EXHIBITI

DEPARTMENT OF HUMAN SERVICES, DIVISION OF MEDICAL SERVICES

SUBJECT: Medicaid Limits on Lab/Radiology and SPA 2022-0003

DESCRIPTION:

Statement of Necessity

The 93rd General Assembly enacted Act 891, which modifies the annual cap on
diagnostic laboratory services in the Medicaid program. The existing Medicaid cap is
five hundred dollars ($500) for diagnostic laboratory procedures, including radiology
services. Grouping radiology and diagnostic laboratory procedures within the same cap
reduces the services a Medicaid beneficiary can receive.

Act 891 reduces the disparity in services by requiring a separate annual cap for each
group and creating an exception for essential health benefit procedures. Diagnostic
laboratory services now have an annual cap of five hundred dollars ($500), and radiology
services have a separate annual cap of five hundred dollars ($500). Any laboratory or
diagnostic procedure that is an essential health benefit will not count towards either
annual cap.

Rule Summary

The Division of Medical Services (DMS) revises Section II of several provider manuals
and the Medicaid State Plan to comply with Act 891. In general, the following changes
were made:

* Replaced the term X-ray with radiology throughout each provider manual.

» Changed laboratory to diagnostic laboratory throughout each provider manual.

* Exempted laboratory or diagnostic procedures that are an essential health benefit as
defined by the U.S. Preventive Services Task Force (USPSTF) from counting toward
either of the two new annual caps. A hyperlink has been added to direct the provider
to the listing of codes for the services.

* Made technical corrections to grammar and removed vendor names throughout each
provider manual.

* Replaced procedure codes with a hyperlink throughout each provider manual.

The specific manual changes are as follows:

Physician/Independent Lab/CRNA/Radiation Therapy Center Provider Manual

Manual revised by adding the following language:

» The Medicaid Program’s diagnostic laboratory services and radiology/other services
benefit limits apply to the outpatient setting. Diagnostic laboratory services benefits
are limited to five hundred dollars ($500) per State Fiscal Year (SFY/July 1 through
June 30), and radiology/other services benefits are separately limited to five hundred
dollars ($500) per SFY.



Radiology/other services include, but are not limited to, diagnostic X-rays,
ultrasounds, and electronic monitoring/machine tests, such as electrocardiograms
(ECG or EKQG).

Additional information will be requested as needed to process a benefit extension
request. Reconsiderations of additionally requested information are not available.
Failure to provide requested information within the specified time will result in a
technical denial.

Correspondence regarding benefit extension requests and requests for reconsideration
of denied benefit extension requests do not constitute documentation or proof of
timely claim filing.

Ambulatory Surgical Center

Manual revised by adding the following language:

The Medicaid Program’s diagnostic laboratory services and radiology/other services
benefit limits apply to the outpatient setting.

Diagnostic laboratory services benefits are limited to five hundred dollars ($500) per
State Fiscal Year (SFY/July 1 through June 30), and radiology/other services benefits
are separately limited to five hundred dollars ($500) per SFY.

Radiology/other services include, but are not limited to, diagnostic X-rays,
ultrasounds, and electronic monitoring/machine tests, such as electrocardiograms
(ECG or EKG).

Certified Nurse-Midwife

Manual revised by adding the following language:

The Medicaid Program’s diagnostic laboratory services and radiology/other services
benefit limits apply to the outpatient setting.

Diagnostic laboratory services benefits are limited to five hundred dollars ($500) per
State Fiscal Year (SFY/July 1 through June 30), and radiology/other services benefits
are separately limited to five hundred dollars ($500) per SFY.

Radiology/other services include, but are not limited to, diagnostic X-rays,
ultrasounds, and electronic monitoring/machine tests, such as electrocardiograms
(ECG or EKG).

Hospital/Critical Access Hospital (CAH)/End-Stage Renal Disease (ESRD)

Manual revised by adding the following language:

Opioid Use Disorder (OUD) when treated with Medication Assisted Treatment
(MAT). Designated laboratory tests will be exempt from the diagnostic laboratory
services benefit limit when the diagnosis is OUD.

Obstetric (OB) ultrasounds and fetal non stress tests have benefit limits which are not
exempt from Extension of Benefits request requirements. See Section 215. 041 for
additional coverage information.

The Medicaid Program’s diagnostic laboratory services and radiology/other services
benefit limits apply to the outpatient setting.



Diagnostic laboratory services benefits are limited to five hundred dollars ($500) per
State Fiscal Year (SFY/July 1 through June 30), and radiology/other services benefits
are separately limited to five hundred dollars ($500) per SFY.

Radiology/other services include, but are not limited to, diagnostic X-rays,
ultrasounds, and electronic monitoring/machine tests, such as electrocardiograms
(ECG or EKG).

A separate claim must be filed for the tissue typing.

Claims for the donor must be forwarded to the Transplant Coordinator.

Chiropractic

Manual revised by adding the following language:

The Medicaid Program’s diagnostic laboratory services and radiology/other services
benefit limits apply to the outpatient setting.

Diagnostic laboratory services benefits are limited to five hundred dollars ($500) per
State Fiscal Year (SFY/July 1 through June 30), and radiology/other services benefits
are separately limited to five hundred dollars ($500) per SFY.

Radiology/other services include, but are not limited to, diagnostic X-rays,
ultrasounds, and electronic monitoring/machine tests, such as electrocardiograms
(ECG or EKG).

Documentation requirements include emergency room records, diabetic and blood
pressure flow sheets, obstetrical record, clinical indication for laboratory and
radiology services, and ultrasound reports.

Federally Qualified Health Center

Manual revised by adding the following language:

The Medicaid Program’s diagnostic laboratory services and radiology/other services
benefit limits apply to the outpatient setting.

Diagnostic laboratory services benefits are limited to five hundred dollars ($500) per
State Fiscal Year (SFY/July 1 through June 30), and radiology/other services benefits
are separately limited to five hundred dollars ($500) per SFY.

Radiology/other services include, but are not limited to, diagnostic X-rays,
ultrasounds, and electronic monitoring/machine tests, such as electrocardiograms
(ECG or EKG).

Nurse Practitioner

Manual revised by adding the following language:

The Medicaid Program’s diagnostic laboratory services and radiology/other services
benefit limits apply to the outpatient setting.

Diagnostic laboratory services benefits are limited to five hundred dollars ($500) per
State Fiscal Year (SFY/July 1 through June 30), and radiology/other services benefits
are separately limited to five hundred dollars ($500) per SFY.



Radiology/other services include, but are not limited to, diagnostic X-rays,
ultrasounds, and electronic monitoring/machine tests, such as electrocardiograms
(ECG or EKQ).

Clarification of benefit limits for Opioid Use Disorder and Obstetric ultrasounds.
Clarification on extension of benefit requests.

Occupational, Physical, Speech-Language Therapy

Minor grammar corrections to manual.

Podiatrist

Manual revised by adding the following language:

The Medicaid Program’s diagnostic laboratory services and radiology/other services
benefit limits apply to the outpatient setting.

Diagnostic laboratory services benefits are limited to five hundred dollars ($500) per
State Fiscal Year (SFY/July 1 through June 30), and radiology/other services benefits
are separately limited to five hundred dollars ($500) per SFY.

Radiology/other services include, but are not limited to, diagnostic X-rays,
ultrasounds, and electronic monitoring/machine tests, such as electrocardiograms
(ECG or EKG).

Updated exemption list to include pregnancy and Opioid Use Disorder.

Portable X-Ray Services

Manual revised by adding the following language:

The Medicaid Program’s diagnostic laboratory services and radiology/other services
benefit limits apply to the outpatient setting.

Diagnostic laboratory services benefits are limited to five hundred dollars ($500) per
State Fiscal Year (SFY/July 1 through June 30), and radiology/other services benefits
are separately limited to five hundred dollars ($500) per SFY.

Radiology/other services include, but are not limited to, diagnostic X-rays,
ultrasounds, and electronic monitoring/machine tests, such as electrocardiograms
(ECG or EKG).

Updated requirements for extension of benefits and reconsideration requests.

Rehabilitative Hospital General Information

Manual revised by adding the following language:

The Medicaid Program’s diagnostic laboratory services and radiology/other services
benefit limits apply to the outpatient setting.

Diagnostic laboratory services benefits are limited to five hundred dollars ($500) per
State Fiscal Year (SFY/July 1 through June 30), and radiology/other services benefits
are separately limited to five hundred dollars ($500) per SFY.



Radiology/other services include, but are not limited to, diagnostic X-rays,

ultrasounds, and electronic monitoring/machine tests, such as electrocardiograms
(ECG or EKG).

Rural Health Clinic

Manual revised by adding the following language:

The Medicaid Program’s diagnostic laboratory services and radiology/other services
benefit limits apply to the outpatient setting.

Diagnostic laboratory services benefits are limited to five hundred dollars ($500) per
State Fiscal Year (SFY/July 1 through June 30), and radiology/other services benefits
are separately limited to five hundred dollars ($500) per SFY.

Radiology/other services include, but are not limited to, diagnostic X-rays,
ultrasounds, and electronic monitoring/machine tests, such as electrocardiograms
(ECG or EKG).

Visual Care

Manual revised by adding the following language:

The Medicaid Program’s diagnostic laboratory services and radiology/other services
benefit limits apply to the outpatient setting.

Diagnostic laboratory services benefits are limited to five hundred dollars ($500) per
State Fiscal Year (SFY/July 1 through June 30), and radiology/other services benefits
are separately limited to five hundred dollars ($500) per SFY.

Radiology/other services include, but are not limited to, diagnostic X-rays,
ultrasounds, and electronic monitoring/machine tests, such as electrocardiograms
(ECG or EKG).

State Plan Amendment (SPA)
Attachment 3.1-A, Pagelf:

Updated to indicate diagnostic laboratory services benefits are limited to five hundred
dollars ($500) per State Fiscal Year (SFY, July 1-June 30), and radiology/other
services benefits are separately limited to five hundred dollars ($500) per SFY, unless
specifically exempt from one or both of the limits. Radiology/other services include,
but are not limited to, diagnostic X-rays, ultrasounds, and electronic
monitoring/machine tests, such as electrocardiograms (ECG or EKG).

Updated language for extensions and exemptions of benefit limits.

Attachment 3.1-B, Page 2f:

Updated to indicate diagnostic laboratory services benefits are limited to five hundred
dollars ($500) per State Fiscal Year (SFY, July 1-June 30), and radiology/other
services benefits are separately limited to five hundred dollars ($500) per SFY, unless
specifically exempt from one or both of the limits. Radiology/other services include,
but are not limited to, diagnostic X-rays, ultrasounds, and electronic
monitoring/machine tests, such as electrocardiograms (ECG or EKG).

Updated language for extensions and exemptions of benefit limits.



PUBLIC COMMENT: A public hearing was held on this rule on March 24, 2022. The
public comment period expired April 9, 2022. The agency provided the following public
comment summary:

Commenter’s Name: Deirdre E. Flannery, on behalf of Quest Diagnostics

COMMENT: I appreciate the opportunity to offer comments on the proposed
modification to the annual cap on diagnostics laboratory services in the Medicaid
program to implement Act 891 of the 93rd General Assembly. As a long-standing
Arkansas Medicaid Provider, Quest Diagnostics greatly supports a separate annual
benefit for laboratory services to address the disparity in access to care for individuals
when diagnostic laboratory services are grouped with radiology services as a combined
Medicaid State Plan benefit. We applaud the Division of Medical Services (DMS) for its
thoughtful benefit design, which recognizes exclusions to an annual cap for diagnostic
insights that either: align with the United States Preventive Task Force guidelines; or are
for the primary diagnosis of cancer, HIV, renal failure, opioid use disorder; or are for
pregnancy to promote healthy maternal health outcomes. Further, we appreciate DMS’
consideration for an extension of benefits for laboratory services in cases when an
individual requires medically necessary diagnostic testing beyond the $500 annual cap.
However, we are concerned that the documentation requirements for a lab testing
extension of benefit is not practicable for an Independent Laboratory and the
contemplated process will always result in a denial of the request purely on
administrative grounds. We respectfully ask DMS to consider the indirect provider
perspective as it seeks to finalize Section 229.120 Documentation Requirements for
Independent Labs.

Quest Diagnostics is the world’s leading provider of diagnostic information services and
serves one in three adult Americans and half the physicians and hospitals in the United
States annually. We proud serve as an Arkansas Medicaid Provider and are committed to
powering affordable care that reduces health disparities. With our infrastructure in
Arkansas of over 210 employees and 10 patient service centers, we service over 3,800
physicians and 43 hospitals, and handle 9,000 patient specimens daily. Quest’s
commitment to Arkansas has only strengthened in response to the COVID-19 pandemic.
To date, we have conducted statewide over 400,000 viral PCR tests and nearly 54,000
serology tests to detect antibodies.

Section 229.120 Documentation Requirements — Quest Diagnostics urges DMS to accept
the laboratory test requisition form as the sole documentation requirement for
consideration of a laboratory extension of benefit request as independent clinical
laboratories do not have access to the ordering physician’s patient medical record. For
example, the prevalence of electronic laboratory orders has significantly grown with the
advancement and migration towards electronic medical records (EMR). However, the
EMR often does not capture a physician signature. Consequently, it is increasingly
difficult for an independent laboratory to produce a signed test order as contemplated in
Section 229.120 (2)(B). It should be noted that federal guidelines under CMS no longer



require the signature for a clinical diagnostic laboratory test paid under the clinical
laboratory fee schedule for Medicare purposes. This policy was retracted in the Vol. 76,
No. 228 federal register published on Nov. 28, 2011. Further, clinical laboratories are
increasingly unable to obtain signed medical records with an indication for diagnostic
services from the ordering physician due to HIPAA minimum necessary concerns. The
laboratory test requisition captures the clinical indication and can be used as the basis by
which to evaluate for medical necessity. Accordingly, we ask that DMS remove
documentation requirements related to signed test orders and medical records and
evaluate medical necessity based on the test requisition.

Please include this letter and request as part of the formal rulemaking record. If it would
be helpful, we will be happy to discuss this request in greater detail and can be reached at
deirdre.e.flannery@questdiagnostics.com. Thank you for your consideration.

RESPONSE: We thank you for your comment. AR Medicaid has a current procedure in
place for obtaining extension of benefits for Lab, Xray, or both. Physician Office and
Outpatient Hospital Services. This Act increases the availability to allow five hundred
dollars ($500) for lab and five hundred dollars ($500) for Xray. Your comments are
important, and it may be possible to revisit for review with future manual updates.

The proposed effective date is July 1, 2022.

FINANCIAL IMPACT: The agency indicated that this rule has a financial impact.

Per the agency, the cost to implement this rule is $5,973,405 for the current fiscal year
($1,695,252 in general revenue and $4,278,152 in federal funds) and $5,973,405 for the
next fiscal year ($1,695,252 in general revenue and $4,278,152 in federal funds). The
total estimated cost by fiscal year to state, county, and municipal government to
implement this rule is $1,695,252 for the current fiscal year and $1,695,252 for the next
fiscal year.

The agency indicated that there is a new or increased cost or obligation of at least
$100,000 per year to a private individual, private entity, private business, state
government, county government, municipal government, or to two or more of those
entities combined. Accordingly, the agency provided the following written findings:
(1) a statement of the rule’s basis and purpose;

The purpose is to separate Lab and X-Ray maximum expenditure caps.

(2) the problem the agency seeks to address with the proposed rule, including a statement
of whether a rule is required by statute;

To be able to reimburse providers without additional administrative burden based on Act
891 of 2021.



(3) a description of the factual evidence that:

(a) justifies the agency’s need for the proposed rule; and

(b) describes how the benefits of the rule meet the relevant statutory objectives and justify
the rule’s costs;

Act 891 was legislatively mandated. Reimbursement is less than administrative costs.

(4) a list of less costly alternatives to the proposed rule and the reasons why the
alternatives do not adequately address the problem to be solved by the proposed rule;

None.

(5) a list of alternatives to the proposed rule that were suggested as a result of public
comment and the reasons why the alternatives do not adequately address the problem to
be solved by the proposed rule;

None at this time.

(6) a statement of whether existing rules have created or contributed to the problem the
agency seeks to address with the proposed rule and, if existing rules have created or
contributed to the problem, an explanation of why amendment or repeal of the rule
creating or contributing to the problem is not a sufficient response; and

N/A

(7) an agency plan for review of the rule no less than every ten (10) years to determine
whether, based upon the evidence, there remains a need for the rule including, without
limitation, whether:

(a) the rule is achieving the statutory objectives;

(b) the benefits of the rule continue to justify its costs,; and

(c) the rule can be amended or repealed to reduce costs while continuing to achieve the
Statutory objectives.

The Agency monitors State and Federal rules and policies for opportunities to reduce and
control costs.

LEGAL AUTHORIZATION: The Department of Human Services has the
responsibility to administer assigned forms of public assistance and is specifically
authorized to maintain an indigent medical care program (Arkansas Medicaid). See Ark.
Code Ann. §§ 20-76-201(1), 20-77-107(a)(1). The Department has the authority to make
rules that are necessary or desirable to carry out its public assistance duties. Ark. Code
Ann. § 20-76-201(12). The Department and its divisions also have the authority to
promulgate rules as necessary to conform their programs to federal law and receive
federal funding. Ark. Code Ann. § 25-10-129(b).




This rule implements Act 891 of 2021. The Act, sponsored by Senator Missy Irvin,
modified the annual cap on diagnostic laboratory services in the Arkansas Medicaid
Program.



QUESTIONNAIRE FOR FILING PROPOSED RULES AND RECULATION S

WITH THE ARKANSAS LEGISLATIVE COUNCIL

DEPARTMENT/AGENCY Department of Human Services

DIVISION Division of Medical Services

DIVISION DIRECTOR Elizabeth Pitman

CONTACT PERSON Mac Golden

ADDRESS P. O. Box 1437, Slot S295 Little Rock, AR 72203-1437

Mac.E.Golden
PHONE NO. 501-320-6383 . © FAXNO. 501-404-4619 E-MAIL @dhs.arkansas.gov

NAME OF PRESENTER AT COMMITTEE MEETING _Elizabeth Pitman

PRESENTER E-MAIL _Elizabeth.Pitman@dhs.arkansas.gov

INSTRUCTIONS

Please make copies of this form for future use.

Please answer each question completely using layman terms. You may use additional sheets, if
necessary.

If you have a method of indexing your rules, please give the proposed citation after “Short Title
of this Rule” below. ,

Submit two (2) copies of this questionnaire and financial impact statement attached to the front
of two (2) copies of the proposed rule and required documents. Mail or deliver to:

S 0 WP

Rebecca Miller-Rice

Administrative Rules Review Section
Arkansas Legislative Council
Bureau of Legislative Research

One Capitol Mall, 5* Floor

Little Rock, AR 72201
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1. What is the short title of this rule? Medicaid Limits on Lab/Radiology and SPA 2022-0003

2. What is the subject of the proposed rule? See Attached.

3. Is this rule required to comply with a federal statute, rule, or regulation? Yes [_] No [X]
If yes, please provide the federal rule, regulation, and/or statute citation.

4. Was this rule filed under the emergency provisions of the Administrative Procedure Act?

Yes [_| No [X]

If yes, what is the effective date of the emergency rule?

When does the emergency rule expire?

Will this emergency rule be promulgated under the permanent provisions of the Administrative

Procedure Act?
Yes [ ] No [ ]
Revised June 2019



3.

10.

11.

12.

Is this a new rule? Yes[ ] No[X
If yes, please provide a brief summary explaining the regulation.

Does this repeal an existing rule? ~ Yes [ ] No
If yes, a copy of the repealed rule is to be included with your completed questionnaire. Ifit is being

replaced with a new rule, please provide a summary of the rule giving an explanation of what the rule
does.

Is this an amendment to an existing rule? Yes No[ ]

If yes, please attach a mark-up showing the changes in the existing rule and a summary of the
substantive changes. Note: The summary should explain what the amendment does, and the
mark-up copy should be clearly labeled “mark-up.”

See attached.

Cite the state law that grants the authority for this proposed rule? If codified, please give the Arkansas
Code citation. Arkansas Code §§ 20-76-201, 20-77-107. and 25-10-129

What is the purpose of this proposed rule? Why is it necessary? See Attached.

Please provide the address where this rule is publicly aceessible in electronic form via the Internet as
required by Arkansas Code § 25-19-108(b). ' ,

ht_tps://humanservices.arkansas.gov/do-business—with—dhs/proposed—rules/

Will a public hearing be held on this proposed rule? ~ Yes No []
If yes, please complete the following:

Date: March 24, 2022
Time: 10:30 a.m.
Place:_https://us02web.zoom.us/j/81571147851

When does the public comment period expire for permanent promulgation? (Must provide a date.)
April 9, 2022

What is the proposed effective date of this proposed rule? (Must provide a date.)
July 1, 2022

Please provide a copy of the notice required under Ark. Code Ann. § 25-15-204(a), and proof of the

publication of said notice. See Attached.

13.

14,

Please provide proof of filing the rule with the Secretary of State as required pursuant to Ark.
Code Ann. § 25-15-204(e). See Attached.

Please give the names of persons, groups, or organizations that you expect to comment on these rules?
Please provide their position (for or against) if known. Unknown

Revised June 2019



NOTICE OF RULE MAKING

The Director of the Division of Medical Services of the Department of Human Services announces for a
public comment period of thirty (30) calendar days a notice of rulemaking for the following proposed rule
under one or more of the following chapters, subchapters, or sections of the Arkansas Code: §§20-76-201,
20-77-107, and 25-10-129. ‘

Effective July 1, 2022:

Act 891 of the 93™ General Assembly modified the annual cap on diagnostic laboratory services in the
Medicaid program. To comply with the Act, the Division of Medical Services amends Section II of the
following: Physician/Independent Lab/CRNA/Radiation Therapy Center Provider Manual, Ambulatory
Surgical Center, Certified Nurse-Midwife, Hospital/Critical Access Hospital (CAH)/End-Stage Renal
Disease (ESRD), Chiropractic, Federally Qualified Health Center, Nurse Practitioner, Occupational,
Physical, Speech-Language Therapy, Podiatrist, Portable X-Ray Services, Rehabilitative Hospital General
Information, Rural Health Clinic, and Visual Care provider manuals. DMS also amends the Medicaid
State Plan.

The proposed rule is available for review at the Department of Human Services (DHS) Office of Rules
Promulgation, 2nd floor Donaghey Plaza South Building, 7th and Main Streets, P. O. Box 1437, Slot
§295, Little Rock, Arkansas 72203-1437. You may also access and download the proposed rule at
https://humanservices.arkansas.gov/do-business-with-dhs/proposed-rules/. Public comments must be
submitted in writing at the above address or at the following email address: ORP@dhs.arkansas.gov. All
public comments must be received by DHS no later than April 9, 2022. Please note that public comments
submitted in response to this notice are considered public documents. A public comment, including the
commenter’s name and any personal information contained within the public comment, will be made
publicly available and may be seen by various people.

A public hearing by remote access only through a Zoom webinar will be held on March 24, 2022, at
10:30a.m. and public comments may be submitted at the hearing. Individuals can access this public
hearing at https://us02web.zoom.us/j/81571147851. The webinar ID is 815 7114 7851. If you would like
the electronic link, “one-tap™ mobile information, listening only dial-in phone numbers, or international
phone numbers, please contact ORP at ORP{@dhs.arkansas.gov.

If you need this material in a different format, such as large print, contact the Office of Rules
Promulgation at 501-396-6428.

The Arkansas Department of Human Services is in compliance with Titles VI and VII of the Civil Rights
Act and is operated, managed and delivers services without regard to religion, disability, political
affiliation, veteran status, age, race, color or national origin. 4502035775

A

Pitman, Director
of Medical Services




FINANCIAL IMPACT STATEMENT
PLEASE ANSWER ALL QUES'TIONS COMPLETELY
DEPARTMENT  Department of Human Services

DIVISION Division of Medical Services
PERSON COMPLETING THIS STATEMENT Jason Callan
TELEPHONE 501-320-6540 FAX EMAIL: Jason.Callan@dhs.arkansas.gov

To comply with Ark. Code Ann. § 25-15-204(e), please complete the following Financial Impact
Statement and file two copies with the questionnaire and proposed rules.

SHORT TITLE OF THIS
RULE Medicaid Limits on Lab/Radiology and SPA 2022-0003
1. Does this proposed, amended, or repealed rule have a financial impact?  Yes No [ ]

2. Is the rule based on the best reasonably obtainable scientific, technical,
economic, or other evidence and information available concerning the -
need for, consequences of, and alternatives to the rule? Yes No [:l

3. In consideration of the alternatives to this rule, was this rule determined
by the agency to be the least costly rule considered? Yes No []

If an agency is proposing a more costly rule, please state the following:

(@) How the additional benefits of the more costly rule justify its additional cost;

(b) The reason for adoption of the more costly rule;

(c) Whether the more costly rule is based on the interests of public health, safety, or welfare, and if
so, please explain; and;

(d)  Whether the reason is within the scope of the agency’s statutory authority; and if so, please
explain. '

4. If the purpose of this rule is to implement a federal rule or regulation, please state the following:

(a) What is the cost to implement the federal rule or regulation?

Current Fiscal Year Next Fiscal Year
General Revenue $ General Revenue $
Federal Funds $ Federal Funds $
Cash Funds Cash Funds

Special Revenue Special Revenue

Other (Identify) Other (Identify)
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Total $ Total $

(b) What is the additional cost of the state rule?

Current Fiscal Year Next Fiscal Year

General Revenue  $1,695,252 ' General Revenue  $1,695,252
Federal Funds $4,278,152 oy Federal Funds $4,278,152
Cash Funds . Cash Funds

Special Revenue Special Revenue

Other (Identify) . : Other (Identify)

Total $5,973,405 Total - $5,973,405

5. What is the total estimated cost by fiscal year to any private individual, entity and business subject to the
proposed, amended, or repealed rule? Identify the entity(ies) subject to the proposed rule and explain how
they are affected. ‘

Current Fiscal Year Next Fiscal Year
$ $

6. What is the total estimated cost by fiscal year to state, county, and municipal government to implement
this rule? Is this the cost of the program or grant? Please explain how the government is affected.

Current Fiscal Year - Next Fiscal Year
$ 1,695,252 $ 1,695,252
With respect to the agency’s answers to Quéstions #5 and #6 above, is there a new or increased cost

or obligation of at least one hundred thousand dollars ($100,000) per year to a private individual,
private entity, private business, state government, county government, municipal government, or to
two (2) or more of those entities combined?

Yes No [ ]

If YES, the agency is required by Ark. Code Ann. § 25-15-204(e)(4) to file written findings at the
time of filing the financial impact statement. The written findings shall be filed simultaneously
with the financial impact statement and shall include, without limitation, the following:

- (1) a statement of the rule’s basis and purpose; - The purpose is to separate Lab and X-Ray
maximum expenditure caps.

(2) the problem the agency seeks to address with the proposed rule; including a statement of whether
a rule is required by statute; - To be able to reimburse providers without additional
administrative burden based on Act 891 of 2021.

(3) a description of the factual evidence that:
(a) justifies the agency’s need for the proposed rule; and - Act 891 was legislatively
mandated.

Revised June 2019



(b) describes how the benefits of the rule meet the relevant statutory objectives and justify
the rule’s costs; - Reimbursement is less than administrative costs.

(4) a list of less costly alternatives to the proposed rule and the reasons why the alternatives do not
adequately address the problem to be solved by the proposed rule; - None

(5) a list of alternatives to the proposed rule that were suggested as a result of public comment and
the reasons why the alternatives do not adequately address the problem to be solved by the
proposed rule; - None at this time.

