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[bookmark: _OVERVIEW][bookmark: _Toc18820996][bookmark: _Toc18821211][bookmark: _Toc42490263][bookmark: _Toc75752413][bookmark: _Toc92852951][bookmark: _Toc256522058][bookmark: _Toc261443334]OVERVIEW

Kentucky's Local Health Department Patient Services Reporting System (PSRS) is a computerized statewide information network consisting of all 120 local health departments and most of their satellite service delivery sites. These sites are connected electronically to each other and to the Department for Public Health.

The PSRS offers a complete data management system for the local health department's clinical activities.  The system includes the creation of a statewide patient database accessible by the state and each county health center.  This database includes information needed to meet all local, state and federal government reporting requirements. Elements of the PSRS clinic management which the system supports are: patient encounter/services; appointment scheduling; immunization history and reminder; breast and cervical cancer tracking and follow-up; billing and accounts receivable; community based services; and facilitates patient management from outreach through continuum of care.

The Patient Encounter Form (PEF) is an essential part of the information system.  The PEF collects 1) the demographic characteristics of the patients; 2) the services provided to patients; 3) the local health department staff who provide the services; 4) the appropriate claim information necessary for billing the patient, Medicaid, Medicare, or other third party entities; and 5) the information necessary to determine WIC certifications for food instrument issuance.  A tracking system is included for certain cancer screening services.  It is linked with the local health department's financial management system and the personnel system by the assignment of procedure/diagnosis codes which are unique to the Cost Centers used for budgeting and costing services. The provider number is the unique employee classification identification number which is consistent with the identifier used in the personnel system. The PEF is designed to fit into an on-line automated information network, but it can be utilized without a computer network.

The PEF collects data, categorizes the service information by type of visit through the use of universally accepted CPT and ICD codes and provides third party billing information. It is designed to relieve the service providers of most of the reporting burden. Oftentimes, the provider simply checks or enters the CPT/HDPT procedure codes, the ICD codes and their provider number. The computer assigns the Cost Center and the payment source, i.e., Medicaid, Medicare, patient pay, etc.

In order to use the system for patient services, security clearances are obtained. The security is controlled first for the computer site, secondly by the individual person approved to use the network and then by the particular system within the network.

The system allows local sites to enter the patient services data via CORE Bridge Software or the current GUI software as the service occurs. On-line inquiries and reports are available at each of the remote sites, which provide immediate access to data necessary for quality patient care and management of the clinic site.
[bookmark: _Toc18820998][bookmark: _Toc18821213][bookmark: _Toc42490265][bookmark: _Toc75752415][bookmark: _Toc92852953][bookmark: core_bridge_security]
CORE BRIDGE SECURITY CLEARANCE

In order to access CDP’s online network system (data reporting systems) and to access the system for patient services using Core Bridge, a user security access code must be obtained.  Each component of the network has its own unique security access. 

Bridge security is controlled first for the computer site, secondly by the individual person approved to use the network and then by the particular system within the network.
To obtain security access clearance, the Local Health Department (LHD) Director or his/her authorized designee must submit a signed/authorized request to the Local Health Operations Branch. The security for PSRS/Bridge is setup based only on the permissions requested by the LHD Director/authorized designee using the Local Health Network Security Request form located within the LHD Forms section of the LHO webpage at the following link:
http://chfs.ky.gov/dph/info/lhd/LHDforms.htm
[bookmark: portal_security]
PORTAL SECURITY CLEARANCE
In order to access CDP’s web-based Clinic Management System – PORTAL, a secured user name must be obtained.  Access to PORTAL is controlled through permissions given to specific groups available within the CMS/PORTAL web-based system.  
To obtain security access clearance, the Local Health Department (LHD) Director or his/her authorized designee must submit a signed/authorized request to the Local Health Operations Branch. The security for CMS/PORTAL is setup based only on the permissions requested by the LHD Director/authorized designee using the CURRENT CMS Portal Security Request Form  located within the LHD Forms section of the LHO webpage at the following link:
http://chfs.ky.gov/dph/info/lhd/LHDforms.htm
LHDs should allow one business day following the date submission was received by LHO for the request to be processed by the LHO HELP DEKS.  Security requests would be forwarded to the LHO HELP DESK using one of the following methods:
EMAIL requests to:  LocalHealth.HelpDesk@ky.gov   (“Security” in the subject line)

FAX request to:  502-564-4057 (“Security” in the subject line)
NOTE:  If a security request contains the user’s Social Security Number; the security request form MUST be FAXED due to HIPAA guidelines/requirements. 

MAIL requests to:  	Department for Public Health 
                             	Division of Administration and Financial Management 
	Local Health Operations Branch
                             	275 East Main St., HS1W-B
	Frankfort, KY 40621
[bookmark: _CORE_BRIDGE_SIGN-ON][bookmark: core_bridge_signon_passwords][bookmark: _Toc18820999][bookmark: _Toc18821214][bookmark: _Toc42490266][bookmark: _Toc75752416][bookmark: _Toc92852954][bookmark: _Toc261443335]CORE BRIDGE SIGN-ON PASSWORDS
[bookmark: IT]Prior to signing on the Core Bridge software, all users must sign on the Department's Local Area Networks (CHSDPHNT and CHSDPHLHD), which serves the Frankfort central office and the local health departments. This additional network security sign-on forces users to change their passwords at set intervals. With this additional security in place, additional password expiration is not necessary for the Core Bridge software. Core Bridge users are required to assign a unique password. If there should be any questions regarding the Local Area Networks security, contact your local IT administrator. All questions regarding the Core Bridge software security should be directed to the security officer of the Local Health Operations Branch at 502-564-6663 option 5, or via email at the LocalHealth.HelpDesk@ky.gov.

[bookmark: _CORE_BRIDGE_SIGN-ON_1][bookmark: _Toc18821000][bookmark: _Toc18821215][bookmark: _Toc42490267][bookmark: _Toc75752417][bookmark: _Toc92852955][bookmark: _Toc261443336]CORE BRIDGE SIGN-ON INSTRUCTIONS

	1) With cursor in HOME position-

       		Type command:	 ** (hit F12 key)            
            	System response:	 SRI PARSING STARTED. 

2) With cursor in HOME position-

       		Type command:	 /SIGNON,KY?  ?  ? ? 
(Insert your assigned 4 numbers, then hit F12 key)
 System response:	PLEASE ENTER YOUR CURRENT PASSWORD 

3) With cursor in HIGHLIGHTED PASSWORD position-
          	Type YOUR PASSWORD

(NOTE: A default password, 00S00 (zero zero capital S zero zero) will be assigned at the time your KyNumber is created. The security officer will provide to you the default password and the KyNumber assigned to you. You must complete the other HIGHLIGHTED FIELDS on the screen to assign a unique password. (Passwords must be five characters in length and formatted as numeric, numeric, alpha, numeric, numeric. e.g. 19A35. Do not use information that is obvious to others. Try not to use a password you cannot remember in the future. Do not write down your password and leave it accessible to other users.)
(Then hit F12 key)
System response:  User: KY????   SIGN ON ...etc

	4) With cursor in HOME position-

         	Type command:	/SRI-NDL (hit F12 key)
            System response:	NDL PARSING STARTED. 

At this point sign-on is complete for Core Bridge and PC is in NORMAL OPERATION MODE.  

[bookmark: _CORE_BRIDGE_CHANGE][bookmark: _Toc261361896][bookmark: PSRS][bookmark: _Toc261443337]CORE BRIDGE CHANGE A CURRENT PASSWORD TO A NEW PASSWORD INSTRUCTIONS

(Note: User MUST be already signed on to change their current password to a new password.)
Passwords must be five characters in length and formatted as numeric, numeric, alpha, numeric, numeric, e.g. 19A35. Do not use information that is obvious to others. Try not to use a password you cannot remember in the future. Do not write down your password and leave it accessible to other users.
  
1) 	With cursor in HOME position-

       		Type command:	 ** (hit F12 key)            
            	System response:	 SRI PARSING STARTED.

2) 	With cursor in HOME position-

        	Type command:   /NEWPASS     (hit F12 key)      
            	System response:  Please enter existing Password:                                         
a) With cursor in HIGHLIGHTED existing Password  block- type your current password.
b) Tab cursor to HIGHLIGHTED New Password 2 Times block- type the password you wish to use in each of the blocks (hit HOME key then hit F12 key). 
              System response:  PASSWORD UPDATED

3)	With cursor in HOME position-
	Type command:    /SRI-NDL (hit F12 key)
     System response: NDL PARSING STARTED. 

At this point password has been successfully changed and PC is in NORMAL OPERATION MODE.   
[bookmark: _Toc18821001][bookmark: _Toc18821216][bookmark: _Toc42490268][bookmark: _Toc75752418][bookmark: _Toc92852956]
[bookmark: _CORE_BRIDGE_SIGN-OFF][bookmark: _Toc261443338]CORE BRIDGE SIGN-OFF INSTRUCTIONS
1)  	With cursor in HOME position-
Type command:    ** (hit F12 key)
	System response:  SRI PARSING STARTED.  

2) 	With cursor in HOME position-
      Type command:    /SIGNOFF  (hit F12 key)
      System response:  User: KY????   SIGNOFF...etc

3) 	With cursor in HOME position-
      Type command:    /SRI-NDL (hit F12 key)
	System response: NDL PARSING STARTED. 

At this point sign-off is complete for Core Bridge.

[bookmark: _MESSAGE_SENDING][bookmark: _Toc18821002][bookmark: _Toc18821217][bookmark: _Toc42490269][bookmark: _Toc75752419][bookmark: _Toc92852957][bookmark: _Toc261443339]MESSAGE SENDING
The user has the ability to send message(s) and/or data screen(s) from station to station within the statewide network. The user must know the number assigned to the station where the message is to be sent. The Public Health Support Branch Help Desk staff may be reached at station # 2168 (CDM2168).   
To send a message:
With cursor in HOME position-
         Type command:    CDM(station#) (typed message...)  (hit F12 key)

To send a data screen:
First user must remove the screen’s form- hit the FRM key or CTRL key followed by the Q  key- 
	With cursor in HOME position-
         Type command:    CDM(station#) (screen...)  (hit F12 key)

[bookmark: _PRINTING][bookmark: _Toc18821003][bookmark: _Toc18821218][bookmark: _Toc42490270][bookmark: _Toc75752420][bookmark: _Toc92852958][bookmark: _Toc261443340]PRINTING
A) Printing From Printer Queues:
	The user must reactivate the printer(s) each morning to open printer queues, which allows print messages (patient services reporting system: patient receipts in queue 16, immunization certificates in queue 15, etc) to print when requested during the workday.

If printer is used for printing messages from ALL queues, key the following command:  
With cursor in HOME position-
Type command:   MQP  (printer#)  98   (hit F12 key)
System response: Prtr # not busy queued for: 06 07 08 09 10 11 12 13 14 15 16

OR to open printer for particular queue(s), key the following command inserting the appropriate print queue number(s):

With cursor in HOME position-
Type command:   MQP  (printer#)  (print queue#)   (hit F12 key)
System response: Prtr # not busy queued for:  (whichever print queue) 

To CLOSE ALL queues: 
With cursor in HOME position-
	Type command:  MQP  (printer#) 0   (hit F12 key)
	System response: Prtr# not busy queued for:   (nothing)       

B)    Report Printing:
Overnight processing of data entered daily into the reporting system creates numerous reports used for audit trail purposes. These daily reports are automatically sent to a designated printer and not to a particular printer queue as mentioned above.

Each morning user(s) must check to see that ALL reports created overnight were actually printed. Occasionally reports may not print as needed overnight (interference on the data line transmission or an electrical power failure might result in a partial report being printed or maybe not printed at all).   

To obtain a list of all Patient Services Reporting System (PSRS) reports created overnight:
 
With cursor in HOME position-
 	Type command:   QIAI  (computer site#)  (hit F12 key)
	System response: (List of reports, their date of creation, number of pages, etc.)

	To request that a created report print:

	With cursor in HOME position-
	Type command:  QUPR  (computer site#) (printer#) (report#) ALL
(Hit F12 key) or CDS3 (Hit F12 key) and fill in appropriate data requested on the screen.
[bookmark: _Toc18821004][bookmark: _Toc18821219]System response: (Acknowledgement from system that report has been sent to the printer.)

E-Reports/Datamart
Forms are available at CDP website
[bookmark: _PATIENT_REGISTRATION][bookmark: patient_household_registration][bookmark: _Toc261443341][bookmark: Patient]PATIENT and HOUSEHOLD REGISTRATION, for medical services provided to the patient and reported through the Patient Encounter Reporting System, is to be completed through the CMS-Portal web-based system.  The Clinic Management System (CMS) User Manual is available at www.cdpehs.com. 

On the webpage, click DOWNLOADS (top of page), click CUSTOMER DOCUMENTS. Users will then be required to enter a username and password to get to the document.  Contact CDP Customer Support for this username and password. Users can call 866-237-4814 or email customersupport@cdpehs.com.  Once in the folder, the user manual is split into three (3) sections. Users will need to download all three (3) sections to get the entire manual. 

The user name and password can also be found on the LHD intranet site which can be found on either the DPH webpage http://chfs.ky.gov/dph/default.htm or the LHD webpage http://chfs.ky.gov/dph/Local+Health+Department.htm  using the LHD IntrAnet access.

 
[bookmark: _LOCATING,_BUILDING_AND]
[bookmark: _LOCATE_A_PATIENT][bookmark: _LOCATE_A_PATIENT_1]
[bookmark: _REGISTERING_PATIENTS_WITH][bookmark: _COMPLETING_THE_PATIENT]
[bookmark: HomeContact][bookmark: _REGISTRATION_SCREEN_2][bookmark: _INCOME_DETERMINATION][bookmark: _SALARIED_INCOME][bookmark: _LABELS][bookmark: _CONSENT_FOR_HEALTH][bookmark: PermissionToBeCalled][bookmark: _PERMISSION_TO_BE][bookmark: _ASSIGNMENT_OF_BENEFITS][bookmark: _WIC_RIGHTS_AND][bookmark: _FORMS_CH-5,_CH-5B,][bookmark: _Toc261443355][bookmark: LHDCostCenters]



[bookmark: CH5B]FORMS CH-5, CH-5B, CH-5-WIC



REGISTRATION and INCOME DETERMINATION, AUTHORIZATIONS,
CERTIFICATIONS and CONSENTS 



Forms, and instructions for completing them, 
are located on the Local Health Operations, 
Local Health Forms page linked below:



http://chfs.ky.gov/dph/info/lhd/LHDforms.htm
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[bookmark: PEF]CH-45
PATIENT ENCOUNTER FORM (PEF)
And
PEF CODING SHEET


Forms, and instructions for completing them, are located on the Local Health Operations, Local Health Forms page linked below:


http://chfs.ky.gov/dph/info/lhd/LHDforms.htm



[bookmark: _PEF_ENTRY_AND][bookmark: _Toc18821034][bookmark: _Toc18821249][bookmark: _Toc42490298][bookmark: _Toc75752446][bookmark: _Toc92852984][bookmark: _Toc261443364]


PEF ENTRY AND OTHER BILLING PROCEDURES


[bookmark: _HOW_TO_ENTER][bookmark: _Toc18821035][bookmark: _Toc18821250][bookmark: _Toc42490299][bookmark: _Toc75752447][bookmark: _Toc92852985][bookmark: _Toc261443365]HOW TO ENTER ENCOUNTER SERVICES BY DOCUMENT NUMBER
After the registration screen(s) have been built, services may be entered.  The user must be logged onto the PEF System, and simply recall the menu.  For encounter document numbers that have been created for a specified HID/LOC/Site, the user must be logged into the PEF System HID/LOC/Site specific to that site.

COMMAND:  XEBARCAL<XMIT>
	Enter X by PEF number, and enter the PEF number assigned for the PEF.  The PEF number will be in the top right corner of the PEF Label.  After you have transmitted the menu screen, the encounter entry screen will be displayed from registration.

	Enter the service data now.  Generally only a couple of entries will be necessary, i.e., the service code(s) and provider number.  You cannot enter the next encounter through the PEF screen, you must recall the menu and enter the next document number.  Another function for entering encounters is:   XEBAPEF <space><PEF#><XMIT>

	If needed, subsequent encounters may be entered through this command by entering the next PEF number in the CUR field.  When the PEF number is entered the next encounter will be displayed.


[bookmark: _INSTRUCTIONS_FOR_COMPLETING][bookmark: _Toc42490300][bookmark: _Toc75752448][bookmark: _Toc92852986][bookmark: _Toc261443366]INSTRUCTIONS FOR COMPLETING THE ENCOUNTER ENTRY SCREEN

The Encounter Entry Screen will be brought forward filled in with information which was entered on the Registration Screen. Insurance Code, FFC, LEP, CNCT Cd and Ps/P must be completed on the Encounter Entry Screen. Instructions for completing these fields are included in the PEF instructions.

There is space for 12 CPT/HDPT codes in the top section of the screen. CPTs which do not require the ICD, units, referrals, or overrides (CPT classes 50, 60, and 70) may be entered in the bottom (overflow) section.

Additional PEF Entry Screen Fields: 
 
	At	Attending physician (Fayette County Use Only)

	Se	Sec. Prov. (Fayette County Use Only)

	Ap	(Enter “X”) Used to tell the system to bring forward the appointment screen

	Bl	(Enter “X”) This item is to tell system to bring forward the bill screen when                             	there is an exception to demand the bill screen.



NOTE: If “No Home Contact” is indicated on the patient computer master record and the patient has a previous balance containing family planning or STD services, the bill screen will be displayed with today’s charges and only non-family planning and non-STD previous balances.  If the patient is alone and/or if the entire account including previous family planning or STD charges is needed, an “A” is entered in the bill screen box. All balances will be displayed and will be included on the printed bill/receipt.

		Lx	Fayette County Use Only

SR	Enter “Y” if you want the Supplemental Screen returned to enter services that cannot be entered on the Encounter Form.

		Cur	The Encounter number for the next PEF may be entered for encounters being entered in a batch mode from remote sites.

Once the services are entered and the screen is transmitted, if there is a patient fee, the bill screen will be displayed. 
The bill screen indicates the charge and any previously owed balances.  If money is collected enter the amount collected for Billing Code 1 (Patient Self-Pay) in the “Bc1” field.  Enter the amount collected for “other”, such as Billing Code 15 (Patient Paid Co-Insurance and Deductible) in the “Other” field, and transmit the screen. The patient bill/receipt prints. Remove the receipt from printer and initial the receipt and give it to the patient. A copy of the receipt should be attached to the PEF. For Billing code 1 or Billing Code 15 payments received through the mail and payment is entered through PEF entry, a “$” is entered in the Ps/P” field, put a “Y” in “Bl” field and transmit.  On the bill screen in the “Col: Bc1” field enter the amount received (Patient Self-Pay).  If a payment is received that should apply to a Co-payment for insurance, the amount received should be entered in the “CoP” field.  Transmit the screen when payment entry is complete.  A receipt should be sent to the patient and a copy should be attached to the encounter document. If no money was collected, but a bill for the patient is needed, put a “Y” in the Print Bill block and transmit.

Fields displayed on the bill screen are as follows:
Vs   [    ]		Visit charge for patient.
Ag   [    ]	Agency assumed amount.
Bc1 [    ]	Billing Code 1 – Amount patient actually owes.
Otr  [    ]  	Total amount due from patient for today’s visit for Co-Insurance (PC15).
Prv: Bc1 [    ] 	Balance from previous visits that was Self-pay.
        Otr [    ]  	Previous balance for Co-Insurance (PC15).
Due [    ]   	Amount due for Private Pay and Co-Insurance.
Col:Bc1 [    ]  	Amount collected today for Private Pay.
       Otr [   ]   	Collected today for Co-Insurance.
       Don [    ]  	Today’s donated amount.
Prn [   ] 	Enter X or Y if need bill printed – Enter “F” in this field when entering a service provided by an Independent Contractor following receipt of Invoice and medical record documentation. Two (2) “F” labels will be generated.  Should you need more than two “F” labels, 3-9 may be entered and that number of labels will be printed.
#Cp [     ] 	Enter # of bill copies you need printed.  

Also available is the check-out insurance billing procedure.  If 999 is entered in the INSCD field of the PEF entry screen, and total payment of the invoice is made then an insurance bill will be immediately created at PEF entry.

NOTE:  Patient Paid Co-Insurance/Co-Payment (Billing Code 15) will also be billed at this time.

Also available is the check-out other third party billing procedure.  If 999 is entered in the (CnctC) field of the PEF entry screen, an other third party bill will be immediately created.

NOTE: 	Due to the varied nature of the services that are covered by other third parties, it is impossible to have the Patient Services Reporting System automatically determine if the services provided to a patient can be billed to another third party.  When the PEF is entered for a visit that is covered, override the payor code with a “P8”.

Patient Encounter Forms:  All voided PEFs must be retained along with the daily entry PEFs and Supplemental forms.  See Retention Schedule in Medical Records Management Section of Volume I Administrative Reference.

Instructions for Making Changes to PEFs
Corrections/changes that may be needed on a PEF, on the same day the PEF is entered for the first time, can be made anytime on that same day.  The PEF should be opened through the “Document Inquiry” command on the Patient Encounter Entry System menu page.  Corrections can be made on the PEF and then transmitted.  If money for payment of services was originally entered on the document, the billing process must be completed again for the payment to post correctly to the patient’s A/R.

Corrections/changes that may be needed on a PEF, on a day other than the day the PEF was first entered, must be processed through Patient Encounter History.  The desired encounter should be selected from the (PERI), changes made, put “QUIT” in the “Pf” field at the bottom right of the page, then Transmit.  A status message box should appear saying “Encounter History Maintenance Finished”.  If the LHD has multiple encounters to change, the next PEF number may be entered into the “Pf” field and then transmitted.

Corrections/changes made, on a day other than the date the PEF was first entered, do not automatically change the patient accounts/receivable (A/R) page.  Most A/R changes have to be made in the patient’s A/R manually. Patient A/Rs for third party billing will be available according to the specific billing cycle.



[bookmark: _PATIENT_ID_NUMBER][bookmark: _Toc261443367]PATIENT ID NUMBER CHANGE PROCEDURE

The system will not allow the operator to change a patient’s ID number when building or updating the patient’s master record.  Enter the following:

COMMAND: 
PCCK <Space><30><Space><LOC><Space><The Patient’s Old ID#>
<Space><LOC><Space><Patient’s New ID Number><Space><CHGIT><XMIT>
	
A patient ID number change should be made PRIOR to Registration or any other action.  Failure to do so may result in Bridge/Portal issues with patient record.

A patient’s name may be changed when building or updating a patient’s master record by simply typing over the name with the correct name.


[bookmark: _MERGE_PATIENT_ID][bookmark: _Toc261443368]MERGE PATIENT ID NUMBERS PROCEDURE

To prevent having duplicate patient records for the same patient use the merge patient ID number if more than one patient record exists in system:
COMMAND:
MPAT<Space><30><Space><LOC><Space><Old Patient ID#><Space><LOC><Space><Current Patient ID #><Space><MERGE><XMIT>

NOTE:  Keeping the patient’s correct ID Number in the system is critical.  Periodically each health department will be sent a listing of patients who are in the system under two or more numbers.  This listing is to be reviewed, and changes made to the record in the system. Special security access on user’s KY Number is required for this function.


[bookmark: _UPDATE_PATIENT_RECORD][bookmark: _Toc261443369]UPDATE PATIENT MASTER RECORD

NOTE:  At times it will be necessary when updating a patient’s master record (using PSIQ) to clear a field on the screen, i.e., no home contact, patient’s address, patient’s phone #, etc.  The following symbols must be used, as spaces remove nothing.
	
	1.	The dash (-) is only used with No Home Contact
	
	2.	The asterisk (*) is used to clear alpha fields
	
	3.	The zero (0) is used to clear numeric fields, i.e., Income, Phone #
	
	4.	The (N) is used to clear flags; Insurance
	
	5.	Combination Fields that have two fields to fill in -
		Medicare [Y] Medicare # [                   ] must first have the flag “Y”                                         		changed to “N” before system allows user to remove number # by                                            		keying  *******.



[bookmark: _IMMUNIZATION_HISTORY_AND][bookmark: _Toc18821046][bookmark: _Toc18821261][bookmark: _Toc42490311][bookmark: _Toc75752459][bookmark: _Toc92852997][bookmark: _Toc261443381]


[bookmark: immunization_registry]IMMUNIZATION REGISTRY

CDP has provided an Immunization Registry User’s Guide, located at the following link:

http://chfs.ky.gov/NR/rdonlyres/D56648D5-A10A-4EB6-8754-D9FD9D5DFC0D/0/ImmManual41513.docx  


[bookmark: Reason][bookmark: ReasonForVisitCodes][bookmark: _Toc261443392]
REASON FOR VISIT CODES

Consistent with the Department for Public Health and local health departments’ philosophy of patient centered health care, the reason for appointment/visit addresses broad categories of services; preventive medical, preventive counseling, other medical, other counseling, laboratory, radiology, etc. 

With the combination of the visit type, as previously described, the provider type and the Cost Center, the reason for appointments and visits are further defined. 

The code is made up of three subsets of codes.  The first subset consists of two alpha characters for the visit type.  The second subset is a single-digit code which identifies the provider type.  The third subset is a two-digit code which identifies the Cost Center. 

On the following page is a matrix of logical codes for reasons for appointment and visit.

The reason for visit code is used to identify the purpose of the appointment being made.  If an appointment has not been made and the patient is seen without an appointment, the reason for visit is required to be entered on the registration screen.  This code is used to trigger certain flags for the appointment/registration staff, e.g., patient income information is required, health checkup is due so an appointment can be made, and proof of identity, residence and income are needed for WIC certification or re-certification.  Also it is necessary to know the type of provider staff to schedule. 

To view a code for your site, use the following command: 
PFIA<space>30<space><HIDLOC><space><APPT REASON><XMIT> 
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REASON FOR VISIT CODES*

	800  PED/AD
	802
FP
	803  MAT
	804
WIC
	805 NUTR
	806
TB
	807
STD
	809
DIAB
	810
ADULT
	813 CANCR
	853
HANDS
	863
EPSDT
	712
DENTAL

	IM 200
	LB202
	LB303
	LB304
	OC405
	IM306
	LB107
	LB309
	IM210
	LB113
	OC353
	OC483
	OM172

	IM300
	LB302
	LB503
	LB504
	
	LB306
	LB207
	LB509
	IM310
	LB213
	OC953
	
	OM372

	LB300
	LB502
	LB903
	OC304
	
	LB506
	LB307
	OC309
	IM910
	LB313
	
	
	OM572

	OC400
	LM202
	OC303
	OC404
	
	OC306
	LB507
	OC409
	LB310
	LB513
	
	
	PM172

	OC900
	OC302
	OC403
	OC904
	
	OM106
	OC307
	OM209
	LB510
	OC313
	
	
	PM572

	OM100
	OC402
	OM103
	OM204*
	
	OM206
	OC407
	OM309
	OC310
	OC413
	
	
	XR572

	OM200
	OM102
	OM203
	OM304**
	
	OM306
	OM107
	
	OC410
	OM113
	
	
	

	OM300
	0M202
	OM303
	OM404**
	
	OM906
	OM207
	
	OC910
	OM213
	
	
	

	PC300
	OM302
	XR503
	VP404
	
	XR506
	OM307
	
	OM110
	OM313
	
	
	

	PF100
	PM102
	
	VP504
	
	
	
	
	OM210
	PM113
	
	
	

	PF200
	PM202
	
	VP904
	
	
	
	
	OM310
	PM213
	
	
	

	PF300
	PM302
	
	VC304
	
	
	
	
	PC310
	PM313
	
	
	

	PM100
	
	
	VC404
	
	
	
	
	PF110
	XR513
	
	
	

	PM200
	
	
	VC504
	
	
	
	
	PF210
	
	
	
	

	PM300
	
	
	VC904
	
	
	
	
	PF210
	
	
	
	

	WO800
	
	
	
	
	
	
	
	PM110
	
	
	
	

	XR500
	
	
	
	
	
	
	
	PM210
	
	
	
	

	
	
	
	
	
	
	
	
	PM310
	
	
	
	

	
	
	
	
	
	
	
	
	WO810
	
	
	
	

	
	
	
	
	
	
	
	
	XR510
	
	
	
	



NOTE:  First two characters = VISIT TYPE.  Third digit = PROVIDER TYPE.  Fourth and fifth digits = COST CENTER

*	Other Reason for Visit Codes may be assigned using the combination of the listed Visit Type – Provider Type – Cost Center.  The matrix is not all inclusive.

**	These codes are to be used only for WIC certification and re-certification visits.

[bookmark: ProviderType]VISIT TYPE                                                        PROVIDER TYPE
PM = Preventive Medical			      1 = Physician/Dentist
IM  = Immunization Visit	2 = APRN/CNM/PA
PC = Preventive Counseling			      3 = Nurse
OM = Other Medical				      4 = Allied Health Provider
OC = Other Counseling			      5 = Lab/X-ray Tech/CMA/Dental Hyg.
LB = Laboratory/Pathology Services		      9 = Admins./Clinic Asst./Para-Prof.
XR = Radiology/Imaging
VP = Food Instrument (Voucher) pick-up
VC = VOC Transfer


COST CENTER
00 = Pediatrics/Adolescent		08 = KEIS	*W0800 = DCBS Lab                                                                                                                                                 Specimen Collection
02 = Family Planning		09 = Diabetes                                                    
03 = Maternity		10 = Adult Health                         	 *W0810 = Other Lab Specimen
04 = WIC			11 = Lead Screening                                           Collection
05 = Nutrition			13 = Breast and Cervical Cancer	
					53 = HANDS
06 = TB				72 = Dental
07 = STD			 PAYMT
                                                          CLASS                                                            

EDITS
1.	Visit Type PM is acceptable with Cost Centers 800, 802, 810, 813 and 712.

2.	Visit Types OM, OC, VP, and VC are the only types acceptable in 804 WIC. WIC certifications and re-certifications should be either OM204, OM304 or OM404.

3.	Visit Type IM is acceptable for Cost Centers 800 and 810 only.
	* 	Visit Types W0800 & W0810 will bypass registration items except Patient ID, Name, Birth Date, Sex and Race.

















[bookmark: _OVERVIEW_OF_APPOINTMENT][bookmark: _Toc261443393]OVERVIEW OF APPOINTMENT BY PROVIDER SYSTEM

Prior to entering patient appointments by providers, there are several foundation files that must be created in order for the actual scheduling process to begin.  The files are as follows:

Calendar Record - The calendar year is established and keyed in by Custom Data Processing (CDP).  The standard work days contain all starting Monday dates for previous year, current year and next year.  It also contains all the statewide holidays which the system will automatically blank out when setting up a providers' schedule.  CDP will set up and maintain this calendar record. To see the dates use the following command: APIL<space>30<XMIT>

Provider Record - Screen CDS974<XMIT> - Each provider or group of providers must be assigned a 2-digit code and set up as a separate record.  The individual health department is responsible for setting up these codes.

Since the employee making the appointment must enter their employee number, it will be necessary to enter the name and 5-digit provider number of those employees making appointments to the employee file prior to their being able to enter and modify appointments.  A security system has been set up for employees who are authorized to set up the provider's schedules. To obtain security access/clearance, the local health department director or his/her designee must present a signed request.  All employees can make appointments.

Provider Schedule - Screen CDS970<XMIT> - Each provider must be set up with a schedule for available hours per week.  These provider schedules can be set up for the next 6 months.

Once the health department has started using the appointment system by provider, do not use the CDS341 screen or the ESNM function to schedule appointments.

"Appointment by provider" must be flagged YES on HID/LOC/S Maintenance screen (CDS288) by the Local Health Operations Branch staff.

[bookmark: _Toc18821059][bookmark: _Toc18821274][bookmark: _Toc42490325][bookmark: _Toc75752473][bookmark: _Toc92853011][bookmark: _Toc261443394]
[bookmark: _HOW_TO_SET]HOW TO SET UP PROVIDER RECORDS
Each provider or group of providers must be assigned a code by the local health department.  Codes must be numeric from 01-99.  In order to schedule appointments by provider, a record must be set up for each provider/group of providers.

Screen CDS974 is used to setup and maintain the provider codes and names and the screen will appear as follows:
Enter 30 in client field.
Enter your HID/LOC/SITE.
Enter the type of action as noted on the screen.
Enter the two-digit provider code.
Enter the initials of the first and middle name, and entire last name.

NOTE: When setting up provider codes and you would like to group providers under one provider number you may use an identifier such as nurse, RN, LPN, etc.

[bookmark: _INQUIRY_FOR_ALL][bookmark: _Toc261443395]INQUIRY FOR ALL PROVIDER RECORDS
You should run a listing of providers/provider groups to make sure they have all been entered.  The last week dates need to be watched closely and extended as needed since appointments cannot be made past this date. The system will only allow appointments to be made six months from today's date.  An “*” indicates provider has been deleted. Use the following command to obtain a current list of provider records:
APIR<space>30<space><HID/LOC/SITE><XMIT>

[bookmark: _Toc261443396]
[bookmark: _INQUIRY_FOR_INDIVIDUAL]INQUIRY FOR INDIVIDUAL PROVIDER RECORD - ALL DATES
To get a listing of valid dates for an individual provider, the following command should be entered:
APIR<space>30<space><HID/LOC/SITE><space><PROVIDER NUMBER><XMIT>

[bookmark: _Toc261443397]
[bookmark: _HOW_TO_SET_1]HOW TO SET UP PROVIDER SCHEDULE
CDS970<XMIT>
This screen is used only once for each provider in order to complete the initial schedule of the provider.

Once the provider record is set up, you must set up a schedule for each provider/provider group for each week with the hours the provider will be available for appointments.

A schedule can be set up for Monday thru Saturday from 7:00 a.m. - 8:45 p.m.  Appointment times are established on 15-minute intervals.  Each dash (-) represents 15 minutes.  Each provider/provider group schedule must be established by entering dashes for each 15-minute interval which provider is not available for appointment scheduling and the number of appointments the provider/provider group can accommodate for each 15 minutes is available.

Once the schedule is entered, inquiries into the schedule may be made to see the provider schedule by week.

Instructions for completing the screen are as follows:

Client:	The client number is always 30.

Enter HID/LOC/SITE the provider/provider group will be scheduled for.
		Action	N - New
		C - Change
		D - Delete
		R - Reactivate

Provider Code - Enter 2-digit provider identifier.  The provider # must be on file.

Beginning Date - Enter the first Monday date that the schedules will begin. This date cannot be more than 6 months from today's date and must always be a Monday date.

