1 unit of 2 25 mg tablet and 1 unit of 2 50 mg tablet)

Example 2: If the drug in the example is an injection of 5 ml (or cc) of a product that was 50 mg
per 10 ml of a 10 ml single-use vial, the HCPCS/CPT code unit would be 1 (1 unit of 25 mg)
whereas the NDC quantity would be 5 (5 ml). In this example, 5 ml or 25 mg would be
documented as wasted. See Diagram 5.

Diagram 5
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HCPCS/CPT Code Unit =1
(one 25 my unit of Drug B)
L ] . .
» - NDC Quantity = 5 for the 5 ml administered
e - 5 ml (or cc)
ver ml=50m inistered
Y g SOMIRISIEHS WWaste =5 ml or 25 myg
{for the & ml or 256 mg not administered)
A.  Electronic Claims Filing — 837P (Professional) 1 b }

*

Procedure codes that do not require paper billing may be bllle§alectr0*muy Any
procedure codes that have required modifiers in the past will con&&e to require modifiers.

Arkansas Medicaid will require providers using electragic filing through the Provider Portal
Provider Electronic-Solutions(PES)} to use the reqwre%%@C format when billing

HCPCS/CPT codes for administered drugs.
B. Paper Claims Filing - CMS-1500

Arkansas Medicaid will require p‘?@\islgers tﬁang drug HCPCS/CPT codes including covered

unlisted drug procedure codes to usgithen
P N

See Diagram 6 for CMS<4500" -, -
CMS-1500

For professional claims, (;Mﬁ;p1560, list the qualifier of “N4”, the 11-digit NDC, the unit of
measure qualifier (F2 Interational Unit; GR — Gram; ML - Milliliter; UN — Unit), and the
number of unifs afthe  actual ﬁﬁc administered in the shaded area above detail field 24A,

spaced and agsanged@assﬂy as in Diagram 6.

Each #@C when Qﬂ&ﬂ under%e same procedure code on the same date of service is
defi n@ “sequénce.” When billing a single HCPCS/CPT code with multiple NDCs as
detail 5&q es, the first sequence should reflect the total charges in detail field 24F and
total H CWT cede units in detail field 24G. Each subsequent sequence number
@’l&uld saﬁgv z%@sm detail fields 24F and 24G. See Detail 1, sequence 2 in Diagram 6.

‘ﬁag quaa%iy of the NDC will be the total number of units billed for each specific NDC. See
Diagram 6, first detail, sequences 1 and 2. Detail 2 is a Procedure Code that does not
requite an NDC. Detail 3, sequence 1 gives an example where only one (1) NDC is
associated with the HCPCS/CPT code.

Diagram 6
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Detail 1

Sequence 1

3667

Detail 2

Sequence 1 1

Detail 3

Procedure Code/NDC Detail Attachment Form- DMS-664

For drug HCPCS/CPT codes requiring paper billing (i.e., for manual review),‘c%ete every field
of the DMS-664 “Procedure Code/NDC Detail Attachment Form.” Attach this fornt and any other
required documents to your claim when submitting it for processing. See Diagramy’7 for an
example of the completed form. Section V of the provider manual includes. this form.

Complete instructions for accurate completion of form DMS- Gfochludfmgmdlcatlon of
required attachments) accompany the form. All forms are listed and acce§§§ble in Section
V of each Provider Manual.

Section Il

Diagram 7 ,
- 1 {& T
De;anl Seqt;*ence I NDC F;rM°: d(i:f?ec:e Drug Name/Dose/Route | Wasted
1 1 1]2]3]als]e][7]8]a]1]2] z1234 | ABC drugi25 MGI/Oral 0
1 2 ol1/1]1]1/2]2/2]2/3]3] 1234 XYZ drug/50 MG/Oral 0
3 1 4(4(4|4|4/5/5 5|5|0)6| 76789 PRQ drug/5 ML/IV ML
lll. Adjustments
Paper adjustmené for paid claims filed with NDC numbers will not be accepted. Any original

claim will have to bé‘v 8 and a rep%cement claim will need to be filed. Providers have the
option of adjusting a paper or gl&stronis claim electronically.

\ V' 4
V. Remntf@&;ﬁdwc&&

Orily the flrst‘aaques%e |n a detail will be displayed on the remittance advice reflecting either the
“total agount paid or therdenial EOB(s) for the detail.

S £ o Y
N L O\

V. Recard Retention

Each provider must retain all records for five (5) years from the date of service or until all audit
questions, dispute or review issues, appeal hearings, investigations or administrative/judicial
litigation to which the records may relate are concluded, whichever period is longer.

At times, a manufacturer may question the invoiced amount, which results in a drug rebate
dispute. If this occurs, you may be contacted requesting a copy of your office records to include
documentation pertaining to the billed HCPCS/CPT code. Requested records may include NDC
invoices showing purchase of drugs and documentation showing what drug (name, strength and
amount) was administered and on what date, to the beneficiary in question.

See Section 252.100 for additional information regarding drug code billing.
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291.000 Introduction to Billing 7-1-184-1-
20

EIDT and ADDT transportation providers use the CMS-1500 claim form to bill the Arkansas
Medicaid Program on paper for services provided to eligible Medicaid beneficiaries. Each claim

should contain charges for only one (1) beneficiary.

Section lIl of this manual contains information about ProviderElecirenic-Selutions{RES)-and

ether-available options for electronic claim submission.



’ Ventilator Equipment Section Il

TOC not required

241.000 Introduction to Billing 9-1-054-1-
20

Ventilator equipment providers use the CMS-1500 form to bill the Arkansas Medicaid Program
on paper for services provided to eligible Medicaid beneficiaries. Each claim may contain
charges for only one (1) beneficiary.

Section |Il of this manual contains information about PreviderElectronic-Solutions(PES) and

other-available options for electronic claim submission.



Visual Care Section i

TOC not required

241.000 Introduction to Billing 12-1-064-1

sl

Visual care providers use the CMS-1500 claim form or the CMS-1500 form to bill the Arkansas
Medicaid Program on paper for services provided to eligible Medicaid beneficiaries. Each claim
may contain charges for only one (1) beneficiary.

Section |II of this manual contains information about PreviderElectronic-Solutions{PES)-and

other-available options for electronic claim submission.