(6) a statement of whether existing rules have created or contributed to the problem the agency seeks
to address with the proposed rule and, if existing rules have created or contributed to the
problem, an explanation of why amendment or repeal of the rule creating or contributing to the
problem is not a sufficient response; and — N/A

(7) an agency plan for review of the rule no less than every ten (10) years to determine whether,
based upon the evidence, there remains a need for the rule including, without limitation,
whether:

(a) the rule is achieving the statutory objectives;

(b) the benefits of the rule continue to justify its costs; and

(c) the rule can be amended or repealed to reduce costs while continuing to achieve the
statutory objectives.

- The Agency monitors State and Federal rules and policies for opportunities to reduce
and control costs.

Revised June 2019



~ Statement of Necessity and Rule Summary
Act 891 — Annual Cap on Radiology and Diagnostic Laboratory Services

Why is this change necessary? Please provide the circumstances that necessitate the change.

The 93™ General Assembly enacted Act 891 which modifies the annual cap on diagnostic laboratory
services in the Medicaid program. The existing Medicaid cap is five hundred dollars ($500) for diagnostic
laboratory procedures, including radiology services. Grouping radiology and diagnostic laboratory
procedures within the same cap reduces the services a Medicaid beneficiary can receive.

Act 891 reduces the disparity in services by requiring a separate annual cap for each group and creating
an exception for essential health benefit procedures. Diagnostic laboratory services now have an annual
cap of five hundred dollars ($500), and radiology services have a separate annual cap of five hundred
dollars ($500). Any laboratory or diagnostic procedure that is an essential health benefit will not count
towards either annual cap.

What is the change? Please provide a summary of the change.

The Division of Medical Services (DMS) revises Section Il of several provider manuals and the Medicaid
State Plan to comply with Act 891. In general, the following changes were made:

*. Replaced the term X-ray with radiology throughout each provider manual.

» Changed laboratory to diagnostic laboratory throughout each provider manual.

* Exempted laboratory or diagnostic procedures that are an essential health benefit as defined by
the U.S. Preventive Services Task Force (USPSTF) from counting toward either of the two new
annual caps. A hyperlink has been added to direct the provider to the listing of codes for the
services.

¢ Made technical corrections to grammar and removed vendor names throughout each provider
manual. i

¢ Replaced procedure codes with a hyperlink throughout each provider manual.

The specific manual changes are as follows:

. Physician/Independent Lab/CRNA/Radiation Therapy Center Provider Manual
Manual revised by adding the following language:
* The Medicaid Program’s diagnostic laboratory services and radiology/other services benefit
limits apply to the outpatient setting.

¢ Diagnostic laboratory services benefits are limited to five hundred dollars ($500) per State Fiscal
Year (SFY/July 1 through June 30), and radiology/other services benefits are separately limited
to five hundred dollars ($500) per SFY. ;

* Radiology/other services include, but are not limited to, diagnostic X-rays, ultrasounds, and
electronic monitoring/machine tests, such as electrocardiograms (ECG or EKG).

* Additional information will be requested as needed to process a benefit extension request,
Reconsiderations of additionally requested information are not available. Failure to provide
requested information within the specified time will result in a technical denial.

¢ Correspondence regarding benefit extension requests and requests for reconsideration of
denied benefit extension requests do not constitute documentation or proof of timely claim
filing.

Ambulatory Surgical Center



Manual revised by adding the following language:

¢ The Medicaid Program’s diagnostic laboratory services and radiology/other services benefit
limits apply to the outpatient setting.

¢ Diagnostic laboratory services benefits are limited to five hundred dollars ($500) per State Fiscal
Year (SFY/July 1 through June 30), and radiology/other services benefits are separately [imited
to five hundred dollars ($500) per SFY.

* Radiology/other services include, but are not limited to, diagnostic X-rays, ultrasounds, and
electronic monitoring/machine tests, such as electrocardiograms (ECG or EKG).

Certified Nurse-Midwife
Manual revised by adding the following language:

e The Medicaid Program’s diagnostic laboratory services and radiology/other services benefit
limits apply to the outpatient setting.

* Diagnostic laboratory services benefits are limited to five hundred dollars ($500) per State Fiscal
Year (SFY/July 1 through June 30), and radiology/other services benefits are separately limited
to five hundred dollars ($500) per SFY.

® 'Radiology/other services include, but are not limited to, diagnostic X-rays, ultrasounds, and
electronic monitoring/machine tests, such as electrocardiograms (ECG or EKG).

Hospital/Critical Access Hospital (CAH)/End-Stage Renal Disease (ESRD)
Manual revised by adding the following language:

* Opioid Use Disorder (OUD) when treated with Medication Assisted Treatment (MAT). (View ICD
OUD Codes.) Designated laboratory tests will be exempt from the diagnostic laboratory services
benefit limit when the diagnosis is OUD. (View Laboratory and Screening Codes.)

* *Obstetric (OB) ultrasounds and fetal non stress tests have benefit limits which are not exempt
from Extension of Benefits request requirements. See Sectlon 215, 041 for additional coverage
information.

¢ The Medicaid Program’s diagnostic laboratory services and radiology/other services benefit
limits apply to the outpatient setting.

e Diagnostic laboratory services benefits are limited to five hundred dollars (5500) per State Fiscal
Year (SFY/uly 1 through June 30), and radiology/other services benefits are separately limited -
to five hundred dollars (S500) per SFY.

¢ Radiology/other services include, but are not limited to, diagnostic X-rays, ultrasounds, and
electronic monitoring/machine tests, such as electrocardiograms (ECG or EKG).

e Aseparate claim must be filed for the tissue typing.

¢ Claims for the donor must be forwarded to the Transplant Coordinator.

Chiropractic
Manual revised by adding the following language:

* The Medicaid Program’s diagnostic laboratory services and radiology/other services benefit
limits apply to the outpatient setting.

« Diagnostic laboratory services benefits are limited to five hundred dollars ($500) per State Fiscal
Year (SFY/July 1 through June 30), and radiology/other services benefits are separately limited
to five hundred dollars ($500) per SFY.

e Radiology/other services include, but are not limited to, diagnostic X-rays, ultrasounds, and
electronic monitoring/machine tests, such as electrocardiograms (ECG or EKG).

* Documentation requirements include emergency room records, diabetic and blood pressure
flow sheets, obstetrical record, clinical indication for laboratory and radiology services, and
ultrasound reports.



Federally Qualified Health Center

Manual revised by adding the following language:

The Medicaid Program’s diagnostic laboratory services and radiology/other services benefit
limits apply to the outpatient setting.
Diagnostic laboratory services benefits are limited to five hundred dollars (5500) per State Fiscal

Year (SFY/July 1 through June 30), and radiology/other services benefits are separately limited
to five hundred dollars (5500) per SFY.

Radiology/other services include, but are not limited to, diagnostic X-rays, ultrasounds, and
electronic monitoring/machine tests, such as electrocardiograms (ECG or EKG).

Nurse Practitioner

Manual revised by adding the following language:

The Medicaid Program’s diagnostic laboratory services and radiology/other services benefit
limits apply to the outpatient setting.

Diagnostic laboratory services benefits are limited to five hundred dollars (5500) per State Fiscal
Year (SFY/July 1 through June 30), and radiology/other services benefits are separately limited
to five hundred dollars (S500) per SFY.

Radiology/other services include, but are not limited to, diagnostic X-rays, ultrasounds, and
electronic monitoring/machine tests, such as electrocardiograms (ECG or EKG).

Clarification of benefit limits for Opioid Use Disorder and Obstetric ultrasounds.

Clarification on extension of benefit requests.

Occupational, Physical, Speech-Language Therapy

Minor grammar corrections to manual.

Podiatrist
Manual revised by adding the following language:

The Medicaid Program’s diagnostic laboratory services and radiology/other services benefit
limits apply to the outpatient setting.

Diagnostic laboratory services benefits are limited to five hundred dollars ($500) per State Fiscal
Year (SFY/July 1 through June 30), and radiology/other services benefits are separately limited
to five hundred dollars ($500) per SFY.

Radiology/other services include, but are not limited to, diagnostic X-rays, ultrasounds, and
electronic monitoring/machine tests, such as electrocardiograms (ECG or EKG).

Updated exemption list to include pregnancy and Opioid Use Disorder.

Portable X-Ray Services

Manual revised by adding the following language:

The Medicaid Program’s diagnostic laboratory services and radiology/other services benefit
limits apply to the outpatient setting.
Diagnostic laboratory services benefits are limited to five hundred dollars ($500) per State Fiscal

Year (SFY/luly 1 through June 30), and radiology/other services benefits are separately limited
to five hundred dollars ($500) per SFY.

Radiology/other services include, but are not limited to, diagnostic X-rays, ultrasounds, and
electronic monitoring/machine tests, such as electrocardiograms (ECG or EKG).

Updated requirements for extension of benefits and reconsideration requests.

Rehabilitative Hospital General Information




Manual revised by adding the following language:

e The Medicaid Program’s diagnostic laboratory services and radiology/other services benefit
limits apply to the outpatient setting.

e Diagnostic laboratory services benefits are limited to five hundred dollars ($500) per State Fiscal
Year (SFY/July 1 through June 30), and radiology/other services benefits are separately limited
to five hundred dollars ($500) per SFY.

e Radiology/other services include, but are not limited to, diagnostic X-rays, ultrasounds, and
electronic monitoring/machine tests, such as electrocardiograms (ECG or EKG).

Rural Health Clinic
Manual revised by adding the following language:
e The Medicaid Program’s diagnostic laboratory services and radiology/other services benefit
limits apply to the outpatient setting.

e Diagnostic laboratory services benefits are limited to five hundred dollars (5500) per State Fiscal
Year (SFY/July 1 through June 30), and radiology/other services benefits are separately limited
to five hundred dollars ($500) per SFY.

e Radiology/other services include, but are not limited to, diagnostic X-rays, ultrasounds, and
electronic monitoring/machine tests, such as electrocardiograms (ECG or EKG).

Visual Care
Manual revised by adding the following language:
e The Medicaid Program’s diagnostic laboratory services and radiology/other services benefit
limits apply to the outpatient setting.
¢ Diagnostic laboratory services benefits are limited to five hundred dollars ($500) per State Fiscal
Year (SFY/July 1 through June 30), and radiology/other services benefits are separately limited
to five hundred dollars (5500) per SFY.
¢ Radiology/other services include, but are not limited to, diagnostic X-rays, ultrasounds, and
electronic monitoring/machine tests, such as electrocardiograms (ECG or EKG).

State Plan Amendment (SPA)
Attachment 3.1-A, Pagelf:

e Updated to indicate diagnostic laboratory services benefits are limited to five hundred dollars
(S500) per State Fiscal Year (SFY, July 1-June 30), and radiology/other services benefits are
separately limited to five hundred dollars ($500) per SFY, unless specifically exempt from one or
both of the limits. Radiology/other services include, but are not limited to, diagnostic X-rays,
ultrasounds, and electronic monitoring/machine tests, such as electrocardiograms (ECG or EKG).

e Updated language for extensions and exemptions of benefit limits.

Attachment 3.1-B, Page 2f:

e Updated to indicate diagnostic laboratory services benefits are limited to five hundred dollars
(S500) per State Fiscal Year (SFY, July 1-lune 30), and radiology/other services benefits are
separately limited to five hundred dollars ($500) per SFY, unless specifically exempt from one or
both of the limits. Radiology/other services include, but are not limited to, diagnostic X-rays,
ultrasounds, and electronic monitoring/machine tests, such as electrocardiograms (ECG or EKG).

e Updated language for extensions and exemptions of benefit limits.

Please attach additional documents if necessary




STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 3.1-A

MEDICAL ASSISTANCE PROGRAM Page If
STATE ARKANSAS
AMOUNT, DURATION, AND SCOPE OF
SERVICES PROVIDED Revised: Argusti2620 Julv 1, 2022
CATEGORICALLY NEEDY
3 Other Diagnostic Laboratory end-or 3JkeayRadiologv/Other Services

Other medically necessary diagnostic laboratory axne-or *—+avradiclogv/other services are covered when ordered and
provided under the direction of a physician or other licensed practitioner of the healing arts within the scope of his or
her practice, as defined by State law in the practitioner's office or outpatient hospital setting or by a certified
independent laboratory which meets the requirements for participation in Title XVIIIL.

Diagnostic laboratorv sServices benefits are limited to five hundred dollars ($500) per State Fiscal Year (SEY. July
1 — June 30), and rddmiegv/other services beneﬁ!s are separately limited to five hundred dollars ($500) per
SFYz— - i Radiologv/other services include, but are not limited to.
diagnostic }s -Iavs. ul u]trasounds ancﬁ electronic monitoring/machine tests, such as electrocardiograms (ECG or

EKG).

Extensions of the benefit limit for recipients age-twenty-one (21) vears of age ele-or older will be provided through
prior authorization, if medically necessary. The five hundred dollars ($500) per State-Fiseal—~earSFY diagnostic
laboratorv services benefit limit, and the five hundred dollars ($500) per SFY radioclegv/other services benefit
limit. dees-do not apply to services provided to recipients under age-twenty-one (21) vears of age eld-enrolled in the
Child Health Services/Early and Periodic Screening, Diagnostic and Treatment (EPSDT) Program.

The following diagnoses are specifically exempt from the five hundred dollars ($500) per State-Fisea!
Year-SFY diagnostic laboratory services benefit limit, and the five bundred deliars ($500) per
SFY X-savradiologv/other services health benefit limits: (a) Malignant neoplasm; (b) HIV
infection; and {¢) renal failure. _The cost of related diagnostic laboratory_services. and =y
radiologv/other services will not be included in the calculation of the recipient’s five hundred dollars
($500) per SEY diagnostic laboratory_services benefit limits ané-or the five hundred dollars
($500) per SFY X-—ra-radiology/other services health benefit limits.

(2} _ Essential health benefit services as defined by the U.S. Preventive Services Task
Force (USPSTEF) are specificallv exempt from the applicable limits.

3(3) Drug screening will be specifically exempt from the five hundred dollars ($500) per StateFiseat
YearSFY diagnostic laboratory and=+a> services health benefit limits when the diagnosis is for
Oepioid Usse Ddisorder (QUD). and the screening is ordered by an X-DEA-waivered provider as
part of a Medication Assisted Treatment (MAT) plan. The cost of these screenings will not be
included in the calculation of the recipient’s five hundred dollars ($500) diagnostic laboratory and=—
ray-services health benefit limits.

34)  Magnetic Resonance Imaging (MRI) and Cardiac Catheterization procedures are specifically exempt
from the five hundred dollars ($500) per State-Fiseal¥earSEY outpatient diagnostic laboratory
services benefit limit and-or the five hundred doliars ($500) per SFY X+avradiclogv/other
services health benefit limits. The cost of these procedures will not be included in the calculation of
the recipient’s five hundred dollars ($500) per SFY diagnostic laboratory services benefif limit. and
or the recipient’s five hundred doliars ($500) per SFYx-rey_radiology/other services health
benefit limits.

(45)  Portable X-Ray Services are subject to the five hundred dollars ($500) per SEY radiclogy/other
TN: 22-0003 Approved: Effective: 07/01/2022
Supersedes: 20-0013
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(36)

services benefit limit. Extensions of the benefit limit for recipients age-twenty-one (21) years of age
eld- or older will be provided through prior authorization, if medically necessary. Services may be
provided to an eligible recipient in his-erher their place of residence upon the written order of the
recipient's physician. Portable X-ray sServices are limited to the following:

a. Skeletal films shieh-that involve arms and legs, pelvis, vertebral column, and skull;
b. Chest films »iek-that do not involve the use of contrast media; and
c: Abdominal films sskieh-that do not involve the use of contrast media.

Two (2) chiropractic X-rays are covered per state-fiseat-vearSFY. Chiropractic X-Ray Services are
subject to the five hundred dollars ($500) benefit limit_per SFY for radislogv/other services.
Extensions of the radiclogv/other services benefit limit for recipients age-twenty-one (21) yvears of
age eid-or older will be provided through prior authorization, if medically necessary.

22-0003 Approved: Effective: 07/01/2022

Supersedes: 20-0013



STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 3.1-B

MEDICAL ASSISTANCE PROGRAM Page 2f
STATE ARKANSAS
AMOUNT, DURATION, AND SCOPE OF
SERVICES PROVIDED Revised: Angust1-2026July 1, 2022
MEDICALLY NEEDY
3 Other Diagnostic Laboratory ané-or Radiologv/Other>—Ray Services

Other medically necessary diagnostic laboratory and-or radiology/other>—raw services are covered when ordered and
provided under the direction of a physician or other licensed practitioner of the healing arts within the scope of his or
her practice as defined by State law in the practitioner's office or outpatient hospital setting or by a certified
independent laboratory which meets the requirements for participation in Title X VIIL.

Diagnostic laboratory sServices benefits are limited to five hundred dollars ($500) per State Fiscal Year (SEY. July

I-June 30) and radmioav/othef services benefits are limited to five hundred dollars (8500} per SFY:.—unless
i+ Radiologv/other services include, but are not limited to, diagnostic X-ravs,

ultrasounds and electronic monitoring/machine tests, such as electrocardiograms (ECG or EKG).

Extensions of the benefit limit for recipients age-twenty-one (21) vears of age elé-or older will be provided through
prior authorization, if medically necessary. The five hundred dollars ($500) per State-Fiseal-¥earSFY diagnostic
laboratery services benefit limit, and the five hundred dollars ($§500) per SFY radiology/other services benefit
limit, dees-do not apply to services provided to recipients under age-twenty-one (21) years of age eld-enrolled in the
Child Health Services/Earlv and Periodic Screening, Diagnostic and Treatment (EPSDT) Program.

(D) The following diagnoses are specifically exempt from the five hundred dollars ($500) per State-Fiseal
YearSFY diagnostic laboratory services benefit limit, and the five hundred doliars (5500) per
SFY radiologv/other>—ray services health benefit limits: (a) Malignant neoplasm; (b) HIV
infection; and (c) renal failure. The cost of related diagnostic laboratory services and
radiclogv/other3—say services will not be included in the calculation of the recipient’s five hundred
dollars ($500) per SFY diagnostic laboratory services benefit limits and-or the five hundred
doliars ($500) per SFY radiologv/otherx-rav services health benefit limits.

(2) Drug screening will be specifically exempt from the five hundred dollars ($500) per Stazetiseal
YearSEY diagnostic laboratory-apeé—=—=a> services health benefit limits when the diagnosis is f01
Q_eplold Usse Dédisorder (OUD). and the screening is ordered by an X-DEA—waivered provider as
part of a Medication Assisted Treatment (MAT) plan. The cost of these screenings will not be
included in the calculation of the recipient’s five hundred dollars ($500) diagnoestic laboratory end-gr
radiologv/others—say services health benefit limits.

)(3) Essential health benefit services as defined bv the U.S. Preventive Services Task
Force (USPSTF) are specifically exempt from the applicabie limits.

£23(4) _Magnetic Resonance Imaging (MRI) and Cardiac Catheterization procedures are specifically exempt
from the five hundred dollars ($500) per StateFisealYearSFY outpatient diagnostic laboratory
services benefit limit and-or five hundred dollars ($500) per ST'Y radiologv/other>c+as services
health benefit limits. The cost of these procedures will not be included in the calculation of the
recipient’s five hundred dollars ($500) per SEY diagnostic laboratory services benefit limit and-or
the recipient’s five hundred doliars ($500) per SFY radicology/other?—+ax services health benefit
limits.

(51 Portable X-Ray Services are subject to the five hundred dollars ($500) per SEY X-rav services
benefit limit. Extensions of the benefit limit for recipients age-twenty-one (21) vears of age sig-or
older will be provided through prior authorization, if medically necessary. Services may be provided
to an eligible recipient in his-erhesplace their efresidence upon the written order of the recipient's

TN: 22-0003 Approved: Effective:07/01/2022
Supersedes TN: 20-0013



physician. Portable X-rav sServices are limited to the following:

a. Skeletal films whieh-that involve arms and legs, pelvis, vertebral column, and skull;
b. Chest films shieh-that do not involve the use of contrast media; and
e Abdominal films whieh-that do not involve the use of contrast media.

£5(6)_Two (2) chiropractic X-rays are covered per state-fiscal-vearSFY. Chiropractic X-Ray Services are
subject to the five hundred dollars ($500) benefit limit_per SFY for radiology/other services.
Extensions of the radielogv/other services benefit limit for recipients aze-twenty-one (21) vears of
age eld-or older will be provided through prior authorization, if medically necessary.

4.a. Nursing Facility Services - Not Provided

TN: 22-0003 Approved: Effective:07/01/2022
Supersedes TN: 20-0013



Ambulatory Surgical Center Section |l

TOC required

215.110 Benefit Limits for Diagnostic Laboratory —-Ray-and-Machine F4-447-4-
Testsand Radiology/Other Services 22

A. ___Both diagnostic Llaboratory and radiology/other —%—+ay-and-machinetestservices in all
settings, including ASCs, are subject to a $500-00-expenditure-limit-perstate-fiscabyear
SR Subyt-threugh-June-30benefit limit.

1.  Diaanostic laboratory services benefits are limited to five hundred doliars ($500) per
Staie Fiscal Year (SFY: Aduly 1 through June 30). and radiology/other services
benefits are limited to five hundred doliars ($500) per SFY.

2 Radiology/other services include without limitation diagnostic X-rays, ulirasounds.
and electronic monitoring/machine tests, such as electrocardiograms (ECG or EKG).

(€8]

Diagnostic laboratory services and radiology/other services defined as Essential
Health Benefits by the U.S. Preventive Services Task Force (USPSTF) are exempt
from counting toward either of the two new annual caps.

View or print the essential health benefit procedure codes.

AB. Magnetic resonance imaging (MRI) services are exempt from the laboratorando—ray
radiology/otherarnual services benefit limit per SFY.

BC. Individuals under theage-offwenty-one (21) years of age are not subject to the diagnostic
laboratory services benefit limit andor to the X-rayradiology/other services benefit limits,
except for the limitations on fetal echography (ultrasound) and fetal non-stress tests.

215.120 Benefit Extension Reouests G020 -0

A The Medicaid Program'’s diagnostic laboratory services benefit limit and radiologv/other
services benefif limit each apply to the outpatient setfing.

1 Diagnostic laboratory services benefits are limited fo five hundred dollars ($500) per
State Fiscal Year (SFY: 4uly 1 through June 30). and radiology/other services
benefits are limited to five hundred dollars (3500 per SFY.

2. Radiology/other services include without limitation diagnostic X-rays. ulirasounds,
and elecironic monitoring/machine tests. such as elecirocardiograms (ECG or EKG).

AB. Requests to extend benefits for outpatient visits, are-diagnostic laboratory services, and -
ray-radiology/other services—insiuding-thoseforfetalbulirasounds-and-fetal-non-stresstests:

must be submitted to DHS or its designated vendor.

View or print contact information for how to obtain infermation regarding
submission processes.

Benefit extension requests are considered only after a claim has been filed and denied
because the benefit is exhausted.

BC. Submit with the request a copy of the Medical Assistance Remittance and Status Report
reflecting the claim’s denial for exhausted benefits. Do not send a claim.

¢D. Additional information will be requested as needed to process a benefit extension request.
Failures to fimely-provide requested additional information within the specified timeline will
result in technical denials. Reconsiderations for technical denials are not available.



Ambulatory Surgical Center Section |l

DE. Benefit extension requests must be received within ninety (90) calendar days of the date of
the benefits-exhausted denial.

EF. Correspondence regarding benefit extension requests and requests for reconsideration of
denied benefit extension requests does not constitute documentation or proof of timely

claim filing.
215,12 Request for Extension of Benefits for Clinical, Qutpatient, 216447 -
Diagnostic Laboratory and X-RayRadiology/Other Services, fForm 1-22

DMS-871

A The Medicaid Program’s diagnostic laboratory services benefit limit and radiologv/other
services benefit limit each apply fo the outpatient setting.

“

1. Diagnostic laboratory services benefits are limited to five hundred dollars ($500) per
State Fiscal Year (SFY: {July 1 through June 30}, and radiology/other services
benefits are limited fo five hundred dollars ($500) per SFY.

2. Radiology/cther services include without limitation diagnostic X-rays. ultrasounds.
and electronic monitoring or machine tests. such as electrocardiograms (ECG or
EKG).

3. Diagnostic laboratory services and radiologv/other services defined as Essential
Health Benefits by the U.8. Preventive Services Task Force (USPSTF) are exempt
from counting toward either of the two new annual caps.

View or print the essential health benefit procedure codes.

AE. Benefit extension requests will be considered only when the provider has correctly
completed all applicable fields of the “Request for Extension of Benefits for Clinical,
Outpatient, Diagnostic Laboratory, and x-RayRadiology/Other Services.” fForm DMS-671.
View or print form DMS-671.

BC. The date of the request and the signature of the provider’s authorized representative are
required on the form. Stamped =s<or electronic signatures are accepted.

<. Dates of service must be listed in chronological order on fForm DMS-671. When
requesting benefit extensions for more than four (4) procedures, use a separate form for
each set of fsurprocedures.

BE. Entera valid ICD diagnosis code and a brief narrative description of the diagnosis.

EF. Enter a valid procedure code or revenue code, modifier(s) when applicable and a brief
narrative description of the procedure.

EC. Enter the number of units of service requested under the extension.

215.122 Docurnentation Requirementis 2-4-8571-

2>

|

Iad

I

A The Medicaid Program’s diagnosiic laboratory services benefii limit and radiologv/other
services benefit limit each apply to the outpatient setting.

Diagnostic laboratory services benefiis are limited {o five hundred dollars (3500) per
State Fiscal Year (SFY: #Jduly 1 throuah June 30). and radiologv/other services
benefits are limited to five hundred dollars ($500) per SFY.

N

Radiology/other services inciude without limitation diagnostic X-rays, uitrasounds,
and electronic monitoring/machine tests. such as electrocardiograms (ECG or EKG).

B. _ Records supporting the medical necessity of extended benefits must be submitted with

benefit extension requests.
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AC. Clinical records must:

U]
o

e R

Be legible and include records supporting the specific request;
Be signed by the performing provider:

Include clinical, outpatient. and/or emergency room records for dates of service in
chronological order;

Include related diabetic and blood pressure flow sheets;
Include current medication list for date of service;
Include obstetrical records related to current pregnancy (when applicable}; and

Include clinical indication for diagnostic laboratory and »rayradiologv/other services
that are ordered with a copy of orders for diagnostic laboratory and »-
rayradiology/other services signed by the physician,

Laboratory and radiology/other reports must include:;

1

2.
3.
4

Clinical indication for diagnostic laboratory and »rayradiology/other services ordered;
Signed orders for diggnostic laboratory and radiology/other services;
Results signed by the performing provider; and

Current and all previous ultrasound reports, including biophysical profiles and fetal
non-stress tests (when applicable).



Chiropractic Section Il

TOC required

212.000 Coverage of Chiropractic Services 44-4-067-1-
22

A.___Chiropractic services must be administered by a licensed chiropractor, meeting minimum
standards promulgated by the Secretary of Health and Human Services under Title XVIII of
the Social Security Act. -Manipulation of the spine for the treatment of subluxation is the

only chiropractic service covered by Medicaid.

E. Benefits,

4

i. __Benefits are not limited for beneficiaries under twenty-oneage (21) vears of age (in
the Child Health Services/Early and Periodic Screening, Diagnostic and Treatment
(EPSDT) Program). except for the limitations on fetal echography (ultrasound) and
fetal non-stress tests.

2. __Medicaid coversed chiropractic services areavaiable-to-Medicaidfor beneficiaries

twenty-oneaged (21) years of age and older, with a benefit limit of twelve (12) visits
per State Fiscal Year state-fiscalyear(SFEY: July 1 through June 30).

2. ___Two (2) chiropractic X-rays per state-fiscalbyrear{duly-ihrough-June)SFY are covered
by Medicaid. -However, an X-ray is not required for treatment.

4. Chiropractic X-rays count against the $5809five-hundred-doliar per staie-fisea!
yearSEY laberatervand-X—rayradiology/other services benefit limit.

