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MEDICAID BULLETIN

TO: Durable Medical Equipment (DME) Providers

SUBJECT: Medicaid Policy Manual for Durable Medical Equipment Providers

The enclosed new Department of Durable Medical Equipment Medicaid Provider
Manual is effective December 1, 2004, and includes all previous HIPAA changes
and Medicaid policy bulletins.

This manual is to be used for program information and requirements, billing
procedures, and provider services guidelines. Due to several substantial changes in
policy, providers are urged to carefully review this revision.

In addition to policy changes specific to the DME program area, the new provider
manuals for all Medicaid programs have been reformatted to give them a more
consistent, standardized layout and to improve navigation and readability.
Headings for each subsection appear on the left side of the page, with the
corresponding information on the right. “Chapters” are now called “Sections,” and
the numbering system has been simplified.

The new manuals are organized generally as follows, with each section having its
own Table of Contents:

Section 1 - General Information and Administration, contains an overview of the
South Carolina Medicaid program, as well as information about record retention,
documentation requirements, utilization review, program integrity, and other
general Medicaid policies.

Section 2 - Policies and Procedures, describes policies and procedures specific to
the DME program.

Section 3 - Billing Procedures, contains billing information that is common to all
South Carolina Medicaid programs, as well as program-specific guidelines for claim
filing and processing.

Section 4 - contains procedure codes, fee schedules, and other approval codes and
modifiers.

Fraud & Abuse Hotline 1-888-364-3224
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Section 5 - Administrative Services, contains contact information for DHHS state
and county offices, examples of all forms referenced throughout the manual (as
well as some generic forms), and contacts for claim form suppliers/vendors.

The appendices include the following:

* Resolutions for Frequently Occurring Edit Codes

» Claim Adjustment Reasons Codes (CARCs) and Remittance Advise Remark
Codes (RARCs)

o Carrier Codes

e Schedule of Copayments

The enclosed compact disc contains a copy of the manual in Portable Document
Format (pdf). To access the file, you will need Adobe Acrobat Reader software,
which is pre-installed on most computers and also available for free download at
www.adobe.com/support. The manual is also available on the DHHS Web site.

The policy manual and fee schedule are not subject to copyright regulations and
may be reproduced in their entirety.

If you have any questions regarding this provider manual and fee schedule, please
contact your program coordinator in the Department of Durable Medical Equipment
at (803) 898-2882. Thank you for your continued support of the South Carolina

Medicaid program.
@Jw). ke

Robert M. Kerr
Director

RMK/bgaw

Attachments
NOTE: To receive Medicaid bulletins by email or to sign up for Electronic Funds Transfer of your

Medicaid payment, please go to the following link for instructions:
http://www.dhhs.state.sc.us/Resourcelibrary/E-Bulletins.htm

Fraud & Abuse Hotline 1-888-364-3224
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Manual Updated 12/01/16

CHANGE CONTROL RECORD

Date Section(s) Page(s) | Change
12-01-16 3 7 e Updated Diagnostic Codes
15 o Updated CMS-1500 Instructions, field 24D
12-01-16 4 - Corrected HCPCS codes and descriptions
throughout section
12-01-16 Forms - Updated Claim Reconsideration Form
11-01-16 3 7 Updated Modifiers
11-01-16 4 1-23 Updated Procedure Codes and Modifiers
11-01-16 Appendix 2 - Updated carrier codes
10-01-16 1 5 Deleted SC Healthy Connections Checkup Program
language and moved sample Checkup card to South
6 Carolina Healthy Connections Medicaid Card
section
10-01-16 4 25-36 Updated ICD-10 CM codes
09-01-16 Appendix 1 67 Updated edit code 979
09-01-16 Appendix 2 - Updated carrier codes
08-01-16 1 2,4,5, | Updated to reflect Medicaid Bulletin dated July 11,
24,27 | 2016 — New Medicaid Cards
08-01-16 Appendix 1 | 22, 23,66 | Updated edit codes 527, 532, and 965
07-01-16 4 - e Updated branding for KEPRO throughout the
section
6 e Added HCPCS code E2378
07-01-16 Appendix 1 3,65 Updated edit codes 062 and 974
06-01-16 2 - e Updated branding for KEPRO throughout the
i, 29 section

e Changed heading to Augmentative Alternative
Communication (AAC) Device (formerly
Medicaid Managed Care
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Durable Medical Equipment Provider Manual

CHANGE CONTROL RECORD

Date Section(s) Page(s) | Change
06-01-16 5 - o Updated hyperlinks throughout section
1 o Updated Administration section
3 e Updated Procurement of Forms section
06-01-16 Appendix 1 44 Added new edit codes 801 and 802
3,14, 29, | Updated CARC for edit codes 079, 356, 357, 605,
30,63 | 693, and 958
05-01-16 Appendix 1 6, 63, 67 | Updated edit codes 150, 953, 989, 990
05-01-16 Appendix 2 - Updated carrier codes
04-01-16 Managed 18-19 Replaced sample MCO cards
Care
Supplement
03-01-16 Appendix 1 19,23 | Added edit codes 450 and 532
02-01-16 1 - Updated the following sections to reflect Medicaid
Bulletin dated January 26, 2016 — Updates to
Section 1 — All Provider Manuals:
e South Carolina Medicaid Program
o Program Description
o SC Healthy Connections Medicaid Card(s)
e Records/Documentation Requirements
o General Information
o Signature Policy
e Medicaid Program Integrity
o Program Integrity
e Appeals
01-01-16 1 19 Updated to reflect Medicaid Bulletin dated
December 9, 2015 - Charge Limits
01-01-16 Appendix 1 21 Added edit code 527
12-01-15 Cover - December 1, 2015 - Replaced manual cover
12-01-15 2 18 Updated Auto-Refilling policy
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Durable Medical Equipment Provider Manual Manual Updated 12/01/16

CHANGE CONTROL RECORD

Date Section(s) Page(s) | Change

11-01-15 Appendix 1 | 19,44-47 | « Revised edit code 507, 821, 837, 838, 839

10-01-15 1 7 e Updated to add SCDHHS alerts
10 e Updated Provider Participation

10-01-15 Appendix 1 1 o Updated general instructions

o Updated the following to reflect Medicaid
Bulletin dated June 1, 2015 — ICD-10 Clinical
Modification/ Procedure Coding System

1 o Added note to general instructions
All o Replaced ICD-9 with ICD-CM throughout
section
4,20, 23, | « Deleted edit codes 102-109, 112-116, 503, 527,
27,43 566, 791, 792
09-01-15 2 18 o Updated Restrictions to Product Delivery Via

Shipping or Delivery Service

32 o Updated Diabetic Shoes to reflect Medicaid
Bulletin dated June 1, 2015 - ICD-10 Clinical
Modification/ Procedure Coding System

09-01-15 3 « Updated the following sections to reflect
Medicaid Bulletin dated June 1, 2015 - ICD-10
Clinical Modification/ Procedure Coding

System:
6-7 o Diagnosis Codes
13-14 o CMS-1500 Claim From Completion

Instructions, field 21

27 o Updated SC Medicaid Web-based Claims
Submission Tool to reflect Medicaid Bulletin
dated June 19, 2015 — Claim Submission Web
Portal (Webtool) Enhancement SC Medicaid
Web-based Claims Submission Tool

09-01-15 4 25-29 Adding ICD-10-CM diagnosis codes to reflect
Medicaid Bulletin dated June 1, 2015 - ICD-10
Clinical Modification/ Procedure Coding System

09-01-15 Forms Updated MCMN forms (001, 003-007) to reflect
Medicaid Bulletin dated June 1, 2015 - ICD-10
Clinical Modification/Procedure Coding System

09-01-15 Appendix 1 5,14 o Added edit codes 270 and 271 and updated edit
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Manual Updated 12/01/16

Durable Medical Equipment Provider Manual

CHANGE CONTROL RECORD

Date Section(s) Page(s) | Change
code 110 to reflect Medicaid Bulletin dated
June 1, 2015 — ICD-10 Clinical
Modification/Procedure Coding System
08-01-15 2 15-18 Updated Proof of Delivery and Delivery Methods
07-01-15 2 27 Updated Incontinence Products
07-01-15 Appendix 3 1-2 Updated Copayment Schedule
06-01-15 3 6-7 Updated Diagnostic Codes
05-01-15 2 35 o Updated Hospital Beds
03-13-15 3 3 o Deleted duplicate Claim Filling Information
12-13 heading
e Updated CMS-1500 Claim Form Completion
28 Instructions
e Updated SC Medicaid Web-based Claims
Submission Tool (Web Tool)
03-01-15 2 Updated the following sections:
4 o Operating Procedures
12 o Limited Rentals
03-01-15 Appendix 2 Updated carrier codes
01-01-15 Forms Updated Claim Reconsideration form
12-01-14 1 9,10 Updated Provider Participation to reflect Medicaid
Bulletin dated October 31, 2014 — Update to
Section 1 of All Provider Manuals
12-01-14 3 4-5 e Updated Copayment policy
31-32 o Added Claim Reconsideration policy
12-01-14 Forms Added Claim Reconsideration form
12-01-14 Appendix 1 6, 50 Updated edit codes 121 and 839
12-01-14 Appendix 3 1-2 Updated Copayment Schedule
12-01-14 Managed 2 Updated Managed Care Organizations (MCOs) to
Care reflect Medicaid Bulletin dated October 31, 2014 —
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Durable Medical Equipment Provider Manual Manual Updated 12/01/16

CHANGE CONTROL RECORD

Date Section(s) Page(s) | Change
Supplement Update to Section 1 of All Provider Manuals
11-01-14 Appendix 1 70 Updated edit code 989
10-01-14 1 33-34 Updated Medicaid Beneficiary Lock-In Program

10-01-14 Appendix 1 | 3,31,36, | « Updated edit code 079, 637, 719, 820, 821, 908,
48-49, 61 909
46 o Added new edit code 790

08-01-14 1 6 Updated to reflect Medicaid Bulletin dated July 22,
2014 — Coverage of New Screening Services for
Healthy Connections Checkup

08-01-14 Appendix 1 51,69 | e Deleted edit codes 845 and 969
24,48-51, | « Updated edit codes 537, 837-839, 843, 844, and

58 892
07-01-14 2 27 Updated Incontinence Products
07-01-14 Appendix 1 15 Updated resolution for edit code 349, 369, 509
06-01-14 2 27 Added Incontinence Products
06-01-14 Appendix 1 3,12 Updated resolutions for edit codes 079, 227, and
239
06-01-14 Appendix 2 All Updated carrier codes
05-06-14 2 34 Added Transportation of Self-Administered

Oxygen Dependent Beneficiaries section to reflect
Medicaid Bulletin dated May 1, 2014

05-01-14 General Table 1 Removed DHHS county office listing
of Contents

05-01-14 3 19 « Changed reference to fee schedule for services
that require prior authorization

19,24 |« Changed location of DHHS Form 214 and
MCMN to Forms section

05-01-14 5 1 o Replaced reference to county office listing with
Where To Go for Help web address
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Durable Medical Equipment Provider Manual

CHANGE CONTROL RECORD

Date Section(s) Page(s) | Change
5 e Removed DHHS county office listing
05-01-14 Appendix 1 1,2,4, | Updated edit codes 007, 052, 079, 715, 719, 837,
45,46, | 839,977,984
62, 64,
92,93
04-01-14 1 6, 23,25 | « Updated the following sections to reflect
Medicaid Bulletin dated December 3, 2013 —
Discontinuation of Edit Correction Form
o Updated the following sections:
29-31 o Program Integrity
32 o Recovery Audit Contractor
33 o Beneficiary Oversight
37 o Fraud
39 o Referrals to the Medicaid Fraud Control
Unit
41-44 o Updated acronym for U.S. Department of
Health and Human Services, Office of
Inspector General (HHS-OIG)
04-01-14 2 1,11,17, | « Updated section to include the web address for
54 fee schedules
10 o Updated Medicaid Certificate of Medical
Necessity (MCMN)
04-01-14 3 3 e Changed Medical Homes Networks to Medical
Homes Network — Medically Complex
Children’s Waiver (MCCS) to reflect Managed
Care Organizational Changes bulletin dated
November 15, 2013
1-37 o Updated to reflect Medicaid Bulletin dated
December 3, 2013 — Discontinuation of Edit
Correction Form
8-19 e Updated to reflect Medicaid Bulletin dated
November 30, 2013 — Transition to the CMS-
1500 Health Insurance Claim Forms (02/12)
version
26 o Updated Trading Partner Agreement
27-28 o Updated SC Medicaid Web-based Claims
Submission Tool (Web Tool)
04-01-14 4 Changed section headers
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Durable Medical Equipment Provider Manual

Manual Updated 12/01/16

CHANGE CONTROL RECORD

Date

Section(s)

Page(s)

Change

04-01-14

5

10

Updated Horry County address

04-01-14

Forms

Updated Reasonable Effort Documentation and
Duplicate Remittance Advice Request forms
Removed note on CMS-1500 (02/12) version
claim form

Removed CMS-1500 (08/05) version claim
form(s)

Removed Sample Edit Correction Form
Updated Sample Remittance Advice

04-01-14

Appendix 1

35

Added edit code 527

Entire section:

o Updated to reflect Medicaid Bulletin dated
December 3, 2013 — Discontinuation of Edit
Correction Form

o Updated to reflect Medicaid Bulletin dated
November 30, 2013 — Transition to the
CMS-1500 Health Insurance Claim Forms
(02/12) version

04-01-14

TPL
Supplement

6-8
9-10
10-11

13-14
15-16
22-23
30-31

Updated the following sections to reflect
Medicaid Bulletin dated December 3, 2013 —
Discontinuation of Edit Correction Form:
o Timely Filing Requirements
Reasonable Effort

Nursing Facility Claims

Professional, Institutional, and Dental
Claims

Rejected Claims

Recovery

Sample Forms — Reasonable Effort
Sample Forms — ECF (deleted)

O O O

o O O O

02-01-14

Cover

January 1, 2014 - Replaced manual cover

02-01-14

Updated Florence County office telephone number

01-01-14

1,2, 11

6, 23, 25

Updated to reflect the following bulletins:

Managed Care Organizational Changes dated
November 15, 2013

Discontinuation of Edit Correction Forms
(ECFs) dated December 3, 2013
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Manual Updated 12/01/16 Durable Medical Equipment Provider Manual

CHANGE CONTROL RECORD

Date Section(s) Page(s) | Change
Updated the following sections:
1-2 o Eligibility Determination
4 « South Carolina Health Connections Medicaid
card
6 « South Carolina Web-based Claims Submissions
Tool
26 o Retroactive Eligibility
29-30 e Program Integrity
32 e Recovery Audit Contractor
32 o Beneficiary Explanation of Medical Benefits
Program
01-01-04 2 1 Updated Medicaid Managed Care section to
incorporate bulletin or Managed Care
Organizational changes dated November 15, 2013
01-01-14 3 - Updated entire section to reflect the following
bulletins:
« Discontinuation of Edit Correction Forms
(ECFs)s dated December 3, 2013
o Transition to the CMS-1500 Health Insurance
Claim Forms (02/12) version dated November
20, 2014
o Managed Care Organizational Changes dated
November 15, 2013
01-01-14 5 Updated the following sections
1 « Correspondence and Inquiries
3-4 e Procurement of Forms
01-01-14 Forms e Added CMS-1500 (02/12) version claim form
e Added note to CMS-1500 (05/85) version claim
form
o Updated Duplicate Remittance Advice Request
and EFT Authorization Agreement forms
01-01-14 Appendix 1 Updated to reflect the following bulletins:
« Discontinuation of Edit Correction Forms
(ECFs)s dated December 3, 2013
e Transition to the CMS-1500 Health Insurance
Claim Forms (02/12) version dated November
20, 2014
e Managed Care Organizational Changes dated
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Durable Medical Equipment Provider Manual

Manual Updated 12/01/16

CHANGE CONTROL RECORD

Date Section(s) Page(s) | Change
November 15, 2013
01-01-14 Managed Updated to reflect bulletin Managed Care
Care Organizational Changes dated November 15, 2013
Supplement
01-01-14 TPL o Updated to reflect bulletin Transition to the
Supplement CMS-1500 Health Insurance Claim Forms
(02/12) version dated November 20, 2014
12-01-13 5 12 Updated Orangeburg mailing address zip codes
11-01-13 4 23 Added procedure codes S8189 and L0638
11-01-13 5 13 Updated York County mailing address
11-01-13 MC 18 Replaced BlueChoice MCO Medicaid card
Supplement
10-01-13 5 12 e Updated Orangeburg office and mailing address
13 o Updated York County office address
10-01-13 Appendix 1 - e Updated CARCs/RARCs throughout section
5,39 o Added edit codes 110 and 725
69 o Deleted edit code 961
37,42,44 | « Revised edit codes 720, 749, 750, 758, and 759
10-01-13 MC 20 e Added WellCare MCO Medicaid card and
Supplement contact information
09-01-13 5 8 e Updated Darlington County zip code
10 o Updated Laurens County phone number
13 e Updated York County office address
08-01-13 2 13 Updated Medicaid Prior Approval (PA) from
KePRO
08-01-13 5 13 o Updated York County physical address
08-01-13 Appendix 1 1 o Updated resolution for edit code 007
50,51 | e Updated RARC and resolution for edit codes
72 820 and 821

o Deleted edit codes 954, 955, and 956
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Manual Updated 12/01/16

Durable Medical Equipment Provider Manual

CHANGE CONTROL RECORD

Date Section(s) Page(s) | Change
08-01-13 Appendix 2 All Updated carrier codes
07-01-13 5 8 o Updated Colleton County office telephone
number
12 o Deleted Newberry County PO Box address
06-01-13 5 12 « Updated Richland county office telephone
number
06-01-13 Appendix 1 | 5,11, 15, | « Updated resolutions for edit codes 107, 219,
33,40 339673, 720
30 o Deleted edit code 577
04-01-13 Change 13 Corrected the Section to “4” for April 1, 2010
Control
Record
04-01-13 1 6 Corrected the URL for MedicaideLearning.com
04-01-13 Appendix 1 2 e Changed edit code description reference DMR
and MR/RD to ID/RD for edit code 052
20, 25,28 | « Updated CARCs for edit codes 460, 544, 569
4,39,52, | « Updated resolutions for edit codes 079, 722,
53,57, 59 837, 838, 855, 865, 960
73
50,51 | e Added edit codes 820, 821
67, 69 e Updated edit code 935, 938, 939
04-01-13 Appendix 2 - Updated carrier code list
03-01-13 2 30 Changed reference to MR/RD to ID/RD
03-01-13 3 4 Changed references to ICF/MR to ICF/IID
03-01-13 5 10 Deleted Jasper County PO Box address
03-01-13 Forms - e Added Justification for Home Uterine form
e Deleted MR/RD A-5 form
03-01-13 Appendix 1 i Deleted Change Log
2, 38, 70 | Changed edit code description reference to DMR
and MR/RD to ID/RD for edit codes 052, 053, 712,
and 953
38, 54, 70 | Updated resolutions for edit codes 714, 851, and
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CHANGE CONTROL RECORD

Date Section(s) Page(s) | Change
953
03-01-13 Managed 7 Deleted the Department of Alcohol and Other Drug
Care Abuse from agencies exempt from prior
Supplement authorizations
02-01-13 1 18 Updated URL address for the National Correct
Coding Initiative (NCCI)
02-01-13 2 20 Updated National Correct Coding Initiative (NCCI)
language
01-04-13 Forms I, i Change header date from 12/01/01 to 12/01/12
01-01-13 5 7 o Added Chester county Zip+4 code
9 o Updated Greenville PO Box address
01-01-13 Appendix 1 - Added Change Log for section changes
12-03-12 1 6 o Updated web addresses for provider
information and provider training
7-8 « Revised heading and language to reflect new

provider enrollment requirements

27-32 o Updated Program Integrity language (entire
section)

33-41 o Revised heading and language for Medicaid
Anti-Fraud Provisions/Payment
Suspension/Provider Exclusions/Terminations
(entire section)

12-03-12 3 8 o Updated National Provider Identifier and

Medicaid Provider Number

12-13 o Updated fields 17, 17b to add requirement for

referring or ordering provider NPI

26, 40,42 | « Updated provider information web addresses
32-33 o Updated Electronic Funds Transfer (EFT)

12-01-12 5 6 o Updated web address for provider information
21 o Updated McCormick county office telephone
number
12-03-12 Forms - Deleted provider enrollment form 219-DME

12-01-12 Appendix 1 24,26, |« Updated CARCs for edit codes 538, 552, 555,
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Manual Updated 12/01/16 Durable Medical Equipment Provider Manual

CHANGE CONTROL RECORD

Date Section(s) Page(s) | Change

27,32, 33 561, 562, 563, 636, 637, 690

19,27, |« Updated resolutions for edit codes 402, 561,

40, 44, 562, 563, 721, 722, 748, 749, 752, 753, 769,
45, 47, 791, 795, 852, 853, 856, 860, 884, 887, 892,
49, 50, 897, 925, 926
55, 56,
57, 59,
60, 61,
12-01-12 TPL 8,9,17 | Updated web addresses for provider information
Supplement and provider training
11-01-12 5 1 Updated Allendale county office address
11-01-12 Appendix 2 - Updated carrier code list
10-05-12 Forms - Updated Duplicate Remittance Advice Request
Form
10-01-12 1 4 Replaced back of Healthy Connections Medicaid
card
10-01-12 2 12 e Removed MCMN and prior authorization

address from Limited Rentals

12-13 e Rename heading to Medicaid Prior Approval
(PA) from KePRO and updated section to
reflect Medicaid Bulletin dated July 27, 2012
— New Services Performed by KePRO, the
Quality Improvement Organization (QIO) for
S.C. Medicaid

13 e Add Instructions for obtaining Prior Approval
section

26 o Updated Repairs section

10-01-12 4 - Changed section to include tables for procedure
codes that require an MCMN and prior
authorization from KePRO

10-01-12 Appendix 1 - Updated edit code information through document

08-01-12 1 2,8,9, | Updated program area contact information to
12,13, | reflect Medicaid Bulletin dated June 29, 2012

12 of 41



Durable Medical Equipment Provider Manual

Manual Updated 12/01/16

CHANGE CONTROL RECORD

Date Section(s) Page(s) | Change
15, 25, 34
08-01-12 2 1,18, 24 | Updated program area contact information to
reflect Medicaid Bulletin dated June 29, 2012
08-01-12 3 1, 30,39, | « Updated program area contact information to
42-41 reflect Medicaid Bulletin dated June 29, 2012
8,26,31 |« Updated hyperlinks
08-01-12 5 1 o Updated program area contact information to
reflect Medicaid Bulletin dated June 29, 2012
e Removed fax request information for SCDHHS
forms
5 e Added SCDHHS forms online order
information
e Updated telephone number for Greenville
7 county office
08-01-12 Forms - e Deleted forms 140 and 142
o Updated Duplicate Remittance Advice Request
Form
08-01-12 Appendix 1 - o Updated program area contact information to
reflect Medicaid Bulletin dated June 29, 2012
1,24,60, | « Replaced CARC 141 or CARC Al for edit
65, 66- codes 52, 053, 517, 600, 924-926, 929, 954,
67,70-72 961, 964, 966, 967, 969, 980, 985-987
15, 31,69 | « Added edit codes 349, 590, 978, 990, 991-995
8,10, 29, | « Deleted edit codes 166, 205, 573, 574, 593, 596
31
10,11, |« Updated resolution for edit codes 170-172, 171,
14, 34, 48 174, 210, 321, 711, 798
08-01-12 Managed 1-2 e Changed Division of Care Management to
Care Bureau of Managed Care
Supplement 7 o Updated program area contact information to
reflect Medicaid Bulletin dated June 29, 2012
11 e Removed language limiting enroliment to 2500
members
17 o Update contact information for Palmetto
Physician Connections
19 e Added to “Medicaid” to BlueChoice

HealthPlan
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Manual Updated 12/01/16 Durable Medical Equipment Provider Manual

CHANGE CONTROL RECORD

Date Section(s) Page(s) | Change

08-01-12 TPL 5, 6, Updated program area contact information to
Supplement | 10,17, 24 | reflect Medicaid Bulletin dated June 29, 2012

07-01-12 Appendix 1 16,48 |« Deleted edit codes 386 and 868
45 e Added edit codes 837, 838, 839

07-01-12 Appendix 2 - Updated carrier codes
06-01-12 2 13 o Updated Prior Approval address
15 o Added section on Prior Authorization for
21 Wheelchairs and Cranial Molding Orthotic
Devices
30 o Deleted Waivers section
o Deleted Special Features Blood Glucose
Monitors

63 e Added Cranial Remolding Orthotic Devices

06-01-12 4 1 e Updated QIO information
20 e Updated code B9998
73-75 o Updated pricing on codes

05-01-12 3 8 Updated place of service key 31
05-01-12 Appendix 1 62 Updated edit code 975
04-27-12 2 Updated the following sections:

12 e Prior Approval

15 e Proof of Delivery

17 e Manual Pricing and Not Otherwise Classified
(NOC) Codes

41 e Wheelchairs

58 o Non-Covered Wheelchair
Accessory/Attachment

60 e Documentation Requirements for Prior
Authorization Review

04-01-12 1 4 Replaced South Carolina Healthy Connections card
04-01-12 5 11 e Updated address for Marion County

12 e Updated phone number for Newberry County
02-07-12 Cover - Manual cover updated January 1, 2012
02-07-12 Appendix 1 18 o Updated edit code 402
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Durable Medical Equipment Provider Manual

Manual Updated 12/01/16

CHANGE CONTROL RECORD

Date Section(s) Page(s) | Change
24 o Updated edit code 544
30 o Updated edit code 636, 637, and 642
02-01-12 3 28 e Added a note regarding The Web Tool
30 e Updated the Remittance Advice -835
Transaction
02-01-12 5 9 Updated the Fairfield county office number
02-01-12 Appendix 1 18 o Updated edit code 402
30 o Updated edit code 637
42 o Updated edit code 766
49 o Updated edit code 867
01-01-12 1 2-5, 20, | Deleted IVRS Information per “Retirement of Toll
24 Free Eligibility Verification Line” bulletin released
11-18-11
01-01-12 2 25 Deleted IVRS Information per “Retirement of Toll
Free Eligibility Verification Line” bulletin released
11-18-11
01-01-12 3 - e Updated hyperlinks throughout section
31 o Updated EFT information
01-01-12 5 1 Deleted IVRS Information per “Retirement of Toll
Free Eligibility Verification Line” bulletin released
11-18-11
01-01-12 Appendix 1 62 o Deleted IVRS Information per “Retirement of
Toll Free Eligibility Verification Line” bulletin
released 11-18-11
- e Updated CARCs and RARCs throughout the
document
01-01-12 Managed 9 Deleted IVRS Information per “Retirement of Toll
Care Free Eligibility Verification Line” bulletin released
Supplement 11-18-11
01-01-12 TPL 2 Deleted IVRS Information per “Retirement of Toll
Supplement Free Eligibility Verification Line” bulletin released
11-18-11
11-01-11 1 24 Updated TPL contact information
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11-01-11 3 39, 48, 50 | Updated TPL contact information
11-01-11 TPL 6, 15 o Changed Medicare timely filing requirement to
Supplement two years and six months

