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I. INTRODUCTION 

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

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

Prec ise adherence t o  p o l i c y  i s  imperat ive.  I n  o rder  t h a t  your  
c la ims may be processed q u i c k l y  and e f f i c i e n t l y ,  i t  i s  extremely 
impor tan t  t h a t  you f o l l o w  the  p o l i c i e s  as described i n  t h i s  
manual. Any quest ions concerning general agency p o l i c y  should be 
d i r e c t e d  t o  the  O f f i c e  o f  the Commissioner, Department f o r  Medicaid 
Services, Cabinet f o r  Human Resources, CHR Bu i l d ing ,  Frankfort ,  
Kentucky 40621, o r  Phone (502) 564-4321. Quest ions concerning the 
a p p l i c a t i o n  o r  i n t e r p r e t a t i o n  o f  agency p o l i c y  w i t h  regard t o  i n -  
d i v i d u a l  serv ices  should be d i r e c t e d  t o  the  D i v i s i o n  o f  P o l i c y  and 
Provider  Services, Department f o r  Medicaid Services, Cabinet f o r  
Human Resources, CHR Bu i ld ing ,  Frank for t ,  Kentucky 40621, o r  Phone 
(502) 564-0890. Quest ions concerning b i  11 i n g  procedures o r  the  
s p e c i f i c  s ta tus  o f  c la ims should be d i r e c t e d  t o  EDS, P.O. Box 2009, 
Frank for t ,  KY 40602, o r  Phone (800) 372-2921 o r  (502) 227-2525. 
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B. Fiscal Agent 

Effective December 1, 1983, Electronic Data Systems (EDS) began 
providing fiscal agent services for the operation of the Kentucky 
Vedicaid Management Information System (MMIS) . EDS receives and 
processes all claims for medical services provided to Kentucky 
Medicaid recipients. 

I 
( I 

TRPNSMITTAL #18 Page 1.2 i 
i 



CABINET FOR HUMAN RESOURCES 
DEPARTMENT FOR MEDICAID SERVICES 

PRIMARY CARE SERVICES MANUAL 

SECTION I1 - KENTUCKY MEDICAL ASSISTANCE PROGRAM (KMAP) 

11. KENTUCKY MEDICAL ASSISTANCE PROGRAM (KMAP) 

A. General 

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

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

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

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

The Kentucky Medicaid Program serves eligible recipients of all 
ages. The coverage, either by Medicare or Medicaid, will be 
specified in the body of this manual in Section IV. 
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B. Administrative Structure 

The Department for Medicaid Services, Cabinet for Human Resources, 
bears the responsibi 1 ity for developing, maintaining, and admini- 
stering the policies and procedures, scopes of benefits, and basis 
for reimbursement for the medical care aspects of the Program. KMAP 
makes the actual payments to the providers of medical services, who 
have submitted claims for services within the scope of covered 
benefits which have been provided to eligible recipients. 

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

C. Advisory Council 
i' ' 

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

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

In addition to the Advisory Council, the statutes make provision for 
a five-member technical advisory committee for certain provider 
groups and recipients. Membership on the technical advisory committees 
is decided by the professional organization that the technical 
advisory committee represents. The technical advisory committees 
provide for a broad professional representation to the Advisory 
Council. 
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As necessary, t he  Advisory Counci l  appoints  subcommittees o r  ad hoc 
committees respons ib le  f o r  s tudy ing  s p e c i f i c  issues and r e p o r t i n g  
t h e i r  f i n d i n g s  and recommendations t o  t h e  Counci 1. 

D. P o l i c y  

The bas i c  o b j e c t i v e  o f  t he  Kentucky Medical  Assistance Program 
h e r e i n a f t e r  r e f e r r e d  t o  as KMAP, i s  t o  assure the  a v a i l a b i l i t y  and 
a c c e s s i b i l i t y  o f  qua1 i t y  medical  care  t o  e l i g i b l e  Program r e c i p i e n t s .  

The 1967 amendments t o  t he  Soc ia l  S e c u r i t y  Law s t i p u l a t e s  t h a t  T i t l e  
X I X  Programs have secondary 1 i a b i  1  i t y  f o r  medical cos ts  o f  Program 
r e c i p i e n t s .  That i s ,  i f  t h e  p a t i e n t  has an insurance p o l i c y ,  ve te ran ' s  
coverage, o r  o the r  t h i r d  p a r t y  coverage o f  medical expenses, t h a t  
p a r t y  i s  p r i m a r i l y  l i a b l e  f o r  t he  p a t i e n t ' s  medical expenses. The 
Medical  Assistance Program i s  payor o f  l a s t  r e s o r t .  Accord ingly ,  
t he  p r o v i d e r  o f  se rv i ce  should seek reimbursement from such t h i r d  
p a r t y  groups f o r  medical serv ices  provided. I f  you, as t he  prov ider ,  
should rece i ve  payment f rom t h e  KMAP before  knowing o f  t he  t h i r d  
p a r t y ' s  l i a b i l i t y ,  a  re fund  o f  t h a t  payment amount should be made t o  
t he  KMAP, as the  amount payable by the  Cabinet s h a l l  be reduced 
by t h e  amount o f  t he  t h i r d  p a r t y  o b l i g a t i o n .  

I n  a d d i t i o n  t o  s t a t u t o r y  and r e g u l a t o r y  p rov is ions ,  severa l  s p e c i f i c  
p o l i c i e s  have been es tab l i shed  through the ass is tance o f  p ro fess iona l  
adv i so ry  committees. P r i n c i p a l l y ,  some o f  these p o l i c i e s  a re  as 
fo l l ows :  

A l l  p a r t i c i p a t i n g  prov iders  must agree t o  p rov ide  serv ices  i n  compl i -  
ance w i t h  federal  and s t a t e  s t a t u t e s  regard less  o f  sex, race, creed, 
r e l i g i o n ,  n a t i o n a l  o r i g i n ,  handicap, o r  age. 
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Each medical p ro fess iona l  i s  g iven the  choice o f  whether o r  n o t  t o  
p a r t i c i p a t e  i n  t h e  Kentucky Medical Assistance Program. From those 
profess ionals who have chosen t o  p a r t i c i p a t e ,  the  r e c i p i e n t  may 
choose the  one from whom he wishes t o  rece ive  h i s  o r  her  medical 
care. 

When the Cabinet makes payment f o r  a  covered se rv i ce  and the  p rov ide r  
accepts the  payment made by t h e  Cabinet i n  accorderce w i t h  the  
Cabinet 's  fee  s t ruc tu re ,  the  amounts pa id  s h a l l  be considered paymwt 
i n  f u l l ;  and no b i l l  $or the  same se rv i ce  s h a l l  be tendered t o  t h e  
r e c i p i e n t ,  o r  payment f o r  the  same serv ice  accepted from the  rec ip ien t .  

Prov iders o f  medical se rv i ce  a t t e s t  by t h e i r  s ignatures (no t  f ac -  
s i m i l e s )  t h a t  the  presented claims are  v a l i d  and i n  good f a i t h .  
Fraudulent c la ims are  punishable by f i n e  and/or imprisonment. 
Stamped s ignatures are  no t  acceptable. i 

A l l  c laims and subs tan t i a t i na  records are aud i tab le  by hoth t h e  
Government of the Un i ted  States and the  Commonwealth o f  Kentucky. 

A p rov ide r ' s  adherence t o  the  p o l i c i e s  i n  t h i s  manual are monitored 
through e i t h e r  post-payment review by the Department o r  by computer 
a u d i t s  and e d i t s .  When computer aud i ts  o r  e d i t s  f a i l  t o  f u n c t i o n  
p rope r l y  t h e  p o l i c i e s  i n  t h i s  manual remain i n  e f f e c t  and thus 
become sub jec t  t o  post-payment review. 

A l l  c laims and payments are  sub jec t  t o  r u l e s  and regu la t i ons  issued 
from t ime t o  t ime by appropr ia te  l e v e l s  o f  federa l  and s t a t e  l e g i s -  
l a t i v e ,  j u d i c i a r y  and admin i s t ra t i ve  branches. 

A l l  serv ices t o  r e c i p i e n t s  o f  t h i s  Program s h a l l  be on a  l e v e l  o f  
care a t  l e a s t  equal t o  t h a t  extended p r i v a t e  pa t ien ts ,  and normal ly  
expected o f  a  person serv ing  the  p u b l i c  i n  a  profess ional  capaci ty .  

A11 r e c i p i e n t s  o f  t h i s  Program are e n t i t l e d  t o  t h e  same l e v e l  o f  
c o n f i d e n t i a l i t y  accorded p a t i e n t s  NOT e l i g i b l e  f o r  Medicaid benef i ts .  

Professional  serv ices sha l?  be p e r i o d i c a l l y  reviewed by peer groups 
w i t h i n  a  g iven medical spec ia l t y .  
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A l l  serv ices  a re  reviewed f o r  r e c i p i e n t  and p r o v i d e r  abuse. W i l l f u l  
abuse by the  p r o v i d e r  may r e s u l t  i n  h i s  o r  her  suspension from 
Program p a r t i c i p a t i o n .  Abuse by the  r e c i p i e n t  may r e s u l t  i n  sur-  
v e i l l a n c e  o f  t he  payable serv ices  he o r  she receives.  

No c l a i m  may be p a i d  f o r  serv ices  ou ts ide  the  scope o f  a l lowab le  
b e n e f i t s  w i t h i n  a  p a r t i c u l a r  spec ia l t y ,  Likewise, no c la ims w i l l  be 
p a i d  f o r  serv ices  t h a t  requ i red ,  b u t  d i d  n o t  have, p r i o r  au thor iza-  
t i o n  by the  Kentucky Medical Assistance Program. 

No c la ims may be p a i d  f o r  med ica l l y  unnecessary items, serv ices,  o r  
suppl ies.  

When a  r e c i p i e n t  makes payment f o r  a  covered serv ice,  and such 
payment i s  accepted by the  p r o v i d e r  as e i t h e r  p a r t i a l  payment o r  
payment i n  f u l l  f o r  t h a t  serv ice,  no r e s p o n s i b i l i t y  f o r  reimburse- 
ment s h a l l  a t t a c h  t o  t h e  Cabinet and no b i l l  f o r  t he  same se rv i ce  
s h a l l  be p a i d  by the  Cabinet. 

E. Pub l i c  Law 92-603 

Sec t ion  1909. ( a )  Whoever-- 
(1) knowingly and w i l l f u l l y  makes o r  causes t o  be made any 

f a l s e  statement o r  representa t ion  o f  a  m a t e r i a l  f a c t  i n  any 
a p p l i c a t i o n  f o r  any b e n e f i t  o r  payment under a  S t a t e  p l a n  
approved under t h i s  t i t l e ,  

( 2 )  a t  any t ime knowingly and w i l l f u l l y  makes o r  causes t o  
be made any f a l s e  statement o r  rep resen ta t i on  o f  a  m a t e r i a l  
f a c t  f o r  use i n  determin ing r i g h t s  t o  such b e n e f i t  o r  payment, 

( 3 )  having knowledge o f  the occurrence o f  any event a f f e c t i n g  
(A) h i s  i n i t i a l  o r  cont inued r i g h t  t o  any such b e n e f i t  o r  
payment, o r  ( B )  t h e  i n i t i a l  o r  cont inued r i g h t  t o  any such 
b e n e f i t  o r  payment o f  any o the r  i n d i v i d u a l  i n  whose b e h a l f  he 
has app l i ed  f o r  o r  i s  r e c e i v i n g  such b e n e f i t  o r  payment, conceals 
o r  f a i l s  t o  d i s c l o s e  such event w i t h  an i n t e n t  f r a u d u l e n t l y  t o  
secure such b e n e f i t  o r  payment e i t h e r  i n  a  g r e a t e r  amount o r  
q u a n t i t y  than i s  due o r  when no such b e n e f i t  o r  payment i s  
author ized,  o r  
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(4 )  having made a p p l i c a t i o n  t o  rece ive  any such b e n e f i t  o r  
payment f o r  the  use and b e n e f i t  o f  another and having rece ived 
it, knowingly and w i l l f u l l y  converts such b e n e f i t  o r  payment o r  
any p a r t  t he reo f  t o  a  use o the r  than f o r  the  use and b e n e f i t  o f  
such o the r  person, 

s h a l l  ( i )  i n  the  case o f  such a  statement, representat ion,  concealment, 
f a i l u r e ,  o r  conversion by any person i n  connect ion w i t h  the  f u r n i s h i n g  
(by t h a t  person) o f  i tems o r  serv ices  f o r  which payment i s  o r  may be 
made under t h i s  t i t l e ,  be g u i l t y  o f  a  fe lony  and upon c o n v i c t i o n  
the reo f  f i n e d  n o t  more than $25,000 o r  imprisoned f o r  no t  more than 
f i v e  years o r  both, o r  ( i i )  i n  the  case o f  such a  statement, repre-  
senta t ion ,  concealment, f a i l u r e ,  o r  conversion by any o the r  person, 
be g u i l t y  o f  a  misdemeanor and upon c o n v i c t i o n  the reo f  f i n e d  n o t  
more than $10,000 o r  imprisoned f o r  no t  more than one year, o r  both. 
I n  add i t ion ,  i n  any case where an i n d i v i d u a l  who i s  otherwise e l i g i b l e  
f o r  ass is tance under a  Sta te  p lan  approved under t h i s  t i t l e  i s  
convic ted o f  an of fense under the preceding prov is ions  o f  t h i s  
subsection, the Sta te  may a t  i t s  op t i on  (no tw i ths tand ing  any o the r  
p rov i s ion  o f  t h i s  t i t l e  o r  o f  such p lan)  l i m i t ,  r e s t r i c t ,  o r  suspend 
t h e  e l i g i b i l i t y  o f  t h a t  i n d i v i d u a l  f o r  such pe r iod  (no t  exceeding 
one year)  as i t  deems appropr iate;  b u t  the  impos i t i on  o f  a  l i m i t a t i o n ,  
r e s t r i c t i o n ,  o r  suspension w i t h  respect  t o  t h e  e l i g i b i l i t y  o f  any 
i n d i v i d u a l  under t h i s  sentence s h a l l  no t  a f f e c t  the  e l i g i b i l i t y  o f  
any o the r  person f o r  ass is tance under the  plan, regardless o f  the  
r e l a t i o n s h i p  between t h a t  i n d i v i d u a l  and such o the r  person. 

(b )  (1) Whoever knowingly and w i l l f u l l y  s o l i c i t s  o r  receives any 
remuneration ( i n c l u d i n g  any kickback, b r ibe ,  o r  rebate)  d i r e c t l y  o r  
i n d i r e c t l y ,  o v e r t l y  o r  cove r t l y ,  i n  cash o r  i n  kind--,  

(A) i n  r e t u r n  f o r  r e f e r r i n g  an i n d i v i d u a l  t o  a  person f o r  
the  f u r n i s h i n g  o r  arranging f o r  the  f u r n i s h i n g  o f  any i t em o r  
se rv i ce  f o r  which payment may be made i n  whole o r  i n  p a r t  under 
t h i s  t i t l e ,  o r  

( B )  i n  r e t u r n  f o r  purchasing, leasing,  order ing,  o r  arranging 
f o r  o r  recommending purchasing, leasing,  o r  o rder ing  any good, 
f a c i l i t y ,  serv ice,  o r  i t em f o r  which payment may be made i n  
whole o r  i n  p a r t  under t h i s  t i t l e ,  
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shal l  be gu i l t y  of a felony and upon conviction thereof,  shal l  be 
fined not more than $25,OCC or  imprisoned f o r  not more than f ive  
years,  o r  both. 

(2 )  Whoever knowingly and wi l l fu l ly  of fe rs  or  pays any remuneration 
(including any kickback, bribe, o r  rebate) d i r ec t ly  o r  indirect ly ,  
overtly or  covertly,  in  cash or  in  kind to  any person t o  induce such 
person-- 

(A) t o  re fe r  an individual t o  a person f o r  the furnishing 
o r  arranging for  the furnishing of any item or  service f o r  
which payment may be made in whole o r  in par t  under t h i s  t i t l e ,  
c r  

(B) t o  purchase, lease ,  order, o r  arrange for  or  recommend 
purchasing, leasing,  or  ordering any good, f a c i l i t y ,  service,  
o r  item f o r  which payment may be made in whole o r  i n  par t  under 
t h i s  t i t l e ,  

shal l  be gu i l ty  of a felony and upon conviction thereof shal l  be 
fined not more than $25,020 or  imprisoned for  not niore than f ive  
years,  or both. 

( 3 )  Paragraphs (1) and (2) shall  not apply to-- 
( A )  a discount or other reduction in   rice obtained bv a 

provider of services or  other en t i t y  under ' this t i t l e  i f  <he 
reduction i n  price i s  properly disclosed and appropriately 
reflected i n  the costs  claimed or  charges made by the provider 
or  e n t i t y  under t h i s  t i t l e ;  and 

( B )  any amount paid by an employer to  an employee (whc has 
a bona f ide  employrrient relationship w i t h  such employer) for  
em loyment in the provisiofi of covered items or  services. 
(cy Whoever knowingly and wi l l fu l ly  makes or  causes to  be made, 

or  induces o r  seeks to  induce the making of ,  any f a l s e  statement or  
representation of a material f a c t  with respect to  the conditions o r  
operation of any ins t i tu t ion  or  f a c i l i t y  in  order t ha t  such in s t i t u t i on  
or  f a c i l i t y  may qualify ( e i t he r  upon i n i t i a l  ce r t i f i ca t ion  o r  upon 
recer t i f ica t ion)  as a hospital ,  sk i l l ed  nursing f a c i l i t y ,  intermediate 
care f a c i l i t y ,  o r  home health agency (as  those terms are employed in 
t h i s  t i t l e )  shal l  be gu i l ty  of a felony and upon conviction thereof 
shal l  be fined not more than $25,000 or  imprisoned for  not more than 
f ive  years,  or  both. 
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(d )  Whoever knowingly and w i l l f u l l y - -  
(1) charges, f o r  any se rv i ce  prov ided t o  a  p a t i e n t  under a  

S ta te  p lan  approved under t h i s  t i t l e ,  money o r  o the r  cons idera t ion  
a t  a  r a t e  i n  excess o f  t h e  r a t e s  es tab l i shed  by t h e  State, o r  

(2 )  charges, s o l i c i t s ,  accepts, o r  receives,  i n  a d d i t i o n  
t o  any amount otherwise requ i red  t o  be p a i d  under a  S ta te  p lan  
approved under t h i s  t i t l e ,  any g i f t ,  money, donation, o r  o the r  
cons ide ra t i on  (o the r  than a  cha r i t ab le ,  r e l i g i o u s ,  o r  p h i l a n t h r o p i c  
c o n t r i b u t i o n  from an organ iza t ion  c r  from a  person unre la ted  t o  
the  p a t i e n t ) - -  

(A) as a  p recond i t i on  o f  admi t t i ng  a  p a t i e n t  t o  a  
hosp i ta l ,  s k i l l e d  nu rs ing  f a c i l i t y ,  o r  in termediate care 
faci l ;$,  o r  

as a  requirement f o r  t h e  p a t i e n t ' s  cont inued s tay  
i n  such a  f a c i l i t y ,  

&hen t h e  c o s t  o f  t h e  serv ices  prov ided t h e r e i n  t o  the  p a t i e n t  
i s  p a i d  f o r  ( i n  whcle o r  i n  p a r t )  under the S ta te  plan, 

s h a l l  be g u i l t y  o f  a  f e l o n y  and upon c o n v i c t i o n  the reo f  s h a l l  be 
f ined n o t  more than $25,C00 o r  imprisoned f o r  n o t  nore  than f i v e  
years, o r  both. 

F. Timely Submission o f  Claims 

I n  o rder  t o  rece i ve  Federal F inanc ia l  P a r t i c i p a t i o n ,  c la ims f o r  
covered serv ices  rendered e l i g i b l e  T i t l e  X I X  r e c i p i e n t s  must be 
received by  t h e  EDS w i t h i n  twelve (12) months from the date o f  
serv ice .  Claims rece ived a f t e r  t h a t  date w i l l  n o t  be payable. 
This  p o l i c y  became e f f e c t i v e  August 23, 1979. 
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111. CONDITIONS OF PARTICIPATION 

A. D e f i n i t i o n  and I n t e n t  

1. The Primary Care Serv ices element o f  t he  KMAP was developed i n  
r e c o g n i t i o n  o f  a  need f o r  comprehensive ambulatory h e a l t h  care  
serv ices  i n  a  s i n g l e  s e t t i n g ,  w i t h  the u l t i m a t e  o b j e c t i v e  being 
the improvement o f  t he  general h e a l t h  o f  t he  r e c i p i e n t s  served 
by p a r t i c i p a t i n g  pr imary care centers.  I t i s  expected t h a t  
t h i s  form o f  p a t i e n t  management w i l l  e f f e c t i v e l y  r e s u l t  i n  a  
reduc t i on  i n  h o s p i t a l  s tays and i n s t i t u t i o n a l  p a t i e n t  care. 

2. On-s i te  care, focus ing  on t h e  general  ongoing h e a l t h  needs o f  
t he  c e n t e r ' s  p a t i e n t s  w i t h  emphasis on p reven t i ve  and main- 
tenance h e a l t h  measures, i s  prov ided by a  team o f  medical 
and a l l i e d  h e a l t h  personnel s k i l l e d  i n  meeting a  v a r i e t y  o f  
f a m i l y  h e a l t h  and h e a l t h  r e l a t e d  needs. 

3 .  The cen te r  serves as the  pr imary h e a l t h  resource f o r  t he  p a t i e n t  
and h i s  f am i l y ,  a r rang ing  f o r  r e f e r r a l  t o  and acceptance o f  t he  
p a t i e n t  by t h e  app rop r i a te  p rov ide r  when the  s p e c i f i c  need 
cannot be met d i r e c t l y  by t he  center .  Comprehensiveness and 
c o n t i n u i t y  o f  care  a re  assured by the  establ ishment  and p e r i o d i c  
updat ing o f  a  w r i t t e n  p lan  o f  care f o r  each p a t i e n t / f a m i l y  
served by the  center .  

4. The pr imary care cen te r  i s  a c t i v e l y  i nvo l ved  w i t h  h e a l t h  and 
hea l th - re la ted  concerns o f  t he  community and makes h e a l t h  
educat ion a v a i l a b l e  t o  t he  t o t a l  community. 
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B. Participation Requirements 

1. To participate as a reimbursablehealth provider under the 
primary care services element of the KMAP, each primary care 
center will be required to meet the standards established for 
licensure. be licensed bv the Certificate of Need and Licensure 
Board, and meet the addiiional requirements set forth in State 
Regulation 907 KAR 1:054. 

2. Out-of-State primary care centers applying for participation 
must be licensed by the appropriate agency of the State in 
which they are located, if applicable, and in addition must 
meet the standards set forth by the Kentucky Certificate of 
Need and Licensure Board and State Regulation 907 KAR 1:054. 

3. Medical services rendered eligible Title XIX recipients must be 
provided by or under the direct supervision of a staff professional 
who is appropriately licensed by Kentucky or the State in which 
the center is located. This professional must render only those 
services which are within the scope of services authorized by the 
1 icense. 

4. The Primary Care Center licensure regulation provides the 
minimum basis for designation as a primary care center. The 
Title XIX Program regulation reinforces these licensure re- 
quirements, specifies a wider range of services which will be 
reimbursable for Medicaid eligibles and provides certain 
limitations with respect to reimbursable services. 

5. The Title XIX Program specifications require participating 
primary care centers to provide a program of basic services 
which shall include medical, diagnostic and treatment service 
for all age groups; treatment of injuries and other traumas; 
prenatal and postnatal care; a program of preventive health 
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services which must include well-baby care, and immunizations 
and which may include other types of preventive care; referral 
services; health education services; and the direct professional 
services of a dentist, clinical pharmacist and optometrist or a 
substitution on a one for one basis for any or all of the 
preceding three services by an identifiable program for providing 
family planning services, home health services, social service 
counseling, pharmacy services (may not be used as a substitute 
if clinical pharmacist is selected as a basic service), nutri- 
tional services, or nurse midwifery services. In addition to 
the basic services, a primary care center may provide other 
supplemental services such as holding and observation accom- 
modations, any of the alternate basic services indicated above, 
outreach services and other ambulatory services within the 
scope of the Medical Assistance Program, except for insti- 
tutional care. 

6. Having met such requirements, a primary care center is required 
to enter into a participation agreement with the Cabinet and be 
issued a notification of participation. Such participation 
agreement may be nullified by the Cabinet with appropriate prior 
notice if at any time a primary care center fails to meet a 
condition of participation or licensure. 

An application for participation shall include: 

a. The Provider Agreement (MAP-343) 
b. Provider Information Sheet (MAP-344) 
c. Certification of Conditions Met (MAP-346) 
d. Statement of On-Site Services (MAP-231) 
e. Statement of Authorization (MAP-347). Attach 

a copy of the license of each licensed profes- 
sional on staff. 

f. Annual cost report as outlined in the Primary Care 
Reimbursement Manual. 
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The completed participation documents, signed by the admini- 
strator of the center, must be submitted to the Department for 
Medicaid Services and subsequently approved, prior to 
receiving reimbursement for services rendered eligible Program 
recipients. A provider number and the center's interim rate of 
payment (CAC) will be included with the notification of partici- 
pation approval by the Department for Medicaid Services. 

7. Concurrent with the effective date of participation in the 
Primary Care Services element of the Program, the Center will 
cease to submit billings to any other element of the KMAP for 
services rendered Title XIX recipients. 

If the Center currently submits billings to other elements of 
the KMAP, a letter from the Center administrator will also be 
required to terminate other KMAP participation agreements. 

i 
8. A1 1 physicians/dentists/other 1 icensed professionals must have 

current valid licenses to practice in the state of Kentucky at 
the time medical services/procedures are performed. 

9. The physicianlother licensed professional whose KMAP provider 
number is entered in Block #17 of the MAP-7 as the professional 
rendering the service must have patient contact for each service 
billed. 

10. Medical Records: Medical records in the primary care center 
must substantiate the services billed to the KMAP. The medical 
records must be accurate and appropriate and entered personally 
or countersigned by the professional who rendered the service. 
All records must be signed and dated. Stamped signatures are 
not acceptable. 

The results of diagnostic testing, including negative test 
results, must be indicated in the medical record of the patient. 
The date of the test shall be the same date for which the KMAP 
is billed. 
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Medical records must be mainta ined f o r  a minimum o f  f i v e  ( 5 )  
years and f o r  any a d d i t i o n a l  t ime as may be necessary i n  t he  
event o f  an a u d i t  except ion o r  o the r  d ispute.  The records and 
any o the r  i n fo rma t i on  regard ing  payments claimed must be main- 
t a ined  i n  an organized c e n t r a l  f i l e  and fu rn i shed  t o  t he  Cabinet 
upon request  and made a v a i l a b l e  f o r  i nspec t i on  and/or copying by 
Cabinet personnel.  

11. The Medical records o f  t he  p a t i e n t  i n  t he  h o s p i t a l  must document 
through s igned o r  counters igned notes t h a t  the b i l l i n g  phys i c i an  
d i d  one o r  more o f  t he  fo l low?ng:  

a) pe rsona l l y  reviewed the  p a t i e n t ' s  medical  h i s t o r y ;  
b) performed a phys ica l  examination; 
c )  conf irmed o r  rev i sed  the  diagnosis;  
d)  face- to- face encounter w i t h  the p a t i e n t ;  
e)  discharged the p a t i e n t .  

C. Terminat ion o f  P a r t i c i p a t i o n  

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

1. Misrepresent ing o r  conceal ing f a c t s  i n  o rde r  t o  rece i ve  o r  t o  
enable o thers  t o  rece ive  bene f i t s ;  

2. Furn ish ing  o r  o rde r i ng  serv ices  under Medicaid t h a t  a r e  sub- 
s t a n t i a l l y  i n  excess o f  t he  r e c i p i e n t ' s  needs o r  t h a t  f a i l  
t o  meet p r o f e s s i o n a l l y  recognized h e a l t h  care  standards; 
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3 .  Misrepresenting factors concerning a facility's qua1 ifications 
as a provider; 

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

5. Submitting false or questionable charges to the agency. 

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

1. The reasons for the decision; 

2. The effective date; 

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

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

5. The requirements and procedures for reinstatement; and 

6. The appeal rights available to the excluded party. 

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

If a provider is terminated from KMAP participation, services after 
the effective date of termination are not payable. 
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The hear ing s h a l l  be he ld  w i t h i n  t h i r t y  (30) days o f  r e c e i p t  o f  t h e  
w r i t t e n  request,  and a dec i s ion  s h a l l  be rendered w i t h i n  t h i r t y  (30) 
days from t h e  date a l l  evidence and test imony i s  submitted. Technical 
r u l e s  o f  evidence s h a l l  n o t  apply. The hear ing  s h a l l  be he ld  be fore  
an i m p a r t i a l  decision-maker appointed by  t h e  Secretary f o r  Human 
Resources. When an e v i d e n t i a r y  hear ing i s  he ld ,  the  p rov ide r  i s  
e n t i t l e d  t o  the  fo l l ow ing :  

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

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

3. Counsel represent ing  the prov ider ;  

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

5. An oppor tun i t y  t o  cross-exanline witnesses. 

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

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

Each Primary Care Center shal l  provide d i r ec t l y  t o  e l i g i b l e  program 
recipients  on a regular,  ful l - t ime basis the  basic services,  and may 
provide one o r  more of the  supplemental services.  

A. Basic Services 

1. Medical diagnostic and treatment services fo r  a l l  age groups as 
provided by a physician o r  nurse pract i t ioner .  