—Radioclogy/other services include without limitation diagnostic X-ravs, ultrasounds
and elecironic monitoring/machine iests, such as electrocardiograms (ECG or EKG).

5 The iebsratorrand>—ravradiology/other services benefit may be extended when
medically necessary (see Section 214.000). -Ajl X-rays and documentation must be
kept in the beneficiary’s medical record for a period of five (5) years for audit
purposes. -Chiropractic services may be provided in the provider's office, the
patient's home, a nursing home. or another appropriate place.

C. __For beneficiaries who are eligible for Medicare and Medicaid, see Section | of this manual

for additional coinsurance and deductible information. -See Section il for instructions on
filing joint Medicare/Medicaid claims.

214,110 Completion of Regquest-Form DMS-671, “Request For Extension of 8-4-217-1-
Benefits for Clinical, Outpatient, Diagnostic Laboratory, and X- £<
RayRadiology/Other Services”

A, The Medicaid Program’s diagnostic laboratory services benefit limit and radiology/other
services benefit limit each apply to the ouipatient setiing.

1§

“

Diagnosiic laboratory services benefits are limited fo five hundred dollars (§500) per
State Fiscal Year (SFY: July 1 through June 30, and radiology/other services
benefits are limited to five hundred dollars ($500) per SFY.

1G]

Radiologv/other services include without limitation diagnostic X-rave. ulirasounds.
and electronic monitoring/machine tests, such as electrocardiograms (ECG or EKG).

Diagnostic laboratory services and radiclogy/other services defined as Essential
Health Benefits by the U.S. Preveniive Services Task Force (USPSTF) are exempt
from counting toward either of the two new annual caps.

W

View or print the essential health benefit procedure codes.
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B. _ Requests for extension of benefits for Gclinical Sservices (RPphysician’s Yvisits),
Ooutpatient Sservices (Hhospital ©outpatient visits), Llaboratory Sservices (diagnostic

l:iab oratory 1tests) and %Fay radiology/other services Sray—Jiraseund-Electronic
= ot —must be submitted to DHS or its designated vendor for

conSIderatlon

View or print contact information to obtain the DHS or designated vendor step-by-
step process for requesting extension of benefits.

Consideration of requests for extension of benefits requires correct completion of all fields
on the “Request for Extension of Benefits for Clinical, Outpatient, Diagnosiic Laboratory,
and X-RayRadiology/Other Services: form (fForm DMS-671). View or print form DMS-
671.

Complete instructions for accurate completion of fEorm DMS-671 (including indication of
required attachments) accompany the form._All forms are listed and accessible in
Section V of each Provider Manual.

pui Y

214.120 Documentation Reguirements for Benefit Extension Requests +4-1-067 -

3

A.  The Medicaid Program’s diagnostic laboratory services benefit limit and radiology/other
services benefit limit each apply to the outpatient setting.

P

. Diaanostic laboratory services benefits are limited to five hundred dollars ($500) per
State Fiscal Year (SFY: July 1 through June 30). and radiology/other services
benefits are limited to five hundred dollars ($500) per SFY.

Radioloay/other services include without limitation diagnostic X-rays. ulirasounds.
and electronic monitoring/machine tests, such as elecirocardiograms (ECG or EKG).

o

3 Diaanostic laboratory services and radiologviother services defined as Essential
Health Benefits by the U.S. Preventive Services Task Force (USPSTFE] are exempi
from couniing toward either of the two new annual caps.

E. _ To request extension of benefits for any services with benefit limitsed-serviee, all
applicable records that support the medical necessity of extended benefits are required.

CE. Documentation requirements include the following:-

1. Clinical records must:
a. Belegible and include records supporting the specific request;
b.  Be signed by the performing provider:

G! Include clinical, outpatient, and emergency room records for dates of service in
chronological order
d. Include related diabetic and blood pressure flow sheets:

de. Include a current medication list for the date of service:
f Include obstetrical record related to current pregnancy: and

a. Include clinical indication for diagnostic laboratory and radiology/other services
ordered with a copv of orders for laboratory and radiology/other services signed
by the phvsician

2. Diagnostic Llaboratory and radiology/other reports must include:

a. Clinical indication for diagnostic laboratory and x+ayradiologv/other services
ordered;

b.  Signed orders for diaanostic laboratory and radiology/other services;
C. Results signed by the performing provider; and
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d. Current and all previous ultrasound reporis, inciuding biophysical profiles and
fetal non-stress iests.

-~

:MZ
I3

242.100 FProcedure Codes
The procedure codes for billing chiropractic services are in the link below.

View or print the procedure codes for Chiropractic services.

98940 98944 98942 76499*

A *Authorized Pprocedure codeg 78488-is-temust be used when filing claims for chiropractic
¥X-rays.

B. Fhis-Chiropractic X-rays are benefitis-limited to two (2) per sState {Fiscal ¥Year (SFY: July
1 through June 30). -This service counts against the five-hundred-dollar $560-per

beneficiaryperstatefiscabyearSEY (per beneficiary) laberatery-and-X-rayradiology/other

services benefit limit.

C. _Radiology/other services include without limitation diagnostic X-rays. ultrasounds. and
electronic monitoring/machine tests, such as electrocardiograms (ECG or EKG).
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TOC required

2

13.400 Diagnostic Laboratory and X-RayRadiology/Other Services 16-13-637-
i-22

The Medicaid Program’s_diagnostic laboratory and X-ayradiologv/other services have benefit

limits that apply to outpatient EDGF&EGF%SGNICSS—F&M@WHGG%GHQ%%HGM—(&HGH—&R

slestocarsiograms..

A Diagnostic laboratory services benefits are limited to five hundred dollars ($500) per State
Fiscal Year (SFY: AJduly 1 through June 30). and radiology/other services benefits are
limited to five hundred dollars {$500) per SFY.

B. Radiology/other services include without limitation diagnostic X-rays. ultrasounds. and
electronic monitoring/machine tests. such as electrocardiograms (ECG or EKG).

C.  Diagnostic laboratory services and radiology/other services defined as Essential Health
Benefits by the U.S. Preventive Services Task Force (USPSTF) are exempt from counting
toward either of the two new annual caps.

View or print the essential health benefit procedure codes.

13.410 Diagnostic Laboratory and X-RayRadiology Other Services Benefit 7-1-2206

Limits

A, Medicaid has-established a-maximum paad—amounts (benefit limitsation)-of-$500-perstate

ﬁse—aweaﬁ—(éwy—’!—th;eagh-‘,umeg@; for outpatient diaanostic laboratorv and for outpatient

radiology/other services for beneficiaries-clients aged-who are twentv-one (21) vears of
age and-or older.—fo: WWHW!%+%6WG%WH%W% :

Diagnostic laboratory services benefits are limited to five hundred doliars ($500) per
State Fiscal Year (SFY: {Julv 1 through June 30). and radiologv/other services
benefits are limited to five hundred dollars (3500) per SFY.

_{\ 3

Radiology/other services include without limitation diagnostic X-ravs. ultrasounds.
and electronic monitoring/machine tests. such as electrocardiograms (ECG or EKG).

3. Diagnostic laboratory services and radioloay/other services defined as Essentizl
Health Benefits by the U.S. Preventive Services Task Force (USPSTF) are exempt
from counting toward either of the two new annual caps.

View or print the essential health benefit procedure codes.

AB. There isare no diagnostic laboratory services benefit limits or ane-X-rayradiology/other
services benefit limits for beneficiaries-clients under age-twentyv-one (21) vears of age.
except for the limitations on fetal echography (ultrasound) and fetal non-stress tests.

BC. There is no benefit limit on professional components of diagnostic laboratory or Fe i
radiology/other services-and-mashine-tests for hospital inpatients treatment.

SD. There is no benefit limit on diagnostic laboratory services related to family planning. (-See
Section 272.431 for the family--planning-related clinical laboratory procedures. ]

BE. There is no benefit limit on_diagnostic laboratory; or X—Fay adiology/other and-machine-test
services performed in conjunction with emergency services in an emergency department of
a hospital.
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213.420 Diagnostic Laboratory and X-RayRadiology/Other Services Referral 48-14-157-1-
Reguirements 22

A. A cCertified aNurse-mMidwife (CNM), referring a Medicaid berefieiary-client for diagnostic
laboratory services; or radiology/other services-errmachine-testing-services; must specify a
diagnosis code (ICD coding) for each test ordered and include inthe-order-pertinent
supplemental diagnoses supporting the need for the test(s)_in the order.

1. Reference diagnostic facilities, 2a<-hospital labs. and outpatient departments
performing reference diagnostics rely on the referring physicians/ and CNMseertified
Aurse-midwives to establish medical necessity.

2. The diagnoses provide documentation of medical necessity to the reference
diagnostic facilities that are performing the tests.

3. Cedified nurse-migwiveCNMs must follow Centers for Medicare and Medicaid
Services (CMS) requirements for medical claim diagnosis coding when submitting
diagnosis coding with their orders for diagnostic tests.

4.  The Medicaid agency will enforce the CMS requirements for diagnosis coding, as
those requirements are set forth in the ICD volume concurrent with the referral dates
and the claim dates of service.

5.  The following ICD diagnosis codes may not be used for billing. (View ICD codes:).

B. The following benefit limits apply:

T Diagnostic laboratory services benefits are limited to five hundred dollars ($500) per
State Fiscal Year (SFY: Aulv 1 through June 30), and radiology/other services
benefits are limited to five hundred dollars ($500) per SFY; and

Radiology/other services include without limitation diagnostic X-rays. ultrasounds.
and electronic monitoring/machine tests. such as electrocardiograms (ECG or EKG)

N

(e

Diaanostic laboratory services and radiciogy/other services defined as Essential
Health Benefits by the U.S. Preveniive Services Task Force (USPSETE) are exempt
from counting toward either of the two new annual caps.

214.10C Extension of Benefits for Ciinical, Outpatient, Diagnostic 2-4-087-1-
Laboratory, and X-Ray-Radiologv/Other Services £&

A The Medicaid Program’s diagnostic laboratory and radiologv/other services have benefit
limits that applv to outpatient services.

1.« Diagnostic laboratory services benefits are limited to five hundred dollars ($500) per
State Fiscal Year (SFY: {Julv 1 through June 30), and radiology/other services
benefits are limited to five hundred dollars (5500) per SFY.

2.8 Radioldqvlother services include without limitation diagnostic X-rays, ultrasounds,
and electronic monitorina/machine tests, such as electrocardiograms (ECG or EKG).

>

e Diagnostic laboratory services and radiology/other services defined as Essential
Health Benefits bv the U.S. Preventive Services Task Force (USPSTE) are exempt
from counting toward either of the two new annual caps.

AE. Cerified Nurse Midwife (CNM) Rrequests for extension of benefits for eertified-rurse-
m{ew%f‘hmcal outpatlent dmanosﬁc Iaboratory and ;e»;a# ad!ologylothe{ services must be

o A 3 ieam foe Boch RACY A tie OR Bavia

ar iadic

View or print the-Arkansas Foundation —
obtain the DHS or des:qnated vendo; step-bv-step process for extension of benefits.
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1.  Requests for extension of benefits are considered only after a claim is filed and is
L| denied beeause-due io the patient’s benefit limits beingare exhausted.

2. Submit with the request a copy of the Medical Assistance Remittance and Status
Report reflecting the claim’s denial for exhausted benefits. -Do not send a claim.

BC. A request for extension of benefits must be received by-AEMES-within ninety (90) calendar
days of the date of the benefits-exhausted denial.

D. Additional information will be requested. as needed. to process a benefit extension
request. Reconsiderations (of additionally requested information) are not available. Failure

to provide requested information within the specified time will result in a technical denial.

E. Correspondence regarding benefit extension requests and reguests for reconsideration of
denied benefit extension requests do not constitute documentation or proof of timely claim

filing.

214.110 Completion of Reguest-Form DMS-671, “Request For Extension of 7-1-0422
Benefits for Clinical, Outpatient, Diagnostic Laboratory, and X-
RayRadiology/Other Services:”

A.  The Medicaid Program'’s diagnostic laboratory and radiology/other services have benefii
limits that applv to outpatient services.

1. Diagnostic laboratory services benefits are limited to five hundred dollars ($500) per
State Fiscal Year (SFY: Aduly 1 through June 30), and radiology/other services
benefiis are limited o five hundred dollars ($500) per SFY

3%

Radiologv/other services include without limitation diagnosiic X-ravs. uéuamunau.
and electronic monitoring or machine fesis, such as electrocardiograms (ECG o1

Diagnostic iaboratory services and radiology/other services defined as Esseniial
Health Benefits by the U.S. Preventive Services Task Force (USPSTF) are exempt
from counting toward either of the two new annual caps.

2

B.  Requests for extension of benefits for Gclinical Sservices (Bphysician’s Yvisits),
Ooutpatient Sgervices (Hhospital Soutpatient wsnts) diagnostic Elaboratory Sservices

(i:lab ratory Itests) and X—Fay adiology/other services H-ray-—-UHrasouna-Electronic
= ~-must be submitted to ARMS-DHS or its designated vendor

for consaderation

View or print contact information fo obtain the DHS or designated vendor step-bv-
step process for extension of benefits.

A

1.« Consideration of requests for extension of benefits requires correct completion of all
fields on the “Request for Extension of Benefits for Clinical, Outpatient, Diaanostic
Laboratory and »-RayRadiology/Cther Services” form ((Form DMS-671)_—View or
print form DMS-671.

- 22, Complete instructions for accurate completion of {form DMS--671 (including
indication of required attachments) accompany the form. -All forms are listed and
accessible in Section V of each Provider Manual.

214,120 Documentation Reguirements 2-4-067-1-
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A

The Medicaid Program’s diagnostic laboratory services benefit limit and radiology/other

services benefit limit each apply fo the outpatient setting.

1%

Diagnostic laboratory services benefits are limited to five hundred dollars (3500) per

State Fiscal Year (SFY: AJuly 1 through June 30), and radiology/other services
benefits are limited to five hundred dollars ($500) per SFY.

Radiology/other services include without limitation diagnostic X-rays. ultrasounds,

2

and electronic monitoring/machine tests. such as electrocardiograms (ECG or EKG).

Section |l

Diagnostic laboratory services and radiology/other services defined as Essentia!

Health Benefits by the U.S. Preventive Services Task Force (USPSTF) are exempt
from counting toward either of the two new annual caps.

To request an extension of benefits for any benefii-limited-services; with benefit limits, all
applicable records (that support the medical necessity of extended benefits) are required.

Documentation requirements are as follows.

1.

Clinical records must:
a. Be legible and include records supporting the specific request;
b. Be signed by the performing provider;

o4 Include clinical, outpatient. arndfor emergency room records for relevant dates
of service in chronological order;

Include related diabetic and blood pressure flow sheets;

e. Include a current medication list for the date of service;
f. Include the-any obstetrical records related to a current pregnancy (when

applicable); and

g. Include clinical indication for diagnostic laboratory and s+ayradiology/other
services ordered with a copy of orders for diagnosiic laboratory and
rayradiology/other services signed by the physician.

Diagnostic klaboratory and radiology/other reports must include:

a. Clinical indication for diagnostic laboratory and »rayradiologv/other services
ordered:

Signed orders for diagnostic laboratory and radiology/cther services;
Results signed by the performing provider,_and

d. Current and all previous ultrasound reports, including biophysical profiles and
fetal non-stress tests (when applicable}.




Federally Qualified Health Center ‘ Section Il

TOC reqguired

226.202 Reguest for Extension of Benefits for Clinical, Outpatient, 42481447 -
Diagnostic Laboratory, and %-RayRadiology/Other Services, fForm 1-22

DMS-671

A.  Benefit extension requests will be considered only when the provider has correctly
completed all applicable fields of the “Request for Extension of Benefits for Clinical,
QOutpatient, Diagnostic Laboratory, and »*-RayRadiology/Other Services;” form (Form DMS-
671).- View or print fForm DMS-671.

B. The date of the request, and the signature of the provider's authorized representative, are
required on the form. Stamped and electronic signatures are accepted.

C. Dates of service must be listed in chronological order on §Eorm DMS-671. When
requesting benefit extensions for more than four (4) encounters, use a separate form for
each set of fourencounters.

D. Enter avalid ICD-8 diagnosis code and brief narrative description of the diagnosis.

E. Enter the procedure code, modifier(s) (when applicable) and a brief narrative description of
the procedure.

F. Enter the number of units (encounters) requested under the extension.

220.203 Documentation Reqguirements 2-4-057-1-

B

The Medicaid Program’s diagnostic laboratory services benefif limit anag radiclogy/other
services benefit limit each apply to the oufpaiient setfing.

>

4

Diagnostic laboratory services benefits are limited fo five hundred dollars ($500) per
Staie Fiscal Year (SFY: July 1 through June 30). and radiclogy/other services
benefits are limited to five hundred dollars ($500) per SFY.

2. Radicloavy/other services include without limitation diagnostic X-rays. ultrasocunds.
and elecironic monitoring/machine tests, such as electrocardiograms (ECG or EKG).

o8

Diagnostic laboratory services and radiologyv/other services defined as Essential
Health Benefits by the U.S. Preventive Services Task Force (USPSTF) are exempi
from counting toward either of the two new annual caps.

View or print the essential health benefit procedure codes.

m

Records supporting the medical necessity of extended benefits must be submitted with
benefit extension requests and requests for reconsideration of denied benefit extension
requests.

AC. Clinical records must:

Be legible and include records supporting the specific request;
Be signed by the performing provider;

Include clinical, outpatient, andie+ emergency room records for dates of service in
chronological order;

Include related diabetic and blood pressure flow sheets;
Include current medication list for date of service;

Include obstetrical record related to current pregnancy when applicable_and
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7. Include clinical indication for diagnostic laboratory and x-rayradiology/other services
ordered with a copy of orders for diagnostic laboratory and X-rayradiology/other
services signed by the physician,

BD. Diagnostic Elaboratory and radiology/other reports must include:

1 Clinical indication for diagnostic laboratory and x+rayradiology/other services ordered;
2 Signed orders for diagnostic laboratory and radiology/other services;

3. Results signed by the performing provider; and
4

Current and all previous ultrasound reports, including biophysical profiles and fetal
non-stress tests when applicable.
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TOC reguired

215.040 Benefit Limit in Gutpatient Diagnostic Laboratory~Radiolegy and 4044571
Machine FestRadiology/Other Procedures 22

A. ___Arkansas Medicaid limits claims payment for outpatlent dlagnostlc laboratory sewxces and
radiology/other services a -

yeasper beneficiary ae;&twenty—one (21) ané ~vears of age or older

Al. Theis yearh-benefit limits isare based on the Sstate fFiscal yYear; (SFY: July 1
through June 30).

N

Diagnostic laboratory services benefits are limited to five hundred doliars ($500) per
SFY. and radiology/other services benefits are limited to five hundred dollars ($500)

per SFY.

Radiology/other services include without limitation diagnostic X-rays, ultrasounds.
and electronic monitoring or machine tests. such as electrocardioarams (ECG or
EKG).

4. Diagnosiic laboratory services and radiology/other services defined as Essential
Health Benefits by the U.S. Preventive Services Task Force (USPSTF) are exempt
from counting toward either of the iwo new annual caps.

[N

View or print the essential health benefit procedure codes.

B.  Theis benefit limitsatien applvies to claims payments made to the following providers,
individually or in any combination: outpatient hospitals, independent laboratories,
physicians, osteopaths, podiatrists, cCertified aNurse-mMidwives (CNNs), aNurse
pPractitioners_(NP). and aAmbulatory sSurgical eCenters (ASCs).

C. Requests for extensions of this-both benefits are considered for —beneficiaries who require
supportive treatment for maintaining life.

D.  Extension of thisese benefits isare automatic for patients whose primary diagnosis for the
service furnished is in the following list:

Malignant neoplasm (View ICD Codes-);
HIV infection and AIDS (View ICD Codes-);
Renal failure (View ICD Codes-);
Pregnancy® (View ICD Codes-). or

Opioid Use Disorder (OUD) when treated with Medication Assisted Treatment (MAT).
(View ICD OUD Codes) Desianated diagnostic laboratory tests will be exempt from
the diagnostiic laboratory services benefit limit when the diagnosis is QUD (View
Laboratory and Screening Codes).

G = =

E. *Obstetric (OB) ultrasounds and fetal non stress tests have benefit limits that are not
exempt from Exiension of Benefits request requirements. (See Section 215.041 for
additional coverage informatéon.)

EF. Magnetlc Resonance Imaglng (MRI) is exempt from the five-hundred-doliar $500.00

' —rev-anrualradiology/other services benefit limit. -Medical
necessnty for each MRI must be documented in the beneficiary’s medical record. -(Refer to
Section 270.000 for billing information.}

EC. Cardiac catheterization procedures are exempt from the five-hundred--dollar$588-6¢
outpatient_diagnostic laboratory services benefit limit and X-raythe five-hundred-doliar
radiology/other arrual-benefit limit. -Medical necessity for each procedure must be
documented in the beneficiaries’ medical record.
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2—1—5—944H There are no beneﬂt limits on outpahent dlagnostec Iaboratory services; or

radiology/other servicesand-machine-test-procedures for beneficiaries under age-twenty-
one (21} in the Child Health Services/Early and Periodic Screening. Diagnostic, and

Treatment (EPSDT) Program__except for the limitations on fetal echography (ultrasound)
and fetal non-siress tests.

*OB ultrasounds and fetal non stress tests are not exempt from Extension of Benefits. -See
Section 215.041 for additional coverage information.

B
E

o
.
o
o

Benefit Exiension Reguesis 842471~

sl

A. The Medicaid Program’s diagnostic laboratory services and radiology/other services
benefit limits apply fo the ouipatient setiing.

1. Diagnostic laboratory services benefits are limited to five hundred doliars ($500) per
State Fiscal Year (SFY: Julv 1 through June 30). and radiology/other services
benefits are limited to five hundred dollars ($500) per SFY.

Radiology/other services include without limitation diagnostic X-rays, ulirasounds.
and electronic monitoring/machine tests, such as electrocardiograms (ECG or EKG]).

'l\)

Diagnostic laboratory services and radiology/other services defined as Essential
Health Benefits by the U.S. Preventive Services Task Force (USPSTF) are exempt
from counting toward either of the two new annual caps.

a2

B.  Requests to extend benefits for outpatient hospital visits and diagnostic laboratory arg-or
X-ray services, including those for fetal ultrasounds and fetal non-stress tests, must be
submitted to DHS or its designated vendor.

View or print contact information fo obiain instructions for submitting the benefi
extension reguest.

Benefit extension requests are considered only after a claim has been filed and denied
because the benefit is exhausted.

EC. Submit a copy of the Medical Assistance Remittance and Status Report refiectingtha
reflects the claim’s denial for exhausted benefits with the request. -Do not send a claim.

SD. A benefit extension request must be received within ninety (90) calendar days of the date
of the benefits-exhausted denial.

DE. Additional information will be requested, as needed, to process a benefit extension
request. -Reconsiderations of additionally requested information are not available. -Failure
to provide requested information within the specified time will result in a technical denial.

EF. Correspondence regarding benefit extension requests and requests for reconsideration of
denied benefit extension requests does not constitute documentation or proof of timely

claim filing.
245101 Reouesi for Extension of Benefits for Clinical, Gutpatient, 46-4-487-1-
Diagnostic La boratory, and ?@-&ay?%amsmmd@?mr Services, fform 2z
DMS-671

A The WMedicaid Program’s diagnostic laboratory services and radiology/other services
benefii limits apply to the outpatient setfing.

“

i Diagnostic laboratory services benefits are limited to five hundred dollars ($500) per
State Fiscal Year (S8FY: July 1 through June 30). and radiology/other services
benefits are limited to five hundred dollars ($500) per SFY.
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2. Radioloay/other services include without limitation diagnostic X-rays, ultrasounds.
and electronic monitoring/machine tests. such as electrocardiograms (ECG or EKG).

(€3]

Diagnostic laboratory services and radiology/other services defined as Essential
Health Benefits by the U.S. Preventive Services Task Force (USPSTF) are exempt
from counting toward either of the two new annual caps.

B. __ Benefit extension requests will be considered only when the provider has correctly
completed all applicable fields of the “Request for Extension of Benefits for Clinical,
Outpatient, Diagnostic Laboratory, and X-ReyRadiology/Other Services,” form (Form DMS-
671). -View or print fForm DMS-671.

C.___The date of the request and the signature of the provider’s authorized representative are
required on the form. -Stamped ard-or electronic signatures are accepted.

D. Dates of service must be listed in chronological order on fEorm DMS-671. -When
requesting benefit extensions for more than four (4) procedures, use a separate form for
each set of fewrprocedures.

E.  Enter avalid ICD diagnosis code and a brief narrative description of the diagnosis.

F.  Enter a valid revenue code or a-GRT-o+HCPCE procedure code (and modifiers when
applicable): and a brief narrative description of the procedure.

G.  Enter the number of units of service requested under the extension.

~4
[

215.44¢ CAH Benefit Limits 104303
-2

{8 ]

Inpatient stays, non-emergency outpatient visits, are-diagnostic laboratory, and radiology/other
and-diagnostic-machinetestcoverageservices in Critical Access Hospitals (CAHs) are subject to
the same benefit limits that apply to facilities enrolied in the Arkansas Medicaid Hospital Program
and the Arkansas Medicaid Rehabilitative Hospital Program.

Radiology/other services include without limitation diggnostic X-rays. ulirasounds. and electronic
monitoring/machine fests. such as electrocardiograms (ECG or EKG

Benefit-limited services that are received in CAHs are counted with benefit-limited services
received in hospitals enrolled in the Arkansas Medicaid Hospital Program and the Arkansas
Medicaid Rehabilitative Hospital Program to calculate a Medicaid-eligible individual's benefit
status.

217.144 Computed Tomographic Colonography (CT Colonography) 40-1-1867-1-
22

A. The isliswing-procedure codes in the link below are covered for computed tomographic
(CT) colonography for beneficiaries of all ages.

View or print the procedure codes for Hospital/Critical Access Hospitals/ESRD
services,

B. CT colonography policy and billing:

1. Virtual colonoscopy, also known as CT colonography, utilizes helical--computed
tomography of the abdomen and pelvis to visualize the colon lumen, along with 2D
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andfor 3D reconstruction. -The test requires colonic preparation similar to that
required for standard colonoscopy (instrument/fiberoptic colonoscopy): and air
insufflation to achieve colonic distention.

Indications: -Virtual colonoscopy is only indicated in those patients in whom an
instrument/fiberoptic colonoscopy of the entire colon is incomplete due to an inability
to pass the colonoscopy proximately. -Failure to advance the colonoscopy may be
secondary to an-ebstrustien neoplasmic or; spasmic obstruction, a redundant colon,
diverticulitis extrinsic compression, or aberrant anatomy/scarring from prior surgery.
This is intended for use in pre-operative situations when knowledge of the
unvisualized colon {proximal to the obstruction) would be of use to the surgeons in
planning the operative approach to the patient.

Limitations:

a.  Virtual colonography is not reimbursable when used for screening or in the
absence of any signs etindicating symptoms of disease, regardless of family
history or other risk factors for the development of colonic disease.

b.  Virtual colonography is not reimbursable when used as an alternative to
instrument/fiberoptic colonoscopy, for screening, or in the absence of signs or
symptoms of disease.

C. Since any colonography with abnormal or suspicious findings would require a
subsequent instrument/fiberoptic colonoscopy for diagnosis (e-g=such as &
biopsy) or for treatment (e-g-such as a polypectomy), virtual colonography is
not reimbursable when used as an alternative to an instrument/fiberoptic
colonoscopy, even theugh-if performed for signs or symptoms of disease.

d. CT colonography procedure codes are counted against the beneficiary’'s
aanvaHab-ard2-EBay-benefit limit_of five hundred dollars ($500) per State
Fiscal Year (SFY: July 1 through June 30) for radiologv/other services.
Radiology/other services include without limitation diagnostic X-ravs.
ulirasounds, and slecironic monitoring/machine tests. such as
electrocardiograms (ECG or EKG).

e. “Reasonable and necessary" services should only be ordered or performed by
qualified personnel.

f. The CT colonography final report should address all structures of the abdomen
afforded review in a regular CT of abdomen and pelvis.

