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SECTION I- INTRODUCTION

l. INTRODUCTION

A. Introduction

The Kentucky Medicaid Program Nursing Facility Services Manual
provides Medicaid providers with a tool to be used when providing
services to qualified Medicaid recipients. This manual provides basic

information concerning coverage and policy. Precise adherence to policy
shall be imperative.

B. Fiscal Agent

The Department for Medicaid Services contracts with a fiscal agent for
the operation of the Kentucky Medicaid Management Information
System (MMIS). The fiscal agent receives and processes all claims for
medical services provided to Kentucky Medicaid recipients.

C. General Information

The Department for Medicaid Services shall be bound by both Federal
and State statutes and regulations governing the administration of the
State Plan. The state shall not be reimbursed by the federal government
for monies improperly paid to providers for non-covered, unallowable
medical services. Therefore, Kentucky Medicaid may request a return of
any monies improperly paid to providers for noncovered services.
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Il. COMMONWEALTH OF KENTUCKY MEDICAID PROGRAM

A. Policy

The basic objective of the Kentucky Medicaid Program shall be to
ensure the availability and accessibility of quality medical care to
eligible program recipients.

The Medicaid Program shall be the payor of last resort. If the
recipient has an insurance policy, veteran’s coverage, or other
third party coverage of medical expenses, that party shall be
primarily liable for the patient’'s medical expenses. Accordingly,
the provider of service shall seek reimbursement from the third
party groups for medical services provided prior to billing
Medicaid. If a provider receives payment from a recipient,
payment shall not be made by Medicaid. If a payment is made by
a third party, Medicaid shall not be responsible for any further
payment above the Medicaid maximum allowable charge.

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

All participating providers shall agree to provide medical treatment
according to standard medical practice accepted by their
professional organization and to provide Medicaid-covered
services in compliance with federal and state statutes regardless
of age, color, creed, disability, ethnicity, gender, marital status,
national origin, race, religion, or sexual orientation.

Providers shall comply with the Americans with Disabilities Act
and any amendments, rules, and regulations of this Act.

Each eligible medical professional shall be given the choice of
whether or not to participate in the Kentucky Medicaid Program in
accordance with 907 KAR 1:672. From those professionals who
have chosen to participate, recipients may select the provider
from whom they wish to receive their medical care.

If the Department makes payment for a covered service and the
provider accepts this payment in accordance with the
Department’s fee structure, the amounts paid shall be considered
payment in full; a bill for the same service shall not be tendered to
the recipient, and a payment for the same service shall not be
accepted from the recipient. The provider may bill the recipient for
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services not covered by Kentucky Medicaid.

Providers of medical service or authorized representatives attest
by their signatures, that the presented claims are valid and in
good faith. Fraudulent claims shall be punishable by fine,
imprisonment or both. Facsimiles, stamped or computer
generated signatures shall not be acceptable.

The recipient’'s Kentucky Medical Assistance Identification Card
should be carefully checked to see that the recipient's name
appears on the card and that the card is valid for the period of
time in which the services are to be rendered. If there is any
doubt about the identity of the recipient, you may request a
second form of identification. A provider can not be paid for
services rendered to an ineligible person. Failure to validate the
identity of a Medicaid recipient prior to a service being rendered
may result in failure to comply with 907 KAR 1:671. Any claims
paid by the Department for Medicaid Services on behalf of an
ineligible person may be recouped from the provider.

The provider's adherence to the application of policies in this
manual shall be monitored through either on-site audits,
postpayment review of claims by the Department, or computer
audits or edits of claims. When computer audits or edits fail to
function properly, the application of policies in this manual shall
remain in effect. Therefore, claims shall be subject to
postpayment review by the Department.

All providers shall be subject to rules, laws, and regulations
issued by appropriate levels of federal and state legislative,
judiciary and administrative branches.

All services provided to eligible Medicaid recipients shall be on a
level of care that is equal to that extended private pay individuals
or others, and on a level normally expected of a person serving
the public in a professional capacity.

All recipients shall be entitled to the same level of confidentiality
afforded persons NOT eligible for Medicaid benefits.

Claims shall not be allowed for services outside the scope of
allowable benefits within a particular program specialty. Likewise,
claims shall not be paid for services that required and were not
granted prior authorization by the Kentucky Medicaid Program. In
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addition, providers are subject to provisions in 907 KAR 1:671,
907 KAR 1:672, and 907 KAR 1:673.

Claims shall not be paid for medically unnecessary items,
services, or supplies. The recipient may be billed for non-covered
items and services. Providers shall notify recipients in advance of
their liability for the charges for non-medically necessary and non-
covered services.

If a recipient makes payment for a covered service, and that
payment is accepted by the provider as either partial payment or
payment in full for that service, responsibility for reimbursement
shall not be attached to the Department and a bill for the same
service shall not be paid by the Department. However, a recipient
with spend down coverage may be responsible for a portion of the
medical expenses they have incurred.

B. Appeal Process for Refund Requests

Inappropriate overpayments to providers that are identified in the
postpayment review of claims shall result in a refund request.

If a refund request occurs subsequent to a postpayment review by
the Department for Medicaid Services or its agent, the provider
may submit a refund to the Kentucky State Treasurer or appeal
the Medicaid request for refund in writing by providing clarification
and documentation that may alter the agency findings. This
information relating to clarification shall be sent to:

DIVISION OF LONG TERM CARE AND COMMUNITY
ALTERNATIVES
DEPARTMENT FOR MEDICAID SERVICES
CABINET FOR HEALTH AND FAMILY SERVICES
275 EAST MAIN STREET
FRANKFORT KY 40621

If no response (refund or appeal) has been filed with Medicaid by
the provider within thirty (30) days of the refund request, assent to
the findings shall be assumed. If a refund check or request for a
payment plan is not received within sixty (60) days, Medicaid shall
deduct the refund amount from future payments.
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C. Timely Submission of Claims

According to Federal regulations, claims shall be billed to
Medicaid within twelve (12) months of the date of service or six
(6) months from the adjudication date of the Medicare payment
date or other insurance. Federal regulations define “Timely
submission of claims” as received by Medicaid “no later than
twelve (12) months from the date of service.” Received is defined
in 42 CFR 447.45 (d)(5) as follows: “The date of receipt is the
date the agency receives the claim, as indicated by its date stamp
on the claim.” To consider those claims twelve (12) months past
the service date for processing, the provider shall attach
documentation showing RECEIPT by Medicaid, the fiscal agent
and documentation showing subsequent billing efforts. Claim
copies alone shall not be acceptable documentation of timely
billing. Claims shall not be considered for payment if more than
twelve (12) months have elapsed between EACH RECEIPT of
the aged claim by the Program.

Claims should be submitted to:

Unisys Corporation

P.O. Box 2101

Provider Services

Frankfort, KY 40602-2101
1-877-838-5085 — Provider Enrollment
1-800-807-1232 — Provider Relations

D. Kentucky Patient Access and Care System (KenPAC)

KenPAC is a statewide patient care system which provides
Medicaid recipients with a primary care provider. The primary care
provider shall be responsible for providing or arranging for the
recipient’s primary care and for referral of other medical services.

KenPAC recipients shall be identified by a green Medical
Assistance Identification (MAID) card.

Medicaid recipients receiving waiver services, as well as nursing

facility and Long Term Care services, are exempt from
participation in KenPAC.

E. Lock-In Program
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The Department shall monitor and review utilization patterns of
Medicaid recipients to ensure that benefits received are at an
Appropriate frequency and are medically necessary given the
condition presented by the recipient. The Department shall
investigate all complaints concerning recipients who are believed
to be over-utilizing the Medicaid Program.

The Department shall assign one (1) physician to serve as a case
manager and one (1) pharmacy. The recipient shall be required to
utilize only the services of these providers, except in cases of
emergency services and appropriate referrals by the case
manager. In addition, providers and recipients shall comply with
the provisions set forth in 907 KAR 1:677, Medicaid Recipient
Lock-In.

Providers who are not designated at lock-in case managers or
pharmacies shall not receive payment for services provided to a
recipient assigned to the lock-in program, unless the case
manager has pre-approved a referral or for emergency services.
Recipients assigned to the lock-in program shall have a pink MAID
card and the name of the case manager shall appear on the face
of the card.

F. Early and Periodic Screening, Diagnosis and Treatment (EPSDT)
Program

Under the EPSDT program, Medicaid eligible children, from birth
through the end of the child’s birth month of his twenty-first (21)
year, may receive preventative, diagnostic and treatment services
by participating providers. The goal of the program is to provide
quality preventative health care by performing prescribed
screenings at specified time intervals according to age (termed a
periodicity schedule) to identify potential physical and mental
health problems. These screenings shall include a history and
physical examination, developmental assessment, laboratory
tests, immunizations, health education and other tests or
procedures medically necessary to determine potential problems.
Another goal of the program is to reimburse for medically
necessary services and treatments, even if the service or
treatment is not normally covered by Kentucky Medicaid.
However, the service or treatment must be listed in 42 USC
Section 1396 d(a) which defines those services that may be
covered by state Medicaid programs. More information regarding
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the EPSDT program may be obtained by calling the EPSDT
program within the Department for Medicaid Services.

G. Kentucky Health Care Partnership Program

In accordance with 907 KAR 1:705, the Department shall
implement, within the Medicaid Program, a capitated managed
care system for physical health service for persons residing in
Region 3 (Shelby, Spencer, Trimble, Wayne, Marion, Meade,
Nelson, Oldham, Hardin, Henry, Jefferson, LaRue, Breckinridge,
Bullitt, Carroll, and Grayson counties).

Medicaid recipients receiving waiver services, as well as nursing
facility and Long Term Care services, are exempt from
participation in a capitated managed care system. These
recipients receive services through the traditional Medicaid
program.

H. EMPOWER Kentucky Transportation Initiative

In accordance with 907 KAR 3:065, the Department shall
implement, within the Medicaid Program, as an EMPOWER
Kentucky Initiative, a capitated non-emergency medical
transportation delivery system excluding ambulatory stretcher
services. The Department has entered into a contract with the
Transportation Cabinet, along with three other Cabinets, to
implement this program incrementally statewide beginning in June
1998. This new system is designed to extend service to areas of
the state currently under-served, provide transportation
alternatives to more people, encourage efficiency and discourage
fraud and abuse.
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[I. CONDITIONS OF PARTICIPATION

A. Participation Overview

Any facility licensed or requesting licensure as a nursing facility by
the CABINET FOR HEALTH AND FAMILY SERVICES, Office of
Inspector General, Division of Long Term Care, is eligible to
submit a Provider Agreement with Addenda | and II, a Disclosure
of Ownership and Control, Interest form, and Provider Information
form. A facility survey shall then be required to determine that
licensure requirements and Kentucky Medicaid Program
requirements are being met.

Hospital swing bed facilities providing services in accordance with
42 USC 1395tt and 42 USC 13961 shall also be considered
nursing facilities if the swing beds are certified to the Medicaid
Program as meeting nursing facility standards. Hospital swing
bed facilities are currently exempt from the Preadmission
Screening and Resident Review (PASRR) requirement.

Surveys shall take place as often as necessary but at least within
fifteen (15) months of the date of the last survey. The MAP 811
shall be submitted annually by a participating facility.

Submission of the required form shall not ensure participation in
the Medicaid Program. Participation as a provider shall only be
ensured after the agreement is signed by both parties (the
provider and the Department for Medicaid Services), proof of the
facility’s certification to participate in the Medicare Program (Title
XVI) if required is received from the certifying agency, a provider
number is issued, and all paperwork involved in the certification
process is completed by both parties.

All participating providers shall comply with the requirements
specified in 907 KAR 1:671; 907 KAR 1:672; and 907 KAR 1:673.

B. Provider Freedom of Choice

The freedom of choice concept has always been a fundamental
principle governing the Kentucky Medicaid Program. Providers
shall have the freedom to decide whether or not to accept eligible
Medicaid recipients and to bill the Program for the medical care
provided.
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C. Medicare Participation

All nursing facilities shall have at least twenty (20) percent of all
Medicaid certified beds, but not less than ten (10) beds, also
certified to participate in Medicare unless they have obtained a
Medicaid waiver of the nurse-staffing requirement. If the nursing
facility has less than ten (10) beds certified for Medicaid, all
Medicaid certified beds shall also be certified to participate in
Medicare. If a nursing facility which has obtained a Medicaid
waiver of the nurse staffing requirement CHOOSES to participate
in Medicare, they shall have at least twenty (20) percent of all
Medicaid certified beds, but not less than ten (10) beds, also
certified to participate in Medicare; if less than ten (10) beds are
certified for Medicaid, all Medicaid certified beds shall also be
certified to participate in Medicare.

All nursing facilities shall participate in the Medicare Program
(Title XVI1II) in order to participate in the Medicaid Program unless
they have obtained a Medicaid waiver of the nurse-staffing
requirement.

D. Resource Assessment

If a community spouse exists, nursing facilities shall advise each
admission, regardless of payer source, of the availability of the
resource assessment. The assessment is conducted by the local
office of the Department for Community Based Services without
cost to the individual. Resource assessments are only completed
if a community spouse exists. In order to verify that compliance
with this condition has been met, appropriate sections of the
MAP-350 form shall be completed by the appropriate parties and
a copy retained by the nursing facility in the active clinical record.

E. Out-of-Country Nursing Facilities

Nursing facilities located outside the United States and its
territories shall not participate in the Kentucky Medicaid Program
except for the purpose of billing Medicare co-insurance amounts
for which payment shall be the responsibility of the Kentucky
Medicaid Program until the resident is discharged or termination
of the resident’s QMB and Kentucky Medicaid eligibility.

F. Out-of-State Nursing Facilities
The Kentucky Medicaid Program does not routinely enroll out-of-

state nursing facilities except for the purpose of paying Medicare
co-insurance amounts for which payment in accordance with
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Kentucky Medicaid reimbursement procedures shall be the
responsibility of the Kentucky Medicaid Program until the resident
is discharged or termination of the resident’'s QMB and Kentucky
Medicaid eligibility.]

Disclosure of Information (42 CFR 405,420, 431, and 455 and 907
KAR 1:672).

There are requirements for disclosure of information by
institutions and organizations providing services under Medicare
and Medicaid. The federal and state regulations which relate to
disclosure of information are significant and we suggest your
attention to them.

OF PARTICULAR IMPACT ON MEDICAID PROVIDERS ARE
THE FOLLOWING:

1. The Secretary of the Department of Health and Human
Services or the State agency may refuse to enter into or
renew an agreement with a provider if any of its owners,
officers, directors, agents or managing employees have
been convicted of criminal offenses involving any of the
programs under Titles XVIII, XIX or XX.

2. The Secretary or State agency may terminate an
agreement with a provider that failed to disclose fully
and accurately the identity of any of its owners, officers,
directors, agents, or managing employees who have been
convicted of a program-related criminal offense at the time
the agreement was entered into.

3. The Secretary shall have access to Medicaid provider
records.
4. Providers shall be required to disclose certain information

about owners, employees, subcontractors, and suppliers.

In addition to these requirements, the federal regulations
detail revisions to existing sections on bankruptcy or
insolvency and provider agreements and not information
which can be requested concerning certain business
transactions.

The data shall be collected during each provider's
certification process by the Division of Long Term Care,
Office of the Inspector General.
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H. Termination of Participation and Provider Appeals Rights

Termination of a provider participating in the Medicaid Program
and the provider’s appeal process shall be in accordance with 907
KAR 1:671.

Preadmission Screening and Resident Review PASRR

Public Law 100-203, the Omnibus Budget Reconciliation Act of
1987 (OBRA ‘87) requires that preadmission screening be
performed to prevent inappropriate nursing facility admissions of
individuals who are mentally ill, mentally retarded, or who have a
related condition.

PASRR shall be required for all admissions regardless of payor
source in accordance with 907 KAR 1:755.

J. Deposits

In accordance with federal regulations, deposits shall not be
required of those persons eligible for Medicaid. Presentation of a
current Medical Assistance Identification Card and meeting
patient status criteria shall constitute long-term care Medicaid
eligibility for services. Any deposits obtained prior to Medicaid
eligibility shall be returned to the resident or responsible party
when eligibility is determined. Deposits shall be refunded PRIOR
TO BILLING the Medicaid Program.

K. Utilization Review

A Peer Review Organization (PRO) shall have Title XIX review
responsibility for nursing facility services provided in Kentucky.
The PRO is operational Monday through Friday from 8:00 a.m. to
6:00 p.m. (Eastern Time), except for holidays.

Professional staff of the Cabinet for Health and Family Services or
a PRO operating under its lawful authority pursuant to the terms of
its agreement with the Cabinet shall review and evaluate the
health status and care needs of an individual in need of inpatient
care, giving consideration to the medical diagnosis, age-related
dependencies, care needs, services and health personnel required
to meet these needs and the feasibility of meeting the needs
through alternative institutional or non-institutional services.
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Prior to admission of an individual to a nursing facility, the facility
must request certification from the PRO. Certification for a new
admission of an individual must be requested by the facility within
seven (7) working days of the admission. (This seven (7) day
time frame is a maximum limit. PRO certification should be
requested prior to admission.] If an individual is discharged prior
to a request for certification, a certification shall not be approved).

If an individual is admitted after normal business hours or on a
weekend, request for certification by the PRO may be obtained
through use of the MAP-726A. The MAP-726A may be faxed to
the PRO at 502-429-5233, 1-800-807-7840, or 1-800-807-8843. A
provider shall keep a copy of the transmission form generated
that indicates the transmission was successful. The nursing
facility provider will need this documentation if problems arise
concerning the faxed transmission. The MAP-726A may also be
used during normal business hours. (A copy of the MAP-726A is
located in the Appendix of this manual).

Should a provider admit an individual who does not meet nursing
facility level of care certification requirements, DMS will not be
responsible for costs associated with individual's care while in the
facility. If a provider fails to obtain certification for a resident as
outlined above, DMS shall not be responsible for costs associated
with that individual’s care while in the facility.

In addition, no provision is made in the regulations or manuals for
granting retroactive certifications or exceptions. As an entity of
state government, the Department for Medicaid Services is
obligated to comply with governing regulations. In addition,
providers are subject to provisions in 907 KAR 1:671, 907 KAR
1:672, and 907 KAR 1:673.]

1. PRO Process for Nursing Facilities: Prior to admission of
an individual to a nursing facility, the facility shall request
certification of the admission by the PRO. The PRO shall
approve the admission and transmit to the facility and the
local Department for Community Based Services office a
“Confirmation Notice”, or deny the admission and issue a
“Denial Letter.” The PRO shall submit the Denial Letter to
the patient or their responsible party, the physician of
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record, the facility, and the local Department for
Community Based Services office.

If the admission is approved, within thirty (30) days of the
admission the PRO shall perform an on site continuing stay
review. The PRO shall approve a continued stay if the
resident continues to meet the nursing facility level of care
criteria in accordance with 907 KAR 1:022. If the resident
no longer meets the nursing facility level of care criteria in
accordance with 907 KAR 1:022, the PRO shall issue a
“Denial Letter”.

Specific lengths of stay shall not be assigned for continued
stays. The PRO nurse reviewer shall re-certify each
resident in the facility every six (6) months, for a continued
stay or deny the continued stay. It is the responsibility of
the facility to indicate those residents which are to be
reviewed by the PRO for continued stay.

It is incumbent upon nursing facilities with a Medicaid
waiver of the nurse staffing requirement to discharge the
resident when the resident’s status changes from nursing
facility level of care services to skilled nursing care services
during the periods between PRO reviews.

b. PRO Process for Licensed Swing-Bed Nursing Facilities:

Prior to admission of an individual to a swing bed nursing
facility, or prior to changing the bed from acute care status,
if the resident was admitted to the swing bed as an acute
care patient, the facility shall request certification by the
PRO. The PRO shall approve or deny the admission using
the same Department for Medicaid Services criteria as for
nursing facilities.

If the admission is approved, the PRO shall perform an on-
site continuing stay review at the end of the initial length of
stay (up to thirty (30) days and at least every ninety (90)
days thereafter.) The PRO shall approve or deny the
continued stay using the same Department for Medicaid
Services criteria as for nursing facilities.

If the bed swings to acute for three (3) or more days, the
facility shall contact the PRO for review prior to swinging
the bed back to nursing facility. When counting the three
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(3) days, do not count the day the bed will swing back to
nursing facility.

Facilities SHALL NOT contact the Medicaid PRO to certify the
admission of a Medicaid recipient for whom Medicare Part A shall
be the primary payor. Medicare procedures shall be followed for
these residents. When Medicare Part A benefits are exhausted or
when the resident no longer meets the level of care criteria for
which Medicare shall make reimbursement, whichever comes
first, the facility shall request Medicaid certification by contacting
the Medicaid PRO.

The Medicaid Program is monitoring the PRO determinations on a
sample basis. Monitoring shall be for performance assessment
only and shall have no bearing on the individual determinations,
as all PRO determinations are binding on the Medicaid Program.

L. Placement: Assistance with placement problems may be
obtained by contacting the local office of the Department for
Community Based Services whose staff are knowledgeable
regarding potential for placement in Kentucky facilities.

M. Nurse Aid Training and Competency Evaluation Program: Nurse
Aide Training and Competency Evaluation Program shall be in
accordance with regulation 907 KAR 1:450.
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IV. PROGRAM COVERAGE
A. Recipient Eligibility

QMB and Medicaid eligibility are determined by the local offices of
the Department for Community Based Services. Any individual
determined to be eligible for Medicaid benefits by the Department
for Community Based Services may receive nursing facility
benefits if the services have been certified in accordance with
Medicaid Program policy.

1. Section 301 of the Medicare Catastrophic Coverage Act of
1988 (MCCA) requires states to provide Medicaid coverage
to certain Medicare beneficiaries in order to pay Medicare
cost-sharing  expenses  (premium, deductible and
coinsurance amounts). Individuals who are entitled to
Medicare Part A and who do not exceed federally-
established income and resources standards shall be
known as Qualified Medicare Beneficiaries (QMBS).

2. The Technical and Miscellaneous Revenue Act of 1988
(TAMRA) further provides that some individuals shall have
dual eligibility for QMB benefits and regular Medicaid
benefits.

3. Reimbursement by the Kentucky Medicaid Program for
QMB Only and dually eligible individuals and the Medicare-
Medicaid (non-QMB) resident includes deductible and
coinsurance amounts for all Medicare Part A and Part B
covered services.

B. Medical Assistance ldentification (MAID) Card

Any individual determined eligible for Medicaid benefits shall be
issued a MAID card each month by the Department for
Community Based Services. Individuals who have been
determined eligible for both Medicaid and QMB benefits shall
receive a regular MAID card with a notation on the face of the
card that identifies the recipient as being dually eligible,
individuals who have been determined to be eligible for QMB
benefits only receive a unique tri-colored (red, white, blue) card.]
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Each card shall indicate the resident's Medicaid number, the
month of eligibility, and third party resources (Medicare Part A
and Part B, private insurance, etc.) that may be responsible for all
or a portion of the resident’s cost of care. Acceptance of an
outdated card may jeopardize reimbursement to a facility for
services provided during the period in question.