2. Treatment of in jur ies  and minor trauma. 

3 .  Prenatal and postnatal care. 

4.  A program of preventive health services t o  include well-baby 
care and immunizations. I t  may a l so  include other types of 
preventive care.  

5. Referral services designed to  ensure the re fe r ra l  t o  ard acceptance 
by an appropriate niedical resource, when services necessary t o  
the  health of the pat ient  are not provided d i r ec t l y  by the  
center. 

6. Health education services which must provide, a s  a m i n i m u m ,  
appropriate personnel t o  present, on request, information on 
general health care t o  locel school systems, c iv ic  organizations 
and other concerned local groups. Services a re  t o  include 
d i s t r ibu t ion  of writ ten material on pert inent health subjects. 

7. The d i r e c t  professional services of the  following: 

a .  Dentist,  

b. Clinical  Pharmacist, and 

c .  Optometrist. 
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8. Any o f  t h e  f o l l o w i n g  serv ices may s u b s t i t u t e  on a one f o r  one 
bas is  f o r  the  serv ices  shown i n  "7." above, when prov ided 
d i r e c t l y  by t h e  center  i n  t h e  contex t  o f  an i d e n t i f i a b l e  program 
by app rop r ia te l y  t r a i n e d  personnel ( f u r t h e r  requirements are  
d e t a i l e d  under d e s c r i p t i o n  o f  each serv ice) .  

a. Family p lanning serv ices  

b. Home hea l th  serv ices  

c.  Soc ia l  serv ices  counsel ing 

d. Pharmacy serv ices  - I f  c l i n i c a l  pharmacist i s  se lec ted  as a 
basic  serv ice  i n  "7."; pharmacy serv ices  may n o t  be used as 
a s u b s t i t u t e  f o r  remainirig requirements i n  "7." 

e. N u t r i t i o n a l  serv ices  

f. Nurse midwi fe ry  serv ices  

B. Supplemental Services 

I .  Services w i t h i n  t h e  scope o f  the  Medical Assistance Program, 
exc luding i n s t i t u t i o n a l  care, which are  no t  prov ided as basic  
serv ices.  

2. Hold ing observat ion accommodations. 

3.  Outreach Services - These serv ices  must be prov ided as a package 
s t ruc tu red  t o  i d e n t i f y  h e a l t h  care needs i n  the  se rv i ce  area. 
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C. Non-Covered Services 

1. All institutional services 

2 .  Housekeeping, babysitting, and other homemaker services of like 
nature 

3. Services which are not provided in accordance with restrictions 
imposed by law OR reoulation. 

4. Services for which the recipient has no obligation to pay and 
for which no other person has a legal obligation to provide or 
to make payment. 

NOTE: Limitations and Prior Authorization 

1. Limitations in covered services are addressed within the 
description of each specific category of service. 

2. Services requiring prior-authorization are explained within the 
description of each specific category cf service. 

Additional questions regarding limitations and/or prior authori- 
zations for specific services should be directed to the Cabinet for 
Human Resources, Department for Medicaid Services, Division of Policy 
and Provider Services, Frankfort, Kentucky 40621 or phone (502) 
564-6890. 

D. Medical 

Diagnostic and treatment services (within the scope of their licensure! 
as provided by a physician and Advanced Registered Nurse Practitioner 
(ARNP) on the staff of the Primary Care Center. 

1. Exclusions from Coverage 

a. Procedures purely for cosmetic purposes 
b. Any service not performed in compliance with State and 

Federal requirements 
c. Autopsy procedures 
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d. Telephone contacts 
e. Contacts between pr imary care center  employees and 

r e c i p i e n t s  f o r  purposes o f  ob ta in ing  p r e s c r i p t i o n s  o r  
p r e s c r i p t i o n  r e f i l l s  when ob ta in ing  medicat ion i s  the  on l y  
se rv i ce  provided. (This  does n o t  inc lude dispensing o f  
p resc r ip t i ons .  ) 

2. I n p a t i e n t  Admissions 

Program coverage fo r  h o s p i t a l  i n p a t i e n t  care i s  l i m i t e d  t o  a 
maximum o f  four teen (14) days per  admission. A l l  admissions 
a r e  sub jec t  t o  approval by the  Peer Review Organizat ion and 
must be w i t h i n  the  scope o f  covered serv ices.  

I n  o rder  t o  be considered a "covered i npa t i en t .  admission" by the  
KMAP, an admission must be p r i m a r i l y  f o r  treatment i nd i ca ted  i n  
the  management o f  an acute o r  chron ic  i l l n e s s ,  i n j u r y  o r  impair -  
ment, o r  f o r  o b s t e t r i c a l  care. The KMAP can on l y  prov ide reim- i 

\., 

bursement f o r  serv ices which are  c e r t i f i e d  as being med ica l l y  
necessary and w i t h i n  the  scope o f  coverage. The KMAP does n o t  
cover what i s  commonly c a l l e d  "Admin i s t ra t i ve l y  Necessary Days" 
(A.N.D.) days o f  h o s p i t a l i z a t i o n  fo r  reasons o the r  than medical 
i nd i ca t i ons ,  such as awa i t i ng  long term care f a c i l i t y  placement. 

NOTE: I f  t h e  admission i s  determined by the  KMAP t o  be a "non- 
covered" admission, n e i t h e r  the  h o s p i t a l  nor  the  Primary Care 
Center w i l l  be reimbursed hy the  KMAP f o r  t h a t  admission. Those 
admissions p r i m a r i l y  f o r  e l e c t i v e  procedures o r  cosmetic proce- 
dures are  excluded from coverage by the  Program unless med ica l l y  
necessary o r  ind ica ted .  

Hosp i ta l  admissions f o r  d iagnost ic  procedures can be reimbursed 
o n l y  when the re  i s  adequate documentation t h a t  the  procedures 
cannot be performed on an o u t p a t i e n t  basis.  Readmissions are 
payable on l y  when an acute worsening o f  an e x i s t i n g  c o n d i t i o n  
occurs, o r  when an e n t i r e l y  new c o n d i t i o n  develops r e q u i r i n g  
h o s p i t a l i z a t i o n  p r i m a r i l y  f o r  t reatment  i nd i ca ted  i n  t h e  
management of acute o r  chronic  i l l n e s s ,  i n j u r y  o r  impairment o r  
f o r  o b s t e t r i c a l  care. Wr i t t en  d e s c r i p t i v e  v e r i f i c a t i o n  o f  the  
r e c i p i e n t ' s  c o n d i t i o n  necess i ta t i ng  readmission may be requ i red  
before such readmission can be considered f o r  payment. 
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All non-emergency hospital admissions must be pre-authorized by 
PEERVIEW in order for the KMAP to reimburse the admitting 
hospital. Prior to the proposed admission, a responsible person 
in the primary care center's office must contact the PEERVIEW 
office for pre-admission review. PEERVIEW office staff will 
assign the initial number of days allcwed for the type of 
admission and provide the pre-admission authorization rumber. 
The number of days allowed is considered the standard length of 
stay for the type of admission barring complications. Both 
the pre-authorization number and the days approved should be 
given to the hospital during admission procedures. Emergency 
admissions and deliveries do not require a pre-authorization 
number. Extensions beyond the initial number of days require 
no actinn on the part of the primary care center. This is a 
process between PEERVIEW and the hospital. 

The toll-free phone number for PEERVIEW KMAP pre-admission 
reviews is 1-800-423-6512. This number is answered Monday 
through Friday 8:00-5:30 central time and !?:00-6:30 eastern 
time. 

3. Sterilizations 

The KMAP will make payment for sterilizations only when the 
following conditions are met: 

a. The recipient voluntarily requests the procedure a ~ d  is 
advised at least thirty days BEFORE the sterilization 
procedure of the nature of the steri 1 ization procedures 
to be performed, of the alternative methods of family 
planning and of the discomforts, risks, and benefits 
associated with it. Also, the recipient must be advised 
that his/her consent to be sterilized can be withdrawn at 
any time and will not effect his/her entitlement to benefits 
provided by Federal funds. 
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b. The r e c i p i e n t  signs a S t e r i l i z a t i o n  Consent Form (MAP-250) 
and i s  advised t h a t  a dec i s ion  n o t  t o  he s t e r i l i z e d  w i l l  
n o t  a f fec t  h i s  o r  her  en t i t l emen t  t o  b e n e f i t s  under any 
government ass is tance program. The S t e r i l i z a t i o n  Consent 
Form must be signed by t h e  r e c i p i e n t  and the  person ob- 
t a i n i n g  the  consent a t  l e a s t  t h i r t y  days before the  surgery 
except i n  the  case o f  premature d e l i v e r y  o r  emergency 
abdominal surgery. An i n d i v i d u a l  may consent t o  be s t e r i -  
l i z e d  a t  the  t ime o f  a premature d e l i v e r y  o r  emergency 
abdominal surgery, i f  a t  l e a s t  72 hours have passed s ince 
he o r  she gave informed consent f o r  the  s t e r i l i z a t i o n .  I n  
the  case o f  premature de l i ve ry ,  the  informed consent must 
have been a iven a t  l e a s t  30 days before the  expected date 
o f  de l i ve ry .  No more than one hundred and e i g h t y  (180) 
days may elapse between the  date t h e  consent form i s  signed 
and the  date on which t h e  procedure i s  performed. 

c. The r e c i p i e n t  i s  twenty-one (21) years o l d  o r  o lder ,  
a t  the  t ime o f  s ign ing  t h e  consent form. 

d. The r e c i p i e n t  must no t  have been l e g a l l y  declared mentally 
incompetent unless he o r  she has been dectared competent 
f o r  purposes which inc lude the a b i l i t y  t o  consent t o  
s t e r i l i z a t i o n ;  o r  must n o t  be i n s t i t u t i o n a l i z e d .  The f a c t  
t h a t  a f a c i l i t y  i s  c l a s s i f i e d  as an SNF, ICF o r  ICF/MR 
i s  no t  necessa r i l y  determinat ive o f  whether persons re -  
s i d i n g  t h e r e i n  are  " i n s t i t u t i o n a l i z e d . "  A person r e s i d i n g  
i n  an SNF, ICF, o r  ICF/MR i s  no t  considered t o  be an 
" i n s t i t u t i o n a l i z e d  i n d i v i d u a l "  f o r  the  purposes o f  the  
regu la t i ons  unless t h a t  person i s  e i t h e r :  (a )  i n v o l u n t a r i l y  
conf ined o r  deta ined under a c i v i l  o r  c r i m i n a l  s t a t u t e  i n  
one of those f a c i l i t i e s ;  o r  (b) confined under some form o f  
a vo lun ta ry  commitment, and the  f a c i l i t y  i s  a mental hosp i ta l  
o r  a f a c i l i t y  f o r  t h e  care and treatment o f  mental i l l n e s s .  

e. The phys ic ian  who performs the  procedure must s i g n  and 
date the  form MAP-250 AFTER the  s t e r i l i z a t i o n  procedure i s  
performed. 
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f. I n t e r p r e t e r s  must be prnv ided when the re  a re  lanouage 
b a r r i e r s ,  and spec ia l  arrangements must be made f o r  
handicapped i n d i v i d u a l s .  

g. To reduce the  chances o f  s t e r i l i z a t i o n s  being chosen 
under duress, a consent may n o t  be ob ta ined from anyone i n  
l a b o r  o r  c h i l d b i r t h ,  under t he  i n f l u e n c e  o f  a lcoho l  o r  
o the r  drugs, o r  seeking o r  o b t a i n i n g  an abor t ion ,  

h. These r e g u l a t i o n s  app ly  t o  medical  procedures performed 
f o r  t he  purpose o f  producing s t e r i l i t y .  

i. Reimbursement i s  n o t  a v a i l a b l e  f o r  hysterectomies performed 
fo r  s t e r i l i z a t i o n  purposes. 

5 .  ALL a p p l i c a b l e  spaces o f  form MAP-250 must be completed 
and t h e  form must accompany a l l  c la ims submit ted f o r  
payment f o r  a s t e r i l i z a t i o n  procedure. 

I n  those cases where a s t e r i l i z a t i o n  i s  performed i n  con junc t i on  
w i t h  another s u r g i c a l  procedure (e.g., cesarean sect ion,  c y s t  
removal) and compliance w i t h  Federal r e g u l a t i o n s  governing 
payment f o r  t he  s t e r i l i z a t i o n  has n o t  been met, EDS can 
o n l y  make payment f o r  the n o n - s t e r i l i z a t i o n  procedures. 

Medical documentation must be a t tached t o  t h e  back o f  the MAP-7 
c l a i m  form when a procedure i s  b i l l e d  t o  t h e  KMAP which cou ld  
p o s s i b l y  r e s u l t  i n  s t e r i l i z a t i o n ,  bu t  because i t  i s  u n i l a t e r a l  
does n o t  r e s u l t  i n  s t e r i l i z a t i o n .  

See Appendix XI11 f o r  a copy o f  t he  MAP-750 and i n s t r u c t i o n s  
f o r  complet ion o f  the form. 
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4. Hysterectomies 

Title XIX funds can be expended for hysterectomies that are 
medically necessary only under the following conditions: 

a. The person who secures the authorization to perform the 
hysterectomy has informed the individual and her repre- 
sentative, if any, orally and in writing, that the 
hysterectomy will render her permanently incapable of 
reproduction; and 

b. The individual or her representative, if any, has signed 
and dated the Hysterectomy Consent Form (MAP-251). 

c. This !+!ysterectomy Consent Form (MAP-251) must accompany all 
claims submitted for peyment for hysterectomies, except in 
the following situaticns: 

(1) The individual was already sterile at the time of the 
hysterectomy; or 

( 2 )  The individual required a hysterectomy because of a 
life-threatening emergency in which the physician 
determined that prior acknowledgement was not possible. 

The physician must certify in writin? either the cause of 
the previous sterility, or that the hysterectomy was 
performed under a life-threatening emergency situation in 
which he or she determined prior acknowledgement was not 
possible. The physician must also include a description of 
the nature of the emergency. Such documentation must 
accompany any hysterectomy procedure for which a 
Hysterectomy Consent form (MAP-751) was not obtained. 

d. If the service was performed in a period of retroactive 
eligibility, the physician must certify in writing that the 
individual was previously informed that the procedure would 
render her incapable of reproducing, or that one of the 
exempt conditions was met. 
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See Appendix X I V  f o r  a copy o f  the  MAP-251 and i n s t r u c t i o n s  
f o r  complet ion o f  the  form. 

5. Abort ion, Miscarr iages and Induced Premature B i r t h s  

KRS 205.560 s p e c i f i e s  the  cond i t ions  under which t h e  KMAP can 
make payment f o r  induced abor t ions,  induced miscarr iages and 
premature b i r t h s  f o r  T i t l e  X I X   recipient.^. 

The law s ta tes  i n  p a r t  t h a t  T i t l e  X I X  Program payment cannot be 
made "where such a i d  i s  f o r  t h e  purpose o f  o b t a i n i n g  an abor t ion ,  
induced miscar r iage o r  induced premature b i r t h  unless i n  the 
op in ion  o f  a phys ic ian  such a procedure i s  necessary f o r  t h e  
preserva t ion  o f  the l i f e  o f  the  woman seeking such t reatment  o r  
except an induced premature b i r t h  intended t o  produce a l i v e  
v i a b l e  c h i l d  and such procedure i s  necessary f o r  the  h e a l t h  o f  
the mother o r  her  unborn c h i l d . "  

The appropr ia te  c e r t i f i c a t i o n  forms (MAP-235 o r  MAP-236), 
i n d i c a t i n g  the procedure used and signed by the physic ian,  
must accompany a l l  invo ices  reauest ing  payment f o r  these 
serv ices.  

See Appendix X V I I  f o r  copies o f  the MAP-235 and MAP-236. 

6. Gast r ic  Bypass Surgery 

Gas t r i c  bypass surgery and o the r  such procedures, i n c l u d i n g  t h e  
j e j u n o i l e a l  bypass procedure and g a s t r i c  s tap l i ng ,  a re  considered 
poss ih l y  cosmetic procedures and the re fo re  are  non-payable 
unless they meet a l l  o f  the  f o l l o w i n g  c r i t e r i a :  

a. There i s  documentation t h a t  the r e c i p i e n t  su f fe rs  from 
o the r  cond i t ions  t o  an ex ten t  dangerous t o  h i s /he r  heal th,  
e.g. h igh blood pressure, diabetes, coronary disease, e tc .  

b. There i s  documentation t h a t  a l l  o the r  forms o f  weight l oss  
have been exhausted, w i t h  l e g i t i m a t e  e f f o r t s  on the  p a r t  o f  
the  phys ic ian  and r e c i p i e n t ,  i .e .  d i e t i n g ,  exerc ise,  2nd 
medicat ion. 
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c.  There i s  documentation t h a t  t he  sources o f  weight  ga in  have 
been i d e n t i f i e d  and subsequently, t reatment  was attempted 
i n  accordance w i t h  the diagnosis.  

d. There i s  documentation t h a t  p r i o r  t o  t he  surgery a t  l e a s t  
one (1) o the r  phys i c i an  besides the  surgeon has been 
consul ted and has approved of t he  s u r g i c a l  procedure as a 
l a s t  r e s o r t  o f  t reatment.  

e. The r e c i p i e n t  i s  a t  l e a s t  100 pounds over  t he  maximum 
weight of h i s /he r  he igh t  and weight category as determined 
by the  a t t end ing  physic ian.  

It i s  necessary t h a t  t he  above in fo rmat ion  accompany each c l a i m  
submitted f o r  these procedures. 

7. Consul ta t ions 

A l l  consu l t a t i ons  b i l l e d  t o  t h e  KMAP must i nc lude  phys ic ian /  
p a t i e n t  contact .  Consul ta t ions w i thou t  p h y s i c i a n l p a t i e n t  
con tac t  a re  no t  b i l l a b l e  serv ices.  

Consul ta t ions ~ u s t  have r e s u l t e d  from a s p e c i f i c  r e f e r r a l  
request and have w r i t t e n  communication between the  consu l t i ng  
and r e f e r r i n g  phys ic ians  as t o  t he  r e s u l t s  o f  t he  examinat ion 
o r  eva lua t i on  o f  t h e  r e c i p i e n t .  Th is  w i l l  be monitored through 
post-payment review. 

The name o r  KVAP p r o v i d e r  number o f  t h e  r e f e r r i n g  phys ic ian  
must be i n d i c a t e d  i n  Block #8 of t he  MAP-7 c l a i m  form. 

8. Chemotherapy Drugs 

(The cos t  o f  t he  Chemotherapy drug on ly ,  n o t  t o  i nc lude  the  
admin i s t ra t i on .  Procedure codes f o r  t he  a d m i n i s t r a t i o n  o f  
chemotherapy drups can be found i n  t he  CPT-4 book). 

PROCEDURE DESCRIPTION 

59000 Adriamycin, Doxorubic in  HC1, 10 mg. v i a l  
59010 Pdriamycin, Doxorubic in  HC1, 50 mg. v i a l  
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PROCEDURE DESCRIPTION 

Asparaginase, E lspar  up t o  10,000 u n i t s  
Blenoxane, Rleomycin Su l fa te ,  15 u n i t s  
Carmustine, B i s c h l o r e t h y l  Fli trosourea, 

BCNU, 100 mg v i a l  
C i s p l a t i n ,  P l a t i n o l ,  10 mg. v i a l  
C i s p l a t i n ,  P l a t i n o l ,  50 mg. v i a l  
Cyclophosphamide Cytoxan 10 cc o r  100 mgm 
Cyclophosphamide Cytoxan 20 cc o r  200 mgm 
Cyclophosphamide Cytoxan 30 cc o r  500 mgm 
1.0 Gram Cytoxan 
2.0 Gram Cytoxan 
100 mg. Lyoph i l i zed  Cytoxan 
200 mg. Lyoph i l i zed  Cytoxan 
500 mg. Lyoph i l  i z e d  Cytoxan 
1.0 Gram Lyoph i l  i zed  Cytoxan 
2.0 Gram Lyoph i l i zed  Cytoxan 
Cytarahine Hydro-Chlor ide Arabinosyl  

Cytosine; Cytosar, 100 mgm 
Cytarabine Hydro-Chloride Arabinosyl  

Cytosine; Cytosar, 500 mgm 
Dactinomycin, Act inomycin 0, 

Cosmegen, 3cc/0.5 mg. 
Dacarbazine, DTIC, Dome, O I C ,  100 mgm 
Oacarbazine, DTIC, Dome, O I C ,  200 mgm 
Daunorubicin, Daunomycin; 

Rubidomycin Cerubinone 
De lau t in ,  I C C ,  250 mgm 
Cepo-Provera AQ., up t o  1000 mgm 
D i e t h y l s t i l i b e s t r o l  Diphosplate .25 mg/5 ml. 
D ro l  ban, Dromostanolone, Propionate, 5 mg/lO m l  
Es t radu r i n  40 mg/2 m l  
Etoposide, up t o  50 mg. 
Etoposide, up t o  100 mg. 
F luo rouac i l ,  5FU, 500 mgm amp 
F l o x u r i d i n e  FUDR 500 mg. 
I n t e r f e r o n  
Mechlorethamire N i t rogen Mustard; HM 2; 
Mustargen, 20 cc o r  10 mgm 
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PROCEDURE DESCRIPTION 

59240 Medroxyprogesterone Acetate, Depo-Provera, 
400 mg/ml 

59250 Methotrexate Sodium MTX 2 cc or 5 mg. 
59260 Methotrexate Sodium MTX 2 cc or 50 mg. 
59270 Mitracin Mitramycin 2500 mcg 
59280 Mutamycin, Mitomycin, 5 mg 
59290 Mutamycin, 20 mg 
59295 Polyestradiol Phosphate 40 mg. 
59310 Stilphostrol 0.25 gm/5 ml 
59320 Steptozotocin 
,19340 Thio Tepa Triethylenethosphoramide 15 mgm 
59350 Thytropar, Thyroid Cancer, 10 Unit Vial 
$19360 Vinblastine Sulfate Velban 10 cc or 10 mg. 
59370 Vincristine Sulfate, Oncovin 01 mgm. 
29375 Vincristine Sulfate, 2 mg/P ml (2 ml vial) 
59380 Vincristi~e Sulfate, Oncovin 5 mgm 
59999 Not Otherwise Classified, Anti-neoplastic Drugs 

9. Procedural Coding 

The Health Care Financing Administration (HCFA! Common Proce- 
dural Coding System (HCPCS) is utilized by the Program for 
procedural coding purposes to identify medical services rendered 
eligible recipients. The HCPCS codes consist of three major 
sections: national codes, local codes, and CPT-4 codes. The 
national and local codes, applicable to primary care services, 
can he found under the appropriate service element in this 
manual. The CPT-4 codes are listed in the CPT-4 Procedure 
Coding Panuat which can be obtained at the following address: 

CPT-4th Edition 
Order Dept. 0P-341-5 
American Medical Association 
P.O. Box 10946 
Chicago, Illinois 60610 

Telephone Number: 1-800-621-8335 
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Below are procedures listed in the CPT-4 coding book which are 
NOT covered by the KKAP Primary Care Program. 

NON-COVERED PROCEDURE CODES 

PROCEDURE 
CODES DESCRIPTION 

Anesthesia Procedures 
Tattooing Procedures 
Suction assisted lipectomy, any site(s) 
Correction of inverted nipples 
Injection of corpora cavernosa with 
pharmacologic agent(s) (e.g., papaverine, 
phentolamine, etc. ) 
Intersex surgery 
Intersex surgery 
Initiation and/or supervision of internal 
fetal monitoring during labor by consultant 

Total Obstetric Care includes antepartum care, 
vaginal delivery and postpartum care 
Ear piercing 
Fluorscopy, physician time more t.han one hour, 
assisting a non-radiologic physician (e.g. 
nephrostolithotomy, ERCP, bronchoscopy, 
transbronchial biopsy) 
Ultrasonic guidance for aspiration of ova, 
supervision and interpretation only 
Complete procedure 
Generation of automated data 
Complex manipulations and interpretation 
Provision of diagnostic radionuclide(s) 
Anatomic Pathology Postmortem Examination 
Sperm Evaluation 
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PROCEDURE 
CODES DESCRIPTION 
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Unlisted Immunization Injections 
IV infusiton therapy; up to one hour 
Each additional hour 
Unlisted Therapeutic Injection 
Other Psychiatry Therapy 
Contact Lens Services 
Ocular Prosthetics, Artificial Eye 
Ocular Prosthetics, Artificial Eye 
Spectacle Services (Including 
Prosthesis for Aphakia) 
Spectacle Services (Including 
Prosthesis for Aphakia) 
Spectacle Services (Including 
Prosthesis for Aphakia) 
Spectacle Services (Including 
Prosthesis for Aphakia) 
Spectacle Services (Including 
Prosthesis for Aphakia) 
Supply of Materials 
Temporary Transcutaneous Pacing 
Alleraen Immunotherapy 
A1 lergen Immunotherapy 
A1 lergen Tmmunotherapy 
A1 lergen Immunotherapy 
Administrative Services 
Administrative Services 
Administrative Services 
Administrative Services 
Administrative Services 
Administrative Services 
Administrative Services 
Administrative Services 
Administrative Services 
Administrative Services 
Administrative Services 
Administrative Services 
Administrative Services 
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PROCEDURE 
CODES DESCRIPTION 

99100-9P140 Q u a l i f y i n g  Circt~mstances f o r  Anesthesia 
99154 D a i l y  Hosp i ta l  management o f  e p i d u r a l  o r  

subaracunoid drug a d m i n i s t r a t i o n  
99155 Medical conference; 25 minutes 
99156 Medical  conference; 50 minutes 

Only serv ices  a c t u a l l y  performed can be b i l l e d  f o r .  The pro- 
cedure code which most accu ra te l y  and complete ly  descr ibes 
the se rv i ce  performed i s  t o  be se lec ted  f o r  b i l l i n g  purposes t o  
the KMAP. The charge made t o  the KMAP should be the  same charge 
made f o r  comparable serv ices  prov ided t o  any p a r t y  o r  payor. 
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10. The following lists laboratory procedures that can be billed by 
either a licensed hysician (t4.D.) or Advanced Registered Nurse 
Practitioner (ARNP ! if the primary care center does not have a 
certified laboratory and technicians on-site and the services 
are rendered on-site directly by the M.D. or ARNP. 

PROCEDURE CODE NUMBER 

Throat Cultures (Screening) 

Smears for Bacteria, Stained 
Bleeding Time 
Red Blood Count 
Hemoglobin 
White Blood Count 
Differential 
Complete Blood Count 

Hematocri t 
Platelet Count 
Prothrombin Time 
Sedimentation Rate 
Glucose (Blood) 
Blood Urea Nitrogen 
Uric Acid 
Urine Analysis (Chemical 
and Microscooic) 

Thyroid Profile 

Glucose To1 erance 
Electrolytes 
Ova and Parasites 
TR Tests 

*These codes are effective for claims with dates of service 
on or after 12/01/87. 
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PROCEDURE CODE NIJMBER 

Coccidioidomycosis 86490 
Histoplasmosis  86510 

86540 Mumps 
B ruce l l a  86002 
Fine needle a s p i r a t i o n  w i t h  o r  
w i t h c u t  p repa ra t i on  o f  smear; 
s u p e r f i c i a l  t i s s u e  88170 

Deep t i s s u e  w i t h  r a d i o l o g i c a l  
guidance 88171 

Eva lua t ion  o f  f i n e  needle a s p i r a t e  
w i t h  o r  w i t hou t  p repa ra t i on  o f  
smears 88172 

Duodenal i n t u b a t i o n  and 
a s p i r a t i o n :  s i n g l e  specimen 89100 

M u l t i p l e  specimens 89105 
G a s t r i c  i n t u b a t i o n  and a s p i r a t i o n :  

d iagnos t i c  89130; 89137; $9136; 
89140; 89141 

F!asal smears f o r  eos inoph i l s  89190 
Sputum, ob ta in ing  specimen, 

aerosol  induced technique 89350 

The f o l l o w i n g  procedures art! payable o n l y  when performed by 
a  Roard-Cer t i f ied  pa tho log i s t ,  onco log i s t  o r  hemato logis t :  

Rone Marrow spear and/or c e l l  
b lock; a s p i r a t i o n  o n l y  85095 

Smear i n t e r p r e t a t i o n  o n l y  85097 
Asp i ra t ion ,  s t a i n i n g  and 

i n t e r p r e t a t i o n  85100 
A s p i r a t i o n  and s t a i n i n g  o n l y  85101 
Rone Marrow needle b iopsy 85102 
S ta in ing  and i n t e r p r e t a t i o n  85103 
I n t e r p r e t a t i o n  @ p l y  85105 

Th is  p o l i c y  i s  sub jec t  t o  post-payment review. 
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A Complete Blood Count (CBC) must be used when b i l l i n g  3 o r  more 
o f  t h e  f o l l o w i n g  t e s t s :  85007 o r  85009, 85041, 85018, 85048, o r  
85014. \'hen th ree  o r  more components are  performed, the  CBC 
must be b i l l e d ,  and no a d d i t i o n a l  component i s  allowed. 

The KMAP does n o t  cover u r i n a l y s i s ,  unless i t  inc ludes  a micro- 
scopic examination. By d e f i n i t i o n  t h i s  code, when b i l l e d ,  i n d i -  
cates t h a t  a t o t a l  u r i n a l y s i s  w i t h  microscopic examinat ion has 
been performed. "D ips t i ck "  u r i na l yses  are  NOT reimbursable by KMAP. 

A c u l t u r e  and a smear f o r  bac te r i a  may n o t  both be b i l l e d  the 
same date o f  se rv i ce  f o r  t h e  same diagnosis  code. 