12 o Deleted policy to use Medicaid legacy provider
number on the same line as the Medicaid carrier
code

o Deleted sample legacy number from UB-04
TPL Fields table

3,17,19 | « Updated TPL contact information

10-01-11 Appendix 1 14,29 |« Added edit codes 334 and 584
47 e Updated edit code 845

09-01-11 1 19 Deleted information regarding National Correct
Coding Initiative

09-01-11 2 21 e Added a “Note” to the Waivers section

22-30 o Deleted all section content and tables that
referenced any specific information related to
diapers, under pads, incontinence supplies, etc.

o Added new content to the following sections:

22 -23 o Mental Retardation/Related Disabilities

(MR/RD) section

Head and Spinal Cord (HASI) Waiver

Mechanical Ventilator Dependent Waiver

(VENT)

HIV/AIDS Waiver

Community Choices Waiver

Medically Complex Children’s Waiver

09-01-11 4 - Updated header date to 07/11/11 and procedure
codes to reflect Medicaid Bulletin dated July 8,
2011

09-01-11 5 13 Updated zip code for Spartanburg County office

09-01-11 Appendix 1 | 15, 29, 30 | Added edit code 361, 591, 596 and 605

08-01-11 3 - Updated language throughout section to reflect the
current billing policies including claim processing,
claim submission, and copayments
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08-01-11 Forms - Deleted Program Coordinators chart
08-01-11 Appendix 1 8 Updated edit codes 165 and 166
08-01-11 Appendix 3 1 Updated the copayment schedule per the bulletin
effective July 11, 2011
08-01-11 Managed 1,5 Updated to reflect the new beneficiary copayment
Care requirements in accordance with Public Notice
Supplement posted July 8, 2011
07-01-11 5 13 Deleted PO Box address for the Spartanburg
County Office
07-01-11 Appendix 1 12 o Updated resolution for edit code 300
43 o Added edit codes 840 and 841
56 o Updated Provider Enrollment Contact
information in edit codes 941 and 944
07-01-11 Appendix 3 1 Updated the copayment schedule per the bulletin
effective July 8, 2011
06-01-11 2 Updated the following sections:
10 e Medicaid Certification of Medical Necessary
(MCMN)
15-16 e Proof of Delivery
17 e Manual Pricing and Not Otherwise Classified
(NOC)
18 e Frequency Limitations
Added the following sections:
16 o Auto-Refilling section
e National Correct Coding Initiative (NCCI)
06-01-11 5 5 Corrected Abbeville County PO Box Zip+4 Code
05-18-11 4 1 Updated fee schedule approval information
05-01-11 1 8,11 Added language prohibiting payment to institutions
or entities located outside of the United States
05-01-11 Appendix 1 43 Updated edit code 796
04-11-11 4 - Updated fee schedule to reflect Medicaid Bulletin

dated April 7, 2011 — Medicaid Rate Reduction
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04-01-11 3 3,4 Updated Copayment Policy to reflect bulletin dated
3-16-11
04-01-11 5 6 Updated telephone number for Beaufort County
04-01-11 Forms - Updated Electronic Funds Transfer Form
04-01-11 Appendix 3 - Updated copay amounts to reflect bulletin dated
3-16-11
03-01-11 1 7,9 Updated to reflect Medicaid Bulletin dated
February 9, 2011 — Provider Service Center
03-01-11 2 8 Updated to reflect Medicaid Bulletin dated
February 9, 2011 — Provider Service Center
03-01-11 3 26, 31, 32 | Updated to reflect Medicaid Bulletin dated
February 9, 2011 — Provider Service Center
03-01-11 5 4 Updated to reflect Medicaid Bulletin dated
February 9, 2011 — Provider Service Center
5 Added toll free number for Aiken County
03-01-11 Appendix 1 - Added SCDHHS Medicaid Provider Service Center
(PSC) information at top of each page in header
section
67 Made change to Edit Code 990 description
03-01-11 Appendix 2 - Updated alpha and numeric carrier code lists to
reflect Web site update on 12/14/10
03-01-11 TPL 17 o Changed the name of the Provider Outreach
Supplement Web site to Provider Enrollment and Education
24,25 | « Updated the descriptions for Form130s
02-01-11 Appendix 1 3 Added edit codes 079 and 080
01-01-11 1 7 o Updated the South Carolina Medicaid Web-
based Claims Submission Tool section
19-20 o Updated to reflect Medicaid Bulletin dated
December 8, 2010 — Information on NCClI
Edits
01-01-11 3 26,29, | e Updated electronic remittance package
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30, 32
17, 38

29

information

o Updated to reflect Medicaid Bulletin dated
December 10, 2010 — Reporting Patient
Liability on Claims

e Updated to reflect Medicaid Bulletin dated
December 10, 2010 — Requests for Duplicate
Remittance Package

01-01-11

13

Added toll-free telephone number for Saluda
county

01-01-11

Forms

Added Duplicate Remittance Request Form

01-01-11

Appendix 1

Added edit codes 165 and 166

01-01-11

TPL
Supplement

10

13

15

15

o Removed references to Dental claims

e Removed language to contact program areas for
missing carrier codes

o Added reference to CMS-1500 for correcting
edit code 151 on the ECF

o Added edit code 165 to other TPL-related
insurance edit codes list

e Updated Retro Medicare section to include the
following:
o Changed the timely filing requirement from

90 days of the invoice to 30 days
0 Added SCDHHS TPL recovery
language

e Updated the Retro Health and Pay & Chase

section

12-01-10

Cover

Replaced “Medicaid Provider Manual” with “South
Carolina Healthy Connections (Medicaid)”

12-01-10

Appendices

Replaced “South Carolina Medicaid” with “South
Carolina Healthy Connections (Medicaid)” in the
headers

12-01-10

Supplements

Replaced “South Carolina Medicaid” with “South
Carolina Healthy Connections (Medicaid)” in the
headers

11-01-10

Appendix 1

o Edit code 202: added information to
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16 Resolution section

32 o Edit codes 421 and 424 deleted

o Edit code 733 information updated in

51 Resolution section: “Adjust the net charge in
52 field” changed from 26 to 29

o Deleted edit code 959

e Deleted edit codes 962 and 963

11-01-10 TPL 3,8,13- | « Updated to reflect Medicaid Bulletin dated July
Supplement | 14, 18-19 8, 2010 — Transfer of the Dental Program
Administration to DentaQuest

6, 15-17 | « Updated to reflect Medicaid Bulletin dated
September 13, 2010 — Changes to the Third
Party Liability Medicare Recovery Cycle

10-01-10 1 - e Removed all reference to the SCHIP program
to reflect Medicaid Bulletin dated August 19,
2010 - Changes to the Healthy Connections
Kids (HCK) Program

Updated Program Description section

7 o Updated the SC Medicaid Web-Based Claims
Submission Tool section to reflect Medicaid
Bulletin dated July 8, 2010-Transfer of the
Dental Program Administration to DentaQuest
10 o Updated Freedom of Choice section

[EEN
[ ]

10-01-10 5 11 Correct McCormick county office street address
10-01-10 Managed - o Removed all references to the SCHIP program
Care to reflect Medicaid Bulletin dated August 19,
Supplement 2010 - Changes to the Healthy Connections

Kids (HCK) Program

Updated Managed Care Overview

Updated Managed Care Organizations and Core
Benefits paragraphs

Updated MCO Program ID card paragraph
Updated MHN Program ID card paragraph
Updated Core Benefits

Updated Exempt Services

Updated Overview

Deleted “Medicaid Managed” from “Current
Medicaid Managed Care Organizations”
heading and following paragraph

N -
o o

e
HEoosw
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09-01-10 3 Updated the following sections to reflect Medicaid
Bulletin dated July 8, 2010 — Transfer of the Dental
Program Administration to DentaQuest:

27 o Companion Guides

27 e South Carolina Medicaid Web-based Claims
Submission Tool

44 e Claim-Level Adjustments
09-01-10 4 2 e Deleted code A4232
34 e Added code E0482
47 o Updated frequency for E1007 to 3 Yr
76 e Added code L0552
90 e For code L0623, changed MCMN column to

1731

126-127 |« Updated codes L6694, L6695, L6696, L6697,
and L6698 units to 2 and frequencyto 1 Yr
130 o Updated frequency for S8999to 1 Yr

09-01-10 5 5 e Removed County Commissioner’s Building
from the Aiken County address
8 e Deleted Dorchester County physical address

telephone number
11 e Removed Highway 28 N from the McCormick
County address

09-01-10 Appendix 1 9 e Added edit code 225
o Removed all references to the ADA Claim in
the Resolution column

09-01-10 TPL 12 o Updated the Dental Paper Claims section to
Supplement delete paper claims submission instructions and
added the DentaQuest contact information

13 e Updated the Web-Submitted Claims section
with the exception to Dental claims

18 e Updated the TPL Resources section to include
the DentaQuest contact information for TPL
questions

08-01-10 5 5, 8, o Updated the zip codes for Aiken, Edgefield,
11-13 McCormick, Newberry, and Saluda counties
6 o Updated the address for Barnwell County
e Updated the telephone number for Beaufort
County
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08-01-10 Appendix 1 20 e Deleted edit code 520
51,52 | e Deleted Provider Enrollment e-mail address
from codes 941 and 944
59 o Changed resolution for edit code 994
07-01-10 5 - Updated telephone numbers and zip codes for
multiple county offices
07-01-10 Appendix 1 32 e Updated edit code 714
35 o Updated edit code 738
07-01-10 Appendix 2 21,22, | Changed First Health to Magellan Medicaid
25, 63, 89 | Administration
06-01-10 4 4 Deleted Procedure Code A4365
20 Updated Procedure Code B4104
29 & 31 | Updated Procedure Codes E0194 & E0277
06-01-10 Managed 1 e Updated Managed Care Overview section
Care 3 o Updated Manage Care Organization (MCO),
Supplement Core Benefits section
17 o Updated the Managed Care Disenrollment
Process, Overview section
20, 23,25 | « Updated to reflect Medicaid Bulletin dated
March 18, 2010 — Managed Care
Organizational Change
05-01-10 5 1 e Removed references to sample form at the end
of this section
e Replaced references to sample form in the
Forms section of this manual
04-01-10 4 4 e Deleted code A365
20 e Removed prior authorization requirement for
B4101 (MCMN column)
95 e Added code L1005
04-01-10 Forms - Corrected spacing on MCMN forms
03-01-10 Cover - Replaced the manual cover
03-01-10 Change 1 Added Time Limit for Submitting Claims Medicaid
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Control Bulletin date to section 1 and section 3 entries
Record dated 12-01-09
03-01-10 2 2 o Added new sections for in-state and out-of-state
providers
10 o Updated the Medicaid Certificate of Medical
Necessity (MCMN) section
03-01-10 3 3,5 Removed modem as an electronic claims
transmission method
02-02-10 2 1 e Updated DME Overview section
8-10 o Updated Medical Certification of Medical
Necessary (MCMN) section
02-02-10 Forms - Updated the following forms: DME 001, DME
003, DME 004, DME 005 DME 006, DME 007
DME 008
02-01-10 Appendix 1 13 o Added New Edit Codes 356,357 and 358
36 o Updated Edit Code 738
02-01-10 Appendix 2 All Updated Carrier Code List
01-01-10 4 12,17, | Deleted the following procedure codes: A6200,
56, 65, | A6201, A6202, A6542, E2223, E2393, 0210,
87,97, | L1800, L1815, L1901, L2770, L3651, L3652,
98, 104, | L3700, L3701, L3909, L3911, and L6639
106-108,
126
01-01-10 5 5 o Updated Physical Address for Allendale
County Office
10 o Replaced Jasper County DSS with Jasper
County DHHS
12 e Replaced Orangeburg County DSS with
Orangeburg County DHHS
01-01-10 Appendix 1 49 Updated Edit Code 932
12-01-09 1 8 e Updated policy to reflect Medicaid Bulletin
dated November 13, 2009 — Electronic
Remittance Package
25 o Updated Timely Filing for Submitting Claims
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section to reflect Medicaid Bulletin dated
November 24, 2009

12-01-09 3 1-3 e Updated Claim Filing Timeliness section to
26, 28-32 reflect Medicaid Bulletin dated November 24,
2009

o Updated policy to reflect Medicaid Bulletin
dated November 13, 2009 — Electronic
Remittance Package

12-01-09 5 8 Updated the Dorchester County office street
address

12-01-09 Appendix 1 - e Replaced CARC 17 with CARC 16
- o Updated CARC Al
18,19 e Updated codes 509 and 510
20 e Added code 533
11-01-09 Appendix 2 All Updated carrier code list
10-07-09 Forms - Correct revision dates on the Table of Contents
10-01-09 1 3-4 o Updated the Medicare/Medicaid Eligibility

section to include Qualified Medicare
Beneficiaries (QMBs)

4-6 o Updated SC Medicaid Healthy Connections
language throughout section

8 o Updated South Carolina Medicaid Bulletins and
Newsletters

25 o Changed heading to Medicare Cost Sharing

Claims
10-01-09 2 16 o Updated the reimbursement percentage rates for
Manually Priced and Not Otherwise Classified
(NOC) codes
32 o Added Qualified Medicare Beneficiary
subsection
10-01-09 4 ALL Update fee schedule
10-01-09 5 10 o Updated physical address for Jasper County
11 office

12 o Updated telephone number for Lexington
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County office
o Updated zip codes for Orangeburg County
office
10-01-09 Forms - o Corrected revision date to form DME 001
e Added revision date on form DME 007
10-01-09 Appendix 1 3 o Updated edit code 065
60 e Updated edit code 852
09-08-09 Managed 20 Replaced the Absolute Total Care Medicaid
Care beneficiary card sample
Supplement
09-01-09 2 911 e Updated Medicaid Certificate of Medical

Necessity subsection

34 ¢ Replaced code E1340 with K0739 effective
April 1, 2009

35 e Deleted last paragraph under Repairs
subsection

37 e Updated Diabetic Supplies subsection

09-01-09 4 48 Deleted codes E1017 and E1018
09-01-09 Managed 21 e Removed all references to CHCcares to reflect
Care Medicaid Bulletin dated August 3, 2009
Supplement 20,25 | e Updated Absolute Total Care entries as
following:
o Changed the company’s name to Absolute
Total Care

o Replaced the beneficiary card samples
o Corrected contact information

08-01-09 2 12 e Updated Capped Rental subsection

45-56 e Updated the effective date and Medicare
frequency limitations for codes B4081, B4082,
B4083, B4087, and B4088.

08-01-09 4 20, 34, | ¢ Updated units and frequencies for codes B4087,
136-137 B4088, B9998, E0470-E0472, E0601, T4521-
T4523, X1939, X9202

53 e Deleted code E1340
77,78 | o« Added codes KO003-K005 ( for modifier NU),
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K0462, K0739

08-01-09 5 14 Updated telephone number for York County office
08-01-09 Appendix 1 3 Updated edit code 062
08-01-09 Appendix 2 - Updated carrier code list
07-01-09 4 8 Corrected price for procedure code E4495
07-01-09 5 6, 12 o Updated address for Bamberg and Orangeburg
County offices
8 o Updated office zip code for Darlington County
9 o Updated telephone number for Fairfield County
office
06-01-09 4 33 e Updated procedure code E0441, E0442, EQ443,

and E0444, modifier 00 to modifier NU
45 e Updated procedure code EQ971, modifier LL to
1 Mo

06-01-09 TPL 19 Updated Department of Insurance Web site address
Supplement

05-01-09 1 1-6,11 |« Updated to reflect managed care policies and
procedures effective May 1, 2009

Updated the Eligibility subsection

3 o Added the beneficiary contact telephone
number to the South Carolina Healthy
Connections Medicaid Card subsection

5 e Removed the program start date from the SC
Healthy Connections Kids SCHIP Dental
Coverage subsection

28-33 o Updated the Medicaid Program Integrity
subsection

N
°

05-01-09 2 30-31 Updated to reflect managed care policies and
procedures effective May 1, 2009
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05-01-09 5 14 Updated telephone number for Union County office
05-01-09 Appendix 1 43 Deleted edit code 694
05-01-09 Appendix 2 - Updated list of carrier codes
05-01-09 Managed - Updated supplement to include general policies and
Care procedures effective May 1, 2009
Supplement
04-01-09 1 2,3,8 Updated hyperlinks
04-01-09 2 3,4 o Updated Operating Procedures subsection
12 e Added procedure code E0601
14 o Updated documentation requirement in Prior

Approval subsection
17 o Updated Frequency Limitations

18 o Added note to Miscellaneous Procedure Codes
subsection
22,23,25 | « Added minimum area for diapers and
underpads
e Added Medically Complex Children’s Waiver
26, 28 subsection

e Updated Warranties subsection
29,30 | e Added note to Repairs subsection
34 o Added Diabetic Supplies and External Insulin
35-36 Infusion Pump subsections
e Added codes E0441 and E0442
38-39 o Change frequency limits to 12 for codes B4087
45 and B4088
47 o Added Hospital Beds and Bariatric Beds
subsections
47-48 e Under Power Wheelchairs subsection:
o Added physician’s prescription to
documentation requirements
o Added documentation requirement to
include serial number for manufacturer
information
o Removed push-rim manual wheelchair
policy
e Removed procedure codes form within text
49,51.54 | « Updated last paragraph
52-57,56 | « Under Negative Pressure Wound VAC
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60 subsection:

o Replaced code A6551 with A7000

o Updated Continued Wound Vac Coverage
subsection

63 o Updated Wound Vac Supplies subsection

e Under Non-Covered Items, added Wheelchair
Accessories subsection

04-01-09 3 6-8, 26, | Updated hyperlinks
31, 39, 42
04-01-09 4 1 Added note to Price column statement
04-01-09 5 11 Updated telephone number for Lexington County
office
03-01-09 2 4,16 Updated hyperlinks
03-01-09 4 39 Added units for EO705 NU, LL, UE
03-01-09 5 3,4 e Updated hyperlinks
8 o Corrected Dorchester County’s Orangeburg

Road telephone number

5,11-13 | « Change DSS to DHHS in addresses for
Abbeville, McCormick, Newberry, and Saluda
counties

03-01-09 Forms - Added Meghan Loskill to the South Carolina
Department of Durable Medical Equipment
Program Coordinators

03-01-09 Appendix 1 43 o Added new edit codes 693 and 694
72 o Changed edit code 945 Resolution to input
“26”modifier in field 18

03-01-09 Managed 1,7,10, | Updated hyperlinks
Care 17, 23,
Supplement | 25-30, 35

03-01-09 TPL 8,9,19 | Updated hyperlinks
Supplement
02-01-09 2 39 Updated last paragraph of Oxygen section
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02-01-09 4 18 Updated units for A7003 and A7004

33 e Added codes E0443 and E0444
35 o Deleted E0483 — NU and E0483 — UE
72 o Updated units and frequency for KO001,

K0003, and K0004
131 o Added ** to MCMN for S1040
132 e Updated units and frequency for S9001

02-01-09 5 5 Updated Allendale County office PO Box zip code

02-01-09 Forms - Updated Authorization Agreement for Electronic
Funds Transfer (EFT) form

02-01-09 Appendix 2 - Updated list of carrier codes

01-01-09 1 8 Updated hyperlink for bulletin.scdhhs.gov

01-01-09 4 2 o Deleted A4245

18 o Updated A7003, A7004
72 -73 o Deleted some information for K002, K003,
K004, K005, K006, K007, K009

01-01-09 5 11 Updated Lee County office address

01-01-09 Forms - Updated Program Coordinators contact sheet

12-01-08 2 16 Revised 25% to 22% and 90% to 87%

12-01-08 4 - Updated fees throughout table

12-01-08 Forms - Revised form DME 001

11-01-08 1 8 Added e-bulletin information to reflect Medicaid
Bulletin dated August 26, 2008

11-01-08 2 23, 24, 26 | Updated rates and reimbursements

11-01-08 2 14 Revised verbiage in Prior Approval section.

11-01-08 3 29,31 | Added EFT information to reflect Medicaid

Bulletin dated August 26, 2008

11-01-08 4 - Updated schedule for the following codes: T4524,
T4523, T4522, T4521, T4533, T4528, T4527,
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T4526, T4525, T4534, T4535, T4530, T4529,
T5999, A4554
11-01-08 Forms - e Added the listing of DME Program
Coordinators
e Updated CMN forms
10-01-08 3 33 Changed ECF field 1 to Prov/Xwalk 1D
10-01-08 4 - Updated section from bulletin dated September 10,
2008
10-01-08 5 9,13 o Updated address for Lake City
o Updated phone number for Sumter County
office
10-01-08 Forms - o Revised ECF example to show update for field
1
o Deleted DME Program Coordinators Form and
Map
10-01-08 Appendix 1 - Updated edit codes 007, 059, 112, 219, 308, 339,
386, 403, 710, 722, 786, 798, 799, 843, 844, 845,
912, 914, 928, 941, 942, 943, 945, 952
09-01-08 5 6 Updated phone number for Berkeley County office
09-01-08 5 10 Updated phone number for Kershaw County office
09-01-08 Appendix 1 17 Added Edit Code 318
08-01-08 Appendix 1 3 Updated Edit Code 062
08-01-08 5 7 Deleted PO Box for Chester County
07-01-08 2 40 e Deleted code B4086
40 e Added codes B4087 and B4088
07-01-08 4 - Updated section from bulletin dated May 28, 2008
07-01-08 5 11 Deleted PO Box for Lancaster County
07-01-08 Forms - Updated instructions on reverse side on form DME

001
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07-01-08 Managed 27 Replaced Web site address for BlueChoice
Care
Supplement
06-01-08 3 8, 15, 16, | Updated NPI policy and form instructions to reflect
18, 19, 31 | May 23, 2008, deadline requiring NPI only on
claims for typical providers
06-01-08 5 12 Updated telephone number for Orangeburg county
office
06-01-08 Form - o Deleted sample claim form showing NPI and
Medicaid Provider ID
e Updated DHHS Form 214 to reflect May 23,
2008, deadline requiring NP1 only
06-01-08 Appendix 1 | 30,39,42 | « Added new edit code 529
o Deleted NPI warning edits 578, 579, 580, 581,
582, 583, 692
06-01-08 TPL - Updated Example Dental Claim Form Reporting
Supplement Third-Party for Medicare Information to show NPI
only; change/removed sample entries for fields 8,
15, 23, and 49; and added a tooth number to line 4
05-01-08 Managed - Revised supplement to include general policies and
Care procedures effective May 1, 2008 and updated the
Supplement SCDHHS-approved MCO contractors section
04-01-08 4 29 Updated modifier for procedure code E0168
04-01-08 5 8 Updated address and phone number for Dorchester
County office
04-01-08 Appendix 1 | 4,13, 20, | Added new edit codes 062, 219, 339, 528
33
04-01-08 TPL 2 o Updated reference to Medicaid card name
Supplement 3,8,15 |« Changed references to location of form from
Section 5 to Forms section
12 o Updated field numbers for occurrence codes on
UB-04
29 e Replaced sample ADA form with more

attractive version
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03-01-08 1 3-5 e Replaced sample Partners for Health Medicaid
card with new Healthy Connections card and
updated card information.

7 o Deleted information about location of
supervising entities — requirements will be
included in Section 2 where applicable

03-01-08 3 9-19 e Updated NPI policy and form instructions to
reflect March 1, 2008, deadline requiring NPI
on claims for typical providers (with or without
Medicaid legacy number).