C. Documentation requirements and utilization guidelines:

[

Each claim must be submitted with ICD codes that reflect the condition of the patient:
and indicate the reason(s) for which the service was performed. -Glaims-submitted
wmmmmmm%mwmm ICD codes
must be coded to the highest level of specificity or claims submitted with those ICD
codes will be denied;

The results of an instrument/fiberoptic colonoscopy that was performed before the
virtual colonoscopy (CT colonography-), whichif the virtual colonoscopy (CT
colonoaraphy) was incomplete, must be retained in the patient's record-; ancd

The patient's medical record must include the following and be available upon
request:

a. The order_ot# prescription from the referring physician;
b. Description of polyps_‘and lesion:

i. Lesion size- for lesions 6 mm or larger, the single largest dimension of
the polyp (excluding stalk if present) on either multiplanar reconstruction
or 3D views, and —Fhe type of view employed for measurement should
be stated:;

ii. Location (standardized colonic segmental divisions: rectum, sigmoid
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218.250

colon, descending colon, transverse colon, ascending colon, and cecum);

iii.  Morphology (sessile-broad-based lesion whose width is greater than its
vertical height; pedunculated-polyp with separate stalk; or flat-polyp with
vertical height less than 3 mm above surrounding normal colonic
mucosa);

iv.  Attenuation (soft-tissue attenuation or fat);
c.  Global assessment of the colon (C-RADS categories of colorectal findings):

i. CO0 - Inadequate study
poor prep (can't exclude > 10 lesions);

ii. C1 — Normal colon or benign lesions
no polyps or polyps 25 mm
benign lesions (lipomas, inverted diverticulum);

iii. C2- Intermediate polyp(s) or indeterminate lesion
polyps 6-9 mm in size, <3 in number
indeterminate findings;

iv.  C3 - Significant polyp(s), possibly advanced adenoma(s)
Polyps 210 mm
Polyps 6-9 mm in size, 23 in number;

V. C4 — Colonic mass, likely malignant;
d.  Extracolonic findings (integral to the interpretation of CT colonography results):
i. EO - Inadequate Study limited by artifact;
ii. E1 — Normal exam or anatomic variant;
ii.  EZ2 - Clinically unimportant findings (no work-up needed);

iv.  E3 — Likely unimportant findings (may need work-up); for example.
mcompletely characterized lesions.
te-ejsuch as hypodense renal or liver lesion.

v.  E4 - Clinically important findings (work-up needed).such as
{e~g-+solid renal or liver mass, aortic aneurysm, adenopathy_anc

e.  CT colonography is reimbursable only when performed following an
instrument/fiberoptic colonoscopy which-that was incomplete due to

obstruction.
Process for Reguesting Extended Therapy Services for 8-4-247-1-
Beneficiaries Under Twentv -OneAge (21) Years of Age 2z

Requests for extended therapy services for beneficiaries under age-twenty-one (21) years
of age must be submitted to DHS or its designated vendor.

View or print contact information to obtain the DHS or designated vendor step-bv-

step process for requesting extended therapv services for beneficiaries under age
twentv-one (21) vears of age.-

The request must meet the medical necessity requirement, and adequate documentation
must be provided to support this request.

1. Requests for extended therapy services are considered only after a claim is denied
due to regular benefits being exceeded.

2. The request must be received within ninety (90) calendar days of the date of the
benefits-exceeded denial. -The count begins on the next working day after the date
of the Remittance and Status Report (RA) on which the benefits-exceeded denial
appears.
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3. SWith the request, submit a copy of the Medical Assistance Remittance and Status
Report reflecting the claim’s benefits-exceeded denial-with-thereguest. -Do not send
a claim.

B. Form DMS-671, "Request for Extension of Benefits for Clinical, Outpatient, Diagnostic
Laboratory, and *-RayRadiology/Other Services,” must be utilized ferreguestsforwhen
requesting extended therapy services. -View or print fForm DMS$-671. -Consideration of
requests requires correct completion of all fields on this form. -The instructions for
completion of this form are located on the back of the form. -The provider must sign,
include credentials, and date the request form. An electronic signature is accepted,
provided it complies with Arkansas Code Annotated §25-31-103. -All applicable records
that support the medical necessity of the request must be attached.

C. DHS orits designated vendor will approve, deny, or ask for additional information within
thirty (30) calendar days of receiving the request. -Reviewers will simultaneously advise
the provider and the beneficiary when a request is denied. -Approved requests will be
returned to the provider with an authorization.

272.435 Tissue Typing 3-15-057-1-

A, EEF-Authorized procedure codes 868 : 8680E L 868
86817, -86821-and-86822-are payable for the tlSSUB typlng for both the donor and the
receiver.

View or print the procedure codes for Hospital/Critical Access Hosbitals/[ESRD
services.

B. The tissue typing is subject to the $500-00-arnua-lab-and-rayfollowing benefit limits:

Diaanostic laboratory services benefiis are limited to five hundred dollars ($500) per
State Fiscal Year (SEY: July 1 through June 30):

MRS

2. Extensions will be considered for beneficiaries who exceed the $506-68five-hundred-
dollar anrua-ab-andX—+ay-benefit limit_ for diagnostic laboratory services: and-

=, Providers must request an extension.

(18]

C. Medicaid will authorize up to ten (10) tissue-typing diagnostic laboraiory procedures to
determine a match for an unrelated bone marrow donor.

D. A separate claim must be filed for the tissue tvping.

E. Claims for the donor must be forwarded to the Transplant Coordinator.
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214.510

A.

c.

Diagnostic Laboratory and X-RayRadiology/Other Services Benefil 842471~
Limits 22

The Medicaid Program’s diagnostic laboratory services benefit limit and »-
rayradiology/other services benefit limits_each apply to the outpatient absratery-sersees:

radiology-servces-and-machinetesissetting.

1.

Radiologv/other services include without limitation diagnostic X-rays, ultrasounds.

and electronic monitoring/machine tests, such as electrocardiograms (ECG or EKG).

All the benefit limits in this section are calculated per State Fiscal Year (SFY: July 1

o

through June 30},

Diagnostic laboratory services and radioiogy/other services defined as Essential

Health Benefits by the U.S. Preventive Services Task Force (USPSTF) are exemp!
from counting foward either of the two new annual caps.

View or print the essential health benefit procedure codes.

Medicaid kas-established a maximum said-amount (benefit limitatier) of five hundred dollar

($500) per state-fiscal-yearSFY for diagnostic laboratory services-{Jub~-through-June-30
and five hundred doliars ($500) per SFY for radiology/other services for beneficiaries agad

twenty-one (21) vears of age and older—fersuipationtiaboratory-and-machine-testsand
suipatientradiclegy. -Exceptions are listed below:

1.

There is no diagnostic laboratory services benefit limit or X~rayradiology/other
services benefit limit for beneficiaries under age-twenty-one (21)_vears of age.

There is no benefit limit on diagnostic laboratory services related to family planning.
(Refer to Section 252.431 of th1s manual for the family planning-related clinical
Iaboratory procedures.}

There is-are no benefit limits on diagnostic laboratory services or radiology/other—»-
rayv—and-machine-test services that are performed as emergency services; and
approved by DHS or its designated vendor for payment as emergency services.

View or print contact information fo obtain the DHS or designaied vendor step-

bv-step process for reguesting extension of benefits.

Ih&eClalmSﬂmeeesﬂqg%ystem—aa%emm@aW&emdes—be%ﬂ%mm
services-supported-by-the-fellowing-ciagresis with the following primary diagnoses

are exempt from diagnostic laboratory services or radiology/other services benefit
limits:

a. Malignant Neoplasm (View ICD Codes:).
HIV disease and AIDS (View ICD Codes:);
Renal failure (View ICD Codes:);
Pregnancy* (View ICD Codes:). or

Dpioio Use Disorder (OUD) when ireated with Medication Assisted Treatment
(MAT). (View ICD OUD Codes.) Designated diagnostic iaboratory iests will be
exemp from the diagnostic laboratory services benefit limif when the diagnosis
is OUD. (View Laboratory and Screening Codes.)

a o o

@

*Obstetric (OB) ultrasounds and fetal non-stress tests haveare benefit limitse< _and are not

exempt from Exiension of Benefits request requirements. -(See Section 214.630 for

additional coverage information.)
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8D. Extension of benefit requests are considered for clients who require supportive treatment,
such as dialysis, radiation therapy, or chemotherapy; for maintaining life.

GE. Benefits may be extended for other conditions documented as medically necessary.

214.900 Procedures for Obtaining Extension of Benefits 2-4-087-1-

Y

A.___Nurse practitioners who perform diagnostic laboratory services or and-serayradiology/other
services within their scope of practice may request extension of benefits for those services
if the patient has exhausted the benefit limit.

1. Diagnostic laboratory services benefits are limited to five hundred dollars ($500) per
Staie Fiscal Year (SFY: Julv 1 through June 30) and radiology/other services
benefits are limited to five hundred dollars ($500) per SFY,

2 Radiology/other services include without limitation diagnostic X-rays, ultrasounds.
and electronic monitoring/machine iests. such as electrocardiograms (ECG or EKG).

o

Diagnestic laboratory services and radiclogv/other services defined as Essential
Health Benefiis by the U.S. Preventive Services Task Force (USPSTF are exempt
from counting toward either of the two new annual caps.

E. _Torequest an extension of benefits for diagnostic laboratory services andserayor

radiology/other services, use the following procedures.

214.210 Extension of Benefite for Diagnostic Laboratory and X- 8-4-247-1-
RayRadiology/Other Services 2z

[+

A The Medicaid Program’s diagnostic laboratory services benefit limit and radiology/other
services benefif limit each apply to the outpatient setting

Diagnostic laboratory services benefits are limited to five hundred dollars (8500 per
Staie Fiscal Year (SFY: Julv 1 through June 30). and radioloavi/cther services
benefits are limited to five hundred doliars ($500) per SFY.

2. Radiology/other services include without limitation diagnostic X-ravs, ulirasounds.
and electronic monitoring/machine tests. such as electrocardiograms (ECG or EKG).

AE. Requests for extension of benefits for diagnosiic laboratory services orand x-
rayradiology/other services must be submitted to DHS or its designated vendor.

View or print contact information to obtain the DHS or designated vendor step-bv-
step process for requesting extension of benefits.

1.  Requests for extension of benefits are considered only after a claim is filed and is
denied because the patient’s five-hundred-dollar$500 benefit limits for either

diagnostic laboratory services or radiclogv/other services are-is exhausted.

2. Submit with the request a copy of the Medical Assistance Remittance and Status
Report reflecting the claim’s denial for exhausted benefits. -Do not send a claim.

3. Diagnostic laboratorv services and radiologv/other services defined as Fssential
Health Benefits by the U.S. Preventive Services Task Force (USPSTF are exempi
from couniing foward either of the two new annual caps.

BLC. A request for extension of benefits must be received within ninety (90) calendar days of the
date of benefit limit denial.

D.  Additional information will be requested. as needed. to process a benefit extension
request. Reconsiderations of additionally requested information are not available. Failure
fo provide requested information within the specified time will result in a technical denial.
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E. Correspondence regarding benefit extension reguesis and requests for reconsideration of
denied benefit extension reguesis do not constitute documentation or proof of timely claim
filing.

214.920 Compietion of Reguest-Form DMS-671, “Request For Extension of 8-4-247-1-
Benefits for Clinical, Outpatient, Diagnostic Laboratory and X 24
RayRadiology/Other Services.”

g%

A, The Medicaid Proagram’s diaanostic laboratory services limit and radiology/other services
benefit limit each apply to the outpatient setting.

1 Diagnostic laboratory services benefits are limited to five hundred dollars ($500) per
State Fiscal Year (SFY: July 1 through June 30). and radiology/other services
benefits are limited fo five hundred dollars ($500) per SFY.

2. Radiology/other services include without limitation diagnostic X-rays, ultrasounds.
and electronic monitoring/machine tests. such as electrocardiograms (ECG or EKG).

3. Diaanostic laboratory services and radiology/other services defined as Essential
Health Benefits by the U.S. Preventive Services Task Force (USPETF) are exempt
from counting toward either of the two new annual caps.

B.  Requests for extension of benefits for Sclinical Sservices (such as Pphysician’s visits_or-
Nurse Practitioner visits), Qoutpatient Sservices (meaning. Hhospital Ooutpatient visits),
Ldiagnostic laboratory Sservices (meananqj i:laboratory 3Ftests) and FFay adiology/other
services : ——must be submitted
to DHS or iis deS|gnated vendor for con3|deratlon

View or print contact information to obtain the DHS or designated vendor step-by-
step process for requesting extension of benefits.

Consideration of requests for extension of benefits requires correct completion of all
fields on the “Request for Extension of Benefits for Clinical, Outpatient, Diagnostic
Laboratory. and »*-RayRadiology/Other Services” form (fForm DMS-671). -View or
print fForm DMS-671.

2. Complete instructions for accurate completion of {£orm DMS-671 (including
indication of required attachments) accompany the form. -All forms are listed and
accessible in Section V of each provider manual.

214.930 Documentation Reguirements 2-4-057-1-~

I3

A. The Medicaid Program’s diagnostic laboratory services benefit limit and radiology/cther
services benefit limit each apply to the outpatient setting.

1. Diagnostic iaboratory services benefits are limited fo five hundred doliars ($500) per
State Fiscal Year (SFY: July 1 through June 30). and radiology/other services
benefite are limited to five hundred dollars ($500) per SFY.

Radiology/other services include without limitation diagnostic X-rays, ultrasounds.
and electronic monitoring/machine tests. such as electrocardiograms (ECG or EKG)

N

Diagnostic laboratory se*'v ces and radiologyv/other services defined as Essential
Health Benefits by the U.S. Preveniive Services Task Force (USPETF) are exemp!
from counting foward either of the two new annual caps.

:(;.)

B. _ To request extension of benefits for any services with benefit limitsed-serdee, all
applicable records that support the medical necessity of extended benefits are required.

BC. Documentation requirements are as follows.

i Clinical records must:



Nurse Practitioner

Section Il

Be legible and include records supporting the specific request;
Be signed by the performing provider;

Include clinical, outpatient, andier emergency room records for dates of service
in chronological order;

Include related diabetic and blood pressure flow sheets;
Include a current medication list for the date of service;

Include the obstetrical record related to a current pregnancy when applicable;
anc

Include clinical indication for_diagnostic laboratory and x-rayradiology/other
services ordered with a copy of orders for diagnostic laboratory and -
rayradiologv/other services signed by the physician

Diagnostic Haboratory and radiology/ather reports must include:

a.

Clinical indication for diagnostic laboratory and xrayradiology/other services
ordered;

Signed orders for diagnostic laboratory and radiology/other services:
Results signed by the performing provider; and

Current and all previous ultrasound reports, including biophysical profiles and
fetal non-stress tests when applicable,
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TOC required

225.100 Diagnostic Laboratory and X-RayRadiology/Other Services $-4-207-1-
22

A. ___The Medicaid Program’s diagnostic laboratory services benefit limit and x—ay
radiology/other services benefit limits, each appliesy to the outpatient laboratory-servees;
setting.

“

1. fRadiology/other services: include without limitation diagnostic X-rays, ultrasounds.
and electronic monitoring or and-machine tests, {such as electrocardiograms_(ECG).

2. All benefit limits in this section are calculated per State Fiscal Year (SFY:: July 1
through June 30).

Diagnostic laboratory services and radiology/other services defined as Essential
Health Benefits by the U.S. Preventive Services Task Force (USPSTF) are exempt
from counting toward either of the two new annual caps.

w

View or print the essential health benefit procedure codes.

AB. Medicaid has-established a maximum paid-amount (benefit limitatiern) of five hundred

doliars ($500) per state-fiscalyear{tuly-1-through-Jure-30)SFY for diagnostic laboratory
services and five hundred dollars ($500) per SFY for radiology/other services, for

beneficiariesclientsaged twenty-one (21) and-olderyvears of ageferoutpatient-laberatory
i . o, :

1. There is-are no laboratory or -and-X-rayradiology/other benefit limits for beneficiaries
clients under age-twenty-one (21)_vears of age, except for the limitations on fetal
echography (ultrasound) and fetal non-stress tesis.

2. There is no benefit limit on professional components of laboratory: »~&y-0r
adiologv/other services and-machinetesis-for hospital inpatients _treatment.

3. There is no benefit limit on laboratory services related to family planning. -See
Section 292.552 for the family—planning-related clinical laboratory procedures
exempt from the laboratory services benefit limits.

4.  There is no benefit limit on laboratory: services or X-ray—and-mashine-
testradiologv/other services performed as emergency services.

BC. Extension-of—beneﬁt'requests are considered for medically necessary services.

1. Fhe-eClaims

sep%@pe;@@é%@iéﬂ@%ﬂﬂg—%%h any of the following primary
diagnoses are exempt from laboratory services or radiology/other benefit limits:

a.  Malignant neoplasm (View ICD Codes-):
HIV infection and AIDS (View ICD Codes:);
Renal failure (View ICD Codes:);
Pregnancy (View ICD Codes-). or

Opioid Use Disorder (OUD) when treated with Medication Assisted Treatment
(MAT] (View ICD OUD Codes:). Designated laboratory tests will be
auiomaticalh-overrddenexempt from the laboratory services benefit limit when
the diagnosis is Opieid-Use-DiserderQUD. (View Laboratory and Screening
Codes:).

2. Benefits may be extended for other conditions fe=based on documented reasons of
medical necessity. -Providers may request extensions of benefits according to
instructions in Section 229.100 of this manual.

© 20T
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229,100

Magnetic resonance imaging (MRI) is-services are exempt from the five-hundred-dollar

($500) outpatient laberatery-and-X-rav-annualradiologv/other benefit limit. -Medical
necessity for each MRI must be documented in the berefician’s-client’s medical record.

Cardiac catheterization procedures are exempt from the five-hundred-dollar ($500) ansua!
SFEY benefit limit (each) for outpatient laboratory services and X-rayfor radiology/other
services. -Medical necessity for each procedure must be documented in the beneficiaryis
client’s medical record.

8-9-247-1-

Extension of Benefits for Diagnostic Laboratory and X-
RayRadiology/Other, Physician Office, and Qutpatient Hospital
Services

Ny

The Medicaid Program’s diagnostic laboratory services and radiologv/other services

benefit limits apply to the outpatient setting.

1

Diagnostic laboratory services benefits are limited fo five hundred dollars ($500) per
State Fiscal Year (SFY: July 1 through June 303, and radiology/other services
benefits are limited to five hundred dollars (3500) per SFY.

2. Radiology/other services include without limitation diagnostic X-rays, ulirasounds.
and electronic monitoring/machine tests. such as electrocardiograms (ECG or EKG.

3. Diagnostic laboratory services and radioloay/other services defined as Essential
Health Benefits by the U.S. Preventive Services Task Force (USPSTF) are exempt
from counting toward either of the two new annual caps.

View or print the essential health benefit procedure codes.

Requests for extension of benefits for diagnostic laboratory, and-x-rayradiology/other,
physician office. and outpatient services must be submitted to Department of Human
Services (DHS) or its designated vendor.

View or print contact information fo obtain the DHS or desianated vendor step-by-

BC.

step process for extension of benefits.

1. Requests for extension of benefits are considered only after a claim is filed and is
denied because the patient’s benefit limits are exhausted.

2. Submit a copy of the Medical Assistance Remittance and Status Report reflecting the
claim’s denial for exhausted benefits with the request. -Do not send a claim.

A request for extension of benefits must be received within ninety (90) calendar days of the
date of the benefits-exhausted denial.

Additional information will be requested as needed to process a benefit extension request.

Reconsiderations of additionally reauested information are not availabie. Failure to provide
reguested information within the specified time will result in a technical denial.

Correspondence regarding benefit extension requests and requests for reconsideration of

A,

denied benefil exiension requests. does not constitute documentation or proaf of timelv
claim filing.

Completion of ReguestForm DMS-671, “Reguest Flor Extension of
Benefits for Clinical, Outpatient, Diagnostic Laboratory, and X-
RayRadiology/Other Services”

The Medicaid Program’s diagnostic laboratory services. and radiology/other services

benefit limits apply to the outpatient setting.

Section Il
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1. Diagnostic laboratory services benefits are limited to five hundred dollars (8500) per
State Fiscal Year (SFY: AJuly 1 through June 30), and radiology/other services
benefits are limited to five hundred dollars (3500) per SFY.

2. Radioloay/other services include without limitation diagnostic X-rays. ultrasounds.
and electronic monitoring or machine itests. such as elecirocardiograms (ECG or
EKG).

Diaanostic laboratory services and radiology/other services defined as Essential
Health Benefits by the U.S. Preventive Services Task Force (USPSTF) are exempt
from counting toward either of the two new annual caps.

0

B. _ Requests for extension of benefits for Gclinical Sservices (Pphysician's uvisits),
Ooutpatient sServices (Hhospital Soutpatient visits), diagnostic Haboratory Ssennces
(L:laboratorv ftitests) and }Q—Fay radiology/other services

= —must be submitted to DHS or |ts de&gnated vendor for

consnderation

View or print contact information to obtain the DHS or designated vendor step-by-
step process to complete reguest.

1. __Consideration of requests for extension of benefits requires correct completion of all
fields on the “Request for Extension of Benefits for Clinical, Outpatient, Diagnostic
Laboratory. and -RayRadiology/Other Services” form (fForm DMS-671). -View or
print fForm DMS-671.

2. Instructions for accurate completion of f£orm DMS-671 (including indication of
required attachments) accompany the form. -All forms are listed and accessible in
Section V of each Provider Manual.

229.120 Documentation Reguiremenis B T

A, The Medicaid Program’s diagnostic laboratory services and radiology/other services
benefit limits apply {o the ouipatient setting.

4

Diagnostic laboratory services benefits are limited to five hundred dollars ($500) per
State Fiscal Year (SFY: Auly 1 through June 30). and radiology/other services
benefits are limited to five hundred doliars ($500) per SEY.

Radioloay/other services include without limitation diagnostic X-rays. ultrasounds,
and elecironic monitorina/machine fests. such as electrocardiograms (ECG or EKG).

i_\J

3. Diagnostic laboratory services and radiology/other services defined as Essential
Health Benefits by the U.S. Preventive Services Task Force (USPSTF) are exempt
from counting toward either of the two new annual caps.

AB. To request extension of benefits for any benefit limited service, all applicable records that
support the medical necessity of extended benefits are required.

BC. Documentation requirements are as follows.

1. Clinical records must:
a. Be legible and include records supporting the specific request
b. Be signed by the performing provider;

C. Include clinical, outpatient. ane/or emergency room records_(as applicable) for
dates of service in chronological order;

Include related diabetic and blood pressure flow sheets;
Include a current medication list for the date of service;
f. Include the obstetrical record related to a current pregnancy (when applicable):
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and

a. Include clinical indication for diagnostic laboratory and xray-radiology/other
services ordered with a copy of orders for diagnostic laboratory and »

rayradiologv/other services signed by the physician,
2. Diagnostic laboratory and radiology/other reports must include:

a.  Clinical indication for diagnostic laboratory and x-rayradiology/other services
ordered;

b.  Signed orders for diagnostic laboratory and radiology/other services;
C: Results signed by the performing provider,_and

d.  Current and all previous ultrasound reports, including biophysical profiles and
fetal non-stress tests (when applicable).

[
h
L2t
ny
s

Process for Requesting Extended Therapy Services 8-4-247-1-

T3

A.  Requests for extended therapy services for bereficiaries-clients under age-twenty-one (21)
vears of age must be submitted to DHS or its designated vendor.

View or print contact information to obtain the DHS or designated vendor step-by-
step process for requesting extended therapy services.

The request must meet the medical necessity requirement, and adequate documentation
must be provided to support the request.

1. Requests for extended therapy services are considered only after a claim is denied
because a benefit is exceeded.

2. The request must be received within ninety (90) calendar days of the date of the
benefits-exceeded denial. -The count begins on the next working day after the date
of the Remittance and Status Report (RA) on which the benefits-exceeded denial
appears.

3. Submit a copy of the Medical Assistance Remittance and Status Report reflecting the
claim’s benefits-exceeded denial with the request. -Do not send a claim.

B.  Form DMS-671; (“Request for Extension of Benefits for Clinical, Outpatient, Diagnostic
Laboratory, and X-RayRadiology/Other Services”); must be utilized ferreguesteforwhen a
person is requesting extended therapy services. -View or print fForm DMS-871.
Consideration of requests requires correct completion of all fields on this form. -The
instructions for completion of this form are located on the back of the form. -The provider
must sign, include credentials, and date the request form. -An electronic signature is
accepted provided it complies with Arkansas Code Annotated §25-31-103. -All applicable
documentation that supports the medical necessity of the request should be attached.

C. DHS or its designated vendor will approve, deny, or ask for additional information within
thirty (30) calendar days of receiving the request. -Reviewers will simultaneously advise
the provider and the benrefisiar-client when a request is denied. -Approved requests will
be returned to the provider with information specific to the approval.

282,83 Biliing for Tissue Typing 2480871

ny

Qoone e
.=:4.!= LTATAC

0E 8680

A, GFETAuthorized procedure codes , T-E680E, 8881286842 86848,
88868 —enc-BBB2Z are payable for the-tissue typing. fer-both_for the donor and the
receiver.

B.  The tissue typing is subject to the following $560-annuablab-and-X-ray-benefit limit:;
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1

Diagnostic laboratory services benefits are limited to five hundred doliars ($500) per
State Fiscal Year (SFY: AJuly 1 through June 30).

4Z. Extensions will be considered for individuals who exceed the five-hundred-dollar
($500.00) arnuaHab-and-X-ray-benefit limit for diagnostic laboratory services.

23. Providers must request an extension.

C. Medicaid will authorize up to ten (10) tissue typing procedures to determine a match for an
unrelated donor for a bone marrow transplant.

D. A separate claim must be filed for the tissue typing.

E.  Claims for the donor must be forwarded to the Transplant Coordinator.
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TOC reguireo

214.300 Diagnostic Laboratory and X-RayRadiology/Other Services Fe-33-887 -
1-22

A, LDiagnostic laboratory services and X-rayradiology/other services provided by a podiatrist
will be included in the $580-pessiate-fiscalyear-benefit limits for outpatient diagnostic
laboratory services; and outpatient radiology/other services ard-machine-testsior
individualsagefor individuals fwenty-one (21) vears of age and over.

1. Diaanostic laboratory services benefits are limited to five hundred dollars ($500) per
Staie Fiscal Year (SFY: July 1 through June 30). and radiology/other services
benefits are limited to five hundred dollars ($3500) per SEY.

Radiclogy/other services include without limitation diagnostic X-rays, ulirasounds,
and electronic monitoring/machine tesis, such as electrocardiograms (ECG or EKG),

2]

Diagnostic laboratory services and radioioay/other services defined as Essential
Health Benefits by the U.S. Preventive Services Task Force (USPSTF) are exempt
from counting toward either of the two new annual caps.

View or print the essential health benefit procedure codes.

E.  -There isare no benefits limit for individuals under agetwenty-one (21) vears of age. except
for the limitations on fetal echography (ulirasound) and fetal non-stress fests.

C.  —Benefit extensions may be granted in cases of documented medical necessity.

. —Section 242.130 contains procedure codes payable for diagnostic laboratory and >

ravradiclogv/other services.

215.000 Extension of Benefits T

Benefit extensions may be reguested in the following situations:
A.  Extension of Benefits for Medical Visits;

Extensions of benefits may be requested for medical visits that exceed the two_(2)
visits per state-fiscal-yearState Fiscal Year (SFY:_ July 1 through June 30) for
individuals age-twenty-one (21) vears of age and over with documented medical
necessity provided along with the request.

