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APRN Signature

Effective September 1, 2018, Arkansas Medicaid Prosthetics Manual and appropriate forms

have been updated to comply with Act 372 adding Advanced Practice Registered Nurse (APRN)
authorization for durable medical equipment (DME).
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Prosthetics Section i

TOC not required

203.100 Documentation in Beneficiary’s Case Files 9-1-18
The provider must develop and maintain sufficient written documentation to support each service
for which billing is made. Ail entries in a beneficiary's file must be signed and dated by the
individual who provided the service, along with the individual's title. The documentation must be

kept in the beneficiary’s case file. =
m
Documentation should consist of, at a minimum, material that includes: ')
A.  An audit trail between the prosthetics provider, the beneficiary, the beneficiary’s pri 5 &
care physician and advanced praciice registered nursé and the Division of Medica! 4 cC &=
Services. I B = =
B.  When applicable, documentation including the request for and approval of prior e é 1
authorization and/or the request for and approval of extension of benefits for servicgy ) 3
provided. B iy ' r({_}) A =
C.  Prescriptions for prosthatics services,":s‘,'igr.ied and dated by the beneficiary's prima%care
physician or advanced practice registered nurse within the scope of practice. e

D.  The prosthetics provider's signed and dated: - 193] ;

1. Certification that used ef_cjﬂibfngnt is reconditioﬁed. is in good working order and has
no defects in workmanship or material
The beneficiary's consent tci:_i'e.ceii;él‘éé;wict?s
Notificatict of termination of iii;if@.sthet__icsj'sle'r"\é_i;':e_s ‘
Documeniation to reflect that né@és;ééfy"training and orientation has been provided to
the beneficiary and any other applicable persons

5. Any additional or special documentaﬁon, requested in writing, that is needed to

- provide fair and impartial review of individual cases, requested in writing.

211100  Conditior -@:,Proﬁisfi'én, of Services | 9-1-18

The following conditions hhﬂst be met for the provision of services:
A.  The ﬁéﬁeﬂciary must feside in the state of Arkansas.
B. The indi\}idﬁal must be an Arkansas Medicaid beneficiary.

C. Services must béfme_dically necessary and prescribed by the beneficiary’s primary care
physician (PCP}) or.Advanced Practice Registered Nurses {(APRN) unless the beneficiary is
exempt from PCP requirements. A PCP referral is required. See Section I.

D.  Abeneficiary is accepted for services on the basis of a reasonable expectation that his or
her medical needs can be adequately met by the provider.

E.  When applicable, Form DMS-679, titled Medical Equipment Request for Prior Authorization
and Prescription, must be utilized when requesting prior authorization for wheelchairs,
wheelchair seating systems, wheelchair repairs, for eligible Medicaid beneficiaries. View
or print form DMS-679 and instructions for completion.

F.  When applicable, form DMS-679A, titled Prescription & Prior Authorization Request for
Medical Equipment Excluding Wheelchairs & Wheelchair Components, must be utilized
when requesting prior authorization for some medical supplies (i.e.: compression bum
garments), orthotics appliances, prosthetic devices and durable medical equipment,
excluding wheelchairs, wheelchair seating systems or wheelchair repairs, when these

U3AIF03y



Prosthetics

iterns are prescribed for eligible Medicaid beneficiaries. View or print form DMS-679A
and instructions for completion.

G. When applicable, form DMS-602, titled Request for Extension of Benefits for Medical
Supplies for Medicaid Beneficiaries Under Age 21, must be utilized when requesting
extension of benefits for medical supplies for beneficiaries under age 21. View or print

form DMS-602 and instructions for completion.

H.  When applicable, form DMS-699, titled Request for Extension of Benefits, must be utilized
when requesting extension of benefits for diapers and underpads for eligible beneficiaries
ages three and older. View or print form DMS-699.

i The beneficiary must reside in his or her own dweliing, an apartment, relative’s or friend’s
home, boarding home, residential care facility or any other type of supervised living
situation that is not required to provide prosthetics services as part of the facility's
patticipation agreement as a service provider.

A beneficiary's place of residence for services may not include a hospital, skilled nursing
facility, intermediate care facility or any other supervised living situation that is required to
provide prosthetics services under a pravider agreement or contract as required by federal,
state or focal reguiation. i

S

211.200 Physician’s Role in the;Pt?SSiE_he;ics Program - 9-1-18

At least once every 6 months, the prih';;lf':iry care_physician or advanced practice registered nurse
within the scope of practice must certify the me‘di'c-ﬁ:’al necessity for services and prescribe them by
signing and dating a-prescription. When applicable, the primary care physician or advanced
practice registerqcﬁ'nfgkée iééifh-ip'the scope’of _,pr“_*aqjce must complete a prior authorization form;
either a Medical Eqidpment Request for Prior Authorization and Prescription Form (form DMS-
679) when prescribing services gqr'wheelchairs and wheelchair seating systems, or wheelchair
repairs or a form DMS<679A, titled Prescription & Prior Authorization Request for Medical
Equipment Excluding Wheglchairs & Wheelchair Components, when prescribing orthotic
appliances, prosthetic deviées or durable medical equipment. View or print form DMS-679 and

instrections for comp letion. View or print forfh DMS-679A and instructions for

b

completion. o
211300 - Prosthetics Service Provision 9-1-18

At least once:'ev,ery 6 months},"t'tie prosthetics provider must receive a prescription for prosthetics
services from either the beneficiary's primary care physician or advanced practice registered
nurse within the scope of practice and, when applicable:

A.  Prepare a Medical Equipment Request for Prior Authorization and Prescription Form (form
DMS-679) for wheelchairs, wheelchair seating systems or wheelchair repairs for
beneficiaries 21 years of age or older and for specified services for beneficiaries under age
21. View or print form DMS-679 and instructions for completion.

B. Prepare a Prescription & Prior Authorization Request for Medical Equipment Excluding
Wheelchairs & Wheelchair Compenents for some medical supplies (i.e.: compression burn
garments), orthotic appliances, prosthetic devices and durable medical equipment for
beneficiaries 21 years of age or older and for specified services for beneficiaries under age
21. View or print form DMS-679A and instructions for completion.

C. Send the prepared request for prior authorization to either the beneficiary's primary care
physician or advanced practice registered nurse within the scope of practice for
prescriptions

Section i



Prosthetics Section il

D.  Send the completed Medical Equioment Request for Prior Authorization and Prescription
Form (form DMS-679) to the Arkansas Foundation for Medical Care for prior authorization.

View or print the AFMC contact information.

E. Send the Prescription & Prior Authorization Request for Medical Equipment Excluding
Wheelchairs & Wheelchair Components to the Arkansas Foundation for Medical Care, Inc.
(AFMC) for prior authorization. View or print the AFMC contact information,

As necessary, the provider must;

A.  Deliver and set up the prescribed equipment in the beneficiary’s home,

B.  Teach the beneficiary, families and caregivers the correct use and maintenance of
equipment, A

C.  Repair equipment within 3 working days of notiﬁcéﬁion,
Retrieve from the beneficiary's home equiprient no longér prescribed for the beneficiary
and g 1

\\‘;L 5
b

E.  Provide necessary documentation.

211.400 Prescription and Referral Renewal Y g-1-18

At least once every 6 months, buf withjii: 30 working days before the end of currently prescribed
or prior authorized prosthetics serviges, the prosthetics provider must obtain a new prescription
from either the beneficiary's primary care physician or advéngied practice registered nurse within
the scope of practice and, if applicable; send a new prior authogization form to the applicable
entity. The primary cdre physician or advanced practice .registé‘régj nurse within the scope of
practice must initiafly review sither form DMS-679 orform DMS-679A, and, based upon the
physician's certiﬁég%iﬁn of medical necessity, prescribe services. Form DMS-679 or form DMS-
679A must then be reviewed by the applicable entity and services must be prior authorized. If
services are prescribéd( and when applicable, prior authorized, services may be furnished for a
maximum of 6 months from the date of the prescfiption.

211500 SewiGETn,ﬁi'mfnn\ﬁams ‘ 8-1-18

If all prescribed prosthetics services are not begun by the prosthetics provider within 30 working
days of the prescription date, the prosthetics provider must notify the beneficiary and either the
beneficiary’s pimary care physician or advanced practice registered nurse within the scope of
practice in writing and explain the delay. The provider must retain documentation justifying the
service delay.

211.600 Termination of Services 9-1-18

If prosthetics services are terminated, the provider must notify either the beneficiary’s primary
care physician or advanced practice registered nurse within the scope of practice and the
beneficiary (if not deceased) in writing, within 10 working days of the termination, documenting
the effective date of and reasons for the termination.

221.100 Request for Prior Authorization 9.1-18

The request for prior authorization must originate with the prosthetics provider. The provider is
responsible for obtaining the required medical information and prescription needed for
completion of the prior authorization request form.

A.  The Medical Equipment Request for Prior Authorization and Prescription Form (Form
DMS-679) will be used when requesting prior authorization for wheelchairs, wheelchair
seating systems and wheelchair repairs. The primary care physician or advanced practice
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registered nurse within the scope of practice must sign the DMS-678. The primary care
physician’s or advanced practice registered nurse’s signature must be an original, not a
stamp.

Form DMS-678 must contain a diagnosis of the disease(s) necessitating use of prosthatics
services. View or print form DMS-679 and instructions for completion.

B. The Arkansas Foundation for Medical Care, Inc., {(AFMC) reviews requests for prior
authorization for some medical supplies {i.e., compression bum garments), orthotic
appliances, prosthetic devices and durable medical equipment, excluding wheelchairs,
wheelchair seating systems and wheelchair repairs. Form DMS-679A, titled Prescription
and Prior Authorization Request for Medicaid Equipment Excluding Wheeichairs &
Wheelchair Components must be completed for use with those items of durable medical
equipment, excluding wheelchairs, wheelchair seating systems and wheelchair repairs.

24219 Specialized Wheelchairs and Wheelchair S8eating Systems 9-1-18
for Individuals Age Two Through Aduilt '

Arkansas Medicaid covers wheelchairs and wﬁéeldhair seating systems for individuals ages two
through adult. L et

For any item to be covered by Arkansas Medicaid, the beneficiary must be sligible for a defined
Medicaid Aid Category. Coverage is subject to theL{gqqi_rfém:eﬁt that the equipment must be
medically necessary for the diagngsis or treatment of an fliness or injury to improve the

functioning of an affected body part, and must meet all other Medicaid statutory and regulatory

requirements and established criteria, . (.

be covered in every:instance. . o

o o S

The beneficiary’s diagnosis must warréqtr‘the tyﬁé'qf equi_pmeﬁt being purchased. ltems may not

Providers are califioned that an approved prior authorization does not guarantee payment.
Reimbursement is ceptingent upon eligibility of both the beneficiary and the provider at the time
service is provided and submission of an accurate and complete request. The DME provider is
responsible for Verifying\'ihg eligibitity of the beneficiary at the time service is provided.

Speciglized wheé]chgfrs__and"wh'eel_chair ééaﬁri_g sy'sd;cems must be ordered by a physician.

For those services that &re not inctuded in the Arkansas Medicaid State Plan, (e.g., highly
technological wheelchairs‘and rehab equipment), the PCP must complete form DMS-693, titled
Early and Periodic Screening, Diagnosis and Treatment (EPSDT) Prescription/Referral for
Medically Necessary Services/items Not Specifically Included in the Medicaid State Plan. View
or print form DMS-679 and instructions for completion.

NOTE: If thesefvi@é or item(s) are specifically included in the Arkansas Medicaid
State Plan, the completion of form DM5-693 is not required.

When a request is submitted for a power wheelchair, Power-Operated Vehicle (POV) or
specialized manual wheelchair, the following Medicaid requirements must be met:

A. A Prescription & Prior Authorization Request for Medical Equipment form (DMS-679) must
be completed and submitted. This form must not be altered by the provider. View or print
form DMS-679 and instructions for completion.

B. The DMS-679 must be signed and dated by the beneficiary's PCP, APRN or the ordering
physician. The signature must be original. Stamp signatures are not acceptable.
Medicaid will accept electronic signatures provided the electronic signatures comply with
Arkansas Code § 25-31-103 et seq.

C. Correct Medicaid procedure codes and modifiers must be utilized. Requested items will be
denied if correct procedures codes and modifiers are not used.
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D. Al requests for prior authorization must be tegible (felt pens must not be used).
E.  Medicaid requires the submission of the original request,

F.  Medica! documentation from the beneficiary's PCP, APRN or ordering physician which
included a detailed face-to-face medical examination must be submitted to establish
medical nacessily.

G.  An Evaluation for Wheelchair and Wheelchair Seating form (DMS-0843) must be
submitied. This evaluation will be completed in three paris:

Part A—to be completed by the DME provider.

2. Part B—to be completed by the assistive technology practitioner or can be
completed by a physical therapist or occupationat therapist or seating specialist for
Group 1 (one) and Group 2 (two) power wheélchairs with no power options.

3. Part C—to be completed by the beneficiary’s PCP,APRN or the ordering physician.

An Evaluation for Wheelchair and Wheelchair Seatiﬁg form (DMS-0843) must be
completed for all specialized wheélchairs except for rental wheelchairs. View or
rint form DMS-0843 and instructions for completion, - -

H. A manufacturer's order form documenting the suggested retail price for the brand and
maodel wheelchair and accessories and a manufacturer's quote must bé submitted with the
DMS 679. s et

A DMS-693, Early and Periodic Screening, Diagnosis and Treatment (EPSDT) form, must
be submitted for all pediatric wheglchairs and include detailed PCP or APRN medical
documentation that clearly demonstrates medical necessity and clearly identifies the
medical condition dnd the specific equipment that will meet the beneficiary's medical
needs. Form DMS-693and the supporting documentation must be submitted as an
attachment fo the request for prior authorization. It will then be reviewed for medical
necessity. View ot print forrn DMS-693. -

J. [l requiréments A throughlarenot .cor_nple'téld correctly, the request couid be denied.

K. Arkansas Medicaid requiires a Durable Medical Equipment (DME) provider to employ a
- RESNA (Rehabilitation Engineering and Assistive Technology Socisty of North America)
Ce_ﬁiﬁed ATP (Assistive Technology Practitioner) who specializes in wheelchair sealing.
The ATP will provide direct in-persan recommendations for evaluation of the beneficiary's
wheelchair selection, and is employed by the supplier. This applies for specialized manual
wheelchair and power @b_’eelchair in the category of Group 2 (single power option) and
above. : N

The ATP’s involvement in_ihé wheelchair selection must be documented. Documentation of the
ATP's involvement does not qualify as a face-to-face examination and may not be cosigned by a
physician.

Procedure codes found in this section must be billed either electronically or on paper with
modifier EP for beneficiaries under 21 years of age or modifier NU for beneficiaries age 21 and
older. When a second modifier is listed, that modifier must be used in conjunction with either EP
or NU.

Modifiers in this section are indicated by the headings M1 and M2. Prior authorization
requirements are shown under the heading PA. If prior authorization is needed, that information
is indicated with a “Y” in the column; if not, an “N” is shown.,

Other coding information found in the chart:

L The purchase of this component for beneficiaries age 21 and older is limited to one
per five-year period.
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Section |l

2

dk

& kkk

Note:

The purchase of this wheelchair component for beneficiaries under age 21 is

limited to one per two-year period.

The purchase of wheelchairs for beneficiaries age 21 and older is limited to one per

five-year period.

Bill only for beneficiaries under age 21.

This procedure code is payable for beneficiaries ages 2 through 20. Prior

authorization is required through Utilization Review.

Items listed require prior authorization (PA) when used in combination with other
items listed and the total combined value exceeds the $1,000.00 Medicaid

maximum allowable reimbursement limit.

Prior authorization is not required when other msurance pays at least 50% of the

Medicaid maximum allowable relmbursement amount

WIC or wic indicates wheelchair.

&(...) This symbol, along with text in parentheses |nd|cates the Arkansas Medicaid
description of the product. When usmg a procedure code W|th this symbol, the
product must meet the indicated Arkansas Medicaid descnptlon

Specialized Wheelchairs and Wheelchair Seatmg Systems for Indmduals
Age Two Through Adult (Sectlon 242. 191) e

i

National

Procedure ek Payment

Code M1 MZ Descnptlon -;ﬂ:: PA Method

E0700 NV!J; U‘I Safety eqmpment eg belt harness or N****  Purchase
EPR. U1 vest b, 0 | S

E0700 NU"‘:B Uz “(Trave! restramtauto safe harness E-Z N** Purchase
EP™ U2 onvest no known comparable product)

A Safety eqmpment e, g belt harness or
Vet . vest , 3
EQ950 NO **(Tray for W/C) W/C accessory, tray, Y Purchase
""'—‘_‘:_".‘.' ¢ EP '4'"_",':‘, '.eaCh
E0950 NU U2 f‘f-*,;(ABs tray 4-SM 51.3) W/C accessory, Y Purchase
-~ EP U2 "-':‘tray each”

E0O50 " NU U3 ,.#_(VV/C Tray, Custom) W/C accessory, Y Purchase
EP . U3 -tray, each

E0950 NU “.U4  &(Tray, customized) W/C accessory, N Purchase
EP U4 tray, each

E0Q950 NU U5 #&(Clear upper Ex support system) W/IC Y Purchase
EP U5 accessory, tray, each

EQ950 NU U6 #&(Lap Tray Switch Array}) Wheelchair Y Purchase
EP U6 accessory, tray, each

E0950 NU U7 Wheelchair accessory, tray, each Y Purchase
EP U7

E0950 NU U7 #&(Removable Hinged Overlay for Tray) Y***  Purchase
EP U7 WI/C accessory, tray, each
UE

E0950 NU U8 &(Lap Tray for Switch Array) Wheelchair Y Purchase

EP U8 accessory, tray, each
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Specialized Wheelchairs and Wheelchair Seating Systems for Individuals
Age Two Through Adult (Section 242.191)

National
Procedure Payment
Code M1 M2 Description PA Method
E0951 NU Heel loop/holder, with or without ankle N****  Purchase
EP strap, each
E0952 NU Toe loop/holder, each N****  Purchase
EP
EQ955 NU Wheelchair accessory, headrest P, N Purchase
EP cushioned, any type, mcludmgvf' ixed
mounting hardware, each #
E0956 NU #(Trunk supports for anyy\lfC 'oﬁjer than N*** Purchase
EP travel, with hardware) Wheelchalrlg; -
accessory, Iateral runk or hip support
any type, includ Eitd i
hardware, each i\, oy
E0956 NU U1 &(Lateral trunk sﬁvports swung gway, N,*‘r}j_‘ Purchase
EP U1 eacE) “Wheelchair acce%sory, lateral Tty
trunk or hip,support, arﬁf{fpe including -
fixed rL'loLmhng hardware, eqmb
E0956 &(Med ‘:-_he"f Pafiel Support) i, N****  Purchase

s"imountlng hardware "'_?.ach

“‘”"-;{gteral trunk%r h|p
ading i
! ‘:ﬁ

N***  Purchase

W‘heelchalr accessory, medial thigh N Purchase
' support ( -flip-up) any type, including
fixed mountlng hardware, each
: Mgnua! V\?!C accessory, one-arm drive N****  Purchase
’aﬁachment each
E0959 NU - g % ,(Amputee adapters for conventional N****  Puyrchase
EP- g:halr ea.) Manual W/C accessory,
adapter for amputee, each
EQ0959 NU #{Amputee axle plate for high N****  Purchase
EP performance manual W/C, ea.) Manual
wheelchair accessory, adapter for
amputee, each
E0959 NU U1 Manual W/C accessory, adapter for N Purchase
EP U1 amputee, each
E0O960 NU W/C accessory, shoulder harness/straps N Purchase
EP or chest strap including any type
mounting hardware
EQ961 NU Manual W/C accessory, wheel lock brake  N****  Purchase
EP extension (handle), each
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Specialized Wheelchairs and Wheelchair Seating Systems for individuals
Age Two Through Adult (Section 242.191)
National
Procedure Payment
Code M1 M2 Description PA Method
E0S66 NU Manual wheelchair accessory, headrest ~ N***  Purchase
EP extension, each
E0967 NU #&(Hand rim, any type) Manual W/C N****  Purchase
EP accessory, hand rim w/projections, any
type, replacement only, each
E0967 NU U1 &(Hand rim, any type) Manual WIC N****  Purchase
EP U1 accessory, hand rim wfprolecllons any
type, replacement only, each
E0967 NU U2 &({Hand rim, any typé), Manual WIC N***  Purchase
EP U2 accessory, hand rimwfprOJectlons any_
type, replacement only, each
E0967 NU U3 &(Hand rim, anytype) Manual W/C “N%** Purchase
EP U3 accessory, hand rim W[pI‘OJeCtlonS any Lk
type,. replacement only, each
E0967 NU U4 **(Hand nm any type) Manua! W/C N****  Purchase
EP U4 accessaty, hand rim w/prOjecﬁons any
type, replacementonly, each _
EQ970 NU ..« - - No. 2fcotplal;es exceptfor elevatmg N****  Purchase
ER legrest i r ]
E0971 NU-, Anti-tippmg devlce W/C N****  Purchase
EPL
E0973.- . . NU = © wrc accessory, ad]ustable height, N***  Purchase
BT =l SER. detachable armrest complete assembly,
<N each 2
EOQ?S N NU U_‘l #*{HelghtAdj Arms replacement) W/IC ~ N*** Purchase
N EP U1 - accesSory, adjustable height, detachable
a‘rmrest complete assembly, each
E0974 ~. NU Manual wheelchair accessory, antl- N****  Purchase
~EP. }’rollback device (# grade aids), each
EQ978 NU / __~Wheelcha|r accessory, positioning N****  Purchase
EP . . - belt/safety belt/pelvic strap, each
EQ978 NU U1 #&(Belt, safety or chest, w/pad) N*** Purchase
EP U1 Wheelchair accessory, positioning N
belt/safety belt/ pelvic strap, each
EQ978 NU U2 Wheelchair accessory, positioning N****  Purchase
EP U2 belt/safety belt/peivic strap, each
EQ980 NU #(Chest panel, 21-SM 22-LG) Safety N****  Purchase
EP vest, wheelchair
EQS80 NU U1 #(Shoulder retractors) Safety vest, W/IC  N*** Purchase
EP U1
E0981 NU W/C accessory, seat upholstery, N Purchase
EP replacement only, each
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Specialized Wheelchairs and Wheelchair Seating Systems for Individuals

Age Two Through Adult (Section 242.191)