All o Standardized formatting
03-01-08 4 40 Removed edit codes E0636 and E0639
03-01-08 Forms - Replaced Form 931 with new version dated
January 2008
03-01-08 Appendix 1 59 e Added edit code 808
70 o Revised edit code 943 description and status
(from warning to active)
03-01-08 TPL 9 o Added information on carrier code “CAS” for
Supplement open casualty cases
21-22 e Replaced Form 931 samples with new versions
02-01-08 3 11 o Corrected instructions for field 10b
35,38 |« Standardized references to six-character legacy
provider number
51 o Corrected mailing address for refunds

02-01-08 5 1 Removed “including Partners for Health” from first

paragraph

02-01-08 Forms - Corrected mailing address for Medicaid Refunds

Form 205
01-01-08 5 10 Updated address Lancaster County office
01-01-08 Managed 1 e Removed PhyTrust from the list of MHNs
Care 3 e Added Carolina Crescent to the list of MCOs
Supplement
12-01-07 4 164 Updated procedure code T5999
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12-01-07 5 8,10,12 | « Updated addresses for Edgefield, Lancaster and
Oconee County offices
e Updated zip code for Kershaw County

12-01-07 Forms - Updated chart and map for DME Program
Coordinators
11-01-07 4 141 o Corrected Mo/Yr column for procedure code
L5685

159,165 |« Updated reimbursements S5160, X1939, and
X9202 in accordance with Medicaid Bulletins
dated September 24, 2007

11-01-07 5 9,10 e Updated telephone numbers for Florence and
Kershaw counties

« Updated Horry County address to 1601 11"

10 Ave., 1 Floor

11-01-07 Appendix 1 All o Corrected ECF field numbers throughout edit
resolution instructions
« Added new edit code 107

11-01-07 Appendix 2 All Updated list of carrier codes
10-01-07 1 1-2 e Removed PEP information
3 e Added information about managed care
enrollment broker and Managed Care
Supplement
4 e Removed managed care sample cards (cards

and other information will appear in the new
Managed Care Supplement).
12 o Clarified that “days” refers to business days

15 o Clarified which sections of manual may contain
PA information
25 o Expanded provider list under Program Integrity
10-01-07 2 26, 27 Removed PEP information from Managed Care
section
10-01-07 3 13,51 |« Removed PEP information

o Added 90-day time limit for reversing refunds

10-01-07 4 39,44, |« Updated procedure codes for E0618, EQ781,
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141 E0784, L5685
10-01-07 Appendix 1 26 o Corrected description for edit code 502
38-40, | e Added NPI warning edits 578-583, 692, 943
43,70
10-01-07 - - Added Managed Care Supplement
10-01-07 TPL 15-17 o Added 90-day time limit for reversing refunds
Supplement e Added information on Part B timely filing
schedule to explain which claims are pulled
into Retro Medicare
09-01-07 4 25-26, 38, | Updated procedure codes for E0110, E0112,
48-49, | E0114, E0562, E0960, E2375
72-73
08-01-07 4 4, 28, Corrected procedure codes for A4349, E0155,
159, 164 | S1040, and T4521-T4533
07-01-07 1 All Revised policies and procedures throughout section
07-01-07 4 - Updated procedure code descriptions, pricing, and
requirements in accordance with Medicaid Bulletin
dated June 14, 2007.
07-01-07 Forms - Updated DHHS Form 205
07-01-07 Appendix 2 - Updated list of carrier codes
06-01-07 Appendix 1 All Updated list of edit codes
06-01-07 TPL All o Updated all sample forms and claims with new
Supplement versions
o Updated form completion instructions to match
new form versions
06-01-07 2 All Changed references to location of forms from
“Section 5” to “Forms section”
06-01-07 3 - Removed Time Restricted Supplement
06-01-07 3 All e Updated form completion instructions for new

CMS-1500 and Form 130 versions
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e Updated ECF and RA descriptions

o Added information about National Provider
Identifier

e Replaced Reference to Forms 110 and 120 with

Form 115

Clarified retroactive eligibility policy

Updated ECF correction instructions

Added CPT and HCPCS ordering information

Made minor editorial changes throughout

section

06-01-07 Forms « Updated DHHS forms to add National Provider
Identifier field

e Updated sample claims to new CMS-1500
version

e Updated ECF and remits to new versions

e Updated Justification for Home Uterine
Activity Monitor/Supplies (HUAM) for
Subcutaneous Tocolytic Therapy

e Updated Certificate of Repair and Labor Cost
and assigned it new form number DME 008

06-01-07 5 3-4 o Revised “Procurement of Forms” to address
new CMS-1500 version and updated vendor
information

6-8 e Added toll-free number for Berkeley,
Charleston, and Darlington county offices
12 e Updated phone number for Oconee County
- o Split forms and exhibits from Section 5 to
create separate Forms section

05-01-07 4 36, 56-57, | « Reinserted procedure code E0445
64, 78-79, | « Added correct pricing for procedure codes
K0738, E1232-E1237, E2601-E2605, and
E2291-E2294
88-89, | e Inserted new procedure code K0733

121 e Removed procedure codes KO090-K0098
o Updated units for procedure code L2750

05-01-07 Appendix 1 - Updated list of edit codes

04-01-07 2 13 & 14 | Changed address for SCDHHS Department of
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Durable Equipment to 12" floor
04-01-07 4 88 & 89 | Corrected modifiers for procedure codes K0108
and K0738
04-01-07 5 8 o Updated phone number for Darlington county
office
o Corrected instructions on back of MCMN for
Orthotics, Prosthetics, and Diabetic Shoes
(DME 004)
04-01-07 Appendix 1 - Updated list of edit codes
04-01-07 Appendix 2 - Updated list of carrier codes
04-01-07 Time - Updated date for mandatory use of revised CMS-
Restricted 1500
Supplement
03-02-07 4 All Updated procedure codes and reimbursements in
accordance with Medicaid Bulletin dated March 2,
2007.
03-01-07 5 6 Updated Barnwell county office address
03-01-07 Time All Removed all references to NDC quantity and unit
Restricted
Supplement
03-01-07 Appendix 1 - Updated list of carrier codes
02-01-07 TPL 31-32 Updated ECF Samples to show third payer line
Supplement
02-01-07 5 Exhibits | Updated three Medicaid Certificate of Medical
Necessity forms (DME 005, 006, and 007).
01-22-07 2 40-50 Updated Power Wheelchair guidelines in
accordance with Medicaid Bulletin dated
December 18, 2006
01-22-07 4 - Updated procedure code descriptions, pricing, and

requirements in accordance with Medicaid
Bulletins dated December 18, 2006 and January 8,
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2007.
01-22-07 5 Forms | Updated MCMNSs in accordance with Medicaid
Bulletin dated December 18, 2006
01-01-07 3 - Added Time Restricted Supplement
01-01-07 5 - Added line “03” to sample ECF for the third payer
declaration
01-01-07 Appendix 1 9,14 Added Edit Codes 202, 203, 204, 301
01-01-07 Appendix 2 - Updated list of carrier codes
12-01-06 4 84 Removed procedure code K0800
12-01-06 4 83 Reinserted procedure code K0108
12-01-06 3 32-33 Added descriptions for fields 13 and 14 of ECF
11-01-06 5 - Updated county office addresses
10-12-06 2,4,5 - Updated policies, procedure codes, and Medicaid
Certificates of Medical Necessity in accordance
with Medicaid Bulletin dated October 6, 2006.
10-01-06 5 - Updated county office addresses
10-01-06 Appendix 2 - Updated list of carrier codes
09-01-06 5 - Updated county office addresses
09-01-06 Appendix 1 10,11,13 | « Updated CARCs for edit codes 504, 561, 562,
15,17,18 563, 636, 923, 940, 949
22,23,24 | « Updated RARCs for edit codes 207, 208, 227,
26, 27, 28 234, 239, 263, 317, 369, 377, 421, 501, 504,
29, 30, 31 505, 507, 508, 515, 541, 545, 553, 564, 570,
32, 35, 36 672,674,709, 714, 719, 721, 722, 748, 749
39, 40,41 | « Updated resolutions for edit codes 761, 764,
42, 46, 47 765 768, 769, 771, 772,773, 774
48,49,50 | « Added new edit codes 518, 724
52,58,60 | « Deleted edit code 777
61, 62, 63
66, 67
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08-01-06 4 127, 138- | Added correct pricing for procedure codes L5856,
139 L5858, L6965, L6970, L6975, and L7180

08-01-06 - - Added TPL Supplement

08-01-06 5 - Updated Reasonable Effort Documentation form

07-01-06 Appendix 1 | 23, 60, 61 | Updated resolutions for edit codes 504, 923, 940

07-01-06 Appendix 2 - Updated list of carrier codes

07-01-06 2 14,16, | Updated waiver information

17-20

05-08-06 4 89-92 Added Modifier column with “00” to codes
L09491 through L0640

05-01-06 Appendix 1 52 Updated resolution for edit code 852

03-22-06 Appendix 1 43 Updated resolution for edit code 735

03-22-06 Appendix 2 - Updated list of carrier codes

03-22-06 2 5, 8, 36-9 | Updated in accordance with Medicaid Bulletin

3 20 dated March 22, 2006.
4 All

03-01-06 Appendix 1 60 Changed resolution for edit code 925

02-01-06 Appendix 1 41 Changed resolution for edit code 721

01-01-06 5 - Updated Authorization Agreement for Electronic
Funds Transfer

01-01-06 1 4&5 Removed SILVERXCARD sample and program
description

01-01-06 Appendix 2 - Updated list of carrier codes

01-01-06 Appendix 1 67 Added edit code 935

12-01-05 Appendix 1 70 Added edit code 949

11-01-05 1 6,7 Removed “HIPAA” from names of S.C. Medicaid

Provider Outreach and S.C. Medicaid EDI Support
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Center

11-01-05 3 6 Changed verb tense under Procedural Coding and
Diagnostic Codes

11-01-05 3 14 Removed requirement for entering whole numbers
for day or units in field 24G

11-01-05 3 25,40 | Changed generic reference for the South Carolina
Medicaid Web-based Claims Submission Tool
from SCMWBCST to Web Tool

11-01-05 3 24 Changed Web site from www.scdhhshipaa.org to
www.scmedicaidprovider.org

11-01-05 5 5-14 Updated list of DHHS county offices

10-01-05 2 1-5, Revised MCMN requirements to reflect Medicaid

31-34 Bulletin dated September 30, 2005; added

information on wheelchair accessories and options

10-01-05 4 All Revised code descriptions, pricing, modifiers, etc.
to reflect Medicaid Bulletin dated September 30,
2005.

10-01-05 5 5-14 Updated list of DHHS county offices

10-01-05 Appendices - Made each appendix a separate file; moved Change
Control Record out of appendices to a separate file

09-01-05 Appendix 2 All Updated lists of carrier codes

09-01-05 Appendix 1 38 & 64 | Added edit codes 577 and 900

08-01-05 Appendix 1 Al1-62 | Added edit code 868

07-01-05 4 - Made corrections to procedure codes A4216,
A4230, E0242, E0940, E2620, E2621, ES000,
E8001, E8002, S9537, and X1922

07-01-05 3 2,10,11, | « Added description of new Web Tool features

25, 36, 37 | « Removed instruction to attach EOB to paper

claims
o Change MIVS zip code to 29211-9804 (from
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29201)
07-01-05 Appendix 2 All Updated lists of carrier codes
03-03-05 2,3,4& All Update section(s) of manual to reflect “updated”
Appendices date 2-14-05 in header and cover of DME manual.

New codes were added to Section 4 and new edit
codes were added to appendices.

03-01-05 5 - New versions of forms: Health Insurance
Information Referral Form, Confidential
Complaint, Reasonable Effort Documentation, and
Sample Remittance Advice

03-01-05 5 - Added DHHS Form 130

03-01-05 5 - Changed area codes for Saluda and Union county
DHHS offices

03-01-05 3 - Added information about claim-level adjustments

process and Form 130

02-11-05 5 4 Updated manual ordering information under Web
Address header

01-25-05 5 5,8 Updated addresses for Allendale and Hampton
county offices.

01-05-05 5 17-18 Replaced DME Form 001 (MCMN for Equipment
and Supplies) with new version

12-16-04 Appendix 2 All Added four pages to list of carrier codes.

12-16-04 Appendix 1 71 Deleted the phrase “to your program manager”

from criterion #1 of the resolution for edit code 977

12-08-04 5 Exhibits | Replaced Authorization Agreement for Electronic
Funds Transfer with 11/04 version.

12-08-04 1 All Changed “Division of Accountability and
Collections” to “Division of Third Party Liability.”

12-08-04 1 21 Added TPL phone number.
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12-03-04 1 5 Changed SILVERXCARD Benefit Questions phone
number to 1-800-834-2680.

12-03-04 5 Exhibits | Updated all four Medicaid Certificate of Medical
Necessity forms (DME 001, 004, 005, and 006) to
12/01/04 versions.

12-03-04 5 5-11 Replaced DHHS County Offices contact list.
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SOUTH CAROLINA
MEDICAID
PROGRAM

PROGRAM DESCRIPTION The Medicaid program, as established by Title XIX of the
Social Security Act, as amended, provides quality health
care to low income, disabled, and elderly individuals by
utilizing state and federal funds to reimburse providers for
approved medical services. This care includes the
diagnosis, treatment, and management of illnesses and
disabilities.

The South Carolina Department of Health and Human
Services (SCDHHYS) is the single state agency designated
to administer the South Carolina Medicaid program in
compliance with state and federal laws and regulations and
the South Carolina State Plan.

SCDHHS offers a fully capitated Managed Care Program
through Managed Care Organizations. A Primary Care
Case Management/Medical Home Network model is only
available for participants that qualify for the Medically
Complex Children’s Waiver. For more information
regarding this care model, please see the Managed Care
Supplement included with this manual.

The Medicaid Managed Care Organization (MCO)
program consists of contracted MCOs that, through a
developed network of providers, provide, at a minimum, all
services outlined in the core benefit package described in
the MCO contract and MCO Policies and Procedure guide,
for certain eligibility categories. SCDHHS pays MCOs a
per member per month capitated rate, primarily according
to age, gender, and category of eligibility. Payments for
core services provided to MCO members are the
responsibility of MCOs, not the fee-for-service Medicaid
program.

MCOs may elect to provide their members enhanced
services beyond what is offered under traditional fee-for-
service Medicaid.

ELIGIBILITY Applications for Medicaid eligibility may be submitted
DETERMINATION online at apply.scdhhs.gov. The application is also
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ELIGIBILITY available for download on the SCDHHS Web site at
http://lwww.scdhhs.gov and can be returned by mail, fax, or

DETER,MlNATION in person. Individuals can continue to apply for Medicaid

(Cont'D.) at outstationed locations such as county health
departments, some federally qualified health centers, most
hospitals, and SCDHHS county eligibility offices.

Individuals who apply for SSI through the Social Security
Administration and are determined eligible are
automatically eligible for Medicaid.

For certain programs, Medicaid eligibility may be
retroactive for a maximum of three months prior to the
month of application when the applicant received medical
services of the type covered by Medicaid and the applicant
would have met all eligibility criteria had the application
been filed at the time. A child born to a woman eligible for
Medicaid due to pregnancy is automatically entitled to
Medicaid benefits for one year provided that the child
continues to reside in South Carolina.

Not all Medicaid beneficiaries receive full coverage. Some
beneficiaries may qualify under the categories of limited
benefits or emergency services only. Questions regarding
coverage for these categories should be directed to the
SCDHHS Provider Service Center (PSC) at 1-888-289-
0709. Providers can also submit an online inquiry at
http://scdhhs.gov/contact-us. A provider service
representative will then respond to you directly with
additional information about these categories.

Providers may verify a beneficiary’s eligibility for
Medicaid benefits by utilizing the South Carolina Medicaid
Web-based Claims Submission Tool or an eligibility
verification vendor. Additional information on these
options is detailed later in this section.

Certain services will require prior approval and/or
coordination through the managed care provider. For
questions regarding the Managed Care program, please
visit the SCDHHS Web site at http://scdhhs.gov to view
the MCO Policy and Procedure Guide.

More information about managed care can also be found in
the Managed Care Supplement included with all provider
manuals.
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ENROLLMENT SCDHHS provides enrollment counseling services to
Medicaid beneficiaries through a contract with a private

COUNSELING SERVICES vendor. Services are provided under the program name
“South Carolina Healthy Connections Choices.” The
function of the enrollment counselor is to assist Medicaid-
eligible members in the selection of the best Medicaid
health plan to suit individual/family needs. For additional
information, visit http://www.SCchoices.com or contact
South Carolina Healthy Connections Choices at (877) 552-
4642.

MEDICARE / MEDICAID Medicaid beneficiaries who are also eligible for Medicare

ELIGIBILITY benefits are commonly referred to as “dually eligible.”
Providers may bill SC Medicaid for Medicare cost sharing
for Medicaid-covered services for dually eligible
beneficiaries. Some dual eligibles are also Qualified
Medicare Beneficiaries (QMB). If the dually eligible
beneficiary is also a QMB, providers may bill SC Medicaid
for Medicare cost sharing, for services that are covered by
Medicare without regard to whether the service is covered
by SC Medicaid. Reimbursement for these services will be
consistent with the SC State Medicaid Plan.

Please refer to Section 3 of this manual for instructions
regarding billing procedures for dually eligible
beneficiaries. For instructions on how to access beneficiary
information, including QMB status, refer to the Medicaid
Web-Based Claims Submission Tool (the Web Tool),
explained later in this section.

In the Web Tool, the Eligibility or Beneficiary Information
section will indicate “Yes” if the beneficiary is a Qualified
Medicare Beneficiary.

Note: Pharmacy providers should refer to Section 2 of
the Pharmacy Services Provider Manual for more
information on coverage for dually eligible
beneficiaries.
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SouTH CAROLINA Medicaid beneficiaries are issued a plastic South Carolina

HEALTHY CONNECTIONS Healthy Connections Medicaid card. Only one person’s
name appears on each card. If more than one family

MEDICAID CARD member is eligible for Medicaid, the family receives a card
for each eligible member. In addition to the member’s
name, the front of the card includes the member’s date of
birth and Medicaid Member Number. Possession of the
plastic card does not guarantee Medicaid coverage. Failure
to verify eligibility prior to providing a service leaves the
provider at risk of providing services to an ineligible
individual.

As of August 1, 2016, SCDHHS announced the release of
a new South Carolina Healthy Connections Medicaid
card. The new card will no longer contain a magnetic data
strip. The new cards will be issued to newly enrolled
beneficiaries and current beneficiaries who request
replacement cards. All active beneficiaries prior to August
1, 2016, will continue to use their current Medicaid card
until further notice.

Providers shall accept all versions of the existing cards:
cards with a magnetic data strip and the blue Healthy
Connections Checkup card. All providers are encouraged
to use the Web Tool to check eligibility. For additional
information about the Web Tool, please refer to South
Carolina Medicaid Web-Based Claims Submissions Tool
(Web Tool) later in this section.

The following are examples of valid South Carolina
Healthy Connections Medicaid cards:

irathe goginng i Ly £ et Do
THIS CARD) CsDES MOT GLARANTEE ELSGIBILITY

Amere Prirwadens
Caill el 0 1T b i B et it e wiell primachin kL (i

Healthy Connections )’ gy

Carry T CaG e yos, 80 ol T nd proaened & i h T o T00Ten 8 oAl LT e o
o GO, PRIy, S RAL 4
. il Tt e M et i e et el W el e g D
L0 el o GG F g et et T ] MR il
0 1S5 AL S et ot o Prgandiery Praee my brwon
| B regeterd puincslita Pyl o pdbryar oul 1 L Bl B

SUBSCRIBER MAME
DOB 12/12/2012 |
Medicaid Member Humber: 1234567890

e
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g 2

SOUTH CAROLINA . South €arolina Healthy Connections
H ea lth Con neCtlonS . THIS CARD DOES NOT GUARANTEE ELIGIBILITY
y Attention Providers:
’ Call 1-888-289-0709 for coverage questions of visit provider.scohhs.gov
Attention Member:
Carry this carc with you at all times and present it each time you recetwe a medical service from
doctor, o )
SUBSCRIBER NAME m;gﬂ?ﬁ;ymmm:dmmwm card. Violators will be prosecuted.
DOB 12/12/2012 Call 1-888-549-0820 if you have questions about Member Services
Medicaid Member Number: 1234567890 o Ieghcn g

\ / \ Toreport possible fraud or abuse coll 1-858-364-3224

\

Stk [ demeeris e TRy e T

South Carolina 9
Health? Connections| | ... ™=

i1 T P i (e e (o e A [ ST iy

AT s VR
vy S e et p e By gred prriered @ rach | o T § rerde s e o
SUBSCRIBER NAME by e e e DR L UL
ol |- O you Py QAn M. Wb v
DOB 12/12/2012 1A b o 4 et Py e
Medicaid Member Number: 1234567890 e e ot
/4 - r

SOUTH CAROLINA

Healthy Connections ":

CHECKUP

The back of the Healthy Connections Medicaid card
includes:

e A toll-free number for providers to contact the
Provider Service Center for assistance

o A toll-free number for the beneficiary if he or she
has questions about enrollment or Medicaid-
covered services
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SouTH CAROLINA « A toll-free number for the beneficiary if he or she
HEALTHY CONNECTIONS has questions regarding pharmacy services

MEDICAID CARD (CONT’D.) Providers are urged to report inappropriate use of a
Medicaid card by a beneficiary (such as abuse, card-

sharing, etc.) to the Division of Program Integrity’s toll-
free Fraud and Abuse Hotline at 1-888-364-3224.

Beneficiaries who are enrolled with a Medicaid Managed
Care Organization (MCO) will also be issued an
identification card by the MCO. This MCO-issued card
contains phone numbers for member services and provider
billing issues specific to the managed care plan. Please see
the Managed Care Supplement for samples of cards from
the various managed care plans.

SouTH CAROLINA SCDHHS provides a free tool, accessible through an

) Internet browser, which allows providers to submit claims

MEDICAID WEB-BASED (UB and CMS-1500), attach supporting documentation,

CLAIMS SUBMISSION query Medicaid eligibility, check claim status, offers

TooL (WEB TooL) providers electronic access to their remittance advice, and
the ability to change their own passwords.

Providers interested in using this tool must complete a SC
Medicaid Trading Partner Agreement (TPA) with
SCDHHS and return the signed SC Medicaid TPA
Enrollment Form. Once received, the provider will be
contacted with the Web site address and Web Tool User
ID(s). If a provider utilizes a billing agent and elects to
have the billing agent access their electronic remittance
advice, both the provider and the billing agent must have a
TPA on file. The provider’s TPA must name their billing
agent. The billing agent’s TPA must include the provider’s
name and Medicaid number. For more information
regarding the TPA, refer to Section 3 of this manual.

To learn more about this tool and how to access it, visit the
SC Medicaid Provider Education Web site at:
http://medicaidelearning.com/ or contact the SC Medicaid
EDI Support Center via the SCDHHS Provider Service
Center at 1-888-289-0709. A |listing of training
opportunities is also located on the Web site.

Note: Dental claims cannot be submitted on the Web Tool.
Please contact the dental services vendor at 1-888-307-
6553 for billing instructions.
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SouTH CAROLINA SCDHHS Medicaid alerts, bulletins and newsletters are
distributed electronically through e-mail and are available

MEDICAID ALERTS, online at the SCDHHS Web site.

BULLETINS AND o o

NEWSLETTERS To ensure that you receive important SC Medicaid

information, visit the Web site at http://www.scdhhs.gov/
or enroll to receive alerts, bulletins and newsletters via e-
mail, go to bulletin.scdhhs.gov to subscribe.
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PROVIDER
ENROLLMENT

PROVIDER PARTICIPATION The Medicaid program administered by the South Carolina
Department of Health and Human Services (SCDHHYS) is
considered to be a covered entity under the Health
Insurance Portability and Accountability Act of 1996
(HIPAA), Public Law 104-191.

Provider participation in the Medicaid program is
voluntary. To participate in the Medicaid program, a
provider must meet the following requirements:

e Complete an online provider enrollment application
and agreement and submit any necessary supporting
documentation. Certain provider types, depending
on the type of service provided, are required to sign
a contractual agreement in addition to the provider
enrollment agreement.

e Accept the terms and conditions of the online
application by electronic signature, indicating the
provider’s agreement to the contents of the
participation agreement, the Electronic Funds
Transfer Agreement, W-9 and Trading Partner
Agreement.

e« Be licensed by the appropriate licensing body,
certified by the standard-setting agency, and/or
other pre-contractual approval processes established
by SCDHHS.

o If eligible, obtain a National Provider Identifier
(NPI) and share it with SCDHHS. Refer to https://
nppes.cms.hhs.gov for additional information about
obtaining an NPI.

e Be enrolled in the South Carolina Medicaid
program and receive official notification of
enrollment. This also applies to providers wanting
to contract with one or all of the South Carolina
Medicaid managed care organizations.

o Continuously meet South Carolina licensure and/or
certification requirements of their respective
professions or boards in order to maintain Medicaid
enrollment.
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PROVIDER PARTICIPATION e Comply with all federal and state laws and
(CONT’D ) regulations currently in effect as well as all policies,

procedures, and standards required by the Medicaid
program.

e Medicaid will not provide any payments for items
or services provided under the State Plan or under a
waiver to any financial institution or entity located
outside the United States.

All rendering providers must be enrolled in the Medicaid
program. Enrolled providers are prohibited from allowing
non-enrolled providers use of their Medicaid ID
number/NPI number in order for non-participating
providers to be reimbursed for services. Claims for
Medicaid reimbursement submitted under a Medicaid ID
number or NPl number other than that of the ordering,
referring or rendering provider will be considered invalid
and may result in a program integrity investigation and/or
recoupment of the Medicaid payment. As required by 42
CFR 455.440, all claims submitted for payment for items
and services that were ordered or referred must contain the
NP1 of the physician or other professional who ordered or
referred such items or services.

A provider must immediately report any change in
enrollment or contractual information (e.g., mailing or
payment address, physical location, telephone number,
specialty information, change in group affiliation,
ownership, etc.) to SCDHHS Provider Service Center
within 30 days of the change. Failure to report this change
of information promptly could result in delay of payment
and/or termination of enrollment. Provider Enrollment
inquiries to South Carolina Medicaid should be directed as
follows:

Mail: Medicaid Provider Enroliment
PO Box 8809
Columbia, SC 29202-8809
Phone: 1-888-289-0709, Option 4
Fax: 803-870-9022

Extent of Provider Providers have the right to limit the number of Medicaid
Participation patients they are willing to treat within their practice;
however, providers may not discriminate in selecting the
Medicaid beneficiaries they will treat or services they will
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Extent of Provider render. A provider may not refuse to furnish services

Participation (Cont'd.) covered under Medicaid to an eligible individual because
of a third party’s potential liability for the service(s). A
provider who is not a part of a Managed Care
Organization’s network may refuse service to a Medicaid
MCO member.

A provider and a beneficiary (or the beneficiary’s guardian
or representative) should determine before treatment is
rendered whether the provider is willing to accept the
beneficiary as a Medicaid patient. In an emergency, or if a
provider cannot determine that a patient is Medicaid-
eligible at the time service is rendered, the provider should
meet with the beneficiary (or the beneficiary’s legal
guardian or representative) at the earliest possible date to
determine whether the provider is willing to accept the
beneficiary as a Medicaid patient for the previously
rendered service. To avoid disputes or misunderstandings,
providers are encouraged to document the details of their
provider-patient agreement in the patient’s record.

In furnishing care to beneficiaries who are participating in
a Medicaid managed care option, all providers are required
to comply with the benefit requirements specified by the
applicable managed care program with respect to issues
such as the extent of approvals for referrals, etc. Specific
questions may be addressed directly with the MCO.

Once a provider has accepted a beneficiary as a Medicaid
patient, it is the responsibility of the provider to deliver all
Medicaid-covered services throughout the course of
treatment. The policy section of this manual may include
clarification of specific program policies.

Non-Discrimination All Medicaid providers are required to comply with the
following laws and regulations:

o Title VI of the Civil Rights Act of 1964 that
prohibits any discrimination due to race, color, or
national origin (45 CFR Part 80)

o Title V, Section 504 of the Rehabilitation Act of
1973, 29 U.S.C. 794 that prohibits discrimination
on the basis of handicap (45 CFR Part 84)

e The Americans with Disabilities Act of 1990 that
prohibits discrimination on the basis of disability
(28 CFR Parts 35 & 36)
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Non-Discrimination e The Age Discrimination Act of 1975 that prohibits
(Cont'd.) discrimination on the basis of age (45 CFR Parts 90
and 91)

Service Delivery

Freedom of Choice Except as otherwise specified in this manual, a Medicaid
beneficiary has the right to choose any provider who is
both a participant in the Medicaid program and willing to
accept the beneficiary as a patient.

However, once a beneficiary exercises his or her freedom
of choice by enrolling in a Medicaid MCO, the beneficiary
is required to follow that MCQ’s requirements (e.g., use of
designated primary  and specialist ~ providers,
precertification of services, etc.) for the time period during
which the beneficiary is enrolled in the MCO.

Medical Necessity Medicaid will pay for a service when the service is covered
under the South Carolina State Plan and is medically
necessary. “Medically necessary” means that the service
(the provision of which may be limited by specific manual
provisions, bulletins, and other directives) is directed
toward the maintenance, improvement, or protection of
health or toward the diagnosis and treatment of illness or
disability. A provider’s medical records or other
appropriate documentation for each beneficiary must
substantiate the need for services, must include all findings
and information supporting medical necessity and
justification for services, and must detail all treatment
provided. Medicaid will not provide any payments for
items or services provided under the State Plan or under a
waiver to any financial institution or entity located outside
of the United States.
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DOCUMENTATION
REQUIREMENTS

GENERAL INFORMATION As a condition of participation in the Medicaid program,
providers are required to maintain and provide immediate
access to original and electronic medical records, including
associated audit trails. Record means any document or
electronically stored information including writings,
drawings, graphs, charts, photographs, sound recordings,
images, and other data or data compilations, stored in any
medium from which information can be obtained either
directly or, if necessary, after translation by the provider
into a reasonably usable form that allows the ability to
review the record.

SCDHHS does not have requirements for the media
formats for medical records. Providers must have and
maintain a medical record system that insures that the
record may be accessed and retrieved immediately. That,
for the purposes of reviewing, copying, and reproducing
documents, access shall be allowed to all records
concerning services and payment to SCDHHS, the State
Auditor’s Office (SAO), the South Carolina Attorney
General’s Office (SCAG), the United States Department of
Health and Human Services (HHS), Government
Accountability Office (GAO), and/or their designee during
normal business hours.

SCDHHS will accept electronic records and clinical notes
in accordance with the Uniform Electronic Transactions
Act (S.C. Code Ann. 88 26-6-10 et seq.) and the Health
Insurance Portability and Accountability Act (HIPAA)
electronic health record requirements. Furthermore,
providers must comply with the provisions of the Health
Insurance Portability and Accountability Act of 1996
(HIPAA), Public Law 104-191.