B. Extension of Benefits for Diagnostic Laboratory and »~RayRadiology/Other Services;

[ Disgnostic laboratory services benefits are limited to five hundred dollars ($500) per
State Fiscal Year (8FY: July 1 through June 30), and radiology/other services
benefits are limited to five hundred dollars (8500) per SFY.

2 Radiologv/other services include without limitation diagnostic X-rays, ulirasounds,
and electronic monitoring/machine tests. such as elsctrocardiograms (ECG or EKG)

2. Diagnostic laboratory services and radiciogv/other services defined as Essential
Health Benefits by the U.S. Preveniive Services Task Force (USPSTE] are exempt
from counting foward either of the two new annual caps.

View or print the essential health benefit procedure codes.

34. Extension of the benefits limit for diagnostic laboratory and >—rayradiclogy/other
services may be granted for individuals age-twenty-one (21) vears of age and over
when documented to be medically necessary.
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extension of benefit requirements when the diagnosis is entered as the primary diagnosis:

C. NOFTE———The Arkansas Medicaid Program exempts the following diagnoses from the

-1.__Malignant Neoplasm (View ICD codes};

2.____HIV Infection, including AIDS {(View ICD codes); anc

4. rRenal failure (View ICD codes):-

4, FPregnancy (View ICD Codes); and

o

Opioid Use Disorder (QUD) when treated with Medication Assisted Treatment (MAT).
(View ICD OUD Codes) Designaied diagnostic laboratory tests will be exempt from
the diagnostic laboratory services benefit limit when the diagnosis is QUD. (View
Laboratory and Screening Codes).
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TOO required

214.000 Benefit Limits +4-4-067-1-
22

A Payments for portable X-ray services claims are applied to the laberatorrand-x-
rayradiology/other services benefit limit of five hundred dollars ($500-68) per-staie-fiscal
year State Fiscal Year (SFY: July 1 through June 30) ~Fhis-yearh-limitis-based-onthe
Shate-issayes——dub-thropshcire.

B. Diagnostic laboratory services and radiologv/other services defined as Essential Health
Benefits by the U.S. Preventive Services Task Force (USPSTF) are exempt from counting
toward either of the two new annual caps.

View or print the essential health benefit procedure codes.

BC. Beneficiaries under age-twenty-one (21) vears of age in the Child Health Services/Early
and Periodic Screening. Diagnostic and Treatment (EPSDT) Program, are-do not have
benefit limitsed for portable x-ray services.

214,100 Extension of Benefits for Portabie X-Rav Services S 71

134}

A The Medicaid Program's diagnostic laboratory services benefit limit. and radiclogy/cther
services benefit limit each apply o the outpatient setting.

4

Diagnostic laboratory services benefits are limited to five hundred dollars ($500) per
State Fiscal Year (8FY: July 1 through June 30). and radiologv/other services
benefits are limited o five hundred dollars ($500) per SFY.

b

2. Radiologv/other services include without limitation diagnostic X-ravs, uh asounds
and electronic monitoring/machine teste. such as electrocardiograms (ECG or EK

C)

j.

Diagnostic laboratory services and radiology/other services defined as Essential
Health Benefiis by the U.S. Preventive Services Task Force (USPSTFE] are exemp!
from counting toward either of the two new annual caps.

<,

View or print the essential health benefit procedure codes.

AB. Requests for extension of benefits for xPortable X-ray services must be submitted to DHS
or its designated vendor.

View or print DHS or its designated vendor contact information for extension of
benefits for x-ray services.

1. Requests for extension of benefits are considered only after a claim is filed and is
denied because the patient's benefit limits are exhausted.

2. Submit with the request a copy of the Medical Assistance Remittance and Status
Report reflecting the claim’s denial for exhausted benefits. -Do not send a claim.

iy
@]

Benefit extension requests must be received wuthln nmety (90) ca%endar days of the date of
the benef[ts exhausted denlai




Portable X-Ray Section |l

D. Additional information will be reguested as needed to process a benefit extension request.
Reconsiderations of additionally requested information are not available. Failure {o provide
requested information within the specified time will result in a technical denial.

=3 Correspondence regarding benefit extension reguests and requests for reconsideration of
denied benefit exiension requests. does not constitute documentation or proof of timely
claim filing.
214116 Compiletion of Form DMS-671, “Request For Extension of Benefits &4-247 -

B3

for Clinical, Outpatient, Diagnostic L.aboratory, and X- e
RayRadiology/Other Services”

A The Medicaid Program’s diagnostic laboratory services benefit limit and radiology/other
services benefit limit each apply to the outpatient setting.

4

i, Diagnostic laboratory services benefits are limited to five hundred dollars ($500) per
State Fiscal Year (SFY: Julv 1 through June 30). and radiology/other services
benefits are limited to five hundred dollars ($500) per SFY.

S

Radiology/other services include without limitation diagnostic X-rays. ulirasounds.
and electronic monitoring/machine tests. such as elecirocardiograms (ECG or EKG).

Diagnostic laboratory services and radiology/other services defined as Essential
Health Benefits by the U.S. Preventive Services Task Force (USPSTF) are exempt
from counting toward either of the two new annual caps.

w

BE.  Requests for extension of benefits for Sclinical Sservices (Pphysician’s Yvisits),
Ooutpatient Sservices (Hhospital Coutpatient visits), £diagnostic laboratory Sservices

(diagnostic laboratorv 1tests) and X—Fay radiology/other services-ray—Hirasound;
- - must be submitted to DHS or its designated

vendor.

View or print DHE or its designated vendor contact information for extension of
benefits for how to obtain information regarding submission processes —ARMCHor

Consideration of requests for extension of benefits requires correct completion of all
fields on the “Request for Extension of Benefits for Clinical, Outpatient, Diagnostic
Laboratory and X-RayRadiology Other Services” form (fForm DMS-671). -View or
print fFrorm DMS-671

2. Instructions for accurate completion of fform DMS- 671 (including indication of
required attachments) accompany the form. -All forms are listed and accessible in
Section V of each Provider Manual.

214.12C Documentation Reguirements for Extension of Benefits Request 44.4.067-1-
55

3%

A The Medicaid Program’s diagnostic laboratory services benefit limit and radioloav/other
services benefit limit each apply o the ouipatient setting

Diaanostic l[aboratory services benefits are limited to five hundred dollars ($500) per
State Fiscal Year (SFY: July 1 through June 30). and radiology/other services
benefiis are limited to five hundred dollars ($500) per SFY.

Radiologv/other services include without limitation diagnostic X-rays. ulirasounds.
and electronic monitoring/machine tests. such as electrocardiograms (ECG or EKG].

r

(3]

Diagnostic iaboratory services and radioloay/other services defined as Essential
Health Benefits by the U.S. Preventive Services Task Force (USPSTF) are exempt
from counting toward either of the two new annual caps.




Portable X-Ray Section Il

AB. To request extension of benefits for any benefitlimited-services with benefit limits, all
applicable records that support the medical necessity of extended benefits are required.

O

Documentation requirements are as follows.

4

1. Clinical records must:

Be legible and include records supporiing the specific request:

o

Be signed by the performing provider:

e

include clinical. ouipatient, and emergency room records for the dates of
service (in chronological order):

include related diabetic and blood pressure flow sheets:
include current medication list for the daies of service;
include obstetrical record related fo current preanancy: and

Include clinical indication for diagnostic laboratory and radiology/other services
ordered with a copy of orders for diagnostic laboratory and radiologv/other
services signed by the physician.

o e e

BZ. Radiology/other reports must include:

4z. Clinical indication for diagnostic laboratory and x~rayradiologv/other services
ordered;

2b.  Signed orders for diagnostic laboratory and radiology/other services:
3¢.  Results signed by the performing provider; and

4d.  Current and all previous ultrasound reports, including biophysical profiles and
fetal non-stress tests (when applicable).



Rehabilitative Hospital Section Il

TOC required

215.126 Benefit Extension Requests 8-4-247-1-
22

A The Medicaid Program’s diagnostic laboratory services benefit limit and radiology/other
services benefit imit each apply to the outpatient setting.

4

L Diagnostic laboratory services benefits are limited to five hundred dollars ($500) per
State Fiscal Year (SFY: July 1 through June 30), and radiclogy/other services
benefits are limited to five hundred doliars ($500) per SFY.

2. Radiology/other services include without limitation diagnostic X-rays. ultrasounds.
and electronic monitoring/machine tests. such as electrocardiograms (ECG or EKGL

(8]

Diagnostic laboratory services and radiology/other services defined as Essential
Health Benefits by the U.S. Preventive Services Task Force (USPSTF) are exempt
from counting toward either of the two new annual caps.

View or print the essential health benefit procedure codes.

AE. Requests to extend benefits for outpatient rehabilitative hospital visits. and-diagnostic

laboratory services. and X-rayradiology/other sewlces—mMHg—theseieLﬁe%a#m—stpess
tests-ancfetalultrasounds: must be mailed to DHS or its designated vendor.

—View or print contact information for how to submit the request.

Benefit extension requests are considered only after a claim has been filed and denied
because the benefit is exhausted.

EC. A copy of the Medical Assistance Remittance and Status Report reflecting the claim’s
denial for exhausted benefits must accompany the request for review. -Do not send a
claim.

<L. Additional information needed to process a benefit extension may be requested from the
provider. -Failures to provide requested additional information within the specified timeline
will result in technical denials, reconsiderations of which are not available.

BE. A benefit extension request must be received within ninety (90) calendar days of the date
of the benefits-exhausted denial.

EF. Correspondence regarding benefit extension requests and requests for reconsideration of
denied benefit extension requests does not constitute documentation or proof of timely

claim filing.
215.121 Reguest for Extension of Benefits for Clinical, Qutpatient, 4248447 -
Diagnostic L aboratory, and X-RayRadiology/Other Services. fForm i-22
DMS-67"
A.  The Medicaid Program'’s diagnosiic iaboratory services benefit limit. and radiology/other

services benefit limii each apply to the outpatient setting

Diagnostic iaboratory services benefits are limited to five hundred doliars ($500) per
State Fiscal Year (SFY: July 1 through June 30). and radiologv/other services
benefits are limited to five hundred dollars ($500) per SFY.

2. Radiologv/other services include without limitation diagnostic X-ravs. ultrasounds.
and electronic monitoring/machine tests. such as electrocardiograms (ECG or EKG).




Rehabilitative Hospital Section Il

~

3. Diagnostic laboratory services and radiology/other services defined as Essential
Health Benefits by the U.S. Preventive Services Task Force (USPSTF) are exempt
from counting toward either of the two new annual caps.

View or print the essential health benefit procedure codes.

AB. Consideration of requests for benefit extensions requires correct completion of all fields of
fForm DMS-671, “Request for Extension of Benefits for Clinical, Outpatient, Diagnostic
Laboratory. and %-RayRadiologv/Other Services.” -View or print fForm DMS-671.

BC. The request date and the signature of the provider’s authorized representative are required
' on the form. -SBoth stamped and electronic signatures are accepted.

CD. Dates of service must be listed in chronological order on fForm DMS-671. -When
requesting benefit extension for more than four (4) encounters, use a separate form for
each set of feurencounters.

DE. Enter a valid ICD diagnosis code and brief narrative description of the diagnosis.

EF. Enter a valid revenue code or e-cRPFerHCSRCES-procedure code (and modifiers, when
applicable) and a brief narrative description of the procedure.

EG. Enter the number of units of service requested under the extension.
15.122 Documentation Reguirementis 2-4-087-1-
22

A The Medicaid Program’s diagnostic laboratory services benefit limit and radiology/other
services benefit limit each apply to the outpatient setting.

Diaanostic laboratorv services benefits are limited to five hundred doliars (§500) per
State Fiscal Year (SFY: July 1 through June 30). and radiclogy/other services
benefits are limited 1o five hundred dollars {3500) per SEY.

2. Radioloav/other services include without limitation diagnostic X-rays. ultrasounds,
and electronic monitoring or machine tesis. such as elecirocardiograms (ECG or
EKG.

3 Diaanosiic laboratory services and radiology/other services defined as Essentiial
Health Benefits by the U.S. Preventive Services Task Force (USPETF) are exempl
from counting toward either of the two new annual caps.

E.  Records supporting the medical necessity of extended benefits must be submitted with

benefit extension requests.

AC. Clinical records must:

Be legible and include records supporting the specific request:
Be signed by the performing provider:

Include clinical, outpatient, and/er emergency room records for {he dates of service
(in chronological order};

Include related diabetic and blood pressure flow sheets;
Include current medication list for date of service;

Include the obstetrical record related to current pregnancy (ifwhes applicable): anc

=y e o

Include clinical indication for diagnostic laboratory and X~ayradiology/other services
ordered with a copy of orders for_diagnostic laboratory and X-rayradiology/other
services signed by the physician

BD. Diagnostic klaboratory and radiology/other reports must include:



Rehabilitative Hospital Section Il

™
P

A.

1. Clinical indication for diagnostic laboratory and »-rayradiology/other services
ordered:

Signed orders for diagnostic laboratory and radiology/other services:;
Results signed by the performing provider,_and

Current and all previous ultrasound reports, including biophysical profiles and fetal
non-stress tests when-if applicable.

Process for Requesting Extended Therapy Services for 8-4-217-1-
Beneficiaries Under Twenty-One Age{21) Years of Age 22

Requests for extended therapy services for beneficiaries under age-twenty-one (21) vears
of age must be submitted to DHS or its designated vendor.

View or print contact information for how to submit the request.

B.

C.

The request must meet the medical necessity requirement, and adequate documentation
must be provided to support this request.

1. Requests for extended therapy services are considered only after a claim is denied
due to regular benefits exceeded.

2. The request must be received within ninety (90) calendar days of the date of the
benefits-exceeded denial. -The count begins on the next working day after the date
of the Remittance and Status Report (RA) on which the benefits-exceeded denial
appears.

3. Submit a copy of the Medical Assistance Remittance and Status Report reflecting the
claim’s benefits-exceeded denial with the request. -Do not send a claim.

Form DMS-671- “Request for Extension of Benefits for Clinical, Outpatient, Diagnostic
Laboratory, and *-RayRadioloay/Other Services”, must be utilized for requests for
extended therapy services. View or print fForm DWMS-67 1. Consideration of requests
requires correct completion of all fields on this form. The instructions for completion of this
form are located on the back of the form. The provider must sign, include credentials. and
date the request form. An electronic signature is accepted, provided it complies with
Arkansas Code Annotated §25-31-103. All applicable documentation that supports the
medical necessity of the request must be attached.

DHS or its designated vendor will approve, deny, or ask for additional information within
thirty (30) calendar days of receiving the request. Reviewers will simultaneously advise the
provider and the beneficiary when a request is denied. Approved requests will be returned
to the provider with an authorization number.



Rural Health Clinic Section Il

TOC reguired

218.3 Reguest for Extension of Benefits for Clinical, Outpatient, 4216147~
Diagnostic Laboratory, and X-RayRadiologv/Other Services, fFform 122
DMS-671

A The Medicaid Proaram’s diagnostic laboratory services benefit limit and radiclogv/other
services benefit limit each apply to the outpatient setting.

1 Diagnostic laboratory services benefits are limited to five hundred dollars ($500) per
State Fiscal Year (SFY: July 1 through June 30). and radiology/other services
benefite are limited to five hundred doliars ($500) per SFY.

1A

Radiology/other services inciude without limitation diagnostic X-rays, ulirasounds,
and electronic monitoring or machine tests. such as electrocardiograms (ECG or
EKG.

Diagnostic laboratory services and radiology/other services defined as Essential
Health Benefits by the U.S. Preventive Services Task Force (USPSTF) are exempt
from counting toward either of the two new annual caps.

o

View or print the essential health benefit procedure codes.

ABE. Benefit extension requests will be considered only when the provider has correctly
completed all applicable fields of the “Request for Extension of Benefits for Clinical,
Outpatient, Diagnostic Laboratory, and *-RayRadiology/Other Services;” form_(Form
DMS-671). -View or print fForm DMS-B71.

BC. The date of the request and the signature of the provider's authorized representative are
required on the form. -Stamped and electronic signatures are accepted.

SL. Dates of service must be listed in chronological order on fForm DMS-671. -When
requesting benefit extension for more than four (4} encounters, use a separate form for
each set of fourencounters.

DE. Enter avalid ICD diagnosis code and a brief narrative description of the diagnosis.
EF. Enter the revenue code, modifier(s) when applicable and the applicable nomenclature.
EG. Enter the number of units (encounters) requested under the extension.

g
4
=a)
£
Jut;
2

Documeniation Reguirements 2-4-057-1-
22

The Medicaid Program’s diagnostic laboratory services benefit limit and radiology/other
services benefit limii each applv io the outpatient setfing.
Diaanosiic laboratory services benefiis are limited to five hundred dollars ($500) pe!
State Fiscal Year (SFY: July 1 through June 30}, and radiology/other services
benefits are limited to five hundred dollars ($500) per SEY.

T

2. Radiologyv/other services include without limitation diagnostic X-rays. ultrasounds,
and electronic monitorino/machine tests, such as electrocardiograms (ECG or EKG).

B Diagnostic laboratory services and radiology/other services defined as Essential
Health Benefits by the U.S. Preventive Services Task Force (USPSTF) are exempi
from counting toward either of the two new annual caps.




Rural Health Clinic Section Il

E. _ Records supporting the medical necessity of extended benefits must be submitted with

benefit extension requests and requests for reconsideration of denied benefit extension
reguests.

»
e}

Clinical records must;

1. Be legible and include records supporting the specific request:
2.  Be signed by the performing provider;

w

Include clinical, outpatient, and/er emergency room records for dates of service in
chronological order:

Include related diabetic and blood pressure flow sheets:
Include current medication list for date of service;
Include obstetrical record related to current pregnancy when applicable;_and

e oy b

Include clinical indication for diagnostic laboratory and »rayradiology/other services
ordered with a copy of orders for diagnostic laboratory and X-—+ayradiology/other
services signed by the physician,

BD. Diagnostic klaboratory and radiology/other reports must include:

Clinical indication for diagnostic laboratory and x-rayradiology/other services ordered;
Signed orders for_diagnostic laboratory and radiology/other services:
Results signed by the performing provider;_and

i R

Current and all previous ultrasound reports, including biophysical profiles, and fetal
non-stress tests (ifwhen applicable)



Occupational Therapy, Physical Therapy, and Speech-Language Pathology Section Il

TOC nof required

216.360 Process for Requesting Extended Therapy Services 7-1-4822

A. Requests for extended therapy services for beneficiaries under agetwenty-one (21) years
of age and adults receiving services in an Adult Developmental Day Treatment (ADDT)
must be sent to Arkansas Medicaid’'s Quality Improvement Vendor (QIO). -View or print
the QIO contact information. -The request must meet the medical necessity requirement,
and adequate documentation must be provided to support this request.

1. Requests for extended therapy services are considered only after a claim is denied
because a benefit is exceeded.

2.  The request must be received by the QIO within ninety (90) calendar days of the date
of the benefits-exceeded denial. -The count begins on the next working day after the
date of the Remittance and Status Report (RA) on which the benefits-exceeded
denial appears.

3. Submit with the request a copy of the Medical Assistance Remittance and Status
Report reflecting the claim’s benefits-exceeded denial. -Do not send a claim.

4.  The QIO will not accept requests sent via electronic facsimile (FAX) or e-mail.

B. Form DMS-671, “Request for Extension of Benefits for Clinical, Outpatient, Diagnostic
Laboratory, and X-RayRadiology/Other Services”, must be utilized for requests for
extended therapy services. -View or print fFform DMS-671. -Consideration of requests
requires correct completion of all fields on this form. -The instructions for completion of this
form are located on the back of the form. -The provider must sign, including credentials,
and date the request form. -An electronic signature is accepted. provided it is-#
semphanreecomplies with Arkansas Code Annotated §25-31-103. -All applicable
documentation that supports the medical necessity of the request should be attached.




Visual Care Section i

TOC reguired

216.210 Compiletion of Form DMS-671, “Request For Extension of Benefils 842471~
for Clinical, Outpatient, Diagnostic Laboratory, and % 22

RavRadiolegy/Other Services”

A The Medicaid Program’s diagnostic [aboratory services benefit limii and radiology/other
services benefit limit each applv {o the outpatient setting,

1. Diagnostic laboratory services benefits are limited to five hundred dollars ($500) per
State Fiscal Year (SFY: Julv 1 through June 30}, and radiologvy/other services
benefits are limited to five hundred doliars ($500) per SFY.

1)

Radioloav/other services include without limitation diagnostic X-rays. ultrasounds,
and electronic monitoring/machine tests. such as elecirocardiograms (ECG or EKG).

2

Diagnostic laboratory services and radiologv/other services defined as Essential
Health Benefits by the U.8. Preveniive Services Task Force (USPSTF) are exempt
from counting toward either of the two new annual caps.

View or print the essential health benefit procedure codes.

E.  Requests for extension of benefits for Sclinical Sservices (Bphysician's Yvisits)
Qoutpatient Sservices (Hhospital Soutpatient wsnts) diagnostic £laboratory Sservices
(klaboratory Tests), and »-rayradiologv/other services Liray—lirasound Electronic
Monitorng-EEGEKG-—ste-must be submitted to DHS or its designated vendor for

consideration.

View or print contact information to obtain instructions for submitiing the request.

Requests for extension of benefits requires correct completion of all fields on the

“Request for Extension of Benefits for Clinical, Outpatient, Diagnostic Laboratory.

and *-RayRadiology/Other Services” form (fFrorm DMS-671). View or print Form
DMS-671form.

2. Instructions for accurate competition of {form DMS-671 (including indication
of required attachments) accompany the fForm. -All forms are listed and
accessible in Section V of each provider manual.

216.22( Documentation Reguirements ; 2-4-087-1-
22
A, The Medicaid Program's diagnostic laboratory services benefit limit and radiology/other

services benefit limit each apply to the outpatient setting.

1 Diagnostic laboratory services benefits are limited to five hundred dollars ($500) per
Staie Fiscal Year (8FY: Julv 1 through June 30), and radioclogy/other services
benefits are limited to five hundred dollars (3500} per SFY

2 Radiology/other services include without limitation diagnosiic X-ravs. ulirasounds,
and electronic moniioring/machins iests. such as electrocardiograms (ECG or EKG).

Diagnostic laboratory services and radiology/other services den ned as Essential
Health Benefits by the U.S. Preventive Services Task Force (USPSTF) are exempt
from couniing toward either of the iwo new annual caps.

e

AB. To request extension of benefits for any benefit-imited-serviceg with benefit limits, all
applicable records that support the medical necessity of extended benefits are required.

EC. Documentation requirements are as follows.



Visual Care

Section Il

Clinical records must:

@ "o a

Be legible and include records supporting the specific request;
Be signed by the performing provider;

Include clinical, outpatient, and/er emergency room records for dates of service
in chronological order;

Include related diabetic and blood pressure flow sheets:
Include current medication list for date of service;
Include the obstetrical record related to the current pregnancy; and

Include clinical indication for diagnostic laboratory and x-rayradiclogyv/other
services ordered with a copy of orders for diagnostic laboratory and »
ravradiology/other services signed by the physician,

Diagnostic klaboratory and radiology/other reports must include:

a.

Clinical indication for diagnostic laboratory and »rayradiology/other services
ordered:;

Signed orders for diagnostic laboratory and radiology/other services;
Results signed by performing provider;, and

Current and all previous ultrasound reports, including biophysical profiles and
fetal non-stress tests,



STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 3.1-A

MEDICAL ASSISTANCE PROGRAM Page If
STATE ARKANSAS
AMOUNT, DURATION, AND SCOPE OF
SERVICES PROVIDED Revised: July 1, 2022
CATEGORICALLY NEEDY
3. Other Diagnostic Laboratory or Radiology/Other Services

Other medically necessary diagnostic laboratory or radiology/other services are covered when ordered and provided under the direction of a
physician or other licensed practitioner of the healing arts within the scope of his or her practice, as defined by State law in the practitioner's
office or outpatient hospital setting or by a certified independent laboratory which meets the requirements for participation in Title XVIIL

Diagnostic laboratory services benefits are limited to five hundred dollars ($500) per State Fiscal Year (SFY, July 1 — June 30), and
radiology/other services benefits are separately limited to five hundred dollars (§500) per SFY. Radiology/other services include, but
are not limited to, diagnostic X-rays, ultrasounds, and electronic monitoring/machine tests, such as electrocardiograms (ECG or EKG).

Extensions of the benefit limit for recipients twenty-one (21) years of age or older will be provided through prior authorization, if medically
necessary. The five hundred dollars ($500) per SFY diagnostic laboratory services benefit limit, and the five hundred dollars (3500) per
SFY radiology/other services benefit limit, do not apply to services provided to recipients under twenty-one (21) years of age enrolled in the
Child Health Services/Early and Periodic Screening, Diagnostic and Treatment (EPSDT) Program.

(1)

)

(6)

The following diagnoses are specifically exempt from the five hundred dollars ($500) per SFY diagnostic laboratory
services benefit limit, and the five hundred dollars ($500) per SFY radiology/other services health benefit limits: (a)
Malignant neoplasm; (b) HIV infection; and (c) renal failure. The cost of related diagnostic laboratory services, and
radiology/other services will not be included in the calculation of the recipient’s five hundred dollars ($500) per SFY
diagnostic laboratory services benefit limits or the five hundred dollars (8500) per SFY radiology/other services health
benefit limits.

Essential health benefit services as defined by the U.S. Preventive Services Task Force (USPSTF) are specifically
exempt from the applicable limits.

Drug screening will be specifically exempt from the five hundred dollars ($500) per SFY diagnostic laboratory services
health benefit limit when the diagnosis is for Opioid Use Disorder (OUD), and the screening is ordered by an X-DEA-
waivered provider as part of a Medication Assisted Treatment (MAT) plan. The cost of these screenings will not be
included in the calculation of the recipient’s five hundred dollars ($500) diagnostic laboratory services health benefit limit.

Magnetic Resonance Imaging (MRI) and Cardiac Catheterization procedures are specifically exempt from the five hundred
dollars ($500) per SFY outpatient diagnostic laboratory services benefit limit or the five hundred dollars ($500) per
SFY radiology/other services health benefit limits. The cost of these procedures will not be included in the calculation of
the recipient’s five hundred dollars ($500) per SFY diagnostic laboratory services benefit limit, or the recipient’s five
hundred dollars ($500) per SFY radiology/other services health benefit limits.

Portable X-Ray Services are subject to the five hundred dollars ($500) per SFY radiology/other services benefit limit.
Extensions of the benefit limit for recipients twenty-one (21) years of age or older will be provided through prior
authorization, if medically necessary. Services may be provided to an eligible recipient in their place of residence upon the
written order of the recipient's physician. Portable X-ray services are limited to the following:

a. Skeletal films that involve arms and legs, pelvis, vertebral column, and skull;
b. Chest films that do not involve the use of contrast media; and
c: Abdominal films that do not involve the use of contrast media.

Two (2) chiropractic X-rays are covered per SFY. Chiropractic X-Ray Services are subject to the five hundred dollars
($500) benefit limit per SFY for radiology/other services. Extensions of the radiology/other services benefit limit for
recipients twenty-one (21) years of age or older will be provided through prior authorization, if medically necessary.

TN: 22-0003 Approved: Effective: 07/01/2022
Supersedes: 20-0013



STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 3.1-B

MEDICAL ASSISTANCE PROGRAM Page 2f
STATE ARKANSAS
AMOUNT, DURATION, AND SCOPE OF
SERVICES PROVIDED Revised: July 1, 2022
MEDICALLY NEEDY
3. Other Diagnostic Laboratory or Radiology/Other Services

Other medically necessary diagnostic laboratory or radiology/other services are covered when ordered and provided under the direction of a
physician or other licensed practitioner of the healing arts within the scope of his or her practice as defined by State law in the practitioner's
office or outpatient hospital setting or by a certified independent laboratory which meets the requirements for participation in Title X VIII.