C. Authorization

The Medicaid Program shall assume responsibility for provision of
financial benefits to nursing facilities on behalf of eligible residents
only when specifically authorized by the PRO and the Department
for Medicaid Services, as appropriate. The fact that an eligible
resident is admitted to a Medicaid certified nursing facility in no
way obligates or assures that the Medicaid Program shall make
reimbursement for the services or items provided to the resident.
This policy shall not dictate the admission policies and procedures
for a facility; rather, it merely defines those admissions for which
reimbursement shall be made by the Medicaid Program.

D. Determining Patient Status

Professional staff of the Cabinet for Health and Family Services or
a Peer Review Organization operating under its lawful authority
pursuant to the terms of its agreement with the Cabinet shall
review and evaluate the health status and care needs of the
resident in need of institutional care, giving consideration to the
medical diagnosis, care needs, services and health personnel
required to meet those needs and the feasibility of meeting the
needs through alternative institutional or non-institutional services.
With the exception of those Individuals admitted to hospital swing-
bed facilities. An individual shall not qualify for Medicaid patient
status unless the individual is qualified for admission and
continued stay as appropriate, under the PASRR criteria.

Residents meeting high intensity patient status criteria shall be
admitted to beds which are participating in both Medicare and
Medicaid. Residents which possess high intensity care needs
shall also remain in beds participating in both Medicare and
Medicaid after exhaustion of any Medicare benefits.

Insulin-dependent diabetic residents who require at least daily
injections which cannot be self-administered may be determined
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to be either high intensity or low intensity based in part on the
attending physician’s evaluation. This policy shall not, however,
apply to insulin-dependent diabetic residents who have other high
intensity conditions.

1. High Intensity Nursing Care (criteria equivalent to skilled
nursing care standards under Medicare). Medicaid eligible
individuals qualify for high intensity nursing care when their
care needs mandate high intensity nursing or high intensity
rehabilitation services on a daily basis and when, as a
practical matter, the care can only be provided on an
inpatient basis. Where the inherent complexity of a service
prescribed for a resident exists to the extent that it can be
safely or effectively performed only by or under the
supervision of technical or professional personnel, the
resident would qualify for high intensity nursing care.

A resident with an unstable medical condition manifesting a
combination (two (2) or more) of care needs in the
following areas shall qualify for: high intensity nursing care:

@) Intravenous, intramuscular, or subcutaneous
injections and hypodermoclysis or intravenous
feeding;

(b) Naso-gastric or gastrostomy tube feedings;

(c) Nasopharyngeal and tracheotomy aspirations;

(d) Recent or complicated ostomy requiring extensive
care and self-help training;

(e) In-dwelling catheter for therapeutic management of
a urinary tract condition

) Bladder irrigations in relation to previously indicated]
[stipulation;

() Special vital signs evaluation necessary in the
management of related conditions;

(h)  Sterile dressings;

(1) Changes in bed position to maintain proper body
alignment;

() Treatment of extensive decubitus ulcers or other
widespread skin disorders;

(k) Receiving medication recently initiated, which
requires high intensity observation to determine
desired or adverse effects or frequent adjustment of
dosage;
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()] Initial phases of a regimen involving administration
of medical gases;

(m) Receiving services which would qualify as high
intensity rehabilitation services when provided by or
under the supervision of a qualified therapist(s), for
example: on-going assessment of rehabilitation
needs and potential; therapeutic exercises which
must be performed by or under the supervision of a
gualified physical therapist; gait evaluation and
training; range of motion exercises which are part of
the active treatment of a specific disease state
which has result in a loss of, or restriction of
mobility; maintenance therapy when the specialized
knowledge and judgment of a qualified therapist are
required to design and establish a maintenance
program based on an initial] [evaluation and periodic
reassessment of the resident's needs, and
consistent with the resident’'s capacity and
tolerance; ultra-sound, short-wave and microwave
therapy treatments; hot pack, hydrocollator, infra-red
treatment, paraffin baths, and whirlpools (in cases
where the resident’s condition is complicated by
circulatory deficiency, areas of desensitization, open
wounds, fractures or other complications, and the
skills, knowledge and judgment of a qualified
physical therapist are required); and services by or
under the supervision of a speech pathologist or
audiologist when necessary for the restoration of
function in speech or hearing;

2. Low Intensity Nursing Care (criteria equivalent to the
former intermediate care patient status standards).
Medicaid eligible individuals shall qualify for low intensity
patient status when the individual requires, unrelated to
age-appropriate dependencies with respect to a minor,
intermittent  high intensity nursing care, continuous
personal care or supervision in an institutional setting. In
making the decision as to patient status, the following
criteria shall be applicable:

(@ An individual with a stable medical condition
requiring intermittent high intensity services not
provided in a personal care home shall be
considered to meet patient status.
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(b) An individual with a stable medical condition, who
has a complicating problem which prevents the
individual from caring for himself in an ordinary
manner outside the institution shall be considered to
meet patient status. For example, ambulatory
cardiac and hypertensive patients may be
reasonably stable on appropriate medication, but
have intellectual deficiencies preventing safe use of
self-medication, or other problems requiring frequent
nursing appraisal, and thus be considered to meet
patient status.

(© An individual with a stable medical condition
manifesting a significant combination (two (2) or
more) of the following care needs shall be
determined to meet low intensity patient status when
professional staff determines that such combination
of needs can be met satisfactorily only by the
provision of intermittent high intensity nursing care,
continuous personal care or supervision in an
institutional setting:

(1)  Assistance with wheelchair;

(2) Physical or environmental management for
confusion and mild agitation;

3) Must be fed;

(4) Assistance with going to bathroom or using
bedpan for elimination;

(5) Old colostomy care;

(6) In-dwelling catheter for dry care;

(7) Changes in bed position;

(8) Administration of stabilized dosages of
medication;

(9) Restorative and supportive nursing care to
maintain  the resident and prevent
deterioration of his condition;

(10) Administration of injections during time
licensed personnel is available;

(11) Services that could ordinarily be provided or
administered by the individual but due to
physical or mental condition is not capable of
self-care;

(12) Routine administration of medical gases after
a regimen of therapy has been established.

(d)  An individual shall not generally be considered to
meet patient status criteria when care needs are
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limited to the following:

1. Minimal assistance with activities of daily
living;
2. Independent use of mechanical devices, for

example, assistance in mobility by means of
a wheelchair, walker, crutch(es) or cane;

3. Limited diets such as low salt, low residue,
reducing and other minor restrictive diets;
4. Medications that can be self-administered or

the individual requires minimal supervision.]

3. Evaluation of Patient Status for Persons with Mental
Disorders or Mental Retardation

Medicaid eligible individuals with a mental disorder or
mental retardation meeting high or low intensity care needs
as previously defined shall generally be considered to meet
patient status. However, these individuals shall be
specifically excluded from coverage in the following
situations:

(@) If the Cabinet determines that in the individual case
the] [combination of care needs are beyond the
capability of the facility, and that placement in the
facility is inappropriate due to potential danger to the
health and welfare of the resident, other patients in
the facility, or staff of the facility; and

(b) If the resident does not meet the preadmission
screening and resident review criteria specified in 42
USC 1396r for entering or remaining in a facility.

4. Transfer trauma criteria. A Medicaid recipient in an NF
who does not meet the low intensity or high intensity
nursing care patient status criteria established in Section 4
of 907 KAR 1:022 shall not be discharged from an NF if:

(@  The recipient has resided in an NF for at least
eighteen (18) consecutive months;

(b)  The recipient’s attending physician determines that
the recipient would suffer transfer trauma in that his
or her physical, emotional or mental well being
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would be compromised by a discharge action as a
result of not meeting patient status criteria; and

(c) The department confirms the recipient's attending
physician’s assessment regarding the trauma
caused by possible discharge from the NF.

5. A Medicaid recipient who meets transfer trauma criteria in
accordance with this Section 4(9) of 907 KAR 1:022 and
this section of the manual:

(@  Shall remain in an NF and continue to be covered by
the department for provider reimbursement at least
until his or her subsequent transfer trauma
assessment; and

b) Be reassessed for transfer trauma every six (6)
months.

6. The recipient transfer trauma criteria established in this
Section 4(9) of 907 KAR 1:022 and this section of the
manual shall not apply to an individual who resides in a
facility which experiences closure or a license or certificate
revocation.

Home- and Community-Based Waiver Program

The Department for Medicaid Services (DMS) requested that the
Secretary of the United States Department of Health and Human
Services (HHS) exercise his authority under Section 1915(c) of
the Social Security Act to grant a waiver of certain federal
requirements that would permit Medicaid coverage under the
State Plan for a broad array of home and community based
services that may be required by the Medicaid recipient who
would otherwise require Nursing Facility (NF) level of care.
Among the services available under the Home and Community
Based Waiver are:
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HOME AND COMMUNITY BASED WAIVER

The Home and Community Based (HCB) waiver program was
developed to serve Kentucky residents who are aged or disabled
as an alternative to placement in a nursing facility (NF). These
individuals must meet the level of care criteria for placement in a
NF and whose services in a NF would qualify for payment under
the State Plan for Medical Assistance. An individual who is an
inpatient of a hospital, NF, or Intermediate Care Facility for the
Mental Retarded (ICF/MR) or enrolled in another Medicaid waiver
or Medicaid-covered Hospice Program shall be excluded from
eligibility.

MODEL WAIVER I

The Model Il waiver program was developed to serve Kentucky
residents as an alternative to hospital-based nursing facility care
for an individual who is ventilator dependent. These individuals
must meet the level of care criteria for placement in a nursing
facility (NF) and whose services in an NF would qualify for
payment under the State Plan for Medical Assistance. Model Il
waiver services are available to individuals of any age in their
homes.

HOMECARE WAIVER

The Homecare waiver program was developed to provide
services to aged and disabled Kentucky residents aged sixty (60)
and older, who, but for the provision of such services, would
require nursing facility care. These individuals must meet nursing
facility level of care requirements and technical and financial
requirements for Kentucky's Medical Assistance Program. The
Homecare waiver program allows adults who are unable to
perform some activities of daily living and are at risk of institutional
care to remain in their own homes by providing supportive
services and coordinating the help of family, friends, and provider
agencies. Homecare services are not available to individuals who
are inpatients of a hospital, nursing facility or ICF/MR.

SUPPORTS FOR COMMUNITY LIVING
The Supports for Community Living (SCL) waiver program was
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developed to serve Kentucky residents as an alternative to
institutional care for an individual with mental retardation or
developmental disability. These individuals must meet the level of
care criteria for placement in an Intermediate Care Facility for the
Mentally Retarded (ICF/MR) and whose services in an ICF/MR
would qualify for payment under the State Plan for Medical
Assistance. This program is designed to allow an individual to
remain in or return to the community in the least restrictive setting.
SCL services are not available to an individual while an inpatient
of a hospital, nursing facility or ICF/MR.

ACQUIRED BRAIN INJURY WAIVER

The Acquired Brain Injury (ABI) waiver was developed to serve
Kentucky residents age twenty-one (21) to sixty-five (65) who
have an acquired brain injury. These individuals shall be
receiving inpatient services in a nursing facility (NF), or a nursing
facility/brain injury (NF/BI) program, or who are in the community
and have the potential for inpatient services in a NF or NF/BI
program. These individuals shall meet the level of care criteria for
placement in a NF and whose services in an NF would qualify for
payment under the State Plan for Medical Assistance. The goal
of the ABI waiver program is to rehabilitate and reintegrate
individuals with an acquired brain injury into the community with
the availability of existing community resources when discharged
from the ABI waiver program. These services are not available to
individuals who have congenital brain injuries.

F. Hospice

For those residents enrolled in the Medicaid Hospice Program,
charges for all services provided in a nursing facility shall be billed
directly to the hospice agency responsible for the resident’s care.
Questions regarding hospice benefits shall be directed to the
Department for Medicaid Services, Division of Long Term Care
and Community Alternatives, 275 East Main Street, Frankfort,
Kentucky 40621.
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IV-A. NURSING FACILITY BRAIN INJURY PROGRAM
A. Scope of Benefits

Medicaid reimbursement for specialized physical rehabilitation
services shall be available to nursing facilities that meet the
requirements, and participate in the nursing facility brain injury
aspect of the nursing facility element of the Medicaid Program.
Nursing facilities with a Medicaid waiver for the nurse-staffing
requirement are not eligible to participate in the Brain Injury
Program.

A brain injury program provides categorical and goal directed
services to persons principally with a primary diagnosis of
traumatically acquired brain damage that results in residual
deficits and disability. Inclusion of other cerebral disorders shall
be based on age, disability profiles and rehabilitation potential and
service needs.

The brain injury program is not intended to function as a stroke
rehabilitation program, although some persons with a cerebral
vascular accident may be served.

1. Injuries within the Scope of Benefits

Following is a list of injuries that may be included in the
Medicaid brain injury program scope of benefits.

(@) Central Nervous System (CNS) injury from physical
trauma,;

(b)  CNS damage from anoxia/hypoxic episodes; and

(c) CNS damage from allergic conditions, toxic
substances and other acute medical/clinical
incidents.

2. Exclusions from Scope of Benefits

Excluded from scope of benefits shall be:
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(@) Strokes; (NOTE: Nursing facilities  provide
rehabilitation services expected to meet the needs of
most stroke patients.)

(b) Spinal cord injuries in which there are no known or
obvious injuries to the intracranial CNS;

(c) Progressive dementia’s and other mentally impairing
conditions;

(d) Depression and psychiatric disorders in which there

is not known or obvious CNS damage;

(e) Mental retardation, developmental disabilities and
birth defect related disorders of long standing; and

() Neurological degenerative, metabolic and other
medical conditions of a chronic, degenerative nature.

B. Admission and Continued-Stay Reviews to Authorize
Medicaid Reimbursement.

The admission and continued stay reviews to authorize Medicaid
reimbursement for the Nursing Facility Brain Injury Program shall
consist of a two step process.

The first step involves the Kentucky Medicaid approved PRO and
the nursing facility level of care determination. The Kentucky
Medicaid approved PRO shall have responsibility for the skilled
nursing facility level of care determination aspect of the admission
and continued stay reviews. This determination is made for
persons requesting Nursing Facility Brain Injury Program services
as determined by the Medicaid Program using the skilled level of
care criteria and in the same manner as it is done for persons
requesting placement in a non-special-purpose Medicare and
Medicaid nursing facility bed. If it appears that the individual
requires rehabilitation services over and above those which are
available in a non-special-purpose Medicare and Medicaid
certified nursing facility, and Nursing Facility Brain Injury Program
services are requested, the admission review shall be coordinated
with the Department for Medicaid Services (DMS).
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The second step is for the purpose of determining if the individual
requires specialized rehabilitation over and above that which is
available in a Medicare and Medicaid certified nursing facility. The
authorization of Medicaid reimbursement for Nursing facility brain
injury program services shall be made by the Department for
Medicaid Services in conjunction with the admission and
continued stay reviews that are conducted by the

PRO. This authorization of Medicaid reimbursement for nursing
facility brain injury program services by Medicaid shall be granted
prior to admission to the brain injury unit, or if the individual was
already admitted to the unit with other third party coverage, the
Medicaid authorization shall be granted prior to the exhaustion of
those benefits.

The authorization shall be granted by Medicaid based upon the
comprehensive evaluation and proposed plan of care performed
and developed by the Nursing facility brain injury program. The
following is taken into consideration.

1. Indications for Brain Injury Program

Indications for admission and continued stay are as
follows:

(@  The individual sustained a traumatic brain injury with
structural, non-degenerative brain damage and is
medically stable;

(b)  The individual is not in a persistent vegetative state;
(Persistent vegetative state is defined as a condition
in which the individual opens his or her eyes but
does not focus on anything, utters no intelligible
sound and makes no meaningful responses to any
kind of stimulus. Many patients go through this state
when emerging from a coma but do not necessarily
remain permanently in this condition.);

(c) The individual demonstrates physical, behavioral
and cognitive rehabilitation potential;

(d)  The individual requires coma management; and
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(e)  The individual has sustained diffuse brain damage
caused by:
(1)  Anoxia;
(2)  Toxic poisoning; or
(3) CVA (condition necessitates specialized
4) rehabilitation and the individual has
rehabilitation potential; or encephalitis).

2. Basis of Brain Injury Program Level of Care Determination
The determination by Medicaid shall be based upon the
following:

(@)  The presenting problem(s);

(b)  The goals and expected benefits of the admission;

(c) The initial estimated time frames for goal
accomplishment; and

(d)  The services needed.

The continued stay review by the PRO shall be conducted in the
same manner and at the same frequency as it is conducted for
Medicaid residents occupying non-special-purpose Medicare and
Medicaid certified facility beds (i.e., at the end of the initial length
of stay which can be up to thirty (30) days, and at least every
ninety (90) days thereafter). The initial authorization by Medicaid
for Nursing facility brain injury program benefits may be made for
a period of three (3) to six (6) months (subject to continued
review); however, should the individual’'s health status and care
needs, at some point during the authorized period, not be within
the scope of skilled NF benefits, as determined by the Medicaid
Program, he or she would no longer be eligible for Nursing facility
brain injury program benefits. The Nursing facility brain injury
program shall forward to Medicaid a monthly progress report for
each resident for on-going review and monitoring and
consideration for continued eligibility for Nursing facility brain
injury program benefits. Coverage shall be discontinued when it is
determined that the individual no longer requires specialized
rehabilitation services over and above those which are available
ifn aI non-special-purpose Medicare and Medicaid certified nursing
acility.
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C. Provider Participation Requirements
1. Designation of Beds

Medicare certified nursing facilities that wish to participate
as a provider of specialized rehabilitation services for brain-
injured individuals in the Kentucky Medicaid program shall
designate at least ten (10) Medicare certified, physically
identifiable, contiguous beds, for the delivery of inpatient
specialized physical rehabilitation services. The

designated unit shall be organized, staffed and equipped
for the specific purpose of providing a rehabilitation
program. Medicaid reimbursement for services provided to
residents occupying these beds shall only be made for
brain injury program services. Further, the continued
certification of these beds for the brain injury program shall
be contingent upon the use of the beds solely for the brain
injury program regardless of source of payment.

The nursing facility shall comply with the Conditions for
Participation in the Federal Medicare Program and
Kentucky’s Medicaid Program for all certified beds
including the beds designated and Medicaid-certified for
the provision of inpatient specialized physical rehabilitation
services. Furthermore, in order to be eligible for
certification to participate in the Medicaid Nursing Facility
Brain Injury Program, the facility shall meet additional
requirements.

If the Nursing facility brain injury unit is physically located in
the plant of a licensed comprehensive physical
rehabilitation hospital or a licensed acute care hospital for
rehabilitation services, the Nursing Facility Brain Injury
Program shall not be required to duplicate the following
requirements in order to meet the additional requirements
herein outlined; however, the Nursing facility brain injury
unit shall be clearly included.

April 2006 Page 4a.5



CABINET FOR HEALTH AND FAMILY SERVICES
DEPARTMENT FOR MEDICAID SERVICES

NURSING FACILITY SERVICES MANUAL

SECTION IV-A — NURSING FACILITY BRAIN INJURY PROGRAM

(@  Administration and Operation Policies
(b)  Governing Authority
(c) Quality Assurance and Program Evaluation

2. Accreditation

To continue participation in the Kentucky Medicaid Nursing
Facility Brain Injury Program after the first year of Kentucky
Medicaid participation, the facility or unit shall be
accredited by the Commission on Accreditation of
Rehabilitation Facilities (CARF).

Additional Requirements

The additional requirements for participation in the Medicaid
Nursing facility brain injury program are as follows:

1. Administration and Operation Policies

The facility shall have written policies and procedures
governing all aspects of the operation and provision of
specialized inpatient physical rehabilitation services which
include as written:

(@) Admission statement of the specialized inpatient
physical rehabilitation services it shall offer and it
shall be made available to the general public upon
request;

(b) Program narrative which describes in detail the
rehabilitation problems and conditions for which the
facility provides services, the delivery of the services
and the goals of treatment;

(©) Description of the organizational structure of the
physical rehabilitation unit including lines of
authority, responsibility and communication and
department or unit organization;

(d) Description of its program design;

(e)  Admission policies that assure the admission of
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persons whose conditions and rehabilitation needs
necessitate specialized rehabilitation services over
and above that provided in a non-special-purpose
Medicare and Medicaid certified nursing facility unit;

() Policies that provide for the maintenance of records of
persons ineligible for admission at least two (2)
years, including the reason and referral action;

(g) Policy that requires that all patients shall have a
history and assessment interview within seventy-two
(72) hours after admission for rehabilitation entered
into the patient record which includes:

(1) A determination of behavioral and cognitive
functioning;

(2)  Vocational history;

3) Familial relationships;

4) Educational background;

(5) Social support system; and

(6) A determination that the patient can benefit
from a rehabilitation program through the use
of therapies provided by the institution.

2. Governing Authority

The governing authority means the individual, agency,
partnership or corporation, in which the ultimate
responsibility and authority for the conduct of the facility
are vested.

The governing authority shall

@) Provide effective and ethical leadership;

(b) Have the responsibility for the maintenance of high
standards for the brain injury program; and

(c) Conduct a periodic, systematic assessment of its
brain injury program.

If the brain injury unit is located in a free-standing or a
general hospital-based nursing facility (i.e., is not attached
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to an acute care hospital that is licensed specifically for
rehabilitation services or a licensed comprehensive
physical rehabilitation hospital) the governing authority
shall have a written contractual arrangement for the
provision of active and regular consultation in the provision
of high quality specialized physical rehabilitation for
persons with brain injuries. This consultation shall be at a
frequency sufficient to ensure the provision of high quality
specialized services and be documented in writing at least
every thirty (30) days.

3. Quiality Assurance and Program Evaluation

There shall be a planned and systematic process for
monitoring and evaluating the quality and appropriateness
of patient care and services and for resolving identified
problems. This process shall include input from both
professional and administrative staffs regarding the
character of the head injury caseload and program
effectiveness.

(@) The quality and appropriateness of patient care shall
be monitored and evaluated in all major clinical
functions of the comprehensive  physical
rehabilitation program. Monitoring and evaluating
shall be accomplished through the following means:

(1) Routine collection of information about
important aspects of rehabilitation care; and

(2) Periodic assessments of the collected
information in order to identify important
problems in patient care and opportunities to
improve care. Objective criteria shall be
established and applied that reflect current
knowledge and clinic experience concerning
the services offered by the institution.

(b)  The program evaluation shall involve at least a
sampling of persons served, including persons
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discharged and shall be conducted quarterly.

() When important problems in patient care or
opportunities to improve care are identified,;

(d)  The findings from the conclusions of monitoring,
evaluating, and problem-solving activities and the
actions taken to resolve problems and improve
patient care, and information about the impact of the
actions taken, shall be documented and shall be
reported to the governing authority and appropriate
committees, and made available to the Cabinet for
Health and Family Services upon request.

(e) If an outside source(s) provides rehabilitation
services, the quality and appropriateness of patient
care provided shall be monitored and evaluated, and
identified problems resolved.