11. Newborn Care 

Services f o r  a newborn are t o  be b i l l e d  under the  mother 's  name 
avd M A I D  number f o r  ROUTINE newborn care and f o r  newborn circum- i 
c i s ion .  Enter  "For Baby (Boy o r  G i r l  ) "  i n  the  
procedure d e s c r i p t i o n  f o r  any newborn serv ices  b i l l e d  under the  
mother 's  name and PAID number. Routine newborn care should be 
b i l l e d  on l y  once per 1P month period. 

12. Fe ta l  Tes t ing  

Feta l  t e s t i n g  procedures are  l i m i t e d  t o  any combination o f  three 
( 3 )  t e s t s  per  twelve (12) month period, per  r e c i p i e n t .  I f  more 
than th ree  ( 3 )  t e s t s  are b i l l e d  w i t h i n  a twelve (12) month 
per iod  f o r  the  same r e c i p i e n t ,  medical documentation just i f .v ing 
the  necess i ty  w i l l  be requi red.  

I 
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13. L i m i t a t i o n s  on Covered Emergency Room V i s i t s  

Payment f o r  I.V.s, venipunctures, and t h e  i n t e r p r e t a t i o n  o f  
r o u t i n e  procedures ( l a b o r a t o r y  and rad io lopy  tes t s ,  E.K.G:, 
e tc . )  i s  inc luded i n  t he  payment f o r  t he  emergency room v ~ s i t ;  
there fo re ,  these procedures should no t  be b i l l e d  separate ly .  
Th i s  p o l i c y  i s  sub jec t  t o  post-payment review. 

14. Lock-In Rec ip ien ts  

The Lock- In Program was implemented f o r  r e c i p i e n t s  who have been 
i d e n t i f i e d  as us ing  phys i c i an  and/or pharmacy serv ices  inappro- 
p r i a t e l y .  t l t i l i z a t i o n  rev iew o f  r e c i p i e n t  p a r t i c i p a t i o n  pa t te rns  
demonstrates except iona l  o r  excessive use of these Program 
bene f i t s .  Rec ip ien ts  i n  t h i s  category a re  p laced i n  t he  Lock-In 
Program t c  a s s i s t  them i n  es tab l i sh ing :  (a )  a  phys i c i an -pa t i en t  
r e l a t i o n s h i p ,  (b)  c o n t i n u i t y  o f  care, and ( c )  t o  safeguard 
aga ins t  t he  d ispensing o f  con t ra ind i ca ted  drugs by m u l t i p l e  
physic ians and pharmacies. 

I n  o rder  t o  accomplish these goals,  a l l  Lock-In r e c i p i e n t s  are 
sub jec t  t o  t he  f o l l o w i n g  l i m i t a t i o n s  i n  covered serv ices:  

a. P e c i ~ i e n t s  who are se lec ted  f o r  Lock-In rece i ve  spec ia l  
P I N K  Medical Assistance I d e n t i f i c a t i o n  cards each month. 
Phys ic ian  and/or pharmacy serv ices  must be prov ided by the  
Lock-In p r o v i d e r  on ly .  

b. Phys ic ian  a r d / o r  pharmacy serv ices rendered by persons 
o the r  than the Lock-In p rov ide r  a re  considered non-covered 
serv ices  except as fo l lows:  

(1)  The r e c i p i e n t  requ i res  phys ic ian  serv ices  a t  an 
emeraency room, i n - p a t i e n t  o r  o u t - p a t i e n t  hosp i t a l ,  
cosmunity mental heal th ,  f a m i l y  p lanning,  e t c .  
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( 2 )  The r e c i p i e n t  requ i res  t reatment  due t o  an acute 
i l l n e s s ,  a r i s i n g  a f t e r  hours, weekends, hol idays.  
Claims w i l l  be considered i f  documentation i s  prov ided 
t h a t  indicat.es the  medical necess i ty  o f  t h e  se rv i ce  
(i.e., Lock-In p rov ide r  n o t  ava i l ab le ,  i n j u r y l a c c i d e n t ,  
r e c i p i e n t  o u t  o f  town). 

( 3 )  The r e c i p i e n t ' s  Lock-In p rov ide r  d e t e r m i ~ e s  t h a t  the  
serv ices o f  a  consu l tan t  OR s p e c i a l i s t  a re  med ica l l y  
necessary. This  inc ludes second opin ions f o r  surgery, 
e tc .  Claims w i l l  be considered f o r  payment i f  the  
name and number of the Lock-In p rov ide r  are entered i n  
Block #8 of  the  MAP-7 c l a i m  form. 

c. The r e c i p i e n t  w i l l  remain on the  Lock-In Program u n t i l  
payment p r o f i l e s  i n d i c a t e  t h a t  t h e  r e c i p i e n t ' s  u t i l i z a t i o n  
p a t t e r n  i s  w i t h i n  acceptable parameters. The r e c i p i e n t  i s  i 
no t  permi t ted  t o  change Lock-In prov iders  unless: 

(1 )  The r e c i p i e n t  o r  p rov ide r  moves; 

( 2 )  The p rov ide r  requests a  change; o r  

( 3 )  S u f f i c i e n t  evidence i s  prov ided t o  i n d i c a t e  t h a t  a  
change i s  i n  t h e  bes t  i n t e r e s t  o f  the  r e c i p i e n t .  

Physicians are encouraged t o  n o t i f y  the  Department f o r  Medicaid 
Services regarding s p e c i f i c  cases o f  apparent i napp rop r ia te  
u t i l i z a t i o n  o f  Program bene f i t s .  Rec ip ien t  u t i l i z a t i o n  p r o f i l e s  
are  then developed f o r  cons idera t ion  o f  r e c i p i e n t  i n c l u s i o n  i n  
t h e  Lock-In Program. 

15. Kentucky P a t i e n t  Access and Care System (KenPAC) 

KenPAC i s  a s tatewide p a t i e n t  care system which, as an a d j u ~ c t  
t o  the  Kentucky Medical Assistance Program (KMAP) , provides 
c e r t a i n  categor ies o f  medical r e c i p i e n t s  w i t h  a  pr imary phy- 
s i c i a n  o r  f a m i l y  doctor .  Only those Medicaid r e c i p i e n t s  who 
rece ive  medical ass is tance under the  A id  t o  Fami l ies w i t h  
Dependent Ch i ld ren  (AFDC), o r  AFDC-related categor ies are  

i' 
\, 
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covered by KenPAC. S p e c i f i c a l l y  excluded are: The aged, b l i n d ,  
and d isab led  ca tegor ies  o f  rec ip ien ts ;  s k i l l e d  nu rs ing  f a c i l i t y  
(SNF), in te rmed ia te  care f a c i l i t y  ( ICF), and personal care (PC) 
res idents;  mental h o s p i t a l  pa t i en ts ;  f o s t e r  care cases; refugee 
cases; a l l  spend-down cases; and a l l  Lock-In cases. To a i d  i n  
d i s t i n g u i s h i n g  from r e g u l a r  KMAP r e c i p i e n t s ,  t h e  KenPAC r e c i p i e n t s  
w i l l  have a color-coded KYAP ca rd  w i t h  the name, address, and 
telephone number o f  t h e i r  pr imary care prov ider .  

Pr imary phys ic ian  s p e c i a l i s t s  o r  groups who may p a r t i c i p a t e  as 
pr imary physic ians are: 

General P r a c t i t i o n e r s  Obs te t r i c i ans  Primary Physic ian C l i n i c s  
Family P r a c t i t i o n e r s  Gynecologists Primary Care Centers 
P e d i a t r i c i a n s  I n t e r n i s t s  Rural Heal th C l i n i c s  

Rec ip ien ts  may s e l e c t  a pr imary p h y s i c i a n l c l  i n i c  who agrees t o  
p a r t i c i p a t e  i n  Medicaid and KenPAC. Rec ip ien ts  not s e l e c t i n g  a 
pr imary phys ic ian  w i l l  be assigned one w i t h i n  t h e i r  home county. 
A pr?mary phys ic ian  may serve up t o  1,500 KenPAC pa t i en ts .  
Prov ider  c l i n i c s  ma.;! serve up t o  1,500 p a t i e n t s  f o r  each f u l l -  
t ime equ iva len t  physic ian.  Primary Care Centers and Rural Heal th 
C l i n i c s  may a l s o  be assigned r e c i p i e n t s  based on t h e  number o f  
Advanced Registered Nurse P r a c t i t i o n e r s  (ARNP) they have on s t a f f .  

KenPAC pr imary p h y s i c i a n s / c l i n i c s  must arrange f o r  phys ic ian  
coverage 24 hours per  day, seven days per  week. A s i n p l e  24 
hour access telephone number must be prov ided by the  pr imary 
p h y s i c i a n / c l i n i c .  Th is  number w i l l  be p r i n t e d  on the r e c i p -  
i e n t ' s  KenPAC Medical Assistance I d e n t i f i c a t i o n  Card. 

The f o l l o w i n g  serv ice  categor ies must be prov ided e i t h e r  by t h e  
pr imary p h y s i c i a n / c l i n i c  o r  r e f e r r e d  by t h e  pr imary phys ic ian /  
c l i n i c  i n  o rder  t o  be reimbursed by KMAP. 

Physic ian (excludes Ophthalmologists and P s y c h i a t r i s t s )  
Hosp i ta l  ( Inpat ien t ) (Exc ludes p s y c h i a t r i c  and o b s t e t r i c a l  

admissions) 
Hosp i ta l  (Outpat ien t )  
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Laboratory Services 
Nurse Anes the t i s t s  
Rural  Hea l th  C l i n i c  Services 
Home Hea l th  Services 
Primary Care Centers 
Ambulatory Surg ica l  Centers 

Serv ices n o t  inc luded i n  t he  above l i s t  may be obta ined by t h e  
KenPAC r e c i p i e n t  i n  t he  usual manner. These serv ices  are as 
f o l  lows: 

Dental  E a r l y  Pe r i od i c  Screening 
Pharmacy Diagnosis & Treatment 
Family Planning O b s t e t r i c a l  Care and Rout ine 
Hearing and V i s ion  Newborn Care 

R e f e r r a l s  may be made by the  KenPAC primar-y p h y s i c i a n / c l i n i c  t o  i 
another p rov ide r  f o r  s p e c i a l t y  care  o r  f o r  pr imary care du r i ng  
h i s /he r  absence. No spec ia l  a u t h o r i z a t i o n  o r  r e f e r r a l  form i s  
requ i red ,  and r e f e r r a l s  should occur  i n  accordance w i t h  accepted 
p r a c t i c e s  i n  t h e  medical community. However, t o  ensure t h a t  
payment w i l l  be made, t he  pr imary p h y s i c i a n / c l i n i c  must p rov ide  
the  s p e c i a l i s t  o r  o the r  phys ic ian  w i t h  h i s /he r  KMPP vendor 
number, which i s  t o  be entered on the  b i l l i n g  form t o  s i g n i f y  
t h a t  t he  se rv i ce  has been author ized.  Claims f o r  serv ices 
prov ided t o  KenPAC r e c i p i e n t s  which do n o t  have a r e f e r r a l  f rom 
t h e i r  pr imary phys ic ian  w i l l  n o t  be p a i d  by KMAP. 

"Emergency Care" i s  de f ined  as a c o n d i t i o n  f o r  which a delay i n  
t reatment  may r e s u l t  i n  death o r  permanent impairment o f  health.  

P re -au tho r i za t i on  from the  pr imary phys i c i an  i s  n o t  requ i red  f o r  
emergency care. However, the pr imary phys i c i an  should be 
contacted, whenever p r a c t i c a l ,  t o  be advised t h a t  care has been 
provided, and t o  o b t a i n  t he  phys i c i an ' s  a u t h o r i z a t i o n  number. 
I f  the  a u t h o r i z a t i o n  cannot. be ob ta ined from the  pr imary physi -  
c ian,  the p rov ide r  must con tac t  t he  Medicaid Program t o  ob ta in  
an a u t h o r i z a t i o n  number be fore  submi t t i ng  a c la im.  
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"Urgent care" i s  de f i ned  as a c o n d i t i o n  n o t  l i k e l y  t o  cause 
death o r  l a s t i n g  harm, b u t  f o r  which t reatment  should n o t  w a i t  
f o r  a  normal ly  scheduled appointment (e.g., s u t u r i n g  minor  cuts,  
s e t t i n g  s imple broken bones, t r e a t i n g  d i s l o c a t e d  bones, and 
t r e a t i n g  cond i t i ons  charac ter ized  by abnormal ly h i g h  temperatures).  

The pr imary phys i c i an  must be contacted f o r  p r i o r  a u t h o r i z a t i o n  
o f  u rgent  care. I f  p r i o r  a u t h o r i z a t i o n  i s  refused, any se rv i ce  
prov ided t o  t he  c l i e n t  i s  n o t  payable hy t h e  Kentucky Medical 
Assistance Program. If the  r e c i p i e n t ' s  pr imary phys i c i an  cannot 
he reached f o r  p r i o r  au tho r i za t i on ,  u rgent  care i s  t o  be prov ided 
and the  necessary a u t h o r i z a t i o n  secured a f t e r  se rv i ce  i s  rendered. 
Under t h i s  circumstance, i f  pos t -au tho r i za t i on  i s  re fused by the  
pr imary phys i c i an  o r  t he  pr imary  phys ic ian  cannot b~ contacted 
a f t e r  se rv i ce  has been provided, spec ia l  a u t h o r i z a t i o n  can be 
obta ined from the  Medicaid Program. When the Program determines 
t h a t  t he  spec ia l  a u t h o r i z a t i o n  procedure i s  being misused, t he  
i n d i v i d u a l  p rov ide r  w i l l  be advised t h a t  spec ia l  a u t h o r i z a t i o n  
f o r  f u r t h e r  serv ices  may be refused. 

Rout ine care i n  t he  emergency room i s  no t  t o  be au thor ized  by 
the pr imary physic ian,  and w i l l  n o t  be payable under t he  
Program. 

KenPAC pr imary phys ic ians  and c l i n i c s ,  i n  a d d i t i o n  t o  t h e i r  
normal f ee  f o r  se rv i ce  reimbursements f rom Medicaid, w i l l  be 
p a i d  $3.00 per  month f o r  each KenPAC p a t i e n t  they manage. 
Maximum monthly reimbursement may n o t  exceed $3,000.00 per  
physic ian.  

Any quest ions about t he  KenPAC Program may be r e f e r r e d  to :  

Manager, KenPAC Branch 
D i v i s i o n  o f  P o l i c y  and Prov ider  Services 
Department f o r  Medicaid Services 
275 East Main S t r e e t  
F rank fo r t ,  KY 40621 

In fo rma t i on  may be obtained by c a l l i n g  t o l l  f r e e  1-800-635-2570 
( I n -S ta te )  o r  1-502-564-5198 ( I n -  o r  Out-of-State).  
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E. Laboratory 

Laboratory serv ices covered by the  Primary Care Services element o f  
the  KMAP are l i m i t e d  t o  those procedures prov ided d i r e c t l y  by t h e  
center ,  o r  i f  purchased, t o  those serv ices covered under the  inde- 
pendent l abo ra to ry  element o f  the  Medical Assistance Program f o r  each 
p a r t i c i p a t i n g  Med ica re -ce r t i f i ed  lab.  The cos t  t o  the  center  f o r  
these serv ices cannot exceed fees es tab l ished under the  KMAP. 

Laboratory serv ices must be ordered and prescr ibed i n  w r i t i n g ,  and 
signed by a  du l y  l i censed  s t a f f  physician, nurse p r a c t i t i o n e r  o r  
d e n t i s t ,  w i t h i n  the scope o f  t h e i r  l icensure,  f o r  the  care and 
treatment i nd i ca ted  i n  the  management o f  i l l n e s s ,  i n j u r y ,  impairment, 
ma te rn i t y  care, o r  f o r  the purpose o f  determin ing the  ex is tence o f  
an i l l n e s s  o r  c o n d i t i o n  i n  a  r e c i p i e n t .  The order  must be maintained 
w i t h i n  the Center 's records, i n c l u d i n g  the p a t i e n t ' s  f i l e .  ( 

Laboratory t e s t s  can n o t  be b i l l e d  t o  EDS f o r  serv ices rendered t o  
res iden ts  o f  s k i l l e d  nu rs ing  f a c i l i t i e s ,  in te rmed ia te  care f a c i l i t i e s ,  
and in te rmed ia te  care f a c i l i t i e s  f o r  the  menta l l y  re ta rded  and 
developmental ly disabled, when the res iden t  i s  i n  vendor s ta tus  w i t h  
the  KMAP. 

Procedural Coding 1 
I 

The coding f o r  Laboratory procedures i s  found i n  the  Hea l th  Care 
Financing Admin is t ra t ion  (HCFA) Common Procedural Coding System 
(HCPCS). E f f e c t i v e  w i t h  serv ices as o f  J u l y  1, 1.988, independent 
l abo ra to ry  coverage was expanded t o  inc lude most l abo ra to ry  serv ices 
t h a t  each Med ica re -ce r t i f i ed  l abo ra to ry  can prov ide.  Post-mortem 
labo ra to ry  serv ices  are n o t  covered. 
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F. Dental 

Dental services are limited to those procedures covered through the 
Dental Services element of the KMAP. Dental services are covered 
for those Medicaid-eligible recipients who have not yet reached 
their twenty-first birthday (coverage for those turning 21 will 
continue through the end of their birth month). Some services are 
covered for Medicaid-eligible recipients aged 21 and over as well. 
These dental services are so designated. All services rendered to 
KMAP recipients must be completed prior to billing the Program for 
that service. This policy will he monitored through post payment 
review. 

1. Out-of-Hospital Services: Payment for services is limited to 
those procedures listed en the department's dental benefit 
schedule, and include benefits in the following categories: 

a. Diagnostic 
b. Preventive 
c. Oral Surgery 
d. Endodontics 
e. Operative 
f. Crown 
g. Prosthetics 
h. Orthodontics 
i .  Other Services 

Out-of-Hospi tal refers to a1 1 1 ocations where dental services 
are provided, except hospital admittance. For example: 

Clinic 
Hospital Outpatient Department 
 ent ti st's office 
Nursing Home 
Patient's Home 
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2. Out-of -Of f ice Services: Considered t o  be l oca t i ons  where the  
d e n t i s t  must t r a v e l  away from h i s  usual o f f i c e  t o  render pro- 
f ess iona l  serv ices.  For example: 

Nursing Home 
P a t i e n t ' s  Home 
Hosp i ta l  Outpat ien t  Department 

Services l i s t e d  on the  Dental Procedural Coding/Benefi t  Schedule 
a r e  appl i c a b l e  when rendered i n  ou t -o f -o f f  i c e  loca t ions .  

3. In -Hosp i ta l  Services: Refer t o  denta l  serv ices  rendered a  
p a t i e n t  admit ted t o  a h o s p i t a l  overn ight .  Reimbursement f o r  
i n p a t i e n t  denta l  procedures w i l l  be made t o  bo th  general 
d e n t i s t s  and o r a l  surgeons. 

A general d e n t i s t  may suhmit a  c la im  f o r  h o s p i t a l  i n p a t i e n t  I \  

se rv i ce  f o r  the  p a t i e n t  termed "med ica l l y  h igh  r i s k . "  Med ica l l y  
h igh  r i s k  i s  de f ined as a  p a t i e n t  w i t h  one o f  the f o l l o w i n g  
diagnoses: 

Heart Disease 
Respiratory Disease 
Chronic Bleeder 
Uncont ro l lab le  Pa t i en t  - re ta rda te  o r  emot iona l ly  d is tu rbed 
Other - automobile acc ident ,  h igh  temperature, massive 

i n f e c t i o n  

A l l  non-emergency h o s p i t a l  admissions must be pre-author ized by 
the PEERVIEW. 
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To o b t a i n  p r i o r  a u t h o r i z a t i o n ,  a  respons ib le  person i n  t h e  
pr imary care c e n t e r ' s  o f f i c e  must con tac t  t h e  Peerview o f f i c e  a t  
1-800-423-6512, f o r  a  pre-admission rev iew o f  proposed e l e c t i v e  
admissions. A p re -au tho r i za t i on  code w i l l  be g iven  t o  t h e  
pr imary care c e n t e r ' s  o f f i c e  by Peerview, i n d i c a t i n g  approval 
f o r  t he  admission. A person i n  t he  pr imary care c e n t e r ' s  o f f i c e  
must t r a n s m i t  t h a t  code t o  t he  h o s p i t a l ' s  a d m i t t i n g  o f f i c e  a t  
t he  t ime o f  t he  admission. Th is  code a l lows t h e  Peerview 
coo rd ina to r  t o  c e r t i f y  the admission. Kentucky h o s p i t a l s  w i l l  
n o t  be reimbursed by t h e  KMAP f o r  non-emergency admissions 
unless the  admissions were pre-author ized and c e r t i f i e d  by 
Peervi  ew. 

4. Prccedural  CodingIBenef i t  Schedule 

The f o l l o w i n g  l i s t  con ta ins  a l l  den ta l  serv ices  payable by the  
KMAP. I f  a  se rv i ce  i s  n o t  l i s t e d ,  i t  i s  n o t  payable by the  
Program. Please make note of serv ices  covered f o r  a l l  ages and 
serv ices  l i m i t e d  t o  ages under 21. Services l i m i t e d  t o  ages 
under 21 may be b i l l e d  f o r  V e d i c a i d - e l i g i b l e  r e c i p i e n t s  who 
have no t  reached t h e i r  t w e n t y - f i r s t  b i r t hday .  L i m i t a t i o n s  as 
t o  the number o f  t imes a  se rv i ce  i s  payable w i t h i n  a  ca lendar  
year  are i n d i c a t e d  by procedure code. 

NOTE: See Appendix X V I  - D e f i n i t i o n s  o f  Dental Procedures 

DIAGNOSTIC SERVICES (Ava i l ab le  t o  a l l  ages) 

Procedure DO270 - B i tewing  - S ing le  F i l m  

Procedure DO272 - B i tewing  - Two Fi lms 

Procedure DO273 - B i tew ing  - Three Fi lms 

Procedure DO274 - B i tewing  - Each Add i t i ona l  F i l m  
L i m i t :  A t o t a l  o f  four  ( 4 )  X-rays per p a t i e n t ,  per  
17 month per iod,  per  p rov ide r .  Each o f  t he  above 
codes should be f o r  one u n i t  o f  se rv i ce  only .  

Procedure DO220 - I n t r a o r a l  - P e r i a p i c a l  Single, F i r s t  F i l m  
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Procedure DO230 - I n t r a o r a l  - P e r i a p i c a l  Each Add i t i ona l  F i l m  
L i m i t :  A t o t a l  o f  four teen (14) X-rays pe r  p a t i e n t ,  per  12 
12 mocth per iod,  per  p rov ide r  

Procedure DO330 - Panoramic - M a x i l l a  and Mandible F i l m  
L i m i t :  One (1 )  per  p a t i e n t ,  per  every 
twenty- four  (24) month per iod,  per  p rov ide r  

PREVENTIVE SERVICES (Ava i l ab le  t o  a l l  aaes) 

Procedure D l l l O  - Prophylax is  - Adu l t  (Excludes F luo r i de )  
Note: A d u l t  i s  de f ined  as age 17 and over  

Procedure Dl201 - Top ica l  A p p l i c a t i o n  o f  F luo r i de  ( I n c l u d i n g  
Prophylax is)  Ch i ld ren  
Note: C h i l d  i s  def ined as 16 and under 

Procedure Dl702 - Topica l  A p p l i c a t i o n  of F luo r i de  ( I n c l u d i n g  
Prophylax is)  
Note: Inc ludes r e c i p i e n t s  age 17-20 

L i m i t :  One (1 )  pe r  12 month per iod,  per  p a t i e n t  

ORAL SURGERY ( A v a i l a b l e  t o  a l l  ages) 

Procedure D7110 - Ex t rac t i on ,  S ing le  Tooth 
L i m i t :  One per too th ,  per  p a t i e n t  

Procedure D7120 - Ex t rac t i on ,  Each Add i t i ona l  Tooth 
L i m i t :  One per  too th ,  per  p a t i e n t  

Procedure D7130 - Root Removal - Exposed Roots 
Note: Root removal i s  n o t  payable on same 
date o f  se rv i ce  t o  same t o o t h  as the  t o o t h ' s  
e x t r a c t i o n .  

IMPACTIONS 

Procedure D7210 - Surg ica l  removal o f  erupted too th ,  requ i res  e l e v a t i o n  
Procedure 07211 - Surg ica l  removal o f  erupted tee th ,  each a d d i t i o a a l  
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IMPACTIONS (Continued) 

Procedure D7220 - Impact ion t h a t  requ i res  i n c i s i o n  of o v e r l y i n g  s o f t  
t i s s u e  and removal o f  t o o t h  

Procedure 07221 - Surg ica l  removal, s o f t  t i s s u e  impaction, each a d d i t i o n a l  
Procedure 07230 - Impact ion t h a t  requ i res  i n c i s i o n  o f  o v e r l y i n g  s o f t  

t i ssue,  e l e v a t i o n  o f  a  f l a p ,  and e i t h e r  removal o f  
bone and t o o t h  o r  sec t i on ing  and removal o f  t o o t h  

Procedure D7231 - Surg ica l  removal, p a r t i a l  bony impact ion, each a d d i t i o n a l  
Procedure D7240 - Impact ion t h a t  requ i res  i n c i s i o n  of o v e r l y i n g  s o f t  

t i ssue,  e l e v a t i o n  o f  f l a p ,  removal o f  bone and 
sec t i on ing  o f  the  t o o t h  f o r  removal 

Procedure 07241 - Impact ion t h a t  requ i res  i n c i s i o n  o f  o v e r l y i n g  s o f t  
t i ssue,  e l e v a t i o n  o f  a  f l a p ,  removal o f  bone, 
sec t i on ing  o f  the  t o o t h  f o r  removal, and/or presents 
unusual d i f f i c u l t i e s  and circumstances 

Procedure D7242 - Surg ica l  removal, complete bony impaction, s i n g l e  each 
Procedure 07243 - Surg ica l  removal , complete bony impsct ion each a d d i t i o n a l  
Procedure 07250 - Root recovery (Surg ica l  removal o f  res idua l  r o o t )  
Procedure D7260 - Oroantra l  f i s t u l a  c losu re  (and/or a n t r a l  r o o t  recovery) 

NOTE: Ex t rac t i ons  performed by general d e n t i s t s  i n  the  
o u t p a t i e n t  department of the  h o s p i t a l  are no t  reim- 
bursahle by the  KMAP except i n  cases determined t o  be 
med ica l l y  necessary and appropr ia te  o r a l  su rg i ca l  care 
i s  unavai lable.  Documentation v i l l  be requ i red  p r i o r  
t o  any payment considerat ion.  It would be necessary 
f o r  the d e n t i s t  t o  a t t a c h  a  l e t t e r  of exp lanat ion  t o  
the  c la im  form. Th is  l e t t e r  would need t o  inc lude t h e  
d iagnosis  necess i ta t i ng  h o s p i t a l  care and a l s o  a  
statement t h a t  an o r a l  surgeon was n o t  a v a i l a b l e  i n  
t h e  medical se rv i ce  area. Th is  l e t t e r  must be signed 
by the  den t i s t ;  delegated s ignatures  are  n o t  acceptable. 
When appropr ia te  o r a l  s u r g i c a l  care i s  ava i l ab le ,  
r e c i p i e n t s  should be r e f e r r e d  t o  a  p a r t i c i p a t i n g  o r a l  
surgeon who can per form t h i s  se rv i ce  i n  h i s  o f f i c e .  
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When the patient  has already been admitted t o  the 
outpatient  department fo r  other dental services,  i . e . ,  
f i l l i n g s ,  root canals, e tc . ,  in addition t o  the 
extract ions ,  the  provider can be reimbursed fo r  the 
extractions.  However, a l e t t e r  signed by the den t i s t  
must be attached to  the  claim explaining the  circumstances 
of the admission. Pedodontists are excluded from the 
requirements concerning outpatient  department extractions.  
This policy i s  monitored through post-payment review. 

ENDCDONTIC SERVICES (Limited t o  recipients  under age 21) 
Procedure 03110 - P u l p  Cap - Direct (Excluding Final Restoration) 

NOTE: Direct pulp cap i s  defined as the 
application of a p u l p  capping material such 
as calcium hydroxide i s  placed d i rec t ly  on 
or  in  contact with the  v i t a l  pulp t issue.  
Placement of the material over an area in 
close proximity of the cap b u t  not actual ly  
i n  contact w i t h  the pulp chamher does not 
const i tu te  a d i r ec t  pulp cap. 