Weeks to Repeat - Enter the 2-digit number of weeks you wish to repeat on the particular provider’s schedule.  The first week will count as one of the weeks and weeks should not exceed 6 months.  The week(s) that the schedule will be the same can be duplicated by entering # of weeks to repeat.  Do not set up for more than one week if the schedule needs to be modified.

# APT - 	Enter the number of appointments, up to a maximum of nine, the provider can have for each 15-minute period.  If the provider is not available enter a dash.  All time slots must have an entry in APT.

NOTE: 	If you have a 9 in the APT column and you make 10 appointments the screen cannot show the 10 for appointments or the “X” for overbook. If you do not want staff to be able to overbook, call CDP at 502-695-1999 to place an “Overbook Block” on your system, which will allow only certain individuals to overbook on the schedule.

AREA	Optional - The health department must designate the area code.
Enter the area that the provider will be working in.

TYPE	Optional - The health department may designate the type of appointment.
Enter the type of appointment.  This may be an alpha or numeric character, i.e., W could be for WIC, P for Pre-natal, S for screening, etc.
When transmitting, the cursor must be at the bottom of the screen.

[bookmark: _Toc261443398]
[bookmark: _HOW_TO_CREATE]HOW TO CREATE A SCHEDULE FROM PREVIOUS SCHEDULES
After the initial establishment screen, you can use the following function to fill in the schedule from another schedule.  By changing the action, date, number of weeks, to repeat and making any schedule changes, you can transmit this screen and extend the schedule for an additional time period.

Enter the following:
APIP<space>30<space><HID/LOC/SITE><space><DATE><space><PROVIDER#><XMIT>

The action N is for new and will be used to extend a schedule. The action C is for change and will be used when modifying a schedule.

When extending a schedule, the beginning date must always be a Monday of a provider's schedule, if you come to a point at which you need to create additional schedules, instead of having to re-key all the data into the schedule.

When modifying a schedule, weeks to repeat can only be one week at a time. The schedule can be modified using this command; however, only a week at a time can be modified. 

When using this screen to modify a schedule, make sure a listing of patients scheduled is printed out prior to modifications being made.

[bookmark: _Toc261443399]
[bookmark: _HOW_TO_CHANGE]HOW TO CHANGE PROVIDER'S SCHEDULE
To modify or set up existing schedules for provider(s)/provider groups due to sickness, meetings, etc., the operator should call up CDS971<XMIT> and make the changes.

Instructions for completing the screen are as follows:

Enter the HID/LOC/SITE

Action:  Action A is entered for Available; Action N is for Not Available.

Providers - Enter the providers that need to be modified.  If all Providers are to be modified, enter 999, or list all providers’ numbers.
 
Dates - Enter the date(s) that the schedule will be modified.  You can enter more than one date; be sure to leave space between these dates.

Range of Time:  Enter the military time range where modifications need to be made.

NOTE: 	Prior to modifying a provider's existing schedule you must print out a listing of patients’ schedules for the provider(s) in order to reschedule the patients’ appointments.  Those appointments must be voided out and re-entered after the patient has been contacted. 

[bookmark: _Toc261443400]
[bookmark: _SINGLE_PROVIDER_INQUIRY]SINGLE PROVIDER INQUIRY
Once a Provider's schedule is set up, you can do an inquiry and view the provider's schedule for a week.  A Provider's schedule may be reviewed by entering the Monday's date of the week to be reviewed.  A "X" in the Remn slot means there is an overbook.

NOTE: If you have a 9 in the book column and you have 10 or more patients scheduled at the same time it will only show 9 in the book column and 0 in the REMN column instead of an “X”. 

Enter the following: 
APIW<space>30<space><HID/LOC/SITE><space><DATE><space><PROVIDER#><XMIT>

[bookmark: _Toc261443401]
[bookmark: _MULTIPLE_PROVIDER_INQUIRY]MULTIPLE PROVIDER INQUIRY
You can also receive an inquiry for all providers for a specific date.  The command is the same as that for a single provider except that provider number will not be entered.  Enter:
APIW<space>30<space><HID/LOC/SITE><space><DATE><XMIT>

NOTE:  For multiple provider inquiries you get only the schedule for the day you have requested.

[bookmark: _Toc261443402]
[bookmark: _SPECIFIC_INQUIRIES_BY]SPECIFIC INQUIRIES BY PROVIDER
The user may do an inquiry by type of visit if type has been defined in setting up the provider's schedule.

For a specific Type (Type must be defined in Provider's Schedule) the following command is used: 
APIW<space>30<space><HID/LOC/SITE><space><DATE><space><PROVIDER>
<space><TYPE><XMIT>

[bookmark: _SCHEDULING_APPOINTMENTS][bookmark: _Toc261443403]SCHEDULING APPOINTMENTS
Upon receiving a patient's request for a future appointment, the terminal operator will enter the following command:
APIN<space>30<space><COUNTY CODE><space><Patient ID #><XMIT> 
or  APIN<space>30<space><COUNTY CODE><space><Patient Name><XMIT>		
If this entry results in either an exact match on patient name or patient ID, the appointment entry screen will be returned for the operator to complete.

If an exact match is not found when a patient ID number is used, a screen will return so that the patient's name can be entered.  If an exact match is not found when a patient's name is used, a list of names that is at least as far along in the alphabet as the name that was keyed in will be displayed.  If the correct name is listed, the operator should place the cursor to the left of the name and key in an "X". The operator should then transmit the screen, which will then result in the appointment screen being returned.

If the correct name is not listed, an "A" should be entered to the left side of the top line, which is blank, and the screen transmitted.  Another screen will be returned containing appointment names not in file look-up.  If the patient's name is not on the list, an "X" should be placed on the top line and the screen should be transmitted.  The appointment screen will be returned for the operator to complete.

All information on the Appointment Screen will transfer to the Registration Screen.

If there is more than one exact hit on the name, the following screen is returned with the patient ID number and birth date for each patient.  

The operator should place a "X" by the patient with the correct ID number and birth date and transmit.  The appointment screen will then be displayed.
The data to be entered is:

HID/LOC/SITE: 	The system will automatically place the HID/LOC/SITE in the appointment record.  If there are multiple sites within a district, you must enter an alpha/numeric suffix for the site for new patients.

Exist Flag:	If patient is on file "Y" will be filled in; "N" will appear if the patient is not on file.
Patient	Will be filled in for patients on file; for patients not on file, fill in with 
Identification	social security number or pseudo number.
Number:

Appt No Home	Applicable only to Fayette County.
Contact:

Special Elig:	Applicable only to Fayette County.

Patient Name:	Enter first, middle initial and last name.

Birth:	Enter patient's date of birth.

WCO:	WIC other (is a y/n field, if yes, it means child is getting WIC benefits from another source.

NEL:	Not eligible for WIC, is a y/n field.

Address:	Enter patient's address.

City, State, Zip:	Enter city, state, zip code.

Phone Number:	Enter patient's phone number if possible.

Book	This is set up by CDP and has to do with overbooking.
Override:

INIT CNT:	The date that the patient was initially contacted for the WIC program.		

LFUCG #:	Only applicable to Fayette County.

Action:	Enter action code (listed on screen).

Date:	Enter appointment date.

Time:	If scheduling by provider, leave blank and the provider schedule will be returned to complete scheduling.

Provider:	If provider is known, enter the provider.  If specific provider number is not entered, schedule screen will be returned for all providers for the specified date.  If the Provider number is entered and the time is left blank, the scheduling screen will be returned for the whole week for the provider entered.

Length:	If this field is left blank the system will pull length from the service file.  The service file is 0 unless the LHD has called in with a specified time.  If screen is blank and no time is specified on the service record, it will default to 15 minutes.

Type:	If scheduling screen is returned, will only show the available times for the specified type.

Area:	If scheduling screen is returned, will only show the times for the specified area.

Reason For
Appointment:	First service is required for all appointments.  The last three are optional.  Put the service for which the patient is primarily being seen first.

NOTE:	It is important for system accuracy that the services expected field be filled in as correctly and completely as possible.  Much of the billing system depends on these codes for proper functions and editing.

Labels/Date:	Will pull up address and Medical Record labels on all patients.  If needed, you may also pull up appointment labels from this screen by entering the number of appointment labels needed in the label block marked “A”.

Next Patient	Can specify the next patient ID or name to be scheduled.  This can only
Name:	be used if the provider scheduling screen is not pulled up.

Clerk:	Enter employee ID number.

HH Screen:	Enter “X” or “Y” if household screen is needed.

NOTE:	After you have transmitted the scheduling screen, if you did not enter the time, another scheduling screen will be returned and the appointment should be completed from that screen.  If the provider's number was entered, the screen will have the provider(s) schedule for the week.  If no provider was specified you will get a list of all the providers available for that particular date.  If the area and/or type was entered, only those available time slots for the area/type will be shown.  If the appointment is a Saturday date leave the provider number blank on this screen also and the system will then pull up Saturday's schedule.  

The screen for a single provider provides the number of appointments booked, the number remaining, area and type of appointment.  To schedule the appointment, put in the time.  If there is not a possible time slot, blank out the appointment date and provider number and put in the alternate date and alternate provider number in the fields listed.  The screen will be returned with the new week and allow you to enter the desired time and provider.  If an "X" appears in the Remn appointment field that means you have overbooked.  To have an overbook block placed on your appointment system, contact CDP at 502-695-1999. 

The multiple provider screen shows the remaining appointments and the types.  Put in the provider number and time.  If no time slots are available to schedule the appointment, blank out the appointment date and put another date in the alternate date field.  A new screen will be returned.

NOTE:  The label types mentioned previously may be pulled from this screen also.

[bookmark: _Toc261443404]
[bookmark: _NEXT_AVAILABLE_APPOINTMENT]NEXT AVAILABLE APPOINTMENT INQUIRY
The Appointment System has been modified so that the user can do inquiries to determine the next available appointment.   This can be done for a particular provider or for all the providers at your site. 

In order to do this inquiry, the user must first bring up the appointment setup screen.  This can be accomplished by doing the APIN function.  

The user should enter an “L” in the action field and a reason for visit.  The user may also enter the date and/or the provider.  The date and provider are optional. 

If the user only enters the action “L” and a reason for visit, the system, starting with today’s date, will search through the providers looking for available appointments.  If the system locates providers that have open appointments for today, it will return a list containing all the providers who still have appointments open.  If all the appointments are filled for today, the system moves on to the next day.  The system will continue this cycle until it locates a provider with open appointments.  

If the user enters the action “L”, a provider number and a reason for visit, the system, starting with today’s date will locate the first day that appointments are available for the provider entered. Once an open appointment has been located for the particular provider, the system will return the entire week’s schedule.  

If the user enters the action “L” a date and reason for visit, the system, starting with the date entered will search through the providers looking for available appointments.  If the system locates providers that have open appointments for the date entered, a list containing all the providers with open appointments will be returned.  If all the appointments are filled for the date entered, the system will move on to the next date.  The system will continue this cycle until it locates a date with open appointments.  

If the user enters the action “L”, a date, provider and a reason for visit, the system, starting with the date entered, will try and locate an available appointment for the date and provider entered.  Once an open appointment has been located for the particular provider, the system will return the entire weeks schedule.  If the system is unable to find an open appointment for the date entered, it will move on to the next day.  

NOTE: 	Due to the time involved in locating the next available appointment, the system will only maintain the next 20 available dates for a provider.  However, as schedules are filled, existing schedules are updated, and new schedules are set up, these 20 dates will be updated continuously.  If the user enters a date which is outside the next available date, the system will return the following message: 
		“DATE OUTSIDE NEXT AVAILABLE DATE RANGE”.

[bookmark: _Toc261443405]
[bookmark: _DAY_32_PROCEDURES]DAY 32 PROCEDURES
The appointment system will only allow provider schedules 6 months in advance from today’s date.  For return visits outside this 6-month period, you can use Day 32 as a reminder.  On the appointment system, enter the month and year you need to see the patient and the day will be 32.  Ex. 10322000.  The provider is an optional field when setting up day 32.  The appointment schedule functions all work with day 32  (POIE, POIX, POIA, CDS288).  The process should be set up so that at any time, a listing can be printed of all your day 32 appointments for the current month.  With your listing, contact the patient and schedule a valid appointment.

[bookmark: _Toc261443406]
[bookmark: _CONSOLIDATED_LISTING_OF]CONSOLIDATED LISTING OF PATIENT APPOINTMENTS
The user has the ability to call out several different schedules at any time throughout the day. To obtain a listing of all the patients scheduled for a specific day, the following should be used:
POIE<space>30<space><HID/LOC/SITE><space><DATE><space>ALL<XMIT>

OPTIONS - A (AREA); T (TYPE); P (PROVIDER)

NOTE: 	This report is sent to printer queue 10 and the queue must be opened in order for the report to print.

To obtain a listing of all appointments within a range of time for any day enter:
POIX<space>30<space><HID/LOC/SITE><space><DATE><space><FROM TIME TO TIME><XMIT>

OPTIONS - A (AREA); T (TYPE); P (PROVIDER)

The specific Cost Center is also available and is called out through entering:
POIE<space>30<space><HID/LOC/SITE><space><DATE><space><COST CENTER><XMIT>

OPTIONS - A (AREA); T (TYPE); P (PROVIDER)

NOTE:  This report is sent to printer queue 10 and the queue must be opened up in order for the report to print.

To obtain a listing of appointments by individual providers, (1 provider per page) the following command should be used:
POIA<space>30<space><HID/LOC/SITE ><space><DATE><XMIT> 

After this command has been transmitted operator will get the STATUS LINE MESSAGE **Your Job will be processed shortly**;  *Job has been submitted*.  The user should then call out and print Report 905 by using CDS3<XMIT>.

Sample reports obtained from these commands are at the back of this section.

[bookmark: _Toc18821060][bookmark: _Toc18821275][bookmark: _Toc42490326][bookmark: _Toc75752474][bookmark: _Toc92853012][bookmark: _Toc261443407]
[bookmark: _OBTAIN_CHART_PULL]OBTAIN CHART PULL LISTING
This listing is used to pull medical records of patients with scheduled appointments and to print labels.  The operator may obtain up to five (5) dates of scheduled appointments at one time.  Dates cannot exceed two (2) weeks from the date entered.  This listing may be obtained in numeric or alpha sequence.  These reports cannot be requested immediately, they are generated overnight.  The operator should enter the following:  CDS288<XMIT>
The operator should complete only the top part of the screen.

COMMAND:
Client Field - 30
Action - C
HID/LOC/SITE – your HID/LOC/SITE
Labels/Patient - Number of labels per patient, you may enter 1 - 9.
Chart # Seq - Y for listing by the medical record #,  N if you want alpha listing.
Labels (1 or 2 across)  - 1 for single roll of labels, 2 for 2 across labels.
Dates to Pull - dates of scheduled appointments you want to be printed.
[bookmark: _Toc18821061][bookmark: _Toc18821276]Chart Pull Rpt Ar To Split - if you want these split out by Reporting Area.
<XMIT>

After the CDS288 screen is transmitted, the operator should review the information to ensure pull dates are correct.  To review, enter the following command:
PSIL<space>30<space><HID/LOC/SITE><XMIT>

To obtain requested listing and/or labels - user must call out and print Report 300 Pull Listing and/or Report 301 Labels the next working day.
[bookmark: _Toc18821062][bookmark: _Toc18821277]
[bookmark: _Toc42490327][bookmark: _Toc75752475][bookmark: _Toc92853013][bookmark: _Toc261443408]
[bookmark: _NAME_LOOK-UP_OF]NAME LOOK-UP OF PATIENTS WHO ARE NOT ON PATIENT FILE
An inquiry may be done on a patient who has an appointment but does not have a record in the patient files.  The following command should be entered.

APIO<space>30<space><COUNTY CODE><space><PATIENT NAME><XMIT>
		EXAMPLE:  APIO 30 500 JOHN T GIGGY<XMIT>

By placing an "X" beside the name, the patient's appointment screen will be displayed showing the appointment date, time, etc.  If the patient is not on file, place an “ X “ on the top line, and a blank appointment screen will be displayed for you to complete.
[bookmark: _Toc18821063][bookmark: _Toc18821278]
[bookmark: _MISSED_APPOINTMENT_LIST][bookmark: _Toc42490328][bookmark: _Toc75752476][bookmark: _Toc92853014][bookmark: _Toc261443409][bookmark: MissedAppointmentList]MISSED APPOINTMENT LIST AND LABELS
Health departments may obtain a missed appointment list daily.  If you wish to have this report printed at your health department, contact the Help Desk at (502) 564-7213 or CRT 2168 and request that Report 865 be run for your site.  You may also request Report 864 which will print labels for use in contacting these patients.  The reports are run nightly for appointments missed on the previous day.

[bookmark: _Toc18821064][bookmark: _Toc18821279][bookmark: _Toc42490329][bookmark: _Toc75752477][bookmark: _Toc92853015][bookmark: _Toc261443410]
[bookmark: _AUTO_DIALER_SYSTEM]AUTO DIALER SYSTEM
Health Departments may use the autodialer software for reminding patients of appointments. To download phone messages for dialing reminder messages, see the CMS Users Guide.

If you are having problems with the Auto Dialer system, contact the CDP Customer Support Staff at (502) 695-1999 or (866) 237-4814.


[bookmark: _Toc18821065][bookmark: _Toc18821280][bookmark: _Toc42490330][bookmark: _Toc47861543][bookmark: _Toc18821066][bookmark: _Toc18821281][bookmark: _Toc42490331][bookmark: _Toc75752479][bookmark: _Toc92853017]





[bookmark: _PAP_TEST,_HPV,][bookmark: _Toc261443411]PAP TEST, HPV, BREAST ULTRASOUNDS 
AND MAMMOGRAM 
[bookmark: _RESULTS_REPORTING][bookmark: _Toc261443412]RESULTS REPORTING
[bookmark: _PAP_and_HPV][bookmark: _Toc47861544][bookmark: _Toc261443413]
PAP and HPV TEST RESULTS REPORTING


When the CPT Codes 88164, 88142, 88175, or 87621 are entered from the PEF it will be posted to the patients encounter record and will go on the Pap/HPV Log in a pending status until the results are entered.  

Once the results are received from the Lab (reviewed and coded by the nurse) the support staff will enter the results in the Results Pending Screen as follows: 
PERS<space><30><space><County Code><space><Patient ID Number><space>
<88164, 88142, 88175, 87621 ><space><Date Pap/HPV Test Collected><XMIT>

The Results Pending screen will come back with a space for the result code and the date the result was collected by the LHDs.  Fill in the screen with the Pap result code (see code list below) and the date collected in the 6-digit format (Mo, Day, Yr). 

PAP Category  Explanation 
	# 1	NEGATIVE FOR INTRAEPITHELIAL LESION AND NEGATIVE FOR INTRAEPITHELIAL LESION WITH PRESENCE OF ORGANISMS OR REACTIVE CELLULAR CHANGES 
	
	# 2	ATYPICAL SQUAMOUS CELLS OF UNDETERMINED SIGNIFICANCE
                  (ASC-US)
	
	# 3	ATYPICAL SQUAMOUS CELLS CANNOT RULE OUT HIGH GRADE (ASC-H)
	
	# 4	LOW GRADE INTRAEPITHELIAL NEOPLASIA (CIN I, Mild dysplasia, HPV) (LSIL)

# 5		HIGH GRADE INTRAEPITHELIAL NEOPLASIA (CIN II, CIN III, Moderate
            Severe Dysplasia, and Carcinoma In Situ) (HSIL)

# 6	SQUAMOUS CELL CARCINOMA 
    
# 7	OTHER – DESCRIBE, INCLUDES ADENOCARCINOMA OR ADENOMA CARCINOMA-IN-SITU

# 8	UNSATISFACTORY  

# 9	ABNORMAL GLANDULAR CELLS OF UNDETERMINED SIGNIFICANCE (AGC), ATYPICAL GLANDULAR, ATYPICAL ENDOCERVICAL, ATYPICAL ENDOMETRIAL

The Results Pending screen will come back with a space for the result code and the date the result was collected by the LHDs.  Fill in the screen with the HPV result code (see code list below) and the date collected in the 6-digit format (Mo, Day, Yr).

HPV Category Explanation 
     # 1	  POSITIVE
     # 2      NEGATIVE
     # 3      UNKNOWN

NOTE: 	Pap or HPV Tests, which are not paid for by the LHD, are to be reported on the Supplemental System.  See Supplemental Reporting System Section for instructions on reporting results of these Pap or HPV tests. 



[bookmark: _MAMMOGRAM_and_BREAST][bookmark: _Toc47861545][bookmark: _Toc261443414]MAMMOGRAM and BREAST ULTRASOUND 
RESULTS REPORTING

Since most mammograms are provided at a location other than the LHD, the ACH-16 Form must be received before the bill is paid and the PEF entered.  The ACH-16 is the result report from the Radiologist.  Upon receipt of the ACH-16, and after the nurse makes sure the ACH-16 and the mammography report agree, the mammography results must be entered in the KWCSP Data Collection screen.  When the bill is received, the mammogram service is to be recorded on the PEF and entered into the system.  If the result entered in the PEF does not match the result entered in the KWCSP Data Collection screen, an error message will be displayed.  In this case, verify the result with the nurse or Nurse Case Manager before making any correction of the mammogram result data on the KWCSP screen to match the result entered in the PEF.  

It is imperative that the correct results are reported for the screening mammography in the KWCSP Data Collection screen and the PEF.  CPT Codes 77055, 77056, 77057, G0202, G0204 and G0206 require one of the codes 0-6 be entered in the override area preceded with an “R”.  Or if the mammograms are contracted and paid by professional and technical component, modifier codes 26 and TC are entered in the PEF for each of these CPT codes; however, enter the codes 0-6 only for the 26 modifier, not for the TC modifier.  The ACH-16 is not required for follow-up of 77057. If the mammogram is provided by a mobile unit, the mammogram CPT of 77055, 77056, 77057, G0202, G0204 or G0206 may be reported without the result.  The mammogram will get posted to the mammogram log in pending status awaiting the results. 

The mammogram CPT codes listed above must have an 80000 HDPT/CPT code listed/entered first on the same PEF.  The 80000 code must have a valid ICD which will tell the system the reason for the mammogram.  

The Primary ICD Code to use with the 80000 Code for the CPT 77057 and G0202 Screening Mammogram is V7619; the 77055, 77056, G0204, and G0206 are to be reported with one of the billable ICD codes 611.72 or 611.79.

The one-digit result codes to be reported on the same line as the 77055, 77056, 77057, G0202, G0204, and G0206 are as follows: 

The BIRADS codes for mammograms and breast ultrasounds are as follows:

0	Assessment Is Incomplete 
1	Negative 
2	Benign Finding 
3	Probably Benign 
4	Suspicious Abnormality 
5	Highly Suggestive Of Malignancy 
6	Known Biopsy-Proven Malignancy 

Breast ultrasounds (76645) results reporting should follow the same instruction as listed above for mammograms; however, breast ultrasounds are not part of the ACH-16 Form.

NOTE: 	Mammograms and breast ultrasounds which are not paid for by the LHD are to be reported on the Supplemental System.  See Supplemental Reporting System Section for instructions on reporting results of these mammograms.  You will not have a KWCSP Data Collection Screen for these patients. 

Pap/HPV log report (323) and Mammogram/Breast Ultrasound log report (676) should be reviewed monthly to assure results are listed for each patient reported through the Patient Encounter Reporting System or the Supplemental Reporting System.

The Pap/HPV log report and the mammogram/breast ultrasound log report runs monthly.

If the Pap/HPV is on the 323 Report with no result; the PERS (with Pt#, CPT code, Date) screen will need to be used to enter the Pap or HPV result.

If the mammogram/breast ultrasound is on the 676 Report has no result: the PERS (with Pt#, CPT code, Date) screen will need to be used to enter the mammogram/breast ultrasound result.  (This is the same screen used to report Pap results.)  If the mammogram/breast ultrasound is on the 676 Report as INCOMPLETE, that would be for an “0” incomplete assessment result reported.

If mammogram or breast ultrasound results are not entered at PEF entry; the PEF encounter history screen will also need to be revised with the results. For patients that qualify for the federal Breast & Cervical program; the patient’s BC Screen will need to be updated with result information.





[bookmark: _CH-47][bookmark: _Toc261443415]CH-47
[bookmark: _Toc261443416]PATIENT SERVICES/SUPPLEMENTAL REPORTING




[bookmark: _Toc18821079][bookmark: _Toc18821294][bookmark: _Toc42490345][bookmark: _Toc75752494][bookmark: _Toc75752495][bookmark: _Toc92853032]You can access this form on the 
Local Health Operations Branch website:


http://chfs.ky.gov/dph/info/lhd/LHDforms.htm



[bookmark: SupplementalServicesReportingOverview]SUPPLEMENTAL SERVICES REPORTING OVERVIEW

The Patient Services Supplemental Reporting System collects and stores patient services data which are not reported through the Patient Encounter Form.  Such data include face-to-face encounters as well as other patient services which the health department does not provide directly or does not pay, e.g. services for Medicaid patients, those with insurance or other third party which the providing agency bills rather than the health department.  Also reported will be activities such as case management, some dental related services and Passport “Mommy & Me” services. HANDS services are recorded and billed through this system. There are 100 service codes (900-999) which may be assigned and used at the discretion of the health departments.  

Note: Pediatric Outreach/Follow-up, Cancer Outreach and EPSDT Outreach have been removed from the supplemental form.  However, if your health department would like to continue to count these activities, you may use the codes 900 through 999 designated for discretionary use to track these services. 

This data is collected on the Patient Services Supplemental Reporting Form.  It is entered and stored on a separate computer file but is linked through the patient identification number. 

If a patient record created from a patient encounter form (PEF) exists on the system, the patient data will be linked with the patient identification number.


[bookmark: _Toc18821080][bookmark: _Toc18821295]
FORM CH-47  

Top portion of form contains patient demographics- see field definitions in HOW TO BUILD/UPDATE A SUPPLEMENTAL REPORTING RECORD AND SERVICE DEFINITIONS. 


NUTRITION EDUCATION CLASSES (805):
Nutrition Education may be provided in group settings other than WIC to provide a common message in a cost effective manner. The topics listed below are approved by the Nutrition Services Branch and can be provided by Nutritionist, Registered Dietitian, Certified Nutritionist, Nurse or Health Educator.  Documentation must be included in the client’s medical record.  Class details can be obtained from the Nutrition Services Branch by calling (502) 564-3827.  

          Class                             Target Audience                               Class Information
	Choose 1% or Less Curriculum
	Choose 1% or Less Workgroup/
Elementary, Middle and High School
	Lowfat dairy choices, video, taste testing protocol,  handout

	Eat Smart Play Hard (ESPH)
	United States Department of Agriculture/Age 3 to 12 

	Eat Smart Play Hard – Taste the Colors ages 3 to 4; ESPH – Snack Smart ages 5 to 7; ESPH – Power Up with Breakfast age 8 to 10; ESPH – Choose Drinks That Count! Ages 11 to 12.

	Nutrition Voyage:  The Quest To Be Our Best (Team Nutrition)
	United States Department of Agriculture/Middle School Age
	Lesson Plans for grades 7 & 8 – three lesson plans for each grade level focusing on making healthy food and physical activity choices



	SERVICE CODE     	DEFINITION
		36		Nutrition Education Class (Other than WIC)		


CANCER (When Provider Bills Medicaid or Other Third Party) (813):
The services will be documented in the Medical Record. The ONLY mammograms, breast ultrasounds, HPV tests and paps that are to be reported here are the ones who have Medicaid/Medicare or other third party (OTP) payment and the provider bills for these services. 
       	
	SERVICE CODE     	DEFINITION
56 Screening mammogram for LHD patient when patient has Medicaid/Medicare or other third party payer.
57 Diagnostic mammogram for LHD patient when patient has Medicaid/Medicare or other third party payer.
58 Pap Smear for LHD patient when lab bills Medicaid/Medicare or other third party payer.
87621	HPV test for LHD patient when lab bills Medicaid/Medicare or other third party payer.
76645	Breast Ultrasound for LHD patient when patient has Medicaid/Medicare or other third party payer.
 


Enter the one-digit code that identifies the result of mammogram and breast ultrasounds

	BiRads
	CATEGORY         DEFINITION
                   	0                    Assessment Incomplete 
1 Negative
2 Benign Finding
3 Probably Benign 
4 Suspicious Abnormality 
5 Highly Suggestive Of Malignancy 
6 Known Biopsy-Proven Malignancy

Enter the one-digit code that identifies the result of the pap.
	 CATEGORY       	DEFINITION
	  # 1	NEGATIVE FOR INTRAEPITHELIAL LESION AND NEGATIVE FOR INTRAEPITHELIAL LESION WITH PRESENCE OF ORGANISMS OR REACTIVE CELLULAR CHANGES
 
		# 2		ATYPICAL SQUAMOUS CELLS OF UNDETERMINED SIGNIFICANCE (ASC-US)
	
		# 3		ATYPICAL SQUAMOUS CELLS CANNOT RULE OUT HIGH GRADE (ASC-H)
	
		# 4		LOW GRADE INTRAEPITHELIAL NEOPLASIA (CIN I, Mild dysplasia, HPV) (LSIL)

	# 5		HIGH GRADE INTRAEPITHELIAL NEOPLASIA (CIN I, CIN II, Moderate-Severe dysplasia, or carcinoma-in-sit) (HSIL)

		# 6		SQUAMOUS CELL CARCINOMA 
    
	# 7		OTHER-DESCRIBE, INCLUDES ADENOCARCINOMA OR ADENONOMA CARCINOMA-IN-SITU 

		# 8	UNSATISFACTORY  

		# 9	ABNORMAL GLANDULAR CELLS OF UNDETERMINED SIGNIFICANCE (AGC), ATYPICAL GRANDULARY, ATYPICAL ENDOCERVICAL, ATYPICAL ENDOMETRIAL

HPV result code to be entered:
		1 = Positive
		2 = Negative 
		3 = Unknown




MEDICAID TREATMENT FUNDS  (BCCTP) (813):
    	SERVICE CODE        DEFINITION
213		Precancerous Breast Conditions
214		Cancerous Breast Conditions
215		Precancerous Cervical Conditions
216		Cancerous Cervical Conditions

DELIVERY (803):
For patients that have participated in the State Prenatal Program, the codes below should be entered for deliveries in which the providers have billed Medicaid or other third party directly. For the services listed below, documentation in the medical record is required. The Supplemental Reporting Form should be completed upon receipt of documentation of delivery or miscarriage.
	SERVICE CODE        DEFINITION
70 Vaginal delivery by provider who bills Medicaid or other third party.
71 C-Section delivery by provider who bills Medicaid or other third party.
72 Treatment for miscarriage by provider who bills Medicaid or other third party.


PRENATAL CLASSES (803):
The code below should be entered each time a patient participating in the State Prenatal Program attends a prenatal class.    Applicable curriculum or material would include:  March of Dimes, Healthy Babies Are Worth the Wait, DPH approved curriculum or a hospital provided prenatal/childbirth class.
	SERVICE CODE        DEFINITION
	    7301		Prenatal Class/Childbirth Class


DENTAL (712):
(For information regarding these codes, contact the Oral Health Program at (502) 564-3246)
	SERVICE CODE	DEFINITION
	     D0140		Examination by Dentist
	     D1211		Dentist follow-up
	     D1351		Dental Sealant   (report referral)    Units____


DENTAL (762) federally funded “Smiling Schools Varnish Program”: 
The code below should be entered each time fluoride varnish is applied for students in Grades 1-5.  ONLY to be reported by counties that received the federal funds.
	SERVICE CODE	DEFINITION
	     D1206		Fluoride Varnish

LEAD TEST (When provider bills Medicaid or OTP) (800, 803, 810):

	SERVICE CODE	DEFINITION
		L01		Lead Test Pediatric
		L02		Lead Test Maternity
		L03		Lead Test Adult Health (age 16 years or older)


HANDS/MEDICAID BILLING (853):    
    	SERVICE CODE        DEFINITION
	T1023           	Assessment
	S9444           	Home Visit (Paraprofessional)
	S9445          	Home Visit (Professional)

The HANDS 2-digit Referral Codes are to be reported as applicable in the “Referral/ Specimen” area at the bottom of the form

	75 Substance Abuse
	79 Physician
	83 Education
	87 Health Department

	76 Mental Health
	80 Domestic Violence
	84 Transportation
	88 Smoking Cessation

	77 Basic Needs
	81 Other
	85 Child Care
	89 Oral Health

	78 First Steps
	82 N/A
	86 Employment
	




FLUORIDE (not face-to-face) (800):
The fluoride program is primarily for pre-school children (6 months – 6 years) who are not presently receiving fluoridated drinking water, other fluoride supplements, or vitamins with fluoride. Whether or not a child is receiving fluoride can be determined by the answers to questions on the questionnaire and consent form (OH-9).

For patients with abnormal fluoride test results from water samples submitted to the State Lab, issuing of fluoride supplements (drops or tablets) and follow-up should be followed per protocol. If the test results from the water sample are  2.0 ppm, call the Oral Health Program Administrator at 502-564-3246 for further clarifications and directions.

FLUORIDE SUPPLEMENTS – Fluoride supplements given when patient is not in the clinic (e.g. mother picks up the supplement for child) should be reported in the supplemental system using the following codes:

SERVICE CODE	DEFINITION  
S0001		Fluoride Drops 1st dose
S0002		Fluoride Drops Refill
S0003		Fluoride Tablets 1st dose
S0004		Fluoride Tablets Refill

FLUORIDE WATER TESTING – Water samples tested for fluoride content should be reported in the supplemental system using the following code:

	SERVICE CODE        DEFINITION
                   S0009	Fluoride Water Testing
	
Type of water specimen should be reported using one of the following codes:
	SPECIMEN CODE	TYPE OF WATER SPECIMEN
		31	Well Water (Denote well depth)
		32	Cistern Water
		33	City Water
		34	Bottled Water
		37	Other


MOMMY AND ME CODES:

	SERVICE CODE        DEFINITION
		99510	Prenatal Nursing Visit
		99501	Postpartum Nursing Visit
		99441	Prenatal Phone Call
		99442	Postpartum Phone Call


LHD DISCRETIONARY Codes – 900 through 999



PROVIDER and RESULT/REFERRAL/SPECIMEN:

Enter the LHD provider number of the provider who performed the service.  

Enter the result codes and dates for mammograms, breast ultrasounds, pap smears, HPV tests, and Lead tests for patients that have a third party payer and have either been referred to an outside provider or the LHD have collected the specimen and sent to an outside provider.

Services such as; Cancer and Lead (patients with a third party payers) when the service is performed by an outside provider with a LHD assigned number, you may use their assigned number.  If the service is performed by an outside provider without a LHD assigned number, you may use the LHD employee’s assigned number who referred the patient.