4. Service Requirements

The nursing facility shall offer a planned combination of
comprehensive, specialized inpatient rehabilitation
services. A planned program of comprehensive
rehabilitation services is a program of coordinated and
integrated services which include evaluation and treatment
and emphasizes education and training of those served
and their families.

The program is composed of medical, nursing, therapeutic,
restorative, psychosocial, vocational and educational
services which enable an individual with an injury to
function at his maximum potential. While vocational and
educational services are essential components to the
individual's overall rehabilitation, Medicaid does not provide
reimbursement for these services. The Kentucky
Department of Education is a possible resource for funding
some of these services.

Comprehensive physical rehabilitation programs offer a
wide range of therapeutic services provided by registered,
certified, licensed or degreed professionals, who utilize an
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interdisciplinary, goal oriented, team approach with
treatment plans designed for the individual patient needs.

5. Program Design

The program shall target medically stable, traumatic brain
injured individuals with an expected length of stay of three
(3) to twelve (12) months. The goal oriented program shall
provide an individualized planned and coordinated program
for specialized physical rehabilitation services in
accordance with the plan of treatment developed by an
interdisciplinary team. The plan shall be directed at
restoring the individual to his optimal level of physical,
cognitive and behavioral functioning.

(@ There shall be an individual designated with the
administrative responsibility and qualifications for
the head injury program as follows:

(1) The program director shall have two (2)
years clinical or administrative experience in
traumatic brain injury programs;

(2) Provide direction and oversight of the
program;

3) Provide ongoing review and implement
changes as needed; and

(4)  Assure the development and implement of
educational programs for staff on an ongoing
basis.

(b)  There shall be an individual designated with the
responsibility for the service delivery of the head
injury program.

(c) Designated treatment space shall be provided,
including distraction-free areas for all treating
disciplines.

(d)  There shall be sufficient space, equipment, and
facilities to support clinical, education and
administrative functions of the program.
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(e)  There shall be provisions for ensuring a safe and
secure environment consistent with the behavioral
and cognitive limitations of brain-injured individuals.
This includes trained staff to deal with crisis and
physical intervention procedures to secure patient
and good staff safety and alarm systems such as
those used on beds, rooms, wheelchairs, and on
exit doors. Mechanical restraints may at times be
necessary to maintain patient safety and shall be
used in accordance with state and federal
regulations and facility policy.

() The facility shall not admit or retain individuals who
are dangerous to themselves or others to the extent
that the health, welfare and safety of the individual,
other patients and staff cannot be insured.

(g0 The formally organized program shall provide for
support and the offering of counseling to families
and patients.

(h) The program shall have a formalized mechanism for
ongoing evaluation of alternative service settings
appropriate to the neurological and psychological
needs of individuals served and their families and
the frequency and intensity of services needed.

0] The program shall have an established process for
coordination with relevant public and community
agencies including, but not limited to, vocational
rehabilitation, education, mental health,
developmental  disabilities, Social Security,
Department for Social Insurance, etc.

) The brain injury program shall have appropriate
services to manage the functional, psychosocial,
and medical needs of those served.

(k)  There shall be appropriate psychosocial intervention
from admission through discharge in order to meet
the needs of those served.

)] The scope and intensity of medical services shall
relate to the persons’ medical care needs in order to
safely provide a comprehensive rehabilitation
program. There shall be ready availability of these
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medical services, either within the facility or by
linkages with other agencies and individuals.

(m) The scope and intensity of rehabilitation services
shall relate to the disability and to the individual's
response to treatment.

(n)  Services shall be provided by a coordinated,
interdisciplinary team.

(1) The team shall be the major decision-making
body in determining the goals, process and
time frames for accomplishment of each
person’s rehabilitation program.

(2) The team shall be composed of the treating
members of each discipline essential to the
person’s accomplishment of the goals and
expected benefits of the admission.

(3) The team shall meet on a formalized basis at
a frequency necessary to carry out their
decision-making responsibilites. A team
conference shall occur for each person
served no less than every other week. There
should be an interim informal conference
among the members of the team.

(0)  There shall be a written plan of follow-up care. The
brain injury program shall provide for follow-up care
when this is appropriate for those people who
remain in its service area. Arrangements to facilitate
follow-up care shall be made for those who will
leave the program’s geographic service area. The
follow-up plan shall provide for:

(1) Referral and forwarding of clinical information
to a designated physician and service
program.

(2) Provisions for reevaluation of status as
appropriate and feasible.

3) Specific recommendations for medical,
neurological, physical, cognitive, behavioral,
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vocational, educational, psychological, and
family management.

(4) Designation of an individual responsible for
case management after discharge to assure
continuity and coordination of post discharge
services.

5) Identification of an individual within the
receiving community who will be responsible
for case management after discharge to
assure continuity and coordination of post
discharge services.

6. Rehabilitation Treatment Plan

€) The treatment plan shall have been developed by
the interdisciplinary team and based on an
integrated assessment. The initial plan shall be
developed within fourteen (14) days of admission
and reviewed and revised at least every fourteen

(14) days thereafter. The following shall be

assessed during the initial and on-going

assessments:

(1) Medical and neurological issues;

(2)  Health and nutrition;

(3) Sensorimotor capacity including gross and
fine motor strength and control, sensation,
balance, joint range of motion, mobility and
function;

(4)  Cognitive capacity;

(5) Perpetual capacity;

(6) Communicative capacity;

(7)  Affect and mood;

(8) Interpersonal and social skills;

(9) Behavior;

(10) Activities of daily living including self-care,
home and community skills;

(11) Recreation and leisure time skills;

(12) Educational and vocational capacities:

(13) Sexuality;
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(24) Family;
(15) Legal competency of the person;
(16) Community reintegration, including

appropriate post-discharge services;

(17) Environmental modification;

(18) Adjustment to disability, and

(19) All other areas deemed relevant for the
person;

(b)  The treatment plan shall include:

(1) Identification of the patient's rehabilitation
goals stated in functional and behavioral
objectives relative to the performance of life
tasks and capabilities, with criteria for
termination of treatment or discharge from
the program;

(2)  Participation of the patient and his family, to
the extent possible;

(3) Physician input relative to both the general
medical and rehabilitation medical needs of
the patient;

(4) Discharge planning addressed as part of goal
setting as early as possible in the
rehabilitation process;

(5) Time intervals at which treatment or service
outcomes will be reviewed;

(6) Anticipated time  frame(s) for the
accomplishment of individual's specified
goals;

(7) The measures to be used to assess the
effects of treatment or services; and

(8) The person(s) responsible for implementation
of the plan.

7. Staff Requirements
The program shall have adequate personnel to meet the

needs of patients on a twenty-four (24) hour basis. The
number and classification of personnel required shall be
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based on the number of patients and the individual
treatment plans. The following staffing requirements shall
be considered separate from any remaining beds in the
facility.

@) Medical Staff Services

(1) Medical management shall be provided under
the direction of a physician who has
advanced training and experience in
traumatic brain injury rehabilitation.

(2) Physician services shall be available twenty-
four (24) hours a day on at least an on-call
basis.

(3) There shall be sufficient medical staff
coverage for services provided in the
institution in keeping with the size of the
institution, the scope of services provided and
the types of patients admitted to the facility.

(4) An individual rehabilitation program plan shall
be developed for each patient under the
supervision of a physician. The attending
physician shall attend and actively participate
in conferences concerning those served.

(5) The attending physician shall complete the
discharge summary and sign the records
within fifteen (15) days of discharge.

(6) The physician responsible for the patient's
rehabilitation program shall have specialized
training or experience in rehabilitation.

(7)  There shall be direct individual contact by a
physician at least three (3)times per week;
however, more frequent physician visits shall
be made if the individual’'s medical condition
warrants.

(b)  Nursing Services

These services provide prevention of complications
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of disability, restoration of optimal functioning, and
adaptation to an altered lifestyle through the use of
the
intervention, and evaluation).

(4)

1)

)

®3)

b)

nursing process (assessment, planning,

The facility or unit shall have a nursing
department and nursing staff organized to
provide basic nursing services as well as
rehabilitation nursing services.

A registered nurse with training and
experience in rehabilitative nursing shall
serve as charge nurse of the unit and
director of the nursing department.

There shall be a registered nurse on duty
on the Nursing facility brain injury program
unit at all times.

There shall be registered nurse
supervision of nursing staff personnel
on a twenty-four (24) hour basis to
ensure immediate availability of a
registered nurse with rehabilitation
experience for all patients.

There shall be other nursing personnel
on the unit in sufficient numbers to
provide nursing care not requiring the
services of a registered nurse.

Nursing care shall be documented on
each shift by persons providing care to
patients. This documentation shall
describe the nursing care provided and
include information and observations
of significance which contribute to the
continuity of patient care.

Rehabilitation of nursing services shall
include physical and psychosocial
assessment of function of the following:
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a) All  body systems related to the
patient’s physical rehabilitation nursing
needs, with special emphasis on skin
integrity, bowel and bladder function,
and respiratory and circulatory
systems function;

b) Self-care skills development;

C) Interpersonal relationships;

d) Adaptation mechanisms and patterns
used to manage stress, and

e) Sleep and rest patterns.

5) Nursing services shall also include the
following interventions:

a) Health maintenance and discharge
teaching;

b) Prevention of the complications of
immobility;

C) Physical care including hygiene, skin

care, physical transfer from one place
to another, positioning and bowel and
bladder care;

d) Psychosocial services including
socialization, adaptation to an altered
lifestyle; and

e) Reinforcement of the interdisciplinary
treatment plan.

(6) As appropriate, nurses collaborate with the
patient, family, other disciplines and agencies
in discharge planning and teaching.

(7 Rehabilitation nursing shall monitor the
degree of achievement of individualized
nursing patient care goals.

(c) Interdisciplinary Team

There shall be an interdisciplinary team responsible
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for developing the individual treatment plans,
discharge plans and conducting the quality
assurance reviews. The interdisciplinary team shall
include a physician, rehabilitation nurse, social
workers, or psychologist, and those therapists
involved in the patient’'s care. At a minimum, a team
shall include a physician, rehabilitation nurse and
two (2) therapists.

(d) Program Manager

(1) A single program manager shall be
designated for each patient served. The
provision of services to each patient shall be
organized through the patient's program
manager. The program manager shall:

a) Assume responsibility for the patient
during the course of treatment;

b) Coordinate the treatment plan; and

C) Cultivate the patient’s participation in
the program.

(2) The patient's program manager shall
evaluate regularly the appropriateness of the
treatment plan in relation to the progress of
the patient toward the attainment of stated
goals. The program manager shall assure
that:

a) The person is adequately oriented;

b) The plan proceeds in an orderly,
purposeful, and timely manner; and

C) The discharge decision and
arrangement for follow-up are properly
made.

(e) Therapeutic Services

April 2006 Page 4a.18



CABINET FOR HEALTH AND FAMILY SERVICES
DEPARTMENT FOR MEDICAID SERVICES
NURSING FACILITY SERVICES MANUAL

SECTION IV-A — NURSING FACILITY BRAIN INJURY PROGRAM

(1) In addition to physician and nursing services,
the facility shall provide the following allied
services directly or under contract. These
services shall be provided at an intensity
appropriate to the disability and to the
patient's response to treatment with a
minimum average level for three (3) to five (5)
hours of therapeutic service per person per
day at least five (5) days per week.
Therapeutic services consist of treatment and
rehabilitation services that involve the
patient’s participation and do not include
services that are performed on behalf of the
patient. Services shall be delivered by the
appropriate registered, certified, licensed and
degreed personnel or be performed
substantially in their presence.

(2)  Occupational therapy services shall be
provided by or under the supervision of an
individual  certiied by the American
Occupational Therapy Association as an
occupational therapist. Services shall include:

a) Assessment and  treatment  of
functional performance; independent
living skills; prevocational and work
adjustment skills; educational, play
and leisure and social skills.

b) Assessment and treatment  of
performance components and
neuromuscular, sensor integrative,
cognitive and psycho-social skills.

C) Therapeutic interventions, adaptations,
and prevention.

d) Individualized evaluations of past and
current performance shall be achieved
through observation of individual or
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group tasks, standardized test, record
review, interviews, or activity histories.

e) Assess architectural barriers in home
and workplace, and recommend
equipment, adaptations, and different
arrangements.

f) Treatment goals shall be achieved
through use of selected modalities and
techniques which include:

1.)  Tasks oriented activities;
simulation or actual practice or
work, self-care, home
management, leisure and social
skills and their components,

creative media, games,
computers and other
equipment.

2) Pre-vocational training;

3) Sensor motor activities;

4.) Patient and family education
and counseling;

5) Design, fabrication and
application of orthotic devices;

6.) Guidance in use of adaptive
equipment  and prosthetic
devices;

7.) Adaptation to physical and
social environment, and use of
therapeutic milieu;

8.) Joint protection and body
mechanics;

9) Positioning;

10.) Work simplification and energy
conservation;

11.) Cognitive remediation; and

12.) Dysphasia evaluation and
retraining.
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0) The occupational therapist shall
monitor the extent to which the goals
are met relative to assessing and
increasing patient’s functional abilities
in daily living skills.

3) Physical therapy services shall be provided
by or under the supervision of a licensed
physical therapist with additional training and
experience in neurodevelopment techniques.

a) Services shall include the following:

1) An initial physical therapy
evaluation and assessment of
the patient prior to the provision
of services

2.) Development of treatment goals
and plans in accordance with
the initial evaluation findings
with treatment aimed at
preventing or reducing disability
or pain, and restoring lost
function;

3.) Therapeutic interventions which
focus on posture, locomotion,
strength, endurance, balance,
coordination, joint mobility,
flexibility, and restoring loss of
function.

b) The physical therapist shall monitor
the extent to which services have met
therapeutic goals relative to the initial
and all subsequent examinations, and
the degree to which improvement
occurs relative to the identified
movement dysfunction or reduction of
pain associated with movement.

4) Psychological services shall be provided by
or under the supervision of a licensed
psychologist.

a) Assessment areas shall include
psychological and neuro-psychological
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functioning.

b) Interventions include individual and
group psycho-therapy, family
consultation and therapy; and design
of such specialized psychological
intervention programs as behavior
modification, behavioral treatment
regimens' patients, and the use of
biofeedback and relaxation
procedures.

C) The psychologist shall monitor the
cognitive and emotional adaptation of
the patient and family to the patient’s
disability.

(5) Speech-language services shall be
provided by or under the supervision
of a licensed speech- language
pathologist who meets the standards
for the Certificate of Clinical
Competency by the American
Speech-Language, and Hearing
Association. Services shall include:

a) Screening to identify individuals
who require further evaluation
to determine the presence or
absence of a communicative
disorder and the presence of a
swallowing disorder.

b) When the speech and language

competencies of individuals are
evaluated, the  pathologist
plans, directs, and conducts
habilitative, rehabilitative, and
counseling programs to improve
language, voice, cognitive
linguistic  skills, articulation,
fluency, and adjustment to
hearing loss, and assesses and
provides alternative and
augmentative  communicative
devices.

C) Plans for discharge and
provides for the patient’s
understanding of
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(f)

communication abilites and
prognosis.

d) Services are monitored for
effectiveness of actions taken to
improve communication skills of
patients.

Other Services

The following services shall be provided directly or
through a contractual arrangement with other
providers as needed in accordance with the facility’s
brain injury program narrative:

(1)  Social work services shall be provided by an
individual with a master’'s degree in social
work from a curriculum accredited by the
Council for Social Work Education.

a) The scope of rehabilitation social
services shall include the following
areas related to work assessment and
interventions to facilitate rehabilitation:
1) Assessment of the personal

history and current psychosocial
adaptation to the disability;

2)  Assessment of immediate and
extended family and other
support persons relative to
increasing support networks;

3.) Assessment of housing, living
arrangements, and stability and
source of income relative to
facilitating discharge plans; and

b) Intervention  strategies, aimed at
increasing effectiveness of coping,
strengthening informal support

systems, and facilitating  continuity
of care, shall include at least the
following:
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1.) Discharge planning activities;

2) Casework with individual
patients;

3) Family counseling and therapy;

4.) Group work focused on both
education and therapy; and

5) Community service linkage and
referrals.

C) The person responsible for social
services shall monitor the achievement
of goals relative to discharge planning
activities designed to meet the basis
sustenance, shelter, and comfort
needs of patients and their families.

(2)  Audiology services provided by or under the
supervision of a licensed audiologist, and
certified by the American Speech-Language,
and Health Association. When the range,
nature, and degree of the patient’s auditory
and vestibular function using instrumentation
such as audiometers, eletroacoustic
equipment and electro-nystagmographic
equipment are determined, the professional
plan directs and conducts aural habilitation
and rehabilitation programs. These shall
include:

a) Hearing aid and assistive listening
device selection and orientation;

b) Counseling, guidance and auditory
training; and

C) Speech reading

(3) Vocational and vocational rehabilitation
services. These services provide assessment
and evaluation to the individual's need for
services to enable to return to productive
activity through the use of testing, counseling,
and other service related activities. These
identified needs are met either directly or
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through appropriate referrals. Services shall
include:

a) Evaluation and assessment focusing
on maximizing the independent
productive functioning of the individual;
and

b) Comprehensive services shall include,
at a minimum, the following areas:

1.) Physical and intellectual
capacity  evaluation;

2) Interest and attitudes;

3) Emotional and social
adjustment;

4.) Work skills and capabilities;

5.)  Vocational potential and
objectives; and

6.) Job analysis.

C) Appropriate instruments, equipment
and methods, under supervision of a
qualified therapist shall be used.

d) A written report with interpretation and
recommendations shall be prepared
and shared with the individual and
referral source.

e) Services shall monitor the degree to
which appropriate work skills are
achieved, the improvement in
independent functioning relative to
work skill capability; and, the
achievement or vocational objectives.

4) Prosthetic and orthotic services shall be
provided by authorized specialists who are
gualified to manage the orthotic (prosthetic)
needs of disabled persons by performing an
examination; by participating in the
prescribing of needed specialized equipment;
by designing and fitting the equipment; and
by following up to ensure that the equipment
is properly functioning and fitting.
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Monitoring of prosthetics and orthotic
services shall include:

a) Documented evidence or
communication with the prosthetist
relative to function and fit of the
equipment.

b) Patient satisfaction with the orthosis or
prosthesis relative to function and fit of
the equipment.

(5) Therapeutic recreation services shall be
provided by or under the supervision of a
therapeutic recreation specialist, or under the
supervision of an occupational therapist.
These services may be provided in
conjunction  with  occupational therapy
services. Services shall include the following:

a) Assessment of the patient's leisure,
social and recreational abilities,
deficiencies, interests, barriers, life
experiences, needs, and potential,

b) Treatment services designed to
improve social, emotional, cognitive,
and physical functional behaviors as a
necessary prerequisite to future leisure
and social involvement;

C) Leisure education designed to help the
patient acquire knowledge, skills and
attitudes needed for independent
leisure and social involvement,
community adjustment, responsible
decision-making, and use of free time;
and

d) Monitoring which measures the extent
to which goals are achieved relative to
the wuse of leisure time and
socialization skills.

(6) Respiratory therapy services shall be
provided as medically indicated in
accordance with written physician orders.
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8. In-service Training

The facility shall have a planned program for ongoing in-
service training at least quarterly for all staff with emphasis
on the service and rehabilitation needs unique to
individuals who have sustained brain injuries. The training
shall also include topics such as infection control, medical
and other emergencies, mobility training, etc.

April 2006 Page 4a.27



CABINET FOR HEALTH AND FAMILY SERVICES
DEPARTMENT FOR MEDICAID SERVICES
NURSING FACILITY SERVICES MANUAL

SECTION IV-B — DISTINCT PART VENTILATOR NURSING FACILITIES

IV-B. DISTINCT PART VENTILATOR NURSING FACILITIES

Individuals who are ventilator dependent and meet usual skilled nursing
facility level of care criteria may be provided care in a certified distinct
part ventilator nursing facility unit providing specialized ventilator
services if the care is preauthorized using criteria specified in this
Section of the Nursing Facilities Services Manual.

A.  Facility Participation Criteria shall be:
1. The nursing facility shall operate a program of ventilator

care within a certified distinct part nursing facility which
meets the needs of all ventilator patients admitted to the

unit.

2. The unit shall have not less than twenty (20) beds certified
for the provision of ventilator care.

3. The unit shall be required to have an average patient

census of not less than fifteen (15) patients during the
calendar quarter preceding the beginning of the facility’s
rate year or the quarter for which certification is being
granted in order to qualify for distinct part ventilator nursing
facility certification.

4. The unit shall have a ventilator machine owned by the
facility for each certified bed with an additional back up
ventilator machine required for every ten (10) beds.

5. The facility shall have an appropriate program for
discharge planning and weaning from the ventilator.

B. Patient Criteria and Service Characteristics

The following describe general patient criteria and treatment
characteristics for distinct part ventilator nursing facilities:

1. The individual shall be ventilator (or respiration stimulating
mechanism) dependent for twenty-four (24) hours per day
and requiring twenty-four (24) hours per day skilled
specialty nursing care;

2. The individual shall be ventilator (or respiration stimulating
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mechanism) dependent for twelve (12) hours or more per
day during a weaning program with the goal to attain the
least mechanical support in the least invasive manner that
is consistent with maximal function of the individual and
requiring twenty-four (24) hours per day skilled specialty
nursing care;

3. Admissions from hospitalization or other locations should
demonstrate two (2) weeks clinical and physiologic stability
including applicable weaning attempts prior to transfer; and

4, As a practical matter, the services cannot be provided in an
appropriate alternative setting to meet the medical stability
and safety needs of the individual.

C. Nursing Facility Level of Care determinations shall be made
taking into consideration the following factors:

1. Alternative care possibilities;

2. Goals for patient care;

Primary hypoventilation, restrictive lung, ventilatory muscle
dysfunction, and obstructive airway disorder needs which
may necessitate ventilator and related care;

Non-hospital management factors and needs;

Patient treatment characteristics;

Home care potential;

Suitability of transfer to the ventilator care unit;

Provision of an appropriate place of care; and

Other facility admission indicators as shown in this manual.

©oNOoOA

D. The following criteria shall be considered in determining
Nursing Facility Level of Care for ventilator dependent

individuals.
1. Alternative care considerations shall include:
(@) Disease and benefits of ventilator care on a

continuing basis;
(b) Patient and family desire;
(©) Ability to manage at home; and
(d) Available resources and required technologies.
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2. Goals for patient care shall include:

(@) Extended and enhanced quality of life;

(b)  Enhancement of individual potential;

(c) Minimal morbidity;

(d) Improved physical and physiologic
function; and

(e)  Cost-benefit factor.

3. Patient conditions which may benefit from long term
mechanical ventilation (LTMV):

(@)  Central hypoventilation

(1)  Congenital-idiopathic, anatomic Arnold-Chiori
with myelomeningocele

(2)  Acquired-traumatic, infectious, surgical
procedure, cerebrovascular accident (CVA).

