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I. INTRODUCTION 

This new e d i t i o n  of t he  Kentucky Medical Assistance Program Hospice 
Program Manual has been formulated w i t h  the  i n t e n t i o n  of p rov id ing  you, 
t he  p rov ide r  w i t h  a  use fu l  t o o l  fo r  i n t e r p r e t i n g  the  procedures and p o l  i- 
c i e s  of t he  Kentucky Medical Assistance Program. I t  has been designed t o  
f a c i l i t a t e  the  processing o f  your  claims f o r  serv ices prov ided t o  q u a l i -  
f i e d  r e c i p i e n t s  o f  Medicaid. 

This  manual i s  in tended t o  p rov ide  bas ic  i n fo rma t ion  concerning coverage, 
b i l l i n g ,  and p o l i c y .  It w i l l ,  hopefu l ly ,  a s s i s t  you i n  understanding 
what procedures are  reimbursable, and w i l l  a l s o  enable you t o  have your  
claims processed w i t h  a  minimum of t ime invo lved i n  processing r e j e c t i o n s  
and making i n q u i r i e s .  I t  has been arranged i n  a  loose- leaf  format, w i t h  
a  decimal page numbering system which w i l l  a l l o w  p o l i c y  and procedural 
changes t o  be t ransmi t ted  t o  you i n  a  form which may be immediately i n -  
corporated i n t o  the  manual ( i  .e., page 7.6 might  be replaced by new pages 
7.6 and 7.7). 

Prec ise adherence t o  po l  i c y  i s  imperat ive.  I n  order  t h a t  your 
claims may be processed q u i c k l y  and e f f i c i e n t l y ,  i t  i s  extremely 
important  t h a t  you f o l l o w  the  p o l i c i e s  as described i n  t h i s  
manual. Any quest ions concerning general agency po l  i c y  should be 
d i r e c t e d  t o  the  Off ice of t he  Commissioner, Department f o r  Medicaid 
Services, Cabinet f o r  Human Resources, CHR Bu i l d ing ,  Frank for t ,  
Kentucky 40621, o r  Phone (502) 564-4321. Quest ions concerning the  
appl i c a t i o n  o r  i n t e r p r e t a t i o n  o f  agency p o l  i c y  w i t h  regard  t o  i n -  
d i v i d u a l  serv ices should be d i r e c t e d  t o  t h e  D i v i s i o n  o f  P o l i c y  and 
Provider  Services , Department f o r  Medicaid Services, Cabinet f o r  
Human Resources, CHR Bui 1  d ing  , Frankfort ,  Kentucky 40621, o r  Phone 
(502) 564-6890. Quest ions concerning b i l l  i n g  procedures o r  t he  
s p e c i f i c  s ta tus  of c la ims should be d i r e c t e d  t o  EDS, P.O. Box 2009, 
Frank for t ,  KY 40602, o r  Phone (800) 333-2188 o r  (502) 227-2525. 
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B. F i s c a l  Agent 

E f f e c t i v e  December 1, 1983, E l e c t r o n i c  Data Systems (EDS) w i  11 
p rov ide  f i s c a l  agent  se rv i ces  f o r  t h e  o p e r a t i o n  of  t h e  Kentucky 
Medica id  Management I n f o r m a t i o n  System (MMIS) . EDS w i  11 r e c e i v e  and 
process a1 1 c la ims  f o r  medica l  se rv i ces  p rov ided  t o  Kentucky Medica id  
r e c i p i e n t s .  
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I I. KENTUCKY MEDICAL ASSISTANCE PROGRAM (KMAP) 

A. General 

The Kentucky Medical Assistance Program, f requen t l y  re fer red t o  as 
the  Medicaid Program, i s  administered by t h e  Cabinet f o r  Human 
Resources, Department f o r  Medicaid Services. The Medicaid Program, 
i d e n t i f i e d  as T i t l e  X I X  o f  t h e  Soc ia l  Secur i t y  Act, was enacted i n  
1965, and operates according t o  a Sta te  Plan approved by the U. S. 
Department of Heal t h  and Human Services. 

T i t l e  X I X  i s  a j o i n t  Federal and State assistance program which 
provides payment f o r  c e r t a i n  medical serv ices rendered t o  Kentucky 
r e c i p i e n t s  who l a c k  s u f f i c i e n t  income o r  o the r  resources t o  meet the  
cost  of such care. The basic o b j e c t i v e  of t he  Kentucky Medical 
Assistance Program i s  t o  a i d  t h e  medica l ly  i nd igen t  o f  Kentucky i n  
ob ta in ing  q u a l i t y  medical care. 

As a p rov ide r  of medical services, you must be aware t h a t  t h e  De- 
partment f o r  Medicaid Services i s  bound by both Federal and Sta te  
s ta tu tes  and regu la t i ons  governing the  admini s t r a t i o n  of t he  State 
Plan. The Department cannot reimburse you f o r  any serv ices no t  
covered by the  plan. The s t a t e  cannot be reimbursed by the  federal 
government f o r  monies improper ly  p a i d  t o  providers o f  non-covered 
unal lowable medical services. 

The Kentucky ~ e d i c a l  Assistance Program, T i t l e  X I X ,  Medicaid, i s  n o t  
t o  be confused w i t h  Medicare. Medicare i s  a Federal program, i d e n t i -  
f i e d  as T i t l e  X V I I I ,  b a s i c a l l y  serv ing  persons 65 years o f  age and 
older,  and some d isab led persons under t h a t  age. 

The Kentucky Medicaid Program serves e l i g i b l e  r e c i p i e n t s  o f  a l l  
ages. The coverage, e i t h e r  by Medicare o r  Medicaid, w i l l  be 
s p e c i f i e d  i n  the  body o f  t h i s  manual i n  Sect ion I V .  
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B. Admin is t ra t ive  S t ruc tu re  

The Department f o r  Medicaid Services w i t h i n  t h e  Cabinet f o r  Human 
Resources, bears t h e  r e s p o n s i b i l i t y  f o r  developing, maintaining, and 
admin is ter ing  t h e  po l  i c i e s  and procedures, scopes of benefi ts,  and 
basis f o r  reimbursement f o r  t he  medical care  aspects of t he  Program. 
The Department f o r  Medicaid Services makes t h e  ac tua l  payments t o  t h e  
prov iders  o f  medical services, who have submitted claims fo r  serv ices 
w i t h i n  the  scope o f  covered b e n e f i t s  which have been rendered t o  
e l i g i b l e  rec ip ien ts .  

Determination o f  t he  e l i g i b i l i t y  s ta tus  o f  i n d i v i d u a l s  and fami l ies  
f o r  Medical Assistance b e n e f i t s  i s  a r e s p o n s i b i l i t y  of the  l o c a l  
Department f o r  Soc ia l  Insurance Of f ices ,  l oca ted  i n  each county of 
the  s ta te .  

C. Advisory Council 

The Kentucky Medical Assistance Program i s  guided i n  policy-making 
decis ions by t h e  Advisory Council f o r  Medical Assistance. I n  ac- 
cordance w i t h  t h e  cond i t ions  s e t  f o r t h  i n  KRS 205.540, the  Council 
i s  composed o f  f i f t e e n  members, i nc lud ing  t h e  Secretary of t h e  
Cabinet f o r  Human Resources, who serves as an ex o f f i c i o  member. 
The remaining four teen members are  appointed by the  Governor t o  
four-year terns. Nine members represent  t h e  var ious professional  
groups p rov id ing  serv ices t o  Program r e c i p i e n t s  , and are  appointed 
from a l i s t  o f , t h r e e  nominees submitted by t h e  app l icab le  profes- 
s iona l  associat ions. The o the r  f i v e  members a re  l a y  c i t i zens .  

I n  accordance w i t h  the  statutes,  t h e  Advisory Council meets a t  l e a s t  
every th ree months and as o f t e n  as deemed necessary t o  accomplish 
t h e i r  object ives.  

I n  a d d i t i o n  t o  t h e  Advisory Council, t he  s t a t u t e s  make p rov i s ion  f o r  
a five-member techn ica l  advisory committee f o r  c e r t a i n  prov ider  
groups. Membership on t h e  techn ica l  advisory committees i s  decided 
by t h e  professional o rgan iza t ion  t h a t  t h e  techn ica l  advisory committee 
represents. The techn ica l  advisory comni t t e e s  provide f c r  a broad 
professional  representa t ion  t o  t h e  Advisory Council. 
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As necessary, the Advisory Council appoints subcommittees or ad hoc 
comni ttees responsible for studying specific issues and reporting 
their findings and recommendations to the Council. 

Pol icy 

The basic objective of the Kentucky Medical Assistance Program 
hereinafter referred to as KMAP, is to assure the availability and 
accessi bi l i ty of qua1 i ty medical care to eligible Program recipients. 

The 1967 amendments to the Social Security Law stipulates that Title 
XIX Programs have secondary 1 iabi 1 i ty for medical costs of Program 
recipients. That is, if the patient has an insurance policy, veteran's 
coverage, or other third party coverage of medical expenses, that 
party is primarily liable for the patient's medical expenses. The 
Medical Assistance Program has secondary 1 iabil i ty. Accordingly, 
the provider of service should seek reimbursement from such third 
party groups for medical services rendered. If you, as the provider, 
should receive payment from the KMAP before knowing of the third 
party's liability, a refund of that payment amount should be made to 
the KMAP, as the amount payable by the Cabinet shall be reduced 
by the amount of the third party obligation. 

In addition to statutory and regulatory provisions , several specific 
policies have been establ ished through the assistance of professional 
advisory connittees. Principally, some of these policies are as 
fol 1 ows : 

All participating providers must agree to provide services in compli- 
ance with federal and state statutes regardless of sex, race, creed, 
religion, national origin, handicap, or age, 
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Each medical professional is given the choice of whether or not  t o  
participate i n  the Kentucky Medical Assistance Program. From those 
professionals who have chosen to participate, the recipient may 
choose the one from whom he wishes t o  receive his or her medical 
care. 

When the Cabinet makes payment for a covered service and the 
provider accepts the payment made by the Cabinet i n  accordance 
with the Cabinet's fee structure, the amounts paid shall be 
considered payment i n  full ; and no bill for the same service shall 
be tendered t o  the recipient, or payment for the same service ac- 
cepted from the recipient. 

Providers of medical service at tes t  by their signatures (no t  fac- 
similes) t h a t  the presented claims are valid and in good faith. 
Fraudulent claims are punishable by fine and/or imprisonment. 
Stamped signatures are not acceptable. 

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

All claims and payments are subject t o  rules and regulations issued 
from time to time by appropriate levels of federal and state legis- 
lative, judiciary and administrative branches. 

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

All recipients of this Program are entitled t o  the same level of 
confidential i ty  accorded patients not el igi ble. for Medicaid benefits. 

Professional services shall be periodically reviewed by peer groups 
within a given medical specialty. 
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A1 1 services are reviewed for recipient and provider abuse. Wi 1 lful 
abuse by the provider may result i n  his or her suspension from 
Program participation. Abuse by the recipient may result i n  sur- 
veillance of the payable services he or she receives. 

No claim may be paid for services outside the scope of allowable 
benefits within a particular specialty. Likewise, no claims will be 
paid for services that required, b u t  d i d  not have, prior authoriza- 
tion by the Kentucky Medical Assistance Program. 

No claims may be paid for medically unnecessary items, services, or 
suppl ies. 

When a recipient makes payment for a covered service, and such 
payment i s  accepted by the provider as either partial payment or 
payment i n  ful l  for that service, no responsibility for reimburse- 
ment shall attach to the Cabinet and no bi l l  for the same service 
shall be paid by the Cabinet. 

Public Law 92-603 (As Amended) 

Section 1909. (a) Whoever-- 
(1) knowingly and willfully makes or causes to be made any 

false statement or representation of a material fact  in any 
application for any benefit or payment under a State plan 
approved under this t i t l e ,  

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

(3) having knowledge of the occurrence of any event affecting 
( A )  his in i t i a l  or continued right to any such benefit or 
payment, or (8) the in i t i a l  or continued right to any such 
benefit or payment of any other individual i n  whose behalf he 
has applied for or i s  receiving such benefit or payment, conceals 
or fa i l s  to disclose such event w i t h  an intent fraudulently to 
secure such benefit or  payment either i n  a greater amount or 
quantity than i s  due or when no such benefit or  payment i s  
authorized, or 
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(4)  having made application t o  receive any such benefit o r  
payment f o r  the use and benefit of another and having received 
i t ,  knowingly and wi l l fu l ly  converts such benefit o r  payment or  
any part  thereof to  a use other than f o r  the use and benefit of 
such other person, 

shall  ( i )  i n  the case of such a statement, representation, concealment, 
fa i lure ,  or  conversion by any person i n  connection w i t h  the furnishing 
(by tha t  person) of items or  services fo r  which payment i s  or may be 
made under this t i t l e ,  be gui l ty  of a felony and upon conviction 
thereof fined not more than $25,000 or imprisoned f o r  not more than 
five years or  both, or  ( i i )  i n  the case of such a statement, repre- 
sentation, concealment, f a i  lure ,  or conversion by any other person, 
be gui l ty  of a misdemeanor and upon conviction thereof fined not 
more than $10,000 or  imprisoned f o r  not more than one year, or both. 
In addition, i n  any case where an individual who i s  otherwise e l ig ib le  
for  assistance under a State plan approved under this t i t l e  is 
convicted of an offense under the preceding provisions of this 

(< 
subsection, the State  may a t  i t s  option (notwithstanding any other 
provision of t h i s  t i t l e  or of such plan) limit, r e s t r i c t ,  o r  suspend 
the e l i g i b i l i t y  of that  individual fo r  such period (not exceeding 
one year) as i t  deems appropriate; b u t  the imposition of a 1 imitation, 
res t r ic t ion ,  o r  suspension w i t h  respect t o  the e l i g i b i l i t y  of any 
individual under t h i s  sentence shall  not a f f ec t  the e l i g i b i l i t y  of 
any other person fo r  assistance under the plan, regardless of the 
re1 ationship between that  individual and such other person. 

(b) (1) Whoever knowingly and willful ly  s o l i c i t s  o r  receives any 
remuneration (including any kickback, bribe, or  rebate) direct ly  o r  
indirect ly ,  overtly or covertly, i n  cash o r  i n  kind--, 

( A )  i n  return for  referring an individual t o  a person for  
the furnishing o r  arranging fo r  the furnishing of any item or 
service f o r  which payment may be made i n  whole o r  i n  part under 
this t i t l e ,  o r  

( B )  i n  return f o r  purchasing, leasing, ordering, or  arranging 
fo r  o r  recomending purchasing, leasing, or  ordering any good, 
f a c i l i t y ,  service,  o r  item fo r  which payment may be made i n  
whole or  i n  par t  under this t i t l e ,  
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shall  be gui l ty  of a felony and upon conviction thereof, shall  be 
fined not more than $25,000 or  imprisoned f o r  not more than f ive  
years, o r  both. 

( 2 )  Whoever knowingly and w i  11 fu l ly  offers  o r  pays any remuneration 
(including any kickback, bribe, o r  rebate) d i rec t ly  o r  indirectly,  
overtly or covertly, i n  cash or  i n  k ind  t o  any person to  induce such 
person-- 

( A )  t o  refer  an individual to  a person fo r  the furnishing 
or arranging fo r  the furnishing of any item or service fo r  
which payment may be made i n  whole o r  i n  part  under this t i t l e ,  
or 

( B )  t o  purchase, lease, order, or arrange f o r  or recommend 
purchasing, leasing, or  ordering any good, faci 1 i t y ,  service, 
o r  item for  which payment may be made i n  whole o r  i n  part  under 
this t i t l e ,  

shall  be gui l ty  of a felony and upon conviction thereof shall  be 
fined not more than $25,000 or  imprisoned fo r  not more than f ive  
years, o r  both. 

(3) Paragraphs (1) and ( 2 )  shall  not apply to-- 
( A )  a discount o r  other reduction i n  price obtained by a 

provider of services o r  other en t i ty  under this t i t l e  i f  the 
reduction i n  price is  properly disclosed and appropriately 
reflected i n  the costs  claimed or  charges made by the provider 
or en t i ty  under this t i t l e ;  and 

(B) any amount paid by an employer to  an employee (who has 
a bona f ide  employment relationship w i t h  such employer) for  
employment i n  the provision of covered items o r  services. 
( c )  Whoever knowingly and wil l ful ly  makes o r  causes to  be made, 

or  induces or  seeks to  induce the making of ,  any false 'statement or 
representation of a material fact  w i t h  respect t o  the conditions or 
operation of any inst i tut ion or f a c i l i t y  i n  order tha t  such inst i tut ion 
or f a c i l i t y  may qualify (e i ther  upon i n i t i a l  cer t i f ica t ion  or  upon 
recert i f icat ion)  as a hospital , ski l led nursing faci 1 i ty  , intermediate 
care f a c i l i t y ,  o r  home health agency (as  those terms are  employed i n  
this t i t l e )  shall  be gui l ty  of a felony and upon conviction thereof 
shall  be fined not more than $25,000 or  imprisoned fo r  not more than 
f ive  years, o r  both. 
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(d) Whoever knowingly and w i l  l f u l  ly-- 
(1) charges, f o r  any serv ice provided t o  a  pa t i en t  under a  

State plan approved under t h i s  t i t l e ,  money o r  o ther  considerat ion 
a t  a  r a t e  i n  excess o f  the ra tes establ ished by the State, o r  

(2) charges, sol  i c i  ts ,  accepts, o r  receives, i n  add i t i on  
t o  any amount otherwise requ i red t o  be paid under a  State plan 
approved under t h i s  t i t l e ,  any g i f t ,  moneyv donation, o r  other 
considerat ion (o ther  than a  char i table,  re l i g ious ,  o r  ph i lanthrop ic  
con t r ibu t ion  from an organizat ion o r  from a person unrelated t o  
the pat ient ) - -  

(A) as a  precondi t ion of admi t t ing a  pa t i en t  t o  a  
hosp i ta l  , sk i1  l e d  nursing f a c i l i t y ,  o r  intermediate care 
facil!;~, o r  

as a  requirement f o r  the pa t i en t ' s  continued s tay 
i n  such a  f a c i l i t y ,  

when the cost  o f  the services provided there in  t o  the pa t i en t  
i s  pa id  f o r  ( i n  whole o r  i n  par t )  under the State plan, 

sha l l  be g u i l t y  o f  a  fe lony and upon convict ion thereof sha l l  be 
f i ned  not  more than $25,000 o r  imprisoned f o r  no t  more than f i v e  
years, o r  both. 

F, Timely Submission o f  Claims 

I n  order t o  receive Federal Financial  Par t i c ipa t ion ,  claims for  
covered services rendered e l  i g i b l e  T i t l e  X I X  rec ip ien ts  must be 
received by the Department f o r  Medicaid Services w i t h i n  twelve (12) 
months from the date o f  service. Claims received a f t e r  t ha t  date 
w i l l  no t  be payable. This p o l i c y  became ef fec t ive  August 53, 1979. 
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G .  Kentucky Patient Access and Care System (KenPAC) 

KenPAC is a statewide patient care system which, as an adjunct to 
the Kentucky Medical Assistance Program (KNAP) , provides certain 
categories of medical recipients with a primary physician or family 
doctor. Only those Medicaid recipients who receive medical assistance 
under the Aid to Fami 1 ies with Dependent Children (AFDC) , or AFDC- 
related categories are covered by KenPAC. Specifically excluded are: 
the aged, bl ind, and disabled categories of recipients; skilled 
nursing facility (SNF), intermediate care facility (ICF), and 
personal care (PC) residents ; mental hospital patients; foster care 
cases; refugee cases; a1 1 spend-down cases; and all Lock-In cases. 

' To aid in distinguishing from regular KMAP recipients, the KenPAC 
recipients will have a color-coded KMAP card with the name, address, 
and telephone number of their primary care provider. 

The primary care physician is listed on the green KenPAC medical 
card. The Hospice Program is not currently effected by KenPAC. 
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I I I. DEVELOPMENT OF HOSPICE SERVICES 

Consol idated Omnibus Budget Reconcil i a t i o n  Act  o f  1985 (P.L. 99-272) 

On A p r i l  7, 1986, the President signed i n t o  law H.R. 3128, The Consolidated 
Omnibus Budget Reconci 1 i a t i o n  Act o f  1985, (COBRA). The provis ions of 
Section 9505 o f  t h i s  a c t  allowed states t o  include under t h e i r  State Plan 
f o r  Medical Assistance, hospice bene f i t s  f o r  te rm ina l l y  i 11 rec ip ien ts  who 
e lec t  t o  receive it. 

The law spec i f ies  t h a t  s ta tes must requ i re  pa r t i c i pa t i ng  providers o f  
Hospice services t o  meet the same requirements for  organizat ion and 
operation as are required under Medicare. Reimbursement f c r  covered 
services must a lso f o l l ow  Medicare's reimbursement methodology. 

The Commonwealth of Kentucky, Cabinet fc.r Human Resources, Department f o r  
Medicaid Services, w i l l  implement the hospice benefi t ,  e f f e c t i v e  10/01/86. 
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I V .  CONDITIONS OF PARTICIPATION 

A. Prov ider  P a r t i c i p a t i o n  Requirements 

I n  order  t o  be e l i a i b l e  t o  p a r t i c i p a t e  i n  t h e  Kentucky Medical 
Assistance Proaram as a p rov ide r  o f  Hospice serv ices,  t he  Hospice 
must f i r s t  be l i censed  by  the  Kentucky Heal th F a c i l i t i e s  and Hea l th  
Services C e r t i f i c a t e  o f  Need and Licensure Board t o  prov ide hospice 
serv ices  i n  accordance w i t h  the  requirements s e t  f o r t h  i n  902 KAR 
20:140, and be c e r t i f i e d  b.y T i t l e  X V I I I ,  Medicare, as a p rov ide r  o f  
hospice services. Fur ther ,  the  hospice must meet any a d d i t i o n a l  
c e r t i f i c a t i o n  reauirements o f  the  T i t l e  X I X  program as out1 i ned  i n  
907 KAR 1:330 i n  the p r o v i s i o n  o f  covered hospice serv ices requ i red  
t o  meet the  needs o f  t he  c l i e n t .  These serv ices  may he prov ided 
d i r e c t 1  y o r  through w r i t t e n  cont rac tua l  arrangements w i t h  another 
i n d i v i d u a l  o r  e n t i t y  f o r  which the  p a r t i c i p a t i n g  p rov ide r  w i l l  be 
h e l d  responsi h le.  

El .  App l i ca t i on  f o r  P a r t i c i p a t i o n  

An a p p l i c a t i o n  f o r  p a r t i c i p a t i o n  i n  t h e  T i t l e  X I X  Hospice Program 
element s h a l l  cons i s t  o f  t h e  fo l low ing:  

1) P a r t i c i p a t i o n  Agreement (MAP-343) 
2) Provider  In fo rmat ion  Form (MAP-344) 
3) Copy o f  Medicare form l i s t i n g  Medicare payment ra tes  
4) Copy o f  Medicare C e r t i f i c a t i o n  L e t t e r  
5 )  Copy of C e r t i f i c a t e  o f  Need 

Copies of the  P a r t i c i p a t i o n  Agreement and Prov ider  In fo rmat ion  Form 
may be found i n  Appendix I I I  and I V  of t h i s  manual. 

The comoleted App l i ca t i on  f o r  P a r t i c i p a t i o n  should be sent  t o  t he  
fa1  l o v i n g  address : 

Cabinet f o r  Human Resources 
Department f o r  Medicaid Services 
Provider  Enrol lment 

. 275 East Main S t r e e t  
Frank for t ,  KY 40621 

Approval o f  an App l i ca t i on  fo r  P a r t i c i p a t i o n  w i l l  i nc lude  a signed 
copy o f  the  Anreement and n o t i f i c a t i o n  of the  h i l l i n g  orov ider  number. 
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C. Change i n  Service Area 

I f  there  i s  a change i n  the prov ider 's  serv ice area   add in^ o r  
de le t ing  a county o r  counties t o  be served) a copy o f  the new 
C e r t i f i c a t e  of Need i d e n t i f y i n g  t h a t  chance must be sent t o  the 
Department f o r  Medicaid Services as soon as i t  i s  received by the 
provider so t h a t  the l o c a l  Department f o r  Social Insurance Off ices 
can be n o t i f i e d  t h a t  the provider i s  now ava i lab le  o r  unavai lable i n  
t h a t  county. 

D. Licensure 

Employees who provide hospice services must be l icensed, c e r t i f i e d  o r  
reg is te red  i n  accordance w i t h  appl icable Federal o r  s t a te  laws. 

E. Medical D i rec to r  

The medical d i r e c t o r  must be a hospice employee who i s  a doctor of 
medicine o r  osteopathy who assumes overa l l  r e s p o n s i b i l i t y  f o r  the 
me4i ca l  component o f  the hosoice' s  pa t ien t  care program. 

F. Continuation o f  Care 

A hosoice may no t  d iscont inue o r  d iminish care provided t o  a Medicaid 
bene f i c ia ry  because o f  the bene f i c ia ry ' s  i n a b i l i t y  t o  pay f o r  t ha t  
care. 

G. Informed Consent 

A hospice must demonstrate respect f o r  an i n d i v i d u a l ' s  . r i gh t s  by 
ensuring t h a t  an informed consent form t h a t  snec i f i es  the type o f  
care and services t h a t  mav be provided as hospice care dur ing the 
course o f  the i l l n e s s  has been obtained f o r  every ind iv idua l ,  e i t h e r  
from the i nd i v i dua l  o r  the i nd i v i dua l ' s  representat ive.  

I 
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H. I n t e r d i s c i p l i n a r y  Group 

1. The hospice must designate an i n t e r d i s c i p l i n a r y  group o r  groups 
composed of  t he  f o l l o w i n g  i n d i v i d u a l s  who are  employees o f  the 
Hospice and who prov ide  o r  supervise the care and serv ices 
o f fe red  by the  hospice. 

a. a doc tor  o f  medicine o r  osteopathy 
b. a r e g i s t e r e d  nurse 
c. a s o c i a l  worker 
d. a pas to ra l  o r  o the r  counselor 

2. The i n t e r d i s c i p l i n a r y  group i s  respons ib le  f o r  the  fo l lowing:  

a. p a r t i c i p a t i o n  i n  t he  establ ishment o f  the p lan  o f  care 

b. p r o v i s i o n  o r  superv is ion  o f  hospice care and serv ices 

c. p e r i o d i c  rev iew and updat ing o f  t he  p lan  o f  care fo r  each 
i n d i v i d u a l  r e c e i v i n g  hospice care 

d. es tab l  ishment o f  po l  i c i e s  governing the day-to-day 
p r o v i s i o n  o f  hospice care and services. 

3.  If a hospice has more than one i n t e r d i s c i p l i n a r y  group, i t  must 
designate . i n  advance the  group i t  chooses t o  execute the  func t ions  
described above. 

4. The hospice must designate a r e g i s t e r e d  nurse t o  coordinate the  
implementat ion o f  t h e  p lan  o f  care f o r  each pa t i en t .  

I.  Plan o f  Care 

A w r i t t e n  p lan  of c3re must be es tab l ished and maintained f o r  each 
i n d i v i d u a l  admit ted t o  a hospice program, and the  care provided t o  an 
i n d i v i d u a l  must be i n  accordance w i t h  the  plan. 

1. The p lan  must be es tab l ished by the  a t tend ing  physician, t he  
medical d i r e c t o r  o r  phys ic ian  designee and i n t e r d i s c i p l i n a r y  
group p r i o r  t o  p rov id ing  care. 
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2. The plan must be reviewed and updated at intervals specified in 
the plan by the attending physician, the medical director, or 
physician designee and interdi sci pl inary group. These reviews 
must be documented. 

3. The plan must include the assessment of the individual 's needs 
and identification of the services including the manaaement of 
discomfort and symptom relief. It must state in detail the 
scope and frequency of services needed to meet the patient's and 
fami ly' s needs. 

J. Medical Records 

1. Medical records must substantiate the services billed to the 
KMAP by the hospice. The medical records must be accurate and 
appropriate and must include the following: - % 

i 
a. the initial and subsequent assessments 
b. the plan of care 
c. identification data 
d. consent and authorization and election forms 
e. pertinent medical history 
f. complete documentation of all services and events (in- 

cl uding evaluations , treatments, progress notes, etc. ) 

2. All records must be signed by the staff person providing the 
service and dated. 

3. Medical records must be maintained for a minimum of five years 
and for any additional time as may be necessary in the event of 
an audit exception or other dispute. The records and any other 
information regarding payments claimed must be maintained in an 
organized central file and furnished to employees of the Cabinet 
for Human Resources or Federal Government upon request, and made 
available for inspection and/or copying by Cabinet personnel. 
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K. Terminat ion o f  P a r t i c i p a t i o n  

907 KAR 1:220 regu la tes  the  terms and cond i t i ons  of p rov ide r  
p a r t i c i p a t i o n  and procedures f o r  p rov ide r  appeals. The Cabinet f o r  
Human Resources determines t h e  terms and cond i t i ons  f o r  p a r t i c i p a t i o n  
of vendors i n  t h e  Kentucky Medical Assistance Program and may suspend, 
terminate, deny o r  n o t  renew a vendor 's p rov ide r  agreement f o r  "good 
cause." "Good cause" i s  de f ined as: 

1. Misrepresent ing o r  conceal ing f a c t s  i n  o rder  t o  rece i ve  o r  t o  
enable o thers  t o  rece i ve  hene f i  ts ;  

2.  Furn ish ing  o r  o rde r ing  serv ices  under Medicaid t h a t  a re  sub- 
s t a n t i a l l y  i n  excess o f  t h e  r e c i p i e n t ' s  needs o r  t h a t  f a i l  
t o  meet p r o f e s s i o n a l l y  recognized hea l th  care standards; 

3 .  Misrepresent ing f a c t o r s  concerning a f a c i l i t y ' s  q u a l i f i c a t i o n s  
as a prov ider ;  

4 .  F a i l u r e  t o  comply w i t h  the terms and cond i t i ons  f o r  vendor 
p a r t i c i p a t i o n  i n  t he  program and t o  e f f e c t i v e l y  render se rv i ce  
t o  r e c i p i e n t s ;  o r  

5 .  Submit t ing f a l s e  o r  quest ionable charges t o  the  agency. 

