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SECTION I - INTRODUCTION

A, Introduction

Effective July 1, 1991, the Kentucky Medicaid Program
began reimbursing providers for Targeted Case
Management Services for Children. This manual has
been formulated to provide you, the provider, with a
useful tool for interpreting the procedures and
policies of the Kentucky Medicaid Program. It has
been designed to facilitate the processing of your
claims for services provided to qualified recipients
of Medicaid.

This manual is intended to provide basic information
concerning coverage, billing, and policy. It will,
hopefully, assist you in understanding what procedures
are reimbursable, and will also enable you to have
your claims processed with a minimum of time involved
in processing rejections and making inquiries. It has
been arranged in a loose-leaf format, with a decimal
page numbering system which will allow policy and
procedural changes to be transmitted to you in a form
which may be immediately incorporated into the manual
(i.e., page 7.6 might be replaced by new pages 7.6 and
7.7).

Precise adherence to policy is imperative. In order
that your claims may be processed quickly and
efficiently, it is extremely important that you follow
the policies as described in this manual. Any
questions concerning general agency policy should be
directed to the Office of the Commissioner, Department.
for Medicaid Services, Cabinet for Human Resources,
CHR Building, Frankfort, Kentucky 40621, or Phone
(502) 564-4321. Questions concerning the application
or interpretation of agency policy with regard to
individual services should be directed to the Division
of Program Services, Department for Medicaid Services,
Cabinet for Human Resources, CHR Building, Frankfort,
Kentucky 40621, or Phone (502) 564-6890. OQuestions
concerning billing procedures or the specific status
of claims should be directed to EDS, P.O. Box 2009,
Frankfort, Kentucky 40602, or Phone (800) 333-2188 or
(502) 277-2525.
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B. Fiscal Agent

Electronic Data Systems (EDS) is the fiscal agent for
the operation of the Kentucky Medicaid Management
Information System (MMIS). EDS receives and processes
all claims for medical services provided to Kentucky
Medicaid recipients.
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II. KENTUCKY MEDICAID PROGRAM

A.

General

The Kentucky Medicaid Program is administered by the
Cabinet for Human Resources, Department for Medicaid
Services. The Medicaid Program, identified as Title
XIX of the Social Security Act, was enacted in 1965
and operates according to a State Plan approved by the
U.S. Department of Health and Human Services.

Title XIX is a joint Federal and State assistance
program which provides payment for certain medical
services provided to Kentucky recipients who lack
sufficient income or other resources to meet the cost
of such care. The basic objective of the Kentucky
Medicaid Program is to aid the medically indigent of
Kentucky in obtaining quality medical care.

As a provider of services, you must be aware that the
Department for Medicaid Services is bound by both
Federal and State statutes and regqulations governing
the administration of the State Plan. The Department
cannot reimburse you for any services not covered by
the plan. The state cannot be reimbursed by the
federal government for improper payments to providers
of non-covered, unallowable medical services.

The Kentucky Medicaid Program, Title XIX, is not to be
confused with Medicare. Medicare is a Federal
program, identified as Title XVIII, basically serving
persons 65 years of age and older and some disabled
persons under that age.

The Kentucky Medicaid Program serves eligible
recipients of all ages. The coverage is specified in
the body of this manual in Section IV.
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Administrative Structure

The Department for Medicaid Services, within the
Cabinet for Human Resources, bears the responsibility
for developing, maintaining, and administering the
policies and procedures, scopes of benefits, and basis
for reimbursement for the medical care aspects of the
Program. The Department for Medicaid Services makes
payments to providers who have submitted claims for
services within the scope of covered benefits which
have been provided to eligible recipients.

Determination of the eligibility status of individuals
and families for Medicaid benefits is a responsibility
of the local Department for Social Insurance Offices,
which are located in each county of the state.

Advisory Council

The Kentucky Medicaid Program is guided in policy-
making decisions by the Advisory Council for Medical
Assistance. 1In accordance with the conditions set
forth in KRS 205.540, the Council is composed of
seventeen (17) members, including the Secretary of the
Cabinet for Human Resources, who serves as an ex
officio member. The remaining sixteen (16) members
are appointed by the Governor to four-year terms.
Nine (9) members represent the various professional
groups providing services to Program recipients, and
are appointed from a list of three (3) nominees
submitted by the applicable professional assoclations.
The other seven (7) members are lay citizens.

In accordance with the statutes, the Advisory Council
meets at least every three (3) months and as often as
deemed necessary to accomplish their objectives.

In addition to the Advisory Council, the statutes make
provision for a five-member technical advisory
committee for certain provider groups and recipients.
Membership on the technical advisory committees is
decided by the professional organization that the
technical advisory committee represents. The
technical advisory committees provide for a broad
professional representation to the Advisory Council.
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As necessary, the Advisory Council appoints
subcommittees or ad hoc committees responsible for
studying specific issues and reporting their findings
and recommendations to the Council.

Policy

The basic objective of the Kentucky Medicaid Program
is to assure the availability and accessibility of
quality medical care to eligible Program recipients.

The 1967 amendments to the Social Security Law
stipulates that Title XIX Programs have secondary
liability for medical costs of Program recipients.
That is, if the patient has an insurance policy,
veteran's coverage, or other third party coverage of
medical expenses, that party is primarily liable for
the recipient's medical expenses. The Medicaid
Program is payor of last resort. Accordingly, the
provider of service should seek reimbursement from
third party groups for services provided. If you, as
the provider, should receive payment from Medicaid
before knowing of the third party's liability, a
refund of that' payment amount should be made to
Medicaid, as the amount payable by the Department
shall be reduced by the amount of the third party
obligation.

In addition to statutory and regulatory provisions,
several specific policies have been established
through the assistance of professional advisory
committees. These policies are as follows:

All participating providers shall agree to provide
services in compliance with federal and state statutes
regardless of sex, race, creed, religion, national
origin, handicap, or age.

Each medical professional is given the choice of
whether or not to participate in the Kentucky Medicaid
Program. From those professionals who have chosen to
participate, the recipient may choose the one from
whom he wishes to receive his medical care.
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When the Department makes payment for a covered
service and the provider accepts the payment made by
the Department in accordance with the Department's fee
structure, the amounts paid shall be considered
payment in full; and no bill for the same service
shall be tendered to the recipient, or payment for the
same service accepted from the recipient.

Providers of medical service attest by their ,
signatures (not facsimiles) that the presented claims
are valid and in good faith. Fraudulent claims are
punishable by fine and/or imprisonment. Stamped
signatures are not acceptable.

All claims and substantiating records are auditable by
both the Government of the United States and the
Commonwealth of Kentucky.

The provider's adherence to the application of
policies in this manual is monitored through either
post-payment review of claims by the Department or
computer audits and edits of claims. If computer
audits or edits fail to function properly the
application of policies in this manual remain in
effect and thus the claims become subject to
post-payment review by the Department.

All claims and payments are subject to rules and
regulations issued by appropriate levels of federal
and state legislative, judiciary and administrative
branches.

All services to recipients of this Program shall be on
a level of care at least equal to that extended
private pay patients and normally expected of a person
serving the public in a professional capacity.

All recipients of this Program are entitled to the
same level of confidentiality accorded patients NOT
eligible for Medicaid benefits.

Professional services shall be periodically reviewed
by peer groups within a given covered specialty.
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Services are reviewed for recipient and provider
abuse. Willful abuse by the provider may result in
his suspension from Program participation. Abuse by
the reciplent may result in surveillance of the
payable services he receives.

No claim shall be paid for services outside the scope
of allowable benefits within a particular specialty.
Likewise, no claim shall be paid for services that
require, but do not have, prior authorization by the
Kentucky Medicaid Program.

No claims shall be paid for medically unnecessary
items, services, or supplies.

When a recipient makes payment for a covered service,
and such payment is accepted by the provider as either
partial payment or payment in full for that service,
no responsibility for reimbursement shall be attached
to the Department and no bill for the same service
shall be paid by the Department.

Public Law 92-603 (As Amended)

Section 1909. (a) Whoever--

(1) knowingly and willfully makes or causes
to be made any false statement or representation
of a material fact in any application for any
benefit or payment under a State plan approved
under this title,

(2) at any time knowingly and willfully
makes or causes to be made any false statement or
representation of a material fact for use in
determining rights to such benefit or payment,

(3) having knowledge of the occurrence of
any event affecting (A) his initial or continued
right to any such benefit or payment, or (B) the
initial or continued right to any such benefit or
payment of any other individual in whose behalf
he has applied for or is receiving such benefit
or payment, conceals or fails to disclose such
event with an intent fraudulently to secure such
benefit or payment either in a greater amount or
quantity than is due or when no such benefit or
payment is authorized, or
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(4) having made application to receive any
such benefit or payment for the use and benefit
of another and having received it, knowingly and
willfully converts such benefit or payment or any
part thereof to a use other than for the use and
benefit of such other person,

shall (i) in the case of such a statement,
representation, concealment, fallure or conversion by
any person in connection with the furnishing (by that
person) of items or services for which payment is or
may be made under this title, be gquilty of a felony
and upon conviction thereof fined not more than
$25,000 or imprisoned for not more than five (5) years
or both, or (ii) in the case of such a statement,
representation, concealment, failure, or conversion by
any other person, be guilty of a misdemeanor and upon
conviction thereof fined not more than $10,000 or
imprisoned for not more than one (1) year, or both.

In addition, in any case where an individual who is
otherwise eligible for assistance under a State plan
approved under this title is convicted of an offense
under the preceding provisions of this subsection, the
State may at its option (notwithstanding any other
provision of this title or of such plan) limit,
restrict, or suspend the eligibility of that
individual for such period (not exceeding one (1)
year) as it deems appropriate; but the imposition of a
limitation, restriction, or suspension with respect to
the eligibility of any individual under this sentence
shall not affect the eligibility of any other person
for assistance under the plan, regardless of the
relationship between that individual and such other
person.

(b) (1) Whoever knowingly and willfully solicits
or receives any remuneration (including any kickback,
bribe, or rebate) directly or indirectly, overtly or
covertly, in cash or in kind--,

(A) in return for referring an individual to

a person for the furnishing or arranging for the

furnishing of any item or service for which

payment may be made in whole or in part under
this title, or :
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(B) in return for purchasing, leasing,
ordering, or arranging for or recommending
purchasing, leasing, or ordering any good,
facility, service, or item for which payment may
be made in whole or in part under this title,

shall be gquilty of a felony and upon conviction
thereof, shall be fined not more than $25,000 or
imprisoned for not more than five (5) years, or both.

pays

(2) Whoever knowingly and willfully offers or
any remuneration (including any kickback, bribe,

or rebate) directly or indirectly, overtly or
covertly, in cash or in kind to any person to induce

such

person--

(A) to refer an individual to a person for
the furnishing or arranging for the furnishing of
any item or service for which payment may be made
in whole or in part under this title, or

(B) to purchase, lease, order, or arrange
for or recommend purchasing, leasing, or ordering
any good, facility, service, or item for which
payment may be made in whole or in part under
this title, :

shall be guilty of a felony and upon conviction
thereof shall be fined not more than $25,000 or
imprisoned for not more than five (5) years, or both.

(3) Paragraphs (1) and (2) shall not apply to--

(A) a discount or other reduction in price
obtained by a provider of services or other
entity under this title if the reduction in price
is properly disclosed and appropriately reflected
in the costs claimed or charges made by the
provider or entity under this title; and

(B) any amount paid by an employer to an
employee (who has a bona fide employment
relationship with such employer) for employment
in the provision of covered items or services.

TRANSMITTAL #1
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(c) Whoever knowingly and willfully makes or
causes to be made, or induces or seeks to induce the
making of, any false statement or representation of a
material fact with respect to the conditions or
operation of any institution or facility in order that
such institution or facility may qualify (either upon
initial certification or upon recertification) as a
hospital, nursing facility, or home health agency (as
those terms are employed in this title) shall be
guilty of a felony and upon conviction thereof shall
be fined not more than $25,000 or imprisoned for not
more than five (5) years, or both.

(d) Whoever knowingly and willfully--

(1) charges, for any service provided to a
patient under a State plan approved under this
title, money or other consideration at a rate in
excess of the rates established by the State, or

(2) charges, solicits, accepts, or receives,
in addition to any amount otherwise required to
be paid under a State plan approved under this
title, any gift, money, donation, or other
consideration (other than a charitable,
religious, or philanthropic contribution from an
organization or from a person unrelated to the
patient)--

(A) as a precondition of admitting a
patient to a hospital, nursing facility, or

(B) as a requirement for the patient's
continued stay in such a facility, when the
cost of the services provided therein to the
patient is paid for (in whole or in part)
under the State plan,

shall be gquilty of a felony and upon conviction
thereof shall be fined not more than $25,000 or
imprisoned for not more than five (5) years, or both.
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III. Conditions of Participation

A.