(b)  Ventilator muscle dysfunction:

(1) Central nervous system (CNS) disease;
(2) Polyneuropathy;

3) Muscular dystrophy, myopathies; and
4) Kyphoscoliosis.

(c) Restrictive lung disease: Less benefit achieved, trial
to be done in the hospital before commitment to
LTMV.

(d)  Chronic obstructive airway disease (COPD)
(emphysema, chronic  obstructive  bronchitis,
bronchopulmonary dysplasia (BPD) and cystic
fibrosis.:

4. Nonhospital management factors shall include:

(@) Physiologic and clinical stability prior to commitment;
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(b) Coexistent diseases shall be addressed; and

(c) Patients with intermittent or frequent changes may be
suitable candidates for care in a regular nursing
facility bed when home care is not clinically suitable.

(d) Alternative methods of treatment to be considered
shall include:

(2) Phrenic nerve stimulation (pacer); and
(2) Rocking bed pneumobelt.

5. Characteristics of candidate for LTMV shall include:

(@  Central hypoventilation - cervical trauma;

(b) Multiple failed wean attempts;

(c) Repeated frequent ventilation failure and admission
for ventilator support;

(d)  Progressive muscular dystrophy (MD) or
amyotrophic lateral sclerosis (ALS); and

(e) Documented ventilation is needed to sustain life or
to enhance the life quality.

6. Home care candidacy may be appropriate under the
following conditions:

(@) Patient desires placement: Decision made when
acute problem is stable and patient participates in
decision-making process.

(b) Family desires placement of member:

(1) Psychosocial assistance and support is
available;
(2)  Structured education; and
(3)  Safety issues.
(c) Resources available for alternate placement.
(2) Psychosocial:

a) Established psychosocial  support
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system in the home;
b) Depression and fear addressed;
C) Safety and back-up procedures; and
d) Rehabilitation  for  mobility when
feasible.

(2) Family care needs:

a) Respite; and
b) Training in patient care needs.

3) Environment:

a) Care setting, mobility and safe exiting;

b) Electrical outlets for ventilator,
humidification, and suction;

C) Battery rechargeability or generators;
and

d) Alarms systems and accessibility.

(d) Necessary medical support and access available for
alternate placement.

(e) Necessary technical support available for alternate
placement.

The criteria for transfer from a hospital or alternate location
setting to a distinct part ventilator nursing facility shall be:

(@) Clinical stability;

(b)  Physiologic stability;

(c) Comprehensive program for transfer to a distinct part
ventilator nursing facility shall include:

(1) Discharge team;
(2)  Educational program; and
3) Rehabilitation program.

(d) Prescription shall include:

April 2006

Page 4b.5



CABINET FOR HEALTH AND FAMILY SERVICES
DEPARTMENT FOR MEDICAID SERVICES
NURSING FACILITY SERVICES MANUAL

SECTION IV-B — DISTINCT PART VENTILATOR NURSING FACILITIES

(1) Respiratory care plan; and
(2) Management plan.

(e) Focus on optimizing functional ability; and

) Prior to discharge to home or other community
placement, training in use of equipment to be used
in the home.

8. The plan of care shall include:

€) Medical condition stabilization;

(b) Development and evaluation of realistic goals to
include self-care techniques;

(c) Training rehabilitation plan;

(d) Rehabilitation training for strength and endurance;

(e) Discharge planning and equipment maintenance;
and

() Home care, follow-up and emergency measures.

9. Facility admission indicators shall include:

@) Respiratory infections;

(b)  Assessment of the “free time” off the ventilator;

(c) Absence of adequate caregivers;

(d) Evaluation of hemoptysis orrespiratory failure; and
(e) Backup failure.
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V. SCOPE OF SERVICES

A. Nature

Benefits shall be financial reimbursement for authorized services
that were provided. Reimbursement shall be made directly to
participating providers. All payments shall be made to the nursing
facility for services provided to Medicaid residents with the
exception of reimbursement for Medicaid covered drugs and
insulin syringes which shall be made to the Medicaid participating
pharmacy under contract to the nursing facility to provide drugs
for the facility’s residents.

Payment of a zero (“0”) amount is considered as a payment by
the Medicaid Program. A zero payment is not to be interpreted as
a non-payment.

B. Initiation

Provider payments shall begin upon admission of an eligible
resident to a participating nursing facility provided such benefit
provision has been authorized by the PRO and admission is to a
nursing facility participating in the Medicaid Program, authorized
by the Department for Medicaid Services.

C. Duration

Provider payments shall continue until the resident is discharged,
expires, or until authorization for benefit provision is withdrawn by
the PRO and if residency is in a nursing facility participating in the
Medicaid Program authorization is withdrawn by the Department
of Medicaid Services, on the basis of medical data indicating an
alleviation of needs for nursing facility services as defined by the
Medicaid Program.

D. Case-Mix

Medicaid makes reimbursement to nursing facilities for routine
services they provide plus ancillaries (other than brain injury
programs and specially certified ventilator facilities which have all-
inclusive rates). A nursing facility’s Medicaid routine per diem rate,
unless otherwise specified, is established by Medicaid based on a
prospective case-mix assessment reimbursement system which is
fully described in the regulation 907 KAR 1:065.

The prospective Case Mix Assessment Reimbursement system is
designed to achieve three major objectives:

1. To assure that needed nursing facility care is available for
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all eligible residents including those with higher care needs.

2. To provide an equitable basis for both urban and rural
facilities to participate in the Program, and
3. To assure Program control and cost containment
consistent with the public interest and the required level of
care.
E. Medical Prior-Authorization Procedure for Medicaid

The PRO shall be responsible for determining if nursing facility
level of care is met for all nursing facility services for Medicaid
residents as described in Section IV of this manual. PRO staff
shall review prospective admissions when contacted by telephone
at 1-800-292-2392. Nursing facility level of care shall be
reevaluated by PRO staff during on-site visits.

When a Medicaid applicant or resident has been certified by the
PRO as meeting the criteria for nursing facility care, a copy of the
Confirmation Notice shall be sent by the PRO to the local office of
the Department for Community Based Services.

F. Covered Services

Reimbursement by Medicaid represents payment-in-full for
Medicaid covered services provided to Medicaid residents who
have been determined by the PRO to meet the criteria for nursing
facility placement. Any item covered by Medicaid for a nursing
facility shall be prescribed by a physician and necessary for the
habilitation or rehabilitation of the Medicaid resident so that he
can function at his maximum level. Medicare (Title XVIII) has first
liability for coverage of items for residents who are QMB only,
dually eligible and Medicare and Medicaid non-QMB eligibles. The
Medicaid Program shall only be responsible for any applicable
Medicare deductible or coinsurance amounts in these instances.

The Medicaid Program shall only make reimbursement for
services that are medically necessary and ordered by the
attending physician.

If the facility receives payment from an eligible Medicaid resident
for a covered service, Medicaid Program regulations require that
the payment be refunded PRIOR TO BILLING the Medicaid
Program. A covered service or item shall be reimbursed only (1)
one time. Any duplication of payment by the Medicaid Program,
whether due to erroneous billing or payment system faults, shall
be refunded to the Medicaid Program. Failure to refund a
duplicate or inappropriate payment may be interpreted as fraud
and abuse, and prosecuted as such. This policy shall not apply to
payments made by residents for non-covered items or services.

All items and services considered by the Medicaid Program to be
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non-covered, that were provided to Medicaid residents during any
period of a covered stay, may be billed to the resident or another
payer. The amounts covering these items shall not be listed as
an amount received from other sources when billing the Medicaid
Program. The charge made to the Medicaid Program shall be the
same charge made for comparable services and items provided
to any party or payer.

1. Routine Services
Covered routine services include room, dietary services,

social services, nursing services, the use of equipment and
facilities, and medical and surgical supplies.

2. Private Room

@) If the attending physician orders a private room
for the resident, the facility shall not charge the
family or responsible party any difference in
private and semi-private room charges. The
facility enters their charges for a private room
when billing the Medicaid Program.

(b) If the only available Kentucky Medicaid certified
bed in the facility is in a private room, and the
attending physician did not order a private room, the
facility may:

[a) Make arrangements with the family or
responsible party (but not the resident)
to pay the difference between the
facility’'s CHARGES for a private room
and their CHARGES for a semi-private
room,]

[OR]

b) Decline to charge the family or
responsible party for any difference in
private and semi-private  room
charges. If the facility elects the first
option, the facility shall submit their
charges to the Kentucky Medicaid
Program for a semi-private room. If the
facility elects the second option, the
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facility shall submit their charges for a
private room.

(c) If the family or responsible party requests the
private room, and the attending physician did
not order a private room, the facility shall
make arrangements with the family or
responsible party (but not the resident) to pay
the difference in the facility’'s private and
semi-private room CHARGES. Under these
circumstances, the facility shall only enter
their charges for a semi-private room when
billing the Medicaid Program. This is
regardless of whether or not the family or
responsible party paid the difference in
private and semi-private room charges.

(d) If the recipient chooses a private room, and

the attending physician did not order a private
room, the facility may make arrangements
with the resident to pay the difference in the
facility’'s private and semi-private room
charges. THIS IS THE ONLY
CIRCUMSTANCE UNDER WHICH THE
RESIDENT SHALL BE CHARGED.THE
DIFFERENCE IN PRIVATE AND SEMI-
PRIVATE ROOM CHARGES.
The facility may only enter their charges for a
semi-private room when billing the Medicaid
Program. This is regardless of whether the
resident paid the difference in the facility’s
private and semi-private room charges.

3. Podiatry Services

The cost of podiatry services, when ordered by the
attending physician, shall be allowable under the routine
aspect of the case-mix reimbursement system for
Medicaid-only  residents. Podiatrists  shall not
independently bill the Medicaid Program for services
provided to Medicaid-only residents in provider payment
status in a nursing facility. Payment to the podiatrist for the
Medicaid-only resident shall be through a contractual
arrangement between the facility and the podiatrist. For the
QMB only, dual eligible and Medicare and Medicaid (non-
QMB) residents, Medicare has first liability. The podiatrist,
if enrolled in the Medicaid Program, may bill the Medicaid
Program for Medicare deductible and coinsurance
amounts. If the podiatrist is not enrolled in the Medicaid
Program or does not choose to bill the Medicaid Program,
the nursing facility may bill Medicare deductible and
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coinsurance amounts to Medicaid on the UB-04 billing
form.

4. Prosthetic Devices

Prosthetic devices which are necessary for the
rehabilitation of the Medicaid resident so that he or she can
function at a maximum level should be provided to the
Medicaid recipient residing in a nursing facility, if it has
been ordered by a physician and is medically and
functionally necessary for the treatment of an illness or
injury. Prosthetic devices, such as artificial limbs and
braces, is allowable under the routine aspect of the case-
mix reimbursement system. Medicare (Title XVIII) Part B
has first liability for coverage of such items for the QMB
only resident, the dual eligible resident, and the resident
eligible for both Medicare and Medicaid non-QMB.

The procurement and provision of these devices is
included in the calculated nursing facility’s routine
reimbursement rate. Some prosthetic devices may be
reimbursed by other sections of the Medicaid program. For
example, dentures, lenses and frames, hearing aids,
pacemakers, etc.

The purchase of orthopedic shoes shall be allowable
under routine reimbursement ONLY if the shoe is affixed to
and is an essential part of the orthotic device.

5. Durable Medical Equipment

The Medicaid Program shall not make reimbursement to
durable medical equipment (DME) providers for services
and items provided to the nursing facility resident other
than Medicare deductible and coinsurance amounts.

6. Laundry

Nursing facilities shall launder institutional gowns, robes
and personal clothing which are the normal wearing
apparel in the facility without charge to the resident or his
family or responsible party. If the family or responsible
party CHOOSES, they (family or responsible party) can
pay for laundry charges or accept responsibility for the
laundry. It shall clearly be the choice of the family or
responsible party and not a condition of admission or
continued stay. If the family or responsible party does not
choose to pay for laundry charges or to launder the
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clothing, the facility shall provide the service as a part of
routine cost.

The facility shall advise the family or responsible party of all
options regarding laundering of personal clothing including
the fact that if they (family or responsible party) chooses
not to pay for laundry charges or launder the clothing, the
facility shall provide the service without charge to them
(family or responsible party) or the resident.

The facility shall separate personal laundry from the
facility’s soiled linens and diapers to achieve cleanliness
and to ensure that the clothing is not damaged.
Reasonable efforts shall be taken to assure that resident’s
laundry is done properly, even if that requires special
handling.

7. Ancillary Services

Ancillary services are those for which a separate
charge is customarily made. Ancillary services include
physical therapy, occupational therapy, speech
therapy, laboratory procedures, x-ray, and oxygen
therapy.

(@  Therapy

907 KAR 1:023, Review and Approval of selected
therapies as ancillary services in Nursing Facilities,
provides for the conditions under which oxygen and
therapies meet the criteria for payment as ancillary
services.

(b) Dietary Supplements

Enteral food supplements used for tube feeding or
oral feeding, even if written as a prescription item by
a physician, and the supplies related to their
administration shall be considered allowable routine
costs. If covered by Medicare, Medicaid shall make
reimbursement for any Medicare deductible and
coinsurance amounts when appropriately billed to
Medicaid by the actual provider of the service or
item, if that provider is enrolled in Kentucky
Medicaid, or to the nursing facility but not by both.
Hyperalimentation is considered a drug and
therefore billable to Medicaid by the pharmacy.

(c) Laboratory Services
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Coverage of laboratory procedures for Kentucky
Medicaid participating independent laboratories
include procedures for which the laboratory IS
certified by Medicare.

G. Pharmacy Services

General Pharmacy services shall be provided through a
contractual arrangement between the nursing facility and a
pharmacy that is enrolled, or will enroll, in the Medicaid Program.
Payment for Medicaid covered drugs and insulin syringes shall be
made to the Medicaid participating pharmacy.

Payment shall not be made for those drugs determined to be less
than effective by the Food and Drug Administration (FDA). This
includes all drugs listed on the Drug Efficacy Implementation
Study (DESSI) and Identical, Related and Similar (IRS) drug lists.
Notification of these drugs is periodically distributed to Medicaid
participating pharmacies and nursing facilities. Also, for drugs
provided on or after May 1, 1991. A payment shall not be made
for those labelers who have not signed a rebate agreement with
the federal government.

H. Transportation Services

Medicaid shall cover transportation to and from Medicaid Program
covered medical services by ambulance or other approved vehicle
if the resident's condition requires special transportation. Also
covered shall be prior authorized non-emergency medical
transportation to physicians and other non-emergency, Medicaid-
covered medical services when provided by a participating
medica(; transportation provider. Travel to pharmacies shall not be
covered.

l. 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).

J. Benefits Available to Residents Under Title XVIII
Dually eligible residents and residents eligible for both Medicare

and Medicaid (non-QMB) shall be required to EXHAUST any
applicable benefits under Title XVIII (Part A and Part B) prior to
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coverage under the Medicaid Program.
1. Part A Benefits

Medicare Part A coinsurance amounts shall be billed to
Medicaid by the nursing facility.

2. Part B Benefits

Medicare Part B deductible and coinsurance amounts may
be billed to Medicaid by the nursing facility or the actual
provider of the Part B service if that provider is enrolled in
the Medicaid Program, but not by both. Examples of
services that might be covered under Medicare Part B are
x-ray, laboratory, physical therapy and occupational
therapy.

K. The Notice of Availability of Income for Long Term Care/Waiver
Agency/Hospice (MAP-552)

The MAP-552 advises the nursing facility of the monthly amount
of income the resident is responsible for paying the facility toward
his cost of care. The facility shall not collect a patient liability
amount from the resident who is QMB only.

For dually eligible residents who are admitted to a nursing facility
under Title XVIII (Part A) and for whom Medicare coinsurance will
be billed to the Medicaid Program, the local Department for
Community Based Services (DCBS) initiates action on the MAP-
552 when they have received a Memorandum (MAP-24) from the
nursing facility, Medicaid or other insurance, notifying DCBS of
the admission.

For Medicaid only applicants or residents, DCBS initiates action
on the MAP-552 when they have received a Confirmation Notice
from the PRO.

When there is a change in the amount of the continuing income
received by the resident (either an increase or a decrease), a
MAP-552 shall be prepared by the DCBS worker. Income data
entered on the MAP-552 for that admission shall remain in effect
until a new MAP-552 is issued.

The resident’s income shall be disregarded through the month of
admission when initially admitted to a nursing facility. The
continuing income as indicated on the MAP-552 is to be collected
by the facility from the resident or responsible party, e.g., family,
guardian, or conservator. A direct transfer to another nursing
facility would not begin another period of income disregard. If the
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resident is out of provider payment status for thirty (30) days or
more, DCBS shall allow a new income disregard period. The
Medicaid Program disregards the income for the month of
admissions (EXCEPT for individuals covered under a Veterans
Administration contract, commercial health insurance or private
pay) but considers it only for any other subsequent month. The
Medicaid Program also disregards the income for the month of
admission when the individual transfers to a nursing facility from a
personal care facility or from a family care facility.

Claims processed prior to entry into the system of continuing
income data will reject; therefore, it is recommended that initial
claims be submitted only after the MAP-552 is received by the
nursing facility.

Continuing income, if any, is to be collected when billing Medicaid
for in-house days, bed reservation days, and Medicare Part A
coinsurance days.

If a partial month of services is provided, the total amount of a
resident’s available income is not to be collected. The computer
automatically prorates the resident's available income and
deducts that portion of the income available for collection of a
partial month of services. The following formula shall be used.

Days of service x resident's available income - days in
month = amount to be collected from the resident or
APPLICABLE INCOME for that portion of the month.

For example: 10 days x $110.00 divided by 30 days in
month = $36.67

L. Memorandum to Local DCBS Office (MAP-24)

The MAP-24 shall be submitted by the nursing facility to the local
DCBS office to report the following information, within ten (10)
days of its occurrence:

1. Admission of a dually eligible resident for whom Medicare
Part A is the primary payer. A MAP-24 shall not be
submitted for the QMB-only resident.

2. Discharge or death of any Medicaid resident.

3. The date a Medicaid resident is accepted for hospice
coverage. (To be reported as a discharge from the nursing
facility even if the resident shall remain in the facility.)

This information allows the DCBS office to generate an MAP-552
for the dually eligible resident for whom Medicare is the primary
payer. This flow of information is essential to timely payment to
the nursing facility and efficient records for DCBS.
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M. Days

1. For Medicaid purposes, a day shall be considered in
relation to the midnight census.

2. Medicaid shall pay for the date of admission but shall not
pay for the date of discharge (death).

3. Ancillary charges incurred on the date of discharge (death)
shall be Medicaid covered.

4. Neither the resident nor his family or responsible party shall
be billed for the date of discharge.

5. Early admission fees or late discharge fees shall not be

billed to Medicaid or charged to the resident or his or her
family or responsible party.

N. Bed Reservation Policy

The Medicaid Program shall make payment to a nursing facility
during a Medicaid resident's absence for acute care
hospitalization and therapeutic home visits provided certain
criteria are met. Bed reservation days shall not be available for
the resident admitted to a mental hospital.

Facilities shall allow residents for whom Medicaid is paying to
reserve a bed, return to that bed when they are ready for
discharge from the hospital or when returning from therapeutic
home visits, regardless of the day of the week (this includes
holidays and weekends.)

If the facility chooses not to reserve a bed for a resident for whom
bed reservation days are available, the facility shall advise the
resident prior to his or her departure from the facility.

It shall be the responsibility of the nursing facility to assure that
services and items ordered by a resident’s physician are provided
while the resident is out of the facility (other than for
hospitalization) and Medicaid will be billed to reserve the bed.
The nursing facility shall not be responsible if the resident was on
bed reservation days for hospitalization as the hospital would be
providing required services and items. If the nursing facility
cannot provide the required ancillaries directly, the facility shall
make arrangements with a qualified source (i.e., pharmacy,
physical therapist, speech therapist, etc.) for the resident to obtain
the required services and items. Pharmacies shall bill Medicaid
directly; therapists, etc. shall bill the facility. As always, if the
resident receives an ancillary service or item that Medicare Part B
can cover, the nursing facility shall ensure that the Title XVIII
carrier is billed prior to seeking reimbursement from Medicaid.
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1. Criteria for approved bed reservation shall be:

@) The resident is in Medicaid long term care vendor
payment status and has been a resident of the
facility at least overnight. Persons for whom
Medicaid is making Title XVIII Part A coinsurance
payments shall not be considered to be in Medicaid

payment status for purposes of this policy.

(b)  The resident is reasonably expected to return to the
same facility with Medicaid as the primary payer. If
returning to the same facility with Medicare as the
primary payer, bed reservation days shall only be
available up to the day Medicare eligibility is
determined, provided the bed reservation day
maximums are not exceeded.

(c) Due to a demand for beds at the facility, there is a
likelihood that the bed would be occupied by some
other resident were it not reserved.

(d) The hospitalization shall be in an acute care hospital
or a Kentucky hospital certified by Kentucky to
participate in the acute care hospital program. The
hospitalization shall be approved by the PRO.

(e) If hospitalization is approved, and the bed occupied

by the resident is also a Medicaid certified acute care
bed, the resident shall have been transferred to a
specialty unit of a hospital.
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2. Medicaid payment for bed reservation days shall be limited
as follows:

(@) A maximum of fourteen (14) days per calendar year
due to an acute care hospital stay.

(b) A maximum of ten (10) days per calendar year for
leaves of absence other than hospitalization.

) Reimbursement shall be seventy-five (75) percent of
a facility's rate if the facility has an occupancy
percentage of ninety-five (95) percent or higher.

(d) Reimbursement shall be fifty (50) percent of a
facility’'s rate if the facility has an occupancy
percentage lower than ninety-five (95) percent.