The Kentucky Mqdical Assistance Program s h a l l  n o t i f y  a p rov ide r  i n  
w r i t i n g  a t  l e a s t  f i f t e e n  (15) days p r i o r  t o  t h e  e f f e c t i v e  date o f  
any dec i s ion  t o  terminate,  suspend, deny o r  n o t  renew a p rov ide r  
agreement. The n o t i c e  w i l l  s ta te :  

1. The reasons fo r  t h e  decision; 

2. The e f f e c t i v e  date; 

3 .  The e x t e n t  o f  i t s  a p p l i c a b i l i t y  t o  p a r t i c i p a t i o n  i n  the  Medical 
Assistance Program; 

4. The e a r l i e s t  date on which t h e  Cabinet w i l l  accept a request  
f o r  re instatement ;  
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5. The requirements and procedures f o r  reinstatement;  and 

6. The appeal r i g h t s  a v a i l a b l e  t o  the  excluded par ty .  

The p rov ide r  r e c e i v i n g  such n o t i c e  may request  an ev iden t i a ry  
hearing. The request must be i n  w r i t i n g  and made w i t h i n  f i v e  (5)  
days o f  r e c e i p t  o f  t he  no t ice .  

The hear ing s h a l l  be he ld  w i t h i n  t h i r t y  (30) days o f  r e c e i p t  of the  
w r i t t e n  request,  and a dec is ion  s h a l l  be rendered w i t h i n  t h i r t y  (30) 
days f rom the date a l l  evidence and test imony i s  submitted. Technical 
r u l e s  o f  evidence s h a l l  n o t  apply. The h e a r i ~ g  s h a l l  be he ld  before 
an i m p a r t i a l  decision-maker appointed by the  Secretary f o r  Human 
Resources. When an e v i d e n t i a r y  hear ing i s  held, the  prov ider  i s  
e n t i t l e d  t o  the  fo l l ow ing :  

1. Timely w r i t t e n  n o t i c e  as t o  the  basis  o f  the adverse dec is ion  - 
and d i sc losu re  o f  the  evidence upon which the  dec is ion  was based; 

2. An oppor tun i t y  t o  appear i n  person and in t roduce evidence t o  
r e f u t e  the  basis  o f  t he  adverse decis ion;  

3. Counsel represent ing  the  prov ider ;  

4. An oppor tun i t y  t o  be heard i n  person, t o  c a l l  witnesses, and t o  
in t roduce documentary and o ther  demonstrative evidence; and 

5. An oppor tun i ty  t o  cross-examine witnesses. 

The w r i t t e n  dec i s ion  o f  t he  i m p a r t i a l  hear ing o f f i c e r  s h a l l  s t a t e  
the  reasons f o r  t he  dec i s ion  and the  evidence upon which the  
determinat ion i s  based. The dec is ion  o f  t he  hear ing o f f i c e r  i s  t he  
f i n a l  dec i s ion  o f  the  Cabinet f o r  Human Resources. 

These procedures apply t o  any i n d i v i d u a l  p rov ide r  who has received 
n o t i c e  f rom t h e  Cabinet o f  terminat ion,  suspension, den ia l  o r  non- 
renewal o f  t he  p rov ide r  agreement o r  o f  suspension from the  Kentucky 
Medical Assistance Program, except i n  t he  case o f  an adverse a c t i o n  
taken under T i t l e  XVIII (Medicare), b ind ing  upon the  Medical As- 
s is tance Program. Adverse a c t i o n  taken aga ins t  an i n d i v i d u a l  
p rov ide r  under Medicare must be appealed through Medicare procedures. 
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L. Annual R e c e r t i f i c a t i o n  

I n  accordance w i t h  Federal requirements, a hospice p r o v i d e r ' s  c e r t i -  
f i c a t i o n  and p a r t i c i p a t i o n  w i t h  the  KMAP must run  concu r ren t l y  w i t h  
the  p r o v i d e r ' s  l i c e n s e  issued by the  Kentucky Heal th F a c i l i t i e s  and 
Heal th Services C e r t i f i c a t e  o f  Need and L icensure Board, Since hospice 
agencies are  re -1  icensed annual ly, i t w i l l  be necessary fo r  hospice 
prov iders  t o  be r e c e r t i f i e d  w i t h  the  KMAP on an annual basis. 

I f  fo r  any reason a hospice p rov ide r ' s  1 icense i s  n o t  renewed, t h a t  
p r o v i d e r ' s  p a r t i c i p a t i o n  w i t h  the KMAP w i l l  be terminated and no payment 
w i l l  be made t o  t h e  p rov ide r  f o r  serv ices rendered a f t e r  t he  exp i  r a t i o n  
date o f  the  prev ious y e a r ' s  l i cense  u n t i l  such t ime as n o t i f i c a t i o n  of 
re1  icensure i s  rece ived by the  KMAP. 

Upon r e c e i p t  o f  n o t i f i c a t i o n  o f  re l i censure ,  the  p rov ide r  w i l l  be recer -  
t i f i e d  w i t h  the  KMAP f o r  t he  e n t i r e  pe r iod  o f  t ime covered by t h e  new 
1 i cense. 
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V.  ELIGIBILITY REQUIREMENTS 

I n  order t o  be e l i g i b l e  t o  e l e c t  h o s ~ i c e  care as a Medicaid benefi t ,  an 
ind iv idua l  must be e n t i t l e d  t o  Medicaid bene f i t s  and be c e r t i f i e d  as 
being t e rm ina l l y  ill. "Terminal ly illn i s  defined as having a medical 
prognosis t h a t  l i f e  expectancy i s  s i x  months o r  less.  Add i t iona l ly ,  
those medical ly  ind igent  persons who are termina!ly ill and who would be 
Medicaid e l i g i b l e  i f  i n s t i t u t i o n a l i z e d  may a lso qua l i f y  fo r  hospice benef i ts .  

A. App l ica t ion f o r  Medicaid Benefits 

The medical ly- indigent  i nd iv idua l  who i s  no t  cu r ren t l y  a Medicaid 
rec ip ien t ,  but  who has been c e r t i f i e d  as being te rm ina l l y  ill and 
has requested the hospice service, may apply for  Medical Assistance 
bene f i t s  a t  the l o c a l  o f f i ce  of the Department f o r  Social Insurance 
i n  the i nd i v i dua l ' s  caunty o f  residence. An in te res ted  par ty  may 
apply on behal f  o f  the ind iv idua l .  

A completed and sianed copy of the E lec t ion of Medicaid Hospice 
Benef i ts  form, MAP-374, w i l l  need t o  be presented t o  the l oca l  o f f i c e  
a t  the t ime o f  app l ica t ion.  

6. Durat ion o f  Benef i ts  

E f f ec t i ve  1/01/89, there i s  no l i m i t  on the number o f  days a pa t i en t  
may receive hospice care. 

C. C e r t i f i c a t i o n  o f  Terminal I l l n e s s  

The hospice must obta in  the c e r t i f i c a t i o n  t h a t  an ind iv idua l  i s  
t e rm ina l l y  ill i n  accordance w i t h  the fo l l ow ing  requirements: 

1. The hospice must obtain, no l a t e r  than 2 calendar-days a f t e r  
hospice care i s  i n i t i a t e d ,  w r i t t e n  c e r t i f i c a t i o n  statements 
sivned by the medical d i r ec to r  o f  the hospice o r  the physician 
member o f  the hospice in te rd isc ip l i na r -y  qroup and the ind iv idua l ' s  
at tendina phvsician i f  the ind iv idua l  has an at tending physician. 
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2. The c e r t i f i c a t i o n  must i nc lude  the statement t h a t  the  i n d i v i d u a l ' s  
medical prognosis i s  t h a t  h i s  o r  her  l i f e  expectancy i s  s i x  
months o r  l e s s  and the  s ignature(s )  o f  t he  phys ic ian(s )  requ i red  
t o  c e r t i f y  the  te rmina l  i l l n e s s .  The hospice mainta ins the  
c e r t i f i c a t i o n  statements. 

3. An i n d i v i d u a l  who i s  e l i g i b l e  f o r  Medicare hospice b e n e f i t s  
must e l e c t  t o  use the  Medicare b e n e f i t s  as the  pr imary source 
of  payment. The date Medicare e l i g i b i l i t y  begins must be 
entered on the  E l e c t i o n  o f  Medicaid Hospice Bene f i t s  Form 
(MAP-374). The KMAP may make co-payments f o r  drugs and/or 
r e s p i t e  care. 

4. For an i n d i v i d u a l  who i s  e l i g i b l e  f o r  bo th  Medicare and Medicaid 
benef i ts  and who res ides  i n  a long term care f a c i l i t y ,  room and 
board charges may be pa id  by Medicaid. 

D. E l e c t i o n  o f  Hospice Care 

I f  an i n d i v i d u a l  who meets e l i g i b i l i t y  requirements f o r  hospice 
care e l e c t s  t o  rece ive  t h a t  care, an E l e c t i o n  o f  Benef i ts  Form 
(MAP-374) must be completed by the  i n d i v i d u a l  o r  the  i n d i v i d u a l ' s  
rep resen ta t i ve  who i s ,  because o f  the  i n d i v i d u a l ' s  mental o r  
phys ica l  incapac i ty ,  au thor ized i n  accordance w i t h  s t a t e  law t o  
execute o r  revoke an e l e c t i o n  f o r  hospice care or te rminate  
medical care on beha l f  o f  t he  t e r m i n a l l y  ill i n d i v i d u a l .  

2. An e l e c t i o n  t o  rece i ve  Medicaid hospice care w i l l  be considered 
t o  cont inue i n d e f i n i t e l y  w i thou t  a break i n  care, as l ong  as t h e  
i n d i v i d u a l  remains i n  t he  care o f  t he  hospice and does n o t  
revoke the  e l e c t i o n  i n  w r i t i n g .  (Revocation o f  Medicaid Hospice 
Bene f i t s  Form, MAP-375) 

3. The i n d i v i d u a l  o r  rep resen ta t i ve  may designate an e f f e c t i v e  date 
f o r  t h e  e l e c t i o n  t h a t  begins w i t h  the  f i r s t  day o f  hospice care 
o r  any o the r  subsequent day o f  hospice care. The i n d i v i d u a l  
may n o t  designate an e f f e c t i v e  date t h a t  i s  e a r l i e r  than t h e  
da te  t h a t  the  e l e c t i o n  i s  made. 
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4. An i n d i v i d u a l  waives a l l  r i g h t s  t o  Medicaid b e n e f i t s  f o r  the  
du ra t i on  o f  t he  e l e c t i o n  o f  hospice care fo r  t h e  fo l l ow ing  
serv ices  : 

a. Hospice care prov ided by a hospice o t h e r  than the  hospice 
designated by the  i n d i v i d u a l  (unless prov ided by 
arrangements made by the  designated hospice).  

b. Any Medicaid serv ices  t h a t  a re  r e l a t e d  t o  t h e  treatment 
o f  the  te rmina l  c o n d i t i o n  f o r  which hospice care was 
e l e c t e d  except f o r  serv ices  prov ided by the  i n d i v i d u a l ' s  
a t tend ing  phys ic ian  i f  t h a t  phys ic ian  i s  n o t  an employee 
o f  the  designated hospice o r  r e c e i v i n g  compensation from 
the  hospice f o r  those serv ices.  

5. The e l e c t i o n  statement inc ludes  the  fo l l ow ing :  

a. i d e n t i f i c a t i o n  o f  t he  p a r t i c u l a r  hospice t h a t  w i l l  p rov ide  
care t o  the  i n d i v i d u a l  

b. the  i n d i v i d u a l  ' s ( o r  representa t ive)  acknowledgment t h a t  
he o r  she has been g iven a f u l l  understanding of t he  
p a l l i a t i v e  r a t h e r  than c u r a t i v e  na ture  o f  hospice care as 
i t  r e l a t e s  t o  h i s  o r  her  te rmina l  i l l n e s s  

c. acknowledgement t h a t  c e r t a i n  Medicaid serv ices  are  waived 
by the  e l e c t i o n  o f  hospice care 

d. t he  e f f e c t i v e  date o f  t h e  e l e c t i o n  

e. t he  s igna tu re  o f  t he  i n d i v i d u a l  o r  representa t ive .  

6. A copy o f  t he  e l e c t i o n  form f o r  a l l  c l i e n t s  who e l e c t  hospice 
coverage must be forwarded t o  the  Department f o r  Medicaid 
Services and t o  the  l o c a l  Department f o r  Soc ia l  Insurance 
O f f i c e ,  
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E. Revoking E l e c t i o n  o f  Hospice Care 

An i n d i v i d u a l  ( o r  representa t ive)  may revoke the  e l e c t i o n  of hospice 
care a t  any t ime dur ing  the  bene f i t  per iod. 

1. To revoke the  e l e c t i o n  o f  hospice care, the  i n d i v i d u a l  ( o r  
representa t ive)  must complete the Revocation of Hospice Bene f i t  , 
form MAP-375, and f i l e  w i t h  the  hospice. A copy o f  t h i s  form ' 

must be submitted t o  the  Department f o r  Medicaid Services and 
t o  the  l o c a l  Department f o r  Soc ia l  Insurance O f f i ce .  

2.  Upon revocat ion  o f  t he  e l e c t i o n  o f  Medicaid coverage o f  hospice 
care, the  i n d i v i d u a l  i s  no longer  covered by Medicaid f o r  
hospice care, b u t  if e l i g i b l e ,  may resume Medicaid coverage 
under the  r e g u l a r  scope o f  benef i ts .  The i n d i v i d u a l  may a t  any 
t ime e l e c t  t o  rece ive  hospice coverage f o r  any o ther  bene f i t  
per iods he o r  she i s  s t i l l  e l i g i b l e  t o  receive. i 

F. Change o f  t he  Designated Hospice 

An i n d i v i d u a l  ( o r  representa t ive)  may change the  designat ion o f  the  
p a r t i c u l a r  hospice from which the  hospice care w i l l  be received once. 

1. The change o f  the  designated hospice i s  n o t  a revocat ion. 

2. To change the  designated hospice prov ider ,  t he  i n d i v i d u a l  ( o r  
representa t ive)  must complete form MAP-376, Change o f  Hospice 
Providers, and f i l e  w i t h  the  hospice from which care has been 
rece ived and w i t h  the  newly designated hospice. 

A copy must a l s o  be forwarded t o  the  Department f o r  Medicaid 
Services and t o  the  l o c a l  Department f o r  Soc ia l  Insurance Of f i ce .  

G. I n a c t i v e  Status 

A lapse i n  the  hospice b e n e f i t  i s  a l lowed i f  the  p a t i e n t ' s  
c o n d i t i o n  improves t o  an ex ten t  t h a t  a c t i v e  hospice serv ices  
a re  temporari  l y  unnecessary. I f  the  p a t i e n t ' s  c o n d i t i o n  has 
improved, the  p a t i e n t  may be p laced i n  i n a c t i v e  s ta tus  by the  
hospice agency u n t i l  the p a t i e n t ' s  cond i t i on  once again requ i res  
a c t i v e  hospice services. 
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No hospice serv ices ( i n c l u d i n g  room and board o r  bed rese rva t ion  
days) may be b i l l e d  f o r  any p a t i e n t  i n  i n a c t i v e  status.  The p a t i e n t  
may r e v e r t  t o  r e g u l a r  Medicaid benef i ts ;  however, s ince Medicaid 
e l i g i b i l i t y  f o r  hospice p a t i e n t s  i s  determined us ing a spec ia l  income 
standard, some p a t i e n t s  may not  be e l i g i b l e  f o r  Medicaid b e n e f i t s  
dur ing  i n a c t i v e  status.  

The Terminat ion of Medicaid Hospice Renef i ts  Form !MAP-378) o r  the  
Hospice Pa t ien t  Status Change Form (MAP-403) must be used t o  n o t i f y  
the  Department fo r  Medicaid Services t h a t  the  p a t i e n t  i s  en te r ing  
i n a c t i v e  s ta tus .  

When the  p a t i e n t  re tu rns  t o  a c t i v e  status,  a Hospice P a t i e n t  Status 
Change Form (MAP-403) must be completed i n d i c a t i n g  the  date t h a t  t he  
p a t i e n t  w i l l  be i n  a c t i v e  s ta tus  and must be sent  t o  the  Department 
o f  Medicaid Services and t h e  l o c a l  Departvent f o r  Socia l  Insurance 
O f f i c e  and the  p a t i e n t  w i l l  be again added t o  the  hospice f i l e .  

H. Tern ina t ion  o f  Hospice Care 

1. N o t i f i c a t i o n  o f  Death 

The hospice agency i s  requ i red  t o  n o t i f y  the  Department f o r  
Hedicaid Services o f  the  death o f  a r e c i p i e n t  no l a t e r  than two 
( 2 )  days f o l l o w i n g  t h e  death. A d d i t i o n a l l y  a Terminat ion of 
Medicaid Hospice Benef i ts  Form (MAP-378) must be completed. A 
copy must be submitted t o  the  Department f o r  Medicaid Services 
and t o  the  l o c a l  Department f o r  Socia l  I rsurance o f f i ce .  

2. I n a c t i v e  Status 

The hospice agency i s  requ i red  t o  n o t i f y  t h e  Department f o r  
Medicaid Services w i t h i n  two working days i f  the  p a t i e n t  goes 
i n t o  i n a c t i v e  s ta tus  us ing the  Terminat ion o f  Medicaid Renefits 
Form (MAP-378) o r  t h e  Hospice P a t i e n t  Status Change Form (MAP-403). 
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H. Extension o f  Hospice Care Beyond Three B e n e f i t  Periods 

A t  t he  end o f  t he  f i n a l  30-day b e n e f i t  per iod, the  KMAP w i l l  consider  
an ex tens ion  o f  t he  hospice care benef i ts  f o r  up t o  s i x t y  consecut ive 
(60) days. The extension i s  t o  be requested by submission o f  t he  form, 
MAP-377, Request f o r  Extension o f  Medicaid Hospice Benef i ts .  This  
form requ i res  a statement from the  Hospice Medical D i r e c t o r  t h a t  t he  
p a t i e n t ' s  l i f e  expectancy i s  60 days o r  less.  Pa t i en ts  who have been 
i n  i n a c t i v e  s ta tus  a r e  a l s o  e l i g i b l e  f o r  t h e  60 day extension and 
t h a t  p e r i o d  may be saved f o r  as long as necessary. 

The request  f o r  extension must be rece ived by the  Department f o r  
Medicaid Services, f i v e  days p r i o r  t o  the  end o f  the  30 day b e n e f i t  
per iod.  

I. Terminat ion o f  Hospice Care 

1. I f  hospice care i s  terminated because covered days have been 
exhausted, a Terminat ion o f  Medicaid Hospice Benef i ts  form. 
(MAP-378) must be completed. A copy must be submitted t o  the  
Department f o r  Medicaid Services and t o  the l o c a l  Department f o r  
Soc ia l  Insurance O f f i ce .  

2. N o t i f i c a t i o n  o f  Death 

The hospice agency i s  requ i red  t o  n o t i f y  t he  Department f o r  
Medicaid Services o f  t he  death o f  a r e c i p i e n t  no l a t e r  than two 
(2)  days f o l l o w i n g  the  death. A d d i t i o n a l l y  a Terminat ion o f  
Medicaid Hospice Bene f i t s  Form (MAP-378) must be completed. A 
copy must be submit ted t o  the  Department f o r  Medicaid Services 
and t o  the  l o c a l  Department f o r  Soc ia l  Insurance o f f i ce .  

3. I n a c t i v e  Status 

The hospice agency i s  requ i red  t o  n o t i f y  the  Department f o r  
Medicaid Services w i t h i n  two working days i f  t h e  p a t i e n t  goes 
i n t o  i n a c t i v e  s ta tus  us ing  the  Terminat ion o f  Medicaid Benefi ts 
Form (MAP-378). The date the  p a t i e n t  became i n a c t i v e  must be 
entered and the  sec t i on  marked "Other" must be completed 
i n d i c a t i n g  " i n a c t i v e "  s ta tus .  

- \ 
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VI . COVERED SERVICES 

To be covered, hospice services must be reasoneble and necessary for the 
palliation or management of the terminal illness as well as related 
ccnditions. The individual, having been certified as being terminally 
ill ,  must elect hospice coverage. A plan of care must be established and 
the services must be consistent with the plan of care. 

A. General Coverage 

The Medicare Guidelines have been followed in the development of 
the Kedicaid Hospice Scope of Benefits. The following services are 
covered: 

1. Core Services 

A hospice must ensure that substantial'y all the core services 
are routinely provided directly by hospice employees. A hospice 
may use contracted staff, if necessary, to supplement hospice 
employees in order to meet the needs cf patients during periods 
of peak patient loads or under extraordinary circumstances. If 
contracting is used, the hospice must maintain professional, 
finencial and administrative responsi bi 1 i ty for the services 
and must assure that the qua1 ifications of staff and services 
provided meet all requirements. 

2. Nursing Services 

The hospice must provide n~rsing care and services by or under 
the supervision of a registered nurse. 

a. Nursing services must be directed and staffed to assure 
that the nursing needs of patients are met. 

b. Patient care responsibilities of nursing personnel must be 
specified. 

c. Services must be provided in accordance with recognized 
standards of practice. 
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3. Counsel ing Services 

Counseling services must be available to both the individual 
and the family. Counsel ing includes bereavement counsel ing 
provided after the patient's death, as well as dietary, 
spiritual, and any other cou.nse1 ing services for the individual 
and family provided while the individual is enrolled in the 
hospice. 

a. There must be an organized program for the provision of 
bereavement services under the supervision of a qua1 ifjed 
professional. The plan of care for these services should 
reflect family needs, as well as a clear delineation of 
services to be provided and the frequency of service 
deliver (up to one year following the death of the J patient . 

b. Dietary counseling, when required, must be provided by a 
(: 

qualified individual. 

c. Spiritual counseling must include notice to patient as to 
the availabi 1 i ty of clergy. 

d. Counseling may be provided by other members of the inter- 
disciplinary group as we1 1 as by other qualified professionals 
as determined by the hospice. 

4. Physical Therapy, Occupational Therapy, and Speech-Language 
Pa tho1 ogy 

Physical therapy, occupational therapy services and speech- 
language pathology services must be avai 1 able and, when 
provided, offered in a manner consistent with accepted standards 
of practice. 

i 
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5. Home Health Aide and Homemaker Services 

Home Health aide and homemaker services must be available and 
adequate in frequency to meet the needs of the patients. 

a. A registered nurse must visit the home site at least every 
two weeks when aide services are being provided, and the 
visit must include an assessment of the aide services. 

b. Written instructions for patient care are prepared by a 
registered nurse. Duties include but may not be limited 
to the performance of simple procedures as an extension of 
therapy services , personal care, ambulation and exercise, 
household services essential to health care at home, 
assistance with medications that are ordinarily self- 
administered, reporting changes in the patient's condition 
and needs, and compl eti ng appr~pri ate records. 

6. Medical Supplies 

Medical supplies and appliances , including drugs and biologicals 
must be provided as needed for the palliation and management of 
the terminal i t  lness and related conditions. 

a. A1 1 drugs and biologicals must be administered in accordance 
with accepted standards of practice . 

b. The hospice must have a pol icy for the disposal of con- 
trolled drugs maintained in the patient's home when those 
drugs are no longer needed by the patient. - 

c. Drugs and biologicals are administered only by the 
following individuals. 

(1) a licensed nurse or physician 

(2) an employee who has completed a state-approved 
training program in medication administration 
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(3) the patient i f  his o r  her attending physician has 
approved 

(4) any other individual i n  accordance w i t h  applicable 
s t a t e  and local laws; the persons and each drug and 
biological they are authorized to  administer must be 
specified i n  the pat ient ' s  plan of care. - .  

7. Short Term Inpatient Care 

Inpatient care must be available f o r  pain control, symptom 
management and respite purposes and must be provided i n  a 
participating Medicare or Medicaid faci 1 i ty. 

a. Inpatient care for  pain control and symptom management 
must be provided i n  a hospital o r  an SNF tha t  also meets 
standards for  direct  inpatient care, and 24 hour nursing 
service. 

b. Inpatient care f o r  respi te  purposes must be provided by a 
hospital or  an SNF that  also meets the standards for  d i rec t  
inpatient care and 24 hour nursing service or  an ICF tha t  
meets those same standards. 

8. Medical Social Services 

Medical social services must be provided by a qualified social 
worker, under the direction of a physician. 

B. Special Coverage Requirements 

When necessary, special coverage of some services will be available 
during period of c r i s i s  or for  respite care. 

1. Periods of Crisis 

During periods of c r i s i s ,  nursing care may be covered on a 
continuous basis for  as much as 24 hours a day as necessary t o  
maintain the individual a t  home. Either homemaker o r  home health 
aide services or  both may be covered on a 24-hour continuous 
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bas is  dur ing  per iods o f  c r i s i s  bu t  care du r ing  these periods 
must be predominantly nurs ing  care. A pe r iod  o f  c r i s i s  i s  a 
pe r iod  i n  which the  i n d i v i d u a l  requ i res  cont inuous care t o  
achieve p a l l i a t i o n  o r  management o f  acute medical symptoms. 

I n p a t i e n t  Respite Care 

Respite Care i s  shor t - term i n p a t i e n t  care provided i n  a p a r t i c i -  
pa t i ng  hosp i ta l ,  s k i l l e d  nurs ing f a c i l i t y  o r  in termediate care 
f a c i l i t y  t o  the  i n d i v i d u a l  on l y  when necessary t o  r e l i e v e  the  
fami ly  members o r  o the r  persons ca r ing  f o r  t h e  i n d i v i d u a l .  
Respite care may be provided on ly  on an occasional basis and may 
n o t  be reimbursed f o r  more than f i v e  consecutive days. _- .̂.""._ --- 

3. Bereavement counsel ing i s  a requ i red  hospice serv ice  bu t  i s  n o t  
d i r e c t l y  reimbursable. 

C. Physic ian Services 

Physic ian serv ices w i l l  n o t  be covered as a separate serv ice  through 
the Hospice program bu t  w i l l  cont inue t o  be payable through the  
phys ic ian  element o f  the  KMAP when b i l l e d  by the  phys ic ian  i n  the 
usual manner. 

D. Hosp i ta l  Services 

I n p a t i e n t  h o s p i t a l  i z a t i o n  f o r  i l l n e s s e s  o r  cond i t i ons  n o t  r e l a t e d  t o  
the  p a t i e n t ' s  te rmina l  i l l n e s s  w i l l  n o t  be covered through the  
hospice program b u t  w i l l  cont inue t o  be payable through the  hosp i ta l  
element o f  t he  KMAP when b i l l e d  by the  h o s p i t a l  i n  t h e  usual manner. 

The Hospice should submit t o  the  h o s p i t a l  an Other H o s p i t a l i z a t i o n  
Statement (MAP-383) signed by the  hospice medical d i r e c t o r  which says 
t h a t  i t  has been determined by the  hospice t h a t  t h i s  i l l ness /acc iden t  
i s  n o t  r e l a t e d  t o  the  te rmina l  i l l n e s s  o f  the  pa t ien t .  A copy of t he  
MAP-383 should be re ta ined  by the  hospice agency. 
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E. Pharmacy 

Drugs r e l a t e d  t o  the  te rmina l  i l l n e s s  o f  t h e  p a t i e n t  w i l l  be covered 
by the hospice program and inc luded i n  the  per  diem ra te .  

For those drugs n o t  r e l a t e d  t o  the  te rmina l  i l l n e s s  of the  pa t ien t ,  
the  hospice a g e n r s h o u l d  complete a Hospice Drug Form (MAP-384) and 
submit bo th  copies a long w i t h  the  E l e c t i o n  o f  Benef i ts  Form (MAP-374). 
The KMAP w i l l  r e t u r n  one copy t o  the  hospice agency i n d i c a t i n g  the 
a l lowab le  maximum Medicaid payment f o r  each drug. The hospice agency 
w i l l  b i l l  the  ac tua l  cost,  up t o  the  Medicaid maximums, f o r  those 
drugs on t h e  UB 82 b i l l i n g  form, us ing the  revenue code 250 (General 
C l a s s i f i c a t i o n ) .  Payment w i l l  be made t o  the  hospice f o r  those drugs 
a t  100% o f  the  b i l l e d  charge, up t o  the Medicaid maximum. The 
MAP-384 need be submitted o n l y  one t ime a t  the  t ime o f  e l e c t i o n  o f  
hospice coverage unless the  p resc r ip t i ons  a r e  changed o r  unless 
hospice coverage i s  revoked. I f  hospice coverage i s  revoked and then 
re ins ta ted ,  a new MAP-384 should be submitted w i t h  the Elec.tion o f  
Benef i ts  form. 