Natlonal
Procedure Payment
Code M1 M2 Description PA Method
E0982 NU W/C accessory, back upholstery, N****  Purchase
EP replacement only, each
E0982 NU U1  #%(Standard back upholstery N****  Purchase
EP U1 replacement} W/C accessory, back
upholstery, replacement only, eaqtl
E0990 NU #(Elevating foot, leg rest) Wl N****  Purchase
EP accessary, elevating leg
assembly, each :
E0990 NU U1  &(Elevating Leg RestQO Degree ‘*«1@“‘ N****  Purchase
EP U1 18" Width) wW/C accessory, elevating leg
rest, complete ass membly, each k‘
E0992 NU % (Manual wheélch accessoly, solid Purchase
EP seat) %a\& ;-«?} L
E0992 NU U1 N**** .. Purchase
EP U1
E0992 NU U2 **(Foﬁnp d PlyWODd Flat Srde Manual N****  Purchase
wheelchal’wghccessory id seal j’\
E0992 ¥ (Foam & Rly S1:NP1 Like S N Purchase
‘ Manual wheelcha] LG 'essoryé*sohd seat)
E0992 **(A vqJ’ustable SO‘Id standard seat with N****  Purchase
U4 hard are Manual %Qeelchalr accessory,
""'-‘so_a : t).. N
Afmrest, ea"é' : N****  Purchase
R
‘%‘,_?_.‘s
. W/C* accessory power seating system, tilt  Ye Purchase
ply e
VWC accessory, power seating system, Ye Purchase
recllne only, with mechanical shear
_e_ uction
E1006 _ WiC accessory, power seating system, Y Purchase
combination tilt and recline, w/o shear
reduction
E1007 NU Wheelchair accessory, power seating Y Purchase
EP system, combination tilt and recline, with
mechanical shear reduction
E1010 NU W/C accessory, addition to power seating Y Purchase
EP system, power leg elevation system,
including leg rest, each
E1020 NU #(Adjustable Contour Lateral Thigh N****  Purchase
EP Support) Residua! limb support system

for W/C
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Specialized Wheelchairs and Wheelchair Seating Systems for Individuals
Age Two Through Adult (Section 242.191) '
National
Procedure Payment
Code M1 M2 Description PA Method
E1028 NU Wheelchair accessory, manual N Purchase
EP swingaway, retractable or removable
mounting hardware for joystick, other
contro! interface or positioning accessory
E1029 NU #(Ventilator Tray With Battery Tray) Y Purchase
EP Wheelchair accessory, ventllatortray,
fixed ‘Jf..wf
E1030 NU Wheelichair accessory, .ventllator tray, Y Purchase
EP gimbaled ¥ =;- i,
E1050* NU Full reclining W/G, f' xed fu!l-iength arms N****  Purchase
EP swing-away, detachabte elevating L
Iegrests . .
E1060* NU Full rechmng W.'C detachable arms desk Ye . Purchase
EP or full-length, swing- away detachable ey
eievatlng legrests o -
E1070#% EP (A maxnmum use of three rqonths only) Y Rental only
Fully-rechmng wheelchalr detachable
_arms, (desk or full-length) swmg-away,
-+ detachable fobtrest/elevated legrest
E1084* NU Hemi-W/C; detachab[e arms, desk or full-  N****  Purchase
ERf% Iength swing- away detachable elevating
. legrests .
E1086* SUNENENU Hei WIC. detachabte arms, desk or ful-  N**** Purchase
o EP. ' Eength swmg—away, detachable footrests
E1086* NU U1 " Hemi W/C, detechable arms, deskor full- Y Purchase
EP U1 ‘_“-_.\Iength §wmg away detachable footrests
E1088*'” NU “High strength lightweight W/C; Ye  Purchase
EP detachable arms, desk or full-length,
.swwg away, detachable, elevating
- -ﬂegnxﬁs
E1090 NU - .H|gh-strength lightweight WIC N****  Purchase
EP .~ detachable arms, desk or full-length,
swing-away, detachable footrests
E1092* NU Wide, heavy-duty W/C; detachable arms, Ye Purchase
EP desk or full-length, swing-away,
detachable, elevating legrests
E1093* NU Wide, heavy-duty W/C; detachable arms, Ye Purchase
EP desk or full-length arms, swing-away,
detachable footrests
E1110* NU Semi-reclining W/C; detachable ams, Ye Purchase
EP desk or full-length, elevating legrest
E1161 NU Manual adult size W/C, includes tilt in Ye Purchase
EP

space
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Specialized Wheelchairs and Wheelchair Seating Systems for individuals
Age Two Through Adult (Section 242.191)
National
Procedure Payment
Code M1 M2 Description PA Method
E1170* NU Amputee W/C; fixed full-length arms, N***  Purchase
EFP swing-away, detachable, elevating
legrests
E1172* NU Amputee W/C; detachable arms, deskor Y Purchase
EP full-length, without footrests or Iegrests
E1180* NU Amputee W/C; detachable armis:de Ye Purchase
EP full-length, swing-away, detachable
footrests :
E1200* NU Amputee W/C; fixed fulltlength arms N****  Purchase
EP swing-away, detaé‘habfe footrests
E1220* NU W/C, speCJaIIy\srzed or constructed Manually
EP (indicate bra a\me model number Priced
if any, and justifi catlon) B
E1225 NU #(Fglding Backrest, 8 Dagh N****_. Purchase
EP Low @QS" iy 16"2 Manual W, C“accessory,
S
seml-re%g{nng bac,lé (recliné’ greater than
15 degrees, but less than 80 Elegrees)
‘each ’ig-,:ag . w0 g,,)&
E1228 A(Folding Backrest Tall 19°:20") ~  N** Purchase
Spemal back helght for W/Cﬁ"‘é”ff‘; '
E1228 **(Fo]ding Stral"'ht Backrest Low, (15"-  N**** Purchase
=, 167 ‘Special back’ he[ght for W/C
< FR(l 'oldmg Stralght Backrest Tal, 19" - N****  Purchase
2Q ) SpeCIaI back helght for W/C
: **(Hrgh back contour seat}) Special back N**** Purchase
sy, 5 _helght for W/C
E1228 ‘ uz | **(Posmonlng tall back) Special back N****  Purchase
3": P U2 h ;lght for W/C
E1230* | Ny ‘Poler operated vehicle (three- or four- Ye Purchase
EP« & yvﬂeel nonhighway), specify brand name
.~ and model number
E1230 EP U1 Power operated vehicle (three- or four- Y Purchase
NU U1  wheel nonhighway), specify brand name
and model number
E1232* EP WI/C, pediatric size, tilt-in-space, folding, Ye Purchase
adjustable, with seating system
E1233* EP WI/C, pediatric size, tilt-in-space, rigid, Ye Purchase
adjustable, without seating system
E1234* EP WIC, pediatric size, tilt-in-space, folding, Ye Purchase
adjustable, without seating system
E1235* NU Wheelchair, pediatric size, rigid, Ye Purchase

EP adjustable, with seating system




Prosthetics

Section Il

Specialized Wheelchairs and Wheelchair Seating Systems for Individuals

Age Two Through Adult {Section 242.191}

National
Procedure Payment
Code M1 M2 Description PA Method
E12357 EP U1 #{Rigid W/C Frame) W/C, pediatric size, Y Purchase
rigid, adjustable with seating system
E1236 EP Wheelchair, pediatric size, folding. Y Purchase
adjustable, with seating system
E1237* EP W/C, pediatric size, rigid, adjusuta’b,lge, Ye Purchase
without seating system :
E1238* EP W/C, pediatric size, fo!dlng,'adjustabb Ye Purchase
without seatlng system INY _
E1240* NU Lightweight WIC; d '_':_hab[e arms,’ desk Ye  Purchase
EP or full-length, s way, detachable, -
E1260* NU Lightweight W/C: N****  Purchase
EP or full-fength, swmg' R
E1280* NU Y Purchase
EP
E1290* 1V R— Ye Purchase
EP .. s
E2201 NU "*k(Seat Width 20“) Manual wic N***  Purchase
ER. accessory, nonstandard seat frame width
> than or equai to 20 mches and < 24
mches _
E2201 NU U1 **(Frame Wrdth 14"- 15"") Manual w/c N****  Purchase
L EP U1 accessory, nonstandard seat frame
oF " wxdth>than or equal to 20 inches and <24
inches -
E2201 NU U2 "J,**(Frame Wldth 19"-20") Manual wic N****  Purchase
EP U2 accessory, nonstandard seat frame
_width>than or equal to 20 inches and <24
-, inches
E2201 NU U3’ Manual wic accessory, nonstandard seat  N****  Manually
EP U3 frame width > than or equal to 20 inches Priced
and <24 inches
E2203 NU #(Seat Depth 15"} Manual w/c N****  Purchase
EP accessory, nonstandard seat frame
depth, 20 to less than 22 inches
E2203 NU U1 &(Seat Depth 17" - 18") Manual w/c N****  Purchase
EP U1 accessory, nonstandard seat frame
depth, 20 to less than 22 inches
E2203 NU U2 &(Frame, Long; 16", 17"3, 18", 19"3, 20" N****
EP U2 Depth) Manua! w/c accessory, Purchase

nonstandard seat frame depth, 20 to less
than 22 inches




Prosthetics Section I

Specialized Wheelchairs and Wheelchair Seating Systems for Individuals
Age Two Through Adult (Section 242.191)

National
Procedure Payment
Code M1 M2 Description PA Method
E£2203 NU U3 &(SeatDepth 19" - 20") Manual w/c N****  Purchase
EP U3 accessory, nonstandard seat frame
depth, 20 to less than 22 inches
E2203 NU U4 Manual w/c accessory, nonstandard seat N Manually
EP U4 frame depth, 20 to less than 22 inches Priced
E2206 NU Manual wheelchair accessory, wheel Iock N Purchase
EP assembly, complete, each -
E2207 NU Wheelchair accessory,i Purchase
EP holder, each
E2208 NU Wheelchair ace Purchase
EP carrier, each & &
E2209 NU Wheelchair accessory arm trough each N.- Purchase
EP ; e '
E2210 NU Wheetchalr accessory,%ear; gs, any N  Purchase
EP type, ‘!;% w"facgment only, eac q‘x
E2211 NU Manuaﬁvhee]chatr accessory, leumatic N Purchase
EP .. propulsiori@;g, any size; ﬁfi"h <
E2212 N “Man lct : : N Purchase
pneumatic prop'“ ntire, ani? srze each
Manl}al wheelchalr ZAccessory, insert for N Purchase
it neu ijrOpU|SIOn tire (removable),
o “any fype; Wny size, each
Mar}ual wheelchalr accessory, pneumatic N Purchase
caster tlre any size, each
Manual wheelchalr accessory, tube for N Purchase
heumatic caster tire, any size, each
Manual wheelchair accessory, solid N Purchase
=P y (rubberlplashc) propulsion tire, any size,
N each
E2221 NU “Manual wheelchair accessory, solid N Purchase
EP (rubber/plastic) caster tire (removable),
any size, each
E2226 NU Manual wheelchair accessory, caster N Purchase
EP fork, any size, replacement only, each
E2231 NU Manual wheelchair accessory, solid seat Y Purchase
EP support base (replaces sling seat),
includes any type mounting hardware
E2291 EP Back, planar, for pediatric-size N Manually
wheelchair, including fixed attaching Priced

hardware




Prosthetics

Section

Specialized Wheelchairs and Wheelchair Seating Systems for Individuals

Age Two Through Adult {Section 242.191)

}Jatjona!
Procedure Payment
Code M1 M2 Description PA Method
E2292 EP Seat, planar, for pediatric-size N Manually
wheelchair, including fixed attaching Priced
hardware
E2283 EP Back, contoured, for pediatric-size N Manually
wheelchair, including fixed attachlng Priced
hardware - i
E2294 EP Seat, contoured, for pedmtnc—snze N Manually
wheelchair, including ﬁxed attachmg Priced
hardware %, o
E2295 EP Manual wheelchaif_agééssory, for . Y Manually
pediatric size wheelchair, dynamic Priced
seating frame,’ aﬂows coordinated
movement of mu]txple posutlonmg features
E2310 NU Power. wlc accessory, electmn:o Y Purchase
EP connectlon between wheelchalr controller
and one- power seatmg system motor,
mcludnng all retated electronics, ‘Indicator
feature, mechanlcal functlon selection
.. switch, and ﬁxed mountlng hardware N
E2311 NU =~ Powerwic aucessory, electranic . Y Purchase
ERs. connection between wheelchaif controller
. and two or more power seating system
My motors including all related elsctronics,
indicator feature, mechanlual function
- selection sw1tch and fixed mounting
37 hardware %
E2322 NU -;._,,_Power w/c accessory, hand control Y Purchase
e EP ‘interface, multlple mechanical switches,
nonpropomona! including al! related
A, electronics, mechanical stop switch, and
" N_ﬁxed mounting hardware
E2323 NU . Power wic accessory, specialty joystick Y Purchase
EP ~handle for hand contro! interface,
prefabricated
E2324 NU Power w/c accessory, chin cup for chin Y Purchase
EP control interface
E2325 NU Power w/c accessory, sip & puff interface Y Purchase
EP nonproportional, including all related
electronics, mechanical stop switch, and
manual swingaway mounting hardware
E2326 NU Power wheelchair accessory, breath tube Y Purchase
EP kit for sip and puff interface #

(replacement only)




Prosthetics Section ll

Specialized Wheelchairs and Wheelchair Seating Systems for Individuals
Age Two Through Adult (Section 242, 191)

National
Procedure Payment
Code M1 M2 Description PA Method
E2327 NU Power wic accessory, head contro! Y Purchase
EP interface, mechanical, proportional,
including all related electronics,
mechanical direction change switch, and
fixed mounting hardware X
E2359 NU Power w/c accessory, group 3 ﬁ"{éialed N Purchase
EP lead acid battery, each 7
£2360 NU Power w/c accessory, 22AN° non—sealed N Purchase
EP lead acrd battery, each i
E2361 NU Power wlc accesso“ry,QZ NF sealed Iead N Purchase
EP acid battery, eﬁacﬁhﬁ;{(e g., gel cell, G
absorbed glassmat)
E2363 NU Power wic accessogy!' ‘group 24 sealed . Purchase
EP fead acrd battery, each | fgef"cell,
E2363 NU U1 Powergyvlc ac&essow, group 24 sea!ed N Purchase
EP U1 leadacd battery‘ ‘Sach
absorbed glassm?c) b
E2365 AL each N Purchase
v heelchalr accessory','U 1 sealed lead
acud battery, each (e.g., gel cell,
St yverw!c accessory, U-1 sealed lead - N Purchase
it Vd battery,- each  gél cell
**(24-Volt Battery Charger Standard, N Purchase

Replacement) Power w/c accessory,
iattery charger single mode, for use with
'nly one baftery type, sealed or non-
sealed each

24-Volt Battery Charger - Dual Mode, N Purchase
Replacement) Power wic accessory,

“battery charger, dual mode, sealed or

non-sealed, each

E2368 NU Power wheelchair component, motor, N Purchase
EP replacement only

E2369 NU Power wheelchair component, gearbox, N Purchase
EP replacement only

£2370 NU Power wheelchair component, motorand Y Purchase
EP gear box combination, replacement only

E2372 NU Power wheelchair accessory, group 27 Y Purchase

EP non-sealed lead acid battery, each




Prosthelics Section li
Specialized Wheelchairs and Wheelchair Seating Systems for Individuals
Age Two Through Adult (Section 242.191)
National
Procedure Payment
Code M1 M2 Description PA Method
E2373 NU Power wheelchair accessory, hand or Y Purchase
EP chin control interface, mini-proportional,
compact, or short throw remote joystick
or touchpad, proportional, including all
related electronics and fixing mountmg
hardware. . Sk
E2375 NU Power wheelchair accessory, i g Y Purchase
EP nonexpandable controller, lncludmg all
related elactronics and mountmg
hardware, replacement only N,
E2376 NU Power wheelchalr accessory, expandable. Y Purchase
EP controller, incliiding all related electronics
and mounting hardware replacement L
only e Ao ok
E2377 NU Powér wheelchair accessory, expandable Y . -Purchase
EP controtler including all re!ated electronics
and matinting | hardware, upgrade
prov;ded at |mtraI iSsue \
E2378 NU, - . Power wheelcharr component actuator Y Purchase
EP. - '-;replacement only ' -
E2381 NU” Power wheelchalr accessory, pneumahc Y Purchase
EP< drive wheel tire, any size, replacement
: only, aach
E2382 NU - ‘Power wheelchalr accessory tube for Y Purchase
B ' ERgRs. pnéumatic drive wheel tire, any size,
NS replacement only, each
E2383 NU __""F’ower wheelchalr accessory, insert for b Purchase
EP Y pneumatrc drive whee! tire (removable),
‘-any type, any size, replacement only,
each
E2384 NU_' ; "f_Power wheelchair accessory, pneumatlc Y Purchase
EP” .. caster tire, any size, replacement only,
" each
E2385 NU Power wheelchair accessory, tube for Y Purchase
EP pneumatic caster tire, any size,
replacement only, each
E2386 NU Power wheelchair accessory, foam filled Y Purchase
EP drive wheel tire, any size, replacement
only, each
E2387 NU Power wheelchair accessory, foam caster Y Purchase
EP tire, any size, replacement only, each
E2601 NU General use wheelchair seat cushion, N****  Purchase
EP width less than 22 in., any depth

UE




Prosthetics Section Il

Specialized Wheelchalrs and Wheelchair Seating Systems for individuals
Age Two Through Adult (Section 242.191)

National

Procedure Payment

Code M1 M2 Description PA Method

E2602 NU General use wheelchair seat cushion, N Purchase
EP width 22 in. or greater, any depth
UE

E2611 NU General use wheelchair back cushion, N Purchase
EP width less than 22 in., any henght»« .
UE including any type mountlng ha Ware

E2612 NU General use wheelchair bac: N Purchase
EP width 22 in. or greater, ggny helght
UE including any type mountmg hardware

E2619 NU Replacement cover fgr ‘Wheelchair sea& Purchase
EP cushion or back’ CUShIOFI each _

E2622 NU Skin protectlon"'%/v‘fl';eelchalr seat cushion, ' 1\}\ - Purchase
EP _adjustab!e w1dth7e§s*than 22 _ches any °
UE Gk « - :

E2623 NU prot ‘ectlon wheelchairﬁeat cushion, N Purchase
EP adjusfable mgtlg 22 inches"or greater
UE any depth“ Mg‘%’e 2

E2624 NU. Skln protectlon and pt pos }lonlng N Purchase

wheelchalr seat cushlop f’adjustable W|dth
les_""”than 22 mc‘ sany depth ;=

E2625 057 Skl"protectlon an i positioning N Purchase

52 )hches of. greater any depth

E2626 - “NU i Wheelchalr accessory, . shoulder elbow, Y Purchase
K R mob{le arm support attached to
fewheelchair balanced, adjustable

k- "Wheelchalc,accessory, shoulder elbow, Y Purchase
imobile arm support attached to
whee[charr balanced, adjustable Rancho

: iype

E2628 NU

;Wheelchair accessory, shoulder elbow, Y Purchase
EP mobile arm support attached to
wheelchair, balanced, reclining
E2629 NU Wheelchair accessory, shoulder elbow, Y Purchase
EP mobile arm support attached to
wheelchair, balanced, friction arm support
(friction dampening to proximal and distal
joints)
E2630 NU Wheelchair accessory, shoulder elbow, Y Purchase
EP mobile arm support, monosuspension

arm and hand support, overhead elbow
forearm hand sling support, yoke type
suspension support




Prosthetics Section |l
Specialized Wheelchairs and Wheelchair Seating Systems for Individuals
Age Two Through Adult (Section 242.181)
National
Procedure Payment
Code M1 M2 Description PA Method
£2631 NU Wheelchair accessory, addition o mobile Y Purchase
EP arm support, elevating proximal arm
E2632 NU Wheelchair accessory, addition to mobile Y Purchase
EP arm support, offset or lateral rocker arm
with elastic balance control
E2633 NU Wheelchair accessory, additlon to moblle Y Purchase
EP arm support, supinator  ~7*
K0004 NU High-strength I:ghtwe:ght wheelchalr Y****  Purchase
EP it
K0005* NU Z(High- performance manual WfC-adult) Y Purchase
EP Ultralightweight WIC Sl
K0ooo5* NU U1 #&(High- performance manual WlC with "Y¢ Purchase
EP U1 growth adjustablhty-chtld) S
Ultrallghtwelght WIC =
K0010 NU **(Motonzed ‘standard frame DA, swing  Ye Purchase
EP away footrests) Standard welght frame
motorlzed!power W!C it
K0010 NU -'7_.‘--'U1 **(Motonzed standard frame DA swmg Ye Purchase
EP U1 “away ELR) Standard weight frame
b motonzed/power W[C
NU *x(Motonzed power base or conventional Y Purchase
_EP - frame wic DA/swmg away footrests,
&t programmabte electronics and custom
optlons) Standard wetght frame
. motonzed/power “WIC with
programmable control parameters for
speed adjustment fremor dampening,
acceteratlon controf and braking
K0011 SNU U1 **(Motorlzed power base or conventional Y Purchase
EF’_ U1 frame w/c DA/swing away footrests,
programmable electronics and custom
'.j ~options) Standard-weight frame
motorized/power, W/C with
programmable control parameters for
speed adjustment, tremor dampening,
acceleration control and braking
K0o012 NU (Motorized folding frame, DA, swing Ye Purchase
EP away footrests) Lightweight portable
motorized/power W/C
K012 NU U1 &(Motorized folding frame, DA, swing Yeé Purchase
EP U1 awayELR) Lightweight poriable
motorized/power WIC
K0014'2 NU Other motorized/ power W/C base Ye Purchase

EP




_Prosthetics

Section

Specialized Wheelchairs and Wheelchair Seating Systems for Individuals

Age Two Through Adult (Section 242,191}

Naticnal
Procedure Payment
Code Mt M2 Description PA Method
Koo14'2 NU U1  %(Center Drive power base) Other Ye¢  Purchase
EP U1 motorized/ power W/C base
K0014'# NU U3 4 (Motorized, Power Base or Yeé Purchase
EP U3 conventional frame W/C DA/swing away
foot rests, programmable electronlcs and
custom options} Other motoriz . :power
WI/C base
Koo14'? NU U4 & (Motorized, Power Base orisn, Ye¢  Purchase
EP U4 conventional frame W/G DAfswmg away
elevated foot rests; ‘Programmable :
electronics and gustom options) Othe
motorized/ power{N/C base
K0017 NU #(Receiver for heght adjustable arms) Purchase
EP Detachable adjustaﬁe helght ar;'nrest
base ‘©ach
K0017 NU WU **(Dﬁa t qnd adjustable | erght DA) N****  Purchase
EP U1 Detachab[e adjustable helg?lt armrest
base, each‘ ' s .
: : N Purchase
N****  Purchase
o N Purchase
»?:ngmgle Ieg strap, each) Leg strap, N****  Purchase
each B,
N****  Purchase
_Leg strap, H style, each N****  Purchase -
if?«éjustable angle footplate, each N****  Purchase
#(SWFR, replacement) Footrest, lower _N Purchase
extension tube, each
%(SWFR Hanger bracket, replacement) N****  Purchase
Footrest, upper hanger bracket, each
#(Padded custom foot box) Footrest, N****  Purchase
EP complete assembly
K0047 NU Elevating legrest, upper hanger bracket,  N**** Purchase

EP each



Prosthetics Section 1l

Specialized Wheeichairs and Wheelchair Seating Systems for Individuals

Age Two Through Aduit {Section 242.191)

National

Procedure Payment

Code M1 M2 Description PA Method

K0056 NU Seat height less than 17 inches oregual ~ N****  Manually

EP to or greater than 21 inches for a high- Priced
strength, lightweight, or ultralightweight
wiC
K0056 NU U1 #{Seat height 19.5"5} Seat height less N****  Purchase
EP U1 than 17 inches or equal to or greater than
21 inches for a high strength; lsghtwelght
or ultralightweight W/IC  *~
K0065 NU Spoke protectors, each N****  Purchase
EP o
K0O70 NU #A(Whesl assembly complete with N*“***  Purchase
EP pneumatic tires, 20"/22"/24”!26"/ea
replacement) Rear Whee! assembly,
complete with pneumatnc tlre, spokes or
molded each S T
KD071 NU U1 **(Wheel aSSembly W|th pneumatlc tires, N*** Purchase
EP U1 22" paif,rear wheels) Front caster
assembly, complete w1th pneumaﬁc tire
e .each R - R
K0071 NU n(Ponurethane casters'S” 'palr front N****  Purchase
EBa casters) Front caster ‘assembly;
complete with pneumatlc tire, each
Koo7z NU : ,**(Polyurethane casters 5", pair, front N****  Purchass
A1) 4ER. - _casters)’ Front caster assembly,
o ek "complete with sem|pneumatlc tire, each
K0O73 NU Caster pin lock, each N***  Purchase
KOO77 NU A _‘_;Front oaster assembly, oomplete with N Purchase
‘EP solid tire, each
K0108 ‘ NU **(WiC miscellaneous equipment; N****  Manually
EP - applicable pages from the manufacturer's Priced
“‘catalog must be attached to the claim
form.} Other accessories
K0739 NU U1 &({Labor only, Repair or non-routine Y Purchase
EP U1 service for durable medical equipment
requiring the skill of a technician, labor
component, per 15 minutes. A maximum
of twenty units per date of service is
allowable, 20 units=5 hours of labor)

51002 EP #(Wheelchair, custom molded seating N****  Manually
system only) Customized item, listin Priced
addition to code for basic item

S1002 NU U1  #(Foam-in-place seat Pindot qUIck foam N**** Purchase

EP U1 contour system) Customized item, listin

addition to code for basic item




Prosthetics Section It
The following procedure codes may only be billed on paper.
Specialized Wheelchairs and Wheelchair Seating Systems for Individuals Age Two
Through Adult (Sectlon 242.191)
National Deleted
Procedure Payment Local
Code M1 M2 Description PA Method Code
E0190 EP U3  #(Adductor - no hardware) N****  Purchase 22140
E0190 NU U3  &(Adductor - no hardware) N****  Purchase 22140
EQ190 EP U4 &(Abductor - no hardware) ‘N***  Purchase 22141
E0190 NU U4 &(Abductor - no hardware N***  Purchase 22141
EC190 EP U5 #(Hip guides - no hard%e“ré Purchase 22142
E0190 NU U5  &(Hip guides - neh;ardware) l\gk Purchase 22142
E0190 EP U6 &(Laterals- Qo hardware) i ~:Purchase 22145
E0190 NU UB (Laterals - no Ilardware) Pe Purchase Z2145
E0191 EP U1 **(Ell':row Block w/Bracket} & N#=* Purchase 22203
EQ191 NU U1 **(Elbow BLock w/Bracl e N**  Pyrchase Z2203
E0700 EP U3 ' Purchase  Z1824**
E0951 EP  Heel Ioopfholder ‘agx'type with ¢ Purchase 22183
E0952 : ..or withou ankle stra )
E0951 Heel loop/holdgryany type Wi N Purchase 22183
E0952 Pwithout ankle g.trap (ea)
Shoe Holders S/IWL/XL
-‘:;-;'-Sub Oc0|p|ta! Three Etece Head N*** Purchase 22188
‘"Set W/REM Hardware
Sub Occmltal Three Piece Head N**** Purchase 22188
1 Set w/REM Hardware
ﬁ(Latera! Hlp/Thlgh support N****  Purchase Z2139
 Whardware (ea))
E0956 Ni %/(Lateral Hip/Thigh support N****  Purchase 72139
N fhardware (ea))
E0956 EP U5 &(Rigid Side Guard) N****  Purchase 22186
E0956 NU U5 #(Rigid Side Guard) N****  Purchase 72186
E0956 EP U6 &(Fabric Side Guard) N****  Purchase 22187
E0956 NU U8 #&(Fabric Side Guard) N***  Purchase 22187
EQ957 EP U1  #%(Adjustable Rem. Abductor N****  Purchase Z2137
w/hardware (ea))
E0957 NU U1  #&(Adjustable Rem. Abductor N***  Purchase 22137
w/hardware (ea))
E0957 EP U2 A(Adjustable Flip Down N****  Purchase 22138

Abductor w/hardware {ea))




Prosthetics Section il

The following procedure codes may only be billed on paper.