Procedure 03220 - Vital Pulpotomy (Excludes Final Pestoration) 

Procedure 03310 - Root Canal Therapy, Anterior (Excludes Final 
Restoration) 

Procedure 03320 - Root Canal Therapy, Premolar (Excludes Final 
Restoration) 

Procedure 03330 - Root Canal Therapy, Molar (Excludes Final 
Restoration) 

KDTE: The Sargenti method of root canal treatment i s  not 
covered under the present root canal procedure codes. 
When bi 11 i v g  f o r  root canal therapy, the procedure 
const i tu tes  treatment of the en t i r e  tooth. I t  is not 
appropriate t o  perform a root canal on only one root of 
a molar and b i l l  the KMAP f o r  root canal therapy on a 
molar since t ha t  code represents treatment t o  the en t i r e  
tooth. These are monitored through post-payment review. 
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OPERATIVE SERVICES (Available to all ages) 

AMALGAM - PRIMARY 
Procedure 02110 - Amalgam - One Surface 
Procedure D2120 - Amalgam - Two Surfaces 
Procedure 02130 - Amalgam - Three Surfaces 
Procedure D2131 - Amalgam - Four Surfaces 
AMALGAM - PERMANENT 
Procedure D2140 - Am.?lgam - One Surface 
Procedure D2150 - Amalgam - Two Surfaces 
Procedure 02160 - Amalgam - Three Surfaces 
Procedure D2161 - Amalgam - Four or More Surfaces 
COMPOSITE RESIN 

Procedure 02710 - Silicate Cement per Restoration 

Procedure D231O - Acrylic or Plastic or Composite Resin 
Procedure D2330 - Composite Resin - One Surface 
Procedure D2331 -' Composite Resin - Two Surfaces 
Procedure 02332 - Composite Resin - Three Surfaces 
Procedure D2335 - Acrylic or Plastic or Composite Resin 

(Involving Incisal Angle or Four or Fore 
Surfaces) 
NOTE: This procedure code can not he billed 
in conjunction with any other operative 
service code or the procedure code for 
crowns performed on the same tooth on the 
same date of service. The use of mastiques 
is not allowed for this procedure code. 
Policy is monitored through post-payment 
review. 
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L i m i t :  A c r y l i c ,  P l a s t i c  o r  Composite Resin F i l l i n g s  (procedure 
codes D2310-D2335) a re  l i m i t e d  t o  a n t e r i o r  t e e t h  only .  A n t e r i o r  
t e e t h  a re  de f i ned  as t o o t h  numbers 6, 7, 8, 9, 10, 11, 22, 23, 
2 4 , 2 5 , 2 6 , 2 7 , C , D , E , F , G , H , M , N , C , P , Q , a n d R .  

NOTE: The KMAP recognizes f i v e  (5 )  sur faces o f  a  t o o t h  (buccal 
o r  l a b i a l ,  mesia l ,  d i s t a l ,  l i n g u a l ,  occ lussa l  o r  i n c i s a l ) .  
Any combinat ion o f  t he  above procedure codes can be used 
f o r  a  t o t a l  o f  5  surfaces, per  too th ,  per  p rov ider ,  
per  date of serv ice .  This  i s  moni tored by both computer 
aud i t s  and post-payment review. 

CROWN (L im i ted  t o  r e c i p i e n t s  under age 21) 

Procedure D2930 - Pre fab r i ca ted  S ta in less  S tee l  Crown - 
Primary Tooth 

I 
\ 

Procedure D2931 - Pre fab r i ca ted  S ta in less  S tee l  Crown - 
Permanent Tooth 

Procedure D2932 - Pre fab r i ca ted  Resin Crown - 
L i m i t :  A n t e r i o r  Teeth Only 

NOTE: Should a  p rov ide r  choose t o  p rov ide  crowns f o r  a n t e r i o r  
t e e t h  and/or permanent tee th ,  the usual and customary 
charge f o r  a  s t a i n l e s s  crown must be b i l l e d .  Since 
reimbursement f o r  the t o o t h ' s  r e s t o r a t i o ~  i s  inc luded i n  
the payment f o r  t h e  crown, t h i s  procedure cannot he b i l l e d  
i n  con junc t i on  w i t h  any o the r  ope ra t i ve  se rv i ce  code f o r  
t he  same t o o t h  number. Th i s  p o l i c y  i s  reviewed by both 
system a u d i t s  and post-payment review. 

PROSTHETIC SERVICES (L im i ted  t o  r e c i p i e n t s  under age 21) 

Procedure W0716 - T r a n s i t i o n a l  appl iance, inc ludes  one t o o t h  on 
appl iance, upper app l iance 
L i m i t :  One per 12 month per iod,  per  p a t i e n t  

Procedure W0718 - T r a n s i t i o n a l  appl iance, inc ludes  one t o o t h  on 
appl iance, lower appl iance 
L i m i t :  One per 12 month per iod,  per p a t i e n t  
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Procedure WO725 - Repair of f racture  of t rans i t iona l  appliance and 
space maintainer 
Limit: Three per 12 month period, per pat ient  

Procedure W0726 - Pepair of f rac ture  and replacement of one broken 
tooth cn a t rans i t iona l  appliance and space 
maintainer 
Limit: Three per I?  month period, per pat ient  

Procedure D5610 - Repair broken complete or  par t i a l  denture - No 
teeth  damage 
Limit: Three per 17 month period, per patient  

Procedure D5620 - Repair broken complete or  par t ia l  denture - Replace 
one broken tooth 
Limit: Three per 12 month period, per pat ient  

Procedure D56n0 - Replace broken tooth on denture. b!o other repairs .  

Procedure D5630 - Replace additional teeth  - each tooth 

Procedure D5750 - Relining upper or  lower complete denture 
( laboratory) 
Limit: One per 1 2  month period, per denture, 

per pat ient  

Note: The repair  of the clasp on removable par t i a l  dentures, 
and re l ining of removable par t i a l  dentures a re  not presently 
covered benefits .  

ORTHODONTIC SERVICES (Limited t o  recipients  under age 21) 

Limit: To any combination of the below procedures per 1 2  month 
period to ta l ing  two, per pat ient  

Procedure Dl510 - Space maintainer, fixed uni la teral  type 

Procedure Dl515 - Space maintainer, fixed b i la te ra l  type 

Procedure Dl520 - Space maintainer, removable uni la teral  type 
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Procedure Dl525 - Space main ta iner ,  removable b i l a t e r a l  t ype  

Procedure D8110 - Removable Appl iance Therapy 

Procedure 08120 - Fixed o r  cemented appl iance therapy I 
NOTE: Tooth numbers a re  no longer  requ i red  f o r  o r thodon t i c  

serv ices.  See Appendix X V I  - D e f i n i t i o n s  o f  Dental  
Procedures 

OTHER SERVICES 

Procedure 09110 - P a l l i a t i v e  (emergency) t reatment  o f  denta l  pain, 
j 
i 

minor procedures ! 

L i m i t :  One per  date o f  serv ice,  per  r e c i p i e n t ,  
pe r  d e n t i s t  ( I ! 

NOTE: Emergency Treatment r e f e r s  t o  an ac tua l  denta l  t reatment,  
necessary i n  an emergency s i t u a t i o n ,  t h a t  i s  n o t  covered 
by any o the r  procedure on t h e  Dental  Benef i t  Schedule. 
Only one emergency may e x i s t  d u r i n g  any one v i s i t ,  even 
though t reatment  may i n v o l v e  more than one procedure o r  
too th .  I t  i s  necessary t h a t  bo th  t he  d iannosis  and the  
ac tua l  t.reat.ment rendered be en tered  on each c l a i m  form 
submitted fo r  procedure 09110. 

When the  emergency t reatment  i s  a covered procedure, o r  
a non-emergency, non-covered treatment,  t he  emergency 
t reatment  procedure may no t  be b i l l e d .  The f o l l o w i n g  
l i s t  represents unacceptable and the re fo re  non-payable 
serv ices  f o r  procedure D9110. 

1. Rout ine o f f i c e  c a l l s  
2. Oral  exams 
3. Re fe r ra l s  t o  o the r  d e n t i s t s  o r  phys ic ians  
4 .  Pins f o r  r e t e n t i o n  of f i l l i n g s  
5. Sa l ine  i r r i g a t i o n s  
6. F u l l  mouth deep s c a l i n g  and c u r r e t t a g e  unless t o  r e l i e v e  

acute per iodenta l  pa in  
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Wires revised 
Dressing changes unless for dry socket 
Panorex interoretation 
When 05750 is' done on same day as a denture 
related D9110 
When D7110 or D7120 are done on same day to same tooth 
Gingevectomy 
Appliance removal or removal of braces 
Frenunectomy 
Bone Trim with extractions 
Adjust appliance or retainer 
Papilloma removal 
Sutures with extractions 
Suture removal 
When 02110 through D2332 are dcne on same day to same tooth 
Dispensing drugs 
Telephone contacts 
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DEF!TAL BENEFIT SCHEDULE FOR ORAL SURGEONS (Available to All Ages) 

The following list contains all procedures payable to oral surgeons under the 
KMAP Dental Services Program. All other oral surgical procedures, including 
x-rays, are referenced in the CPT-4 coding book. 

Limit: One extraction per tooth, per patient. 

SIMPLE EXTRACTIONS 
Procedure D7110 - Extraction, Single Tooth 
Procedure D7120 - Extraction, Each Additional Tooth 
Procedure D7130 - Root Removal - Exposed Root 

NOTE: Root removal is not payable on the same date of 
service to the same tooth as the tooth's extraction. 

IFPACTIONS 
Procedure D7210 - Surgical removal of erupted tooth, requires elevation 
Procedure D7711 - Surgical removal of erupted teeth, each additional 
Procedure D7220 - Impaction that requires incision of overlying soft 

tissue and removal of tooth 
Procedure D7221 - Surgical removal, soft tissue impaction, each additional 
Procedure 07230 - Impaction that requires incision of overlying soft 

tissue, elevation of a flap, and either removal of bone 
and tooth or sectioning and removal of tooth 

Procedure D7231 - Surgical removal, partial bony impaction, each additional 
Procedure 07240 - Impaction that requires incision of overlying soft 

tissue, elevation of flap, removal of bone and 
sectioning of the tooth for removal 

Procedure D7241 - Impaction that requires incision of overlying soft 
tissue, elevation of a flap, removal of bone, 
sectioning of the tooth for removal, and/or presents 
unusual difficulties and circumstances 

Procedure D7242 - Surgical removal, complete bony impaction, single each 
Procedure D7243 - Surgical removal, complete bony impaction each additional 
Procedure D7250 - Root recovery (Surgical removal of residual root) 
Procedure D7260 - Oroantral fistula closure (and/or antral root recovery) 
Questions regarding oral surgical procedures should be directed to the 
Division of Policy and Provider Services at (502) 564-6890. 
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6 .  Family Planning 

1. I n i t i a l  Visit 

a. Complete Medical Histor --A complete medical history shal l  
be obtained and recordej and shal l  include, but not be 
limited to:  

1 )  Complete obstet r ical  his tory,  w i t h  menarche and 
menstrual history,  l a s t  menstrual period, gravidity,  
par i ty ,  pregnancy outcomes, and complications of any 
pregnancy and/or del ivery. 

2)  Any s ignif icant  i l lnesses ,  hospi ta l izat ions ,  and 
previous medical care and the indicated systems 
review, e.g., cardiovascular, renal ,  neurologic, 
hepatic, endocrine, hematologic, gynecologic (Dys- 
menorrhea, metrorrhagia, menorrhagia, post-coital 
bleeding, vaginal discharge, dyspareunia) and venereal 
disease. 

3) Previous contraceptive devices o r  techniques used, 
and problems related t o  their use. 

4 )  Present and past physical conditions which might 
influence choice of contraceptive method, t o  include: 

a )  Thromboembolic disease 
b) Hepato-renal disease 
c )  Breast and/or genital  problems 
d) Diabetic and pre-diabetic conditions 
e )  Cephalgia and migraine 

Hematologic phenomena 3 Pelvic inf lamatory disease 
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5) Relevant family heal th  h is tory ,  including s ign i f i can t  
recurrent chronic i l l ness ,  genetic aberrations, and 
unusual heal th factors  among fami ly  members. 

6) Relevant psychiat r ic  h is tory ,  including previous 
h i s to ry  o f  mental depression. 

7) Social h is tory .  

b. Physical Examination--The i n i t i a l  examination shal l  include: 

1) Thyroid palpat ion 

2) Inspection and palpat ion o f  breasts and a x i l l a r y  
glands, w i t h  ins t ruc t ions  t o  the pat ient  f o r  s e l f -  
examination 

3) Auscultat ion o f  heart  

4) Auscultat ion o f  lungs i f  respi ra tory  symptoms present 

5) Blood pressure 

6)  Weight and height 

7) Abdominal examination 

8) Pelv ic examination, including speculum, bimanual , and 
rectovaginal examinations 

9) Extremit ies 

10) Others as indicated 
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c. LABORATORY AND CLINICAL TESTS--The recipient shall receive 
at least the following laboratory and clinical tests. 

1) Hematocri t or hemoglobin 

2 )  Urinalysis for sugar and proteir 

3) Papanicolaou smears 

4) Culture for N gonorrhea 

5) Serology for syphilis* 

d. INFORMATTON Al!D EDUCATION REGARDING CONTRACEPTIVE METHODS-- 
The recipient shall be given comprehensive, detailed 
information concerning reversible and irreversible contra- 
ceptive methods available. This information shall include 
mode of action, advantages and disadvantages, effectiveness, 
and common side effects of each method. Basic information 
concerning venereal disease shall also be given. 

At the outset of the discussion, the recipient's level of 
knowledge regarding reproductive functions shall be estab- 
lished and basic information presented where necessary. 

Ample time shall be given for the recipient to ask pertinent 
questions and to relate the presented information to 
his/her personal situation. 

*ONLY WHEN MEDICALLY INDICATED 
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e. PRESCRIPTION OF CONTRACEPTIVE METHOD--The phys i c i an  s h a l l  
p resc r i be  the  con t racep t i ve  method, based on the  medical 
and p s y c h i a t r i c  h i s t o r y ,  the 'med ica l  examination, l abo ra to ry  
t e s t s ,  and t h e  r e c i p i e n t ' s  wishes. The phys i c i an  o r  t he  
r e g i s t e r e d  nurse s h a l l  g i v e  complete verba l  i n s t r u c t i o n s  
as t o  use o f  t he  method, and the  r e c i p i e n t  s h a l l  a l s o  be 
g iven  complete w r i t t e n  i n s t r u c t i o n s .  

APNP l i m i t a t i o n s  w i l l  be based on t h e  w r i t t e n  p r o t c c o l s  as 
they  r e l a t e  t o  the s p e c i f i c  con t racep t i ve  method. 

ALL OF THE PRECEDING SERVICES MUST BE COMPLETED AND DOCUMENTED 
BEFORE BILLING FOR AN INTTIPL EXAMINATION. Each c l i e n t  i s  
l i m i t e d  t o  one i n i t i a l  v i s i t  per p r o v i d e r  per  l i f e t i m e .  

2. R e v i s i t s  by Contracept ive Pa t i en ts  

Subsequent v i s i t s  t o  t he  c l i n i c  s h a l l  be scheduled a t  l e a s t  
annua l ly  and i n  accordance w i t h  the cont racept ive  method 
prescr ibed.  

a. ORAL CONTRACEPTIVE RECIPIENTS s h a l l  r e t u r n  t o  t he  c l i n i c  
no t  l a t e r  than th ree  months a f t e r  t he  i n i t i a l  p r e s c r i p t i o n  
i s  issued, and t h e r e a f t e r  as ind ica ted ,  o r  a t  l e a s t  annual ly.  

Dur ing the f i r s t  scheduled fo l low-up v i s i t ,  a t  l e a s t  t he  
f o l l o w i n g  serv ices  s h a l l  be provided: 

1) An i n t e r i m  h i s t o r y ,  t o  i nc lude  p a i n  ( e s p e c i a l l y  i n  
t h e  arms and chest) ,  headaches and v i s u a l  problems, 
mood changes, l e g  complaints,  vag ina l  b leed ing  and/or 
discharge, and VD h i s t o r y  

2 )  Review o f  menstrual h i s t o r y  
3 )  B lcod pressure, weight  check 
4) Laboratory t e s t s  as i n d i c a t e d  
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b. I.U.D. RECIPIENTS s h a l l  r e t u r n  t o  t h e  c l i n i c  n o t  l a t e r  
than th ree  months f o l l o w i n g  i n s e r t i o n  o f  the  device, a t  
which t ime the  f o l l o w i n g  serv ices  s h a l l  be provided: 

1.) A repeat  p e l v i c  examinat ion w i t h  v i s u a l  i nspec t i on  o f  
t h e  c e r v i x  

2 )  Blood pressure and weight 
3) Menstrual h i s t o r y  rev iew 
4) Review of abdominal symptoms, fever ,  vag ina l  bleeding/ 

discharge 
5 )  Laboratory t e s t s  as i nd i ca ted  

c. DIAPHRAGM RECIPIENTS s h a l l  be seen w i t h i n  two t o  f o u r  
weeks a f t e r  i n i t i a l  f i t t i n g ,  t o  assure t h a t  the  r e c i p i e n t  
can i n s e r t ,  pos i t i on ,  and remove the  diaphragm c o r r e c t l y .  

d. RHYTHM METHOD--Recipients us ina the  rhythm method s h a l l  be 
seen i n  one morth a f t e r  i n i t i a l  v i s i t ,  f o r  i n s t r u c t i o n  and 
assessing complaints, and s i x  m o ~ t h s  the rea f te r ,  f o r  
review o f  menstrual calendar and temperature char ts .  

e. OTHER--Recipients us ing o ther  methods o f  cont racept ion  do 
no t  r e q u i r e  a r o u t i n e  fo l low-up v i s i t  f o r  medical review 
o r  examinat ion p r i o r  t o  the  requ i red  annual v i s i t .  

3. Annual V i s i t s  

Annual v i s i t s  a re  requ i red  f o r  a l l  con t racept ive  r e c i p i e n t s .  
Dur ing these v i s i t s ,  a t  l e a s t  t h e  f o l l o w i n g  serv ices  s h a l l  be 
provided: 

a. I n t e r i m  hea l th  h i s t o r y  t o  update a l l  medical and p s y c h i a t r i c  
i n fo rma t ion  requ i red  i n  the  i n i t i a l  h i s t o r y .  

b. Complete phys ica l  examination, by the  phys ic ian  o r  ARNP, 
i n c l u d i n g  a l l  procedures requ i red  du r ing  the  i n i t i a l  
phys ica l  exam. 
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c. Repeat of initial laboratory and clinical procedures 
detailed in Section I.c., page 3. 

d. Evaluation of use of current method of contraceptive and 
change in prescription when indicated. Any change shall 
be based on interim medical and psychiatric history, physical 
examination and laboratory tests, and the recipient's 
satisfaction and success with the current method. 

e. Complete verbal and written instructions if prescription 
is changed. 

Annual visits are limited to one per nine months. 

6. Sterilization Counseling 

Counseling services involving transmittal of complete information 
regarding male and/or female sterilization procedures shall be 
provided the individual or couple requesting such services, 
plus full information concerning alternate methods of contra- 
ception. These counseling services shall be provided by the 
physician, the advanced registered nurse practitioner and shall 
meet at least the following conditions: 

a. The recipient's level of knowledge regarding reproductive 
functions shall be assessed, and proper instruction given 
where needed. 

b. A full discussion of reversible contraceptive methods 
shall be given. 

c. The recipient shall be made fully aware that the sterili- 
zation procedure will most likely be irreversible. 

d. Sterilization procedures shall be explained in detail, 
with use of charts or body models. 

e. The recipient shall be given complete information concerning 
possible complications and failures. 

f. The relative merits of male versus female sterilization 
shall be discussed with both partners, if both are available. 

0. The recipient shall be given information relating to the 
fact that sterilization,does not interfere with sexual 
function or pleasure. 

h. The function of the counselor is to provide information, 
and he/she shall in no way seek to influence the recipient 
to be sterilized. 
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The following conditions shall be considered contraindications 
for voluntary steri 1 ization: 

a. The recipient has physical, mental, or emotional conditions 
which could be improved by other treatment. 

b. The recipient is suffering from temporary economic diffi- 
culties which may improve. 

c. The recipient or couple feel that they are not yet ready 
to assume the responsibilities of parenthood. 

d. The recipient expresses possible wish to reverse the 
procedure in case of a change of circumstances. 

If sterilization is not desired, alternate methods of contra- 
ception shall be discussed. 

See Section IVY pages 4.5 and 4.6 for requirements related to 
sterilization procedures. 

7. Infertility Services 

Provision shall be made for screening and diagnosis of fertility 
problems. Recipients requesting infertility services shall 
receive complete physical exam and history, shall be given full 
information concerning reproductive functions, available tests 
and possible remedial procedures, and shall be referred to and 
accepted by a medical provider who can make available at least 
the following services: 

Complete history and physical examinations of both partners. 
G.C. and serologic testing of both partners. 
Basal body temperature monitoring. 
Semen analysis. 
Cervical mucus examination. 
Vaginal smear for assessment of estrogen production. 
Endometrial biopsy. 
Hysterosal pingogram. 
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8. Vaginal Infections 

The c l i n i c  shal l  be responsible f o r  diagnosis and treatment or  
re fe r ra l  of recipients  suffering from vaginal infections.  

9. Emergency Services 

Provision shal l  be made f o r  hand1 ing emergencies re la ted t o  
contraceptive services when the c l i n i c  is  not i n  session. 

10. Pregnancy Testing 

The c l i n i c  shal l  provide pregnancy tes t ing  on request by the 
recipient ,  when indicated by the history o r  physical examination, 
o r  when the prescribed method of contraception would indicate 
need f o r  same. 

11. Referrals \ 

The c l i n i c  shal l  be responsible f o r  referral  t o  the proper 
resource i n  the  following circumstances, and f o r  ensuring tha t  
the recipient  is accepted by the resource t o  which he/she is 
referred. 

a. Medical problems indicated by his tory,  physical examination, 
o r  laboratory o r  c l in ica l  t e s t .  

b. For pregnancy related services when appropriate. 
c. For social  case work not appropriately handled by agency 

personnel. 
d. For abortion counseling. 
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12. Supplies 

The family planning agency shall make available t o  the recipient, 
on a continuing basis where applicable, a t  least  the following 
contraceptive supplies: 

a. Oral contraceptives 
b. Intrauterine devices 
c. Diaphragms 
d. Foams 
e. Thermometers for  rhythm method 
f .  Je l l i es  and Creams 
g. Condoms 

13. Medical Records 

The family planning agency shall maintain complete recipient medical 
records, which shall contain b u t  no t  be limited to  the following: 

a. In i t ia l  and interim histories -- medical, psychiatric, and 
social. 

b. Record of in i t i a l  and interim physical examinations. 

c. All laboratory reports. 

d. Description of each v i s i t ,  to  include services provided, 
s u o ~ l i e s  d i s o e n x  andprogress notes (recipient response 
to' service o'r t o  contraceptive method). 

e. Record of a l l  referrals made, t o  include reason for  referral,  
source to  whom recipient was referred, and any information 
obtained as a result o f  referral. 

f .  Record of any follow-up by outreach or other agency staff  
outside c l in ic  setting. 
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14. A v a i l a b i l i t y  o f  Serv ices 

Serv ices o f  t h e  f a m i l y  p lann ing  agency s h a l l  be a v a i l a b l e  t o  
each and every person request ing  same, regardless o f  sex, race, 
age, income, number o f  ch i l d ren ,  m a r i t a l  s tatus,  c i t i z e n s h i p  o r  
motive. 
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HCPCS Local Family Planning Services 
Procedure/Supply Codes 

Reqi s te red  
Physiciar~/Advanced Registered Nurse Prac t ioner  f iurse LPN 

Medical Medical 
R e v i s i t  o r  R e v i s i t  o r  Supply supply supply 

Type o f  I n take  Follow-up Follow-up and A ~ n u a l  and and 
Contracept ive o r  V i s i t  Wi th V i s i t  Coun- R e v i s i t  Coun- Coun- 
Dispensed - I n i t i a l  P e l v i c  Ex- Wi thout  s e l i n g  and Ex- s e l i n g  Supply s e l i n g  
This V i s i t  V i s i t  aminat ion P e l v i c  Exaa. V i s i t  aminat ion V i s i t  Only V i s i t  

B i r t h  Contro l  / P i l l s  

I n t r a u t e r i n e  
Device 

Diaphram 

Foarn/Condoms 

Rhythm 

I n j e c t i o r l  

Refer ra l  f o r  
S t e r i l i z a t i o n  

Other(Speci fy) 

v 
a 
m 

None Dispensed 
This V i s i t  
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H. Pharmacy 

Pharmacy serv ices  must meet t he  standards o f  t he  pharmacy component 
o f  t h e  KPAP. A pharmacy component o f  t he  Primary Care Center must 
h o l d  an opera t ion  permi t  f rom the Board o f  Pharmacy i n  t he  s t a t e  i n  
which the  Center i s  located.  

1. Prov iders must ma in ta in  such records as a re  necessary t o  f u l l y  
d i sc lose  t h e  e x t e n t  o f  t he  se rv i ce  provided, i n c l u d i n g  the  
o r i g i n a l  p r e s c r i p t i o n  and i t s  r e f i l l s .  The o r i g i n a l  p resc r i p -  
t i o n  must be mainta ined i n  a  numerical  o rde r  p r e s c r i p t i o n  f i l e .  
I f  computerized p r e s c r i p t i o n  records are maintained, adherence 
t o  t he  reauirements o f  Kentucky Board o f  Pharmacy Regu la t ion  201 
KAR 2:170 i s  acceptable f o r  p r e s c r i p t i o n s  f o r  which Kentucky 
Medical Assistance Program payment i s  requested and made. 
Records must be mainta ined as a  p r e s c r i p t i o n  f i l e  independent o f  
r e c i p i e n t s '  case records f o r  a  pe r i od  o f  n o t  l e s s  than f i v e  ( 5 )  
years from date o f  serv ice .  Prov iders must f u r n i s h  t o  t he  
Department o r  i t s  au tho r i zed  representa t i ves ,  as requested, 
i n fo rma t i on  regard ing  any c la ims f o r  pharmacy serv ices  rendered 
under the Medical  Assistance Program. 

2. N o t i f i c a t i o n  must be made t o  t h e  KMAP regard ing  any change i n  
t he  s ta tus  o f  t he  pharmacy component. 

3 .  The c o s t  o f  covered drug i tems which a re  p resc r i bed  and c e r t i f i e d  
t o  be requ i red  f o r  e l i g i b l e  Proaram r e c i p i e n t s  by a  du ly - l i censed 
physic ian,  d e n t i s t ,  osteopath, p o d i a t r i s t ,  o r  op tome t r i s t  w i l l  
be a l lowed under cond i t i ons  es tab l i shed  i n  t h e  Primary Care 
P r i n c i p l e s  o f  Reimbursement. "Duly- l icensed physic ian,  d e n t i s t ,  
osteopath, p o d i a t r i s t ,  o r  op tome t r i s t "  would r e f e r  t o  those 
i n d i v i d u a l s  so l i censed  under t he  e x i s t i n g  s t a t e  r e g u l a t i o n s  and 
s t a t u t e s  e f f e c t i v e  i n  t he  s t a t e  wherein they  p r a c t i c e .  

4. I n  a d d i t i o n  t o  standard drug pre-au thor iza t ion ,  t he re  a re  
c e r t a i n  drugs which may be considered gene ra l l y  s u i t a b l e  f o r  
i n d i v i d u a l s  i n  s p e c i f i c  l i v i n g  circumstances and/or w i t h  a  
c h a r a c t e r i s t i c  p a t t e r n  o f  h e a l t h  needs (e.g. personal care home 
r e c i p i e n t s ) .  I n  these circumstances, groups of drugs may be 
pre-author ized f o r  i n d i v i d u a l s  upon appropr ia te  request, w i t h  
no i n d i v i d u a l  p re -au tho r i za t i on  numbers assigned f o r  t he  drugs. 
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The drugs which under these circumstances may be approved as a 
group, w i l l  be o u t l i n e d  i n  a  separate s e c t i o n  o f  t he  Q u a r t e r l y  
Ou tpa t i en t  Drug L i s t .  

5. The Pharmacy Program uses severa l  i n v e s t i g a t i v e  and screening 
methods t o  de tec t  any abuse on the  p a r t  o f  t he  p resc r i be r ,  
pharmacy, o r  r e c i p i e n t .  Computer p r i n t - o u t s  are reviewed 
p e r i o d i c a l l y  (e.g., q u a r t e r l y ) .  Data i s  compared aga ins t  norms 
o f  the s p e c i f i c  medical se rv i ce  areas f o r  number o f  p r e s c r i p t i o n s  
per  r e c i p i e n t ,  c o s t  per  p r e s c r i p t i o n ,  and c o s t  per  r e c i p i e n t .  
I f  the f i g u r e s  show s i g n i f i c a n t  dev ia t ions  f rom the  norms, t he  
pharmacy i s  f lagged f o r  in-depth review. Records are more 
thoroughly  examined and phys ic ian ,  pharmacy and r e c i p i e n t  
contacts  a re  i n i t i a t e d  t o  determine t h e  cause f o r  t he  unusual 
p a t t e r n  o f  care. I f  inapp rop r i a te  p r a c t i c e s  are found t o  be 
p rov ide r  o r ien ted ,  t he  case(s) i s  (a re)  r e f e r r e d  t o  t he  respec t i ve  , 
Peer Review Committee f o r  recommendations f o r  Program ac t ion ,  /I 

which cou ld  i nc lude  non-payment and/or suspension from the  
Program. 

6. The Kentucky Medical Assistance Program Outpat ien t  Drug L i s t  

The KMAP Ou tpa t i en t  Drug L i s t  i nd i ca tes  the  s p e c i f i c  drugs 
which a re  covered by the  Program. L i m i t a t i o n  i n  a v a i l a b l e  
funds has necess i ta ted  t h e  development o f  t he  Drug L i s t .  The 
Drug L i s t  i s  evaluated and rev i sed  i n  accordance w i t h  recom- 
mendations from p resc r i be rs  and pharmacists who p a r t i c i p a t e  i n  
the Program, i n  accordance w i t h  funds ava i l ab le ,  and i n  
accordance w i t h  t he  i n t e r e s t s  and needs o f  Program rec ip ien ts .  
I n fo rma t i on  ob ta ined from c o n s u l t a t i o n  w i t h  t he  Formulary 
Subcommittee (an adv i so ry  committee appointed by the  chairman 
o f  t h e  Advisory Counci l  f o r  Medical Ass is tance) ,  and w i t h  
p r a c t i t i o n e r / s t a f f  associated w i t h  medical schools i n  t he  S ta te  
i s  a l s o  u t i l i z e d  i n  accompl ishing r e v i s i o n s  t o  t he  Drug L i s t .  
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7. P r e s c r i p t i o n  Q u a n t i t i e s  

I t  i s  expected t h a t  p resc r i be rs  w i l l  p resc r i be  t h e  q u a n t i t i e s  
which most n e a r l y  f u l f i l l  t h e  r e c i p i e n t ' s  needs w i t h  due regard 
f o r  economy and prevent ion  o f  wastage. Q u a n t i t i e s  o f  medicat ion 
dispensed must be the  same as p resc r i bed  by the  phys ic ian .  The 
KMAP w i l l  n o t  reimburse those p r e s c r i p t i o n s  when q u a n t i t i e s  
p resc r i bed  have been changed by t h e  pharmacy w i t h o u t  approval 
by t he  physic ian.  Th is  p o l i c y  w i l l  be moni tored through pos t  
payment review. 