F. Room and Board 

Room and board f o r  hospice c l i e n t s  r e s i d i n g  i n  a long term care 
f a c i l i t y  which p a r t i c i p a t e s  w i t h  Medicare w i l l  be covered by the 
hospice program and payment f o r  room and board w i l l  be made i n  
a d d i t i o n  t o  the  payment f o r  r o u t i n e  hospice care and continuous care 
services. I n  t h i s  type o f  s i t u a t i o n ,  the  hospice agency i s  respon- 
s i b l e  f o r  the  pro fess iona l  management o f  t h e  i n d i v i d u a l ' s  hospice 
care and the  long term care f a c i l i t y  agrees t o  p rov ide  room and 
board. Medicaid payment w i l l  be made t o  t h e  hospice agency and the  
hospice agency w i l l  make payment t o  the  l ong  term care f a c i l i t y .  

I n  the  case o f  co'ntinuous nurs ing  care f o r  c l i e n t s  r e s i d i n g  i n  long 
term care f a c i l i t i e s ,  a l l  requirements f o r  continuous nurs ing  care 
i n  the  home must be met; i t  w i l l  be the  r e s p o n s i b i l i t y  o f  the  hospice 
agency t o  go i n t o  the  long term care f a c i  1 i ty  and prov ide  continuous 
care f o r  as long as necessary. 

TRANSMITTAL #3 Page 6.6 



CABINET FOR HUMAN RESOURCES 
DEPARTMENT FOR M E D I C A I D  SERVICES 

HOSPICE PROGRAM MANUAL 

SECTION V I  - COVERED SERVICES 

I n  order  t o  assure appropr iate e l i g i b i l i t y  determinat ions f o r  c l i e n t s  
r e s i d i n g  i n  long term care f a c i l i t i e s ,  t h e  hospice must n o t i f y  the  
l o c a l  Department f o r  Socia l  Insurance whenever a c l i e n t  enters o r  
leaves a long term care f a c i l i t y  and i n d i c a t e  whether the  f a c i l i t y  i s  
a s k i l l e d  nurs ing  f a c i l i t y  o r  an intermediate care f a c i l i t y .  I f  the  
p a t i e n t  i s  i n  a long term care f a c i l i t y  a t  t he  t ime t h e  hospice 
bene f i t  i s  elected, the name o f  the  f a c i l i t y  and the  type o f  f a c i l i t y  
(ICF o r  SNF) must be entered on the  E lec t i on  o f  Medicaid Benef i ts  
Form (MAP-374). 

The reimbursement r a t e  f o r  room and board i s  s e t  a t  75% o f  the  i n t e r -  
mediate care upper l i m i t  f o r  I C ,  and a t  115% o f  the  intermediate care 
add on f o r  SN. When upper l i m i t s  are rev i sed  f o r  I C  and SN, new room 
and board ra tes  w i l l  be ca l cu la ted  accordingly. 

Charges f o r  room and board must be b i l l e d  on the  same UB-82 as the  
other  procedures f o r  those dates o f  serv ices (i.e. r o u t i n e  home care 
o r  continuous nurs ing  care) except for  p a t i e n t s  w i t h  both Medicare 
and Medicaid. 

Charges f o r  room and board may no t  be b i l l e d  f o r  p a t i e n t s  who are  i n  
i n a c t i v e  status.  

G. Bed Reservation Days 

Bed Reservation, Days f o r  hospice c l i e n t s  r e s i d i n g  i n  a long t e r n  
care f a c i  1 i ty who requ i re  i n p a t i e n t  h o s p i t a l i z a t i o n  w i  11 be covered 
by the  hospice program i n  order  t o  guarantee t h a t  t h e  bed i n  the  
long term care f a c i l i t y  w i l l  be ava i l ab le  t o  the  c l i e n t  upon d i s -  
charge from the  hosp i ta l ,  Payment f o r  bed rese rva t ion  'days w i  11 
be made t o  the  hospice agency i n  a d d i t i o n  t o  the  payment f o r  general 
i n p a t i e n t  care. 

Reimbursement f o r  bed rese rva t ion  days w i l l  a l so  be al lowed fo r  
hospice c l i e n t s  r e s i d i n g  i n  a long term care f a c i l i t y  who temporar i l y  
r e t u r n  t o  a home s e t t i n g  f o r  therapeut ic  purposes. I n  these instances, 

' 

t he  hospice' agency must cont inue t o  provide the  p a t i e n t ' s  care and 
the  payment f o r  bed rese rva t ion  days w i l t  be made i n  a d d i t i o n  t o  the  
payment fo r  e i t h e r  r o u t i n e  home care o r  continuous nurs ing  care, 
whichever i s  appropriate. 
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I n  both instances Medicaid payment f o r  bed rese rva t i on  days w i l l  be 
made t o  the  hospice agency and the  hospice agency w i l l  make payment 
t o  the  l ong  term care f a c i l i t y .  

The reimbursement r a t e  f o r  bed rese rva t i on  days w i l l  be the  same as 
the  r a t e  pa id  fo r  room and board when the  p a t i e n t  i s  a c t u a l l y  i n  t he  
long term care f a c i l i t y .  

Payment f o r  bed rese rva t i on  days f o r  the  purpose of i n p a t i e n t  
hosp i ta l  i z a t i o n  w i l l  be 1 i m i  t e d  t o  fourteen ( 1 4 )  consecut ive days per  
r e c i p i e n t  and a t o t a l  o f  f o r t y - f i v e  ( 45 )  days per  l i f e t i m e .  

Payment f o r  bed rese rva t i on  days f o r  the purpose o f  t he rapeu t i c  home 
v i s i t s  w i l l  be l i m i t e d  t o  f i f t e e n  ( 15 )  days per  l i f e t i m e .  

If the  p a t i e n t  d ies  w h i l e  i n  the  h o s p i t a l  o r  on a home v i s i t ,  the l ong  
f '". 

term care f a c i l i t y  should be n o t i f i e d  immediately. Payment f o r  bed 
rese rva t i on  days w i l l  n o t  be made f o r  any day a f t e r  t he  date o f  death. 

Charges f o r  bed rese rva t i on  days must be b i l l e d  on the  same UB-82 as 
the  o the r  procedures f o r  those dates of s e r v i c e  ( i .e .  general 
i n p a t i e n t  care, r o u t i n e  home care, continuous nurs ing  care)  except 
f o r  p a t i e n t s  w i t h  bo th  Medicare and Medicaid. Charges f o r  bed 
rese rva t i on  days may no t  be b i l l e d  fo r  p a t i e n t s  i n  i n a c t i v e  status.  

H. Categories o f  Covered Services 

Hospice serv ices  a r e  d i v ided  i n t o  f i v e  bas ic  ca tegor ies  of serv ices 
p lus  two ca tegor ies  f o r  room and board and, f o u r  ca tegor ies  fo r  bed 
rese rva t i on  days. With the  except ion o f  pharmacy i tems n o t  r e l a t e d  
t o  the  te rmina l  i l l n e s s ,  a payment r a t e  i s  es tab l i shed  by Medicare 
f o r  each category. A revenue code i s  assigned t o  each category f o r  
b i l l i n g  purposes. 

The ca tegor ies  o f  se rv i ce  and the  revenue codes a r e  as fo l lows:  

6 5 1  Routine Home Care - r o u t i n e  nurs ing  serv ice,  s o c i a l  work, 
counsel i n g  serv ices,  durable medical equipment , suppl i e s  , drugs, 
home heal t h  aide/homemakers , phys ica l  therapy, occupat ional  
therapy and speech and language pathology therapy. 

%. 
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652 Continuous Home Care - i n  periods o f  acute medical c r i s i s ,  24 
hour nurs ing  care may be i n s t i t u t e d  i n  the  home. 

655 Respite Care - f o r  a  l i m i t e d  time, n o t  t o  exceed f i v e  consecutive 
days, t he  p a t i e n t  may receive r e s p i t e  care i n  a  l i censed S k i l l e d  
o r  Intermediate Care F a c i l i t y ,  o r  acute care hosp i ta l .  

656 General I n p a t i e n t  - i n  periods o f  acute medical c r i s i s ,  t he  
p a t i e n t  may be h o s p i t a l i z e d  f o r  p a l l i a t i v e  care. 

653 Room and Board SNF - f o r  hospice p a t i e n t s  r e s i d i n g  i n  a  s k i l l e d  
nurs ing  f a c i l i t y  which p a r t i c i p a t e s  w i t h  Medicare, room and 
board i s  pa id  i n  a d d i t i o n  t o  the  r a t e  f o r  r o u t i n e  home care and 
continuous home care. Charges must be b i l l e d  i n  conjunct ion 
w i t h  the  appropr ia te  procedure code f o r  serv ices rendered on 
those dates (except f o r  pa t i en ts  w i t h  both Medicare and 
Medicaid). 

654 Room and Board ICF - fo r  hospice pa t ien ts  r e s i d i n g  i n  an i n t e r -  
mediate care f a c i l i t y  which p a r t i c i p a t e s  w i t h  Medicare, room and 
board i s  pa id  i n  a d d i t i o n  t o  the r a t e  f o r  r o u t i n e  home care and 
continuous home care. Charges must be b i l l e d  i n  conjunct ion 
w i t h  the  appropr ia te  procedure code fo r  serv ices rendered on 
those dates (except f o r  pa t i en ts  w i t h  both Medicare and Medicaid). 

182 ICF Bed Reservat ion Days Home - f o r  hospice p a t i e n t s  r e s i d i n g  
i n  an intermediate care f a c i l i t y  who r e t u r n  t o  a  home s e t t i n g  
temporar i l y  f o r  therapeut ic  purposes, bed reservat ion  days (not  
t o  exceed 15 per  l i f e t i m e )  are pa id  i n  a d d i t i o n  t o  the  r a t e  f o r  
r o u t i n e  home care o r  continuous nurs ing  care. Charges must be 
b i l l e d  i n  con junc t ion  w i t h  the appropr iate procedure code f o r  
serv ices rendered on those dates. 

183 SNF Bed Reservat ion Days Home - for  hospice p a t i e n t s  r e s i d i n g  
i n  a  s k i l l e d  nurs ing  f a c i l i t y  who r e t u r n  t o  a home s e t t i n g  
temporari l y  f o r  therapeut ic  purposes, bed reservat ion  days . (no t  
t o  exceed 15 pe r  l i f e t i m e )  are pa id  i n  a d d i t i o n  t o  the  r a t e  f o r  
r o u t i n e  home care o r  continuous nurs ing  care. Charges must be 
b i l l e d  i n  con junc t ion  w i t h  the appropr iate procedure code f o r  
services rendered on those dates. 

TRANSMITTAL #5 Page 6.9 



CABINET FOR HUMAN RESOURCES 
DEPARTMENT FOR MEDICAID SERVICES 

HOSPICE PROGRAM MANUAL 

SECTION V I  - COVERED SERVICES 

184 ICF Bed Reservat ion Days Hosp i ta l  - f o r  hospice p a t i e n t s  
r e s i d i n g  i n  an in te rmed ia te  care f a c i l i t y  who r e q u i r e  i n p a t i e n t  
h o s p i t a l i z a t i o n ,  bed reserva t ion  days (no t  t o  exceed 14 con- 
secut ive  days o r  45 t o t a l  days per  l i f e t i m e )  a r e  p a i d  i n  
a d d i t i o n  t o  the  r a t e  fo r  general i n p a t i e n t  care. Charges must 
be b i l l e d  i n  con junc t ion  w i t h  the  appropr ia te  procedure code f o r  
serv ices  rendered on those dates. 

185 SNF Bed Reservat ion Days Hospi ta l  - f o r  hospice p a t i e n t s  
r e s i d i n g  i n  a  s k i l l e d  nurs ing  f a c i l i t y  who r e q u i r e  i n p a t i e n t  
h o s p i t a l i z a t i o n ,  bed reserva t ion  days (no t  t o  exceed 14 con- 
secut ive  days o r  45 t o t a l  deys per  l i f e t i m e )  a re  pa id  i n  
a d d i t i o n  t o  the r a t e  f o r  general i n p a t i e n t  care. Charges must 
be b i l l e d  i n  con junc t ion  w i t h  the appropr ia te  procedure code f o r  
serv ices rendered on those dates. 

250 General C l a s s i f i c a t i o n  Pharmacy - p r e s c r i p t i o n s  n o t  r e l a t e d  t o  
the  te rmina l  i l l n e s s .  

I. Other Covered Services 

Services which a re  n o t  covered by the  hospice program b u t  which the  
p a t i e n t  may need are  payable through o the r  elements of t h e  KMAP i n  
accordance w i t h  the Medicaid scope o f  benef i ts .  These serv ices may 
inc lude:  

Medical Transportat ion 
Dental 
Renal D i a l y s i s  
Nurse Anes the t i s t  

J. Services Not Related t o  t h e  Terminal I l l n e s s  

As w i t h  i n p a t i e n t  h o s p i t a l i z a t i o n  fo r  i l l n e s s e s  o r  cond i t ions  n o t  
r e l a t e d  t o  the  te rmina l  i l l n e s s  o f  t he  pa t ien t ,  c e r t a i n  o ther  
serv ices  which a re  u s u a l l y  covered under the  hospice bene f i t  may.be 
considered separate ly  and b i l l e d  t o  the  KMAP by the  appropr ia te  
p rov ide r  if the  serv ice  i s  determined t o  be t o t a l l y  unre la ted  t o  the  
te rmina l  i l l n e s s  o f  the pa t i en t .  
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1. Durable Medical Equipment 

If a p a t i e n t  requ i res  durable medical equipment fo r  a  cond i t i on  
t h a t  i s  separate from and t o t a l l y  unre la ted t o  t h e  te rmina l  
i l l n e s s  o f  t h e  pa t ien t ,  charges fo r  t h e  equfpment may be b i l l e d  
t o  the  KMAP by a  home hea l th  agency. 

2. Outpat ien t  Hosp i ta l  Services 

I f  a  p a t i e n t  requ i res  ou tpa t ien t  h o s p i t a l  serv ices  f o r  a  cond i t i on  
t h a t  i s  separate from and t o t a l l y  unre la ted t o  the  te rmina l  
i l l n e s s  o f  t he  pa t ien t ,  charges f o r  t he  serv ices  may be b i l l e d  
t o  the  KMAP by the  hosp i ta l .  P r i o r  approval must be obta ined 
from the KMAP. The Other H o s p i t a l i z a t i o n  Statement (MAP-383) 
should be submitted t o  the  KMAP f o r  rev iew along w i t h  documenta- 
t i o n  which inc ludes the  te rmina l  d iagnosis and present cond i t i on  
o f  t he  p a t i e n t  and v e r i f i c a t i o n  t h a t  t he  reason f o r  t h i s  
h o s p i t a l i z a t i o n  i s  i n  - no way r e l a t e d  t o  the  te rmina l  i l l n e s s .  

3. Other Services 

I f  a  p a t i e n t  requ i res  o ther  medical serv ices  f o r  a  cond i t i on  
t h a t  i s  separate from and t o t a l l y  unre la ted t o  the  te rmina l  
i l l n e s s  o f  t he  pa t ien t ,  charges f o r  t he  serv ices  may be b i l l e d  
t o  t h e  KMAP by the  appropr iate provider .  

I n  a1 1  o f  t h e  instances described above, p r i o r  approval must be 
obta ined from the  KMAP before payment can be made t o  prov iders  
o the r  than the  hospice agency. P r i o r  approval may.be obtained 
by submi t t ing  t o  the  KMAP a completed Other Services Statement 
(MAP-397) along w i t h  documentation which c l e a r l y  i nd i ca tes  t h a t  
t he  serv ices provided are  i n  no way r e l a t e d  t o  t h e  te rmina l  
i l l n e s s  o f  t he  pa t ien t .  

A copy o f  t he  form w i l l  be re turned t o  t h e  hospice agency 
i n d i c a t i n g  whether o r  n o t  t h e  request has been approved. 

I f  approved, the  hospice agency should forward t h e  form t o  the  
p rov ide r  who w i l l  be responsib le f o r  b i l l i n g  f o r  t he  service. 
The hospice agency should r e t a i n  a  copy o f  t he  form. 
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K. N u t r i t i o n a l  Supplements 

I n  most cases, n u t r i t i o n a l  supplements are considered pa r t  o f  the 
p a l l i a t i o n  and rou t ine  care of the hospice pa t i en t  and charges f o r  the 
n u t r i t i o n a l  supplements are included i n  the hospice agency's per diem 
rate. If, however, the cond i t ion  o f  the pa t i en t  i s  such t h a t  n u t r i -  
t i o n a l  supplements provide the t o t a l  n u t r i t i o n  o f  the pat ient ,  charges 
for  the n u t r i t i o n a l  supplement may be b i l l e d  separately and payment 
w i l l  be made i n  add i t i on  t o  the usual per diem rate;  however, p r i o r  
approval must be obtained from the KMAP. Payment w i l l  be made i n  ac- 
cordance w i t h  the KMAP maximums allowed f o r  n u t r i t i o n a l  supplements. 

P r i o r  approval may be obtained by submit t ing t o  the KMAP a completed 
Hospice Drug Form (MAP-384) along w i t h  documentation from the pa t i en t ' s  
physician which c l e a r l y  indicates t h a t  the pa t i en t  requires the ,.. 
n u t r i t i o n a l  supplement f o r  h is/her t o t a l  n u t r i t i o n .  I 

v ,  

I f  approved, the form w i l l  be returned t o  the hospice agency w i t h  the 
KMAP maximum f o r  the n u t r i t i o n a l  supplement entered i n  block 12. 
That amount may then be b i l l e d  t o  the KMAP on the UB-82, w i t h  o r  
wi thout  o ther  hospice charges, using code 250. 

i 
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V I I .  REIMBURSEMENT 

A. Method o f  Reimbursement 

Hospice serv ices  a re  reimbursed on the  bas is  of an es tab l i shed  r a t e  
per  u n i t  f o r  t h e  covered se rv i ce  rendered. Th is  r a t e  i s  t h e  same as 
the  Medicare ra te .  Services must be prov ided i n  accordance w i t h  the  
terms and cond i t ions  described i n  t h i s  manual. The r e c i p i e n t  r e c e i v i n g  
these serv ices  must be a Medicaid r e c i p i e n t  and meet t h e  e l i g i b i l i t y  
c r i t e r i a  f o r  hospice care. 

B. B i l l i n g  Form 

The Universal  B i l l i n g  Form, UB-82, w i l l  be used t o  b i l l  f o r  Medicaid 
Hospice Services. 

C. Covered Services/Revenue Codes 

1. Routine Home Care 

a. Revenue Code: 651 
b. U n i t  o f  Service: 1 day (24 hours) 

2. Continuous Home Care 

a. Revenue Code: 652 
b. U n i t  b f  Service: 1 hour (minimum 8 hours per  

24 hour per iod)  

3. I n p a t i e n t  Respite Care 

a. Revenue Code: 655 
b. U n i t  o f  Service: 1 day (24 hours) 

4. General I n p a t i e n t  Care (Non-Respi t e )  

a. Revenue Code: 656 
b. U n i t  o f  Service: 1 day (24 hours) 
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5. Room and Board SNF 

a. Revenue Code: 653 
b. U n i t  of Service: 1 day (24 hours) 

6. Room and Board ICF 

a. Revenue Code: 654 
b. U n i t  o f  Service: 1 day (24 hours) 

7. ICF Bed Reservat ion Days Home 

a. Revenue Code: 182 
b. U n i t  o f  Service: 1 day (34 hours) 

8. SNF Bed Reservation Days Home 

a. Revenue Code: 183 
b. U n i t  o f  Service: 1 day (24 hours) 

9. ICF Bed Reservat ion Days Hospi ta l  

a. Revenue Code: 184 
b. U n i t  o f  Service: 1 day (24 hours) 

10. SNF Bed Reservat ion Days Hosp i ta l  

a, Revenue Code: 185 
b. U n i t  o f  Service: 1 day (24 hours) 

11. General C l a s s i f i c a t i o n  Pharmacy (P resc r ip t i ons  Not 
Related t o  Terminal I 1  lness)  

a. Revenue Code: 250 
b. U n i t  o f  Service: 1 p r e s c r i p t i o n  = 1 u n i t  

12. To ta l  . o f  A l l  B i l l e d  Charges Revenue Code: 001 
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On any dav on which the r e c i p i e n t  i s  no t  an inpat ient ,  the hospice 
i s  pa id  the rou t ine  home care r a t e  unless the pa t ien t  receives 
continuous care. The hospice pa-went on a continuous care day var ies  
dependina on the number o f  hours o f  continuous services provided. 
The continuous care r a t e  i s  d iv ided by 24 t o  y i e l d  an hour l y  rate.  
The number o f  hours o f  continuous care dur ing a continuous home care 
dav i s  then m u l t i p l i e d  by the hour ly  r a t e  t o  y i e l d  the continuous 
home care payment for  t h a t  day. A minimum of e igh t  hours o f  care 
must he provided on a p a r t i c u l a r  dav t o  q u a l i f y  f o r  the continuous 
home care ra te .  

On any day on which the r e c i p i e n t  i s  an i npa t i en t  i n  an approved 
fac i  1 i t y  f o r  i npa t i en t  care, the appropriate inpa t ien t  r a t e  (general 
o r  resp i te )  i s  pa id  depending on the category o f  care. The inpa t ien t  
r a t e  (general o r  resp i te )  i s  pa id  f o r  the date o f  admission and a l l  
subsequent i npa t i en t  davs except the day on which the pa t i en t  i s  
discharaed. For the day o f  discharge, the appropriate home care 
r a t e  i s  paid. 

Payment f o r  i npa t i en t  r esp i t e  care may no t  be for  more than 5 con- 
secutive days; p a ~ n e n t  for  the s i x t h  and any subsequent days o f  
i npa t i en t  r esp i t e  care i s  made a t  the rou t ine  home rate.  

If the r e c i p i e n t  d ies  whi le  an inpat ient ,  and i s  discharged deceased, 
the i noa t i en t  r a t e  (general o r  reso i te )  i s  pa id  f o r  the discharge day. 

For r ec i p i en t s  res id ing  i n  a s k i l l e d  nurs inq o r  intermediate care 
f a c i l  i t y  pa.ment fn r  room and board f o r  each dav i s  made i n  add i t i on  
t o  the payment for  rou t ine  home o r  continuous home care f o r  t h a t  
day. ( I n  the case o f  continuor~s care, the h o s ~ i c e  agency must go 
i n t o  the long term care f a c i l i t y  and provide continuous nurs ing care 
services. 1 

For r ec i p i en t s  res id ing  i n  a s k i l l e d  nurs ing o r  intermediate care 
f a c i l i t y  and who are ou t  o f  the f a c i l i t y  due t o  i npa t i en t  
hosp i t a l i za t i on  o r  home v i s i t a t i o n ,  pa-pent f o r  bed reservat ion . 
days fo r  each day the pa t i en t  i s  ou t  o f  the f a c i l i t y  w i l l  be made i n  
add i t i on  t o  the p a ~ n e n t  f o r  rou t ine  home care, continuous nursing 
care o r  general i npa t i en t  care, whichever i s  applicable. ( I n  the 

TRANSMITTAL 86 Paue / . 3  



CABINET FOR HUMAN RESOURCES 
DEPARTMENT FOR MEDICAID SERVICES 

HOSPICE PROGRAM MANUAL 
-- -- - -- 

SECTION V I  I - REIMBURSEMENT 

case where the  p a t i e n t  i s  away from the  l ong  term care f a c i l i t y  f o r  
home v i s i t a t i o n ,  the  hospice agency must cont inue t o  p rov ide  the  
p a t i e n t ' s  care.) Payment f o r  bed rese rva t i on  days w i l l  be l i m i t e d  
t o  a maximum o f  14 consecut ive days and a t o t a l  o f  45 days per  
l i f e t i m e  per  r e c i p i e n t  f o r  i n p a t i e n t  h o s p i t a l i z a t i o n  and a maximum 
o f  15 days per  l i f e t i m e  per  r e c i p i e n t  f o r  home v i s i t a t i o n .  Payment 
f o r  any days i n  excess o f  these l i m i t a t i o n s  w i l l  be disal lowed. 

Payment by the  KMAP w i l l  c o n s t i t u t e  reimbursement i n  f u l l  and w i l l  
re1  ieve  the  Program and the  r e c i p i e n t  of f u r t h e r  1 i a b i  1 i ty. 

A l l  p rov ide rs  must make f a i r  and equal charges fo r  every person 
served and i n  no case may charges fo r  Program r e c i p i e n t s  o r  payment 
on t h e i r  beha l f  exceed charges t o  o t h e r  p a t i e n t s  f o r  the  same o r  
s i m i l a r  serv ice .  

D. Reimbursement i n  Re la t i on  t o  Medicare 

Recip ients who are  e l i g i b l e  f o r  bo th  Medicare and Medicaid and who 
are  r e c e i v i n g  hospice b e n e f i t s  through the  Medicare program may- e l e c t  
t o  have the  f i v e  percent co-payment f o r  drugs and r e s p i t e  care 
reimbursed by the  KMAP. 

The co-payment reimbursement w i l l  be a maximum o f  5% per  p r e s c r i p t i o n  
cos t  o f  t h e  drug and/or b i o l o g i c a l  and 5% o f  the  payment made by HCFA 
f o r  a r e s p i t e  care day b u t  may n o t  exceed $5.00 per  day f o r  r e s p i t e  
o r  $5.00 per  p resc r ip t i on .  

A copy of t he  Medicare EOMB must be at tached t o  the  UB-82 as w e l l  as 
the  i n v o i c e  f o r  the  drugs and/or b i o l o g i c a l s  t o  which the  f i v e  
percent  co-payment i s  appl ied.  (Please r e f e r  t o  Sect ion  V I I I  C f o r  
b i l l i n g  i ns t ruc t i ons . )  

A l l  forms and enro l lment  procedures (see Sect ion V f o r  e l i g i b i l i t y  
requirements and Sect ion V I I I  f o r  complet ion o f  forms) which apply t o  
c l i e n t s  who have Medicaid o n l y  a l so  apply t o  c l i e n t s  w i t h  bo th  
Medicare and Medicaid. 

Recip ients i d e n t i f i e d  as Q u a l i f i e d  Medicare B e n e f i c i a r i e s  (QMB) o n l y  
a re  e l i g i b l e  o n l y  f o r  co-payment f o r  drugs and r e s p i t e  care. 
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E. Other T h i r d  Par t y  Coverage 

The 1967 amendments t o  the  Soc ia l  Secur i t y  Law s t i p u l a t e  t h a t  T i t l e  
X I X  programs have secondary l i a b i l i t y  f o r  medical costs of Program 
rec ip ien ts .  That i s ,  i f  the  p a t i e n t  has an insurance po l i cy ,  veteran's  
coverage, o r  o the r  t h i r d  p a r t y  coverage of t h e  expenses o f  t he  
serv ices rendered, t h a t  p a r t y  i s  p r i m a r i l y  l i a b l e  fo r  the p a t i e n t ' s  
expenses. The KMAP has secondary l i a b i l i t y .  Accordingly, the  
prov ider  o f  se rv i ce  should f i r s t  seek reimbursement from such t h i r d  
pa r t y  group. I f  you as the  prov ider  should rece ive  payment from the 
W1AP before  knowing o f  t he  t h i r d  p a r t y ' s  l i a b i l i t y ,  a  refund o f  t he  
payment amount should be made t o  the  "Kentucky Sta te  Treasurer" and 
mai led t o  EDS, P.O. Box 2009, Frankfor t ,  Kentucky 40602, At tent ion :  
Cash/Finance Un i t .  The amount payable by t h e  Cabinet s h a l l  be 
reduced by the  amount o f  the  t h i r d  p a r t y  ob l i ga t i ons .  

1. I d e n t i f i c a t i o n  o f  T h i r d  Par ty  Resources 

Pursuant t o  KRS 205.662, p r i o r  t o  b i l l  i n g  the  Kentucky Medical 
Assistance Program a1 1  p a r t i c i p a t i n g  vendors s h a l l  submit 
b i l l i n g s  f o r  medical serv ices t o  a  t h i r d  p a r t y  when such vendor 
has p r i o r  knowledge t h a t  such t h i r d  p a r t y  msy be l i a b l e  f o r  
payment o f  t h e  services. 

I n  order  t o  i d e n t i f y  those r e c i p i e n t s  who may be covered through 
a  v a r i e t y  o f  h e a l t h  insurance resources, t h e  prov ider  should 
i n q u i r e  i f  the  r e c i p i e n t  meets any o f  t h e  f o l l o w i n g  condi t ions:  

-If t h e  r e c i p i e n t  i s  marr ied  o r  working, i n q u i r e  about poss ib le  
h e a l t h  insurance through the  r e c i p i e n t ' s  o r  spouse's employer; 
-If t h e  r e c i p i e n t  i s  a  minor, ask about insurance the  
mother, f a the r ,  o r  guardian may c a r r y  on the  rec ip ien t ;  

- I n  cases o f  a c t i v e  o r  r e t i r e d  m i l i t a r y  personnel, request 
i n fo rma t ion  about CHAMPUS coverage and s o c i a l  s e c u r i t y  
number o f  t he  po l  i-er; 

-For people over 65 o r  disabled, seek a  Medicare HIC number; 
-Ask i f  the  r e c i p i e n t  has h e a l t h  i n s u r a n m a s  a  Medicare 

Su lement po l i cy ,  cancer, accident,  o r  indemnity p o r  
h t h  o r  i n d m 1  -e, e tc .  
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Examine the  r e c i p i e n t ' s  MAID card fo r  an insurance code. I f  
a code i nd i ca tes  insurance coverage, quest ion the  r e c i p i e n t  
f u r t h e r  regard ing  the insurance. 