General Information

Effective July 1, 1991, Targeted Case Management
Services became available to Severely Emotionally
Disturbed (SED) Children who are under age 21. Case
management services are defined as services which will
assist the targeted population (SED Children) in
gaining needed access to medical, social, educational,
and other support services.

Provider Qualifications

Provider participation is limited to the fourteen (14)
Regional Mental Health/Mental Retardation Centers, as

licensed in accordance with the requirements set forth
in 902 KAR 20:091, and to the Kentucky Department for

Social Services.

The following participation forms are required to be
completed by each provider of services:

(1) Provider Agreement (MAP-343)
(2) Provider Information Sheet (MAP-344)
After receipt of these completed forms, the Department

for Medicaid Services (DMS) shall assign a provider
number to be used for identification and billing

'~ purposes.

Qualifications of Case Managers
The case manager shall have, at a minimum,

(1) A Bachelor of Arts or Science Degree in any
of the behavioral sciences from an accredited
institution. Behavioral Sciences include
psychology, sociology, social work, human
services and special education; and

(2) One (1) year of experience in performing
case management services or working directly
with children. A Master's Degree in a
behavioral science can substitute for the
one (1) year of experience.
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NOTE: Persons employed as Case Managers as of
July 1, 1991, (the implementation date of this
program) shall be considered "grandfathered",
with regard to the one (1) year of experience
requirement; however, the minimum educational
requirement must be met. Anyone appointed to a
case management position on or after July 1,
1991, shall meet the experience requirement.

(3) Completed a case management certification or
training course, provided by the Department
for Mental Health/Mental Retardation or the
Department for Social Services, within six
(6) months of his employment date; and

(4) In addition to the above, the case manager
shall be supervised for one (1) year by a
mental health professional; i.e.
psychiatrist, psychologist, Master's level
Social Worker (MSW), psychiatric nurse, or
professional equivalent. A professional
equivalent is defined as staff who have at
least a Bachelor's degree in a behavioral
science and two (2) years of experience in
providing children's services. The
supervisor shall also complete the required
case management certification or training
course.

Supervision is to be performed at least once
a month, both individually (per client
treatment plan) and in group (resource
development).

(5) Case managers shall deliver only case
management services, whether or not they are
employed by the case management provider on
a part-time or full-time basis.

(6) The recommended case load size is 15-20:1
for a full-time case manager. The maximum
case load size shall be 25.
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D. Client'Qualifications

Targeted Case Management Services for SED Children
shall be limited to Medicaid-eligible children under
age 21, who meet the following criteria:

(1)

(2)

A Severely Emotionally Disturbed (SED) Child
is defined as a child with a clinically
significant disorder of thought, mood,
perception, orientation, memory, or behavior
that is listed in the current edition of the
American Psychiatric Association's
Diagnostic and Statistical Manual of Mental
Disorders (DSM III) and excluding those
children who are singularly diagnosed as
chemically dependent, mentally retarded, or
developmentally delayed;

AND has been identified by a Regional
Interagency Council (RIAC) as a "severely
emotionally disturbed child" in need of case
management services;

AND MEETS EITHER #3 OR #4 AS FOLLOWS:

(3)

As stated in KRS 200.503 must present with
one of the following conditions {as listed
in (a) through (c) below}:

(a) Presents substantial limitations that
have persisted for at least one (1)
year or is judged by a mental health
professional to be at risk of
continuing for one (1) year without
professional intervention in at least
two (2) of the following five (5) areas:

- Self care: Defined as the ability
to provide, sustain, and protect
himself at a level appropriate to
his age;
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(4)

OR
(b)

.OR

(c)

Interpersonal relationships:
Defined as the ability to build
and maintain satisfactory
relationships with peer and adults;

Family life: Defined as the
capacity to live in a family or
family type environment;

Self direction: Defined as the
child's ability to control his
behavior and to make decisions in
a manner approprilate to his age;
and

Education: Defined as the ability
to learn social and intellectual
gkills from teachers in an
educational setting;

Is a Kentucky resident and is réceiving
treatment for emotional disturbance
through the interstate compact;

The Department for Social Services has
removed the child from the his home and
has been unable to maintain the child
in a stable setting due to behavioral
or emotional disturbance(s);

A child who presents impairment/behavior of
short duration yet of high intensity.
Included are severe emotional problems such
as suicidal or psychotic trauma reactions
where prognosis regarding duration of
symptoms cannot be accurately assessed.

" TRANSMITTAL # 1
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E. Client Records

Client records shall substantiate the services billed
to Medicaid. Records shall include the type of case
management service provided, the date of service,
place of service, and the person providing the case
management service.

Client records shall be maintained for a minimum of
five (5) years and for any additional time as may be
necessary in the event of an audit exception or other
dispute. The records and any other information
regarding payments shall be maintained in an organized
central file and furnished to the Cabinet for Human
Resources upon request and made avallable for
inspection and copying by Cabinet personnel.

All records shall be personally signed or co-signed
and dated by the client's case manager.

The client's record shall designate in some manner the
four (4) service contacts required each month for
Medicaid Targeted Case Management billing. This shall
be audited by post-payment review.

F. Termination of Provider Participation

907 KAR 1:220 regulates the terms and conditions of
provider participation and procedures for provider
appeals. The Cabinet for Human Resources determines
the terms and conditions for participation of vendors
in the Kentucky Medicaid Program and may suspend,
terminate, deny or not renew a vendor's provider
agreement for "good cause." "Good cause" is defined
as:

1. Misrepresenting or concealing facts in order to
receive or to enable others to receive benefits;

2. Furnishing or ordering services under Medicaid
that are substantially in excess of the
recipient's needs or that fail to meet
professionally recognized health care standard;
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3. Misrepresenting factors concerning a facility's
qualifications as a provider;

4. Failure to comply with the terms and conditions
for vendor participation in the program and to
effectively render services to recipients; or

5. Submitting false or questionable charges to the
agency.

The Kentucky Medicaid Program shall notify a provider
in writing at least thirty (30) days prior to the
effective date of any decision to terminate, suspend,
deny or not renew a provider agreement. The notice
shall state:

1. The reasons for the decision;
2. The effective date;

3. The extent of its applicability to participation
in the Medicaid Program;

4. The earliest date on which the Cabinet will
accept a request for reinstatement;

5. The requirements and procedures for
reinstatement; and

6. The appeal rights available to the excluded party.

The provider receiving such notice may request an
evidentiary hearing. The request shall be in writing
and made within five (5) days of receipt of the notice.

The hearing shall be held within thirty (30) days of
receipt of the written request, and & decision shall
be rendered within thirty (30) days from the date all
evidence and testimony is submitted. Technical rules
of evidence shall not apply. The hearing shall be
held before an impartial decision-maker appointed by
the Secretary for Human Resources. When an
evidentiary hearing is held, the provider is entitled
to the following:
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1. Timely written notice as to the basis of the
adverse decision and disclosure of the evidence
upon which the decision was based;

2. An opportunity to appear in person and introduce
evidence to refute the basis of the adverse
decision;

3. Counsel representing the provider;

4. An opportunity to be heard in person, to call
witnesses, and to introduce documentary and other
demonstrative evidence; and

5. An opportunity to cross-examine witnesses.

The written decision of the impartial hearing officer
shall state the reasons for the decision and the
evidence upon which the determination is based. The
decision of the hearing officer is the final decision
of the Cabinet for Human Resources.

These procedures apply to any provider who has
received notice from the Cabinet of termination,
suspension, denial or non-renewal of the provider
agreement or of suspension from the Kentucky Medicaid
Program, except in the case of an adverse action taken
under Title XVIII (Medicare), binding upon the
Medicaid Program. Adverse action taken against a
provider under Medicare shall be appealed through
Medicare procedures.
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IV. Services Covered

A. Definition of Case Management

Case Management services are defined as services which

will assist the targeted population (SED children) in

gaining needed medical, educational, social, and other

support services. These services are performed by
qualified case managers and shall include:

(1) A written comprehensive needs assessment which
shall be obtained by face-to-face contact with
the child, his family or other collaterals needed
to determine the child's needs. The assessment
shall include, but not be limited to, the
following:

(a)

(b)

- (e)

(d)

(e)

(£)

(9)

Identifying information (formal caregivers,
living arrangements, emergency contacts,
source of assessment information, MAID #, if
known) ;

Family life (capacity to live in a family or
family-type environment, interaction with
family members);

Physical health (note any health problems or
concerns, treatments, medications,
handicaps);

Emotional health (behavior, alcohol/
substance abuse, intellectual functioning.
This shall be further defined in the
treatment plan.);

Social relationships (informal caregivers,
support, friends, family, volunteers, pets,
recreation);

Physical environment (safety, cleanliness,
accessibility, etc.);

Self-care (activities of daily living,
ability to take care of one's own needs);
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(h) Educational status (educational needs
appropriateness/availability of needed
educational programs, prognosis for future
employment skills); and

(i) Legal status (guardian, those who exercise
custodial control or supervision,
involvement with the legal system, etc.).

Participation in the development of the child's
treatment plan;

Coordination of and arranging for needed services
as identified in the child's treatment plan;

Assisting the child and his family or person in
custodial control in accessing needed services;
(both Medicaid and non-Medicaid covered) as
provided by a multiplicity of agencies and
programs;

Monitoring the child's progress through the full
array of services by

(a) Making referrals;
(b) Tracking the child's appointments;

(c) Removing any barriers which prohibit access
to the recommended programs or services;

(d) Performing follow-up on services rendered to
assure the services are received and meet
the child's needs;

(e) Performing periodic re-assessments of the
child's changing needs; and

(f) Educating the family or person in custodial
control of the value of early intervention
services and treatment programs.
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Performing advocacy activities on behalf of the
child. The case manager may intercede to assure

appropriate, timely, and productive treatment
modalities;

Establishing and maintaining current client
records, documenting contacts, services needed,
client's progress, and any other information as
may be required;

Providing case consultations as required (i.e.
consulting with a service provider to assist in
determining the child's progress, etc.); and

Providing crisis assistance (i.e. intervention on
behalf of the child, making arrangements for
emergency referrals and treatment, and
coordinating any other needed emergency services).

The treatment plan, developed in response to the case
manager's needs assessment and other tests or
procedures used for evaluation purposes by service
providers, shall be monitored by the case manager.

While the case manager is not responsible for
developing the child's treatment plan, it is the
responsibility of the case manager to document

(1) all needed services,

(2) anticipated dates of delivery,
(3) services arranged,

(4) follow-up on services, and

(5) unmet needs and service gaps.

B. Limitations on Case Management Services

Case management services do not include:

(1)

(2)
(3)

The actual provision of mental health or other
services or treatments;

Outreach activities to potential clients;
Administrative activities associated with

Medicaid eligibility determinations, processing,
etc.;
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(4)

(3)

(6)

(7)

Institutional Discharge Planning - This service
is required as a condition of payment for
institutional (hospital, nursing facilities)
services and therefore, shall not be covered
under the Targeted Case Management Program. The
case management provider may bill, however, for
CASE MANAGEMENT services performed either in the

month prior to or month of discharge from the

facility to prepare for the child's return to the
community;

Transportation services solely for the purpose of
transporting the child; and

Case management services for children in
out-of-state institutions or placements with the
exception of the month prior to or the month of
discharge and return to Kentucky.

Payment shall not be made for case management
services if the client participates in any
Medicaid-covered case management program {i.e.
Home and Community-Based (HCB) Waiver,
Alternative Services for the Mentally Retarded
(AIS/MR) Waiver, Hospice Program, or the
Commission for Handicapped Children's Program}.

C. Client Rights

(1)

(2)

(3)

(4)

Clients shall have freedom of choice of case
management services.(See Appendix X)

Clients shall have freedom of choice of
participating case management providers.

Clients shall have freedom of choice of case
managers employed by the case management provider.

Clients shall be allowed to have free choice of
service providers of any other Medicaid-covered
services.
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D. Regional Interagency Council (RIAC)

(1)

(2)

Identification

All children seeking case management services
under the Targeted Case Management Program shall
be identified as severely emotionally disturbed
(SED) children by the RIAC.

The agency referring the child to the RIAC for
review is responsible for documenting that the
child meets the criteria as stated in Section
ITI, D. Client Qualifications of this manual.

An authorized representative from the referring
agency shall sign the RIAC Form MAP-585 (See
Appendix VI) as certification of the child's .
condition. The RIAC will review the completed
MAP-585. The signature of the RIAC chairperson
on the MAP-585 will certify that the child has
been identified as an SED child by the RIAC.