Diagnostic laboratory services benefits are limited to five hundred dollars ($500) per State Fiscal Year (SFY, July 1-June 30), and
radiology/other services benefits are limited to five hundred dollars (8500) per SFY. Radiology/other services include, but are not
limited to, diagnostic X-rays, ultrasounds, and electronic monitoring/machine tests, such as electrocardiograms (ECG or EKG).

Extensions of the benefit limit for recipients twenty-one (21) years of age or older will be provided through prior authorization, if medically
necessary. The five hundred dollars ($500) per SFY diagnostic laboratory services benefit limit, and the five hundred dollars ($500) per
SFY radiology/other services benefit limit, do not apply to services provided to recipients under twenty-one (21) years of age enrolled in the
Child Health Services/Early and Periodic Screening, Diagnostic and Treatment (EPSDT) Program.

(1)

3)

(4)

(6)

The following diagnoses are specifically exempt from the five hundred dollars ($500) per SFY diagnostic laboratory
services benefit limit, and the five hundred dollars ($500) per SFY radiology/other services health benefit limits: (a)
Malignant neoplasm; (b) HIV infection; and (c) renal failure. The cost of related diagnostic laboratory services and
radiology/other services will not be included in the calculation of the recipient’s five hundred dollars ($500) per SFY
diagnostic laboratory services benefit limit or the five hundred dollars ($8500) per SFY radiology/other services health
benefit limit.

Drug screening will be specifically exempt from the five hundred dollars ($500) per SFY diagnostic laboratory services
health benefit limit when the diagnosis is for Opioid Use Disorder (OUD), and the screening is ordered by an X-DEA-
waivered provider as part of a Medication Assisted Treatment (MAT) plan. The cost of these screenings will not be
included in the calculation of the recipient’s five hundred dollars ($500) diagnostic laboratory or radiology/other services
health benefit limits.

Essential health benefit services as defined by the U.S. Preventive Services Task Force (USPSTF) are specifically
exempt from the applicable limits.

Magnetic Resonance Imaging (MRI) and Cardiac Catheterization procedures are specifically exempt from the five hundred
dollars ($500) per SFY outpatient diagnostic laboratory services benefit limit or five hundred dollars (8500) per SFY
radiology/other services health benefit limit. The cost of these procedures will not be included in the calculation of the
recipient’s five hundred dollars ($500) per SFY diagnostic laboratory services benefit limit or the recipient’s five
hundred dollars ($500) per SFY radiology/other services health benefit limit.

Portable X-Ray Services are subject to the five hundred dollars ($500) per SFY X-ray services benefit limit. Extensions of
the benefit limit for recipients twenty-one (21) years of age or older will be provided through prior authorization, if
medically necessary. Services may be provided to an eligible recipient in their residence upon the written order of the
recipient's physician. Portable X-ray services are limited to the following:

a. Skeletal films that involve arms and legs, pelvis, vertebral column, and skull;
b. Chest films that do not involve the use of contrast media; and
c. Abdominal films that do not involve the use of contrast media.

Two (2) chiropractic X-rays are covered per SFY. Chiropractic X-Ray Services are subject to the five hundred dollars
($500) benefit limit per SFY for radiology/other services. Extensions of the radiology/other services benefit limit for
recipients twenty-one (21) years of age or older will be provided through prior authorization, if medically necessary.

4.a. Nursing Facility Services - Not Provided

TN: 22-0003 Approved: Effective:07/01/2022
Supersedes TN: 20-0013



Ambulatory Surgical Center Section

TOC required

215.110 Benefit Limits for Diagnostic Laboratory and Radiclogy/Othe: 7122
Services

A.  Both diagnostic laboratory and radiology/other services in all settings, including ASCs, are
subject to a benefit limit.

1. Diagnostic laboratory services benefits are limited to five hundred dollars ($500) per
State Fiscal Year (SFY: July 1 through June 30), and radiology/other services
benefits are limited to five hundred dollars ($500) per SFY.

2. Radiology/other services include without limitation diagnostic X-rays, ultrasounds,
and electronic monitoring/machine tests, such as electrocardiograms (ECG or EKG).

3. Diagnostic laboratory services and radiology/other services defined as Essential
Health Benefits by the U.S. Preventive Services Task Force (USPSTF) are exempt
from counting toward either of the two new annual caps.

View or print the essential health benefit procedure codes.

B.  Magnetic resonance imaging (MRI) services are exempt from the radiology/other services
benefit limit per SFY.

C. Individuals under twenty-one (21) years of age are not subject to the diagnostic laboratory
services benefit limit or to the radiology/other services benefit limit, except for the
limitations on fetal echography (ultrasound) and fetal non-stress tests.
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A.  The Medicaid Program’s diagnostic laboratory services benefit limit and radiology/other
services benefit limit each apply to the outpatient setting.

1. Diagnostic laboratory services benefits are limited to five hundred dollars ($500) per
State Fiscal Year (SFY: July 1 through June 30), and radiology/other services
benefits are limited to five hundred dollars ($500) per SFY.

2. Radiology/other services include without limitation diagnostic X-rays, ultrasounds,
and electronic monitoring/machine tests, such as electrocardiograms (ECG or EKG).

B.  Requests to extend benefits for outpatient visits, diagnostic laboratory services, and
radiology/other services must be submitted to DHS or its designated vendor.

View or print contact information for how to obtain information regarding
submission processes.

Benefit extension requests are considered only after a claim has been filed and denied
because the benefit is exhausted.

C.  Submit with the request a copy of the Medical Assistance Remittance and Status Report
reflecting the claim’s denial for exhausted benefits. Do not send a claim.

D.  Additional information will be requested as needed to process a benefit extension request.
Failures to provide requested additional information within the specified timeline will result
in technical denials. Reconsiderations for technical denials are not available.

E.  Benefit extension requests must be received within ninety (90) calendar days of the date of
the benefits-exhausted denial.
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F.

Correspondence regarding benefit extension requests and requests for reconsideration of
denied benefit extension requests does not constitute documentation or proof of timely
claim filing.

Request for Extension of Benefits for Clinical, Outpatient, T-1-22
Diagnostic Laboratory and Radiology/Other Services, Form DMS-
671

The Medicaid Program’s diagnostic laboratory services benefit limit and radiology/other
services benefit limit each apply to the outpatient setting.

1.  Diagnostic laboratory services benefits are limited to five hundred dollars ($500) per
State Fiscal Year (SFY: July 1 through June 30), and radiology/other services
benefits are limited to five hundred dollars ($500) per SFY.

2. Radiology/other services include without limitation diagnostic X-rays, ultrasounds,
and electronic monitoring or machine tests, such as electrocardiograms (ECG or
EKG).

3.  Diagnostic laboratory services and radiology/other services defined as Essential
Health Benefits by the U.S. Preventive Services Task Force (USPSTF) are exempt
from counting toward either of the two new annual caps.

View or print the essential health benefit procedure codes.

Benefit extension requests will be considered only when the provider has correctly
completed all applicable fields of the “Request for Extension of Benefits for Clinical,
Outpatient, Diagnostic Laboratory, and Radiology/Other Services” Form DMS-671. View
or print form DMS-671.

The date of the request and the signature of the provider's authorized representative are
required on the form. Stamped or electronic signatures are accepted.

Dates of service must be listed in chronological order on Form DMS-671. When requesting
benefit extensions for more than four (4) procedures, use a separate form for each set of
procedures.

Enter a valid ICD diagnosis code and a brief narrative description of the diagnosis.

Enter a valid procedure code or revenue code, modifier(s) when applicable and a brief
narrative description of the procedure.

Enter the number of units of service requested under the extension.

Documeniation Requirements 7-1-22
The Medicaid Program'’s diagnostic laboratory services benefit limit and radiology/other
services benefit limit each apply to the outpatient setting.

1. Diagnostic laboratory services benefits are limited to five hundred dollars ($500) per
State Fiscal Year (SFY: July 1 through June 30), and radiology/other services
benefits are limited to five hundred dollars ($500) per SFY.

Radiology/other services include without limitation diagnostic X-rays, ultrasounds,
and electronic monitoring/machine tests, such as electrocardiograms (ECG or EKG).

ho

Records supporting the medical necessity of extended benefits must be submitted with
benefit extension requests.

Clinical records must:

1.  Be legible and include records supporting the specific request;
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Be signed by the performing provider;

Include clinical, outpatient, or emergency room records for dates of service in
chronological order;

Include related diabetic and blood pressure flow sheets:
Include current medication list for date of service:
Include obstetrical records related to current pregnancy (when applicable); and

Include clinical indication for diagnostic laboratory and radiology/other services that
are ordered with a copy of orders for diagnostic laboratory and radiology/other
services signed by the physician.

D.  Laboratory and radiology/other reports must include:

1
2.
3.
4

Clinical indication for diagnostic laboratory and radiology/other services ordered:;
Signed orders for diagnostic laboratory and radiology/other services:
Results signed by the performing provider; and

Current and all previous ultrasound reports, including biophysical profiles and fetal
non-stress tests (when applicable).
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212.000 Coverage of Chiropractic Services 7127
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Chiropractic services must be administered by a licensed chiropractor, meeting minimum
standards promulgated by the Secretary of Health and Human Services under Title XVIII of
the Social Security Act. Manipulation of the spine for the treatment of subluxation is the
only chiropractic service covered by Medicaid.

B. Benefits.

1.  Benefits are not limited for beneficiaries under twenty-one (21) years of age (in the
Child Health Services/Early and Periodic Screening, Diagnostic and Treatment
(EPSDT) Program), except for the limitations on fetal echography (ultrasound) and
fetal non-stress tests.

2. Medicaid covers chiropractic services for beneficiaries twenty-one (21) years of age
and older, with a benefit limit of twelve (12) visits per State Fiscal Year (SFY: July 1
through June 30).

3. Two (2) chiropractic X-rays per SFY are covered by Medicaid. However, an X-ray is
not required for treatment.

4.  Chiropractic X-rays count against the five-hundred-dollar per SFY radiology/other
services benefit limit.

Radiology/other services include without limitation diagnostic X-rays, ultrasounds,
and electronic monitoring/machine tests, such as electrocardiograms (ECG or EKG).

5. The radiology/other services benefit may be extended when medically necessary
(see Section 214.000). All X-rays and documentation must be kept in the
beneficiary’s medical record for a period of five (5) years for audit purposes.
Chiropractic services may be provided in the provider's office, the patient's home, a
nursing home, or another appropriate place.

C. For beneficiaries who are eligible for Medicare and Medicaid, see Section | of this manual
for additional coinsurance and deductible information. See Sectior [ii for instructions on
filing joint Medicare/Medicaid claims.

214.110 Completion of Form DMS-671, “Request For Extension of Benefits 7-1-22
for Clinical, Outpatient, Diagnostic Laboratory, and Radiclogy/Other
Services”

A.  The Medicaid Program’s diagnostic laboratory services benefit limit and radiology/other
services benefit limit each apply to the outpatient setting.

1. Diagnostic laboratory services benefits are limited to five hundred dollars ($500) per
State Fiscal Year (SFY: July 1 through June 30), and radiology/other services
benefits are limited to five hundred dollars ($500) per SFY.

2. Radiology/other services include without limitation diagnostic X-rays, ultrasounds,
and electronic monitoring/machine tests, such as electrocardiograms (ECG or EKG).

3.  Diagnostic laboratory services and radiology/other services defined as Essential
Health Benefits by the U.S. Preventive Services Task Force (USPSTF) are exempt
from counting toward either of the two new annual caps.

View or print the essential health benefit procedure codes.

B. Requests for extension of benefits for clinical services (physician’s visits), outpatient
services (hospital outpatient visits), laboratory services (diagnostic laboratory tests), and
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radiology/other services must be submitted to DHS or its designated vendor for
consideration.

View or print contact information to obtain the DHE or designated vendor step-bv-
step process for requesting extension of benefits.

Consideration of requests for extension of benefits requires correct completion of all fields
on the “Request for Extension of Benefits for Clinical, Outpatient, Diagnostic Laboratory,
and Radiology/Other Services: form (Form DMS-671). View or print form DMS-671.

Complete instructions for accurate completion of Form DMS-671 (including indication of
required attachments) accompany the form. All forms are listed and accessible in
Section V of each Provider Manual.

b 0 B Ly

214120 Documentation Reguirements for Benefit Extension Requests ~-da

A.  The Medicaid Program'’s diagnostic laboratory services benefit limit and radiology/other
services benefit limit each apply to the outpatient setting.

1. Diagnostic laboratory services benefits are limited to five hundred dollars ($500) per
State Fiscal Year (SFY: July 1 through June 30), and radiology/other services
benefits are limited to five hundred dollars ($500) per SFY.

2. Radiology/other services include without limitation diagnostic X-rays, ultrasounds,
and electronic monitoring/machine tests, such as electrocardiograms (ECG or EKG).

3. Diagnostic laboratory services and radiology/other services defined as Essential
Health Benefits by the U.S. Preventive Services Task Force (USPSTF) are exempt
from counting toward either of the two new annual caps.

B.  To request extension of benefits for any services with benefit limits, all applicable records
that support the medical necessity of extended benefits are required.

C. Documentation requirements include the following:

1. Clinical records must:
a. Be legible and include records supporting the specific request;
b.  Be signed by the performing provider;

C. Include clinical, outpatient, and emergency room records for dates of service in
chronological order

Include related diabetic and blood pressure flow sheets;
Include a current medication list for the date of service;
Include obstetrical record related to current pregnancy; and

Include clinical indication for diagnostic laboratory and radiology/other services
ordered with a copy of orders for laboratory and radiology/other services signed
by the physician.
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2. Diagnostic laboratory and radiology/other reports must include:

a. Clinical indication for diagnostic laboratory and radiology/other services
ordered;

b.  Signed orders for diagnostic laboratory and radiology/other services;
C. Results signed by the performing provider; and

Current and all previous ultrasound reports, including biophysical profiles and
fetal non-stress tests.

242,100 Procedure Codes 7-1-22
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The procedure codes for billing chiropractic services are in the link below.

View or print the procedure codes for Chirepractic services.

A.  *Authorized procedure codes must be used when filing claims for chiropractic X-rays.

B.  Chiropractic X-rays are limited to two (2) per State Fiscal Year (SFY: July 1 through June
30). This service counts against the five-hundred-dollar per SFY (per beneficiary)
radiology/other services benefit limit.

C. Radiology/other services include without limitation diagnostic X-rays, ultrasounds, and
electronic monitoring/machine tests, such as electrocardiograms (ECG or EKG).
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213.400 Diagnostic Laborafory and Radiology/Other Services 7-1-22
The Medicaid Program's diagnostic laboratory and radiology/other services have benefit limits
that apply to outpatient services.

A.  Diagnostic laboratory services benefits are limited to five hundred dollars ($500) per State
Fiscal Year (SFY: July 1 through June 30), and radiology/other services benefits are
limited to five hundred dollars ($500) per SFY.

B.  Radiology/other services include without limitation diagnostic X-rays, ultrasounds, and
electronic monitoring/machine tests, such as electrocardiograms (ECG or EKG).

C. Diagnostic laboratory services and radiology/other services defined as Essential Health
Benefits by the U.S. Preventive Services Task Force (USPSTF) are exempt from counting
toward either of the two new annual caps.

View or print the essential health benefif procedure codes.

410 bDiagnostic Laboratory and Radiology Other Services Benefit Limits 7-1-22

A.  Medicaid established maximum amounts (benefit limits) for outpatient diagnostic laboratory
and for outpatient radiology/other services for clients who are twenty-one (21) years of age
or older.

1. Diagnostic laboratory services benefits are limited to five hundred dollars ($500) per
State Fiscal Year (SFY: July 1 through June 30), and radiology/other services
benefits are limited to five hundred dollars ($500) per SFY.

2.  Radiology/other services include without limitation diagnostic X-rays, ultrasounds,
and electronic monitoring/machine tests, such as electrocardiograms (ECG or EKG).

3.  Diagnostic laboratory services and radiology/other services defined as Essential
Health Benefits by the U.S. Preventive Services Task Force (USPSTF) are exempt
from counting toward either of the two new annual caps.

View or print the essential health benefit procedure codes.

B. There are no diagnostic laboratory services benefit limits or radiology/other services
benefit limits for clients under twenty-one (21) years of age, except for the limitations on
fetal echography (ultrasound) and fetal non-stress tests.

C. There is no benefit limit on professional components of diagnostic laboratory or
radiology/other services for hospital inpatient treatment.

D.  There is no benefit limit on diagnostic laboratory services related to family planning. (See
Section 272.431 for the family-planning-related clinical laboratory procedures.)

E.  There is no benefit limit on diagnostic laboratory or radiology/other services performed in
conjunction with emergency services in an emergency department of a hospital.

213.420 Diagnostic Laboratory and Radiclogy/Other Services Referra 7122
Reguirements

A. A Certified Nurse-Midwife (CNM), referring a Medicaid client for diagnostic laboratory
services or radiology/other services must specify a diagnosis code (ICD coding) for each
test ordered and include pertinent supplemental diagnoses supporting the need for the
test(s) in the order.
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1.  Reference diagnostic facilities, hospital labs, and outpatient departments performing
reference diagnostics rely on the referring physicians and CNMs fo establish medical
necessity.

2.  The diagnoses provide documentation of medical necessity to the reference
diagnostic facilities that are performing the tests.

3.  CNMs must follow Centers for Medicare and Medicaid Services (CMS) requirements
for medical claim diagnosis coding when submitting diagnosis coding with their
orders for diagnostic tests.

4.  The Medicaid agency will enforce the CMS requirements for diagnosis coding, as
those requirements are set forth in the ICD volume concurrent with the referral dates
and the claim dates of service.

5. The following ICD diagnosis codes may not be used for billing. (View ICD codes).

B.  The following benefit limits apply:

1. Diagnostic laboratory services benefits are limited to five hundred dollars ($500) per
State Fiscal Year (SFY: July 1 through June 30), and radiology/other services
benefits are limited to five hundred dollars ($500) per SFY; and

2. Radiology/other services include without limitation diagnostic X-rays, ultrasounds,
and electronic monitoring/machine tests, such as electrocardiograms (ECG or EKG).

3. Diagnostic laboratory services and radiology/other services defined as Essential
Health Benefits by the U.S. Preventive Services Task Force (USPSTF) are exempt
from counting toward either of the two new annual caps.

214.100 Extension of Benefits for Clinical, Ouipatient, Diagnostic 7-1-22
Laboratory, and Radiclogy/Other Services

A.  The Medicaid Program’s diagnostic laboratory and radiology/other services have benefit
limits that apply to outpatient services.

1. Diagnostic laboratory services benefits are limited to five hundred dollars ($500) per
State Fiscal Year (SFY: July 1 through June 30), and radiology/other services
benefits are limited to five hundred dollars ($500) per SFY.

2.  Radiology/other services include without limitation diagnostic X-rays, ultrasounds,
and electronic monitoring/machine tests, such as electrocardiograms (ECG or EKG).

3.  Diagnostic laboratory services and radiology/other services defined as Essential
Health Benefits by the U.S. Preventive Services Task Force (USPSTF) are exempt
from counting toward either of the two new annual caps.

B. Certified Nurse Midwife (CNM) requests for extension of benefits for clinical, outpatient,
diagnostic laboratory, and radiology/other services must be submitted to DHS or its
designated vendor.

View or print contact information to obtain the DHE or desiagnated vendor sten-bv-
step process for extension of benefits.

1. Requests for extension of benefits are considered only after a claim is filed and is
denied due to the patient’s benefit limits being exhausted.

2. Submit with the request a copy of the Medical Assistance Remittance and Status
Report reflecting the claim’s denial for exhausted benefits. Do not send a claim.

C. Arequest for extension of benefits must be received within ninety (90) calendar days of the
date of the benefits-exhausted denial.
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D. Additional information will be requested, as needed, to process a benefit extension
request. Reconsiderations (of additionally requested information) are not available. Failure
to provide requested information within the specified time will result in a technical denial.

E. Correspondence regarding benefit extension requests and requests for reconsideration of
denied benefit extension requests do not constitute documentation or proof of timely claim

filing.
214116 Completion of Form DMS-671, “Request For Extension of Benefits 7-1-25
for Clinical, Outpatient, Diagnostic Laboratory, and Radiology/Othes
Services”

A. The Medicaid Program’s diagnostic laboratory and radiology/other services have benefit
limits that apply to outpatient services.

1. Diagnostic laboratory services benefits are limited to five hundred dollars ($500) per
State Fiscal Year (SFY: July 1 through June 30), and radiology/other services
benefits are limited to five hundred dollars ($500) per SFY.

2.  Radiology/other services include without limitation diagnostic X-rays, ultrasounds,
and electronic monitoring or machine tests, such as electrocardiograms (ECG or
EKG).

3.  Diagnostic laboratory services and radiology/other services defined as Essential
Health Benefits by the U.S. Preventive Services Task Force (USPSTF) are exempt
from counting toward either of the two new annual caps.

B. Requests for extension of benefits for clinical services (physician's visits), outpatient
services (hospital outpatient visits), diagnostic laboratory services (laboratory tests) and
radiology/other services must be submitted to DHS or its designated vendor for
consideration.

View or print contact information fo obtain the DHE or designated vendor step-by-
step process for extension of benefits.

1. Consideration of requests for extension of benefits requires correct completion of all
fields on the “Request for Extension of Benefits for Clinical, Outpatient, Diagnostic
Laboratory and Radiology/Other Services” form (Form DMS-671). View or print
form DM&-671.

2. Complete instructions for accurate completion of Form DMS-671 (including indication
of required attachments) accompany the form. All forms are listed and accessible in
Section V of each Provider Manual.
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A.  The Medicaid Program’s diagnostic laboratory services benefit limit and radiology/other
services benefit limit each apply to the outpatient setting.

1. Diagnostic laboratory services benefits are limited to five hundred dollars ($500) per
State Fiscal Year (SFY: July 1 through June 30), and radiology/other services
benefits are limited to five hundred dollars ($500) per SFY.

2.  Radiology/other services include without limitation diagnostic X-rays, ultrasounds,
and electronic monitoring/machine tests, such as electrocardiograms (ECG or EKG).

3.  Diagnostic laboratory services and radiology/other services defined as Essential
Health Benefits by the U.S. Preventive Services Task Force (USPSTF) are exempt
from counting toward either of the two new annual caps.

B. To request an extension of benefits for any services with benefit limits, all applicable
records (that support the medical necessity of extended benefits) are required.
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C. Documentation requirements are as follows.

1. Clinical records must:;
a. Be legible and include records supporting the specific request;
b. Be signed by the performing provider;

o7 Include clinical, outpatient, or emergency room records for relevant dates of
service in chronological order;

Include related diabetic and blood pressure flow sheets:

e. Include a current medication list for the date of service;

f. Include any obstetrical records related to a current pregnancy (when
applicable); and

g. Include clinical indication for diagnostic laboratory and radiology/other services

ordered with a copy of orders for diagnostic laboratory and radiology/other
services signed by the physician.

2. Diagnostic laboratory and radiology/other reports must include:

a.  Clinical indication for diagnostic laboratory and radiology/other services
ordered;

b.  Signed orders for diagnostic laboratory and radiology/other services;
C. Results signed by the performing provider; and

d.  Current and all previous ultrasound reports, including biophysical profiles and
fetal non-stress tests (when applicable).



Fedérally Qualified Health Center Section I

TOC required

220.203

A.

Reguest for Extension of Benefits for Clinical, Outpatient, 7-1-22
Diagnostic Laboratory, and Radiclogy/Other Services, Form DMS-
671

Benefit extension requests will be considered only when the provider has correctly
completed all applicable fields of the “Request for Extension of Benefits for Clinical,
Outpatient, Diagnostic Laboratory, and Radiology/Other Services” form (Form DMS-671).
View or print Form DMS-671.

The date of the request, and the signature of the provider’s authorized representative, are
required on the form. Stamped and electronic signatures are accepted.

Dates of service must be listed in chronological order on Form DMS-671. When
requesting benefit extensions for more than four (4) encounters, use a separate form for
each set of encounters.

Enter a valid ICD diagnosis code and brief narrative description of the diagnosis.

Enter the procedure code, modifier(s) (when applicable) and a brief narrative description of
the procedure.

Enter the number of units (encounters) requested under the extension.

Documentation Requirements 7-1-22Z

The Medicaid Program’s diagnostic laboratory services benefit limit and radiology/other
services benefit limit each apply to the outpatient setting.

1. Diagnostic laboratory services benefits are limited to five hundred dollars ($500) per
State Fiscal Year (SFY: July 1 through June 30), and radiology/other services
benefits are limited to five hundred dollars ($500) per SFY.

2. Radiology/other services include without limitation diagnostic X-rays, ultrasounds,
and electronic monitoring/machine tests, such as electrocardiograms (ECG or EKG).

3.  Diagnostic laboratory services and radiology/other services defined as Essential
Health Benefits by the U.S. Preventive Services Task Force (USPSTF) are exempt
from counting toward either of the two new annual caps.

View or print the essential health benefif procedure codes.

Records supporting the medical necessity of extended benefits must be submitted with
benefit extension requests and requests for reconsideration of denied benefit extension
requests.

Clinical records must:

Be legible and include records supporting the specific request;
Be signed by the performing provider;

Include clinical, outpatient, and emergency room records for dates of service in
chronological order;

4. Include related diabetic and blood pressure flow sheets;
Include current medication list for date of service;

Include obstetrical record related to current pregnancy when applicable; and
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7.

Include clinical indication for diagnostic laboratory and radiology/other services
ordered with a copy of orders for diagnostic laboratory and radiology/other services
signed by the physician.

D. Diagnostic laboratory and radiology/other reports must include:

1
2.
3.
4

Clinical indication for diagnostic laboratory and radiology/other services ordered:
Signed orders for diagnostic laboratory and radiology/other services;
Results signed by the performing provider; and

Current and all previous ultrasound reports, including biophysical profiles and fetal
non-stress tests when applicable.
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215.040 Benefit Limit in QOutpatient Diagnostic Laboratory and 7-1-22
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A.  Arkansas Medicaid limits claims payment for outpatient diagnostic laboratory services and
radiology/other services per beneficiary twenty-one (21) years of age or older.

The benefit limits are based on the State Fiscal Year (SFY: July 1 through June 30).

2. Diagnostic laboratory services benefits are limited to five hundred dollars ($500) per
SFY, and radiology/other services benefits are limited to five hundred dollars ($500)
per SFY.

3. Radiology/other services include without limitation diagnostic X-rays, ultrasounds,
and electronic monitoring or machine tests, such as electrocardiograms (ECG or
EKG).

4.  Diagnostic laboratory services and radiology/other services defined as Essential
Health Benefits by the U.S. Preventive Services Task Force (USPSTF) are exempt
from counting toward either of the two new annual caps.

View or print the essential health benefit procedure codes.

B.  The benefit limits apply to claims payments made to the following providers, individually or
in any combination: outpatient hospitals, independent laboratories, physicians, osteopaths,
podiatrists, Certified Nurse-Midwives (CNMs), Nurse Practitioners (NP), and Ambulatory
Surgical Centers (ASCs).

C.  Requests for extensions of both benefits are considered for beneficiaries who require
supportive treatment for maintaining life.

D.  Extension of these benefits are automatic for patients whose primary diagnosis for the
service furnished is in the following list:

Malignant neoplasm (View ICD Codes);
HIV infection and AIDS (View ICD Codes):
Renal failure (View ICD Codes);

Pregnancy* (View ICD Codes): or

Opioid Use Disorder (OUD) when treated with Medication Assisted Treatment (MAT).
(View ICD OUD Codes) Designated diagnostic laboratory tests will be exempt from
the diagnostic laboratory services benefit limit when the diagnosis is OUD (View
taboratory and Screening Codes).
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E.  *Obstetric (OB) ultrasounds and fetal non stress tests have benefit limits that are not
exempt from Extension of Benefits request requirements. (See Section 215.041 for
additional coverage information.)