A provider is defined as an individual, firm, corporation,
association or institution which is providing, or has been
approved to provide, medical assistance to a beneficiary
pursuant to the State Medical Assistance Plan and in
accord with Title XIX of the Social Security Act of 1932,
as amended.
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GENERAL INFORMATION Records are considered to be maintained when:

(CoNT'D.) « They fully disclose the medical necessity for
treatment and the extent of services provided to
Medicaid beneficiaries

e« All required documentation is present in
beneficiaries’ records before the provider files
claims for reimbursement, unless program policy
otherwise states

o Beneficiary medical, fiscal and other required
records and supporting documentation must be
legible

A provider record or any part thereof will be considered
illegible if at least three (3) medical or other professionals
in any combination, who regularly perform post payment
reviews, are unable to read the record or determine the
extent of services provided. An illegible record will be
subject to recoupment.

Medicaid providers must make records immediately
accessible and available for review during a provider’s
normal business hours or as otherwise directed, with or
without advance notice by authorized entities and staff as
described in this section. An authorized entity may either
copy, accept a copy, or may request original records. Any
requested record(s) is deemed inaccessible if not
immediately available when requested by an authorized
entity. Unless otherwise indicated, the medical record shall
be accessible at the provider’s service address as
documented by the SCDHHS provider enrollment record.
If the requested records are not available, they must be
made available within two (2) hours of the authorized
entity’s request, or are otherwise deemed inaccessible. It is
the responsibility of the provider to transport/send records
to the place of service location as documented by the
SCDHHS provider enrollment record.

The following requirements apply to retention of records
for Medicaid purposes only; other state or federal rules
may require longer retention periods. That for Medicaid
purposes all fiscal and medical records shall be retained for
a minimum period of five (5) years after last payment was
made for services rendered, except that hospitals and
nursing homes are required to retain such records for six
(6) years after last payment was made for services
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General Information rendered. If any litigation, claim, audit, or other action

(Cont'd.) involving the records has been initiated prior to the
expiration of the appropriate retention period the records
shall be retained until completion of the action and
resolution of all issues which arise from it or until the end
of the appropriate retention period, whichever is later.

Providers may contact the Provider Service Center or
submit an online inquiry at http://scdhhs.gov/contact-us for
specific information regarding documentation requirements
for services provided.

Signature Policy For medical review purposes, Medicaid requires that
services provided/ordered be authenticated by the author.
Medical documentation must be signed by the author of the
documentation except when otherwise specified within this
policy. The signature may be handwritten, electronic, or
digital. Stamped signatures are unacceptable.

Handwritten Signature A handwritten signature is a mark or sign by an individual
on a document signifying knowledge, approval, acceptance
or obligation.

o If the signature is illegible, SCDHHS shall consider
evidence in a signature log to determine the identity
of the author of a medical record entry.

e An order must have a signature which meets the
signature requirements outlined in this section.
Failure to satisfy these signature requirements will
result in denial of related claims.

o A stamped signature is unacceptable.

Signature Log Providers may include a signature log in the documentation
they submit. This log lists the typed or printed name of the
author associated with the illegible initials or signature.

Electronic Signatures Providers using electronic signatures need to realize that
there is a potential for misuse with alternative signature
methods. The system needs to have software products that
are protected against modification and that apply adequate
administrative procedures that correspond to recognized
standards and laws. The individual whose name is on the
alternate signature method and the provider are responsible
for the authenticity of the information for which an
attestation has been provided.
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Electronic Signatures Acceptable Electronic Signature Examples:
(Cont'd.) e Chart “‘Accepted By’ with provider’s name

o ‘Electronically signed by’ with provider’s name

e “Verified by’ with provider’s name

o ‘Reviewed by’ with provider’s name

o ‘Released by’ with provider’s name

e ‘Signed by’ with provider’s name

o ‘Signed before import by’ with provider’s name

e ‘Signed: John Smith, M.D.” with provider’s name

o Digitized signature: Handwritten and scanned into
the computer

e ‘This is an electronically verified report by John
Smith, M.D.’

e ‘Authenticated by John Smith, M.D’

e ‘Authorized by: John Smith, M.D’

o ‘Digital Signature: John Smith, M.D’

e ‘Confirmed by’ with provider’s name

e ‘Closed by’ with provider’s name

o ‘Finalized by’ with provider’s name

o ‘Electronically approved by’ with provider’s name

e ‘Signature Derived from Controlled Access
Password’

Date The signature should be dated. However, for review
purposes, if there is sufficient documentation for SCDHHS
to determine the date on which the service was
performed/ordered then SCDHHS may accept the signature
without a date.

The only time it is acceptable for an entry to not be signed
at the time of the entry is in the case of medical
transcription.

Exceptions There are some circumstances for which an order does not
need to be signed. For example, orders for clinical
diagnostic tests are not required to be signed. The rules in
42 CFR 410 and Pub. 100-02, chapter 15, section 80.6.1,
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Exceptions (Cont'd.) state that if the order for the clinical diagnostic test is
unsigned, there must be medical documentation by the
treating physician (e.g., a progress note) that he/she
intended the clinical diagnostic test be performed. This
documentation showing the intent that the test be
performed must be authenticated by the author via a
handwritten or electronic signature.

DISCLOSURE OF As of April 14, 2003, for most covered entities, health care
providers are required to comply with privacy standards of

INFORMATION BY the Health Insurance Portability and Accountability Act of

PROVIDER 1996 (HIPAA), Public Law 104-191, which includes
providing all patients and/or clients with a Notice of
Privacy Practices. The Notice should include sufficient
information to disclose to each Medicaid patient/client the
provider’s intent to release any medical information
necessary for processing claims, including Medicaid
claims. Providers who have not issued their patients/clients
a Notice of Privacy Practices should obtain authorization to
release such information to SCDHHS. The authorization
must be signed and dated by the beneficiary and must be
maintained in the patient’s/client’s record.

Once a Notice of Privacy Practices is acknowledged by the
Medicaid beneficiary, or the beneficiary’s authorization to
release information is obtained, a provider who uses hard-
copy claim forms that require the patient’s signature is no
longer required to have each claim form signed by the
beneficiary. Providers who file claims electronically are
required under their Trading Partner Agreement (TPA) to
ensure ready association of electronic claims with an
acknowledged Notice of Privacy Practices or a signed
statement from the beneficiary consenting to the release of
information necessary to process claims.

Certain medical services may be subject to more stringent
rules or regulations governing the disclosure of information
than others. However, if a provider is unable to release
information necessary for Medicaid claims processing due
to the lack of proper Notice or authorization from the
beneficiary, payment may be denied and/or previous
payments may be recouped. Consequently, providers who
are concerned about releasing patient information to
SCDHHS are advised to obtain specific written
authorization from the Medicaid patient/client.
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SAFEGUARDING Federal regulations at 42 CFR Part 431, Subpart F, and
South Carolina Regulations at Chapter 126, Article 1,

BENEFICIARY Subarticle 4, require that certain information concerning

INFORMATION Medicaid applicants and beneficiaries be protected. As a
condition of participation in the Medicaid program, all
providers must agree to comply with the federal laws and
regulations regarding this protection, by execution of either
a contract or a provider enrollment agreement. Questions
regarding access to protected information should be
referred to the PSC. Provider can also submit an online
inquiry at http://scdhhs.gov/contact-us to request additional
information.

Beneficiary information that must be protected includes but
is not limited to the following:

o Name and address
o Medical services provided
« Social and economic circumstances

e Medical data, including diagnosis and past history
of disease or disability

e Any information involving the identification of
legally liable third-party resources

e Any information verifying income eligibility and
the amount of medical assistance payments

This information may generally be used or disclosed only
for the following purposes:

o Establishing eligibility
o Determining the amount of medical assistance
e Providing services for beneficiaries

e Assisting in a Medicaid-related investigation,
prosecution, or civil or criminal proceeding

Regarding the release of beneficiary information to
billing/collection agencies, the Centers for Medicare and
Medicaid Services (CMS) has instructed the states that the
requirements for the release of beneficiary information
should parallel the limitations on payments. Agents to
whom payments could be made are allowed to obtain
relevant beneficiary information, since the sharing of that
information is for a purpose directly connected with
Medicaid administration. However, if no payment could be
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SAFEGUARDING made to the agent because the agent’s compensation is tied
to the amount billed or collected, or is dependent upon the

BENEFICIARY , collection of the payment, then Medicaid is not allowed to

INFORMATION (CONT'D.) release beneficiary information to that agent.

Note: The manner in which the Medicaid program
deals with the agent is determined primarily by the
terms of the agent’s compensation, not by the
designation attributed to the agent by the provider.
Agents or providers who furnish inaccurate,
incomplete, or misleading information to SCDHHS
regarding agent compensation issues may face

sanctions.
Confidentiality of Alcohol Federal law requires providers to observe more stringent
and Drug Abuse Case rules when disclosing medical information from the
Records records of alcohol and drug abuse patients than when

disclosing information concerning other Medicaid
beneficiaries. Federal regulations govern the information
that must be protected in such cases and the circumstances
under which this information may be disclosed. These
regulations may be found at 42 CFR Part 2.

SPECIAL / PRIOR Certain medical services must be authorized by SCDHHS
(or its designee) prior to delivery in order to be

AUTHORIZATION reimbursable by Medicaid. Some of the services that are
specifically subject to prior authorization and approval are
as follows:

e Services provided outside of the South Carolina
Medicaid Service Area (SCMSA). The SCMSA is
South Carolina and adjacent areas within 25 miles
of its borders. Providers should contact the PSC or
submit an online inquiry for prior authorization
guidelines.

e Services not routinely covered by Medicaid, or
other services that require prior approval before
payment or before service delivery as a matter of
policy. Please refer to the appropriate section of this
manual, contact the PSC, or submit an online
inquiry for prior authorization guidelines.

« Services for which prepayment review is required.

Refer to program-specific sections of this manual for other
services that must be authorized prior to delivery.
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CHARGE LIMITS Except as described below for free care, providers may
not charge Medicaid more for services to a beneficiary
than they would customarily charge the general public.
Providers should bill their usual and customary charges
and not the Medicaid reimbursement rate. Retroactive
adjustments can only be made up to the billed amount.
Medicaid will generally pay the lower of the established
Medicaid reimbursement rate or the provider’s billed
amount. Medicaid reimbursement is available for covered
services under the State Medicaid Plan that are provided
to Medicaid beneficiaries, regardless of whether there is
any charge for the service to the beneficiary or the
community at large.

BROKEN, MISSED, OR CMS prohibits billing Medicaid beneficiaries for broken,
missed, or cancelled appointments. Medicaid programs

CANCELLED are state-designed and administered with federal policy

APPOINTMENTS established by CMS. Federal requirements mandate that
providers participating in the Medicaid program must
accept the agency’s payment as payment in full. Providers
cannot bill for scheduling appointments or holding
appointment blocks. According to CMS Program Issuance
Transmittal Notice MCD-43-94, broken or missed
appointments are considered part of the overall cost of
doing business.

NATIONAL CORRECT The South Carolina Medicaid program utilizes NCCI edits
CODING INITIATIVE (NCCI) and its related coding policy to control improper coding.

The CMS developed the National Correct Coding
Initiative (NCCI) to promote national correct coding
methodologies and to control improper coding leading to
inappropriate payment. The purpose of the NCCI edits are
to prevent improper payment when incorrect code
combinations or units of service are reported exceeding
what is normally considered to be medically necessary.
NCCI edits identify procedures/services performed by the
same provider for the same beneficiary on the same date
of service.

NCCI consist of two types of edits:

1) NCCI Procedure to Procedure (PTP) edits: These
edits define pairs of HCPCS/CPT codes that
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NATIONAL CORRECT should not be reported together for a variety of
reasons. These edits consist of a column one code

CODlN? INmATIVE (NCCI) and a column two code. If both codes are reported,

(Cont'D.) the column one code is eligible for payment and
the column two code is denied. In some instances
an appropriate modifier may be added to one or
both codes of an edit pair to make the code
combination eligible for payment.

2) Medically Unlikely Edits (MUE): These edits
define for each HCPCS/CPT code the number of
units of service that is unlikely to be correct. The
units of service that exceed what is considered
medically necessary will be denied.

It is important to understand, however, that the NCCI
does not include all possible combinations of correct
coding edits or types of unbundling that exist. Providers
are obligated to code correctly even if edits do not exist to
prevent use of an inappropriate code combination.

Services denied based on NCCI code pair edits or MUES
may not be billed to patients.

The CMS web page http://www.medicaid.gov/Medicaid-
CHIP-Program-Information/By-Topics/Data-and-Systems
/National-Correct-Coding-Initiative.ntml provides overview
information to providers on Medicaid’s NCCI edits and links
for additional information.

MEDICAID AS PAYMENT IN Once a provider has accepted a beneficiary as a Medicaid

FULL patient, the provider must accept the amount established
and paid by the Medicaid program (or paid by a third
party, if equal or greater) as payment in full. Neither the
beneficiary, beneficiary’s family, guardian, or legal
representative may be billed for any difference between
the Medicaid allowable amount for a covered service and
the provider’s actual charge, or for any coinsurance or
deductible not paid by a third party. In addition to not
charging the patient for any coinsurance or deductible
amounts, providers may not charge the patient for the
primary insurance carrier’s copayment. Only applicable
Medicaid copayments and services not covered by
Medicaid may be billed to the beneficiary.

For beneficiaries enrolled in a Medicaid managed care
option, the managed care entity must accept SCDHHS’
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MEDICAID AS PAYMENT IN capitated payment as payment in full for all services
FULL (CONT’D) covered by the capitation arrangement. Managed care

network providers must accept their reimbursement from
the managed care entity as payment in full. Only services
not included in the specified benefits package or not
otherwise covered by Medicaid may be billed to a
beneficiary enrolled in a managed care option.

PAYMENT LIMITATION Medicaid payments may be made only to a provider, to a
provider’s employer, or to an authorized billing entity.
There is no option for reimbursement to a beneficiary.
Likewise, seeking or receiving payment from a
beneficiary pending receipt of payment from the Medicaid
program is not allowed, except where a copayment is
applicable. By virtue of submitting a claim to Medicaid, a
provider is agreeing to accept Medicaid as the payer.

REASSIGNMENT OF In general, Medicaid payments are to be made only to the
CLAIMS enrolled practitioner. However, in certain circumstances
payment may be made to the following:

1. The employer of the practitioner, if the practitioner
is required as a condition of employment to turn
over fees to the employer

2. The facility in which the service is provided, if the
practitioner has a contract under which the facility
submits the claim

3. A foundation, plan, or similar organization
operating an organized health care delivery
system, if the practitioner has a contract under
which the organization submits the claim

4. A business agent. Regulations found at 42 CFR
Part 447, Subpart A, allow Medicaid to make
payment for services to a provider’s “business
agent” such as a billing service or an accounting
firm, only if the agent’s compensation is:

a) Related to the cost of processing the billing

b) Not related on a percentage or other basis to
the amount that is billed or collected

c) Not dependent upon the collection of the
payment
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REASSIGNMENT OF If the agent’s compensation is tied to the amount

, billed or collected or is dependent upon the
CLAIMS (CONT D') collection of the payment, Medicaid is not allowed
to make payment to the agent. Furthermore,
providers are urged to seek advice regarding the
HIPAA (Public Law 104-191) provisions when
entering into such an agreement.

THIRD-PARTY LIABILITY As a condition of eligibility for Medicaid, federal
regulations at 42 CFR Part 433, Subpart D, require
individuals to assign any rights to medical support or
other third-party payment to the Medicaid agency
(SCDHHS) and cooperate with the agency in obtaining
such payments. The South Carolina Code 843-7-420
makes this assignment effective automatically upon
application for Medicaid.

Medicaid providers may obtain information regarding
third-party resources that are known to SCDHHS by
utilizing the South Carolina Medicaid Web-based Claims
Submission Tool. Third-party resources include but are
not limited to health benefits under commercial health
insurance plans, indemnity contracts, school insurance,
Workers’ Compensation, and other casualty plans that
may provide health insurance benefits under automobile
or homeowner’s coverages.

For Medicaid purposes, third-party resources are divided
into two general categories: Health Insurance and
Casualty Insurance.

Health Insurance In general, health insurance may include any individual
accident and health policy or group policy that provides
payment for health care costs. Unless otherwise permitted,
a provider who accepts a Medicaid beneficiary as a patient
is required to request payment from all available third-
party resources prior to billing Medicaid. All third-party
claims filed must be assigned to the provider.

Should the third-party carrier deny payment or reduce
payment to less than the Medicaid approved amount, the
provider may then submit the claim to Medicaid. The
claim filed to Medicaid must be properly completed with
all applicable third-party information entered in the
appropriate fields (see Section 3 or other appropriate
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Health Insurance (Cont'd.) materials for billing instructions). Under the federally
mandated Cost Avoidance program, 42 CFR 8433.139,
claims for certain services to beneficiaries who have
health insurance coverage may automatically reject if the
third-party carrier has not been billed first.

If a claim is rejected for failure to bill third-party
coverage, the provider must submit a new claim with the
correctly coded information that documents payment or
denial of payment by the third-party carrier.

While most claims are subject to coordination of benefits
to ensure Medicaid is the payer of last resort, federal
regulations exempt claims submitted for physicians’
services under the Early & Periodic Screening, Diagnosis,
and Treatment (EPSDT) program, Maternal Health, Title
IV — Child Support Enforcement, and certain Department
of Health and Environmental Control (DHEC) services
under Title V. While providers are encouraged to file with
any liable third party for these claim types, if they choose
not to do so, SCDHHS will pay the claims and bill liable
third parties directly through the Benefit Recovery
program.

Premium Payment Project Through the Premium Payment Project, SCDHHS is able
to pay private health insurance premiums for Medicaid
beneficiaries who are subject to losing coverage due to
non-payment. SCDHHS will pay these premiums when
said payment is determined to be cost effective.

Premium payment is usually cost effective for Medicaid
beneficiaries with chronic medical conditions requiring
long-term treatment such as cancer, end stage renal
disease, chronic heart problems, congenital birth defects,
and AIDS. Depending on the amount of the premium, the
program may also be appropriate for beneficiaries with
short-term costly health needs, such as pregnancy.

Providers of services to participating beneficiaries should
consider Medicaid the payer of last resort and bill any
liable third-party insurance plan prior to billing Medicaid.

Questions regarding the Premium Payment Project or
referrals for beneficiary participation in this project
should be directed to the Third Party Liability- Medicaid
Insurance Verification Services (MIVS) department
by calling (803) 264-6847.
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Casualty Insurance Casualty insurance includes policies that provide payment
for treatment related to an accident or injury. This type of
coverage is most commonly related to incidents such as
auto accidents, and in these cases the injured party is
frequently represented by an attorney.

Unlike health insurance claims, claims involving casualty
insurance are not subject to review under the Cost
Avoidance program. The accident questionnaire is the
primary referral source and is generated by the Medicaid
claims processing system. At times, it is the provider who
identifies a potentially liable third party. If there is
casualty insurance coverage, the provider may pursue the
claim directly with either the beneficiary’s attorney or the
casualty insurance carrier, or file a claim with Medicaid
(provided that the one-year time limit for submission of
claims has not been exceeded).

If the provider files a claim with Medicaid and the claim
is paid, then SCDHHS will pursue reimbursement from
any liable third party.

Provider Responsibilities — A provider who has been paid by Medicaid and
TPL subsequently receives reimbursement from a third party

must repay to SCDHHS either the full amount paid by
Medicaid or the full amount paid by the third party,
whichever is less. Some providers may choose to submit a
repayment check accompanied by a completed Form for
Medicaid Refunds (DHHS Form 205) identifying the
third-party payer. Others providers may decide to submit
a Claim Adjustment Form 130, which will allow them to
void and/or replace a claim that resulted in under or
overpayment. Examples of these forms can be found in
the Forms section of this manual. For detailed information
regarding both of these adjustment processes, please refer
to Section 3 of this manual.

The Medicaid program makes payments to providers on
behalf of beneficiaries for medical services rendered, but
only to the extent that the beneficiary has a legal
obligation to pay. If the beneficiary does not have a legal
obligation to pay, then Medicaid will not make a payment.
This means that if a beneficiary has third party insurance,
including Medicare, SCDHHS’s payment will be limited
to the patient’s responsibility (usually the deductible, co-
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Provider Responsibilities - pay and/or coinsurance.) The Medicaid reimbursement

TPL (Cont'd.) and third party payment cannot exceed the amount the
provider has agreed to accept as payment in full from the
third party payer. A provider must not bill Medicaid for
the difference between the payment received from a third
party and the actual charges if the provider’s third-party
payment was determined under a “preferred provider”
agreement. A “preferred provider” agreement is an
agreement between the provider and the third party payer
that establishes an amount that the provider is agreeing to
accept as payment in full on its claims. Where such an
agreement exists, Medicaid may only coordinate payment
up to the lesser of the Medicaid allowed amount or the
amount the provider has agreed to accept as payment in
full from the third party payer.

The South Carolina Code §43-7-440(B) requires Medicaid
providers to cooperate with SCDHHS in the identification
of any third-party resource that may be responsible for
payment of all or part of the cost of medical services
provided to a Medicaid beneficiary. Upon receiving
knowledge of third-party coverage that is not verified via
the SCDHHS Web Tool, a provider is encouraged to
notify SCDHHS’s Division of Third-Party Liability of
said coverage. The Health Insurance Information Referral
Form may be used for this purpose. This form can be
found in the Forms section of this manual.

The Division of Third-Party Liability must also be
notified in writing if copies of claims submitted to
Medicaid are released to anyone, including the beneficiary
or the beneficiary’s attorney. Before being released, the
documents must clearly indicate that third-party benefits
are assigned to SCDHHS pursuant to state law.

Providers should be aware that in no instance will
SCDHHS pay any amount that is the responsibility of a
third-party resource. If a provider releases copies of
claims submitted to Medicaid and the release of those
documents results in third-party payment being made to
the beneficiary rather than to the provider, SCDHHS will
not reimburse the provider for the amount of the third-
party payment made to the beneficiary.
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TIME LIMIT FOR SCDHHS requires that only “clean” claims received and
entered into the claims processing system within one year

SUBMITTING CLAIMS from the date of service (or date of discharge for hospital
claims) be considered for payment. A “clean” claim is one
that is edit and error-free and can be processed without
obtaining additional information from the provider or
from another third party. This time limit will not be
extended on the basis of third-party liability requirements.
However, the one-year time limit does not apply to
Medicare cost sharing claims or to claims involving
retroactive eligibility.

Medicare Cost Sharing Claims for payment of Medicare cost sharing amounts

Claims must be received and entered into the claims processing
system within two years from the date of service or date
of discharge, or up to six months following the date of
Medicare payment, whichever is later.

Retroactive Eligibility Claims involving retroactive eligibility must meet both of
the following criteria to be considered for payment:

« Be received and entered into the claims processing
system within six months of the beneficiary’s
eligibility being added to the Medicaid eligibility
system AND

e Be received within three years from the date of
service or date of discharge (for hospital claims).
Claims for dates of service that are more than
three years old will not be considered for payment.

To document retroactive eligibility, the provider is
responsible for submitting one of the following
documents with each claim within the above time frames:

e DHHS Form 945, which is a statement verifying
the retroactive determination furnished by the
eligibility worker, or

e The computer-generated Medicaid eligibility
approval letter notifying the beneficiary that
Medicaid benefits have been approved. This can
be furnished by the beneficiary or the eligibility
worker. (This is different from the Certificate of
Creditable Coverage.)
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Retroactive Eligibility SCDHHS will no longer consider claims that exceed the
(Cont'd.) timely filing limits due to the provider being unaware of
the beneficiary’s coverage.

Please refer to Section 2 of the provider manual for any
additional Retroactive Eligibility criteria that may apply.

Payment Information SCDHHS establishes reimbursement rates for each
Medicaid-covered service. Providers should contact the
PSC or submit an online inquiry for additional
information.
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The South Carolina Department of Health and Human
Services ensures the integrity of the Medicaid Program and
seeks to identify and reduce waste, fraud, and abuse in the
use of Medicaid funds through the activities carried out by
the Division of Program Integrity and the Division of
Audits. The purposes of program oversight are to safeguard
against unnecessary, inappropriate, and/or fraudulent use of
Medicaid services, identify excessive or inaccurate
payments to providers, and ensure compliance with the
applicable Medicaid laws, regulations, and policies.

PROGRAM INTEGRITY The Division of Program Integrity conducts post-payment
reviews of all health care provider types including but not
limited to hospitals (inpatient and outpatient) rural health
clinics, Federally-qualified health clinics, pharmacies,
ASCs, ESRD clinics, physicians, dentists, other health
care professionals, speech, PT and OT therapists, CLTC
providers, durable medical equipment providers,
transportation providers, and behavioral and mental health
care providers. Program Integrity uses several methods to
identify areas for review:

e The toll-free Fraud and Abuse Hotline and the
Fraud and Abuse email for complaints of provider
and beneficiary fraud and abuse. The hotline
number is 1-888-364-3224, and the email address is
fraudres@scdhhs.gov.

o Each complaint received from the hotline or email
is reviewed, and if the complaint is determined to
involve either a Medicaid beneficiary or provider, a
preliminary investigation is conducted to identify
any indications of fraud and abuse.

o Referrals from other sources as well as ongoing
provider monitoring that identify aberrant or
excessive billing practices.

o The automated Surveillance and Utilization Review
System (SURS) to create provider profiles and
exception reports that identify excessive or aberrant
billing practices.
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PROGRAM INTEGRITY A Program Integrity review can cover several years’ worth
(CONT’D) of paid claims data. (See “Records/Documentation
' Requirements” in this section for the policy on Medicaid
record retention.) The Division conducts payment reviews,
analysis of provider payments, and review of provider
records, using statistical sampling and overpayment

estimation when feasible, to determine the following:

o Medical reasonableness and necessity of the service
provided

o Indications of fraud or abuse in billing the Medicaid
program

o Compliance with Medicaid program coverage and
payment policies

e Compliance with state and federal Medicaid laws
and regulations

o« Compliance with accepted medical coding
conventions, procedures, and standards

e Whether the amount, scope, and duration of the
services billed to Medicaid are fully documented in
the provider’s records

The Division of Program Integrity (“Program Integrity”) or
its authorized entities, as described under Records
Documentation/Requirements, General Information of
Section 1, conduct both announced and unannounced desk
and field reviews, on-site inspections, and/or investigations
of providers to determine whether the provider is
complying with all applicable laws, rules, regulations, and
agreements. Program Integrity may conduct reviews,
investigations, or inspections of any current or former
enrolled provider, agency-contracted provider, or agent
thereof, at any time and/or for any time period. During
such reviews, Program Integrity staff will request medical
records and related documents (“the documentation”).
Record means any document or electronically stored
information including writings, drawings, graphs, charts,
photographs, sound recordings, images, and other data or
data compilations, stored in any medium from which
information can be obtained either directly or, if necessary,
after translation by the entity into a usable form that allows
authorized entities, described under  Records
Documentation/Requirements, General Information of
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PROGRAM INTEGRITY Section 1, the ability to review the record. Program
(CONT’D ) Integrity or its design_ee(s) may either copy, accept a copy

' or may request original records. Program Integrity may
evaluate any information relevant to validating that the
provider received only those funds to which it is legally
entitled. This includes interviewing any person Program
Integrity believes has information pertinent to its review,
investigation or inspection. Interviews may consist of one
or more Visits.