Specialized Wheelchairs and Wheelchair Seating Systems for individuals Age Two
Through Adult (Section 242.191)

National Deleted
Procedure Payment Local
Code M1 M2 Description PA Method Code
EQS57 NU U2 #(Adjustable Flip Down N****  Purchase 22138
Abductor w/hardware {ea))
E0970 EP SWFR Composite Foot Plate N****  Purchase 22181
(Replacement) e
E0970 NU SWFR Composite Foot Plate‘j,—‘l?‘ N*** Purchase  Z2181
(Replacement) - .
E0978 EP U3 #(Forehead Strap System) " N™* Purchase 22189
E0978 NU U3 A(Forehead Strap System) 'N%*t Purchase 72189
E1011 EP Rigid Wheelchair Growth Kit N PRurchase Z2185
Modification to’ pedaatrlc size b
wheelchair, width adjustment - -

package {not to be dispensed
with | initial chair) :

E1011 NU Rigid Wheelchalr Growth Krt = N Purchase Z2185
Modifi catlon to pedtatnc size

wheelchair; width adjustment

~package {not to be dtspgnsed

with initial chair) . 8

"E1020 EP U1 *F(Adjustable Contour Lateral N**** Purchase 22589
Pelwc Support)

E1020  NU U1 #(Adjustable Contour Lateral  N*** Purchase 72589
AERRY :'“Pelwc Support)

E\‘IVOZ_é_ EP ] Wheelchalr dccessory, manual  N**** Purchase 22616

. swing away, retractable or
- removable mounting hardware
~for joystick, other control
“interface or positioning
" accessory, Swing Away Mount
© (Joystick)

E1028 NU " Wheelchair accessory, manual ~ N**** Purchase 22616
" swing away, retractable or
removable mounting hardware
for joystick, other control
interface or positioning
accessory, Swing Away Mount

(Joystick)
E2201 EP U3 X-Tube Assembly FoldingW/C ~ N*** Purchase 22184
(Replacement)
E2201 EP Manual W/C Accessory, Non- N****  Purchase Z2184

standard Seat Frame Width, >
or equal to 20" & <24"




Prosthetics Section Il
The following procedure codes may only be billed on paper.
Specialized Wheelchairs and Wheelchair Seating Systems for Individuals Age Two
Through Adult (Section 242.191)
National Deleted
Procedure Payment Local
Code M1 M2 Description PA Method Code
E2201 NU Manual W/C Accessory, Non- N****  Purchase 22184
standard Seat Frame Width, >
or equal to 20" & <24"
E2201 EP U1 Manual W/C Accessory, Non- &> Purchase 22184
standard Seat Frame Widt
or equal to 24" & <27"
E2201 NU U1 Manual W/C Accessory, Non-+ Purchase 22184
standard Seat Frame \{Vldth >
or equal to 24" &é27"
E2201 EP U2 Manual W/C Accessory, Non- 22184
standard Seat’ F{S‘ame Width, > "
or equal to 24" & <g7
E2201 NU U1 Purchaseé 72184
E2203 EP Manual \n}ic Accessory, Non-:> Purchase  Z2184
_standard ‘Séat Frame: Depth 20" " %
A0 G ABRGH.
o 4.7:‘ gy \.z j —_— - —— -
E2203 EP- Ut Manual W/C Ac”j ssory, Non- <" N****  Purchase 22184
stangard Seat anl;gf Depth, 22
t 5 -
M N****  Purchase Z2184
‘standard Seat Frame Depth, >
of. equal to 20" &24”
Power, W[(;i Steeve Top or N***  Purchase 22175
' ;Bottom Stem Bearing
‘,_j"*(,_@eplacement)
E2210 N NU ) p ! Ppwer W/C Sleeve Top or N****  Purchase 22175
20 :ZBottom Stem Bearing
“(Replacement)
E2231 NU U7 #(Growing Seat Pan) N****  Purchase 22585
EP
E2;31 NU U1  #&(Growing Seat Pan) N****  Purchase Z2585
E2373 NU U1 #&(Remote Joystick Module) N****  Purchase 22592
EP
E2373 NU - U1 #&(Remote Joystick Module) N****  Purchase 22592
E2611 NU General use wheelchair back N****  Purchase 22586
E2612 EP cushion, width less than 22

inches, any height, including
any type mounting hardware,
Growing Back Upholstery




Prosthetics Section Il
The following procedure codes may only be billed on paper.
Specialized Wheeichairs and Wheelchair Seating Systems for Individuals Age Two
Through Adult (Section 242.191)
National Deleted
Procedure Payment Local
Code M1 M2 Description PA Method Code
E2611 NU General use wheelchair back N****  Purchase Z2586
E2612 cushion, width less than 22
inches, any height, including
any type mounting hardware,
Growmg Back Upholstery
E2611 NU U1 &(Adjustable Back Upholstery)"" N****  Purchase 22604
EP R
E2611 NU Ut #({Adjustable Back ‘Uphcistery)"—” N Purchase 22604
E2612 EP General use wheelchalr back N*--*:’f* Purchase 22586
cushion, W|dth 22 inches or )
greater, any helght including
any type mounting hardware
E2612 NU General use wheelchair back " N*** Purchase 72586
cushlonl Width 22 inches or’.
greater; any height, mcludmg .
any type mountmg hardware
E2619 NU .- - Air Exchange Seat Covér for N Purchase 22158
EP;-’ - Gushions (Replacement) :
E2619 NU Air’ Excha nge Seat Cover for © N Purchase 22158
- Cuehlons (Replacement)
E2620 NU **(Deep Contour Back 20" N****  Purchase 22588
«EP Wldth) i
E2620 NU U1 #(Deep Contour Back 20° N** Purchase  Z2588
- P £ . Wldth)
E2622 NU U1 Fluid Fiodite pad (Replacement) N Purchase 72159
Ep .
E2622 NU U1 :Fluid Flo-lite pad (Replacement) N Purchase  Z2159
K0045 NU . One-piece footboard {each) N"** Purchase 71613
EP - d
K0045 NU _One-piece footboard (each) N****  Purchase Z1613
K0045 NU U2 Custom foot platform N****  Purchase Z1793
EP
K0045 NU U2 Custom foot platform N> F-’urchase 21793
K0108 NU Ul &(Swing Away Adj. Stroller N****  Purchase 22196
EP Handles)
K0108 NU Ut &(Swing Away Ad]. Stroller N****  Purchase Z2196
Handtes)
K0108 NU U2 #{Quick Release Axle} N****  Purchase 22582
EP
K0108 NU U2 &(Quick Release Axle) N****  Purchase 22582




Prosthetics Section Il
The following procedure codes may only be billed on paper.
Specialized Wheelchairs and Wheelchair Seating Systems for Individuals Age Two
Through Adult (Section 242,19%)
National Deleted
Procedure Payment Local
Code M1 M2 Description PA  Method Code
K0108 NU U3 #&(Transit Option) N****  Purchase Z2599
EP
K0108 NU U3 &(Transit Option) N****  Purchase Z2599
242,194 Replacement, Growth and Modification of Sﬁéclélized Wheelchairs and 9-1-18

Wheelchair Seating Systems

T
e e 3

Arkansas Medicaid will cover replacement e,qde:pment as needed due to growth, normal
wear and tear, theft, irreparable damage or lass not covered by institance.

The following requirements must be met: o

A.  Detailed documentation from the beneﬁciéfy’\s PCP.or ardering physicién JAPRN

describing the significant changes in the beneficlary’s condition that require
growth/modification or replacement must be submitted. .

B. The request must be submitted .ohn form DMS-679 (I5re'$"<':'ripti0n & Prior Authorization

Request for Med
completion. "

C. An Evaluatian_fg} Whee’i’c‘:h-a‘ir and Wh‘eeiéﬁair Seatihg form (DMS-0843) must be

ical Equipment).: View or prin’t-fo‘rm [iM_E-ETQ and instructions for

submitted. Thej_gvzgluation miust be signed and dated by the beneficiary’s PCP/APRN or
ordering physic?’ar’};;"t-?l' he signature must be an original signature. A stamped signature will

el

print form D

15-0843. <

not be accepted by Arkansas Medicaid. An electronic signature will be accepted. View or

D.” . -A manufacturers \éhggesfedﬁ retail price list and a manufacturer's quote must be submitied.
‘A quote created by the DME provider will not be accepted.

E. Re&ueéts for replace;ﬁéﬁt where malicious damage, neglect or misuse of the equipment
may have occurred may be investigated by Arkansas Medicaid. Requests may be denied
if such circumstances are confirmed,

F.  Ifawheelchairis sto_leh_,d? damaged by vehicle, fire or in the home, the beneficiary must
provide the following with the request:

1. A police or fire report.

2. Copy of the homeowner's or auto insurance coverage.

3. Detailed documentation of events leading to the loss and damage.

If Arkansas Medicaid denies a repair or replacement in a case of malicious damage or misuse,
payment of repairs is the responsibility of the beneficiary or caregiver.

242.310 Completion of CMS-1500 Claim Form

9-1-18

Field Name and Number

Instructions for Completion




Prosthetics

Section I}

Field Name and Number

Instructions for Completion

1. (type of coverage) Not required.
1a. INSURED'S |.D. NUMBER Beneficiary's or participant's 10-digit Medicaid or
(For Program in Item 1} ARKids First-A or ARKids First-B identification number.
2. PATIENT'S NAME (Last Beneﬁciery's or participant's last name and first name.
Name, First Name, Middle
Initial)
3. PATIENT'S BIRTH DATE Beneficiary's or participant's date of birth as given on
the individual's Medicaid or ARKids First-A or ARKids
First-B identification card. - Format: MM/DD/YY.
SEX Check M for male orFiorfemale
4,  {NSURED'S NAME (Last Required if i msurance affects this claim. Insured’s last
Name, First Name, Middle name, first name “and mzddle initial.
Initial} :
5. PATIENT'S ADDRESS (No.
Street) ice
CITY Name of th 2 city in whlch the benef crary or partlcqpant
resides. = _
STATE N Two |etter postat code for the state in WhiCh the
benef crary or participant resides.
ZIP CODE Fn)e dlglt 2|p code nine ‘,_::glts for post office box.
TELEPHONE (lnclude Area The beneﬂc&ary‘s of part|0|pant s telephone number or
Code) : the number of a reliable messagelcontact/ emergency
telephone
6. PATIENT RELATIONSHIP ¢ if msurange affects this claim, check the box indicating
TO INSURED : P 21| the patlent’s re!at10n5h|p to the insured.
7. :INSURED 5 ADDRESS Reqqued_ lf_,‘lnsured s address is different from the
: (No Street) : patient's address.
"QITY_ .
STATE.
ZiP CODE ;
TELEPHONE (Include Area
Code) - i
8. RESERVED Reserved for NUCC use.
9. OTHER INSURED'S NAME 'f patient has other insurance coverage as indicated in

(Last
Middl

a.

name, First Name,
e Initial)

OTHER INSURED'S
POLICY OR GROUP
NUMBER

RESERVED
SEX
RESERVED

Field 11d, the other insured's last name, first name, and
middle initial.

Policy andfor group number of the insured individuai.

Reserved for NUCC use.
Not required.
Raserved for NUCC use.



Prosthetics

Section it

-Fieﬂd Name and Number

Instructions for Completion

d. INSURANCE PLAN
NAME OR PROGRAM
NAME

Name of the insurance company.

10.

IS PATIENT'S CONDITION
RELATED TO:

a. EMPLOYMENT?
{(Current or Previous)

b. AUTO ACCIDENT?
PLACE (Staie)

¢. OTHER ACCIDENT?

d. CLAIM CODES

Check YES or NO.

Required when an auto accident is related to the
services, Check YES of NO.

If 10b is YES, the two-letter postal abbreviation for the
state in which the automobile accident took place.

Required when an acc:d\.nt other than automobile is
related to tﬁe services. Check YES or NO.

The “Clalm Codes” identify additional information about
the beneﬁclary s condition or the claim. When
appllcabfq, use the Claim code to repart. appropriate
claim codes as deSIgnaied by the NUCC. When

-required to provade the 'subset of Condition codes, enter
the condition codes in this field. The subset of approved
'Condttlon Codes i is faund at www.nucc.org under Code

Sﬂts %
11. INSURED’S POLICY . Not reqUIred whﬁn Medlcatd is the only payer.
GROUP ORF ECA :
NUMBER © . | :
a. INSURED’S DATE OF Not required.
BIRTH : i w
P SEX '. < Not required.
~b. OTHERGLAIM ID Not required.
NUMBER = i '
c.. INSURANCE PLAN Not‘required.
“NAME OR PROGRAM -
NAME =
d. IS THERE ANOTHER When private or other insurance may or will cover any of
HEALTH BENEFIT- the services, check YES and complete items 9, 9a and
PLAN? " 9d. Only one box can be marked.
12. PATIENT'S OR Enter "Signature on File,” “SOF” or legal signature.
AUTHORIZED PERSON’'S
SIGNATURE
13. INSURED'S OR Enter “Signature on File,” “SOF” or legal signature.
AUTHORIZED PERSON'S

SIGNATURE




Prosthetics

Section i

_Fﬁe!d Name and Numb;r
14, DATE OF CURRENT:

ILLNESS (First symptom)
CR

INJURY (Accident) OR
PREGNANCY (LMP}

instructions for Completion

Required when services furnished are related to an
accident, whether the accident is recent or in the past.
Date of the accident.

Enter the qualifier to the right of the vertical dotted line.
Use Qualifier 431 Onset of Current Symptoms or liiness;
484 Last Menstrual Period.

15. OTHER DATE

Enter another date related to the beneficiary's condition
or treatment. Enter the gualifier between the left-hand
set of vertical, dotted lines.

The “Other Date” identifies additional date information
about the beneficiary’s condition or treatment. Use
qua!ifiers:_,j’_ e

454 In/i,t'téiii Treatment
304 Eatest Visit or Consultation
453 Acute Mamfestat[on of a Chronic Condition

s

©..439 Acc;dent 5

-5'455 Last X—Ray

471 Prescrlptlon

090 Report Start (Assumed Care Date)
091 Repart End (Rehnqutshed Care Date}
444 Flrst Visit or Gonsultation

16. DATES PATIENT UNABLE
TO WORK IN CURRENT .

Not reqUIggd.

OCCUPATION

17. NAME OF REFERRING Primary Gare Physician (PCP)/Advanced Practice
PROVIDER OR OTHER Registered Nurse (APRN) referral is not required for
SQURCE L prosthetics. If services are the result of a Child Health

' Services (EPSDT) screening/ referral, enter the referral
source, including name and title.

17a. {blank) Not required.

17b. NPI Enter NPI of the referring physician.

18. HOSPITALIZATION DATES When the serving/billing provider's services charged on
RELATED TO CURRENT this claim are related to a beneficiary’s or participant's
SERVICES inpatient haspitalization, enter the individual's admission

and discharge dates. Format: MM/DD/YY.

19. ADDITIONAL CLAIM
INFORMATION

Identifies additional information about the beneficiary’'s
condition or the claim. Enter the appropriate qualifiers
describing the identifier. See www.nucc.org for
qualifiers,

20. OUTSIDE LAB?
$ CHARGES

Not required.

Not required.



Prosthetics

Section Il

Field Name and Number

Instructions for Completion

21. DIAGNOSIS OR NATURE
OF ILLNESS OR INJURY

Enter the applicable !CD indicator to identify which
version of ICD codes is being reported.

Use “9” for ICD-9-CM.
Use “0” for iCD-10-CM.

Enter the indicator between the vertical, dotted lines in
the upper right-hand portion of the field.

Diagnosis code for the primary medical condition for
which services are being billed. Use the appropriate
International Classifi Jgafior'; of Diseases (ICD). List no
more than 12 diagnosis codes. Relate lines A-L to the
lines of service in 2§E by the letter of the line. Use the
highest level of spec;fcnty s

22. RESUBMISSION CODE

ORIGINAL REF. NO.,

ks, .
i, payment or denia

Reserved for future use,

e
is £

Any dafa or other information listed i m this field does
notiwill not, adjust vmd or otherwise mOde any previous

;e‘c aim. Claim payment
Justments vmds gnd refunds must follow previously
establlshed processes in policy.

23. PRIOR AUTHORIZATION
NUMBER

) \The pnotfauthorlzatlon ot -benefit extension control
numberl applicable :

"24A.

PLACE OF SERVICE

D. PROCEDURES,
SERVICES, OR
SUPPLIES

CPT/HCPCS

MODIFIER

0 3 'aates of service for each billed
2 Fermat MM/DD!YY

On3 sngs gle claim detail (one charge on one line), bill
only for erwces provided within a single calendar

Prcug%icieﬁsi may bill on the same claim detail for two or
maore 'sequential dates of service within the same

. calendar month when the provider furnished equal
“t=amounts of the service on each day of the date
“sequence.

Two-digit national standard place of service code. See
Section 242.200 for codes.

Enter “Y" for “Yes” or leave blank if “No.” EMG Identifies
if the service was an emergency.

Enter the correct CPT or HCPCS procedure code from
Sections 242.100 through 242.195.

Modfifier(s) if applicable.



Prosthetics

Section Il

Field Name and Number

Instructions for Completion

E. DIAGNOSIS POINTER

F. $CHARGES

G. DAYS OR UNITS

H. EPSDT/Family Plan

. 1DQUAL

J.  RENDERING
PROVIDER ID #

NPI

Enter the diagnosis code reference letter (pointer) as
shown in ltem Number 21 to relate to the date of service
and the procedures performed to the primary diagnosis.
When multiple services are performed, the primary
reference letter for each service should be fisted first;
other applicabie services should follow. The reference
letter(s) shouid be A-L or multiple letters as applicable.
The “Diagnosis Pointer” is the line letter from Item
Number 21 that relates to the reason the service(s) was
performed.

The full charge for the service(s) totaled in the detail.
This charge must be the usual charge to any client,
patient, or other benef‘ CIary of the provider's services.

The units (in who!e numbers) of service(s) provided
during the penod indicated 1 in Fteld 24A of the detail.

Enter, E lf the services resulted from a Child Health
Services (EPSDT) screenlng!referral

Not requ!re .5 .

... Enter the 9- dlglt Arkansas Medicaid prov1der D number
N »of fHe lndmdua! who' furnished the services billed for in

‘ihe detall or

Enter I\PI of the mdlwdual who furnished the services
b:ﬂed forin the deiall "

FEDERAL TAX |.D.

25. , Not reqmred This tnformataon is carried in the
NUMBER ™ provider's | Medicaid file.” If it changes, please contact

< "1 ProviderEnroliment.

26. PATIENTS _ACCE)U_[\JT’N’ 0 Optlonal entry\that may be used for accounting

e pa o purposes use up to 16 numeric or alphabetic
B characfers - This number appears on the Remittance
S . .Advice as “MRN.”
27. ACCEE_’T ASSIGNMENT? ' th:reqmred. Assignment is automatically accepted by
-0 the provider when billing Medicaid.
28. TOTALCHARGE .  Total of Column 24F—the sum all charges on the claim,
29. AMOUNT PAID g Enter the total of payments previously received on this
claim. Do notinclude amounts previously paid by
Medicaid. *Do not include in this total the automatically
deducted Medicaid or ARKids First-B co-payments.

30. RESERVED Reserved for NUCC use.

31. SIGNATURE OF The provider or designated authorized individual must
PHYSICIAN/ADVANCED sign and date the claim certifying that the services were
PRACTICE REGISTERED personaliy rendered by the provider or under the
NURSE OR SUPPLIER provider's direction. “Provider's signature” is defined as
INCLUDING DEGREES OR  the provider's actual signature, a rubber stamp of the
CREDENTIALS provider's signature, an automated signature, a

typewritten signature, or the signature of an individual
authorized by the provider rendering the service. The
name of a clinic or group is not acceptable.




Prosthetics Section |

Field Name and Number Instructions for Completion

32. SERVICE FACILITY If other than home or office, enter the name and stree_t,
LOCATION INFORMATION  city, state, and zip code of the facility where services
were performed.

a. (blank) Not required.
b. {blank) Not required.
33. BILLING P_ROVIDER INFO Billing provider's name and complete address.
& PH# Telephone number is requested but not required.
a.(blank) Enter NP of the billing provider or
b. (blank) Enter the 9-digit Ar}gaﬁéé&‘i\ﬂedicaid provider ID number

of the billing pro‘ﬂ@éﬁ";;’f

A







ARKANSAS DEPARTMENT OF HUMAN SERVICES
DIVISION OF MEDICAL SERVICES
REQUEST FOR EXTENSION OF BENEFITS FOR MEDICAL SUPPLIES
FOR MEDICAID BENEFICIARIES UNDER AGE 21

For Office Use Only {1)
Saction A. Control Number
Patient’s Last Name {2) First Name (3) MI1{4} Sex (5) Patlent's Medienid 1D No. (6)
M F
Caregiver’s Name (7} Residence (8} Date of Biah {5} Sociul Sezurity Number of Beneficiany(10)
Section B. ;
HCPCSE Code {11} Reguesied Units Description of llems Requested 13} Units Approved (14)

Per Month {123

Justification for extended benefits and dates of service. (15)

e —

Attach medical records substamiiating medical necessity. (16) Diagn_gs'is Code (17)

Additional Diagnosis Code (88} ——

Mame and address of provider requesting g.iﬁpnsinn of hﬁneﬁts: {19}

Provider's identification Nuﬂgben"l‘axonomy code: (20}

Provider’s Signature: (211 : Date (22)
&
Section C,
Signature of Prescribing Physician/Advanced Practice Registared Nurse (23) Date (24)

Prescribing Physician/Advanced Practice Registered Nurse's 1D NumberTexonomy Code (25)

Provider will be notified of approval or denial within 30 working days.
Retain n capy for your file.

Forward the origiaal to:
Division of Madical Services
Utilization Review Sectian
P.O. Box 1437, Slot 5413
Little Rgck, AR 72203

DMS-602 (Rav. 09-01-18})



Completion of Request for Extension of Benefits for Medical Supplies for Medicaid Beneficiaries Under
Age 21 - Form DMS-602

Utilization Raview (UR) staff to complete all “For Office Use Only Sections.”
ltem 1 - Control Number - TO BE COMPLETED BY UR. This number must be sntered on the claim
submitied for payment.