Enter specimen codes for type of water tested listed under the Fluoride section.

Enter referral codes for HANDS services reported.


[bookmark: _ENTERING_SUPPLEMENTAL_FORM:][bookmark: _Toc261443417]ENTERING SUPPLEMENTAL FORM:
When entering supplemental service data, if the patient has a PEF record, the name, birth date, sex, and race fields do not need to be completed.  These fields will be filled in on the screen by the computer.  If a PEF record does not exist, but a supplemental record does exist, the entry screen will be filled in with patient's name, birth date, sex, and race for subsequent supplemental record entries.

Patient master records are now created in the supplemental system and these records will be interfaced with the PEF system.  A patient with a supplemental record will be accessed to pull common demographic data to the PEF system.

There are five commands for computer screens for the supplemental reporting component of the system.  The following pages contain instructions for using these screens.

[bookmark: _HOW_TO_LOCATE][bookmark: _Toc261443418]HOW TO LOCATE THE PATIENT BY ID #:
The user must first determine if the patient has a record in the patient encounter system or the supplemental system.  The patient is indexed in the system by identification number and name.  The user should do an inquiry by ID # and name prior to entering data on the screen to avoid duplication.

TO LOCATE A PATIENT BY PATIENT ID # THE FOLLOWING COMMAND SHOULD BE ENTERED:
CMIP<space>30<space><LOC><space><PATIENT ID NUMBER><XMIT>

The system will search the files for patient ID #.  If the ID # is found, the Services Reporting Screen will be returned to enter data.  Note that certain fields will be filled in with information that was entered previously on a PEF or a Supplemental Form.  Those fields must be updated with the information noted on the Supplemental Reporting Form.  Note:  By updating the fields, the patient record will be updated the same as updating on the patient maintenance file. 

If the patient's ID # was not found, the system will automatically display a name look-up.

The system will search for the patient's name.  If the patient's name is identified, the Supplemental Reporting Screen will be displayed to enter the service.

If the patient's complete name is not identified, the system will automatically display the names in the alphabet closest to the name keyed.  

If the patient's name is not listed on the name look-up, place an "X" in the bracket on the blank line and transmit. The Supplemental Reporting Screen will be displayed with the HID location, ID number, and name. Complete the screen.

After completion of the screen, transmit for entry into the system.

[bookmark: _HOW_TO_LOCATE_1][bookmark: _Toc261443419]HOW TO LOCATE THE PATIENT BY NAME:
To locate the patient by name, the following command should be entered:
CMNM<space>30<space><LOC><space><PATIENT NAME><XMIT>

The system will search the files for the patient's name and the name look‑up screen will be displayed. If the patient's name is listed, the user should place an "X" before the name and transmit.  If the Supplemental Reporting Screen is returned, note that certain fields will be filled in with information that was entered previously on a PEF or a Supplemental Reporting Form.  Now complete and/or update the screen as necessary. 

If the patient's name does not appear on the name look-up list, an "X" should be placed in the bracket by the blank line.  The Supplemental Reporting Screen will be displayed with HID location and name.  Complete the screen.
 
NOTE:  If the patient's name is listed twice on the name look-up screen, the operator will have to determine which one is the correct person.  The CMNM command should be entered again using the complete name, including middle initial of the patient.  Once this command is transmitted, the duplicate names showing ID number and date of birth will be displayed for you to select from.

By placing an "X" before an ID number, the system will display a Supplemental Reporting Screen for completion.



[bookmark: _HOW_TO_BUILD/UPDATE][bookmark: _Toc261443420]HOW TO BUILD/UPDATE A SUPPLEMENTAL REPORTING RECORD AND SERVICE DEFINITIONS

Illustration of a patient who has had a previous supplemental reporting or PEF encounter.  Fields pertaining to the service must be updated.

Following are instructions for entering supplemental data on the computer screen and to print a label to be placed on the supplemental reporting form.  Make sure you have queued your printer for labels.

CLIENT:		Will always be 30.

ACTN:		If entering services for the first time the system automatically places an "N" for new.  On subsequent visits a "C" will appear.  To delete a document, enter a "D," or to reactivate enter a "R."

HID/LOC/SITE:	The HID/LOC will be displayed on the screen.  If there are multiple sites within a district, enter the alpha suffix for the site.

PATIENT ID/	If the patient already has an ID number in the system, it will not be 
MDCD#		necessary to re-enter.  If the patient’s ID number is not brought forward to the screen, enter patient’s identification number.  

		This number is the primary means of identifying and counting patients.  Accurately recording the same patient number on every visit is important.  The patient’s ID number is his/her Social Security or pseudo number.  It is no longer the Medicaid number.  For instructions on assigning pseudo numbers, see registration section.  If the ID number is different from what is in the system, change the number (by using the PCCK command) before you enter services.

MEDICAID #	If the patient’s Medicaid number is not brought forward to the screen, enter the patient’s Medicaid number.  Patients who have applied or are potentially eligible (A) for Medicaid will not have an entry in this field until the Medicaid number is assigned.  Presumptively eligible Medicaid clients will be assigned a number on the day they apply (E).

DOCUMENT  #:	The system will automatically assign the document number.

PLACE OF        	If service is provided at the health department, leave this block blank.
SERVICE:	Enter the one-digit alpha code for place of service.
		Valid places of service are as follows:	
		J - Inpatient Hospital
		M - Patient’s Home
		K - Outpatient Hospital
		L - Physician’s Office
		O - Other  

Contact Date:	Enter the date of the contact by entering the six-digit number in month-day-year order, i.e., 04102000.

* If a patient record already exists in the system these items will automatically update the screen:

1. Patient Name (L,F,M)* - Enter patient's last name.  Do not use apostrophes, periods, commas, or any other special characters or symbols.  Up to 17 alpha characters may be used.  First name and M.I. - Enter the patient's first name and middle initial.  Up to 12 alpha characters may be entered for first name, one character for middle initial.  Special characters or symbols as listed above should not be used in this field.
2.	Home Phone #  - Enter the area code and phone number of the patient/parent/caretaker.
3.	Name Of Parent/Caretaker (F,M,L) - (If different from patient.)  Enter the last name, first name, and middle initial of the parent/caretaker.  Up to 17 alpha characters may be used in last name and 12 for first name.
4.	M/Caid* - Enter (Y) if eligible; (N) no; (A) applied/potentially eligible; (M) mother; (K) K-CHIP III; or (E) Presumptively Eligible (Prenatals only).
5.	E Beg DT - Medicaid eligibility begin date.
6.	M/A Part # - Enter Managed Care Partnership number.
7.	Member # - Enter patient’s member number assigned by Managed Care Partnership.
8.	AuthRef – Enter authorization number (authorized by Managed Care Partnership).
9.	Prim Health Prov - This item is designed to be used to identify the primary health care provider.  Up to 9 codes are open.  The Codes will be assigned at a later date.
10.	Medicare Eligible – Enter Y if eligible.
11.	Mdcr # - Enter patient’s Medicare #.
	CBIS # - Enter patient’s CBIS #.
12.	KTAP*  - Enter a (Y) yes or (N) no to indicate if benefits are/are not being received.
13.	Food Stamps - Enter a (Y) yes, (N) no to indicate if the patient or family member is/is not receiving food stamps.
14.	Race/Ethnicity*  - Check all races as self-declared by the patient.  Explain that this information is collected for reporting purposes and has no effect on any eligibility.
· W (White) – A person having origins in any of the original peoples of Europe, Middle East, or North Africa.

· B (Black or African American) – A person having origins in any of the black racial groups of Africa. Terms such as “Haitian” or “Negro” can be used in addition to “Black or African American.”
· N (American Indian or Alaska Native) – A person having origins in any of the original peoples of North and South America (including Central America) and who maintains tribal affiliation or community attachments.
· A (Asian) – A person having origins in any of the original peoples of the Far East, Southeast Asia, or the Indian subcontinent including, for example, Cambodia, China, India, Japan, Korea, Malaysia, Pakistan, the Philippine Islands, Thailand, and Vietnam.
· H (Native Hawaiian or Other Pacific Islander – A person having origins in any of the original peoples of Hawaii, Guam, Samoa, or other Pacific Islands.

His/Lat (Hispanic/Latino):
Enter “Y” (yes) or “N” (no) for the patient’s self-declared ethnicity for Hispanic or Latino.  Hispanic or Latino is a person of Cuban, Mexican, Puerto Rico, South or Central America, or other Spanish culture or origin, regardless of race. The term “Spanish origin” can be used in addition to “Hispanic or Latino.”

15.	Sex* - Enter (F) for Female or (M) Male.
16.	Birth Dt* - Enter the patient's date of birth using the following format:  month/day/century/year.  i.e. 05051993
17.	Med Rec  # - For those health departments which have a numeric record system.  Entry format depends on local definitions.  Up to eight numeric spaces are allowed in this field.
18.	HANDS Family ID # - HANDS assigned family ID #.
19.	Service Cd - Enter the appropriate service code.
20.	Units – Some services will be reported in units.  Up to 99 units are acceptable to the system.
21.	Result – Enter the one-digit code that identifies the result of the pap or mammogram.  
22.	Provider Id # - Enter the five character provider class ID number of the health department employee providing the service.
23.	Ref/Spec. Code - If a referral is made, enter the appropriate referral code from the following list. Up to 3 referral codes are allowed.  For Fluoride Water Testing, the source of the water sample must be entered here.  See supplemental form instructions for applicable codes.
24.	Next Appt Date - Enter the next date of appointment.
25.	# of  Labels - Enter the number of labels to print.  Place the label on the upper left corner of the form.
26.	Next patient ID #. To enter data in the supplemental system for another patient, enter the patient’s I.D. number and transmit.

After the information has been entered, transmit the screen.  A status line message will be received indicating that the record has been built, the document number will be displayed, and a label will be printed.  Place the label on the upper left-hand corner of the form. (If Fluoride Water Testing (S0009) has been reported, a water specimen label will be printed - place the label on specimen tube.)

SUPPLEMENTAL CODING NAME LOOK-UP INQUIRY:
If an encounter has been entered, the patient's name, DOB, ID #, race, and sex will be listed on the name look-up listing.  This screen will display patients in alphabetical order.  Remember the names on this list will only be patients who have had a previous supplemental or PEF coding encounter entered.

TO LOCATE A PATIENT ON THE NAME LOOK-UP, ENTER THE FOLLOWING COMMAND:
CMIL<space><30><LOC><space><PATIENT ID #><XMIT>

If you need to look at a document you previously entered, an "X" should be placed in the bracket by the document number and the record for that visit will be displayed.  If an error has been made in keying the type of service, a change can be made.  The only things you cannot change are the document number and patient ID number.

After changes are made and transmitted, you will get a status line message indicating that the document number has been changed.




LISTING OF MULTIPLE DOCUMENTS ON A PATIENT:
This inquiry will give you a listing of the documents the patient had on file by entering the following command.  This list could be used to make corrections on individual documents or to assist you in verifying previous services.

CMIL<space>30<LOC><space><PATIENT ID  #><XMIT>

A listing of documents will be displayed.  Place an "X" in bracket before the document you would like to review.

PATIENT INQUIRY BY DOCUMENT NUMBER:
The user may call up an individual document by entering the following command:
CMID<space><30><space><HID/LOC/S><space><DOCUMENT #><XMIT>

NOTE:	EACH TIME THE USER TRANSMITS THE PATIENT SERVICES/ SUPPLEMENTAL REPORTING SCREEN, A NEW DOCUMENT NUMBER WILL BE ASSIGNED BY THE SYSTEM.  Therefore, DO NOT RE-TRANSMIT in the event the printer fails to print the label to your satisfaction.  User must go to another page of the CRT and enter the CMID command and print the label from that screen.

If duplicate document number(s) are assigned for supplemental service(s), the user must delete the invalid number(s).  To delete a document, change the action field to delete (D).



[bookmark: _PROCEDURES_FOR_USING][bookmark: _Toc261443421]PROCEDURES FOR USING THE SUPPLEMENTAL SYSTEM TO REPORT ATTENDING GROUP SESSIONS HELD IN THE CLINIC

1.	Register the patient through the regular registration process.  If the only service the patient is to receive is the group education, only a supplemental form will be completed and entered into the system. A master may be built for these in the supplemental system. 

2.	If PEF services are also provided, register the patient as usual and print a PEF label. Record the regular service (CPTs/HCPTS) on the PEF.

Complete the supplemental form.  Only the service code and provider number will be necessary for the group services provided in the clinic.
 
At check-out, when the PEF is entered; there will be a flag on the PEF screen to request the supplemental screen.  The only data necessary to complete the supplemental screen will be the service code and provider.  A supplemental label will be printed which is to be affixed to the supplemental form.  For Group Classes that LHDs wish to bill to Medicaid, a PEF must be completed and entered into the PSRS.


[bookmark: _SPECIAL_“HANDS”_BILLING][bookmark: _Toc18821082][bookmark: _Toc18821297][bookmark: _Toc42490346][bookmark: _Toc75752496][bookmark: _Toc92853033][bookmark: _Toc261443422][bookmark: HANDSbilling]SPECIAL “HANDS” BILLING FUNCTIONS FOR THE SUPPLEMENTAL SYSTEM



Special Medicaid Billing Functions for HANDS are as follows:


[bookmark: _Toc18821083][bookmark: _Toc18821298]Retro-Active Medicaid Change Inquiry:
CMRI<space><30><LOC><space><LOC><space><Patient ID><XMIT>

Program will list all documents for the patient. From this screen the user has the ability to change the Medicaid eligible flag. Just place the appropriate letter next to the document that needs to be changed and transmit. The results of your change will go to queue #9.

The letters to use for changing are: “N” = Medicaid No / “Y” or “X” = Medicaid Yes

[bookmark: _Toc18821084][bookmark: _Toc18821299]
On-Demand HANDS Re-Billing HCFA Inquiry:
CMOD<space><30><space><HID/LOC/S><space><DOCUMENT #><XMIT>

Program will enter supplemental document number and fill in the HANDS Re-billing HCFA screen.

Please note:  No A/R is created through this process. The user will have to create the A/R (if there is a need for one to be created). This process creates an electronic rebilling or a CMS 1500 form only.






[bookmark: procedures_for_reporting]PROCEDURES FOR REPORTING
               COMMUNITY HEALTH SERVICES


A Community Health Services Report (CHSR) CH-48 may be completed for each event/activity. The data is to be reported through the PSRS Supplemental-Community Health Services Reporting System. The data should be entered into the system within 15 days of the presentation or meeting.

Once the CHSR form has been entered into the system, a label will be produced with the key identifying information and the system assigned document number. This label should be affixed to the CHSR Form.  CHSR forms should be kept on file for six years.

NOTE: 	Up to six (6) events may be entered on the same CHSR. Therefore there may be six (6) labels affixed to the one CHSR form. If after the document(s) have been entered a change is necessary, the document number must be referenced.

A report (#615), which contains information that has been entered for each of the documents, will run the day following entry of the forms. This report will be considered your audit trail for data entry and should be kept with the input forms.


[bookmark: community_health_services_form_instruct]COMMUNITY HEALTH SERVICES REPORT FORM (CH-48) INSTRUCTIONS

The Community Health Services Report (CH-48) is to be used to report all community-based activities provided with 818 funds as well as the other Cost Centers listed on the back of the report form.  The data is to be entered into the system within 15 days of the event/activity.  Please note that each event/activity may be reported only once, regardless of the number of providers.  
Each health department should contact Local Health Operations at (502) 564-6663 Ext. 3150 to designate a new primary and/or secondary contact for community-based activities if they change during the fiscal year.  These people are responsible for ensuring timely and accurate reporting of all community-based activities as well as assuring all health department community-based staff are aware of all communications from the state health department pertaining to community-based activities.  Problems with data entry should be forwarded to the Help Desk at (502) 564-6663.

County of Service Code:	Enter the county code for the county in which the event/activity took place.

Lead Provider #:	Enter the provider number of the staff who takes the assigned lead for the event/activity.

Date of Presentation:	Entering six digits, list month, day, year the event/activity occurred.

Place/Type: 	Enter the code which identifies the place the event/activity took place or the type of service as it relates to the media.  These codes are located on the back of the Community Health Services Report.  For EPSDT Only, 14-Private Providers, 15-School System, and 16-Community Events should be used to report number of contacts/events (not participants) with activity codes 01-09. Exception: If a specific number of children are targeted such as with preparing packets for Health Fair for School Orientation, count number of children as participants. For EPSDT Only, 17-New Eligibles and 18-Other Than New Eligibles should be used to report number of children with activity codes 10-13.

Cost Center:	Enter the Cost Center for which the event is being conducted.  In most cases, this is the Cost Center in which the activities were listed in your community-based activities plan.

Objective/			Enter the code for the 2010 objective/MCH performance measure
Program Code:		designated in your community-based activities plan for which this activity is occurring.  These objectives/performance measures should match the community-based activities plan except when the activity isn’t included in the plan.  In which case, choose the most appropriate 2010 objective/MCH performance measure.  These codes are located as an attachment to the Community Health Services Report.

Strategy #:	Enter the two or three digit number of the strategy as designated in your community-based activities plan under the column.  (Does not apply to Cost Center 883 – EPSDT.)

Activity Code:	Enter the two digit activity code that best reflects the type of event/activity taking place (example: 01, 02, etc.).  Activity Codes 10-13 are for EPSDT Only and should routinely only be used with Place/Type of Service Codes 17-New Eligibles and 18-Other than New Eligibles. Exception:  When activities are actually provided within the school, may be used with 15-Schools. When actually provided within the community, may be used with 16-Community.

Gender:	Enter the number of attendees that were male and the number that were female.  These numbers collectively should total the same as the Total Contacts/Participants.  This item should not be completed when using activity codes 4, 7, 8 or 9. (This field does not apply to any activity for Cost Centers  883 – EPSDT and 818 Community Objective 7.4 Local Child Fatality Review Team.)

Race:	Enter the number of attendees from the respective groupings as follows:  W-White; B-Black; N-American Indian or Alaska Native; 
	A-Asian; H-Native Hawaiian or Other Pacific Islander; and 
	U-Unknown.  These numbers collectively should total the same as the Total Contacts/Participants. This item should not be completed when using activity codes 4, 7, 8, or 9. (This field does not apply to any activity for Cost Centers 883 – EPSDT and 818 Community Objective 7.4 Local Child Fatality Review Team.)	
	
Ethnicity:	In addition to Race, enter the total number of attendees who self-declare ethnicity for Hispanic or Latino as “L”.  Hispanic or Latino is a person of Cuban, Mexican, Puerto Rico, South or Central America, or other Spanish culture or origin, regardless of race. The term “Spanish origin” can be used in addition to “Hispanic or Latino.”  This item should not be completed when using activity codes 4, 7, 8, or 9. (This field does not apply to any activity for Cost Centers 883 – EPSDT and 818 Community Objective 7.4 Local Child Fatality Review Team.)

Age:	Enter the number of attendees for each appropriate age group.  These numbers collectively should total the same as the Total Contacts/Participants.  This item should not be completed when using activity codes 4, 7, 8 or 9. (This field does not apply to any activity for Cost Centers 883 – EPSDT and 818 Community Objective 7.4 Local Child Fatality Review Team.)

Total Contacts/ 
Participants:	Enter the total number of attendees/contacts/participants.  When reporting activity codes 01-09 for EPSDT Only, 14-Private Providers, 15-School System and 16-Community Events, report contacts as number of activities, NOT specific number of participants. Exception: If a specific number of children are targeted such as with preparing packets for Health Fair for School Orientation, count number of children as participants.  When reporting activity codes 10-13 for EPSDT Only, 17-New
	Eligibles and 18-Other Than New Eligibles, report specific number of children outreached.

Contact Time:	Enter the time in minutes (15 minute increments) that was spent with the attendees in the actual event/activity.  Local use only for EPSDT Outreach.

Prep Time:	Enter the time in minutes (15 minute increments) spent in preparing for the event.  Include travel and all other time not included in contact time.  Local use only for EPSDT Outreach.

# Cases:	Enter the number of child death cases reviewed during meeting.  (This field only applies to Cost Center 818 Community Objective 7.4 Local Child Fatality Review Team).

Agencies:	Enter the types of agencies represented at meeting.  List the seven main agencies represented.  If “Other” is chosen, list the type of agency “Other” represents.  (This field only applies to Cost Center 818 Community Objective 7.4 Local Child Fatality Review Team).

Causes:	Enter the cause(s) of death based on the child death cases reviewed.  If “Other” is chosen, list the causes of death “Other” represents.  (This field only applies to Cost Center 818 Community Objective 7.4 Local Child Fatality Review Team).

A Community Services Reporting Form (CH-48EO) is included, but not required, for reporting EPSDT/KCHIP Outreach provided by LHD clinic staff.  Instructions for using the form are on the back of the form.
[bookmark: _Toc42490349][bookmark: _Toc42501087][bookmark: community_definitions]
COMMUNITY BASED SERVICE ACTIVITY CODE DEFINITIONS

01 – Health Promotion/Education*
An interactive presentation of general information provided to community groups or other groups of people that is not required to be reported in the Supplemental Reporting System.  Report each presentation separately and also report ethnicity, gender, age, and total attendance.  Examples of health promotion/education included but are not limited to:  nutrition education, family planning education, physical activity education, substance abuse education, and personal hygiene education.  (Not to be used for EPSDT Outreach.)

02 – Behavior Change Education
An interactive presentation provided to a group of people or individuals to teach a specific curriculum or skill and that is not required to be reported in the Supplemental Reporting System.  Report each presentation separately and also report ethnicity, gender, age and total attendance.  Examples of behavior change education include but are not limited to:  PSI, RTR, Resource Persons Protocols, Diabetes group patient education, prenatal education, Ky. Smile Curriculum and/or demonstrations on brushing and flossing, and Safe Sitter.  (Not to be used for EPSDT Outreach.)

03 -  Professional Education for Health Care Providers and Educators*
An interactive presentation provided to a group of health care providers or educators that is not required to be reported in the Supplemental Reporting System. Report each presentation separately and also report ethnicity, gender, age, and total attendance. Examples include but are not limited to:  First Aid/CPR classes, Bloodborne Pathogen classes, Diabetes Awareness sessions, and Smoking Cessation classes. (Not to be used for EPSDT Outreach.)

04 –  Information and Material Distribution*
A non-interactive activity involving the distribution of educational materials or information that is not required to be reported in the Supplemental Reporting System.  Report each activity separately, but do not report ethnicity, gender, age, or total participants. Examples of non-interactive activities include but are not limited to:  distribution of brochures, newspaper articles, informational hotlines, and television or radio educational programs. (Use for EPSDT Outreach when materials just picked up/handed out.  Also, please use for Health Department Staff showing EPSDT Video as one contact/event in the community regardless of location. Includes Passport Counties.)

07 – Community Planning Activities*
Intended to measure activities in which staff are involved with the community working toward a common goal of improved health for its citizens  Examples of community planning activities include but are not limited to assessing the community’s health problems, serving on community groups/coalitions, and activities related to APEX-PH, PATCH, and the transition model. Report each activity separately, but do not report ethnicity, gender, age or total participants. (Use for EPSDT Outreach when working with Private Providers to promote EPSDT Screenings. Does not include Passport Counties.)

08 – Other Activities
This activity code is to be used only as a last resort for activities that will not fit into one of the categories defined above.  (Not to be used for EPSDT Outreach.)

09 – Health Fair*
Interactive, non-interactive, general, and specific topic presentations to community groups or other groups of people in a health fair setting that is not required to be reported in the Supplemental Reporting System.  Report each presentation separately but do not report ethnicity, gender, age and total attendance.  
Examples of health fairs include:  an unmanned booth at the grocery store on the importance of eating five fruits and vegetables per day or a booth at a work site with material on the importance of monthly breast self-exams.  (Not to be used for EPSDT Outreach.)
10 – EPSDT Only – Face to Face
Outreach for EPSDT, in person, other than in a home visit, to either a child listed as New Eligible or a child not known to be listed as New Eligible, in the Health Department or in the School or Community.  Includes Passport Counties.
 
11 – EPSDT Only – Phone
Outreach for EPSDT, by phone, including messages, to either a child listed as New Eligible or a child not known to be listed as New Eligible, in the Health Department or in the School.  Includes follow-up in Passport Counties.

12 – EPSDT Only – Home Visit
Outreach for EPSDT, through a home visit, attempted or successful, to either a child listed as New Eligible Listing or a child not known to be listed as New Eligible in the Health Department or in the School.  DO NOT use in Passport Counties.

13 – EPSDT Only – Letter
Outreach for EPSDT, by mail, including all letters mailed, to either a child listed as New Eligible Listing or a child not known to be listed as New Eligible, in the Health Department or in the School.  Includes follow-up in Passport Counties.

14 – EPSDT Only – Appointment Made
Making an appointment for EPSDT Screening either at the Health Department or Private Provider’s Office for any eligible child, listed as New Eligible or not known to be listed as New Eligible, in the Health Department or School.

15 – EPSDT Only – Mailed/Provided KCHIP Application
Outreach for KCHIP enrollment through face to face encounter, mail or fax, by providing a KCHIP application to a parent or guardian of any child not known to be elgible for Medicaid or KCHIP.
16 – EPSDT Only – Completed KCHIP Application
Outreach for KCHIP enrollment through face to face encounter, phone or fax, by helping a parent or guardian to complete a KCHIP application for any child not known to be eligible for Medicaid or KCHIP.


17 – EPSDT Only – Submitted KCHIP Application
Outreach for KCHIP enrollment through face to face encounter or fax, by helping a parent or guardian to submit a KCHIP application for any child not known to be eligible for Medicaid or KCHIP.

*Should be used with Place/Type of Service Codes 14-16 EPSDT Only.



TO ENTER NEW DOCUMENTS

COMMAND:
COID<Space><HID(your HID# here)><Space><N><XMIT>

A Community Health Services Reporting label is printed automatically when document is entered and is to be affixed to CH-48 form.
[bookmark: _Toc18821090][bookmark: _Toc18821305]

[bookmark: _Toc42490356][bookmark: _Toc42501094]TO RETRIEVE ENTERED DOCUMENT FOR CHANGING/DELETING

COMMAND:
COID<Space><HID(your HID# here)><Space><Doc#><XMIT>

A Community Health Services Reporting label is printed automatically when document is entered and is to be affixed to CH-48 form.

TO CHANGE DOCUMENT: Make changes on screen then xmit screen.

TO DELETE DOCUMENT: Change Act [  ] from ‘C’ to ‘D’ then xmit screen, system will print a “deleted” document label.
					

Action Codes:  	
		N - for new record
		C -  for change to existing record
		D - to delete an existing record


	
	County of
Service 
	Lead
Provider#
	Date of Presentation
/Meeting
	Place/
Type of Service 
	Cost Center
	2010 Objective/
Program
	Strategy#
	Activity 
Code
	*Race  
***                                                
	**Ethnicity 
***                               
	***Gender
	***Age

	
	
	
	
	
	
	
	
	
	W
	B
	N
	A
	H
	U
	  L
	M
	F
	<5
	5-12
	13-18
	19-49
	50-64
	65+

	1
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	Description: 		
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	Description: 		
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	Description: 		
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	Description: 		

	6
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Description: 		


[bookmark: CH48]COMMUNITY HEALTH SERVICES REPORT													CH-48 (Revised 7/1/10)

	

	Total # Contacts/
Participants
	Contact Time
(minutes)***
	Prep Time
(minutes)***
	# Cases
	Agencies
	Causes
	Optional 
LHD Field
	Optional
LHD Field
	Data Entry
Initials/Date

	
	   
	
	
	
	
	
	
	
	

	1
	
	
	
	
	
	
	
	
	

	

	2
	
	
	
	
	
	
	
	
	

	

	3
	
	
	
	
	
	
	
	
	

	

	4
	
	
	
	
	
	
	
	
	

	

	5
	
	
	
	
	
	
	
	
	

	

	6
	
	
	
	
	
	
	
	
	

	


*W=White                               
    B=Black 	    	     	
    N=American Indian or Alaska Native
    A=Asian			     	     	      
    H=Native Hawaiian or Other Pacific Islander
    U=Unknown
**L=Hispanic or Latino		                   
***Enter actual number for:      
        RACE     ETHNICITY     GENDER     AGE
***15 minute increments
	
Activity 1 Label
	
Activity 2 Label
	
Activity 3 Label

	Activity 4 Label
	
Activity 5 Label
	
Activity 6 Label



[bookmark: _Toc42490348][bookmark: _Toc42501086]COMMUNITY BASED SERVICE CODES

COST CENTERS

*Note: The Cost Center number input must correspond with the Cost Center number the activity falls under in Community-Based Plans, if included in plan.  If activity was not included in plan, choose the most appropriate Cost Center. 

722	Asthma Education			818	Community
736	Healthy Communities			830	Cancer Coalitions			
742	COPD				832	Heart Disease or Stroke		
756	PREP				833	Breastfeeding Regional Coordinator	
801	Immunizations			837 	Abstinence Ed. Program		
804	WIC				843	HIV
805	Nutrition				856	Arthritis or Osteoporosis
806	TB				857	Physical Activity or Osteoporosis
807	STD				883	EPSDT Outreach (for use with program   
813	Breast and Cervical Cancer                                                    code 120E0 only)
		                                                            890	Core Community Assessment

PLACE/TYPE OF SERVICE CODES

01	School				11	Website
02	Worksite				12	Other Media
03	Health Department			13	Billboard
04	Community (general)			ONLY 14-18 To Be Used for EPSDT Outreach
05	Other Agency/Institution		14	EPSDT Only – Private Providers
08	Newspaper/Newsletter		15	EPSDT Only – School System
09	Radio				16	EPSDT Only – Community Events
10	Television				17	EPSDT Only – New Eligibles
18	EPSDT Only - Other Than New Eligible		














2010 OBJECTIVES/PROGRAM CODES

*Note:	When reporting activities, 2010 Objectives/Program Codes should match the ones used in the Community-Based Plans.






AGENCIES					CAUSES

1	Coroner					1	SIDS
2	Law Enforcement				2	Illness or Other Natural Cause
3	Department for Community Based Services		3	Drowning
4	Local Health Department			4	Vehicular
5	Attorney					5	Suffocation/Strangulation
6	Emergency Medical Service			6	Fire/Burn
7	Fire					7	Undetermined
8	Other					8	Prematurity
9	Falls
10	Poison/Overdose
11	Homicide
12	Suicide
13	Other

ACTIVITY CODES

01	Health Promotion/Education		10	EPSDT Only – Face to Face
02	Behavioral Change Education		11	EPSDT Only – Phone
03	Professional Education for Health Care	12	EPSDT Only – Home Visit
	Providers and Educators		13	EPSDT Only – Letter
04	Information & Material Distribution	14	EPSDT Only – Appointment Made
07	Community Planning Activities		15	EPSDT Only – Mailed/Provided       
08	Other Activities                                                                                                KCHIP Application
09	Health Fair				16	EPSDT Only – Completed KCHIP   
                                                                                                                                                Application	
				                    17	EPSDT Only – Submitted KCHIP      
                                                                                                                                                Application




[bookmark: EPSDTform]EPSDT/KCHIP OUTREACH REPORTING
(For Use by Clinic Staff)
PAYPERIOD ENDING ___/___/___				COST CENTER 883  / FUNCTION CODE 125   
   	NAME ________________________ I.D. # _____________  COUNTY CODE_____
	DATE
(Month/Day)
	SERVICE CODE
	ACTIVITY CODE
(Enter total # completed of each activity)
	TOTAL
#
	TIME FACTOR
(see back page)
	TOTAL TIME

	Monday
	17
	10       11       13      14       15      16        17
	
	X.25
	

	/
	18
	10       11       13      14      
	
	X.25
	

	
	
	  
	
	
	

	Tuesday
	17
	10       11       13      14       15      16        17
	  
	X.25
	

	/
	18
	10       11       13      14      
	
	X.25
	

	
	
	
	
	
	

	Wednesday
	17
	10       11       13      14       15      16        17
	
	X.25
	

	/
	18
	10       11       13      14      
	
	X.25
	

	
	
	
	
	
	

	Thursday
	17
	10       11       13      14       15      16        17
	
	X.25
	

	/
	18
	10       11       13      14      
	
	X.25
	

	
	
	
	
	
	

	Friday
	17
	10       11       13      14       15      16        17
	
	X.25
	

	/
	18
	10       11       13      14      
	
	X.25
	

	
	
	
	
	
	

	Saturday
	17
	10       11       13      14       15      16        17
	
	X.25
	

	/
	18
	10       11       13      14      
	
	X.25
	

	
	
	
	
	
	

	
	
	
	
	
	

	Monday
	17
	10       11       13      14       15      16        17
	
	X.25
	

	/
	18
	10       11       13      14      
	
	X.25
	

	
	
	
	
	
	

	Tuesday
	17
	10       11       13      14       15      16        17
	
	X.25
	

	/
	18
	10       11       13      14      
	
	X.25
	

	
	
	
	
	
	

	Wednesday
	17
	10       11       13      14       15      16        17
	
	X.25
	

	/
	18
	10       11       13      14      
	
	X.25
	

	
	
	
	
	
	

	Thursday
	17
	10       11       13      14       15      16        17
	
	X.25
	

	/
	18
	10       11       13      14      
	
	X.25
	

	
	
	
	
	
	

	Friday
	17
	10       11       13      14       15      16        17
	
	X.25
	

	/
	18
	10       11       13      14      
	
	X.25
	

	
	
	
	
	
	

	Saturday
	17
	10       11       13      14       15      16        17
	
	X.25
	

	/
	18
	10       11       13      14      
	
	X.25
	

	
	
	
	
	               CH-48EO
                7/1/2012          												
                                                                              

	



Enter last day of payroll week at top left corner of sheet
· Enter Name at top of page
· Enter Employee ID #
· Enter County Code
· If you are working in different counties during a pay period you will need to identify which counties you are reporting to for which dates or put them on separate forms
· Service Code 17 is “New Eligible,”  (Passport cannot report)
(to code New Eligible the client has to be on the 708 Report for that month)
· Service Code 18 is “ Other Eligible”
· Activity Code 10 is “Face-to-Face” EPSDT consult
· Activity Code 11 is “Phone” 
· Activity Code 13 is “Letter” 
· Activity Code 14 is “Appointment Made”
· Activity Code 15 is “Provide/mail KCHIP Application”
· Activity Code 16 is “Completed KCHIP Application”
· Activity Code 17 is “Submitted KCHIP Application”
· If you are coding more than one activity code for the same day you will need to identify how many contacts to each activity code.  Enter into the appropriate box the total # completed for each activity.
· Total number of ALL activities provided for one day
· If you outreach at least one (1) person on any given day, the minimum amount of time you code is .25 (15 minutes)
· If more than one in family, document the number and reduce time accordingly	
· Enter total amount of time for each day on EPSDT Outreach Form (CH-48EO)
· Enter total time for each day to code 883-125 on Timesheet
· Turn in with timesheet to supervisor with your timesheet for that payperiod

Clinic support staff may use, within reason, the following patient #s and amounts of time; Clinic provider staff should report actual time spent on EPSDT Outreach; it is based on face-to-face outreach (you can provide an EPSDT Handout); the amount of time documented and reported needs to be as close to actual outreach time as possible; you should also take in consideration time when more than one family member is eligible for EPSDT outreach:

	# of people provided EPSDT information
	Estimated 
Amount of time 

	1-4
	.25

	5-8
	.50

	9-12
	.75

	12-15
	1.0





EARLY PERIODIC SCREENING, DIAGNOSIS, and TREATMENT (EPSDT) Program
· Good preventive health care for your child is important and is provided FREE to you!
· The EPSDT (Early and Periodic Screening, Diagnosis and Treatment) Program pays for regular medical and dental checkups for children and young adults under 21 years old who have a Medicaid card or a KCHIP card. 
· The health care check-ups are free for all children and adolescents who have Medicaid and are under 21 years of age.  
· Regularly scheduled check-ups are important in order to find and treat hidden health problems and prevent future health problems such as obesity, asthma, diabetes, vision and hearing and mental health disorders before they become serious.
· Children under 3 years of age should receive several check-ups every year.  
· A health care check-up might include medical history, physical growth and assessment, test for eyesight, hearing, low iron in the blood, tuberculosis and shots to prevent diseases such as measles and lockjaw.  
· It is also important for all children under the age of 6 to get a blood lead screening.  
· A check for mental health status for appropriate milestones is important.
· Dental check-ups should occur at the eruption of the first tooth.
· If you are in the managed care “Passport” region (Jefferson County and surrounding 15 counties) and need help making an appointment for check-ups for your child, call Passport.
· If you are not in the managed care region, and need help making appointments call your local Department for Community Based Services (DCBS) worker, where you signed up to get Medicaid.
· If you need a ride to the health care check-up appointment, you may request non-emergency medical transportation.  If a health problem is found, the screening provider will help you make an appointment to get treatment for your child. 
· EPSDT Special Services are also available for Medicaid eligible children under 21 years old who need medical services or items not covered by other Medicaid Programs.  
· These services can include special therapies, dental services, substance abuse treatment and more.  
· If you want to know more about these services, call Member Services at 1-800-635-2570.
· If you would like to complete an application for Medicaid or KCHIP benefits or need assistance to complete an application, you can go to your local DCBS office or we can help you complete and submit the application by mail or fax.