Program Integrity staff will thoroughly review the records
to determine whether the documentation accurately
represents paid claims and rendered services, and whether
the provider is in compliance with its obligations to the
state Medicaid program. The documentation must
sufficiently disclose the extent of services delivered,
medical necessity, appropriateness of treatment, quality of
care, and the documentation adheres to all applicable
policy requirements. The provider, therefore, must submit a
copy of all requested records by the date requested by
Program Integrity. Providers must not void, replace, or
tamper with any claim records or documentation selected
for a Program Integrity review activity, until the activity is
finalized.

An overpayment arises when Program Integrity denies the
appropriateness or accuracy of a claim. Reasons for which
Program Integrity may deny a claim include, but are not
limited to the following:

o The Program Integrity review finds excessive,
improper, or unnecessary payments have been
made to a provider

e The Provider fails to provide medical records as
requested

o The provider refuses to allow access to records

In each scenario Medicaid must be refunded for the denied
claims.

The provider is notified via certified letter of the post-
payment review results, including any overpayment
findings. If the Provider disagrees with the findings, the
provider will have the opportunity to discuss and/or present
evidence to Program Integrity to support any disallowed
payment amounts. If the parties remain in disagreement
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PROGRAM INTEGRITY following these discussions, the Provider may exercise its
(CONT’D ) right to appeal to the Division of Appeals and Hearings.

If the provider does not contest Program Integrity’s
finding, or the appeal process has concluded, the provider
will be required to refund the overpayment by issuing
payment to SCDHHS or by having the overpayment
amount deducted from future Medicaid payments.
Termination of the provider enrollment agreement or
contract with SCDHHS does not absolve the provider of
liability for any penalties or overpayments identified by a
Program Integrity review or audit.

Sanctions including but not limited to suspension,
termination, or exclusion from the Medicaid program may
result upon the failure of the provider to:

o Allow immediate access to records
o Repay in full the identified overpayment

o Make arrangements for the repayment of identified
overpayments

o Abide by repayment terms

o Make payments which are sufficient to remedy the
established overpayment

In addition, failure to provide requested records may result
in one or more of the following actions by SCDHHS:

o Immediate suspension of future payments
o Denial of future claims
o Recoupment of previously paid claims

Any provider terminated for cause, suspended, or excluded
will be reported to the Centers for Medicare and Medicaid
Services (CMS) and U.S. Department of Health and
Human (HHS) Office of Inspector General (OIG).

PREPAYMENT REVIEW In order to ensure that claims presented by a provider for
payment meet the requirements of federal and state laws
and regulations, a provider may be required to undergo
prepayment claims review. Grounds for being placed on
prepayment claims review shall include, but shall not be
limited to identification of aberrant billing practices as a
result of reviews, investigations, or data analysis performed
by Program Integrity/SUR, or other grounds as determined
by Program Integrity/SUR.
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PREPAYMENT REVIEW Parameters are developed for prepayment review based on
, the specific areas of concern identified in each case. As
(CoNT'D.) : :
part of the prepayment review process, providers are
required to submit paper claims, rather than electronic
claims, along with supporting medical record
documentation (e.g., clinical notes, progress notes,
diagnostic testing results, other reports, superbills, X-rays,
and any related medical record documentation) attached to
each claim for all services billed. This documentation is
used to ascertain that the services billed were billed
appropriately, and according to South Carolina Medicaid
policies and procedures. Services inconsistent with South
Carolina Medicaid policies and procedures are adjudicated
accordingly. Claims submitted initially without the
supporting medical record documentation will be denied.

Additional medical record documentation submitted by the
provider for claims denied as a result of the prepayment
review process is not considered at a later time. A provider
is removed from prepayment review only when determined
appropriate by Program Integrity/SUR. Once removed
from prepayment review, a follow-up assessment of the
provider’s subsequent practice patterns may be performed
to monitor and ensure continued appropriate use of
resources. Noncompliant providers are subject to
administrative sanctions as defined in the rules in South
Carolina Regulations at Chapter 126, Article 4, Subarticle
1.

RECOVERY AUDIT The South Carolina Department of Health and Human
Services, Division of Program Integrity, has contracted
CONTRACTOR with a Recovery Audit Contractor to assist in identifying
and collecting improper payments paid to providers as a
result of billing errors as referenced in 42 CFR 476.71.
Section 6411(a) of the Affordable Care Act, Expansion of
the Recovery Audit Contractor (RAC) Program amends
section 1902(a) (42) of the Social Security Act and requires
States to establish a RAC program to enable the auditing of
claims for services furnished by Medicaid providers.
Pursuant to the statute, these Medicaid RACs must: (1)
identify overpayments; (2) recoup overpayments; and (3)
identify underpayments. The Centers for Medicare &
Medicaid Services (CMS) published the final rule
implementing this provision, with an effective date of
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RECOVERY AUDIT January 1, 2012. States are required to contract with

, Medicaid RACs “in the same manner as the Secretary
CONTRACTOR (CONT D') enters into contracts” with the Medicare Recovery
Auditors. For example, the contingency fee paid to the
Medicaid RAC may not exceed that of the highest fee paid
to a Medicare Recovery Auditor.

Under this rule, State contracts with Medicaid Recovery
Audit Contractors must include the following requirements
(or the State must obtain an exemption from CMS for the
requirement):

o That each Medicaid RAC hires a minimum of 1.0
FTE Contractor Medical Director who is a Doctor
of Medicine or Doctor of Osteopathy licensed to
practice in that State.

Note: SCDHHS has an approved State Plan
Amendment to allow the RAC to have a part-time,
in-state medical director who is also a practicing
physician, in lieu of a 1.0 FTE medical director.

o That each Medicaid RAC also hires certified coders
(unless the State determines that certified coders are
not required for the effective review of Medicaid
claims)

o An education and outreach program for providers,
including notification of audit policies and
protocols

o Minimum customer service measures such as a toll-
free telephone number for providers and mandatory
acceptance of provider submissions of electronic
medical records on CD/DVD or via facsimile at the
providers’ request

« Notifying providers of overpayment findings within
60 calendar days

o A 3 year maximum claims look-back period and

o A State-established limit on the number and
frequency of medical records requested by a RAC.

Note: SCDHHS has an approved State Plan
Amendment to allow the RAC to review claims that
are older than three years. The RAC will only be
allowed to review claims older than three years
upon written permission of the agency.
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RECOVERY AUDIT HMS (Health Management Systems, Inc.) is the current
CONTRACTOR (CONT'D.) Recovery Audl_t Contractor for the SCDHHS Division of
Program Integrity.

BENEEICIARY The Beneficiary Explanation of Medical Benefits Program
allows Medicaid beneficiaries the opportunity to participate

EXPLANATION OF MEDICAL in the detection of fraud and abuse. Each month the

BENEFITS PROGRAM Division of Program Integrity randomly selects several
hundred beneficiaries for whom claims for services were
paid. These beneficiaries are provided with an Explanation
of Medical Benefits that lists all non-confidential services
that were billed as having been delivered to them and
which were paid during the previous 45-day period.
Beneficiaries are requested to verify that they received the
services listed. The Division of Program Integrity
investigates any provider when the beneficiary denies
having received the services.

BENEFICIARY OVERSIGHT The Division of Program Integrity performs preliminary
investigations on allegations of beneficiary fraud and

abuse. This includes, but is not limited to, beneficiaries
who are alleged to have:

o Submitted a false application for Medicaid

o Provided false or misleading information about
family group, income, assets, and/or resources
and/or any other information used to determine
eligibility for Medicaid benefits

e Shared or lent their Medicaid card to other
individuals

o Sold or bought a Medicaid card

o Diverted for re-sale prescription drugs, medical
supplies, or other benefits

o Obtained Medicaid benefits that they were not
entitled to through other fraudulent means

o Other fraudulent or abusive use of Medicaid
services

Program Integrity reviews the initial application and other
information used to determine Medicaid eligibility, and
makes a fraud referral to the State Attorney General’s
Office or other law enforcement agencies for investigation
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BENEEICIARY OVERSIGHT as appropriate. Beneficiary cases will also be reviewed for
(CONT’D) periods of ineligibly not due to fraud but which still may
' result in the unnecessary payment of benefits. In these
cases the beneficiary may be required to repay the
Medicaid services received during a period of ineligibility.

Complaints pertaining to beneficiaries’ misuse of Medicaid
services can be reported using the Fraud and Abuse Hotline
(1-888-364-3224) or fraud email at fraudres@scdhhs.gov.

MEDICAID BENEFICIARY The Division of Program Integrity manages a Beneficiary
) Lock-In Program that screens all Medicaid members
Lock-IN PROGRAM against clinically-vetted criteria designed to identify drug-
seeking behavior and inappropriate use of prescription
drugs. The Beneficiary Lock-In Program addresses issues
such as coordination of care, patient safety, quality of care,
improper or excessive utilization of benefits, and potential
fraud and abuse associated with the use of multiple
pharmacies and prescribers. The policy implements SC
Code of Regulations R 126-425. The Division of Program
Integrity reviews beneficiary claims data in order to
identify patterns of inappropriate, excessive, or duplicative
use of pharmacy services. If beneficiaries meet the lock-in
criteria established by SCDHHS, they will be placed in the
Medicaid Lock-In Program to monitor their drug utilization
and to require them to utilize one designated pharmacy.
Beneficiaries who are enrolled in the Lock-In Program
with an effective date of October 1, 2014 and forward will
remain in the program for two years. The beneficiary has
the opportunity to select a pharmacy and has the right to
appeal. The program also has provisions that allow the
beneficiary to obtain emergency medication and/or go to
another pharmacy should the first pharmacy provider be
unable to provide the needed services.

DIVISION OF AUDITS Medicaid providers, who contract with SCDHHS for
services, including state agencies, may be audited by the
SCDHHS Division of Audits. The SCDHHS Division of
Audits was formed to assist the agency in the management,
assessment, and improvement of agency programs,
services, and operations. The Division of Audits
accomplishes these goals by reviewing and evaluating
programs administered by SCDHHS to determine the
extent to which fiscal, administrative, and programmatic
objectives are met in a cost-effective manner.
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DIVISION OF AUDITS In performing its audits, the Division of Audits follows
(CONT’D) generally accepted auditing standards (GAGAS). The

' Division of Audits performs different types of audits of
Medicaid providers and programs, including:

e Performance audits that provide an independent
assessment of the program outcomes and the
management of resources. These audits address the
effectiveness, efficiency, and adequacy of program
results.

o Audits of contracts with health care providers and
other state agencies to ensure compliance with
contract terms and conditions for Medicaid service
delivery and administration

e Audits to confirm the accuracy and allowability of
costs and other financial information reported to
SCDHHS.

PAYMENT ERROR RATE The South Carolina Medicaid program, along with the
Medicaid programs in other states, is required to comply

MEASUREMENT with the CMS Payment Error Rate Measurement (PERM)
program, which was implemented in federal fiscal year
2007. Each state will be reviewed every three years. PERM
requires states to submit a statistically valid sample of paid
Medicaid claims to a federal contractor, which will review
for compliance with payment rates and state Medicaid
policies, and will determine whether medical necessity for
the service is adequately documented in the medical
record. Providers who are chosen for the sample will be
required to submit all applicable medical records for
review; however, for most providers only one claim will be
chosen for the sample. Providers who fail to send in the
requested documentation will face recoupment of the
Medicaid payment for the claim in question. In addition if
the CMS PERM contractor determines that a Medicaid
claim was paid in error, SCDHHS will be required to
recoup the payment for that claim. PERM will combine the
errors found in each state in order to establish a national
Medicaid error rate.
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FRAUD The South Carolina Medicaid program operates under the
anti-fraud provisions of 42 US Code §1320a-7b. This federal
law relates to both fraud and abuse of the program and
identifies illegal acts, penalties for violations, and the
individuals and/or entities liable under this section.

The Division of Program Integrity carries out SCDHHS
responsibilities concerning suspected Medicaid fraud as
required by 42 CFR Part 455, Subpart A. Program Integrity
will conduct a preliminary investigation and cooperate with
the state and federal authorities in the referral, investigation,
and prosecution of suspected fraud in the Medicaid program.
Suspicion of fraud can arise from any means, including but
not limited to fraud hotline tips, provider audits and program
integrity reviews, RAC audits, data mining, and other
surveillance activities. SCDHHS refers suspected cases of
Medicaid fraud by health care providers to the Medicaid
Fraud Control Unit (MFCU) of the State Attorney General’s
Office for investigation and possible prosecution. SCDHHS
also makes referrals to the Bureau of Drug Control for
suspected misuse or overprescribing of prescription drugs,
especially controlled substances. If a provider suspected of
fraud or abuse is also enrolled in a Medicaid Managed Care
Organization (MCQ), Program Integrity will coordinate the
investigation with the MCO(s) involved. Suspected Medicaid
fraud on the part of a beneficiary is referred to a Medicaid
Recipient Fraud Unit in the State Attorney General’s Office
for investigation.

PAYMENT SUSPENSION Medicaid payments to a provider may be withheld upon
credible allegation of fraud, in accordance with the
requirements in 42 CFR 8455.23.
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Suspension of Provider SCDHHS will suspend payments in cases of a credible
Payments for Credible allegation of fraud. A “credible allegation of fraud” is an
Allegation of Fraud allegation that has been verified by SCDHHS and that comes

from any source, including but not limited to the following:
o Fraud hotline complaints
o Claims data mining

« Patterns identified through provider audits, civil false
claims cases, and law enforcement investigations

SCDHHS has flexibility in determining what constitutes a
“credible allegation of fraud.” Allegations are considered to
be credible when they have indications of reliability based
upon SCDHHS’ review of the allegations, facts, and
evidence on a case-by-case basis.

Notice of Suspension SCDHHS will suspend all Medicaid payments to a provider
after the agency determines there is a credible allegation of
fraud for which an investigation is pending under the
Medicaid program against an individual or entity. Payments
may be suspended without first notifying the provider of the
intention to suspend payments. SCDHHS will send notice of
its suspension of program payments within the following
timeframes:

« Within five business days of suspending the payment,
unless requested in writing by a law enforcement
agency to temporarily withhold such notice

o Within 30 calendar days of suspending the payment,
if requested by law enforcement in writing to delay
sending such notice

The Notice of Payment Suspension will include all
information required to be provided in accordance with 42
CFR 8§455.23.

All suspension of payment actions will be temporary and
will not continue after either of the following:

e SCDHHS or the prosecuting authorities determine
that there is insufficient evidence of fraud by the
provider

o Legal proceedings related to the provider’s alleged
fraud are completed
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Referrals to the Medicaid Whenever an investigation leads to the initiation of a

Fraud Control Unit payment suspension in whole or part, SCDHHS will make a
fraud referral to the South Carolina Medicaid Fraud Control
Unit.

Good Cause not to SCDHHS may find that good cause exists not to suspend

Suspend Payments or to payments, or not to continue a payment suspension

Suspend Only in Part previously imposed on an individual or entity regarding a
credible allegation of fraud, if any of the following are
applicable:

o« Law enforcement officials have specifically
requested that a payment suspension not be imposed
because such a payment suspension may compromise
or jeopardize an investigation;

o Other available remedies implemented by SCDHHS
will more effectively or quickly protect Medicaid
funds;

o SCDHHS determines, based upon the submission of
written evidence by the individual or entity that is the
subject of the payment suspension, that the
suspension should be removed,

o SCDHHS determines that beneficiary access to items
or services would be jeopardized by a payment
suspension for either of the following reasons:

o An individual or entity is the sole community
physician or the sole source of essential
specialized services in a community;

o The individual or entity serves a large number of
beneficiary’s within a medically underserved
area, as designated by the Health Resources and
Services Administration of the U.S. Department
of Health and Human Services.

o Law enforcement declines to certify that a matter
continues to be under investigation;

o SCDHHS determines that payment suspension is not
in the best interests of the Medicaid program.

SCDHHS may also find that good cause exists to suspend
payments in part, or to convert a payment suspension
previously imposed in whole to one only in part, on any
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Good Cause not to individual or entity regarding a credible allegation of fraud,
Suspend Payments or to if any of the following are applicable:

Suspend Only in Part « SCDHHS determines that beneficiary access to items
(Cont'd.) or services would be jeopardized by a payment

suspension for either of the following reasons:

o An individual or entity is the sole community
physician or the sole source of essential
specialized services in a community;

o The individual or entity serves beneficiaries
within a medically underserved area, as
designated by the Health Resources and Services
Administration of the U.S. Department of Health
and Human Services.

o SCDHHS determines, based upon the submission of
written evidence by the individual or entity that is the
subject of a whole payment suspension, that such
suspension should be imposed only in part.

o SCDHHS determines the following:

o The credible allegation focuses solely and
definitively on only a specific type of claim or
arises from only a specific business unit of a
provider; and

o A payment suspension in part would effectively
ensure that potentially fraudulent claims were not
continuing to be paid. If this determination is
made by SCDHHS, it will be documented in
writing.

o Law enforcement declines to certify that a matter
continues to be under investigation.

o SCDHHS determines that payment suspension is not
in the best interest of the Medicaid program.

Even if SCDHHS exercises the good cause exceptions set
forth above, this does not relieve the agency of its obligation
to refer a credible allegation of fraud to the Medicaid Fraud
Control Unit.
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PROVIDER EXCLUSIONS Federal regulations that give States the authority to exclude
providers for fraud and abuse in the Medicaid program are
found at 42 CFR Part 1002, Subparts A and B. Exclusion
means that a health care provider, either an individual
practitioner or facility, organization, institution, business, or
other type of entity, cannot receive Medicaid payment for
any health care services rendered. Exclusions from
Medicaid, as well as the State Children’s Health Insurance
Program (SCHIP), may be the result of:

o Conviction of a criminal offense related to delivery
of services in a health care program

¢ Conviction of health care fraud under either Federal
or State laws

o Conviction of the patient neglect or abuse in
connection with delivery of health care

o Excessive claims or furnishing of unnecessary or
substandard items and services

o Failure to comply with financial responsibilities and
obligations

« Adverse action by a licensing board

Exclusions can be initiated by either federal authorities such
as the U.S. Department of Health and Human Services,
Office of Inspector General (HHS-OIG) or by the State
Medicaid agency. An excluded individual may be a licensed
medical professional, such as a physician, dentist, or nurse,
but exclusion is not limited to these types of individuals. The
ban on Medicaid funding can extend to any individual or
entity providing services that are related to and reimbursed,
directly or indirectly, by a Medicaid program.

In addition, the HHS-OIG and/or SCDHHS may exclude an
entity, including managed care organizations, if someone
who is an owner, an officer, an agent, a director, a partner, or
a managing employee of the entity has been excluded.

Any medical provider, organization, or entity that accepts
Medicaid funding, or that is involved in administering the
Medicaid program, should screen all employees and
contractors to determine whether any of them have been
excluded. Any individual or entity which employs or
contracts with an excluded provider cannot claim Medicaid
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PROVIDER EXCLUSIONS reimbursement for any items or services furnished,
(CONT’D ) authorized, or prescribed by the excluded provider.

Federal regulations further require that any party who is
excluded from participation in Medicare under 42 CFR Part
1001 must also be excluded from the Medicaid program.
Medicaid payment is not available for services furnished
directly by, or under the supervision of, an excluded party.

The HHS-OIG maintains the LEIE (List of Excluded
Individuals and Entities), a database accessible to the general
public that provides information about parties excluded from
participation in Medicare, Medicaid, and all other Federal
health care programs. Visit the HHS-OIG Web site at
http://www.oig.hhs.gov/fraud/exclusions.asp to search and/or
download the LEIE.

SCDHHS also maintains its own list of excluded, South
Carolina-only Medicaid providers (or those with a South
Carolina connection) on our Web site. Visit the Provider
Information page at http://provider.scdhhs.gov for the most
current list of individuals or entities excluded from South
Carolina Medicaid.

PROVIDER TERMINATIONS “Termination” means that the SCDHHS has taken an action
to revoke a provider’s Medicaid billing privileges, the
provider has exhausted all applicable appeal rights or the
timeline for appeal has expired, and there is no expectation
on the part of the provider or SCDHHS that the revocation is
temporary. Under Federal regulations established by the
Affordable Care Act, SCDHHS has established the reasons
under which a provider can be terminated from the Medicaid
program “for cause”; see SCDHHS PE Policy-03,
Terminations.

ADMINISTRATIVE State regulations concerning administrative sanctions in the

SANCTIONS Medicaid program are found in South Carolina Regulations
at Chapter 126, Article 4, Subarticle 1. SCDHHS may
impose one or more of the following sanctions against a
provider who has been determined to have abused the
program:

o Educational intervention
o Post payment review
o Prepayment review
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ADMINISTRATIVE o Peerreview

SANCTIONS (CONT'D.) « Financial sanctions, including recoupment of
overpayment or inappropriate payment

o Termination or exclusion
o Referral to licensing/certifying boards or agencies

OTHER FINANCIAL The State Attorney General’s Office may also impose

PENALTIES financial pepalties and dgmages against a prt_)vider who _has
been determined to be guilty of fraud or convicted of a crime
related to participation in the Medicaid or Medicare
programs.

The HHS-OIG may also impose civil money penalties and
assessments under the provisions of 42 CFR Part 1003.

FAIR HEARINGS Proposed South Carolina initiated exclusion or termination
from the Medicaid program, as well as recoupment of an
overpayment identified by Program Integrity, may be
appealed within 30 days of imposition of the sanction. (See
“Appeals Procedures” elsewhere in this section.)

Any party who has been excluded or terminated from the
Medicaid program as a result of a similar action by Medicare
may exercise appeal rights as set forth in the written notice
from the HHS-OIG. Appeals to the HHS-OIG shall be
processed in accordance with 42 CFR 1001.2007. A party so
excluded shall have no right to separate appeal before
SCDHHS.

REINSTATEMENT Re-enrollment in Medicaid by formerly excluded providers
is not automatic. The CFR [42 CFR 1002.215(a)] gives states
the right to review requests for reinstatement and to grant or
deny the requests.

Before a request for re-enrollment in Medicaid will be
considered, the provider must have an active, valid license to
practice and must not be excluded from Medicaid or
Medicare by the HHS-OIG.

It is the provider’s responsibility to satisfy these
requirements. If the individual was excluded by the HHS-
OIG, then the individual must first apply to HHS-OIG for
reinstatement and follow any federal requirements.
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REINSTATEMENT (CONT'D.) SCDHHS may deny reinstatement to the Medicaid program
based on, but not limited to, any one or a combination of the
following:

1. The likelihood that the events that led to exclusion
will re-occur.

2. If, since the date of the original exclusion, the
provider has been convicted of fraud related to the
delivery of services in a healthcare program, or has
been convicted or had his license suspended or
revoked due to failure to follow standards of care
and/or patient harm or abuse.

3. If new information is provided that such conduct (as
described above) occurred prior to the date of the
exclusion but was not known to SCDHHS at the
time.

4. If the provider has been excluded or had billing
privileges terminated from Medicaid and/or Medicare
by any state or by the HHS-OIG.

5. Any terms or conditions associated with
reinstatement by the appropriate licensing board or
regulatory agency, or by the HHS-OIG.

6. Whether all fines, overpayments, or any other debts
owed to the Medicaid program have been paid or
arrangements have been made to fulfill these
obligations.

All requests for re-enrollment in Medicaid will be considered
by SCDHHS on an individual basis and on their own merit.

Any appeal of a denial of reinstatement will be in accordance
with SCDHHS appeals policies and procedures as provided
by South Carolina Code of Laws R. 126-150.

A terminated provider will also be required to reapply and be
reenrolled with the Medicaid program if they wish billing
privileges to be reinstated.
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SCDHHS maintains procedures ensuring that all Medicaid
providers will be granted an opportunity for a fair hearing.
These procedures may be found in South Carolina
Regulations at Chapter 126, Article 1, Subarticle 3. An
appeal hearing may be requested by a provider when a
request for payment for services is denied or when the
amount of such payment is in controversy.

The South Carolina Medicaid appeals process is not a
reconsideration or claims review process. It is a formal
process that should be considered as an avenue of last
resort to be used in attempting to resolve or settle a
dispute(s). Providers should contact the PSC or submit an
online inquiry for assistance to resolve or settle a dispute(s)
before requesting an administrative hearing.

In accordance with regulations of SCDHHS, a provider
wishing to file an appeal must request a hearing in writing
and submit a copy of the notice of adverse action or the
remittance advice reflecting the denial in question. Appeals
may be filed:

Online: www.scdhhs.gov/appeals
By Fax: (803) 255-8206
By Mail to:

Division of Appeals and Hearings
Department of Health and Human Services
PO Box 8206

Columbia, SC 29202-8206

The request for an appeal hearing must be made within 30
days of the date of receipt of the notice of adverse action or
30 days from receipt of the remittance advice reflecting the
denial, whichever is later. Hearings will be held in
Columbia unless otherwise arranged. The appellant or
appellant’s representative must be present at the appeal
hearing.
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DME OVERVIEW The Department of Durable Medical Equipment (DME) at
the South Carolina Department of Health and Human
Services (SCDHHS) oversees the provision of medical
supplies and equipment to eligible Medicaid beneficiaries.
If you have questions about policies and procedures, please
contact the SCDHHS Provider Service Center (PSC) at 1-
888-289-0709 or submit an online inquiry at
http://www.scdhhs.gov/contact-us.

As defined by SCDHHS, Durable Medical Equipment is
equipment that provides therapeutic benefits or enables
beneficiaries to perform certain tasks that they are unable
to undertake otherwise due to certain medical conditions
and/or illness. This equipment can withstand repeated
use, is primarily and customarily used for medical
purposes, and is appropriate and suitable for use in the
home. Durable Medical Equipment includes equipment
such as wheelchairs, hospital beds, traction equipment,
canes, crutches, walkers, ventilators, oxygen, prosthetic
and orthotic devices, and other medically needed items.

Providers should be aware of policy regulating medical
necessity for durable medical equipment. The SCDHHS
policy below describes DME-covered supplies and
equipment.

Medicaid will pay for a service or item when the service or
item is covered under the South Carolina State Plan, is
medically necessary, and is appropriate for use in an
eligible beneficiary’s home (Please refer to the fee
schedule  on the SCDHHS Web site at
http://www.scdhhs.gov for covered services and items).

“Medically necessary” means that the service is directed
toward the maintenance, improvement, or protection of
health or toward the diagnosis and treatment of illness or
disability. Convenience and prevention items are not
covered. A provider’s medical records for each beneficiary
must substantiate the need for services and must include all
findings and information necessary to support medical
necessity.
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DME PROVIDER A provider must be in compliance with all applicable

ENROLLMENT federal and state licensure and regulatory requirements.
Providers must submit all information requested by
enrollment including, but not limited to, the type of
services provided including a list of equipment/supplies by
purchase procedure code. Define the location(s) to be
serviced.

In-State Providers Providers who render services at a physical facility on an
appropriate site in South Carolina or within 25 miles of the
South Carolina border may enroll as a straight Medicaid
provider. An in-state provider can render services for
patients who are eligible under fee-for-service (FFS)
Medicaid (with or without private pay insurance) and/or
are dually eligible (Medicare and Medicaid).