P r e s c r i p t i o n s  should be f i l l e d  f o r  t he  EXACT q u a n t i t y  ordered by 
the  p resc r i be r .  I f  a  change i n  o u a n t i t y  i s  made, t he  PRFSCRIRER 
must approve of t he  change and p r o p e r l y  document i t  i n  t he  
p a t i e n t ' s  record  and i nc lude  the  f o l l o w i n g  in fo rmat ion :  

a. t he  au thor ized  changed q u a n t i t y  amount 
b. t he  reason f o r  t h e  change 
c. c e r t i f i c a t i o n  t h a t  the pharmacist  contacted the  

p r e s c r i b e r  and requested t h e  change which t h e  p r e s c r i b e r  
then au thor ized  

d. the name of the pharmacist  reques t ing  the  change 
e. t h e  da te  o f  a u t h o r i z a t i o n  f o r  q u a n t i t y  change 

Also, t he  PHARMACIST must p r o p e r l y  document t he  change i n  
q u a n t i t y  e i t h e r  on the  Rx i t s e l f  o r  on an at tached document and 
i n c l u d e  the  f o l l o w i n g  in fo rmat ion :  

a. t he  au thor ized  changed q u a n t i t y  amount 
b. t he  reason f o r  t he  change 
c. c e r t i f i c a t i o n  t h a t  t he  p r e s c r i b e r  has been contacted 

and concurred w i t h  t he  change 
d. t he  name o f  t he  p r e s c r i b e r  and name o f  any o f f i c e  worker 

who t ransmi t t ed  a u t h o r i z a t i o n  on behalf  o f  t he  p r e s c r i b e r  
e. date o f  a u t h ~ r i z a t i o n  f o r  q u a n t i t y  change 
f. name o f  pharmacist  r e c e i v i n g  a u t h o r i z a t i o n  and f i l l i n g  t he  

p r e s c r i p t i o n  
g. p r e s c r i p t i o n  number i n v o l v i n g  q u a n t i t y  change 
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Program coverage will not be allowed for duplicate prescriptions - 
i.e. more than one prescription for a drug listed under the 
same reference number (generic category) and dispensed to the 
same recipient by the same pharmacy on the same day. 

8. Prescriptions: New and Refills of Originals 

Prescribers must properly document (either in the patient's 
chart or in the Refill Log as the case may be) all Rx's 
prescribed by them for Medicaid patients and include the 
following information: 

a. drug name 
b. strength and dosage of drug 
c. quantity 
d. refill limits 
e. days supply 
f. instructions for taking medicine 

Prescriptions covered under the KMAP Outpatient Drug List and 
through the Pre-Authorization Program cannot be refilled more t h a ~  
five (5) times or more than six (6) months (180 days) from the 
date of the original prescription. Once a prescription has reached 
this stage, a new prescription must be authorized and signed by 
the prescriber in accordance with provisions in #13. Prescription 
Authorizaticn and a new prescription number must be assigned. 

When listirg refills on the billing statement, the original 
prescription number should be entered. Only the date of 
service would differ from the information pertaining to the 
original prescription. 

Prescriptions bearin? refill instructions should be refilled at 
appropriate intervals as shown by the dosage schedule on the 
prescription for the specific drug. 
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PRESCRIPTION REFILL NOTATIONS - S t a t e  r e g u l a t i o n s  r e q u i r e  t h a t  
t he  pharmacist  r eco rd  r e f i l l s  o f  a l l  p resc r i p t i on - l egend  drugs 
by w r i t i n g  the  date o f  t he  r e f i l l  toge ther  w i t h  h i s /he r  name o r  
i n i t i a l s  on the  back o f  t h e  o r i g i n a l  p r e s c r i p t i o n .  The da te  o f  
t h e  r e f i l l  may be stamped on the  p r e s c r i p t i o n  i f  the  pharmacist  
so desi res.  

I n  instances where the  KMAP has been b i l l e d  f o r  p r e s c r i p t i o n  
r e f i l l s  f o r  which no documentation e x i s t s  i n  t he  d ispensing 
pharmacy's records the  charge w i l l  be d isa l lowed o r  a re fund  
must be made by the  d ispensing pharmacy t o  t he  Kentucky Sta te  
Treasurer i n  the amount o f  Program payment f o r  unauthor ized 
r e f i l l s .  

I f  computerized p r e s c r i p t i o n  records a re  maintained, adherence 
t o  t he  requirements o f  Kentucky board o f  Pharmacy Regulat ion 
201 KAR 2:170 i s  acceptable f o r  p r e s c r i p t i o n s  f o r  which Kentucky 
Medical Assistance Program payment i s  requested and made. 

9. Legal Requirements 

Current  Federal and S ta te  r e g u l a t i o n s  w i l l  p e r t a i n  i n  a l l  
instances where t h e  KMAP requirements do n o t  s p e c i f y  a more 
s t r i n g e n t  p o l i c y .  

10. Product Standards 

Standards f o r  q u a l i t y ,  sa fe ty ,  and ef fect iveness o f  drugs f o r  
which the  KMAP makes payment s h a l l  be those s e t  f o r t h  i n  t he  
"Un i ted  States Pharmacopeia" o r  "Nat ional  Formulary," where 
app l i cab le ,  i n  any d i r e c t i v e s  issued by the  Food and Drug 
Admin is t ra t ion ,  where app l i cab le ,  and i n  any s t a t e  o r  f ede ra l  
r egu la t i ons ,  where app l i cab le .  

11. P r e s c r i p t i o n  S u b s t i t u t i o n  

Except as prov ided by Kentucky's Drug Product Se lec t i on  ("Generic 
Drug") Law, s p e c i f i e d  o r  express permission, approval,  o r  consent 
o f  the p r e s c r i b e r  i s  r e q u i r e d  before a pharmacist  may s u b s t i t u t e  
any o the r  drug, medicine, chemical, o r  pharmaceut ical  preparat ion.  
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I f  such approval o r  consent i s  obta ined from t h e  prescr iber ,  
the brand name o r  t he  name o f  t he  manufacturer o f  t h e  drug, 
medicine, chemical, o r  pharmaceutical p repa ra t i on  dispensed 
must be w r i t t e n  on the  p r e s c r i p t i o n  by the  pharmacist. 

12. P r e s c r i p t i o n  A u t h o r i z a t i o n  

A superv is ing  phys i c i an  must s i g n  a l l  p r e s c r i p t i o n s  prescr ibed 
by an i n t e r n  work ing under h i s /he r  d i r e c t  supe rv i s i on  i n  a  
medical teaching i n s t i t u t i o n .  

P r a c t i t i o n e r  au tho r i za t i on ,  i .e .  ac tua l  s i gna tu re  o f  t he  pre- 
s c r i b e r  s h a l l  be requ i red  on a l l  p r e s c r i p t i o n s  no t  phoned i n ,  
on a l l  Schedule I 1  c o n t r o l l e d  substance p r e s c r i p t i o n s ,  and when 
the  phys ic ian  o v e r r i d e  ( c e r t i f i c a t i o n  o f  brand name necess i ty )  
procedure i s  being used. For telephone p r e s c r i p t i o n s  ( b u t  n o t  
i n c l u d i n g  the  preceding) t he  pharmacist  s h a l l  e n t e r  on t h e  
p r e s c r i p t i o n  form the  name o f  t he  p r e s c r i b e r  and the  i n i t i a l s  
of t he  pharmacist. Since the  date and s igna tu re  o f  t he  pharma- 
c i s t  must appear on a l l  o r a l  p r e s c r i p t i o n s  f o r  Schedule 111, 
I V ,  and V cont . ro l led substances, a d d i t i o n a l  i n i t i a l i n g  by the  
pharmacist  i s  n o t  requ i red .  

13. Outpa t ien t  Drug L i s t  

The Outpa t ien t  Drug L i s t  i s  prov ided as a  p u b l i c a t i o n  separate 
from t h i s  manual. Changes t o  t h i s  l i s t  a re  ma i led  on a  monthly 
basis .  

14. Add i t ions  To Ou tpa t i en t  Drug L i s t  

Drug products conforming EXACTLY i n  a c t i v e  i n g r e d i e n t  content  
t o  t he  respec t i ve  gener ic  name on the  Drug L i s t  can be added 
t o  t h e  KMAP Ou tpa t i en t  Drug L i s t  when requested by p resc r i be rs  
and pharmacists who p a r t i c i p a t e  DIRECTLY ( i .e .  e i t h e r  p rescr ibe  
drugs f o r  o r  dispense p r e s c r i p t i o n s  t o  KMAP r e c i p i e n t s )  i n  t he  
KMAP, i f  the  f o l l o w i ~ g  cond i t i ons  are met: 
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a. The name, address, telephone number, p resc r ibe r  l i c e n s e  
number o r  KMAP primary care number, o f  the  i n d i v i d u a l  
i n i t i a t i n g  the  request must be provided. 

b. The requested drug product  must have an " e f f e c t i v e "  o r  
"probably e f f e c t i v e "  FDA r a t i n g .  

c. A copy o f  the  n o t i f i c a t i o n  o f  New Drug App l i ca t i on  (NDA) 
o r  Abbreviated New Drug App l i ca t i on  (ANDA) approval from 
the  Bureau o f  Drugs and/or O f f i c e  o f  New Drug Evaluat ion,  
Nat iona l  Center f o r  Drugs and B io log i cs ,  Food and Drug 
Admin i s t ra t i on  (FDA), Rockv i l le ,  Maryland, must be provided, 
o r  the  requested drug product  must be inc luded as an 
approved drug i n  t h e  c u r r e n t  e d i t i o n  o f  the  FDA pub l i ca t i on ,  
"Approved P r e s c r i p t i o n  Drug Products With Therapeutic 
Equivalence Evaluat ions." (Note: This  requirement wi 11 
n o t  apply t o  products marketed o r i g i n a l l y  p r i o r  t o  1938.) 

d. COMPLETE in fo rma t ion  regarding the  requested drua product  
must be prov ided and c e r t i f i e d  t o  t h e  KMAP. Th is  inc ludes:  
gener ic  name, product name, manufacturer name, d i s t r i b u t o r  
name ( i f  d i f f e r e n t ) ,  Nat ional  Drug Code Number, package 
s ize ,  cos t  t o  pharmacy o f  most f requen t l y  purchased packaged 
s ize,  s t reng th  and dosage form, l i s t i n g  o f  a l l  a c t i v e  
i ng red ien ts  together  w i t h  respec t i ve  s t reng th  o f  each 
i ng red ien t .  (Note: Forms f o r  the submission o f  t h i s  
requ i red  i n fo rma t ion  are  a v a i l a b l e  from the  KMAP, upon 
request.  

Also, i f  a requested product f a l l s  w i t h i n  a m u l t i p l e  source 
group which inc ludes  products deemed t o  be t h e r a p e u t i c a l l y  
equ iva len t  by the  Food and Drug Admin i s t ra t i on  (FDA) and so 
designated by an "A"  code i n  the  FDA p u b l i c a t i o n  referenced 
i n  c. above, the  requested product a l s o  must have an "A" 
code i n  o rder  t o  be added t o  the  KMAP Outpat ien t  Drug L i s t .  

e. The requested drug product must conform e x a c t l y  i n  a c t i v e  
i ng red ien t  c ~ n t e n t  t o  the  respect ive  gener ic  e n t i t y .  
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15. Drug Pre-Puthor izat ion 

The Pharmacy Program inc ludes a  drug p re -au tho r i za t i on  procedure 
which supplements the  KMAP Outpat ien t  Drug L i s t .  Some medications, 
which are  n o t  on the  Drug L i s t  and which are  essen t i a l  f o r  a  
r e c i p i e n t  t o  avo id  h o s p i t a l i z a t i o n  o r  h igher  l e v e l s  o f  care, 
may be made a v a i l a b l e  through t h i s  procedure. Physic ian consu l t -  
ants and agency employed nurses rev iew each request  and make 
determinat ions on the  basis  o f  Program c r i t e r i a .  

Cer ta in  c r i t e r i a  must be met before the  drug i s  approved. (See 
Appendix.) I f  the  requested druo i s  approved, the  r e c i p i e n t ' s  
choice o f  pharmacy i s  contacted t o  determine whether the  pharmacy 
w i l l  prov ide the  approved drug. 

The o r i g i n a l  a u t h o r i z a t i o n  i s  v a l i d  f o r  a  t ime determined on an 
i n d i v i d u a l  bas is  - prov ided the  r e c i p i e n t  remains e l i g i b l e  and ( 
the  need f o r  the  drug cont inues t o  e x i s t .  

In fo rmat ion  regarding p re -au tho r i za t i on  may be obta ined by 
c a l l i n g  TOLL FREE 1-P00-372-2986. 

16. Lock-In 

a. U t i l i z a t i o n  Review: 

U t i l i z a t i o n  review o f  r e c i p i e n t  p a r t i c i p a t i o n  pa t te rns  
occas iona l ly  demonstrates except ional  and excessive use o f  
Program bene f i t s .  Recip ients i n  t h i s  category may be 
placed i n  l o c k - i n  s ta tus  which l i m i t s  t h e i r  phys ic ian  and 
pharmacy bene f i t s .  

The r e c i p i e n t  w i l l  remain on the  Lock-In Program u n t i l  t h e  
u t i l i z a t i o n  p r o f i l e s  i n d i c a t e  a  normal u t i l i z a t i o n  p a t t e r n  
f o r  the  r e c i p i e n t ' s  cond i t ion .  Lock-in l i m i t a t i o n s  o n l y  
apply t o  phys ic ian  and pharmacy serv ices,  and do n o t  
preclude needed emergency serv ices o r  r e f e r r a l .  
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b. Identification of Lock-In Recipients: 

Lock-In recipients are identified by a special, pink 
Medical Assistance Identification Card. Each eligible 
member of a Lock-In family unit will be issued this special 
MAID Card monthly. The names of the recipient's Lock-In 
pharmacy and/or physician provider will be entered on the 
MAID card each month. 

c .  Pharmacy Profiling System 

Each Lock-In recipient is entitled to Pharmacy services as 
prescribed by their Lock-In Physician. The number of pre- 
scriptions and days' supply are monitored by the selected 
Lock-In Pharmacist, by use of a profiling system. 

Occasionally unique situations arise, which necessitate the 
dispensing of medication in a manner which deviates from 
the general guidelines of the Lock-In Program (i.e., more 
than 4 prescriptions per month). In these situations, the 
Pharmacist is encouraged to exercise his professional judge- 
ment in dispensing the medication(s). If a ouestionable 
case should arise, the Pharmacist is encouraged to contact 
the Lock-In Coordinator for verificaticn of coverage. 

The advantages of profiling systems have demonstrated an 
improved utilization of medication as well as a significant 
cost savings through a reduction of unnecessary prescriptions. 

Program staff will conduct retrospective reviews of utili- 
zation patterns and any problems that are identified will 
be discussed with the Pharmacist. 

d. Emergency Situations 

If a recipient should request medications from a Pharmacist 
OTHER THAN THE LOCK-IN Pt!P,RMACIST, careful inquiry should 
be made concerning the reason (emergency - recipient out of 
town, Lock-In Pharmacist out of medication, etc.) for the 
request. 

TRANSMITTAL #18 Page 4.63 



CABINET FOR HUMAN RESOURCES 
DEPARTMENT FOR MEDICAID SERVICES 

PRIMARY CARE SERVICES KPEUAL 

SECTION IS - SERVICES COVERED 

If it is deter~ined by the Pharmacist that a real emergency 
or unique situation exists, the prescription should he 
dispensed and the Lock-In Coordinator notified by mail or 
phone, to assure reimbursement. See Page 4.13, Section IV, 
#8, Lock-In Recipients for further information. 

17. Procedure Code 

The procedure code to be billed for all prescriptions is 
99199. 

18. Drug Utilization Review 

Drug Utilization Review (DUR) is designed to monitor pre- 
scription drug use by Medicaid recipients. The purpose of 
the OUR is to identify and help resolve problems potentially 
related to drug therapy. Therapeutically oriented criteria are 
applied to all medical history profiles and the high risk 
patients are then confidentially reviewed by a Drug Utilization 
Review Committee composed of a practicing physician, pharmacist, 
ard registered nurse. 

I. Clinical Pharmacist's Services 

Clinical pharmacist's services, provided by a licensed pharmacist on 
the staff of the Primary Care Center, include obtaining and recording 
recipient ~edication histories, monitoring drug use, contributing to 
drug therapy, drug selection, counseling, administering drug program, 
and surveillance for adverse reactions, and drug interactions. 

Individual clinical pharmacist service counseling rendered eligible 
recipients is a cost-allowed service and shall be documented in the 
patient's records. Services may be reported on the year-end cost 
report as a cost of the center's total cost, but can not be billed 
on the MAP-7. 
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J. Audiology 

Audiology serv ices  prov ided by t h e  Pr imary Care Center a re  l i m i t e d  t o  
t h e  serv ices  covered through the  Hearing Services element o f  the  
KMAP. A l l  aud io log i s t s  must ho ld  a cur ren t ,  unrevoked and unsuspended 
Kentucky a u d i o l o g i s t ' s  l i c e n s e  issued by t h e  S t a t e  Board o f  Examiners 
f o r  Speech Pathology and Audiology under KRS Chapter 334. An out-  
o f - s t a t e  a u d i o l o g i s t  who holds a C e r t i f i c a t e  o f  C l i n i c a l  Competence 
issued by t h e  American Speech and Fear ing Asscciat ion,  as w e l l  as 
appropr ia te  l i censes  as requ i red  by t h e  s t a t e  i n  which he o r  she 
p rac t i ces ,  K a y  a l so  p a r t i c i p a t e  i n  t h e  MAP. 

A l l  hear ing  a i d  dealers must h o l d  a cu r ren t ,  unrevoked and unsuspended 
l i c e n s e  issued by t h e  Kentucky Board f o r  L icens ing  Hearing A id  
Dealers under requirements s e t  f o r t h  i n  KRS Chapter 334 o r  ho ld  a 
cur ren t ,  unrevoked and unsuspended c e r t i f i c a t e  o f  endorsement. 

I f  an a u d i o l o g i s t  meets Program requirements f o r  p a r t i c i p a t i o n  as 
bo th  an a u d i o l o g i s t  and as a hear ing a i d  dealer ,  and i s  engaged 
i n  the  p r a c t i c e  o f  both, he may p a r t i c i p a t e  i n  the  KMAF as e i t h e r  an 
a u d i o l o g i s t  o r  as a hear ing a i d  dea ler ,  b u t  n o t  both. 

A l l  se rv ices  covered under the  Hearing Services element o f  the  
Program a r e  c u r r e n t l y  l i m i t e d  t o  e l i g i b l e  r e c i p i e n t s  who have n o t  y e t  
reached t h e i r  t w e n t y - f i r s t  b i r t h d a y  (coverage f o r  those t u r n i n g  2 1  
w i l l  cont inue through the end o f  t h e i r  b i r t h  month). 

1. Aud io log ica l  Services 

a. Program coverage inc ludes  a complete hear ing eva lua t i on  
prov ided an e l i g i b l e  r e c i p i e n t  by an a u d i o l o g i s t  who 
meets the  requirements f o r  1 icensure i n  Kentucky .* 
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b. Add i t i ona l  coverage extends t o  a hear ing  a i d  eva lua t i on  
prov ided by such an a u d i o l o g i s t  t o  an e l i g i b l e  r e c i p i e n t ,  
when such i s  i n d i c a t e d  by  t h e  r e s u l t s  o f  the  hear ing  
evaluat ion.* 

*Equipment u t i l i z e d  i n  performance o f  these t e s t s  must meet 
ANSI Standards and Spec i f i ca t i on .  The audiometer should be 
checked a t  l e a s t  once per  year  t o  assure proper func t ion ing ;  
p roo f  o f  c a l i b r a t i o n  and/or r e p a i r s  should be ava i l ab le .  
The audiometer should be checked p e r i o d i c a l l y  by  a simple 
l i s t e n i n g  t e s t  w i t h  the  same person doing t h e  t e s t i n g ,  t h a t  
person being f a m i l i a r  w i t h  the  l e v e l s  a t  which h i s  hear ing 
responds a t  each frequency. 

c. When a hear ing a i d  has been f i t t e d  as the  r e s u l t  o f  the  
above evaluat ions,  Program coverage inc ludes  up t o  th ree  
fo l low-up v i s i t s  over a six-month pe r iod  t o  i nsu re  t h a t  the  ( 
r e c i p i e n t  has become p rope r l y  adjusted t o  the  new hear ing 
aid. Such fo l low-up should i nc lude  counsel ing o f  r e c i p i e n t  
end f a m i l y  as t o  proper  use and care o f  the  a id,  p lus  
a t t e n t i o n  t o  any psycho-social  problems r e s u l t i n g  from loss  
o f  hear ing  and the  wearing o f  the  a id .  

d. S i x  months a f t e r  f i n a l  f i t t i n g  o f  t h e  hear ing a id ,  a 
fo l low-up v i s i t  by the  r e c i p i e n t  t o  t h e  a u d i o l o g i s t  i s  
requi red.  

e. Should l oss  o f  o r  ex tens ive  damage t o  a hear ing  a i d  purchased 
through the  Program necess i ta te  replacement o f  the  a id ,  
t h e  Program covers t h e  a u d i o l o g i s t ' s  complete re -eva lua t ion  
o f  the  hear ing  loss .  

(1) When replacement o f  the  hear ing  a i d  becomes necessary 
w i t h i n  one year  of the  o r i g i n a l  f i t t i n g ,  the  second 
a i d  w i l l  be f i t t e d  upon the  recommendation o f  the  
aud io log i s t .  

TRANSMITTAL R17 Page 4.69 



CABINET FOR HUMAN RESOURCES 
DEPARTMENT FOR KEDICAID SERVICES 

PRIMARY CARE SERVICES MANUAL 

SECTION IV - SERVICES COVERED 

( 2 )  When replacement of the hearing aid becomes necessary 
more than one year a f t e r  the  original  f i t t i n g ,  the 
recipient  must be examined by a physician and h i s  
hearing loss  re-evaluated by an audiologist .  

f .  Should niedical, physical, or  other conditions per t inent  t o  
the rec ip ien t ' s  hearing loss  change t o  such extent t h a t  
use of a hearing a id  other than the  one or ig ina l ly  f i t t e d  
i s  indicated, the Program covers the audio log is t ' s  complete 
re-evaluation of the  hearing loss .  

NOTE: The audiologist  i s  required t o  give the appropriate 
wri t ten,  signed, and dated statements regarding the replace- 
ment aid as described fo r  recommendatioc and f i t t i n g  of the 
original  aid.  See page 4.71, Hearing Aids, 2b. 

g. Exclusions from Benefits - The following services a r e  a t  
the present-e excluded from Program benefits  : 

(1) Routine screening of individuals or  groups fo r  ident i -  
f i ca t ion  of hearing problems. Program coverage 
extends only t o  those hearing evaluations performed 
when the recipient  has been referred t o  the  audiologist  
or  hearing c l i n i c  by a physician or when there has 
been some indication of hearing loss pr ior  t o  the 
evaluation. 

( 2 )  Hearing therapy except a s  covered through six-month 
adjustment counseling following f i t t i n g  of a hearing 
aid.  

( 3 )  Instruction in  l i p  reading, except a s  covered i n  
six-month adjustment counseling following f i t t i n g  of 
a hearing aid.  

(4)  Any item o r  service  f o r  which the individual has no 
obligation t o  pay and which no other person has a 
legal obligation t o  provide or  pay for .  
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( 5 )  Bene f i t s  a re  l i m i t e d  t o  those e l i g i b l e  r e c i p i e n t s  who 
have n o t  y e t  reached t h e i r  t w e n t y - f i r s t  b i r t hday .  
Those 21 and over a re  c u r r e n t l y  excluded. 

2. Hearing Aids 

a. The KMAP can make payment t o  a p e r t i c i p a t i n g  hear ing a i d  
dea ler  f o r  a hear ing  a i d  prov ided t o  an e l i g i b l e  r e c i p i e n t ,  
when t h a t  r e c i p i e n t  has been examined by a phys ic ian  and an 
a u d i o l o g i s t  who meets Program standards f o r  p a r t i c i p a t i o n .  
Examinations by, and recornendations o f ,  t h e  phys ic ian  and 
the  a u d i o l o g i s t  must be rendered w i t h i n  n i n e t y  (90) days 
p r i o r  t o  t h e  f i t t i n g .  (Th is  90-day pe r iod  begins on the  
date of the phys ic ian 's  examinat ion o r  the a u d i o l o g i s t ' s  
evaluat ion,  whichever i s  e a r l i e r . )  

i 
b. Reimbursement by t h e  Program f o r  t h e  hear ing  a i d  w i l l  be \ 

author ized on l y  when t h e  phys ic ian  has examined the  
r e c i p i e n t  and t h e  a u d i o l o g i s t  has v e r i f i e d  the  r e c i p i e n t ' s  
hear ing l oss  and has recommended t h a t  a hear ing a i d  i s  
necessary and w i l l  improve the  r e c i p i e n t ' s  hear ing  a b i l i t y .  
Also, t h e  hear ing a i d  dea ler  must have prov ided t h e  
r e c i p i e n t  w i t h  an a i d  s p e c i f i c a l l y  recommended by the  
aud io log i s t .  

I f  a hear ing a i d  i s  needed as a r e s u l t  o f  t h e  hear ing  
eva lua t ion  and t h e  hear ing a i d  eva lua t ion ,  t h e  a u d i o l o g i s t  
must recommend t h a t  an a i d  be f i t t e d  f o r  t h e  r e c i p i e n t  who 
i s  g iven t h e  f o l l o w i n g  papers: 

(1 )  The w r i t t e n ,  signed, and dated Statement o f  Medical 
Clearance from the  examining phys ic ian  and 

(2)  A w r i t t e n ,  signed, and dated recommendation f o r  a 
hear ing  a i d  t o  i nc lude  t h e  make and model o f  the  
hear ing  a id.  The r e c i p i e n t  should be i n s t r u c t e d  t o  
then take  these t o  a KMAP p a r t i c i p a t i n g  hear ing  a i d  
dea le r  t o  o b t a i n  the  recommended hear ing  a id.  
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c. General Program coverage extends only to monaural hearing 
aids. 

d. When the recipient suffers from refractive error and the 
audiologist recommends use of an eyeglass hearing aid, 
Program payment can be made for the hearing aid and for 
the eyeglass temples. Other financial arrangements may be 
made by the hearing aid dealer for payment of any incurred 
cost of eyeglass fronts or lenses. 

e. Program reimbursement for the hearing aid is to be considered 
payment in full for all components and attachments necessary 
for initial , successful operation of the instrument*, 
plus general service to the instrument for a period of one 
year. General service i s  to include any cleaning, adjust- 
ent, and minor repairs to the instrument, which do not 
necessitate return of the instrument to the manufacturer. 
When Program payment is requested for the hearing aid, the 
dealer agrees to accept this payment as payment in full for 
the above items and services, even though the amount of 
Program payment may not equal his usual and customary 
charge for the hearing aid. Additional remuneration may 
not be accepted from the recipient or any other source 
toward these items or services. *Eyeglass Hearing Aid 
exception - See preceding paragraph. 

f. Cords - The Program will reimburse the hearing aid dealer 
for replacement cords necessary for proper functioning of 
the hearing aid. 

g. Repairs - The Program will reimburse the hearing aid 
dealer for necessary repairs to the hearing aid, when such 
repairs entail replacement of vital components of the aid 
and necessitate return of the aid to the manufacturer. 
No reimbursement will be made by the Program for repairs 
normally covered by the manufacturer's guarantee. 
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h. Replacement of aid 

(1) Should a hearing aid purchased through the Program be 
lost, or damaged to an extent which makes effective 
repair impossible, the Program can make payment for a 
replacement hearing aid. In case of extensive damage, 
written verification must be obtained from the manu- 
facturer attesting to the impossibility of repair of 
the aid. 

(a) If replacement becomes necessary within one year 
of the original fitting, the second aid will be 
fitted upon the recomniendation of the audio1 ogist. 

(b) If replacement becomes necessary after the 
original fitting, the recipient must be examined 
by the physician and his hearing loss re-evaluatcd 
by an audiologist. 

(2)  Should medical, physical, or other conditions pertinent 
to the recipient's hearing loss change to such extent 
that use of a hearing aid other than the one originally 
fitted is indicated, the Program can make payment to 
the audiologist for a complete re-evaluation of the 
hearing loss. Recommendation for the fitting of a 
replacement aid must be received from an audiologist, 
through the same procedures followed in the fitting of 
the original hearing aid. 

(a) Replacement will not be covered upon request by 
the recipient only. 