2. B i l l  i n g  I n s t r u c t i o n s  f o r  Claims I n v o l v i n g  T h i r d  Par ty  Resources 

If the  p a t i e n t  has t h i r d  p a r t y  resources, then the p rov ide r  must 
ob ta in  payment o r  r e j e c t i o n  from the  t h i r d  p a r t y  before Medicaid 
can be f i l e d .  When payment i s  received, t he  p rov ide r  should 
i n d i c a t e  on the  c la im  form i n  the appropr ia te  f i e l d  the  amount 
o f  the t h i r d  p a r t y  payment and the name and p o l i c y  numbers o f  
hea l th  insurance covering the  r e c i p i e n t .  I f  the  t h i r d  p a r t y  
r e j e c t e d  the  claim, a copy o f  the  r e j e c t i o n  n o t i c e  must be 
at tached t o  the  Medicaid claim. 

Exceptions: -. 
P e 

*If the  o the r  insurance company has n o t  made payment w i t h i n  120 
days o f  da te  o f  f i l i n g  a c l a i m  t o  the insurance company, submit 
w i t h  the  Medicaid c la im  a copy o f  the  o the r  insurance c l a i m  t o  
EDS i n d i c a t i n g  "NO RESPONSE" on the  Medicaid c la im  form. 
Then forward a completed TPL Lead form to :  

EDS 
P.O. Box 2009 
Frankfort ,  KY 40602 
At tn:  TPL U n i t  

*If p roo f  o f  den ia l  f o r  t he  same r e c i p i e n t  f o r  the  same o r  
r e l a t e d  serv ices  from the  c a r r i e r  i s  at tached t o  the  Medicaid 
b i l l i n g ,  c la ims processing can proceed. The den ia l  cannot be 
more than s i x  months old. 

*A l e t t e r  f rom the prov ider  i n d i c a t i n g  t h a t  he/she contacted X Y Z  i n -  
surance company and spoke w i t h  an agent t o  v e r i f y  t h a t  the  r e c i p i e n t  
was n o t  covered, can a l so  be at tached t o  t h e  Medicaid claim. 
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3. Medicaid Payment f o r  Claims I n v o l v i n g  a  T h i r d  Pa r t y  

Claims meeting the  requirements f o r  KMAP payment w i l l  be pa id  i n  
t he  f o l l o w i n g  manner i f  a  t h i r d  p a r t y  payment i s  i d e n t i f i e d  on 
the  c la im.  

The amount p a i d  by the  t h i r d  p a r t y  w i l l  be deducted from the  
Medicaid a l lowed amount and the  d i f f e r e n c e  p a i d  t o  t h e  prov ider .  
I f  the  t h i r d  p a r t y  payment amount exceeds the  Medicaid al lowed 
amount, t h e  r e s u l t i n g  KMAP payment w i l l  be zero. Recip ients 
cannot be b i l l e d  f o r  any d i f fe rence between the  b i l l e d  amount 
and Medicaid payment amount. Prov iders must accept Medicaid 
payment as payment i n  f u l l .  

Claims f o r  serv ices  i n v o l v i n g  a p r i v a t e  i n ru race  company t h a t  
has made a  payment t o  the  r e c i p i e n t  can on l y  be p a i d  t h e  d4f- 
ference between the  a l lowab le  Medicaid r a t e  and the  insurance 
amount paid. The amount p a i d  i s  t o  be entered i n  t he  appropr ia te  
b lock  t o  enable the  c l a i m  t o  pay. 

The TPL Lead Form i s  used i n  cases where no response has been 
received f rom the  insurance company and 120 days have elapsed 
s ince the  submission o f  t he  c la im.  I n  t h a t  case, t he  c la im  w i l l  
be p a i d  a t  t h e  Medicaid a l lowab le  r a t e  and EDS w i l l  then pursue 
c o l l e c t i o n  f rom the  company. An example o f  t h e  TPL Lead Form may 
be found i n  t h e  Appendix Sect ion o f  t h i s  manual, Appendix XV. 

I f  the  c la ims f o r  a  r e c i p i e n t  a r e  payable by a  t h i r d  p a r t y  
resource which was n o t  pursued by t h e  prov ider ,  t h e  c l a i m  w i l l  
be denied. Along w i t h  a  T h i r d  Pa r t y  insurance den ia l  explana- 
t i o n ,  t h e  name and address o f  the  insurance company, t he  name of 
t he  po l  i c y  holder ,  and t h e  p o l  i c y  number w i l l  be ind ica ted .  The 
p rov ide r  must pursue payment w i t h  t h i s  t h i r d  p a r t y  resource 
before  b i  11 i n g  Medicaid again. 

I f  you have any questions, please w r i t e  t o  EDS, P.O. 
Box 2009, F rank fo r t ,  Kentucky 40602, A t ten t i on :  T h i r d  p a r t y  
Un i t ,  o r  c a l l  (800) 333-2188. 
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F. Client's Continuing Income Liability 

If it is determined by the local office of the Department for Social 
Insurance that a client has income in excess of the monthly eligi- 
bil ity standard, the amount of excess income is to be paid to the 
provider by the recipient or responsible party and shall be deducted 
from the Title XIX payments. Notification of the amount of excess 
income shall be forwarded to the Hospice provider from the Department 
for Medicaid Services on Form MAP-552. (See Appendix XVI) It is the 
responsibility of the provider to collect this money from the client. 

Providers should continue to bi 1 1  a1 1 covered Hospice services 
received by the client to the KMAP. 

The applicable continuing income will be pro-rated and deducted from 
Medicaid payments on a per diem basis. 

> 

G. Spend Down 

Spend down is defined as the utilization of excess income for recog- 
nized medical expenses. If a client has income greater than that 
which is usually permitted for Medicaid eligibility, the local office 
of the Department for Social Insurance, using a standard computation 
formula, determines the excess income for a three month period. This 
quarterly excess is the spend-down amount which must be applied 
toward incurred or paid medical expenses. The medical card becomes 
effective on the date on which the quarterly excess income amount is 
met. Spend down el igibil i ty may be determined for a period three 
months prior to the application or for a three month period after the 
application. An MA spend-down eligibility card is a time limited 
card and requires re-application quarterly. 

H. Special Income Provisions 

Special income provisions are allowed for Medicaid eligibility for 
all Hospice clients who are either married or under age eighteen 
(18). The income and resources of the spouse or parents will be 
considered available to the Hospice client for the month of admission 
only. 

... . (< 
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For the second month and each succeeding month of Hospice 
participation, only the income and resources of the Hospice client 
will be used to determine Medicaid eligibility. Additionally, all 
Hospice clients will be allowed to retain from their own income 
for their basic maintenance needs an amount equal to the SSI basic 
benefit rate plus the SSI general disregard. 

I. Duplicate or Inappropriate Payments 

Any duplicate or inappropriate payment by the KMAP, whether due to 
erroneous billing or payment system faults, must be refunded to the 
KMAP. Refund checks should be made payable to "Kentucky State 
Treasurer" and sent immediately to: 

EDS 
P.O. Box 2009 
Frankfort, KY 40602 

ATTN: CashIFinance Unit 

Failure to refund a duplicate or inappropriate payment could be 
interpreted as fraud or abuse, and prosecuted as such. 
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V I I I .  COMPLETION OF FORMS 

A. General 

The Uniform B i l l i n g  Statement (UB-82) i s  t o  be used f o r  b i l l i n g  
Hospice serv ices rendered t o  e l i g i b l e  KMAP r e c i p i e n t s .  A  copy o f  
t h i s  form may be found i n  Appendix V o f  t h i s  manual. 

A separate b i l l i n g  form i s  t o  be used f o r  each pa t i en t .  

UB-82 b i l l i n g  forms may be obtained from the  Kentucky Hosp i ta l  
Associat ion.  

IMPORTANT: The r e c i p i e n t ' s  Kentucky Medical Assistance I d e n t i f  i c a -  
t i o n  Card should be c a r e f u l l y  checked t o  see t h a t  t he  r e c i p i e n t ' s  
name appears on the  card and t h a t  the  card i s  v a l i d  f o r  t he  pe r iod  
o f  t ime i n  which the  medical serv ices are  t o  be rendered and the  
e l e c t i o n  of hospice bene f i t s  i s  i n  effect.  You cannot be pa id  fo r  
serv ices  rendered t o  an i nel  i g i  b l  e  person. 

The o r i g i n a l  o f  the  i nvo i ce  s e t  should be mai led t o :  

EDS 
P.O. Box 2045 
Frank for t ,  Kentucky 40602 

B. Completion o f  UB-82 MEDICAID ONLY 

Fo l lowing are  i n s t r u c t i o n s  i n  form l o c a t o r  order  f o r  h i 1  1  i n g  Medicaid 
serv ices  on t h e  UB-82 b i l l i n g  statement (complet ion o f  UB-82 f o r  
Medicare/Medicaid copayment i s  found i n  Sect ion V I I I  C o f  t h i s  manual ) .  
Only i n s t r u c t i o n s  f o r  form l o c a t o r s  requ i red  f o r  EDS processing o r  
KMAP in fo rma t ion  are  included. I n s t r u c t i o n s  fo r  form loca to rs  n o t  
used by EDS/KMAP processing may be found i n  the  UB-82 T ra in ing  
Manual. The UB-82 T ra in ing  Manual may be obta ined f rom the  Kentucky 
Hosp i ta l  Associat ion. 
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FORM 
LOCATOR 

PROVIDER NAME AND ADDRESS 

Enter  t h e  complete name and address o f  t h e  i n s t i t u t i o n .  

PATIENT CONTROL NUMBER 

Enter t h e  p a t i e n t  c o n t r o l  number. The f i r s t  7 d i g i t s  w i l l  appear on 
the  Remittance Advice. 

TYPE OF BILL 

Enter t h e  app l i cab le  3 d i g i t  code t h a t  descr ibes t ype  o f  b i l l .  

1 s t  D i g i t  (Type F a c i l i t y ) :  8 = Hospice 
i 

2nd D i g i t  ( B i l l  Class):  1 Hospice (Non Hosp i ta l  Based) 
2 Hospice (Hosp i ta l  Based) 

3 rd  D i g i t  (Frequency) : 1 = Admit through discharge c l a i m  
2 = I n i t i a l  b i l l i n g  
3 = I n t e r i m  b i l l i n g  
4 = F i n a l  b i l l i n g  

MEDICAID PROVIDER NUMBER 

Enter t h e  Hospice Agency's 8 d i g i t  Kentucky Medicaid Prov ider  number. 

PAT1 ENT NAME 

Enter  t h e  name o f  t h e  r e c i p i e n t  i n  l a s t  name/ f i r s t  name sequence as 
shown on h i s /he r  c u r r e n t  Medical Assistance I d e n t i f i c a t i o n  (MAID) card. 

. . 

DATE OF ADMISSION 

Enter  t h e  da te  on which t h e  r e c i p i e n t  was admit ted t o  t he  hospice 
i n  month, day, year  sequence and i n  numeric format  (e. g., 01/03/86). 
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FORM 
LOCATOR 

2 1 PATIENT STATUS CODE 

Enter  t h e  app l i cab le  2 d i g i t  p a t i e n t  s ta tus  code as o f  t he  through 
date of the  b i l l i n g  per iod.  

Code S t ruc tu re  

01 - Discharge ( l e f t  care  o f  t h i s  hospice) 
30 - S t i l l  p a t i e n t  o f  t h i s  hospice 
40 - Died a t  home 
41 - Died i n  a medical f a c i l i t y ,  such as a h o s p i t a l ,  SNF, ICF, 

o r  Free Standing Hospice 
42 - Place o f  death unknown 

22 STATEMENT COVERS PERIOD 

From - Enter  t h e  beginning date o f  the  b i l l i n g  p e r i o d  covered by 
t h i s  i n v o i c e  i n  month, day, year  sequence and i n  numeric 
format. 

Through - Enter  t he  l a s t  da te  o f  t he  b i l l i n g  p e r i o d  covered by 
t h i s  i n v o i c e  i n  month, day, year  sequence and i n  numeric 
format. 

Do n o t  show days be fore  p a t i e n t ' s  Medicaid e l e c t i o n  pe r iod  began. 

28 OCCURRENCE CODE 

Enter  t he  2 d i g i t  code t h a t  i n d i c a t e s  whether t he  i l l n e s s  was 
employment o r  acc ident  re la ted .  

Code S t ruc tu re  UB82 Manual 

01 Auto Acc'ident 
02 Auto Accident/No F a u l t  Insurance Invo lved 
03 Acc ident ILas t  L i a b i  1 i ty 
04 Employment Related Accident  o r  Illness 
05 Other Accident 
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FORM 
LOCATOR 

50 DESCRIPTION 

Enter  a from and through date ( w i t h i n  t h i s  b i l l i n g  per iod)  i n  numeric 
format  and i n  month, day and year  sequence f o r  each revenue code 
shown on the  same l i n e  i n  Column 51. PLEASE ENTER SERVICE DATES 
WITHIN ONE MONTH ONLY ON EACH LINE except i n  the  case o f  r e s p i t e  
care. The e n t i r e  i n p a t i e n t  r e s p i t e  care s tay  MUST be entered on ONE 
1 ine. NOTE: Please complete no more than ten  l i n e s  per b i l l i n g  
statement. 

5 1 REVENUE CODE 

Enter  t he  3 d i g i t  revenue code f o r  the se rv i ce  being b i l l e d  (A LIST 
OF THE REVENUE CODES ACCEPTED BY KNAP CAN BE FOUND ON PAGES 7.1 AND 

! 
7.2 OF THIS MANUAL. Also, see spec ia l  i n s t r u c t i o n s  f o r  b i l l i n g  
c e r t a i n  revenue codes on page 8.6 o f  t he  manual ) . Revenue code 001 
(Tota l  Charges) must be the  l a s t  revenue code l i s t e d .  

5 2 UNITS 

Enter  t he  number o f  u n i t s  f o r  each serv ice  b i l l e d .  Un i t s  a re  
measured i n  days f o r  code 653, 182, 183, 184, 185, 654, 651, 655, and 
656, i n  hours f o r  code 652, and i n  number o f  p r e s c r i p t i o n  drugs f o r  
250. U n i t s  f o r  Medicare co-payment a re  measured i n  days f o r  658 and 
i n  number o f  p r e s c r i p t i o n s  f o r  659. 

5 3 TOTAL CHARGES 

Enter  t he  t o t a l  charges f o r  each revenue code on the  same l i n e  i n  
column 53. The 1 a s t  revenue code entered i n  column 51 (001) 
represents the  t o t a l  o f  a l l  charges b i l l e d ,  and t h a t  t o t a l  should be 
t h e  l a s t  e n t r y  i n  column 53. 

5 7 PAYER 

Enter t he  name of each payer (e.9. Medicare, P r i v a t e  Insurance, 
etc.)  f rom which the  p rov ide r  might  expect payment. 

~RANSMITTAL #7 Page 8.4 



CABINET FOR HUMAN RESOURCES 
DEPARTMENT FOR MEDICAID SERVICES 

HOSPICE PROGRAM MANUAL 
- - -  -- 

SECTION VIII - COMPLETION OF FORMS 

FORM 
LOCATOR 

6 3 PRIOR PAYMENTS 

Enter the total amount (if any) received from private insurance (the 
amount should be listed on the corresponding line with the payer in 
#57). NEITHER Medicare payment amount, Medicaid payment amount, nor 
the recipient continuing income amount is to be entered. 

6 5 INSURED'S NAME - REQUIRED ENTRY 
Enter the name of the recipient in last name/first name sequence as 
shown on his/her current MAID card. 

68 MEDICAL ASSISTANCE ID NUMBER 
Enter the recipient's 10 digit identification number EXACTLY as 
shown on his/her current MAID card. 

77 PRIMARY DIAGNOSIS CODE 

Enter the ICD-9 diagnosis code for which the patient is receiving 
treatment. 

7 8 
THRU 

OTHER DIAGNOSIS CODES 81 

Enter other ICD-9 diagnosis codes (if any) for which the patient is 
receiving treatment. 

9 2 ATTENDING PHYSICIAN ID 

Enter the 5 digit license number of the attending physician. 
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FORM 
LOCATOR 

9 5 PROVIDER CERTIFICATION - Required 
Enter the actual signature (not a facsimile) of the invoicing provider 
or the provider's duly appointed representative. STAMPED SIGNATURES 
ARE NOT ACCEPTED. 

9 6 INVOICE DATE 

Enter the date in month, day, year sequence and in numeric format on 
which this invoice was signed and submitted to EDS for processing. 

SPECIAL INSTRUCTIONS FOR SPECIFIC REVENUE CODES 

653 Room and Board SNF - Charges for room and board must be billed on the same r: 
UB-82 as other daily hospice procedures for those dates (except for 
patients with both Medicare and Medicaid). 653 must be billed with 
either 651 (Routine Home Care) or 652 (Continuous Nursing Care). 

654 Room and Board ICF - Charges for room and board must be billed on the same 
UB-82 as other daily hospice procedures for those dates (except for 
patients with both Medicare and Medicaid). 654 must be billed with 
either 651 (Routine Home Care) or 652 (Continuous Nursing Care). 

182 ICF Bed Reservation Days Home - Charges for ICF bed reservation days must 
be billed on the same UB-82 as other daily hospice procedures for those 
dates (except for patients with both Medicare and Medicaid). 182 must be 
billed with either 651 (Routine Home Care) or 652 (Continuous Nursing 
Care). 

183 SNF Bed Reservation Days Home - Charges for SNF bed reservation days must 
be billed on the same UB-82 as other daily hospice procedures for those 
dates (except for patients with both Medicare and Medicaid). 183 must be 
billed with either 651 (Routine Home Care) or 652 (Continuous Nursing 
Care). 

. - i 
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184 ICF Bed Reservat ion Days Hosp i ta l  - Charges f o r  ICF bed rese rva t i on  days 
must be b i l l e d  on the  same UB-82 as o ther  d a i l y  hospice procedures f o r  
those dates (except f o r  p a t i e n t s  w i t h  both Medicare and Medicaid). 184 
must be b i l l e d  w i t h  656 (General I n p a t i e n t  Care). 

185 SNF Bed Reservat ion Days Hosp i ta l  - Charges f o r  SNF bed rese rva t i on  days 
must be b i l l e d  on the  same UB-82 as o ther  d a i l y  hospice procedures f o r  
those dates (except f o r  p a t i e n t s  w i t h  both Medicare and Medicaid). 185 
must be b i l l e d  w i t h  656 (General I n p a t i e n t  Care). 

655 I n p a t i e n t  Respite Care - The e n t i r e  i n p a t i e n t  r e s p i t e  care MUST be 
entered on one l i n e .  

NOTE: Claims w i t h  serv ices dates more than twelve (12) months o l d  can be 
considered fo r  processing ONLY w i t h  appropr iate documentation such as one o r  
more of t h e  fo l lowing:  Remittance statements no more than 12 months o f  age 
which v e r i f y  t i m e l y  f i l i n g ,  backdated M A I D  cards ( the  words "backdated card"  
should be w r i t t e n  on the  c l a i m  form and on the  copy o f  the  backdated MAID 
card),  Soc ia l  Secu r i t y  documents, correspondence desc r ib ing  extenuat ing 
circumstances, Return t o  Prov ider  Le t te rs ,  Medicare EOMB1s e tc .  Without such 
documentation, claims over 12 months o l d  w i l l  be denied. 

C. Completion o f  UB-82 f o r  Medicare Co-Payment 

Fol lowing are  i n s t r u c t i o n s  f o r  b i l l i n g  the  Medicare co-payment on t h e  
UB-82 b i l l i n g  statement. A l l  form loca to rs  should be completed as 
o u t l i n e d  i n  Sect ion V I I I  0 o f  t h i s  manual w i t h  the  f o l l o w i n g  
except ions. 

FORM 
LOCATOR 

5 0 DESCRIPTION 

Enter  a from and t o  da te  ( w i t h i n  t h i s  b i l l i n g  per iod)  i n  numeric 
format and i n  month, day and year  sequence f o r  each revenue code 
shown on the  same 1 i n e  i n  Column 51. The 1 i n e  i t em dates o f  se rv i ce  
f o r  t h e  p r e s c r i p t i o n  co-payment must r e f l e c t  t h e  f rom and t o  days 
covered by the  p r e s c r i p t i o n .  
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5 1 REVENUE CODE 

Enter t he  3 d i g i t  revenue code f o r  the  se rv i ce  being b i l l e d .  

1. Respi te Care Co-Payment 
a, Revenue Code: 658 
b. U n i t  o f  Service: 1 day (24 hours) 

2. Hospice Drug Co-Payment 
a .  Revenue Code: 659 
b. U n i t  o f  Service: 1 p r e s c r i p t i o n  = 1 u n i t  

52 UNITS 

Enter t he  number o f  u n i t s  f o r  each serv ice  b i l l e d .  U n i t s - a r e  measured 
i n  days f o r  code 658 and i n  number o f  p r e s c r i p t i o n  f o r  659. Since 
Medicare does n o t  a1 low payment f o r  more than f i v e  (5 )  consecut ive days 

i 
o f  r e s p i t e  care, DO NOT b i l l  f o r  more than f i v e  (5)  u n i t s  f o r  
658. Note: I n  t h e  case o f  co-payment f o r  drugs, t he  number o f  u n i t s  
w i l l  n o t  always equal t he  number o f  days covered i n  the  date span f o r  
t he  serv ice .  

A copy o f  t he  app l i cab le  Explanat ion o f  Medicare Bene f i t s  (EOMB) and 
a drug i n v o i c e  (when app l i cab le )  must be at tached t o  t h e  UB-82. It 
i s  n o t  necessary t o  a t t a c h  a copy of the  EOMB i f  o n l y  charges fo r  
room and board a re  being b i l l e d .  

A l l  o the r  p e r t i n e n t  c r i t e r i a  f o r  hospice coverage must be met. 

NOTE: For p a t i e n t s  w i t h  bo th  Medicare and Medicaid, when b i l l i n g  
f o r  se rv i ce  dates which inc lude charges f o r  co-payments (drug and/or 
r e s p i t e )  and room and board o r  board rese rva t i on  days a l l  charges 
should be b i l l e d  on t h e  same UB-82. I f  no co-payment i s  being 
b i l l e d ,  charges f o r  room and board and/or bed rese rva t i on  days may 
be b i l l e d  alone. 
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D. Completion o f  E l e c t i o n  o f  Medicaid Hospice B e n e f i t  Form (MAP-374) 

An i n d i v i d u a l  who meets the  e l i g i b i l i t y  requirements fo r  hospice 
care and e l e c t s  t o  rece ive  t h a t  care, must f i l e  an E lec t i on  of 
Medicaid Hospice Bene f i t s  Form (MAP-374) w i t h  t h e  p a r t i c u l a r  hospice 
agency who w i l l  be p rov id ing  the  care. 

The name of t h e  i n d i v i d u a l ,  t he  M A I D  number, t h e  name and prov ider  
number of the hospice agency and t h e  e f f e c t i v e  date t h a t  hospice care 
begins must be entered i n  the  appropr ia te  spaces on the  MAP-374, as 
w e l l  as the name of the  agency who w i l l  be p rov id ing  ou tpa t ien t  
medication. 

The e f f e c t i v e  date f o r  the e l e c t i o n  pe r iod  may begin w i t h  the  f i r s t  
day o f  hospice care o r  any subsequent day o f  hospice care. The ef- 
f e c t i v e  date may n o t  be p r i o r  t o  the  date t h a t  t he  e l e c t i o n  i s  made. 

The e l e c t i o n  t o  rece ive  hospice care w i l l  be considered t o  cont inue 
as l ong  as the  i n d i v i d u a l  remains i n  the  care of t he  hospice and does 
no t  revoke the  e l e c t i o n  o f  hospice bene f i t s .  The MAP-374 w i l l  remain 
i n  e f f e c t  f o r  t he  du ra t i on  o f  hospice care. 

The sec t i on  of t he  MAP-374 regarding Yedicare e l i g i b i l i t y  must be 
completed approp r ia te l y  and i f  Medicare e l  i g i  b le,  the  dates o f  
Medicare e l i g i b i l i t y  must be entered. NOTE: I f  an i n d i v i d u a l  i s  n o t  
e l i g i b l e  f o r  Medicare b e n e f i t s  a t  t he  t ime the  Medicaid hospice 
benef i t  begins bu t  begins h is /her  Medicare b e n e f i t s  dur ing  t h e  
Medicaid b e n e f i t  period, the  hospice agency should send a Hospice 
P a t i e n t  Status Change Form (MAP-403) t o  the  Department fo r  Medicaid 
Services and the  l o c a l  Department f o r  Soc ia l  Insurance O f f i c e  i n -  
d i c a t i n g  the  date t h a t  Medicare b e n e f i t s  became e f fec t ive  F a i l u r e  t o  
submit t h i s  i n fo rma t ion  w i l l  r e s u l t  i n  i n c o r r e c t  payment o f  claims. 

The sec t i on  o f  t h e  MAP-374 p e r t a i n i n g  t o  l ong  term care f a c i l i t y  
res iden ts  must be completed i f  the  p a t i e n t  i s  a res iden t  i n  a l ong  
term care f a c i l i t y  a t  t he  t ime he/she e l e c t s  the  Medicaid hospice 
b e n e f i t .  The name of t he  f a c i l i t y  and the  type o f  f a c i l i t y  ( s k i l l e d  
nu rs ing  o r  in termedia te  care) must be entered. I f  a p a t i e n t  en ters  
a l ong  term care f a c i l i t y  dur ing  t h e  Medicaid hospice b e n e f i t  period, 
the  hospice agency should send a Hospice P a t i e n t  Status Change Form 
(MAP-403) t o  t h e  Department f o r  Medicaid Services and t o  the  l o c a l  
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Department f o r  Soc ia l  Insurance O f f i c e  i n d i c a t i n g  the  name and type 
o f  t he  f a c i l i t y  i n  t he  appropr iate space and the  date on which t h e .  
p a t i e n t  was admit ted t o  the f a c i l i t y .  F a i l u r e  t o  submit t h i s  i n f o r -  
mation cou ld  r e s u l t  i n  the  i n c o r r e c t  determinat ion of t h e  p a t i e n t ' s  
e l i g i b i l i t y .  

The MAP-374 must be signed and dated by the  i n d i v i d u a l  ( o r  au thor ized 
representa t ive)  and a  witness. 

If an i n d i v i d u a l  revokes the e l e c t i o n  of hospice b e n e f i t s  and l a t e r  
e l e c t s  t o  rece ive  hospice b e n e f i t s  again, t he  second c e r t i f i c a t i o n  
sec t i on  of the  MAP-374 must be completed w i t h  the s ignature  o f  the  
i n d i v i d u a l  ( o r  au thor ized representa t ive)  and a  witness, as w e l l  as 
the e f f e c t i v e  date t h a t  the second e l e c t i o n  pe r iod  w i l l  begin. 
Requirements fo r  the second e l e c t i o n  pe r iod  a re  the  same as those f o r  
the  i n i t i a l  e l e c t i o n  period. I f  an i n d i v i d u a l  revokes t h e  e l e c t i o n  
of hospice b e n e f i t s  dur ing  the  second e l e c t i o n  pe r iod  and l a t e r  
e l e c t s  t o  rece ive  hospice bene f i t s  again, the t h i r d  c e r t i f i c a t i o n  
sec t ion  o f  the  MAP-374 must be completed w i t h  the  s ignature  o f  t he  
i n d i v i d u a l  ( o r  au thor ized representa t ive)  and a  witness, as w e l l  as 
the e f f e c t i v e  date t h a t  the t h i r d  e l e c t i o n  pe r iod  begins. Requirements 
f o r  the  t h i r d  e l e c t i o n  per iod  are  the  same as those f o r  the  i n i t i a l  
and second e l e c t i o n  periods. 

The second and t h i r d  c e r t i f i c a t i o n  sect ions o f  t he  MAP-374 need n o t  
be completed i f  the  previous b e n e f i t  has n o t  been revoked. 

A  copy of the  MAP-374 MUST be sent  t o  t he  l o c a l  DSI o f f i c e  and t o  the  
Department f o r  Medicaid Services, D i v i s i o n  o f  P o l i c y  and Prov ider  
Services w i t h i n  two working days o f  the  e f f e c t i v e  date o f  t he  
e l e c t i o n  period. A copy must a l so  be r e t a i n e d  by the  hospice agency. 

F a i l u r e  t o  complete forms c o r r e c t l y  may r e s u l t  i n  delays i n  payment. 