WHAT SERVICES CAN YOUR CHILD RECEIVE IN THE EPSDT PROGRAM?
· Medical history and physical exam, which includes an evaluation of your child's physical and mental growth and development
· Vision test
· Hearing test
· Dental Exam
· Shots
· Health Education
· Laboratory tests, such as urine and blood tests
· Referrals to another medical provider if your child needs more services


HOW CAN YOU OBTAIN THESE SERVICES?
· Your PCP (Primary Care Provider), local Health Department,or other provider can provide EPSDT services.
· Your case worker at the local Department for Community Based Services or your health plan’s Member Services Department can assist you with scheduling appointments and arranging transportation.
· Let us give our children the best we can.  Using the EPSDT Program is a good start.
· If your child has a PCP, or if you visit the local health department, ask them about EPSDT services.

EPSDT SPECIAL SERVICES (TREATMENT)
· In addition to the preventive health care described above, treatment services may also be available for your child under the EPSDT Special Services program.
· Please have your medical provider call Member Services at 1-800-635-2570 for additional information on this program and how to obtain services.

NOTE:  Children who are covered through the Kentucky Children's Health Insurance Program (parents pay a $20 premium for coverage) are NOT eligible for EPSDT Special Services or for Non-Emergency Medical Transportation.


1. What is EPSDT?
	A children’s preventive health examination or a children’s health check up
2. What does EPSDT stand for?
	Early Periodic Screening, Diagnostic and Treatment 
3. What is the doctor or nurse checking during my child’s (children’s) EPSDT 	exam(s)?
Your child’s general health will be checked.  This includes an examination of your child’s: eyes, ears, and teeth.  The doctor or nurse will also check to see if your child is growing normally.
Your child will be given shots, if needed.  Shots help protect against measles, mumps, polio and other serious illnesses.
Your child will be checked for some diseases as well as problems in growth and development.  Your child may be checked for heart, lung and kidney problems, tuberculosis, eye, ear, nose and throat problems, lead poisoning, mental health problems and other health problems.
If a problem is found, it may be treated right away or need to be checked further before treatment begins.
4. Why is my child’s EPSDT check up important?
Children’s doctors recommend regular exams to make sure your child is healthy by finding and treating problems before they get worse.  
5.  How will these services benefit my child? 
Exams can prevent illnesses and disabilities and spot problems so they can be treated before they get worse.
6. How can my child get these services?
If your child has a Medicaid or KCHIP card, you don’t have to sign up for another program to get EPSDT services for your child.  To qualify your child must be eligible for Medicaid or KCHIP, the Kentucky Child Health Insurance Program.  When you call your doctor or the health department for an appointment; say you want an EPSDT exam.  When your child goes for an exam, take these things with you:  any shot records, your child’s Medicaid or KCHIP card, and the name of your child’s doctor.
7. What if my child does not have a Medicaid or KCHIP card?
If your child does not have private insurance and you are concerned that you can’t afford to take your child to the doctor, call your local health department, community based services office or doctor and ask how you can get a Medicaid or KCHIP card for your child.  
8. Who are the providers of EPSDT services?
Your local health department and some local doctors, including your PCP doctors.
9. What are EPSDT special services (any services that are
	medically necessary but not generally covered by Medicaid)?
Examples are mental health services, speech therapy, or bath chairs.  Your doctor may not be aware that Medicaid pays for these services.  If there is a problem in getting a special service that your child needs, please ask your family or children’s doctor to call or you may call the Medicaid program at (502) 564-6890.  It is important to know that KCHIP benefits do not pay for EPSDT special services and non-emergency transportation.
10. Do you need help to make an appointment or to get transportation?
If you need help to make an appointment or to get transportation to the appointment, Health Departments can help you find these services. You can contact your local Department for Community Based Services Office or managed care organization for assistance with transportation, if needed.  

Could your child be eligible for Medicaid or KCHIP benefits? 
· Children need health insurance – even when they are not sick.  
· Check-ups and well child visits help keep children healthy.   
· To make sure every child can apply for medical benefits, the Kentucky Children’s Health Insurance Program (KCHIP) has a new mail-in application.  
· If you would like to apply for medical benefits for your child, we can help you by sending you an application.  
· Although the application cannot be submitted by telephone, you can call us and we will talk you through the application while you fill it out or you can come in person and we will help you complete the application at your convenience.    
· Or, you can get a mail-in application by calling toll free 1-877-524-4718, emailing Kidshealth@ky.gov.or by logging onto the KCHIP website http://www.kidshealth.ky.gov/en/kchip/apply.htm, 
· Fill the application out and attach the documents we ask you to provide and we will see if your child can get medical benefits.  
· You will not have to come to the office unless we cannot get all the information we need through the mail. 
· If you have questions or need help filling out the application, contact NAME at the NAME OF Health Department by calling HEALTH DEPARTMENT PHONE NUMBER or call the toll free number, 1-877-524-4718, and someone will help you.



[bookmark: CDP_reporting]The following pages contain tables with information for CDP Community Reporting.

	Cost Centers
	CODES
	COST CENTERS

	722
	241--
	24.1       Asthma 

	736
	0HC--
	0HC      Healthy Communities

	742
	242--
	24.2      COPD

	756
	010--
	01.0      Personal Responsibility Education Program

	801
	2208-
	22.8      Decrease pneumococcal infections in persons aged 65 & older

	801
	2210-
	22.1      Increase immunization coverage among children19-35 months

	801
	2212-
	22.12    Decrease number of influenza infections in persons 65 & older

	804
	020WO
	020WO WIC Outreach

	805
	021--
	2.1        Healthy wieight for adults, children and adolescents

	805
	025--
	2.5        Fruits and Veggies:  More Matters

	805
	029--
	2.9        Dietary Quality

	806
	2207-
	22.7      Reduce incidence of TB

	807
	251--
	25.1      Reduce STD infection rate

	813
	1CA--
	1CA      Public education and awareness

	813
	2CA--
	2CA      Physician education and awareness

	813
	3CA--
	3CA      Training    (CA = KY Women's Cancer Screening Program, KWCSP)

	813
	4CA--
	4CA      Breast and cervical cancer screening event

	813
	5CA--
	5CA      Evaluation

	818
	0403-
	4.3        School health education other

	818
	0505-
	5.5        Educate the public and eliminate risk of lead exposure

	818
	0701-
	7.1        Reduce head injuries and deaths

	818
	0702-
	7.2        Reduce spinal cord injuries and deaths

	818
	0703-
	7.3        Reduce firearm injuries and deaths

	818
	0704-
	7.4        Local Child Fatality Review (CFR) Team

	818
	0705-
	7.5        Reduce injuries and deaths due to poisoning

	818
	0706-
	7.6        Reduce suffocation related injuries and deaths

	818
	0710-
	7.10      Reduce transportation crash injuries and deaths

	818
	0715-
	7.15      Reduce fire related injuries and deaths

	818
	0717-
	7.17      Reduce drowning

	818
	0720-
	7.20      Reduce violence related injuries and deaths

	818
	091--
	9.1        Dental caries

	818
	093--
	9.3        Reduction and replacement of tooth loss

	818
	095--
	9.5        Oral cancer

	818
	097--
	9.7        Optimal water fluoridation

	818
	099--
	9.9        Oral health partnerships

	818
	101--
	10.10     Reduce the number of people without healthcare coverage

	818
	105--
	10.5       Increase training to health care clinicians

	818
	106--
	10.6       Increase the percent of people who have ongoing primary care

	818
	111--
	11.1       Increase knowledge and use of family planning services

	818
	112--
	11.2       Teen Pregnancy Prevention

	818
	1212-
	12.12     Decrease percent of low birth weight live births and premature births

	818
	1215-
	12.15     Increase the percentage of mothers whom initiate breastfeeding, and; …

	818
	1216-
	12.16     Reduce the incidence of Neural Tube Defects (spina bifida & anencephaly)

	818
	1221-
	12.21     Increase the number of educational activities related to newborn screening

	818
	1702-
	17.2       Lung cancer death rate

	818
	1707-
	17.7       Colorectal cancer deaths

	818
	1708-
	17.8       Fecal occult blood testing (FOBT) and sigmoidoscopy/colonoscopy

	818
	1709-
	17.9       Prostate cancer screening

	818
	1710-
	17.10     Oral and skin cancer screening

	818
	231--
	23.1       Children's social/emotional health

	818
	1SA--
	SA1       Reduce substance abuse

	818
	2SA--
	SA2       Reduce the number of pregnant women abusing substances during their       
              pregnancy

	818
	3SA--
	SA3       Decrease the number of suicide attempts among adolescents related to 
              substance abuse

	830
	1CA-C
	1CA       Public education and awareness

	830
	2CA-C
	2CA       Physician education and awareness

	830
	3AC-C
	3CA       Training    (CA = KY Women's Cancer Screening Program, KWCSP)

	830
	4AC-C
	4CA       Breast and cervical cancer screening event

	830
	5AC-C
	5CA       Quarterly reports and Evaluation

	832
	201--
	20.1       Reduce heart disease deaths

	832
	202--
	20.2       Reduce stroke deaths

	832
	203--
	20.3       Decrease high blood pressure

	832
	204--
	20.4       Increase blood cholesterol check

	832
	205--
	20.5       Increase awareness of heart attack

	832
	207--
	20.7       Increase awareness of stroke

	833
	1215G
	12.15G   Increase the percentage of mother who continue duration of breastfeeing

	837
	010--
	01.0       Abstinence Education Program

	843
	210--
	21.0       HIV

	843
	212--
	21.2       Reduce HIV infection

	843
	214--
	21.4       Prevent HIV transmission

	843
	219--
	21.9       Increase classroom education on HIV and STD

	856
	1601C
	16.1C     Arthritis 

	857
	1612O
	16.12O   Osteoporosis

	857
	012--
	01.2       Adult physical activity      

	857
	014--
	01.4       Child and adolescent physical activity

	883
	120EO
	120EO    EPSDT Outreach

	890
	100VS
	100VS    Vital Statistics/Local Registrar activities

	890
	140--
	14.0       Community Assessment/Public Health infrastructure

	890
	141--
	14.1       Public health competencies/Public Health infrastructure

	890
	143--
	14.3       Continuing education & training - Public Health infrastructure

	890
	147--
	14.7       Measure HK 2010 Objectives/Public Health infrastructure

	890
	1412-
	14.12     Facilitate Greater collaboration/Public Health infrastructure






	[bookmark: cost_center_strategies]COST CENTER
	ACTIVITY/
OBJECTIVE CODE
	DESCRIPTION
	STRATEGY
	DESCRIPTION

	
	
	
	
	

	722
	241--     
	24.1
	Asthma 
	127
	Certified Asthma Educator Workshop/Exam

	
	
	
	130
	Asthma Awareness Month

	
	
	
	131
	Asthma Community Forum/Coalition Meetings/KAP Meetings

	
	
	
	223
	Asthma Education:  Schools-Creating Asthma Friendly Schools

	
	
	
	224
	Asthma Education:  Asthma 1-2-3  One Hour Training and/or Facilitator Training

	
	
	
	225
	Asthma Education:  Asthma Toolkit  Health Care Provider

	
	
	
	
	

	
	
	
	
	

	736
	0HC- -   
	0HC
	Healthy Communities
	05
	Complete CHANGE Tool Assessment in at least 2 sites of each of the categories by March 2012 and submit to state Healthy Communities Coordinator (REQUIRED)

	
	
	
	06
	Healthy Communities Conference (REQUIRED May 2012)

	
	
	
	08
	Conduct at least quarterly Healthy Communities Coalition meetings and submit minutes to Healthy Communities Coordinator (REQUIRED)

	
	
	
	09
	Attend quarterly webinars/conference calls conducted by KY Healthy Communities State Team (REQUIRED)

	
	
	
	10
	Provide a list of coalition members and their organizations/interest. Due by Nov. 30, 2011 (REQUIRED)

	
	
	
	11
	Submit semi-annual reports in format determined by state Dec. 15, 2011 and June 15, 2012 (REQUIRED)

	
	
	
	12
	Plan and implement at least 1 collaborative coalition project and submit a success story in format provided by state Healthy Communities team by May 15, 2012 (REQUIRED)

	
	
	Media
	20
	Promote increased physical activity

	
	
	
	21
	Promote active transportation (bicycling and walking for communities and leisure activities)

	
	
	
	22
	Counter-advertising for screen time

	
	
	Access
	23
	Safe, attractive assessable places for activity (Access to outdoor recreation facilities, enhanced bicycling, and walking in)

	
	
	
	24
	City Planning, zoning and transportation

	
	
	
	25
	Require Daily Quality P.E. in Schools

	
	
	
	26
	Require Daily PA in Afterschool/Childcare Settings

	
	
	
	27
	Restrict Screen Time (Afterschool, Daycare)

	
	
	
	28
	Signage for neighborhood destinations in walkable/mixed-used areas

	
	
	
	29
	Signage for Bike Lanes

	
	
	Price
	30
	Reduced price for park/facility use

	
	
	
	31
	Incentives for active transit

	
	
	
	32
	Subsidized memberships for recreational facilities

	
	
	Social Support & Services
	33
	Safe Routes to School

	
	
	
	34
	Workplace, faith, park, neighborhood activity groups (Walking, hiking, biking)

	
	
	Media
	35
	Media and advertising restrictions consistent with federal law

	
	
	
	36
	Promote healthy food/drink choices

	
	
	
	37
	Counter-advertising for unhealthy choices

	
	
	Access
	50
	Increase Healthy food/drink availability

	
	
	
	51
	Limit unhealthy food/drink availability

	
	
	
	52
	Reduce density of fast food establishments

	
	
	
	53
	Eliminate transfer through purchasing actions, labeling initiatives, restaurant standards

	
	
	
	54
	Reduce sodium through purchasing actions, labeling initiatives, restaurant standards

	COST CENTER
	ACTIVITY/
OBJECTIVE CODE
	DESCRIPTION
	STRATEGY
	DESCRIPTION

	
	
	
	55
	Procurement policies and practices

	
	
	
	56
	Farm to institution, including schools, worksites, hospitals, and other community institutions

	
	
	Point of Purchase/Promotion
	57
	Signage for healthy vs. less healthy items

	
	
	
	58
	Improve Product placement & attractiveness

	
	
	
	59
	Menu labeling

	
	
	
	60
	Decrease the consumption of sweetened beverages

	
	
	Price
	61
	Changing relative prices of healthy vs. unhealthy items

	
	
	Social Support & Services
	62
	Support breastfeeding through policy change and maternity care practices

	
	
	Media
	70
	Paid or earned Media

	
	
	
	71
	Usage bans (100% smoke-free policies or 100% tobacco-free policies)

	
	
	
	
	

	742
	249--
	24.9
	COPD
	225
	Education and Public Awareness

	
	
	
	
	

	756
	010--
	01.0
	Personal Responsibility Education Program
	1
	Teen Outreach Program

	
	
	
	2
	Reducing the Risk to High School Students

	
	
	
	3
	Parent Education Program

	
	
	
	
	

	801
	2208-     
	22.8
	Decrease pneumococcal infections in persons aged 65 & older
	101
	Develop community-based coalitions

	
	
	
	102
	Provide media updates

	
	
	
	103
	Provide immunization information for all age groups

	
	
	
	104
	Establish new/strengthen existing partnerships

	
	
	
	
	

	
	2210-     
	22.1
	Increase immunizations coverage among children 19-35 months
	11
	Provide immunization information for all age groups

	
	
	
	12
	Provide media with updates

	
	
	
	14
	Develop community-based coalitions

	
	
	
	15
	Establish new/strengthen existing partnerships

	
	
	
	
	

	
	2212-    
	22.12
	Decrease number of influenza infections in persons 65 & older
	107

	Develop community-based coalitions

	
	
	
	108
	Establish new/strengthen existing partnerships

	
	
	
	109
	Provide immunization information for all age groups

	
	
	
	110
	Provide media with updates

	
	
	
	111
	Develop community-based coalitions

	
	
	
	
	

	804
	020WO 
	020WO
	WIC Outreach
	01
	Outreach

	
	
	
	
	

	805
	021--        
	2.1
	Healthy weight for adults, children and adolescents
	69
	Fruits and Veggies:  More Matters®

	
	
	
	70
	Choose 1% or Less

	
	
	
	72
	Wellness Winners

	
	
	
	77
	Health Fairs

	
	
	
	78
	Eat Smart Play Hard

	
	
	
	79
	Healthy choices at Restaurants

	
	
	
	80
	Milk vending machines

	
	
	
	81
	Healthy choices in school vending machines

	
	
	
	104
	Physical Activity Nutrition and Tobacco (PANT) (KDE) Units of Study

	
	
	
	201
	My Pyramid/My Pyramid for Kids

	
	
	
	202
	Grocery Store Tours

	
	
	
	207
	Weight the reality series

	
	
	
	208
	Star Chef Curriculum

	
	
	
	214
	We CAN!

	
	
	
	215
	Fit WIC Kit activities

	
	
	
	
	

	
	025--
	2.5
	Fruit and Veggies: More Matters
	82
	Fruits and Veggies:  More Matters®

	
	
	
	216
	We CAN!

	COST CENTER
	ACTIVITY/
OBJECTIVE CODE
	DESCRIPTION
	STRATEGY
	DESCRIPTION

	
	
	
	
	

	
	029--
	2.9
	Dietary Quality
	91
	Fruits and Veggies:  More Matters®

	
	
	
	92
	Choose 1% or Less

	
	
	
	95
	Wellness Winners

	
	
	
	100
	Eat Smart Play Hard

	
	
	
	203
	My Pyramid/My Pyramid for Kids

	
	
	
	204
	Physical Activity Nutrition and Tobacco (PANT) (KDE) Units of Study

	
	
	
	217
	We CAN!

	
	
	
	
	

	806
	2207-
	22.7
	Reduce incidence of TB
	01
	Provide TB in-services to 90% of local nursing homes or assisted-living communities

	
	
	
	02
	Collaborate with hospital/infection control staff to coordinate prevention activities and reporting strategies

	
	
	
	03
	Provide TB education to the community once per quarter

	
	
	
	04
	Provide TB education targeted toward transient population twice per year

	
	
	
	05
	Provide TB education targeted toward foreign-born populations twice per year

	
	
	
	
	

	807
	251--
	25.1
	Reduce STD infection rate
	01
	Education/information, targeted toward at-risk populations

	
	
	
	02
	Screening targeted toward at-risk populations

	
	
	
	03
	Provider education re: screening, diagnosis, treatment and prevention of complications

	
	
	
	
	

	813
	1CA--
	1CA
	Public education and awareness
	01
	Media

	
	
	
	02
	Development, Distribution, and Reproduction of Educational Material

	
	
	
	03
	Educational Presentations

	
	
	
	
	

	
	2CA--
	2CA
	Physician education and awareness
	04
	Distribution of Educational Material

	
	
	
	05
	Educational Presentations

	
	
	
	
	

	
	3CA--
	3CA
	Training  (CA=KY Women’s Cancer Screening Program, KWCSP)
	06
	KWCSP Training

	
	
	
	07
	Other Breast and Cervical Cancer or Outreach-Related Training

	
	
	
	
	

	
	4CA--
	4CA
	Breast and cervical cancer screening event
	08
	Breast/Cervical Cancer Screening Event

	
	
	
	
	

	
	5CA--
	5CA
	Evaluation
	09
	Community Reporting Form

	
	
	
	
	

	818
	0403-
	4.3
	School Health Education Other
	500
	School Health Education Other

	
	
	
	
	

	
	0505-
	5.5
	Educate the public and eliminate risk of lead exposure
	02
	Handouts/brochures

	
	
	
	03
	Community health fairs

	
	
	
	04
	Community baby showers

	
	
	
	05
	Agency newsletters

	
	
	
	06
	In-service training for local health department staff

	
	
	
	07
	Mass media campaigns

	
	
	
	08
	In-service training for local private health providers

	
	
	
	
	

	
	0701-
	7.1
	Reduce head injuries and deaths
	09
	Public Education

	
	
	
	13
	Safe Sitter Program

	
	
	
	15
	Safety Seat Use

	
	
	
	16
	Restraint/Seatbelt Use

	
	
	
	17
	Helmet Use (bicycling, skateboarding)

	
	0702-
	7.2
	Reduce spinal cord injuries and deaths
	18
	Public Education

	
	
	
	19
	Safety Seat Use

	COST CENTER
	ACTIVITY/
OBJECTIVE CODE
	DESCRIPTION
	STRATEGY
	DESCRIPTION

	
	
	
	20
	Restraint/Seatbelt Use

	
	
	
	21
	Helmet Use (bicycling, skateboarding)

	
	0703-
	7.3
	Reduce firearm injuries and deaths
	 22
	Public Education

	
	
	
	
	

	
	0704-
	7.4
	Local Child Fatality Review (CFR) Team
	11
	Local CFR Team

	
	
	
	
	

	
	0705-
	7.5
	Reduce injuries and deaths due to poisoning
	23
	Public Education

	
	
	
	
	

	
	0706-
	7.6
	Reduce suffocation related injuries and deaths
	24
	Public Education

	
	
	
	25
	Safe Sitter Program

	
	
	
	200
	Back to sleep

	
	
	
	201
	Infant safe sleeping environment

	
	
	
	
	

	
	0710-
	7.10
	Reduce transport crash injuries and deaths
	27
	Public Education

	
	
	
	28
	Safety Seat Use

	
	
	
	29
	Restraint/Seatbelt use

	
	
	
	30
	Helmet use (bicycling, skateboarding)

	
	
	
	
	

	
	0715-
	7.15
	Reduce fire related injuries and deaths
	31
	Public Education

	
	
	
	32
	Safe Sitter Program

	
	
	
	
	

	
	0717-
	7.17
	Reduce drowning
	22
	Public Education (water safety)

	
	
	
	
	

	
	0720-
	7.20
	Reduce violence related injuries and deaths
	33
	Public Education

	
	
	
	
	

	
	091--
	9.1
	Dental caries
	40
	Improve the awareness of an access to sealant services in the community

	
	
	
	26
	Improve the awareness of an access to varnish in the community for high risk populations

	
	
	
	41
	Increase the number of people obtaining preventive and restorative care regardless of the source of payment for these services, especially for disparate populations

	
	
	
	
	

	
	093--
	9.3
	Reduction and replacement of tooth loss
	42
	Provide oral health education programs and materials focusing on the importance of retention and replacement of natural dentition

	
	
	
	43
	Provide oral health education about the relationship between periodontal disease and chronic diseases such as diabetes, cardiovascular disease and prenatal conditions

	
	
	
	44
	Increase the number of people obtaining preventive and restorative care regardless of the source of payment for these services, especially for children

	
	
	
	45
	Provide oral health education, facilitate screening and treatment in long-term care and mental health facilities

	
	
	
	
	

	
	095--
	9.5
	Oral cancer
	46
	Provide oral cancer awareness campaign and screening and education program

	
	
	
	47
	Provide oral health education as to the impact of tobacco use and oral cancers

	
	
	
	
	

	
	097--
	9.7
	Optimal water fluoridation
	34
	Provide education about the importance of optimal fluoride levels in regards to good oral health

	
	
	
	35
	Provide information about infant feeding practices regarding preparation of formula with fluoridated water or fluoridation supplementation

	
	
	
	
	

	COST CENTER
	ACTIVITY/
OBJECTIVE CODE
	DESCRIPTION
	STRATEGY
	DESCRIPTION

	
	099--
	9.9
	Oral health partnerships
	36
	Provide oral health education and materials to partners regarding specific populations such as the elderly, low- income individual and ethnic minorities

	
	
	
	37
	Collaborate with dental organizations to arrange screening opportunities

	
	
	
	38
	Provide oral health education and materials regarding oral and periodontal health for high-risk pregnant women

	
	
	
	
	

	
	101--
	10.10
	Reduce the number of people without healthcare coverage
	53
	Promote and educate Kentucky’s citizens regarding the Kentucky Physicians Care Program

	
	
	
	240
	Promote and educate Kentucky’s citizens regarding the Prescription Assistance Program

	
	
	
	
	

	
	105--
	10.5
	Increase training to health care clinicians
	54
	Develop and conduct training to Health Care Professionals

	
	
	
	
	

	
	106--
	10.6
	Increase the percent of people who have ongoing primary care
	57
	Promote and educate Kentucky citizens regarding the services provided by the local health department

	
	
	
	58
	Develop and conduct local community primary care needs assessments through community mobilization

	
	
	
	
	

	
	111--
	11.1
	Increase knowledge and use of family planning services
	59
	Mass media campaign

	
	
	
	60
	Partner with pharmaceutical companies

	
	
	
	61
	Partner with school systems

	
	
	
	63
	Identify new partners in the communities

	
	
	
	64
	Develop an educational campaign

	
	
	
	65
	List hours of service

	
	
	
	66
	List emergency 24hour telephone numbers

	
	
	
	67
	List confidentiality policy

	
	
	
	68
	List counseling services

	
	
	
	69
	Contact local politicians

	
	
	
	70
	Contact local school boards

	
	
	
	71
	Present family planning issues at club meetings

	
	
	
	72
	Contact media to publish all services offered

	
	
	
	73
	Guest speakers

	
	
	
	74
	Local physicians

	
	
	
	75
	Medical Director

	
	
	
	76
	Nurse Practitioners

	
	
	
	77
	Private area for brown bag pick up

	
	
	
	78
	Provide privacy for supply pick up

	
	
	
	79
	Post Title X services offered

	
	
	
	80
	Confidential adolescent services

	
	
	
	146
	Post emergency telephone numbers

	
	
	
	304
	Information & Education/Community Participation Committee

	
	
	
	305
	Parental Involvement Workshops “Beyond Birds & Bees”

	
	
	
	
	

	
	112--
	11.2
	Teen Pregnancy Prevention
	48
	Promote Health Empowerment to Adolescents

	
	
	
	
	81
	Local Teen Pregnancy Coalition/Groups

	
	
	
	83
	Postponing Sexual Involvement/Managing Pressures before Marriage 

	
	
	
	84
	Teen Outreach Program (TOP)

	
	
	
	85 
	Reducing the Risk (RTR)

	
	
	
	49
	Becoming a Responsible Teen (BART)

	
	
	
	50
	RSVP

	
	
	
	51
	Why kNOw

	
	
	
	306
	Kentucky Teen Pregnancy Coalition

	
	
	
	314
	Choosing the Best 

	
	
	
	316
	Provide Parent Education

	COST CENTER
	ACTIVITY/
OBJECTIVE CODE
	DESCRIPTION
	STRATEGY
	DESCRIPTION

	
	
	
	317
	Social Networking Campaign

	
	
	
	318
	Disseminate Education Information

	
	
	
	
	

	
	1212-
	12.12
	Decrease percent of low birth weight live births and premature births
	86
	Prenatal Classes for pregnant women

	
	
	
	87
	Substance Abuse Prevention Programs through collaboration with Community Mental Health Programs

	
	
	
	88
	Smoking Cessation Program, use of the Quit Line video, and/or utilization of the Fax Referral Form

	
	
	
	89
	Media Campaigns, including promotion and utilization of the Healthy Babies are Worth the Wait Prematurity Prevention Toolkit, to promote healthy lifestyles for pregnant women

	
	
	
	92
	Improve the oral health of the pregnant women in KY by promoting health fairs,  developing partnerships with community dental professionals to assist access to oral care for disparate populations, and to enhance dental care provider’s education on the risks and treatments of periodontal disease in pregnancy

	
	
	
	147
	Provide educational materials in pregnant women in health care settings, in warning signs about preterm labor

	
	
	
	203
	Work in partnership with community obstetrical providers to enhance education latest research data that suggests contributing factors for premature births include periodontal disease, bacterial vaginosis, maternal smoking, and inadequate weight gain

	
	
	
	204
	Routine screening for domestic violence and sexual assault to provide education, support and appropriate referrals to community support services to women identified as victims of domestic violence and sexual assault

	
	
	
	205
	Enhance the access and provision of preconception and prenatal care in non-traditional sites such as neighborhood community centers which may utilize Healthy Babies are Worth the Wait

	
	
	
	207
	Participate in statewide or community initiatives such as the KY Folic Acid Partnership or FIMR to emphasize prematurity prevention activities and to improve perinatal outcomes

	
	1215-
	12.15
	Increase the percentage of mothers whom initiate breastfeeding, and…
	93
	Professional education for health care providers:
Shape the Future Breastfeed

	
	
	
	94
	Breastfeeding coalitions

	
	
	
	95
	Development of breastfeeding rooms

	
	
	
	97
	Breastfeeding Friendly Worksites

	
	
	
	98
	Providing breast pumps to Moms returning to school or work

	
	
	
	99
	Rock and Relax booth at KY State Fair, and Portable Mother Nurture Room at Health Fairs and county fairs

	
	
	
	148
	Mother to Mother Support Groups

	
	
	
	
	

	
	1216-
	12.16
	Reduce the incidence of Neural Tube Defects (spina bifida & anencephaly)
	100
	Professional education for health care providers and promote outreach

	
	
	
	101
	Media announcements to promote public awareness of the importance of folic acid

	
	
	
	102
	Health fairs to promote the daily consumption of a multi-vitamin and foods containing folic acid

	
	
	
	
	

	
	1221-
	12.21
	Increase the number of educational activities related to newborn screening
	209
	HANDS home visitation

	COST CENTER
	ACTIVITY/
OBJECTIVE CODE
	DESCRIPTION
	STRATEGY
	DESCRIPTION

	
	
	
	210
	First Step referrals for diagnosed infants

	
	
	
	212
	Health fairs

	
	
	
	213
	Media campaigns promoting healthy choices for pregnant women

	
	
	
	214
	Educational packets to share with pregnant women in health care settings

	
	
	
	219
	Childbirth education classes

	
	
	
	
	

	
	1702-
	17.2
	Lung cancer death rate
	103
	Community-wide health education classes (pre-approved)

	
	
	
	104
	Projects under Comprehensive Cancer Control Grant (pre-approved)

	
	
	
	
	

	
	1707-
	17.7
	Colorectal cancer deaths
	105
	Screen for Life

	
	
	
	106
	Professional education (pre-approved, see information and resources)

	
	
	
	107
	Projects under Comprehensive Cancer Control Grant (pre-approved)

	
	
	
	109
	Projects with Kentucky Cancer Consortium (pre-approved)

	
	
	
	
	

	
	1708-
	17.8
	Fecal occult blood testing (FOBT) and sigmoidoscopy/colonoscopy
	110
	Community-wide health education classes (pre-approved)

	
	
	
	112
	Professional education (pre-approved, see information and resources)

	
	
	
	114
	Screen for Life or DPH approved materials

	
	
	
	115
	Projects with Kentucky Cancer Consortium (pre-approved)

	
	
	
	
	

	
	1709-
	17.9
	Prostate cancer screening
	116
	Man-to-Man Prostate Cancer Education and Support Program (pre-approved)

	
	
	
	117
	Projects under Comprehensive Cancer Program (pre-approved)

	
	
	
	
	

	
	1710-
	17.10
	Oral and skin cancer screening
	121
	Oral Cancer Awareness Campaign (refer to 9.5)

	
	
	
	122
	Choose Your Cover

	
	
	
	123
	Projects under Comprehensive Cancer Program (pre-approved) (Refer to 9.5 for additional partnerships for oral cancer screening)

	
	
	
	226
	Professional education (pre-approved)

	
	
	
	
	

	
	231--
	23.1
	Children’s social/emotional health
	124
	Health fairs

	
	
	
	220
	Behavioral Change Education

	
	
	
	221
	Social-Emotional Screening and Assessment

	
	
	
	328
	Health Promotion/Education

	
	
	
	
	

	
	1SA--   
	SA1
	Reduce substance abuse
	123
	Across Ages

	
	
	
	134
	Creating Lasting Family Connectioins (CLFC)

	
	
	
	135
	LifeSkills Training (LST)

	
	
	
	137
	Project Alert

	
	
	
	138
	Project Northland

	
	
	
	139
	Reconnecting Youth (RY)

	
	
	
	140
	Strengthening Families Programs (SFP)

	
	
	
	
	