Maximums are applied per resident per calendar year.
Accumulated bed reserve days shall follow a resident if he
or she relocates to another facility rather than starting over
at zero (0) due to a relocation.
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MAID CARDS

Medical Assistance Identification (MAID) cards are issued monthly to recipients
with ongoing eligibility These cards show a month—{o—month eligibility period
Eiigible individuals with excess income for ongoing efigibility may be eligible as a
“spend down” case if incurred medical expensas exceed the excess income
amount Individuals eligible as a “spend down” case receive one MAID card indi-
cating the specific period of eligibility After this eligibility period ends, the person
may reapply for another "spend down” eligibility period

MAID CARDS shall show a retroactive period of eligibility Depending on the
individual circumstances of eligibility, the retroactive period shall include several

months.
Duplicate MAID cards shall be issued for individuals whose original card is lost or

stolen The recipient shall report the lost or stolen card to the local Department
for Community-Based Services, Division of Field Services worker responsible for

the case

VERIFYING ELIGIBILITY

The local Department for Community-Based Services, Division of Field Services
staff shall provide eligibility information to providers reguesting MAID numbers
and eligibility dates for active, inactive or pending cases

The Department for Medicaid Services, Eligibility Services Section at (502) 564—
6885 shall also verify eligibility for providers
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1.1, KENTUCKY MEDICAL ASSISTANCE IDENTIFICATION (MAID) CARDS

1.1.1. REGULAR MAID CARD

(FRONT OF CARD)

Oepartment for Sacial Insurance
case number This is pol the

Medical Assistance ldenlification
Number

Eligibility period is the month, day and year of

Kentucky Medicaid elgibiity represanted by this
card “From” date is first day of ehgibility on this
card "To’ date is the day eligibiily of this card
ends and is polincluded as an eligmle day

Medical Insurance Code
indicates the lype of
insurance coverage specified

by the recigient

Medical Assistance fdentification
Number (MAID}) is the 10-digit
number required for bihing
medical services

Date card was

issued

/

|
MEDICAL ASSISTANCE WENTIFICATION RD | Members Elgible far edical Assistance DATE OF
CPDMMONWEALTH OF KENTUCKY Medical Assislance ldentification SEX BIRTH |
CABINET FOR HUMAN RESOQURCEHS Benefits Number MO-YR

ELIGIBIL|TY PERIOD/’ CASE NEMSER

FROM 06-0145 Smith Jjane 1234587890
10 07-01/95 037 D 000123455

0353

CASE NAME AND ADDRESS

ISSUE DATE;
03-27-95

Jane Smith
400 Block Ave
Frankfort KY 40601

APPLYING FGR MEDICAL BENEFITS
ER SIDE FOR SIGNATURE MAP 520 REV 1/80

ATTENT/ON SHOW THIS CARD TO VENDORS WHEN

R

Case name and address show to
whom the card is mailed The name
in this block may be that of a relative
or other interested party and may
not be an eiigibie member

Faor
Kentucky Medicaid
Program
Statistical Purposes

Date of Birth shows month and yea’ of
Birth of each member Refer to this block
Name of members ehgible for Medica! when previding services mited to age
Asgsisgtance benefits Ondy those persons
whose names are in this block are eligible
for Kentucky Medicaid Program benefils

WHITE CARD




BACK OF MAID Carp

Infarmation 1o Praviders
Insurance ldentification
codes which indicale Iype
of insurance coverage as
shown on the front of the
card in "Ins " block

_‘ ]

PROVIDERS OF SERVICE
Thrs card cerlifies thal the persen(s) lisled hereon

ingicaled on the reverse side for currenl benefis df ihe Kenlucky Medweal

Assislance Program. The Medical Assisiance ldgntification No mustbe eniered

on each billing statement precisely as contained bn \his card in order ior

re eligibie during the period

gaymenl
lo be made
. 2
Questions regarding provider participation, lygie. scope and duration of benehts
billing procedures amounts paid or Ihird parfy llabiily should be directed to k|
Cabmel for Human Hesources
Department for Medjcaid Services
Frankfort KY 406 0001 4
5

Insurance identififation

A-Part A Medicare Onty F-Prvate Medical lnsurance

RECIPIENT OF SERVICES
This card may be usad la obrain services from gatlicipaling
nospirals, druy stores, physicians denhisls, nursing facilittes inlermediate
care lacilities independent faboratories, home healih agencies
tammunity mental health centers, and parlicipating praviders of hearing
visien ambulance non emeigency lransporiation sereening and tamily
plannirg services.
Show this card wheneve, YOou fFeceive medical care or have prescriplions
filled, 1o Ihe person wiho provides these services lo you
You will teceive 3 new card al tha first of ¢ach month as long as you are
ehgible lor benelils. Foryour prateclion please sign en the bne below ang
desiroy your old card Remember thal it is 2gainst the law fer anyone lo
use this card excepl the persans lisled on the frant of Ihis card
Ifyou have questigns, contact your eligibility worker al Ihe counly office
Recipiant lemporanly cut of stafe may receive emergency Medicaid
Services by having Ihe provider contact the Kenlucky Cabinel for Human
Resources Deparimentior Medicaid Services

! Part A Medicare Premium Paid G Champus
8-Part B, Medicare Cnly H Health Maintenance Grgamzatan
C-Both Paris A & B Medicara J-Unknawn
S Both Pans A & B Madicare K Giher
Premium Paig L Absenl Parent s Insurance
C Bive Cross Bive Shield M Noneg Signature
£ Blue Cross Blue Shield N.Unmited Mine Workers
Major Medical P.Black Lung

RECIPIENT OF SERVICES: You zre he sky notif
assistance paid on your behait

Federal Law providas for 2 $10,000
to report changes relaling to elig ity

{f permils use of Ihe caid by an ineligible persan

ied Ihat wnder Slate Law KRS 205 624 youirighifo (Nwd pary pryment has bean ass gngd o the catinat for tor

Ihe amo il of medicat

e orimprisonment{or a year of both for anyone who willluily gives false informatfon in applying for medical assistance fails

Recipient's signalure is nof required

Noulicatian to recipient of assignment
to the Cabinet for Human Resources of
thitd party payments




1.1.2. QUALIFIED MEDICARE BENEFICIARY (QMB)/MAID CaRD

Oepartment for Social Insurance
(FRONT OF CARD)

case number This is nol the
Medical Assislance Identification

Number Medical insurance Coge

indicales the lype of
insurance coverage specified
by the recipignt

Etigibility period 1s the month, day and year of
Kentucky Medicaid eligibility represented by this
card “From’ date is first day of eligibility on this
card 'To" date is the day eligibility of this card

ends and is netinciuded as an efiginle day

Medica! Assistance Identification
Number (MAID) is the 10-digut
number required for bilting
medical services

Date card was
issued

/

MEDQICAL ASSISTANGE DENTIFICATION RD Members Eligiblé for Medical Assistance DATE OF
COMMONWEALTH OF KENTUCKY Medical Assistadce Identification SE BIRTH 3
CABINET FOR HUMAN RESCQURC Benefits Number MO-¥YR
ELIGIBILITY PER|09/ CASE NYMBER :
" THIS PERSON | 1S ALSG
FROM- 06-01/95
o 07“01/95 037 b 000123456 ELIGIBLE FOR |QMB BENEFITS
Smith Jane 1234567850 2 0353 M
CASE NAME AND ADDRESS
ISSUE DATE: ?
05-27-95
Jare Smith

400 Block Ave
Frankfort KY 40801

ATTENTION SHOW TH!S CARD TO VENDORS WHEN
APPLYING FOR MEDICAL BENEFITS

SEE OTHER SIDE FOR SIGNATURE MAP 520 REV 1/90

R bt

Case name and address show to

For
whom the card is mailed The name Kentucky Medicad
i this block may be that of 3 relative Program
or other interested party and may Statistical Purposes

notbe an eligible member

Cate of Birth shows moath and year of
sirth of 2ach member Refer to this block
when providing services limited lo age

Mame of members eligicle for Medical
Assistance benefils Qnly those persons
whose names are in this block are ehgible
for Kentucky Medizaid Program benefits

WHITE CARD (ALSOQ)



BACK oF QMB/MAID Carp

Inforration to Providers
Irsurarce ldertification
cotes whidh indicate type
of inswrance coverage &5
shoan on the front of the
cardin "Ins.” block

/

PROVIDERS CF SERVICES
This card cerlifies that the person(s) histed are eligitie during the period
incicated on the reverse side for current berefitd of the Kentudiy Mecical
Assistance Program. The Medical Assistanos [dertification No nust be enterad
on each billing statement precsely as containgsd on s card in order for
payrrent
to ke rmade

Questions regarding provider perficipation/ type, scope. and duration of beniits
j i liability sheuld be directed o

Depardment for Medicaid Senvces

FreRkdar O AOe 20004

Insurance Idgntification

A-Parl A Medicare Orly F-Private Medical Insurance
R-Part A, Medcare Prerrium Paid G-Champus
B-Part B, Mediczre Crly H-Health Maintenance Croanization
C-Both Parts A & B Medicare J-Unknown
S-Balh Pats A & B Medicare KQher

Premium Paid L-Absent Parent s Insurance
D-Blue Cross Bue Shiald M-Nene
E-Blue Cross Bues Shield P-United Wire Workers

Nvisjor Medical P-Black Lung

RECIFENT OF SERVICES
1 This card mey be Used 10 obtain senvices from particpating

hospitals, drug stores, physidans, dentists, nursing fzalities, menmedae
care facillies, Independent laberalones, home health agendies,
cornmunity mental health centers, and participating providers of hearing,
vision, ambulancs, nor-emergency transportation, scaeening and fantly
planning senvices

2 Showthis card whenever you recsive medical care or have prescriptons
fillex, to the person who provides these senvices o you

3 ouwilt receive a new card al the first of each rmonth as long as you are
dligitle for berefils For your protedlion please sign on 1he line below and
destroy your dd card. Remennber that itis against the law for anyone lo
wse this card except the persans listed on the frorl of this card,

4 I you have guestions, cantact your efigibility worker 2t the courty office

5 Reapient terrperanly out of state may reosve emergency Mediceid
senices by having the provider corfact the Kentucky Cabinet for Hurren
Rescurces Departrrent for Medicaid Senvices

Sigrature

RECQHENT OF SERVICES, You &e herely notified that inder State Law KRS X065 624 your right to third party pavrment has been assignd 1o the cabine fx for the arrount of aedica

assislance pad on your behai! B
Federal Law provides for 2 310,000 &
1o report changes relating to aligibility

Natification to recipient of assigrrent
to the Cabinet for Murman Resources of
trvrd party payrrents

o irprisoamert for ayear of both, for anyene who wilifudly gives fatse infarmaton in apRlying for medical assistance fal
pemits use of the card by an ineligitde person

o

Redipient s signatwre is rnot required




1.13. QMB IDENTIFICATION CARD

{FRONT OF CARD)

Eligibility penod s the monih, day. and year of
QMB eligibility represented by this card
‘From” date Is first day of eligibilityof this

card 'To"date is the day eligibility of this carg
ends and s ngtincluded as an eligible day

Medical Assistance Identification Medics| |
Number (MAID) is the 10-igit edical Insurance Code

m number required for biling !ndxcales the type of
medical services insurance coverage

5 I ) |

LIMITED MEDICRID FOR QUALIFIED MEDICARE BENEFICIARIES
IDENTIFICATION CAR
c MONWEALTH OF KENTUCKY
CABINET FOR HUMAN RESHOURCES

ELIGIBLE RECIPIENT AND ADDRESS \ l ELIG[BIL/TY PERIOD CﬁVERAGE IS LIMITED TO

FROM. 06-01-95
TO:! 07-01-95 v

ICARE PART A PREMIUMS

MEDICAID OMB 1B NO EDICARE PART 8 PREMIUMS

Jane Smith
400 Block Ave
Frankfort KY 40601

MEDICARE CQ-INSURANCE

4014567890

SEX CODE ;

MEDICARE DEDUCTIBLES

INSURANCE ID

DATE OF BIRTH
MONTH/YEAR

[ 2 / _] SEE REVERSE SI0E FON ADOITIC YAL W FORMATION

SEEKING MEDICAL CARE PLEASE SIGN IMMEDIATELY

ATTENTION. SHOW THIS C\RD TO VENDORS WHEN
|

09/25

MAP 520-C REV 3/90

Name of member ehgible 1o be a - K
Qualilied Madicare Benefliciary Dale of Birth shows month and
Cnly the person whose name is year of Girth of eligibie individual
N this block is eligible lor QM 8
benefits

RED, WHITE, AND BLUE CARD




BACK OF QMB IDENTIFICATION CARD

Information to Providers
Insurance Identification
codes which indicate type
of insuranca coverage as
shown on the front of the
card in "Ins * block

/

Infermation to Redipients including
limitations, coverage and emergency
care through QVB.

PROMIDERS OF SERVICES
This card certifies that the person{s) listest hereon are dligible dunng the period
indicaled on e reverse side for cumant bepedits of the Kentucky Medical
Assistance Program The Medical Assistarice {dertification No must be entered
on each billing statement precisely as contpined on this cand in erder (or
payment
to be rrede

, type, scope. and duration of benefits

Questions regarding provider participati
i party liakility should be directed to

biling procedures amounts paid or thi

Department for Medicaid Sarvices
Frankfor KY 40621-0001

v RECIPIENT OF SERVICES
1 Show this card whenever you recaive Medical care

2 Youwill receive a new card at the firs of each month as long as you are
efigitle for berefits  For your protection please sign on the front of the card
irrrediaay :

3 Remermber that it is against the law for anyone to use this card except the
persen listed on the front of this cam

If you have questions, cortact your case worker al the Departrrent for Soal
Insurance County office .

&=

Insurance identiftcation

A-Part A Medicare Onty F-Private Medical Insurarnce

R-Part A, Medicare Premium Paid G-Champus
B-Part 8, Medicare Crly H-Heaith hMaintenance Organization
C-Baoth Farts A & B Medicare JUnknown
SBath Parts A & B Medicare K-Cher
Prervium Paid L-Absent Parent’s Insurance
D-Biue Cross Blue Shield MNone
E-Blue Cross Blue Shield N-United Mne Workers
Major Medical p.Btack Lung |

RECPENT OF SERVICES You are Rereby notifiext thet Lnder Slate Law KRS 205 624 your nght to thind pary pdyment has been assigned to ihe cabiret for for the arun of med el
assistance pad on your behalf. A
Federal Law provides for 2 $10,004 fine or imprisonment for a year, of both, for anyone who wiltfuly gives false infomation in applying for medical assistance fails| ;

to repart changes relating to edigibiity o perrnits use of the card by an indigible persen




——
-

KENTUCKY MEDICAID PROGRAM
NURSING FACILITY SERVICES MANUAL

APPENDIX Il - FORMS



MAP-4705 Kentucky Department for fdedicaid Services
22i104

APPLICATION FOR TRANSFER TRAUMA EXEMPTION

Printed Narme of Attending Physician:

PROVIDER INFORMATION

Names of Frovider

Provider #

Providers Address:

RECIPIENT INFORMATION

Name of Recipient: MAID # for 5S3t)

Birth Date: Age;

Sex:

Date of Admiszion-

__ Number of Consecutive Months at Facility:

JUSTIFICATION WHY THIS RECIP

EENT WOULD BE HARMED UPON TRANSFERRING
FROM THIS NURSING FACILITY:

Pattest that this is frue a2nd acourate information,

Aftendinn Phusiciam's Si- - o .




CABINET FOR HEALTH AND FAMILY SERVICES

DEPARTMENT FOR MEDICAID SERVICES
NURSING FACILITY SERVICES MANUAL

CONTACT REGIONS FOR PASRR REFERRALS

REGION 1

HEGION 2

REGION 3

REGION 4

REGIGN §

REGION 6

REZION 7

REGION B

REGIOQN §

Wesiern XY MHMR Board REGION 18

P.C. Box 7287

Faduczh, KY 42602

Tel 502/442-7121
Fennyroyal MHMR Eoard REGICN 11
733 North Drive
Hopsinawile, 1Y 422479
T2l 502/385-5 163
River Yaley Behavicral REGION 12
2O Sox 1637

Twensboro, Ky 42202

Tai 50288405865

LifeSsils, Inc

SZ3 E. 13 Sirest
Bowirg Green. KY 42401
Tal 502/342.4887

Commurnicars, e
1311 N Dixie Averus
Elizabeihtown, kY 42707
Tl a0%/TE2-5301

Seven Coundies Secvices
inc. 928 5 Third Sireet
Lovisville, Ky 40253

Tei SC2585-2008

REGION 14

MNorthern Kentucky MHEMR
12071 5. Fi. Thomas sverue
Fart Thomas Ky 41075
Tel G06/751-5548

Comprehend, Irc
511 Farest Avenus
Maysville, KY 41055
Tel: 805/364-4075

athways, Ine

F.& Bax 7a0

Ashland, K 4 1105-0730
Tel 605/324-1141

REGMIN 13

rdeuntain MHAGR Board
150 5, Front Strest
Fresiornkurg KY 41853
Tel BOG/ERG-5577

#Y. Rivar Commurity Care
P.(} Box 587

Hyden, KY 47740

Tal: 508/B78-4213

Area A
Cumherand River MHME
F.0 Bax 558

Corbin, &Y 45701

Tel BOG/SZ8-7010

Arza B
Cumberland River MHIMR
Mounted Rouls

Rarlan, Ky 40831

Tk 808/337 8757

ADAMNTA

103 Reed Strest
Celimbia, Ky 42744
Tel 502/334-5351

Biuegrass MHMWR Board
191 Dociors Drive
Frankfort, KY 4020

Tal: 50252231603

August 2004 -



MAF-T2c8
Paviagg 902003

NURSING FACILITY LEVELL OF CARE
REQUEST FOR ADMISSION

Medicaid #

Hesidert Mama

Zoosm# Ream Certfied for Macicaid ™ Yes 17 ho

If Fending Medicaid Sociai Security # -

Medicare # Czte of Birth _ i £

Marital Status M Jw [J5 {]D L] Male [ Femaje

Responsible Pariy

Hesporsible Party Address

Heationship

Ciagnoses

Living Arrangemeants Frior To Admissicn

CHECK ONE ONLY:

I_] New Agmit Date _ ! !

[ Readmit Date ¢ /

[ Fay Seurce Change Date : !

(Last Admit Oate ! / }

Admission or Readmission From:
Acute Care Hospital
Free-Standing Psychiatsie Hospital
Heme
1CF/MR/DD
Murzing Facitity
Ferzanal Care Home

Other:
L




S

MAP-TZEA
Raviszd 902003

NURSING FACILITY LEVEL OF CARE

REQUEST FOR ADMISSION

"PASRR LEVEL IFORM (AND IF APPLICAELE, THE LEVEL i FORM MUST BE
COMPLETED AND A COPY FAXED WITH ALL NEW ADMISSIONS AND ALL FAY SOURCE

CHANGES.

Lavel ! FABRR Date ! ! Complsted By

tevel il FASRE Date ! ! Apprepriate for NF Flacerrant: [ vas [ No

Completad By

Verbal Determingtion Fonm

{tertal lliazss Oaly) Dats ! / Aporopriate for NF Placemeni? 7] ves [1 Ko

Compisted By

! ! Compieled Sy

In=pproprizate Refarrs| Date

| Facility 10 #

NE Mama | rhone | ]

" TEhysician Bhene
| ¢ )

_| Fax# |

! Fhys.cian Name
| Address
!

I Fhysician License #

| MEDICATIONS

Ees:rihe resident 3 medications: Number of Gral, Tube, Topical, inhalers, Sprays, or Patches
- List the name and frequency of a2y IV 3d, or IM megicstions (ingiude routine Aushes)
| Routine Administrztion of Cwygen (e naw administration of axygen or regulsting oxygen
ij-::-w offen checking puise oximetry stc) and Nebulizer Treatmenis

s resicant capable of self-administering medicstions® [ ves L] Mo Ifno why




REAF-T20A
Revises 572003

COGNITIVE ABILITIES

NURSING FACILITY LEVEL OF CARE

REQUEST FOR ADMISSION

| 1¢Yes Broceed to Cormmurication

| Camatose h | YoM I
Memary Recall; _ _ L .!
Krows Qwn Name || ¥ N  Comments: |
Krows DateﬁTéme || Y N. | Comments: ) ﬂl
|: Knows E_Df:aél‘on |! ” M | Comments: ] Il
| Krows Staff ; v N | Gemments: |'

COMMUNICATION (HEA

RING ABILITIES

| Hears v | Uses Speach to | . | Comments: |

i Adequalely ! Cammunicate II |
L. _ ) |

! ! ; |

| Hezring Aid ' y , Undeisiards l ¢ N Commants: |

| Use | | werbal Direction | | |

) R k |

VISION PATTERNS

C T |E-Cc|mmer‘.-t5: a ]

| Vision Adegquats | YN | |

| . ' |

| : I

Visyal | Y " Comments. |

Limitaticns b =

I - I
W0 AND BEHAVIOR

| . I I...- : - -
| Wandass |. YON Comments: |
-— L

| Physically VN | Comments: _I

L Abusiyve | i

1

IvErbany Abusive | ¥ N

| Comments:

I -
I'Socially | v N

J Commenis:
|

| Inappropriate i
! .
I Resisis Care | ¥ ON

FComments:




i

MAF-T264
Fevsed 2003

NURSING FACILITY LEVEL OF CARE
REQUEST FOR ADMISSION

ACTIVITIES OF DAILY LIVING

Bed Mobhitity : Transfer:

fndependent [ ¥es [} Mo Independent D tes [ No

Hands on assist ) ves 7] No Hands on assist " lves [ No

FHow often requires zs5sist? Toffrom || Bed I  Cha zir [ Wheelshair

Sedbound [] Yes [ ! No How ofien requires assm*? .

Ambulation ; Bathing :

Independent T1 ves ] No indepandert "] Yas [] No

Hands on assist L] ves [ No Hards on assist [0 ves 7] No

How often recuires assist? _ How often requires 2asist? _

Stancby assist L] Yes [Iko Standby assist T Yes [] No

How cftan requires assist? o How oiten requires assist?

indeperdent with device T Yes || Mo [ Back L Arms

Wheelchair per self [l Yes [ Ns _ Legs "] Hands

Wheeichair assist | Yes [ No [] Fest

How oflen raquires assisi? _ -

Dressing : Srooming ;

Ingependent O] Yes '] No Independent ] Yes [ No

Hands cn assist T ¥es 7] Ne Fands on assist || Yes CI Mo

i_] mulling on pants L. Putting on shir L] Hair EI Naits

T ] Buttons Zippers [j Prothasis [} Tezth [ Shaving
[! Makeup

How often requires assist?