F.  Magnetic Resonance Imaging (MRI) is exempt from the five-hundred-dollar
radiology/other services benefit limit. Medical necessity for each MR| must be documented
in the beneficiary’s medical record. (Refer to Section 270.000 for billing information.)

G.  Cardiac catheterization procedures are exempt from the five-hundred-dollar outpatient
diagnostic laboratory services benefit limit and the five-hundred-dollar radiology/other
benefit limit. Medical necessity for each procedure must be documented in the
beneficiaries’ medical record.

H.  There are no benefit limits on outpatient diagnostic laboratory services or radiology/other
services for beneficiaries under twenty-one (21) in the Child Health Services/Early and
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Periodic Screening, Diagnostic, and Treatment (EPSDT) Program, except for the
limitations on fetal echography (ultrasound) and fetal non-stress tests.

*OB ultrasounds and fetal non stress tests are not exempt from Extension of Benefits. See
Section 215.041 for additional coverage information.

215.100 Benefit Extension Requests 7-1-22
A. The Medicaid Program’s diagnostic laboratory services and radiology/other services
benefit limits apply to the outpatient setting.

1. Diagnostic laboratory services benefits are limited to five hundred dollars ($500) per
State Fiscal Year (SFY: July 1 through June 30), and radiology/other services
benefits are limited to five hundred dollars ($500) per SFY.

2.  Radiology/other services include without limitation diagnostic X-rays, ultrasounds,
and electronic monitoring/machine tests, such as electrocardiograms (ECG or EKG).

3.  Diagnostic laboratory services and radiology/other services defined as Essential
Health Benefits by the U.S. Preventive Services Task Force (USPSTF) are exempt
from counting toward either of the two new annual caps.

B. Requests to extend benefits for outpatient hospital visits and diagnostic laboratory or X-ray
services, including those for fetal ultrasounds and fetal non-stress tests, must be submitted
to DHS or its designated vendor.

View or print contact information to obtain instructions for submitting the benefif
extension reguest.

Benefit extension requests are considered only after a claim has been filed and denied
because the benefit is exhausted.

C. Submit a copy of the Medical Assistance Remittance and Status Report that reflects the
claim’s denial for exhausted benefits with the request. Do not send a claim.

D. A benefit extension request must be received within ninety (90) calendar days of the date
of the benefits-exhausted denial.

E. Additional information will be requested, as needed, to process a benefit extension
request. Reconsiderations of additionally requested information are not available. Failure
to provide requested information within the specified time will result in a technical denial.

F. Correspondence regarding benefit extension requests and requests for reconsideration of
denied benefit extension requests does not constitute documentation or proof of timely
claim filing.

215.101 Reguest |
Diagnostic

Ben

or Extension of |
clLa ng

r 1@
Laboratory, and Ra

fits for Clinical, Outpatient, 7-1-22
diology/Qther Services, Form DMS-
87"
A.  The Medicaid Program'’s diagnostic laboratory services and radiology/other services
benefit limits apply to the outpatient setting.

1. Diagnostic laboratory services benefits are limited to five hundred dollars ($500) per
State Fiscal Year (SFY: July 1 through June 30), and radiology/other services
benefits are limited to five hundred dollars ($500) per SFY.

2. Radiology/other services include without limitation diagnostic X-rays, ultrasounds,
and electronic monitoring/machine tests, such as electrocardiograms (ECG or EKG).
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3.  Diagnostic laboratory services and radiology/other services defined as Essential
Health Benefits by the U.S. Preventive Services Task Force (USPSTF) are exempt
from counting toward either of the two new annual caps.

Benefit extension requests will be considered only when the provider has correctly
completed all applicable fields of the “Request for Extension of Benefits for Clinical,
Outpatient, Diagnostic Laboratory, and Radiology/Other Services,” form (Form DMS-671).
View or print Form DMS-671.

The date of the request and the signature of the provider's authorized representative are
required on the form. Stamped or electronic signatures are accepted.

Dates of service must be listed in chronological order on Form DMS-671. When requesting
benefit extensions for more than four (4) procedures, use a separate form for each set of
procedures.

Enter a valid ICD diagnosis code and a brief narrative description of the diagnosis.

Enter a valid revenue code or procedure code (and modifiers when applicable) and a brief
narrative description of the procedure.

Enter the number of units of service requested under the extension.

.

CAH Benefit Limits RS B

Inpatient stays, non-emergency outpatient visits, diagnostic laboratory, and radiology/other
services in Critical Access Hospitals (CAHs) are subject to the same benefit limits that apply to
facilities enrolled in the Arkansas Medicaid Hospital Program and the Arkansas Medicaid
Rehabilitative Hospital Program.

Radiology/other services include without limitation diagnostic X-rays, ultrasounds, and electronic
monitoring/machine tests, such as electrocardiograms (ECG or EKG).

Benefit-limited services that are received in CAHs are counted with benefit-limited services
received in hospitals enrolled in the Arkansas Medicaid Hospital Program and the Arkansas
Medicaid Rehabilitative Hospital Program to calculate a Medicaid-eligible individual's benefit
status.

Computed Tomographic Colonography (CT Colonography) 7-1-22

The procedure codes in the link below are covered for computed tomographic (CT)
colonography for beneficiaries of all ages.

View or print the procedure codes for Hospital/Critical Access Hospiials/ESRD

CT colonography policy and billing:

1. Virtual colonoscopy, also known as CT colonography, utilizes helical-computed
tomography of the abdomen and pelvis to visualize the colon lumen, along with 2D or
3D reconstruction. The test requires colonic preparation similar to that required for
standard colonoscopy (instrument/fiberoptic colonoscopy) and air insufflation to
achieve colonic distention.

2. Indications: Virtual colonoscopy is only indicated in those patients in whom an
instrument/fiberoptic colonoscopy of the entire colon is incomplete due to an inability
to pass the colonoscopy proximately. Failure to advance the colonoscopy may be
secondary to a neoplasmic or spasmic obstruction, a redundant colon, diverticulitis
extrinsic compression, or aberrant anatomy/scarring from prior surgery. This is
intended for use in pre-operative situations when knowledge of the unvisualized
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colon (proximal to the obstruction) would be of use to the surgeons in planning the
operative approach to the patient.

3 Limitations:

a.  Virtual colonography is not reimbursable when used for screening or in the
absence of any signs indicating symptoms of disease, regardless of family
history or other risk factors for the development of colonic disease.

b.  Virtual colonography is not reimbursable when used as an alternative to
instrument/fiberoptic colonoscopy, for screening, or in the absence of signs or
symptoms of disease.

o} Since any colonography with abnormal or suspicious findings would require a
subsequent instrument/fiberoptic colonoscopy for diagnosis (such as a biopsy)
or for treatment (such as a polypectomy), virtual colonography is not
reimbursable when used as an alternative to an instrument/fiberoptic
colonoscopy, even if performed for signs or symptoms of disease.

d.  CT colonography procedure codes are counted against the beneficiary’s
benefit limit of five hundred dollars ($500) per State Fiscal Year (SFY: July 1
through June 30) for radiology/other services. Radiology/other services include
without limitation diagnostic X-rays, ultrasounds, and electronic
monitoring/machine tests, such as electrocardiograms (ECG or EKG).

e.  “Reasonable and necessary" services should only be ordered or performed by
qualified personnel.

f. The CT colonography final report should address all structures of the abdomen
afforded review in a regular CT of abdomen and pelvis.

C.  Documentation requirements and utilization guidelines:

1. Each claim must be submitted with ICD codes that reflect the condition of the patient
and indicate the reason(s) for which the service was performed. ICD codes must be
coded to the highest level of specificity or claims submitted with those ICD codes will
be denied;

2. The results of an instrument/fiberoptic colonoscopy that was performed before the
virtual colonoscopy (CT colonography), if the virtual colonoscopy (CT colonography)
was incomplete, must be retained in the patient's record; and

3. The patient's medical record must include the following and be available upon
request:

a.  The order or prescription from the referring physician;
b. Description of polyps and lesion:

i. Lesion size for lesions 6 mm or larger, the single largest dimension of the
polyp (excluding stalk if present) on either multiplanar reconstruction or
3D views, and the type of view employed for measurement should be
stated;

ii. Location (standardized colonic segmental divisions: rectum, sigmoid
colon, descending colon, transverse colon, ascending colon, and cecum);

ii.  Morphology (sessile-broad-based lesion whose width is greater than its
vertical height; pedunculated-polyp with separate stalk; or flat-polyp with
vertical height less than 3 mm above surrounding normal colonic
mucosa);

iv.  Attenuation (soft-tissue attenuation or fat);
c.  Global assessment of the colon (C-RADS categories of colorectal findings):

i. CO — Inadequate study
poor prep (can't exclude > 10 lesions);

ii. C1 — Normal colon or benign lesions
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no polyps or polyps 25 mm
benign lesions (lipomas, inverted diverticulum);

iii. C2 - Intermediate polyp(s) or indeterminate lesion
polyps 6-9 mm in size, <3 in number
indeterminate findings;

iv.  C3 — Significant polyp(s), possibly advanced adenoma(s)
Polyps 210 mm
Polyps 6-9 mm in size, 23 in number;

v.  C4 - Colonic mass, likely malignant;
d.  Extracolonic findings (integral to the interpretation of CT colonography results):
i. EO — Inadequate Study limited by artifact;
ii. E1 — Normal exam or anatomic variant;
ii. E2 - Clinically unimportant findings (no work-up needed);

iv.  E3 - Likely unimportant findings (may need work-up); for example,
incompletely characterized lesions,
such as hypodense renal or liver lesion;

V. E4 — Clinically important findings (work-up needed), such as
solid renal or liver mass, aortic aneurysm, adenopathy; and

e.  CT colonography is reimbursable only when performed following an

instrument/fiberoptic colonoscopy that was incomplete due to obstruction.
Process for Requesting Extended Therapy Services fo: 7-4-22
Beneficiaries Under Twenty-One (21) Years of Age

Requests for extended therapy services for beneficiaries under twenty-one (21) years of
age must be submitted to DHS or its designated vendor.

View or print contact information to obtain the DHE or designaied vendor step-by-
step process for reguesting extended therapy services for beneficiaries undet
twentyv-one (21) vears of age.

The request must meet the medical necessity requirement, and adequate documentation
must be provided to support this request.

1. Requests for extended therapy services are considered only after a claim is denied
due to regular benefits being exceeded.

2. The request must be received within ninety (90) calendar days of the date of the
benefits-exceeded denial. The count begins on the next working day after the date of
the Remittance and Status Report (RA) on which the benefits-exceeded denial
appears.

3. With the request, submit a copy of the Medical Assistance Remittance and Status
Report reflecting the claim’s benefits-exceeded denial. Do not send a claim.

Form DMS-671, “Request for Extension of Benefits for Clinical, Outpatient, Diagnostic
Laboratory, and Radiology/Other Services,” must be utilized when requesting extended
therapy services. View or print Form DMS-6771. Consideration of requests requires
correct completion of all fields on this form. The instructions for completion of this form are
located on the back of the form. The provider must sign, include credentials, and date the
request form. An electronic signature is accepted, provided it complies with Arkansas Code
Annotated §25-31-103. All applicable records that support the medical necessity of the

request must be attached.

DHS or its designated vendor will approve, deny, or ask for additional information within
thirty (30) calendar days of receiving the request. Reviewers will simultaneously advise the

Section |l
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provider and the beneficiary when a request is denied. Approved requests will be returned
to the provider with an authorization.

i e
1-1-22

272.435 Tissue Typing

A.  Authorized procedure codes are payable for the tissue typing for both the donor and the
receiver.

View or print the procedure codes for Hospital/Critical Access Hospitals/ESRD
services.

B.  The tissue typing is subject to the following benefit limits:

1. Diagnostic laboratory services benefits are limited to five hundred dollars ($500) per
State Fiscal Year (SFY: July 1 through June 30);

2. Extensions will be considered for beneficiaries who exceed the five-hundred-dollar
benefit limit for diagnostic laboratory services; and

3. Providers must request an extension.

C.  Medicaid will authorize up to ten (10) tissue-typing diagnostic laboratory procedures to
determine a match for an unrelated bone marrow donor.

D. A separate claim must be filed for the tissue typing.

E.  Claims for the donor must be forwarded to the Transplant Coordinator.
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Diagnostic Laboratory and Radiology/Other Services Benefit Limits 7-1-22

A.  The Medicaid Program'’s diagnostic laboratory services benefit limit and radiology/other
services benefit limit each apply to the outpatient setting.

1. Radiology/other services include without limitation diagnostic X-rays, ultrasounds,
and electronic monitoring/machine tests, such as electrocardiograms (ECG or EKG).

2. Allthe benefit limits in this section are calculated per State Fiscal Year (SFY: July 1
through June 30).

3.  Diagnostic laboratory services and radiology/other services defined as Essential
Health Benefits by the U.S. Preventive Services Task Force (USPSTF) are exempt
from counting toward either of the two new annual caps.

View or print the essential health benefit procedure codes.

B.  Medicaid established a maximum amount (benefit limit) of five hundred dollar ($500) per
SFY for diagnostic laboratory services and five hundred dollars ($500) per SFY for
radiology/other services for beneficiaries twenty-one (21) years of age and older.
Exceptions are listed below:

1. There is no diagnostic laboratory services benefit limit or radiology/other services
benefit limit for beneficiaries under twenty-one (21) years of age.

2. There is no benefit limit on diagnostic laboratory services related to family planning.
(Refer to Section 252.431 of this manual for the family planning-related clinical
laboratory procedures.)

3. There are no benefit limits on diagnostic laboratory services or radiology/other
services that are performed as emergency services and approved by DHS or its
designated vendor for payment as emergency services.

View or print contact information to obtain the DHS or designhated vendor step-
bv-step process for reguesting exiension of benefits.

4. Claims with the following primary diagnoses are exempt from diagnostic laboratory
services or radiology/other services benefit limits:

a. Malignant Neoplasm (View ICD Codes);
HIV disease and AIDS (View ICD Codes):
Renal failure (View ICD Codes);
Pregnancy™* (View ICD Codes); or

Opioid Use Disorder (OUD) when treated with Medication Assisted Treatment

(MAT). (View ICD OUD Codes.) Designated diagnostic laboratory tests will be
exempt from the diagnostic laboratory services benefit limit when the diagnosis
is OUD. (View Laboratory and Screening Codes.)

® o0 o

C. *Obstetric (OB) ultrasounds and fetal non-stress tests have benefit limits and are not
exempt from Extension of Benefits request requirements. (See Section 214.630 for
additional coverage information.)

D.  Extension of benefit requests are considered for clients who require supportive treatment,
such as dialysis, radiation therapy, or chemotherapy for maintaining life.

E.  Benefits may be extended for other conditions documented as medically necessary.
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214.900 Procedures for Gbtaining Extension of Benefits 7122
A.  Nurse practitioners who perform diagnostic laboratory services or radiology/other services
within their scope of practice may request extension of benefits for those services if the
patient has exhausted the benefit limit.

1. Diagnostic laboratory services benefits are limited to five hundred dollars ($500) per
State Fiscal Year (SFY: July 1 through June 30) and radiology/other services
benefits are limited to five hundred dollars ($500) per SFY.

2.  Radiology/other services include without limitation diagnostic X-rays, ultrasounds,
and electronic monitoring/machine tests, such as electrocardiograms (ECG or EKG).

3.  Diagnostic laboratory services and radiology/other services defined as Essential
Health Benefits by the U.S. Preventive Services Task Force (USPSTF) are exempt
from counting toward either of the fwo new annual caps.

B. To request an extension of benefits for diagnostic laboratory services or radiology/other
services, use the following procedures.

214.91¢ Extension of Benefits for Diagnostic Laboratory and 7-1-22
Radiology/Other Services

A. The Medicaid Program'’s diagnostic laboratory services benefit limit and radiology/other
services benefit limit each apply to the outpatient setting.

1. Diagnostic laboratory services benefits are limited to five hundred dollars ($500) per
State Fiscal Year (SFY: July 1 through June 30), and radiology/other services
benefits are limited to five hundred dollars ($500) per SFY.

2. Radiology/other services include without limitation diagnostic X-rays, ultrasounds,
and electronic monitoring/machine tests, such as electrocardiograms (ECG or EKG).

B. Requests for extension of benefits for diagnostic laboratory services or radiology/other
services must be submitted to DHS or its designated vendor.

Yiew or print contact information to obtain the DHS or designated vendor step-by-
siep process for requesting exiension of benefits.

1. Requests for extension of benefits are considered only after a claim is filed and is
denied because the patient’s five-hundred-dollar benefit limit for either diagnostic
laboratory services or radiology/other services is exhausted.

2. Submit with the request a copy of the Medical Assistance Remittance and Status
Report reflecting the claim’s denial for exhausted benefits. Do not send a claim.

3. Diagnostic laboratory services and radiology/other services defined as Essential
Health Benefits by the U.S. Preventive Services Task Force (USPSTF) are exempt
from counting toward either of the two new annual caps.

C. Arequest for extension of benefits must be received within ninety (90) calendar days of the
date of benefit limit denial.

D. Additional information will be requested, as needed, to process a benefit extension
request. Reconsiderations of additionally requested information are not available. Failure
to provide requested information within the specified time will result in a technical denial.

E. Correspondence regarding benefit extension requests and requests for reconsideration of
denied benefit extension requests do not constitute documentation or proof of timely claim
filing. :
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214.920¢ Completion of Form DMS-671, “Request For Extension of Benefits 7-1-22
for Clinical, Outpatient, Diagnostic Laboratory and Radiology/Other
Services.’

A.  The Medicaid Program’s diagnostic laboratory services limit and radiology/other services
benefit limit each apply to the outpatient setting.

1 Diagnostic laboratory services benefits are limited to five hundred dollars ($500) per
State Fiscal Year (SFY: July 1 through June 30), and radiology/other services
benefits are limited to five hundred dollars ($500) per SFY.

2. Radiology/other services include without limitation diagnostic X-rays, ultrasounds,
and electronic monitoring/machine tests, such as electrocardiograms (ECG or EKG).

3. Diagnostic laboratory services and radiology/other services defined as Essential
Health Benefits by the U.S. Preventive Services Task Force (USPSTF) are exempt
from counting toward either of the two new annual caps.

B. Requests for extension of benefits for clinical services (such as physician’s visits or Nurse
Practitioner visits), outpatient services (meaning, hospital outpatient visits), diagnostic
laboratory services (meaning, laboratory tests) and radiology/other services must be
submitted to DHS or its designated vendor for consideration.

View or print contact information to obtain the DHS or designated vendor step-by-
step process for requesting extension of benefits.

1. Consideration of requests for extension of benefits requires correct completion of all
fields on the “Request for Extension of Benefits for Clinical, Outpatient, Diagnostic
Laboratory, and Radiology/Other Services” form (Form DMS-671). View or print
Form DMS-671. :

2. Complete instructions for accurate completion of Form DMS-671 (including indication
of required attachments) accompany the form. All forms are listed and accessible in
Section V of each provider manual.

34 / 172 ™y ~5 o o n, G oy T dp
214.93 Documentalion Reguirements

A.  The Medicaid Program’s diagnostic laboratory services benefit limit and radiology/other
services benefit limit each apply to the outpatient setting.

1. Diagnostic laboratory services benefits are limited to five hundred dollars ($500) per
State Fiscal Year (SFY: July 1 through June 30), and radiology/other services
benefits are limited to five hundred dollars ($500) per SFY.

2. Radiology/other services include without limitation diagnostic X-rays, ultrasounds,
and electronic monitoring/machine tests, such as electrocardiograms (ECG or EKG)

e Diagnostic laboratory services and radiology/other services defined as Essential
Health Benefits by the U.S. Preventive Services Task Force (USPSTF) are exempt
from counting toward either of the two new annual caps.

B. To request extension of benefits for any services with benefit limits, all applicable records
that support the medical necessity of extended benefits are required.

C. Documentation requirements are as follows.

1. Clinical records must:
a. Be legible and include records supporting the specific request;
b. Be signed by the performing provider;

c Include clinical, outpatient, and emergency room records for dates of service in
chronological order,;
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Include related diabetic and blood pressure flow sheets;
Include a current medication list for the date of service;

Include the obstetrical record related to a current pregnancy when applicable;
and

Include clinical indication for diagnostic laboratory and radiology/other services
ordered with a copy of orders for diagnostic laboratory and radiology/other
services signed by the physician

Diagnostic laboratory and radiology/other reports must include:

a.

Clinical indication for diagnostic laboratory and radiology/other services
ordered;

Signed orders for diagnostic laboratory and radiology/other services;
Results signed by the performing provider; and

Current and all previous ultrasound reports, including biophysical profiles and
fetal non-stress tests when applicable.
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Diagnostic Laboratory and Radiology/Other Services 7122

The Medicaid Program’s diagnostic laboratory services benefit limit and radiology/other
services benefit limit, each applies to the outpatient setting.

1. Radiology/other services include without limitation diagnostic X-rays, ultrasounds,
and electronic monitoring or machine tests, such as electrocardiograms (ECG).

2. All benefit limits in this section are calculated per State Fiscal Year (SFY: July 1
through June 30).

3.  Diagnostic laboratory services and radiology/other services defined as Essential
Health Benefits by the U.S. Preventive Services Task Force (USPSTF) are exempt
from counting toward either of the two new annual caps.

View or print the essential health benefit procedure codes.

Medicaid established a maximum amount (benefit limit) of five hundred dollars ($500) per
SFY for diagnostic laboratory services and five hundred dollars ($500) per SFY for
radiology/other services, for clients twenty-one (21) years of age.

1. There are no laboratory or radiology/other benefit limits for clients under twenty-one
(21) years of age, except for the limitations on fetal echography (ultrasound) and fetal
non-stress tests.

2.  There is no benefit limit on professional components of laboratory or radiology/other
services for hospital inpatient treatment.

3.  There is no benefit limit on laboratory services related to family planning. See
Section 292.552 for the family-planning-related clinical laboratory procedures exempt
from the laboratory services benefit limit.

4.  There is no benefit limit on laboratory services or radiology/other services performed
as emergency services.

Extension-of-benefit requests are considered for medically necessary services.

1. Claims with any of the following primary diagnoses are exempt from laboratory
services or radiology/other benefit limits:
a.  Malignant neoplasm (View ICD Codes);

HIV infection and AIDS (View ICD Codes);

Renal failure (View ICD Codes);

Pregnancy (View ICD Codes); or

Opioid Use Disorder (OUD) when treated with Medication Assisted Treatment
(MAT) (View ICD OUD Codes). Designated laboratory tests will be exempt
from the laboratory services benefit limit when the diagnosis is OUD. (View
Laboratory and Screening Codes).

© oo o

2.  Benefits may be extended for other conditions based on documented reasons of
medical necessity. Providers may request extensions of benefits according to
instructions in Section 229.100 of this manual.

Magnetic resonance imaging (MRI) services are exempt from the five-hundred-dollar
($500) outpatient radiology/other benefit limit. Medical necessity for each MRI must be
documented in the client's medical record.
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Cardiac catheterization procedures are exempt from the five-hundred-dollar ($500) SFY
benefit limit (each) for outpatient laboratory services and for radiology/other services.
Medical necessity for each procedure must be documented in the client’s medical record.

Extension of Benefits for Diagnostic Laboratory and 7122
Radiology/Other, Physician Office, and Outpatient Hospital
Services

The Medicaid Program’s diagnostic laboratory services and radiology/other services
benefit limits apply to the outpatient setting.

1. Diagnostic laboratory services benefits are limited to five hundred dollars ($500) per
State Fiscal Year (SFY: July 1 through June 30), and radiology/other services
benefits are limited to five hundred dollars ($500) per SFY.

2. Radiology/other services include without limitation diagnostic X-rays, ultrasounds,
and electronic monitoring/machine tests, such as electrocardiograms (ECG or EKG).

3.  Diagnostic laboratory services and radiology/other services defined as Essential
Health Benefits by the U.S. Preventive Services Task Force (USPSTF) are exempt
from counting toward either of the two new annual caps.

View or print the essential health benefit procedure codes.

Requests for extension of benefits for diagnostic laboratory, radiology/other, physician
office, and outpatient services must be submitted to Department of Human Services (DHS)
or its designated vendor.

View or print contact information to obtain the DHE or designated vendor step-by-
step process for extension of benefits.

1. Requests for extension of benefits are considered only after a claim is filed and is
denied because the patient's benefit limits are exhausted.

2. Submit a copy of the Medical Assistance Remittance and Status Report reflecting the
claim’s denial for exhausted benefits with the request. Do not send a claim.

A request for extension of benefits must be received within ninety (90) calendar days of the
date of the benefits-exhausted denial.

Additional information will be requested as needed to process a benefit extension request.
Reconsiderations of additionally requested information are not available. Failure to provide
requested information within the specified time will result in a technical denial.

Correspondence regarding benefit extension requests and requests for reconsideration of
denied benefit extension requests, does not constitute documentation or proof of timely
claim filing.

“Reqguest for Extension of Benefits
e
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The Medicaid Program’s diagnostic laboratory services, and radiology/other services
benefit limits apply to the outpatient setting.

1. Diagnostic laboratory services benefits are limited to five hundred dollars ($500) per
State Fiscal Year (SFY: July 1 through June 30), and radiology/other services
benefits are limited to five hundred dollars ($500) per SFY.

2. Radiology/other services include without limitation diagnostic X-rays, ultrasounds,
and electronic monitoring or machine tests, such as electrocardiograms (ECG or
EKG).
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3.  Diagnostic laboratory services and radiology/other services defined as Essential
Health Benefits by the U.S. Preventive Services Task Force (USPSTF) are exempt
from counting toward either of the two new annual caps.

Requests for extension of benefits for clinical services (physician’s visits), outpatient
services (hospital outpatient visits), diagnostic laboratory services (laboratory tests), and
radiology/other services must be submitted to DHS or its designated vendor for
consideration.

View or print contact information to obtain the DHS or designated vendor step-by-
step process to complete request.

1. Consideration of requests for extension of benefits requires correct completion of all
fields on the “Request for Extension of Benefits for Clinical, Outpatient, Diagnostic
Laboratory, and Radiology/Other Services” form (Form DMS-671). View or print
Form DMS-671.

2. Instructions for accurate completion of Form DMS-671 (including indication of
required attachments) accompany the form. All forms are listed and accessible in
Section V of each Provider Manual.

Femdierrn b easy & b B b
Hocumentaiion Reguirements i

-

i

The Medicaid Program’s diagnostic laboratory services and radiology/other services
benefit limits apply to the outpatient setting.

1. Diagnostic laboratory services benefits are limited to five hundred dollars ($500) per
State Fiscal Year (SFY: July 1 through June 30), and radiology/other services
benefits are limited to five hundred dollars ($500) per SFY.

2. Radiology/other services include without limitation diagnostic X-rays, ultrasounds,
and electronic monitoring/machine tests, such as electrocardiograms (ECG or EKG).

3.  Diagnostic laboratory services and radiology/other services defined as Essential
Health Benefits by the U.S. Preventive Services Task Force (USPSTF) are exempt
from counting toward either of the two new annual caps.

To request extension of benefits for any benefit limited service, all applicable records that
support the medical necessity of extended benefits are required.

Documentation requirements are as follows.

1. Clinical records must:
a. Be legible and include records supporting the specific request;
b.  Be signed by the performing provider;,

G Include clinical, outpatient, or emergency room records (as applicable) for
dates of service in chronological order;

Include related diabetic and blood pressure flow sheets;
Include a current medication list for the date of service;

i Include the obstetrical record related to a current pregnancy (when applicable);
and
g. Include clinical indication for diagnostic laboratory and radiology/other services

ordered with a copy of orders for diagnostic laboratory and radiology/other
services signed by the physician.