Emergency Services

In the event of an emergency (i.e. a child is in
need of emergency case management services but
the RIAC, due to meeting only monthly, does not
meet timely enough to identify the child prior to
needed services being rendered), the referring
agency may provide case management services for
up to four (4) weeks without the completion of
the RIAC MAP-585 form. However, if the child is
not identified by the RIAC at its next monthly
meeting as an SED child, the referring agency may
be at risk of providing services without
receiving reimbursement.
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(3) Documentation of Client Qualifications

It is the responsibility of the referring agency
or other chosen case management provider to
maintain all documentation regarding the child's
DSM-III diagnosis, the RIAC MAP-585 form, and any
other records that support the decision to
provide Targeted Case Management Services for a
particular child.

E. Assurance of Case Management Services Certification
MAP-586 Form

After a child has been identified as an SED child by
the RIAC, the referring agency or other chosen case
management provider shall complete a MAP-586 Form.
This form assures that the client has had freedom of
choice of not only case management services, but also
a choice of all participating case management
providers and case managers within a provider group,
if applicable.

The referring agency, if chosen as the case management
provider, shall retain a copy of this form in the
client's files. A copy is to be given to the child's
legal guardian or person in custodial control. If the
referring agency assisting with completion of the form
is not the chosen case management provider, the chosen
provider shall retain a copy of the MAP-586 form in
the client's file.

F. Out-of-Region or Out-of-State Short Term Placements

Children who meet all the requirements for targeted
case management services and who are placed in
out-of-region or out-of-state temporary or short term
placements may be continued to be case managed by
their "home" case management provider.

The requirement of four (4) service contacts per month
is still required; at least one (1) contact shall be a
face-to-face encounter with the child. However, it is
recognized that a face-to-face encounter with the
child in such placements may be difficult.
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Therefore, while it is recommended that at least one
(1) contact be a face-to-face encounter with the
child, in this one instance, it is acceptable to
substitute a telephone call to the child for the
face-to-face contact. All other requirements
regarding service contacts will apply.
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V. Reimbursement

A.

Payment

Reimbursement for Targeted Case Management Services
for SED children shall be a cost-based system,
utilizing an interim rate based on projected cost
during the first year, with a year-end cost
settlement. This methodology shall be reassessed
prior to the beginning of year two.

Payment shall be made when four (4) service contacts
have occurred during a month. Two (2) of the contacts
shall be face-to-face; at least one (1) contact shall
be with the child and the other with the parent or
family or person in custodial control. The other two
(2) contacts may be telephone or face-to-face contacts
with or on behalf of the child. 1If there should be
situations whereby multiple contacts are made on the
same day, then the following procedures will be used:
(1) if contacts are directly inter-related then all
contacts would be counted as one contact; (2) If
contacts are not directly interrelated then contacts
would be counted as two contacts.

The unit of service shall be defined as one unit
equaling one (1) month. The interim rate, for year
one, shall be the based on the provider's usual,
customary, and reasonable charge up to a maximum of
$200 per child per month. No more than one (1)
payment per child per month shall be made and this
payment shall represent payment in full for all case
management services provided to the child during a
month. The payment amount shall not vary with the
nature or the extent of the case management services
being provided. The charge to the Medicaid Program
shall be the same for all persons who receive the same
or similar service.

Appropriaté documentation shall be maintained in the
child's record of all case management services billed
and performed.

TRANSMITTAL #2 Page 5.1



CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

TARGETED CASE MANAGEMENT SERVICES CHILDREN MANUAL

SECTION V - REIMBURSEMENT

B. Third Party Coverage

l‘

General

To expedite the Medicaid claims processing
payment function, the provider of services shall
actively participate in the identification of
third party resources for payment on behalf of
the client. At the time the provider obtains
Medicaid billing information from the client, he
shall determine if additional resources exist.
Providers have an obligation to investigate and
to report the existence of other insurance or
liability. The provider's cooperation will
enable the Kentucky Medicaid Program to function
efficiently.

Identification of Third Party Resources

Pursuant to KRS 205.662, prior to billing the
Kentucky Medicaid Program, all participating
providers shall submit billings for medical
services to a third party when the provider has
prior knowledge that a third party may be liable
for payment of the services.

In order to identify those clients who may be
covered through a variety of health insurance
resources, the provider shall inquire if the
client meets any of the following conditions:

-If the client is married or working,
inquire about possible health insurance
through the client's or spouse's employer;

-If the client is a minor, ask about
insurance the MOTHER, FATHER, or GUARDIAN
may carry on the client;

-In cases of active or retired military
personnel, request information about
CHAMPUS coverage and social security number
of the policy holder;

-Ask 1f the client has health insurance such
as a CANCER, ACCIDENT, or INDEMNITY policy,
GROUP health or INDIVIDUAL insurance, etc.
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Examine the client's MAID card for an insurance
code. If the code indicates insurance coverage,
question the client further regarding the
insurance.

The following is a list of insurance codes found
on the front of the MAID card:

Part A, Medicare only

Part B, Medicare only

Both Parts A and B Medicare
Blue Cross/Blue Shield

Blue Cross/Blue Shield/Major Medical
Private medical insurance
Champus

Health Maintenance Organization
Other and/or unknown

Absent Parent's insurance

None

United Mine Workers

Black Lung

HEERradaemEOOQWR

Billing Instructions for Claims Involving Third
Party Resources

If the client has third party resources that
cover case management services, then the provider
shall obtain payment or rejection from the third
party before Medicaid is filed. If payment is
received, the provider shall indicate on the
claim form, in the appropriate field, the amount
of the third party payment and the name and
policy numbers of the health insurance covering
the client. If the third party rejected the
claim, a copy of the rejection notice shall be
attached to the Medicaid claim. Claims with
attachments shall be non-electronic (paper)
claims.
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Exceptions:

*If the insurance company has not responded
within 120 days of the date of filing the claim
to them, the provider shall submit a the claim to
EDS in the usual manner. A completed Third Party
Liability (TPL) Lead Form which states "No
Response in over 120 days" shall be attached to
the claim. A copy of the TPL Lead Form can be
found in the Appendix.

Forward the claim and attached TPL Lead Form to:

EDS

P. 0. Box 2009
Frankfort, KY 40602
ATTN: TPL Unit

*If proof of denial for the same client for the
same or related services from the carrier is
attached to the Medicaid billing, claims
processing can proceed. The denial cannot be
more than six (6) months old.

*A letter from the provider indicating that he
contacted the insurance company and spoke with an
agent to verify that the recipient was not
covered, can also be attached to the Medicaid
claim.

Medicaid Payment for Claims Involving a Third
Party

Claims meeting the requirements for payment shall
be paid in the following manner if a third party
payment is identified on the claim.

The amount paid by the third party shall be
deducted from the Medicaid allowed amount and the
difference paid to the provider. If the third
party payment amount exceeds the Medicaid allowed
amount, the resulting Medicaid payment shall be
zero. Clients cannot be billed for any
difference between the billed amount and Medicaid
payment amount. Providers shall accept Medicaid
payment as payment in full.
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If a claim for a client is payable by a third
party resource which was not pursued by the
provider, the claim shall be denied. Along with
a Third Party insurance denial explanation, the
name and address of the insurance company, the
name of the policy holder, and the policy number
shall be indicated on the Remittance Statement.
The provider shall pursue payment with this third
party resource before billing Medicaid again.

If you have any questions, please write to EDS,
P.O. Box 2009, Frankfort, Kentucky 40602,
Attention: TPL Unit, or call (800) 756-7557
[333-2188].

Accident and Work Related Claims

For claims billed to Medicaid that are related to
an accident or work-related incident, the :
provider shall pursue information relating to the
accident. If an attorney, employer, individual
or an insurance company is liable for payment,
payment shall be pursued from the liable party.
If the liable party has not been determined,
attach copies of any information obtained, such
as the names of attorneys, other involved
parties, and the client's employer to the claim
when submitting to EDS for Medicaid payment.

C. Duplicate or Inappropriate Payments

Any duplicate or inappropriate payment by Medicaid,
whether due to erroneous billing or payment system

faults, shall be refunded. Refund checks shall be

made payable to "Kentucky State Treasurer" and sent
immediately to: '

EDS

P. O. Box 2009

Frankfort, KY 40602

ATTN: Financial Services Unit

Failure to refund a duplicate or inappropriate payment
could be interpreted as fraud or abuse, and may result
in prosecution.
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D. KenPAC/Lock-In

Certain Medicaid clients are assigned to a patient
manager through the KenPAC or Lock-In programs.
Specific prior-authorization by these patient managers
is NOT required for a KenPAC or Lock-In recipient to
receive Targeted Case Management Services.

TRANSMITTAL #1 Page 5.6



CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

TARGETED CASE MANAGEMENT SERVICES CHILDREN MANUAL

SECTION VI - COMPLETION OF CLAIM FORM

VIi. Completion of Claim Form

A. General Information

1.

Claims shall be submitted on the standard "Health
Insurance Claim Form," HCFA-1500, (12/90).
Information entered on this form must be data
entered for the claim to be processed; therefore,
it is important that all information supplied is
complete and legible. Typing the claim form is
recommended, although clear, legible handwriting
is acceptable. Claims may also be submitted
electronically. Contact EDS to obtain
instructions on how to bill electronically.

According to Federal policy, claims shall be
submitted to Medicaid within twelve (12) months
of the date of service or within six (6) months
of the Medicare payment date, whichever is longer.

Billing Instructions for Claims with Service
Dates Over One Year 0ld

Medicaid claims shall be filed within one (1)
year of the date of service. Medicaid/Medicare

-crossovers shall be filed within one (1) year of

the date of service OR within six (6) months of
the Medicare paid date, whichever is longer. To
process claims beyond this limit you must attach,
to EACH claim form involved, a copy of an
in-process, paid, or denied claim remittance no
more than twelve (12) months of age which
verifies that the original claim was submitted
within twelve (12) months of the service date.

Copies of previously submitted claim forms,
providers' in-house records of claim submittals,
and letters which merely detail filing dates are
NOT acceptable documentation of timely billing.
Attachments shall prove that the claim was
RECEIVED in a timely manner by EDS.
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If a claim is being submitted after twelve (12)
months from the date of service, due to the
recipient's retroactive eligibility, a copy of
the backdated or retroactive MAID card shall be
attached to the claim form.

MAID Number

The client's Kentucky Medicaid Identification
(MAID) card should be checked carefully to verify
the ten (10)-digit MAID number, the client's
name, and that the card is valid for the period
of time during which services are provided.
"Eligibility Period" on the MAID card may show
month-to-month eligibility (e.g. from 07/01/91 to
08/01/91), retroactive eligibility (e.g. from
06/01/90 to 08/01/91), or specific dates of
eligibility (e.g. from 07/20/91 to 08/01/91).

The "To" date is not an eligible date. Payment
cannot be made for services provided to an
ineligible person.

Medicaid Provider Number

The correct eight (8)-digit Kentucky Medicaid
Provider Number shall be entered on the claim
form in field #33 of the HCFA-1500 (12/90) form
to ensure notification of the status of the
claims and correct payment. An incorrect or

missing number could result in payment to another

provider if the number is a valid provider
number, or failure of the claim to receive
payment. Since the Remittance Statements contain
information about claims by provider number,
claims with invalid provider numbers will not
appear on Remittance Statements.
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5. Procedural Coding for Case Management

The procedure code for Case Management services
is X0064. Use of this code is limited to one (1)
unit per month, per client, per provider;
however, the number of service contacts per month
is unlimited.

B. Instructions for Completion of the HCFA-1500 Claim
Form

A copy of the HCFA-1500 claim form can be found in
Appendix V of this manual.

Claims forms can be ordered from:
U.S. Goverment Printing Office
Superintendent of Documents
Washington, D.C. 20402

Telephone: 1-800-621-8335
Claims shall be returned or rejected if the REQUIRED

information is incorrect or omitted. The following
items shall be completed:
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BLOCK NO.
2

9A

10B,C

11

21

24A

BLOCK DESCRIPTION
PATIENT'S NAME |

Enter the recipient's last name, first name,
middle initial exactly as it appears on the
current Medicaid Assistance Identification
(MAID) card.

OTHER INSURED'S POLICY OR GROUP NUMBER

Enter the recipient's ten digit Medical
Assistance Identification (MAID) number
exactly as it appears on the current MAID
cards.

ACCIDENT

Check the appropriate block if treatment
rendered was necessitated by some form of
accident.