1 Confinuous Supervision/Cyes How often reguires assist?

[ Cortinuous Supervision/Cues

Taoileting :
'ndependant (] Yes [ON
Hands on assist M ves [] No

I:] Fericare 1 Adiust Clething T OnfOif Todet
LI Charging pads‘briefs 7] Manage oswsmyfcatheter
Fow oftan requires assisi?
[[] Corlinusus Supervision/C Les

|
= i __ | |
L

ADL Comments ' |




—_——

MAP.T2ER
Ravizzd 32203

REQUEST FOR ADMISSION

NUTRITIONAL STATUS

NURSING FACILITY LEVEL OF CARE

I Type of Diet |E| Regular [ tow Sodium [} Healthy Heart [ Other |
|

| Height | Weigh

Feeding ] Independent with Tray St Up
I [] Raceives Partizl Hands or Assist to Eat
L Tctal Feed
[] Centinueus Verbal Cuas

I |
' Tube Feeding |

| Requirad |E| vYes [ Ne

| | IFYes Explain Amaunt

| |' Brand _ |
| . Frequency

| | 20 Flushes 8 Frequency _

l i . i

SHIN CONDCITIONS

|.Num.':|e-rof | Stage 1 [ Stagez | Stagej

| Dacubitus Ulcers | | |

! | S?a‘gé 4 |
| |

| Type of Ulcer || PFE'E_SU"E‘fStaS:s

II Mrassure/Stasis | Fressurs/Stasis
. | ;

| Fressura/Siasis |

I . . | _ -
I Trearment | | |

h 1

€ J

Cither Skins
) F'rablemns

I reafmeant




MaP-7284
Hew' sed 31200

NURSING FACILITY LEVEL OF CARE
REQUEST FOR ADMISSION

THERAFIES
B ' T Comments:
|' Fhysical Therzpy | T M | Days Fer Weex:
L | |
. ' | Commearis:
I Q::-::upgtmnaf RS | Days Fer wWaak: |
| TuEFE[ﬂj" | .
. | 1
' | ' | Commen:s:
| Speech Tharapy | TN | Lays Fer Week: |
- ‘ | .| I. : ‘
. amments:
| Respiratary Y M | Uays Per Week. '
. Theragy | .
L. A
NURSING REHABILITATION/RESTORATIVE CARE
i T ' ! o ; |
I_Hange of Maton | _ Da\aﬁs | Commeants: |
o M | Fer Wask, _ _
| IF’a&.swe} | | ;
.. . - T K I
| b Range of Maotion | cON | Days | Comments: |
| fActive) | PerWesk |: I
. - i Commaents: !
V¢ 5Splint or Brace | \ N Days | |
|  Assistance | ' Per Week. | |
—. . |
| | ! Days | Cormmants! |
| d Bed Mabiiity | b i | Bor l'-'“'-'E‘:‘k.. | |.
- Comments; i
; | Days | | |
| g Transier | ¥oooON Per Wissk, | |
! .' I 0 . ‘n. _
| | Days | Cammeanis: |
Nalkin:
| FWaiking | r N |! Per Week. | |
|_ | | Da | Comrments:
i . ; LE
| g Dressing or Grooming | VoM | FPer Wegk- | |
[. | | Days | Comments: _|
| b Eating or Swallowing | f M | Per Wask: | |
. s . i iCDmment&:' T
P Amcouiaticn/Prosthesis | y N | Days : ; |
Care | . | Per Waak. |
| s [ | Comments: ]
L - . ! Days : ’
i J. Communicaticn |I H M | Par Weask i
1 j
I_ ' I Comments: |
| % Toileting v n | Das |
) Par Week:




MAF-TZEA
Fzw'sed 32003

NURSING FACILITY LEVEL OF CARE
REQUEST FOR ADMISSION

Aaditianal Safety/Health Information Pettinent tn Admissian [
acked unitbuilding full sida rails etc )

ie Wardergusrd bedichair alarm

L0

Ll

SLEASE FAX ALL PASRR INFORMATION WITH NEW ADMISSION REQLUESTS.

| cerify that the MAF-7262, informaticn was reviewsd by me. | attest that 1 foragoing

information is rue accurate andg complete

RMLPN Signature Cate

Ferson Faxing Requast Dala

( ) { )

Telephone Number Fax Number



MaF . 524 CDMMGHWEJ&LTH QF KENTUCK Yy
(R 179 03} - Cablhet for Health Szivices
 Dspartmant for Madicald Servicas

MEDICAID NURSING FACILITY SERVICES FACT SHEET

What are Medicaid Nursing Facility Services 7

Nursing facility (NF) services inclyda room, dietany Services, sociaf S2rvices. Nursing
Services he yse of eqQuipment and facilities medica and surgicgf sUpplias laundry
Senices arugs ordered by the Physician and rersonal items ralinely Provided by thy
facility. Afsn neluded, if ordered by the Physician, are #=r3¥s, physical therapy. Speach
therapy, accupatiorigf therapy laborafory services and OXYgER. and related OXygen

sSupplias

Who is Eligible for Nuising Facility Servicesy

Tou may he eligible for NE servces if

* YOU resids jq 4 facility that Paricipates in the Fentuciy Wedicaig Frogram apd
dre placed in 5 Medicaid ceriified bad,

* You requirs and meet the leygl of care for skillag NUMEIng services Mlermedgie
LAre sorvices, iNtermadsie Lare services for the menfelly relgrgeq anda ths
de-e'e-.'o;:ume-ntefly digabled ar nursing faciiity Services, ann

* You are S8ed shdy-flue (93} vears or cidaer bling or disabled o ATG CUrrengjy
Medicai aligibis,

What 570 Resourcess
NEescurees ars Cash money znd 50y olher nersong) Frepetty or rag) Rroperty fhat yoy
OWn, may Convar to Cash; and couid gz faor SUDpGrt ang maiffenanes Hesources
45 accounts, stopis G bondsg, Cerfificatas of deposi,

nclude checking ang $avin
automobiles g0 buildings . byrigf FRESves and fifs insitrance palicies. and mere.,

We do net UsSE some F2so0uces in crE-te-rmr'mng fedicaid &lgibility Thesa IS§0Urces
includs tha home, househald Joods andg Lersona effacts  the first %1 500 of & burigl
ressive or a fife IRsuranes policy, one sUlomebils ysed for WOrK medicg| freafrment, or
by the COrnmunity SPCUSe, burial spacag and plots, life &stale interssts and [RA
Keoghs. retirement funds ang other tax deferrad assets (Unti 3ccessad).

st be within Medloaid 'S53Urce guidslines. The resource lmits vany if

Marital Statys Living Arrangsment Resource s
Single Person NF Resident $ 2000
Marriad Couple Both NF Residents § 4000

" Maried Cotple NF resident with 8Polse - fo2 860

who 13 stjll g2 homea



L Hife thsurance palicies or buriaf reserves. heafth Insuran

‘mads o Guaity for tedicaiy It is up i you

MAE 524
(R 1/1/03)
Pane 2

' Whatis 3 Resource Assessmenty

You, vour SPCUse or someone fepresenting yoy May ask the Department for
Cc-mmunr‘f}f Baszad Setvices (DCBS) o make an assessment of Your combined
countable resayrcas You do not have fg apply for Madicaid 15 gef 3 resoipes
485233 ment Tha TeS0Urce  assessment Involves documenfing and verifyfng  afl
Ccountabla fesources ownad by vou ang YOUr spouse at the fima of the Most recent NE
admission. The assessment Compares the combinsd cotintable resources to e
clrent Medicaid fimjtg to detarmine if ¥ou meet Medisaid TES0Urce guidalings:

Cortact Dces in fhe CoUnty where ¥ou live fo Fequest 8 resoyres &3sessment Dropg
will give you ang YOUI spousa copies of the Completed A88es8rRent

What aro T'ransferred Resourcesy

If you or YOUr spouse fransfars resources, you Mdy rnot be able get Medicajd e
services, Transfarrad resources ara cash, figuid aszefs, persangl Ricperty or raal
Progerty which are vaoluntarify fransferrag, sold glven away, or othenwice disposed of
for fess than fajr markef valie, 4 ¥ou fransfar resturces in tha a Y8R period before fhe
Meadicaid Appiication month (or 5 vears for 5 trust} CES ASSUMEs that the transfer was

G prove he frapsfar WES for angther
ifoCES delermings that therz wag gz Prefibited transfer of Tesdurcas {hay Mmay

regascn
tremafar W3S mads

et Up g Penaity pering Beginning with the monlh the
What ic ncome =

incorme iz MOREY vou get from SCoia! Secunty Velsrarn g PENEIGN, Ojack LLNg bensfisg
Hartaad Retiramen; Denafits FE&MsiaN pizns revitaf PIURErty, investments OF wiageg
YGUr ingcome MUst ba within Medicaid guidelines to 92t Medicaid NF SBMVICES. We
Consider your hcome bt do not count YOour spase g Incorma  Tha iNcome limiis may

Yary depending on the numier of days vou have beerj A fhe fagility

"r“"m_: are income eligible if your INcome is at or below $1.656 o fhe NF nrivate pay rats.
d to pay part of the cost of your Care.  Patiept liability s
' onsider income, allowing a dedyction of $40 for
PErsonal needs Mmaintznancea deductions for family membars (inctuding an 4t home
onin an amount o bring the at homs spoyeas income up 1o $2,267) ang
deductﬁons for megica) expenses and haalth Nslranca premiums. Tre amount [t over

is what you Must pay to the MNE for your carg.

How ean ) applyr

You or 50Meonsg Fepresenting vouy May Maxe a Medicaid application at the DCBS office -

in the County whare you five, Bring proof of sociaf SECUrity number, fncome. rfesources,
‘ €0 and medleal bilts to the

ipplication ntarview



Fevised 252004

MAF-811 Appiicaticn Instrzctions
MAP-811
Provider Application Instructions

Zrrell—ent Block,

I applying for a Kentuzky Medicaid rurmbsr for the first tirme, chack firat block

i re-erralling 23 a Kentusky Medicaid aumber =heck second blozk znd anter your
2ight{8)] digit provider number i aumber 1.

it 2 eharge in Federal Tax identificaton numaer {FEIMN) has occured chack *hird block
IF applicant has beer excluded from Madicarefhiadica:d by Federal, State, or court
sancton plaass declars *| am eNrniling as & reinstateserd chack fourh black

Section A: Administrative Infarmation

Field #

1

Description

Fa Medicaid providar numter has aiready bean assigned to this entity
please enter  Cinerwize leave blank
Enter Lizens=/Certificate number for the Epnlicant,

2

3 Erter wps of orovider EXAMPLE: =hysician; hospial pharmasy
elz. Mark aporopriate block for arofit or ran-profit

4 Mame of individual pravider practice ar faciity enrclling- mark tha
zppropriare Hlosk.

5 Enter the naina the provder will ke doing business as. f different than
we'd 4, atherwise you may enter N/A T you are apalying for 24 ingividu s
provider number do net enter vour BTIR'OYErs NEMma iR this fialg

& Enter the tyoe of service that will bz provided EXAMPLE Acuic carg,
cizbetic supplies: e,

7 Erter the date of vour licensz or the date you wish your errollmant wih
Madicaid to be efective

3 Cnly ICFNVIR argviders will gnter the Begirming snd ending dates of ihair
provider cetficalion period; all ather providers will enter [/aA

9 Name af parson with signature sutrority

0 itle of 2erson with signaiure suthcrity

11 State individual Social Security number and date of Sidh

i Siate corporate Federal Tax |dandifcation Number

WSTE: I¥ you are an individual who has incoroorated please enter beth Fegeral Tax
Menudication Numbar and Sccial Sacurity Number

HE! Enter the rame of the person to sign for 2 sumimens in case of 2 [awsLit
iNAA T nat accepiahle)

14 Telaphone number of gerson named in numter 13

15 if you have held any Medicaid numbers in the pas thrae years list bem
nere T nod mark NAS,

i5 Fhysical address of applicant

17 Ehysica! county of zpplicast

12 Fraical city of applicant.

T Fhysical state of applicant

23 Fhysiceal zip code of apalizant

21 Physical telephanzs number of 2zolicant.

2z Contact name and number

23 Fhysical fax number of applicant.

24 Biving location tel2phons rumber

25 Maiing addrass (whers provider receves correspondznoe such as leters
rewsleters edw) i different from pAysical adgress

25 Maling city {follow instructions fram number 23).

27 Mailing state {fzllow instructions from number 23)

1
3



F=vized 252004

28
29
a0
31
22

33
34

35

KNOTE:

35
37
38
33

£9
41

42

43

NOTE.

44

453
43
47
43
44
al

Section B:
Frald &
1

2
3

MAF-81T Application Instuctions
hailing zip code (follow instructicns from number 25)
Enter E-mzil acdress of applicant, foptional)
Fay-4o-addrass (whers orovigers will rageive payiment fram Medicaid) if
difrerent from physical addrass.
Pay-to-address =ity (falow nsfrustions frorm nurmoer 20,
Fay-tz-zddress state {follow instructions Tom number 30
Pay-to-address zip code {fodow instructions o numaer a0y
if apolicable, enter your Natioral Fravider ideafification Numaar NPl
otherwise 2nter NiA
if yau are an individuzsl please list indiv.dusl Medicare aumber; if vou are
an ertity list enty Medicara aumbers. if your Medicare numasr is pending
yau must rofify Unisys at the acdrass kelow in wiiting when yau receiva
your Medicare ramber

Urisys Corporaticn

FO Box 2110

Frankfot Ky 40802-2114

You must nodfy Provider Enralimeant, in writing, what your Med.cars number
& and that you warnt 4 cross-refarercad ta your Madicaio provider number
Faiurz to 9o so wiil result in yaur claims not crossing over to Unisys for

arosessing.

Enter your Urigua Providar !0 Nurbar ctherwise ertar S8

Enier tha Dieg Enforcaman: dgency rumber (CEA )

Erter effaciive daie of the DEA

Cineck block if Clirical Lakoratory Imorovement Agreement (CLiAY is
etizched.

Lnsck this Block f copy of any and a) specialty lcenses are attached

IF apzlhying as a physcizn assstant please enter tha sLpervizing physiciar s
narme and Medicaid grovider sumber.

Ener name of the sofware vandaor (f daing own billing} ar nzme of hilling
agency if scmesne else is submitting tha claims sigctronizaly. Entar
megretic tape: 3 S-inch diskette: 5 25-nch distetia Asynzhrorous 20
Modam,; Synchronous 3780 mainframe or Aoirt of service

if individual skip to Section B, If Huspital/Mursing Fasility or I[CFMR must
compiete bed breakdewn of facility

Chemical Dependency beds are not coverad under the nospital provider
type :

IF fagility fas kad a chargs in beds with:n the last 2 vaars, indicate the
current b2d court and iha pravious bed coun: plus the gate he changs
ocurred

Enter the facilty administrator s name with telephene and fax number
Enter Assisiant Administrator's name and iglephong number

Enter Comtroller with teleshore number,

Emter Accourtant with telephore number.

Entar Figza: fear End (FYE).

Thiz item is voluntary and used for szlistics Criy

heelosure of Cwnership and Control Interest

Descripticn

List current Medicaid provider rambers

List curren! Medicars provider rumbers
M there has been a change of Federal Tax 'dentdication number piezse list
Fravious Madicaid provider numbers and effective daias for gach.
Dascribe refationship or similarilies betwsen tha provider disclosing
infarmaficn en this form ang #ems A7 throuoh 'C'

2



Revised 2:2004 ' MAP-8i1 Apnlication Instructions

U2 you plan to have & change in cwnership managamert COMmpAny or

3
ccrirelwithin e naxt year? IF 50, when?

3 Do vou articipate fiing sankrupiey? If so, when ™

7 State Federal Tax [Sentification Mumber if thare is an affiliz'ian with 2 chain

along with nama, adorass. city, stste ard zip cods,

2 List name address, SSNFEIN of 2ach persen or srganization having diret
or 'ndirect ownership or condrel interest in the disclosing entity  if owrer iy a
corporation attach sneet with oficers and board members names and socis|
security numbars (NFA i3 not acceptablay,

MNOTE- Cc nod send the list of board directors unless they own 5% ar more
lndiregt Qwnershie Inierest-rsans an owoershio interest in an etity fat has an awnzsrship

interest in the disclosing enti®y. Thisterm inciudes 21 ewrarship interast in any entity ‘kat
kas an indirect swnership imterast in the dsclosing artity

Cwnership interest- means the passession of equity in the capital ‘hz stacs orike prafils of
ine disclosing entity

Farson with an cwnersiip of cartrel interest- means = person of corparation that

+ Hasanowrership interesttataling 5% or mars 'n a disclosieg entity
Has arindirect ownesship interest 2gual to 5% ar more ‘na qisgiosing entify
Has a combinat'on of direet ang indirect ownarship interesis agual iz 3% or more
In @ discosing entity.
Crwns an intersst of 3% ormaorg inany mongage deed of irust, nete, or ather
ooligation secured by the cisgiosing entity if that interes! sguals al 'gast 5% of fie
valle of the property or asseis of the disciosing entity
Iz an officer or director of & cisciasing entity that is organizad as a corporation o
* 2 azpartosrin a disclesing srtity that is crganized as a parlnership

g List name address and SSNFEIN of 2ach person wita an oWNErsNip ar
cenirsl interest i &ry subcontraclar in wiich ke disciosing entity has direct
or indirect owrership of 3% ar mara

Subzoatracicr- mears 0 individlzl agency. or organizatisr fo wrick: & diszlosing eniity have
corirsctad or deiegate some of iis management furctens or resporsibiites of prowicling
Tedical care to ils patien's .

UR an ingividual egency or eroanization with which a f.scal zgan: has enterad inte a
contract, agreement purchase oroer. o laase ior leass of real property) fo obtain space
supgies aouinoment of services provided andzr the Medicaid egreament

10 If applicant is related to persans istad in number § cleassa lis relatianship
1 List rama of maraging company if not 2ppliceale arter N,
12 List nzmes of the disclesing entities in which parsons kave ownarsFip of

othar Madicare/Mecicaid facilities.
Giher Disclpsing Entity- means any aiher Medicaid disclesing sntity and any entity that dzes
N2t paricipate in Mecdicaid. but is required o disclose certain owrershio and contral
inTrmation becavse of participation it ary o the srograms estzblished under Tite W X411
ar ¥ of the Act This inciudas: :
= Any hospitgl, skiled rursing facility, home nealth agency, indesendent clinical
labarziony, renal disease faciily, rurad haalth chnic. or health maintenanse
organizaltion thet participstes in Medicare (Title XV
» Ay Madicare infermediany of camier,
+ Any antity (other than an individua! praciifioner or group of gractiicners) that
furrishes, or arrangas for the furnishing of, healih-related services for whick it
claims payinent under any plan or program sstablished undsr Title V or Tille X%

ar the Aot

tal



Revised 2:20:04 MAP-811 Application Instructions

B If =riity ergages with subcontraciors such as physica! tharapist,
pharmacies, etc which excecds the I2sser of £25 00 or 5% of agphcart s
operating expenssa plesse list subcsntrasters name and sdd-ess

Sanificent Business Transaction- means ary business trensaction or series of ransacions
tha:, during ary on fscal year exceed the lessar of $25 930 or 57 of &ppicant 5 aperating

2xoenge

T4 List name Sccial Sscuity Mumber aderess of any provider whe is
authorized to prescribe drugs medicine devices, or ajuipmen:

13 Lisi amyona ir rember 7 wham has b2en convicles of 3 crminal offanss

refated to tha invoivemani of such persons or eraanzaians in any praklem
estabitshed under Tiilz 12 (Medicaic) or Titiz 20 (Social Services Biock
Grants} of the Social Security Act or any crirsizal offense in this s'2'e or 2ry
cibar s'zle
s List ary agert and‘or managing erployes whe has been convicted af g

criminal offense related to any crogram estabished under Tide AT TR

AX of the Secial Sacurity Act ar 2y orming! offiense in *his stale ar gy

oibar stats .
-t the avthority to obliga'e ar act on benzlf

Agent- Masns any peczen who nas heen daiega

of a provider

nanaging Emeloves- mears a ganeral marager busingss manager, acministraior, Ciractor
A0g = Ger, GE,
sronerindividaal wha exercises operations! or managerial contral over or wha diresily or

indirectly corducts the dey-ta-day cperation of 2 instituiar arggnizetion ar agency

17 For any aurment or previous Medicaid erovider, please |stany changes in
admirigtrator, diractar of nwsing: medgical director
18 Plaese indicats where you woulg like moniss paid to you fram Madiczd
Pl

recontad to for 1052 purenses. Svample. i vou are an individusi camolating g
question plaase inout vour Sacial SECUATy Nurnber wnless pou are a sole
propneior A 54 prowider can Bill undar hisdber indivigual Arowvidier number gven if
they are Working in a group setiing _

19 Flease indicate the address you wart yoar Medicaid 1029 mailed

W3 OR a copy of vour Social Security Care COR a natanzad siatemzsn:

20
thereaf must ke attaches
Section T Tax Structure
Fiald # Description

B Check block which periains te applicants tax skustura.

if "87is markag. please complate rumber 2 with rame address

city, siate, zip code and feiezhane numaer

» If'Clis marked, piease comple'e numbar 3 name address city.
stale zip code and FEINSSN

= IF"E"is marked plzasze atizch 3 st of Oficer ard Baard
Mambers.

« F'Fismarked please attach iist of Board Members

IF 37 is marked ploase attach list of Soard Membsrs,

' F iz marked plzasa atach iat of Limitad Liatxlity members

Page 10 (Signaiurs Page)

Slgnature Elock
Sigr to ensure patient cordidentially and privacy

Provider Signatuyre:



evised 272004 MAF-811 Application Instructions
Mame: enter original signature from the director administrator individual arcuidzr ownear
or autherized personnel
Title: must ba the tile of person signing EXAMELE acminisirator; doclor etc
Data: gnter the datz the agreement was signed
Wilnessed By name of withess

Health Care Partnership Signature:
To be compiated by Managed Care resresariatve oaly

Regional Transportatian Ereker Signature:

This figld 1o be complzted by the ransponation braker, All taxi, Ambulaiory and non-
ambuiatory speciaity carmiers and bus-co-op must havs this fald camgaleted, 1ffiedis
incomplete the applicztion will b & rejected for paticipation with the Keniccky Madicaid

aragram

Department for Medicaid Services Signature;
To be compigted by Departmant for Medicaid Service represeriative oniy

wh



MAT 311 Aeviscd 35704 Fiff out aif {oplicable Sections Weie Mot Apolicable {NAA) whers appraprigie, Plaase print or fvpe

M : | COMMONWEALTH OF KENTUCKY
fam Enrolling asa: DEFARTMENT FOR MEDICAID SERVICES

| O mew frovder Andirt

| KENTUCKY HEALTH CARE PARTNERSH(P

| G Ac-zpclcar

[ e sowsszmsn | b SVIDER APPLICATION

|_E;‘ Fz-mztale Tanl

SECTION A: ADMINISTRATIVE INFORMATION

2. Lienae!Certification & -

1.

Current Meadicaid Frovider Nusmber

CIRNTS rill 2osbznocaz Twac et Carretppre o) 3. Type of Frovider _ OF -7-art Ove F-rr

1+ ) . 3. ]
Frovider Name -0R- Entity Nane Enraliing Doing Business As (DBAY (Surer re v or ofeg knoos o)

O Applyirg ar Tdivid . al U Appleing asEatin/G o

f
Txpe ol Service

Date Provider Requests Effective Enrollment

8 ICEAIRDD Only:

if the named Frovider in this apreement ic an ICEAIRDD this agrzement st all begin on , 20 B
with conditional termination on . 20 o unless tF ¢ facility is re-certified in acco-dance with

applizable regulations and policies

9 . n i N y _
Marme of L1dividual «ith Signature Anthariny Title of Individusl with Signature Anthority
Moo SSv LN T SE I L0 L) and OB |_3(_y (i ] N |
Mo Day ¥r

12 FEIN (if applicabley |_J1 T |1 1)L 30 30 L]

14.{ )
Telephone # of Asent of Serice Ext &

I3

Igent of Service in Case of Sumnmons (A not 2cceptable )

FE List any Medicaid growg wumbers vou have held in the prast thres years,
S N A A R O T I, A (L N S N

State primary phvsical business location in 16 thrgush 20, [f you have more (Yan one physical lacation artach @ Lopy of temy

16-26. listing s dditional 1oeq tions,

I i,
Address County

I8 _ . _ . 1mr I ] 2. -
City Stats (-1 Zip

e ] 12 L
Telephone # Ext Contact Name

23.( ) . = N S . _ —

Billing Lacation Telophone # Ext.