Section A - Ta be completed by provider requesting extenslon
ltem 2 - Beneficiary's Last Name: Enier the beneficiary’s last name,
lten 3 - First Name: Enter the beneficiary’s first name.
ltem 4 - Middle Initial; Enter the beneficiary's middle initial.
item 8- Sex: Check (M) for Male — (F} for Female.
ltem 8 - Beneficiary's Medicaid ID Number: Enter the beneficiary’s ten (10) diglt ID number.
tem 7 - Caregiver's Name: Enler the beneficiary’s Primary Caregiver's last name, first name and middle
Initlal,
ltem 8 - Residence: Enier the beneficiary’s residential address. Include the nine (9) digit zip code.
tem & - Date of Birth: Enter the beneficiary’s month, day and year of birth (MM/DD/CCYY).
ltem 10 - Social Security Number: Enter the social security number of the bensficiary,

Section B - To be completed by provider requesting extension

ltern 41 - HCPCS Code: Refer to the billing seclion of the Prosthetics Provider Manual for appropriate
code,

ltern 12 - Requested Units Per Month: Give the total units requested for month.

ltem 13 - Descriplion of ltems Requested: Description of tlems as listed in billing section of the Home
Health or Prasthetics Provider Manual.

lterrt 14 - Units Approved by UR: FOR UR USE ONLY - UR will enter units approved.

liem 15 - Justification for Extended Benaﬁls and Dates of Service: Brief summary of why extension needed
and dates of nead.

lter 16 - Attach medical records substantiatmg medical necessity: Brief medical summary from physician
substantiating medical necessity.

item 17 - Diagnosis Code: Enter bensficiary's primary ICD diagnosis code.

ltem 18 - Additional Diagnosis Code: Enter beneficiary's secondary ICD diagnosis code if applicable.

ltem 19 - Name and Address of Provider Requesting Extension of Benefits: Enter name and address of
Meadicald provider requesting the extension of benefits for medical supplies.

ltem 20 - Provider's identification Number/Taxonomy Code: Enter the provider identification number and
taxonomy code of the provider requesting the extension of benefits for medical supplies.

ltem 21 - Provider's Signature: Enter signature of provider's authorized representative requesting
exiension of benefits for medical supplies.

ltem 22 - Date: Enter the dale of signature by the provider.

Section C - Te be completed by provider requesting extension

item 23 - Signature of Prescribing Physician/Advanced Praclice Registered Nurse (APRN): To be
completed by Prescribing Physician/APRN reviewing the request for extension of benefits.

lemm 24 - Date: Enler date signed.
ltam 25 - Physician/APRN's 1D Number/Taxonomy Gode: To be compleled by prescribing Physician

OMS-602 {Rav. 19-03-18)



ARKANSAS DEPARTMENT OF HUMAN SERVICES
DIVISION OF MEDICAL SERVICES
PRESCRIPTION & PRIOR AUTHORIZATION REQUEST FOR MEDICAL EQUIPMENT

[ SECTION A - TO BE COMPLETED BY THE PROVIDER l

| START DATE:
CImimaL [0 RECERT [ MODIFICATION [] EXT OF BENEFITS
| BENEFICIARY NAME: (LAST, FIRST, MI) | BENEFICIARY MEDICAID ID #:
| BENEFICIARY MAILING ADDRESS: | DATE OF BIRTH: SEX: _ i
CIMALE [ FEMALE
PROVIDER NAME; PROVIDER MAILING ADDRESS: B N

PROVIDER IDENTIFICATION #TAXONOMY CODE:

| PRESCRIBING PHYSICIAN/ADVANCED PRACTICE REGISTERED NURSE

NAME:
B POWER
FROCEDURE WHEELCHAIR
CODE MOD1 | MOD2 GROUP
— (IF APPLICABLE)
| 1
™ i
— o ———id — e e — LR —
. | attest that the above information is true fo the best of my knowledge.
| DME PROVIDER s:GN}g.'[p_RE i S > DATE
SECTION B :TO BE COMPLETED BY THE PHYSICIAN/ADVANGE PRACTICE REGISTERED NURSE (APRN)
EST.LENGTHOF NEED: - - | EpsDT REFERRAL: | CURRENT HEIGHT: CURRENT WEIGHT:
WKS MONTHS __ . LIFETIME Hyes [Ono  CIwa | NcHES LBS

| DIAGNOSIS & ICD CODE: “| DIAGNOSIS & 1GD €ODE: | DIAGNOSIS & ICD CODE: | piaGNosis & 1cD coDE:

S THIS EQUIPMENT BEING SUPPLIED FOR USE IN THE BENEFICIARY’S HOME? [JYES []NO

it is my professional opinion that the equioment requested above is medically necessary:

PHYSICIAN/APRN NAME {PRINT} PHYSICIAN/APRN MEDICAID ID NUMBER

PHYSICIAN/APRN SIGNATURE (NO STAMP) DATE

________________________________________________________________________________________________

IF (PCF) PRIMARY CARE PHYSICAN IS NOT THE PRESCRIBING PHYSICIAN/APRN, THEN PLEASE PROVIDE THE FOLLOWING INFORMATION:

PRIMARY CARE PHYSICIAN (PCP)} NAME (PRINT) PCP MEDICAID ID NUMBER

DMS-679 (9/1/18)



Instructions for Completion of Prior Authorization Request for Medical Equipment Form

REVIEW TYPE:

DATE(S) OF SERVICE
REQUESTED:

PATIENT INFORMATION:
PROVIDER
INFORMATION:

PHYSICIAN
INFORMATION:

PROCEDURE CODES:

PERSON SUBMITTING
REQUEST:

SECTION A - TO BE COMPLETED BY THE PROVIDER

Indicate the type of prior authorization request: initial, recertification, modification fo a
current authorization, or extension of benefits.

Enter the requested date(s) of service.

Enter the beneficiary's full nams {Last, First, MI), ten-digit (10-digit) Medicaid 9]
number, malling address, date of birth (MM/DD/YYYY), and sex (male or female).

Enter the provider name, address, provider identification number and taxonomy code,
telephone number, and contact person.

Enter the prescribing physicianfadvanced pracice registered nurse's name, provider
identification number, and taxonomy code.

List all procedure codes {including any medifler or type of service if apolicable) for
items ordered that require authorization. (Procedure codes that do not require
authorization should not be listed.). Enter the number of units requested and a
narrative description for each item ordered.

The person subi-hit‘ging the request must sign and date, verifying the attestation in this
section.

SECTION B - TO BE COMPLETED BY THE PHYSICIAN/APRN

EST. LENGTH OF NEED:

EPSDT REFERRAL:
HEIGHT & WEIGHT:
DIAGNOSIS & ICD
CODES:

QUESTION SECTION:
PRESCRIBING
PHYSICIAN/ADVANCED
PRACTICE REGISTERED
NURSE:

MEDICAL NECESSITY:

DMS-679 (9/1118)

Enter the estimated length of need (the length of time the physician expects the patient
to require use of the orderéd item) by filling in the appropriate number of weeks or
months or indicate permanent i the physician expects that the patient will require the
itern for the duration of his/herlife.

I applicable, indicate if the 'reque'st is made as the result of an EPSDT referral.

Enter the beneficiary's current height measured in inches and weight measured in
pounds.

In the first space, list the diagnosis & ICD code that represents the primary reason for
ordering this item. List any additional diagnosis & \CD codes thal would further
describe the medical need for the item (up to 4 codes).

Answ,qr the question by checking the appropriate “YES” or "NO” bex.

The prescribing physicianfadvanced practice registered nurse within scope of practice
must sign/date in the space indicated. Signature and date stamps are not acceptable.

Documentation supporting medical necessity of the requested items must be
submitted.



Division of Medical Services

PRESCRIPTION & PRIOR AUTHORIZATION REQUEST FOR MEDICAL EQUIPMENT
EXCLUDING Wheelchairs & Wheelchair Components
SECTION A - TO BE COMPLETED BY THE PROVIDER

| O ™NITIAL [JRECERT [] MODIFICATION ] EXT OF BENEFITS ‘ FEARDDETE:
| PROVIDER NAME: PROVIDER MAILING ADDRESS:
PROVIDER IDENTIFICATION # TAXONOMY CODE: PROVIDER PHONE & CONTACT PERSON:
|

' BENEFICIARY NAME: (LAST, FIRST, MDD | BENEFICIARY MEDICAID ID #:

Y

F

DATE of BIRTH: SEX:

CIMALE ] FEMALE

| PRESCRIBING PHYSICIAN/ADVANCED PRACTICE PROV[DER IDENTIFICAT[O\I #TAXONOMY CODE:

BENEFICIARY MAILING ADDRESS:

REGISTERED NURSE (APRN): i
| PROCEDURECODE | MOD1 MOD2 |  TOS | UNITS REQUESTED _
DATE
CURRENT HEIGHT: CURRENT WEIGHT:
WKS MONTHS = l <1 ES (1 NO I:I N/A INCHES LES
DIAGNOSIS & ICD CODE: ., | DIAGVOSIS & ICD CODE: DIAGNOSIS & ICD CODE:

[S THIS EQUIPMENT BEING SUPPLIED FOR USE IN THE BENEFICIARY’'S HOME? [JYES [INo

MEDICAL NECESSITY FOR REQUESTED RVICES:

PHYSICIAN/ADVANCED PRACTICE REGISTERED NURSE SIGNATURE ~ DATE

**A prescription for the requested items MUST be documented above or a separate prescription MUST be submitted. If the above
documentation s insufficient to justify the requested items, a letter of medical necessity from either the prescribing physician or advanced
practice registered nurse WILL be required.
Please retain a copy of this form in your files.

Send completed form to:
Arkansas Foundation for Medical Care, Inc., (AFMC) — Atin: Ami Winters
PO Box 180001
Fort Smithk, AR 72918-0001

DMS-679-A (09/01/18)



Instructions for Completion of Prior Authorization Request for Medical Equipment Form

REVIEW TYPE:
DATE(S) OF SERVICE
REQUESTED:

PROVIDER
INFORMATION:

PATIENT INFORMATION:
PHYSICIAN/APRN
INFORMATION:

PROCEDURE CODES:

PERSON SUBMITTING
REQUEST:

EST. LENGTH OF NEED:

FPSDT REFERRAL:

HEIGHT & WEIGHT:

DIAGNOSIS & ICE CODES:

QUESTION SECTION:

MEDICAL NECESSITY:

#PRESCRIPTION:

L ETTER OF MEDICAL
NECESSITY:

DMS-679-A (09/01/18)

SECTION A - TO BE COMPLETED BY THE PROVIDER

Indicate the type of prior authotization request: initial, recertifivation, moditication to 3 curms
authorization, or extension of benefits.

Enter the requested date(s) of service,
Enter the provider name, address, provider identification number and taxonomy code, telephoue
nuniber, and contact person.

Enter the beneficiary’s full name {Last, First, M1}, ten-(10) digit Medicaid ID number, nrailing
address, date of birth (MM/DD/YYY Y}, and sex {male or female).

Enter the prescribing physician/advanced practice registered nurse's name, provider
identification number, and taxohomy code. '

List all procedure codes (incleding sny modifier or type of service if applicable) for items
ordered that require authorization. (Procedute godes that do not require authorization should not
be listed.) Enter the number of units requested and a narrative description for each item
ordered. - J

The person submittilig the req'uesi must sign and date, verifying the attestation in this section.

SECTION B - TO BE COMPLETED BY THE PHYSICIAN/APRN

Enter the estima_técl length of nééd (the length of time the physician/APRN expects the patient to
require use of the ordered item) by filling in the appropriate number of weeks or months or
indicate permanent if the physician/APRN expects that the patient will require the item for the
duration of his/her life.

1) appfigable, indicate if the request is being made as the result of an EPSDT referral.

Enter the béﬁeﬁciary’é current height measured in inches and weight measured in pounds.

1n the first space, list the diagnosis & ICD code that represents the primary reason for ordering

-this jtemn. List any additional diagnosis & ICD codes that would further describe the medical

need for the item (up to 3 codes).

Answer the question by checking the appropriate “YES” or “NO” box.

The physician’ APRN within scope of practice must document medical necessity for the
requested services and sign'date in the space indicated. Signature and dale stamps are not

acceptable.

A writien prescription MUST be submitted with all requests. This can be documented on the
request form or a separate preseription may be attached.

If the information provided on the request form is insufficient to justify the requested items. a
letter of medical necessity from the prescribing physician/ APRN WILL be required.



ARKANSAS DEPARTMENT OF HUMAN SERVICES
DIVISION OF MEDICAL SERVICES

EVALUATION FOR WHEELCHAIR AND WHEELCHAIR SEATING

PART A (MUST BE COMPLETED BY DME PROVIDER ONLY)

1. CLIENT INFORMATION:

Date: Medicaid ID #: Date of Birth:
Client Name; Sex: Current Height: | Current Weight:
Male: [ | Female: [ s
Address: City: Zip:
2. ACCESSIBILITY AND TRANSPORTATION: . "' 1
Ramp to House: Yes: [ | No: [ ] “-f'School Bus: No: []
Doorway Accessible: Yes: [ | No: [} Tie Down: No: [ ]
Bathroom Accessible: Yes: [ No: [ iift No: [ ]
ok

Equipment Fits in Trunk:  Yes: [ | No:

Type of vehicle:

Type of house:
Mobile Home: [ | Other: [ ]

Yes: [ ] No: [] N/A: []

If Yes, Expldin:

s

u "i_f_',E_nrolledﬂ ina Sj'chpo]: Yes:[]  No:[]
If Yes__,

Name of School: . -

School Address :

Hours Per Day C'li‘"eﬁt Spends in
Wheelchair:

DMS-0843 (9/1/18)



ARKANSAS DEPARTMENT OF HUMAN SERVICES
DIVISION OF MEDICAL SERVICES

EVALUATION FOR WHEELCHAIR AND WHEELCHAIR SEATING
PART A (MUST BE COMPLETED BY DME PROVIDER ONLY)

3. CURRENT WHEELCHAIR AND SEATING SYSTEMS:

Has a Wheelchair: Yes: [ ] No: [] Serial Number:

Model/Brand Name: Manufacturer; _- *7

Power: [ ] Scooter: [ ] Manual: [] Standard:_‘l__%!'. Foldmg il Rigid: []
Date of Purchase: Previou_s___Iih&?i’i‘zb;’ider:

4, PRESENT SEATING SYSTEMS:

Type of Seat: Tyﬁé fbf j?-ack;
Seat Width: © Seat Deptht _

Can the Current \Vhepldha_if' Be GrownfMad;fied[Repalred -t_bl‘Meet the Client’s  Yes: [ 1 No: [
hiced: SRS TN

If No, Explain:® - .. AL

DMS-0843 (9/1/18)



ARKANSAS DEPARTMENT OF HUMAN SERVICES
DIVISION OF MEDICAL SERVICES

EVALUATION FOR WHEELCHAIR AND WHEELCHAIR SEATING

PART B (MUST BE COMPLETED BY ATP ONLY)

PT/OT/SEATING SPECIALIST must ONLY

complete PART B when requesting a Scooter,
Group One or Group Two Power Wheelchairs
with No Power Options

1. NEW WHEELCHAIR SPECIFICATIONS:
Power: [ |  If Power Wheelchair, Group #:

Brand/Model Name:

Seat Width:

Seat To Floor Height:

Manuak: [ |

Scooter: I:I

2. DRIVE CONTROLS:

Joystick: Yes: [ | No:[ ] - \
Type of Jovstick: Standard:
Chin Control: Sip N’ Puff: -

Other:

Justification:

3. SEATING:

SEAT

LATERAL SUPPORT
Contour Seat: : Contour Curved Pad:
Cust Iﬁfl"\/_foided: - Custom Molded Fixed: Left/Right
i Folding: Flat Pad:
PIanar Swing-Away:
Slmg Back: Other:
Captain’s Seat: Justification:

Captain’: Other:
Other: Justification:
Justification:

DMS-0843 (9/1/18)



ARKANSAS DEPARTMENT OF HUMAN SERVICES
DIVISION OF MEDICAL SERVICES

EVALUATION FOR WHEELCHAIR AND WHEELCHAIR SEATING

PART B (MUST BE COMPLETED BY ATP GNLY)

4, BASIC MEASURING AND FITTING:

Independence in a wheelchair and seating device can be either enhaunced or inhibited as a result of
accurate or inaccurate measurements. Make sure there are complete anatomic and equipment
raeasurements.

ACTUAL USER MEASUREMENTS

Al

B (R):
B (L):
C (R):
C (L):
D1:

D2:

E (R):

E (L):

LR): ey
?I'('_L—):_‘ Al

K: ‘

L:

M:

N: D2

Overall Width of Body (Yhen Scoliosis Present)
Overall Depth of Body (When Kyphosis Present)

DMS-0843 (9/1/18) 4



ARKANSAS DEPARTMENT OF HUMAN SERVICES
DIVISION OF MEDICAL SERVICES

EVALUATION FOR WHEELCHAIR AND WHEELCHAIR SEATING

PART B (MUST BE COMPLETED BY ATP ONLY)

5. ACCESSORIES:
ARMRESTS FRONT RIGGING REAR WHEELS

Adj. Height: Angle Adjustable/High Mount: Composite/Mag;
Arm Troughs: Ankle Straps: 2 Tlat Free Inserts:
Desk Lenyth: Articulatingﬂ-Rests:(C:'rcte Number) ﬁﬁ;: ‘Arm Drive:
Detachable: 60 70 75 80 85 90 Degrées 3hnht Left:
Flip Back: Detachable: $32 31 G Hand Rims (4ny Type):
Full Length: Heel Loops: | \i“natlc Tires:
Padded Swing-Away: Leg Straps: Proj tmn Hand-Rims:
Swing-Away: One Piece/Platform: Vertlcsjd/,.()'bllque:
Other: Shoe Holders Size: Size: -

Swing-Away: Spokes: *
Justification: Toe Straps: Other:

XLG }&ntplutes

Other; < Justification:

e .imtlﬁcahnn
- % .

Was Client Evaluated in a Power Wheelchair: : Yes: | | No: [

If No, State Reasons Why:

If Yes, noes The Lhnnt]’lm ¢ The Fine Motor, Fine Sensory and Cognitive
Abilities To Dpernt& The Power Wheelchair Safely With Respect To
Others? Yes:[ 1  No:[]

If No, Explain:

Additional Information:

DMS-0843 (9/1/18)



ARKANSAS DEPARTMENT OF HUMAN SERVICES
DIVISION OF MEDICAL SERVICES

EVALUATION FOR WHEELCHAIR AND WHEELCHAIR SEATING

PART B (MUST BE COMPLETED BY ATP ONLY)

6. ACCESSORIES: (Continued)

CASTORS: ACCESSORIES: SEATBELTS:
Flat-Free Inserts: Anti-Tip Tubes: Airplane Styles:
Pneumatic Tires: Batteries: Auto Stvles:
Solid Tires: Tray: Paddec
Justification: Type:
Wheel-Lock Extensmnsi
Other:
Justification: ..
Justification

7. POSITIONING COB’[PONENTS:. :
Abductors: _Flip Down: - Remowable

: 1xedDCustom ] Size: Detachable: []

Thigh Support Left El " Right: D ]L?;"l:l'aterai; H Fixed: [] Detachable: [
Hip Guide: . Le % nght: mE ':.:"“Bllateral O Fixed: [ Detachable: [
Head/Neck Support J b T'n. pe:
Vest: Chest Harness i -Straps: . Padded: Non-Padded:
Siiéi o Small - Mediurﬁ& Large: Extra-Large:

A :Antenor Trunk Support Type: Size:

Tilt OrReclme Requil‘étﬁéﬁts and Justification:

DMS-0843 (9/1/18)



ARKANSAS DEPARTMENT OF HUMAN SERVICES
DIVISION OF MEDICAL SERVICES

EVALUATION FOR WHEELCHAIR AND WHEELCHAIR SEATING

PART B (MUST BE COMPLETED BY ATP ONLY)

8. PHYSICAL THERAPY:
Physical Therapy: Yes: g No: [ ]

If Yes, Where and How Often:

Reason For Referral;

Client Lives: Alone: [] With Spouse: [1] Pareats: [] “Foster Parents: [ ]
Residential Facility: [ J"" Totiy :;'ﬁther:__ - WEEL

— —— 7
If Residentinl Facility, Name of S g d
Facility: s

o

Does Client Have Any of The F ullmﬂng" 1C.|fmck All ﬂmrﬂggfﬂ
Walker[ | Cane:[[] Crutches: 1:] S Braces: | Unhuhu [___I Prosthesis [ 1 Other: [

'h"“l 1-‘-

Describe How Any u!‘The ﬂuhme Are Useﬂ e
| GV R

9. E.T\VIRDNMEI\ I AL EVALUATI(}N

is Client Tuiail:. C!mlr E‘unt" ned: Yes:[]  No:[]
"Tr:mﬁrr Ca pahlhnes :
Is Ctitmt Amhula!ur} e Yes: [ ] No:[ |

If Yes, lIuw i‘ur Lnn thm Walk:

L i
.'l

-\._

Please Specify Limitation:

DMS-0843 (9/1/18)



ARKANSAS DEPARTMENT OF HUMAN SERVICES
DIVISION OF MEDICAL SERVICES

EVALUATION FOR WHEELCHAIR AND WHEELCHAIR SEATING

PART B (MUST BE COMPLETED BY ATP ONLY)

10. ENVIRONMENTAL EVALUATION: (Continued)

a, Is Client Able To Adequately Self-Propel in a Standard/Manual Yes:[]  No:[]
Wheelchair:

b. Lightweight Wheelchair: No: []

¢. Ultra-Lightweight Wheelchair: No: [ ]

d. Any Difficulty Wheeling Over Carpet Or Grass: No: [ ]

If Yes, Explain:

e. Typeof Terrain Encountered Daily:

11, MEDICAL NECESSITY CONSIDERATION: (Check all thitt apply)

a. Independent: ' ] Pressure Relief: ]

b. Progressive ) m i Endurance: |
Condition:

¢. Comfort: El Growth: [

d. Supported Position: ] Other: 4

12. PRECAUTIONS:

Skin Breakdown:  Yes:[ ] No:[]  HighRisk: []  Moderate Risk: [1 Low Risk:[ ]

If Yes. Describe;

Sensation: Absent: [ ] Impaired: [ { Both: [ |

Location of Sﬁnsaﬁuh:

S

DMS-0843 (9/1/18)



ARKANSAS DEPARTMENT OF HUMAN SERVICES
DIVISION OF MEDICAL SERVICES

EVALUATION FOR WHEELCHAIR AND WHEELCHAIR SEATING

PART B (MUST BE COMPLETED BY ATP ONLY)

13. ORTHOPEDIC DEFORMITIES: TONE:
(Check all that apply) (Check all that apply)
Scoliosis: L] Hypertonic: Yes: [] No: [ |
Kvphosis: L] Hypotonic: No: [ ]
Trunk Rotation: C] Mixed: No: [ |
Pelvic Rotation: L] Normal: _ No: [
Amputee (Specify): L] -
Contractures: ]
Wind Swept: O
Hip Dislocation: L]
Spasms: Ll
Other: L]

Description and Severity of Each:

etm] of Spastlctt il

s Detﬂll of Spastlclt}

TRUNK CONTROL: (Check all that apply)

L] Nomne: Ll

Ll Poor: ]

[] Fair: D___
Good: [] Good: [ ]
Provide Detail of Each: Provide Detail of Each:

PART B (MUST BE COMPLETED BY ATP ONLY)
DMS-0843 (9/1/18)



ARKANSAS DEPARTMENT OF HUMAN SERVICES
DIVISION OF MEDICAL SERVICES

EVALUATION FOR WHEELCHAIR AND WHEELCHAIR SEATING

16. CONTRACTURES: (Check all that apply) OTHER: (Check all that apply)
‘Ankles: Yes: No: Edemas: Yes: No:
Hips: Yis: No: lucontinent: Yes: No:
Knees: Yes: No: Poor Skin Integrity: Yes: No:
Feet: Yes: No: History of Decubitus:  Yes: No:
Shoulders: Yes: No: Unable To Position: -~ Yes: No:
Elbows: Yes: No: Seizures: ' Yes: No:
Hands: Yes: No: Vision: S0 “Normal: Imipaired:
Wrists: Yes: No: Hearing: S ﬁufmal: Impaired:

17. ADDITIONAL INFORMATION:

Will Client Self-Propel Manual Wheelchair Or Will Family Member Or Caregiver Push Client:

Name of -ﬂﬁ‘l‘. {Please Print) ; Name of PT/OT/Seating Specialist
RESNA Certified: Yes [] No []

s

R_E;._SNJ\ Certification Number:'
: ) Signature of PT/OT/Seating Specialist

 Signature of ATP Date

DMS-0843 (9/1/18)
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ARKANSAS DEPARTMENT OF HUMAN SERVICES
DIVISION OF MEDICAL SERVICES

EVALUATION FOR WHEELCHAIR AND WHEELCHAIR SEATING

PART C (MUST BE COMPLETED BY PRESCRIBING PHYSICIAN/ADVAN CED PRACTICE REGISTERED
NURSE ONLY)

MEDICATIONS: DIAGNOSIS: CURRENT
1.

1. INJURY:

Date of Injury:

Apnea Monitor: - T Oxygen: - [ | Communication Device: ]
Ventilator: - - [ " . Otheri [
3.
Seizures: - ' Are They Controlled? I Yes, How Long?
Prescribing Physician/Advanced Practice Registered Nurse Name Physician/Advanced Practice Registered Nurse’s
(Please Print) Provider Number

Prescribing Physician/Advanced Practice Registered Nurse Signature

te of Evaluati
(No Stamp Please) Date of Evalugtion

DMS-0843 (9/1/18)
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Priosthetics ﬂ’\ ar /< \/\.p Saction ll
i !