	
	2SA--  
	SA2
	Reduce the number of pregnant women abusing substances during their pregnancy
	141
	Develop partnerships with local Community Mental Health Centers

	
	
	
	
	

	
	3SA--   
	SA3
	Decrease thenumber of suicide attempts emong adolescents related to substance abuse
	319
	Media Campaigns

	
	
	
	320
	QPR (Questions, Persuaade and Refer) Gatekeeper Training

	
	
	
	321
	Signs of Suicide (SOS)

	COST CENTER
	ACTIVITY/
OBJECTIVE CODE
	DESCRIPTION
	STRATEGY
	DESCRIPTION

	
	
	
	322
	Reconnecting Youth (RY)

	
	
	
	323
	C-Care/Cast

	
	
	
	324
	Holding the Life Line

	
	
	
	325
	Kentucky Suicide Prevention Group (KSPG)

	
	
	
	326
	Local Suicide Prevention Coalitions

	
	
	
	327
	Adolescent Survivor Support Groups (Postvention)

	
	
	
	
	

	830
	1CA-C
	1CA
	Public education and awareness
	01
	Media 

	
	
	
	02
	Development, Distribution, and Reproduction of Educational Materials

	
	
	
	03
	Educational Presentations

	
	
	
	
	

	
	2CA-C
	2CA
	Physician education and awareness
	04
	Distribution of Educational Materials

	
	
	
	05
	Educational Presentations

	
	
	
	
	

	
	3CA-C
	3CA
	Training (CA=KY Women’s Cancer Screening Program, KWCSP)
	06
	KWCSP Training

	
	
	
	07
	Other Breast and Cervical Cancer or Outreach-Related Training

	
	
	
	
	

	
	4CA-C
	4CA
	Breast and cervical cancer screening event
	08
	Breast/Cervical Cancer Screening Event

	
	
	
	09
	Facilitation of routine screening activities

	
	
	
	
	

	
	5CA-C
	5CA
	Quarterly reports and Evaluation
	11
	Community Reporting Form

	
	
	
	
	

	832
	201--
	20.1
	Reduce heart disease deaths
	200
	Community-wide campaign addressing heart disease & stroke, including early warning signs

	
	
	
	201
	Blood Pressure Control

	
	
	
	202
	Cholesterol Control

	
	
	
	203
	Health risk assessments

	
	
	
	204
	Worksites through worksite wellness

	
	
	
	205 
	Communities through networking coalitions

	
	
	
	
	

	
	202--
	20.2
	Reduce stroke deaths
	10
	Community-wide campaigns addressing stroke, including early warning signs

	
	
	
	11
	Blood Pressure Control

	
	
	
	12
	Cholesterol Control

	
	
	
	206
	Health risk assessments

	
	
	
	207
	Worksites through worksite wellness

	
	
	
	208
	Communities through networking coalitions

	
	
	
	
	

	
	203--
	20.0
	Decrease high blood pressure
	16
	Community-wide campaign addressing blood pressure control

	
	
	
	18
	Blood Pressure Control

	
	
	
	20
	Self-monitoring of blood pressure

	
	
	
	209
	Worksites offering blood pressure monitoring

	
	
	
	
	

	
	204--
	20.4
	Increase blood cholesterol check
	210
	Community-wide campaign addressing cholesterol control

	
	
	
	211
	Cholesterol Control

	
	
	
	212
	Know your numbers – cholesterol checks

	
	
	
	213
	Worksites offering cholesterol monitoring

	
	
	
	
	

	
	205--
	20.5
	Increase awareness of heart attack
	214
	Community-wide campaign addressing early signs of heart attack

	
	
	
	215
	Community-wide campaign addressing the importance of calling 9-1-1

	
	
	
	216
	Signs and symptoms of a heart attack

	
	
	
	217
	Risk factors for a heart attack

	
	
	
	218
	Worksites through worksite wellness and educational approaches

	
	
	
	
	

	COST CENTER
	ACTIVITY/
OBJECTIVE CODE
	DESCRIPTION
	STRATEGY
	DESCRIPTION

	
	207--
	20.7
	Increase awareness of stroke
	219
	Community-wide campaign addressing early warning signs of stroke

	
	
	
	220
	Community-wide campaign addressing the importance of calling 9-1-1

	
	
	
	221
	Signs and symptoms of a stroke

	
	
	
	222
	Risk factors for a stroke

	
	
	
	223
	Worksites through worksite wellness and educational approaches

	
	
	
	
	

	833
	1215G
	12.15G
	Increase the percentage of mothers who continue duration of breastfeeding
	93
	Shape the Future Breast-Feed

	
	
	
	94
	Breastfeeding coalitions

	
	
	
	95
	Development of breastfeeding rooms

	
	
	
	97
	Breastfeeding Friendly Worksites

	
	
	
	99
	Rock and Relax booth at KY State Fair, and portable Mother Nurture Rooms at local health fairs and county fairs

	
	
	
	148
	Mother to Mother Support Groups

	
	
	
	201
	Programs for residents, colleges, technical schools, health professional community

	
	
	
	202
	Radio, television, newspaper interviews/articles

	
	
	
	203
	Health fairs

	
	
	
	204
	Billboards

	
	
	
	
	

	837
	010--
	01.0
	Abstinence Education Program
	1
	Choosing the Best to Middle School Students

	
	
	
	
	2
	Postponing Sexual Involvement to Middle School Students

	
	
	
	
	3
	Parent Education Program

	
	
	
	
	4
	Student/parent/Community Awareness Event, Assembly

	
	
	
	
	5
	Foster Parent Program

	
	
	
	
	
	

	843
	210--
	21.0
	HIV
	01
	Make information and materials about HIV transmission available

	
	
	
	02
	Increase client awareness of at-risk behaviors for HIV transmission through risk assessments

	
	
	
	03
	Assist client in developing a personalized HIV Prevention Plan

	
	
	
	04
	Provide support including prevention for substantial behavioral change

	
	
	
	
	

	
	212--
	21.2
	Reduce HIV infection
	05
	Conduct health education activities for persons at increased risk of becoming infected with HIV

	
	
	
	06
	Host workshops and presentations to disseminate important information on HIV/AIDS prevention

	
	
	
	
	

	
	214--
	21.4
	Prevent HIV transmission
	11
	Conduct health education activities for HIV+ persons to prevent HIV transmission

	
	
	
	
	

	
	219--
	21.9
	Increase classroom education on HIV and STD
	18
	Make professional education available to health care providers and educators

	
	
	
	20
	Obtain approval to offer HIV/AIDS professional education within the agency

	
	
	
	
	

	856
	1601C
	16.1C
	Arthritis 
	04
	Teach the Arthritis Foundation Self-Help Program

	
	
	
	05
	Teach the Arthritis Foundation Exercise Program

	
	
	
	06
	Arthritis Educational materials (brochures/fact sheets/posters)

	
	
	
	204
	Teach the Arthritis Foundation Aquatic Program

	
	
	
	205
	Arthritis Foundation Self-Help Instructor Trainer Course

	
	
	
	206
	Arthritis Foundation Aquatic Instructor Trainer Course

	
	
	
	
	

	COST CENTER
	ACTIVITY/
OBJECTIVE CODE
	DESCRIPTION
	STRATEGY
	DESCRIPTION

	
	
	
	207
	Arthritis Foundation Exercise Instructor Trainer Course

	
	
	
	209
	The Arthritis Foundation Media Campaign

	
	
	
	301
	Chronic Disease Self-Management Program Instructor Trainer Course

	
	
	
	302
	Teach the Chronic Disease Self-Management Program

	
	
	
	325
	Walk with Ease

	
	
	
	
	

	
	1612O
	16.12O
	Osteoporosis
	309
	A Matter of Balance Coach Training Course

	
	
	
	310
	A Matter of Balance Participant Class

	
	
	
	311
	Falls Prevention Community Education and Awareness

	
	
	
	316
	Osteoporosis Toolkit

	
	
	
	317
	The Strong Women Exercise Program

	
	
	
	318
	Tai Chi

	
	
	
	319
	Evidence-Based Falls Prevention Programs

	
	
	
	320
	Heel Scan/Bone Health Education

	
	
	
	
	

	857
	012--
	01.2
	Adult physical activity
	09
	Physical Activity Community Resource Guide.  Send copy/website link/PSA to Physical Activity Coordinator

	
	
	
	11
	Community Physical Activity Coalition/Partnership for Fit Kentucky

	
	
	
	13
	Body Recall

	
	
	
	204
	YogaFit

	
	
	
	309
	A Matter of Balance Program

	
	
	
	317
	Strong Women Exercise Program

	
	
	
	318
	Tai Chi

	
	
	
	320
	Physical Activity in Public Health (PAPHS) Certification (up to two certifications per health department with PHHSBG Funds)

	
	
	
	321
	Second Sunday

	
	
	
	340
	Attend quarterly webinars/conference calls conducted by Physical Activity Program Coordinator (REQUIRED)

	
	
	
	341
	Semi-annual Reports including budget information will be submitted in a format determined by the State (REQUIRED)

	
	
	
	342
	Annual Success Story in a format determined by the State will be due by May 30, 2012 (REQUIRED)

	
	014--
	01.4
	Child and adolescent physical activity
	215
	VERB/TWEENS/LONGEST DAY OF PLAY

	
	
	
	218
	Take 10

	
	
	
	219
	Coordinate School Health Councils/Committees

	
	
	
	221
	We Can! Plus

	
	
	
	240
	Students Taking Charge

	
	
	
	343
	Color Me Healthy

	
	
	
	344
	I am Moving, I am Learning

	
	
	
	346
	5-2-1-0

	
	
	
	
	

	883
	120EO
	120EO
	EPSDT Outreach
	Activity   04         
	Information & Material Distribution

	
	
	
	Activity  07
	Community Planning Activities

	
	
	
	Activity  10
	EPSDT Face-to-Face

	
	
	
	Activity  11
	EPSDT Phone

	
	
	
	Activity  12 
	EPSDT Home Visit

	
	
	
	Activity  13
	EPSDT Letter

	
	
	
	Activity  14
	EPSDT Appointment Made

	
	
	
	Activity  15
	Mailed/Provided KCHIP Application

	
	
	
	Activity  16
	Completed KCHIP Application

	
	
	
	Activity  17
	Submitted KCHIP Application

	
	
	
	
	

	890
	100VS
	100VS
	Vital Statistics/Local Registrar activities
	28
	Registration and filing of births, deaths, and stillbirths

	COST CENTER
	ACTIVITY/
OBJECTIVE CODE
	DESCRIPTION
	STRATEGY
	DESCRIPTION

	
	
	
	
	

	
	140--
	14.0
	Community Assessment/Public health infrastructure
	06
	MAPP model

	
	
	
	
	

	
	141--
	14.1
	Public health competencies/Public health infrastructure
	08
	Determine the current status of “competency” of the Kentucky Public Workforce

	
	
	
	10
	Develop measurable performance indicators for the identified competencies

	
	
	
	13
	Develop a method of assessing whether the standards are being met

	
	
	
	
	

	
	143--
	14.3
	Continuing education and training /Public health infrastructure
	15
	Identify the specific competencies by discipline according to the essential services

	
	
	
	16
	Target specific disciplines for education and training

	
	
	
	
	

	
	147--
	14.7
	Measure HK 2010 Objectives/Public health infrastructure
	18
	Collect and analyze surveillance and vital data on one (1) and three (3) year intervals

	
	
	
	
	

	
	1412-
	14.12
	Facilitate Greater collaboration/ Public health infrastructure
	19
	Establish formal relationships with private agencies with public health and community interests

	
	
	
	20
	Assist private agencies with epidemiologic expertise
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· Patients coming in for pregnancy tests are to be registered as usual.
· Income screening is to be performed since pregnancy testing is a Family Planning service.
· If pregnancy test is negative, PEF entry and checkout will be performed as usual.
· If pregnancy test is positive and patient meets criteria for presumptive eligibility, patient should return to registration desk for determination of presumptive eligibility.
· Instructions given by Medicaid in Presumptive Eligibility (PE) trainings should be followed.
· Command to look up your Medicaid Provider # is PSIL 30 HID/LOC/S.
· After presumptive eligibility is determined and document is received from Medicaid, the following steps should be taken:
· Participant and MEDICAL PROVIDER who performed the pregnancy test service must sign the presumptive eligibility document and a copy must be made for the patient’s medical record.
· Patient will have a new registration completed using the presumptive eligibility.
· An “E” will be entered in the Medicaid field for presumptively eligible patients and a beginning date for eligibility entered on the registration screen in the E BEG DT field.
· REMEMBER: The positive pregnancy adds one additional member to the household size.
· For presumptive eligibility, the WIC income proof code will be the same as the code for a person who has a Medicaid card or who has KCHIP I or II.
· A new PEF label is to be run containing the newly determined eligibility information.
· The original PEF and the new PEF are stapled together.  The original PEF number is voided at checkout.
· The new PEF is entered into the system under the new PEF number with the information contained on both the original and new PEFs.
· Patient should be instructed to go to the local DCBS office and apply for Medicaid as soon as possible and prior to their PE ending date.  Per 907 KAR 1:810 Section 5 (2)(b)(2) patients should receive PE coverage thru the ending date even if they are denied full Medicaid benefits. (http://www.lrc.ky.gov/kar/907/001/810.htm)
· At the end of the eligibility period, CDP will automatically change the “E” to an “A”.
· When the patient returns for billable services after the end of the presumptive eligibility period, they will need to bring with them information where they have either applied and qualified for Medicaid or have a Medicaid denial.
· If the patient has a Medicaid DENIAL or cannot prove they applied for Medicaid beyond “PE”; the patient should be screened for income to assure eligibility requirements of the Prenatal Program are met. 
· The WIC policies that are currently in place will apply to presumptive eligibility patients as they do to those patients having Medicaid or KCHIP I or II.

KY Medicaid Presumptive Eligibility website is located at: http://chfs.ky.gov/dms/peservice.htm



Who is eligible?

Presumptive eligibility may be granted to a woman if she meets the following criteria:

· Is a Kentucky resident; 

· Meets income guidelines established in 907 KAR 1:640, Section 2(2)(a);

· Does not currently have a pending Medicaid application on file with the Department for Community Based Services (DCBS);
 
· Is not currently enrolled in Medicaid; 

· Has not been previously granted presumptive eligibility for the current pregnancy; and
 
· Is not an inmate of a public institution.

LHD patients should call Medicaid’s Division of Member Services at the toll free number(s) if they want to select a certain MCO on the date of the Presumptive Eligibility (PE) application approval or if they have questions concerning their MCO assignment. 

Currently the PE approved member can contact DMS at 1-855-446-1245 on the day of approval and select an MCO or the following day to determine what MCO was system assigned.  If PE member wishes to change the system assigned MCO, the change is effective the first day of the following month, provided they call before the monthly cut off.   Changes requested in the last eight working days of each month are not effective the next month but the following month.  The cut off is necessary to submit membership records for the following month to the assigned MCO.

The MCO assignment is processed the evening of the approval, that information is then transmitted to the MCO.  The MCO should receive the member the following morning and load the member into their system that day, as many of the MCOs have subcontractors, the member information is then pushed out to the subcontractors and that may take an additional day.

PE members needing services immediately can call the Medicaid Member Service line at 1-800-635-2570, member reps can then make contact with the assigned or selected MCO and request an urgent member add.  In the event the MCO states they do not have a member showing on their system, a call to DMS member line would be the appropriate next step, as DMS staff can work with the assigned MCO and ensure the member’s eligibility is reflected in the MCO systems.

Both toll free lines listed are answered by DMS staff. Ask to speak with the Member Services Director’s office if a member services staff member is not able to assist.  
[bookmark: Matrix]
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	Effective July 1, 2013

	
	
	

	Cost Center
	Default Patient Self-Pay Fees
	Exceptions to Default Fees

	
	
	

	800 Pediatrics/Adolescents
	Sliding based on State Average Cost*
	Fixed Full Charge for Non-VFC/KVP/Special Grant funded Pediatric/Adolescents Immunizations**

	
	
	

	802 Family Planning
	Sliding based on State Average Cost*
	

	
	
	

	803 Maternity
	Sliding based on State Average Cost*
	

	
	
	

	805 Medical Nutrition
	Sliding based on State Average Cost*
	

	
	
	

	806 Tuberculosis
	Nominal of 50% of State Average Cost with $5.00 max*
	Fixed Full Charge for services not included in CCSG**

	
	
	

	807 Sexually Transmitted Disease
	Nominal of 50% of State Average Cost with $5.00 max*
	

	
	
	

	809 Diabetes
	Sliding based on State Average Cost*
	Fixed Full Charge for services not included in CCSG**

	
	
	

	810 Adult
	Sliding based on State Average Cost*
	Fixed Full Charge for Adult Immunizations**

	
	
	Fixed Full Charge for Flu and Pneumonia Immunizations**

	
	
	Fixed Full Charge for other Problem Visits not included in CCSG**

	811 Lead
	Sliding based on State Average Cost*
	

	
	
	

	813 Breast & Cervical Cancer
	Sliding based on State Average Cost*
	

	
	
	

	* System will automatically compute correct fee.
	

	
	
	

	** Must enter "F" in the Fixed Full Charge field on PEF Entry Screen for system to compute correct fee.

LHDs may provide services at a Fixed-Full Charge (referenced above as Exceptions) without requests for Approval by AFM.  Fixed-Full Charge rates in the 501 Service File will be maintained by AFM using the current RBRV per code and for vaccines the CDC private-sector price rates will be used.
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1. Household size and household income is not required for any health department service if the applicant is receiving:

· Medicaid/MCOs, including Medicaid Presumptive Eligibility (MPE), Medicaid Breast and Cervical Cancer Treatment Program (MBCCTP), Kentucky Children’s Health Insurance Program (KCHIP) Phase I, and KCHIP Phase II, or
· Medicaid as a newborn infant whose mother was Medicaid eligible at the time of delivery, or
· KCHIP Phase III, except when the service is WIC certification and household size and income is required. See "WIC Income Eligibility Requirements” following these pages.

	NOTE:	Medicaid eligibility must be verified through the KYHealth-Net System and/or through the patient Medicaid MCO plan, (which shows Medicaid eligibility and the type of Medicaid coverage,) or the local Department for Community Based Services (DCBS) office. Verification of Medicaid Eligibility through the KY Health-Net System or the local Department for Community Based Services (DCBS) is required for WIC services due to KCHIP III. 

Once eligibility has been obtained, you may verify continued eligibility by one of the following methods:
· by contacting the Automated Voice Response System at (800) 807-1301 
· by using the Web-based KYHealth-Net System 	http://chfs.ky.gov/dms/kyhealth.htm
· by purchasing and using a swipe card reader

FOR BILLING PURPOSES:  A copy of the KYHealth-Net screen showing Medicaid eligibility must be made and filed in the individual’s medical record at the provision of the first billable service of the month.  If the patient has coverage with a KY Medicaid MCO, eligibility should be verified with that MCO plan. A copy of this screen is the only acceptable documentation of eligibility for re-submission of billings that have been denied due to “ patient not eligible at time of service”.   For Medical Presumptive Eligibility (MPE) and Medicaid Breast and Cervical Cancer Treatment Program (MBCCTP), a copy of the identification sheet for MPE or MBCCTP should be made and filed in the individual’s medical record at the provision of the first billable service of the month. 

2.	Household size and current household income is required for:
a.	Any service for which the Uniform Percentage Payment Schedule is applied.  This schedule, along with the household income, determines the payment for the service.  Payment percentage should be determined prior to the delivery of services.
b.	WIC certification when adjunct eligibility or transfer of eligibility does not apply.  
	See "WIC Income Eligibility Requirements" following these pages.

3. Household size and household income shall be determined in a confidential manner.

4. Household size and household income shall be determined at no cost to the applicant.

5. Proof of household income is not required for any services except WIC certification.  See ”WIC Income Eligibility Requirements” following these pages.

6. Household size and household income must be documented for each individual when applying the Uniform Percentage Payment Schedule or WIC Income Eligibility Guidelines and filed in that individual’s medical record.  Documentation is done by completing the CMS Portal Patient Registration Screen, printing registration/income labels and completing the Registration, Authorizations, Certifications, and Consents form (CH-5).  If the parent or legal representative is not present and WIC services will be provided through non-invasive procedures, place the registration/income labels on the Registration, Consent and WIC Certification (WIC Services Only) CH-5WIC.  If the automated system is unavailable, the Patient Registration and Income Determination form (CH-5B) must be completed and filed in the medical record, and data subsequently entered in the system.

7. Once determined and documented, household size and household income is valid for six (6) months except for WIC certification.  If household size and household income has been established within the past six (6) months or within the current pregnancy for pregnant women, it is not required to collect household income again when the patient presents for additional services unless otherwise specified in this document.  If household income was determined more than six (6) months from the date that the patient presents for services, household size and household income must be determined.  If the household size and household income remain the same as that collected six months ago, the patient may sign and date the current registration form for all services except WIC certification.  See “WIC Income Eligibility Requirements.” 

8.	Current household income or the household income during the past twelve (12) months may be considered to determine which more accurately reflects the status.  

9.	Income for persons who are unemployed shall be the income during the period of unemployment.

10.	Persons who are on leave that they themselves requested (i.e., maternity leave or a teacher not being paid during the summer) are not considered unemployed.  Therefore, the person’s income earned during the regular employment period must be averaged to determine annual income.

11.	The weekly, bimonthly or monthly income shall be converted to annual household income for application of the Uniform Percentage Payment Schedule. Some exceptions may apply to the WIC Income Eligibility Guidelines based on the individual’s frequency of pay and WIC Income Eligibility Guidelines.
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1.	Household is defined as a group of related or non-related individuals who are living together as one economic unit. Household members share economic resources and consumption of goods and/or services.  The terms “economic unit” and “household” are sometimes used interchangeably. Residents of a facility, such as a homeless facility or an institution, shall not all be considered as members of a single household/economic unit.  

2.	It is reasonable that persons living in the residence of others, whether related or not, are likely to be receiving support and some commingling of resources.  This would make them members of the economic unit with which they live.  However, a household may consist of more than one economic unit.  Appropriate questioning must be done to make a reasonable determination of whether resources are shared or not. 

3.	To determine the size of the household, consider the guidance below:
· Separate Economic Unit:  A person or group of persons living in the same house with other individuals may be a separate economic.  To be considered a separate household, the individual must have their own source of income and cover their own expenses, such as rent, food and utilities.
	Questions to Ask: Do you share income and expenses with other people? If yes, count  all members as one household.  Does the household provide you food, clothing, shelter, etc., with no expectation of payment or in-kind benefits?  If yes, count all members as one household.  Do you pay the household for living in their home or exchange household chores for living expenses? If yes, the applicant is a separate household.
· Pregnant Woman:  A pregnant woman’s household is increased by one for each unborn child.  If she is expecting one child, count her as two; if she is expecting twins, count her as three; and so on.  The increased household size should be used for other household members applying for services when determining their household size.  
	NOTE:	If the applicant has a cultural or religious objection to counting the unborn child/children, this shall not be done.  The objection should be documented in the patient medical record since it affects household size and income determination.
· Unmarried Couple:  An unmarried couple living together as one household counts the income of both parties and counts both in the household size. Income for all persons supporting the household is counted.
· Child:  A child is counted in the household size of the parent, guardian or caretaker with whom he/she lives.
· Foster Child:  A foster child is a separate household of one as long as he/she is the legal responsibility of a welfare agency, social service, or other agency.  Foster children less than 18 years of age are eligible for Medicaid and the Department for Community Based Services applies for Medicaid on behalf of the child.  The foster child’s Medicaid eligibility cannot be used to establish WIC eligibility of other members of the household.
	Questions To Ask:  Is the child the legal responsibility of a welfare agency or social service agency?  If yes, the applicant is a household of one.
· Joint Custody:  In joint custody, or cases where the child may live with both parents equally, the child is counted in the household of the parent or guardian who is seeking services for the child. The child may NOT be counted in the household of the other parent. The parent who made application receives WIC benefits.  It is the responsibility of the two parents to mutually agree on sharing the child’s WIC food benefits.
· Child Residing With Caretaker:  A child in the care of a friend or relative is considered a part of the household of the caretaker with whom he/she is residing.  All persons with income supporting the household are considered, including any monetary support provided from the parent(s).
· Adopted Child:  An adopted child or a child for whom a family has accepted the legal responsibility is counted in the household size with whom he/she resides.
· Student:  A child residing in a school or institution, who is being supported by the parent/caretaker, is counted in the household size of the parent/caretaker.
· Alien/Foreign Individual: It is legal for an alien/foreign individual and his/her family to apply for services. He/she/they are members of the household in which he/she/they reside.
· Military:  Military personnel serving overseas or assigned to a military base, even though they are not living with their families, are counted as members of the household, along with the military personnel’s gross income.
	Military Family in Temporary Residence of Friends or Relatives: When military personnel are deployed or assigned to a military base and temporarily absent from home, their family (children [if parents are deployed], children and one parent, or spouse) may temporarily move in with friends or relatives. In this situation, flexibility is allowed to ensure minimal impact on military family member’s eligibility and/or receipt of services. The “military family” household size is determined through the following options:
a. Count the “military family” as it was prior to the deployment/assignment of the military person(s) as a separate economic unit. This option counts the deployed person(s) and gross income. Use of this option is dependent on whether the total gross income for this economic unit can be reasonably determined.
b. Count the “military family” as it is now as a separate economic unit without the deployed person(s). This option does not count the deployed person(s). To consider as a separate economic unit, the unit must have its own source of income, e.g., allotment to the spouse and/or children.
c. Count the “military family” as part of the household of the person(s) with whom  they reside. All persons and all income for this household are counted.
· Homeless: Individuals whose primary residence is a shelter providing temporary living accommodations or who lack a fixed and regular nighttime residence are considered homeless and are considered a separate household.
	Questions To Ask: Do you lack a fixed and regular nighttime residence? If yes, count as a separate household. Is your primary nighttime residence a shelter for temporary living accommodations? If yes, count as a separate household.

4.	Exceptions:
· Maternity Services Exception ONLY:  A pregnant woman who conceives prior to her 21st birthday and resides with her parents/guardian, but whose parents/guardian will not be providing her with financial support for maternity care, shall be counted as a separate household.  (If the pregnant woman is married or has dependent children living with her, her husband, her children and she are a separate household.)
· Clarification for Minor Family Planning Patients:  Unless a minor is completely emancipated under state law, regulations as to ability to pay must be based upon the minor’s household income.  Only when a minor is unable to pay for services without having to inform his/her parents and the minor requests services on a confidential basis should the project look solely to the minor’s income.

[bookmark: _Household_Income_Definition][bookmark: _Toc18821099][bookmark: _Toc18821314][bookmark: _Toc42490406][bookmark: _Toc75752542][bookmark: _Toc92853133][bookmark: _Toc261443428]Household Income Definition
1.	Income earned or received by all members of the household includes:
a.	Gross income (before deductions for taxes, social security, insurance, etc.) for the following:
· Monetary compensation for services, including wages, salary, commissions, fees, and overtime.
· Public assistance or welfare payments (KTAP, Supplemental Security Income [SSI], etc.).
· Pensions or retirement.
· Black lung or other disability payment.
· Social Security benefits.
· Government civilian employee or military retirement or pensions or veterans’ payments/benefits.
· Unemployment compensation or worker’s compensation.
· Alimony and child support payments.
· Payment from the military including food and clothing allowance. Do not include housing allowance.
· Other income such as:
· Regular contributions from person not living in the household.
· Dividends or interest on savings or bonds, income from estates, trusts, or investments.
· College or university scholarships, grants, fellowships, and assistance except as excluded below.
· Strike benefits.
· Payments or winnings from gaming, gambling, lottery, and bingo.
· Cash received or withdrawn from any source, including savings, investments, trusts.
· Lump sum payments.  These are defined as follows:
1) Lump sum payments that represent new money intended for income is counted as income.  Examples include:  gifts, inheritance, lottery winnings, worker’s compensation for lost wages, severance pay, and insurance payments for “pain and suffering.”  Lump sum payments for winnings and proceeds from gaming, gambling, and bingo are also counted as income.
2) Lump sum payments that represent reimbursement for lost assets or injuries should not be counted as income.  Examples include: amounts received from insurance companies for loss or damage of personal property, such as home or auto; payments that are intended for a third party to pay for a specific expense incurred by a household, such as a payment of medical bills resulting from an accident or injury.
3) The lump sum payment may be counted as annual income or may be divided by 12 to estimate a monthly income, whichever is most applicable.

	b.	Net income (determine net by subtracting operating expenses from the total amount made) only for the following:
· Net royalties.
· Net rental income.
· Net income from farm (money from tobacco, crops, etc.) or non-farm self-employment.  

2.	Income cannot be reduced for hardships, high medical bills, child care payments, taxes, child support, alimony, insurance, or other deductions.



3.	The following shall NOT be considered as income:
· Non-cash benefits, in-kind housing, and in-kind benefits such as employer paid or union-paid portion of health insurance or other employee fringe benefits, food, or housing received in lieu of wages.
· Capital gains, the sale of property, a house, or a car.
· One-time payments from a welfare agency to a family or person who is in temporary financial difficulty.
· Tax refunds.
· Federal non-cash benefits programs:  Medicare, Medicaid, National School Lunch Act, Child Nutrition Act of 1966, Food Stamp Act of 1977.
· Payments or allowances from the Home Energy Assistance Act of 1981; Reimbursements from the Home Energy Assistance Act of 1981; payment to volunteers under Title I (VISTA and others), Title II (RSVP foster grandparents and others) of the Domestic Volunteer Service Act; payment to volunteers of the Small Business Act (SCORE and ACE); payments received under the Job Training Partnership Act (JTPA).
· Educational grants and tuition assistance received from any program funded in whole or in part under Title IV of The Higher Education Act of 1965 (Pell Grants, State Student Incentive Grants, National Direct Student Loans, Supplemental Educational Opportunity Grant, State Student Incentive Grants, PLUS, College Work Study, And Byrd Honor Scholarship programs).
· Cash or non-cash payments from a Child Care and Development Block Grant or other purchase of child care subsidy.
· Earned Income Tax Credit (EITC) payment/refund.
· Loans to which the applicant does not have constant or unlimited access.
· Family Subsistence Supplemental Allowance (FSSA).  This is a payment made to certain members of the Armed Forces and their families by the Department of Defense.
· For military personnel:
· Military Housing allowance (off-base and on-base housing allowances). Such housing allowances include Basic Allowance for Housing (BAH), Family Separation Housing (FSH) and Overseas Housing Allowance (OHA).
· Overseas Continental United States cost of living allowance (OCONUS COLA) provided to military personnel in high cost of living areas outside the contiguous United States.
· Combat Pay:
	Note:  For additional guidance in exclusion of Combat Pay from WIC income eligibility determination, refer to WIC Income Eligibility Requirements, Appendix I:  Guidance for the Exclusion of Combat Pay from WIC Eligibility Determination. 
[bookmark: _Toc18821100][bookmark: _Toc18821315]
[bookmark: _Computing_Household_Income][bookmark: _Toc42490407][bookmark: _Toc75752543][bookmark: _Toc92853134][bookmark: _Toc261443429]Computing Household Income
[bookmark: _GoBack]1.	Consider the current household income or the household income during the past 12 months to determine which indicator more accurately reflects the status.  Current income is defined as all income received by the household during the month (30 days) prior to the date of the application. If the income assessment is being done prospectively (e.g. a household member has been laid off but has been authorized to receive unemployment benefits for the next six months), “current” refers to income that will be available to the household member in the next 30 days.

Exceptions to this provision are:
a.	Unemployed person (including laid-off workers), use income that will be available to the household member in the next 30 days. 
b.	Self-employed or seasonally employed person whose household income fluctuates through the year, use annual.
c.	Person on temporary leave (maternity, family leave, extended vacation), use annual.  (This is not considered unemployed.)
d.	Teacher paid on ten (10) month basis, use annual.
e.	Person on strike, use income that will be available to the household member in the next 30 days, including any strike benefits.

2.	Sources of income for the household may not be the same time frame (weekly, monthly, etc.), so the income must be converted to common terms to determine total household income.
a.	Calculate total income, use the table below:

	Frequency
	To Obtain Annual Income

	Weekly
	Multiply by 52

	Different amount every week
	Add the 4 checks, divide by 4 (weekly average) X 52

	Bi-weekly (every 2 weeks)
	Multiply by 26

	Semi-monthly (2x a month)
	Multiply by 24

	Monthly
	Multiply by 12

	Annual
	

	Lump sums
	


b.	Compare the total to the published *IEG (annual income for the appropriate household size to make the final income eligibility determination. Total is compared to the income eligibility guidelines or the Uniform Percentage Payment Schedule.
c.	If a household has only one income source, or if all sources have the same frequency (i.e. all household members are paid weekly) do not use the conversion factors in the above table.  Compare the income, or the sum of the separate incomes to the published *IEG for the appropriate frequency and household size to make the WIC income eligibility determination.
*IEG – Income Eligibility Guidelines

[bookmark: _Applicant_Reporting_Zero][bookmark: _Toc18821101][bookmark: _Toc18821316][bookmark: _Toc42490408][bookmark: _Toc75752544][bookmark: _Toc92853135][bookmark: _Toc261443430]Applicant Reporting Zero Household Income
1.	An applicant declaring zero income must be asked for information as to how basic living necessities such as food, shelter, medical care, and clothing are obtained.  Persons living together and sharing resources are members of one economic unit.

[bookmark: eligibility]2.	When the interviewer is satisfied that the person’s income is zero, obtain the applicant’s signature on the CH-5/CH-5-WIC as documentation that income has been reported accurately.  For WIC certification, see WIC Income Eligibility Requirements, Proof of Income for WIC Certification – “Applicant Unable To Provide Proof of Income.”


[bookmark: _Verification_of_Household]Verification of Household Income
Verification of income is not required but is encouraged especially if the agency personnel have reasonable cause to believe the applicant’s income is in excess of the income reported OR when the agency ‘s policy is to verify income for all clinical services provided, as applicable.  (For WIC income verification, refer to WIC income requirements).

If verification is requested due to reasonable cause, documentation of the reason for requesting verification shall be made in the person’s medical record.

When requesting proof of income due to reasonable cause, any difference in income shall be discussed with the patient and the patient shall be asked to explain.  All documentation shall be entered into the medical record.