INSURANCE PLAN NAME OR PROGRAM NAME
Enter the insurance name or program name.
DIAGNOSIS CODE

Enter the appropriate DSM III-R diagnosis
code for which case management is being
provided for eligible clients.

DATE OF SERVICE

Enter the date on which each service was
rendered in month, day, year sequence, and
numeric format. For example, April 16, 1992
would be entered as 04-16-92.
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24B

24D

24E

24F

24H

26

28

29

PLACE OF SERVICE

Enter the appropriate two digit place of
service code. The place of service code for
case management service is 99.

PROCEDURE CODE

Enter the five (5) digit procedure code
X0064.

DIAGNOSIS CODE INDICATOR

Transfer "1", "2", "3", or "4" from field 21
to indicate which diagnosis is being
treated. Do not enter the actual diagnosis
code in this field.

PROCEDURE CHANGE

Enter your usual and customary charge for
case management services.

EPSDT FAMILY PLAN

Enter a "Y" if the treatment rendered was a
direct result of the Early and Periodic
Screening, Diagnosis, and Treatment Program.

PATIENT'S ACCOUNT NO.

Enter the patient account number, if
desired. EDS will key the first seven or
fewer digits. This number will appear on
the Remittance Statement as the invoice
number.

TOTAL CHARGE

Enter the total of the individual charges
listed in Column 24F.

AMOUNT PAID
Enter the amount recieved by private

insurance. If no private insurance payment,
leave blank.
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30

31

33

BALANCE DUE

Enter the amount received from Medicare, 1f
any, otherwise, leave blank.

SIGNATURE/INVOICE DATE

The actual signature of the provider or the
provider's appointed representative is
required. Stamped signatures are not
acceptable.

PROVIDER NUMBER

Enter the name and address of the provider
submitting the claim. Beside PIN# enter the
eight-digit individual Medicaid provider
number.

Send the completed original HCFA-1500 (12/90) claim form to EDS
for processing as soon as possible after the service is
provided. Retain a copy in your files.

Mail the completed claims to:

EDS
P.0O. Box 2018
Frankfort, XY 40602
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A. Correspondence Forms Instructions

TYPE OF
INFORMATION
REQUESTED

Inquiry

Adjustment

Refund

TYPE OF
INFORMATION
REQUESTED

Inquiry

TIME FRAME
FOR INQUIRY MAILING ADDRESS

6 weeks after EDS
billing P.O. Box 2009
Frankfort, KY 40602
ATTN: Provider Relations
Unit

Immediately EDS
P.0O. Box 2009
Frankfort, KY 40602
ATTN: Financial
Services Unit

Immediately EDS
P.0. Box 2009
Frankfort, KY 40602
ATTN: Financial
Services Unit

NECESSARY INFORMATION

1. Completed Inquiry Form

2. Remittance Statement and Medicare
EOMB, when applicable

3. Other supportive documentation,
when needed, such as a photocopy
of the Medicaid claim when a claim
has not appeared on a Remittance
Statement within a reasonable
amount of time
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TYPE OF
INFORMATION
REQUESTED NECESSARY INFORMATION
Adjustment 1. Completed Adjustment Form
2. Corrected claim
3. Photocopy of the applicable
portion of the Remittance
Statement in question
Refund 1. Refund Check

2. Photocopy of the applicable
portion of the Remittance
Statement in question

3. Reason for refund

B. Telephoned Inquiry Information
WHAT 1S NEEDED?

-Provider number

-Patient's Medicaid ID number
-Date of service .
-Billed amount

-Your name and telephone number

WHEN TO CALL?

-When a claim is not showing on paid, pending or
denied sections of the Remittance Statement within 6
weeks

-When the status of claims are needed and they do not
exceed five in number

WHERE TO CALL?

-Toll-free number 1-800-333-2188 (within Kentucky)
-Local (502) 227-2525
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c. Filing Limitations
NEW CLAIMS

MEDICARE/MEDICAID
CROSSOVER CLAIMS

THIRD-PARTY
LIABILITY CLAIMS

ADJUSTMENTS

12 months from date of service

12 months from date of service

NOTE: If the claim is
received by EDS more than 12
months from date of service,
but less that 6 months from
the Medicare adjudication
date, EDS considers the claim
to be within the filing
limitations and will proceed
with claims processing.

12 months from date of service

NOTE: If the insurance
company has not responded
with 120 days of the date a
claim is submitted to the
insurance company, submit the
claim and Third Party Lead
Form to EDS indicating "NO
RESPONSE within 120 days"
from the insurance company.

12 months from the date the

‘paid claim appeared on the

Remittance Statement
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Provider Inquiry Form

The Provider Inquiry Form should be used for inquiries
to EDS regarding pald or denied claims, billing
concerns, and claim status. (If requesting more than
one claim status, a Provider Inquiry Form should be
completed for each status request.) The Provider
Inquiry Form should be completed in its entirety and
mailed to the following address:

EDS
P.0O. Box 2009
Frankfort, KY 40602

Supplies of the Provider Inquiry Form may be obtained
by writing to the above address or contacting EDS
Provider Relations Unit at 1-(800)-333-2188 or
1-(502)-227-2525.

Please remit BOTH copies of the Provider Inquiry Form
to EDS. Any additional documentation that would help
clarify your inquiry should be attached. EDS will
enter their response on the form and the yellow copy
will be returned to the provider.

It is NOT necessary to complete a Provider Inquiry
Form when resubmitting a denied claim.

Provider Inquiry forms may NOT be used in lieu of
Medicaid claim forms, adjustment forms, or any other
document required by Medicaid.

In certain cases it may be necessary to return the
inquiry form to the provider for additional
information if the inquiry is illegible or unclear.

Instructions for completing the Provider Inquiry Form
are found on the next page.
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Following are field by field instructions for completing the
Provider Inquiry Form:

FIELD NUMBER

1

10

INSTRUCTIONS

Enter your 8-digit Kentucky Medicaid
Provider Number.

Enter your Provider Name and Address.

Enter the Medicaid Recipient's Name as it
appears on the Medical Assistance
Identification Card.

Enter the recipient's 10-digit Medicaid
number.

Enter the Billed Amount of the claim on
which you are inquiring.

Enter the Claim Service Date(s).

If you are ingquiring in regard to an
in-process, paid, or denied claim, enter the
date of the Remittance Statement listing the
claim.

If you are inquiring in regard to an
in-process, paid, or denied claim, enter the
13-digit internal control number listed on
the Remittance Statement for that particular
claim. . ; .

Enter your specific inquiry.

Enter your signature and the date of the
inguiry.
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E. Adjustment Request Form

The Adjustment Request Form is to be used when
requesting a change on a previously paid claim. This
does not include denied claims or claims returned to
the provider for requested additional information or
documentation.

For prompt action and response to the adjustment
requests, please complete all items. A CORRECTED
CLAIM AND THE APPROPRIATE PAGE OF THE REMITTANCE
STATEMENT SHALL BE ATTACHED TO THE ADJUSTMENT REQUEST
FORM. If items are not completed, the form may be
returned.

FIELD NUMBER DESCRIPTION

1 Enter the 13-digit claim number
for the particular claim in
question.

2 Enter the client's name as it
appears on the Remittance
Statement (last name first).

3 Enter the complete client's MAID
number as it appears on the
Remittance Statement. The
complete Medicaid number contains
10 digits.

4 Enter the provider's name, address
and complete provider number.

5 Enter the "From Date of Service"
for the claim in question.

6 Enter the "To Date of Service" for
the claim in question.

7 Enter the total charges submitted
on the original claim.
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FIELD NUMBER DESCRIPTION

8 Enter the total Medicaid payment
for the claim as found under the
"Claims Payment Amount" column on
the Remittance Statement.

9 - Enter the Remittance Statement
date which is found on the top
left corner of the remittance.
Please do not enter the date the
payment was received or posted.

10 Specifically state WHAT is to be
adjusted on the claim (i.e. date
of service, units of service).

11 Specifically state the reasons for
the request adjustment (i.e.
miscoded, overpaid, underpaid).

12 Enter the name of the person who
completed the Adjustment Request
Form.

13 Enter the date on which the form

was submitted.

Mail the completed Adjustment Request Form, a
corrected claim, and Remittance Statement to the
address on the top of the form.

To reorder these forms, contact the Provider Relations
Unit:

EDS
P.0. Box 2009
Frankfort, KY 40602

Be sure to specify the number of forms you desire.
Allow 7 days for delivery.
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VIII. REMITTANCE STATEMENT
A. General

The EDS Remittance Statement (or Remittance Advice)
furnishes the provider with an explanation of the
status of those claims EDS processed. The Remittance
Statement accompanies the payment check and is divided
into six sections.

The first section provides an accounting of those
claims which are being paid by Medicaid with the
accompanying payment check.

The second section provides a list of claims which
have been rejected (denied) in total by Medicaid with
the corresponding Explanation of Benefit (EOB) code.

The third section provides a list of claims EDS
received which did not complete processing as of the
date indicated on the Remittance Statement.

The fourth section provides a list of claims received
by EDS that could not be processed as the result of
incomplete claim information. These claims have been
returned to the provider along with a cover letter
that explains the reasons for the return.

The fifth section includes the summation of claims
payment activity as of the date indicated on the
Remittance Statement and the year-to-date claims
payment activities.

The sixth section provides a list of the EOB codes
which appear on the Remittance Statement with the
corresponding written explanation of each EOB code.

Claims appearing in any section of the Remittance
statement will be in alphabetical order according to
the patient's last name.
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B. Section I - Claims Paid

An example of the first section of the Remittance
Statement is shown in Appendix VII-P.1l. This section
lists all of those claims for which payment is being

made.

On the pages immediately following are

item-by-item explanations of each individual entry
appearing on this section of the Remittance Statement.

ITEM
INVOICE
NUMBER
RECIPIENT
NAME

RECIPIENT
NUMBER

INTERNAL
CONTROL NO.

CLAIM SVC
DATE

TOTAL CHARGES

CHARGES NOT
COVRD

AMT. FROM
OTHER SRCS

EXPLANATION OF REMITTANCE STATEMENT
FOR PROVIDER SERVICES

The preprinted invoice number (or patient account
number) appearing on each claim form is printed
in this column for the provider's reference

The name of the recipient as it appears on the
Department's file of eligible Medicaid recipients

The Medicaid I.D. Number of the recipient as
shown on the claim form submitted by the provider

The internal control number (ICN) assigned to the
claim for identification purposes by EDS

The earliest and latest dates of service as shown
on the claim form

The total charges billed by the provider for the
services on this claim form

Any portion of the provider's billed charges that
are not being paid, (examples: rejected line
item, reduction in billed amount to allowed
charge)

The amount indicated by the provider as received
from a source other than the Medicaid Program for
services on this claim
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CLAIM PMT
AMOUNT
EOB

LINE NO.
PS

PROC
QTY

LINE ITEM

LINE ITEM PMT

The amount being paid by the Medicaid Program to
the provider for this claim

For explanation of benefit code, see the back
page of Remittance Statement

The number of the line on the claim being printed

Place of service code depicting the location of
the rendered service

The procedure code in the line item

The number of procedures/supply for that line
item charge

The charge submitted by the provider for the
CHARGE procedure in the line item

The amount being paid by the Medicaid Program to
the provider for a particular line item

c. Section II - Denied Claims

The second section of the Remittance Statement appears
whenever one or more claims are rejected in total.

This

section lists all such claims and indicates the

EOB code explaining the reason for each claim
rejection. Appendix VII.-P.2.

All items printed have been previously defined in the
descriptions of the paid claims section of the
Remittance Statement.
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Section II1I - Claims in Process

The third section of the Remittance Statement
(Appendix VII-P.3) lists those claims which have been
received by EDS but which were not adjudicated as of
the date of this report. A claim in this category
usually has been suspended from the normal processing
cycle because of data errors or the need for further
review. A claim only appears in the Claims in Process
section of the Remittance Statement as long as it
remains in process. At the time a final determination
can be made as to claim disposition (payment or
rejection) the claim will appear in Section I or II of
the Remittance Statement.

Section IV - Returned Claims

The fourth section of the Remittance Statement
(Appendix VII-P.4) lists those claims which have been
received by EDS and returned to the provider because
required information is missing from the claim. The
claim has been returned to the provider with a cover
sheet which indicates the reason(s) that the claim has
been returned.

Section V - Claims Payment Summary

This section is a summary of the claims payment
activities as of the date indicated on the Remittance
Statement and the year-to-date (YTD) claims payment
activities. (Appendix VII-P.4).