(b) Replacement for the sole purpose of incorporating 
recent improvements or innovations in hearing aids 
will not be covered, unless such replacement will 
result in appreciable improvement in the recipients 
hearing ability, as determined by evaluation of 
the audiologist. In such cases, the audiologist's 
full written explanation must accompany the hearing 
aid dealer's billing for the fitting. 
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i .  Exclusion from Benefits - The following items a r e  spec i f ica l ly  
excluded from Program coverage. Payment f o r  same may be 
requested from the rec ip ien t  i f  applicable. 

(1) Binaural hearing a ids .  Each recipient  i s  limited t o  
one a id  per ea r  per date of service.  A replacement 
aid can be processed a t  a l a t e r  date i f  the replacement 
aid i s  f o r  the same ear.  

( 2 )  Replacement ba t te r ies  f o r  the i n i t i a l l y  purchased 
hearing aid.  

( 3 )  Replacement earmold fo r  the  i n i t i a l l y  purchased 
hearing aid.  

(4 )  Telephone switches, unless b u i l t  in  by manufacturer a s  
standard par t  of hearing aid and included i n  standard 
charge fo r  hearing aid.  

(5) Devices fo r  l i s ten ing  to  radio and te levis ion.  

(6) Other accessories not usuhlly par t  of a standard 
hearing aid and unnecessary fo r  basic operation of a 
hearing aid.  

(7 )  Preparations f o r  cleaning of hearing a ids .  

(8) Ointments and drops fo r  r e l i e f  of i r r i t a t i o n  caused by 
wearing of hearing aid.  

(9) Any item o r  service for  which the recipient  has no 
obligation t o  pay and which no other person has a 
legal obligation t o  provide o r  pay for .  

TRANSMITTAL #?7 Page 4.74 



CABINET FOR HUEAN RESOURCES 
DEPARTMENT FOR MEDICAID SERVICES 

PRIMARY CARE SERVICES MANUAL 

SECTION I V  - SERVICES COVERED 

Procedural Codinq 

Covered serv ices  prov ided by an e l i g i b l e  a u d i o l o g i s t  and/or hear ing  a i d  dealer  
on t h e  s t a f f  o f  the  pr imary care center  should be entered on the  MAP-7, I nvo i ce  
form. 

A. Procedure Codes 

The f o l l o w i n g  are codes used i n  b i l l i n g  the  covered serv ices  reimbursable 
t o  aud io log i s t s :  

V 5000 P,udiometric Exam - Hear ing Exam I n c l u d i n g  The Measuring o f  
Hearing Acu i t y  and Tests Re la t i ng  t o  A i r  Conduction, Bone 
Conduction, Speech Reception, Threshold and Speech 
D isc r im ina t i on  

V5010 Hearing A id  Evaluat ion Test 

V5020 Conformity Evaluat ion (Up t o  3 V i s i t s  W i th in  6-month Per iod 
Al lowable) 

KC030 Six-Kcnth Follow-Up V i s i t  

B. Procedures codes 

The f o l l o w i n g  a r e  codes used i n  b i l l i n g  the  covered se rv i ces  reimbursable 
t o  a hear ing a i d  dealer .  B i l l i n g s  f o r  hear ing a ids  must inc lude the  
needed attachments w i t h  the  submitted NAP-7 i n  accordance w i t h  the  
fo l l ow ing :  

1. I n i t i a l  A i d  

(a )  A t tach  a signed, dated s p e c i f i c a t i o n  f o r  the  hear ing a i d  t o  
i nc lude  name, make and model, 

(b) A t tach  a signed and dated statement o f  Ked ica l  Clearance from 
the  exemining physic ian,  and 

( c )  Laboratory Invo i ce  from the  manufacturer f o r  the  c o s t  o f  the  
aid, earmold, and b a t t e r i e s .  
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2. Replacement A id  (Less than 12 months s ince  prev ious a i d  was f i t t e d . )  

(a) (Same a # l a )  ... and 
(b)  A t tach  t h e  manufacturer 's statement o f  i r r e p a r a b l e  damage t o  

the  prev ious a i d  i f  app l icab le .  
( c )  At tach a signed, dated statement o f  s i g n i f i c a n t  hear ing  

improvement w i t h  the  use o f  the  new a i d  from the  aud io log i s t ,  
and 

(d)  Same as 1,c. 

3. Replacement A id  (Over 12 months s ince prev ious a i d  was f i t t e d )  

(a) (Same as # l ( a )  ... and 
(b) (Same as #2(b) ... o r  
( c )  (Same as #2(c) .  . .and 
(d)  (Same as # l ( c ) .  . .and 
(e) (Same as # l ( b ) .  

a. V5030 Hearing Aid, Monaural, Body Worn, A i r  Conduction 

V5040 Hearing Aid, Monaural, Body Worn, Bone Conduction 

V5050 Hearing Aid, Monaural, I n  The Ear 

V5060 Hearing Aid, Monaural, Behind The Ear 

V5000 Dispensing Fee 

V5170 Hearing Aid, Cros, I n  The Ear 

V5180 Hearing Aid, Cros, Behind The Ear 

V5210 Hearing Aid, Bicros,  I n  The Ear 

V5220 Hearing Aid, Bicros, Behind The Ear 

WOO73 Earmold (To be b i l l e d  on l y  w i t h  V5030, V5040, 
V5050, V5060, V5170, V5180, V5210, and V5220) 
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WOO74 B a t t e r y  (To be b i l l e d  o n l y  w i t h  V5030, V5040, 
V5050, V5060, V5170, V5180, V5210, and V5220) 

b. WOO80 Professional  Fee f o r  Replacement o f  Cord 

N305 1 Replacement o f  Cord 

c. WOO90 Professional  Fee f o r  Repair o f  A id  

W3052 Cost o f  A id  Repair 1 
d. 610075 Adaption o f  t h e  Hearing A i d  f o r  use w i t h  a 

Bone C s c i l l a t o r  snd Headband (To be b i l l e d  
o n l y  w i t h  V5030, V5040, ~ 5 0 5 0 ;  V5060, V5170, 
V5180, V5210, and V5220) 
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K .  Vision 

Vision care services are limited to the services covered throuph the 
Vision Care Services element of the Medical Assistance Program. 

I .  Eligibility Requirements 

The recipient must be eligible for services when the supplies 
(eyeglasses) are ordered, since the order date is considered to 
be the "Date of Service" when billivg for professional prccedures 
and laboratory procedures. This date will be the same as found 
on the laboratory invoice which must be attached to bills. 
(Approval of a prior authrrization does not mean the recipient 
is elioible at the time of approval or at a later date.) 

2. Diapnostic Services 

The Program can reimburse optometrists for examinations and 
limited diagnostic services for a.11 eligible recipients, regard- 
less of age. Please refer to the American Optometric Association 
(AOA) 1984 Edition Booklet entitled, "Optometric Procedures - 
Diagnostic and Treatment" Section I, 11, snd IV. Of the services 
listed therein, the following are NOT covered: 

Section I1 - INDEPENDENT OPTOMETRIC DIAGNOSTIC PROCEDURES 
I. MTCRORIOLOGY SERVICES 

J. UNLISTED DIAGNOSTIC PROCEDIIRE 

Section IV - SPECIAL SERVICES PND P.EPORTS 
ADMIWISTRATIVE SERVICES (Exception 99050 - Services 
requested after hours in addition to basic service.) 

Limitations on Covered Office and Home Visits 

New patient office medical services codes 90000, 90010, 90015, 
90017 and 90020 are limited to one (1) per patient., per provider 
per twelve (1.2) month period. 
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Es tab l i shed p a t i e n t  medical serv ices  codes 90070, 90080, and 
90170 a re  l i m i t e d  t o  one (1) per  p a t i e n t ,  pe r  p rov ider ,  per  
twelve (12) month per iod.  

New p a t i e n t  home medical serv ices  codes 90100, 90110, 90115, and 
90117 a re  l i m i t e d  t o  one (1 )  per  p a t i e n t ,  per  p rov ider ,  per  
twelve (12) morth per iod.  

Procedure codes 92007 and 92004 a re  l i m i t e d  t o  one (1 )  per 
p a t i e n t ,  per  p rov ider ,  per  twelve (12) month per iod.  

Procedure codes 92017 and 92014 a re  l i m i t e d  t o  one (1 )  per 
p a t i e n t ,  pe r  p rov ider ,  per  twelve (12) month per iod.  

Procedure codes 92002, 92004, 82012, and 92014 may MOT be used 
w i t h  t he  f o l l o w i n g  procedure codes: 90000, 90010, 90015, 90017, 
90020, 90030, 90040, 90050, 90060, 90070, and 90080. (,' 

3 .  Eye a ~ d  Ocular Adnexa Services 

Coverage o f  t he  fo l l ow ing  serv ices  i s  e f f e c t i v e  w i t h  J u l y  15, 
1986, dates o f  se rv i ce  and t h e r e a f t e r .  Compliance w i t h  t he  
e f f e c t i v e  date o f  t h i s  coverage w i l l  be enforced through post-  
payment review. 

65205 Removal o f  f o r e i g n  body, ex te rna l  eye; c o n j u n c t i v a l  
s u p e r f i c i a l  

65210 Removal of f o r e i g n  body, c o n j u n c t i v a l  embedded ( inc ludes  
c o n c r e t i o ~ s ) ,  subconjunct iva o r  s c l e r a l  nonper fo ra t ing  

65720 Removal o f  f o r e i g n  body, corneal ,  w i t hou t  s l i t  lamp 

65237 Removal o f  f o r e i g n  body, corneal ,  w i t h  s l i t  lamp 

67820 Cor rec t ion  o f  t r i c h j a s i s ,  e p i l a t i o n ,  by forceps o n l y  

68800 D i l a t i o n  o f  l a c r i m a l  punctum, w i t h  o r  w i t hou t  i r r i g a t i o n ,  
u n i l a t e r a l  o r  b i l a t e r a l  

68820 Probing o f  nasolacr imal  duct,  w i t h  o r  w i t hou t  i r r i g a t i o n ,  
u n i l a t e r a l  o r  b i l a t e r a l  

(~ 
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a. Eyeglasses 

a. Conditions of coverage 

The KVAP can cover eyeglasses when the following conditions 
are met. The KMAP reauires that the services listed in 
this subsection 4. Eyeglasses be prior authorized before 
payment is  mad^. Prior authorization Form MAP-8 and 
instructions for completion can he found in the  append!^. 

The Program caa cover laboratory costs of frames, 
lenses, and appropriate dispensing fee for services 
rendered to all eligible recipients up to the age of 
21 (coverage for those turning 21 will continue 
thrrugh the end of their birth month). 

!2) Diagnosis 

Eligible recipients must be in one of the follorrina 
four categories: 

fa) Amblyopia 
(b) Post surgical eye care 
(c) Low or subnormal vision 
fd )  Other diagnostically irdicated need for eyeglasses 

(3) Minimum Prescription 

Visual conditions requiring prescriptions for correction 
shall contain power in the stronger lens no weaker than 
the following: 

+0.50 or -0.50 sphere t0.50 or -0.50 cylinder 
0.50 diopter of vertical prism 

A total of 2 dinpters of lateral prism 
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(4)  Frame and Lenses Requirement 

(a )  Frame 

1) A l l  frames must be o f  domestic d i s t r i b u t i o n ,  I 

f i r s t  q u a l i t y  and f r e e  of defects.  The 
m a t e r i a l  must be normal ly  r e s i s t a n t  t o  
damage o r  hreakage, and must be f i n i s h e d  
w i t h  a h igh  po l i sh .  

2) To enable replacement. o f  lenses and frame 
par ts ,  a l l  frames must have impr in ted  on 
them the  f o l l o w i n g  in fo rmat ion :  Eye size, 
b r i dge  size, temple length ,  and t h e  manu- 
f a c t u r e r s '  name o r  trademark. 

3)  The p rov ide r  must a l l ow  t h e  p a t i e n t  t o  t r y  
on avd s e l e c t  from an adequate s e l e c t i o n  o f  i 
appropr iate,  approved frame s ty les .  The 
minimum s e l e c t i o n  i s  t o  be t h r e e  each o f  
g i r l s '  and boys' frame s t y les ,  and th ree  
s izes  o f  each s t y l e .  The r e c i p i e n t  may use 
h i s  own frame i f  he o r  she chooses. 

(b )  Lenses 

1 )  Ovly f i r s t  q u a l i t y  lens  may be used. They 
must be a v a i l a b l e  i n  a complete range o f  
co r rec ted  curves. They must be f r e e  o f  
defects and packaged i n  the  manufacturers 
o r i q i n a l  envelope o r  box, and must meet the  
inspect ion ,  to lerance,  and t e s t i n g  procedures 
o f  the  American Standard P r e s c r i p t i o n  
Requirements. 

2 )  Unless cos t ra ind ica ted ,  case hardened lenses 
should be prescr ibed f o r  a l l  r ec ip ien ts .  
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3)  I n  those cases where a  change i n  p r e s c r i p t i o n  
has been made w i t h i n  twe lve  consecut ive 
months, o n l y  t h e  lenses a re  t o  be changed 
and must meet t he  minimum change i n  p resc r i p -  
t i o n  s t a t e d  under l i m i t a t i o n s  i n  coverage. 
The frame cannot. be replaced i f  i t  i s  i n t a c t  
and appropr ia te .  

NOTE: Suppl ies and m a t e r i a l s  o the r  than 
eyeglasses and v i s u a l  a i d s  used i n  a  
d iagnos t i c  se rv i ce  such as eye drops, 
co t ton  swabs, e t c .  are considered t o  be 
p a r t  o f  t h e  se rv i ce  there fo re  they are 
inc luded i n  t he  payment f o r  t he  se rv i ce  
rendered and a d d i t i o n a l  charges may no t  
be made t o  the Program o r  t h e  r e c i p i e n t  
f o r  these items. 

b. L i m i t a t i o n s  i n  coverage 

(1) Rec ip ien ts  a re  l i m i t e d  t o  2 p a i r s  o f  glasses per  12 
months i n  accordance w i t h  t he  f o l l o w i n g :  

-The r e c i p i e n t  may have two complete p a i r s  o f  
eyealasses w i t h i n  a 12 month p e r i o d  beginning 
w i t h  t he  da te  o f  h i s / h e r  f i r s t  o r  i n i t i a l  p a i r .  
(Rec ip ien ts  a re  l i m i t e d  t o  one i n i t i a l  p a i r  
w i t h i n  12 months.) The second o r  replacement 
p a i r  may he a  complete ly  new p a i r  o f  glasses. 

OR 
-The r e c i p i e n t  may rece ive  7 replacement p a i r s  o f  
qlasses w i t h i n  17 months beginning w i t h  t he  da te  
he rece ives  h i s  f i r s t  replacement pa i r ;  
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OR 
-The r e c i p i e n t  may rece ive  any combination o f  pa r t s  

fo r  h i s /he r  glasses; e.a., 2 f r on ts ,  1 temple, 
4 lenses; so long as the  t o t a l  p a r t s  combined 
make up NO more than two p a i r s  o f  glasses; 

PR 
-The r e c i p i e n t  may rece ive  one i n i t i a l  p a i r  o r  one 

replacement p a i r  and any combination o f  p a r t s  so 
long as the  t o t a l  p a r t s  combined make up no more 
than one a d d i t i o n a l  p a i r  o f  glasses. 

( 9 )  Changes i n  p r e s c r i p t i o n  must meet a minimum o f :  

i0 .50  sphere 
i0 .50 c y l i n d e r  

1.00 c y l i n d e r  o r  less--10' change i n  a x i s  
1.25 c y l i n d e r  o r  greater--5' change i n  a x i s  

( 3 )  Telephone contacts are excluded from payment. 1 I 
I 

(4 )  Contact lenses are  excluded from payment. However 
f i t t i n p  o f  contac t  lenses i s  payable bu t  must meet 
one o f  the  f o l l o w i n g  c r i t e r i a :  

(a )  CORRECTED a c u i t y  i n  the best  eye i s  20/50 and 
can be improved w i t h  use o f  contac t  lenses or; 

(b )  Visual p r e s c r i p t i o n  o f  i8 .00 d i o p t e r  o r  greater ,  or; I 
( c )  4.00 d i o p t e r  anisometropia ( d i f f e r e n c e  i n  power 

between eyes) or; 

(d )  MEDICALLY IVDICATED o r  MEDICALLY CECESSARY i s  
w r i t t e n  o r  typed on c la im  form o r  a t t a c h  the  
same i n  the  form o f  a w r i t t e n  o r  typed note  o r  a 
formal attachment such as the  i n v o i c e  o r  p a t i e n t  
c h a r t  t o  the c la im  form. The p a t i e n t ' s  record  
must document t h a t  t h i s  method o f  c o r r e c t i o n  was 
med ica l l y  necessary o r  med ica l l y  ind icated.  
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( 5 )  Safe ty  glasses a re  excluded from payment except i n  
those cases where the  r e c i p i e n t  i s  b l i n d  i n  one eye o r  
has o n l y  one eye. I n  these cases, t h i s  must be 
entered on bo th  t h e  p re -au tho r i za t i on  request  and the  
b i l l i n g  form. 

( 6 )  T i n t  i s  payable o n l y  i f  the p r e s c r i p t i o n  s p e c i f i c a l l y  
s ta tes  t h e  d iagnosis  o f  photophobia. Th is  must be 
en tered  on bo th  the  p re -au tho r i za t i on  request  and the 
b i l l i n g  form. 

( 7 )  Program reimbursement. f o r  eyeglasses must he considered 
payment i n  f u l l .  The cos t  o f  bo th  l a b o r a t o r y  ma te r i a l s  
and d ispensing fees must be b i l l e d  t o  e i t h e r  the 
program o r  t he  r e c i p i e n t .  Should any p o r t i o n  o f  t he  
amount be b i l l e d  t o  o r  p a i d  by the  r e c i p i e n t ,  no 
r e s p c n s i b i l i t y  f o r  reimbursement s h a l l  a t tach t o  t he  
Department and no h i l l  f o r  the se rv i ce  s h a l l  be pa id  
by the  Department. 

5 .  Dispensing o f  Eyeglasses 

Th is  inc ludes s i n g l e  o r  b i f o c a l  v i s i o n  p r e s c r i p t i o n ,  serv ices t o  
frames, and d e l i v e r y  o f  completed p r e s c r i p t i o n .  

a. SINGLE VISION FPESCRIPTIONS. The lens  s e l e c t i o n  and design 
should meet t he  r e c i p i e n t ' s  phys ica l ,  occupat iona l ,  and/or 
r e c r e a t i o n a l  requirements. The f i n i s h e d  p r e s c r i p t i o n  must 
be v e r i f i e d  by t h e  p r e s c r i b e r  t o  asce r ta in  t h a t  i t  meets 
t he  lens  power and lens  s p e c i f i c a t i o n s  ordered. I t i s  the 
r e s p e ~ s i b i l i t y  o f  t h e  p r e s c r i b e r  t o  a s c e r t a i n  t h a t  o n l y  
f i r s t - q u a l i t y  m a t e r i a l s  approved by t h e  KWAP a re  being 
prov ided the  r e c i p i e n t s ,  and t h a t  t he  f a b r i c a t i o n  conforms 
t o  t he  standards. The p resc r i be r  s h a l l  be respons ib le  a t  
no f u r t h e r  c o s t  t o  t h e  KMAP o r  t he  r e c i p i e n t  f o r  t he  
replacement o f  i naccu ra te l y  f i l l e d  p r e s c r i p t i o n s ,  n o w  
author ized  mater ia ls ,  d e f e c t i v e  ma te r i a l s ,  o r  improper ly  
f i t t i n g  lenses. 

h. RIFOCAC PRESTRIPTIONS. Same requirements as f l  unless 
con t ra ind i ca ted  Kryptak b i f o c a l s  are prescr ihed.  

- 
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c. S E R V I C E S  TO FRAMES. This inc ludes  frame s e l e c t i o n  and 
measuring t o  meet the  r e c i p i e n t ' s  f a c i a l  f i t t i n g ,  occupat ional 
and/or rec rea t i ona l  requirements. The p rov ide r  must a1 low 
the  p a t i e n t  t o  t ry on and s e l e c t  from an adequate se lec t i on  
o f  appropr iate,  approved frame s ty les .  The minimum se lec t i on  
i s  t o  be th ree  each o f  g i r l s '  and boys' frame s t y les ,  and 
th ree  s izes  o f  each s t y l e .  The r e c i p i e n t  may use h i s  own 
frame i f  he o r  she so chooses. The f i n i s h e d  p r e s c r i p t i o n  
should be v e r i f i e d  by the  p rov ide r  t o  asce r ta in  t h a t  i t  
meets the  frame s p e c i f i c a t i o n s  ordered. I t i s  the  responsi-  
b i l i t y  o f  the  p rov ide r  t o  asce r ta in  t h a t  o n l y  f i r s t - q u a l i t y  
ma te r i a l s  approved by the  KMAP a re  being prov ided the 
r e c i p i e n t s .  The p rov ide r  s h a l l  be respnns ib le  a t  no 
fu r the r  cos t  t o  the  KMAP o r  the  r e c i p i e n t  f o r  i naccu ra te l y  
f i l l e d  p resc r ip t i ons ,  non-authorized ma te r ia l s ,  de fec t i ve  
ma te r ia l s ,  o r  improper ly  f i t t i n g  frames. 

d. DELIVERING COMPLETED PRESCRIPTION. Th is  inc ludes  a t  no 
fu r the r  cos t  t o  t h e  KMAP o r  the  r e c i p i e n t  i n s t r u c t i n g  the 
r e c i p i e n t  i n  the  use o f  the  p r e s c r i p t i o n ,  adjustment o f  the 
p r e s c r i p t i o n ,  and subsequent minor adjustments f o r  a  per iod  
o f  one year. 

Professional Services f o r  Dispensing and Repair ing Eyeglasses 

The procedure codes f o r  dispensing and r e p a i r i n g  eyeglasses as 
contained i n  t h e  American Optometric Assoc ia t ion  (AOA) 1P84 
E d i t i o n  Booklet  e n t i t l e d ,  "Optometric Procedures - Diagnost ic  and 
Treatment," Sect ion 111 are as fo l lows:  

92340 - Professional  f ee  f o r  t h e  dispensing o f  t h e  INTTIAL 
92341 - PAIR o f  eyeglasses. The i n i t i a l  p a i r  always 
97352 - inc ludes BOTH the  frame and lenses. 
92353 - 
92370 - Professional fee  f o r  the  dispensing o f  a  REPLACEMENT 

P A I R  o r  p a r t  o f  the eyeglasses. Uhen a  lens  prescr ip -  
t i o n  chanqe i s  necessary wh i l e  the  frame cont inues t o  
be func t iona l ,  even longer than 17 months, the  replace- 
ment code should be used. 
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WOO91 - Hinge Repair  - Th is  i s  i n c l u s i v e  o f  bo th  t he  pro fes-  
s i ona l  fee and supply cos t .  Do NOT b i l l  w i t h  procedure 
code f o r  p ro fess iona l  serv ices .  

O f  t h e  serv ices  l i s t e d  i n  t he  (AOA) 1984 Booklet ,  t h e  f o l l o w i n g  a re  
NOT covered: 

Sec t ion  I I I - OPTOMETRIC TREATMENT SERVICES 

A. OPHTHALMIC LENS TPEATMENT SERVICES 

97342 Treatment w i t h  spectacles, except f o r  aphakia; 
mu1 t i  foca l ,  o the r  than b i f o c a l  

92358 Pros thes is  se rv i ce  f o r  aphakia, temporary 

R. CONTACT LENS TREATMENT SFRVICES 

92070 P r e s c r i p t i o n  and management o f  con tac t  lens  f o r  
t reatment  o f  disease, i n c l u d i n g  supply o f  lens. 

92325 Mod i f i ca t i on  o f  con tac t  lens  

92326 Replacement o f  con tac t  lens  

C. LOW V I S I O N  TREATMENT S E R V I C E S  

D. V I S I O N  THERAPY SERVTCES 

The (ICD-9-CM) and (COPT) procedure coding s t r u c t u r e s  
a re  n o t  acceptable. 

E. PROSTHETIC EYE SFRVICES 

F. ANISEIKONIT. TREATVENT S E R V I C E S  

G. OTHER PROCEDURES 
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7. Laboratory procedure codes for eyeglasses and parts are as follows: 

Frames, Purchases 
Sphere, Single Vision, Plano to Plus or Minus, 
4.00, Per Lens 
Sphere, Single Vision, Plus or Minus 4.12 to Plus 
or Minus 7.000, Per Lens 
Sphere, Single Vision, Plus or Minus 7.13 to Plus 
or Minus 20.00D, Per Lens 
Spherocylinder, Single Vision, Plano to Plus or 
Minus 4.00D Sphere, .12 to 2.00D Cylinder, Per Lens 
$pherocylinder, Single Vision, Plano to Plus or 
Minus 4.000 Sphere, 2.12 to 4.GOD Cylinder, Per Lens 
Spherocylinder, Sinole Vision, Plano to Plus or 
Minus 4.000 Sphere, 4.25 to 6.00D Cylinder, Per Lens 
Spherocylinder, Single Vision, Plano to Plus or 
Mipus 4.00D Sphere, Over 6.00D Cylinder, Per Lens i 

(,. 

Spherocylinder, Single Vision, Plus or Minus 4.15 to 
Plus or Minus 7.OF Sphere, .12 to 2.000 Cylinder, 
Per Lens 
Suherocvlinder. Sinqle Vision, Plus or Cinus 4.250 to 
Pius or"~inus 7.0~ Sphere, 2.12 to 4.00D Cylinder, 
Per Lens 
Spherocylinder, Single Vision, Plus or Cinus 4.75 to 
Plus or Minus 7.00D Sphere, 4.75 to 6.000 Cylinder, 
Per Lens 
Suherocvlinder. Sinqle Vision, Plus or Cinus 4.75 to 
7:00~ ~bhere, over 6.000 cylinder, Per Lens 
Spherocylinder, Single Vision, Plus or Kinus 7.25 to 
Plus or Minus 12.00D Sphere, .25 to 2.25D Cylinder, 
Per Lens 
Spherocylinder, Single Vision, Plus or Minus 7.25 to 
Plus or Kinus 12.000 Sphere, 2.25D to 4.@OD Cylinder, 
Per Lens 
Spherocylinder, Single Vision, Plus or Minus 7.25 to 
Plus or Minus 2.00D Sphere, 4.25 to 6.00D Cylinder, 
Per Lens 
Spherocylinder, Single Vision, Sphere Over Plus or 
Minus 12.00D, Per Lens 
Lenticular, (Myodisc) , Per Lens, Single Vision 
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Lenticular Lens, Nonaspheric, Per Lens, Single Vision 
Lenticular, Aspheric, Per Lens, Single Vision 
Aniseikonic Lens, Single Vision 
Not Otherwise Classified, Single Vision Lens 

Pifocal, Glass or Plastic (IJp to and Including 28mm 
Seg Width, Add Power Up to And Including 3.250) 

Sphere, Bifocal, Plano to Plus or Minus, 4.00D, Per Lens 
Sphere, Bifocal, Plus or Minus 4.12 to Plus or Minus 
7.00D, Per Lens 
Sphere, Bifocal, Plus or Minus 7.12 to Plus or Minus 
20,000, Per Lens 
Spherocylinder, Bifocal, Plano t,o Plus or Minus 
4.0OD Sphere, .12 to ?.COD Cylinder, Per Lens 
Spherocylinder, Rifocal, Plano to Plus or Minus 4.OOD 
Sphere, 7.12 to 4.00D Cylinder, Per Lens 
Spherocy!inder, Bifocal, Plano to Plus or Pinus 4.00D 
Sphere, 4.25 to 6.0OD Cylinder, Per Lens 
Spherocylinder, Eifocal, Pla~o to Plus or Minus 4.0PD 
Sphere, Over 6.00D Cylinder, Per Lens 
Spherocylinder, Bifocal, Plus or Einus 4.25 to P?us 
or Minus 7.00D Sphere, .12 to ?.POD Cylinder, Per Lens 
Spherocylinder, Bifocal, Plus or Minus 4.75 to Plus or 
Kinus 7.00D Sphere, 2.17 to 4.00D Cylinder, Per Lees 
Spherocylinder, Bifocal, Plus or Minus 4.25 to Plus or 
Minus 7.000 Sphere, 4.25 to 6.00B Cylinder, Per Lens 
Spherocylinder, Bifocal, Plus or Minus 4.25 to Plus or 
Minus 7.0OD Sphere, Over 6.0OD Cylinder, Per Lens 
Spherocylinder, Eifocal, Plus or Minus 7.25 to Plus or 
Minus 12.00D Sphere, 75 to 2.250 Cylinder, Per Lens 
Spherocylinder, Rifocal, Plus or Finus 7.25 to Plus or 
Minus 12.FOD Sphere, 7.25 to 4.00D Cylinder, Per Lens 
Spherocylinder, Fifocal, Plus or Minus 7.25 to Plus or 
Minus 12.00D Sphere, 4.25 to 6.00D Cylinder, Per Lens 
Spherocylinder, Bifocal, Sphere Over Plus or Minus 
12.00D, Per Lens 
Lenticular, (Myodisc), Per Lens, Bifocal 
Lenticular, Nonasph~ric, Per Lens, Bifocal 
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V2218 A n i s e i k o n i c ,  Per  Lens, P i f o c a l  
V2219 B i f o c a l  Seg Wid th  Over 28mm 
V2220 B i f o c a l  Add Over 3.25D 
V7299 S p e c i a l t y  B i f o c a l  
V241O V a r i a b l e  S p h e r i c i t y  Lens, S i n g l e  V i s i o n ,  F u l l  F i e l d ,  

Glass o r  P l a s t i c .  Per Lens 
~ 2 6 3 0  V a r i a b l e  spher ic ; ty  Lens, B i f o c a l ,  F u l l  F i e l d ,  

Glass o r  P l a s t i c ,  Per Lens 
V2499 No t  O therw ise  C l a s s i f i e d ,  V a r i a b l e  S p h e r i c i t y  Lens 
1..!0094 F r o n t  On ly  
WOO93 One Temple Only  
\\I0092 Two Temples On ly  

8. M isce l l aneous  S e r v i c e s  

kr0n9l Hinge P e p a i r  - T h i s  i s  i n c l u s i v e  o f  b o t h  t h e  p r o f e s s i o ~ a l  
f e e  and s u p p l y  c o s t .  Do WOT b i l l  w i t h  p rocedure  code 
f o r  p r o f e s s i o n a l  s e r v i c e s .  