Out-of-State Providers Providers who render services at a physical facility on an
appropriate site outside of the 25-mile radius of the South
Carolina border may enroll in the SC Medicaid program as
one of the following provider types:

e Crossover only — For patients with Medicare and
Medicaid

o Emergency services only — Equipment provided
for Medicaid-eligible patients outside of their
normal service area. Prior approval is required.
Requests are reviewed on a case-by-case basis.

e Sole source provider — Provide specialized
equipment and/or supplies to patients that cannot
otherwise be obtained using an in-state provider.
Prior approval is required. Requests are reviewed
on a case-by-case basis.

The physical facility must contain adequate space for
storing business records including the supplier’s delivery,
maintenance, and beneficiary communication records. For
purposes of this policy, a post office box or a commercial
mailbox is not considered a physical facility. In the case of
a multi-site supplier, records may be maintained at a
centralized location.

Please see the Prior Authorization (PA) section for
additional information on obtaining prior approval.
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Operating Procedures A provider must fill orders from its own inventory, or must
contract with other companies for the purchase of items
necessary to fill the order. A provider may not contract
with any entity that is currently excluded from the
Medicare program, any state health care programs, or from
any other federal procurement or non-procurement
programs.

A provider must notify beneficiaries of warranty coverage
and honor all warranties under applicable state law, and
repair or replace free of charge Medicaid-covered items
that are under warranty.

A provider must agree not to initiate telephone contact
with beneficiaries in order to solicit new business.

A provider is responsible for delivery and must instruct
beneficiaries on use of Medicaid-covered items, and
maintain proof of delivery.

A provider must answer questions and respond to
complaints of beneficiaries, and maintain documentation of
such contacts.

A provider must maintain and replace at no charge, or
repair directly, or through a service contract with another
company, Medicaid-covered items it has rented to
beneficiaries. If complaints are filed with SCDHHS, the
agency may perform an investigation and/or review of the
provider. If the results of this investigation and/or review
are unfavorable, SCDHHS will assign the appropriate
agency to perform an additional investigation and/or
review to establish continuing competency of the provider.

A provider must accept returns of substandard (less than
full quality for the particular item) or unsuitable items
(inappropriate for the beneficiary at the time it was fitted
and rented or sold) from beneficiaries.

A provider must disclose these provider standards to each
beneficiary to whom it supplies a Medicaid-covered item.

A provider must disclose to the government any person
having ownership, financial, or control interest in the
provider.

A provider must not convey or reassign a provider number:
i.e., the provider may not sell or allow another entity to use
its Medicaid billing number.
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Operating Procedures A provider must have a complaint resolution protocol

(Cont’d.) established to address beneficiary complaints that relate to
these standards. A record of these complaints must be
maintained at the physical facility. Complaint records must
include: the name, address, telephone number and health
insurance claim number of the beneficiary, a summary of
the complaint, and any actions taken to resolve it.

Providers must bill their usual and customary charges and
not the Medicaid reimbursement rate. Providers may not
charge Medicaid any more for services to a beneficiary
than they would customarily charge the general public.

Providers must accept the Medicaid payment as payment in
full for covered services to patients accepted as Medicaid
beneficiaries. (See Section 1, “Medicaid as Payment in
Full” for additional information.)

Providers must make home visits as necessary on
equipment that cannot be brought into the business or
regular follow-up on equipment for maintenance when the
equipment is under warranty or being rented.

Providers must bill the code that most accurately describes
the item or services actually provided.

Providers cannot deny services to any eligible Medicaid
member because of the member’s inability to pay the
copayment amount imposed. (See “Schedule of
Copayments” in Appendix 3.)

Providers must not bill for DME items prior to the date of
delivery to a member. Keep delivery records including date
and signature of delivery person and member or caregiver.
(Please refer to “Proof of Delivery” in this section for
additional information.)

Providers accept responsibility for providing the
appropriate equipment/supplies, set-up, or necessary
assembly of the equipment in the home and any teaching
necessary for correct use of the equipment and/or the
supplies according to the manufacturer’s directions and
SCDHHS’s policies and procedures. Providers accept
responsibility for any follow-up teaching or monitoring,
maintenance, or repair.

For all DME products that are supplied as an ongoing
order, the provider must maintain documentation in the
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Operating Procedures beneficiary’s medical record showing they are not

(Cont’d.) automatically shipping supply orders without confirming
the number of units needed with the beneficiary or the
beneficiary’s caregiver.

Provider Agreements — Most providers sign formal
participation agreements with SCDHHS. These agreements
contain general requirements for all providers as well as
specific requirements for each service type. Each claim
constitutes an agreement for services provided under the
claim.

All providers are responsible for ensuring that information
on file with the Medicaid program for their practice or
facility remains up-to-date. Refer to “Reporting Changes in
Provider Status” in this section.

Enrollment Procedure The enrollment process takes approximately two to four
weeks. However, the process can take longer if supporting
documentation from other entities is required. Enrollment
periods vary according to provider types. Some enrollment
periods are end-dated and require the provider to initiate
the re-enrollment process at a specified time by contacting
SCDHHS Provider Enrollment.

A provider must provide complete and accurate
information on the DME provider application. Any
changes to this information must be reported to SCDHHS
Provider Enrollment. A provider has 30 days to report a
change. After 60 days the provider’s number will be
terminated.

An authorized individual (one whose signature is binding)
must sign the application for billing privileges.

Providers are assigned a provider number and are notified
of their provider status by mail once the enrollment process
has been completed. Providers are referred to SCDHHS’s
Web site at http://www.scdhhs.gov/ Medicaid service
information.

Tax Information To ensure that 1099 MISC forms are issued to providers
correctly, proper tax information must be on file for all
providers. This will also ensure that the correct tax
information is provided to the IRS. The procedure for
submitting corrected tax information to the Medicaid
program is as follows:
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Tax Information (Cont’d.) All providers must submit completed and signed W-9
forms along with a completed and signed Medicaid
Provider Change Form to Medicaid at the address listed
below:

Medicaid Provider Enrollment
Post Office Box 8809
Columbia, SC 29202-8809

Providers must also report changes of ownership and group
practice changes.

Other Rules That Affect
Participation

Civil Rights Act Providers must comply with the Title VI of the Civil
Rights Act of 1964, which states, “No person in the United
States shall, on the grounds of race, color or national
origin, be excluded from participation under any program
or activity receiving federal financial assistance.”

Rehabilitation and Providers must comply with the following requirements in
Disabilities Act addition to the laws specifically pertaining to Medicaid:

o Section 504 of the Rehabilitation Acts of 1973, as
amended, which states “No otherwise qualified
handicapped individual in the United States shall
solely by reason of his handicap, be excluded from
the participation in, be denied the benefit of, or be
subject to discrimination under any program or
activity receiving federal financial assistance.”

e The Age Discrimination Act of 1975, as amended,
which states, “No person in the United States shall,
on the basis of age, be excluded from participation
in, be denied the benefits of, or be subjected to
discrimination under, any program or activity
receiving federal financial assistance.”

e The Americans with Disabilities Act of 1990,
which prohibits exclusion from participation in or
denial of services because the agency’s facilities
are not accessible to individuals with a disability.
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Disclosure of Medicaid The provider must comply with the requirements of the
Information Social Security Act and federal regulations concerning:

1. Disclosure by providers (other than an individual
practitioner or group of practitioners) of ownership
and control information; and

2. Disclosure of information on a provider’s owners
and other persons convicted of criminal offenses
against Medicare, Medicaid or the Title XIX
services program. (Basic Medicaid Billing Guide,
August 2005)

Rules on Self-Referral

Physician Self-Referral The rules on physician referrals are at 1877 of the Social
Security Act (42 USC 1395nn) and in Part 411 of Title 42
of the Code of Federal Regulations. The rules are quite
complex, with numerous exceptions.

Other Acts Involving Federal The criminal penalties for certain fraudulent acts

Health Care Programs (including the anti-kickback provisions) involving federal
health care programs (including Medicaid) are at §1128B
of the Social Security Acts (42 USC §13220a-7b).

Rules of Advance Section 4751 of the OBRA 1990, otherwise known as the

Directives Patient Self-Determination Act, requires certain Medicaid
providers to provide written information to all patients 18
years of age and older about their rights under state law to
make decisions concerning their medical care, to accept or
refuse medical or surgical treatment, and to execute an
advance directive (e.g., living will or health care power of
attorney). Effective January 1, 1998, a new law entitled
“An Act to Establish Advance Instruction for Mental
Health Treatment” (NCGS 8§122C-71-8122C-77) became
effective. The law provides a method for an individual to
exercise the right to consent to or refuse mental health
treatment if the individual later becomes “incapable” (i.e.,
lacks the capacity or ability to make and communicate
mental health treatment decisions). The advance
instruction becomes effective when delivered to the
individual’s physician or mental health treatment provider,
who then makes it part of the individual medical record.
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Reporting Changes in
Provider Status

What Changes Must Be All providers are required to report all changes in status to

Reported Medicaid. This includes changes of ownership (within 30
days), name, address, tax identification number, licensure
status, and the addition or deletion of group members.

Failure to report changes in provider status results in
incorrect information in the provider’s file. This may
prevent or delay payments to the provider, or providers
may be liable for taxes on income not received by their
business.

How to Report a Change Medicaid Provider Enrollment can be reached via the
SCDHHS Provider Service Center at 1-888-289-07009.

Voluntary Termination All providers must notify Provider Enrollment in writing at
the address listed below of their decision to terminate their
participation in the SC Medicaid program. Notification
must be on the provider’s letterhead and signed by the
provider, office manager, or administrator.

Medicaid Provider Enrollment
Post Office Box 8809
Columbia, SC 29202-8809

Termination of Inactive Medicaid provider numbers that do not reflect any billing

Providers activity within the previous 12 months will be terminated.
Providers are notified by mail of SCDHHS’s intent to
terminate their inactive number and will have two weeks to
respond if they wish to request that their number not be
terminated. These notices are sent to the current mailing
address listed in the provider’s file. Once terminated,
providers are subject to the full re-enrollment process and
can experience a period of ineligibility as a Medicaid
provider.

Payment Suspension If RAs and checks cannot be delivered due to an incorrect
billing address in the provider’s file, all claims for the
provider number are suspended and the subsequent RAs
and/or checks are no longer printed. Automatic deposits
are also discontinued. Once a suspension has been placed
on the provider number, the provider has 60 days to submit
an address change. After 60 days, if the address has not
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Payment Suspension been corrected, claims in suspension deny and the provider
(Cont'd.) number is terminated.

Licensure Revocation or Any provider whose license(s)/certification is revoked or
Suspension suspended is not eligible for participation in the SC

Medicaid program. In the event that a provider who is
licensed should have their license/certification revoked or
suspended, the provider should notify Provider Enrollment.

Reactivation in the Medicaid program may occur when the
license/certification is reinstated by the licensing authority.
The provider must re-enroll and provide a copy of the
reactivated license/certification. Reactivation is effective
no earlier than the date on the reinstated license.

Sanctions Providers who receive sanction(s) from CMS are ineligible
for Medicaid participation and are responsible for
refunding any Medicaid payments made to them while
under a CMS sanction(s). CMS will notify SCDHHS of
providers who are sanctioned. Individual providers who are
sanctioned should notify SCDHHS immediately.

MEDICAID CERTIFICATE OF A treating/ordering physician, nurse practitioner with
MEDICAL NECESSITY prescribing authority, or physician assistant with

prescribing authority has the authority to order the items

(MCMN) needed in connection with his or her patient’s plan of
treatment and to determine the length of time the
equipment or supplies will be needed.

The physician assistant should perform the services he or
she is legally authorized to perform in the state in which he
or she practices in accordance with state law (or the state
regulatory mechanism provided by state law), and meet all
training, education, and experience requirements.

In order for a provider to be reimbursed for equipment or
supplies, a physician, nurse practitioner, or physician
assistant must medically justify the need for the requested
medical equipment and/or supplies on a Medicaid
Certificate of Medical Necessity (MCMN).

There are six versions of the MCMN:
e Equipment/Supplies (DME 001)

e Power/Manual Wheelchairs and/or Accessories
(DME 003)
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MEDICAID CERTIFICATE OF o Orthotics/Prosthetics/Diabetic Shoes (DME 004)
MEDICAL NECESSITY « Enteral Nutrition (DME 005)
(MCMN) (ConT'D.) « Parenteral Nutrition (DME 006)

« Oxygen (DME 007)

Please refer to the Forms section of this manual for a
copy of these forms. Each MCMN has instructions
attached.

Medicaid prohibits DME providers from preparing the
entire  Medicaid Certificate of Medical Necessity
(MCMN). DME providers are specifically prohibited from
completing Section B of the MCMN.

Note: The fact that a provider has prescribed,
recommended, or approved medical or allied care,
goods, or a service does not, in itself, make such care,
goods or services medically necessary or a covered
service.

All applicable fields on the MCMN must be completed and
legible. MCMNs that are illegible will be returned to the
provider. All corrections to the MCMN must be initialed
and dated by the individual responsible for the corrections.
Changes to Section A can be made only by the DME
provider. Changes to Section B can be made only by the
treating or ordering physician.

Any change in the beneficiary’s condition, products, or
guantities requires a new MCMN.

For equipment/supplies that require a prior authorization
(PA), only the date of service field on the MCMN may be
completed after the approval is obtained. However, it must
be filled in once equipment and supplies are delivered.

All supplies and medical equipment must be specifically
identified by a HCPCS procedure code on the MCMN. The
provider should refer to Section 4 of the manual for a list of
procedure codes requiring a MCMN or KEPRO review.

An MCMN can be valid up to a maximum of 12 months
from the date the patient was seen for the
equipment/supplies prescribed.
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MEDICAID CERTIFICATE OF DME providers are encouraged to resolve any questions or
MEDICAL NECESSITY concerns they have about DME coverage before dispensing
i the item. If any item ordered appears inappropriate or a
(MCMN) (ConT'D.) potential source of problems, a provider should contact the
treating/ordering physician, nurse practitioner, or physician

assistant before dispensing for clarification.

All medical documentation supporting the provision of
items must be kept on file by the provider. These records
are subject to review during on-site visits by SCDHHS.
Failure to maintain MCMNSs and other appropriate records
may subject the provider to recoupment of funds.

Capped Rental Equipment The items listed below are considered to be capped rental
equipment. These items cannot initially be purchased. A
capped rental item is only considered purchased when it
has been rented for a maximum of ten months. Capped
rental items will have the “LL” modifier in the fee schedule
but will not have “NU” or “UE” options with the units/time
span being “10 in 5 years.”

E0250 Manual hospital bed with mattress side rails

E0470 Respiratory assist device, bi-level pressure
capability without backup rate feature

E0471 Respiratory assist device, noninvasive interface
E0472 Respiratory assist device, invasive interface
E0601 Continuous airway pressure (CPAP) device
EO0784 Insulin pump

EQ0791 Parenteral infusion pump

E0940 Trapeze free stand complete with grab bar
E2000 Gastric suction pump

K0001 Standard manual wheelchair

K0195 Elevating leg rest, pair

The payment categories for codes E0471 and E0472 were
revised to move Respiratory Assist Devices from the DME
category for frequently serviced items to the DME payment
category for capped rental items, effective on August 1,
2006.

The fee schedule can be found on the SCDHHS Web site at
www.scdhhs.gov.
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Limited Rentals The following equipment has a limited rental period. Each
item will only be rented for four months and must be
requested by a Prior Authorization form and accompanied
by a Certificate of Medical Necessity. Any pertinent
medical records or justification must also accompany this
request. Requests for additional months must be
resubmitted with a new Prior Authorization, recertified
CMN, and progress notes, and will be reviewed on a case-
by-case basis. None of these items can be rented over 10
months.

E0372 Powered air overlay mattress

EQ0277 Power pressure-reducing air mattress
E0193 Powered air floatation bed

E0194 Air fluidized bed

E2402 Negative pressure wound therapy electrical
pump (Please refer to “Negative Pressure
Wound VAC” in this section.)

EQ747 Osteogenesis stimulator

These items cannot be approved for the purpose of
prevention.

For detailed instructions on completing the MCMN, please
refer to Section 3 of this manual.

MEDICAID PRIOR Keystone Peer Review Organization (KEPRO) is the

Quality Improvement Organization (QIO) for South
APPROVAL (PA) FROM Carolina Medicaid. Effective June 1, 2012, all prior
KEPRO authorization (PA) requests for DME codes must be

submitted to KEPRO. KEPRO will use nationally
developed clinical rules and best practices for medical
necessity determinations such as McKesson’s InterQual for
Durable Medical Equipment. Providers for these services
will continue to submit the Certificate of Medical
Necessity, physician’s orders, and all pertinent medical
documentation. DME services and equipment requiring
prior approval are identified in Section 4 of this manual.

DME will reimburse for medically necessary items only.
Items billed as convenience or prevention are not covered.
DME Providers are responsible for submitting and billing
the correct HCPCS procedure code(s).
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MEDICAID PRIOR Case Managers and Service Coordinators for Community
Long Term Care (CLTC) and the South Carolina

APPROVAL (PA? FROM Department of Disabilities and Special Needs (SCDDSN)

KEPRO (CONT'D.) home and community-based waiver programs will continue
to authorize services for their waiver participants.

Participants in the Community Supports waiver program
will no longer cover any medical supplies or equipment for
waiver participants. These individuals will have to access
equipment and medical supplies through the normal DME
process. Please note that some equipment and supplies
require prior authorization through the KEPRO QIO.
Please read all sections of the manual for all policies and
requirements.

For beneficiaries with private third party insurance, the
provider must follow DME’s guidelines for prior approval.

For dually eligible beneficiaries;, DME will follow
Medicare’s guidelines for procedure codes that are deemed
not medically justified. Providers are prohibited from
billing DME for reimbursement under this circumstance.

An approved authorization is not a guarantee that Medicaid
will reimburse the service. Both the provider and
beneficiary must be eligible on the date of service, the
service must not have exceeded any applicable service
limits, and a clean claim must be submitted within the time
limit for submitting claims. Denied requests are returned to
the provider with a letter of explanation. See Section 1 of
this manual for information on eligibility verification.

INSTRUCTIONS FOR Requests for prior authorizations for the above services can
OBTAINING PRIOR be submitted to KEPRO using one of the following
methods:

APPROVAL )
KEPRO Customer Service Phone: 855-326-5219

KEPRO Fax: 855-300-0082
For Provider Issues email: atrezzoissues@Kepro.com

Additionally, you can find additional information in
regards to prior authorizing this equipment by visiting the
KEPRO website at http://scdhhs.kepro.com

The QIO reviewer will screen the medical information
provided, using appropriate QIO or InterQual criteria for
non-physician review. If criteria are met, the DME item
will be approved and an authorization number assigned.
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INSTRUCTIONS FOR bNotificati%n of the appro:c/_al and authorri]zatiﬁn nu_mbe\vav_iII
e given by written confirmation to the physician. Write
gsgsg\l\llif Fgcl)?\ﬁ_,[) ) this number in block 23 of the CMS-1500 claim form.

If criteria are not met or a case is otherwise questioned, the
QIO reviewer will refer the procedure request to a
physician reviewer. If the physician reviewer cannot
approve the DME item based on the initial information
provided, he or she will make a reasonable effort to contact
the DME provider for additional supporting documentation
of the need for the procedure.

The physician reviewer will document any additional
information provided, as well as his or her decision
regarding the medical necessity and appropriateness of the
DME item.

Review personnel will assign an authorization number (if
the procedure is approved), and a written copy of the
authorization number will be sent to the DME provider.

If the physician reviewer cannot approve the procedure
based on the additional information, he or she will
document the reasons for the decision. QIO review
personnel will attempt to notify the DME provider’s office
of the denial.

KEPRO will accept medical review documentation via
facsimile, telephone, or via their website. Providers are
responsible for verifying beneficiary eligibility prior to the
PA request being submitted and again prior to performing a
service. Eligibility and managed care enrollment status
may change during the time a request is submitted and
approved and the actual date the DME item is ready for
delivery.

The DME provider may request a reconsideration of the
initial denial decision by submitting a written request
outlining the rationale for recommending the DME item.
Requests for reconsiderations must be submitted within 30
calendar days of receipt of the denial. The reconsideration
request must include a copy of the denial letter and any
documentation not previously submitted that supports the
medical necessity of the equipment requested. The request
should be in writing to KEPRO. If the original denial is
upheld, providers may exercise their right to an appeal as
outlined in Section 1 of this manual.
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PROOF OF DELIVERY:
DME DELIVERY METHODS

General Set-up and DMEPOS (Durable Medical Equipment, Prosthetics,

Delivery Requirements Orthotics and Supplies) providers are responsible for the
delivery and set-up of Medicaid covered items to
beneficiaries, and for educating/training the beneficiary in
the proper use of the item. Delivery of DME products
must either be provided directly by the DMEPOS provider
or via a shipping or delivery service. The utilization of a
shipping or delivery service (e.g. FedEx, UPS, USPS) is
limited. Please see the section of this policy below titled
Restrictions to product delivery via a shipping or delivery
service for additional detail on when direct delivery is
required. Providers shall not deliver an item requiring prior
approval before approval for the product has been received.
Providers who deliver DME products prior to receiving
approval do so at their own risk. All DME products
whether delivered directly by the provider or via a shipping
or delivery service must be done in a timely manner as
agreed upon by the beneficiary and/or their caregiver,
supplier, and prescribing physician.

Proof of Delivery Providers, their employees, or anyone else having a
financial interest in the delivery of the item are prohibited
from signing and accepting an item on behalf of a
beneficiary (i.e., acting as a designee on behalf of the
beneficiary). Designee is defined as a person who can
accept the delivery of the durable medical equipment on
behalf of the beneficiary. The relationship of the designee
to the beneficiary should be noted on the delivery
documentation obtained by the provider (i.e., spouse or
power of attorney, etc.). The signature of the designee
should be legible. If the signature of the designee is not
legible, the provider must note the name of the designee on
the delivery documentation.

Documentation Providers must retain all documentation of the provision of
Requirements the product as well as the proof of delivery, in the
beneficiary’s file for five years. All documentation
including the proof of delivery must be made available to
SCDHHS upon request. SCDHHS will recoup payment for
services found to have inadequate documentation including
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Documentation proof of delivery in a post-payment review. Additionally,

Requirements (Cont’d.) DMEPOS providers must comply with all applicable
Local, State and Federal laws and regulations pertaining to
licensure and any relevant health and safety guidelines.

Direct Delivery to the DMEPQOS providers may elect to deliver products directly
Beneficiary by the to the beneficiary or designee. In the case of lost, stolen,
DMEPOS provider damaged or incomplete delivery of medical equipment

and/or supplies, the provider is solely responsible for
replacing the medical equipment and/or supplies and
without cost to the beneficiary or SC Medicaid. If the
provider elects to directly deliver all DME products the
delivery documentation must have the following:

o Beneficiary’s name
o Delivery address

e Quantity delivered
o Date Delivered

o Detailed description of the item being delivered, to
include identifying the item as being new or used
(if equipment)

e Brand name
o Serial number, if applicable

o Signature of the beneficiary or designee and date of
signature

o Relationship of the designee to the beneficiary (if
applicable)

Note: The date on the delivery documentation must be the
date the item(s) was received by the beneficiary or
designee. In instances where the equipment and/or supplies
are delivered directly by the provider, the date the
beneficiary received the equipment and/or supply shall be
the date of service on the claim. Medicaid will allow an
exception to deliver an item to a hospital patient for the
purpose of fitting or training the patient on the item up to
two days prior to discharge. In these instances the provider
shall bill the date of discharge as the date or service on the
claim. No billing may be made for the item for those days
the patient was receiving training or fitting in the hospital.
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Delivery Via Shipping or If the provider elects to use a shipping service or mail order
Delivery Service to the process for products not requiring direct delivery, the
Beneficiary provider must maintain proof of delivery documentation

that must have the following:
o Beneficiary’s name
o Delivery address

o Delivery service’s package identification number,
or the corresponding package identification number
given by the shipping service

e A detailed description of the products delivered in
the package, to include brand name and serial
number Detailed description of the item being
delivered, to include identifying the item as being
new or used (if equipment)

e Quantity delivered
o Date delivered

If the provider uses a shipping service or mail order
process, the shipping date must be used as the date of
service on the claim.

Providers may also use a return postage-paid delivery
invoice from the beneficiary or designee as a form of proof
of delivery. The delivery invoice must contain the
information specified above.

Note: Additional charges for freight, postage and/or
delivery are prohibited since these services are considered
to be all-inclusive in a providers charge for the product. In
the case of lost, stolen, damaged or incomplete delivery of
medical equipment and/or supplies, the provider is solely
responsible for replacing the medical equipment and/or
supplies and without cost to the beneficiary or SC

Medicaid.
Restrictions to Product SCDHHS allows equipment and supplies to be delivered
Delivery Via Shipping or via a shipping or delivery service; however, items that
Delivery Service require an initial set-up and training in the use of the

equipment CANNOT be delivered via a shipping or
delivery service, and MUST be delivered directly by the
provider of record on the claim form.
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Restrictions to Product Examples of items that CANNOT be delivered via
Delivery Via Shipping or shipping or delivery service include but are not limited to:
Delivery Service (Cont'd.) « Hospital Beds

e Wheelchairs (Manual, Power and Complex
Rehabilitative Wheelchairs and Assistive
Technology)

o Ventilators and Respiratory Equipment, Supplies
and Services (The supplier shall provide respiratory
services 24 hours a day, 7 days a week as needed by
the beneficiary and/or caregiver.)

Please comply with all applicable Local, State and Federal
Laws and regulations pertaining to licensure and any
relevant health and safety guidelines.

AUTO-REFILLING The over-provision of medical supplies by durable medical
equipment (DME) and medical supply providers and the
stockpiling of medical supplies by beneficiaries are
inappropriate and unnecessary. Beneficiaries’ individual
medical supply needs vary from month to month. Medical
supply quantities must not exceed the individual
beneficiary’s one month’s usage. Placing a beneficiary on
automatic supplying or replenishment until the prescription
or the active Medicaid Certificate of Medical Necessity
(MCMN) expires, or the beneficiary voluntarily
discontinues services is prohibited.

For products that are supplied as refills to an original order,
suppliers must contact the beneficiary prior to dispensing
the refill. This shall be done to ensure that the refilled item
is necessary and to confirm any changes or modifications
to the order. The provider shall contact the beneficiary or
designee regarding refills no sooner than seven days prior
to the shipping date. This is regardless of which delivery
method is used. The DME provider should deliver refilled
supplies no sooner than approximately five days prior to
the end of usage for the current product. Documentation
showing each request for refill shall be maintained in the
beneficiary’s medical record.

BILLING The cost of an item or service must not be disproportionate
to its therapeutic benefits or more costly than a reasonable
alternative. The item must not serve the same purpose as
equipment already available to the beneficiary. Providers
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BILLING (CONT'D.) must bill their usual and customary charges up to the
Medicaid allowable as indicated in the fee schedule. The
fee schedule can be found on the SCDHHS Web site at
http://www.scdhhs.gov.

Manual Pricing and Not DME does not require enrolled providers to submit
Otherwise Classified manufacturer pricing information with prior authorization
(NOC) Codes requests for procedure codes that have an established

allowable. However, pricing information must be attached
to all requests involving procedure codes that do not have
an established Medicaid maximum reimbursement rate.
These procedure codes require manual pricing and are
identified in the fee schedule by the presence of an “M” in
the “Price” column. (Please refer to the fee schedule on the
SCDHHS Web site for pricing information.)