TOC not required

203.100 Documentation in Beneficiary’s Case Files J00g-
1-18

The provider must develop and maintain sufficient written documentation to suppori sach service
for which billing is made. Al entries in a beneficiary’s file must be signed and dated by the
individual who provided the service, along with the individual's titte. The documentation must be
kept in the beneficiary's case file.

Dacumentation should consist of, at a minimum, material that includes:

A.  Anaudit trail between the prosthetics provider, the beneficiary, the beneficiary's primary
| care physician and advanced practice registered nurse and the Division of Medical
Services.

B.  When applicable, documentation including 4t_,he:‘ re:'ﬁljest for and approval of prior
authorization and/or the request for and g;jp’roval of extension of bensfits for services
pravided. 4

C. FhepPrescriptions for prosthetics serwces 5|gned and dated by the beneficiary's primary
care physician or advanced practice remsfered nurse. w:thln the scope ﬁf ﬁractnce

D.  The prosthetics provider's sngned and dated:

1. Certification that used equment is recondltloned is in good working order and has
no defects in workmanship or matenal :

The beneﬁcxary s consent to recewe semces
Notifi catlon of termmatlon of prosthetlcs Serwces

Documentatlon to reﬂect that necessary training and orientation has been provided to
the benefi clary and any other appllcable persons

5.4 _Any addltlonal or specral documentatlon requested in writing, that is needed to
" provide falr and lmpartlal review of Jndmdual cases, requested in writing.

ir=]

-1

211.400° : Cond:tlon fb;:,_-l?;;ov15|o.qqu Semces 4-1-609

&l

The following conditions must be met for the provision of services:
A.  The benefi éiary must reside in the state of Arkansas.

B. The mdlwdual must be an ‘Arkansas Medicaid beneficiary.

C. Services must be medlcaily necessary and prescribed by the beneficiary’s primary care
' physician (PCP) or Advanced Practice Registered Nurses (APRN) unless the beneficiary is

exempt from PCP requirements. A PCP referral is required. See Section I.

D.  Abeneficiary is accepted for services on the basis of a reasonable expectation that his or
her medical needs can be adequately met by the provider.

E.  When applicable, Form DMS-679, titted Medical Equipment Request for Prior Authorization
and Prescription, must be utilized when requesting prior authorization for wheelchairs,
wheelchair seating systems, wheelchair repairs, for eligible Medicaid beneficiaries. View

or print form DMS8-679 and instructions for completion.

F.  Whenappiicable, form DMS-679A, titled Prescription & Prior Authorization Request for
Medical Equipment Excluding Wheelchairs & Wheelchair Components, must be utilized
when requesting prior authorization for some medical supplies (i.e.: compression burn



Prlosthetics

garments), orthotics appliances, prosthetic devices and durable medical equipment,
excluding wheelchairs, wheelchair seating systems or wheelchair repairs, when these
items are prescribed for eligible Medicaid beneficiaries. View or print form DMS-679A
and instructions for completion.

G. When applicable, form DMS-602, titled Request for Extension of Benefits for Medical
Supplies for Medicaid Beneficiaries Under Age 21, must be utilized when requesting
extension of benefits for medical supplies for beneficiaries under age 21. View or print
form DMS-602 and instructions for completion.

H. When applicable, form DMS-699, titted Request for Extension of Benefits, must be utilized
when requesting extension of benefits for diapers and underpads for eligible beneficiaries
ages three and older. View or print form DMS-699.

. The beneficiary must reside in his or her own dwelling, an apartment, relative's or friend’s
home, boarding home, residential care facility or any other type of supervised living
situation that is not required to provide prosthetics services as part of the facility’s
participation agreement as a service provider.

A beneficiary’s place of residence for services may not inciude a hospital, skilled nursing
facility, intermediate care facility or any other supervised living situation that is required tc
provide prosthetics services under a proﬁde? agreement or contract as required by federal,
state or local regulation. T 'S '

-

i

211.200 Physician’s Role in the Prosthetics Program - 44025

il

At least once every 6 months, the primary care ph.ysiciah gr-advanced practice registered nurse
within the scoge of fitactice must certify the medical necessity for services and prescribe them by
signing and dating & prescription. When applicable, the primary care physician_or advanced
practice reqistered nurée within.the scope of pragtice must complete a prior authorization form;
either a Medical Equipment Request for Prior Authorization and Prescription Form (form DMS-
679) when prescribing services for wheelchairs and wheelchair seating systems, or wheelchair
repairs or a form DMS-G?QA,'ﬁt}ed Prescription & Prior Authorization Request for Medical
Equipment Excluding Wheelchairs & Wheelchair Components, when prescribing orthotic
appliances, prosthetic devices or durable medical equipment. View or print form DMS-679 and
instructions for completion. View or print form DMS-679A and instructions for
completion, L '

211.300 Prosthetics Service Provision 4—64599_-15

At least once every 6 nionfhs, the prosthetics provider must receive a prescription for prosthetics
services from sither the beneficiary’s primary care physician or advanced practice redistered
nurse within the scope of practice and, when applicable:

A. Prepare a Medical Equipment Request for Prior Authorization and Prescription Form (form
DMS-679) for wheelchairs, wheelchair seating systems or wheelchair repairs for
beneficiaries 21 years of age or older and for specified services for beneficiaries under age
21. View or print form DMS-679 and instructions for completion.

B. Prepare a Prescription & Prior Authorization Request for Medical Equipment Excluding
Wheelchairs & Wheelchair Components for some medical supplies (i.e.: compression bum
garments), orthotic appliances, prosthetic devices and durable medical equipment for
beneficiaries 21 years of age or older and for specified services for beneficiaries under age
21. View or print form DMS-679A and instructions for completion.

Section il



Prosthetics Section il

C.  Send the prepared request for prior authorization tosither the beneficiary’s primary care
physicianor advanced practice reaistered nurse within the scope of practice for
prescriptions and

D.  Send the compieted Madical Equipment Request for Prior Authorization and Prescription
form (form DMS-679) to the Arkansas Foundation for Medical Care for prior authorization.
View or print the AFMC contact information.

E.  Send the Prescription & Prior Authorization Request for Medical Equipment Excluding
Wheelchairs & Wheslichair Components to the Arkansas Foundation for Medical Care, Inc.
(AFMC) for prior authorization. View or print the AFMC contact information.

As necessary, the provider must:

A.  Deliver and set up the prescribed equipment in the ﬁ'eneﬁciary’s home,

-

B.  Teach the beneficiary, families and caregivers?’i}le'cofféci use and maintenance of
equipment, = b

o

Repair equipment within 3 waorking de%’ygqf»ﬁotiﬁcation,

k]

Retrieve from the beneficiary’s home é?:‘[tt ent no longer prescrib‘ed for the beneficiary
and et £
E. Provide necessary docume‘n&t_iﬁnh

i

o

211.400 Prescription and Referra ‘gene 4-1-6999-1-
5

18

L Eknworkiq"’g;i ys before the end of currently prescribed
VN N . 5 .
) thetics provider must obtain a new prescription
ficia sician or advanced practice registered nurse within
the scope of nractice‘*s{i]d,'if applicable, send a new prior authorization form to the applicable
entity. The primary care.physician briadyvanced ‘practice registered nurse within the scope of
racti u_s‘t;jggiﬁwa:llyu.reviéwﬁé;i@er form DMS-678 or.form DMS-679A, and, based upon the
physician's certification of médéf;g] necessity, prescribe services. Form DMS-679 or form DMS-
679A must then be reviswed by the applicable entity and services must be prior authorized. If
services are prescribed:i%ﬁd,wheﬁ%pplicable, prior authorized, services may be furnished for a
. AL g gt T
maximum.of 6 months frorv the date 'of the prescription.

At least once every 6 mor s:b it within 5

or prior authorized prosthetics services, the

from either the benéficiary's pri:?jafggy care phy

%
s

211.500 Service Initiation e
If all prescribed prosthetics services are not begun by the prosthetics provider within 30 working
days of the prescriptio‘h'.ijfa_.té,“ the prosthetics provider must notify the beneficiary and either the
beneficiary’s primary caré physician or advanced practice redistered nurse within the scope of
pragtice in writing and explain the delay. The provider must retain documentation justifying the
service delay.

211.600 Termination of Services 8-4-0599-1-
18

If prosthetics services are terminated, the provider must notify either the beneficiary’s primary
care physician or advanced practice registered nurse within the scope of practice and the
beneficiary (if not deceased) in writing, within 10 working days of the termination, documenting
the effective date of and reasons for the termination.

221.100 Request for Prior Authorization 4-1-0809-1-
1




Prjosthetics Section I
|

The request for prior authorization must originate with the prosthetics provider. The provider is
responsible for obtaining the required medical information and prescription needed for
completion of the prior authorization request form.

A.  The Medical Equipment Request for Prior Authorization and Prescription Form (Form
DMS-679) will be used when requesting prior authorization for wheelchairs, wheelchair
seating systems and wheelchair repairs. The primary care physician or advanced practice
redistered nurse within the scope of practice must sign the DMS-679. The primary care
physician's or advanced practice registered nurse’s -signature must be an original, not a
stamp.

Form DMS-679 must contain a diagnosis of the disease(s) necessitating use of prosthetics
services. View or print form DMS-679 and instructiof éf for completion.

B. The Arkansas Foundation for Medical Care, Inc., (AFMC) reviews requests for prior
authorization for some medical supplies (i.e., compression burn garments), orthotic
appliances, prosthetic devices and durable medical equipment, excluding wheelchairs,
wheelchair seating systems and wheelchaifrépairs. Form DMS-679A, titled Prescription
and Prior Authorization Request for Medicald Equipment Exclgding Wheelchairs &
Wheelchair Components must be corﬂ?_!éged for use with those ftems of durabie medical
equipment, excluding wheelchairs, wheelchair seating systems and wheelchair repairs.

e s

4

242.191 Specialized Wheelchaits.and Wheelchﬁi%gat g Systems .. 4434780
for Individuals Age Twap Fhrough Adult ™ Ha .
-{'\‘,‘ o < ) i

e

ﬁ_g_msystems for individuals ages two

T e -

Arkansas Medicaid covers wheelcha
through aduit.

rs and wheelchair seai
For any item to be covered by Arkansas Medicaid,#he beneficiary must be eligible for a defined
Medicaid Aid Catggory. Coverage is subject to the requirement that the equipment must be
medically necessary for the diagnosis or treatment of an iliness or injury to improve the
functioning of an aftegted body part, and must meet all other Medicaid statutory and regulatory
requirements and established eriteria. . i

The_,bf'é[_-;f;eﬁcié‘fy'.s?giag:r)osié"m\_ t warrant the type of equipment being purchased. items may not
beCovered in every instance. ™. i
cove il .

Provii’i'e';:_:‘fsva*re cautione& 15;51‘,9n ap‘p;ﬁved prior authorization does not guarantee payment.
Reimbursgment is contingent ypon eligibility of both the beneficiary and the provider at the time
service is provided and submission of an accurate and complete request. The DME provider is
responsible for verifying the eligibility of the beneficiary at the time service is provided.
Specialized wheelchairs and wheelchair seating systems must be ordered by a physician.

For those services that are ;1(‘)/‘( included in the Arkansas Medicaid State Plan, (e.g., highly
technological wheelchairs and rehab equipment), the PCP must complete form DMS-693, titled
Early and Periodic Screening, Diagnosis and Treatment (EPSDT) Prescription/Referral for
Medically Necessary Services/ltems Not Specifically Included in the Medicaid State Plan. View
or print form DMS-679 and instructions for completion.

NOTE: If the service or item{s) are specificaily included in the Arkansas Medicaid
State Plan, the completion of form DMS-683 is not required.

When a request is submitted for a power wheelchair, Power-Operated Vehicle (POV) or
specialized manual wheelchair, the following Medicaid requirements must be met:

A. A Prescription & Prior Authorization Request for Medical Equipment form {DMS-679) must
be completed and submitted. This form must not be altered by the provider. View or print
form DMS-679 and instructions for compietion.




Priosthetics Section Il

[ B.  The DMS-679 must be signed and dated by the beneficiary's PCP_APRN or the ordering
physician. The signature must be original. Stamp signatures are not acceptable.
Medicaid will accept electronic signatures provided the electronic signatures comply with
Arkansas Code § 25-31-103 et seq.

C.  Caoarrect Medicaid procedure codes and modifiers must be utilized. Requested items will be
denied if correct procedures codes and modifiers are not used.

D. Al requests for prior authorization must be legible (felt pens must not be used).
Medicaid requires the submission of the original request.

F.  Medical documentation from the beneficiary's PCP, APREN or ordering physician which
included a detailed face-to-face medical examination Mmust be submitied to establish

medical necessity. A

G.  An Evaluation for Wheelchair and Wheelchair Seating form (DMS-0843) must be
submitted. This evaluation will be complg;gcj‘,‘ip three parts; -

Part A—to be completed by thegqﬁﬁﬁ-ﬁoviden \ -
2.  Part B—to be completed by the %§5;§tjve technology practiﬁogér or can be

completed by a physical therapist &‘éﬁgypatiogg}}herapist or seating specialist for
Group 1 {one) and Group 2 (two) powe'f;iﬁheqefq_“? ifrs with no poW‘eg options.

r é?@;%wﬁgeelch;“;'s ating form {(DMS-0843) must be
3d:wheelepdirs except foFrental wheelchairs. View or

ructiohs for complétion.
":‘.h';' e, e

fgéstgd [et;ii price for the brand and
Fé‘?‘é‘quote must be submitted with the

I A DMS-693, Earl?éﬁd dlc_;:$c;§§ning;ﬁéig_gnosis and Treatment (EPSDT) form, must

| e submitted for all padiatric wheelchdirs and jnclude detailed PCP or APRN medical

A :Hi:}‘éumentat'ibﬁ;tﬁat cleEi‘r‘[j‘_(__%dgmonstratés;jrﬁedical necessity and clearly identifies the

-medical conditioniand the specific equipment that will meet the beneficiary’s medical
ngeds. Form DMS-693 and the supporting documentation must be submitted as an
att‘éqﬂ?;ngnt to the request for prict authorization. It will then be reviewed for medical

necessity. View or pringform DMS-693.

J. If requireiﬁéﬁ:ts A throuﬁf{ :_i are not completed correctly, the request could be denied.

N o Eot
K.  Arkansas Medicaid fequires a Durable Medical Equipment (DMEY) provider to employ a

RESNA (Rehabili’téﬂg‘iﬂ” Engineering and Assistive Technology Society of North America)
certified ATP (Assistive Technology Practitioner) who specializes in wheelchair seating.
The ATP will provide direct in-person recommendations for evaluation of the beneficiary’s
wheelchair selection, and is employed by the supplier. This applies for specialized manual
wheelchair and power wheelchair in the category of Group 2 (single power option} and
above.

The ATP's involvement in the wheelchair selection must be documented. Documentation of the
ATP's involvement does not qualify as a face-to-face examination and may not be cosigned by a
physician.

Procedure codes found in this section must be billed either electronically or on paper with
modifier EP for beneficiaries under 21 years of age or modifier NU for beneficiaries age 21 and
older. When a second modifier is listed, that modifier must be used in conjunction with either EP
or NU.



Pﬂpsthetlcs Section 1l

Modifiers in this section are indicated by the headings M1 and M2. Prior authorization
requirements are shown under the heading PA. If prior authorization is needed, that information
is indicated with a “Y” in the column; if not, an "N” is shown.

Other coding information found in the chart:

! The purchase of this component for beneficiaries age 21 and older is limited to one

per five-year period.

The purchase of this wheelchair component for beneficiaries under age 21 is
limited to one per two-year period.

The purchase of wheelchairs for beneficiaries age 21 and older is limited to one per
five-year period. i,

*k

Bill only for beneficiaries under age 21.

This procedure code is payable for benefrcrarles ages 2 through 20, Prior
authorization is required through Utlhzatlon Rewew

wkER

items listed require prior authorization (PA) when used }n combination with other
items listed and the total combined value exceeds the $1; 000 00 Medicaid
maximum allowable re:mbursement Ilmlt

* Prior authorization is not required when other msurance pays at ieast 50% of the
Medicaid maximum allowable relmbursement amount

Note: WIC or wic indicates wheeichalr . A 4 ‘.'f:

#(...) This symbol, along with tex@ in parentheses md[cates the Arkansas Medicaid
description of the product. When using’a procedure 'code with this symbol, the
product must meet the mdicated Arkansas Medlcald descrlptlon

" ',\

Specialized Wheelchalrs and Wheelcha:r Seatlng Systems for Individuals
Age Two Through Adult (Sectlon 242, 191)

National ... ;-,._

Procedure ey . W) Payment
Code """M:l_'i_,Mz '*Descrlpt:on e, = PA  Method
EO?,QO,:_ NU U1 Safetyequment eg belt, harness or N***  Purchase

EP U1 ‘vest

_‘.

EO700 .. NU U2 " **(Travel restramt auto safe harness E-Z N*** Purchase
~. . .EP U2 ‘onvest, no known comparabie product)
e ¢ _Safety equipment, e.g., belt, hamess or

P vest

EG950 NU o **(Tray for W/C) W/C accessory, tray, Y Purchase
EP 7 each

E0950 NU U2 &(ABS tray, 4-SM 5-LG) W/C accessory, Y Purchase
EP U2 tray, each

E0250 NU U3 4(W/C Tray, Custom)} W/C accessory, Y Purchase
EP U3 tray, each

E0950 NU U4 X(Tray, customized) W/C accessory, N Purchase
EP U4 tray, each

E0950 NU U5 #{Clear upper Ex support system) W/C Y Purchase
EP U5 accessory, tray, each

E0950 NU U6  #(Lap Tray Switch Array) Wheelchair Y Purchase

EP U6 accessory, tray, each




Prosthetics Section Il

]

Specialized Wheelchairs and Wheelchair Seating Systems for Individuals
Age Two Through Adult (Section 242.191)

National

Procedure Payment

Code M1 M2 Description PA Method

E0950 NU U7 Wheelchair accessory, tray, each Y Purchase
EP U7

E0950 NU U7 #&(Removable Hinged Overlay for Tray) Y****  Purchase
EP U7 W/C accessory, tray, each
UE A

EQ950 NU U8 #&(Lap Tray for Switch Array}) Wg]eelcharr Y Purchase
EP U8 accessory, tray, each

E0951 NU Heel loop/holder, with of witholit ahile N Purchase
EP strap, each ; %\""

E0952 NU Toe Ioop/holder;fgga%éﬁr Purchase
EP ]

EQ955 NU Wheelchair access?ry, headrest N Purchase
EP cushioned, any type'?‘{%c G fixe

mou@ng hardware eachius Wy
E0956 NU **(Tru'ﬁ pports for any /G; otherthan N**** Purchase

EP trave!, VQ h&rdw are Wheelc alr
accessory, latera fmnka&or hip su;iport

~any type, mf[udmg fixed tho ntlng‘f%
.ardware ea‘g 2 A

pgrts swirﬁfaﬁay, N*™**  Purchase
eacﬁj Wheelchalr Iccessory, lateral
I‘.hlp suppo 7any type, including

EQQSQ” NU"’ U2 ‘”*-%Med Chest Panel Support) N****  Purchase
N EP™ "~<_U2\‘ Wheelchalraccessory, lateral trunk or hip
-0,

up&&rt\‘any type, including fixed
; mountlng hardware each

g*?Chest/T horacic Supports) Wheselchair N****  Purchase
accessory, lateral trunk or hip support,

ny type, including fixed mounting

ardware each

EQ957 NU ;'Wheelcharr accessory, medial thigh N Purchase
EP support, (+-flip-up) any type, including
fixed mounting hardware, each
E0958 NU Manual W/C accessory, one-arm drive N****  Purchase
EP attachment, each
E0959 NU #(Amputee adapters for conventional N****  Purchase
EP chair, ea.) Manual W/C accessory,
adapter for amputee, each
E0959 NU #(Amputee axle plate for high N****  Purchase
EP performance manual W/C, ea.) Manual

wheelchair accessory, adapter for
amputee, each




Prosthetics
|

Section

Specialized Wheelchairs and Wheelchair Seating Systems for Individuals

Age Two Through Adult (Section 242.191)

National
Procedure Payment
Code M1 M2 Description PA Method
E0959 NU U1 Manual W/C accessory, adapter for N Purchase
EP Ut amputee, each
EQ960 NU W/C accessory, shoulder harness/straps N Purchase
EP or chest strap including any type
mounting hardware ‘
E0961 NU Manual W/C accessory, whee{ !ock ‘brake N**** Purchase
EP extension {(handle), each o
E0966 NU Manual whealchair accessory, headrest N**** Purchase
EP extension, each A W
E0967 NU #(Hand rim, any. type) Manual W/C N****  Purchase
EP accessory, hand rim w/projections, any '
type, replacement oqu, each
E0967 NU U1 &(Hand rim, any type)? A N*** . Purchase
EP U1 accessOry, hand rim wiprolecﬂons any
type, repLacement only, each
EQQ267 NU U2 =.m(Hand rtm any type) Manual WIC N****  Purchase
EP U2 accessory, hand rim w/pro;ectlons any
i type, replacement only,‘ _aeh _
E0967 NU U3~ 4**(Hand fim, any type) ‘Manual W/C N**** Purchase
EP- U3 acgessory, hand rim ‘w/projections, any
Y type, replacementonly, each
E0967. - NU U4 **(Hand rlm any type) Manual W/C N****  Purchase
> EP U4“-f_;ac:cessory. hand rim \Mprolechons any
"type replacementonly, each
EéQTC)"‘ NU T _ANo ‘2footpiates except for elevating N****  Purchase
g EP =legresi
E0971 B2 NU "E;Ann-tlpplng deVICe W/C N****  Purchase
P ;
EQ973 ‘NU g’W[C accessory, adjustable height, N****  Purchase
EP . -detachable armrest, complete assembly,
.“each
E0973 NU U1 &(Height Adj. Arms, replacement) W/C N****  Purchase
EP U1 accessory, adjustable height, detachable
armrest, complete assembly, each
E0974 NU Manual wheelchair accessory, anti- N****  Purchase
EP roliback device (& grade aids), each
E0978 NU Wheelchair accessory, positioning N****  Purchase
EP belt/safety belt/pelvic strap, each
EQ978 NU U1 A(Belt, safety or chest, w/pad) N****  Purchase
EP U1 Wheeichair accessory, positioning N

belt/safety belt/ pelvic strap, each




Prosthetics Section Il
|
Specialized Wheelchairs and Wheelchair Seating Systems for Individuals
Age Two Through Adult (Section 242.191)
National
Procedure Payment
Code M1 M2 Description PA Method
EQ978 NU U2  Wheelchair accessory, positioning N****  Purchase
EP U2 belt/safety belt/pelvic strap, each
EC980 NU #(Chest panel, 21-SM 22-LG) Safety N****  Purchase
EP vest, wheelchair
E0980 NU U1 &(Shoulder retractors) Safety 'st! WIC  N**** Purchase
EP U1
E0981 NU W/C accessory, seat uphols N Purchase
EP replacement only, each oy ;
E0982 NU W/C accessory, b cl{ upholstery, i ? Purchase
EP replacement only, ach )
EQ982 NU U1 #(Standard backmpholstery Purchase
EP U1 replacement) Wanccessow back
upholstery, replacement only eﬁch s,
E0990 NU 4 E[,evﬁng foot, leg rest) W/IC N+~ Purchase
EP accessor;,J efevatlng leg res; complete
assem I‘y\eac
E0990 **(Elevanﬁ;weg Regtf'f*g“‘ degres;d21-  N*** Purchase
% 16" Width) "W/C accessory, ele;fatlng leg
rest complete assembiy, each £
de N****  Purchase
(o accessol’y, solid seatinsert N**** Purchase
Large adjustat;resolid seat w/hardware)
**?Foam and Plywood Flat Side Manual N****  Purchase
23 Y wheelchalr ‘accessory, sofid seat)
(Foam & PIywood Seat, MPI Like N***  Purchase
‘Manual wheelchair accessory, solid seat)
U4 A(Adjustable solid standard seat with N****  Purchase
hardware Manual wheelchair accessory,
solid seat)
E0994 NU Armrest, each N****  Purchase
EP
E1002 NU WIC accessory power seating system, tilt Y Purchase
EP only
E1004 NU WI/C accessory, power seating system, Ye Purchase
EP recline only, with mechanical shear
reduction
E1006 NU WI/C accessory, power seating system, Y Purchase
EP combination tilt and recline, w/o shear