Fax &



AP BT Revised 0002 FR out aff Anolicable Secrigns, Wity Mat Appdicable (%) where agpropriate. Firase print or fope

State MATLING Addipss! f Az i rom phvsical adidfressiin ttems 25 - 28

25 _ 26 o L
Addrass City
5 N B -1}
Statz Fip

29 Email Address (opTional) . Mote: “vour emali address will not ke given to any
owside sarly for avy reason. DS may use providar epail add 2sses 40 send provider letess noticos

State Fax-TO dddress (i diffzrens from phticof aggrest for iterns 30 .33

3. _ _ _ 31,
Address ity
A | I ¥ - 4.
State Zin MEL [Matiowsl Provider Fdeatifivg )
33. Please list all Medicare F i'-:']'-: iler Numbers. (dtfach extra sheet H necessars )
{a) . (b} : ) £l
i 37 38,
LEIN & DEa # DA # Effective Dat:

40, Attack a copy of specialty certification.

37 Attacha copy of CLIA
Fhgne atiachzd o copy

O [ have artsckesd 5 ooop
4l IFyou are applying asa Thysician Assistant please indicats sipervisi g Physician name & provider nomber

L Frovides Wecber _

Name_

42 Tfwou wish to RILE ELECTRONIC 4L LY:

Software Vendor andior Rilling aganey Madia
fucilitfer anly complete 43 thraugh 49
43 Bed Brezkdown
L1 ] Acute L] e L0 ] Sumgical iCU L3 Busn JCU
(L[ Ten (00T Noumsery (UL Neonatai 2CU L0 cou
P peyeh Hosp. ([ 3L PRTF

[0 1L 1 Hosp Swing [T ][] Renab Rose
L0 J0_JICEMRDD [0 30 ] wentilster Urit [0 Srain lajury Usis

L0 30 _) NeMedicais [ 511} WF (Medicaredd fxdicaid)

I 0] Srker fzpeeif -
M your 52d capacity has incrozsed by 103 OR by 10 beds, whicheve- is greater withicihe lastean (20 years. | pive coreent

bed and prier bed counls and the date change ocourrasd:

Ll L] LI 1)

Crrreat Bud Count Priar Bed Cocal Lrate of Change




MAF LT Beviesd 0204 FH s ol Asglicable 5ecifons Write Nor Anplicable (NGA) viers apprgoats  Flease print or g,

45 . N SR B —_—
Adminisirator Fhzine Nemher Bxt.
i ) - —
Fax &
a4, . _ S ; —
Assistant ad ministrator Fhone Mumber Euxt
47 { ) ]
Phone Mumber Fur

(.jonlrc-[.leé

48. : N o _}

Accountant or CFA Phone Mumbar . Ext
4%, Fiscal Year Ends Date (FYE)
30 For statistical purposes oaly. Mol required.
Rarce: - Sex(citele omey: M F

The Frogram (nisgriny Division in the Departmens for Mediczid Services averses ths Losk-Ir frogram. Lock-In locks' a recinient

io ¢ne provider and ore pharmecy for ons year 2t 2 lime, iTthers s roasan 1o believa that arecipizrl js over-uhilizing services. ITynL

would Like additional infirmalion pleass szl 13023 364-1012

—_——

a



M EDT Rmvised 0404 Filt put ulf Apriicable Soctions Welie Mot Applicabls () whers appreopriaie Plegss porine o8 npe

SECTION B: DISCLOSURE OF OWNNERSHIP AND CONTROL INT EREST

ITEMS -2 BELOW ARE REQUIRED BY FEDERAL AND STATE LAW AND REGULATION (42 CFR 455104
ANDY KRS CHAPTER 205 AS AMENDFED). YOU WILL RECEIVE TRIS SECTION ANNUALLY TO UPDATE

AND RETURN TO DMS.

Mole §uzpage § fordefisitic o5 ouordizg 38 CFR 455 100 and 635 104 and KRS Chagpte: 205 s amende] sTinds 1704 s 2 Saizn B
L Vistal cerent Medicaid arovider numbers I S O O 1 | (| A A | 1 P { A

2 Listall curreat Medizare provider oumbers. Lol Je g0 P

3. ibthere has been s change in ownasskin chanpe af lax T nemker (FEIW), or change in Kertucky Frovider Nambeor for o
zrevioasly enrolled Kentucky Medicald] praviier glezse staie previous provide aumber(s} aad thzic effective dateis)

Y| P A 1 [ N P N | S B (I3 [ [Li]

ZFrovious pudicaid F o ¥ Mo, Diay ¥r Ma, Y e

(N ) | Y I N 1 N A Y O D AT o) L I
Previgus Modicaid Frov # ko, Day ¥ B, i b

4. liyoucompleted £3 duscribe the sefatioaship betwesn the provider d'szlosing infrrmation on this form, 2nd the fallawing. (a)
provieus Medlezid owner (b) corporate doards of disclesing pravider and previcus Medicald cwner i & board members and
SWRELSHID oT contrq! intercs: (o) <disenrsliment circumstances  Afnch eqteg page i neceasary

5 i wou antic!pate aav chanps af ownership maragemant company or contzal within the wedr state galicicated dee of

vange and nalure of the changs. Dale: o - Clange: ~

f. 1 yeu anticipate Jling for oankn sty within the ¥ear sinte antioipaed date of Blng

T, Iiehis facitiy 's 2 sudsidiany of a parent corparsiion stale corzoratz TETN &, N
(0% . . - . . —_
Box or Address. ) ] . . —
Cin . _ _ _ . —

Stete M | Zim -
B Litname date of Sirth, SSMWTEING, and address of sach Persea er organization that swns 33 or noce direcr or indjrest

cwngrshiz or controlling iierest in the apziicant orovider. If pwned by a corporation, please st na:mes znd sacial SECLrly

ramocrs of Qfficers and Board Mempers of that corporation. (Artach oxirg pags if necessary 1 (MN/A not accepiahle |

} Check hiere if no one has 5% or more direst or indirect ownership . and skig to jtem 29,
— [

MNAME (3); DG,
Gox or Agdmss 95N

-andior-

FEIM:

Cily -

Siate.] I 1 £ip -




-

Wrie Nof Appficable (A) where gepropriaie  Pleare progt ar fvpe

MAT 81 Revized 3404 Fill nwr glf Aoplicable Seciions
NAME [b); DOE:
Box or Address ) 5N
-andior-
Ciry: N o ALY
Srate] M} Zig . " —

9. Listnire, addross. $5W# FEINA of esch person with an ownership or saptre] interest in any sahcoauecio: in which the [rowidor

zpplicant has dirset o indircet ow izrskip of 3% or mole. A%Tach oxtra page i neoessany.

NAME (a%; 35N
-1ndior-

Box or acdrass; ) FZIN-

City.

Srate| T _1Zp -

NAME (b 35N,
-dndfor-

Rox or Address . _ . FEIN.

i

Srate IN [ Zin -

0. IFany individuals listed ic itom 78 (above) are relatod 1o 2323 other as 5 cuse, marent ciild ar sibling (inzluding step ar adoztine
¥ P : 3 g Fiep

relasinaships) orowide e lollowing informetion: [Actech exira page if qucossary )
ps, 2 Fag ]

Mamg . i o Mame._ - . -
Ezlztienshio; Relatianship -,
L SSN

-and/ne- -andior-

FETM, . o FEIN:- . - .

11 If this Reiliny empisys a management COMPAny. preaie pron ide following informaticn:

Mamsz -

Box or Adilress - -
City- . . -

Slzie] Y T Zipr —

2. Listihe names of any othor disclosing entiny i1 wirich persan(s) sted on this update oweership of othes Mdedicaresh fadicaid

fazilities

Frovidar &

?¢.1M [ EF

Bow er Address:

City -
Sute | I ] Ziz -

N



o WAF 81T Reviced D400 Fil ont afl Applicafle Secifong, Hrife Nor Applicable (N4) wivers qopraprinte  Please pript or nipe,

MNanil iln; Frowider &
Hay or Addrese ) ..
City. .
swe_ 1L ] Zip .

L3 Lis the names =nd addresses of 2l othor Kerusky Medizaid providess with which veur health service andior fazility 21gzgas in
a signifizant business ransacion andior 2 series of transactions fhar during anw oag {15 Tszai year excasd the lesser of 525 099 or
3k olyour total ooerating expense (Anach sxis rags |f necessam 3
{\'AME [a%:
Bz or Addrass:
ity
st 0T Zipo -
NAME ihj.
Bax or Address;
Citye
Sletel[ I 1 Zip -

14 Listlhz name, S5 and afdrasr of am immedials femily mzmber who is acthorizod undar RKentacky Law or any other siates

prifessional beards to presarive dregs, medicice medical dovices or medieal BDU pMENt [ aceoriance with XK 205 §477

Credential (M D ere )

wAME )

Sox or Addrass - GO3a.

Coaty: S8

drae [ 1 | Zis - —_

MAME D Crodeorini (M D oeie ¥

Sox or 4ddress, e DOE. -
City. _ ) L S5, .

Btaref )L T Zip T



e

MeaF 811 Aavised 04204 Fitd oat alt Applicabie Seciions Write Not dpsficable (34 }whire anproprinte, Please print oF oz,

List i rame of any individuals cr arganizations having dicest ar indirect cownesskip or conteolling inlerezt of 5% o1 mzre whao

13
Aavs besn convicted of a criminal elfense related 1o the involvement of such DCIE005, OF Organizations in any pragrar
zstablished under Tite X1l (Medicare), or Title KIX (Mediceidd, or Tite XX {Social Services Block Grants) of lae Socia)
Sezurity Acr ot any mrimicel offerss ia 2his siate or any other stals sinee the inzeption cf these prozrams  (Alach cxbe zags il
MECSsgzry )

MariE fa) BARE )

6. Lisl the name af any agent andios mnaging emplayes of the disclosing 2ty who has beer coqvizied of 2 crimina’ offenee
relzted o the invelvament in any arogren established under Title XYIIT, P, or XX, o0 XX ef lze Social Sezunity Act 2rany
criminz! offense I this staie or any cther state {Attach extra page if recessany 1

M2ME 8} MahiE By

17, Forezny previcusly enrolled Medizajd coon ider plzase list any change in:
doministator - o Director ol Hursing {120
edizal Diresior .

18, DMS will report all moenies p2id 1o you 2o the IR3  Please indicate whick number ¥ou use for tax reposiing.

Bepor DMS saymemiz tomy FEIN [ 22 0 0 1 1L L L3

Foper DMS sayments oy 55N [ 0 10 10 3L W )i n 1
1% “Where do you wert your Medicaid 169% (znnczl sarnings farme) mailes;

Iaarg

Soxor Address: _ _

ity S

Sraie [ i 2. -

i ¢ i 21, Certact Pe-zon —
Telephoie# Ext.

22 1fwow zre a Keatueky Medicaid Graup (mors than one professiona? of the same pravider type) alease arzch a listing of all
professionels currently smployed in your group  Includa e orosider name, begin dalz witl the grovy and ke individuals
Keatucky Meadiczid arovider number

23 Please atizeh a copy of your YWe9 form, “Reguest for Taxpaver [Sentfication Number and Cerificalizn OF a copy of your

aocial Security Card OR 2 notarized stateraznl thereof,



MEAF 8] Revised 04004 Fill gur all Applicable Seciians, Write Not Apelicable MVASE where appropriate. Please pring or foge.

125104 Icfinitions:

S bdeeazteh g ke resl ez g gn oz hopinterest 10 S2lity th 2L R3S 10
‘nlergsl i eny eniiy that ki &n ipdnect oengrszamerss i ke disclogirg ot

2 Diaar Disclogna Trhipe Means ury olher MeTicaic 2in
GUTErsIp ard cenbral jifimabicn berase of pe

) Ay nospitzl, skilled nare g Raility, 3o Fealih agercy iydspenion; 2l

argsization had periciprres in ke sdizane (e RV

oAy Medegrs iniermediacy or zzner, &nd

¥oAay endige foirer than an ind-widal mpcntionz” & g pup of feclinn-ns)

Eselth-re e semvice g for wkich it claimz prymenl usger asy plaz or prog

L

8] Hagan wnzrship iceres! tozheg § pseseaar ars in diszl0sing snhty;
t) Hasanindir

!

1
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SECTION C: TAX STRUCTURE

1. prosider Tax Structers of Applicant: Please chezk oy one f1)

(A) Iadividual {applving for an indivigual ourie ]

§8) 3ule Froprisler {applying %or an indivicual Aumber)

(£ Partnership {whather anohving for arn individuzl or oLy aumbel )
112} Estate/Trust

[E) Corporation

F1 Fublic Service Corperaticn

(T CovernmentNen-Profic

{F Lirmized Liailin Company

Dooagooo

L Ifiex stroziure is (B) Solc Frap-iztor give vame 422 {{applicabie) address avd rwlephoss number =f awner-

bams (and d ba. if apalicablze)

address ' ’ ) City
L I _ . { J _ . ) .
Stete 242y Fip . Telonhome & Exr

& ifrsiuaters i C Pa<inesship list same address, and the social seELity numbers of partros.

Mzma Addrens 35N

4. Frax struztare is (E) Corporation, sleass attach = I'st 28 Offizers and Board wembers names oriist Below,

O 7 hmez atinched 2 8

3. If:ax strocture is (F) Faklic Servics Corporation pleass acach 2 list of Board Me ok s’ names or list peloa

O kave aniaekegd g i

Iftex struciure is (3} GovernmantNon-F -ofic. plcese ettach g list of Board Mambers names or list halow
O fhave siecked a i

Mf1ax strocture is () Limited Lizhilicy please zttz=3 a list of the TEmhers
L Shoee aeched g b
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WHOEVER KNOWINGLY OR WILLFULLY MAKES, OR CAUSES TO BE MADE, A FALSE STATEMENT OR
EEFRESENTATION OF THIS STATEMENT SHAT L BE SUBJECT TO FROSECUTION UNDER APFLICABLE
FEDERAL ORSTATE LAWS. {42050 1320A4-78, CRIMINAL FENALTIES FOR ACTS INVOLVING FEDERAL
HEALTH CARE PROGRAMS 1S FRINTED ON FAGE 13) FAILURE TO FULLY AND ACCURATELY [MSCLOSE THE
INFORMATION REQUESTED SHALL RESULTIN A DENJAL OF A REQLEST TO PARTICIAPTE I OR
TERMINATION OF THE CURRENT AGREEMENT WEIT'H THE STATE ACENCY A% REQUIRED BY 42 CFI2 453,104

AND KRECHATTER 205 AS AMENDED.

Provider Autharized Signature: 1 cer tify, under penaliy of iaw, that the i+ formation given in fhis farm is correct and comnplete
ty the best of ray knewledge, [ am aware that, should investigation at any time show any falsification, T will be considered for
suspension from the Frogram andfor for prosecution for Medicaid fraud ! cerlify that T basve read and understand the
*Medicaid Ruies, Regulation, Folicy and 47USC 1320a-7h" {pp. 11-13) to the best of my ability. ayree to alide by the
Medicaid Program [erms and conditions sted in this decument, and 1 hold a liceose'certification to pravide service
tarresponding to the information abave aud for which this agreement applies. I hereby authovize the Cabinet for Health
Services, lhe Keaticky Health Care Partnership to make all necessary verification concerning me andior wmy medical
practiceacility, and further zothorize each edocational institeee, mediezllicense board or organieation to provide all
inforenation that may be needed in connection with my apgplicatien for paticipatisn in the Kenlecky Medizaid Trogram.

If vou keep medical records on an elecironic database, you must certify by signature that clectronic

| records are confidential and patient privacy is protected (KRS 2035100,

| Yrovider Signature:
| L

L

Dare. ] ) .

Provider Signature: Bealth Care Farteorship Sigazture:

wmame:

Meme.

vitle = ] N

Tt
RIS

Witzezsad By _ . R

Regional Transportation Broker Signatute: Department for Medicaid Services Signature:

Erolo Meamne Mame
roker Sigranwe. . Title. .
Diate: .

Aporoval Date __

PLEASE MAKE A COPY OF COMPLETED PAGES FOR YOUR RECORDS. YOU WILL RECEIVE
A DMS-3IGNED COPY OF THIS PAGE ALONG WITH NOTIEICATION OF YOUR KENTUCKY -

MEDICAID PROVIDER NUMBER.
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MEDICAID RULES, REGUL ATION, POLICY AND 42USC 1320a-7
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areiy,

(Rev. {1/00)

COMMONWEALTH OF KENTUCKY
CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES
FROVIDER AGREEMENT ADDENDUM I

FACILITY NAME: _
-_

—_—

FACILITY ADDRESS:

PROVIDER NUMBER: |
o .

Earticination fequiremert: Each nursing f
J4TEES 1o comply with the Qre—admfssioni35511i.1g andg
gnnual residant .rew‘ew_reguirengisgeciﬁed in Seciicn

1519 of ihe Socia) SeCyrify Acl, effectiva wilk redard
R to admissions and resjdent stayvs QCCUrTing on or after
L Lanuany 1 1889

zeifify

PROVIDER CABINET FOR HUMAN RESOURGCES
DEPARTMERKT FOR MEDCAID SERVICES
By, L . 8v';
Stgnature of Authaorizod CHfigial Sigrature of Authorized Cfficial
Ma mer___________ . Name:_________
Title Title:
—_— _— _
- Date: Date:
——__,___—_,__,___ —_—



MAP-TIO
(Rav 290y

COMMONWEALTH OF KENTUCKY
CABINET FOR HEALTH SERVICES
DEPARTMENT FOR MEDICAID SERVICES
PROVIDER AGREEMENT ADDENDUM I
FOR
LONG TERM FACILITIES
(NF, ICE/MR/DD OR MENTAL HOSFIT AL)
HOME- AND COMMUNITY-BASED WAIVER SERVICES
PROVIDERS FOR:
(FCB, SCL, MODEL WAIVER i1,
ACQUIRED BRAIN INJURY ETC)

ACENCYFACILITY NAME; (1) B

ADDRESS 12 . _ —_—

FROVIDER HITBEL: _ &3] -

FPARTICTPATION REQUIREMENT

A5 a3 result of the Madicars Catasiroghic Coveraze Act of VIBE, maci facilin
agzncy praviding long ferm care secvices SETees to zdvise &l new admissigns of
PEIURCE arzesimants 19 2535l with finanoizl planning performed &y the
Depanment for Community Based Serv] o5 througn a contracsual imangement
with the Department for Madieaid Services. This requirement is 2 Condition of
Participation in the Kentucky Medicaid Program in accordarce with 907 K AR
U672 and is sffective with qe w admissions o7 2ad afier Soplember 30, 1985

CAZIMET FOR FEALTY $ERYVICES

FROVIBER '
SEVARTMENT FOR MEDIC A7) SER VICES
Ay (EI-J a7 [E-_‘:l_'_
SHOH AT REDE AUTROIED OFFITIAL FLEATUEE SF AUTYOKITZ0 SFEICIAL
MAME: (51 . MAME: (3
TTLE (6) TITLE: (19
£
D4 TE: (7} DaTs. Y



CABINET FOR HEALTH SERVICES
CONMMONWEALTH OF KENTUCKY
FRAMKFCORT, 4E‘521—C'DCI:!

CEFARTMENT FOR MEDICAID SERVICES
An Equal Copertunity Emoloyer MIF/D”

(Date)
MEMORANDUM

TO. Local Cffice

Depariment far Commurity Based Services

Cabiret for Fzmilies R Children
FROM, L Frovider £ _

(Faclilyftaiver Ageacy)
SUBCECT :
fitecimer? Mamea) vSecial Becurityhed:caid Nurmter]
fE’r—:vi-ﬂus Adoross)
iRaziarzigie Ralzve 5 Mams 6 Addrags) T
_[\ This i 12 rotify vou that the abave-referenged recipient
L__| wizs admited o this faciltyiwaiver agency
{0ae]
is in Title _Payment S3tatus and was placsd in a
[ENCI] ar 21X
[] NF ted L] 1cemrioD bad L1 mH bed [ ] EPSDT Bed

[0 Homea § Community Based Waiver Service [ ] SCL waiver Szrvice andior
PE—|

was discharged frem this facilityfwaiver agancy on

L]

Dats)

anc weni o

fHome AddressiMame & Address of Mow FacltyWaiver Aganoy)

and/ar expired an
[Crete)
was re-instated to Home & Cammunity 3ased or S3CL waiver senvicas within 50 taye of tha

—

M~ =dmissicn

[Catz Re-instalad)

For Home & Communily Sased waiver Clients only — last daiz service was provided

fDzte)

. : [Zignstare)
MAF-25 (R v G260



MAP-552 - NOTICE CF AVAILABLE INCOME FOR LONG TERM CARE

AP SE
e { Yiog)
Ly

)

COMMONWEALTH OF KENTUCK Y

(-ABINET FOR HEALTH AND FAMILY SERVICES

DESARTMENT FOR S8QCIAL TNSURANCE

NOTICE OF AVAILABILITY OF ING
A0 NUMEBER:

PROGRAM:

CIENT'S ITAME.

COME FOR LONG TERM CAREAVAIVER AGENCY/HOSPICE

{ Y CORRECTION
[ ] NITIAL
{ } CHANGE

DATE OF BIRTH. .

PROVIDER NUMBER;

ADMISSIONDATZ
LEVEL OF CARE

FAMILY STATUS, SPOUSE STATUS:
INCOME COMEUTATION-
UNEARNED INCOME SOURCE AMOUNT
R30i i
53 i
RR s
v i
STATE SUFELEMENTATION i
OTHER i
SUB-TOTAL UNEASNED INC i
CASESTATUS
\RAED INCOAME AMOUNT ACTIVE CaSE
" WAGES s IFACTIVE OFF M4 DATE
EARNED INC GEDUCTION s F DI3C GFF M4 DATE, )
SUS-TOTAL EARNED INC. s
TOTAL INCOME s NGTIE FORBM L
NOTIF FORMDATS
DEDLUCTIONS AMOUNT
FERSONAL NEEDS aLLOWANGE s EFF DATECF CORR_
'NCREASED Fii4 5 ) ENDTNG DATE OF CORR: .
SEOUSEFAMILY MAINT i
e T FRIVATE EAY FATIENY
HEALTH INS i FROM:__ TERU_
y

INCLIRRED MEDICAL EXPENSES
' TOTAL DEOUCTICGNS
VA AID AND ATTEMDANGE
THIRD FARTY BAYMENTS
AVAILABLE INCOME
L AILABLE mcomE mounpED)
ILABLE MONTHLY iNCOME

ZEKER CGDE

___ DISCRARGEDATE:

. DEATHDATE .
_ LICINZILIGIELE DATE: _ .

s

5_

5.

5

s

3 EFFECTIVE DATE:

CASELOAD CODE.