CLAIMS PAID/DENIED the total number of finalized claims which

have been determined to be denied or paid by
the Medicaid Program, as of the date
indicated on the Remittance Statement and
YTD summation of claim activity

AMOUNT PAID the total amount of claims that paid as of

the date on the Remittance Statement and the
YTD summation of payment activity
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WITHHELD AMOUNT the dollar amount that has been recouped by
Medicaid as of the date on the Remittance
Statement (and YTD summation of recouped

monies)
NET PAY AMOUNT the dollar amount that appears on the check
CREDIT AMOUNT the dollar amount of a refund that a

provider has sent in to EDS to adjust the
1099 amount (this amount does not affect
claims payment; only adjusts the 1099 amount)

NET 1099 AMOUNT the total amount of money that the provider
has received from the Medicaid Program as of
the date on the Remittance Statement and the
YTD total monies received taking into
consideration recoupments and refunds

G. Section VI - Description of Explanation Codes Listed
Above

Each EOB code that appears on the dated Remittance
Statement has a corresponding written explanation
pertaining to payment, denial, suspension and return
for a particular claim (Appendix VII-P.5).
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AMBULATORY SURGICAL CENTER SERVICES

Medicaid covers medically necessary services performed in
ambulatory surgical centers.

BIRTHING CENTER SERVICES

Covered birthing center services include an initial prenatal
visit, follow-up prenatal visits, delivery and up to two (2)
follow-up postnatal visits within four (4) to six (6) weeks of
the delivery date.

DENTAL SERVICES

Coverage shall be limited but include cleanings, oral
examinations, X-rays, filling, extractions, palliative treatment
of oral pain, hospital and emergency calls for recipients of all
ages. Other preventive dental services (i.e. root canal
therapy) and Comprehensive Orthodontics are also available to
recipients under age twenty-one (21).

DURABLE MEDICAL EQUIPMENT

Certain medically-necessary items of durable medical equipment,
orthotic and prosthetic devices shall be covered when ordered by
a physician and provided by suppliers of durable medical
equipment, orthotic and prosthetics. Most items require prior
authorization.

EARLY PERIODIC SCREENING, DIAGNOSIS, AND TREATMENT (EPSDT)

Under the EPSDT program, Medicaid-eligible children, from birth
through the birth month of their twenty-first (21) birthday may
receive the following tests and procedures as appropriate for

age and health history when provided by participating providers:

Medical History

Physical Examination

Growth and Development Assessment
Hearing, Dental, and Vision Screenings
Lab tests as indicated

Assessment or Updating of Immunizations
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FAMILY PLANNING SERVICES

Comprehensive family planning services shall be available to all
eligible Medicaid recipients of childbearing age and those
minors who can be considered sexually active. These services
shall be offered through participating agencies such as local
county health departments and independent agencies, i.e.,
Planned Parenthood Centers. Services also shall be available
through private physicians.

A complete physical examination, counseling, contraceptive
education and educational materials, as well as the prescribing
of the appropriate contraceptive method, shall be available
through the Family Planning Services element of the Kentucky
Medicaid Program. Follow-up visits and emergency treatments
also shall be provided.

HEARING SERVICES

Hearing evaluations and single hearing aides, when indicated,
shall be paid for by the program for eligible recipients, to the
age of twenty-one (21). Follow-up visits, as well as check-up
visits, shall be covered through the hearing services element.
Certain hearing aid repairs shall also be paid through the
program.

HOME HEALTH SERVICES

Skilled nursing services, physical therapy, speech therapy,
occupational therapy, and aid services shall be covered when
necessary to help the patient remain at home. Medical social
worker services shall be covered when provided as part of these
services. Home Health coverage also includes disposable medical
supplies. Coverage for home health services shall not be
limited by age.

HOSPICE

Medicaid benefits include reimbursement for hospice care for
Medicaid recipients who meet the eligibility criteria for
hospice care. Hospice care provides to the terminally ill
relief of pain and symptoms. Supportive services and assistance
shall also be provided to the patient and family in adjustment
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to the patient's illness and death. A Medicaid recipient who
elects to receive hospice care waives all rights to certain
separately available Medicaid services which shall also be
included in the hospice care scope of benefits.

HOSPITAL SERVICES
INPATIENT SERVICES

Kentucky Medicaid benefits include reimbursement for admissions
to acute care hospitals for the management of an acute illness,
an acute phase or complications of a chronic illness, injury,
impairment, necessary diagnostic procedures, maternity care, and
acute psychiatric care. All non-emergency hospital admissions -
shall be preauthorized by a Peer Review Organization. Certain
surgical procedures shall not be covered on an inpatient basis,
except when a life-threatening situation exists, there is
another primary purpose for admission, or the physician
certifies a medical necessity requiring admission to the
hospital. Elective and cosmetic procedures shall be outside the
scope of Program benefits unless medically necessary or
indicated. Reimbursement shall be limited to a maximum of
fourteen (14) days per admission except for services provided to
recipients under age one (1) in hospitals designated as
disproportionate share hospitals by Kentucky Medicaid.

OUTPATIENT SERVICES

Benefits of the Program element include diagnostic, therapeutic,
surgical and radiological services as ordered by a physician,
clinic visits, pharmaceuticals covered, emergency room services
in emergency situations as determined by a physician, and
services of hospital-based emergency room physicians.

There shall be no limitations on the number of hospital
outpatient visits or covered services available to Medicaid
recipients.

KENTUCKY COMMISSION FOR HANDICAPPED CHILDREN

The Commission provides medical, preventive and remedial
services to handicapped children under age twenty-one (21).
Targeted Case Management Services are also provided. Recipients
of all ages who have hemophilia may also qualify.
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LABORATORY SERVICES

Coverage of laboratory procedures for Kentucky'Medicaid
participating independent laboratories includes procedures for
which the laboratory is certified by Medicare.

LONG TERM CARE FACILITY SERVICES
NURSING FACILITY SERVICES

The Department for Medicaid Services shall make payment for
services provided to Kentucky Medicaid eligible residents of
nursing facilities which have been certified for participation
in the Kentucky Medicaid Program. The need for admission and
continued stay shall be certified by the Kentucky Medicaid Peer
Review Organization (PRO). The Department shall make payment
for Medicare deductible and coinsurance amounts for those
Medicaid residents who are also Medicare beneficiaries.

INTERMEDIATE CARE FACILITY SERVICES FOR THE MENTALLY RETARDED
AND DEVELOPMENTALLY DISABLED (ICF/MR/DD)

The Kentucky Medicaid Program shall make payment to intermediate
care facilities for the mentally retarded and developmentally
disabled for services provided to Medicaid recipients who are
mentally retarded or developmentally disabled prior to age
twenty-two (22), who because of their mental and physical
condition require care and services which are not provided by
community resources.

The need for the ICF/MR/DD level of care shall be certified by
the Kentucky Medicaid Peer Review Organization (PRO).

MENTAL HOSPITAL SERVICES

Reimbursement is available for inpatient psychiatric services
provided to Medicaid recipients under age twenty-one (21) and
recipients who are age sixty-five (65) or older in a psychiatric
hospital. There shall be no limit on length of stay; however,
the need for inpatient psychiatric hospital services shall be
verified through the utilization control mechanism.
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COMMUNITY MENTAL HEALTH CENTER SERVICES

Community mental health-mental retardation centers serve
recipients of all ages in the community setting. From the
center a patient may receive treatment through:

Outpatient Services
Therapeutic Rehabilitation
Emergency Services
Inpatient Services
Personal Care Home Visits

Eligible Medicaid recipients needing psychiatric treatment may
receive services from the community mental health centers and
possibly avoid hospitalization. There are fourteen (14) major
centers, with satellite centers available. The Kentucky
Medicaid Program also reimburses psychiatrists for psychiatric
services through the physician program.

NURSE ANESTHETIST SERVICES

Anesthesia services performed by a participating Advanced
Registered Nurse Practitioner - Nurse Anesthetist shall be
covered by the Kentucky Medicaid Program.

NURSE MIDWIFE SERVICES

Medicaid coverage shall be available for services performed by a
participating Advanced Registered Nurse Practitioner - Nurse
Midwife. Covered services include an initial prenatal visit,
follow-up prenatal visits, delivery and up to two (2) follow-up
post partum visits within four (4) to six (6) weeks of the
delivery date.

NURSE PRACTITIONER
Services by an Advanced Registered Nurse Practitioner shall be

payable if the services provided is within the scope of
licensure.
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PHARMACY SERVICES

Legend and non-legend drugs from the approved Medicaid
Outpatient Drug List when required in the treatment of chronic
and acute illnesses shall be covered. The Department is advised
regarding the outpatient drug coverage by a formulary
subcommittee composed of persons from the medical and pharmacy
professions. A Drug List is available to individual pharmacists
and providers upon request and routinely sent to participating
pharmacies and nursing facilities. The Drug List is distributed
quarterly with monthly updates.

Certain other drugs which may enable a patient to be treated on
an outpatient basis and avoid institutionalization shall be
covered for payment through the Drug Prior Authorization Program.

In addition, nursing facility residents may receive other drugs
which may be prior authorized as a group only for nursing
facility residents.

PHYSICIAN SERVICES
Covered services include:

Office visits, medically indicated surgeries, elective
sterilizations*, deliveries, chemotherapy, radiology services,
emergency room care, anesthesiology services, hysterectomy
procedures*, consultations, second opinions prior to surgery,
assistant surgeon services, oral surgeon services, psychiatric
services.

*Appropriéte consent forms shall be completed prior to coverage
of these procedures.

Non-covered services include:

Most injections, supplies, drugs (except anti-neoplastic drugs,
selected vaccines and Rhogam), cosmetic procedures, package
obstetrical care, 1UDs, diaphragms, prosthetics, various
administrative services, miscellaneous studies, post mortem
examinations, surgery not medically necessary or indicated.

TRANSMITTAL #1 ' APPENDIX I, Page 6




APPENDIX I
CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

TARGETED CASE MANAGEMENT SERVICES CHILDREN MANUAL

DEPARTMENT FOR MEDICAID SERVICES

PHYSICIAN SERVICES (CONTINUATION)
Limited coverage:

Certain types of office exams, such as comprehensive office
visits, shall be limited to one (1) per twelve (12) month
period, per patient, per physician.

PODIATRY SERVICES

Selected services provided by licensed podiatrists shall be
covered by the Kentucky Medicaid Program. Routine foot care
shall be covered only for certain medical conditions where the
care requires professional supervision.

PRIMARY CARE SERVICES

A primary care center is a comprehensive ambulatory health care
facility which emphasizes preventive and maintenance health
care. Covered outpatient services provided by licensed,
participating primary care centers include medical services
rendered by advanced registered nurse practitioners as well as
physician, dental and optometric services, family planning,
EPSDT, laboratory and radiology procedures, pharmacy,
nutritional counseling, social services and health education.
Any limitations applicable to individual program benefits shall
be generally applicable when the services are provided by a
primary care center.

RENAL DIALYSIS CENTER SERVICES

Renal free-standing dialysis center service benefits include
renal dialysis, certain supplies and home equipment.
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RURAL HEALTH CLINIC SERVICES

Rural health clinics are ambulatory health care facilities
located in rural, medically underserved areas. The program
emphasizes preventive and maintenance health care for people of
all ages. The clinics, though physician directed, shall also be
staffed by Advanced Registered Nurse Practitioners. The concept
of rural health clinics is the utilization of mid-level
practitioners to provide quality health care in areas where
there are few physicians. Covered services include basic
diagnostic and therapeutic services, basic laboratory services,
emergency services, services provided through agreement or
arrangements, visiting nurse services and other ambulatory
services.

TRANSPORTATION SERVICES

Medicaid shall cover transportation to and from Medicaid Program
covered medical services by ambulance or other approved vehicles
if the patient's condition requires special transportation.

Also covered shall be preauthorized non-emergency medical
transportation to physicians and other non-emergency,
Medicaid-covered medical services when provided by a
participating medical transportation provider. Travel to
pharmacies shall not be covered.

VISION SERVICES

Examinations and certain diagnostic procedures performed by
ophthalmologists and optometrists shall be covered for
recipients of all ages. Professional dispensing services,
lenses, frames and repairs shall be covered for eligible
recipients under age twenty-one (21).

PREVENTIVE HEALTH SERVICES

Preventive Health Services shall be provided by health
department or districts which have written agreements with the
Department for Health Services to provide preventive and
remedial health care to Medicaid recipients.
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#*SPECIAL PROGRAMS**

KENPAC: The Kentucky Patient Access and Care System, or KenPAC,
is a special program which links the recipient with a primary
physician or clinic for many Medicaid-covered services. Only
recipients who receive assistance based on Aid to Families with
Dependent Children (AFDC) or AFDC-related Medicaid Only shall be
covered under KenPAC. The recipient shall choose the physician
or clinic. It is especially important for the KenPAC recipient
to present his or her Medicaid Identification Card each time a
service is received.