reduction




Pilosthetics Section Il
Specialized Wheelchairs and Wheelchair Seating Systems for Individuals
Age Two Through Aduit (Section 242.191)
National
Procedure Payment
Code M1 M2 Description PA Method
E1007 NU Wheelchair accessory, power seating Y Purchase
EP system, combination tilt and recline, with
mechanical shear reduction
E1010 NU W/C accessory, addition to power seating Y Purchase
EP system, power leg elevation system
including leg rest, each o
E1020 NU #(Adjustable Contour Latera! Th|gh N****  Purchase
EP Support) Residual hmb support system
for W/C o
E1028 NU Wheelchair accesScny ‘manual 5. N Purchase
EP swingaway, retractable orremovable "t -
mounting hardware for joystick, other .
control interface o;;posntlomng accessory i
E1029 NU **(Ventllator Tray Wlth Battery Tray) Y - ‘Purchase
EP Wheeichalr accessory, venﬁlator tray, B
fixed ¥, . Y
E1030 NU Wheelchalr accessory, vent:lator tray. Y Purchase
EP . ‘_glmbaled gk, LY
E1050* NU = Full recllnlng W/C ﬁxed fuﬂ-length arms, N*** Purchase
ERY smnng-away, detachabIe elevating
oo legrests \
E1060  NU " . Full reclining W/C detachabte arms, desk Ye  Purchase
gl e bP Y “or full- Iength swmg-away detachable,
AT R, : ele\gatmg tegrests
E1070# EP “wib, **(A max:mum use of three months only) Y Rental only
N B ".==\_Fu!ly-reclm|ng wheelchair, detachable
b ams, (desk or fuil-length) swing-away,
‘-_detachab‘e footrest/elevated legrest
E1084* NU ;H_gmt-W/C, detachabie arms, desk or full-  N****  Purchase
EP . . length, swing-away, detachable, elevating
a4 deg rests
E1086* NU 4 Hemi W/C; detachable arms, desk or full-  N****  Purchase
EP length, swing-away, detachable footrests
E1086* NU U1 Hemi W/C, detachable arms, desk or full- Y Purchase
EP U1 length, swing-away detachable footrests
E1088* NU High strength lightweight W/C; Ye Purchase
EP detachable arms, desk or fuli-length,
swing-away, detachable, elevating
legrests
E1090 NU High-strength lightweight W/C,; N****  Purchase
EP detachable arms, desk or full-length,

swing-away, detachable footrests




Priosthetics Section |l
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Specialized Wheelchairs and Wheelchalr Seating Systems for Individuals
Age Two Through Adult (Section 242,191)
National
Procedure Payment
Code M1 M2 Description PA Method
E1002* NU Wide, heavy-duty W/C; detachable arms, Ye Purchase
EP desk or full-length, swing-away,
detachable, elevating legrests
E1093* NU Wide, heavy-duty W/C; detachable arms, Y+ Purchase
EP desk or full-length arms, swing- away
detachable footrests 350
E1110* NU Semi-reclining W/C; detachaw' -arms Ye Purchase
EP desk or full-length, elevathg Ieg?;}_st
E1161 NU Manual! adult size W[C mcludes}llt_? Ye Purchase
EP space A
E1170* NU Amputee W/CE fi ; full-length arms, Purchase
EP swing-away, detac?ihable elevatlng
legrests ‘g_‘ B, :
E1172* NU Amp%e WI/C; detachab?eggls deskor Ye & Purchase
EP full- length Mlthout footrests of legrests
E1180* NU AAmpute W?Cw%etachable armé‘,hdesk o Ye Purchase
EP full- Iength{ wmg‘éwa"ya- detachable, s
footrests \ 7 S "‘f““«»m
E1200* NU .'“_\putee W/C f eﬁ( I-Iength,ar s, N****  Purchase
s <5
ER. smgggeway, de‘tfaé‘g le footrests
E1220* ) Wf(}?spemaliy sme?i,gr constructed Y Manually
* { ldate brand name, model number, Priced
any, and j
E'{ (Foldlng Backresj?s Degree Bend, N****  Purchase
Loﬁ 15" - 16"} Manual W/C accessory,
Semi- rechmng back, (recline greater than
%«15 degre?és ‘but less than 80 degrees),
ﬁgagh
E1228 TR %.(Foldmg Backrest, Tall, 19" - 20") N****  Purchase
ER." S"peclal back height for W/C
E1228 NU ~.i/*(Folding Straight Backrest, Low, (15" -  N*** Purchase
EP 16") Special back height for W/C
E1228 NU #(Folding Straight Backrest, Tall, 19" - N****  Purchase
EP 20"} Special back height for W/C
E1228 NU U1 &(High back contour seaf) Specialback N****  Purchase
EP U1 height for W/C
E1228 NU U2 &(Positioning tall back) Special back N****  Purchase
EP U2 height for W/C
E1230* NU Power operated vehicle (three- or four- Ye Purchase
EP wheel nonhighway), specify brand name

and model number




Prosthatics Section Il
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Specialized Wheelchairs and Wheelchair Seating Systems for Individuals
Age Two Through Adult (Section 242.191)

National
Procedure Payment
Code M1 M2 Description PA  Method
E1230 EP U1 Power operated vehicle (three- or four- Ye Purchase
NU U1  wheel nonhighway), specify brand name
and model number
E1232* EP W/C, pediatric size, tilt-in-space, folding,  Ye Purchase
adjustable, with seating system .
E1233* EP WIC, pediatric size, tilt- m-space ngld Ye Purchase
adjustable, without seating system
E1234* EP WI/C, pediatric size, t|1t-|n-space foldlng, Ye Purchase
adjustable, without seatlng system
E1235* NU Wheelchair, pedlatnc Slze rigid, = Ye Purchase
EP adjustable, with seatlng system SEh
E1235° EP U1 #(RigidWiC Framé) W/C, pediatric size, Y -~ Purchase
rigid, adjustable with seatmg system
E1236 EP Wheeichair pediatric S|ze' : dang Y  Purchase
adjustabLe thh seatmg sys;em
E1237* EP W/C, pedratric SIze Tigid, adjustable Ye Purchase
e, Without seaﬁng system i il
E1238* EP' . e ";'W/C pedla’cnc §ize, foldmg adjustable Ye Purchase
i without seahng system
E1240* NU Laghtweight W!C detachable ams,desk Y+ Purchase
EP *_ . orfullength, swmg-away, detachable,
A% L. % lelevating legrest %
E1260% 'NU- .. Lightweight\ WIC; detachable arms, desk  N****  Purchase
N EP g orfuif-length swing-away, detachable
: " footresfs®.
E1280* NU 3 fHeavy duty WI/C; detachable arms, desk  Ye Purchase
“CREP rfull -length, elevatlng legrests
E1290* -NlUf_ ]»iljgavy duty W/C; detachable arms, Ye Purchase
ERP ... 7 swing-away, detachable footrests
E2201 NU * &(Seat Width 20") Manual wic N**** Pyrchase
EP " accessory, nonstandard seat frame width
> than or equal to 20 inches and < 24
inches
E2201 NU U1 &(Frame Width 14"-15") Manual w/c N****  Purchase
EP U1 accessory, nonstandard seat frame
width>than or equal to 20 inches and <24
inches
E2201 NU U2  A(Frame Width 19"-20") Manual wi/c N****  Purchase

EP U2 accessory, nonstandard seat frame
width>than or equal to 20 inches and <24
inches




Priosthetics Section II
Specialized Wheelchairs and Wheelchair Seating Systems for Individuals
Age Two Through Adult (Section 242.191)
National
Procedure Payment
Code M1 M2 Description PA Method
E2201 NU U3 Manual w/c accessory, nonstandard seat  N****  Manually
EP U3 frame width > than or equal to 20 inches Priced
and <24 inches
E2203 NU #(Seat Depth 15") Manual w/c N***  Purchase
EP accessory, nonstandard seat fra e
dep&|20tolessthan221nch :
£2203 NU U1 &(Seat Depth 17" - 18") M2 N****  Purchase
EP U1 accessory, nonstandard
depth, 20 to less thap, . 2 ifiches
E2203 NU U2 &(Frame, Long #afé'” e
EP U2 Depth) Manualw, accessory, il Purchase
nonstandard seatframe depth, 20 to Iess"’- =
than 22 inches @?A% B
E2203 NU U3 **(Seat,‘Eepth 19" - 20" %Mangal "wic
EP U3 accessory‘,monstandard eaé‘f«frame
depﬂ1*2015ﬁessthan 22|néFE$
E2203 Manual Wi c accessoryﬁnonstang?rd seat N Manually
_frame depth; 20 to }es an 22 in'c_:;hes Priced
E2206 N HManuahNhe%Fhal N Purchase
i a:sé"é {nbly, com[ ;ﬁe
N****  Purchase
N Purchase
N Purchase
| %Wheelcha}“f”eccessory, bearings, any N Purchase
iyé;e replacement only, each
ia N Purchase
Manual wheelchair accessory, tube for N Purchase
pneumatic propulsion tire, any size, each
Manual wheelchair accessory, insert for N Purchase
pneumatic propulsion tire (removable),
any type, any size, each
E2214 NU Manual wheelchair accessory, pneumatic N Purchase
EP caster tire, any size, each
E2215 NU Manual wheelchair accessory, tube for N Purchase
EP pneumatic caster tire, any size, each
E2220 NU Manual wheelchair accessory, solid N Purchase
EP (rubber/plastic) propulsion tire, any size,

each




Prpsthetics
|

Section

Specialized Wheelchairs and Wheelchair Seating Systems for Individuals

Age Two Through Adult (Section 242.191)

MNational
Procedure Payment
Code M1 M2 Description PA Method
E2221 NU Manual wheelchair accessory, solid N Purchase
EP (rubber/plastic) caster tire (removable),
any size, each
E2226 NU Manual wheelchair accessory, caster N Purchase
EP fork, any size, replacement only, each
E2231 NU Manual wheelchair accessory,: ‘solid seat Y Purchase
EP support base (replaces sllng seat)
includes any type mountmg hardware
E2291 EP Back, planar, for pedratnc-srze - N Manualiy
wheelchair, mcludmg fixed attachlng Priced
hardware S f_
E2292 EP Seat, planar, for pediatric-size N Manually
wheelchair, including fixed atrachlng " . Priced
hardware il
E2293 EP Back, ccntoured for pedratn 55 N Manually
wheelchalr mc]udmg fixed attachlng Priced
hardware :
E2294 EP a8 -S N Manually
Falmag Priced
hardware &
E2205 EP . Manqal wheelchalr accessory, for Y Manually
“._»_pediatric size wheelcharr dynamic Priced
- "seating franie, aliows coordnnated
L AT *‘--frnovement of multrple positioning features
E231'6 k NU <. . Power wic accessory, electronic Y Purchase
o EP . ;-V‘A-\cor'nectlon between wheelchair controlter
.and one- po‘Wer seating system motor,
sincluding all related electronics, indicator
'feature mechanical function selection
swrtch and fixed mounting hardware
E2311 NU v Power wic accessory, electronic Y Purchase
EP =" connection betwsen wheelchair controller
and two or more power seating system
motors, including all related electronics,
indicator feature, mechanical function
selection switch, and fixed mounting
hardware
E2322 NU Power w/c accessory, hand control Y Purchase
EP interface, multiple mechanical switches,
nonproportional, including all related
electronics, mechanical stop switch, and
fixed mounting hardware
E2323 NU Power wic accessory, specialty joystick Y Purchase
EP handle for hand control interface,

prefabricated




Priosthetics Section ll

Specialized Wheelchairs and Wheelchair Seating Systems for Individuals
Age Two Through Adult (Section 242.191)

National
Procedure Payment
Code M1 M2 Description PA Method
E2324 NU Power w/c accessory, chin cup for chin Y Purchase
EP control interface
E2325 NU Power w/c accessory, sip & puff interface Y Purchase
EP nonproportional, including all related
electronics, mechanical stop switch, and
' ' ardware
E2326 NU Power wheelchair accessg athtube Y Purchase
EP kit for sip and puff |nterf i
{replacement only)
E2327 NU Power w/c accesst Y Purchase
EP interface, mect
E2359 N  Purchase
E2360 N ’ ty, 22 NF 1 N  Puchase
E2361 Fsealediead N Purchase
E2363  NU wW/c Y, N Purchase
E2363 w1 , group 24 sealed N Purchase
. ] battery, each (e.g., gel cell,
(U 1 gel cell battery, each) Power N Purchase
\eelchair accessory, U-1 sealed lead
acid battery, each, (e.g., gel cell,
- - absorbed glassmat)
E2365 NU U1: Power w/c accessory, U-1 sealed lead N Purchase
EP U1 acid battery, each, ge! cell
E2366 NU #(24-Volt Battery Charger - Standard, N Purchase
EP Replacement) Power w/c accessory,
battery charger, single mode, for use with
only one battery type, sealed or non-
sealed, each
E2367 NU #(24-Volt Battery Charger - Dual Mode, N Purchase
EP Replacement) Power w/c accessory,
battery charger, dual mode, sealed or
non-sealed, each
E2368 NU Power wheelchair component, motor, N Purchase

EP replacement only




Prosthetics
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Section Il

Specialized Wheelichairs and Wheelchair Seating Systems for individuals

Age Two Through Adult (Section 242.191)

National
Procedure Payment
Code M1 M2 Description Method
E2369 NU Power wheelchair component, gear box, Purchase
EP replacement only
E2370 NU Power wheelchair component, motor and Purchase
EP gear box combination, replacement only
E2372 NU Power wheelchair accessory, group 27 Purchase
EP non-sealed lead acid battery, each
E2373 NU Power wheelchair accessory hand or Purchase
EP chin control interface, mmn-proporhonal
compact, or short throw remote Joystlck
or touchpad, propomonal including all
related electronics and fixing rnounting -
hardware. =
E2375 NU Power wheelchair’ accessory, : Purchase
EP nonexpandable controliér, mc‘Iudlng all o
rela’led electronlcs and rrgoun,tlng
hardwgre geplacement only, *
E2376 NU Power wheelchalr accessory, expandable Purchase
EP chontroller lncludmg alt related electromcs
.. and mountmg hardware replacement
: only i = _
E2377 NU R, Power wheelchalr accessory, expandable Purchase
EP R controller including’all related electronics
: . .ahd molinting hardware, upgrade
ARG b ;,jprowded atinitial issue;
E2378 NU. .  Power wheelchair component, actuator, Purchase
i EP Sk repfacement only
E2381" - = Nu h Power wtl_eelchalr accessory, pneumatic Purchase
. EP " drive whee! tire, any size, replacement
0, only, each
E2382 NU - _/Pgiwer wheelchair accessory, tube for Purchase
EPCE: 4= pneumatlc drive wheel tire, any size,
" “replacement only, each
E2383 NU Power wheelchair accessory, insert for Purchase
EP pneumatic drive wheel tire (removable),
any type, any size, replacement only,
each
E2384 NU Power wheelchair accessory, pneumatic Purchase
EP caster tire, any size, replacement only,
each
E2385 NU Power wheelchair accessory, tube for Purchase
EP pneumatic caster tire, any size,

replacement only, each




Prosthetics Section Il
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Specialized Wheelchairs and Wheelchair Seating Systems for Individuals
Age Two Through Aduit (Section 242.191)
National
Procedure Payment
Code M1 M2 Description PA Method
E2386 NU Power wheelchair accessory, foamfilled Y Purchase
EP drive wheel tire, any size, replacement
only, each
E2387 NU Power wheelchair accessory, foam caster Y Purchase
EP tire, any size, replacemsnt only, each
E2601 NU General use wheelchair se dﬁtﬁcué;l:non N***  Purchase
EP width less than 22 in., any; dep
_ o . M
E2602 NU General use wheelqhaf'éeat cush 0 Purchase
EP width 22 in. or are u[}}any depth
UE s
E2611 NU General use wi'f’:e chair back cushion, Purchase
EP width less than 227 |Q§“any helgﬁt,\
UE mcludlng any type mountlng'}'iarci"ware o
E2612 NU General EUSe V\Qeelchalrﬁé‘k cushion, N Purchase
EP width : %im‘“’og‘greater anyw% ht,
UE including ; any type mountmg har lware
: N Purchase
Skm Protectlon W féhair seé'{"‘éﬁshion, N Purchase
ad;‘us”iable widt than 22 inches, any
dep?h .
% Sk‘?nﬂbrotectlon wheelghaw seat cushron N Purchase
“adj ustable, width 22,inches or greater,
any,gépth e
Skln protectlon and positioning N Purchase
wheelchair, seat cushion, adjustable width
L__ss than 22 inches, any depth
E2625 NU ;Skm pratection and positioning N Purchase
ieelchair seat cushion, adjustable width
22 inches or greater, any depth
E2626 NU Wheelchair accessory, shoulder elbow, Y Purchase
EP mobile arm support attached to
wheelchair, halanced, adjustable
E2627 NU Wheelchair accessory, shoulder elbow, Y Purchase
EP mobile arm support attached to
wheelchair, balanced, adjustable Rancho
type
E2628 NU Wheelchair accessory, shoulder elbow, Y Purchase
EP mobile arm support attached to

wheelchair, balanced, reclining




Prosthetics Section Il
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Specialized Wheelchairs and Wheelchair Seating Systems for Individuals
Age Two Through Adult {Section 242.191)

National
Procedure Payment
Code M1 M2 Description PA Method
E2629 NU Wheelchair accessory, shoulder elbow, Y Purchase
EP mobile arm support attached to
wheelchair, balanced, friction arm support
(friction dampening to proximal and distal
joints)
E2630 NU Wheelchair accessory, shou!der elbow, Y Purchase
EP mabile arm support, monosuspensnon
arm and hand support, overhea“d elbow
forearm hand sling support Yoke' ’cype
suspension support
EZ2631 NU Wheelchair ac:cessory, addltlon to moblle LY Purchase
EP arm support, eievatmg proximal arm
E2632 NU Wheelchair accesséry addition to mobile Y.  Purchase
EP arm support, offset or. Iateral rocker arm
with fastic balance conrof = » b
E2633 NU Wheeichalr accessory, addltsor[ to mobile Y Purchase
EP arm support supmator
K0004 NU _  High- strength hghtwelght wheelcha!r Y***  Purchase
EREE i, b s, ,
KD0oo5* NU "**(ngh performance manuaIW[C—adult) Ye Purchase
EF?' Ultralightweight W/C
K0005* NU U't **(Htgh-performance manual W/C with Ye Purchase
j_'--“,EP Ut. - growth adjustability- ~child)
e b «ﬂ:UIfrahghtwelght WIC™
K0010. NU™ " **TMotorazed standard frame, DA, swing Y  Purchase
EP b away footrests) Standard weight frame
Yok, i'_motonzedfpower Wi/C
K000 2> NU - UA **(Motorized standard frame, DA, swing Y Purchase
EP U1 away ELR) Standard weight frame
b N motonzed/power WIC
K001 1 NU ' #(Motorized, power base or conventional Ye  Purchase

EP ™. frame w/c DA/swing away footrests,
programmable elecironics and custom
options) Standard-weight frame
motorized/power, W/C with
programmable control parameters for
speed adjustment, tremor dampening,
acceleration control and braking




Section |l
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Specialized Wheelchairs and Wheelchair Seating Systems for Individuals

Age Two Through Adult (Section 242.191)

National
Procedure Payment
Code M1 M2 Description PA Method
K0011 NU U1 &(Motorized, power base or conventional Y+ Purchase
EP U1 frame wic DA/swing away footrests,
programmable electronics and custom
options) Standard-weight frame
motorized/power, W/C with
programmable control parameters for
speed adjustment, tremor dampening,
acceleration control and lg;'af
K0012 NU #(Motorized folding frame“*DA ?"yj\g Ye Purchase
EP away footrests) gMelght portablé
motorized/power Vg
K0012 NU U1 &(Motorized folcflng frame, DA, swing ; Purchase
EP U1 awayELR) nght¥ve;ght portable
motorized/power Wa’C*s M@‘ 3 _
K0o14'? NU Othgr notorized/ power. Wj{é?aée Ye % Purchase
EP Bas b Lf"}&
K0o14'2 NU U1 **(CefﬁermDrlve’power base)ﬁcher Ye¢  Purchase
EP U1  motorized/ power%@@ase L
K0014'2 “Uzh fjag*:;%(Motorlzed\’s owe §ase>ar N#  Ye  Purchase
V_EP ‘U3 *’*conyentlonalﬁgme‘év CT ﬁA/sxvﬁmg away
h foot rests, program_ hable electronics and
: custom oplions) ng er motorized/ power
\QIIG base _ "53
4 Y,,(Motorlzed Power Bgse or Ye Purchase
conyentional frame C DA/swing away
eleva\ied foot resfs programmable
electron) ics and custom options) Other
motonzed/ power W/C base
éﬁ‘(Recewer for height adjustable arms) N****  Purchase
Detachable adjustable height armrest,
- se,each
K0017 % % (Dual post and adjustable height DA) N***  Purchase
# Detachable, adjustable height armrest,
base, each
K009 NU Arm pad, each N Purchase
EP
K0020 NU Fixed, adjustable height armrest, pair N***  Purchase
EP
K0038** EP U1 &{Knee strap) Leg strap, each N Purchase
K0038 NU #(Single leg strap, each) Leg strap, N****  Purchase
EP each
K0038 NU U2 &(Foot straps, pair) Leg strap, each N***  Purchase

EP U2
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Specialized Wheelchairs and Wheeichair Seating Systems for individuais

Age Two Through Adult (Section 242.191)

Nationa!
Procedure Payment
Code M1 M2 Description PA Method
K0039 NU Leg strap, H style, each N****  Purchase
EP
K0040 NU Adjustable angle footplate, each N****  Purchase
EP
KD043 NU #(SWFR, replacement) Footrest Iower N Purchase
EP extensron fube, each AlE
K0044 NU #(SWFR Hanger bracket,’ replatement) N=***  Purchase
EP Footrest, upper hanger brackef each
K0045 NU #(Padded custom foot box) Footrest N*=***  Purchase
EP complete assembiyi :
K0047 NU Elevating legrest u per hanger bracket, "fN*.i_f** Purchase
EP each i,
K0055 NU Seat height less than 1-‘1’1nches or equal N*":**f_ifManually
EP to or greater than 21 mches for a high- " Priced
strength Ilghtwelght or u!trahghtwerght
WIC b 5
K0056 NU U1, &(Seat helght 19 5“5) Seat helght Iess N****  Purchase
EP Ut than 17 inches or equal to or greaterthan
S “2%inches fora hlgh strength hghtwelght
% or ul{rallghtwerght WIC
KQ065 NU™ 5 Spoke protectors each N****  Purchase
K0070 - NU - **(Wheel assembly, complete with N****  Purchase
4514 EP ©  pheumatic tires, 20"/22"124"/26lea.
i repiacement) Rear wheel assembly,
“comp'ete with pneumatic tire, spokes or
";,“molded each
K0071 : NU U1 '**(Wheei assembly with pneumatic tires, ~ N****  Purchase
“EP. U1 2% pair, rear wheels) Front caster
Nl A _assembly, complete, with pneumatic tire,
i Each
K0071 NU #(Polyurethane casters, 5", pair, front N****  Purchase
EP casters) Front caster assembly,
complete, with pneumatic tire, each
K0O072 NU A{Polyurethane casters, 5", pair, front N****  Purchase
EP casters) Front caster assembly,
complete, with semipneumatic tire, each
K0073 NU Caster pin lock, each N****  Purchase
EP
KOO77 NU Front caster assembly, complete, with N Purchase
EP solid tire, each
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Specialized Wheelchairs and Wheelchair Seating Systems for Individuals
Age Two Through Adult (Section 242.191)

National
Procedure Payment
Code M1 M2 Description PA Method
K0108 NU #(W/C miscellaneous equipment; N****  Manually
EP applicable pages from the manufacturer's Priced
catalog must be attached to the claim
form.) Other accessories
K0739 NU U1 #&(Labor only, Repair or non-routine Y Purchase

EP U1 service for durable medical egu’fpment
requiring the skill of a techniéian fabor
component, per 15 minutes? A maximum
of twenty units per date of%ennce s
allowable, 20 units=5; jfi‘.:rs of Iabof

"81002 EP #({Wheelchair, ( cusfom molded seatlng N Manually
system only) Cusgomlzed item, listin Priced
addition to codé fpr :basic item

$1002 NU U1 4(Foam-in-place s fgndofq lick foam N*a-,—_*“‘& Purchase
EP U1 conidUrsystem) Cus?o |z“éiﬁ ?;tem list in <

addltlﬁoﬁ?&bode for basic: ﬁem

National Deleted
Procedure Payment Local
Method Code

“EP )., U3 a%g(Adductor»,,Hno hgrdware) Purchase 72140

"*US AP \liductor - n 0 hardware) N***  Purchase Z2140

U4 wor - no hardware) N*** Pyrchase  Z2141

’ﬁv*";(Abéu‘gg; no hardware) N****  Purchase 22141

2 ;(Hlp gmdes no hardware) N Purchase 22142
Y N Purchase z2142
67 & N“* Purchase  Z2145
U6 &(Laterals - no hardware) N****  Purchase Z2145

U1 %(Eibow Block w/Bracket) N***  Purchase 22203

U1 &(Elbow Block w/Bracket) N****  Purchase 22203

U3 PC Car Seat/Snug Seat Y Purchase 21824**
E0951 EP Heel loop/holder, any type, with  N****  Purchase 22183
E0952 or without ankle strap, (ea)

Shoe Holders S/M/L/XL

E0951 NU Heel loop/holder, any type, with  N****  Purchase 22183
E0952 or without ankle strap, (ea)

Shoe Holders S/M/L/XL




Prosthetics Section Ii
The following procedure codes may only be billed on paper.
Specialized Wheelchairs and Wheelchair Seating Systems for Individuals Age Two
Through Adult (Section 242.191)
National Deleted
Procedure Payment Local
Code M1 M2 Description PA Method Code
E£0955 EP Sub Occipital Three Piece Head N****  Purchase 72188
Set w/REM Hardware
E0955 NU Sub Occipital Three Piece Head N**** Purchase Z2188
Set w/REM Hardware ‘
E0956 EP U4 A(Lateral Hip/Thigh support - N****  Purchase 22139
w/hardware (ea)) | i
E0956 NU U4 #(Lateral Hip/Thigh support N Purchase 22139
w/hardware (ga)) & &
E0956 EP U5 #(Rigd Side{__Gugrd) N*“‘**.' -Purchase 22186
E0956 NU U5 #(Rigid Side Guard) N "PRirchase 22186
E0956 EP U6 #(Fabric Side Guardjy, N*** Purchdse 22187
E0956 NU U6 ,.?;(Ea‘b""Si‘de Guard)""i N**** Purchase 22187
E0957 EP U1 **(Aajustable Rem Abductor . N***  Purchase 22137
wihardware (ea)) T
E0957 NU = U1 :”**(Adjustab[e Rem Abductor by N*#**  Purchase 22137
il i wihardware (ea ) B
E0957 EP . U2 *ﬁ(Agjustable Fll_p!Down N****  Purchase Z2138
Abductor w/hardware (ea))
E0957 - L NU U2 f**(AdjustabIe Flip Down N***  Purchase Z2138
., 9 Abductor wfhardware {ea))
EOQTO EP SWFR Composﬂe Foot Plate N****  Purchase 22181
b, (Rep]acement)
EQ970 NU "',.L.-.‘SWFR Composite Foot Plate N**** Purchase Z2181
) . (Rep1acement}
E0S78 EP U3 | :*ngorehead Strap System) N****  Purchase 22189
EQ978 NU U35 :;’E:(Forehead Strap System) N****  Purchase 22188
E1011 EP " Rigid Wheelchair Growth Kit N Purchase 72185
Modification to pediatric size
wheelchair, width adjustment
package (not to be dispensed
with initial chair)
E1011 NU Rigid Wheelchair Growth Kit N Purchase 22185
Modification to pediatric size
wheeichair, width adjustment
package (not to be dispensed
with initial chair}
£1020 EP U1  #(Adjustable Confour Lateral N****  Purchase Z2589

Pelvic Support}
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Section |

The following procedure codes may only be billed on paper.