An example o f  t he  MAP-374 may be found i n  the  Appendix Sect ion o f  
t h i s  manual, Appendix V I  . 
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E. Completion o f  Revocation o f  Medicaid Hospice Benef i t  Form (MAP-375) 

I f  an i n d i v i d u a l  chooses t o  revoke h i s /he r  Medicaid hospice bene f i t s ,  
he/she must f i l e  a  Revocation of Medicaid Hospice Renefi ts Form 
(MAP-375) w i t h  the  p a r t i c u l a r  hospice agency who has been p rov id ing  
the hospice care. 

The name of t h e  i n d i v i d u a l ,  t he  MAID number, and t h e  name and 
p rov ide r  number o f  t he  hospice agency must be entered i n  the  
appropr ia te  spaces on the  MAP-375: as w e l l  as the  e f fec t i ve  date t h a t  
the revoca t i on  begins and the  i n d i v i d u a l  resumes h i s l h e r  regu la r  
Medicaid coverage. The e f fec t i ve  date of t h e  revoca t i on  may no t  be 
p r i o r  t o  t he  date t h a t  the  revocat ion  i s  made. 

The MAP-375 must be s igned and dated by the  i n d i v i d u a l  ( o r  
au thor ized rep resen ta t i ve )  as  we1 1  as a  witness. A d d i t i o n a l l y ,  the  
hospice agency s t a f f  should complete the  Rat iona le  o f  Revocation 
sec t ion  o f  t he  MAP-375. 

A copy of  the  NAP-375 KVST be sent  t o  the l o c a l  DST o f f i c e  and t o  the  
Department f o r  Medicaid Services, D i v i s i o n  o f  P o l i c y  and Provider  
Services w i t h i n  two working days of  t he  e f f e c t i v e  date o f  the  
revocat ion.  A copy must a l so  be r e t a i n e d  by the  hospice agency. 

F a i l u r e  t o  complete forms c o r r e c t l y  may r e s u l t  i n  delays i n  payment. 

An example o f  t he  MAP-375 may be found i n  the  Appendix Sect ion o f  
t h i s  manual, Appendix V I I .  
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F. Completion o f  Change o f  Hospice Providers Form (MAP-376) 

I f  an i n d i v i d u a l  chooses t o  change from one hospice agency t o  another 
f o r  hospice care, he/she must f i l e  a Change o f  Hospice Providers Form 
(MAP-376) w i t h  bo th  the  hospice agency which has been p rov id ing  
care and t h e  hospice aaency which w i l l  begin p r o v i d i n g  care. 

The name of t he  i n d i v i d u a l ,  t he  MAID number, t he  name and prov ider  
number o f  bo th  hospice agencies and the  e f f e c t i v e  date t h a t  the 
change o f  p rov iders  begins must he entered i n  the  appropr ia te  spaces 
on the  MAP-376. (NOTE: A chanqe i n  hospice p rov ide rs  i s  NOT a 
revocat ion  o f  hospice benef i t s  . ) 
The MAP-376 must be signed and dated by the  i n d i v i d u a l  ( o r  author ized 
representa t ive)  and a witness . 
A copy o f  t he  MAP-376 MUST be sent  t o  t he  l o c a l  D S I  o f f i c e  and t o  the 
Department f o r  Medicaid Services, D i v i s i o n  o f  P o l i c y  and Provider  
Services w i t h i n  two working days of the e f fec t i ve  date o f  the  chanqe. 
A copy must a l s o  be r e t a i n e d  hy each hospice agency. 

A copy o f  t he  o r i q i n a l  MAP-374 should be sent  t o  t he  new hospice 
agency a long w i t h  the  Change o f  Hospice Providers Form (MAP-376). 

F a i l u r e  t o  complete forms c o r r e c t l y  may r e s u l t  i n  delays i n  payment. 
- 

An example o f  t h e  Change o f  Hospice Providers Form (MAP-376) may be 
found i n  the  Appendix Sect ion o f  t h i s  manual, Appendix V I I I .  
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G. Completion o f  Terminat ion o f  Medicaid Hospice Bene f i t s  
Form (MAP-378) 

I f  hospice b e n e f i t s  f o r  an i n d i v i d u a l  a re  terminated fo r  any reason, 
a Terminat ion of Medicaid Hospice Bene f i t s  Form (MAP-378) must be 
f i l e d  by the  hospice agency which has been p r o v i d i n g  hospice care. 

The name o f  the  i n d i v i d u a l ,  t he  MAID number,,the e f f e c t i v e  date o f  
t he  te rm ina t i on  an6 the  name and p rov ide r  number of t he  hospice 
agency must be entered i n  the  appropr ia te  spaces on the  MAP-378. 

The b lock  which i nd i ca tes  the reason f o r  t e rm ina t i on  must be 
checked. If p a t i e n t  i s  deceased, t he  date o f  death must he 
entered. If "Other" i s  checked an explanat ion o f  the  reason f o r  
te rminat ion  must be included. 

This  form may a l so  be used i f  a p a t i e n t  becomes i n a c t i v e .  The date 
the  p a t i e n t  became i n a c t i v e  must be entered, and the  b lock  "Condi t ion 
Improved. P a t i e n t  i n  Long Term I n a c t i v e  Status" must be checked. 

(NOTE: Terminat ion o f  hospice b e n e f i t s  i s  NOT a revocat ion  o f  
b e n e f i t s  . ) 
The MAP-378 must be signed and dated by the  hospice medical d i r e c t o r .  

A copy o f  the  MAP-378 MUST be sent  t o  the  l o c a l  D S I  o f f i c e  and t o  the  
Department fo r  Medicaid Services, D i v i s i o n  o f  P o l i c y  and Prov ider  
Services w i t h i n  two working days of t he  e f f e c t i v e  date o f  t h e  
terminat ion.  A cap? must a l so  be r e t a i n e d  by t h e  hospice agency. 

An example o f  t h e  MAP-378 may be found i n  the  Appendix Sec t i on  o f  
t h i s  manual, Appevdix X. 
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H. Completion o f  Representat ive Statement For E l e c t i o n  o f  Hospice 
Bene f i t s  (MAP-379) 

I f  an i n d i v i d u a l  i s  unable, due t o  phys ica l  and/or mental incapac i ty ,  
t o  a c t  on h i s /he r  own behal f ,  a  l e g a l  rep resen ta t i ve  may be appointed. 
The l e g a l  rep resen ta t i ve  mav s i g n  any o r  a l l  hospice forms on beha l f  
o f  t he  i n d i v i d u a l .  The name o f  t he  rep resen ta t i ve  and the  name o f  
t he  i n d i v i d u a l  and the  MAID number must be entered i n  t he  appropr ia te  
spaces on the  MAP-379. 

The MAP-379 must he signed and dated by the  l e g a l  representa t ive  and 
a  witness. 

The MAP-379 need o n l y  be completed once, a t  t h e  t ime the  representa- 
t i v e  beains a c t i n g  on beha l f  o f  t he  i n d i v i d u a l ;  a  copy o f  t he  completed 
MAP-379 must, however, accompany a l l  o ther  forms which the  l e g a l  
representa t ive  has signed on beha l f  o f  the  i n d i v i d u a l .  

( 
A copy o f  t he  MAP-379 MUST be sent  t o  the  l o c a l  D S I  o f f i c e  and t o  the  
Department f o r  Medicaid Services, D i v i s i o n  o f  Pol i c y  and Prov ider  
Services w i t h i n  two working days o f  the  date when the  representa t ive  
beuins a c t i n g  on b e h a l f  o f  the  i n d i v i d u a l .  A copy must a l so  he 
re ta ined  by the  hospice apencv. 

F a i l u r e  t o  complete forms c o r r e c t l y  may r e s u l t  i n  delays i n  payment. 

An example o f  t he  MAP-379 may be found i n  the  Appendix Sect ion of 
t h i s  manual, Appendix X I .  

I. Completion of t h e  Other H o s p i t a l i z a t i o n  Statement (MAP-383) 

I f  a  hospice r e c i p i e n t  i s  h o s p i t a l i z e d  f o r  any c o n d i t i o n  n o t  r e l a t e d  
t o  the  te rmina l  i l l n e s s ,  an Other Hosp i ta l  i z a t i o n  Statement (MAP-383) 
must be completed. The name o f  the  h o s p i t a l  t o  which the  r e c i p i e n t  
i s  being admitted, t h e  name and MAID number o f  t he  r e c i p i e n t  and the  
ac tua l  date o f  t he  h o s p i t a l  admission should be entered i n  the  
appropr ia te  spaces. The Diagnosis and the  ICD 9  CM code fo r  t h i s  
h o s p i t a l i z a t i o n  must be entered. The Diagnosis and the  ICD 9  CM 
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code f o r  t he  p a t i e n t ' s  te rmina l  i l l n e s s  must be entered. The 
appropr ia te  b lock  regarding previous h o s p i t a l i z a t i o n s  must be 
checked and the  dates, diagnoses and ICD 9 CM codes fo r  previous 
admissions must be entered w h e ~  appl icable.  The form must be signed and 
dated by  the  medical d i r e c t o r  o f  the  hospice. The form should be sent  t o  
the  KMAP f o r  rev iew along w i t h  documentation which inc ludes the  te rmina l  
diagnosis, t he  p a t i e n t ' s  oresent cond i t i on  and v e r i f i c a t i o n  t h a t  the 
reason f o r  t h i s  h o s p i t a l i z a t i o n  i s  i n  NO way' r e l a t e d  t o  the  te rmina l  
i l l n e s s .  A f t e r  rev iew by the  KMAP, the  form w i l l  be re turned t o  the  
hospice agency marked "Approved by the KMAP" o r  "Denied by the  KMAP" 
and signed by a KMAP representat ive.  I f  approved, one copy should be 
sent t o  t h e  admi t t i ng  h o s p i t a l  and one copy should be re ta ined  by the  
hospice aqency. Hospice serv ices mav n o t  be b i l l e d  du r ing  the  pe r iod  
o f  h o s p i t a l i z a t i o n .  I f  denied, t he  hospice agency must b i l l  f o r  t he  
se rv i ce  us ing  the  revenue code f o r  General I n p a t i e n t  Care. 

An example o f  the  Other H o s p i t a l i z a t i o n  Statement (MAP-383) may be 
found i n  Appendix X V I I  o f  t h i s  manual. 

J .  Completion o f  Hospice Drug Form (MAP-384) 

I f  a hospice r e c i p i e n t  requ i res  drugs which are n o t  r e l a t e d  t o  
h i s /he r  te rmina l  i l l n e s s ,  a Hospice Drug Form (MAP-384) must be 
completed and submitted t o  t h e  KMAP w i t h  t h e  E l e c t i o n  o f  Benef i ts  
Form (MAP-374). I n s t r u c t i o n s  f o r  complet ion of t he  form are  as 
f o l  1 ows : 

BLOCK 
NO. 

1 RECIPIENT LAST NAME 

Enter  t h e  l a s t  name o f  the r e c i p i e n t  

2 FIRST NAME 

Enter  t h e  f i r s t  name of the  r e c i p i e n t  
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MEDICAL ASSISTANCE I. D. NUMBER 

Enter  the  r e c i p i e n t ' s  M A I D  Number e x a c t l y  as i t  appears on h i s /he r  
cu r ren t  MAID card. 

DATE MEDICAID HOSPICE COVERAGE BEGAN 

Enter t he  ac tua l  date Medicaid hospice coveraue f o r  t h i s  r e c i p i e n t  
began. The date must agree w i t h  the e f f e c t i v e  date o f  t he  E l e c t i o n  
o f  Benef i ts  Form (MAP-374). 

FIRST BJAGNOSIS (Not Related t o  the Terminal I l l n e s s )  

Enter t he  d iagnosis  fo r  t he  cond i t i on  which requ i res  the  pre- 
sc r i p t i ons ;  e n t e r  the  ICD-9-CM code f o r  the  diagnosis. 

SECOND DIAGNOSIS (Not Related t o  the  Terminal I l l n e s s )  

Enter the  second diagnosis ( i f  any) f o r  the  c o n d i t i o n  which requ i res  
the p resc r ip t i on ;  en te r  the  ICD-9-CM code f o r  the  diagnosis. 

TOTAL NUMBER OF PRESCRIPTIONS NOT RELATED TO TERMINAL ILLNESS 

Enter the  t o t a l  number o f  p resc r ip t i ons  n o t  r e l a t e d  t o  the  terminal  
i l l n e s s .  

DRUG NAME 

Enter the  name and s t reng th  (10 mg. 100 mg.) o f  t he  drug 

NDC 

Enter  t he  NDC f o r  the drua 

UNITS 

Enter t he  number o f  u n i t s  requ i red  

PRICE PER UNIT 

Enter the  ac tua l  p r i c e  per u n i t  
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11 TOTAL CHARGE 

Enter  t he  t o t a l  charge fo r  t h i s  p r e s c r i p t i o n  

12 MEDICAID MAXIMIJM ALLOWABLE 

Leave Blank 

13 TOTAL UNITS THIS INVOICE 

Enter t he  t o t a l  number of p r e s c r i p t i o n s  requested on t h i s  i nvo i ce  

14 TOTAL CHARGE THIS INVOICE 

Enter  t he  t o t a l  charge fo r  a l l  p r e s c r i p t i o n s  requested on t h i s  i nvo i ce  

15 TERKINAL DIAGNOSIS 

Enter t he  te rmina l  d iagnosis  of t he  p a t i e n t  and the  I C D  9 CM code 
f o r  t h a t  diagnosis. 

16 PREVIOUSLY REQUIRED PRESCRIPTIONS 

Enter whether t h e  p a t i e n t  requ i red  these p r e s c r i p t i o n s  p r i o r  t o  the 
d iagnosis  of the  te rm ina l  i l l n e s s .  

17 PRFSCRIPTIONS RESULTING FPOM HOSPITALIZATION 

Enter  whether t h e  p r e s c r i p t i o n s  a r e  t h e  r e s u l t  o f  a  h o s p i t a l i z a t i o n  
n o t  r e l a t e d  t o  t h e  te rm ina l  i l l n e s s .  

18 DATES OF HOSPITALIZATION 

I f  "yes" i s  checked i n  b lock  17, e n t e r  t he  dates o f  t h a t  
h o s p i t a l i z a t i o n .  

19 NAME OF HOSPITAL 

I f  "yes1' i s  checked i n  b lock 17, e n t e r  t he  name o f  t he  hosp i ta l .  
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20 PRESCRIBING PHYSICIAN 

Enter t he  name o f  t he  physic ian p resc r ib ing  these drugs. 

21 PROVIDER CERTIFICATION Ab!D SIGNATURE 

The ac tua l  s ignature  o f  the prov ider  (no t  a f a c s i m i l e )  o r  t he  p rov ide r ' s  
author ized agent i s  requ i red  

22 PROVIDER FAME AND ADDRESS 

Enter the  complete name and address of the hospice agency 

23 PROVIDER NUMBER 

E ~ t e r  the 8 d i g i t  Medicaid prov ider  number o f  the hospice agency. 
The number must begin w i t h  "44." 

f& 
24 INVOICE DATE 

Enter the  date on which t h i s  i nvo i ce  was signed and submitted t o  the KMAP. 

b!o e n t r y  requ i red  

Both copies o f  the PAP-384 should be attached t o  t h e  E l e c t i o n  o f  Bere f i t s  
Form (MAP-374). Documentation r u s t  a1 so be at tached which v e r i f i e s  t h a t  
t h e  need f o r  these prescr ip t ions / i tems i s  i n  NO way r e l a t e d  t o  the  p a t i e n t ' s  
te rmina l  i l l n e s s .  One copy w i l l  be re turned t o  the  p rov ide r  by the  KMAP 
w i t h  the a l lowab le  maximum Medicaid payment entered i n  Block 12 fo r  each 
p resc r ip t i on .  I f  payment i s  n o t  allowed, "NAN w i l l  be entered i n  Block 
12. 

Only one MAP-384 need be submitted unless the hospice b e n e f i t  i s  revoked 
o r  unless the re  i s  a change i n  the  p resc r ip t i ons  requi red.  The i n i t i a l  
MAP-384 should be submit ted w i t h  the r e c i p i e n t ' s  E l e c t i o n  o f  B e n e f i t  Form 
(MAP-374). I f  the  hospice benef i t  i s  revoked and then re ins ta ted ,  a new 
MAP-384 should be sent  w i t h  the  second o r  t h i r d  c e r t i f i c a t i o n  period. If 
there  i s  a change i n  the  p resc r ip t i ons  required, an MAP-384 o n l y  should be 
submitted. The hospice agency should r e t a i n  a copy o f  the  invoice.  
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The MAP-384 should a lso be used when requesting p r i o r  approval f o r  
add i t iona l  payment f o r  n u t r i t i o n a l  supplements when they are required 
f o r  the t o t a l  n u t r i t i o n  o f  the pat ient .  The form should be completed 
as f o r  regu lar  p resc r ip t ions  w i t h  the name o f  the n u t r i t i o n a l  sup- 
plement entered i n  b lock 7 and the NDC number entered i n  b lock 8. 
Documentation from the at tending physic ian which v e r i f i e s  t h a t  the 
n u t r i t i o n a l  supplements are requ i red f o r  the pa t i en t ' s  t o t a l  
n u t r i t i o n  must be attached t o  the MAP-384. . 

An example o f  the MAP-384 may be found i n  Appendix X V I I I  o f  t h i s  manual. 

K. Completion o f  Other Services Statement (MAP-397) 

For those services which are usua l l y  covered under the hospice 
bene f i t  bu t  are being b i l l e d  separately because they have been 
determined t o  be t o t a l l y  unrelated t o  the terminal  i l l n e s s  of the 
pat ient ,  an Other Services Statement (MAP-397) must be completed i n  
order t o  obta in  aoproval from the KMAP. I ns t r uc t i ons  f o r  completion 
of the form are as fo l lows:  

1. The name of the agency ~ r o v i d i n g  the service, the name and MAID  
number of the r e c i p i e n t  and the date o f  serv ice  must be entered 
i n  the appropr iate spaces. 

2. The diagnosis o f  the cond i t ion  r equ i r i ng  t h i s  serv ice and the 
I C D  9  CM code f o r  t h a t  diagnosis must be entered. 

3. The d i a ~ n o s i s  and I C D  9  CM code o f  the ~ a t i e n t ' s  terminal  
i l l n e s s  must be entered. 

4. Items o f  durable medical equipment being b i l l e d  separately must 
be s p e c i f i c a l l y  i den t i f i ed .  

5 .  A descr ip t ion  of hosp i ta l  outpat ient  serv ices and the reason 
f o r  the serv ices must be entered. 

6. The form must be signed and dated by the medical d i r ec to r  o f  
the hospice agency. 

7. Documentation which v e r i f i e s  t h a t  the services are t o t a l l y  unrelated 
t o  the terminal  i l l n e s s  o f  the pa t i en t  must be attached t o  the form. 
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8. A l l  copies o f  the form should be submitted t o  the Department 
f o r  Medicaid Services, D i v i s i on  o f  Pol i c y  and Provider Services. 
Two copies o f  the form w i l l  be returned t o  the provider signed 
by a KMAP representat ive i nd i ca t i ng  whether separate payment fo r  
the services has been approved o r  denied. 

9. I f  approved, one copy o f  the form should be sent t o  the provider 
who w i l l  b i l l  f o r  the service. The o ther  copy should be re ta ined 
by the hospice agency. 

An example o f  the Other Services Statement (MAP-397) may be found i n  
Appendix X I X  o f  t h i s  manual. 
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L. Completion o f  Hospice P a t i e n t  Status Change Form (MAP-403) 

This form should be used any t ime a p a t i e n t ' s  s ta tus  chanaes i n  any 
way a f t e r  the  E l e c t i o n  o f  Medicaid Benef i ts  Form (MAP-3741 i s  
f i l e d .  

Enter t h e  p a t i e n t ' s  name and MAID number. 

Enter t h e  name and p rov ide r  number o f  the  hospice agency. 

Enter t he  o r i g i n a l  date o f  e l e c t i o n  o f  Medicaid hospice bene f i t s .  

Enter t h e  e f f e c t i v e  date o f  t h i s  change. 

Check t h e  b lock  which app rop r ia te l y  describes t h i s  change and a l l  
in fo rmat ion  p e r t a i n i n g  t o  the  change. 

The form must be signed by the  p a t i e n t  o r  h i s /he r  author ized 
representa t ive  and a Hospice Agency Representative. 

A copy o f  the  MAP-403 must be sent  t o  the  l o c a l  DSI o f f i c e  and t o  
the Department f o r  Medicaid Services, D i v i s i o n  o f  P o l i c y  and 
Provider  Services w i t h i n  two working davs o f  t he  e f f e c t i v e  date o f  
the change. A copy must a l so  be re ta ined  by t he  hospice agency. 

F a i l u r e  t o  complete the  form c o r r e c t l y  may r e s u l t  i n  delays i n  
payment. 

An example o f  t he  MAP-403 may be found i n  t h e  Appendix .Section o f  
t h i s  manual, Appendix I X .  
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I X .  REMITTANCE STATEMENT 

A. General 

The EDS Remittance Statement (Remittance Advice) furnishes the 
provider w i t h  an explanation o f  the status of those claims EDS 
processed. The Remittance Statement accompanies the payment check 
and i s  d iv ided  i n t o  s i x  sections. 

The f i r s t  sect ion provides an accounting of those claims which are 
being pa id  by the KMAP w i t h  the accompanying payment check. 

The second sect ion provides a l i s t  o f  claims which have been re jec ted 
(denied) i n  t o t a l  by the KMAP w i t h  the corresponding Explanation o f  
Benef i t  (EOB) code. 

The t h i r d  sect ion provides a 1 i s t  of claims EDS received which d i d  
no t  complete processing as of the date ind icated on the Remittance 
Statement. 

The f ou r t h  sect ion provides a l i s t  o f  claims received by EDS t ha t  
could no t  be processed as the r e s u l t  o f  incomplete c la im informa- 
t ion.  These claims have been returned t o  the provider along w i th  a 
cover l e t t e r  t h a t  explains the reasons f o r  the return.  

The f i f t h  sect ion includes the sumnation of claims payment a c t i v i t y  
as o f  the date ind icated on the Remittance Statement and the year- 
to-date claims payment a c t i v i t i e s .  

The s i x t h  sect ion provides a 1 i s t  o f  the EOB codes which appeared on 
the dated Remittance Statement w i t h  the corresponding w r i t t e n  expla- 
nat ion o f  each EOB code. 

Claims appearing i n  any sect ion of the Remittance Statement w i l l  be 
i n  a lphabet ical  order according t o  the pa t i en t ' s  l a s t  name. 
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B. Section I - Claims Paid 

An example o f  the f i r s t  sect icn o f  the Remittance Statement i s  shown 
i n  Appendix XII-PI. This sect ion l i s t s  a l l  o f  those claims f o r  which 
payment i s  being made. On the pages irranediately fo l lowing are 
item-by-item explanations o f  each ind iv idua l  en t ry  appearing on 
t h i s  sect ion o f  the Remittance Statement. 

EXPLANATION OF REMITTANCE STATEMENT 
FOR HCSPICE SERVICES 

ITEM - 
INVOICE The prepr inted invoice number ( o r  p t t i e n t  account number) ap- 
NUMBER pearing on each c la im form i s  p r in ted  i n  t h i s  column fo r  the 

provider ' s reference 
d 

RECIPIENT The name o f  the rec ip ien t  as i t  appears on the Department's f i l e  
NAME o f  e l  i g i  b l e  Medicaid rec ip ients  

RECIPIENT The Medical Assistance I .D. Number o f  the rec i p i en t  as shown on 
EiUMBER the c la im form submitted by the provider 

INTERNAL The i n te rna l  cont ro l  number ( ICN)  assigned t o  t'he c la im for  
CONTROL NO. i d e n t i f i c a t i o n  purposes by EGS. 

CLAIM SVC The e a r l i e s t  and l a t e s t  dates o f  serv ice as shown on the c la im 
DATE form 

TOTAL CHARGES The t o t a l  charges b i l l e d  by the provider f o r  the serv ices on 
t h i s  c la im form 

CHARGES NOT Any por t ion  o f  the provider 's  b i l l e d  charges t h a t  are not  being 
COVRD paid, (examples: re jec ted l i n e  Stem, reduct ion i n  b i l  l e d  amount 

t o  a1 lowed charge) 

NIT. FROM The amount ind icated by the provider as received from a source 
OTHER SRCS other than the Medicaid program f o r  services on the c la im 
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CLAIM PMT The amount being p a i d  by the  Medicaid Program t o  the  p rov ide r  f o r  
AMOUNT t h i s  c l a i m  

EOB For exp lanat ion  o f  bene f i t  code, see back page o f  Remittance 
Statement 

LINE NO. The number o f  the  l i n e  on the  c l a i m  being p r i n t e d  

Place o f  se rv i ce  code dep ic t i ng  the  l o c a t i o n  o f  t he  
rendered se rv i ce  

REV CODE The revenue code i n  t h e  l i n e  i t em 

QTY The number o f  procedures/supply f o r  t h a t  l i n e  i t em charge 

LINE ITEM The charge submitted by the  p rov ide r  f o r  the  procedure i n  
CHARGE the  l i n e  i t em 

LINE ITEM PMT The amount being p a i d  by the Medicaid program t o  the  p rov ide r  
f o r  a  p a r t i c u l a r  l i n e  i t em 

EOB Explanat ion o f  b e n e f i t  code which i d e n t i f i e s  the  payment 
process used t o  pay the  l i n e  item. 

C. Sect ion I 1  - Denied Claims 
. - 

The second sec t i on  o f  t he  Remittance Statement appears whenever one 
o r  more c la ims a r e  r e j e c t e d  i n  t o t a l .  This  sec t i on  l i s t s  a l l  such 
c la ims and i n d i c a t e s  the  EOB code exp la in ing  the  reason f o r  each 
c la im  r e j e c t i o n .  Appendix XII-P2 

A l l  i tems p r i n t e d  have been p rev ious l y  de f ined i n  t he  desc r ip t i ons  of 
t he  pa id  c la ims sec t i on  o f  the  Remittance Statement. 
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D. Sect ion I 1 1  - Claims i n  Process 

The t h i r d  sec t i on  o f  t he  Remittance Statement (Appendix X I  I-P3) 1  i s t s  
those c la ims which have been received by EDS b u t  which were n o t  
ad jud ica ted  as o f  t he  da te  o f  t h i s  repo r t .  A c l a i m  i n  t h i s  category 
u s u a l l y  has been suspended from the  normal processing cyc le  because 
o f  data e r r o r s  o r  t he  need f o r  f u r t h e r  review. A c l a i m  o n l y  appears 
i n  the  Claims I n  Process sec t i on  o f  the  Remittance Statement as long 
as i t  remains i n  process. A t  the t ime a  f i n a l  determinat ion can be 
made as t o  c l a i m  d i s p o s i t i o n  (payment o r  r e j e c t i o n )  t he  c la im  w i l l  
appear i n  Sect ion I o r  I 1  o f  the Remittance Statement. 

E. Sect ion I V  - Returned Claims 

The f o u r t h  sec t ion  o f  the  Remittance Statements (Apperdix XII-P4) 
l i s t s  those claims which have been received by EDS and re turned t o  
the p rov ide r  because requ i red  in fo rmat ion  i s  miss ing  from the  claim. el 
The c l a i m  has been r e t u r r e d  t o  the  prov ider  w i t h  a  cover sheet which 
i n d i c a t e s  the  reason(s) t h a t  the c l a i m  has been returned. 

F. Sect ion V - Claims Payment Summary 

This sec t i on  i s  a  summary o f  t he  claims payment a c t i v i t i e s  as o f  the  
date i n d i c a t e d  on the  Remittance Statement and the  year- to-date (YTD) 
c la ims payment a c t i v i t i e s .  

CLAIMS PAID/DENIED the  t o t a l  number o f  f i n a l i z e d  c la ims which have been 
determined t o  be denied o r  pa id  by t h e  Medicaid program, 
as o f  the  date i n d i c a t e d  on the  Remittance Statement and 
YTD summation o f  c l a i m  a c t i v i t y  

AMOUNT P A I D  t he  t o t a l  amount o f  c la ims t h a t  p a i d  as o f  the  date on the 
Remittance Statement and the  YTD summation o f  payment 
a c t i v i t y  
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WITHHELD AMOUNT the  d o l l a r  amount t h a t  has been recouped by Medicaid as o f  
the date on the Remittance Statement (and YTD sumnation 
of recouped monies) 

NET PAY AMOUNT the d o l l a r  amount t h a t  appears on the check 

CREDIT AMOUNT the d o l l a r  amount of a refund t h a t  a prov ider  has sent i n  
t o  EDS t o  ad jus t  the 1099 amount ( t h i s  amount does no t  
a f f e c t  claims payment, i t  on ly  adjusts the 1099 amount) 

NET 1099 AKOUNT the t o t a l  amount of ~ o n e y  t ha t  the  prov ider  has received 
from the Medicaid program as o f  the date on the Remittance 
Statement and the YTD t o t a l  monies received tak ing i n t o  
considerat ion recoupments and refunds 

G .  Section V I  - Descr ipt ion o f  Explanation Codes L i s t e d  Above 

Each EOB code t h a t  appeared on the dated Remittance Statement w i l l  
have a corresponding w r i t t e n  explanation per ta in ing  t o  payment, 
denial,  suspension anc r e tu rn  f c r  a p a r t i c u l a r  c la im (Appendix X I I -  
P5). 
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A. Correspondence Forms Ins t ruc t ions  

Type o f  
Informat ion Time Frame 
Requested f o r  I nqu i r y  Ma i l i ng  Address 

Inqu i ry  6 weeks a f t e r  EDS 
b i l l i n g  P.O. Box 2009 

Frankfor t ,  KY 40602 
ATTN: Communications Un i t  

Adjustment Immediately EDS 
P.O. Box 2009 
Frankfor t ,  KY 40602 
ATTN: Adjustments Un i t  

Refund Immediately EDS 
P.O. Box 2009 
Frankfor t ,  KY 40602 
ATTN: Cash/Finance Un i t  

Type of 
Informat ion 
Requested Necessary Informat ion 

I nqu i r y  1. Completed I nqu i r y  Form 
2. Remittance Advice o r  Medicare EOMB, when 

appl i cable 
3.  Other support ive documentation, when needed, 

such as a photocopy o f  the Medicaid c la im 
when a c la im has no t  appeared on an R/A 
w i t h i n  a reasonable amount o f  t ime 
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Type of 
Information 
Requested Necessary Information 

Adjustment 1. Completed Adjustment Form 
2. Photocopy of the claim in question 
3. Photocopy of the applicable portion 

of the R/A in question 

Refund 1. Refund Check 
2. Photocopy of the applicable portion 

of the R/A in question 
3. Reason for refund 

B. Telephoned Inquiry Information 

What is Needed? 