To ensure accurate payment of manually priced and Not
Otherwise Classified (NOC) codes, the provider must
submit an actual invoice or a manufacturer price quote. If
submitting screen prints and web-page printouts, a
signature is required certifying the date, quantity, cost, and
description of items being billed. Medicaid will reimburse
the invoice cost plus 25 percent. Providers should indicate
in documentation if pricing is at cost or Manufacturer
Suggested Retail Pricing (MSRP). Claims submitted with
documents other than an invoice or a signed document as
indicated above will be rejected.

Medicaid does not reimburse sales tax.

Medicare Information/ As pricing becomes available for manually priced

Pricing Updates procedure codes, and Medicare prices fluctuate, Medicaid
may implement automatic pricing updates, written
deletions, and changes without prior notification.
Additionally, as Medicare updates codes, Medicaid will
implement code updates and corresponding policy changes
without prior notification. Providers are encouraged to
routinely check the Medicaid Web site at
http://www.scdhhs.gov/ for updates.

Note: Consult the PSC, submit an online inquiry, or visit
the SCDHHS agency Web site for codes and pricing
updates.

2-19


http://www.scdhhs.gov/
http://www.scdhhs.gov/

Manual Updated 06/01/16 Durable Medical Equipment Provider Manual

SECTION 2 POLICIES AND PROCEDURES

PROGRAM REQUIREMENTS

Frequency Limitations Providers may only bill Medicaid the actual number units
of any supply or equipment that is medically necessary for
the beneficiary. The provider may be requested to submit
documentation secondary to the Medicaid Certificate of
Medical Necessity (MCMN) to substantiate
reimbursements paid for the maximum number of units
allowed in the fee schedule. SCDHHS may seek
recoupment of payments made to providers when
maximum frequencies for supplies and equipment where
billed and paid when beneficiary medical records
maintained by the provider do not support the medical
necessity of the number or units billed. Requests for
reimbursement for items exceeding the frequency
limitations will not automatically warrant reimbursement.
If a physician requires that a beneficiary receive services
beyond Medicaid’s normal frequency limits, this must be
noted on the MCMN and attached to the CMS-1500 claim
form that, in turn, will be forwarded to the program area as
a request for review. Requests for similar/same equipment
previously provided will not be approved under the
following circumstances:

1. If previous equipment is operable

2. If the item is repairable (Repair options should be
obtained before item is replaced.)

If only to obtain a “newer” model

If requested as a back-up or for convenience (i.e.,
because the beneficiary is eligible to receive
another one due to the expiration of the time
frequency limit of the previous equipment)

In cases where the beneficiary’s medical need exceeds the
authorized units for supplies or medical equipment as
specified in the fee schedule (whether Medicaid is primary
or secondary to other insurance), the treating/ordering
physician, nurse practitioner, or physician assistant must
justify the medical need for the specific number of
additional units on the MCMN before approval can be
sought. This is not an automatic approval process.

Miscellaneous Procedure Providers can only use miscellaneous procedure codes

Codes when there is not a code available that best describes the
product or service being billed. Providers cannot use a
miscellaneous code to “bypass” an established code
because of pricing issues.
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Miscellaneous Procedure The DME department staff should be consulted before

Codes (Cont’d.) entering Not Otherwise Classified (NOC) procedure codes
on the prior authorization form. These procedure codes
must be listed on the MCMN.

Note: Procedure codes K0108 and E1399 should not be
used in lieu of established (or similar) codes located in our
manual. The use of these codes in lieu of established (or
similar) codes located in our manual for greater
reimbursement is not allowed.

Modifiers The following modifiers are acceptable for durable medical
equipment and must be listed on the Prior Authorization
form. Once Medicare has been billed for reimbursement on
dually eligible beneficiaries, the modifier must be changed
to the appropriate Medicaid modifier and/or the modifier
indicated in the fee schedule:

NU  New Equipment
LL  Rental (equipment may be converted to purchase)

RR  Rental (equipment that will always remain on a
rental basis)

00 Purchase (used for medical supplies)

52 Reduced Rate (Reduced rental payments are made
every 6 months beginning on the 16™ month of use
regardless of the type or life span of the

equipment.)
RT  Right
LT  Left

UE  Used Equipment (Equipment that was issued on a
rental basis and then returned to the provider by the
beneficiary is considered used equipment. If the
provider reissues this equipment, this modifier must
be used on the MCMN and claim form.)

SC  Medically necessary service or supply (This
modifier is used only with certain home infusion
codes when more than one home infusion therapy is
being administered.)
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National Correct Coding The Centers for Medicare and Medicaid Services (CMS)

Initiative (NCCI) implemented the National Correct Coding Initiative
(NCCI) to control improper coding that leads to
inappropriate increased payment for health care services.
The South Carolina Medicaid program utilizes NCCI edits
and its related coding policy to control improper coding
and to evaluate billing of CPT codes and Healthcare
Common Procedure Coding System (HCPCS) codes by
Medicaid providers in post-payment review of providers’
records. For assistance in billing, providers may access the
NCCI Edit information online at the CMS Web site,
http://www.medicaid.gov/Medicaid%CHIP%Program%
Information/By% Topics/Data%and%Systems/National%
Correct%Coding%lnitiative.html
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SPECIAL PROGRAMS

Medicaid Managed Care

Hospice

DME services are considered a core benefit with respect to
Medicaid Managed Care. As such, if a beneficiary is enrolled
in a Managed Care Organization (MCQO), the DME services
rendered must be authorized by the MCO and provided by an
in-network DME provider. Claims for DME services
rendered to MCO members are adjudicated by the MCO.

DME services rendered to beneficiaries enrolled in the
Medical Homes Network — Medically Complex Children’s
Waiver (MCCW) program are to be handled the same as
DME services rendered to beneficiaries enrolled in traditional
fee-for-service (FFS) Medicaid. Claims for DME services
provided to MCCW participants are adjudicated by the
Medicaid agency.

For detailed information concerning Medicaid Managed Care,
please review the information contained in the Managed Care
Supplement and the MCO Policy and Procedure Guide. The
MCO Policy and Procedure Guide is located in the Managed
Care section on the SCDHHS Web  site:
http://www.scdhhs.gov.

Hospice services are an additional benefit under the Medicaid
State Plan. Hospice services provide palliative care (relief of
pain and uncomfortable symptoms) as opposed to curative
care for terminally ill individuals. In addition to meeting the
patient’s medical needs, hospice addresses the physical,
psychosocial, and spiritual needs of the patient, as well as the
psychosocial needs of the patient’s family and caregiver.

Hospice services are available to Medicaid beneficiaries who
choose to elect the benefit and who have been certified as
terminally ill with a life expectancy of six months or less by
their attending physician and/or the Medical Director of the
hospice.

Hospice services are provided to the beneficiary according to
a plan of care developed by an interdisciplinary staff of the
hospice. Medical appliances and supplies, including drugs,
which are used for the relief of pain and symptom control
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related to the terminal illness, are covered services through
hospice.

A beneficiary who elects the hospice benefit must waive all
rights to other Medicaid benefits for services related to
treatment of the terminal condition for the duration of hospice
care. Specific services that must be waived include:

1. Hospice care provided by a hospice other than the
hospice designated by the individual (unless provided
under arrangements made by the designated hospice)

2. Any Medicaid services related to the treatment of the
terminal condition for which hospice care was elected,
or related condition

3. Any services equivalent to hospice care except for
services:

a) Provided (either directly or under arrangement) by
the designated hospice

b) Provided by the individual’s attending physician if
that physician is not an employee of the designated
hospice or is not receiving compensation from the
hospice for those services

c) Provided as room and board by a nursing facility,
if the individual is a resident

Services for illnesses or conditions not related to the terminal
illness of the patient may be provided and billed by the
appropriate service provider. However, prior authorization is
required from the hospice provider before delivery of durable
medical equipment and supplies to verify that the services
being provided are for a condition not related to the terminal
illness. Prior authorization must be obtained by calling the
hospice provider (as indicated by the Medicaid beneficiary) to
receive the authorization number. The authorization number
must be entered in field 19 on the CMS-1500 claim form.
Claims submitted without the required hospice authorization
will be rejected. AIll services delivered to hospice
beneficiaries will be subject to payment review. Providers
should contact the PSC at 1-888-289-0709 or submit an
online inquiry at http://www.scdhhs.gov/contact-us for
additional information related to terminal illness.
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Medicaid beneficiaries who are also eligible for Medicare
benefits are commonly referred to as “dually eligible.”
Providers may bill SC Medicaid for Medicare cost sharing for
Medicaid-covered services for dually eligible beneficiaries.
Some dual eligibles are also Qualified Medicare Beneficiaries
(QMB). If the dually eligible beneficiary is also a QMB,
providers may bill SC Medicaid for the Medicare cost sharing
for services that are covered by Medicare without regard to
whether the service is covered by SC Medicaid.
Reimbursement for these services will be consistent with the
SC State Medicaid Plan. Please refer to Section 3 of this
manual for instructions regarding billing procedures for
dually eligible beneficiaries. Please refer to the Medicaid
Web-Based Claims Submission Tool, in Section 1, for
instructions on how to access beneficiary information,
including QMB status.

The beneficiary’s prognosis is a deciding factor in approving
equipment rental. In order to continue the rental, the
treating/ordering physician, nurse practitioner, or physician
assistant must submit a recertified MCMN request before the
initial rental period has expired. At that point, a DME
program coordinator makes the determination to either
continue renting or convert to purchase. If purchase is
decided, the approved dollar amount will reflect the allowable
purchase price less the amount already paid in rental. The
provider must then bill the approved amount.

Maintenance of rented equipment is not reimbursable by
Medicaid. Parts and supplies used in the maintenance of
rented equipment are included in the rental payment of the
equipment.

For dually eligible and Medicaid-only beneficiaries, Medicaid
will rent most equipment for a maximum of ten months and
the item is considered purchased thereafter. Medicaid does
not reimburse for maintenance fees.

The provider is required to honor all manufacturers’
warranties for all new equipment, supplies, parts, and
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accessories that are issued to beneficiaries. This includes
rentals that have been paid for ten months and that are
therefore considered purchased. Used equipment is issued
with an implied 60-day warranty guaranteed by the selling
provider. Used parts, supplies, and accessories will have no
warranties. Any warranty period will commence with the date
of delivery to the beneficiary.

e Warranties pertaining to mobility equipment (e.g.,
Custom Seating and Powered Mobility) — Providers
must stand behind a two-year warranty of the major
components for custom wheelchairs

o Manual wheeled mobility base — A wheelchair with a
manual wheeled mobility base must have a lifetime
warranty on the frame of the wheelchair against
defects in material and workmanship.

o Powered mobility base — A unit with a powered
mobility base must have a lifetime warranty on the
frame against defects in materials and workmanship
for the lifetime of the member.

Additional Warranty

e The main electronic controller must have a two-year
warranty from the date of delivery.

e Motors, gearboxes, and the remote joystick must have
a two-year warranty from the date of delivery.

e Cushions and seating systems must have a two-year
warranty or full replacement for manufacturer defects
or the surface that does not remain intact due to
normal wear.

In the event a provider asks the Medicaid DME program to
approve payment for a repair to any new medical equipment
within the first year of its use by the beneficiary, the provider
must provide a copy of said warranty demonstrating a
warranty period of less than one year. DME will reimburse
any warranty labor not reimbursed by the manufacturer. The
Medicaid Program may reimburse loaner equipment needed
by the beneficiary during an extended repair only for the time
that would be reasonable for the repair to be completed.

Prior authorization must be obtained if the loaner equipment
procedure code requires prior approval.

2-26



Durable Medical Equipment Provider Manual Manual Updated 06/01/16

SECTION 2 POLICIES AND PROCEDURES

Replacement

Repairs

PROGRAM SERVICES

The DME Program covers replacement medical equipment as
needed due to wear, theft, or irreparable damage or loss by
disasters if the medical equipment is still medically needed by
the beneficiary. Documentation must accompany the MCMN
for reimbursement in these instances (i.e., police report, fire
report). Cases suggesting malicious damage, neglect, or
wrongful misuse will be denied. Contact the Fraud and Abuse
Hotline at 1-888-364-3224 if you have questions or suspect
abuse.

Repairs to Medicaid-covered durable medical equipment
owned by the beneficiary are reimbursable by Medicaid.
Providers who received approval from KEPRO for equipment
or accessories on or after June 1, 2012, must submit a repair
request for those items to KEPRO. If the original request was
approved by SCDHHS prior to June 1, 2012, providers must
continue to submitted repair requests to SCDHHS along with
the Certificate of Repair and Labor Cost (CRLC). The
Certificate of Repair and Labor Cost (CRLC) is used for labor
and/or repairs. These repairs must be pre-authorized by DME
staff. Providers must use the Prior Authorization Form
(DHHS Form 214) and attach the manufacturer’s pricing with
the request.

For items with established procedure codes that do not require
a PA, attach the CRLC form to the CMS-1500 form when
billing.

Note: Replacement or repair of equipment is covered in
cases of occurrences (e.g., from fire) or when the member’s
condition changes. Equipment will NOT be replaced due to
the member’s negligence and/or abuse (e.g., a wheelchair left
outside). Equipment will NOT be replaced before its normal
life expectancy has been attained unless supporting medical
documentation of a change in the physical condition of the
member is submitted for prior approval. In addition, a
purchase estimate and supporting documentation must be
submitted as to the reason for replacement of purchased
equipment (e.g., fire report).

Note: Labor codes listed below must be billed with all
repairs on the same form.

o KO0739 (replaces E1340 effective for dates of services
on and after April 1, 2009)

2-27



Manual Updated 06/01/16

Durable Medical Equipment Provider Manual

SECTION 2 POLICIES AND PROCEDURES

PROGRAM SERVICES

Repairs (Cont'd.)

Supplies and Medical
Equipment

Apnea Monitors

L4205 (orthotics)

Repair requests should not be combined with any other
equipment request. If a repair exceeds the limitation on labor,
a written justification must be attached to the request. These
requests will be reviewed and considered for payment on a
case-by-case basis.

Apnea monitors are reimbursed according to the following
criteria:

1.

The monitor is a part of a written plan of care ordered
and supervised by the treating/ordering physician.

Monitor use is instituted after evaluation and treatment
of other causes of prolonged sleep apnea to include
but not limited to: arterial hypoxemia due to
respiratory distress syndrome or aspiration, bacterial
or viral pneumonia; sepsis, seizure disorder,
intracranial hemorrhage, hypoglycemia, cardiac
abnormalities due to congestive heart failure, patent
ductus arteriosis, and arrhythmias aspiration reflex;
endocrine abnormalities; and child abuse.

Monitor use is instituted after pediatric pneumogram
and ECG monitoring to determine the frequency and
duration of sleep apnea and cardiac rate changes have
recorded respirations and heart rate for at least several
sleep cycles to confirm prolonged sleep apnea.

Monitor use is instituted after parents are provided
with training and a plan of support to include use of
the infant monitor; theory of operation; review of all
controls, wires, leads, and electrodes; recording
procedures; securing monitor and lead wires to
prevent damage; use of event log; methods of
responding to alarms (tactile stimulation and cardio-
pulmonary resuscitation);24-hour availability —of
appropriate personnel for monitoring of child and
equipment; and a monitor anxiety and dependency
reduction plan to include an explanation that the
presence of a monitor does not guarantee there will be
no complications.
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5. A sibling has been diagnosed as having Sudden Infant
Death Syndrome.

6. The beneficiary is an infant with neurological
conditions that cause central hypoventilation.

Effective July 1, 2015, (SCDHHS) will no longer require
incontinence supply providers to obtain a Medicaid
Certificate of Medical Necessity (MCMN) (Form DMEOQ001)
for gloves provided to Healthy Connections Medicaid
members enrolled in the Community Support Waiver, Head
and Spinal Cord Injury Waiver and Intellectual
Disabilities/Related Disabilities Waiver. Incontinence supply
providers are responsible for obtaining the Physician
Certification of Incontinence, SCDHHS Form 1681S, prior to
delivering incontinence supplies. All incontinence supplies
needed by the waiver participant must be listed on the
SCDHHS Form 168IS and signed by the primary physician.

For incontinence products policy and procedures, please refer
to the Home Health Services Provider Manual located on the
SCDHHS website at http://www.scdhhs.gov.

An augmentative alternative communication (AAC) device is
a speech-generating device. The following medical
justification is needed and should be attached to the prior
authorization and MCMN for medical review:

1. Summary of beneficiary’s communication abilities,
communication needs, and purpose for an AAC device

2. Speech and language abilities — provide assessment
data related to beneficiary’s speech production status,
oral and non-oral language comprehension abilities,
current opportunities for communication interactions,
and prior intervention history, including specific
information related to patient’s prior use of AAC

3. Cognitive status — describe the beneficiary’s
cognitive abilities related to the use of augmentative
communication components for functional purposes,
I.e., beneficiary’s alertness, attention span, persistence,
orientation, learning ability as relevant to his or her
meaningful use of AAC
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4. Current AAC abilities and specific communication
needs — describe the aided low and/or high
technology AAC components currently being used in
the beneficiary’s environment. Also, describe the
unaided AAC techniques.

5. Symbol level — complete a symbol assessment,
including performance data per mode and symbol
assessed

6. Summary of Dbeneficiary’s physical status, motor
capabilities, and specific access abilities

7. Sensory functioning — provide data regarding the
beneficiary’s visual and auditory status

8. Delineate features of communication system
prescribed and submit medical justification

Diabetic Supplies are reimbursed according to the following
criteria:

o Eligible Medicaid beneficiaries under the age of 21
can receive up to 300 diabetic strips per month as
needed; those ages 21 and over can receive up to 150
diabetic strips per month. If additional diabetic strips
are needed, then the treating and/or ordering
physician, nurse practitioner, or physician assistant
must justify the medical need for the specific number
of additional diabetic strips on the MCMN form.

o Effective May 1, 2009, SC Medicaid allows diabetic
meters and strips to be billed under the DME PQOS, the
CMS-1500 claim form, or the SC Medicaid Web-
based Claims Submission Tool.

Criteria for External Insulin Pump (E0784) and related
supplies

Continuous subcutaneous insulin infusion and related supplies
are covered as medically necessary for the treatment of
gestational diabetes or for insulin-dependent diabetes
mellitus.

To receive an initial approval for beneficiaries who are
diagnosed with insulin-dependent diabetes mellitus, providers
must submit the following information on the MCMN form or
attached documentation:
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External Insulin Infusion 1. The beneficiary has a diagnosis of insulin-dependent
Pump (Cont’d.) diabetes mellitus or gestational diabetes.

2. An endocrinologist, physician, physician assistant, or
nurse practitioner experienced in pump therapy orders
the insulin pump and monitors the beneficiary’s status
at least every three months during the period of time
that the beneficiary uses the pump.

3. The physician, physician assistant, or nurse
practitioner documents a history of poor glycemic
control on multiple daily injections of insulin,
including a persistently elevated glycosylated
hemoglobin level (HbAL1C > 7.0%).

4. The physician, physician assistant, or nurse
practitioner documents additional history of poor
control, such as:

e Widely fluctuating blood glucose levels before
bedtime or mealtime

o History of severe hypoglycemia (<60 mg/dl) or
hyperglycemia (>300 mg/dl); or fasting blood
glucose levels frequently above 200 mg/dl

o Treatment of secondary diabetic complications
requiring tighter blood glucose control

5. The physician, physician assistant, or nurse
practitioner documents that the beneficiary and/or
caregiver has demonstrated the ability and
commitment to comply with the regiment of pump
care, frequent self-monitoring of blood glucose, and
careful attention to diet and exercise. For pediatric
beneficiaries, the documentation should also address
that the caregiver and/or parent is motivated and
committed to use the insulin pump, test the child’s
blood glucose, and return for follow-up appointments
as ordered. The beneficiary has been receiving at least
three subcutaneous insulin injections per day for a
minimum of six months prior to initiation of the
insulin pump.

6. The beneficiary has been self-monitoring blood
glucose averaging four times per day for a minimum
of one month prior to initiation of the insulin pump.
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The supplies used for the maintenance of an intravenous
infusion catheter are reimbursable during periods when a drug
is not infused, but future therapy is anticipated. The provider
must submit a CMS-1500 claim form using procedure codes
specified in the Fee Schedule for all supplies required to
maintain the intravenous infusion catheter. The provider
cannot bill a supply procedure code for any drug therapy
supplies during the same dates of service that the catheter care
supply procedure code is submitted.

Criteria for the CPAP and BIPAP include obstructive sleep
apnea and hypopnea. Criteria for the Bi-Level Positive
Airway Pressure Spontaneous/Timed Mode (BIPAPST)
device include but are not limited to chronic obstructive
pulmonary disease, musculoskeletal disorders, muscular
dystrophy, cystic fibrosis, and multiple sclerosis.
Documentation sufficient to establish the need for ventilatory
support must be present on the MCMN. Related supplies are
included in the rental of the BIPAPST (E0471). The provider
must maintain in his or her files the interpretation of a sleep
study, signed by a physician that documents the beneficiary’s
medical need and the effectiveness of the device. The sleep
study must be within the 60 days prior to the date of service
on the MCMN. See “Capped Rental Equipment” in this
section for more information.

Criteria for diabetic shoes are as follows:

1. The patient has diabetes mellitus.

Note: For dates of service on or before September
30, 2015, providers must use ICD-9-CM diagnosis
codes 250.00-250.93.

For dates of service on or after October, 1, 2015,
providers must use ICD-10-CM diagnosis codes
E10.10-E13.9. Please refer to Section 4 of this manual
for a complete listing of ICD-10-CM codes.

2. The patient has one or more of the following
conditions:

a) Previous amputation of the other foot, or part of
either foot

b) History of previous foot ulceration of either foot
c) History of pre-ulcerative calluses of either foot
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d) Peripheral neuropathy with evidence of callus
formation of either foot

e) Foot deformity of either foot
f) Poor circulation in either foot

3. The certifying physician who is managing the
patient’s systemic diabetes condition has certified that
indications (1) and (2) are met.

Eligible beneficiaries under 21 years of age and/or enrolled in
the ID/RD waiver program may only obtain hearing aids
under an agreement with the Division of Children’s
Rehabilitative Services, Department of Health and Environ-
mental Control. Medicaid does not cover hearing aids for
non-1D/RD Medicaid beneficiaries who are 21 or older.

Prior authorization is not required for hydration therapy
(S9373-S9376); however, an MCMN is required.

The DME program will reimburse supplies used in the
administration of parenteral medications that are given in a
home environment. The medication is classified as a
pharmaceutical product and its usage must meet the
guidelines of the Medicaid Pharmacy Services program for
reimbursement.

If a provider issues a single use disposable infusion device for
the administration of a drug in intravenous therapy, the
provider cannot bill separately for a durable infusion pump.
Providers are permitted to bill two separate home infusion
therapies that are administered at the same time. Modifier
“SC” must be used to bill the second therapy. The device
must be included as part of the supply kit for the particular
therapy being administered. For example, if a provider is
supplying antibiotic therapy to a beneficiary and using the
manufacturer’s disposable infusion device to administer the
drug, the provider must bill this device as part of other
supplies using the antibiotic therapy supply procedure codes
S9494, S9497, and S9500 thru S9504.

Reimbursement for HUAM (S9001 or S9349), in conjunction
with Subcutaneous Tocolytic Therapy services, is covered
through the Department of DME. In order for the provider to
be reimbursed, the treating/ordering physician must complete
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a Justification for Home Uterine Activity
Monitoring/Supplies and Subcutaneous Tocolytic Therapy
form, which is provided to the physician by the enrolled DME
provider. (A copy of this form can be found in the Forms
section of this manual). This form must be attached to the
CMS-1500 claim form for reimbursement. For auditing
purposes, the DME provider must keep on file proof of daily
monitoring. The physician should document any request that
exceeds the frequency limit. Those requests, along with all
justification, should be submitted to the program
representative for review and approval before the service is
rendered. Such cases will be considered for reimbursement on
a case-by-case basis.

Clinical Criteria For HUAM Therapy: The patient must
have a gestational age of at least 24 weeks, but not more than
35 weeks, and meet at least one of the following criteria
which necessitates a home uterine activity monitor and/or
subcutaneous tocolytic therapy:

1. Idiopathic pre-term labor that has required or will
require hospitalization for IV tocolytic therapy

2. Multiple gestation (three or more fetuses) that has
required or will require hospitalization for IV tocolytic
therapy

3. Uterine anomalies or placenta previa that has required
or will require hospitalization for IV tocolytic therapy

Additionally, the patient must meet all of the following
criteria:

1. The patient has been diagnosed with pre-term labor
based on uterine activity and/or cervical changes.

2. The patient has been stabilized by tocolytic
medication.

3. There are no contraindications to the continuation of
this pregnancy.

4. There is no fetal distress.
5. The patient’s membranes are intact.

6. The patient is on homebound status and is agreeable to
bed-rest activities.

2-34



Durable Medical Equipment Provider Manual Manual Updated 06/01/16

SECTION 2 POLICIES AND PROCEDURES

Home Uterine Activity
Monitoring (HUAM)/
Supplies and Subcutaneous
Tocolytic Therapy (Cont’d.)

Ongoing Supplies

Orthotic Appliances

Oxygen

PROGRAM SERVICES

7. The patient has a telephone and is agreeable to daily
phone contact and frequent physician follow-up.

8. The patient would have to be hospitalized for uterine
activity monitoring and/or subcutaneous tocolytic
therapy if this service were not offered.

9. If the patient is hospitalized, this service will allow her
to be discharged.

10. The patient is assigned to a delivering physician who
has back-up coverage in his or her absence.

Ongoing supplies for use in the home, such as ostomy
supplies, catheters, and sterile gloves, are reimbursable by
DME. The specific code for each supply must be listed on the
MCMN. Recertification is required prior to the expiration of
the current MCMN.

Orthotic appliances are those items employed for the
correction or prevention of skeletal deformities. These include
braces, splints, etc. Braces include rigid and semi-rigid
devices that are used for the purpose of supporting weak or
deformed extremities.

Providers who make custom equipment should submit quotes
on company letterhead.

Guidelines for oxygen therapy are as follows (specify
portable or stationary):

1. The diagnosis must indicate a chronic debilitating
medical condition.

2. The beneficiary’s arterial oxygen partial pressure
(PaO,) must be below 60mm Hg. If a PaO, cannot be
obtained, arterial oxygen saturation of the beneficiary
must be provided. The arterial oxygen saturation must
be below 89mm Hg. For nocturnal oxygen, the
beneficiary must have at least five minutes of
desaturations less than 89mm Hg to qualify for the
oxygen. If the PaO, is 56-59mm or an arterial blood
oxygen saturation of 89 percent at rest (awake), during
sleep for at least five minutes, or during exercise, then
any one of the following must apply:
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a. Dependent edema suggesting congestive heart
failure

b. Pulmonary hypertension or cor pulmonale,
determined by measurement of pulmonary
artery pressure, gated blood pool scan,
echocardiogram, or “P” pulmonale on EKG (P
wave greater than 3mm in standard leads I,
I11, or AVF)

c. Erythrocythemia with a hematocrit greater than
56 percent

Exceptions to these PaO, and oxygen saturation levels
will be based on the age of the beneficiary, diagnosis,
and the severity of the disease.