ALTERNATIVE INTERMEDIATE SERVICES FOR THE MENTALLY RETARDED

The Alternative Intermediate Services for the Mentally Retarded
(AIS/MR) home and community-based services program provides
coverage for an array of community based services that shall be
an alternative to receiving the services in an intermediate care
facility for the mentally retarded and developmentally disabled
(ICF/MR/DD).

HOME AND COMMUNITY-BASED WAIVER SERVICES

A home and community-based services program provides Medicaid
coverage for a broad array of home and community-based services
for elderly and disabled recipients. These services shall be
availlable to recipients who would otherwise require the services
in a nursing facility. The services became available statewide
effective July 1, 1987. These services shall be arranged for
and provided by home health agencies.

SPECIAL HOME AND COMMUNITY-BASED SERVICES MODEL WAIVER PROGRAM

The Model Waiver Services Program provides up to sixteen (16)
hours of private duty nursing services and resplratory therapy
services to disabled ventilator dependent Medicaid recipients
who would otherwise require the level of care provided in a
hospital-based skilled nursing facility. This program shall be
limited to no more than fifty (50) recipients.
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ELIGIBILITY INFORMATION

Programs

The Department for Social Insurance, Division of Field Services
local office staff have primary responsibility for accepting and
processing applications for benefit programs administered by the
Cabinet for Human Resources, Department for Social Insurance.
These programs, which include eligibility for Medicaid, include:

AFDC (Aid to Families with Dependent Children)

AFDC Related Medical Assistance

State Supplementatioﬁ of the Aged, Blind, or Disabled
Aged, Blind, or Disabled Medical Assistance

Refugee Resettlement Programs

Any individual has the right to apply for Medicaid and have
eligibility determined. Persons wanting to apply for Medicaid
benefits should be referred to the local Department for Social
Insurance, Division of Field Services office in the county in
which they live. Persons unable to visit the local office may
write or telephone the local office for information about making
application. For most programs, a relative or other interested

party may make application for a person unable to visit the
office.

In addition to the programs administered by the Department for
Social Insurance, persons eligible for the federally ‘
administered Supplemental Security Income (SSI) program also
receive Medicaid through the Kentucky Medicaid Program.
Eligibility for SSI is determined by the Social Security
Administration. Persons wanting to apply for SSI should be
referred to the Social Security Administration office nearest to
the county in which they live. The SSI program provides
benefits to individuals who meet the federal definitions of age,
blindness, or disability, in addition to other eligibility
requirements.
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ELIGIBILITY INFORMATION

MAID Cards

Medicaid Identification (MAID) cards are issued monthly to
recipients with ongoing eligibility. These cards show a
month-to-month eligibility period.

Eligible individuals with excess income for ongoing eligibility
may be eligible as a "spend down" case if incurred medical
expenses exceed the excess income amount. Individuals eligible
as a "spend down" case receive one MAID card indicating the
specific period of eligibility. After this eligibility period
ends, the person may reapply for another "spend down"
eligibility period.

MAID cards may show a retroactive period of eligibility.
Depending on the individual circumstances of eligibility, the
retroactive period may include several months.

Duplicate MAID cards may be issued for individuals whose
original card is lost or stolen. The recipient should report
the lost or stolen card to the local Department for Social
Insurance, Division of Field Services worker responsible for the
case.

Verifying Eligibility

The local Department for Social Insurance, Division of Field
Services staff may provide eligibility information to providers
requesting MAID numbers and eligibility dates for active,
inactive or pending cases.

The Department for Medicaid Services, Eligibility Services
Section at (502) 564-6885 may also verify eligibility for
providers.
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KENTUCKY MEDICAL ASSISTANCE IDENTIFICATION (M.A.1.D.) CARD

(FRONT OF CARD)

Department for Sodial
Insurance case number. This
is NOT the Medical Assistance
Identification Number

Medical Insurance Code
indicates type of insurance
coverage.

Eligibility paried is the month, day and year

of Kentucky Medicaid eligibility represanted
by this card. * From"® date is first day of
eligibility of this card. “To" date is the day
eligibility of this card ends and is not
included as an eligible day.

COMMONWEALTH OF KENTUCKY

Medical Assistance identification
Number (MAID) is the 10-digit number
required for billing medical services.

N

Membare Bighie for cal Asalstanca "JDATE OR
Date CABINET FOR HUMAN RESOURC | Borafits BO-YR
100 CASE NUMBER I
was FROM: \ 08-01-80 - Smith, Jane 1234567890 2 10353 M}
issued TO: 07-01-80 037 C 000123458 Smith, Kim 2345678912 21284 (M|}
issul TREE NAME AND ADDRERS /
ISSUE DATE: :
052760
Jane Smith
400 Biock Ave.
Frankiort, KY 40501
- | ATTENTION: OW THIS CARD TO VENDORS WHEN

PPLYING FOR MEDICAL BENEFITS

Casa name and addrass show to
whom the card is mailsed. The nams
in this block may be that of a reiative
or other intorestad party and may not
be an eligible member.

AP 820 REV IR0

L4

Name of members eligible for Medical As-
sistance bansfits. Only those persons
whose names are in this block are eligible
for Kentucky Medicaid Program benefits.

For
Kentucky Medicaid
Program
Statistical Purposes

Dats of Birth shows month and year of
birth of sach member . Refer to this block
when providing services limited to age.

WHITE CARD
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CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

KENTUCKY MEDICAL ASSISTANCE IDENTIFICATION (M.A.LD.) CARD

(BACK OF CARD)

information to Providers.
Insurance ldentification
codes indicats type of
insurance coverage as
shown on the front of the
card in ®ins.” block.

Notification to recipisnt of assignment
to the Cabinst for Human Resources of
third party payments.

RECIPIENT OF SERVICES
1. mhmmumummmmmm
houpals, drug stores, physiclang, dentists, numing homss, intermadiae
care faciitisa, indepanden kshontoriss, homa heakh agancica,
comgnunty mantal hogith corasm, and paniciating providers of heanng,
vision, prmoulancs, Ron-ermengency rRnEpONAton, soreanng, nd famdy
planning cervicss,

2. Show this card whanswer you feozivp madical care of have prescrintions
fEizd, to the pormon Who providzs thase BaVTes 1o you,

A You wiil receive & now caxd & the first of each month &3 long 23 you are
elgbia for benstita. For your proiaction, piaase sign on the 8na beiow,
ang deatroy your oid card.  Ramernber tha & b againa the lew for
enyona 0 uso this card except the psreons Exted on the front of this card.

4. i you have quastions, cortact your oligbiiy worker a1 the coumy offics,

§. Recipiont termporaniy out of st may mosive emergency Medioald

sgrwons by having the provider contacs the Kemtucky Cabingt tor Muman

Reagurces, Depanrant for Medicals Sorvices.

Recipient's signature is not required.

TRANSMITTAL #1




APPENDIX II~B

CABINET FOR HUMAN RESOURCES

DEPARTMENT FOR MEDICAID SERVICES

KENTUCKY MEDICAL ASSISTANCE IDENTIFICATION (M.A.L.D.) CARD FOR LOCK-IN PROGRAM

(FRONT OF CARD)

Medical Assistance ldentification Number (MAID) is the
10-digit number required for billing medical services.

is not includad as an eligiblo day.

Eligibility pericd shows dates of gligibility repressnted by
this card. ° From® data is first day of eligibility of this
card. "To" date is the day eligibility of this card ends and

Name and provider number of Lock-In physician.
Kentucky Madicaid payments will be limited to
this physician (with the excaption of emergency
services and physician referral unless otherwise
authorized by the Kentucky Medicaid Program.

4

Nams and address of member eligible
for Madical Assistancs bensfits. All
eligible individuals in the Lock-in
Program will recsive a separate card.

number. Thisis NOT the Meadical
Astistance idantification Number.

Dapartment for Social Insurance case

COUMONWEALTH OF KENTUCKY
CABINET FOR HUMAN HESOURCES
ATTENTION SHOW THIS CARD TO VENDORSWHEN  ~ N\ [EUGIBILITY PERICD PHYS! NAME
APPLYING FOR MEDICAL BENEFITS FROM
ELIGIBLE RECIPEENT & ADDRESS S —
TO PHYSICIAN PROVIDER NO. [
MEDICAL ASSISTANCE :
IDENTIFICATION NUMBER
obX LOUE

INSURANCE
N\

DATE OF BIRTH

MONTH YEAR

PHARMACY FROVIDER NQ. |

CASE NUMBER

Ingurancs
Cumrenty Code

Left Blank

Name, address, and provider numbar
of Lock-In pharmacy. Payment for
pharmacy services is limited to this
pharmacy, except in casas of
emargency. in casa of emergency,
paymant for covered sarvices can be
meds to any participating pharmacy,
providsd noftification and justification
of the service is given to the lock-in
program.

PINK CARD

TRANSMITTAL

{1




APPENDIX II-B

CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

KENTUCKY MEDICAL ASSISTANCE IDENTIFICATION (M.A.l.D.) CARD FOR LOCK-IN PROGRAM

(BACK OF CARD)

Information to Providers, including proce-
dures for emargency treatment, and
identification of insurance as shown on the
front of the card in ®Ins.” block.

ATTENTION /

Thia card cantifins that the porson ksted on the from of thia card s aligibie during the period indicaisd for current banotits of the Kentucky Medicn! Assistancs
Program. Payment for physican &nd pharmacy servioes 18 miad to Da physician end pharmacy eppaaring on tha front of this cavd. :

In the avar of an emsmgency, paymsnt ¢an be Meds 10 any panicipaing physician or panicipating pharmacy rendaring sarvics W this pamon ¥ Il i3 a covered
serviop. Tho pansm i not restrctad with regasd to other services, howaver, paymont CRN only B Made within th saopo of Program beneims.  Reciiant
torrporariy ot of slate may recaive emengency rreoicald esrvices by having the provider comaet thy Kentueity Cabinet for Murman Resources, Dopantmant for
Hegicaid Serveza. Qusstions regarding scops of servicss ehould be directed 1o the Lok in Coordinator by caiting

602-654-8560.
Yeu are hereby notfied tha undsr Suza Lav, KRS 206.824, your right to third panty payment has baen asaighsd (o the Cabinst for the amount of medicsl

F Privezto Modion! insurence |t hava resd the above infonmation and agres with
tha promeduns a3 Cwringd end expiaineg to my

K-
L. ?I::l Parerte inmurance
Signature of Recinent or Dxte
i —4
RECIPIENT OF SERVICES

o ropoit changes reiating o eligibliity ar permits uws of ta caxd by an tne g

Notification to recipiant of assignment Recipient's signature is not required.
to the Cabinst for Human Resourcas of
. third party payments.

TRANSMITTAL #1




APPENDIX II-C

CABINET FOR HUMAN RESOURCES

DEPARTMENT FOR MEDICAID SERVICES

KENTUCKY MEDICAL ASSISTANCE IDENTIFICATION (M.A.L.D.) CARD FOR KENPAC PROGRAM

(FRONT OF CARD)

Eligibility pariod shows dates of sligibility repre-
sentad by this card. * From"® date is first day of
eligibility of this card. “To" dats is the day
eligibility of this card ends and is not includad as
an eligible day. KsnPAC sarvices provided

Department for Sodial insurance
case number.

This is NOT the Madical Assistancs
Idantification Number

Date of Birth shows month and
year of birth of each membaer.
Rafer to this block when

providing sarvices limited to age.

Names of members eligible for
Kantucky Medicaid. Persons

during this eligibility period must bs authorized whose names are in this block
by the Primary Care provider listed on this card. have the Primary Care provider
listed on this card.
II
Wombare Bighié tor Uacienl Assistonce DATE O
Date Mﬁw Waraificaten ;;-m
m M
_was 08-01 Smith, Jane 1234567830 210353 |M
issued || TO: 07-01-60 037 C 000123458 Smith, Kim 2345678912 21284 | M
ISSUE DATE:
052700 /
Jane Smith
Frankfort, KY 40501
KENPAZ PROVIDER AND ADDRESS
ATTENTION: OW THIS CARD TO VENDORS WHEN
APPLYING FOR MEDICAL BENEFITS
BIONATURE Ay (2]

Case name and eddress show to
whom the card is mailed. This person
may ba that of a relative or other
intarestad party and may not be an
aligible member.

Medical Assistance ldentification
Number (MAID) is the 10-digit number
required for billing medical sarvicas.

Name, address and phons numbar of
tha Primary Care provider.