- Provider number 
- Patient's Medicaid ID number 
- Date of service - Billed amount - Your name and telephone number 
When to Call? 

- When claim is not showing on paid, pending or denied sections 
of the R/A within 6 weeks - When the status of claims are needed and they do not exceed 
five in number 

Where to Cal l? 

- Toll -free number 1-800-333-2188 (within Kentucky) 
- Local (502) 227-2525 
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C. F i l i n g  L i m i t a t i o n s  

New Claims - 12 months f r om da te  of s e r v i c e  

Medicare/Medicai d 
Crossover Claims - 12 months f r om da te  o f  s e r v i c e  

NOTE: I f  t h e  c l a i m  i s  a Medicare 
crossover  c l a i m  and i s  r e c e i v e d  by 
EDS more than  12 months f r om da te  of  
se rv i ce ,  b u t  l e s s  than  6 months from 
t h e  Medicare a d j u d i c a t i o n  date, EDS 
cons iders  t h e  c l a i m  t o  be w i t h i n  t h e  
f i l i n g  l i m i t a t i o n s  and w i l l  proceed 
w i t h  c la ims  process ing.  

Th i  r d -Pa r t y  
L i a b i l i t y  Claims - 12 months f r om da te  o f  s e r v i c e  

NOTE: I f  t h e  o t h e r  insurance  company 
h a s o t  responded w i t h i n  120 days of 
da te  o f  se rv i ce ,  submi t  t h e  c l a i m  t o  EDS 
i n d i c a t i n g  "NO RESPONSEn f r om the  o t h e r  
insurance company. 

Adjustments - 12 months f r om da te  t h e  p a i d  c l a i m  
appeared on t h e  R/A 
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D. Provider Inquiry Form 

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

EDS 
P.O. Box 2009 
Frankfort, KY 40602 

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

Please remit BOTH copies of the Provider Inquiry form to EDS. Any 
additional documentation that would he1 p clarify your inquiry should 
be attached. EDS will enter their response on the form and the 
ye1 low copy will be returned to the provider. 

It is NOT necessary to complete a Provider Inquiry form when resub- 
mitting a denied claim. 

Provider Inquiry forms may NOT be used in 1 ieu of KMAP claim forms, 
Adjustment forms, or any other document required by KMAP. 

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

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

Fie1 d Number Instructions 

Enter your 8-digi t Kentucky Medicaid Provider Number. If 
you are a KMAP certified clinic, enter your 8 digit clinic 
number. 

2 Enter your Provider Name and Address. 

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

Enter the recipient's 10 digit Medical Assistance ID 
number. 

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

6 Enter the Claim Service Date(s) . 
If you are inquiring i n  regard to an in-process, paid, or 
denied claim, enter the date of the Remittance Advice 
listing the claim. 

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

9 Enter your specific inquiry. 

10 Enter your signature and date of the inquiry. 
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Adjustment Request Form 

The Adjustment Request form i s  t o  be used when request ing a change on 
a p rev ious l y  pa id  claim. This does n o t  i nc lude  denied c la ims o r  
claims re turned t o  the  prov ider  f o r  requested a d d i t i o n a l  in format ion  
o r  documentat ion. 

For prompt a c t i o n  and response t o  the  adjustment requests, please 
complete a l l  items. COPIES OF THE CLAIM AND THE APPROPRIATE PAGE OF 
THE R/A MUST BE ATTACHED TO THE ADJUSTMENT REQUEST FOW. If items are  
not completed, the  form may be returned. 

F i e l d  Number Desc r ip t i on  

Enter  the  1 3 - d i g i t  c la im  number f o r  t h e  
p a r t i c u l a r  c la im  i n  quest ion. 

Enter the  r e c i p i e n t ' s  name as i t  appears on 
the  R/A ( l a s t  name f i r s t ) .  

Enter  the  complete r e c i p i e n t  i d e n t i f i c a t i o n  
number as i t  appears on the  R/A. The complete 
Medicaid number conta ins 10 d i g i t s .  

Enter  the  p rov ide r ' s  name, address and complete 
prov ider  number. 

Enter the  "From Date o f  Service" f o r  t h e  c la im  
i n  question. 

Enter  the  "To Date o f  Service" f o r  t h e  c la im  
i n  quest ion. 

Enter  the  t o t a l  charges submitted on t h e  o r i g i n a l  
claim. 
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F i e l d  Number Descr ipt ion 

Enter the t o t a l  Medicaid payment fo r  the c la im 
as found under the "Claims Payment Amount" 
column on the R/A. 

Enter the R/A date which i s  found on the top 
l e f t  corner of the remi  ttance. Please do no t  
enter  the date the payment was received o r  
posted . 
Spec i f i ca l l y  s ta te  WHAT i s  t o  be adjusted on 
the c la im ( i  .e. date o f  service, un i t s  o f  
service). 

Spec i f i ca l l y  s ta te  the reasons fo r  the request 
adjustment (i .e. m i  scoded, overpaid, underpaid). 

Enter the name o f  the person who completed the 
Adjustment Request Form. 

13 Enter the date on which the form was submitted. 

Mai l  the completed Adjustment Request form, c la im copy and Remittance 
Advice t o  the address on the top of the form. 

To reorder these forms, contact the Comnunications Un i t  by mail :  

EDS 
P.O. Box 2009 
Frankfor t  , KY 40602 

Be sure t o  specify the number of forms you desire. Allow 7 days fo r  
del ivery.  
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AMBULATORY SURGICAL CENTER SERVICES 

Medicaid covers med ica l l y  necessary serv ices performed i n  ambulatory su rg i ca l  
centers. 

BIRTHING CENTER SERVICES 

Covered b i r t h i n g  center  serv ices  inc lude an i n i t i a l  p rena ta l  v i s i t ,  f o l  low-up 
prenata l  v i s i t s ,  d e l i v e r y  and up t o  two fo l low-up pos tnata l  v i s i t s  w i t h i n  4-6 
weeks o f  the  d e l i v e r y  date. 

DENTAL SERVICES 

Coverage i s  l i m i t e d  b u t  inc ludes X-rays, f i l l i n g s ,  simple ex t rac t i ons ,  and 
emergency t reatment  f o r  pain, i n f e c t i o n  and hemorrhage. Prevent ive  denta l  care 
i s  s t ressed f o r  i n d i v i d u a l s  under age 21. 

DURABLE MEDICAL EQUIPMENT 

Cer ta in  medical l y  necessary i tems o f  durable medical equipment, o r t h o t i c  and 
p r o s t h e t i c  devices may be covered when ordered by a  phys i c ian  and prov ided by 
supp l i e rs  o f  durable medical equipment, o r t h o t i c  and p r o s t h e t i c s .  Most i tems 
r e q u i r e  p r i o r  au tho r i za t i on .  

FAMILY PLANNING SERVICES 

Comprehensive f a m i l y  p lann ing  serv ices  are  a v a i l a b l e  t o  a l l  e l i g i b l e  T i t l e  X I X  
r e c i p i e n t s  o f  ch i l dbea r ing  age and those minors who can be considered sexua l l y  
ac t ive .  These serv ices  a re  o f f e r e d  through p a r t i c i p a t i n g  agencies such as 
l o c a l  county h e a l t h  departments and independent agencies, i.e., Planned 
Parenthood Centers. Services a re  a l s o  avai  l a b l e  through p r i v a t e  .physicians. 

A  complete phys ica l  examination, counseling, cont racept ive  educat ion and 
educat ional  ma te r i a l s ,  as w e l l  as the  p r e s c r i b i n g  o f  t he  app rop r ia te  contra-  
cep t i ve  method, a re  a v a i l a b l e  through the  Family Planning Serv ices element o f  
the  KMAP. Follow-up v i s i t s  and emergency treatments a r e  a l s o  provided. 

HEARING SERVICES 

Hearing eva lua t ions  and s i n g l e  hear ing aids, when ind ica ted ,  a r e  p a i d  f o r  by 
the  program f o r  e l i g i b l e  r e c i p i e n t s ,  t o  the  age o f  21. Follow-up v i s i t s ,  as 
w e l l  as check-up v i s i t s ,  a re  covered through the  hear ing serv ices  element. 
Cer ta in  hear ing a i d  r e p a i r s  are a l s o  pa id  through the program. 
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HOME HEALTH SERVICES 

Sk i1  l e d  nu rs i ng  serv ices ,  phys i ca l  therapy, speech therapy, occupat iona l  
therapy  and a i d e  s e r v i c e s  a r e  covered when necessary t o  h e l p  t h e  p a t i e n t  remain 
a t  home. Medical  s o c i a l  worker se rv i ces  a r e  covered when p rov ided  as p a r t  o f  
these serv ices .  Home Hea l t h  coverage a1 so inc ludes  d isposab le  medica l  suppl  i e s  . 
Coverage f o r  home h e a l t h  se rv i ces  i s  n o t  l i m i t e d  by age. 

HOSPITAL SERVICES 

INPATIENT SERVICES 

KMAP bene f i t s  i n c l u d e  reimbursement f o r  admissions t o  acu te  care  h o s p i t a l s  f o r  
t he  management of  an acu te  i l l n e s s ,  an acu te  phase o r  compl i ca t ions  o f  a  
ch ron i c  i l l n e s s ,  i n j u r y ,  impairment, necessary d i a g n o s t i c  procedures, m a t e r n i t y  
care, and acu te  p s y c h i a t r i c  care.  A l l  non-emergency h o s p i t a l  admissions must 
be p reau tho r i zed  by  a  Peer Review Organizat ion.  C e r t a i n  s u r g i c a l  procedures 
a r e  n o t  covered on an i n p a t i e n t  bas is ,  excep t  when a  1  i f e - t h r e a t e n i n g  s i t u a t i o n  ( 
e x i s t s ,  t h e r e  i s  ano ther  p r ima ry  purpose f o r  admission, o r  t he  phys i c i an  
c e r t i f i e s  a  medica l  n e c e s s i t y  r e q u i r i n g  admission t o  t h e  h o s p i t a l .  E l e c t i v e  
and cosmetic procedures a r e  o u t s i d e  t he  scope o f  program b e n e f i t s  un less 
m e d i c a l l y  necessary o r  i nd i ca ted .  Reimbursement i s  l i m i t e d  t o  a  maximum o f  
f ou r t een  (14)  days p e r  admission. 

OUTPATIENT SERVICES 

B e n e f i t s  o f  t h i s  program element i n c l u d e  d iagnos t i c ,  t he rapeu t i c ,  s u r g i c a l  and 
r a d i o l o g i c a l  se rv i ces  as ordered by a  phys ic ian ;  c l i n i c  v i s i t s ,  se lec ted  
b i o l o g i c a l  and b l o o d  c o n s t i t u e n t s ,  emergency room se rv i ces  i n  emergency 
s i t u a t i o n s  as determined by  a  phys ic ian ;  and se rv i ces  o f  hosp i ta l -based  
emergency room phys ic ians .  

There a r e  no l i m i t a t i o n s  on t h e  number o f  h o s p i t a l  o u t p a t i e n t  v i s i t s  o r  
se rv i ces  a v a i l a b l e  t o  program r e c i p i e n t s .  
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LABORATORY SERVICES 

Coverage of 1 aboratory procedures for Kentucky Medical Assistance Program 
(KMAP) participating independent laboratories includes procedures for which 
the laboratory is certified under Medicare. 

LONG TERM CARE FACILITY SERVICES 
SKILLED NURSING FACILITY SERVICES 
The KMAP can make payment to skilled nursing facilities for: 

A. Services provided to Medicaid recipients who require twenty-four (24) 
skilled nursing care and/or skilled services which as a practical matter 
can only be provided on an inpatient basis.* 

B. Services provided to recipients who are also medically eligible for 
Medicare benefits in the skilled nursing facility. 

-Coinsurance from the 21st through the 100th day of this Medicare 
benefit period. 

-Full cost for the full length of stay after the 100th day if 
24-hour skilled nursing care is still required.* 

*Need for skilled nursing care must be certified by a Peer Review 
Organization (PRO). 

INTERMEDIATE CARE FACILITY SERVICES 
The KMAP can make payment to intermediate care facilities for: 

A. Services provided to recipients who require intermittent ski 1 led nursing 
care and continuous personal care supervision.* 

0. Services provided to Medicaid recipients who are mentally retarded or 
developmentally disabled prior to age 22, who because of their mental and 
physical condition require care and services which are not provided by 
community resources. * 
*Need for the intermediate level of care and the ICF/MR/DD level 
of care must be certified by a PRO. 
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MENTAL HOSPITAL SERVICES 

I n p a t i e n t  p s y c h i a t r i c  se rv i ces  a r e  p rov ided  t o  Med ica id  r e c i p i e n t s  under t he  
age o f  21  and age 65 o r  o l d e r  i n  a  p s y c h i a t r i c  h o s p i t a l .  There i s  no l i m i t  on 
l e n g t h  o f  stay;  however, t h e  need f o r  i n p a t i e n t  p s y c h i a t r i c  h o s p i t a l  se rv i ces  
must be v e r i f i e d  through t h e  u t i l i z a t i o n  c o n t r o l  mechanism. 

COMMUNITY MENTAL HEALTH CENTER SERVICES 

Community mental  heal th-menta l  r e t a r d a t i o n  cen te rs  serve r e c i p i e n t s  o f  a l l  ages 
i n  t h e  community s e t t i n g .  From the  c e n t e r  a  p a t i e n t  may r e c e i v e  t rea tment  
through: 

O u t p a t i e n t  Serv ices 
Psychosocia l  R e h a b i l i t a t i o n  
Emergency Serv ices  
I n p a t i e n t  Serv ices  
Personal Care Home V i s i t s  

E l i g i b l e  Medica id  r e c i p i e n t s  needing p s y c h i a t r i c  t r ea tmen t  may r e c e i v e  se rv i ces  
f rom the  community mental  h e a l t h  c e n t e r  and p o s s i b l y  a v o i d  h o s p i t a l i z a t i o n .  
There a r e  f ou r t een  (14) ma jo r  centers ,  w i t h  many sa te1  1  i t e  cen te rs  a v a i l a b l e .  
Kentucky Medical  Ass is tance Program reimburses p r i v a t e  p r a c t i c i n g  p s y c h i a t r i s t s  
f o r  p s y c h i a t r i c  se rv i ces  th rough t h e  p h y s i c i a n  program. 

NURSE ANESTHETIST SERVICES 

Anesthesia se rv i ces  performed by a  p a r t i c i p a t i n g  Advanced Reg is te red  Nurse 
P r a c t i t i o n e r  - Nurse A n e s t h e t i s t  a re  covered by t h e  KMAP. 

NURSE MIDWIFE SERVICES 

Med ica id  coverage i s  a v a i l a b l e  f o r  se rv i ces  performed by  a  p a r t i c i p a t i n g  
Advanced Reg is te red  Nurse P r a c t i t i o n e r  - Nurse Midwi fe .  Covered s e r v i c e s  
i n c l u d e  an i n i t i a l  p r e n a t a l  v i s i t ,  f o l l ow -up  p rena ta l  v i s i t s ,  d e l i v e r y  and up 
t o  two f o l l ow -up  p o s t  par tum v i s i t s  w i t h i n  4 t o  6 weeks o f  t h e  d e l i v e r y  date. 

i 
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PHARMACY SERVICES 
Legend and non-legend drugs from the approved Medical Assistance Drug List when 
required in the treatment of chronic and acute illnesses are covered by the 
KMAP. The Department is advised regarding the outpatient drug coverage by a 
formulary subcommittee composed of persons from the medical and pharmacy 
professions. A Drug List is available to individual pharmacists and physicians 
upon request and routinely sent to participating pharmacies and long-term care 
facilities. The Drug List is distributed quarterly with monthly updates. 

In addition, certain other drugs which may enable a patient to be treated on an 
outpatient basis and avoid ins ti tutional ization are covered for payment through 
the Drug Preauthorization Program. 

PHYSICIAN SERVICES 

Covered services include: 

Office visits, medically indicated surgeries, elective sterilizations*, 
del iveries , chemotherapy, radio1 ogy services, emergency room care, anesthesi - 
01 ogy services , hysterectomy procedures*, consul tat ions , second opinions prior 
to surgery, assistant surgeon services, oral surgeon services, psychiatric 
services. 

"Appropriate consent forms must be completed prior to coverage of these procedures. 

Non-covered services include: 

Injections, suppl ies , drugs (except anti-neoplas tic drugs), cosmetic procedures, 
package obstetrical care, IUDs, diaphragms, prosthetics, various administrative 
services, miscellaneous studies, post mortem examinations, surgery not medically 
necessary or indicated. 

Limited coverage: 

One comprehensive office visit per twelve (12) month period, per patient, per 
physician. 
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APPENDIX I 
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DEPARTMENT FOR MEDICAID SERVICES 

HOSPICE PROGRAM MANUAL 

KENTUCKY MEDICAL ASSISTANCE PROGRAM (KMAP) SERVICES 

PHYSICIAN SERVICES (Continued) 

The fo l low ing l abo ra to ry  procedures are  covered when performed i n  the o f f i c e  by 
an M.D. o r  osteopath. 

Ova and Parasi tes ( feces)  
Smear f o r  Bacter ia,  s ta ined  
Throat Cul tures (Screening) 
Red Blood Count 
Hemoglobin 
White Blood Count 
D i f f e r e n t i a l  Count 
Bleeding Time 
E l e c t r o l y t e s  
Glucose Tolerance 
Skin Tests for :  

Histoplasmosis 
Tuberculosis 
Coccidioidomycosis 
Mumps 
Bruce1 1 a 

Complete Blood Count 
Hematocri t 
Prothrombi n Time 
Sedimentation Rate 
Glucose (Blood) 
Blood Urea Ni t rogen (BUN) 
U r i c  Acid 
Thyro id Prof i 1 e 
P l a t e l e t  count 
Ur ine Analys is  
Creat in ine  

Bone Marrow spear and/or c e l l  block; 
a s p i r a t i o n  on ly  

Smear; i n t e r p r e t a t i o n  o n l y  
Asp i ra t ion ;  s t a i n i n g  and i n t e r p r e t a t i o n  
Asp i ra t i on  and s t a i n i n g  o n l y  
Bone Marrow needle biopsy 
S ta in ing  and i n t e r p r e t a t i o n  
I n t e r p r e t a t i o n  on l y  
Fine needle a s p i r a t i o n  w i t h  o r  w i thou t  

p repara t ion  of smear; s u p e r f i c i a l  t i s s u e  
Deep t i s s u e  w i t h  r a d i o l o g i c a l  guidance 
Evaluat ion o f  f i n e  needle asp i ra te  w i t h  o r  ( 

w i thou t  p repara t ion  o f  smears 
Duodenal i n t u b a t i o n  and asp i ra t i on :  s i n g l e  

specimen 
M u l t i p l e  specimens 
Gast r ic  i n t u b a t i o n  and asp i ra t i on :  d iagnost ic  
Nasal smears f o r  eospinophi 1 s 
Sputum, ob ta in ing  specimen, aerosol induced 

technique 

PODIATRY SERVICES 

Selected serv ices prov ided by l i censed p o d i a t r i s t s  a re  covered by the  Kentucky 
Medical Assistance Program. Routine f o o t  care i s  covered o n l y  f o r  c e r t a i n  
medical cond i t ions  where such care requ i res  pro fess iona l  superv is ion.  
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DEPARTMENT FOR MEDICAID SERVICES 

HOSPICE PROGRAM MANUAL 

KENTUCKY MEDICAL ASSISTANCE PROGRAM (KMAP) SERVICES 

PRIMARY CARE SERVICES 

A pr imary care cen te r  i s  a  comprehensive ambulatory h e a l t h  care f a c i l i t y  which 
emphasizes prevent ive  and maintenance h e a l t h  care, Covered o u t p a t i e n t  serv ices 
prov ided by l icensed,  p a r t i c i p a t i n g  pr imary care centers inc lude medical 
serv ices rendered by advanced r e g i s t e r e d  nurse p r a c t i t i o n e r s  as w e l l  as 
physic ian,  denta l  and optometr ic  serv ices,  fami l y  planning, EPSDT, l abo ra to ry  
and rad io1  ogy procedures, pharmacy, n u t r i t i o n a l  counsel i n g  , s o c i a l  serv ices and 
h e a l t h  education. Any 1  i m i t a t i o n s  app l i cab le  t o  i n d i v i d u a l  program b e n e f i t s  
a re  genera l l y  app l i cab le  when the  serv ices  are prov ided by a  pr imary care 
center.  

RENAL DIALYSIS CENTER SERVICES 

Renal serv ice  b e n e f i t s  i nc lude  rena l  d i a l y s i s ,  c e r t a i n  supp l ies  and home 
equipment. 

RURAL HEALTH CLINIC SERVICES 

Rural h e a l t h  c l i n i c s  are  ambulatory h e a l t h  care f a c i l i t i e s  loca ted i n  r u r a l ,  
medical l y  underserved areas. The program emphasizes prevent ive  and maintenance 
hea l th  care f o r  people o f  a l l  ages. The c l i n i c s ,  though phys ic ian  d i rec ted ,  
must a l s o  be s t a f f e d  by Advanced Registered Nurse P r a c t i t i o n e r s .  The concept 
o f  r u r a l  hea l th  c l i n i c s  i s  the  u t i l i z a t i o n  o f  mid- leve l  p r a c t i t i o n e r s  t o  
prov ide qua1 i ty h e a l t h  care i n  areas where the re  are few physic ians.  Covered 
serv ices inc lude bas ic  d iagnos t i c  and therapeut ic  serv ices,  basic  l abo ra to ry  
serv ices,  emergency serv ices,  serv ices  prov ided through agreement o r  
arrangements, v i s i t i n g  nurse serv ices  and o the r  ambulatory serv ices.  

SCREENING SERVICES 

Through the  screening se rv i ce  element, e l i g i b l e  r e c i p i e n t s ,  age 0 - th ru  b i r t h  
month o f  21st  b i r t hday ,  may rece i ve  the  f o l l o w i n g  t e s t s  and procedures as 
appropr ia te  f o r  age and h e a l t h  h i s t o r y  when prov ided by p a r t i c i p a t i n g  prov iders : 

Medical H i s t o r y  Tubercu l in  Sk in  Test 
Physical  Assessment Denta 1  Screening 
Growth and Developmental Assessment Screening f o r  Veneral Disease, 
Screening f o r  U r ina ry  Problems As I n d i c a t e d  
Screening f o r  Hearing and Assessment and/or Updating 

V is ion  Problems o f  Immunizations 
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KENTUCKY MEDICAL ASSISTANCE PROGRAM (KMAP) SERVICES 

TRANSPORTATION SERVICES 

Med ica id  may cover  t r a n s p o r t a t i o n  t o  and f r om T i t l e  XIX-covered medical  se rv ices  
by  ambulance o r  o t h e r  approved v e h i c l e  i f  t h e  p a t i e n t ' s  c o n d i t i o n  requ i res  
s p e c i a l  t r a n s p o r t a t i o n .  A1 so covered i s  p reau tho r i zed  non-emergency medical  
t r a n s p o r t a t i o n  t o  phys i c i ans  and o t h e r  non-emergency, Medicaid-covered medical  
se rv ices .  T rave l  t o  pharmacies i s  n o t  covered. 

VISION SERVICES 

Examinations and c e r t a i n  d i a g n o s t i c  procedures performed by oph tha lmo log is ts  and 
op tome t r i s t s  a re  covered f o r  r e c i p i e n t s  o f  a l l  ages. P ro fess iona l  d ispensing 
serv ices ,  lenses, frames and r e p a i r s  a re  covered f o r  persons under age 21. 

**SPECIAL PROGRAMS** r 
KENPAC: The Kentucky P a t i e n t  Access and Care System, o r  KenPAC, i s  a  spec ia l  
program which l i n k s  t h e  r e c i p i e n t  w i t h  a  p r ima ry  p h y s i c i a n  o r  c l i n i c  f o r  many 
Medicaid-covered se rv i ces .  Only  r e c i p i e n t s  who r e c e i v e  ass is tance  based on A i d  
t o  Fami 1  i e s  w i t h  Dependent Chi l d r e n  (AFDC) o r  AFDC-related Medical  Ass is tance 
Only a re  covered under KenPAC. The r e c i p i e n t  may choose t h e  phys i c i an  o r  
c l i n i c .  I t  i s  e s p e c i a l l y  impo r tan t  f o r  t h e  KenPAC r e c i p i e n t  t o  p resen t  h i s / h e r  
Medica l  Ass is tance I d e n t i f i c a t i o n  Card each t ime  a  s e r v i c e  i s  rece ived.  

AIS/MR: The A1 t e r n a t i  ve I n te rmed ia te  Services/Mental  Re ta rda t i on  (AIS/MR) 
home- and community-based se rv i ces  p r o j e c t  p rov ides  coverage f o r  an a r r a y  of  
community based se rv i ces  t h a t  i s  an a1 t e r n a t i v e  t o  r e c e i v i n g  t he  se rv i ces  i n  an 
i n te rmed ia te  care  f a c i l i t y  f o r  t h e  m e n t a l l y  r e ta rded  and developmenta l ly  
d i s a b l e d  (ICF/MR/DD) . Community mental  h e a l t h  cen te rs  ar range f o r  and p rov ide  
these serv ices .  

HCB: A  home- and community-based se rv i ces  p r o j e c t  p rov ides  Medica id  coverage 
f o r  a  broad a r r a y  o f  home- and community-based se rv i ces  f o r  e l d e r l y  and d i sab led  
r e c i p i e n t s .  These s e r v i c e s  a r e  a v a i l a b l e  t o  r e c i p i e n t s  who would o therw ise  
r e q u i r e  t h e  se rv i ces  i n  a s k i l l e d  nu rs i ng  f a c i l i t y  (SNF) o r  i n t e rmed ia te  care 
f a c i l i t y  (ICF). The s e r v i c e s  were s ta tew ide  J u l y  1, 1987. ' These se rv i ces  a re  
ar ranged f o r  and p rov ided  by home h e a l t h  agencies. 

f RANSMITTAL #7 APPtNDIX I, Page 8 



APPENDIX I 

CABINET FOR HUMAN RESOURCES 
DEPARTMENT FOR MEDICAID SERVICES 

HOSPICE PROGRAM MANUAL 

KENTUCKY MEDICAL ASSISTANCE PROGRAM (KMAP) SERVICES 

HOSPICE: 

Med ica id  bene f i t s  i n c l u d e  reimbursement f o r  hospice care  f o r  Med ica id  c l i e n t s  
who meet t h e  e l i g i b i l i t y  c r i t e r i a  f o r  hospice care. Hospice care  p rov ides  
t o  t h e  t e r m i n a l l y  ill r e l i e f  o f  p a i n  and symptoms. Suppor t i ve  se rv i ces  and 
ass is tance  a re  a l s o  p rov ided  t o  t h e  p a t i e n t  and h i s / h e r  f a m i l y  i n  ad justment  
t o  t he  p a t i e n t ' s  i l l n e s s  and death. A Med ica id  c l i e n t  who e l e c t s  t o  r e c e i v e  
hospice care waives a l l  r i g h t s  t o  c e r t a i n  Medica id  se rv i ces  which a r e  i nc l uded  
i n  t h e  hospice c a r e  scope o f  b e n e f i t s .  

TARGETED CASE MANAGEMENT SERVICES: 

Comprehensive case management se rv i ces  a r e  p rov ided  t o  handicapped o r  impa i red  
M e d i c a i d - e l i g i b l e  c h i l d r e n  under age 21 who a l s o  meet t h e  e l i g i b i l i t y  c r i t e r i a  
o f  t he  Commission f o r  Handicapped Ch i ld ren ,  t he  S t a t e ' s  T i t l e  V C r i pp led  
C h i l d r e n ' s  Agency. Rec ip ien ts  o f  a l l  ages who have hemophi l ia  may a l s o  
qua1 i f y .  
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ELIGIBILITY INFORMATION 

Programs 

The Department for Social Insurance, Division of Field Services local office 
staff have primary responsi bi 1 i ty for accepting and processing applications for 
benefit programs administered by the Cabinet for Human Resources, Department 
for Social Insurance. These programs, which include el igi bi 1 ity for Medicaid, 
include: 

AFDC (Aid to Families with Dependent Children) 

AFDC Re1 ated Medical Assistance 

State Supplementation of the Aged, Blind, or Disabled 

Aged, Blind, or Ci sabled Medical Assistance 

Refugee Resettlement Programs 

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

In addition to the programs administered by the Department for Social Insurance, 
persons eligible for the federally administered Supplemental Security Income 
(SSI) program also receive Medicaid through the Kentucky Kedical Assistance 
Program. Eligibility for SSI is determined by the Social Security Administra- 
tion. Persons wanting to apply for SSI should be referred to the Social 

- 

Security Administration office nearest to the county in which they live. The 
SSI program provides benefits to individuals who meet the federal definitions 
of age, blindness, or disability, in addition to other eligibility requirements. 