UFDATE DATE:

Febhrmiaer 277 7004 sTURAD T3 e o



Keniucky Medicaid

(_} MAF 350 {Rav. 1-2000) Hage 1

TR
S

[l HOME AND COMMUNITY BASED

LONG TERM CARE FACILITIES AND HOME AND COMMUNITY BASED PROGRAM
CERTIFICATION FORM

ESTATE RECOVERY

Fursvarnt to the Omnibus Budget Reconcifation Act {OBRA)
from an individial's estate the amount of Me
pericd of instiiutonalization or during a period when an individu
Seryices as ap al'ermative to institutionalization,

[ compitance with Section 1917 (b)
racility fong term care services (NF, NE/BE, ICFMRIDD)

are an zifernative to jong term care faci
serdoos

Recovery wil only be made from an ests
or children of any ige who are 5lind or disabled

[ certily that I have read and understand the aboye informaiicn

Sionsmre

DISABLED,
DISABILITIES, MODEL WAIVER 1. BRAIN INJURY WAIER

artative tave bzen informed of the HCBS waher foor
to NF olacement

A HCBS - This is o cerdify that I/lagat rapresant
tha aged and disablad. Consideration for the FCBS program as an siterrative

is requasted __liz nct requestad .

signatura Dais

B. This s to certify that tlegal representative have haan inf
watver program for people with mental retardat
the waiver program as an alternative to ICFMMR/DD 5 requested

Signature Date

C MODEL WANER If - This is to certify that Megal represe
Waiver IF programn.  Considzration far the Model Yai
placement is requestad ___:isnot requestag

Signature Daie

of 1993 stales are required to recover
dicaid benefits pald on the individual's behalf during a
3l is receiving community based

of the Social Secwurity Act. estate recovery will 2pply to nureing
home and community based services that
lity services and related naspital snd prescription drug

te if thers is no surviving spouze or children under age 21

_ WAIVER SERVICES FOR THE AGED AND
PEOPLE WITH MENTAL RETARDATION OR DEVELOPMENTAL

armed of the heme and community based
iond developmental disabilities.  Conzideration far
s not reguested

ifative tave teen informed of the Model
var Il program as an zlizmative to WNF



MAP 350 [Hev 1.2000) Fage 2 Kentucky dMadicaid

E}_(a—u.

——

N 3 B BRAININJURY {Bf) WAIVER - This Is to cerify that legal renresentative have been informed of
e Bl Waiver Program. Consideration for the B Waiver Frogram 3s an alterriative to NE or

NF/B) pizcement is raquestad s nctrequested

SFghature

Il FREEDOM OF CHOICE OF PROVIDER

P uncerstand that undar the waiver brograms | may request services from any Medicaid orovider

]
qualifizd ‘o provide ine service and that a listing of currentiy envolled Madicaid provicers may ba

obiained from Mediczid Serdices

Signaturg

V. RESQURCE ASSESSMENT CERTIFICATION

| representative bave besn informed of the avalability, wiinoct cost of

Thiz is to cerify that lfzgs
ded Dy the Department for Community

(E50UMCE ASS295MENis 10 23sist with financial Faaning provi

‘ ' Baszac Sarvicasg
Sigrature Diaie
V. RECIPIENT INFORMATION
Medicaid Recipient s Name. . -
Addrass of Recipient
Fhane
Medicaid Mumbear .

Responzible Party/Legal Representative:

P.C.'d;'es_s:

Phonrg

Signature and Title of Ferson Assisting with Camplaiion of Form:

-

L

AgencyiFacility-
Address:




MAP-573 (REV. 12/95} MANL TOn UNIE'YFS
PO Box 2103

Franidon Ky a0BI2-2403%

KENTUCKY MEDICAID PROGRAM REQUEST FORM
FOR DRUGS PRIOR-AUTHORIZED FOR NURSING FACILITY RESIBENTS

HAID Wumber Fecipient Name

Facility Name . Facility Address

Facility Provider Number

Admizsion Date Effective Date .

This certifies that the above recipient is {is axpectzd 0 balin Kentucky Medicaid vendor cayitient siates
in a Meticaid certified nursing faciliy. Pricr acthorizaiion is requasted for the acdilicnal drugs that can ba
prtar suthorized as & group

Authorized Representalive of Fagility . -—

This certifies my reouest that the zhcve named resident be autherized to receive drugs pricr
aLthorized for aursing facility resizznis

Mame of FPhysician Licznze Mummbsr

Signature of Fhiysician _ _ Daie __

The fazility completes the farm and ohiains the sineture of the physician retaing cne (1) copy in the
resident’s records and provides he prarmacy with the remaining two (2} copies The Fharmzoy sends
the criginal copy o Unisys. Alter processing Lnizvs will netify the Pharmacy by leter

Fharr : cy Mame Fharmacy Frovider Mu -k :f _{

Pharmacy Address

City!SiatelZip

THIS FORM MUST BE COMPLETED FOR EACH ADMISSION

CAUTION. THE ABOVE RESIDENT MUST BE KENTUGCKY MEDICAID ELIGIELE ON
THE DATE OF SERVICE VERIFY BY CHECKING THE RESIDENT 3
MEDICAID CARD. THIS PRIOR AUTHORIZATION COES NOT
GUARANTEE PAYMENT

Mailc zm use | MAF-E82 Co-tiuing 1- - sre Infagriztiz e nat o- 9z

‘ Date:

| — o




-I_("-l-"\-\.

MAP-409

COMMONWEAL TH OF KENTUCKY
DEPARTMENT FOR MEMCAID SERVICES
PRE-ADMISSIOM SCREENING AND RESIDENMT REVIEW (PASER)
NURSING FACILITY IDENTIFICATION BCREEN (LEVEL D

Apodicant Name — Last First Social Security Number Datz of Birth
Applicant's Addrass City State Zip Code
IR An individual is considered fo nave mental tilness (Mi} if ne/she meets all of the following

requirements regarding diagnosis: levsd of impairment and duration of illngss.

A DIAGNOSIS:

The individual has a mazjor mental disorder fas defined in the Diagnostic and
Statistical Manual of Mental Disorders. 3™ Edition (DMS—UN] which includes: a
schizophrenic. mood  parancid panic. or other severg anxisty discrder;
somaioiorm disorger; other psychotic disarders; or anothar mentai disordar that
may lead to a chronic disabifity. This does not include a primary diagnosis of
dementia, including Alzheimers’ disease or a related disoraer, or a non-primary
diagnosis is a major mental disorder as defined above. Yos NG

B. LEVEL OF IMPAIFMENT:

The mental disorder resufted in functionat imitations in maior life activities within
the past ihree (3) 1o six {6) months that would be appropriate for the individuat's
aevelopmental stage. An individual typically has at least one {1} of the following
characterisiics on a continuing ot intermittent basis {check the appropriale
Loxesh

] 4. interpersonal functioning. The individual has serious difficulty
interacting apprepriately and communicating effectively with ofher individuals
has a possible history of altercations, evictions, firing fear of strangers
avoidance of interpersonal relationships. and social isofation,

[] 2. Concentration, persisience, and pace. The individual has sonous
difficulty in susiaining focused atterdion for a long enough penod to permit the
compiation of tasks commandy found in work settings or in work-like structured
activities  oocurring in school or home seltings  manifests  difficuites in
concentration, inability to complete simple tasks with an established time period
makas freguent errors  oF requires assisiances in the completion of these tasks:

L] 3. Adaptaiion te change. The individual has serious difficulty in adapting
to typical changes in circumstances associated with work, school, family, or
social interaciion, manifests  agitation, exaceibated signs and symiploms
associafed with the illness, or withdrawal from the silualion, of reguiies
intervention by the mentat health or judicial system.



RECENT TREATMENT:

The freadment history indicates that the individual has experienéed =t least one of
the following {check fhe appropriste box{asin

T ] 1. Psychiatric weatment more intensive than outpatient psychiatiic care
maorg than once in the past iwo (2) vears {e.0. pariiat hospitafization or inpatient
hospitatizston); or

HName of inpatient fagility, partial pregram, or other mental haalih ireatiment

L] 2. Within the last two (2} years. due to the mantal disoidar, experienced an
apisode of significant disruption to the nommal living situation, for which
supportive services were required to maintain funciicning at home. or in &
residential reatment environment or which resulted in intervention by housing.
of law enforcament officials.

Does the applicant meet alt of the reguirements of having & manial dingss listed
in Section | A-C? ___ Yes No

Mantal Retardation and Related Conditions

An individual is constdered to have mantal retardation if ha/she has a level of retardation
{mild, moderate, severe, or grofound) as deseribed in the American Association of
WMerial Retardation Manual on Classification in Mental Refardafion {1883)

A,

The individual has significantly sub-averags general inteilectual functioning {L.Q.
of approximately V0 or below) resuiting in. or associgted with, concurrent
impatments in adapiive behavior and manifested during the deveiopment period
pefore theage of 18, Yes No

|5 there 2 history of menial retargation or developmental disabifity in the identified
ast? Yoo Mo

ts there any presenting evidence (Cognitive or behavior functions) that may
indicate the person has mental retardation o a davelopmental disability?
N - - _ WMo

Please List:

Has the person besn refermed by an agency that serves persons with mental
retardation or developmental disabiliies and Deen desemed sligible for that
agency sarvices? Yes Mo

Pleass List Agency:




:I,"""‘ .

il

E, “Persons with related conditions means individuals who have a severe. chronic
digability that meats all of the fcllowing conditions:

o0 ltis atfribotable 1o

a. Cerebral patsy or enilepsy; of

b Any other condifion. other than merdal iliness, found to be closely
related to mental retardation because this condifion resuits in
impairment of generai intellectual functioning or adaptive behavior
simtilar o that of persons with mental retardation, and requires
treaiment or services similar to those reguired for those persons.

2. itis manifested before the person reaches age 22,

3. Itisiikely to contfnue indsefinitaly

4 It resuits in substantial funciional imitations in thiee (3) or more of the

folicwirg:
a Seif carg:
Linderstanding and the use of languags;
ol Leaming:
d. bobifity;
. Self-direction; or
f. Capacity for independant living.

Examples of diagnoses that may indicate that ihe individual has a related
conditian if alt of the above criteria are met include:

Autism, Blind/Sevaete Visual Impairment, Cerebral Palsy, Cystic Fibrosis,
DeaffSevere Hearing Impaivment, Head injury, Epllepsy/Seizure Disorder,
Multiple Sclerosis, Spina Bifida Muscular Dystrophy, Orthopsdic Impaimment.
Speech lmpairment Spinal Cord Injury or Deafnsss/Bindness.

Coes this applicant meet all of the conditions in Section E? Yes _ Ne

It responses o the applicable Saction | and/or Section i were answered Yes', do not
admit the applicant to the nursing facility. The nursing faclity sta# shalt refer the
applicant to the Community Mental Health Center for a Level il PASRR. The Lave! ||
PASRR determination shall be completed prior to the nursing facility admitiing the
appticant.

iIF RESPONSES TO THE APPLICABLE SECTION | AND/OR SECTION i WERE
ANSWERED *NO' AND THERE 15 NO FURTHER EVIDENCE TO INDICATE THE
POSSIBILITY OF MENTAL ILENESS, MENTAL RETARDATION, OR OTHER
RELATED CONDITION, THE NURSING FACILITY MUST DECIDE WHETHER OR
NOT TOQ ADMIT THE APPLICANT. ADMSSICON TO THE FACILITY DOES NTO
CONSTITUTE APPROVAL FOR TITLE XIX LEVEL OF CARE.



T

.

foes the applicant meet the Criterfa for Exceptiona!l Admission o a Nursing
Facility withewt a Leve! {] PASER. The applicant may be admitied if one of the
foilowing conditions exists {PLEASE NOTE TiHRE LIMITS):

A

0

Perscon {s An Exeineled Hosnital Discharoe

Althouah identfied as an individuatl with mental Hiness. mental retardation, or
other related conditicn. an applicant who is not dangerous 10 seli andfor cthers
may be diractly admiited for nursing facility services from an acute care hospitai
for a period up to thirty {30) davs without a Level || PASRE if such admissian
is based on a wiitten medicalty prescribed period of recovery for the conditicns
raquiring hospitalization. An Exempted Hospital Discharge Phiysician Cettification
form shall be complsted and in the resident’s clinical record at the nursing facility
. Yeg Mo

Person Bequires Bespite Cave

Although identified as an individuat with mental Hliness. mental retardation, or
ciher related condition, an applicant who is not dangerous to salf or othais may
ne admidad for Bespite Care for a peried up o fourteen {14) days without 2
{oved II PASRER, A Provisional Admission Form shall be completed and in the
resident's ciiniczl 1ecord at the nursing facility. ___ Yes ____No

Person Has A Diagnosis of Dalivium

Although identified as an individual with mental Hiness. mental jetardation, or
offver refated condition, an applicant who is not dangerous {0 seif andior others
may receive nursing facility semvices for a period up io fourteen {14} days
without a Level Il PASRR, if certified by the referring or altending physician to
have g diagnosis of defiriurm. A Provisional Admission Form shall e completed
and in the resigent’s clinical record at the nursing facilty,. _ Yes  No
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ROUTING CF FORM

This form shali be compieted by nursing facility personne! prier 1o admission of the
anplicant 1o the nursing Tacility.

if the individual wishes to appiy for Medicald. application shall be made to the local
courty BSI offfce in the usual mannar.

The faciity is required 1o ¢all the PRO for the Medicaid level of care delermination prior
o admission, and a copy of the Level | and, if appropriata, Level 1 PASRER, shall be faxed
o the PRO. Except for the pre-admission screening proceass, the procadurs of approval
of nursing facility applicanis remains tha same.

A COPY OF THIS FORM, ASWELL AS A COPY OF THE LEVEL It PASERE DETERMINATION,
IF REQUIRED, SHALL BE PLACED IN EACH RESIDENT'S CLINICAL RECORD AT THE
FACILITY.

¥ someane cther than the paisen signing the forn provided any of the above history please fist
name and telephona numbes:

MName Telephone

Mame Telsphione

1 undeestand that this report may be relied upon for paymens of ciaims from Federa and
State funds., Any williu] falsification ar conceaiment of a material fact may resul in
prosecution under Federal and State Laws. § cartify thai o the best of my knowledge, the
feragoing information is frue, accurate, and complete.

Signafure Title Daie Tetephone Number

Fagility Mams S

bWedicatd Frovider Mumber

T AT T A A A I R RN R R TR IR I R e e AR s e st R T A R et e s e R e = S e b et A n iR e e

COPY TO:  Original — Community Mentai Health Centar
Second — Madical Records
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MAP-4092

COMMONWEALTH OF KENTUCKY
DEPARTMENT FOR MEDICAID SERVICES
PRE-ADMISSION SCREENING (PAS)

EXEMPTED HOSPITAL DISCHARGE
PHYSICIAN CERTIFICATION OF MEED
FOR NURSING FACILITY SERVICES

Apnlicant's Name -

Social Secwrlly Numbar - Date of Birth
Mame of Nursing Facilfly
Raguested o Date Admitted to MF

nursing Faeility Medicaid Provider Number -

Hospiial Discharged From . . Date of Discharge

Hospital's Medicaid Provider Numbes

Level [ screen riggered menial iilness
Level | scicen tringered mental setardation of related condition

Exetnipied Hospital Discharge: An exempted hospital discharge means:
1. The appileant is baing admilied 1o a nursing facility after receiving
aciie inpatient care ai the hospital; and
2. The applicant requires nursing facility care for the condition for
which he received care in the hospital; and
3. The attending physician, upon slgning this docurment, has

certified to the nursing facifity that applicant is likely to require
iess than thirty (30} days nursing facility services.

Attending Physician Signature — Date

Frint Aftending Physician Name

[} Yes
[] Yes

] Yes
[ Yes

[} Yes

Mote: W an Individual enters the nursing facility as an exempied hosplial discharge and is later found
to reguire more than thirty {30} days of nursing facility care, a Leve! H PASRR shall be
completed within forty {40) calendar days of admission. The nursing facility staff shall refer
peysens with mential Hiness, mental retardation, or related condition for a Level )| PASRR
evaiuation prior to the end of the exemnpt thirty (30) days by transmifting a copy of this form o
the Community Mental Health/Mental Retardation Center. (This allows ten (10} calendar days

for the Level I PASRRA to be compisted.)

ﬁaie Transmitted

Signature and Tile

“rint Mamme and Title

“Driginal to Community Mental Health/llental Retardation Center

Second Copy — Medical Records



MAP-4003
. COMMONWEALTH OF KENTLUCKY
] DEPARTMENT FOR MEDICAID SERVICES
PRE- ADMISSION SCREENING (PAS)
PROVISIONAL ADMISSION
TO A NURSING FACILITY

Applicant's Name

Social Secwrity Mumber . Date of Birth
Mame of Nursing Facility
Phone
#edicaid Provider Number Number —_
Address L Fax Number
Date Admitied fo NF .
Levei | screen friggersd mental illness [ Yes
Level § screen triggered mental 1etardation oy tefated condition ] Yes

" Provisional Admission” means an individual who is admitted 2o a nursing facility for fourteen {14) days
ot less belore a PASRR Level il is requived; and

r 1. The applicant is expecied o siay in NF for fourteen {14) days or less; and 7] ¥es
2. The applicani has been diagnosed with delivium; or ] Ves

3.  The applicant is in need of respite for the in-home caregiver, and the L 1 Yes
applicant is expected o refurn to that in-home caregiver upon discharge
from the nursing Tacility.

Arithorized Nursing Facility Staff e, Date

NF Applicamt Responsibe Parly

MNote: 1# an individual who is adinitted to 2 NF under the provisional admission is later found fo
reguire more than fourteen (14} days of nursing facility senvices, a Level [| PASBR shall ke
compleied within the faurtesn (14} day provisional admission. Therefore, nursing facility staff
shzll refer the individual for 2 Level # PASRR as soon as it is indicated that the resident
requires more than fourteen {14) days of nursing facility services hy transmiiting a copy of
this form to the Conwnunity Mental Health/Mental Retardation Center. PASRR evaluators shall
complete ihe Level il PASRR wiitten evaluation report within nine {8} working days from the
referral date,

Date Transmitiad . .

Signatuze and Title
Primt Name and Tile
Originai to Community Menial Health/ifental Retardation Center
Second Copy ~ Medical Records

C



MAP-4004

COMMONWEALTH OF KENTUCKY
DEPARTMENT FOR MEDICAID SERVICES
PRE-ADMISSION SCREENING AND RESIDENT REVIEW (PASHR)

NOTIFICATION OF INTENT TO REFER
FOR LEVEL il PASRR

individual/Resident Name

Social Security Numbsgy Date of Birth

Home Addrass {if not in facility)

Mame of Nursing Facility -

Medicaid Provider Mumbes

FacHity Address Fhone Mumber

Date Admitied to Mursing Faclity -

Hespongible Party . .

Address . Phone Numbey -

- Date Leve!l | PASRE Complated - . _

This s the wiitten netification fo inform the individual and the responsible party that the Lovel | PASRR
indicatas:
{Please check apptopriate box)

a gdiagnasis of mentaf iflnass. m

or menta! retardation, L]

o1 a ralated condition. L]
The individual is being referred 1o the Community Mental Health/Mentai Retardation Center for g Levei il
PASRR. The Lovel if PASRR is an evaluation and determination of the need for nursing facility services,
and if 50, whether specialized services are needed.

Authorized Mursing Facility Staff Late

Print Autherized Nursing Facility Siaff Name .

Original Copy io Individual o7 Besponsible Party
Second Capy — Medical Records
Third Copy — Community Mental Health/Mantal Retardation Cenier



MAP-2035

PASHR SIGNIFICANT CHANGE/DISCHARGE DATA

Resident Mame:

Data of Birth: / / Social Security #:

Facility: jja 53

“Significart change” means that the individuals mental or physical condition has changed
significartly in a manner thal affects histher need for specialized services or might no longer
rmagt Medicaid criteria for nursing faciity level of care. If any of the following events have
occurred, please check the approgriate choice and forward this form o your local Community
Merial HealthMental Retardation within twenty-one {21} days  The Lavel il PASRR shall bs
complated within ning (B} working days upon receipt of this form.

Type of Change:

C
i

aJ

&

L]

Fl

Resident has a mertal illness with active symptoms.

Resident has a mental iliness and the madical condition for which he/she was admitied has
significantly improved

Resgident has mental retardation or developmental disability and the medical condition for which
ha/she was admitted has significantly improvad,

Residlent has mental retardation or developmental disabilily and now requires more inignsive
sarvices than 2 nursing facility setting can provide.

Resident has mental retardation or developmental disability and receives spacializad services and
madical condition nas significantly deciined.

Mone of the above. No referral requived

Type of Dischasge:

03
7

Deceased
Dischargad: (Please check the appropriate dischargs location)
1. L3 NF Setting: 0 KY | Qut of State
2 OO PG Sefting 3. @ Supports for Community Living
4. 0 Group Home 5 LI Foster Care Home
6. B Other Community Setting (specify. if possible}
/ i
Signature of Facility Representative Date

*Mail completad form 1o your Regional PASRR office.



CABINET FOR HEALTH AND FAMILY SERVICES
DEPARTMENT FOR MEDICAID SERVICES

NURSING FACILITY &

ERVICES MANUAL

CONTACT REGIONS FOR PASRR FREFERRALS

REGION 1

REGIOHN 3

REGION 5

REGION 7

REGION g

REGION 9

Wastern KY MH/MRE Sozrd
F.0. Box 7287

Faducah, KY 42002

Tel: S0Z/442-7121

Fennyroyal MH/AR Board
725 Nonh Drive
Hepkirsville, 1Y 42240
Teir 302/8B6-51673

River vailey Schaviora!
F.3. Box 1627
Cweansbaro, X7 42303
Tat 5G2/504-0595

LifeSxills [re.

223 E. 72th Siraar
Sowirg Green X 127101
Tel 502/842-4RAT

Camirincars, inc.
1371 N.Dixie Avenva
Elfzabesthtown, kv 42701
Tel SCAFS0A301

Seven Courties Sersices
Inc, 929 5, Thirg Strest
Loulsville, K'Y 40203

Tal" 202/885-2008

Naomtiern Kentucky MRMR
1207 8. Ft Tromas Avanig
Fort Thamas ©Y 41075
Tel- 308/7E1-5585

Comprehand, ne.
611 Forest Avenue
Mayavilia, KY 41056
Tel BOS 3644018

Pathways, Inc.

2.0, Box 720

Ashiand, XY 411050755
Tl BOG/324-1144

REGION 10

REGION 11

REGION 12

REGION 13

REGION 14

Mounfain MRME Basrg
150 3. Front Sireat
Prastonturg, KY 416853
Tel BOG/35E.5572

KY. River Commurity Cars
F.O. Box 537 -

Hyden KY 21743

Tel: B08/673-4215

Arza A
Cumbearland River MR
P.0. Sax 585

Covhin, &Y 4070

Te! 80F/528-7570

Area B
Sumberand Rwer pMHMRE
Maounted. Boate

Barlan, KY £5634

Tzl B0E/537-6137

ADAMNTA

103 Beed Sirzat
Calimbig, KY 42749
Tel 502/384.525+

Bluggrass MHMA Bosrd
141 Doctors Drive
Frarkian, Ky 45609

Te! 9022231555

[T N S