2.  Diagnostic laboratory and radiology/other reports must include:

a. Clinical indication for diagnostic laboratory and radiology/other services
ordered;

b.  Signed orders for diagnostic laboratory and radiology/other services;
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C. Results signed by the performing provider; and

d. Current and all previous ultrasound reports, including biophysical profiles and
fetal non-stress tests (when applicable).

28.210 Process for Requesting Extended Therapy Services Teie22

B
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Requests for extended therapy services for clients under twenty-one (21) years of age
must be submitted to DHS or its designated vendor.

View or print contact information to obtain the DHS or designated vendor step-by-
step process for requesting extended therapv services.

The request must meet the medical necessity requirement, and adequate documentation
must be provided to support the request. '

1. Requests for extended therapy services are considered only after a claim is denied
because a benefit is exceeded.

2. The request must be received within ninety (90) calendar days of the date of the
benefits-exceeded denial. The count begins on the next working day after the date of
the Remittance and Status Report (RA) on which the benefits-exceeded denial
appears.

3. Submit a copy of the Medical Assistance Remittance and Status Report reflecting the
claim’s benefits-exceeded denial with the request. Do not send a claim.

B.  Form DMS-671 (“Request for Extension of Benefits for Clinical, Outpatient, Diagnostic
Laboratory, and Radiology/Other Services”) must be utilized when a person is requesting
extended therapy services. View or print Form DMS-671. Consideration of requests
requires correct completion of all fields on this form. The instructions for completion of this
form are located on the back of the form. The provider must sign, include credentials, and
date the request form. An electronic signature is accepted provided it complies with
Arkansas Code Annotated §25-31-103. All applicable documentation that supports the
medical necessity of the request should be attached.

C. DHS orits designated vendor will approve, deny, or ask for additional information within
thirty (30) calendar days of receiving the request. Reviewers will simultaneously advise the
provider and the client when a request is denied. Approved requests will be returned to the
provider with information specific to the approval.

292.831 Billing for Tissue Typing 7122
yping

A.  Authorized procedure codes are payable for tissue typing, both for the donor and the
receiver.

B.  The tissue typing is subject to the following benefit limit:

1. Diagnostic laboratory services benefits are limited to five hundred dollars ($500) per
State Fiscal Year (SFY: July 1 through June 30).

2. Extensions will be considered for individuals who exceed the five-hundred-dollar
($500.00) benefit limit for diagnostic laboratory services.

3. Providers must request an extension.

C. Medicaid will authorize up to ten (10) tissue typing procedures to determine a match for an
unrelated donor for a bone marrow transplant.

D. A separate claim must be filed for the tissue typing.

E.  Claims for the donor must be forwarded to the Transplant Coordinator.
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214.300 Diagnostic Laboratory and Radiology/Other Services T1-22

A. Diagnostic laboratory services and radiology/other services provided by a podiatrist will be
included in the benefit limits for outpatient diagnostic laboratory services and outpatient
radiology/other services for individuals twenty-one (21) years of age and over.

1. Diagnostic laboratory services benefits are limited to five hundred dollars ($500) per
State Fiscal Year (SFY: July 1 through June 30), and radiology/other services
benefits are limited to five hundred dollars ($500) per SFY.

2 Radiology/other services include without limitation diagnostic X-rays, ultrasounds,
and electronic monitoring/machine tests, such as electrocardiograms (ECG or EKG).

3.  Diagnostic laboratory services and radiology/other services defined as Essential
Health Benefits by the U.S. Preventive Services Task Force (USPSTF) are exempt
from counting toward either of the two new annual caps.

View or print the essential health benefit procedure codes.

B. There are no benefits limit for individuals under twenty-one (21) years of age, except for
the limitations on fetal echography (ultrasound) and fetal non-stress tests.

C. Benefit extensions may be granted in cases of documented medical necessity.

D. Section 242.130 contains procedure codes payable for diagnostic laboratory and
radiology/other services.
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Benefit extensions may be requested in the following situations:
A.  Extension of Benefits for Medical Visits;

1. Extensions of benefits may be requested for medical visits that exceed the two (2)
visits per State Fiscal Year (SFY: July 1 through June 30) for individuals twenty-one
(21) years of age and over with documented medical necessity provided along with
the request.

B. Extension of Benefits for Diagnostic Laboratory and Radiology/Other Services;

1. Diagnostic laboratory services benefits are limited to five hundred dollars ($500) per
State Fiscal Year (SFY: July 1 through June 30), and radiology/other services
benefits are limited to five hundred dollars ($500) per SFY.

2. Radiology/other services include without limitation diagnostic X-rays, ultrasounds,
and electronic monitoring/machine tests, such as electrocardiograms (ECG or EKG).

3. Diagnostic laboratory services and radiology/other services defined as Essential
Health Benefits by the U.S. Preventive Services Task Force (USPSTF) are exempt
from counting toward either of the two new annual caps.

View or print the essential health benefit procedure codes.

4. Extension of the benefits limit for diagnostic laboratory and radiology/other services
may be granted for individuals twenty-one (21) years of age and over when
documented to be medically necessary.

C. The Arkansas Medicaid Program exempts the following diagnoses from the extension of
benefit requirements when the diagnosis is entered as the primary diagnosis:
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Malignant Neoplasm {(View ICD codes!:
HIV Infection, including AIDS (View ICD codes);
Renal failure {View ICD codes}:

Pregnancy (View ICD Codes); and

Opioid Use Disorder (OUD) when treated with Medication Assisted Treatment (MAT).
(View ICD OUD Codes) Designated diagnostic laboratory tests will be exempt from
the diagnostic laboratory services benefit limit when the diagnosis is OUD. (View
Laboratory and Screening Codes).

B ok ol o e
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214.006 Benefit Limits

A.  Payments for portable X-ray services claims are applied to the radiology/other services
benefit limit of five hundred dollars ($500) per State Fiscal Year (SFY: July 1 through June
30).

B.  Diagnostic laboratory services and radiology/other services defined as Essential Health
Benefits by the U.S. Preventive Services Task Force (USPSTF) are exempt from counting
toward either of the two new annual caps.

View or print the essential health benefit procedure codes.

C. Beneficiaries under twenty-one (21) years of age in the Child Health Services/Early and
Periodic Screening, Diagnostic and Treatment (EPSDT) Program, do not have benefit
limits for portable x-ray services.

214.10¢ Extension of Benefits for Fortable X-Ray Services 7-1-22
A.  The Medicaid Program’s diagnostic laboratory services benefit limit, and radiology/other
services benefit limit each apply to the outpatient setting.

1.  Diagnostic laboratory services benefits are limited to five hundred dollars ($500) per
State Fiscal Year (SFY: July 1 through June 30), and radiology/other services
benefits are limited to five hundred dollars ($500) per SFY.

2. Radiology/other services include without limitation diagnostic X-rays, ultrasounds,
and electronic monitoring/machine tests, such as electrocardiograms (ECG or EKG).

3.  Diagnostic laboratory services and radiology/other services defined as Essential
Health Benefits by the U.S. Preventive Services Task Force (USPSTF) are exempt
from counting toward either of the two new annual caps.

View or print the essential health benefit procedure codes,

B.  Requests for extension of benefits for Portable X-ray services must be submitted to DHS
or its designated vendor.

View or print DHS or its designated vendor contact information for extension of
benefits for x-ray services.

1. Requests for extension of benefits are considered only after a claim is filed and is
denied because the patient's benefit limits are exhausted.

2. Submit with the request a copy of the Medical Assistance Remittance and Status
Report reflecting the claim’s denial for exhausted benefits. Do not send a claim.

C. Benefit extension requests must be received within ninety (90) calendar days of the date of
the benefits-exhausted denial.

D. Additional information will be requested as needed to process a benefit extension request.
Reconsiderations of additionally requested information are not available. Failure to provide
requested information within the specified time will result in a technical denial.

E. Correspondence regarding benefit extension requests and requests for reconsideration of
denied benefit extension requests, does not constitute documentation or proof of timely
claim filing.
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214,110 Completion of Form DMS-671, “Request For Extension of Benefits 7-1-22
for Clinical, Outpatient, Diagnostic Laboratory, and Radiology/Othe:
Services’

A.  The Medicaid Program’s diagnostic laboratory services benefit limit and radiology/other
services benefit limit each apply to the outpatient setting.

1. Diagnostic laboratory services benefits are limited to five hundred dollars ($500) per
State Fiscal Year (SFY: July 1 through June 30), and radiology/other services
benefits are limited to five hundred dollars ($500) per SFY.

2.  Radiology/other services include without limitation diagnostic X-rays, ultrasounds,
and electronic monitoring/machine tests, such as electrocardiograms (ECG or EKG).

3.  Diagnostic laboratory services and radiology/other services defined as Essential
Health Benefits by the U.S. Preventive Services Task Force (USPSTF) are exempt
from counting toward either of the two new annual caps.

B.  Requests for extension of benefits for clinical services (physician’s visits), outpatient
services (hospital outpatient visits), diagnostic laboratory services (diagnostic laboratory
tests) and radiology/other services must be submitted to DHS or its designated vendor.

View or print DHE or its designated vendor confact information for extension of
benefits for how to obtain information regarding submission processes.

1. Consideration of requests for extension of benefits requires correct completion of all
fields on the “Request for Extension of Benefits for Clinical, Outpatient, Diagnostic
Laboratory and Radiology Other Services” form (Form DMS-671). View or print
Form DMS-671.

2. Instructions for accurate completion of Form DMS- 671 (including indication of
required attachments) accompany the form. All forms are listed and accessible in
Section V of each Provider Manual.

214.120 vocumentation Reguiremenis for Extension of Benefits Regu

o)

3o

A.  The Medicaid Prbgram’s diagnostic laboratory services benefit limit and radiology/other
services benefit limit each apply to the outpatient setting.

1. Diagnostic laboratory services benefits are limited to five hundred dollars ($500) per
State Fiscal Year (SFY: July 1 through June 30), and radiology/other services
benefits are limited to five hundred dollars ($500) per SFY.

2.  Radiology/other services include without limitation diagnostic X-rays, ultrasounds,
and electronic monitoring/machine tests, such as electrocardiograms (ECG or EKG).

3.  Diagnostic laboratory services and radiology/other services defined as Essential
Health Benefits by the U.S. Preventive Services Task Force (USPSTF) are exempt
from counting toward either of the two new annual caps.

B.  To request extension of benefits for any services with benefit limits, all applicable records
that support the medical necessity of extended benefits are required.

C. Documentation requirements are as follows.

1. Clinical records must:
a. Be legible and include records supporting the specific request;
b. Be signed by the performing provider;

e, Include clinical, outpatient, and emergency room records for the dates of
service (in chronological order);

d. Include related diabetic and blood pressure flow sheets;
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Include current medication list for the dates of service;
Include obstetrical record related to current pregnancy; and

Include clinical indication for diagnostic laboratory and radiology/other services
ordered with a copy of orders for diagnostic laboratory and radiology/other
services signed by the physician.

Radiology/other reports must include:

a.

Clinical indication for diagnostic laboratory and radiology/other services
ordered;

Signed orders for diagnostic laboratory and radiology/other services;
Results signed by the performing provider; and

Current and all previous ultrasound reports, including biophysical profiles and
fetal non-stress tests (when applicable).
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215.120 Benefit Extension Reguests 7-1-22
A.  The Medicaid Program'’s diagnostic laboratory services benefit limit and radiology/other
services benefit limit each apply to the outpatient setting.

1. Diagnostic laboratory services benefits are limited to five hundred dollars ($500) per
State Fiscal Year (SFY: July 1 through June 30), and radiology/other services
benefits are limited to five hundred dollars ($500) per SFY.

2. Radiology/other services include without limitation diagnostic X-rays, ultrasounds,
and electronic monitoring/machine tests, such as electrocardiograms (ECG or EKG).

3. Diagnostic laboratory services and radiology/other services defined as Essential
Health Benefits by the U.S. Preventive Services Task Force (USPSTF) are exempt
from counting toward either of the two new annual caps.

View or print the essential health benefit procedure codes.

B.  Requests to extend benefits for outpatient rehabilitative hospital visits. diagnostic
laboratory services, and radiology/other services must be mailed to DHS or its designated
vendor.

View or print contact information for how to submit the request,

Benefit extension requests are considered only after a claim has been filed and denied
because the benefit is exhausted.

C. A copy of the Medical Assistance Remittance and Status Report reflecting the claim’s
denial for exhausted benefits must accompany the request for review. Do not send a claim.

D.  Additional information needed to process a benefit extension may be requested from the
provider. Failures to provide requested additional information within the specified timeline
will result in technical denials, reconsiderations of which are not available.

E. A benefit extension request must be received within ninety (90) calendar days of the date
of the benefits-exhausted denial.

F.  Correspondence regarding benefit extension requests and requests for reconsideration of
denied benefit extension requests does not constitute documentation or proof of timely

claim filing.
215.121 Reguest for Extension of Benefits for Clinical, Outpatient, 7122
Diagnostic Laboratory, and Radiology/Other Services, Form DMS-
671

A.  The Medicaid Program’s diagnostic laboratory services benefit limit, and radiology/other
services benefit limit each apply to the outpatient setting.

1. Diagnostic laboratory services benefits are limited to five hundred dollars ($500) per
State Fiscal Year (SFY: July 1 through June 30), and radiology/other services
benefits are limited to five hundred dollars ($500) per SFY.

2.  Radiology/other services include without limitation diagnostic X-rays, ultrasounds,
and electronic monitoring/machine tests, such as electrocardiograms (ECG or EKG).

3.  Diagnostic laboratory services and radiology/other services defined as Essential
Health Benefits by the U.S. Preventive Services Task Force (USPSTF) are exempt
from counting toward either of the two new annual caps.
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View or print the essential health benefit procedure codes.

B. Consideration of requests for benefit extensions requires correct completion of all fields of
Form DMS-671, “Request for Extension of Benefits for Clinical, Outpatient, Diagnostic
Laboratory, and Radiology/Other Services.” View or print Form DMS-671.

C. The request date and the signature of the provider's authorized representative are required
on the form. Both stamped and electronic signatures are accepted.

D. Dates of service must be listed in chronological order on Form DMS-671. When requesting
benefit extension for more than four (4) encounters, use a separate form for each set of
encounters.

E. Entera valid ICD diagnosis code and brief narrative description of the diagnosis.

. Enter a valid revenue code or procedure code (and modifiers, when applicable) and a brief
narrative description of the procedure.

G.  Enter the number of units of service requested under the extension.

L L

5.122 Uocumentation Reguiremenis 7-1-22

A.  The Medicaid Program’s diagnostic laboratory services benefit limit and radiology/other
services benefit limit each apply to the outpatient setting.

1. Diagnostic laboratory services benefits are limited to five hundred dollars ($500) per
State Fiscal Year (SFY: July 1 through June 30), and radiology/other services
benefits are limited to five hundred dollars ($500) per SFY.

2.  Radiology/other services include without limitation diagnostic X-rays, ultrasounds,
and electronic monitoring or machine tests, such as electrocardiograms (ECG or
EKG).

3.  Diagnostic laboratory services and radiology/other services defined as Essential
Health Benefits by the U.S. Preventive Services Task Force (USPSTF) are exempt
from counting toward either of the two new annual caps.

B.  Records supporting the medical necessity of extended benefits must be submitted with
benefit extension requests.

C. Clinical records must:

Be legible and include records supporting the specific request;
Be signed by the performing provider;

Include clinical, outpatient, and emergency room records for the dates of service (in
chronological order);

Include related diabetic and blood pressure flow sheets;
Include current medication list for date of service;

Include the obstetrical record related to current pregnancy (if applicable); and

Sl 2 Y

Include clinical indication for diagnostic laboratory and radiology/other services
ordered with a copy of orders for diagnostic laboratory and radiology/other services
signed by the physician

D. Diagnostic laboratory and radiology/other reports must include:

1. Clinical indication for diagnostic laboratory and radiology/other services ordered;
2. Signed orders for diagnostic laboratory and radiology/other services;
3. Results signed by the performing provider; and
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4. Current and all previous ultrasound reports, including biophysical profiles and fetal
non-stress tests if applicable.

Process for Requesting Extended Therapy Services for
Beneficiaries Under Twenty-One (21) Years of Age

:
8

Requests for extended therapy services for beneficiaries under twenty-one (21) years of
age must be submitted to DHS or its designated vendor.

View or print contact information for how to submit the request.

The request must meet the medical necessity requirement, and adequate documentation
must be provided to support this request.

1. Requests for extended therapy services are considered only after a claim is denied
due to regular benefits exceeded.

2. The request must be received within ninety (90) calendar days of the date of the
benefits-exceeded denial. The count begins on the next working day after the date of
the Remittance and Status Report (RA) on which the benefits-exceeded denial
appears.

3. Submit a copy of the Medical Assistance Remittance and Status Report reflecting the
claim’s benefits-exceeded denial with the request. Do not send a claim.

Form DMS-671 “Request for Extension of Benefits for Clinical, Outpatient, Diagnostic
Laboratory, and Radiology/Other Services”, must be utilized for requests for extended
therapy services. View or print Form DMS$-671. Consideration of requests requires
correct completion of all fields on this form. The instructions for completion of this form are
located on the back of the form. The provider must sign, include credentials, and date the
request form. An electronic signature is accepted, provided it complies with Arkansas Code
Annotated §25-31-103. All applicable documentation that supports the medical necessity of
the request must be attached.

DHS or its designated vendor will approve, deny, or ask for additional information within
thirty (30) calendar days of receiving the request. Reviewers will simultaneously advise the
provider and the beneficiary when a request is denied. Approved requests will be returned
to the provider with an authorization number.
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Request for Extension of Benefits for Clinical, Outpatient, 725
Diagnostic Laboratory, and Radiology/Other Services, Form DMS-

A.  The Medicaid Program’s diagnostic laboratory services benefit limit and radiology/other
services benefit limit each apply to the outpatient setting.

1 Diagnostic laboratory services benefits are limited to five hundred dollars ($500) per
State Fiscal Year (SFY: July 1 through June 30), and radiology/other services
benefits are limited to five hundred dollars ($500) per SFY.

2 Radiology/other services include without limitation diagnostic X-rays, ultrasounds,
and electronic monitoring or machine tests, such as electrocardiograms (ECG or
EKG).

3.  Diagnostic laboratory services and radiology/other services defined as Essential
Health Benefits by the U.S. Preventive Services Task Force (USPSTF) are exempt
from counting toward either of the two new annual caps.

View or print the essential health benefit procedure codes.

B. Benefit extension requests will be considered only when the provider has correctly
completed all applicable fields of the “Request for Extension of Benefits for Clinical,
Outpatient, Diagnostic Laboratory, and Radmloglether Services” form. (Form DMS-671).
View or print Form DMS-671.

C. The date of the request and the signature of the provider’s authorized representative are
required on the form. Stamped and electronic signatures are accepted.

D. Dates of service must be listed in chronological order on Form DMS-671. When requesting
benefit extension for more than four (4) encounters, use a separate form for each set of
encounters.

E. Enter a valid ICD diagnosis code and a brief narrative description of the diagnosis.

Enter the revénue code, modifier(s) when applicable and the applicable nomenclature.

©

Enter the number of units (encounters) requested under the extension.

Documeniation Reguiremenis T2

3
A. The Medicaid Program’s diagnostic laboratory services benefit limit and radiology/other
services benefit limit each apply to the outpatient setting.

1. Diagnostic laboratory services benefits are limited to five hundred dollars ($500) per
State Fiscal Year (SFY: July 1 through June 30), and radiology/other services
benefits are limited to five hundred dollars ($500) per SFY.

2. Radiology/other services include without limitation diagnostic X-rays, ultrasounds,
and electronic monitoring/machine tests, such as electrocardiograms (ECG or EKG).

3.  Diagnostic laboratory services and radiology/other services defined as Essential
Health Benefits by the U.S. Preventive Services Task Force (USPSTF) are exempt
from counting toward either of the two new annual caps.

B. Records supporting the medical necessity of extended benefits must be submitted with
benefit extension requests and requests for reconsideration of denied benefit extension
requests.



Rural Health Clinic Section Il

C. Clinical records must:

Be legible and include records supporting the specific request;
2. Be signed by the performing provider;

3. Include clinical, outpatient, and emergency room records for dates of service in
chronological order;

4. Include related diabetic and blood pressure flow sheets:

5. Include current medication list for date of service:

6. Include obstetrical record related to current pregnancy when applicable; and

7. Include clinical indication for diagnostic laboratory and radiology/other services

ordered with a copy of orders for diagnostic laboratory and radiology/other services
signed by the physician.

D.  Diagnostic laboratory and radiology/other reports must include:
1 Clinical indication for diagnostic laboratory and radiology/other services ordered:
2 Signed orders for diagnostic laboratory and radiology/other services;
3. Results signed by the performing provider; and
4

Current and all previous ultrasound reports, including biophysical profiles, and fetal
non-stress tests (if applicable)
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16.300 Process for Requesting Extended Therapy Services 7122

N

A.  Requests for extended therapy services for beneficiaries under twenty-one (21) years of
age and adults receiving services in an Adult Developmental Day Treatment (ADDT) must
be sent to Arkansas Medicaid’s Quality Improvement Vendor (QIO). View or print the QIO
contact information. The request must meet the medical necessity requirement, and
adequate documentation must be provided to support this request.

1. Requests for extended therapy services are considered only after a claim is denied
because a benefit is exceeded.

2. The request must be received by the QIO within ninety (90) calendar days of the date
of the benefits-exceeded denial. The count begins on the next working day after the
date of the Remittance and Status Report (RA) on which the benefits-exceeded
denial appears.

3. Submit with the request a copy of the Medical Assistance Remittance and Status
Report reflecting the claim’s benefits-exceeded denial. Do not send a claim.

4. The QIO will not accept requests sent via electronic facsimile (FAX) or e-mail.

B. Form DMS-671, “Request for Extension of Benefits for Clinical, Outpatient, Diagnostic
Laboratory, and Radiology/Other Services”, must be utilized for requests for extended
therapy services. View or print Form DMS-671. Consideration of requests requires
correct completion of all fields on this form. The instructions for completion of this form are
located on the back of the form. The provider must sign, including credentials, and date the
request form. An electronic signature is accepted, provided it complies with Arkansas Code
Annotated §25-31-103. All applicable documentation that supports the medical necessity of
the request should be attached.
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216.21¢C Completion of Form DMS-671, “Reguest For Extension of Benefits 7-1-22
for Clinical. Outpatient, Diagnostic Laboratory, and Radiology/Other
Services’

A.  The Medicaid Program’s diagnostic laboratory services benefit limit and radiology/other
services benefit limit each apply to the outpatient setting.

1. Diagnostic laboratory services benefits are limited to five hundred dollars ($500) per
State Fiscal Year (SFY: July 1 through June 30), and radiology/other services
benefits are limited to five hundred dollars ($500) per SFY.

2 Radiology/other services include without limitation diagnostic X-rays, ultrasounds,
and electronic monitoring/machine tests, such as electrocardiograms (ECG or EKG).

3. Diagnostic laboratory services and radiology/other services defined as Essential
Health Benefits by the U.S. Preventive Services Task Force (USPSTF) are exempt
from counting toward either of the two new annual caps.

View or print the essential health benefit procedure codes.

B.  Requests for extension of benefits for clinical services (physician’s visits) outpatient
services (hospital outpatient visits), diagnostic laboratory services (laboratory tests), and
radiology/other services must be submitted to DHS or its designated vendor for
consideration.

View or print contact information to obtain instructions for submitting the request.

1. Requests for extension of benefits requires correct completion of all fields on the
“Request for Extension of Benefits for Clinical, Outpatient, Diagnostic Laboratory,
and Radiology/Other Services” form (Form DMS-671). View or print Form DMS-

671,

2. Instructions for accurate competition of Form DMS-671 (including indication of
required attachments) accompany the Form. All forms are listed and
accessible in Section V of each provider manual.

216.220 Documentation Reguirements ' 7122

A.  The Medicaid Program'’s diagnostic laboratory services benefit limit and radiology/other
services benefit limit each apply to the outpatient setting.

1 Diagnostic laboratory services benefits are limited to five hundred dollars ($500) per
State Fiscal Year (SFY: July 1 through June 30), and radiology/other services
benefits are limited to five hundred dollars ($500) per SFY.

2 Radiology/other services include without limitation diagnostic X-rays, ultrasounds,
and electronic monitoring/machine tests, such as electrocardiograms (ECG or EKG).

3 Diagnostic laboratory services and radiology/other services defined as Essential
Health Benefits by the U.S. Preventive Services Task Force (USPSTF) are exempt
from counting toward either of the two new annual caps.

B.  Torequest extension of benefits for any services with benefit limits, all applicable records
that support the medical necessity of extended benefits are required.

C.  Documentation requirements are as follows.

1. Clinical records must:
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Be legible and include records supporting the specific request;
Be signed by the performing provider; =

Include clinical, outpatient, and emergency room records for dates of service in
chronological order;

Include related diabetic and blood pressure flow sheets;
Include current medication list for date of service;
include the obstetrical record related to the current pregnancy; and

Include clinical indication for diagnostic laboratory and radiology/other services
ordered with a copy of orders for diagnostic laboratory and radiology/other
services signed by the physician.

Diagnostic laboratory and radiology/other reports must include:

a.

Clinical indication for diagnostic laboratory and radiology/other services
ordered;

Signed orders for diagnostic laboratory and radiology/other services;
Results signed by performing provider; and

Current and all previous ultrasound reports, including biophysical profiles and
fetal non-stress tests.
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Stricken language would be deleted from and underlined language would be added to present law.
Act 891 of the Regular Session

State of Arkansas As Engrossed: S4/5/21
93rd General Assembly 1
Regular Session, 2021 SENATE BILL 395

By: Senator Irvin

By: Representatives M. Gray, D. Ferguson

For An Act To Be Entitled
AN ACT TO MODIFY THE ANNUAL CAP ON DIAGNOSTIC
LABORATORY SERVICES IN THE ARKANSAS MEDICAID PROGRAM;
AND FOR OTHER PURPOSES.

Subtitle
TO MODIFY THE ANNUAL CAP ON DIAGNOSTIC
LABORATORY SERVICES IN THE ARKANSAS
MEDICAID PROGRAM.

BE IT ENACTED BY THE GENERAL ASSEMBLY OF THE STATE OF ARKANSAS:

SECTION 1. Arkansas Code Title 20, Chapter 77, Subchapter 1, is
amended to add an additional section to read as follows:
20-77-140. Diagnostic laboratory services.

(a) The General Assembly finds that:

(1) The national coronavirus 2019 (COVID-19) emergency has

emphasized the critical importance of laboratory testing for diagnosing

disease and promoting health;

(2) There is a disparity in the scope of laboratory testing

services that are covered by the Arkansas Medicaid Program;

(3) Often, radiology services are grouped with diagnostic

laboratory services;

(4) Radiology services are more expensive than diasnostic

laboratory services and greatly reduce the services that a beneficiary can

receive;

(5) The Arkansas Medicaid Program only covers up to five hundred
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As Engrossed: S4/5/21 SB395

dollars ($500) for all diagnostic laborato%} services, including radiology;

and

(6) This disparity in services should be reduced or eliminated.

(b) The program shall set the annual cap for:

(1) Diagnostic laboratory services, not including radiology

services, of at least five hundred dollars ($500); and

(2) Radiology services of at least five hundred dollars ($500) .

(c) Any laboratory or diagnostic procedure that is an essential health

benefit does not count towards the caps described in subsection (b) of this

section.

(d) The Department of Human Services shall apply for any federal

waiver, Medicaid state plan amendment, or other authorization necessary to

implement this section.

/s/Irvin

APPROVED: 4/25/21

2 04-05-2021 13:22:26 JMBO98
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