-. - 
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ELIGIBILITY INFORMATION 

MAID Cards 

Medical Assistance Identification (MAID) cards are issued monthly to recipients 
with ongoing el igibi 1 i ty. These cards show a month-to-month eligibility 
period. 

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

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

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

Verifying El igi bi 1 i ty 

The local Department for Social Insurance, Division of Field Services staff 
may provide el igi bi 1 i ty information to providers requesting MAIC numbers and 
el igi bil i ty dates for active, inactive or pending cases. 

The Department for Medica1.d Services, El igibil 1 ty Services Secticn at (502) 
564-6885 may also verify el igi bil i ty for providers. 
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- CABINET FOR HUMAN RESOURCES 
DEPARTMENT FOR MEDICAID SERVICES APPENDIX I I - A  

I KENTUCKY MEDICAL ASSISTANCE IDENTIFICATION (M.A.I.D.) CARD 

D e m e n t  for Sodal 
(FRONT OF CARD) Insurance case number. This 

Medical Insurance Code 

is NOT the Medii Assistance indicates type of insurance 

Identification Number coverage. 

I Eligibility wmd is the month, day and year of 
KMAP eligibility represented by this card. 

From' date is first day of eligibility of this card. 
'To' date is (he day eligibility of this card ends M e d i i  Assislance identification 
and is not induded as an eligible day. Number (MAID) b the 1Mg i t  number 

required Iw billing medical services on 
I the daim form. 
I 

Jane Smith 
400 Block Ave. 
Frankfort, KY 40601 

Case name and address show to 
whom the card is mailed. The name 
in this block may be that of a relalive 
or other interested parly and may not 
be an eligible member. 

-- 
I 

Name of members eligible for Medi i  
Assistance benefits. Only those 
persons whose names are in this block 
are eligible for KMA.P. benefits. 

Dab of B i i  show month and year 
of birth of each member . Refer to this 
Madc when providing services limited 
to age.' ' 



- CABINET FOR HUMAN RESOURCES 
DEPARTMENT FOR MEDICAID SERVICES 

(BACK OF CARD) 
Infomation to Providers. 
Insurance Identification 
codes indicate type of 
insurance coverage as 
shown on the trcmt of the 
card in 'Ins.' bkdc. 

-- - - 

RECIPIENT OF SERVICES 
1. ThhcudmrfboudmabWncl*Uinurv(er IrapMWng 

haiptab. 619 Uom. phlriduw. 6.1nk8. nuning homn, inmmdtmo 
u r  f r Y k h .  Indg*rdrr( m o b ,  hanr M k h  rgudr. 
mmvnlymnrdhunhantrr,urdpMldpohgpmviOrndkuhg. 
vbion, urMuwrr. mrwmcgmq bMPOMbh rcrwning. .nd 1- 
PMng- 

2 Sharthisardwhmryour.O. iHmdkalurahMprrcr ipmnr 
l l l d , t o m r p n o n r r h o ~ t h a . c r v i c r r n p u .  

3. Y o u r i H n o l r r r m a r d o l h t k r t d . . c h ~ u ~ u p u u .  
. I g W l o r W k  F a p u r p r a a t b n , ~ ~ n m m o I n b d o w .  
.nddruoypuro#ard. R . m n b W t M k b g . i n d t h . * r r k r ~  

lryurma Id.nrliutiDn @Wmboud.rcOO*pwrmMldmth.Imnd(hkud. 

GChurpa 4. u ~ h . n ~ ~ . ~ p u r . ~ l g i b l ~ # r k w o m o u y o l ( b .  
H wh~.hrr(.noo-ab 5. ~UnWruilymdrUIrnuyndnwnng.nyM.dM 
J OVvrndaUnhnonn u M e r b y ) u u l n g t h p o v i j . r ~ ~ k n t u c k y C a i ~ k ~  
L A b r m P u o n r 1 ~  -Q*MbndY.dic.lkr*WI. 

E B l w C n ~ 8 B k * S h # M ~  MNcim 
M d i  N U n W  Mlm W a k r r  I 

F Prima Midi lnrrnrwr P B*drLung 

I I 

Notification to recipient of assignment 
to the Cabinet for Human Resowces of 
third party payments. 

Redpienrs signabrre is not required. 

' ? 
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- CABINET FOR HUMAN RESOURCES 1 DEPARTMENT FOR MEDICAID SERVICES APPENDIX 11-B 

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

Eligibility period shows dates of eligibility represented by 
this card. ' From* date is first day of eligibility of this 
card. To' date is the day eligibility of this catd ends and Name and provider number of Lock-In physidan. 
is not included as an eligible day. KMAP payments will be limited to this physidan 

(FRONT OF CARD) 

I 

(with the exception of emergency se40es and 
physician referal unless otherwise authorized by 
h e  KMAP. 

W i  Assistance Identification Number (MAID) is the 
lodigit number required for billing medical services on 
the daim form. 

APPLYING FOR M E D W  BENEFITS 
FROM 

ELGIBLE RECIPENT8 ADDRESS 
TO PHYSCUN PROVQER NO. 

MEDICAL ASSISTAMX 
I0ENTFK;ATK)N NUMBER 

INSURANCE - 
\ 

DATE OF BlRM 
MONTH YEAR I 

PHARMACY PROVIDER 9. 
CASE NUMBER 

SEE OWER ODE M R  SIGNATUM UbPYDIRMllM - 
I \ 

Insurance 
Currently Code 

Name and address of member eligible 
Left Blank 

for Medical Assistance benefits. All 
eligible individuals in the Lock-In 
Program will receive a separate d. I 

Depament for Social Insurance case 
number. This is NOT the Medical 
Assistance Identification Number. 

Name, &dress, and provider number 
of Lock-In pharmacy. Payment for 
p-CJ sewices is limited to this 
pharmacy, except in cases of 
emergenw. In case of emergency, 
payment for covered servioes can be 
made to any partidpating pharmacy, 
provided notification and justification 
of lhe service is given to h e  bdtin 
PWW. 



CABINET FOR HUMAN RESOURCES 
DEPARTMENT FOR MEDICAID SERVICES APPENDIX 1 I-B I 

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

1 (BACK OF CARD) 

I Information to Providers. including woce- I 
dwes for emergency teaaent, i& / identification of inw- as shown on the 1 

I front of the card in 'Ins.' block. I 

! I ATTENTION b I 
I I This u r d  a n l i  cM th. pnon kc& on th lronl d this w d  i d i i  during Um prd W i d  fa orarmn M 1 0  d th. Kwnucky M I d d  k&Wa 

I Prognn P a y m n f o r ~ n ~ ~ ~ u r v * r i S m d l o ~ h . p h r o i n ~ ~ O p u i r O m ~ f r o c l l d t h ~ o u d .  I I 

Ywur h . c ~ L y t d m d u n d w S ~ o L n r K R S 2 0 5 d Z 4 p u r r g M l o M i d p u y p r y m c n ) y r b m ~ r o t k . C . # r c l a ~ ~ 1 ~ u m d  wul 
a r r W p u d m p u r M u n .  

I~nrdth.bonMamstkmUld.omw 

Chumurun#unoOrg.nauiDn 
th.poodurrrouclic*drdu~mOtom 

H H u l h M  ' 
J 0lh.r andor Unkwrm 
L A b u m P u n l r  lnrw~crr  
M N o m  
N Unrd Mim Workrr 
P E m  Lulg 

S g ~ u m  O) Aorm( a 

RECIPIENT OF SERVICES 
a I m p k a m r ( f a r ) w a b o ( h b r ~ r h o r l Y o y g i * r  
m p o r ( d u n p . . r r * t l n g m d i g b i i i t y a m u w o t ~ t . r d b y  

l Notifition to recipient of assignment 
to h e  Cabinet for Human Resources of 
third party payments. 

I .. 
Redpienrs signature is not .required. 

I 
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DEPARTMENT FOR MEDICAID SERVICES APPENDIX I I -C 

I KENTUCKY PATIENT ACCESS AND CARE (KENPAC) SYSTEM CARD I 
I 

Department for Social Insurance Date of Birth shows month and 1 (FRONT OF CARD) case number. This is NOT the year of birth of each member. 
I Medical Assistance Ldecltifiition Refer lo this block when 

1 Eligibility period shows dates of eligibility repre- 
Number providing services limited to age. 

sented by this card. ' From' date is first day of ' eligibility of this cud. 70' date is the day 

+ 

eligibility of this card ends and is not induded as 
an eligible day. KenPAC services provided Names of members eligible for KMAP. 

during this eligibility period must be authorized Persons whose names are in this bkdc 

! by the Primary Care physician listed on this haw theprimary Care provider listed 
I card. on this card. 

\ 

i Date 
I 1 

Smith, Jane 1234567890 2 0353 M 
037 c OCQI~WB Smith. Kim 2345678912 2 1284 N 

12-27-88 

i Jane Smith 
400 Block Ave. 

! Frankfort KY 4060 1 
I 

i 
I 
I 502-3469832 

I PHONE 

I 
I 

I , 

Case name and show to 
whom the card is mailed. This person 
may be that of a relative or other 
interested pmy and may not be an 
eligible member. 

Name, address and phone number of 

Medical Assistance ldenoification 
Number (MAID) is the lo-dgit number 
required for billing medical services on 
the daim form. 

1 I 
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KENTUCKY PATIENT ACCESS AND CARE (KENPAC) SYSTEM CARD 

(BACK OF CARD) 

Information to Providers. indudng Insurance Idenlification 
codes which indite type of insurance coverage as shown on 
the front of the card in 'Ins.' block. 

Information to Recipients, induding 
limitations, coverage and emergency 
care through the KenPAC system. 

\ CIYWIDLRS WBKIMCL 
T h l S u r d ~ f l d l r W O w p ~ n M . d h ~ n ~  acanmwulwII 
1rdrao6 on r- w. ,of c u n n  -IS dw%%":d5 

1 I h ~ I U + A C p m r ) . ~ m u ( p a d . ~ u ~ ~ m b ~  

A u 8 M  Pr tam Th. WlcrJ A u a ~ o  M t d ~ 8 1 0 r 1  No. IWI b 
g F d M $ ~ - r a s w m d n n c a d n a b r  

% 6 y e W  p~ shWbd d w @ w ~ ~ n ( l )  2 hlw.m(dmmrpmq, t8m b . m # m r  phg.npmdd p a  
- I r * a ~ m p a ! e o l r ~ - . r - p ) o . u n a u ~ e t ~  

O U U t U W  WJudng prwkr pawOabn. W. rcPp .nd dufaml d pmr ) .m*Pmm#mnrruma 
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Notificahn to recipient of assignment Recipient's signature is not required. 

to the Cabinet for Human Resources of 
third party payments. 
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- CABINET FOR HUMAN RESOURCES 
DEPARTMENT FOR MEDICAID SERVICES APPENDIX 11-0 1 

-- 
QUALIFIED MEDICARE BENEFICIARY IDENTIFICATION (Q.M.B ) CARD 

(FRONT OF CARD) 

Medical Assistance Identification 
Number (MAID) is the lWigit 
number required for billing medical 
services on the daim form. 

Eligibility penod is the month, day and year of 
QMB eligibility represented by this card. 

From' date is first day of eligibility of this 
card. 70' date is the day eligibility of this 
card ends and k not included as an eligible 
day. 

indicates type of insurance 

M T E  OF YRTW 

ATENTO .SHOW THIS CARD TO VENDORS WHEN U O m R  

SEEKING MEDICAL CARE 
PLEASE SIGN IMMEDIATELY 

M A P ~ R E V t l d O l  I \ 
I 

- \ 1 I 

Name of member eligible to be a 
Owlified MedicareBenefiiry. 
Only the person whose name is 
in this biodc is eligible for Q.M.B. 
benefits. 

EUOU FECIPIENT AND AGWESS 

Jane Smith 
400 Block Ave. 
Frankfort KY 40601 

I 

. Date of Birth shows month and 
year of birth of eligible individual. 
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CABINET FOR HUMAN RESOURCES 
DEPARTMENT FOR MEDICAID SERVICES APPENDIX I I - D 

- 

QUALIFIED MEDICARE BENEFICIARY IDENTIFICATION (Q.M.B ) CARD 

(BACK OF CARD) 

lnfonnation to Aedpients, induding 
Information to Providers. including Insurance 
Identification codes which indicate type of 
insurance coverage as shown on the front of the 
card in 'Ins.' Mock. 

limitabns, coverage and emergency 
care *rough QMB. 

\ 

I 

CnovlMRs WDIlMCC 
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2. Omtm hg pm~aYpulicDllm,lp.rmp .nddufaliondbnrRII. 
bdl% &, umum prd, a thrd pany li&dity, should b dinad lo: 

GbhM (oc H u m  Rrourcr 
Dornnmrn br W i M  Smcr 
275 Ent Win Slrrr 
F~ulldotl. KY406214001 

. 
lrrvvrr kJmU(la(lon 
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CABINET FOR HUMAN RESOURCES 
DEPARTMENT FOR MEDICAID SERVICES APPENDIX I I - E 

I KENTUCKY MEDICAL ASSISTANCE IDENTIFICATION ( M.A.I.D.IQ.M.6. ) CARD 

i Department for Soda1 
(FRONT OF CARD) Insurance case number. This 

Medical Insurance Code 

is NOT the M e d i  Assistance indcates type of insurance 
Identification Number 

Eligibility period is the month, day and year of 
KMAP eligibility represented by this card. 

From' date is first day of eligiblity of this card. 
'To' date is ttw day eligibility of this card ends Medical Assistance Identification 

and is not induded as an eligible day. Number (MAID) is the 10-digit number 

\ 

Name of members eligible tor Medical 
Assistance benefits. Only those 
persons whose names are in this block 
are eligible for K.M.A.P. benefits. 

Date of Birth shows month and year 
of birth of each member. Refer to this 
bbck when providing services limited 
m age. 
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- CABINET FOR HUMAN RESOURCES 
DEPARTMENT FOR MEDICAID SERVICES 

KENTUCKY MEDICAL ASSISTANCE IDENTlFlCATlON (M.A.1.DJQ.M.B.) CARD 

APPENDIX 11-E 

(BACK OF CARD) 

! 

Information to Providers. 
Insurance Identification 
codes indicate type of 
insuranca coverage as 
shorn on the front of the 
card in 'Ins.' block. 

RECIPIENTOF SERVICES 
1. Thiurdwbouudtobnacuinunricrltanwldpuing 

ti-. 619 a m .  phyribua. 6.nlim. nuning homos. ~ n r m d i r  
w r  l d k i i .  Inbg.nM *Dntor*r. hom hoatlh agenar. 
Onmunw mrml M h  onlrn. .nd pulicimna pcovdom d Wino. C 
v i b .  m i u l ~ .  n u w m q m q  t ~ i o n i o n i a w n ~ n 9 .  ~ l d  14 
wnmng u w i e r  
S t u u m i a r d ~ p u r . o i n  m d i i u r r o r h a w ~ i u m  
f ' I W . D M . p ~ o * m o p m v i d e c ~ ~ ~ t ~ y ~ ~ .  
Youml lncunrmurba th f in1duchm~nth . r~uyou .n  
r E g b  la W'i. F a  your pramion. pImr sQn on lh. lino Mow, 
. n d h t r o y p u c ~ w d .  - t tutn*qr imtthowcot  
10 uw l h i  cud rxap fna p v r o ~  Mad on tho from d thn w d .  
nyouhmqurtiPnconrapurdigw~watnutha~df& 
R.amctmponnlyouldrtatrnuy n o m . m r g . o c y M . d i a i d  
s m o r  m n g  th wear mtm ~h. ~.ntucy wruc la H U ~  
Rrancr M m  or W i  kristuu*. I 

NoSition to recipient of assignment 
to !he Cabinet for Human Resources of 
third party payments. 

Wpienrs signature is not required. r 

1 
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MAP0343 (Rev. 5/86) Provider Number: APPENDIX 111 
( I f  Known) 

CmMONWEALTH OF KENTUCKY 
CAB1 NET FOR HUMAN RESOURCES 

DEPARTMENT FOR MEDICAID SERVICES 
PROVIDER AGREEMENT 

THIS PROVIDER AGREEMENT, made and entered i n t o  as of the day of 

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

f o r  Human Resources, Department . f o r  Medicaid Services, he re ina f te r  re fer red t o  

as the Cabinet, and 
(Name o f  Prov 

(Address o f  Provider) 

he re ina f te r  re fe r red  t o  as the  Provider. 

WITNESSETH, THAT: 

Whereas, the Cabinet f o r  Human Resources, Department for  Medicaid Services, 
i n  the exercise o f  i t s  lawfu l  dut ies  i n  r e l a t i o n  t o  the administrat ion of the 
Kentucky Medical Assistance Program ( T i t l e  X I X )  i s  required by appl i cab le  federal 
and s ta te  regulat ions and p o l i c i e s  t o  enter  i n t o  Provider Agreements; and 

Whereas, the above named Provider desires t o  pa r t i c i pa te  i n  the Kentucky 
Medical Assistance Program as a 

(Type o f  Provider and/or leve l  o f  care) 

Now, therefore, i t i s  hereby and herewith mutual l y  agreed by and between 
the par t ies  hereto as follows: 

1. The Provider: 

(1) Agrees t o  comply w i t h  and abide by a l l  appl icable federal and s ta te  
1 aws and regulat ions, and w i t h  the Kentucky Medical Assistance Program po l i c i es  
and procedures governing T i  t l e  X I X  Providers and rec ip ients .  

- 

(2)  C e r t i f i e s  t ha t  he (it) i s  l icensed as a , 
i f  appl icable, under the laws o f  Kentucky f o r  the l e v e l  o r  type o f  care t o  
which' t h i s  agreement appl i es  . - 

( 3 )  Agrees t o  comply w i t h  the c i v i l  r i g h t s  requirements se t  f o r t h  i n  45 
CFR Parts 80, 84, and 90. (The Cabinet for Human Resources sha l l  make no 
payment t o  Providers o f  serv ice who d iscr iminate  on the basis o f  race, color ,  
nat iona l  or ig in ,  sex, handicap, r e l i g i on ,  o r  age i n  the  prov is ion o f  services.) 



MAP-343 (Rev. 5/86) 

(4 )  Agrees t o  maintain such records as are necessary t o  d isc lose the 
extent  o f  services furnished t o  T i t l e  X I X  rec ip ients  f o r  a minimum o f  5 years 
and f o r  such addi t iona l  time as may be necessary i n  the event o f  an aud i t  
exception o r  other dispute and t o  furn ish the Cabinet w i th  any i n f o m a t i o n  
requested regarding pajments claimed for  furnishing services. 

(5 )  Agrees t o  permit representat ives of the s ta te  and/or federal government 
t o  have the r i g h t  t o  examine, inspect, copy and/or aud i t  a1 1 records per ta in ing t o  
the provis ion o f  services furnished t o  T i t l e  X I X  rec ip ients .  (Such examinations, 
inspections, copying andlor audi ts may be made without p r i o r  not ice t o  the Provider.) 

(6) Assures t ha t  he (it) i s  aware of Section 1909 o f  the Social Secur i ty  
Act; Publ ic Law 92-603 (As Amended), reproduced on the reverse side o f  t h i s  
Agreement and of KRS 194.500 t o  194.990 and KRS 205.845 t o  205.855 and 205.990 
r e l a t i n g  t o  medical assistance fraud. 

(7)  Agrees t o  inform the Cabinet f o r  Human Resources, Department f o r  
Medicaid Services, w i t h i n  30 days o f  any change i n  the following: 

a name; 
b ownership; I1 

( c )  1 icensure/certif ication/regu1atioti  status; o r  
(d)  address. 

(8)  Agrees no t  t o  d iscr iminate i n  services rendered t o  e l i g i b l e  T i t l e  
X I X  rec ip ients  on the basis of mar i ta l  status. 

(9 )  (a) I n  the event t h a t  the Provider i s  a spec ia l t y  hospi ta l  prov id ing 
services t o  persons aged 65 and over, home heal th  agency, o r  a s k i l l e d  nursing i 

f a c i l i t y ,  the Provider sha l l  be c e r t i f i e d  f o r  pa r t i c i pa t i on  under T i t l e  X V I I I  
o f  the Social Securi ty Act. 

(b) I n  the event t h a t  the Provider i s  a spec ia l ty  hospi ta l  provid ing 
psych ia t r i c  services t o  persons age 21 and under, the Provider sha l l  be approved 
by the Jo in t  Commission on Accredi tat ion o f  Hospitals. I n  the event t ha t  the 
Provider i s  a general hospi ta l ,  the Provider sha l l  be c e r t i f i e d  f o r  pa r t i c i pa t i on  
under T i t l e  X V I I I  of the Social Securi ty Act o r  the Jo in t  Commission on Accredits- - 
t i on -  o f  Hospitals. 

(10) I n  the event t h a t  the provider desires t o  pa r t i c i pa te  i n  the physician 
o r  dental c l i n i c /co rpora t ion  reimbursement system, Kentucky Medical Assistance 
Program payment f o r  physicians' o r  dent is ts '  services provided t o  rec ip ients  o f  
the Kentucky Medical Assistance Program w i l l  be made d i r e c t l y  t o  the c l  i n i c l  
corporat ion upon proper issuance by the employed physician o r  den t i s t  o f  a 
Statement of Author izat ion (MAP-347). 

Th is  c l  in ic /corporat ion does meet the d e f i n i t i o n  establ ished f o r  
pa r t i c i pa t i on  and does hereby agree t o  abide by a l l  ru les,  regulations, po l i c i es  
and procedures per ta in ing t o  the c l  in ic /corporat ion reimbursement sys ten, 

2. I n  considerat ion o f  approved services rendered t o  T i t l e  X I X  rec ip ien ts  
c e r t i f i e d  by the Kentucky Medical Assistance Program, the  Cabinet f o r  Human 
Resources, Department f o r  Medicaid Services agrees, subject ' t o  the avai l a b i l  i ty 
of federal and s ta te  funds, t o  reimburse the Provider i n  accordance w i t h  I 

current  appl i cab le  federal and s ta te  1 aws, ru les  and regulat ions and pol i c i e s  
o f  the Cabinet f o r  Human Resources. Payment sha l l  be made on ly  upon rece ip t  
o f  appropriate b i l l i n g s  and reports as prescribed by the Cabinet for  Human 
Resources, Department f o r  Medicaid Services. 
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3. E i the r  par ty  sha l l  have the r i g h t  t o  terminate t h i s  agreement a t  any 
ime upon 30 days' w r i t t e n  no t i ce  served upon the o ther  par ty  by c e r t i f i e d  o r  
,egi s te redmai l  ; provided, however, t h a t  the Cabinet f o r  Human Resources, 

Department for  Medicaid Services, may terminate t h i s  agreement immediately f o r  
cause, o r  i n  accordance w i t h  federal  regulat ions, upon w r i t t e n  no t i ce  served 
upon the Provider by reg is tered o r  c e r t i f i e d  mai l  w i th  r e tu rn  rece ip t  requested. 

4. I n  the event of a change o f  ownership o f  an SNF, ICF, o r  ICFIMRIDD 
f a c i l  i ty, the Cabinet f o r  Human Resources agrees t o  automat ica l ly  assign t h i s  
agreement t o  the new owner i n  accordance w i t h  42 CFR 442.14. 

5. I n  the event the named Provider i n  t h i s  agreement i s  an SNF, 

ICF, o r  ICF/MR/DD t h i s  agreement sha l l  begin on , 19-, w i t h  

condi t ional  terminat ion on , 19-, and sha l l  automat ica l ly  

terminate on , 19-, unless the f a c i l  i t y  i s  r e c e r t i f i e d  
i n  accordance w i th  appl icab le  regulat ions and pol i c i  es. 

PROVIDER CABINET FOR HUMAN RESOURCES 
DEPARTMENT FOR MEDICAID SERVICES 

BY: BY: 
s ignature o f  Authorized O f f i c i a l  Signature o f  Authorized O f f i c i a l  

NAME : NAME : 

TITLE: TITLE : 

DATE : DATE : 



P.L. 92-603 LAYS OF 92nd CON.--2nd SESS. (As knnded) 

PENALTIES 

Sectlon 1909. (a) bfhoever-- 
(1) knowingly and w l l l f u l l y  makes o r  causes t o  be made any false statement o r  repnsentat lon o f  a material 

f a c t  I n  any appllcatlon for any beneftt or  payment under a State plan approved under t h l s  t l t l e ,  
(2 )  a t  any t f m  knowlngly aqd w l l l f u l l y  makes o r  causes t o  be made any fa lse statemant o r  representatlon, 

of a materlal fact for  use I n  de ten ln lng  r fghts  t o  such beneflt o r  payment, 
(3) havlng knowledge of the' occurrence of any event affecting (A) h is  f n l t l a l  o r  contlnued r l g h t  to  any 

such benef l t  or  payment, o r  (8) the i n l t l a l  o r  contlnued r l g h t  t o  any such benef l t  or  payment o f  any other 
f ndlvldua1 I n  whose behalf he has applied for  o r  I s  receiving such beneflt o r  payment, conceals o r  f a l l s  t o  
d~sc lose  such event wl th  an In tent  fraudulently t o  secure such beneflt o r  payment et ther I n  a greater amount o r  
quant i t  than I s  due o r  when no such beneflt o r  payment i s  authorized, o r  

(4J havlng made appl lcat lon t o  receive any such benef l t  o r  payment for  the use and bcnef l t  o f  another and 
havlng recelved It, knowlngly and w i l l f u l l y  converts such benef l t  o r  paymcnt o r  any par t  thereof t o  a use other 
than f o r  the use and benefit o f  such other person, 

shall (1) i n  the case of such a statement, representation, concealment, fa l lure,  o r  convenlon by any person I n  
connection wl th  the furnlshlng (by that  person) o f  Items or  services f o r  whlch payment I s  o r  may be made under th fs  
t l t l e ,  be g u l l t y  of a felony and upon convlctton thereof flned not more than 125,000 o r  lmprlsoned for not more than 
ffve years o r  both, o r  (11) I n  the case o f  such a statement, representation, ~ o n c e a l m n t ~  fa l lure,  o r  conversion by 
any other person, be g u l l t y  of a mlsdemanor and upon convfctlon thereof f lned not mom than $10,000 o r  Imprfsoned 
for not more than one year, o r  both. I n  addltion, I n  any case when an Indlvldual who i s  otherwise e l i g i b l e  f o r  
asslstance under a State plan approved under t h l s  t l t l e  i s  convicted o f  an offense under the preceding provlslons 
of t h i s  subsactlon, the State m y  a t  i t s  option (notwlthstandlng any other provlslon of t h l s  t l t l e  o r  of such plan) 
l i m i t ,  res t r i c t ,  o r  suspend the e l l g l b l l l t y  of that lndlvidur1 for such period (not exceeding one yerr )  r s  i t  d e m  
appropriate; but tha lmposlt ion of a l i m l  tat lon, restriction, o r  suspenslon~ wlth respect t o  the r l i g l b l l l t y  o f  any 
Indlvldual under t h l s  sentence shal l  not affect th e l l g l b l l l t y  of any other person for asslstance under tho plan, 
regardless of the n l r t l o n s h l p  between t ha t  indlvldual and such other person. 

( b ) ( l )  Uhoever knwlngly  and w l l l f u l l y  s o l i c l t s  o r  recelves any nauncrat lon ( including any klckback, brfbe, 
o r  rebate) d l m t l y  o r  Indfrect ly,  over t l y  o r  covertly, I n  cash o r  I n  klnd--, 

(A)  I n  return f o r  referr fng an Indivfdual t o  a person f o r  the furnlshlng o r  arrangfng for the furnishlng 
o f  any Item o r  servlco f o r  uhfch payment m y  be made i n  whole o r  I n  par t  under t h l s  t i t l e ,  or  

(8) I n  re turn f o r  purchrslng, leaslng, orderlng, o r  arrangfng f o r  o r  recomrndlng purchaslng, leasfng, or  
orderlng any good, f a c f l l t y ,  servlce, o r  Item for  whlch paynent m y  be made i n  whole or  i n  par t  under t h l s  
t l t l e ,  

shal l  be g u l l t y  of a felony and upon convlctlon thereof, sha l l  be flned not more than $25,000 or  Imprfsoned f o r  not 
more than f l v e  years, or both. 