GREEN CARD

TRANSMITTAL #1




APPENDIX II-C

CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

KENTUCKY MEDICAL ASSISTANCE IDENTIFICATION (M.A.L.D.) CARD FOR KENPAC PROGRAM

(BACK OF CARD)
Information to Providers. including Insuranca Idantification Information to Recipients, including
codes which indicats type of insurance coverage as shown on Emitations, coverage and emargency
the front of the card in "ins.” block. care through the KenPAC system.

N

Thia mu;- imum m”
carns peron . The dengromd AC grovary o
wmmmmmb ""3‘&, ' Mﬂ':m(wm“mhm.rq&”’
Anhmuﬁuqmm Wmm &mmaﬂggm--mw-m;m‘ M—:WD-
mmuhu Mnmmmmhmhm _;"‘“‘""‘ b iy provser e B s
KenP ahould sestion b . . o mude todiost ereor
MJTE. ma Mmﬁm oior to m tmuvﬂﬁ’d.hnm-\:ﬂmﬁmun
Cusations regarting provider panicinaion, typs, scopa and duration of bensfita, Mmmw»mrmmmnw
biiing proceowea, amoun pasd, or hed party lisbity, shoukt bo dirczcd o rimary . e Rt £
mmﬂgm ..-..l::: o tenbibon, monzy Rres wugaveny, B
L.nn::-n arem e [ oy v
You uwil rezzen 8 nom €210 o2 Beo Bt of amch taondh o kong ore efgiilo by
RPmAlciamtwmmpis  Gom oo | S s,
B-Pen B Medicars Only H-Healh Maimanasnos Organtzation | en vw tontof Gus e
DMMAA%W J- Uninean - 1 pow hevo quustons, mmmm-umm
S-MPU-P:: Medisaro t-m .W#ummn;nunm ~mwmq
D-Blup Crozs Biue Shinid M-Nona °
E-Blue Croas Bus Shizld N-Unicd Mino Woriors
L] Medical P-Block Lu lr—m
BECIPEENT OF AERWICED: You cro hevooy nedidas Owal wrsar Benm Loy, KRS 505.024, your ngit o pery poy R taen ceopral B 0o Cotnot iy the e of vetod
exmnnas Pund 60 yor behel.
Foderai frer provicias for @ $10.000 fino ¢r inpriscnmunt for o yoor, ar both, for eryense wha witily phves folse inforation in apmying for modes
eseistanos, fells ta repon changes relating t eligibility, er ports U0 of Q1 c2rd by en instigible pevees

Recipient's signature is not required.

Notification to recipiant of assignment
o the Cabinst for Human Rasources of
third party payments.

TRANSMITTAL #1



APPENDIX III

MAP-344 (Rev. 3/91)

Kentucky Medicaid Program

Provider Information

1.
(Name) (County)
2.
(Location Address, Street, Route No, P.0. Box)

3. '

(City) (State) . (Zip)
4,

(Office Phone# of Provider)
5. .

(Pay to, In care of, Attention, etc. If different from above address.)
6.

Pay to address (If different from above)

7. Federal Employee ID No.

8. Social Security No.

9. License No.

10. Licensing Board (If applicable):

11. Original license date:

12. Kentucky Medicaid Provider No. (If known)

13. Medicare Provider No. (If applicable)

14. Practice Organization/Structure: (1) Corporation
(2) Partnership ___ (3) Individual
(4) Sole Proprietorship (5) Public Service Corporation
(6) Estate/Trust ___ (7) Government/Non-Profit

15. Are you a hospital based physician (salaried or under contract
by a hospital)? yes no
Name of hospital(s)

TRANSMITTAL #1



16.

17.

18.

19.

20.

21.

22

APPENDIX III

If group practice, number of providers in group (specify provider type):

If corporation; name, address, and telephone number of corporate office:

Telephone No:

Name and address of officers:

If partnership, name and address of partners:

National Pharmacy No. (If applicable):
(Seven-digit number assigned by the National Council for Prescription Drug
Programs.)

Physician/Professional Specialty Certification Board (submit copy of
Board Certificate):
Ist Date

Z2nd Date

Name of Clinic(s) in which Provider is a member:
Ist

2nd

3rd

4th

. Control of Medical Facility:
___ Federal State __ County __ City
__ Charitable or religious
___ Proprietary (Privately-owned) ___ Other

TRANSMITTAL #1



23.
24.
25.
26.

27.

28.

29.

30.
31.

32.

33.

APPENDIX III

Fiscal Year End:

Administrator : Telephone No.
Assistant Admin: . Telephone No.
Controller: Telephone No.
Independent Accountant or CPA:

Telephone No.

If sole proprietorship, name, address, and telephone number of owner:

If facility is government owned, 1ist names and addresses of
board members:

President or Chairman of Board:

Member:

Member:

Management Firm (If applicable):

Lessor (If applicable):

Distribution of beds in facility:
Total Kentucky
Total Licensed Medicaid ’
Beds Certified Beds

Acute Care Hospital
Psychiatric Hospital
Nursing Facility
MR/DD

NF or MR/DD owners with 5% or more ownership:
Name Address % of Ownership




34.

35.

36.

37.

APPENDIX I1I

Institutional Review Committee Members (If applicable):

Providers of Transportation Services:
Number of Ambulances in Operation:
Number of Wheelchair Vans in Operation:

Basic Rate § (Includes up to ___ miles)
Per Mile $ Oxygen $
Extra Patient $ Other §

Has this application been completed as the result of a change of ownership of a
previously enrolled Medicaid provider? yes no

Provider Authorized Signature: I certify, under penalty of law, that the infor-
mation given in this Information Sheet is correct and complete to the best of

my knowledge. I am aware that, should investigation at any time show any falsi-
fication, I will be considered for suspension from the Program and/or prosecu-
tion for Medicaid Fraud. I hereby authorize the Cabinet for Human Resources to
make all necessary verifications concerning me and my medical practice, and
further authorize and request each educational institute, medical/license board
or organization to provide all information that may be sought in connection

with my application for participation in the Kentucky Medicaid Program.

Signature:

Name:

Title:

Return all enrollment forms, changes and inquiries to:

Medicaid-Provider Enroliment
Third Floor East

275 East Main Street
Frankfort, KY 40621

INTER-OFFICE USE ONLY
License Number Verified through (Enter Code)
Comments:
Date: Staff:
4
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APPENDIX IV

MAP-343 (Rev. 5/86) Provider-Number:
- (If Known)

COMMONWEALTH OF KENTUCKY
CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

PROVIDER AGREEMENT

THIS PROVIDER AGREEMENT, made and entered into as of the day of

» 19 , by and between the Commonwealth of Kentucky, Cabinet

for Human Resources, Department for Medicaid Services, hereinafter referred to

as the Cabinet, and

{(Name of Provider)

{Address of Provider)
hereinafter referred to as the Provider.
WITNESSETH, THAT:

Whereas, the Cabinet for Human Resources, Department for Medicaid Services,
in the exercise of its lawful duties in relation to the administration of the
Kentucky Medical Assistance Program (Title XIX) is required by applicable federal
and state regulations and policies to enter into Provider Agreements; and

Whereas, the above named Provider desires to participate in the Kentucky
Medical Assistance Program as a

{Type of Provider and/or level of care)

Now, therefore, it is hereby and herewith mutually agreed by and between
the parties hereto as follows:

1. The Provider:

(1) Agrees to comply with and abide by all applicable federal and state
laws and regulations, and with the Kentucky Medical Assistance Program policies
and procedures governing Title XIX Providers and recipients.

(2) Certifies that he (it) is licensed as a
if applicable, under the laws of Kentucky for the level or type of care to
which this agreement applies.

(3) Agrees to comply with the civil rights requirements set forth in 45
CFR Parts 80, 84, and 90. (The Cabinet for Human Resources shall make no
payment to Providers of service who discriminate on the basis of race, color,
national origin, sex, handicap, religion, or age in the provision of services.)

TRANSMITTAL {1




MAP-343 (Rev. 5/86)

3. Either party shall have the right to terminate this agreement at any
time upon 30 days' written notice served upon the other party by certified or
registered mail; provided, however, that the Cabinet for Human Resources,
Department for Medicaid Services, may terminate this agreement immediately for
cause, or in accordance with federal regulations, upon written notice served
upon the Provider by registered or certified mail with return receipt requested.

4. In the event of a change of ownership of an SNF, ICF, or ICF/MR/DD
facility, the Cabinet for Human Resources agrees to automatically assign this
agreement to the new owner in accordance with 42 CFR 442.14.

5. In the event the named Provider in this agreement is an SNF,

ICF, or ICF/MR/DD this agreement shall begin on » 19  , with
conditional termination on » 19 , and shall automatically
terminate on , 19 , unless the féci1ity is recertified

in accordance with applicable regulations and policies.

-

PROVIDER CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES
BY: BY:
Signature of Authorized Official Signature of Authorized Official

NAME : NAME:

TITLE: TITLE:

DATE: DATE:

-3-
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“PHROVED OMB-0938-0008

'LEA'SE
2O NOT
STAPLE -
N THIS
AREA
siea HEALTH INSURANCE CLAIM FORM PICA
CARE WEDICAID THAMPUS CHAMPVA SA0UP FECA OTHER| 1a. INSURED'S | D. NUMBER :FOR PROGRAM IN ITEM 1)
HEALTH PLAN __ BLKLUNG
- scare 8y T Meaicas 91 T Sponsors SSN) [T} (VAFIe & [T (SSNoriDl [T, «SSNI [T (D)
TGATIENTS NAME Last Name Frret Name wioais imman 3 PATENTS Damrvvoi‘fﬁ <EX s, INSURED'S NAME (Last Name, First Nama, Miodia it}
M Fi ]
S PATIENTS ADDRESS No.. Streen) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (No.. Street)
Sett || Soousel | chigi | Omer |
Y STATE | B. PATIENT STATUS cITY STATE
Smglul:j Mamed E Othar S
IIP CODE * TELEPHONE (inciude Area Codel ZIP CODE TELEPHONE {INCLUDE AREA CODE)
i Empioyeo Full-Tima Part-Tima
l ( ) D Stugam Studont ( )

3 OTHER INSURED'S NAME {Last Name. First Nama, Midgie inmal) 10. 1S PATIENT S CONDITION RELATED TO:

a OTHER INSURED'S POLICY OR GROUP NUMBER 3. EMPLOYMENT? (CURRENT OR PREVIOUS)

Mves N
— [
5 OTHER INSURED'S DATE OF BIRTH SEX b AUTO ACCIDENT? PLACE (State)
MM DD LYY
M F] T ]ves DNO . .

= EMPLOYER'S NAME OR SCHOOL NAME ¢ OTHER ACCIDENT?

“NO

g T

11. INSURED'S POLICY GROUP OR FECA NUMBER

b. EMPLOYER'S NAME OR SCHOOL NAME

a. INSURED'S DATE OF BIRTH
MM , DD . YY "
t 1

FO

¢. INSURANCE PLAN NAME OR PROGRAM NAME

3 INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE

6. IS THERE ANOTHER HEALTH BENEFIT PLAN?

DYES D NO f yew, retum 1o and compiata tem @ ad.

PATIENT AND INSURED INFORMATION ———— | <— CARRIER —-»

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORRAL.