Specialized Wheelchairs and Wheelchair Seating Systems for Individuals Age Two

Through Adult (Section 242.191)

National
Procedure
Code M1

E1020 NU U1

M2 Description

#(Adjustable Contour Lateral
Pelvic Support)

PA
N***'l’

Payment
Method

Purchase

E1028 EP Wheelchair accessory, manual
swing away, retractable or
removable mounting hardwa

for joystick, other contr01

(Joystlck)

N**t*
5

Purchase

E1028 NU Wheelchair a?cces ory, manual

swing away, relré'ftable or

2,
removabie mounting hardware; >

for joystick, other corﬁrol &
|nter1:ace or posﬁmnfﬁg fo DA
accessoryg Swing Away Mo nt

(Joystickj *«x

E2201 EP

Purchase

E2201 "-‘.x."f\/]anuaIW/C cce’ SQry, N -

ndard Seat Framg Width, >
aregual to 20’;,&& <24”

Width, >0

Purchase

N****

Purchase

M3T uai W/C Accessory, Nan-
standa dSeat Frame Width, >
equa to 24" & <27"

N****

Purchase

Deleted
Local
Code

Z2589

22616

22616

72184

22184

22184

72184

Manual WI/C Accessary, Non-
standard Seat Frame Width, >
Al -or equal to 24" & <27"

U1 1:

N****

Purchase

E2201 EP UZ #"Manual W/C Accessory, Non-
" standard Seat Frame Width, >

or equal to 24" & <27"

'E2201 NU U
standard Seat Frame Depth, 22"
to 25” _

Manual W/C Accessory, Non-
standard Seat Frame Depth 20"
to <22”

E2203 EP

Manual W/C Accessory, Non-

N****

N****

N****

?22£ EP U1 Manual W/C Accessory, Non-
standard Seat Frame Depth, 22"

to 25"

N****

Purchase

Purchase

Purchase

Purchase

22184

22184

Z2184

22184

22184
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T
The following procedure codes may only be biiled on paper.
Specialized Wheelchairs and Wheelchair Seating Systems for Individuals Age Two
Through Adult (Section 242.191)
National Deleted
Procedure Payment Local
Code M1 M2 Description PA  Method Code
E2203 NU Manual W/C Accessory, Non- N****  Purchase 22184
standard Seat Frame Depth, >
or equal to 20" & 24"
£2210 NU Power W/C Sleeve Top or « N**** Purchase 72175
EP Bottom Stem Bearing
(Replacement) )
E2210 NU Power W/C Sleeve Toi:i‘:oﬁr”# - N**** Purchase 22175
Bottom Stem Bearmg Nk
(Replacement) , ,
£2231 NU U1 #(Growing Sga Pan) N*** 'Purchase  Z2585
E2231 NU U1  &(Growing Seat Pan) _: [\ el Pui’dbésg_a 22585
E2373 NU U1 **(Re ""ote Joystick Moduie) N*** Purchase  Z2592
EP
E2373 NU U1 **(Remote Joyst[ck Module) h N**** Purchase 22592
EZ2611 NU . .. General use wheelcha;r back :N"*f** Purchase 22586
E2612 EP gushion, width less than 22 e
k5. ¢ inches, any hesght lnciudmg
any type mount[ng ‘hardware,
Grow:ng Back Upholstery
E2611°  "NU " General use wheelchair back N***  Purchase 72586
E2612 5 “.;cushion, width less than 22
1y 'mches any height, “including
.Y any. type mounting hardware,
£ b . Growing Back Upholstery
EZ2611 NU U1 ,;*sg‘(Adjusfable Back Upholstery)  N**** Purchase 22604
EP 12
E2611 NU U1 .. A{Adjustable Back Upholstery) ~ N**** Purchase 22604
E2612 EP “General use wheelchair back N****  Purchase 22586
cushion, width 22 inches or
greater, any height, including
any type mounting hardware
E2612 NU General use wheelchair back N****  Purchase 22586
cushion, width 22 inches or
greater, any height, including
any type mounting hardware
E2619 NU Air Exchange Seat Cover for N FPurchase Z2158
EP Cushions (Replacement)
E2619 NU Air Exchange Seat Cover for N Purchase 22158

Cushions (Replacement)
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The following procedure codes may only be billed on paper.
Specialized Wheelchairs and Wheelchair Seating Systems for Individuals Age Two
Through Adult (Section 242.191)
National Deleted
Procedure Payment Local
Code M1 M2 Description PA  Method Code
E2620 NU U1  A(Deep Contour Back 20" N****  Purchase 22588
EP Width)
E2620 NU U1 A4(Deep Contour Back 20" N****  Purchase Z2588
Width)
E2622 NU U1 Fluid Flo-lite pad (Replacement) N Purchase 22159
EP s 1
E2622 NU U1 Fluid Flo-lite pad (Rgbléﬁemeﬁf) N Purchase 22159
K0045 NU One-piece footboard-(each) 'N**** Purchase 21613
K0045 NU One-piec_e fodqué_rd {each) Nhasel 'P_;jrchase Z1613
K0045 NU U2 Customfootplatorm . .=  N** Purchase  Z1793
EP e b
K0045 NU U2 Customfootplatorm ' N** Pychase  Z1793
K0108 NU U1 A(Swing Away Adj. Stroller N**  Purchase  Z2196
EP . Handles) - G ‘
K0108 NU U1 - &(Swing Away Adj/ Stroller _~ N*** Purchase 72196
K0108 NU' U2  4{Quick Release Axle) N*** Purchase  Z2582
EP il i T
K0108 NU. U2 = &(Quick Release Axle) N**** Purchase 22582
K0108 NU-2. U3 &{Transit Option) N**** Purchase  Z2599
'K0108 NU U3 A(Transit Option) N*** Purchase 72599
242194 Replacement, Growth and Modification of Specialized Wheelchairs and 5-4-1—19%

Wheelchair Seating Systems

Arkansas Medicaid wiH. E:éi/er replacement equipment as needed due to growth, normal
wear and tear, theft, irreparable damage or loss not covered by insurance.

The following requirements must be met;

A.  Detailed documentation from the beneficiary’s PCP or ordering physician JAPRN

describing the significant changes in the beneficiary’s condition that require

growth/madification or replacement must be submitted.

B.  The request must be submitted on form DMS-679 (Prescription & Prior Authorization
Request for Medical Equipment). View or print form DMS-679 and instructions for

completion.

C.  An Evaluation for Wheelchair and Wheelchair Seating form (DMS-0843) must be

] submitted. The evaluation must be signed and dated by the beneficiary’'s PCP/APRN or



Section 1l

Priosthetics
|

ordering physician. The signature must be an original signature. A stamped signature will
not be accepted by Arkansas Medicaid. An electronic signature wili be accepted. View or
print form DMS-0843.

D. A manufacturer's suggested retail price list and a manufacturer's quote must be submitted.
A quote created by the DME provider will not be accepted.

E. Requests for replacement where malicious damage, neglect or misuse of the equipment
may have occurred may be investigated by Arkansas Medicaid. Requests may be denied

i¥ such circumstances are confirmed.

If a wheelchair is stolen or damaged by vehicle, fire or in the homie, the beneficiary must
provide the following with the request:

1. Apolice or fire report.

2. Copy of the homeowner's or auto insurance coverage.

3.  Detailed documentation of events leading fo the loss and damage.

If Arkansas Medicaid denies a repair or repladément in a case of malicious damage or misuse,
payment of repairs is the responsibility of the beneficiary or caregiver.

| 242.310

Completion of CMS-1500 €laim Form

42-45-4483-
1-43

—_—

Field Name and Number

Instructions for Completion

1. (type of coverage) : Notjfrequireg,_f.:_i s y
1a. INSURED'S1D.NUMBER  Beneficiary's or participant's 10-digit Medicaid or
{(For Program in ltem 1) ARKids First-A or ARKids First-B identification number.
2. PATIENTS NAME (Last - Beneﬁciafy-’s or participant's last name and first name.
Name, First Name, Middle % 5
fniial) sty
3. PATIENTS BIRTH DATE Beneficiary's or participant's date of birth as given on
the individual's Medicaid or ARKids First-A or ARKids
'First-B identification card. Format: MM/DD/YY.
SEX Check M for male or F for female.
4. INSURED'S NAME {Last Required if insurance affects this claim. Insured's last
Name, First Name, Middie name, first name, and middle initial.
Initial) ‘
5. PATIENT'S ADDRESS (No.  Optional, Beneficiary’s or participant's complete mailing
Strest) address (street address or post office box).
cimy Name of the city in which the beneficiary or participant
resides.
STATE Two-letter postal code for the state in which the
beneficiary or participant resides.
ZIP CODE Five-digit zip code; nine digits for post office box.
TELEPHONE (include Area  The beneficiary’s or participant’s telephone number or
Code) the number of a reliable message/contact/ emergency
telephone.
6. PATIENT RELATIONSHIP If insurance affects this claim, check the box indicating
TO INSURED the patient's relationship to the insured.
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Field Name and Number

Instructions for Completion

7. INSURED'S ADDRESS Required if insured's address is different from the
{No., Street) patient's address.

CITY

STATE

ZIP CODE

TELEPHONE (include Area

Code)

8. RESERVED Reserved for NUCC use.

9. OTHERINSURED'S NAME !f patient has other insurance coverage as indicated in
(Last name, First Name, Field 11d, the other insured’s last name, first name, and
Middle Initial) middle rnmal
a. OTHER INSURED'S Policy and/or group number of the insured individual.

POLICY OR GROUP A
NUMBER
b. RESERVED Reserved for NUCC use,
SEX ~=Not required.: '
RESERVED ; Reserved for NUCC use.
d. INSURANCE PLAN Name of the rnsurance company.
NAME OR PROGRAM - :
NAME .- p

10. IS PATIENTS COND!T!ON
RELATED TO
a. EMPLOYMENT? Check YES or NO.

- {Current or Prev:ous) B oy ua

b. AUTO ACCIDENT? Required when an auto accident is related to the
services. .Check YES or NO.

PLACE (State) . 10b is YES, the two-letter postal abbreviation for the
state in which the automobile accident took place.

c. OTHER ACCIDENT? Reqmred when an accident other than automobile is
related to the services. Check YES or NO.

d. CLAIM CODES The “Claim Codes” identify additional information about
the beneficiary's condition or the claim. When
applicable, use the Claim code to report appropriate
claim codes as designated by the NUCC. When
reqguired to provide the subset of Condition codes, enter
the condition codes in this field. The subset of approved
Condition Codes is found at www.nuce.org under Code
Sets.

11. INSURED'S POLICY Not required when Medicaid is the only payer.

GROUP OR FECA
NUMBER

a. INSURED'S DATE OF
BIRTH

SEX

Mot required.

Not required.
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Fneld Name and Number

Instructions for Completion

b. OTHER CLAIM D
NUMBER

c. INSURANCE PLAN
NAME OR PROGRAM
NAME

d. {STHERE ANOTHER
HEALTH BENEFIT

Not required.

Not required.

When private or other insurance may or will cover any of
the services, check YES and complete items 9, 9a and

PLAN? 9d. Only one box can be marked.

12. PATIENT'S OR Enter “Signature on Fi_lef' “SOF” or legal signature.
AUTHORIZED PERSON'S E
SIGNATURE P

13. INSURED'S OR Enter “Signature on f—‘iie,“ *SOF” or legal signature.
AUTHORIZED PERSON'S eh
SIGNATURE _

14, DATE OF CURRENT: Requwed when services furnlshed are related to an
g‘:iNESS (First symptom) gc;isi?zhgf;itgz; ’:t\e accident is recent or in the past.
INJURY (Accident) OR e Tt =
PREGNANCY (LMP) " ':"ﬁ_ -_Enter the quallf erto the right of the vertical dotted line.

.Use Qualifier 431 Onsget of Current Symptoms or liiness;
484 Last Menstrual Penad
15. OTHER DATE En’ter another date related to the beneficiary's condition
or treatment. Enterthe qualifier between the left-hand
set of verftcal dotted lines.
The "Other Date” identifies additional date information
about the beneﬁcnary s condition or treatment. Use
qualifiers: *, -
454 Initial Treatment
304 Latest Visit or Consultation
453 Acute Manifestation of a Chronic Candition
439 Accident
455 Last X-Ray
471 Prescription
090 Report Start (Assumed Care Date)
091 Report End (Relinquished Care Date)
444 First Visit or Consuliation
16. DATES PATIENT UNABLE Not required.
TOWORK IN CURRENT
OCCUPATION

17. NAME OF REFERRING Primary Care Physician (PCP)!Advanced Practice
PROVIDER OR OTHER Reaistered Nurse (APRN] referral is not required for
SOURCE prosthetics. If services are the result of a Child Health

Services (EPSDT) screening/ referral, enter the referral
source, including name and title.

17a. (blank) Not reguired.
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Field Name and Number Instructions for Completion
17b. NPI Enter NP! of the referring physician.

18. HOSPITALIZATION DATES When the serving/billing provider's services charged on
RELATED TO CURRENT this claim are related to a beneficiary’s or participant's

SERVICES inpatient hospitalization, enter the individual's admission
and discharge dates. Format; MM/DD/YY.
19. ADDITIONAL CLAIM Identifies additional information about the beneficiary’s
INFORMATION condition or the claim. Enter the appropriate qualifiers
describing the identifier. See www.nucc.org for
qualifiers. .
20. OUTSIDE LAB? Not required.

$ CHARGES Not required. P

21. DIAGNOSIS OR NATURE Enter the appllcable ICD indicator to identify which
OF ILLNESS OR INJURY version of !CD codes is be!ng reported

whlch sewnces are bé ﬁg billed. Use the appropriate
IntematlonaE Classifi catlon of Diseases (ICD). List no
more than 12d}ggn05|s codes Relate lines A-L to the

Any data or other information listed in this field does
not/will ot adjust void or otherwise modify any previous
..-payment or denial of a claim. Claim payment
adjustments voids and refunds must follow previously
established processes in policy.

23. PRIOR AUTHORIZATION The prior authorization or benefit extension contro!
NUMBER ¢ - .f;-f.‘; number if applicable.

24A. DATE(S) OF SERVICE The “from” and “to" dates of service for each billed
> service. Format: MM/DD/YY.

1. On a single claim detail {one charge on one line), bill
only for services provided within a single calendar
month.

2. Providers may bill on the same claim detail for two or
more sequential dates of service within the same
calendar month when the provider furnished equal
amounts of the service on each day of the date
sequence.

B. PLACE OF SERVICE Two-digit national standard place of service code. See
Section 242.200 for codes.

C. EMG Enter "Y” for “Yes” or leave blank if “No.” EMG identifies
if the service was an emergency.
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Field Name and Number

instructions for Completion

D. PROCEDURES,
SERVICES, OR
SUPPLIES

CPT/HCPCS

MODIFIER
E. DIAGNOSIS POINTER

F. $CHARGES

Enter the correct CPT or HCPCS procedure code from
Sections 242.100 through 242.195.

Modifier(s) if applicable.

Enter the diagnosis code reference letter (pointer) as
shown in item Number 21 to relate to the date of service
and the procedures performed to the primary diagnosis.
When multiple servicés are performed, the primary
reference letter for'each service should be listed first;
other applicable” seMces should follow. The reference
letter(s) should be'A-L or multlple letters as applicable.
The "Dlagnoms Pointer” is the line letter from ltem
Number‘21 that relates to the reason the service(s) was
performed s

The full charge for the service(s ) totaled in the detall.
This charge must be the usual charge to’ any client,

{15 patlent or other beneﬁcrary of the prowder‘s services.

G. DAYS OR UNITS
H. EPSDTIFam:ty Plan

. IDQJAL
J. RENDERING

PROVIDERID#

NP

el e,

L The units (in whole numbers) of service(s) provided
dunng the penod mdtoated in Field 24A of the detall.

Enter E if the services resulted from a Chiid Health
Servrces (EPSDT) screenmgfreferral

Not requrred

Enter the 9 -digit Arkansas Medicaid provider ID number
of the mdmdual who furnished the services biiled for in

the detait or

Enter NPl of the individual who furnished the services
billed for in the detail.

L'FEDERAL TAXL. D ‘

25. U"‘-;;’Not required. This information is carried in the
NUMBER provider's Medicaid file. If it changes, please contact

Provider Enrollment.

26. PATIENT'S ACCOUNT N ‘0. Optional entry that may be used for accounting

L A purposes; use up to 16 numeric or alphabetic
characters. This number appears on the Remittance
. Advice as "MRN.”

27. ACCEPT ASSIGNMENT? Not required. Assignment is automatically accepted by
the provider when billing Medicaid.

28. TOTAL CHARGE Total of Column 24F—the sum all charges on the claim.

29. AMOUNT PAID Enter the total of payments previcusly received on this
claim. Do not include amounts previously paid by
Medicaid. *Do not include in this total the automatically
deducted Medicaid or ARKids First-B co-payments.

30. RESERVED Reserved for NUCC use.
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Field Name and Number

Instructions for Completion

31.

SIGNATURE OF
PHYSICIANADVANCED
PRACTICE REGISTERED
NURSE OR SUPPLIER
NCLUDING DEGREES OR
CREDENTIALS

The provider or designated authorized individual must
sign and date the claim certifying that the services were
personally rendered by the provider or under the
provider's direction. “Provider's signature” is defined as
the provider's actual signature, a rubber stamp of the
provider's signature, an automated signature, a
typewritten signature, or the signature of an individual
authorized by the pravider rendering the service. The
name of a clinic or group is not acceptable.

32.

SERVICE FACILITY
LOCATION INFORMATION

a. {blank)
b. (blank)

If other than home or office, enter the name and strest,
city, state, and zip code of the facility where services
were performed.

Not required.
Not required.

33.

BILLING PROVIDER INFO
&PHE

a.{blank)
k. {blank)

Billing provider's name and complete address.
Telephone number is requested but not required.

Enter NPI of the billj_n'gfrprovider or

Enter the 9-digij Arkansas Medicaid provider ID number
of the billing provider.
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ARKANSAS DEPARTMENT OF HUMAN SERVICES
DIVISION OF MEDICAL SERVICES
REQUEST FOR EXTENSION OF BENEFITS FOR MEDICAL SUPPLIES

FOR MEDICAID BENEFICIARIES UNDER AGE 21

Section A.

For Office Use Only (1}

Control Number

Patient’s Last Name (23 First Name (3) MI(4) Sex (5) Patient’s Medicaid ID No. (6)
M F
Caregiver’s Name (7) Residence (8) Date of Birth (%) Social Security Number of Beneficiary(10)

Section B.
HCPCS Code (11} Requested Units
Per Month (12)

Description of ltems Requested (13)

Units Approved (14)

Justification for extended benefits and dates of service {15

Attach medical records substantiating medical necessity. (16) Diagnosis Code (17)

Name and addféss of provider requesting extension of benefits: (19)

Additional Diagnosis Code (18)

Provider’s Identification Ndmber,fTaxonomy code: (2(0)

Provider's Signature: (21}

Section C.

Signature of Prescribing Physician/Advanced Practice Registered Nurse (23)

Date (22)

Date (24)

| Prescribing Physician/Advanced Practice Revistersd Nurse's ID Number‘Taxonomy Code (25)

Provider will be notified of approval or denial within 30 working days.

Retain a copy for yeur file.

Forward the original to:

Division of Medical Services
Utilization Review Section
P.0O. Box 1437, Slot S413
Little Rock, AR 72203

[ DMS-602 (Rev. $2-15-1409-01-18)



Completion of Request for Extension of Benefits for Medical Supplies for Medicaid Beneficiaries Under
Age 21 — Form DMS$-602

Utilization Review (UR) staff to complete all “For Office Use Only Sections.”
ftern 1 - Control Number - TO BE COMPLETED BY UR. This number must be entered on the claim
submitted for payment.

Section A - To be completed by provider requesting extension
ftem 2 - Beneficiary’s Last Name: Enter the beneficiary’s last name.
ltem 3 - First Name: Enter the beneficiary's first name.
ltem 4 - Middle Initial: Enter the beneficiary’s middle initial.
ltem 5 - Sex: Check (M) for Male — {F} for Female.
ltem 6 - Beneficiary's Medicaid ID Number: Enter the beneficiary’s ten (10) digit 1D number.
ltem 7 - Caregiver's Name: Enter the beneficiary’s Primary Caregiver's last name, first name and middie
initial.
ltem 8 - Residence: Enter the beneficiary’s residential address. Include the nine (9) digit zip code.
ftem 9 - Date of Birth: Enter the beneficiary’s month, day and year of birth (MM/DDIGCYY).
ltem 10 - Social Security Number: Enter the social security nunibgr of the beneficiary,

Section B - To be completed by provider féddesting extension .
ltem 11 - HCPCS Code: Refer to the billing section of the Prosthetics Provider Manual for appropriate
code. | : !
ltem 12 - Requested Units Per Month: Give the total units requested for month.