(2)  Whoever knowlngly and w l l l f u l l y  o f f e n  o r  pays any r m n e r a t l o n  ( includlng any klckback, brlbe, o r  rebate): 
d l r ec t l y  o r  Indfrect ly,  over t l y  o r  covertly, I n  cash o r  I n  kfnd t o  any person t o  induce such person-- 

(A)  t o  refer an lndfvidual t o  a person for the furnlshlng or  arranglng for the furnlshlng o f  any Item or '  
servfce for whlch paynent m y  be made I n  whole o r  I n  par t  under t h l s  t i t l e ,  o r  

(8 )  t o  purchase, lease, order, or  arrange for  o r  reconmcnd purchasing, leasfng, or ordering any good, 
f ac f l l t y ,  service, o r  Item f o r  whlch payment nay be made I n  whole o r  I n  par t  under th l s  t l t l e ,  

shal l  be g u l l t y  o f  a felony and upon convlctfon thereof shal l  be f ined not more than $25,000 or  lmprlsoned fo r  not 
mom than f l v e  yean, or  both. 

(3) Paragraphs (1) and (2) shal l  not apply to-- % 

( A )  a dlscount o r  other reductfon I n  pr lce obtalned by a provlder of servlces o r  other en t i t y  under th i s  
t l t l e  I f  the reductlon I n  pr lce I s  properly dfsclosed and appropriately re f lected I n  the costs c l a fmd  or  charge: 
made by the provfder o r  e n t l t y  under t h l s  t l t l e ;  and 

(8) any amaunt pald by an employer t o  an employee (who has a bona f lde cmploymcnt relattonshlp wl th  such. 
employer) for employment I n  the provlslon of covered items o r  servlces. 
(c) Uhoever knowlngly and w l l l f u l l y  mkes o r  cruses to be mde, o r  Induces o r  seeks t o  Induce the mrklng o f *  

any false s t a t w n t  o r  representatlon of a m t e r l a l  fact  w l th  respect t o  the conditfons o r  operatlon o f  any i ns t f t u t i on  
o r  f a c l l l t y  I n  order that  such i ns t f t u t l on  o r  f a c i l i t y  m y  qua l l f y  (e f ther  upon l n l t i a l  ce r t l f i ca t l on  o r  upon n c e r t l -  
f lcatton) as a hospftal, s k i l l e d  nurslng facility, Inttrmedlate a r e  f ac i l i t y ,  o r  horn health agency (as those tenns a r t  
employed I n  t h l s  t l t l e )  shal l  be g u l l t y  o f  a felony and upon convlctlon thereof shal l  be f lned not more than $25,000 
o r  Imprfsoned f o r  not mrr than f l ve  e r n ,  o r  both. 

(d) Uhoever knowingly and w i l  l fuf ly-- 
(1) charges, f o r  any sen lee  provlded t o  r pat lent  under r State plan approved under th fs  t f t l e *  money O r  

other considerrt ion a t  a rrtr I n  excess o f  the rates establ lshrd by the State, o r  
(2)  charges, so l i c l t s ,  accepts, o r  nc t i ves ,  I n  addlt ion t o  any amount otherwise requlred t o  be paid under 

a State plan approved under t h l s  t i t l e ,  any g l f t ,  money, donation, o r  other conslderatlon (other than a charftable, 
rel lg lous, o r  philanthropic contr lbutfon from an organfzation o r  fm a penon unrelated t o  the patlent)-- 

(A)  as a pncondl t lon of ada l t t l ng  r pat lent  t o  r hospi t r l ,  s k l l l e d  nurslng f ac f l l t y ,  or  intennedfate 
c a n  h e l l  I t y  , o r  

(8) as a requirement for  the pat lent 's contlnued stay I n  such r f a c l l l t  
when the cost o f  the senlces provfded thereln t o  the pat lent  i s  pald f o r  ( I n  who{; o r  I n  part)  under the State 
plan, 

shal l  be g u l l t y  of a felony and upon convlctfon thereof shal l  be f lned not more than $25,000 or  lmprfsoned for not 
more than f lve years, o r  both. 
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KENTUCKY MEDICAL ASSISTANCE PROGRAM 

Provf der Information 

2. 
St reet  Address, P.O. BOX, Route Number ( I n  Care of, Attentfon, etc.) 

3. 
c f  tkY State Zip Code 

4. 
Area Code Tel ephone Number 

5. 
Pay to, I n  Care of, Attentfon, etc. (If d i f f e r e n t  f ran  above) 

6. 
Pay t o  Address (If d i f f e r e n t  f ran above) 

federat' Employer I D  Number: 

Socf a1 Securf ty Number: 

License Number: 

L i  cens f ng Board (If Appl i cab l  e) : 

Origf nal License Date: 

W3AP Provider Number ( I f  Known): 

Medf care Provider Number (If Appl f cable) : 

Provider Type o f  Pract ice Organization: 

/i Corporatf on (Pub1 f c) /I/ Indiv idual Practice /I/ Hospital -Based Physfcian 

/I/  Corporation (Prfvate) /r/ Partnership /I/ Group Practice 

/I Heal t h  Maintenance /I Prof f t 
Organization 

/Z/ Non-Prof f t 

15. I f  group practice, Number o f  Providers i n  Group (speci fy provider type): 



MAP-344 (Rev. 08/85) 

16. I f  corporatfon, nane, address and telephone number of Home Of f f  ce: 

Name : 

Address : 

Tel ephone Number: 

Name and Address o f  Offfcers: 

17. I f  Partnershf p, name and address o f  Partners: 

18. National Pharmacy Number ( I f  Applf cable) : 
(Seven-Digi t Number Assigned by 
National Phannaceutical -Associatf on) 

19. Physfcfan/Professfonal Specfalty: 

20. Physicfan/Professfonal Specfalty Certf f fcat ion: 



MAP0344 (Rev. 08/85) 

21. Physician/Professional Special ty  Cer t i f i ca t i on  Board: 

1 s t  Date: 

2nd Date: 

3rd Date: 

22. Name o f  Cl in ic(s)  i n  Which Provider i s  a Member: 

4 t  h 

23. Control o f  Medical Fac i l i t y :  

/3/ Federal /I State /I/  County /2 C i t y  /;I Charitable o r  Religious 

/3/ Proprietary (Pr ivate ly  owned) /2 Other 

24. Fiscal Year End: 

?5. Administrator: Tel ephone No. 

26. Assistant Administrator: Tel ephone No. 

27. Control l e r :  Tel ephone No. 

28. Independent Accountant o r  CPA: Tel ephone No. 

29. I f  sole proprietorship, name, address, and telephone number o f  owner: 

Name : 

Address : 

Telephone No. 

30. I f  f a c i l  i ty i s  goverment owned, 1 i s t  nanes and addresses o f  board members: 

Name - Address 
President o r  
Chairman o f  Board: 

Member: 

Member: 

Member: 

Member: 

-3- 
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31. Management Firm ( I f  Applicable): 

Name : 

Address : 

32. Lessor ( I f  Applicable): 

Name : 

Address: 

33. D i s t r i bu t i on  o f  Beds i n  F a c i l i t y  (Complete f o r  a l l  l eve ls  o f  care): 

Total Licensed Beds 
Total T i t l e  X I X  
Cer t i  ffed Beds 

Hospital Acute Care 

Hospital Psychiatric 

Hospi tal TB/Upper 
Respiratory D i  sease 

Ski1 l ed  Nursing Fac i l  I ty 

Intermediate Care Fac i l  i ty 

I C  F/MR/DD 
Personal Care Fac i l  i ty 

34. SNF , ICF, ICF/MR/DD Owners wi t h  5% o r  More Ownershi p: 

Address 
Percent of 
Ownership 
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r' 
35. I ns t i t u t i ona l  Review Canmi t t ee  lrlernbers (If Appl i cabl  e) : 

f 

36. Providers o f  Transportation Services: 
No. o f  hbulances i n  Operation: No. o f  Hee lcha i r  Vans i n  Operation: 
Total No. o f  Employees: (Enclose l i s t  of naes, ages, experience & Training.) 
Current Rates: 

$ A. Basic Rate ( Inc l  udes up t o  miles.) 

B. Per Mi le  $ 
C. Oxygen $ E. Other 

0. Extra Pat ient $ $ 

~ ~ 7 .  Provider Authorized Signature: I cert i fy ,  under penalty o f  law, tha t  the information 
aiven i n  t h i s  Information Sheet i s  correct and canplete t o  the best o f  my knowledge. - 
I am aware that, should invest igat ion a t  any time show any falsification-, I w i l l  be 
considered f o r  suspension f ran  the Program and/or prosecution f o r  Medicaid Fraud. I 
hereby authorize the Cabinet f o r  Human Resources t o  make a1 1 necessary ver i f i ca t ions  
concerning me and my medical practice, and fu r the r  authorize and request each educa- 
t iona l  i ns t i t u te ,  medical /l icense board o r  organization t o  provide a1 1 information 
t h a t  may be sought i n  connection w i th  my appl icat ion f o r  par t i c ipa t ion  i n  the Kentucky 
Medical Assistance Program. 

Signature: 

T i t l e :  Date: 

. 
INTER-OFFICE USE ONLY 

License Number Ver i f ied  through (Enter Code) 

Comments: 

Date: Staf f :  
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Election of Medicaid Hospice Ben& 

I, I , elect to receive the Medicaid 
(Patient Name/ MAID#) 

Hospice Benefit from 1 this day of 
(Facility Name) (Provider Number) 

19 - I am aware that my disease is incurable. I consent to the management of 
the symptoms of my disease by My family and I will 
help to develop a plan of care based on our needs. My care will be supervised by my attending physician, 

- , and the Hospice Director. My outpatient medications will 
be provided by 

I may receive benefits which include home nursing visits, counseling, medical social work services, 
medical supplies and equipment. If needed, I may also receive home health aides/ homemakers, physical 
therapy, occupational therapy, speechflanguage pathology, in-patient care for acute symptoms, medical 
procedures ordered by my physician and hospice, and continuous nursing care in the home in acute 
medical crisis. 

I may request volunteer services, when available. 

I realize that my family and I have the opportunity for limited mpite or relief care in a nursing facility. 

In accepting these services, which are more comprehensive than regular Medicaid benefits, I waive my 
right to regular benefits except for payment to my attending physician, treatment for medical conditions 
unrelated to my terminal illness, medical transportation, nurse anesthetist, or dental. 

I understand that I can revoke this benefit at any time and return to regular Medicaid benefits. I 
understand, if1 terminate the Medicaid Hospia Benefit, I can resume regular Medicaid if1 am still eligible. 

I understand that the Hospice Benefit is a home care program. If my family and I choose care not 
available from the Hospice Agency, I understand that the Hospice and the Medicaid Program are not 
financially responsible. 

I understand that the Hospia Benefit consists of three non-renewable benefits periods - two ninctyday 
periods, and one thirtyday period. I may be responsible for hospice charges if I exhaust my M e d i d  
Hospice Benefits, or if I become ineligible for Medicaid sem- 

I understand that at the end of either the first ninetyday period or the second, because of an 
improvement in my condition, I may choose to save the remainder of the benefit period(s). I may revoke 
the Hospice Benefit at that time. 

I also understad that should I choose to do so, I am still eligibk to & the numining benefit 
period(s); I am aware, however, that if I choose to revoke Hospice Benefits during a benefit period; I am 
not entitled to coverage for the remaining days of that benefit period. 

I understand that if I choose to do so, once during each election period I may change the designation of 
the particular hospice from which hospice care will be received by filing a statement with the hospice 
from which care has been received and with the newly designated hospia. I understand that a change of 
hospice providers is not a revocation of the remainder of that election period. 

I understand that, unless I revoke the Hospice Benefit, hospia coverage will continue for 210 
, 

consecutive days. 

I understand thaz if I am a Medicare recipient, I must elect to use the Medicare Hospice Benefit. 

Check one: 
I am a Medicare recipient and have elected to use the Mediart Hospice Benefit. My Medicare 

eligibility for hospice benefits begins 

U I am not a Medicare recipient. 

0 My Medicare Hospice Benefits have been exhausted as of 
(hw) 

0 I am currcntiy 8 long term care facility resident, rrsiding st: 

TVDC of Facilitv: [7 Skilled Nursing Facilitv [3 Intermediate Care Facilitv 



Hospice Benefit Election 

Patient's Signature or Mark Patient's Name (Print or Type) 

Witness' Signature Relationship to Patient 

Date Signed Effective Date of Election 

I 

............................................................................................................ 

Second CerMation Period: (To be signed only if benefits previously revoked or temporarily terminated) 

Patient's Signature or Mark Patient's Name (Print or Type) 

Witness' Signature Relationship to Patient 

Date Signed Effective Date of Second Period 

Third Certification Period: (To be signed only if benefit previously revoked or temporarily terminated) 

Patient's Signature or Mark Patient's Name (Print or Type) 

Witness' Signature Relationship to Patient 

Date Signed Effective Date of Third Period 



APPENDIX VII 

Revocation o f  Medicaid Hospice Benefits 

1, / revoke the hospice bene f i t  a1 lowed 
(Pat ient  Name/MAID # )  

t o  me by Medicaid and rendered by 
, 

t h i s  day o f  , 19 
(Provider 8 )  

I understand t h a t  any remaining days of t h i s  e lec t ion  per iod w i l l  not be 
ava i lab le  t o  me. 

I understand t ha t  I may e l e c t  hospice care a t  a l a t e r  t ime i f  t h i s  revocation 
has occurred during e i t h e r  o f  the two i n i t i a l  90-day bene f i t  periods. 

I understand t ha t  as o f  the date o f  t h i s  revocation, i f  I am s t i l l  e l i g i b l e ,  
ny regular  Medicaid bene f i t s  w i l l  be restored. 

/-". 

Pat ient 's  Signature Witness' Signature 

Date Date 

FOR OFFICE USE ONLY 

Rationale o f  Revocation: 



APPENDIX V I I I  

Change o f  Hospice Providers 

I I wish t o  change the designation o f  
(Pat ient  Name/MAID #)  

the pa r t i cu la r  hospice from which I receive hospice care. I no longer wish t o  

receive hospice service from, but  
(Provider NameINumber) 

instead wish t o  receive hospice care from s 
(Provider Name/Number) 

e f f ec t i ve  t h i s  day o f  s 19 

I understand t h a t  t h i s  change o f  hospice providers i s  not  a revocation o f  the 
remainder o f  t h i s  e lec t ion  period. 

Pa t i en t ' s  Signature o r  Mark ki tness' Signature 

Date Date 



Hospice P a t i e n t  Status Change 

APPENDIX I X  

The s ta tus  o f  1 who has been 
P a t i e n t  Name M A I D  # 

r e c e i v i n g  hospice b e n e f i t s  from 
Hospi ce Agency 

s ince  has changed as i nd i ca ted  below. 
Date o f  t l e c t i o n  

As o f  T 

Date 

1-1 - P a t i e n t ' s  Medicare b e n e f i t s  have been exhausted. 

/-I - P a t i e n t  has become e l i g i b l e  f o r  Medicare bene f i t s .  

/-/ - Pat ien t  i s  a  res iden t  a t  which i s  
Name of F a c i l i t y  

a 1-1 - s k i l l e d  nurs ing  1-1 - intermedia te  care f a c i l  i ty. 

1-1 - P a t i e n t  has changed l e v e l s  o f  care. P a t i e n t  has t rans fe r red  from 

which i s  a  1-1 - s k i l l e d  nurs ing  
Name of t a c i l i t y  

/-I - intermedia te  care f a c i l i t y  t o  
Name o f  F a c i l i t y  

which i s  a/-/ - s k i l l e d  nurs ing  /-/ - in termedia te  care f a c i l i t y .  

1-/ - P a t i e n t  has re turned t o  a  home s e t t i n g  and i s  no longer a  res ident  a t  

Name o f  b a c l l  i t y  

/-I - P a t i e n t  i s  i n  long te rm/ inac t ive  s ta tus  due t o  improvement i n  cond i t ion .  
w i l l  cont inue t o  

HOSDI ce Aeenc.~ 
f o l l o w  pa t i en t ,  b u t  a c t i v e  ho ip i ce  b e n e f i t s  a re  temporar i l y  discont inued. 
P a t i e n t  may r e t u r n  t o  a c t i v e  s ta tus  a t  any t ime a  change i n  c o n d i t i o n  necessi- 
t a t e s  w i t h  no l o s s  o f  remaining bene f i t  pe r i od (s ) .  P a t i e n t  has used 
days o f  210-day b e n e f i t  per iod. 

/-/ - P a t i e n t  e l e c t s  t o  r e t u r n  t o  a c t i v e  s ta tus  a f t e r  having been i n  i n a c t i v e  s ta tus  
s ince . P a t i e n t  has days remaining i n  210-day b e n e f i t  

Date 
period. 

/I/ OTHER (Please descr ibe any o the r  change i n  p a t i e n t  s tatus. )  

P a t i e n t  Signature Hospice Agency Representat ive Signature 



APPENDIX X 

Terminat ion of Medicaid Hospice Bene f i t s  

Hospice b e n e f i t s  f o r  / a r e  hereby 
(Pa t i en t  Name/MAID #)  

terminated e f f e c t i v e  9 19 9 f o r  t he  f o l l o w i n g  reason. 
I 

/-I - P a t i e n t  i s  deceased. Date o f  death i s  , 19 

/-/ - P a t i e n t  has no t  requested extension o f  Medicaid hospice benef i ts .  

1-1 - P a t i e n t  has used maximum l i f e t i m e  hospice bene f i t  days. 

/r/ OTHER (Please c l a r i f y )  

,P. /-/ - Condi t ion  improved. P a t i e n t  i n  Long Term/Inact ive Status. 

(Hospice Agency) (Prov ider  #)  

w i l l  cont inue t o  f o l l o w  p a t i e n t  b u t  a c t i v e  hospice b e n e f i t s  a re  tem o r a r i l  

necess i ta tes  w i t h  no l oss  o f  remaining b e n e f i t  per iods. 
+ discontinued. P a t i e n t  ray r e t u r n  t o  a c t i v e  s ta tus  any t ime change I n  con  tio on 

I 
Hospice Agency Provider  # 

Hospice Medical D i r e c t o r  

Date 



Representative Statement 
For E lect ion o f  Hospice Benefits 

APPENDIX XI 

1, , due t o  the phys ica l1  
(Legal Representative) 

mental incapaci t i  of . 1 am authorized 
[Pat ient  Name/MAID # I  

i n  accordance w i t h  s ta te  laws t o  execute,' change-or revoke the e l ec t i on  
o f  Medicaid Hospice Benef i ts  on behal f  o f  
who has been c e r t i f i e d  as termina l ly  ill. As the representat ive f o r  

, I w i l l  s ign a l l  necessary forms. 

Signature, Legal Representative 

ba te  

ki tness 

Date 
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RA NUKRER 
RA SEQ NUMBER 2 

KENTUCKY MEDICAL ASSISTANCE T I T L E  X IX  REMITTANCE STATEMEKT 

PROVIDER NAME 
PROVIDER NUMBER 

CLAIM TYPE : HOSPICE SERVICES 

DESCRIPTION CF EXPLANATION CODES L ISTED ABOVE 

06  1 PAID I N  FULL BY MEDICAID 
254 THE RECIPIENT I S  NOT EL IG IBLE  ON DATES OF SERVICE 
26 0 E L I G I B I L I T Y  DETERMIIIATION I S  BENG MADE 
36 5 FEE ADJUSTED TO MAXIMUM ALLOWABLE 
99 9 RECUIRED INFORMATION NOT PRESENT 

P a g e  5 



APPENDIX X I 1 1  

-- PROVIDER INQUIRY FORM 

EDS Please remit both 
P.O. Box 2009 
Frankfort, Ky. 40602 

copies of the Inquiry 
Form to EDS. 

1. Provtder Number 

5. Billocl Amount 

3. Rec~pient Name (first, last) 

2. Provider Name and Address 

I 6. Cldm Sowice Dare 

4. Medicai Assistance Number 

7. RA Date ( S n a I  Control Number 

9. Provider's Message 

10. 
Signature Date 

.A 

Dear Provider. 

T h i s  claim has been resubmitted for possible payment. 

. EDS can find no record of receipt of this claim. Please resubmit. 

T h i s  claim paid on In the amount of 

W e  do not understand the nature of your inquiry. Please clarlfy. 

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

T h i s  claim was paid according to Medicaid guidelines. 

T h i s  claim was denied on for €00 code 

. . 
,-, Aged claim. payment may not be made fof -ices over 12 months old without proof that the claim was 

received by EDS within one year of,lh9 date of sewlce; and if the claim rejects, you must show timely 
receipt by EDS within 12 month8 d t h a t  rejktion date. Claims must be received by EDS every 12 months 
to be considered for payment. 

Other: 

EDS Date 



APPENDIX X I U  

- %AIL TO: EDS FEDERAL CCAPORATIOIJ 
P.O. DOX 2009 

r- FRANKFORT, KY 40G02 

ADJUSTI.1EtlT REQUEST F0iil-1 

1. Original Internal Control Nunber (I.C.N.) 

I t I \ 9 1 .  I 4 I I I I 

2. Recipient Nme 

EDS FEDERAL USE ONLY - 

3 .  Recipient Medicaid tlunber 

4. Provider Name/Nunber/Address , 

1 1 1 

10. Please specify WHAT is to be adjusted on the claim. 

v 

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

5. From Date Service 

7. Billed Amt. 

IKPORTANT: TIUS FORM WILL EE RETURNED TO YOU I F  TliE RECCIREC INFORKATION AND 
DOCUMENTATION FOR PROCESSING A R E  NOT PRESENT. PLEASE ATTACH A COPY 
OF THE CLAIK AllD REMITTANCE ADVICE TO BE ADJUSTED. 

6. To Date Service 

12. Signature 

8. P z i d  Amt. 

-- -- 

13. Date 

9, R.A. Datc 

EDSF USE ONLY---DO f4OT WRITE BELCW THIS LINE 

Field/Line: 

New Data: 

Previous Ca t a  : 

Hew Data: 

Previous Data: 
- 

Other Actions/Remarks: 

TRANSMITTAL #3 

- - - . . 
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THIRD PARTY LIAB LITY PROVIER LEAD FORM 

Mn Q SERVIQt TO MIF: Q ADHfSSIQl: 

M'1E Q DISOUR&: NAHE OQ PIS. C0.t 

m1CI I t  UAM NO. t 

M W T  OF EXPECZED W I T S  : 

MIL mt Fad-1 Corpomtiorr 
Fiscal Agart for IOIUP 
Am: TK Unit 
P.0 Box 2009 
Fnnkfort, KY 40602 



HAP-552 
(R. 4/88) 

COMnONWEALTH OF KENTUCKY 
APPENDIX X V I  

Cabinet for Human Resources I A. I 
Department for Social Insurance I Case Name I 

NOTICE OF AVAILABILIn OF INCOME [ ] Committee [ ] Payee 
B I ]Initial [ ]Change P FOR LONG TERM CARE/WAIVER 

AGENCY/HOSPICE Case No. 

C. Client's Name Birth Date [ ]Title XVIII [ ]Title XIX 
(Mo./Yr.) 

D. Current Facility/ 
Waiver Agency/Hospice Address 

[]SNF [IICF []ICF/HR 
Actual Admission Date to Date of Discharge or [ ]MH/PSY [ IHCBS 
this Facility/Waiver Agency/Hospice Date of Death (If Applicable) [ ] AIS/HR [ ]Hospice 

E. Previous Facility/ 
Waiver Agency/Hospice Address 

Admission Date Date of Discharge ' Type: [ISNF [ ]ICF [ ]ICF/MR [ ]MH/PSY [ IFCH 
( ]PCK [ ]KCBS [ ]AIS/MR [ (Hospice 

F. Family Status I H. Explain Incurred Medical Expenses 

1. [ ]Single [ ]Married No. of Children 

Total Dependents 

2. Spouse 
[ ]Ineligible [ ]Eligible [ ]Patient [ ]Non-Patient 

(c0.1 (Prg. ) (Number) I 
G. Income Computation I 

1. Unearned Income 
Source of Unearned Income 

a. RSDI (Including SMI if dedct. by SSA) 
.-. 

. . . . . . . . . . . . . . . . .  b. SSI 

c. RR (Including SMI, if dedct. by RR) . 
d. VA. . . . . . . . . . . . . . . . . .  
e. State Supplementation . . . . . . . .  
f. Other (Specify) 

g. Sub-Total Unearned Inc. (la thru If). 

List full names and policy numbers of all 
health insurance policies. 

I. Status 

1. Active Case [ ]Yes [ ]No 

2. If active, Eff. Date for MA 

3. If discontinued, Eff. Date of MA Disc. - 
4. Program Code Change [ ]Yes [ ]No 

From To Eff. 

b. Earned Income Deduction(s) 

2. Earned Income 

a. Income 
(Source) 

. . .  I -  1 I Effective Date (Change forms only) 

5 .  SSI Entitlement Confirmed 
Confirmation Date 

6. Available Monthly Income (Item G-6) 

. . . . . . .  c. Sub-Total Earned (2a-2b) I $ j 

i 
3. Total Income (lg plus 2c). . . . . . . . . .  I $ 

4. Deductions 

a. Incurred Medical Expenses 
. . .  (Exclude Health Ins. of Client) 

b. Health Insurance 
. . . . . . . . . .  1) SMI (JKn Only) 

. . . . . . . .  2) Other Health Ins.. 

c. Spouse/Family Maintenance . . . . . .  

Amount 

3 
. . . . . .  - e. Total Deductions (4a thru 4d) 

. . . . . . .  5 .  Available Income (3 minus 4e). 

6. Available Income (rounded) 

d. Personal Needs Allowance. . . . . . .  

J. Comment Section 
1. [ ]LO1 [ ]MAP-24 [ ]HAP-374 

[ ]DMS Letter of Approval 
. . . . . . .  [ ]Dm-001. 

(Date Received) 

I 

2. Corrected MAP-552 
Correction of MAP-552 dated 

3. [ ]Private Pay Patient 

From t o 

4. [ IPAES-105. . .  Date Sent 
5. Additional comments: 
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O ther  Hosp i t a l  i z a t i o n  S ta teven t  

T h i s  i s  t o  c e r t i f y  t h a t  h o s p i t a l i z a t i o n  a t  

Name o f  F a c i l i t y  

f o r  beg inn ing  on 
R e c i p i e n t  Name/MAID Number 

i d  n o t  r e l a t e d  t o  t h e  t e rm ina l  i l l n e s s  o f  t h i s  
Date o f  Admission 

p a t i e n t .  

The reason f o r  t h i s  admission i s  / 
D iagnos is  I C D  9 CF* Code 

T h i s  p a t i e n t ' s  t e rm ina l  i l l n e s s  i s  / 
Diagnos is  I C D  9 CtJ Code 

Charges f o r  t h i s  h o s p i t a l  s t ay  should  n o t  be b i l l e d  t o  t h e  hospice agency b u t  
shou ld  be b i l l e d  d i r e c t l y  t o  t h e  Kentucky Red ica l  Ass is tance  Progra r .  

Signed: 
Medical  D i r e c t o r  

Hospice Agency 

Date 

Please a t t a c h  documentat ion v e r i f y i n g  t h a t  h o s p i t a l i z a t i o n  i s  n o t  r e l a t e d  t o  
t e rm ina l  i l l n e s s .  

I s  t h i s  t h e  f i r s t  t ime  t h i s  p a t i e n t  has been h o s p i t a l i z e d  f o r  a  c o n d i t i o n  no t  
r e l a t e d  t o  t h e  t e rm ina l  i l l n e s s ?  /I/ Yes /I/ No 

I f  no, dates o f  p rev ious  admiss ion 

Diagnos is  f o r  p rev ious  admission 
ICD 9 CM Code 

/-/ - Approved by t h e  KMAP /-/ - Denied by t h e  KMAP 

KMAP S igna tu re  @ a t e  



APPENDIX XVIII 

HOSPICE DRUG FORM 

17. Are These Prescr ipt ions the Result o f  
Hospi ta l  f za t ion  not  Related t o  Termf nal I 1  lness? 

1. Recipient Last  Name 

18. I f  yes, Dates o f  Hospl t a l  i za t lon :  

2. F i r s t  Name 

I 
s i s  t o  c e r t i f y  t ha t  the  prescr ip t tons entered above are  pJ rela ted 

3. Medical Assistance I .D. NO. 

4. Date Medicaid Hospice 
Coverage Began 

6. Total Number o f  
Prescrfpt ions Not Related 
t o  Terminal I l l n e s s  

- YES - NO -TO 

1 1 1 1 1 j 1 1 1  

19. Name o f  Hospi ta l  

5. (1) F f r s t  Diagnosis (Not Related t o  Terminal I l l n e s s )  

(2) Second Diagnosis (Not Related t o  Terminal I l l n e s s )  

20. Prescr ib ing Physician 

Signed 

CM Code 

ICD.9 CM Code 

22. PROVIDER NAME AND ADDRESS 
,/-- 

7. Drug Name 
Manuf acturer/Strength 
(10 mg, 15 ml, etc.) 

/"i 

P r i o r  t o  Dfagnosfs o r  Terminal I l l ness?  

- YES - NO 

9. Un i ts  

1 3 . - - -  
This Invo ice 

9 CM Code 

8. NDC I 

23. PROVIDER NUMBER 

10. P r i ce  
Per 
Uni t 

I 

15. Terminal Diagnosis 

24. INVOICE DATE 

ICD. 

25. INVOICE NUMBER 

This Invoice 

16. Dfd Pa t ien t  Require These Prescr ipt ions 

11. Total  Charge 12. Medicaid 
Max i mum 
A1 lowance 
(Leave Blank1 