A l l  o f  t h e  above p rocedure  codes r e p r e s e n t  one u n i t  o f  s e r v i c e  
and must be e n t e r e d  as such on t h e  b i l l i n g  form. 
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L. Home Hea l th  Services 

The home h e a l t h  component o f  a  p r imary  care  cen te r  must meet t he  
standards f o r ,  and inc lude,  t he  same p r o v i s i o n  o f  serv ices  as t h e  
home h e a l t h  element of t he  KMAP. The component must be l i censed  as 
a  home h e a l t h  agency, and be c e r t i f i e d  f o r  p a r t i c i p a t i o n  under 
Medicare ( T i t l e  XV I I I ) .  

I f  a p r imary  care center  meets t h e  above requirements and wishes t o  
b i l l  T i t l e  X I X  f o r  home h e a l t h  serv ices,  con tac t  the D i v i s i n n  n f  
P o l i c y  and Prov ider  Services a t  50?/564-6890 f ~ r  f u r t h e r  i n fo rma t i on .  
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M. SCREENING - EPSDT 

E a r l y  and Per iod i c  Screening, Diagnosis and Treatment (EPSDT) serv ices  
are  a v a i l a b l e  t o  a l l  r e c i p i e n t s  from b i r t h  through age 20 who a r e  
p a t i e n t s  o f  the  pr imary care center,  o r  who are accepted by the  
center  as p a t i e n t s  f o r  EPSDT, f o l l o w i n g  r e f e r r a l  from another source 
( i .e.  Department f o r  Soc ia l  Insurance, Department f o r  Soc ia l  Services, 
Local Heal th Department Outreach Un i t ,  l o c a l  schools, etc . ) .  

1. The e a r l y  and p e r i o d i c  screening serv ices  s h a l l  be under t h e  
d i r e c t i o n  o f  a  duly-1 icensed physic ian,  nurse p r a c t i t i o n e r ,  o r  
reg i s te red  pro fess iona l  nurse c u r r e n t l y  l i censed  by t h e  s t a t e  
o f  Kentucky who s h a l l  be respons ib le  f o r  assur ing  t h a t  t h e  
requirements o f  p a r t i c i p a t i o n  a r e  met and t h a t  the  procedures 
es tab l ished by the  Program are c a r r i e d  out. Paramedical s t a f f  
performing screening examinations and t e s t s  s h a l l  be t r a i n e d  
and t h e i r  serv ices l i m i t e d  t o  t h e i r  area o f  competence and i n  
accordance w i t h  the  pro fess iona l  p r a c t i c e  ac ts  governing the  
hea l th  d i s c i p l i n e s .  

2. The screening package s h a l l  inc lude,  bu t  n o t  be l i m i t e d  to, t h e  
f o l l o w i n g  bas ic  screening serv ices f o r  e l i g i b l e  r e c i p i e n t s  as 
appropr ia te  f o r  age and h e a l t h  h i s t o r y  and i n  accordance w i t h  
acceptable standards f o r  p revent ive  hea l th  care i n  ch i l d ren .  

a. Heal th and developmental h i s t o r y  
b. Unclothed phys ica l  examinat ion 
c. Developmental assessment 
d. V is ion  and hear ing t e s t i n g  
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e. Assessment of immunization s ta tus  and updating 
immunization 

f .  Assessment of nutri t ional s ta tus  
g. Laboratory procedures 

(1)  Hemoglobin or  hematocrit 
(2 )  Sickle cel l*  
(3 )  Urinalvsis 
( 4 j  ~ u b e r c i l i n  skin t e s t  
(5 )  Lead* 
(6) Serology for  syphi l is  and/or* 
(7 )  Culture for  gonorrhea 

*When Medically Indicated 

3. Screening providers will be reimbursed for  the screening 
services outlined above, and as appropriate for  age and health 
history,  rendered to  e l i g ib l e  T i t l e  XIX c l i en t s  as soon as they 
are  declared e l i g ib l e  for  Medicaid, and a t  the following ages: 

02-04 weeks 16-19 months 07-08 years 
02-03 months 23-25 months 09-10 years 
05-06 months 3 years 11-12 years 
09-10 months 4 years 13-14 years 
12-15 months 5 years 15-16 years 

6 years 17 through 20 years 
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4. The c l i n i c  s h a l l  ma in ta in  a medical record  f o r  each r e c i p i e n t  
screened w i t h  a l l  e n t r i e s  kept  cu r ren t ,  dated, and signed. The 
record s h a l l  inc lude,  b u t  i s  n o t  l i m i t e d  to, the  fo l l ow ing :  

Pa t i en t  h i s t o r y  
Physical  assessment f i n d i n g s  
Growth and development records 
D i s p o s i t i o n  o f  p a t i e n t  
Name o f  r e f e r r a l  source (name o f  physic ian,  d e n t i s t ,  etc,)  
Record o f  immunization 
Copy o f  agency r e p o r t i n g  forms 
Copy o f  r e f e r r a l  form 

5. A l l  cen ter  records o f  r e c i p i e n t s  a re  t o  be completed promptly 
and are  t o  be sys temat i ca l l y  f i l e d  and re ta ined  f o r  5 years. 

a. The center  s h a l l  have p o l i c i e s  t o  prov ide f o r  t h e  
systematic r e t e n t i o n  and safekeeping o f  r e c i p i e n t s '  
medical records f o r  the. requ i red  pe r iod  o f  t ime i n  t h e  
event t h a t  the c l i n i c  d iscont inues operat ion. 
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b. I f  the  r e c i p i e n t  moves t o  an area outs ide  t h e  cen te r ' s  
se rv i ce  area, w r i t t e n  permission o f  the  parent  o r  guardian 
s h a l l  be obtained so t h a t  a  copy o f  the  r e c i p i e n t ' s  medical 
records can, and s h a l l  be, t r a n s f e r r e d  t o  the c l i n i c  pro-  
v i d i n g  se rv i ce  i n  t h a t  area. 

c. Screening prov iders  r e c e i v i n g  requests f o r  re lease o f  
EPSDT f i n d i n g s  t o  Boards of Educat ion and/or Head S t a r t  
Programs are  d i rec ted  to :  

(1 )  Es tab l i sh  an agreement w i t h  the  appropr ia te  school 
superintendent and/or head s t a r t  o f f i c i a l  t o  safe-  
guard c o n f i d e n t i a l  in format ion.  A copy must be 
re ta ined  i n  t h e  cen te r ' s  f i l e s .  I n d i v i d u a l i z e d  
agreements t o  safeguard c o n f i d e n t i a l  i n fo rma t ion  are  
no t  requ i red  bu t  the  agreement would cover a l l  persons 
w i t h i n  the  category l i v i n g  i n  t h e  school d i s t r i c t .  

( 2 )  Obtain w r i t t e n  a u t h o r i z a t i o n  f o r  the  re lease o f  EPSDT 
f i n d i n g s  t o  school superintendents and/or head s t a r t  
o f f i c i a l  from the  parent  and/or l e g a l  guardian. 

( 3 )  P r i o r  t o  re leas ing  EPSDT f i nd ings ,  i n d i v i d u a l  screening 
records must be marked " c o n f i d e n t i a l  in format ion."  

6. The center  s h a l l  have t h e  necessary equipment, i n  proper working 
order,  t o  prov ide the bas ic  screening t e s t s  o u t l i n e d  herein. 
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The area utilized during the testing period of the EPSDT exam 
shall provide adequate privacy and a minimum of interference to 
assure maximum accuracy from the test. 

7 .  The center shall make available for review and audit by 
authorized representatives of the KPAP at all reasonable times 
the medical, administrative, and financial records pertaining 
to services rendered to Program recipients. 

Representatives of the Progrsm will conduct (1) surveys to 
determine compliance with Federal, State and local regulations, 
and (2) fiscal audits to determine cost of care. 

8. The KMAP recognizes that cases of suspected child abuse and 
neglect may be uncovered in regular Early and Periodic Screening 
Program examinations. If such cases are discovered, an oral 
report shall be made immediately by telephone or otherwise to a 
representative of the local Department for Social Services 
office. Within 48 hours a report in writing shall be made to 
the local Department for Social Services office for use in 
investigation and appropriate action to protect the child 
involved. 

To facilitate reporting of suspected child abuse and neglect 
cases, legislation effecting the reporting of child abuse, (KRS 
199.335) is printed on the reverse of Cabinet for Human Resources 
Child Abuse Reporting Forms (DSS-115). These forms may be 
secured from the local Department for Social Services office. 
A copy of this form is included in the Appendix. 
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9. Basic Services 

The following tests and assessment procedures may be used in 
evaluating the health status of the Program recipient. The 
procedures outlined are suggested testing procedures; however, 
APPROVED equivalent procedures may be used to obtain the desired 
results. The "Standards for Preventive Health Care in Children" 
is to be used as a reference inanual. 

a. Medical History 

A medical history will be obtained from the parent or 
guardian by qualified personnel and retained in the 
recipient's medical record. A consent form shall be 
signed by the parent, guardian, or responsible person 
authorizing the provider to perform the basic screening 
tests, update the immunizations, and to share pertinent 
inform~tion with any state agency providing service or 
supervising services to the recipient. 

The health service provider's professional staff (P.N., 
A.R.N.P., or M.D.! is responsible for obtaining the medical 
history. If this responsibility has been delegated by the 
professional to a trained paraprofessional, the professiooal 
must review the findings with the parent and/or leaal 
guardian at the time of the physical assessment examination. 

1 

i 
\ 
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The parent  and/or l e g a l  guard ian has a u t h o r i t y  t o  g i ve  
w r i t t e n  consent f o r  t h e  EPSDT serv ice.  The Department f o r  
Soc ia l  Serv ices w i l l  i n  some instances be t h e  l e g a l  guardian 
f o r  an e l i g i b l e  Medicaid r e c i p i e n t  and t h e r e f o r e  w i l l  have 
a u t h o r i t y  t o  g i v e  t h e  requ i red  w r i t t e n  consent f o r  EPSDT 
serv ices.  I t  should be noted, however t h a t  t h e  Department 
f o r  Soc ia l  Services o n l y  has t h i s  a u t h o r i t y  f o r  those 
cases committed by the  cou r t s  t o  t h e i r  care, i.e. f o s t e r  
care  ch i l d ren .  

b. Procedures and Tests -- 
The f o l l o w i n g  procedures and t e s t s  s h a l l  be performed i n  
accordance w i t h  acceptable standards f o r  p revent ive  h e a l t h  
care  i n  ch i l d ren ,  as app rop r i a te  f o r  age and h e a l t h  h i s t o r y .  

(1) A l l  r e c i p i e n t s  o f  screening se rv i ces  s h a l l  have t h e i r  
h e i g h t  and we igh t  recorded and t h e i r  growth p e r c e n t i l e  
measured us ing  a  standard char t .  Development s h a l l  
be assessed by h e a l t h  h i s t o r y ,  phys ica l  f i nd ings ,  
appra isa l  o f  t h e  s i g n i f i c a n t  mi lestones o f  t h e  
matura t ion  process, and u t i l i z a t i o n  o f  standard 
growth and development char ts .  

Standard growth cha r t s  constructed by the  Nat ional  
Center f o r  Hea l th  S t a t i s t i c s  i n  c o l l a b o r a t i o n  w i t h  
t he  Center f o r  Disease Contro l  may be secured by 
request  from the  D i v i s i o n  of Medical Assistance. 

( 2 )  A b lood pressure s h a l l  be taken on e l i g i b l e  r e c i p i e n t s  
over  35 months o f  age and/or on a l l  r e c i p i e n t s  o f  
screening serv ices  when i nd i ca ted .  

TRANSMITTAL #7 Page 4.118 



CABINET FOR HUMAN RESOURCES 
DEPARTMENT FOR SOCIAL INSURANCE 
D I V I S I O N  OF MEDICAL ASSISTANCE 

PRIMARY CARE SERVICES MANUAL 

SECTION I V  - SERVICES COVERED 

(3) A r o u t i n e  t h r o a t  i nspec t i on  s h a l l  be done on each 
r e c i p i e n t  by t h e  examining physic ian,  nurse, o r  nurse 
p r a c t i t i o n e r .  

( 4 )  A r o u t i n e  denta l  i nspec t i on  s h a l l  be c a r r i e d  out.  
Some o f  the  ch i ld ren ,  3 years o f  age and above, may 
have accepted the  denta l  component o f  EPSOT and been 
r e f e r r e d  a t  i n t a k e  by outreach s t a f f  t o  the d e n t i s t  
f o r  diagnosis and treatment.  

( 5 )  A l l  e l i g i b l e  r e c i p i e n t s  a re  t o  be checked f o r  obvious 
phys ica l  defects such as hernia, orthopedic, skin, 
eye, etc.  I f  any abnormal i ty  i s  detected, diagnosis 
and treatment o r  a r e f e r r a l  s h a l l  be i n i t i a t e d .  

( 6 )  A complete o r  d i p  s t i c k  u r i n a l y s i s  (blood, sugar, 
ketone bodies, and p r o t e i n )  s h a l l  be done on each 
r e c i p i e n t  as appropr ia te  f o r  age and h e a l t h  h i s to ry .  
B a c t e r i u r i a  screening s h a l l  be done f o r  the  a t  r i s k  
groups. 
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Supplies and forms fo r  Bacteriuria screening can be 
obtained by writ ing: 

Kidney Screening Program 
Department fo r  Health Services 
Division of Preventive Services 
275 East Main S t ree t  
Frankfort, Kentucky 40621 

( 7 )  Visual screening shal l  be carried out using the  
appropriate Snellen Chart and/or equivalent tool .  
Screening r e su l t s  in recipients too young to u t i l i z e  
the standard equipment may be obtained by other means 
such as observation, object iden t i f i ca t ion ,  e tc .  

(8 )  All recipients  should be checked fo r  evidence of ea r  
disease such as obvious infect ion,  foreign bodies, 
wax impacted canal,  drainage, o r  other abnormalities. 
A t  the age of 47 months and u p  an audiometric evalu- 
at ion should be performed. 

(9 )  A hematocrit or  hemoglobin shall  be done on each 
e l i g ib l e  recipient  as appropriate fo r  age and health 
history.  
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(10) When medica l l y  ind ica ted ,  a l l  e l i g i b l e  r e c i p i e n t s  who 
are a t  h igh  r i s k  f o r  s i c k l e  c e l l  anemia s h a l l  be 
o f f e r e d  screening f o r  s i c k l e  c e l l  anemia e i t h e r  
on -s i t e  o r  by r e f e r r a l .  

(11) Tubercu l in  Skin Tests s h a l l  be performed on e l i g i b l e  
r e c i p i e n t s  who are  a t  r i s k  f o r  developing tuberculos is .  

NOTE: Since l o c a l  and d i s t r i c t  h e a l t h  departments 
have the  resources and are  mandated t o  c o n t r o l  tuber- 
cu los is ,  KMAP se rv i ce  prov iders  should work w i t h  
t h e i r  l o c a l  hea l th  departments t o  i nsu re  t h a t  a l l  
necessary medical, nurs ing  and epidemiological  
fol low-ups are  provided t o  KI4AP se rv i ce  r e c i p i e n t s  
found t o  have i n f e c t i o n  o r  disease. 
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(12) An assessment o f  immunizations should be made and 
immunizations updated i f  necessary. Program payment 
does n o t  i nc lude  t h e  cos t  o f  vaccines. The admini- 
s t r a t i o n  o f  t h e  vaccine i s  inc luded i n  t h e  charge f o r  
t h e  screening serv ice.  

NOTE: In fo rma t ion  regarding immunizations and virccines 
may be obta ined by contac t ing :  

The Department f o r  Hea l th  Services D i v i s i o n  o f  Local 
Heal th Communicable Disease and Prevent ion Sect ion 
275 East Main S t r e e t  F rank fo r t ,  Kentucky 40621 

(13) Serology f o r  s y p h i l l i s  and/or a c u l t u r e  f o r  gonorrhea 
s h a l l  be done when the h i s t o r y  arid nurs ing  assessment 
i n d i c a t e  the  necessi ty .  

(14) Routine t e s t i n g  f o r  l ead  poisoning s h a l l  n o t  be 
requ i red  by the  Program; however, i n  those cases 
where the  phys ica l  symptoms o r  environmental con- 
d i t i o n s  i n d i c a t e  poss ib le  l ead  poisoning, a r e f e r r a l  
should be made t o  t h e  phys ic ian  o r  t o  t h e  appropr ia te  
medical se rv i ce  f o r  fo l low-up.  I f  r e f e r r a l  i s  made 
f o r  l ead  poisoning, the  b lock 14 on t h e  MAP-7 should 
be completed. 

Refer ra ls :  

A t  t h e  end o f  t h e  screening process abnormal i t ies  noted 
should be discussed i n  terms understandable and meat~ ing fu l  
t o  t h e  r e c i p i e n t ,  parent  and/or guardian, and arrangements 
i n i t i a t e d  o r  r e f e r r a l s  made f o r  d iagnosis  and treatment.  

I t  i s  expected t h a t  the  pr imary care centers w i l l  prov ide 
most necessary d iagnosis  and t reatment  serv ices ,  reducing 
t h e  need f o r  r e f e r r a l s  t o  o the r  prov iders,  and e s t a b l i s h i n g  
c o n t i n u i t y  i n  the  p a t i e n t ' s  care and treatment.  

TRAKSMITTAL #17 Page 4.122 



CABINET FOR HUMAN RESOURCES 
DEPARTMENT FOR MEDICAID SERVICES 

PRIMARY CARE SERVICES MANUAL 

SECTION IV - SERVICES COVERED 

All referrals, either within the Center or to other 
outside providers, shall follow the procedures listed for 
setting up diagnosis and treatment appointments. 

a. Clients capable of and preferring to make their own ap- 
pointments. 

(1) Appropriate assistar~ce is given the client by the 
screening provider. 

(2) Note the screening finding on the Referral Form 
CH-115 and give two (2) copies of the completed 
referral form to the client for presentation to the 
referral resources. 

b. Clients unable to follow through with niaking appointments 
for diagnosis and treatment. (: 
(1) The client's choice of referral resources is honored 

and appointments are made for diagnosis and treatment 
by the screening provider. 

(2) Note the screening finding on the Referral Form 
CH-115 and forward two (2) copies of the completed 
referral form to the referral resource. 

TRANSMITTAL #17 Page 4.123 i 



CABINET FOR HUMAN RESOURCES 
DEPARTMENT FOR MEDICAID SERVICES 

PRIMARY CARE SERVICES KANUAL 

SECTION I V  - SERVICES COVERED 

c. The screening p rov ide r  i s  t o :  

(1 )  Refer  EPSDT p a r t i c i p a n t s  t o  T i t l e  V serv ices  
when appropr ia te  (See D i r e c t o r y  o f  T i t l e  V 
Services) 

(2)  A s s i s t  c l i e n t s  w i t h  abnorn ia l i t y ( ies)  f o r  which 
t reatment  i s  n o t  covered by the  S ta te  T i t l e  X I X  
p l a n  i n  secur ing needed d iagncs is  and t reatment  
serv ices  a t  l i t t l e  o r  no c o s t  t o  t h e  c l i e n t .  
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e. The KMAP requ i res  your  he lp  as a p rov ide r  o f  screening 
serv ices  i n  t h e  i d e n t i f i c a t i o n  and r e f e r r a l  o f  c l i e n t s  who 
may be e l i g i b l e  f o r  Women, I n f a n t s  and Ch i ld ren  (WIC) 
Supplemental Food Program. 

The b!IC Program i s  designed t o  p rov ide  s p e c i f i c  n u t r i t i o n a l  
foods t o  pregnant wcmen; breast- feeding women, up t o  cne 
(1) yea r  postpartum; o r  women t o  s i x  (6) sonths postpartum, 
p lus  i n f a n t s  and c h i l d r e n  under f i v e  ( 5 )  years o f  age, who 
res ide  i n  an approved area and are  determined t o  be a t  
n u t r i t i o n a l  r i s k  by a h e a l t h  p ro fess iona l .  

I n  o rder  f o r  the  l o c a l  W I C  P r o j e c t  t o  be made aware o f  
these ch i ld ren ,  you t i re asked t o  u t i l i z e  the  Re fe r ra l  Form 
(CH-115) f o r  any r e c i p i e n t  screened whom you i d e n t i t y  as 
p o t e r l t i a l l q  e l i g i b l e  f o r  l i I C  bene f i t s .  The completed 
CH-115 fcrm should then be forwarded t o  your  l o c a l  W I C  
P ro jec t .  

i 

The W I C  Supplemental Food Program n u t r i t i o n a l  r i s k  
c r i t e r i a  and a l i s t  o f  l o c a l  W I C  P ro jec ts  may be secured 
from the  Department f o r  Medicaid Services. 
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Procedural Coding 

Fo l lowing EPSDT serv ices,  the  i n v o i c e  form (MAP-7) i s  t o  be completed i n  
accordance w i t h  t h e  i n s t r u c t i o n s  i n  Sect ion V I  - Completion o f  the  Invo i ce  
Form, w i t h  spec ia l  a t t e n t i o n  d i r e c t e d  t o  t h e  serv ices  and t e s t s  l i s t e d  i n  
b locks #11 and #12. The f o l l o w i n g  coding should be entered i n  each box f o r  
each se rv i ce  and t e s t  l i s t e d :  

CCDE - ASSESSNENT 

Normal 
Abnormal Referred 
Abnormal under t reatment  

I f  r e f e r r a l s  have been made, designate i n  b locks P14 and #15. 

A l l  EPSDT examinations w i l l  use procedure code Y6000. 
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N. Hea l th  Education Services 

D e f i n i t i o n  

These serv ices  must p rov ide  as a  minimum appropr ia te  personnel t o  
present, on request, i n fo rma t ion  on general h e a l t h  cs re  t o  l o c a l  
school systems, c i v i c  o rgan iza t ions  and o the r  concerned l o c a l  groups. 
Services a r e  t o  inc lude d i s t r i b u t i o n  o f  w r i t t e n  ma te r ia l  on p e r t i n e n t  
h e a l t h  subjects.  

Hea l th  Educat ion counsel ing rendered e l i g i b l e  r e c i p i e n t s  on an i n -  
d i v i d u a l  bas is  i s  a  cost-a l lowed serv ice .  Services may be repor ted 
on the  year-end cos t  r e p o r t  as a  cos t  o f  t h e  c e n t e r ' s  t o t a l  cost ,  
b u t  cannct be b i l l e d  on the  MAP-7. 

0. K u t r i t i o n a l  Services 

These serv ices must be prov ided by a  pro fess iona l  n u t r i t i o n i s t  on 
the s t a f f  o f  the  Primary Care Center, and must i nc lude  as a  minimum 
i r i d i v i d u a l  counsel ing r e l a t i n g  t o  n u t r i t i o n a l  problems o r  n u t r i t i o n a l  
education. Group n u t r i t i o n a l  serv ices  may a l s o  be provided. 

N u t r i t i o n a l  counsel ing rendered e l i g i b l e  r e c i p i e n t s  on an i n d i v i d u a l  
basis  i s  a  cost-al lowed serv ice .  Services may be repo r ted  on the  
year-end c o s t  r e p o r t  as a  c o s t  o f  t h e  c e n t e r ' s  t o t a l  cost ,  bu t  
canrict be b i l l e d  on the  MAP-7. 
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P .  Social Services Counseling 

These services must be provided by a 1 icensed, graduate, or cert i f ied 
social worker on the staff of the Primary Care Center. As a minimum, 
the services must include information and referral services. Intensive 
counseling i s  to be limited t o  c r i s i s  situations and health related 
problems. Individuals with cther identified counseling needs are t o  
be referred to appropriate social service agencies. 

Individual social services counseling rendered el igible recipients 
i s  a cost-allowed service. Counseling services may be reported on 
the year-end cost report as a cost of the center 's total cost,  b u t  
cannot be billed on the MAP-7. 

Q. Outreach Services 

These services must be provided as a package structured t o  identify 
heil t h  care needs in the service area. 

Outreach services made as part of an established plan of care for  
the patient and/or fan~i ly, shall be documented in the patient 's 
records as to  the nature and purpose of the v is i t .  Services may be 
reported on the year-end cost report as a cost of the center 's total 
cost,  b u t  cannot be billed on the MAP-7. 
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Uti 1 ization of holding/observation accommodations maintained by the 
center will be covered, within the limitations outlined below: 

1. Utilization by an eligible recipient will be considered a covered 
benefit for not more than 24 hours. 

2. Decisions to hold patients shall be the responsibility of a 
physician(s) on the medical s t a f f  of the center. 

3 .  A licensed nurse shall be on duty at the center when a patient is 
held in center accommodations beyond regular scheduled hours. 

4. A duly-licensed physician shall be on call at all times during 
which a patient is held beyond the regu!ar scheduled hours of the , 
center. i 

5. All procedures relating to the retention of and rendition of 
services to patients held in center accormodations shall be set 
forth in the center's patient care policies. 

Procedure Code: 29084 - Holding/Observation 
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V. REIMBURSEMENT 

A. Method o f  Reimbursement 

Primary care serv ices  are  r6imbursed i n  accordance w i t h  a c o s t  
reimbursement system, i n v o l v i n g  a cost-based, a l l - i n c l u s i v e  r a t e  per  
v i s i t  a t  the  t ime o f  se rv i ce  w i t h  a year-end se t t lement  t o  a d j u s t  
payments t o  a l lowab le  costs. The d e t a i l s  o f  t h i s  system are  ex- 
p la ined  i n  the  Primary Care Reimbursement Manual as fo l lows:  

Par t  I General P o l i c i e s  and Procedures 
Par t  I 1  P r i n c i p l e s  o f  Reimbursement 
Pa r t  111 Annual Cost Report 1nstruct;ons 
Par t  I V  Annual Cost Report 

A b i l l a b l e  serv ice,  one t h a t  w i l l  generate a payment o f  the  estab- 
l i s h e d  r a t e  per  v i s i t ,  i s  de f ined as a v i s i t  o r  encounter which 
inc ludes a face- to- face contac t  and a pro fess iona l  medical se rv i ce  
by e i t h e r  a physic ian,  phys ic ian  a s s i s t a n t  ( i f  l i censed) ,  nurse 
p r a c t i t i o n e r ,  d e n t i s t ,  o r  op tomet r i s t  on the  s t a f f  o f  t h e  Primary 
Care Center. However, i f  a. cen ter  e l e c t s  t o  p rov ide  home h e a l t h  
serv ices as an i d e n t i f i a b l e  package which meets the requirements 
s p e c i f i e d  i n  the Primary Care Program regu la t i ons ,  any s t a f f  member 
p rov id ing  serv ices meeting these requirements who i s  e l i g i b l e  t o  
b i l l  under the e x i s t i n g  home h e a l t h  element o f  the  Medical Assistance 
Program may a l s o  b i l l  under the  Primary Care Program. A b i l l a b l e  
serv ice  i s  l i m i t e d  to a s i n g l e  pro fess iona l  v i s i t  on a g iven day 
regardless o f  the  number o r  v a r i e t y  o f  serv ices  rece ived du r ing  such 
v i s i t  ( i .e. ,  o n l y  one Medicaid b i l l  per  day can be generated). 
However, t h i s  does n o t  prec lude two o r  more b i l l a b l e  serv ices  ( i .e. ,  
Medicaid b i l l s )  from being generated i f  1) the  p a t i e n t  i s  seen a t  
d i f f e r e n t  l o c a t i o n s  ( i .e. ,  o u t s t a t i o n  and main center )  on t h e  same 
day o r  7) has a second v i s i t  a t  the  same l o c a t i o n  which r e s u l t e d  
from a d i f f e r e n t  circumstance, purpose, o r  need. 
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B. Medicare, Title XVIII Coverage 

In accordance with the Primary Care Services Principles of Reim- 
bursement, any KMAP responsibility for a recipient's Medicare (Title 
XVIII) deductible and coinsurance payments for covered services will 
be reflected on the invoice form (MAP-7) and allocated during the 
year end cost settlement, (See Reimbursement Manual, Part 111, cost 
report instructions, section 108, page 8.05.) 

The Primary Care Center shall bill the appropriate Medicare (Title 
XVIII) fiscal intermediary, prior to billing. If billing EDS 
Medicare on the HCFA-1500 billing form, the primary care center must 
not check the "Medicaid" block cn the HCFA-1500 form nor enter the 
Medical Assistance Identification Number and must choose one of the 
following: 1) Require recipient to sign the HCFA-1500 claim form 
for Medicare purposes; or 2) Obtain a blanket assignment from the 
recipient which will permit the provider to enter the words "Blanket 4 

1. 

Assignme~t on Filet in the signature block of the HCFA-1.500. The 
MAP-7 form shall then be completed as for any recipient, with the 
amount received from Medicare reported in block 29. Program payment 
for the services reflected on the invoice will be the center's 
interim rate (CAC) less the amount received from Medicare. 