[bookmark: _WIC_INCOME_ELIGIBILITY][bookmark: Requirements][bookmark: WIC][bookmark: _Toc18821103][bookmark: _Toc18821318][bookmark: _Toc42490410][bookmark: _Toc75752546][bookmark: _Toc92853137][bookmark: _Toc261443432]To verify the income of an individual/household, the following procedures shall apply:

Proof of Income:

1. Written proof of income for the household must be presented at every 6 months income determination or as applicable.  (See “Household Income Definition”)
2. Examples of acceptable proof of income, but not limited to, are:
· Current pay stub with GROSS amount and the pay timeframe (weekly, bi-weekly, monthly, etc.)
· Signed statement from employer indicating gross earnings for a specified pay period or any responsible person who can accurately verify income if the employer refuses to do so.  No person may be denied participation in services solely because the employer refuses to verify income.
· W-2 forms or income tax return for most recent calendar year.  Additional documentation or written statements of income may be requested to update this to current income.
· Unemployment letter/notice.
· Check stub/award letter from Social Security stating current amount of earnings. 
· Tax returns for self-employed.
· Court decree or copies of checks for alimony or child support.
· Letter from person(s) contributing resources.

NOTE CONCERNING PAYCHECK STUBS:  If the pay is standard (does not vary), one paycheck for the most recent pay period prior to the application for services will be sufficient.  However, if the pay varies (shift work, overtime, commissions, etc.), paycheck stubs during the month prior to application should be averaged to represent the amount received.

3. The type of proof(s) of income should be documented in the patient record either by electronic entry or on service note.

4. Applicant Failing to Bring Proof of Income:
· For an applicant who has proof of income but fails to bring it, inform of the requirement for proof of household income; and 
· Make a new appointment within a reasonable timeframe for appointment scheduling.  Refer to the AR Volume I, Local Health Operations for “Appointment and Scheduling Requirements for Personal Health Services”.

5. Applicant Unable to Provide Proof of Income

a. An applicant who has no written proof of income, such as a migrant, a homeless person, or a person who works for cash, or who reports income as zero, can self-declare income and must provide a signed statement. An applicant where military service personnel are temporarily absent from home and proof of gross military income cannot be produced, may self-declare income and must provide a signed statement.

b. The statement must include why written proof of income cannot be provided, (i.e., homeless, migrant), the date, and the person’s signature.  For zero income, an explanation of how living expenses are met must be included.

c. The statement must be filed in the patient’s record.

d. The statement is applicable only to the income assessment period for which it was provided.  When the need for a new income assessment is required, if the person still has no proof of income, another statement must be obtained for this assessment period.

	NOTE:	An optional form, Statement of No Proof (CH-NP), is available on the Local Health Operations website under LHD Forms.  


New Income Information:

· If the local agency staff has reason to believe that income information or household size provided at the time of service was not accurate or complete, the agency may reassess the income for that time period.  The reason for reassessment should be documented in the patient’s record and any fees/charges assessed should be reviewed and corrected, as applicable.

· A participant/caretaker reports a change in income or Medicaid status.  If after a new income assessment has been completed and it is determined the income has changed, the new income determination will be used from that date forward until a new income assessment is required.  For those patients determined to have Medicaid coverage, the agency will bill Medicaid for all applicable services and refund any payments received from the patient for those same services.


Patient chooses NOT to provide income:

If the patient will not receive a service that is based on federal or state regulations requiring “income eligibility” to participate in the program AND chooses to not provide their income; the patient may sign the appropriate box required for” Financial Certification signature” on the CH-5 Registration document and will be charged at 100% of the set rate for the service(s) provided and in accordance to applicable Rules and regulations.


[bookmark: WICIncomeEligibilityRequirements]WIC INCOME ELIGIBILITY REQUIREMENTS


1.	Income eligibility must be determined and documented for all applicants at initial certification and at recertification.  Exceptions are persons transferring with valid eligibility, with a VOC, or an instream migrant participant whose income must only be determined once in a twelve (12) month period.  If the time frame of the migrant’s income determination is not known, income eligibility must be done at certification.
	NOTE	Migrants must be assessed for nutritional risk at every certification regardless of income eligibility.
 
2.	An applicant can meet income eligibility requirements for the WIC Program in one of two ways:
· Adjunct eligibility, which is automatic income eligibility for WIC based on documented eligibility for certain programs.  See “Adjunct Eligibility” on the following pages.  For an applicant who is not adjunct eligible, household income screening is required.  
· Income screening, which is determining the number in the household and total household income, and comparing to the income eligibility guidelines.  See “Household Size and Household Income.”

3.	Adjunct eligibility must be determined before income screening.

4.	For an applicant who is not adjunct eligible, the number in the household and the total household income must be determined and compared to the income eligibility guidelines.  Applicants whose household income is at or below 185% of the federal poverty income guidelines issued annually by the Department of Health and Human Services are eligible for WIC services.  Income guidelines are effective from April 1 to March 30 each year. See Income Eligibility Guidelines on the following pages.

5.	Proof of income for the household or proof/verification of adjunct eligibility must be provided for each WIC certification or recertification and the type of proof documented.  Proof of income must not be a barrier to participation.

6.	Income eligibility or ineligibility and the type of proof presented must be documented. A code system is established for type of proof as the documentation method. Documentation must be made by selecting the type of proof seen by the staff person assessing income. If system access is not available, the CH-5B must be completed and must include the code for the type of proof.

7.	Persons determined ineligible due to income must be provided written notice of the ineligibility, the reason for ineligibility, and the right to a fair hearing.  

8.	Income information should be provided by the applicant, parent, or other person caring for  the applicant.  All required information and proof must be presented by the person applying on behalf of the applicant

9.	Income eligibility must be determined before nutritional risk.

10.	If household income has been documented, proof of income presented, and the type of proof documented for the household within the last sixty (60) days and there is no change in household size or income, this information can be used for other household members being certified for WIC within that sixty-day period.  All eligibility and documentation requirements for WIC must be met for the new applicant.

NOTE:	Adjunct eligibility of a household member applies only as specified in Adjunct Eligibility below.

11.	Income eligibility is applicable for the certification period.  Local agencies are not required to reassess eligibility during a certification period and participants are not required to report income or household changes during the certification period.  However, if new income or household information is obtained, WIC eligibility must be reassessed for all household members who have more than 90 days remaining in their certification period.  When the time remaining in the certification period is 90 days or less, reassessment is not required since this is insufficient time to effect change.  See “New Income Information” on the following pages.

12.	Verification of the proof of income is not required.  Verification is validation of proof presented, such as pay stubs or number in the household, through an external source other than the applicant.  Such external sources include employer verification of salary, local welfare office verification, etc.  Information should be verified if agency personnel have reasonable cause to believe that accurate information was not provided.  If verification is requested, the reason shall be documented in the person’s medical record.  Verification shall be obtained in writing.  If the verification does not support WIC eligibility, WIC services shall be terminated for all household members affected.  See “New Income Information” on the following pages. A payback of benefits will be requested if it is determined to be cost efficient.

[bookmark: Adjunct][bookmark: _Toc42490411][bookmark: _Toc75752547][bookmark: _Toc92853138]Adjunct Eligibility:

1. Adjunct eligibility is automatic income eligibility for the WIC Program based on an individual’s documented current eligibility for specific programs or in certain situations, a household member’s documented eligibility.  Qualifying based on a household member’s eligibility is identified as “WIC Household” (WH) eligibility.
b. An applicant eligible in one of the following on the date of the WIC certification is adjunct income eligible:
· Medicaid, including Medicaid Presumptive Eligibility (MPE), Medicaid Breast and Cervical Cancer Treatment Program (MBCCTP), Kentucky Children’s Health Insurance Program (KCHIP) Phase I, and KCHIP Phase II, or
· Food Stamps, or
· Kentucky Transitional Assistance Program (KTAP).
b.  	An applicant can qualify based on other household members’ eligibility for specific programs.  Documentation must be presented or verified for the household member and show the household member’s eligibility on the date of the WIC certification.  The following situations qualify as WIC Household (WH) eligibility:
· A newborn eligible under his/her mother’s Medicaid eligibility (an infant born to a woman on Medicaid at delivery is automatically eligible for Medicaid), or
· Member of a household which includes a pregnant woman that is currently eligible for Medicaid, including Medicaid Presumptive Eligibility and Medicaid Breast and Cervical Cancer Treatment Program, or
· Member of a household which includes an infant that is currently eligible for Medicaid, or
· Member of a household that includes anyone that is currently eligible for KTAP.
c.   	The chart below summarizes who may qualify for adjunct income eligibility: 

	
	Medicaid
	Food Stamps
	KTAP

	Pregnant Woman
	Self and household members
	Self if name is
on letter
	Self and household members

	BF/PP Woman
	Self
	Self if name is
on letter
	Self and household members

	Infant
	Self and household members
	Self if name is
on letter
	Self and household members

	Child
	Self
	Self if name is
on letter
	Self and household members



2. Current eligibility means eligibility in one of the specified programs on the date the WIC certification is done.

3. When adjunct eligible, the applicant is not screened for income eligibility and household income is not gathered.

4. For persons presenting as Medicaid eligible, current Medicaid eligibility must be verified and the type of coverage must be determined.  For WIC adjunct eligibility, verification must be obtained through the KYHealth-Net System, the Voice Response system (800 number), or the local Department for Community Based Services (DCBS) office.

5. Persons eligible for KCHIP Phase III are not adjunct income eligible.  These persons must be screened for household size and household income.  It must be determined if the individual is eligible for KCHIP III.  

6. Individuals enrolled in a participating Managed Care Organization (MCO) provider are not automatically income eligible for WIC.  To be adjunct eligible, it must be determined first if the individual is eligible for Medicaid by verifying eligibility through the KYHealth-Net system, the Voice Response system (800 number), or the local Department for Community Based Services (DCBS) office.  Individuals that have KCHIP III are identified in the KYHealth-Net system with an assigned status code of P7.  These individuals must be screened for household size and household income.

7. Persons who are adjunct eligible for WIC must be status eligible and meet the residency and nutritional risk criteria to qualify for WIC.   

8. Proof of eligibility in the above programs is required at each WIC certification and recertification for adjunct income eligibility.  If a WIC household member’s eligibility is being used for the applicant, proof/verification of current eligibility for the household member must be seen or obtained.  

9. Persons that qualify based on “WH” eligibility, Medicaid Presumptive Eligibility, or Medicaid Breast and Cervical Cancer Treatment Program must present proof of residency and identification.

10. Examples of acceptable proof for adjunct eligibility are below.  Proof must show eligibility on the date of the certification.  For acceptable proof for specific situations, refer to WIC Adjunct Income Eligibility Proof Requirements and Documentation on the following pages.
· Verification of current Medicaid eligibility* for the applicant.
· Verification of current Medicaid eligibility* for the pregnant woman or infant that the applicant lives with.
· Verification of Medicaid eligibility* for the newborn’s mother at the time of delivery.
* For WIC adjunct eligibility, verification of current Medicaid eligibility must be obtained through the KYHealth-Net system, the Voice Response system, or the local DCBS office.
· Identification Sheet for Medicaid Presumptive Eligibility or Medicaid Breast and Cervical Cancer Treatment Program, Medicaid Eligibility Verification.
· Verification of current Medicaid Presumptive Eligibility by the health care provider that determined it.
· Letter confirming KTAP eligibility or a KTAP check stub for the applicant or a household member.
· Food Stamps General Notice of Action letter with the applicant’s name as an active member.
NOTE:  Food Stamps EBT card cannot be used as proof of eligibility.
· Verification of current MBCCTP eligibility by the health department staff that determined it.

11. The type of proof must be documented in the applicant’s medical record.  Documentation is done by selecting the appropriate type of proof on the   Income/Proofs Screen, and then  placing the printed registration label on the CH-5/CH-5WIC in the medical record.  If printing problems prevent the codes from appearing on the label, the codes must be handwritten on the label and include staff initials and date.  If eligibility is based on another household member, proof of adjunct eligibility for this member must be seen and the type of proof presented selected from the adjunct eligibility proof drop down on the Income/Proofs Screen.  If system access is unavailable, the CH-5B must be completed and include the appropriate codes.  

12. Applicant Failing To Bring Proof For Adjunct Eligibility at WIC Certification

	Verification of current eligibility through KYHealth-Net, Voice Response, the DCBS Office, or the provider determining Medicaid Presumptive Eligibility is acceptable as proof.  Verification by the health department staff that determined MBCCTP eligibility is acceptable proof.  

	If eligibility cannot be verified through the above procedures for the applicant who has proof but fails to bring it to the WIC certification/recertification, inform the applicant of the requirement for proof and make a new certification appointment within the timeframe for appointment scheduling.  If the person has proof of household income with him/her, assess income for eligibility at this visit.  Refer to the WIC and Nutrition Manual.
13. 
Hospital Certification

If WIC certification is performed in the hospital, refer to the WIC and Nutrition Manual.

Proof of Income for WIC Certification:

1. Written proof of income for the household must be presented at each certification and recertification (except for transfer/VOC).  See WIC “Exceptions to Income Screening” on the following pages.

2. Examples of acceptable proof of income are:
· Current pay stub with amount and the pay timeframe (weekly, bi-weekly, monthly, etc.)
· Signed statement from employer indicating gross earnings for a specified pay period.
· W-2 forms or income tax return for most recent calendar year.  Additional documentation or written statements of income may be requested to update this to current income.
· Unemployment letter/notice.
· Check stub/award letter from Social Security stating current amount of earnings. 
· Recent Leave and Earnings Statement (LES) for military personnel.
· Foster child placement letter/foster parent award letter.
· Tax forms or accounting records for self-employed.
· Court decree or copies of checks for alimony or child support.
· Letter from person(s) contributing resources.
· Electronic paycheck/pay.  (If the agency determines information stated on the electronic paycheck/paystub is incorrect or missing critical information, it is appropriate to request further information.

NOTE CONCERNING PAYCHECK STUBS:  If the pay is standard (does not vary), one paycheck for the most recent pay period prior to the application for WIC will be sufficient.  However, if the pay varies (shift work, overtime, commissions, etc.), paycheck stubs during the month prior to application should be averaged to represent the amount received.

3. The type of proof(s) (e.g. pay stub, etc.) presented must be documented in the person’s record.  This documentation is done by selecting the applicable type of proof on the Income/Proofs screen and placing the printed label on the CH-5/CH5-WIC in the chart.   (Refer to following pages for types of acceptable proofs and corresponding codes).  Any type of proof without a code is reported as Code 50 “other.”  When this type of proof is selected the actual type of proof seen by the income interviewer must be documented in the person’s medical record.  If printing problems prevent the codes from appearing on the label, the codes must be handwritten on the label and include staff initials and date.  If system access is unavailable, the CH-5B must be completed with appropriate proof codes.

4. Applicant Failing to Bring Proof of Income at WIC Certification 
	For an applicant who has proof of income but fails to bring it to WIC certification, inform of the requirement for proof of household income and make a new certification appointment within the timeframe for appointment scheduling.  Refer to the AR Volume I, Local Health Operations for “Appointment and Scheduling Requirements for Personal Health Services” and WIC and Nutrition Manual.
5. [bookmark: Unable][bookmark: Income]
Applicant Unable to Provide Proof of Income

a. An applicant who has no written proof of income, such as a migrant, a homeless person, or a person who works for cash, or who reports income as zero, can self-declare income and must provide a signed statement. An applicant where military service personnel are temporarily absent from home and proof of gross military income cannot be produced, may self-declare income and must provide a signed statement.

b. The statement must include why written proof of income cannot be provided, (i.e., homeless, migrant), the date, and the person’s signature.  For zero income, an explanation of how living expenses are met must be included.

c. The statement must be filed in the patient’s record.

d. The statement is applicable only to the certification period for which it was provided.  At recertification, if the person still has no proof of income, another statement must be obtained for this certification period.

e. Statement of No Proof must be selected from the drop-down box on the Income/Proofs page.

	NOTE:	An optional form, Statement of No Proof (WIC-NP), is available for this purpose.  See WIC Section and Nutrition Manual.

6. Hospital Certification 
If WIC certification is done in the hospital(s), see the WIC and Nutrition Manual.
[bookmark: Exceptions]
WIC Exceptions to Income Screening:

1. Transfer Participant/VOC-A transfer is not screened for income eligibility nor required to show proof of income until the certification period expires and he/she is again screened for eligibility.

2. Migrant – Income eligibility should be determined for a migrant once every twelve (12) months.  A VOC will provide income eligibility for up to one (1) year for a migrant.  If the time frame of the migrant’s income determination is not known, income eligibility must be done at certification.

3. Hospital Certification – Mothers and newborn infants certified at the hospital are not required to show proof of income at the time of certification.  Accept self-reported income and if eligible, certify and issue food instruments for thirty (30) days.  Proof of adjunct eligibility or household income must be provided within thirty (30) days.  See WIC and Nutrition Manual.

4. Adjunctively Eligible – These persons are excluded from providing proof of income but must show proof of adjunct eligibility.  See “Adjunct Eligibility.”

[bookmark: New][bookmark: _Toc42490412][bookmark: _Toc75752548][bookmark: _Toc92853139]
New Income Information:

1. A participant’s income eligibility must be reassessed during a current certification period if information is received that indicates that the participant’s household income has changed if there is more than 90 days remaining in the certification period from the date information is received.  Reassessment is not required for a participant when 90 days or less remains in the certification period.

2. Reassessment may result when:
· Local agency staff has reason to believe that income information or household size provided at the certification was not accurate or complete.
· A household member is assessed for income and is over the guidelines.
· Income is required for other health services.
· A participant/caretaker reports a change in income or Medicaid status.

3. When more than 90 days remains in a current certification period, reassessment is required.  Procedures for reassessment are:
a.  If the participant is no longer or not currently adjunct eligible (either based upon his status or a household member’s status), eligibility must be assessed for household size and household income to remain on WIC.  All income guidelines apply concerning current and annual income.  See previous pages.

b. If income exceeds WIC eligibility criteria, the participant shall be terminated from WIC if more than 90 days remains in the certification period.  Any other members of the household enrolled in WIC affected by new income information shall be terminated as well if the time remaining in their certification period is more than 90 days.  For example, a pregnant woman applying for WIC does not meet the income criteria; her child enrolled in WIC has 4 months remaining in the certification period and must be reassessed for income eligibility.  If adjunct eligibility does not apply, the child must be terminated.

c. Termination must be appropriately documented in the medical record and include the reason for termination.  See WIC and Nutrition Manual.
[bookmark: _Toc75752549][bookmark: _Toc92853140]
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Household Size
	
For each additional household member add:

	
	
1
	
2
	
3
	
4
	
5
	
6
	
7
	
8
	

	
Weekly
	$409
	$552
	$695
	$838
	$981
	$1,124
	$1,267
	$1,410
	+$144

	 
Bi-Weekly
	$818
	$1,104
	$1,390
	$1,676
	$1,962
	$2,248
	$2,534
	$2,820
	+$287

	  
Twice-Monthly
	$886
	$1,196
	$1,506
	$1,816
	$2,126
	$2,436
	$2,745
	$3,055
	+$310

	
Monthly
	$1,772
	$2,392
	$3,011
	$3,631
	$4,251
	$4,871
	$5,490
	$6,110
	+$620

	
Annual
	$21,257
	$28,694
	$36,131
	$43,568
	$51,005
	$58,442
	$65,879
	$73,316
	+$7,437

	
Persons who receive Medicaid or Food Stamp benefits 
automatically meet the income requirements for the WIC Program.
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WIC Proof of Residence, Identity, and Income

	Screen
Code
	Type of Proof 
	Residence
	Identity
	Income

	1
	Current Medicaid1  eligibility (KY Health-Net, Voice Response, DCBS) / Presumptive Eligibility ID / Medicaid BCCTP ID
	Yes4
	Yes4
	Yes
(See other side)

	2
	Food Stamp Letter
DCBS Verification
	Yes
	Yes
	Yes

	3
	Drivers License
	Yes
	Yes for adult
	

	4
	Immunization Record
	
	Yes
	

	5
	Birth Certificate
	
	Yes
	

	6
	School ID or Record
	Yes
	Yes
	

	7
	Hospital Record/Birth Card
	Yes with address
	Yes
	

	8
	Voter Registration Card
	Yes
	Yes
	

	9
	Current Mail/Bill 
	Yes
	Yes
	

	10
	Photo ID
	Yes with address
	Yes
	

	11
	Social Security Card
	
	Yes
	

	12
	Property Tax Bill/Receipt
	Yes
	Yes with name
	

	13
	Current Rent/Mortgage Lease/Receipt
	Yes
	Yes with name
	

	14
	Statement of No Proof 2
	Yes
	Yes
	Yes

	15
	Staff Recognition 3
	Yes for recert. 
and FIs3
	Yes for recert. 
and FIs3
	

	16
	Current Pay Check/Stub
	Yes with address
	Yes with name
	Yes if gross income

	17
	Tax Return/W-2 Form
	Yes with address
	Yes with name
	Yes

	18
	Unemployment Letter
	Yes with address
	Yes with name
	Yes

	19
	Social Security Earnings
	Yes with address
	Yes with name
	Yes

	20
	Leave and Earnings (Military)
	Yes with address
	Yes with name
	Yes

	21
	eWIC Cardholder 3
	
	Yes for recert. 
and FIs3
	

	22
	Medical Record 3
	
	Yes for recert. 
and FIs3
	

	23
	Adjunct Eligibility based on Household Member
	Yes with pt. address
	
	Yes
(See other side)

	24
	Hospital/Home Certification 
	Proof required in 30 days
	Proof required in 30 days
	Proof required in 30 days

	50
	Other – Must document type of proof in patient chart
	Yes with address
	Yes with name
	Yes if amount and time frame specified

	1	Persons eligible for KTAP receive Medicaid.  Any other proof for KTAP, use “other” code.
2	Statement is good for the certification period.
3	Acceptable proof must have been presented and documented before use.
4	Proof of residence and identity must be seen for Presumptive Eligibility and BCCTP.


[bookmark: WICAdjunctIncomeEligibility][bookmark: _WIC_ADJUNCT_INCOME][bookmark: _Toc75752551][bookmark: _Toc92853142][bookmark: _Toc261443434]											WIC-PC 3/2012

	WIC Adjunct Income Eligibility Proof Requirements and Documentation

	Situation
	Proof Required
	Qualifies
(Income only)
	Label Field/Code
	Adjunct Eligibility/Drop Down Selection
	Label Field/Drop Down Selection

	Pregnant (PG) Woman Receives Medicaid (including MPE, MBCCTP)
	· Verification of current Medicaid eligibility*
· MBCCTP or MPE  Identification Sheet
· Verification by MPE Provider
	Pregnant Woman
	Medicaid-Y
Medicaid-E for MPE
	Receives Medicaid
	Health-Net/DCBS/ID for pt-01**

	
	
	Household
Members
	Medicaid-N
WH-Y
	Lives with/preg woman w/Medicaid
	Health-Net/DCBS/ID for HH member-23***

	Breastfeeding/Postpartum (BF/PP) Woman Receives Medicaid (including MPE, MBCCTP)
	· Verification of current Medicaid eligibility*
· MBCCTP or MBE Identification Sheet
· Verification by MPE Provider
	BF/PP Woman
	Medicaid-Y
Medicaid-E for MPE
	Receives Medicaid
	Health-Net/DCBS/ID for pt-01**

	Infant Receives Medicaid
	· Verification of current Medicaid eligibility*
	Infant
	Medicaid-Y
	Receives Medicaid
	Health-Net/DCBS/ID for pt-01**

	
	· 
	Household
Members
	Medicaid-N
WH-Y
	Lives w/infant receiving Medicaid
	Health-Net/DCBS/ID for HH member-23***

	Newborn Infant’s Mother Received Medicaid at Delivery
	· Verification of mom’s Medicaid eligibility*
	Infant
	Medicaid-M
WH-Y
	Infant covered by mom’s Medicaid
	Health-Net/DCBS/ID for HH member-23***

	Child Receives Medicaid
	· Verification of current Medicaid eligibility*
	Child Only
	Medicaid-Y
	Receives Medicaid
	Health-Net/DCBS/ID for pt-01

	Infant/Child Receives KCHIP Phase III
	· Not Adjunct Eligible
	No one
	Medicaid-K
	None
	Not Applicable

	PG/BF/PP Woman/ Infant/Child Receives Food Stamps
	· General Notice of Action Letter with Applicant Name
· DCBS Verification
	Person Listed on Letter
	Food Stamps-Y
	Receives Food Stamps
	Food Stamp Letter/DCBS-02 or Other-50

	PG/BF/PP Woman/ Infant/Child Receives KTAP
	· KTAP Letter
· KTAP Check Stub
· DCBS Verification
	Woman Infant/Child
	KTAP-Y
	Receives KTAP
	Other-50

	
	
	Household Members
	KTAP-N
WH-Y
	Lives w/HH member receiving KTAP
	Other-50



[bookmark: _APPENDIX_I]* Verification through KYHealth-Net, Voice Response, or local DCBS is acceptable.
** Women adjunct eligible based on MPE or MBCCTP must show proof of residence and identity.
*** Persons adjunct eligible based on another person’s eligibility must show proof of residence and identity.
MPE = Medicaid Presumptive Eligibility
MBCCTP = Medicaid Breast and Cervical Cancer Treatment program
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Information on the amount and type of pay received by a service member may be found on the LESs for Marine Corps (attachment A) and  Army, Navy, Air Force, and Coast Guard (attachment B) which are comprehensive statements of a service member's leave and earnings showing entitlements, deductions, allotments, leave information, tax withholding information, and Thrift Savings Plan (TSP) information.  Combat pays given to deployed service members will be reflected in the Entitlements column of each of these LESs. 
 
Allowable Exclusions 
 
In order to be excluded from the WIC income eligibility determination, the pay:  
 
·  (1) must have been received in addition to the service member’s basic pay;  
(note: a service member who is currently serving as a member of the armed forces and is paid a monthly salary is eligible to receive any of the additional pay associated with combat pay.)

· (2)  must have been received as a result of the service member’s deployment to or service in an area that has been designated as a combat zone;  
(note: a service member who is put on deployment orders to deploy to an area that has been designated by a Executive Order from the President as areas which U.S. Armed Forces are engaging or have engaged in combat is eligible to receive combat pay.) and 

· (3) must not have been received by the service member prior to his/her deployment to or service in the designated combat zone.  
(note: a service member who is paid only basic entitlements, such as Basic pay, Basic Subsistence Allowance (BAS), and Basic Housing Allowance (BAH), will receive additional entitlement pay, i.e. combat pay, once the service member is put on deployment orders.  These pay will show as an additional payment in the entitlements column on a service member’s Leave and Earning Statement (LES). )   
 
There are two categories of entitlement pay that are typically considered to be combat pay and are easily recognizable on a service member’s LES:  Hostile Fire Pay/Imminent Danger Pay (HFP/IDP) and Hardship Duty Pay (HDP).  However, other types of pay could be excluded if they meet the criteria above.   
 
 Types of Combat Pay 
 
1. What is HFP/IDP and who is entitled to receive it?  

Hostile Fire Pay/Imminent Danger Pay (HFP/IDP) is received by a member of a uniformed service when the individual is put on deployment orders and deployed to a combat zone.  A service member may be paid HFP/IDP special pay for any month in which s/he was entitled to basic pay.  The service member qualifies for an entire month of combat pay regardless of the total number of days spent in a designated combat zone. 
 
2. 
What is HDP, HDP-L or –M and who is entitled to receive it? 

Hardship Duty Pay (sometimes indicated on the LES as HDP, HDP-L or HDP-M) refers to special pay providing additional compensation for service members who are either serving in locations where living conditions create undue hardship or who are performing designated hardship missions.   
 
HDP-M (mission) is a special pay entitled to service members for specific missions, at the monthly rate whenever any part of the month is served fulfilling a specific mission. 
 
HDP-L (location) is a special pay entitled to service members that serve in a designated area for over 30 days and stops upon departure from that area.   
 
Such locations may be, but are not necessarily, combat areas; the local agency will need to explore the circumstances under which an applicant household is receiving HDP-L or -M in more detail before the decision to include or exclude this particular payment from the WIC income eligibility determination assessment is made.  
 
Other Allowances  
 
In addition, there are other allowances for which service members are eligible while serving in a combat zone, but which are not directly related to being in combat, although they may be eligible for exclusion as income for WIC purposes.  The local agency will need to explore the circumstances under which an applicant household is receiving each additional allowance in more detail before the decision to include or exclude this particular payment from the WIC household eligibility determination assessment is made.
 
They include, but are not limited to:  Family Separation Pay (FSA); Foreign Language Proficiency Pay (FLPP); Special Duty Assignment Pay (SDAP); Combat Related Injury and Rehabilitation Pay (CIP); and Hazardous Duty Incentive Pay (HDIP).  Each of these pays is further defined below.    
 
Combat pays such as FLPP, SDAP, CIP and HDIP are affected differently when the service member is medically evacuated (medivac’ed).  FLPP, SDAP and HDIP are each stopped when the service member is no longer performing that duty due to being medivac’ed out of the combat area.  CIP will be modified, not stopped, when the service member is medivac’ed.  See CIP (Question 6) for a complete explanation on how the service member is paid.  
 
3. What is FSA and who is entitled to receive it?  
 
Family Separation Pay (FSA) is for service members with dependents who meet certain eligibility criteria.  Service members will receive FSA pay from the day of departure from the home station and end the day prior to arrival at the home station.  This payment may be excluded in some but not all cases.  FSA is only excluded if the service member is enroute to a training location prior to deployment to a designated combat zone or on deployment orders to a designated combat zone.    
 
4. What is FLPP and who is entitled to receive it?  
 
An officer or enlisted member of the Armed Forces who has been certified as proficient in a foreign language within the past 12 months (or 12 months plus 180 days when called or recalled to active duty in support of contingency operations) may be paid Foreign Language Proficiency Pay (FLPP).  FLLP that was not received by a service member prior to the time of deployment to a designated combat zone should be excluded from the WIC income eligibility determination.   
 
5. What is SDAP and who is entitled to receive it?  
 
All enlisted active duty service members who perform duties designated as extremely difficult or requiring a high level of responsibility in a military skill may be paid Special Duty Assignment Pay (SDAP).  SDAP that was not received by a service member prior to the time of deployment to a designated combat zone should be excluded from the WIC income eligibility determination.    
 
6. What is CIP and who is entitled to receive it? 
 
Service members who are medivac’ed out of the combat zone and are considered "hospitalized" are entitled to Combat-Related Injury and Rehabilitation Pay (CIP).  A service member is considered hospitalized if s/he is admitted as an inpatient or is receiving extensive rehabilitation as an outpatient while living in quarters affiliated with the military health care system.  The monthly CIP payment equals a set amount less any HFP payment for the same month, and the hospitalized service member is eligible for CIP starting the month after the month of being evacuated.  These payments also would be excluded for WIC eligibility purposes.  
 
7. What is HDIP and who is entitled to receive it? 
 
Service members who perform any of the following duties can earn Hazardous Duty Incentive Pay (HDIP):  
 
· Parachute Duty  
· Flight Deck Duty  
· Demolition Duty  
· Experimental Stress Duty  
· Toxic Fuels (or Propellants) Duty  
· Toxic Pesticides Duty  
· Dangerous Viruses (or Bacteria) Lab Duty  
· Chemical Munitions Duty 
· Maritime Visit, Board, Search and Seizure (VBSS) Duty  
· Polar Region Flight Operations Duty  
 
A Service member can receive up to two different types of HDIPs during the same period if s/he performs more than one of these duties as required by the mission.  HDIP begins on the day the member reports for duty and ceases on the termination date published in the orders or when the member is no longer required to perform the hazardous duty, whichever occurs first.  The HDIP entitlement(s) is prorated based on the number of days the member spends performing these duties during a month.  HDIP that was not received by a service member prior to deployment to a designated combat zone should be excluded from the WIC income eligibility determination.    
 
Attachments -   
A:  Sample Leave and Earnings Statement, with explanatory notes, for the Marine Corps 
B:  Sample Leave and Earnings Statement, with explanatory notes, for the Army, Navy, Air Force, and Coast Guard 
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Section A - IDENTIFICATION INFORMATION. 
Box 1 – NAME. Last name, first name, and middle initial. 


Attachment A
GUIDANCE FOR THE EXCLUSION OF COMBAT PAY FROM WIC INCOME ELIGIBLITY DETERMINATION 
Box 2 – SSN. Social Security Number. 
Box 3 – RANK. Pay grade (Rank) for which basic pay is determined. 
Box 4 – SERV. Branch of service (e.g., “USMC” or “USMCR”). 
Box 5 - PLT Code. The section which assigned. 
Box 6 - DATE PREP. Date Prepared. This is the date the LES was prepared by DFAS in Kansas City. 
Box 7 - PRD COVERED. Period covered. Used to specify the span of days covered by this leave and earnings statement. 
Box 8 – PEBD. Pay entry base date. 
Box 9 – YRS. Years of service for pay purposes. 
Box 10 – EAS. Expiration of active service. 
Box 11 – ECC. Expiration of current contract. 
Box 12 - MCC-DIST-RUC. Monitor command code, district, and Reporting Unit Code (MCC- RUC for USMC, DIST-RUC for USMCR). 

Section B - FORECAST AMOUNTS. 
Box 13 - DATE AND AMOUNT. 
	1. DATE. Date of midmonth payday. 
	2. AMOUNT. Forecast of amount due on midmonth payday of the upcoming month. 
Box 14 - DATE AND AMOUNT. 
	1. DATE. Date of end-of-month payday. 
	2. AMOUNT. Forecast of amount due on end-of-month payday of the upcoming month. 

Section C - SPLIT PAY DATE. 
Box 15 - START DATE. The date Split Pay Started. 
Box 16 – AMOUNT. The amount of Split Pay Elected. 
Box 17 – BALANCE. The balance of Split Pay not received. 
Box 18 – POE. Payment Option Election. The POE code is used to designate distribution of 
monthly pay. 

Section D - DIRECT DEPOSIT/EFT ADDRESS. This section contains the name and address of the financial institution where payments are being deposited. 

Section E - LEAVE INFORMATION. 
Box 19 - LV BF. Leave brought forward. The number of days leave accrued at the end of the preceding period. 
Box 20 – EARNED. Number of days leave earned during the period covered. Normally this will be 2.5 days. 
Box 21 – USED. Number of days leave charged since the previous LES was prepared. 
Box 22 – EXCESS. Number of days leave charged without entitlement to pay and allowance, in excess of leave that can be earned prior to ECC. 
Box 23 – BAL. Balance. The number of days of accrued leave due or advanced. 
Box 24 - MAX ACCRUAL. Total number of days that can accrue based upon the ECC date. Value is obtained by using the 1st day of the month following the period covered, up to and including the ECC date. 
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Box 25 – LOST. Number of days in excess of 60 days dropped due to the change in the fiscal year. 
Box 26 - SOLD/AS OF. Number of lump sum leave sold during the career and the last date leave was sold. 
Box 27 - CBT LV BAL. Reserved for future use. 