Itemn 13 - Description of ltems Reqhested; Description of:items;,asnlig,ted in billing section of the Home
Health or Prosthetics Provider Manual. '

ltem 14 - Units Approved by UR: FOR UR USE ON_LY; UR will enter units approved.

ttem 15 - Justification for Ex_ten_ded Beh_efi_ts and Dates of Service: Brief summary of why extension needed
and dates of need. At

ftern 16 - Attach medical records substantiating medical necessity: Brief medical summary from physician
substantiating medical necessity. '

ltem 17 - Diagnosis Code: Enter beneficiary's primary ICD diagnosis code.

ltem 18 - Additional Diagnosis Code: Entsr beneficiary’s secondary 1CD diagnosis code if applicable.

ttem 19 - Name and Address of Provider Requesting Extension of Benefits: Enter name and address of
Medicaid provider requesting the extension of benefits for medical supplies.

ltem 20 - Provider's Identification Number/Taxonomy Code: Enter the provider identification number and
taxonomy code of the provider requesting the extension of benefits for medical supplies.

ltern 21 - Provider’s Signature: Enter signature of provider's authorized representative requesting
exiension of benefits for medical supplies.

ltem 22 - Date: Enter the date of signature by the provider.

Section C - To be completed by provider requesting extension

‘ ltem 23 - Signature of Prescribing Physician/Advanced Practice Renisterad Nurse (APRNE To be
| completed by Prescribing Physician/APRN reviewing the request for extension of benefits.

ltem 24 - Date: Enter date signed.
| ltem 25 - Physician/APRNs ID Number/Taxonomy Code: To be completed by prescribing Physician.

| DMS-802 (Rev. 12-15-4109-01-18)



ARKANSAS DEPARTMENT OF HUMAN SERVICES
DIVISION OF MEDICAL SERVICES
PRESCRIPTION & PRIOR AUTHORIZATION REQUEST FOR MEDICAL EQUIPMENT

_SECTION A -TO BE COMPLETED BY THE PROVIDER |
) START DATE:

ClmmaL £ RECERT [ MODIFICATION [] EXT OF BENEFITS

| BENEFICIARY NAME: (LAST, FIRST, MI] BENEFICIARY MEDICAID ID #: |

BENEFICIARY MAILING ADDRESS: DATE OF BIRTH: SEX:
[ImaLe [] FEMALE

PROVIDER NAWME: : ' PROVIDER MAILING ADDRESS:

PROVIDER IDENTIFICATION #/TAXONOMY CODE: = PROVIDER PHONE & CONTACT PERSON: |
|| PRESCRIBING PHYSICIAN/ADVANCED PRACTICE REGISTERED NURSE PHYSICIAM PROVIDER IDENTIFICATION #7TAXONOMY CODE: =i

NAME: T=Ih )

I POWER '
PROCEDURE , ice® WHEELCHAIR
CODE MoD1 | MoD2 | TOS DESCRIPTION OF ITEMS UNITS MSRP RO

# {IF APPLICABLE|

! attest that the above information is true fa the best of my knowledge.

DME PROVYIDER SIGNATURE b Al DATE
SECTION B - TO BE COMPLETED BY THE PHYSICIAN/ADVANGE PRACTICE REGISTERED NURSE (APRN|

EST. LENGTH OF NEED: . | EPSDT REFERRAL: CURRENT HEIGHT: CURRENT WEIGHT:
WKS MONTHS _ °  FIFETIME JByes Ono  Owna INCHES LBS
DIAGNOSIS & ICD CODE: DIAGNOSIS & ICD GODE: DIAGNOSIS & ICD CODE: DIAGNOSIS & ICD CODE:

IS THIS EQUIPMENT BEING SUPPLIED FOR USE IN THE BENEFICIARY'S HOME? [1YES [JNO

1t is my profassional opinion that the equipment requested above is medically hecessary:

| PHYSICIAN/APRN NAME {PRINT) PHYSICIAN jAPRN MEDICAID ID NUMBER

PHYSICIAN/APRN SIGNATURE (NO STAMP) DATE

| DMs-679 (51414701118



Instructions for Completion of Prior Authorization Request for Medical Equipmant Form

REVIEW TYPE:

DATE(S) OF SERVICE
REQUESTED:

PATIENT INFORMATION:
PROVIDER
INFORMATION:

PHYSICIAN
INFORMATION:

PROCEDURE CODES:

PERSON SUBMITTING
REQUEST:

SECTION A - TO BE COMPLETED BY THE PROVIDER

Indicate the type of prior authorization request: inifial, recertification, modification to a
current authorization, or extension of bensfits.

Enter the requested date(s) of service.
Enter the beneficiary's full name (Last, First, Mi), ten-digit (10-digit) Madicaid ID
number, mailing address, date of birth (MM/DD/YYYY), and sex (male or female).

Enter the provider name, address, provider identification number and taxonomy code,
telephone number, and contact person.

Enter the prescribing physician/advariced practice reaistered nurse's nams, provider
identification number, and taxonomy code.

List all procedure codes (including any modifier or type of service if applicable) for
iterns ordered that require autherization. (Procedure codes that do not require
authorization should not be fisted.) Enter the number of units requested and a
rarrative description for each item ordered..” 4

The person submitting the request must sign and date, verifying the attestation in this
section. . i »

SECTION B-- TO BE COMPLETED BY THE PHYSICIAN/APRHN

EST. LENGTH OF NEED:

EPSDT REFERRAL:
HEIGHT & WEIGHT:
DIAGNOSIS & ICD
CODES:

QUESTION SECTION:
PRESCRIBING
PHYSICIAN/ADVANCED
PRACTICE REGISTERED
NURSE:

MEDICAL NECESSITY:

| DMS-879(54479/1/18)

. Enter the estimated lengi’h gt,t;ééd {the length.of time the physician expects the patient
1o require use of the ordered item) by filling in the appropriate number of weeks or

months or indicate permanent ¥ the physician expects that the patient will require the

item for the duration of his/her Iife.

i applicabfef,-indicate if the req,uesf is made as the result of an EPSDT referral.

Enter ihe bendﬁ@igryfs current height measured in inches and weight measured in
pounds.

In the first space, kst the diagnosis & ICD code that represents the primary reasan for
ardering this item. List any additional diagnosis & ICD codes that would further
describe the medica) need for the item (up to 4 codes).

Answgr the question by checking the appropriate “YES” or “NO” box.

The prescribing physician/advanced practice registered nurse within scope of practice
must sign/date in the space indicated. Signature and date stamps are not acceptable.

Documentation supporting medical necessity of the requested items must be
submitied.



Division of Medical Services
PRESCRIPTION & PRIOR AUTHORIZATION REQUEST FOR MEDICAL EQUIPMENT
EXCLUDING Wheelchairs & Wheelchair Components
SECTION A-TO BFE, CO\IPLETED BY THE PRGV[DER
| START DATE:

O iNiTiAL O RECERT [ MODIFICATION [] EXT OF BENEFITS
PROVIDER NAME: 'PROVIDER MAILING ADDRESS:

PROVIDER IDENTIFICATION # TAXONOMY CODE: | PROVIDER PHONE & CONTACT PERSON:

| BENEFICLARY NAME: (LAST, FIRST, MI) ' BENEFICIARY MEDICAID ID #:

BENEFICIARY MAILING ADDRESS: DATE of BIRTH: | SEX:
L] MALE [ FEMALE

PRESCRIBING PHYSICIANADVANCED PRACTICE, PROVIDER IDFI\TIFiC ATION #/TAXONOMY CODE:
REGISTERED NURSE {APRN}:

PROCEDURECODE | MOD! | MOD2 |  TOS -DESCRIPTION OF ITEMS REQUESTED | UNITS REQUESTED

I attest that the gbove information is irue to the best of ;ﬁy knowledge.

I "PROVIDER SIGNATURE LL ] DATE
I SECTION E 'TO BE COMPLETED BY ‘THE PHYSICI AN/APRN -
EST.LENGTH OF NEED: EPSDT REFERRAL' ' CURRENT HEIGHT: CURRENT WEIGHT:

WKS MONTHS PERM ‘TyesOro Cnva INCHES LBS
DIAGNOSIS & ICD CODE: DIAGNOSIS & ICD CODE: DIAGNOSIS & ICD CODE:

IS THIS EQUIPMENT BEING SUPPLIED FOR USL IN THE BEI\EFICIL\RY’S HOME? [1veEs [JNo

MEDICAL NECESSITY FOR RLQUESTED SERVlCFS

l PHY SICI AN/ADVANCED PR ACTICE REGISTERED NURQF SIGN ATURE DATE
*ERA prescnptlon for the requested itemns MUST be documented above or a separate prescrlptlon MUST be submitted. If the above
documentation is insufficient to justify the requested items, a letter of medical necessity from either the prescribing physician or advanced

practice registered nurse WILL be required.
Please retain a copy of this form in your fites.

Send completed form to:
Arkansas Foundation for Medical Care, Inc., (AFMC) — Atin: Ami Winters
PO Bex 180001
Fort Smith, AR 72218-0001

| DMS-679-A (12-15-1409/01/18)



Instructions for Completion of Prior Authorization Request for Medical Equipment Form

REVIEW TYPE:
DATE(S) OF SERVICE
REQUESTED;

PROVIDER
INFORMATION:

PATIENT INFORMATION:

PHYSICIAN/APRN
INFORMATION:

PROCEDURE CODES:

PERSON SUBMITTING
REQUEST:

EST. LENGTH OF NEED:

EPSDT REFERRAL:
HEIGHT & WEIGHT:

DIAGNOSIS & ICD CODES:

QUESTION SECTION:
MEDICAL NECESSITY:
#+PRESCRIPTION:

**] EFTTER OF MEDICAL
1 NECESSIFY:

| DMS-679-A ( 12-156-1409/01/18)

SECTION A - TO BE COMPLETED BY THE PROVIDER

Indicate the type of prior authorization request: initial, recertificatzon, modification to a current
authorization, or extension of benefits.

Enter the requested date(s) of service.
Enter the provider name, address, provider identification number and taxonomy code, telephone
number, and contact person.

Enter the beneficiary's full name (Last, First, M, ten-(10) digit Medicaid TD number, mailing
address, date of birth (MM/DD/Y YYY), and sex {rmale or fomals).

Enter the prescribing physician/advanced practice revistered nurse’s name, provider
identification number, and taxonomy code.

List all procedure codes (including_ any modifier or type of service if applicable) for items
ordered that require authorization. (Procedure codes that do not require authorization should not
be listed.) Entet the siumber of units requestéd and a narrative description for each item
ordered. iy L 5

The person submitting the request must sign and date, verifying the aitestation in this section.

SECTION B -TO BE COMI_éLETED BY THE PHYSICIAN/APRXN

Enter the estimated length of ﬁeed-(thc length of time the physician/APRN expects the patient to
require use of ihe ordered item) by filling in the appropriate number of weeks or months or
indicate permanent if the physician/APRN expects that the patient will require the item for the

phe

~duration ofhis/her life.

If applicable, indicate if the request is being made as the result of an EPSDT referral.

Enter the beneficiary’s current height measured in inches and weight measured tn pounds.

Tn the first space, list the diagnosis & ICI code that represents the primary reason for ordering
this jlem. 1ist any additional diagnosis & ICD cedes that would further describe the medical
need for the e (up to 3 codas).

Answer the guestion by checking the appropriate “YES” or “NO” box.

The physician/APRN within scope of practice must document medical necessity for the
requested services and signdate in the space indicated. Signature and date siamps are noi

accepiable.

A wiitlen prescription MUST be submitted with all requests. This can be: documented on the
request form or a separate prescription may be attached.

If the information provided on the request form is insufficient to justify the requested items, a
letter of medical necessity from the prescribing physician/APRN WILL be required.




ARKANSAS DEPARTMENT OF HUMAN SERVICES
DIVISION OF MEDICAL SERVICES

EVALUATION FOR WHEELCHAIR AND WHEELCHAIR SEATING

PART A (MUST BE COMPLETED BY DME PROVIDER ONLY)

1. CLIENT INFORMATION:

Date: Medicaid ID #: Date of Birth:
Client Name: Sex: Current Height: | Current Weight:
Male: [] Female: [ ]

Address: City: State: Zip:

2. ACCESSIBILITY AND TRANSPORTATION: Sl
Ramp to House: Yes: [ | No: [ ] . Schoal':Bifls:l Yes: [ No: []

Doorway Accessible: Yes: [ | No: [] Tie Down: - . Yes: [l No:[]
L]

Bathroom Accessible: Yes: [ | No: [ ] Van Lift: “Yes: [ No:
Equipment Fits in Trunk:  Yes: [ ] No: [] :

If no ramp to house; describe access t&‘ l;

Type of vehicle:

Type of house:

Single-Family: [_] Apartment I:] E Multipieg Ll Mobile Home: [ ]  Other: [

If Multl-Story, ‘Wlll Chent Be Req

ed to Get _I_Ipst_;_ﬁ:rs:-w Yes: [ ] No: [] N/A: [
If Yes, Tx plaln el TER

o,

Is Client Enrolled in a School: Yes:[]  No:[]

Aoy

If Yes, Name of Schoo]

School Address:

Hours Per Day Client Spends in
Wheelchair:

| DMS-0843 (54:479/1/18)



ARKANSAS DEPARTMENT OF HUMAN SERVICES
DIVISION OF MEDICAIL SERVICES

EVALUATION FOR WHEELCHAIR AND WHEELCHAIR SEATING
PART A (MUST BE COMPLETED BY DME PROVIDER ONLY)

3. CURRENT WHEELCHAIR AND SEATING SYSTEMS:

Has a Wheelchair: Yes: [ | No: [ Serial Number:

Model/Brand Name: Manufacturer:

Power: [ ] Scooter: [ Manual: [ ] Standsfr(_‘ll:_;l‘jh_z_: .. Folding: [ } Rigid: []
Date of Purchase: Previ%.;_,l?%m-Pﬂrovider-:;""

4. PRESENT SEATING SYSTEMS:

Type of Seat: Type ofBch

Seat Width: N . Seat Depth

Can the Current \Vheellc_l];aij:']é.e' Gfo.wllfMOdiﬁléfdeep'ajii‘ézlft"b“Mg et the Client’s ~ Yes: 1 No: [
Need: : T il

If No, Explaia:

| DMS-0843 (5:34179/1/18)



ARKANSAS DEPARTMENT OF HUMAN SERVICES
DIVISION OF MEDICAL SERVICES

EVALUATION FOR WHEELCHAIR AND WHEELCHAIR SEATING

PART B (MUST BE COMPLETED BY ATP ONLY) PT/OT/SEATING SPECIALIST must ONLY
complete PART B when requesting a Scooter,

Group One or Group Two Power Wheelchairs
with No Power Options

1. NEW WHEELCHAIR SPECIFICATIONS:
Power: [ | If Power Wheelchair, Group #: Scooter: [_] Manual: [_]

Brand/Model Name: Manufacturer:

Seat Width:

Seat To Floor Height:

2. DRIVE CONTROLS:

Jovstick: Yes: [ | No: [ ]

Tyvpe of Joystick: Standard:

Chin Control: Sip N’ Puff: £F
Other: 5

Justification:

3. SEATING:

LATERAL SUPPORT

Contour,S'éat:»‘ Curved Pad:

Custom Molded: Fixed:  Left/Right

Custom Molded

Planar Seaf:f

‘Foldmu‘ : Flat Pad:

Size: :, | ‘Planar Dl Swing-Away:
Sling Seat: ‘g%:: i, @hnn Back: Other:

Solid Seat: %}“s @L ?aptam s Seat: Justification:
Captain’s Seat: .Other

Other: Justification;

Justification:

| DMS-0843 (54479/1/18)



ARKANSAS DEPARTMENT OF HUMAN SERVICES
DIVISION OF MEDICAL SERVICES

EVALUATION FOR WHEELCHAIR AND WHEELCHAIR SEATING

PART B (MUST BE COMPLETED BY ATP ONLY)

4. BASIC MEASURING AND FITTING:

Independence in a wheelchair and seating device can be either enhanced or inhibited as a result of
accurate or inaccurate measurements. Make sure there are complete anatomic and equipment
measurements.

ACTUAL USER MEASUREMENTS
Al

B (R):
B (L):

C (R):
C (L):
Di:

D2:
E R):
Ed.):

I(R):
I{L):

M:

N: D2

Overall Width of Body (When Scoliosis Present)
Overall Depth of Body (When Kyphosis Present)

| DMS-0843 (514179/1/18) 4



ARKANSAS DEPARTMENT OF HUMAN SERVICES
DIVISION OF MEDICAL SERVICES

EVALUATION FOR WHEELCHAIR AND WHEELCHAIR SEATING

PART B (MUST BE COMPLETED BY ATP ONLY)

5. ACCESSORIES:

ARMRESTS FRONT RIGGING REAR WHEELS
Adj, Height: Angle Adjustable/High Mount: Composite/Mag:
Arm Troughs: Ankle Straps: Flat Free Inserts:
Desk Length: Articulating Leg-Rests: (Circte Number) One Arm Drive:
Detachable: 60 70 75 80 85 90 Degrées. Right: Left:
Flip Back: Detachable: Hand-Rims 4y Type):
Full Length: Heel Loops: Pneumatic Tires:
Padded Swing-Away: Leg Straps: Projection Hand-Rims:
Swing-Away: One Piece/Piatform ertical/Oblique:
Other: Shoe Holders S §

Swing-Away:
Justification:
Justification:
ower Wheelchair: [] No: [ ]

If No, State Reasons Why:

If Yes, Does The Client HaV ¢ Fine Motor, Fine Sensory and Cognitive
Abilities To Operate The Power Wheelchair Safely With Respect To
Others? Yes:[ |  No:[]

If No, Explain:

Additional Information:

| DMS-0843 (51479/1/18)



ARKANSAS DEPARTMENT OF HUMAN SERVICES
DIVISION OF MEDICAL SERVICES

EVALUATION FOR WHEELCHAIR AND WHEELCHAIR SEATING

PART B MUST BE COMPLETED BY ATP ONLY)

6. ACCESSORIES: (Continued)

CASTORS: ACCESSORIES: SEATBELTS:
Flat-Free Inserts: Anti-Tip Tubes: Airplane Styles:
Pneumatic Tires: Batteries: Auto Styles:
Solid Tires: Tray: . | Padded:
Justification: Type: < | Velero:
Wheel-Lock Extenswns.q' 7 | Other:
Other: n
N ) Justification:
Justificationi h N
AN
7. POSITIONING CO\IPO\ENTS ;
Abductors: FlIPDOWD Removable . leed D Custom I:I Size: Detachable: [ ]
Thigh Support: Left'- nght ] =5 Bﬂateral I:I Fixed: [} Detachable: [ ]
Hip Guide: Left l:l . nght [] _B;lateral. [ Fixed: [] Detachable: [
Head/\eckSupport o r N T}']]e
Vest: Chest I-Iarness i, Straps: Padded: Non-Padded:
Size: - . Small: ‘\Iedmm Large: Extra-Large:
i Type Size:

Anterior Trunk Stija_port:

Size:

| DMS-0843 (54/479/1/18)



ARKANSAS DEPARTMENT OF HUMAN SERVICES
DIVISION OF MEDICAL SERVICES

EVALUATION FOR WHEELCHAIR AND WHEELCHAIR SEATING

PART B (MUST BE COMPLETED BY ATP ONLY)

8. PHYSICAL THERAPY:
Physical Therapy: Yes: [ ] No: [ ]

If Yes, Where and How Often:

Reason For Referral:

Client Lives: Alone: [ ] With Spouse:

Residential Facility: []

If Residential Facility, Name of
Facility:

ncsl:I Prosthesis [ | Other: [ ]

g

9. ENVIRONMENTAL EVALUATION

Is Client Totally Chair Confined: No: [ ]
Transfer Capabilities:
Is Client Ambulatory Yes:[ 1  No:[]

If Yes, How Far Can Client Walk:

Please Specify Limitation:

| DMS-0843 (54479/1/18)



ARKANSAS DEPARTMENT OF HUMAN SERVICES
DIVISION OF MEDICAL SERVICES

EVALUATION FOR WHEELCHAIR AND WHEELCHAIR SEATING

PART B (MUST BE COMFLETED BY ATP ONLY)

10. ENVIRONMENTAL EVALUATION: (Continued)

a. Is Client Able To Adequately Self-Propel in a Standard/Manual Yes: [ ] No: [
Wheelchair:
b. Lightweight Wheelchair: Yes: [ | No: [
c. Ultra-Lightweight Wheelchair: ) Yes:[ | No:{]
d. Any Difficulty Wheeling Over Carpet Or Grass: : Yes: [ | No:[ ]
If Yes, Explain:
p.
R
e, Type of Terrain Encountered Daily: @%ﬁy
BN
b

e

11. MEDICAL NECESSITY CONSIDERATION: (Check all that apply)

Independent: (1 N Pressﬁi;é“ielief: [l
b. Progr-efiiye_l R | E' 1 Endurance: Il
Condl_tlon:_ S e e
c. Comforf . . ' Growth: [l
d. Supported Position: | [:] Other: Ll
12. PRECAUTIONS?: 0

sk: [

Skin Breakdown: E;‘Yué.sl 1] No [] High Risk: { ]  Moderate Risk: [1] LowRi
If Yes, Describe:

Sensation: Absent: [] Impaired: | | Both: [ ]

Location of Sensation:

| DMS-0843 (53479/1/18)



ARKANSAS DEPARTMENT OF HUMAN SERVICES
DIVISION OF MEDICAL SERVICES

EVALUATION FOR WHEELCHAIR AND WHEELCHAIR SEATING

PART B (MUST BE COMPLETED BY ATP ONLY)

13. ORTHOPEDIC DEFORMITIES: TONE:
(Check all that apply) (Check all that apply)
Scoliosis: [l Hypertonic: Yes: [] No: []
Kyphosis: L] Hypotonic: Yes: [] No:[]
Trunk Rotation: ] Mixed: Yes: [ | No: [ ]
Pelvic Rotation: [] Normal: 4, Yes: [] No: [ ]
Amputee (Specifi): L] .4
Contractures: O WE: .ESS OF: (Check All That Apply)
Wind Swept: [] All%xtremltles
Hip Dislocation: ] “
Spasms: L1
Other; L

Description and Severity of Each:

14. SPASTICITY OF: (Check il

All Extremities: ?

Right Lower Extremity:

Left Low er,Eiﬁ‘emm

BRI

-so’

'ght Ug er Extremll}.‘

Left Upper Extremltg

Add;tlonal Detalls

15. HEAD CONTROL: (Chéck il TRUNK CONTROL: (Check all that apply)

Nomne: None: ]
Poor: Poor: M|
Fair: Fair: H
Good: Good: L]
Provide Detail of Each: Provide Detail of Each:

PART B (MUST BE COMPLETED BY ATP ONLY)
| DMS-0843 (54/179/1/18)



ARKANSAS DEPARTMENT OF HUMAN SERVICES
DIVISION OF MEDICAL SERVICES

EVALUATION FOR WHEELCHAIR AND WHEELCHAIR SEATING

16, CONTRACTURES: (Check all that apply) OTHER: (Check ali that apply)
Ankles: Yes: No: Edemas: Yes: No:
Hips: Yes: No: Incontinent: Yes: No:
Knees: Yes: No: Poor Skin Integrity: Yes: No:
Feet: Yes: No: History of Decubitus:  Yes: No:
Shounlders: Yes: No: Unable To Position: Yes: No:
Eibows: Yes: Ne: Seizures: p Yes: No:
Haands: Yes: No: Yision: A Normal: Impaired:
Wrists: Yes: No: Hearing; j“jf" : Normal: Impaired:

17. ADDITIONAL INFORMATION:

e

Name of ATP (Please PHmJ . 5 Name of PT/OT/Seating Specialist
RESNA Certified: Yes[] No[]

RESNA Certification Number:

Signature of P1/0T/Seating Specialist

Signatire of ATP Date

| DMS-0843 (5/4/179/1/18)
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ARKANSAS DEPARTMENT OF HUMAN SERVICES
DIVISION OF MEDICAL SERVICES

EVALUATION FOR WHEELCHAIR AND WHEELCHAIR SEATING

PART C (MUST BE COMPLETED BY PRESCRIBING PHYSICIAN/ADVANCED PRACTICE REGISTERED
NURSE ONLY)

MEDICATIONS: DIAGNOSIS: CURRENT
I.

INJURY:

Date of Injury: . Level of
tnjury

Future Surgery Planned: - Yes[ | No[]

.

: Explai«ﬂ?

MEDICAL EQUIPMENT:

Apnea ﬁ\{ggitor: ] D Communication Device: E]

Ventilatof? L D

ADDITIONAL INFORMATION:

Seizures: Are They Controlled? If Yes, How Long?
Preseribing Physician/Advanced Practice Revistered NurseName Physician/Advanced Practice Registered Nurse's
(Please Print) Provider Number
Prescribing Physician/Advanced Practice Registered NurseSignature Date of Evaluation
{No Stamp Please)

| DMS-0843 (5:4/179/1/18)
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