C. Reimbursement in Relation to Other Third Party Coverage (Excluding 
Medicare) 

1. General 

To expedite the Medicaid claims processing payment function, the 
provider of Kedicaid services must actively participate in the 
identification of third party resources for payment on behalf of 
the recipient. At the time the provider obtains Medicaid 
billing information from the recipient, he/she should determine 
if additional resources exist. Providers have an obligation to 
investigate and to report the existence of other insurance or 
liability. The provider's cooperation will enable the Kentucky 
Medicaid program to function efficiently. 
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SECTION V - REIMBURSEMENT 

2. I d e n t i f i c a t i o n  o f  T h i r d  P a r t y  Resources 

I n  o rde r  t o  i d e n t i f y  those r e c i p i e n t s  who may be covered through 
a v a r i e t y  o f  h e a l t h  insurance resources, t he  p r o v i d e r  should 
i n q u i r e  i f  the  r e c i p i e n t  meets any o f  t he  f o l l o w i n g  cond i t ions :  
I f  the  r e c i p i e n t  i s  mar r i ed  o r  working, i n q u i r e  about poss ib le  
h e a l t h  insurance through t h e  r e c i p i e n t ' s  o r  spouse's employer; 
i f  the  r e c i p i e n t  i s  a minor, ask about insurance the POTHER, 
FATHER, o r  GUARDIAN may c a r r y  on t h e  r e c i p i e n t ;  i n  cases o f  
a c t i v e  o r  r e t i r e d  m i l i t a r y  personnel, request  in fo rmat ion  about 
CHAMPUS coverage and s o c i a l  s e c u r i t y  number o f  t h e  p o l i c y  
holder ;  f o r  people over  65 o r  d isabled,  seek a MEDICARE H I C  
number; ask i f  the  r e c i p i e n t  has h e a l t h  insurance such as a 
MEDICARE SUPPLEMENT p o l i c y ,  CANCER, ACCIDEb!T, o r  INDEMNITY 
p o l i c y ,  GRCUP h e a l t h  o r  INDIVIDUAL insurance, etc. ,  EXAVIb!E THE 
RECIPIENT'S MONTHLY ELIGIBILITY CARD FOR AN INSURANCE INDICATOR 
AND I F  AN INDICATOR I S  PRESENT, QUESTION THE EECIPIENT FURTHER 
REGARDING OTHER INSURANCE. 

3. P r i v a t e  Insurance 

I f  the  p a t i e n t  has t h i r d  p a r t y  resources, then t h e  p rov ide r  must 
o b t a i n  payment o r  r e j e c t i o n  from t h e  t h i r d  p a r t y  be fore  Medicaid 
can be f i l e d .  Vhen pa-ment i s  received, t he  p rov ide r  should 
i n d i c a t e  on the c l a i m  form i n  t he  app rop r i a te  f i e l d  t he  amount 
o f  t he  t h i r d  p a r t y  payment and the  name and p o l i c y  numbers o f  
h e a l t h  insurance cover ing  the  r e c i p i e n t .  I f  the  t h i r d  p a r t y  
r e j e c t e d  the  claim, a copy of t he  r e j e c t i o n  n o t i c e  must be 
a t tached t o  t h e  Medicaid c la im.  

Except ions: 

* J f  t he  o the r  insurance company has no t  made payment w i t h i n  120 
days o f  t he  date o f  f i l i n g  a c l a i m  t o  t he  insurance company, 
submit w i t h  t he  Medicaid c l a i m  a copy o f  t he  o the r  insurance 
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SECTION V - REIMBURSEMENT 

c l a i m  t o  EDS i n d i c a t i n g  ''NO RESPONSE" on the  Medicaid 
c l a i m  form. Then forward a completed TPL Lead form to :  

EDS 
P.O. Rox 2009 
Frank for t ,  KY 40602 
At tn :  TPL U n i t  

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

*A l e t t e r  from the  p rov ide r  i n d i c a t i n g  t h a t  he/she contacted X Y Z  
insurance company and spoke w i t h  an agent t o  v e r i f y  t h a t  the  re -  
c i p i e n t  was n o t  covered, can a l s o  be at tached t o  the  Medicaid 
c la im.  ( 

4. Medicaid Payment f o r  Claims I n v o l v i n g  a T h i r d  Par ty  

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

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

I f  t h e  c la ims f o r  a r e c i p i e n t  a re  payable by a t h i r d  p a r t y  
resource which was n o t  pursued by the  prov ider ,  the  c la im  w i l l  
be denied. Along w i t h  a T h i r d  Par ty  insurance den ia l  explana- 
t i o n ,  t h e  name and address o f  the  insurance company, the  name o f  
the  p o l i c y  holder ,  and the  p o l i c y  number w i l l  be ind icated.  The 
p rov ide r  must pursue payment w i t h  t h i s  t h i r d  p a r t y  resource 
hefore  b i l l i n g  Medicaid again. 
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5. Accident  and Work Related Claims 

For claims b i l l e d  t o  Medicaid t h a t  are r e l a t e d  t o  an acc ident  o r  
work r e l a t e d  i nc iden t ,  t h e  p rov ide r  should pursue in fo rmat ion  
r e l a t i n g  t o  the  acc ident .  I f  an a t to rney ,  employer, i n d i v i d u a l  
o r  an insurance company i s  l i a b l e  f o r  payment, payment must be 
pursued from the  l i a b l e  par ty .  I f  the  l i a b l e  p a r t y  has n o t  been 
determined, a t t a c h  copies o f  any in fo rmat ion  obtained, such as, 
the names o f  at torneys,  o the r  invo lved p a r t i e s  and/or the  
r e c i p i e n t ' s  employer t o  t h e  c l a i m  when submi t t i ng  t o  FDS 
f o r  Medicaid payment. 

D. Dup l ica te  o r  Inappropr ia te  Payments 

Any d u p l i c a t e  o r  i napp rop r ia te  payment by the  KMAP, whether due t o  
erroneous b i l l i n g  o r  payment system f a u l t s ,  must be refunded t o  the  
KMAP. Pefund checks should be made payable t o  "Kentucky Sta te  
Treasurer' '  and sent  immediately t o :  

EDS 
P.O. Box 2009 
F rank fo r t ,  KY 40602 

ATTN: Cash/Finance U n i t  

F a i l u r e  t o  re fund a d u p l i c a t e  o r  inappropr ia te  payment cou ld  be 
i n t e r p r e t e d  as f raud  o r  abuse, and prosecuted as such. 
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VI. COMPLETION OF INVOICE FORM 

A. General 

The Health Insurance Claim Form (HCFA-1500) (12190) shall be used to 
bill for all primary care services rendered eligible Kentucky Medi- 
caid Program recipients. A claim or invoice is to be completed to 
reflect all services rendered a recipient on a given date, even when 
the services do not constitute a "billable service." A definition 
of billable service may be found in Section V - Reimbursement, and 
in the Reimbursement Manual, PART I, Section 103, page 3.01. 

The original of the two part invoice set shall be submitted to EDS 
as soon as possible after the service is provided. The carbon copy 
of the invoice shall be retained by the provider as a record of 
claim submitted. 

Invoices shall be mailed to: 

EDS 
P.O. Box 2018 
Frankfort, Kentucky 40602 

€3. Completion of the Health Insurance Claim Form, HCFA-1500 (12190) 

An example of a Health Insurance Claim Form, HCFA-1500 (12190) is 
shown in the appendix. Instructions for the proper completion of 
this form are presented below. 

IMPORTANT: The patient's Kentucky Medical Assistance Identification 
Card shall be carefully checked to see that the patient's name ap- 
pears on the card and that the card is valid for the period of time 
in which the medical services are to be rendered. There can be no 
Medicaid payment for services rendered to an ineligible person. 

The age of the patient will also be reflected on the Identification 
Card. This shall be noted, specifically in cases where the patient 
requires services that are limited to recipients UNDER the age of 21. 
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HCFA-1500 (12190) forms may be obtained from: 

U.S. Goverment P r i n t i ng  Of f i ce  
Superintendent o f  Documents 
Washington, D.C. 20402 

Tel e l  phone: 1-800-621-8335 

BLOCK NO. ITEM NAME AND DESCRIPTION 

2 PATIENT'S NAME 

Enter the rec ip ien t ' s  l a s t  name, f i r s t  name, middle i n i t i a l  exact ly  
as it appears on the current Medical Assistance I d e n t i f i c a t i o n  
(MAID) card. 

OTHER INSURED'S POLICY OR GROUP NUMBER: 

Enter the rec ip ien t ' s  ten d i g i t  Medical Assistance I d e n t i f i c a t i o n  
(MAID) number exact ly as i t  appears on the current MAID  card. 

10B,C ACCIDENT: 

Check the appropriate block i f  treatment rendered was necessitated 
by some form o f  accident. 

INSURED'S POLICY GROUP OR FECA NUMBER 

Complete i f  the rec ip ien t  has any kind o f  p r i va te  heat lh insurance 
tha t  has made a payment, other than Medicare. 

INSURANCE PLAN NAME OR PROGRAM NAME 

Enter the name o f  the insurer and the po l i cy  number. 

INSURED'S GROUP NUMBER 

Enter the rec ip ien t ' s  ten d i g i t  Medical Assistance I d e n t i f i c a t i o n  
(MAID) number exact ly as i t  appears on the current MAID card. 
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DIAGNOSIS CODE 

Enter the appropriate ICD-9-CM diagnosis codes. Does not apply to 
pharmacy and non-emergency dental services. 

PRIOR AUTHORIZATION NUMBER 

If the service provided requires prior authorization, enter the pri- 
or authorization number assigned by EDS. 

DATE OF SERVICE 

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

PLACE OF - SERVICE 

Enter the appropriate place of service code from the list on the 
back of the claim form identifying where the service was provided. 

PROCEDURE CODE 

Enter the procedure code which identifies the service or supply ren- 
dered to the recipient. For pharmacy claims, enter the twelve (12) 
digit NDC number. 

DIAGNOSIS CODE INDICATOR 

Transfer "I", "2" or "3" from the field 21 to indicate which diagno- 
sis is being treated. Do not enter the actual diagnosis code in 
this field. 
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24F PROCEDURE CHARGE 

Enter your usual and customary charge for the service rendered. 

DAYS OR UNITS 

Enter the number of times this procedure was provided for the recipi- 
ent on this date of service. For pharmacy services, enter the drug 
quantity of each prescription billed. 

EPSDT Fami 1 y Plan 

Enter a "Y" if the treatment rendered was a direct result of an Ear- 
ly and Periodic Screening, Diagnosis and Treatment Examination. 

RESERVED FOR LOCAL USE 

When billing pharmacy services, enter the prescription number. When 
billing dental services, enter the tooth number(s). Enter the vac- 
cine dose for vaccinations. Enter the EPSDT referral codes, if ap- 
pl icable, for EPSDT. 

PATIENT'S ACCOUNT NO. 

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

TOTAL CHARGE 

Enter the total of the individual procedure charges listed in column 
24F. 
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SECTION VI - COMPLETION OF INVOICE FORM 

AMOUNT PAID 

Enter the amount received by any other private insurance, DO NOT IN- 
CLUDE Medicare. If no health insurance payment amount, leave blank. 

BALANCE DUE 

Enter the amount received from Medicare. 

SIGNATUREIINVOICE DATE 

The actual signature of the provider (not a fascimile) or the provid- 
er's appointed representative is required. Stamped signatures are 
not acceptable. 

PROVIDER NUMBER 

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

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
*Claims for covered services must be received by EDS within twelve* 
*(12) months from the date of service. Claims with service dates * 
*more than twelve (12) months old can be considered for processing* 
*only with appropriate documentation such as one or more of the * 
*following: Remittance Statements no more than 12 months of age * 
*which verify timely filing, backdated MAID cards, Social Security* 
"documents, correspondence describing extenuating circumstances, * 
*Action Sheets, Return to Provider Letters, Medicare Explanation * 
*of Medicare Benefits, etc. * . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
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2 6 P!o entry required. 

3 7 TOTAL CLAIM CHARGE: 

Enter the total of lines ! - 10. 
18 HEALTH INSURANCE AMOUNT: 

Enter the total amount (if any) received from the patfent's health 
insurance for services billed. 

2 9 PFOUNT FROM MEDICARE: 

Erter the total amount received from Medicare for services billed. 
Attach a copy of the Medicare Explanation of Benefits to claim. 

30 PROVIDER NAPE: 

Enter the name and address of the Primary Care Center performing the 
services being billed. 

3 ! PROVIDER NUMBER: 

Enter the eight-digit Medicaid provider number assianed to the 
provider listed in block 30. 

3 2 AUTHORIZED SIGNATURE: 

The actual sipnature of the provider or authorized representative is 
entered here. 

33 COUNTY: 

No entry required. 

34 AREA: 

Fro entry required. 
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35 INVOICE DATE: 

Enter  t he  month, day, and year  t h a t  the i n v o i c e  was s igned and 
s~~bmi?.t.ed t o  Medical Assistance. ( i  .e., November 15, 1988 would be 
en tered  11 15 88) .  

36 DATE OF S E R V I C E :  

Enter  the month, day and year  !numeric equ i va len t  as b lock  35) t he  
serv ices  were provided. One date o f  s e r v i c e  per  c la im.  

37 CHARGE DISPOSITION: 

No e n t r y  reau i red .  

38 I N V O I C E  NIIMBER: 

No e n t r y  requi red.  

39 No e n t r y  requ i red .  

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
*Claims f o r  covered serv ices  must be rece ived by EDS w i t h i n  twelve* 
"(12) months f rom the  date o f  serv ice .  Claims w i t h  se rv i ce  dates * 
*more than twelve (12) months o l d  can be considered f o r  processing* 
*only  w i t h  app rop r i a te  documentation such as one o r  more o f  t he  * 
* fo l l ow ing :  Remittance Statements no more than 12 months o f  aae * 
*which v e r i f y  t i m e l y  f i l i n g ,  backdated M A I D  cards, Soc ia l  Secur i t y *  
"documents, correspondence desc r i b ing  ex tenuat ing  circumstances, * 
*Ac t inn  Sheets, Return t o  Prov ider  Le t te rs ,  Medicare Exp lanat ion  * 
* o f  Medicare Bene f i t s ,  e t c .  * . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
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V I J .  REMITTANCE STATEMENT 

A. General 

The EDS Remittsnce Statement (Remittsnce Advice) fu rn ishes  the 
p rov ide r  w i t h  an exp lanat ion  o f  t h e  s ta tus  o f  those c la ims FDS 
processed. The Remittance Statement accompanies the payment check 
and i s  d i v i d e d  i n t o  s i x  sec t ions .  

The f i r s t  sec t i on  prov ides an accounting o f  those c la ims which are  
being pa id  by t h e  KMAP w i t h  t h e  accompanying payment check. 

The second sec t i on  prov ides a l i s t  o f  c la ims which have been r e j e c t e d  
(denied) i n  t o t a l  by the  KWAP w i t h  the  corresponding Explanat ion of 
B e n e f i t  (EOB) code. 

The t h i r d  sec t i on  prov ides a l i s t  o f  c laims EDS rece ived which d i d  
n o t  complete processing as o f  the  date Ind i ca ted  on t h e  Remittance 
Statement. 

The f o u r t h  sec t i on  prov ides a l i s t  o f  c laims rece ived by EDS t h a t  
cou ld  no t  be processed as t h e  r e s u l t  o f  incomplete c l a i m  informa- 
t i on .  These c la ims have been re turned t o  the  p rov ide r  along w i t h  a 
cover l e t t e r  t h a t  exp la ins  t h e  reascns f o r  the  re tu rn .  

The f i f t h  sec t i on  inc ludes the  sumiration o f  c la ims payment a c t i v i t y  
as o f  the  date i nd i ca ted  on the  Pemittance Statement and t h e  year-  
to -da te  c la ims payment a c t i v i t i e s .  

The s i x t h  sec t i on  prov ides a l i s t  o f  the  EOB codes which appeared on 
t h e  dated Remittance Statement w i t h  the  corresponding w r i t t e n  expla- 
n a t i o n  o f  e ~ c h  EOB code. 

Claims appearing i n  any sec t i on  of the  Remittance Statement w i l l  be 
i n  a lphabet ica l  o rder  according t o  the  p a t i e n t ' s  l a s t  name. 
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B. Sect ion I - Claims Paid 

An example o f  the  f i r s t  sec t i on  o f  the  Remittance Statement i s  shown 
i n  Appendix X I I I - A .  This  sec t i on  l i s t s  a l l  those c la ims f o r  which 
payment i s  being made. On the  pages immediately f o l l o w i n g  are  item- 
by- i tem explanat ions o f  each i n d i v i d u a l  e n t r y  appearing on t h i s  
sec t i on  o f  the Remittance Statement. 

EXPLANATION OF REMITTANCE STATEMENT FOR 
PRIMARY CARE SERVICES 

I N V O I C E  NUMRER The p rep r in ted  i n v o i c e  number ( o r  p a t i e n t  account number) 
appearing on each c l a i m  form i s  p r i n t e d  i n  t h i s  column f o r  
the  p r o v i d e r ' s  reference. 

RECIPIENT NAME The name o f  the  r e c i p i e n t  as i t  appears on the  Department's 
f i l e  o f  e l i g i b l e  Medicaid r e c i p i e n t s .  

RECTPIENT NUMBER The Medical Assistance I.D. Number o f  the  r e c i p i e n t  as shown 
on the c la im  form submitted by the prov ider .  

INTEPVAL CONTROL The i n t e r n a l  c o n t r o l  number (ICN) assigned t o  the  c l a i m  f o r  
NO. i d e n t i f i c a t i o n  purposes by EDS. 

CLAIM SVC DATE The e a r l i e s t  and l a t e s t  dates o f  serv ices  as shown on the  
c l a i m  form. 

TOTAL CHARGES The t o t a l  charges b i l l e d  by the  p rov ide r  f o r  the  serv ices  on 
t h i s  c la im  form. 
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AMT. FROM The amount i n d i c a t e d  by t h e  p rov ide r  as rece ived from a  
OTHER SRCS source o the r  than the  Medicaid. Program f o r  serv ices  on the  

claim. 

CLAIK PMT AMOUNT The amount being p a i d  by t h e  Medicaid program t o  t h e  p rov ide r  
f o r  t h i s  claim. 

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

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

POS Place o f  se rv i ce  code d e p i c t i n g  the  l o c a t i o n  o f  the  rendered 
se rv i ce  

PROC Procedure code i n  the  l i n e  i t e m  

RX NO. The p r e s c r i p t i o n  number used by the  pharmacist t o  i d e n t i f y  
t h i s  p r e s c r i p t i o n  

DRUG CODE The drua code number o f  the  p r ~ s c r i p t i o n  t h a t  was dispensed 

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

C. Sect ion I 1  - Denied Claims 

The second sec t i on  o f  the  Remittance Statement appears whenever one 
o r  more c la ims are r e j e c t e d  i n  t o t a l .  This  sec t i on  l i s t s  a l l  such 
c la ims and i nd i ca tes  the  EOB code e x p l a i n i n g  the  reason f o r  each 
c l a i m  r e j e c t i o n .  Appendix X I I I -B .  

A l l  i tems p r i n t e d  have been p rev ious l y  def ined i n  the  d e s c r i p t i o n  o f  
the  p a i d  c la ims sec t i on  o f  the  Remittance Statement. 
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D. Sect ion I 1 1  - Claim i n  Process 

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

E. Sect ion I V  - Returned Claims 

The f o u r t h  sec t i on  o f  the Remittance Statements (Appendix X I I I -D)  
l i s t s  those claims which have been rece ived by EDS and re turned t o  
t h e  p rov ide r  because requ i red  i n fo rma t ion  i s  miss ing  from the  claim. 
The c l a i m  has been re turned t o  the  p rov ide r  w i t h  a cover sheet which 
i a d i c a t e s  the  reason(s) t h a t  the  c la im  has been returned. 

F. Sect ion  V - Claims Payment Summary 

This sec t i on  i s  a summary o f  the  claims payment a c t i v i t i e s  as o f  the  
date i nd i ca ted  on the  Remittance Statement and the  year- to-date 
(YTD) claims payment a c t i v i t i e s .  

CLAIMS P A I D /  The t o t a l  number o f  f i n a l i z e d  c la ims which have been 
DENIED determined t o  be denied o r  p a i d  by t h e  Medicaid program, as 

o f  t h e  date i nd i ca ted  on the  Remittance Statement and YTD 
summation o f  c la im  a c t i v i t y .  

AMOUNT PAID The t o t a l  amount o f  c laims t h a t  pa id  as o f  the date on the  
Remittance Statement and t h e  YTD summation o f  payment 
a c t i v i t y .  

WITHHELD 
AMOUNT 

The d o l l a r  amount t h a t  has been recouped by Medicaid as o f  
the  date on the  Remittance Statement (and YTD summation o f  
recouped monies). 
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NET PAY AMOUNT The d o l l a r  amount t h a t  appears on the  check. 

CREDlT AMOUNT The d o l l a r  amount o f  a  re fund  t h a t  a  p r o v i d e r  has sent  i n  
t o  EDS t o  a d j u s t  t he  1099 amount ( t h i s  amount does n o t  
a f f e c t  c la ims payment, i t  o n l y  ad jus t s  t h e  1099 amount). 

NET 1099 AMOUNT The t o t a l  amount o f  money t h a t  t he  p r o v i d e r  has rece ived 
from the  Medicaid program as o f  t he  date on t h e  Remittance 
Statemevt and t h e  YTD t o t a l  monies rece i ved  t a k i n g  i n t o  
cons ide ra t i on  recoupments and refunds.  

G. Sect ion  V I  - Desc r i p t i on  o f  Exp lanat ion  Codes L i s t e d  Above 

Each EOB code t h a t  appeared on the  dated Remittance Statement w i l l  
have a  corresponding w r i t t e n  exp lanat ion  p e r t a i n i n g  t o  payment, 
den ia l ,  suspension and r e t u r n  f o r  a  p a r t i c u l a r  c l a i m  (Appendix 
X I I I -E ) .  
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A. Correspondence Forms I n s t r u c t i o n s  

Type o f  
I n fo rma t ion  Time Frame 
Requested f o r  I n q u i r y  

I n q u i r y  6 weeks a f t e r  
b i i l i n g  

Adjustment Immediately 

Type o f  
I n fo rma t ion  
Eequested 

I n q u i r y  

Immediately 

M b i l i n g  Address 

ECS 
P.O. Box 2009 
F rank fo r t ,  KY 40602 
ATTN: Comunica t ions  L ln i t  

EDS 
P.O. Box 2009 
F rank fo r t ,  KY 40602 
ATTN: Adjustments V f i i t  

EDS 
P.O. Box 2009 
F rank fo r t ,  KY 40602 
ATTN: Cash/Finance U n i t  

Necessary In fo rma t ion  

1. Con~pleted I n q u i r y  Form 
2. Remittarice Advice o r  Reaicare EOMB, when 

app l i cab le  
3 .  Other suppor t i ve  documentation, when needed, 

such as a photocopy o f  the  Kedicaid c l a i m  
when a c l a i m  has n o t  appeared on an R/A 
w i t h i n  a reasonable amount o f  t ime 
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~ n j o r m a t i o n  
Requested Necessary In fo rmat ion  

Adjustment 1. Conipleted Adjustment Form 
2. Photocopy o f  the  c l a i m  i n  quest ion  
3 .  Photocopy o f  the  app l i cab le  p o r t i o n  

o f  t h e  R/A i n  quest ion 

kefund 1. Refund Check 
2. Photocopy o f  t h e  a p p l i c a b l e  p o r t i o n  

o f  the R/A i n  ques t ion  
3. Reason f o r  re fund 

B. Telephoned I n q u i r y  In fo rmat ion  

What i s  Needed? 

- Prov ider  number 
- P a t i e n t ' s  Medicaid ID number - Date o f  se rv i ce  - B i l l e d  amount 
- Your name and telephone number 

khen t o  C a l l ?  

- When c l a i m  i s  n o t  showins on paid, pending o r  denied sec t ions  
o f  t h e  R/A w i t h i n  6 weeks 

- When the  s ta tus  of c la ims are  needed and they do n o t  exceed 
f i v e  i n  number 

Where t o  C a l l ?  

- T o l l - f r e e  number 1-800-372-2921 ( w i t h i n  Kentucky) - Local (502) 227-2525 

i 
i 
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C. F i l i n g  L i m i t a t i o n s  

New Claims -- - 12 months from date o f  s e r v i c e  

Medicare/Medicaid 
Crossover Claims - 12 months from date o f  se rv i ce  

KOTE: I f  the  c l a i m  i s  a Medicare 
=over c l a i m  and i s  rece ived by  
EDS more than 12 months from da te  o f  
serv ice ,  b u t  l ess  than 6 months from 
the  Medicare a d j u d i c a t i o n  date, EDS 
considers t h e  c l a i m  t o  be w i t h i n  the  
f i l i n g  l i m i t a t i o n s  and w i l l  proceed 
w i t h  c la ims processing. 

Thi rd-Party  
L i a b i l i t y  Claims 

Adjustments 

- 12 months from date of s e r v i c e  

NOTE: i f  the o the r  insurance company 
has n o t  responded w i t h i n  120 days o f  
da te  o f  serv ice,  submit the  c l a i m  t o  EDS 
i n d i c a t i n g  "NO RESPONSE" from the  o the r  
insurance company. 

- 12 months from date t h e  p a i d  c l a i m  
appeared on t h e  R/A 
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D.  Provider 1t:quiry Form 

The Provider Inquiry form should be used for  inquir ies  t o  EDS 
regarding paid o r  denied claims, b i l l ing  concerns, and claim sta tus .  
( I f  requesting more than one claim s t a tu s ,  a Provider Inquiry form 
should be completed for  eech s t a tu s  request.) The Provider Inquiry 
form should be completed i n  i t s  en t i r e ty  and mailed t o  the following 
address : 

EDS 
P.O. Box 2009 
Frankfort, K Y  40602 

Supplies of the Provider Inquiry form may be obtained by writirccj to  
the above address or  contacting EDS Provider Relations Unit a t  
1-(800)-372-2921 or  1-(502)-227-2525. 

Please remit both copies of the Provider Inquiry form to  EDS. Any 
edditional d o E n t a t i o n  t h a t  would help c l a r i f y  your inquiry should 
be attached. EDS will enter t h e i r  response on the form and tCe 
yellow copy will be returned t o  the provider. 

I t  i s  - not necessary t o  complete a Provider Inquiry form when 
resubmitting a denied claim. 

Provider Inquiry forms may - tiot be used i n  l ieu of WIAP claim forms, 
Adjustment forms, o r  any other document required by KMAP. 

In cer ta in  cases i t  may be necessary t o  return the Inquiry form 
to  the provider f o r  ~ d d i t i o n a l  information i f  the inquiry i s  
i l l e p i b l e  o r  unclear. 

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

Field Number Description 

Enter your 8-digit Medicaid Provider Number. If you are a 
KKAP certified clinic enter your 8-digit clinic number. 

2 Enter your Provider Name and Address. 

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

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

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

6 Enter the Claim Service Date(s) 

If you are inquiring in regard to an in-process, paid, or 
denied claim, enter the date o f  the Remittance Advice 
listing the claim. 

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

9 Enter your specific inquiry. 

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

The Adjustment Request form i s  t o  be used when request ing  a change on 
a p rev ious l y  pa id  claim. This  does n o t  i nc lude  denied c la ims o r  
c la ims re turned t o  the  p rov ide r  f o r  requested a d d i t i o n a l  i n fo rma t ion  
o r  documentation. 

For prompt a c t i o n  and response t o  t h e  adjustment requests, please 
complete a l l  i tems. COPIES OF THE CLAIM AND THE APPPCFRIATE PAGE OF 
THE R/A MUST BE ATTACHED TO THE ADGUSTMENT REQUEST FORM. I f  i tems are 
n o t  conrpleted, the  form may be returned.  

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

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

Enter  the  r e c i p i e n t ' s  name as i t  appears or! 
t h e  F!/A ( l a s t  name f i r s t ) .  

3 Enter  the  complete r e c i p i e n t  i d e n t i f i c a t i o n  
r m b e r  as i t  hppears O I I  t h e  R/A. The coniplete 
Medicaid number conta ins  10 d i g i t s .  

Enter  the  p r o v i d e r ' s  name, address and complete 
p rov ide r  number. 

5 Enter  the "From Date o f  Service' '  f o r  the  c l a i m  
i n  quest ion. 

Enter  the  "To Date o f  Service' '  f o r  t h e  clai tr i  
i n  quest ion. 

Enter  the  t o t a l  charges submitted on t h e  o r i r j i n a l  
c laim. 
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F i e l d  Number Desc r ip t i on  

8 Enter  the  t o t a l  Medicaid payment f o r  the  c l a i m  
as found under t h e  "Cla in~s Payment Amount" 
column on t h e  R/A. 

Enter  t h e  R/A date  which i s  found on t h e  top  
l e f t  corner  o f  the  remi t tance.  Please do n o t  
en te r  the  date the  payment was rece ived o r  
posted. 

10 S p e c i f i c a l l y  s t a t e  WHAT i s  t o  be ad jus ted  on 
the  c l a i m  ( i . e .  date o f  serv ice,  u n i t s  o f  
serv ice) .  

11 S p e c i f i c a l l y  s t a t e  the  reasons f o r  the  request 
adjustment ( i  .e. miscoded, overpaid, underpaid).  

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

13 Enter  t h e  date on which t h e  fcrm was st ib t i i t ted.  

Ma i l  the  completed Adjustment Request form, c l a i m  copy and Remittance 
Advice t o  the  address on t h e  t o p  o f  t h e  form. 

To reo rde r  these forms, contac t  t h e  Communications U n i t  by n ia i l :  

EDS 
P.O. Box 2009 
Frank for t ,  KY 40602 

Be sure t o  s p e c i f y  the  number o f  forms you desi re.  A l low 7 days f o r  
d e l i v e r y .  
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