Section F - AVIATION PAY INFORMATION. Boxes 28 through 32 are pertaining only to Officers in the aviation field. 

Section G - TAX INFORMATION. 
Box 33 - STATE TAX. 
1. STATE CODE. State tax code. An alphanumeric code is used to identify the state (or territorial possession) designated by the member as his/her legal residence. 
2. EXEMPTIONS. State tax exemptions. Marital status and number of exemptions claimed for state tax purposes. 
3. WAGES THIS PRD. Total state taxable income for the period covered. 
4. WAGES YTD. State taxable income year to date. This is the amount of taxable income earning by the Marine from the date of entry into service or from 1 January of the current year through the last day of the period covered. 
5. STATE TAX YTD. State taxes year-to-date. Total amount of State income tax withheld for the year. 

Box 34 - FEDERAL TAX. 
1. EXEMPTIONS. Federal tax exemptions. Marital status and number of exemptions claimed for federal tax purposes. 
2. WAGES THIS PRD. Total federal taxable income for the period covered. 
3. WAGES YTD. Federal taxable income year to date. This is the amount of taxable income earned from the date of entry into service or from 1 January of the current year through the last day of the period covered. 
4. FED TAX YTD. Federal taxes year-to-date. Total amount of Federal income tax withheld for the year. 

Box 35 - FICA (SOCIAL SECURITY TAX). 
1. SSEC WAGES THIS PRD. Social Security wages this period. Moneys earned during period covered that are subject to deduction under the Federal Insurance Contributions Act. 
2. SSEC WAGES YTD. Social Security wages year-to-date. The amount of wages earned for the year that are subject to social security tax. 
3. SSEC TAX YTD. Social Security tax year-to-date. The amount of social security tax withheld for the year. This includes withholding on the amount shown in Social Security wages this period. 
4. MEDICARE WAGES THIS PRD. Medicare wages this period. Moneys earned during period covered that are subject to deduction under the Old Age Survivors Disability Insurance. 
5. MEDICARE WAGES YTD. Medicare wages year-to-date. The amount of wages earned for the year that are subject to Medicare tax. 
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6. MEDICARE TAX YTD. Medicare tax year-to-date. The amount of Medicare tax withheld for the year. This includes withholding on the amount shown in Medicare wages this period. 

Section H - RIGHTS OF MARINES INDEBTED TO THE GOVERNMENT. 

Section I - ADDITIONAL BAH INFORMATION 

Boxes 36 through 42 are no longer used. VHA and BAQ have been replaced with BAH which will be shown in Section O. 

Section J - CAREER SEA PAY. 
Box 43. 
1. DATE. The date career sea duty ended. 
2. TOTAL CAREER SEA SVC. The total number of years, months, and days served on sea duty. 

Section K - EDUCATION DEDUCTION. 
Box 44 – TYPE. The educational program enrolled. 
Box 45 - MONTHLY AMT. The monthly amount being deducted for the educational program. 
Box 46 – TOTAL. The total amount that has been deducted for the educational program, this amount includes the current month. 

Section L - ADMINISTRATIVE INFORMATION. 
Box 47 - PAY STATUS. This code identifies the particular pay status on the last day covered by the LES. 
Box 48 - PAY GROUP. A three digit code that identifies if an officer or enlisted. 
Box 49 - CRA DATE. Clothing Replacement Allowance date for 
active duty enlisted. 
Box 50 - RESERVE ECC. Reserve Expiration of Current Contract. 
Box 51 – DSSN. Disbursing Station Symbol Number. A number used to identify the servicing disbursing/finance officer account. 

Section M - RESERVE DRILL INFORMATION. 
Box 52 – REG. Total regular and EIOD drills performed this period. 
Box 53 - REG FYTD. Total regular and EIOD drills performed this fiscal year. 
Box 54 - REG ANNYTD. Total regular and EIOD drills performed this anniversary year. 
Box 55 – ADD. Total additional drills performed this period. 
Box 56 - ADD FYTD. Total additional drills performed this fiscal year. 
Box 57 - ADD ANNYTD. Total additional drills performed this for anniversary year. 

Section N - RESERVE RETIREMENT INFORMATION. 
Box 58 - BF ANNYTD. Ending balance of retirement credit points for anniversary year from prior month. 
Box 59 - ACDU THIS PRD. Total days active duty this period. 
Box 60 - DRILL THIS PRD. Total drills this period. 
Box 61 - OTHER THIS PRD. Total all other credit points awarded this period.
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Box 62 - MBR THIS PRD. Total membership points awarded this period. 
Box 63 - END BAL ANNYTD. Total retirement credit points after this period for anniversary year-to-date. 
Box 64 - TOTAL SAT YRS. Total satisfactory years credited for retirement purpose. 
Box 65 - TOTAL RET PTS. Career total retirement credit points. 

Section O – REMARKS. 
Section O of the LES gives an itemized listing of entitlements, deductions, and payments, also explanatory remarks concerning specific LES data. 

Entitlements. The Marine will receive entitlements based on the information mentioned in the above sections, their marital status, and dependents. The type and amount of the entitlement will be listed at the top of this section, along with a total. If there have been changes to either the type or the amount of the entitlement, this will be noted in this section, along with a note saying whether the entitlement was being stopped or started. For example, if a Marine is promoted, there will be an annotation stopping the amount of base pay under his old rank and another annotation starting the base pay of his current rank. These entitlements can include: 
* Basic Pay. 
* Pro/Sep Rations. 
* Clothing Replacement Allowance. 
* BAH. 
* Other types of special pay. 
Deductions. This portion in section O, gives an itemized listing of what was deducted from your entitlements. Again, there will be an annotation for starting and stopping amounts as necessary, such as when you start, stop, or change and Allotment. If a Marine takes advanced pay, such as when he PCS’s, the amount of the monthly will be noted here. These deductions can include: 
* Allotments. 
* Bonds. 
* Medicare. 
* Serviceman Group Life Insurance (SGLI). 
* Other special deductions based on the individual or Government needs. 
* FITW (Fed Tax). 
* Dental. 
* Social Security. 
* Medicare. 
* SGLI/TSGLI/Spouse SGLI. 
* USN/MC Retirement Home. 
* Checkages. 
Payments. This portion represents the last month’s regular payments, which occurred on the first and the fifteenth. 
Explanatory Remarks. This includes information that is not found on other parts of the LES, as well as information messages. 
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9. How to read an active duty Army, Air Force, Coast Guard, and Navy Leave and Earning Statement. 

[image: Attachment A to Combat Guidance to WPM 2010-2 box 2.jpg]

Fields 1 - 9 contain the identification portion of the LES. 
· 1 NAME: The member’s name in last, first, middle initial format. 
· 2 SOC. SEC. NO.: The member’s Social Security Number. 
· 3 GRADE: The member’s current pay grade. 
· 4 PAY DATE: The date the member entered active duty for pay purposes in YYMMDD format. This is synonymous with the Pay Entry Base Date (PEBD). 
· 5 YRS SVC: In two digits, the actual years of creditable service. 
· 6 ETS: The Expiration Term of Service in YYMMDD format. This is synonymous with the Expiration of Active Obligated Service (EAOS). 
· 7 BRANCH: The branch of service, i.e., Navy, Army, Air Force. 
· 8 ADSN/DSSN: The Disbursing Station Symbol Number used to identify each disbursing/finance office. 
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· 9 PERIOD COVERED: This is the period covered by the individual LES. Normally it will be for one calendar month. If this is a separation LES, the separation date will appear in this field. 

Fields 10 through 24 contain the entitlements, deductions, allotments, their respective totals, a mathematical summary portion, date initially entered military service, and retirement plan. 
· 10 ENTITLEMENTS: In columnar style the names of the entitlements and allowances being paid. Space is allocated for fifteen entitlements and/or allowances. If more than fifteen are present the overflow will be printed in the remarks block. Any retroactive entitlements and/or allowances will be added to like entitlements and/or allowances. 
· 11 DEDUCTIONS: The descriptions of the deductions are listed in columnar style. This includes items such as taxes, SGLI, Mid-month pay and dependent dental plan. Space is allocated for fifteen deductions. If more than fifteen are present the overflow will be printed in the remarks block. Any retroactive deductions will be added to like deductions. 
· 12 ALLOTMENTS: In columnar style the type of the actual allotments being deducted. This includes discretionary and non-discretionary allotments for savings and/or checking accounts, insurance, bonds, etc. Space is allocated for fifteen allotments. If a member has more than one of the same type of allotment, the only differentiation may be that of the dollar amount. 
· 13 AMT FWD: The amount of all unpaid pay and allowances due from the prior LES. 
· 14 TOT ENT: The figure from Field 20 that is the total of all entitlements and/or allowances listed. 
· 15 TOT DED: The figure from Field 21 that is the total of all deductions. 
· 16 TOT ALMT: The figure from Field 22 that is the total of all allotments. 
· 17 NET AMT: The dollar value of all unpaid pay and allowances, plus total entitlements and/or allowances, minus deductions and allotments due on the current LES. 
· 18 CR FWD: The dollar value of all unpaid pay and allowances due to reflect on the next LES as the +AMT FWD. 
· 19 EOM PAY: The actual amount of the payment to be paid to the member on End-of-Month payday. 
· 20 - 22 TOTAL: The total amounts for the entitlements and/or allowances, deductions and allotments respectively. 
· 23 DIEMS: Date initially entered military service: This date is used SOLELY to indicate which retirement plan a member is under. For those members with a DIEMS date prior to September 8, 1980, they are under the FINAL PAY retirement plan. For those members with a DIEMS date of September 8, 1980 through July 31, 1986, they are under the HIGH-3 retirement plan. For those members with a DIEMS date of August 1, 1986 or later, they were initially under the REDUX retirement plan. This was changed by law in October 2000, when they were placed under the HIGH-3 plan, with the OPTION to return to the REDUX plan. In consideration of making this election, they become entitled to a $30,000 Career Service Bonus.
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· The data in this block comes from PERSCOM. DFAS is not responsible for the accuracy of this data. If a member feels that the DIEMS date shown in this block is erroneous, they must see their local servicing Personnel Office for corrective action. 
· 24 RET PLAN: Type of retirement plan, i.e. Final Pay, High 3, REDUX; or CHOICE (CHOICE reflects members who have less than 15 years service and have not elected to go with REDUX or stay with their current retirement plan). 

Fields 25 through 32 contain leave information. 
· 25 BF BAL: The brought forward leave balance. Balance may be at the beginning of the fiscal year, or when active duty began, or the day after the member was paid Lump Sum Leave (LSL). 
· 26 ERND: The cumulative amount of leave earned in the current fiscal year or current term of enlistment if the member reenlisted/extended since the beginning of the fiscal year. Normally increases by 2.5 days each month. 
· 27 USED: The cumulative amount of leave used in the current fiscal year or current term of enlistment if member reenlisted/extended since the beginning of the fiscal year. 
· 28 CR BAL: The current leave balance as of the end of the period covered by the LES. 
· 29 ETS BAL: The projected leave balance to the member’s Expiration Term of Service (ETS). 
· 30 LV LOST: The number of days of leave that has been lost. 
· 31 LV PAID: The number of days of leave paid to date. 
· 32 USE/LOSE: The projected number of days of leave that will be lost if not taken in the current fiscal year on a monthly basis. The number of days of leave in this block will decrease with any leave usage. 

Fields 33 through 38 contain Federal Tax withholding information. 
· 33 WAGE PERIOD: The amount of money earned this LES period that is subject to Federal Income Tax Withholding (FITW). 
· 34 WAGE YTD: The money earned year-to-date that is subject to FITW. Field 35 M/S. The marital status used to compute the FITW. 
· 36 EX: The number of exemptions used to compute the FITW. 
· 37 ADD’L TAX: The member specified additional dollar amount to be withheld in addition to the amount computed by the Marital Status and Exemptions. 
· 38 TAX YTD: The cumulative total of FITW withheld throughout the calendar year. 

Fields 39 through 43 contain Federal Insurance Contributions Act (FICA) information. 
· 39 WAGE PERIOD: The amount of money earned this LES period that is subject to FICA. 
· 40 SOC WAGE YTD: The wages earned year-to-date that are subject to FICA. 
· 41 SOC TAX YTD: Cumulative total of FICA withheld throughout the calendar year. 
· 42 MED WAGE YTD: The wages earned year-to-date that are subject to Medicare. 
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· 43 MED TAX YTD: Cumulative total of Medicare taxes paid year-to-date. 

Fields 44 through 49 contain State Tax information. 
· 44 ST: The two digit postal abbreviation for the state the member elected. 
· 45 WAGE PERIOD: The amount of money earned this LES period that is subject to State Income Tax Withholding (SITW). 
· 46 WAGE YTD: The money earned year-to-date that is subject to SITW. Field 47 M/S. The marital status used to compute the SITW. 
· 48 EX: The number of exemptions used to compute the SITW. 
· 49 TAX YTD: The cumulative total of SITW withheld throughout the calendar year. 

Fields 50 through 62 contain additional Pay Data. 
· 50 BAQ TYPE: The type of Basic Allowance for Quarters being paid. 
· 51 BAQ DEPN: A code that indicates the type of dependent. A - Spouse C -Child D - Parent G Grandfathered I -Member married to member/own right K - Ward of the court L - Parents in Law R - Own right S - Student (age 21-22) T - Handicapped child over age 21 W - Member married to member, child under 21 
· 52 VHA ZIP: The zip code used in the computation of Variable Housing Allowance (VHA) if entitlement exists. 
· 53 RENT AMT: The amount of rent paid for housing if applicable. 
· 54 SHARE: The number of people with which the member shares housing costs. 
· 55 STAT: The VHA status; i.e., accompanied or unaccompanied. 
· 56 JFTR: The Joint Federal Travel Regulation (JFTR) code based on the location of the member for Cost of Living Allowance (COLA) purposes. 
· 57 DEPNS: The number of dependents the member has for VHA purposes. 
· 58 2D JFTR: The JFTR code based on the location of the member’s dependents for COLA purposes. 
· 59 BAS TYPE: An alpha code that indicates the type of Basic Allowance for Subsistence (BAS) the member is receiving, if applicable. This field will be blank for officers. 
B - Separate Rations 
C - TDY/PCS/Proceed Time 
H - Rations-in-kind not available 
K - Rations under emergency conditions 
· 60 CHARITY YTD: The cumulative amount of charitable contributions for the calendar year. 
· 61 TPC: This field is not used by the active component of any branch of service. 
· 62 PACIDN: The activity Unit Identification Code (UIC). This field is currently used by Army only. 

Fields 63 through 75 contain Thrift Savings Plan (TSP) information/data. 
· 63 BASE PAY RATE: The percentage of base pay elected for TSP contributions. 
· 64 BASE PAY CURRENT: Reserved for future use. 
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· 65 SPECIAL PAY RATE: The percentage of Specialty Pay elected for TSP contribution. 
· 66 SPECIAL PAY CURRENT: Reserved for future use. 
· 67 INCENTIVE PAY RATE: Percentage of Incentive Pay elected for TSP contribution. 
· 68 INCENTIVE PAY CURRENT: Reserved for future use. 
· 69 BONUS PAY RATE: The percentage of Bonus Pay elected towards TSP contribution. 
· 70 BONUS PAY CURRENT: Reserved for future use. 
· 71 Reserved for future use. 

· 72 TSP YTD DEDUCTION (TSP YEAR TO DATE DEDUCTION): Dollar 73 DEFERRED: Total dollar amount of TSP contributions that are deferred for tax purposes. 
· 74 EXEMPT: Dollar amount of TSP contributions that are reported as tax exempt to the Internal Revenue Service (IRS). 
· 75 Reserved for future use 

76 REMARKS: This area is used to provide you with general notices from varying levels of command, as well as the literal explanation of starts, stops, and changes to pay items in the entries within the “ENTITLEMENTS”, “DEDUCTIONS”, and “ALLOTMENTS” fields. 

77 YTD ENTITLE: The cumulative total of all entitlements for the calendar year. 

78 YTD DEDUCT: The cumulative total of all deductions for the calendar year.
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Fields 1 - 9 contain the identification portion of the LES.  
· 1 NAME: The member’s name in last, first, middle initial format.  
· 2 SOC. SEC. NO.: The member’s Social Security Number.  
· 3 GRADE: The member’s current pay grade.  
· 4 PAY DATE: The date the member entered active duty for pay purposes in YYMMDD format. This is synonymous with the Pay Entry Base Date (PEBD).  
· 5 YRS SVC: In two digits, the actual years of creditable service.  
· 6 ETS: The Expiration Term of Service in YYMMDD format. This is synonymous with the Expiration of Active Obligated Service (EAOS).  
· 7 BRANCH: The branch of service, i.e., Navy, Army, Air Force.  
· 8 ADSN/DSSN: The Disbursing Station Symbol Number used to identify each disbursing/finance office.  
· 9 PERIOD COVERED: This is the period covered by the individual LES. Normally it will be for one calendar month. If this is a separation LES, the separation date will appear in this field.  
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Fields 10 through 24 contain the entitlements, deductions, allotments, their respective totals, a mathematical summary portion, date initially entered military service, and retirement plan.  
· 10 ENTITLEMENTS: In columnar style the names of the entitlements and allowances being paid. Space is allocated for fifteen entitlements and/or allowances. If more than fifteen are present the overflow will be printed in the remarks block. Any retroactive entitlements and/or allowances will be added to like entitlements and/or allowances.  
· 11 DEDUCTIONS: The descriptions of the deductions are listed in columnar style. This includes items such as taxes, SGLI, Mid-month pay and dependent dental plan. Space is allocated for fifteen deductions. If more than fifteen are present the overflow will be printed in the remarks block. Any retroactive deductions will be added to like deductions.  
· 12 ALLOTMENTS: In columnar style the type of the actual allotments being deducted. This includes discretionary and non-discretionary allotments for savings and/or checking accounts, insurance, bonds, etc. Space is allocated for fifteen allotments. If a member has more than one of the same type of allotment, the only differentiation may be that of the dollar amount.  
· 13  AMT FWD: The amount of all unpaid pay and allowances due from the prior LES.  
· 14  TOT ENT: The figure from Field 20 that is the total of all entitlements and/or allowances listed.  
· 15  TOT DED: The figure from Field 21 that is the total of all deductions.  
· 16  TOT ALMT: The figure from Field 22 that is the total of all allotments.  
· 17   NET AMT: The dollar value of all unpaid pay and allowances, plus total entitlements and/or allowances, minus deductions and allotments due on the current LES.  
· 18  CR FWD: The dollar value of all unpaid pay and allowances due to reflect on the next LES as the +AMT FWD.  
· 19  EOM PAY: The actual amount of the payment to be paid to the member on End-of-Month payday.  
· 20 - 22 TOTAL: The total amounts for the entitlements and/or allowances, deductions and allotments respectively.  
· 23 DIEMS: Date initially entered military service: This date is used SOLELY to indicate which retirement plan a member is under. For those members with a DIEMS date prior to September 8, 1980, they are under the FINAL PAY retirement plan. For those members with a DIEMS date of September 8, 1980 through July 31, 1986, they are under the HIGH-3 retirement plan. For those members with a DIEMS date of August 1, 1986 or later, they were initially under the REDUX retirement plan. This was changed by law in October 2000, when they were placed under the HIGH-3 plan, with the OPTION to return to the REDUX plan. In consideration of making this election, they become entitled to a $30,000 Career Service Bonus. The data in this block comes from PERSCOM. DFAS is not responsible for the accuracy of this data. If a member feels that the DIEMS date shown in this block is erroneous, they must see their local servicing Personnel Office for corrective action.  
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· 24 RET PLAN: Type of retirement plan, i.e. Final Pay, High 3, REDUX; or CHOICE (CHOICE reflects members who have less than 15 years service and have not elected to go with REDUX or stay with their current retirement plan).  

Fields 25 through 32 contain leave information.  
· 25 BF BAL: The brought forward leave balance. Balance may be at the beginning of the fiscal year, or when active duty began, or the day after the member was paid Lump Sum Leave (LSL).  
· 26 ERND: The cumulative amount of leave earned in the current fiscal year or current term of enlistment if the member reenlisted/extended since the beginning of the fiscal year. Normally increases by 2.5 days each month.  
· 27 USED: The cumulative amount of leave used in the current fiscal year or current term of enlistment if member reenlisted/extended since the beginning of the fiscal year.  
· 28 CR BAL: The current leave balance as of the end of the period covered by the LES.  
· 29 ETS BAL: The projected leave balance to the member’s Expiration Term of Service (ETS).  
· 30 LV LOST: The number of days of leave that has been lost.  
· 31 LV PAID: The number of days of leave paid to date.  
· 32 USE/LOSE: The projected number of days of leave that will be lost if not taken in the current fiscal year on a monthly basis. The number of days of leave in this block will decrease with any leave usage.  

Fields 33 through 38 contain Federal Tax withholding information.  
· 33 WAGE PERIOD: The amount of money earned this LES period that is subject to Federal Income Tax Withholding (FITW).  
· 34 WAGE YTD: The money earned year-to-date that is subject to FITW. Field 35 M/S. The marital status used to compute the FITW.  
· 36 EX: The number of exemptions used to compute the FITW.  
· 37 ADD’L TAX: The member specified additional dollar amount to be withheld in addition to the amount computed by the Marital Status and Exemptions.  
· 38 TAX YTD: The cumulative total of FITW withheld throughout the calendar year.  
 
Fields 39 through 43 contain Federal Insurance Contributions Act (FICA) information.  
· 39 WAGE PERIOD: The amount of money earned this LES period that is subject to FICA. 
· 40 SOC WAGE YTD: The wages earned year-to-date that are subject to FICA.  
· 41 SOC TAX YTD: Cumulative total of FICA withheld throughout the calendar year.  
· 42 MED WAGE YTD: The wages earned year-to-date that are subject to Medicare.  
· 43 MED TAX YTD: Cumulative total of Medicare taxes paid year-to-date.  
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· 44  ST: The two digit postal abbreviation for the state the member elected.  
· 45 WAGE PERIOD: The amount of money earned this LES period that is subject to State Income Tax Withholding (SITW).  
· 46 WAGE YTD: The money earned year-to-date that is subject to SITW. Field 47 M/S. The marital status used to compute the SITW.  
· 48 EX: The number of exemptions used to compute the SITW.  
· 49 TAX YTD: The cumulative total of SITW withheld throughout the calendar year.  

Fields 50 through 62 contain additional Pay Data.  
· 50 BAQ TYPE: The type of Basic Allowance for Quarters being paid.  
· 51 BAQ DEPN: A code that indicates the type of dependent. A - Spouse C -Child D - Parent G Grandfathered I -Member married to member/own right K - Ward of the court L - Parents in Law R - Own right S - Student (age 21-22) T - Handicapped child over age 21 W - Member married to member, child under 21  
· 52 VHA ZIP: The zip code used in the computation of Variable Housing Allowance (VHA) if entitlement exists.  
· 53 RENT AMT: The amount of rent paid for housing if applicable.  
· 54 SHARE: The number of people with which the member shares housing costs.  
· 55 STAT: The VHA status; i.e., accompanied or unaccompanied.  
· 56 JFTR: The Joint Federal Travel Regulation (JFTR) code based on the location of the member for Cost of Living Allowance (COLA) purposes.  
· 57 DEPNS: The number of dependents the member has for VHA purposes.  
· 58 2D JFTR: The JFTR code based on the location of the member’s dependents for COLA purposes.  
· 59 BAS TYPE: An alpha code that indicates the type of Basic Allowance for Subsistence (BAS) the member is receiving, if applicable. This field will be blank for officers.  
B - Separate Rations  
C - TDY/PCS/Proceed Time  
H - Rations-in-kind not available  
K - Rations under emergency conditions 
· 60 CHARITY YTD: The cumulative amount of charitable contributions for the calendar year.  
· 61 TPC: This field is not used by the active component of any branch of service. 
· 62 PACIDN: The activity Unit Identification Code (UIC). This field is currently used by Army only.  
 
Fields 63 through 75 contain Thrift Savings Plan (TSP) information/data.  
· 63 BASE PAY RATE: The percentage of base pay elected for TSP contributions.  
· 64 BASE PAY CURRENT: Reserved for future use.  
· 65 SPECIAL PAY RATE: The percentage of Specialty Pay elected for TSP contribution.  
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· 66 SPECIAL PAY CURRENT: Reserved for future use.  
· 67 INCENTIVE PAY RATE: Percentage of Incentive Pay elected for TSP contribution.  
· 68 INCENTIVE PAY CURRENT: Reserved for future use.  
· 69 BONUS PAY RATE: The percentage of Bonus Pay elected towards TSP contribution.  
· 70 BONUS PAY CURRENT: Reserved for future use.  
· 71 Reserved for future use.  

· 72 TSP YTD DEDUCTION (TSP YEAR TO DATE DEDUCTION): Dollar amount of TSP contributions deducted for the year. 
· 73 DEFERRED: Total dollar amount of TSP contributions that are deferred for tax purposes.  
· 74 EXEMPT: Dollar amount of TSP contributions that are reported as tax exempt to the Internal Revenue Service (IRS).  
· 75 Reserved for future use.  

76 REMARKS: This area is used to provide you with general notices from varying levels of command, as well as the literal explanation of starts, stops, and changes to pay items in the entries within the “ENTITLEMENTS”, “DEDUCTIONS”, and “ALLOTMENTS” fields.
  
77 YTD ENTITLE: The cumulative total of all entitlements for the calendar year. 
 
78 YTD DEDUCT: The cumulative total of all deductions for the calendar year. 
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CODE	DESCRIPTION

	1	PATIENT – There is a fee to be paid by the patient for the specific CPT/HPS/HDPC code and the patient does not have any governmental or private insurance coverage as the primary payor.

	2	MEDICAID – There is a Medicaid Preventive Health Services/Managed Care/Primary Care fee for the specific CPT code and the patient has no other third party coverage as the primary payor.

23	PASSPORT – Medicaid Managed Care Organization

24	AMERIHEALTH – Medicaid Managed Care Contractor for Passport Family Planning Services.

26	COVENTRY – Medicaid Managed Care Organization

27	KENTUCKY SPIRIT  – Medicaid Managed Care Organization

28	WELL CARE – Medicaid Managed Care Organization

29	HUMANA/CARE SOURCE  –  Medicaid Managed Care Organization

	3	MEDICARE – The CPT/HCPS codes(s) for an encounter are assigned this code if billable to Medicare as the primary payor.

	4	NON-ASSIGNED – Used for applied/pending Medicaid Services.  Also, used for services provided to employees as a condition of employment, flu vaccine for employees, and services to patients that had to be reported for reasons that were not caused by the patient.

	7	PROJECT ELIGIBLE – There is not an applicable patient pay fee for the specific CPT code, the patient does not have either governmental, private insurance or other third party coverage and the cost of the service has not been included in any other CPT code that is billable to any payor.

	8	OTHER THIRD PARTY – The CPT/HCPS code(s) for an encounter are assigned this code if billable to another Third Party as the primary payor.

	9	INSURANCE – The CPT/HCPS code(s) for an encounter are assigned this code if billable to insurance as the primary payor.

15	PATIENT PAID COINSURANCE/DEDUCTIBLE – Used in the Billing – A/R system to identify coinsurance related to insurance payors.



[bookmark: _BILLING_PROCEDURES_THAT]BILLING/PAYOR PROCEDURES THAT ARE 
NOT PART OF PEF ENTRY

[bookmark: _PATIENT_SELF-PAY_(BILLING]PATIENT SELF-PAY (BILLING CODE #1)
Monthly statements for patient pay account balances are generated on the 597 E-report. The 597 runs the first weekend following the end of the month. E-report 598 contains statement labels. These statements are made available to local health departments to utilize in billing patients for outstanding self-pay invoices. Receipts for any self-pay payments received should be provided to the patients.

QUPR<space><SITE #><space><PRINTER #><space>3<space>ALL<XMIT>. 

Payments received in the mail for amounts owed by patients may be entered using the following procedures.
1. 	Set up a cash target amount for the batch total dollar amount that you will be entering at one time.  Use command CDS304<XMIT>.
2.	You may review a patient’s account with the command:
	PARI<space>30<space><LOCATION><space><PAT ID><XMIT>
3.	Use the entry of cash receipts screen (CDS302) to enter each patient’s payment as:
	S<space><PAYMENT><space>P<space><PAT ID><XMIT>

[bookmark: _MEDICAID_BILLING_(BILLING]MEDICAID BILLING/MEDICAID MCO’s (BILLING CODES #2, 23, 24, 26, 27, 28, and 29)
For local health departments that participate in the Kentucky Preventive Health Services Program, the system will automatically bill for covered services for patients enrolled in traditional Kentucky Medicaid or a Medicaid MCO.  

Each of the service providers for your department has a third party billing status “flag” (Yes) or (No) in their provider master record. This flag is used to determine if any third parties may be billed for each provider’s services to a covered patient. All employees are automatically flagged yes. Independent contractors are individually flagged based upon the information in their contract and entered at the state level.  

We recommend that a Kentucky Medicaid Preventive Health Services Program Statement of Authorization – Other Providers form be obtained for each independent contractor and other provider used by your department.  

At the end of each month, the Applied Potential Medicaid report #375 is available. The report lists all patients (and their PEFs with covered services) who were marked as applied potentially eligible for Medicaid/Medicaid MCO.  PEFs containing WIC only services will not be listed. When the patient receives their Medicaid/Medicaid MCOcard, use the following procedures to bill for those service dates that were covered:

Retro-Active Billing

1.	The retro-active screen for each patient is brought up using the command:
	NERI<space>30<space><LOCATION><space><PATIENT ID#><XMIT>

2.	In the first column on the screen enter the correct code on the same line as the	PEF you want to bill to Medicaid/Medicaid MCO or on which you want to change the billing	status. Allowable codes are:

	Enter “Y” or “X” to flag Medicaid eligible. Covered services provided by billable	providers will be added to the next Medicaid/Medicaid MCO billing.

	Enter “N” to flag patient not eligible for Medicaid on the date of the service. The	PEF will no longer appear on the 375 report at the end of the month. If a self-	pay charge results, the A/R amount will automatically be set up.

	Enter “A” to re-flag Medicaid applied or potentially eligible.  (Use for corrections.)
	If the patient has coverage through a Medicaid Managed Care Partnership, enter	the region number in the Par # field. Transmit to change the billing status.  The	converting to Medicaid audit trail will be produced under print Queue 9.

	REMEMBER: WIC only PEFs will not be listed.

When corrections are made to PEFs in the history file, covered services on those corrected PEFs will  automatically billto Medicaid or Medicaid Managed Care provided that none of those services were previously billed.

If your department needs to make mass changes to your Medicaid or Medicaid Managed Care billings due to a change in the billing status of an independent contractor or other provider or due to a retro-active addition of a site to the Preventive program, contact the LocalHealth.HelpDesk@ky.gov  for specific instructions.

If a claim has already been billed and requires corrections, that claim must be resubmitted by using the CPOD function.  A separate electronic billing will be created.  First, correct any errors in the PEF history file or patient master record that caused a denied claim.  Also correct the patient’s accounts receivable for Medicaid/Medicaid MCO using the following procedures:

1.	Set up a cash target amount of $0 since no cash will be involved in this type of patient accounts receivable transaction.  Use command CDS304<XMIT>.

2.	You may review a patient’s account with the command:
		PARI<space>30<space><LOCATION><space><PAT ID><XMIT>

3.	Use the entry of cash receipts screen (CDS302) to enter each patient’s account receivable adjustments. Adjustments will include reducing the A/R for any services that were denied payment and cannot be re-billed or changes in the A/R amount for services that were denied payment and must be re-billed at a different rate. Any services that are being billed that were not billed electronically must have an amount set up in the patient’s A/R.

Electronic Re-billing:

The following computer procedure is available to produce the electronic re-billing:

1.	The electronic re-billing screen is brought up using the command:
	CPOD<space>30<space><LOC><space><PEF#><space>2<space>2<XMIT>

	Use:
	CPOD<space>30<space><LOC><space><PEF#><space>9<space>2<XMIT> 
	for Insurance TPL Medicaid billing.
			
2.	Review the information on the screen.  Delete any services and associated information that have already been paid by Medicaid from a previous computer billing.  For Insurance TPL billing, enter the amount paid by the insurance company in the insurance paid field.

3.	Enter an invoice # in that field.  If you are re-billing a denied claim, a number was already created by the computer for the first billing, so just use that number.  If this is the first billing for a service that requires written documentation, or for Insurance TPL billing, use the invoice # that was used to create the patient account receivable.

4.	Transmit the screen to create an electronic re-billing entry.  If you must submit a paper CMS 1500 with documentation attached, or if required by your Medicaid Managed Care entity, put a “Y” in the CMS 1500 only field.  An electronic billing entry will not be made if you use this field.  At the conclusion of the paper CMS 1500 bill creation, all bills to all payors are printed in order on continuous CMS 1500 forms.
	
	Use the command:
	MQP<space><PRINTER#><space>2<XMIT>
	to release the print Queue and print the bills.

Please remember that the above procedures only create an electronic billing entry or print a bill. No changes are made to the Patient’s account receivable or the PEF history file by these procedures.  Those changes have to be made separately.

[bookmark: _MEDICARE_BILLING_(BILLING]MEDICARE BILLING (BILLING CODE #3)
Some physician services, on-site laboratory services and Influenza and Pneumonia injections may be billed to the Medicare Physicians Services program.  See the Medicare Preventive Services Guide for specific information.  Also available is a special program for billing only immunization services including influenza and pneumonia.  If your department is enrolled in either program, Medicare services are automatically billed at the state level on a weekly basis.

Specific information for each clinic site and for physician or mid-level providers, including NPI and UPIN#, must be in the master files in the system.  Contact the LocalHealth.HelpDesk@ky.gov for assistance with these procedures.

Corrections to individual PEFs in the history file will enable covered services on the corrected PEF to be automatically billed to Medicare if any of the services on the PEF have not previously been electronically billed to Medicare.

Denied Medicare claims re-billings must be submitted to the Medicare carrier by using the CPOD function.  A separate electronic billing will be created for these claims.  First, correct any errors in the PEF history file or patient master record that caused a denied claim.  Also correct the patients’ account receivables for Medicare using the following procedures:

1.	Set up a cash target amount of $0 since no cash will be involved in the type of patient accounts receivable transaction.  Use command CDS304<XMIT>.

2.	You may review a patient’s account with the command:
	PARI<space>30<space ><LOCATION><space><PAT ID><XMIT>

3.	Use the entry of cash receipts screen (CDS302) to enter each patient’s accounts receivable adjustments.  Adjustment will include reducing the A/R for any services that were denied payment and cannot be re-billed or changes in the A/R amount for services that were denied payment and must be re-billed at a different rate.  Any services that are being re-billed that were not billed electronically must have an amount set up in the patient’s A/R.