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | sumonze
of

12 PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE the of any or other uh Y pay o Me g y or for
10 process this ciam. | aiso pay ol onthar 10 mysei! of 10 tha party wno 2CCH0ts assgnmant sarvices oaserdend batow.
beiow
SIGNED DATE SIGNED Y
t4 NATE OF CURRENT" 4 ILLNESS (Frst symptom) OR 15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. | 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION A
DD . YY 4 INJURY (Accaent) OR GIVE FIRSTDATE MM 1 DD @ YY MM, DD . YY MM . DD, YY
PREGNANCY(LMP} FROM ¢ T0 !
i OF REFERRING PHYSICIAN OR OTHER SOURCE 17a. 1.D. NUMBER OF REFERRING PHYSICIAN 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
MM . YY MM , DD, YY
FROM ; O ! '
9 RESERVED FOR LOCAL USE 20. QUTSIDE LAB? s CHARGES
Oves v |
27 DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1.2. OR 4 TO ITEM 24E BY LINE) 22. MEDICAID RESUBMISSION
I CODE ORIGINAL REF. NO.
LI USRI T I, |
23, PRIOR AUTHORIZATION NUMBER
21 e 4| o
24 A ) [3 D 3 F G | H { J X -
DATE(S} OF SERVIC Placa | Typa | PROCEDURES. SERVICES, OR SUPPLIES NOS DAYS [EPSD F [*]
From o o of {Explam Unusuat Circumstances) D'A&DE Is § CHARGES OR [Famiy| oo | cog RES;RAVLE BSEOR =
MM 0D YY MM DD Y¥ CPTHCPCS | MODIFIER UNITS| Plan §
| i i | 1% : o
i : w | [o]
* & w
¥ i Pe® z
| ! | x
w
: , |
' i [ A o
' ‘ [+ %
-
. Ed . m
! : & \ ‘ e«
. H (=]
| H z
¢ ! H o
: | i I 0
]
- z
: P : ; &
25 FECERAL TAX i D NUMBER SSN EIN =6 PATIENT'S ACCOUNT NO Z7 ACCEPT ASSIGNMENT? |2 "
€ SN EN :fm Gon amms, e ) 28 TOTAL CHARGE 1 29. AMOUNT PAID 30 BALANCE DUE
I YES ¢ : NO s s s
3 "ATURE OF PHYSICIAN OR SUPPLIER 32 NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE |33 PHYSICIAN'S SUPPLIER'S BILLING NAME. ADDRESS, ZIP CODE

JING DEGREES OR CREDENTIALS
1 hat Me statements on e reverse
.0 frus Dl ang are M30a 2 par heveot |

RENDERED (!t other nan nome or othca)

SIGNED DATE

& PHONE 8

PINg GRPs

'APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88)
SERRMARINLP: eTges uanmn

PLEASE PRINT OR TYPE

FORM HCFA-1500 {12-80)
FORM OWCP-1500 FORM RRB-1500




:AP-585 (09/91) ’ APPENDIX VI

REGIONAL INTERAGENCY COUNCIL
CHECKLIST FOR IDENTIFICATION OF
CHILDREN WITH SEVERE EMOTIONAL DISABILITIES

1.

Child's full name

2.

Child's social security number

3.

DSM III-R Diagnosis (Required)

As stated in KRS 200.503, the child must present with one of the following

conditions.

PLEASE CHECK THE EXISTING CONDITIONS

0 (1)
|
]
a
a
0
OR
o (2)
OR
O (3)
OR
o (4)

Presents substantial limitations that have persisted for at least one (1)
year or are judged by a mental health professional to be at risk of
continuing for one (1) year without professional intervention in at least
two (2) of the following five (5) areas:

(a) Self care: Defined as the ability to provide, sustain, and protect
himself at a level appropriate to his age;

(b) Interpersonal relationships: Defined as the ability to build and
maintain satisfactory relationships with peer and adults;

(c) Family life: Defined a8 the capacity to live in a family or family
type environment; .

(d) Self direction: Defined as the child's ability to control his
behavior and to make decisions in a manner appropriate to his age,
and;

(e) Education: Defined as the ability to learn social and
intellectual skills from teachers in an educational setting;

Is a Kentucky resident and is receiving treatment for emotiocnal
disturbance through the interstate compact;

The Department for Social Services has removed the child from the child's
home and has been unable to maintain the child in a stable setting due
to behavioral or emotional disturbance;

A child who presents impairment/behavior of short duration yet of high
intensity. 1Included are severe emotiocnal problems such as suicidal or

psychotic trauma reactions where prognosis regarding duration of symptoms
cannot be accurately assessed.

This child is certified to meet the criteria as established above.

Documentation of the existence of these conditions is present in the client

record.

.

Authorized Agency Representative Date

Based on the information cited above, this child is hereby identified by-

the Regional Interagency Council as a "severely emotionally disturbed child" in
need of case management services.

RIAC Chairperson Date

7/25/91
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I# TVLIIHSNVIL

AS OF 08/01/91 KENTUCKY MEDICAID TITLE XIX REMITTANCE STATEMENT

RA NUMBER
RA SEQ NUMBER 2

CLAIM TYPE:

* PAID CLAIMS =

PROVIDER NAME
PROVIDER NUMBER

CHARGES AMT. FROM

INVOICE -RECIPIENT IDENTIFICATION- INTERNAL CLAIM TOTAL NOT OTHER CLAIM PMT
NUMBER NAME NUMBER CONTROL NC. SVC. DATE CHARGES COVERED SOURCES AMOUNT
023104 DONALDSON R 3834042135 9883324-552-580 070191-073191 200.00 0.00 0.00 200.00
01 Ps 1 PROC X0064 QTY 1 0.00

CLAIMS PAID IN THIS CATEGORY: 1 TOTAL BILLED: 200.00 TOTAL PAID: 200.00

Page 1

EOB

o6l

1 ®8®g - IIA XIQNIAAY



T# TVILINSNVYL

AS OF 08/01/91 KENTUCKY MEDICAID TITLE XIX REMITTANCE STATEMENT ) Page 2
RA NUMBER PROVIDER NAME
RA SEQ NUMBER 2 PROVIDER NUMBER

CLAIM TYPE:

* DENIED CLAIMS *:

INVOICE -—RECIPIENT IDENTIFICATION- INTERNAL CLAIM TOTAL EOB
NUMBER NAME NUMBER CONTROL RC. SVC. DATE CHARGES
023104 JONES R 4321712345 9838348-552-010 070191-073191 200.00 254

01 Ps 1. PROC X0064 QTY 1

CLAIMS DENIED IN THIS CATEGORY: 1 TOTAL BILLED: 200.00

¢ @8eg -~ II)\ XIQNI4AdY



T# TVILIISNVYL

AS OF 08/01/91 KENTUCKY MEDICAID TITLE XIX REMITTANCE STATEMENT Page 3

PROVIDER NAME

RA NUMBER
PROVIDER NUMBER

RA SEQ NUMBER 2

CLAIM TYPE:

* CLAIMS IN PROCESS *

I
INVOICE ~RECIPIENT IDENTIFICATION- INTERNAL CLAIM TOTAL EOB
NUMBER NAME NUMBER CONTROL NC. SVC. DATE CHARGES
023104 JOHNSON P 2471340401 9883342-564-210 070191-073191 200.00 260
574632 MITCHELL J 4331740410 9883347-575-240 200.00 260
CLAIMS PENDING IN THIS CATEGORY: 2 TOTAL BILLED: 400.00

€ 98ed - IIA XIANZIAAY



T# TYLIINSNVEL

AS OF 08/01/91 KENTUCKY MEDICAID TITLE XIX REMITTANCE STATEMENT Page 4
RA NUMBER PROVIDER NAME

RA SEQ NUMBER 2 PROVIDER NUMBER

CLAIM TYPE:

* RETURNED CLAIMS *

INVOICE -RECIPIENT IDENTIFICATION- INTERNAL CLAIM EOB
NUMBER NAME NUMBER CONTROL NC. SVC. DATE
324789 SMITH 4838021143 9883324-552-060 070191 999

TOTAL CLAIMS RETURNED IN THIS CATEGORY: 1

CLAIMS PAYMENT SUMMARY

CLAIMS CLAIMS WITHHELD NET PAY CREDIT NET 1099

PAID/DENIED PD AMT. AMOUNT AMOUNT AMOUNT AMOUNT
CURRENT PROCESSED 2 400.00 0.00 400.00 0.00 400.00
YEAR~-TO-DATE TOTAL 30 6000.00 6000.00 = 6000.00 0.00 6000.00

% 98ed - II\ XTANILAY



AS OF 08/01/91 KENTUCKY MEDICAID TITLE XIX REMITTANCE STATEMENT Page 5

PROVIDER NAME

RA NUMBER
PROVIDER NUMBER

RA SEQ NUMBER 2

CLAIM TYPE:

DESCRIPTION OF EXPLANATION CODES LISTED ABOVE

061 PAID IN FULL BY MEDICAID

254 THE RECIPIENT IS NOT ELIGIBLE ON DATES OF SERVICE
260 ELIGIBILITY DETERMINATION IS BEING MADE

365 FEE ADJUSTED TO MAXIMUM ALLOWABLE

999 REQUIRED INFORMATION NOT PRESENT

§ 9884 - IIA XIANIdAY




. e e e e - APPENDIX- VITI

PROVIDER INQUIRY FORM

EDS Piease remit both
P.O. Box 2009 copies of the Inquiry
Frankfort, Ky. 40602 Form to EDS.
1. Provider Number 3. Recipiant Nama (first, last)
2. Provider Name and Address 4. Medical Assistance Numbar

5. Billed Amount

6. Claim Sarvica Date

7. RA Date 8. Internal Control Numbar

AEEEENEEEEE

9. Provider's Message

10.

Signature

Date

Dear Provider:
This claim has been resubmitted for possible payment.

EDS can find no record of receipt of this claim. Please resubmit.
This claim paid on in the amount of

We do not understand the nature of your inquiry. Please clarify.

EDS can find no record of receipt of this claim in the last 12 months.

om—————

This claim was paid according to Medicaid guidelines.

This claim was denied on with EOB code

Aged claim. Payment may not be made for services over 12 months old without proof that the claim was

received by EDS within one year of the date of service; and if the claim rejects, you must show timely
receipt by EDS within 12 months of that rejection date. Clanms must be received by EDS every 12 months

to be consndered for payment. -

Other:

EDS

MDY ARYCYRPTTII A T Jis

Date
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© - APPENDIX I¥’

MAIL TO: EDS FEDERAL CORPORATION
P. O. BOX 2009
FRANKFORT, KY 40602

ADJUSTMENT REQUEST FORM

1. Original Internal Control Number (L.C.N.) EDS FEDERAL USEONLY i

I I O

2. Recipient Name

3. Recipient Medicaid Number

4. Provider Name/Number/Address

E. From Date Service 6. To Date Service

7. Billed Amt.

8. Paid Amt.

8. R.A. Date

10. Piease specity WHAT is to be adjusted on the ciaim.

11. Please specify REASON for the adjustment request or incorrect original claim payment.

IMPORTANT: THIS FORM WiLL BE RETURNED TO YOU IF THE REQUIRED INFORMATION AND DOCUMEN-A.
TION FOR PROCESSING ARE NOT PRESENT. PLEASE ATTACH A COPY OF THE CLAIM A%D
REMITTANCE ADVICE TO BE ADJUSTED.

12. Signature 13. Date

EDSF USE ONLY--DO NOT WRITE BELOW THIS LINE

Field/Line:
New Data:

Previous Data:

Field/Line:
New Data:

Previous Data:

Other Actions/Remarks:

TRANSMTTTAT #1




(REV. 7/91)

Recipient Name

Date of Birth

Date of Seivice H

APPEXDIX X
THIRD PARTY LIABILITY
LEAD FORM
MAID #
Address:
To:

Date of Admission:

Name of Insurance Company:

Address

Date of Discharge:

Policy #:

Start Date: End Date:

Date Filed with Carrier :

rovider Name :

Provider #:

Comments:

Signature:

Date:

TRANSMITTAL #1




MAP-586(09/91) Appendix XI

ASSURANCE OF CASE MANAGEMENT SERVICES
CERTIFICATION FORM

I. CLIENT INFORMATION

Client's Name Birthdate

Medical Assistance Identification Number

Address of Client

Responsible Party/Legal Representative

Address

—— Vv e G W TES W U S W M e T G G G G U SIS W W Y G G S MWW N BN S SL S e T G G WS G e N SRS W WU W W Ee S G e G o e e o -

II.CERTIFICATION

Targeted Case Management Sérvices - This is to certify that
I/responsible party/legal representative have been informed of
my rights with regard to Case Management Services.

I elect or do not elect case management services.
I choose as my Case Management Provider.
I choose as my Case Manager.

Signature Date

Signature and Title of Person Assisting
with Completion of Form

Agency

Address

TRANSMITTAL #1




APPENDIX XII
MATL TO: EDS

P.O. BOX 2009
FRANKFORT, KY 40602

CASH REFUND DOCUMENTATION

. - — - —p - - " - —-— -

1. Check Number |2. Check Amount
I
3. Provider Name/Numper/Address |4. Recipient Name
]
|
|5. Recipient Nunber
|
r |
6. From Date of Service 17. To Date of Service |8. RA Date
| |
| |
9, Internal Control Number (If several ICNs attach RAs)

. G— — — —— — — S———  S—— Gr— —— —— ——

Reason for Refund: (Check appropriate blank)

a. Payment from other source - Check the category and list name
___ Health Insurance (attach a copy of EOB)
___ Auto Insurance
___ Medicare paid
___ Orther

b. Billed in error
c. Duplicate payment (attach a copy of both RA's)

If RA's are paid to 2 different providers specify to which provider
number the check is to be applied.

—— — o— — o—— Y—  wo— ——

d. Processing error OR Overpayment
Explain why

e. Paid to wrong provider

f. Money has been requested - date of the letter _ / /
(Attach a copy of letter reguesting mmoney)

___9g. Other

Contact Name « Phone:

TRANSHITTAL #1