The following computer procedure is available to produce the electronic re-billings:

1.	The electronic re-billing screen is brought up using the command:
CPOD<space>30<space><LOC><space><PEF><space>3<space>3<XMIT>

2.	Review the information on the screen.  Delete any services and associated information that have already been paid by Medicare from a previous computer billing.

3.	Enter an invoice # in that field.  If you are re-billing a denied claim, a number was already created by the computer for the first billing so just use that number.  If this is the first billing for a service, use the invoice # that was used to create the patient’s account receivable.

4.	Transmit the screen to create an electronic billing entry.  
	Please remember that the above procedure only creates an electronic billing entry.  No changes are made to the Patient’s account receivable or the PEF history file by this procedure.  Those changes will have been made separately.

[bookmark: _OTHER_THIRD_PARTY]OTHER THIRD PARTY BILLING (BILLING CODE #8)
The billing procedures for other third parties are similar to those available for the insurance company automated billing procedures.  Other third party billings are automatically prepared at the state level on a monthly basis using information from the Patient Services Reporting System. Since we currently lack sufficient volume to any one third party to bill them electronically, use report 736 Invoice Register as a billing document for these payors.

LHDs will assign Contract Codes in the Bridge and CMS-Portal systems (instructions below). To see a list of Contract Codes in Bridge for your HID/LOC, use LXID 30 HID. Patient encounter forms (PEF) will be used to report all billing code #8 services.  On PEF entry the Contract Code shall be entered in the designated field (CnctC) and P8 shall be entered in the override field (Ovr:Da) for each CPT. Additional information can be found in the AR Volume I, Financial Management Section. Invoices will be setup automatically the first weekend of following month by CDP. Report 736 will contain all P8 services reported in the previous month separated by Contract Code.  

To print the monthly CMS 1500 bills that are to be sent to other third parties, use the following procedures:

1.	The monthly bills should be ready to print after the first weekend of each month.

2.	All bills to all other third parties are printed in order on continuous CMS 1500 forms.  Use the command:
	QUPR<space><SITE#><space><PRINTER#><space>765<space>ALL<XMIT>
	to release the print queue and print the bills.
Denied other third party claims re-billings must be submitted to the other third party via another paper CMS 1500 form.  Correct any errors in the PEF history file or patient master record that caused a denied claim.  Also correct the patients’ account receivables for other third party.

The following computer procedure is available to print the CMS 1500 form as part of the re-billing process:

1.	The on-demand CMS 1500 billing screen is brought up using the command:
	CPOD<space>30<space><LOC><space><PEF#><space>8<space> 8<XMIT>

1. Review the information on the screen.  Delete any services and associated information that have already been paid by other third parties from a previous computer billing.

3.	Enter an invoice # in that field.  If you are re-billing a denied claim, a number was already created by the computer for the first billing, so just use that number.  If this is the first billing for a service, use the invoice # that was used to create the patient’s account receivable.

4.	Transmit the screen to create a CMS 1500 under print queue #2.  At the end of an on-demand CMS 1500 bill creation session, all bills to all payors are printed in order on continuous CMS 1500 forms.  Use the command:
	MQP<space><PRINTER #><space>2<XMIT>
	to release the print queue and print the bills.

Please remember that the above procedure only prints a bill.  No changes are made to the patient’s account receivable or the PEF history file by this procedure. Those changes have to be made separately.

Payments received for amounts owed by other third parties may be entered using the following procedures:

1.	Set up a cash target amount for the batch total dollar amount that you will be entering at one time.  Use command CDS304.

2.	You may review a patient’s account with the command:
	PARI<space>30<space><LOCATION><space><PAT ID><XMIT>

3.	Use the entry of cash receipts screen (CDS302) to enter each patient’s payment as: 
	I<space><PAYMENT><space>P<space><PAT ID><space><INV#><XMIT>


[bookmark: _INSURANCE_BILLING_(BILLING]INSURANCE BILLING (BILLING CODE #9)
The billing procedures for insurance companies are similar to those available for the Medicare automated billing procedures.  Insurance billings are automatically prepared at the state level on a bi-monthly basis using information from the Patient Services Reporting System.  

We use Medicare rules to determine if a service should be billed to an insurance company.  If you want services in addition to those that would be included using the Medicare rules to be included in your insurance billings, please contact the Local Health Operations Branch.

The following computer procedure is available to print the CMS 1500 as part of the re-billing process: Correct any errors in the PEF history file or patient master record that caused a denied claim.  Also correct the patients’ account receivables for insurance.

1.	The on-demand CMS 1500 billing screen is brought up using the command:
	CPOD<space>30<space><LOC><space><PEF#><space>9<space> 9<XMIT>

2.	Review the information on the screen.  Delete any services and associated information that have already been paid by insurance from a previous computer billing.

3.	Enter an invoice # in that field.  If you are rebilling a denied claim, a number was already created by the computer for the first billing, so just use that number.  If this is the first billing for a service, use the invoice # that was used to create the patient’s account receivable.

4.	Transmit the screen to create a CMS 1500 under print queue #2.  At the end of an on-demand CMS 1500 bill creation session, all bills to all payors are printed in order on continuous CMS 1500 forms. Use the command:
		MQP <space><PRINTER#><space>2<XMIT>
		to release the print queue and print the bills.

Please remember that the above procedure only prints a bill.  No changes are made to the patient’s account receivable or the PEF history file by this procedure.  Those changes have to be made separately.
Payments received for amounts owed by insurance companies may be entered using the following procedures:

1.	Set up a cash target amount for the batch total dollar amount that you will be entering at one time.  Use command CDS304<XMIT>.

2.	You may review a patient’s account with the command:
		PARI<space>30<space><LOCATION><space><PAT ID><XMIT>

3.	Use the entry of cash receipts screen (CDS302) to enter each patient’s payment as:
	I<space><PAYMENT><space>P<space><PAT ID><space><INV#><XMIT>


[bookmark: _TO_BUILD_AN]INSURANCE AND CONTRACT PAYOR/BILLING CODES IN THE CMS-PORTAL SYSTEM AND THE BRIDGE SYSTEM
Insurance and Billing Code 8 need to be built in both Bridge and the CMS system.  Changes to Insurance or Billing Code 8 need to be changed in both Bridge and the CMS system.

TO BUILD AN INSURANCE OR CONTRACT IDENTIFICATION CODE FOR BILLING IN THE BRIDGE SYSTEM (CDS351)
	
Insurance or Contract Payor (I/9-C/8) – Enter billing Code 9 for an insurance company or Billing Code 8 for any other contract payor.  

		Code – Enter the code 001 to 8999 of the insurance company or other payor that you are building.  You may use up to 8999 codes for insurance companies/policies and up to 8999 for other payors.

		Contract Number – Enter the contract number that your department assigned to the contract when it was written.

	Co-Pay – Enter P if there is a known percentage co-pay/per visit associated with the insurance company or policy of the insurance company.  Enter F if the co-pay is a flat rate per visit.

	Co-Pay Percentage – If the co-pay is a percentage of total charges, enter the percentage.

	Flat Rate – If the co-pay is a flat rate per visit, enter the amount.

Company Name – Enter the Insurance Company or other third party payor name in this field.  Also complete the remainder of the fields for the address.

Complete the fields for “Nurse bill” if your registered nurses can bill the insurance plan and “NEIC” for the is a number available for electronic insurance billing.  A listing may be found at https://www.cdpehs.com/downloads.asp?id=2, titled “Capario Payer List – Insurance Company numbers”.

TO BUILD AN INSURANCE OR CONTRACT IDENTIFICATION CODE FOR BILLING IN THE CMS-PORTAL SYSTEM:

On the CMS-Portal home page, on the left side of the page under “Applications” and click on “Insurance or Contract Search”.

[image: ]

On the Insurance/Contract Search page you may choose by Name of health clinic, by health department “District” (required), Type (insurance company, contract), and the Record Status. Searching by “District” only will provide a complete list of both insurance and contract records. 

[image: ]

After a Search page has been opened, you have the option to edit an existing record or build a new insurance or contract record.
[image: ]

To build a new insurance or contract record, complete all required fields and any optional fields; then Save.  For editing existing records, make changes and then Save.
[image: ]

 A more detailed powerpoint instruction document titled “How to Use CMS-Portal to Build Insurance Companies or Contract P8s” may be found on the CDP website at https://www.cdpehs.com/downloads.asp, under “Customer Documents” (password required). 

[bookmark: _PATIENT_ACCOUNTS_RECEIVABLE]

PATIENT ACCOUNTS RECEIVABLE CREATION AND ADJUSTMENTS
Individual patient’s account receivables (A/R) are automatically created by the computer system for patient, Medicaid, Medicaid MCO’s, Medicare, insurance, other third party.

1.	The patient pay account receivable is created immediately upon entry of the PEF into the system.  Immediate corrections to the PEF on the day of entry will also immediately correct the patient pay A/R.  After the overnight posting process, corrections to the A/R must be done through screen 302 transaction procedures.

2.	Medicaid, Medicaid MCO’s, Medicare, insurance, and other third party and A/Rs for each patient are automatically created as part of the automated billing procedures for these payors.

3.	Adjustment of patient’s account due to errors or due to the write off of bad debts is made using the screen 302 transaction procedures. Please consult your internal control procedures for write off rules.


[bookmark: _ELECTRONIC_POSTING_OF]ELECTRONIC POSTING OF PAYMENTS
Payments from the Medicaid Preventive Program and Medicare Physicians Program are automatically posted to the patient’s account.  Electronic remittances from those payors are used to make the payment entries.

Errors in the electronic posting process are listed on report 580 (Medicaid), 119 (Medicare), 120 (Rail Road Medicare), 1780 (HANDS Medicaid) and 2580 (Lead Medicaid).  Use the Patient A/R correction procedures and screens 304 and 302 to correct the errors.

HANDS BILLING (BILLING CODE 22)

HANDS Services are entered on the Supplemental System.






[bookmark: _EMPLOYEE_CLASS_ID,][bookmark: EmployeeClassDescription][bookmark: _Toc18821112][bookmark: _Toc18821327][bookmark: _Toc42490414][bookmark: _Toc75752553][bookmark: _Toc92853144][bookmark: _Toc261443443]EMPLOYEE CLASS ID, DESCRIPTION AND PROVIDER CLASS

[bookmark: _Toc18821113][bookmark: _Toc18821328]Employee/Provider		Provider
Class No.		Description	Class

A2	Obstetricians/Gynecologists (board certified)	10
A3	Pediatricians 	10
A4	Other Physician Specialists	10


B2	Dental Hygienists	50

C1	Nurse Practitioners/Midwives/Physician Assistants	20
C2	Public Health Nurses	30
C3	Other Registered Nurses	30
C4	LPNs or LVNs	35
C6	Other Registered Nurse	30

D1	Nutritionists	40
D2	Social Workers	40
D3	Health Educators/Epidemiologists	40
D8	Physical Therapists	40
D9	DHS Registered Dietitians	40

E1	Laboratory Technicians/Medical Assistant/RNA-LPNA	50
E2	X-Ray Technicians	50
E9	Child Development Specialist	50

G1	Environmentalists	90
G3	Environmental Supervisors	90

H2	Office Coordinator/Medical Support-Administration	90
H3	Medical and Social Support – Administration	90
H4	Office Coordinator/Medical Support-Direct Service	90
H6	Accountants	90
H7	Maintenance/Janitors	90
H8	Administrative Assistants/Program Specialists	90
H9	Administrators	90

J1	Health Officer/Physicians	10
J2 	Medical Director	10
[bookmark: _Toc18821114][bookmark: _Toc18821329][bookmark: _Toc42490415]J3	District Director	90
[bookmark: _Toc75752554][bookmark: _Toc92853145]
[bookmark: _PERSONAL_SERVICES_CONTRACT][bookmark: _Toc261443444]PERSONAL SERVICES CONTRACT AND PART-TIME EMPLOYEES

[bookmark: _Toc18821115][bookmark: _Toc18821330]Employee Provider								Provider
Class No.		Description						Class

K1		General Practitioners and Family Practitioners	10
K2			Obstetricians/Gynecologists (board certified)	10
K3			Pediatricians						10
K4			Other Physician Specialists			10
L1			Dentists						10
L2			Dental Hygienists					50

M1		Nurse Practitioners/Nurse Midwives/
			Physician Assistants		20
M2			Public Health Nurses		30
M3			Other Registered Nurses		30
M4			LPNs and LVNs		35

N1			Nutritionists						40
N2			Social Workers					40
N4			Occupational Therapists		40
N5			OTA, STA, PTA, DI		50
N6			Audiologists		40
N7			Speech Therapists					40
N8			Physical Therapists					40
N9			Registered Dieticians				40

S1			Other							90

Nurse Practitioners – Nurses who are registered with the Kentucky Board of Nursing as nurse practitioners.

Public Health Nurses – All registered nurses with a B.S. degree in nursing who are not nurse practitioners.

Other Registered Nurses – Any registered nurse other than nurse practitioners and public health nurses.


[bookmark: _CPT_PROVIDER_CLASSIFICATION][bookmark: _Toc18821116][bookmark: _Toc18821331][bookmark: _Toc42490416][bookmark: _Toc75752555][bookmark: _Toc92853146][bookmark: _Toc261443445]CPT PROVIDER CLASSIFICATION


		CPT CLASS			PROVIDER CLASSIFICATION
	10	Physicians
20	Nurse Practitioners, Nurse Midwives,
	Physician Assistants
30	Registered Nurses
35	Licensed Practical Nurses,
	Licensed Vocational Nurse
40	Allied Health Providers
50	Technicians/Assistants/RNA-LPNA, Labs
90	Others


[bookmark: _INDEPENDENT_CONTRACT,_800][bookmark: _Toc18821117][bookmark: _Toc18821332][bookmark: _Toc42490417][bookmark: _Toc75752556][bookmark: _Toc92853147][bookmark: _Toc261443446]INDEPENDENT CONTRACT, 800 AND 600 NUMBER PROVIDER CONVERSION TABLE

[bookmark: IndependentContractProviderNumbers]INDEPENDENT CONTRACT PROVIDERS


	
Minor Object Code
	

	
200 & 201 
	
Physicians (not certified Obstetrician/Gynecologists)

	202
	Board Certified Obstetrician/Gynecologists

	204
	Opthalmologist/Optometrist

	205
	Anesthesiologists/Other Physician Specialist

	211
	Dentists Services

	215
	Nurse Practitioners Services/Midwives/PAs

	217
	Other Nurses Services

	218
	Social Worker/Health Educator

	219
	Nutritionist/Registered Dietician

	220
	Physical Therapist Services

	221
	Speech Therapist Services

	222
	Occupational Therapist Services

	225
	Other Therapist Services

	227
	Audiologist Services

	229
	Laboratory Technician/Medical and Therapist

	240
	Physical Therapist Assistant

	241
	Speech Therapist Assistant

	242
	Occupational Therapist Assistant

	245
	X-Ray/Other Testing Services

	250
	Laboratory Services

	255
	Environmentalist Services

	260
	Outpatient Procedures/Other Providers of Medical Services

	265
	Medical Support

	358
	Pharmacy Services





[bookmark: _800_NUMBER_HEALTH][bookmark: _Toc18821118][bookmark: _Toc18821333][bookmark: _Toc42490418][bookmark: _Toc75752557][bookmark: _Toc92853148][bookmark: _Toc261443447]800 NUMBER HEALTH PROVIDERS NOT ELSEWHERE CLASSIFIED


The assignment of 800 numbers must be assigned by the Division of Administration and Financial Management.

	
800
PROVIDER
NUMBERS
	


PERSONNEL

	
801
	
Physicians (Not Certified OB/GYN

	802
	Obstetrician/Gynecologist (Board Certified)

	811
	Dentist

	815
	Nurse Practitioner

	817
	Other Nurses

	818
	Social Worker

	819
	Nutritionist

	820
	Physical Therapist

	822
	Occupational Therapist

	825
	Other Therapist

	827
	Audiologist

	829
	Laboratory Technician/Medical Assistant/RNA-LPNA

	845
	X-Ray Services and Other Providers of Testing Services

	850
	Laboratories

	860
	Other Providers of Medical Services

	865
	Medical Support



NOTE:  For DPH use only: The letter “Y” is to be in the first position of the provider number assigned to state contracted WIC agencies (i.e., Park Duvall and C&Y).


[bookmark: _DEPARTMENT_FOR_PUBLIC][bookmark: _Toc18821119][bookmark: _Toc18821334][bookmark: _Toc42490419][bookmark: _Toc75752558][bookmark: _Toc92853149][bookmark: _Toc261443448]DEPARTMENT FOR PUBLIC HEALTH OR STATE UNIVERSITY HEALTH PROFESSIONALS PROVIDING STATEWIDE SERVICES


	
ID
NUMBERS
	

PERSONNEL

	
60103
	
James S. Davis, MD

	60401
	U.K. Regional Pediatric Group (MD)

	61002
	U.K. Genetics

	61003
	U.L. Genetics

	61503
	Grace Florence, APRN U.K. Regional Pediatric Group

	61706
	Jan Hatfield, RN

	61707
	Margaret Jones, RN

	64501
	U.L. Brown Cancer Center (Mobile Mamm. Unit)

	64502
	Jewish Hospital, Cinn., OH (Mobile Mamm. Unit)

	65000
	State Lab

	65001
	Jefferson County Lead Lab

	65002
	CDC Atlanta, GA Lab



[bookmark: _Toc18821120][bookmark: _Toc18821335][bookmark: _Toc42490421][bookmark: _Toc75752559][bookmark: _Toc92853150]





[bookmark: _Toc261443449]LOCAL HEALTH DEPARTMENT
[bookmark: _COST_CENTERS][bookmark: _Toc261443450]COST CENTERS


Please refer to the Administrative Reference, Volume I, Financial Management Section.


[bookmark: CostCenterAssignments]
COST CENTER ASSIGNMENTS BY ICD-9-CM CODES


PRIMARY ICD-9-CM CODES:			COST CENTER:

V202-; V703-; V705-; V03; V04;			800 Pediatric (<21 yrs. old) 
V05; V06; and V723-, V726-	 		                   Preventive
				
All ICD’s Not Preventive or Assigned to		800 Pediatric (<21 yrs. old)
another Cost Center	Reason Specific(other than those listed under Preventive)

V241- 							       Breastfeeding

V726-							       Specimen Collection

V761; V762-; 6221-; 610 thru 611;			       Cancer Screening (<21 yrs. old)
7950-; 7938-; V723-; 2330-; 2331-
V7647


V25							802 Family Planning
       Preventive (Check-ups) and   
       Reason Specific (Other than 
       Preventive Check-ups)

	 V2501- 	Initial Prescription of Oral Contraceptives
 V2502- 	Initial Prescription of other contraceptives    				
 V2509- 	Family Planning Counseling 
 V251-   	Insertion of IUD        			
 V252-   	Sterilization
 V2541- 	Annual Prescription of Oral Contraceptives              	
 V2542- 	Annual prescription of IUD
V2549- 	Annual prescription of other contraceptives
 							
V2689						                    Preconception/Folic Acid Counseling

V692- 							        High Risk Sexual Behavior 
        	(secondary position only)

V724- 		Pregnancy Test
                                                      
V1369-		Personal History of Other Congenital
			Malformations

   COST CENTER ASSIGNMENTS BY ICD-9-CM CODES (continued)


PRIMARY ICD-9-CM CODES:			COST CENTER:

V22; V23; V240-; V242-;				803 Maternity
630 thru 676; V202-; (<7 days); V502-;
V30 thru V39 


2699- and V241-					804 WIC
2699-							       WIC Service
V241- 							       Breastfeeding

WIC Cost Center is being assigned by unique CPT/HDPT codes (W0200, etc.)


V653-							805 Medical Nutritional Counseling

V241- 							       Breastfeeding 
       (secondary position only)
								

V741-; 7955-; V011-; and 010 thru 018		806 TB


V016; V08; V6544; V6545; V7388;			807 STD 
V7398; V745; 042; 07810; 07811; 
07819; 07888; 07951; 07952; 07953; 
07988; 07998; accessible codes in  
090 thru 099 sections; 131 section; 
61610 and 79571

V7389- 						       Screening for other
      							       specific viral disease (HIV)

 V017-                                                                                Exposure to HIV                               



250 thru 259**						809 Diabetes

6488-**						       Gestational Diabetes

COST CENTER ASSIGNMENTS BY ICD-9-CM CODES  (continued)

PRIMARY ICD-9-CM CODES:			COST CENTER:

V700-;		810 Adult Health (>21 yrs. old)
V726-; V03; V04; V05;				       Preventive
and V06.

V158-; 272-; 401 thru 405				810 Adult Health –
V811-, V812-						       Cardiovascular Disease

V241-							       Breastfeeding

V726-							       Specimen Collection

ICD’s not elsewhere listed 				       Adult Health – Other
for >21 yr. old patients 


V700-;	813 Cancer (>21 yrs. old)
V761; V762-; V7647; 174; 179; 180; 182;
183; 184; 6221-; 610 & 611;			
7950-; 7938-; V723-; 2330-; 2331-					


V1582* or 3051*					       Smoking Cessation or Smoker;
				                                           Tobacco Use Disorder
May be primary position for
WIC only patients receiving
“Make Yours A Fresh Start Family” counseling.


*	Must code on all patients who are smokers or who receive smoking cessation counseling.

**	Must code in the secondary position if diabetes is not primary reason for visit and   
      	patient is a diagnosed or a gestational diabetic.



	Revised 08/2012

[bookmark: _KENTUCKY_COUNTY_CODES][bookmark: _Toc18821135][bookmark: _Toc18821350][bookmark: _Toc42490434][bookmark: _Toc75752572][bookmark: _Toc92853163][bookmark: _Toc261443451]KENTUCKY COUNTY CODES
(and codes from other states.)

	COUNTY
	COUNTY
	COUNTY



	001 ADAIR
	041 GRANT
	081 MASON

	002 ALLEN
	042 GRAVES
	082 MEADE

	003 ANDERSON
	043 GRAYSON
	083 MENIFEE

	004 BALLARD
	044 GREEN
	084 MERCER

	005 BARREN
	045 GREENUP
	085 METCALFE

	006 BATH
	046 HANCOCK
	086 MONROE

	007 BELL
	047 HARDIN
	087 MONTGOMERY

	008 BOONE
	048 HARLAN
	088 MORGAN

	009 BOURBON
	049 HARRISON
	089 MUHLENBERG

	010 BOYD
	050 HART
	090 NELSON

	011 BOYLE
	051 HENDERSON
	091 NICHOLAS

	012 BRACKEN
	052 HENRY
	092 OHIO

	013 BREATHITT
	053 HICKMAN
	093 OLDHAM

	014 BRECKINRIDGE
	054 HOPKINS
	094 OWEN

	015 BULLITT
	055 JACKSON
	095 OWSLEY

	016 BUTLER
	056 JEFFERSON
	096 PENDLETON

	017 CALDWELL
	057 JESSAMINE
	097 PERRY

	018 CALLOWAY
	058 JOHNSON
	098 PIKE

	019 CAMPBELL
	059 KENTON
	099 POWELL

	020 CARLISLE
	060 KNOTT
	100 PULASKI

	021 CARROLL
	061 KNOX
	101 ROBERTSON

	022 CARTER
	062 LARUE
	102 ROCKCASTLE

	023 CASEY
	063 LAUREL
	103 ROWAN

	024 CHRISTIAN
	064 LAWRENCE
	104 RUSSELL

	025 CLARK
	065 LEE
	105 SCOTT

	026 CLAY
	066 LESLIE
	106 SHELBY

	027 CLINTON
	067 LETCHER
	107 SIMPSON

	028 CRITTENDEN
	068 LEWIS
	108 SPENCER

	029 CUMBERLAND
	069 LINCOLN
	109 TAYLOR

	030 DAVIESS
	070 LIVINGSTON
	110 TODD

	031 EDMONSON
	071 LOGAN
	111 TRIGG

	032 ELLIOTT
	072 LYON
	112 TRIMBLE

	033 ESTILL
	073 MCCRACKEN
	113 UNION

	034 FAYETTE
	074 MCCREARY
	114 WARREN

	035 FLEMING
	075 MCLEAN
	115 WASHINGTON

	036 FLOYD
	076 MADISON
	116 WAYNE

	037 FRANKLIN
	077 MAGOFFIN
	117 WEBSTER

	038 FULTON
	078 MARION
	118 WHITLEY

	039 GALLATIN
	079 MARSHALL
	119 WOLFE

	040 GARRARD
	080 MARTIN
	120 WOODFORD



[bookmark: _STATE_CODES][bookmark: _Toc18821136][bookmark: _Toc18821351][bookmark: _Toc42490435][bookmark: _Toc75752573][bookmark: _Toc92853164][bookmark: _Toc261443452]STATE CODES

	411 ILLINOIS
	433 OHIO
	444 VIRGINIA

	412 INDIANA
	440 TENNESSEE
	446 WEST VIRGINIA

	423 MISSOURI
	
	600 any other state
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% Poverty

   Level

  Range   % Pay 1 2 3 4 5 6 7 8 9 10 11 12

<100%   0- 0- 0- 0- 0- 0- 0- 0- 0- 0- 0- 0-

100% 0% $11,490 $15,510 $19,530 $23,550 $27,570 $31,590 $35,610 $39,630 $43,650 $47,670 $51,690 $55,710

>100%   $11,491 $15,511 $19,531 $23,551 $27,571 $31,591 $35,611 $39,631 $43,651 $47,671 $51,691 $55,711

117% 5% $13,443 $18,147 $22,850 $27,554 $32,257 $36,960 $41,664 $46,367 $51,071 $55,774 $60,477 $65,181

>117%   $13,444 $18,148 $22,851 $27,555 $32,258 $36,961 $41,665 $46,368 $51,072 $55,775 $60,478 $65,182

133% 10% $15,282 $20,628 $25,975 $31,322 $36,668 $42,015 $47,361 $52,708 $58,055 $63,401 $68,748 $74,094

>133%   $15,283 $20,629 $25,976 $31,323 $36,669 $42,016 $47,362 $52,709 $58,056 $63,402 $68,749 $74,095

150% 20% $17,235 $23,265 $29,295 $35,325 $41,355 $47,385 $53,415 $59,445 $65,475 $71,505 $77,535 $83,565

>150%   $17,236 $23,266 $29,296 $35,326 $41,356 $47,386 $53,416 $59,446 $65,476 $71,506 $77,536 $83,566

167% 30% $19,188 $25,902 $32,615 $39,329 $46,042 $52,755 $59,469 $66,182 $72,896 $79,609 $86,322 $93,036

>167%   $19,189 $25,903 $32,616 $39,330 $46,043 $52,756 $59,470 $66,183 $72,897 $79,610 $86,323 $93,037

183% 45% $21,027 $28,383 $35,740 $43,097 $50,453 $57,810 $65,166 $72,523 $79,880 $87,236 $94,593 $101,949

>183% $21,028 $28,384 $35,741 $43,098 $50,454 $57,811 $65,167 $72,524 $79,881 $87,237 $94,594 $101,950

200% 60% $22,980 $31,020 $39,060 $47,100 $55,140 $63,180 $71,220 $79,260 $87,300 $95,340 $103,380 $111,420

185% $21,257 $28,694 $36,131 $43,568 $51,005 $58,442 $65,879 $73,316 $80,753 $88,190 $95,627 $103,064

>200% $22,981 $31,021 $39,061 $47,101 $55,141 $63,181 $71,221 $79,261 $87,301 $95,341 $103,381 $111,421

217% 75% $24,933 $33,657 $42,380 $51,104 $59,827 $68,550 $77,274 $85,997 $94,721 $103,444 $112,167 $120,891

>217% $24,934 $33,658 $42,381 $51,105 $59,828 $68,551 $77,275 $85,998 $94,722 $103,445 $112,168 $120,892

233% 90% $26,772 $36,138 $45,505 $54,872 $64,238 $73,605 $82,971 $92,338 $101,705 $111,071 $120,438 $129,804

>233% $26,773 $36,139 $45,506 $54,873 $64,239 $73,606 $82,972 $92,339 $101,706 $111,072 $120,439 $129,805

250% 95% $28,725 $38,775 $48,825 $58,875 $68,925 $78,975 $89,025 $99,075 $109,125 $119,175 $129,225 $139,275

>250% & $28,726 $38,776 $48,826 $58,876 $68,926 $78,976 $89,026 $99,076 $109,126 $119,176 $129,226 $139,276

Above 100% & Above & Above & Above & Above & Above & Above & Above & Above & Above & Above & Above & Above

Payment Scale:  100%-250% Poverty Level as per DHHS Poverty Income Guidelines 01/24/2013 Revised 02/05/2013
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		UNIFORM PERCENTAGE PAYMENT SCHEDULE

		(By Number In Household and Household Annual Income Range)

		Effective 04/01/2013

		SLIDING FEE (501)

		Federal Register - https://www.federalregister.gov/articles/2013/01/24/2013-01422/annual-update-of-the-hhs-poverty-guidelines-  January 24, 2013

		Federal Register by the U.S. Department of Health and Human Services (DHHS) under the authority of 42 U.S.C. 9902(2)

		% Poverty

		Level

		Range		% Pay		1		2		3		4		5		6		7		8		9		10		11		12

		<100%				0-		0-		0-		0-		0-		0-		0-		0-		0-		0-		0-		0-

		100%		0%		$11,490		$15,510		$19,530		$23,550		$27,570		$31,590		$35,610		$39,630		$43,650		$47,670		$51,690		$55,710

		>100%				$11,491		$15,511		$19,531		$23,551		$27,571		$31,591		$35,611		$39,631		$43,651		$47,671		$51,691		$55,711

		117%		5%		$13,443		$18,147		$22,850		$27,554		$32,257		$36,960		$41,664		$46,367		$51,071		$55,774		$60,477		$65,181

		>117%				$13,444		$18,148		$22,851		$27,555		$32,258		$36,961		$41,665		$46,368		$51,072		$55,775		$60,478		$65,182

		133%		10%		$15,282		$20,628		$25,975		$31,322		$36,668		$42,015		$47,361		$52,708		$58,055		$63,401		$68,748		$74,094

		>133%				$15,283		$20,629		$25,976		$31,323		$36,669		$42,016		$47,362		$52,709		$58,056		$63,402		$68,749		$74,095

		150%		20%		$17,235		$23,265		$29,295		$35,325		$41,355		$47,385		$53,415		$59,445		$65,475		$71,505		$77,535		$83,565

		>150%				$17,236		$23,266		$29,296		$35,326		$41,356		$47,386		$53,416		$59,446		$65,476		$71,506		$77,536		$83,566

		167%		30%		$19,188		$25,902		$32,615		$39,329		$46,042		$52,755		$59,469		$66,182		$72,896		$79,609		$86,322		$93,036

		>167%				$19,189		$25,903		$32,616		$39,330		$46,043		$52,756		$59,470		$66,183		$72,897		$79,610		$86,323		$93,037

		183%		45%		$21,027		$28,383		$35,740		$43,097		$50,453		$57,810		$65,166		$72,523		$79,880		$87,236		$94,593		$101,949

		>183%				$21,028		$28,384		$35,741		$43,098		$50,454		$57,811		$65,167		$72,524		$79,881		$87,237		$94,594		$101,950

		200%		60%		$22,980		$31,020		$39,060		$47,100		$55,140		$63,180		$71,220		$79,260		$87,300		$95,340		$103,380		$111,420

		185%				$21,257		$28,694		$36,131		$43,568		$51,005		$58,442		$65,879		$73,316		$80,753		$88,190		$95,627		$103,064

		>200%				$22,981		$31,021		$39,061		$47,101		$55,141		$63,181		$71,221		$79,261		$87,301		$95,341		$103,381		$111,421

		217%		75%		$24,933		$33,657		$42,380		$51,104		$59,827		$68,550		$77,274		$85,997		$94,721		$103,444		$112,167		$120,891

		>217%				$24,934		$33,658		$42,381		$51,105		$59,828		$68,551		$77,275		$85,998		$94,722		$103,445		$112,168		$120,892

		233%		90%		$26,772		$36,138		$45,505		$54,872		$64,238		$73,605		$82,971		$92,338		$101,705		$111,071		$120,438		$129,804

		>233%				$26,773		$36,139		$45,506		$54,873		$64,239		$73,606		$82,972		$92,339		$101,706		$111,072		$120,439		$129,805

		250%		95%		$28,725		$38,775		$48,825		$58,875		$68,925		$78,975		$89,025		$99,075		$109,125		$119,175		$129,225		$139,275

		>250% &				$28,726		$38,776		$48,826		$58,876		$68,926		$78,976		$89,026		$99,076		$109,126		$119,176		$129,226		$139,276

		Above		100%		& Above		& Above		& Above		& Above		& Above		& Above		& Above		& Above		& Above		& Above		& Above		& Above

		Payment Scale:  100%-250% Poverty Level as per DHHS Poverty Income Guidelines 01/24/2013																						Revised 02/05/2013
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4 PAY DATE: The date the member entered active duty for pay purposes in
YYMMDD format. This is synonymous with the Pay Entry Base Date (PEBD).
S YRS SVC: In two digits, the actual years of creditable service.

6 ETS: The Expiration Term of Service in YYMMDD format. This is synonymous

with the Expiration of Active Obligated Service (EAOS).

7 BRANCH: The branch of service, i.e., Navy, Army, Air Force.

8 ADSN/DSSN: The Disbursing Station Symbol Number used to identify each
disbursing/finance office.
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Attachment B

GUIDANCE FOR THE EXCLUSION OF COMBAT PAY FROM WIC INCOME

ELIGIBLITY DETERMINATION

DEFENSE FINANCE AND ACCOUNTING SERVICE MILITARY LEAVE AND EARNINGS STATEMENT
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Fields 1

w0

- 9 contain the identification portion of the LES.

1 NAME: The member’s name in last, first, middle initial format.

2 SOC. SEC. NO.: The member’s Social Security Number.

3 GRADE: The member’s current pay grade.

4 PAY DATE: The date the member entered active duty for pay purposes in
YYMMDD format. This is synonymous with the Pay Entry Base Date (PEBD).
SYRS SVC: In two digits, the actual years of creditable service.

6 ETS: The Expiration Term of Service in YYMMDD format. This is synonymous
with the Expiration of Active Obligated Service (EAOS).

7 BRANCH: The branch of service, i.e., Navy, Army, Air Force.

8 ADSN/DSSN: The Disbursing Station Symbol Number used to identify each
disbursing/finance office.

9 PERIOD COVERED: This is the period covered by the individual LES. Normally
it will be for one calendar month. If this is a separation LES, the separation date will
appear in this field.
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