3. The provider must maintain an MCMN in the
beneficiary’s file for audit purposes.

4. Portable oxygen systems are reimbursed if the physician
has ordered an exercise program requiring the patient to
be away from his or her stationary oxygen system or
when a patient must receive oxygen while en route to a
doctor’s office, hospital, etc.

5. Associated equipment or supplies such as regulators,
oxygen tubing, and cannulas are included in the rental
of the system.

6. The use of the portable systems should be limited to
periods of time in which a beneficiary must be
separated from his or her stationary system.

7. The treating/ordering physician must have seen the
beneficiary and obtained the arterial blood gas (ABG)
and/or the arterial oxygen saturation within 30 days of
prescribing oxygen therapy.

DME has established a 36-month (three-year) limit or cap on
monthly payments for stationary and portable oxygen
equipment. This cap applies to oxygen equipment furnished
on or after January 1, 2006.

On the first day after the month for which the 36th monthly
payment amount is made, monthly payments can begin to be
made for oxygen contents using procedure codes E0441,
E0442, E0443 and/or EQ444 effective January 1, 2009.
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Effective June 1, 2014, SCDHHS will amend the non-
emergency transportation policy for self-administered oxygen
dependent beneficiaries discharged from inpatient hospitals or
emergency rooms. The policy applies to beneficiaries who are
admitted, as an inpatient of a Hospital or Hospital Emergency
Room, are oxygen dependent and currently do not have their
portable oxygen system in their possession, and do not require
transportation via ambulance for their return trip to their
residence for any other reason. The hospital is responsible for
arranging and acquiring a portable oxygen system complete
with all medically necessary accessories, upon discharge.
Hospitals and Ambulance providers will no longer receive
reimbursement for non-essential, non-medically necessary
ambulance transportation for self-administered oxygen
dependent beneficiaries. All provider types and services are
subject to post payment review by the Division of Program
Integrity.

It is the responsibility of both the Hospital and DME provider
to coordinate and dispense oxygen to the Medicaid
beneficiary who is currently admitted to the Hospital or
Hospital Emergency Room in order for the appropriate mode
of non-emergent transportation to be arranged with the
transportation broker upon discharge. The dispensing DME
provider will be responsible for arranging the return of the
portable oxygen system dispensed by their company at the
time of discharge from the admitting hospital facility.

SCDHHS will reimburse for a portable oxygen system, E0443
billed with a U1 modifier, and the dispensing DME provider
will be reimbursed at a rate of $20.00 per occurrence.
SCDHHS will limit the number of occurrences per patient to
no more than three occurrences per calendar month. Services
that exceed three occurrences per calendar month will not be
reimbursed.

It is the responsibility of EMS providers whenever possible to
transport oxygen dependent beneficiaries with the
beneficiary’s personal portable oxygen system in anticipation
of the beneficiary’s medical/health needs.

Parenteral nutrition is reimbursed for those beneficiaries who
cannot absorb nutrients by the gastrointestinal tract. Enteral
nutrition is reimbursed for beneficiaries with conditions that
do not permit nutrients to reach a normally functional
gastrointestinal tract.

2-37



Manual Updated 06/01/16

Durable Medical Equipment Provider Manual

SECTION 2 POLICIES AND PROCEDURES

Parenteral and Enteral
Nutrition (PEN) (Cont'd.)

PROGRAM SERVICES

These formulae must provide nutrition that will maintain the
beneficiary’s body weight and/or provide nutrition for weight
gain or healing. A feeding tube must be in place for the
provision of the nutrient. Feeding tubes are not included in the
procedure code reimbursement and may be billed separately.

Enteral feedings will be reimbursed based on 100-calorie
units. The number of units reimbursed per diem may not
exceed the quantity prescribed.

When billing for parenteral and enteral nutrition for both
dually eligible and straight Medicaid beneficiaries, providers
must use the formula listed below. Please note that enteral
nutrients should be billed in units (100 calories = 1 unit).

Formula:

Number of calories per day, divided by 100,
multiplied by days’ usage

Example:
Delivery of 1500 calories per day for 30 days = 450
units
[1500 calories per day, divided by 100 (1 unit) = 15
units

15 units x 30 days = 450 units]

If a pump (B9000-B9002) is ordered, there must be
documentation in the patient’s medical record to justify its use
(e.g., gravity feeding is not satisfactory due to reflux and/or
aspiration,  severe  diarrhea, dumping  syndrome,
administration rate less than 100 ml/hr, blood glucose
fluctuations, circulatory overload, gastrostomy/jejunostomy
tube used for feeding). If the medical necessity of the pump is
not documented, the pump will be denied as not medically
necessary.

Special nutrient formulas, HCPCS codes B4149, B4153-
B4157, B4161, and B4162, are produced to meet unique
nutrient needs for specific disease conditions. The patient’s
medical records must adequately document the specific
condition and the need for the special nutrient. This
information shall be available to SCDHHS on request.

Supplies

Payment for a catheter/tube anchoring device is considered
included in the allowance for enteral feeding supply kits
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(B4034-B4036). Code A5200 should not be billed separately
and is not paid in addition to the supplies for enteral nutrition.

The codes for feeding supply kits (B4034-B4036) include all
supplies, other than the feeding tube itself, required for the
administration of enteral nutrients to the patient for one day.
Supplies include but are not limited to bags, tubing, syringes,
irrigation solution, dressings (any type), tape, etc. Individual
items may differ from patient to patient and from day to day.
Only one unit of service may be billed for any one day. Units
of service in excess of one per day will be denied as not
separately payable.

Coding Guidelines

When enteral nutrition is covered, dressings used in
conjunction with a gastrostomy or enterostomy tube are
included in the supply kit code (B4034-B4036) and should
not be billed separately using dressing codes.

Additionally, the following should occur when billing for the
gastrostomy button:

1. DME should not be billed for buttons that are
implanted at the doctor’s office. The reimbursement
is included in the surgical price. Additionally, a
statement should be added to all future MCMNSs to
indicate if the button is being implanted in the doctor’s
office or at home.

2. The button kits are to be billed with the B9998 code.
The frequency limitations will be four per year instead
of the one per month.

3. The following frequency changes are effective with
dates of services beginning July 1, 2009, in
accordance with Medicare’s frequency limitations:

o B4081 are limited to 24 per year
o B4082 are limited to 24 per year
o B4083 are limited to 24 per year
o B4087 are limited to 24 per year
o B4088 are limited to 24 per year
Medicaid covers most hospital beds. As is customary, each

request is handled on a case-by-case basis. In order for a
patient to be eligible to receive a hospital bed, the patient’s
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condition must make such an item medically necessary. A
physician’s prescription, MCMN and additional prescription,
documentation, including medical records and physician’s
reports, must establish medical need. In appropriately
documented cases, Medicaid may determine that a hospital
bed is medically necessary and, therefore, covered for the
following situations:

o Patients, who require positioning of the body to
alleviate pain, promote good body alignment, prevent
contractures, avoid respiratory infections, etc., in ways
not feasible in an ordinary bed

o Patients with severe arthritis and other injuries to
lower extremities, e.g., fractured hip such that the
patient requires the variable height feature to assist
him or her to ambulate by enabling the patient to place
his or her feet on the floor while sitting on the edge of
the bed

« Patients with severe cardiac conditions who are able to
leave bed, but who must avoid the strain of “jumping”
up or down

o Patients with spinal cord injuries, including
quadriplegic and paraplegic patients and multiple limb
amputees and for those patients who are able to
transfer from bed to a wheelchair, with or without help

o Patients with other severely debilitating diseases and
conditions, if the variable height feature is required to
assist the patient to ambulate.

If the stated reason for a hospital bed is the patient’s
positioning, the prescription or other documentation must
describe the medical condition and also the severity and the
frequency of the symptoms of the condition that necessitate a
hospital bed for positioning.

If the stated reason for a hospital bed is that the patient’s
condition requires special attachments, the prescription must
describe the patient’s condition and specify the attachments
that require a hospital bed. Special attachments will only be
considered if they cannot be fixed or used on an ordinary bed.
Bedside rails can be covered as an integral part of, or as an
accessory to a hospital bed.

2-40



Durable Medical Equipment Provider Manual Manual Updated 06/01/16

SECTION 2 POLICIES AND PROCEDURES

Bariatric Beds

Wheelchairs

PROGRAM SERVICES

Request for bariatric beds for patients who are morbidly obese
must include information regarding weight management. A
hospital bed will not be approved for morbid obesity alone.

Electrically powered adjustments to lower and raise the head
and foot of the bed may be covered when:

1. Medicaid determines that the patient’s condition
requires a frequent change in body position; and/or

2. There may be an immediate need for a change in body
position; and

3. The patient can operate the controls and cause the
adjustments. Exceptions may be made in cases of
spinal cord injury and brain damaged patients. The
documentation must indicate that the patient and/or
caregiver can perform these changes in body
positioning only by the use of electric controls.

To qualify for Medicaid reimbursement for a wheelchair, the
physician must prescribe the equipment which is medically
necessary for the beneficiary. The attending physician is
responsible for ordering the items in connection with his or
her plan of treatment. The attending physician must be a
licensed, active, South Carolina Medicaid provider. The DME
provider is responsible for delivering and setting up the
equipment as well as educating the beneficiary and/or
caretaker as appropriate in the use of the equipment.

For a South Carolina Medicaid beneficiary to qualify for a
manual or power wheelchair, a functional needs assessment
must be completed and documented in the beneficiary’s file at
the DME provider’s place of business.

Functional Needs Assessment Criteria

The functional needs assessment is used to assess the
presence of a mobility deficit to determine if a wheelchair or
power wheelchair is medically necessary for an individual.
This assessment should be documented and kept on file and
be available upon request.

The beneficiary must meet the following functional needs
assessment criteria:

1) The beneficiary has a mobility limitation that
significantly impairs his and/or her ability to
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2)

3)

participate in one or more mobility-related activities of
daily living (MRADLSs) such as toileting, feeding,
dressing, grooming, and bathing in customary
locations in the home, that would be alleviated by the
mobility device. A mobility limitation is one that:

a) Prevents the beneficiary from accomplishing a
MRADL entirely

b) Places the beneficiary at reasonably determined
heightened risk of morbidity or mortality
secondary to the attempts to perform an MRADL,

c) Prevents the beneficiary from completing an
MRADL within a reasonable time frame

The absence of other conditions that limit the
beneficiary's ability to perform MRADL at home is
considered medically necessary if the other condition
prevents completion of tasks even with a wheelchair.

a) Some examples are the significant impairment of
cognition or judgment and/or vision.

b) For these beneficiaries, the provision of a
wheelchair might not enable them to perform
MRADL if the co-morbidity prevents effective use
of the wheelchair or reasonable completion of the
tasks even with a wheelchair.

If other limitations exist, the beneficiary must be
ameliorated or compensated sufficiently such that the
additional provision of mobility equipment will be
reasonably expected to materially improve the
individual's ability to perform MRADL in the home.

a) A caretaker, for example a family member, may be
compensatory, if consistently available in the
beneficiary’s home and willing and able to safely
operate and transfer him or her to and from the
wheelchair and to transport the beneficiary using
the wheelchair. The caretaker's need to use a
wheelchair to assist the beneficiary in the MRADL
is to be considered in this determination.

b) If the amelioration or compensation requires the
beneficiary's compliance with treatment, for
example medications or therapy, substantive non-
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compliance, whether willing or involuntary, can be
grounds for determination that a wheelchair does
not meet medical necessity criteria if the non-
compliance results in the beneficiary continuing to
have a significant limitation. It may be determined
that partial compliance results in adequate
amelioration or compensation for the appropriate
use of mobility assistive equipment.

4) The beneficiary must demonstrate the capability and
the willingness to consistently operate the device
safely.

5)

a)

b)

Safety considerations include personal risk to the
beneficiary as well as risk to others. The
determination of safety may need to occur several
times during the process as the consideration
focuses on a specific device.

A history of unsafe behavior in other venues may
be considered.

The beneficiary's mobility limitation cannot be
sufficiently resolved by the use of an appropriately-
fitted cane or walker.

a)

b)

The cane or walker must be appropriately fitted to
the beneficiary for this evaluation.

The beneficiary's ability to safely use a cane or
walker must be assessed.

Manual Wheelchairs

Medicaid considers the rental or purchase of one manual
wheelchair (including any medically necessary accessories
and attachments) medically necessary when the beneficiary's
condition is such that, without the use of a wheelchair, he or
she would otherwise be unable to ambulate about the home
(e.g., from bedroom to bathroom, bedroom to kitchen, etc.).

The following criteria must be met:

1. The beneficiary must meet the functional needs
assessment criteria 1 through 5 listed above.

2. The beneficiary's typical environment (home) must
support the use of manual wheelchairs.
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use of this type of mobility equipment;

b) Factors such as temperature, physical layout,
surfaces, and obstacles must be considered, as
these may render mobility equipment unusable in
the beneficiary's home; and

3. The beneficiary must have sufficient upper extremity
function to propel a manual wheelchair in the home
through the course of the performance of MRADL
during a typical day. The manual wheelchair must be
optimally configured (seating options, wheelbase,
device weight and other appropriate accessories) for
this determination.

a) Limitations of strength, endurance, range of
motion, coordination and absence or deformity
in one or both upper extremities are relevant.

b) An individual with sufficient upper extremity
function may qualify for a manual wheelchair.
The appropriate type of manual wheelchair,
i.e., light weight, heavy duty, etc. must be
determined based on the beneficiary's physical
characteristics and anticipated intensity of use.

¢) The beneficiary's home must provide adequate
access, maneuvering space and surfaces for the
operation of a manual wheelchair.

d) The beneficiary's ability to safely use a manual
wheelchair must be assessed.

4. The beneficiary’s condition is such that the
requirement for a wheelchair is long term (at least
three months). The purchase of a wheelchair is
considered not medically necessary if the underlying
condition is reversible and the length of need is less
than three months (e.g., following lower extremity
surgery which limits ambulation); and

5. Use of a wheelchair will significantly improve the
beneficiary’s ability to participate in MRADLSs and the
beneficiary will use it on a regular basis in the home.

A standard wheelchair must be requested unless
documentation supports the need for any variation from the
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standard wheelchair. An example of this variation is an obese
beneficiary who requires the wide heavy-duty wheelchair.
Medicaid reimburses DME providers for extra heavy duty
wheelchairs. These wheelchairs accommodate weight
capacities up to 600 Ibs. and greater. Medicaid will require
weight, width, and depth specification for these items. (This
information must be listed on the Medicaid Certificate of
Medical Necessity.) The DME provider must ensure that the
wheelchair is adequate to meet the beneficiary’s need. For
instance, providers must obtain measurements of obese
beneficiaries to ascertain body width for issuance of a
properly fitted wheelchair.

Power Wheelchairs

Medicaid covers most power (motorized) wheelchairs. As is
customary, each request will be handled on a case-by-case
basis. Medicaid will not provide power chairs for leisure or
recreation. In order for a beneficiary to be eligible to receive a
power wheelchair, the beneficiary’s condition must make
such an item medically necessary.

Note: It is important to keep in mind that because of the
way that the Social Security Act defines durable medical
equipment, a power wheelchair device is covered by
Medicaid only if the beneficiary has a mobility limitation
that significantly impairs his and/or her ability to perform
activities of daily living within the home. Your evaluation
must clearly distinguish the beneficiary’s mobility needs
within the home environment only.

In order for Medicaid to provide reimbursement for a power
wheelchair, there are several statutory requirements that must
be met:

1) There must be an in-person visit with a physician
specifically addressing the patient’s mobility needs.

2) There must be a history and physical examination by
the physician or other medical professional (see
below) focusing on an assessment of the beneficiary’s
mobility limitation and needs. The results of this
evaluation must be recorded in the beneficiary’s
medical record.

3) A prescription must be written after the in-person visit
has occurred and the medical evaluation is completed.
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4) The prescription and medical records documenting the
in-person visit and evaluation must be sent to the
equipment supplier within 45 days after the
completion of the evaluation.

The beneficiary must be:

1. Non-ambulatory, with severe weakness in the upper
extremities due to a neurological or muscular
condition

Bed- or chair-confined when not using a wheelchair
Unable to operate a manual wheelchair

Able to safely operate the controls of a power
wheelchair

Power wheelchair replacement is limited to one per seven
years. For dually eligible beneficiaries or beneficiaries with
primary insurance coverage, South Carolina Medicaid will
follow Medicare or the primary insurance’s guidelines for
frequency limitations. The provider will need to attach a copy
of the primary insurance EOB to the claim as proof that the
primary approved and paid for the requested services.

If a wheelchair is stolen or destroyed due to a house fire or
natural disaster a replacement is authorized. Providers must
submit documentation along with requests such as fire
department or police department reports as proof of incident.
Normal wear and all items no longer under manufacturer
warranty will also be considered. All requests for repair or
replacement must be fully documented by the provider and
submitted for review.

Within the seven year period, Medicaid will not repair or
replace equipment if during the review of the request it is
found that patient neglect is the reason behind the need for
repair or replacement. Patient neglect such as loss of
equipment, selling/loaning of equipment, equipment stolen
because left outdoors, damage due to weather, or use outside
of the home will not be covered.

Face-To-Face Examination Criteria

The in-person visit and mobility evaluation together are often
referred to as the face-to-face examination. The complete
history and physical examination typically includes:
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Wheelchairs (Cont’d.) e History of the present condition(s) and past medical
history that is relevant to the beneficiary’s mobility
needs in the home

o Symptoms that limit ambulation

« Diagnoses that are responsible for these symptoms
e Medications or other treatment for these symptoms
e Progression of ambulation difficulty over time

e Other diagnoses that may relate to ambulatory
problems

e How far the patient can walk without stopping and
with what assistive device, such as a cane or walker

e Pace of ambulation

e History of falls, including frequency, circumstances
leading to falls, and why a walker isn’t sufficient

e What ambulatory assistance (cane, walker,
wheelchair) is currently used and why it isn’t
sufficient

e What has changed to now require use of a power
wheelchair

o Ability to use a manual wheelchair

e Description of the home setting and the ability to
perform activities of daily living in the home

e Physical examination that is relevant to the patient’s
mobility needs

e Weight and height
o Cardiopulmonary examination
o Musculoskeletal examination
o Arm and leg strength and range of motion
o Neurological examination
o Gait
o Balance and coordination

If the beneficiary is capable of walking, the report must
include documented observation of ambulation (with use of a
cane or walker, if appropriate)
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Examples of vague or subjective descriptions of the
beneficiary’s mobility limitations include:

o Upper extremity weakness
e Poor endurance

e Gait instability

o Weakness

e Abnormality of gait

« Difficulty walking

o SOB on exertion

e Pain

o Fatigue

o Deconditioned

These types of statements are insufficient and do not
objectively address the mobility limitation or provide a clear
picture of the beneficiary's mobility deficits. Objective
measurements must be provided.

The evaluation must be tailored to the beneficiary’s
conditions. The history must detail a complete picture of
your beneficiary’s functional abilities and limitations on a
typical day. It must contain as much objective data as
possible.

The physical examination must be focused on the body
systems that are responsible for the beneficiary’s ambulatory
difficulty or impact on the beneficiary’s ambulatory ability.

The physician or supplier may elect to refer the beneficiary to
another medical professional, such as a physical therapist or
occupational therapist, to perform part of the evaluation as
long as that beneficiary has no financial relationship with the
wheelchair supplier. However, the physician does have to
personally see the beneficiary before or after the PT/OT
evaluation. The physician must review the report, indicate
their agreement in writing on the report, and sign and date the
report. If the physician does not see the beneficiary after the
PT/OT evaluation, the date that they sign the report is
considered to be the date of completion of the face-to-face
examination.
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Mobility evaluations that contain check-off boxes or space for
only brief answers and thus do not provide enough detailed
information about the beneficiary’s ambulatory abilities and
limitations to allow the Medicaid coordinator to determine if a
coverage criterion has been met are not allowed. What is
required is a thorough narrative description of your
beneficiary’s current condition, past history, and pertinent
physical examination that clearly describes their mobility
needs in the home and why a cane, walker, or optimally
configured manual wheelchair is not sufficient to meet those
needs. Physicians must record the visit and mobility
evaluation in their usual medical record-keeping format.

The physician must write a prescription for a power
wheelchair ONLY after the visit and examination are
complete. This prescription must contain the following seven
elements:

1. Beneficiary’s name

2. Description of the item that is ordered. This may be
general (e.g., power wheelchair) device or may be
more specific.

Date of completion of the face-to-face examination

Pertinent diagnoses and/or conditions that relate to the
need for the power wheelchair

5. Length of need
6. Physician’s signature
7. Date of physician signature

The physician must send back a copy of the face-to-face
evaluation (received from the supplier or PT/OT) and seven-
element prescription to the supplier within 45 days from the
completion of the face-to-face mobility exam. The physician
must also include copies of previous notes, consultations with
other physicians, and reports of pertinent laboratory, x-ray, or
other diagnostic tests if they will help to document the
severity of the patient’s ambulatory problems.

After the supplier receives this information, they will prepare
a detailed product description that describes the item(s) being
provided including all options and accessories. After
gathering this information the physician must review it and, if
they agree with what is being provided, sign, date and return

2-49



Manual Updated 06/01/16

Durable Medical Equipment Provider Manual

SECTION 2 POLICIES AND PROCEDURES

Wheelchairs (Cont’d.)

PROGRAM SERVICES

it to the supplier. If the physician does not agree with any part
of the detailed product description, they must contact the
supplier to clarify what the beneficiary is to receive.

Power Wheelchair Home Assessment

The power wheelchair home assessment must include the
following:

1. On-site evaluation of the beneficiary’s home

2. Beneficiary’s ability to adequately maneuver the
equipment in the existing physical space

Measure doorway width
Inspect doorway thresholds and surfaces

5. A copy of the home assessment must be kept on file
and be available on request.

Basic Coverage Criteria

In addition to the beneficiary’s condition and documentation
requirements that must be submitted and kept on file all of the
following basic criteria (A-1) must be met for a power
wheelchair (K0813-K0898) to be covered.

Additional coverage criteria for specific devices are listed
below:

1. The beneficiary has a mobility limitation that
significantly impairs his and/or her ability to
participate in one or more MRADLSs such as toileting,
feeding, dressing, grooming, and bathing in
customary locations in the home. A mobility
limitation is one that:

a) Prevents the beneficiary from accomplishing an
MRADL entirely, or

b) Places the beneficiary at reasonably determined
heightened risk of morbidity or mortality
secondary to the attempts to perform an MRADL,;
or

c) Prevents the beneficiary from completing an
MRADL within a reasonable time frame.

2. The beneficiary’s mobility limitation cannot be
sufficiently and safely resolved by the use of an
appropriately fitted cane or walker.
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extremity function to self-propel an optimally-
configured manual wheelchair in the home to perform
MRADLSs during a typical day.

4. The beneficiary has the mental and physical
capabilities to safely operate the power wheelchair
provided.

5. If the beneficiary is unable to safely operate the power
wheelchair, the beneficiary has a caregiver who is
unable to adequately propel an optimally configured
manual wheelchair, but is available, willing, and able
to safely operate the power wheelchair that is
provided.

6. The beneficiary’s weight is less than or equal to the
weight capacity of the power wheelchair that is
provided.

7. The beneficiary’s home provides adequate access
between rooms, maneuvering space, and surfaces for
the operation of the power wheelchair that is provided.

8. Use of a power wheelchair will significantly improve
the beneficiary’s ability to participate in MRADLS and
the beneficiary will use it in the home. For
beneficiaries with severe cognitive and/or physical
impairments, participation in MRADLs may require
the assistance of a caregiver.

9. The beneficiary has not expressed an unwillingness to
use a power wheelchair in the home.

a) Limitations of strength, endurance, range of
motion, or coordination, presence of pain, or
deformity or absence of one or both upper
extremities are relevant to the assessment of upper
extremity function.

b) An optimally-configured manual wheelchair is one
with an appropriate wheelbase, device weight,
seating options, and other appropriate non-
powered accessories.

Specific Types of Power Wheelchairs

I. A Group 1 power wheelchair or a Group 2 power
wheelchair is covered if the beneficiary’s condition
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and documentation requirements are submitted and
kept on file, all of the coverage criteria (a)-(i) for a
PWC are met, and the wheelchair is appropriate for
the patient’s weight.

A Group 2 Single Power Option power wheelchair is
covered if the beneficiary’s condition and
documentation requirements are submitted and kept
on file, all of the coverage criteria (a)-(i) for a power
wheelchair are met, and if:

A. Criterion 1 or 2 is met; and
B. Criterion 3 is met.
The criterion is as follows:

1. The beneficiary requires a drive control
interface other than a hand or chin-operated
standard proportional joystick (examples
include but are not limited to head control, sip
and puff, switch control).

2. The beneficiary meets coverage criteria for a
power tilt or a power recline seating system
(see  Wheelchair Options and Accessories
policy for coverage criteria) and the system is
being used on the wheelchair.

3. The beneficiary has had a specialty evaluation
that was performed by a licensed/certified
medical professional, such as a physical
therapist (PT) or occupational therapist (OT),
or physician who has specific training and
experience in  rehabilitation  wheelchair
evaluations and that documents the medical
necessity for the wheelchair and its special
features. The PT, OT, or physician may have
no financial relationship with the DME
provider.

If a Group 2 Single Power Option power wheelchair is
provided and if 11(A) or 11(B) is not met (including but
not limited to situations in which it is only provided to
accommodate a power seat elevation feature, a power
standing feature, or only power elevating legrests) but
the coverage criteria for a power wheelchair are met,
payment will be based on the allowance for the least
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costly medically appropriate alternative Group 2
power wheelchair.

A Group 2 Multiple Power Option power wheelchair
is covered if the patient’s condition and
documentation requirements are submitted and kept
on file, all of the coverage criteria (a)-(i) for a power
wheelchair are met, and if:

A) Criterion 1 or 2 is met; and
B) Criterion 3 is met.
The criterion is as follows:

1. The beneficiary meets coverage criteria for a
power tilt and recline seating system (see
Wheelchair Options and Accessories policy)
and the system is being used on the
wheelchair.

2. The beneficiary uses a ventilator which is
mounted on the wheelchair.

3. The beneficiary has had a specialty evaluation
that was performed by a licensed/certified
medical professional, such as a PT or OT, or
physician who has specific training and
experience in  rehabilitation  wheelchair
evaluations and that documents the medical
necessity for the wheelchair and its special
features (see Documentation Requirements
section). The PT, OT, or physician may have
no financial relationship with the supplier.

If a Group 2 Multiple Power Option power wheelchair
is provided, the beneficiary condition and
documentation requirements are submitted and kept
on file, and if 1HI(A) or I11(B) is not met but the criteria
for another power wheelchair are met, payment will be
based on the allowance for the least costly medically
appropriate alternative Group 2 power wheelchair.

A Group 3 power wheelchair with no power options is
covered if:

A) All of the coverage criteria (a)-(c) for a power
wheelchair are met;
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VI.

and

B) The beneficiary’s mobility limitation is due to a
neurological condition, myopathy, or congenital
skeletal deformity; and

C) The beneficiary has had a specialty evaluation that
was performed by a licensed/certified medical
professional, such as a PT or OT, or physician who
has specific training and experience in
rehabilitation wheelchair evaluations and that
documents the medical necessity for the
wheelchair and its special features (see
Documentation Requirements section). The PT,
OT, or physician may have no financial
relationship with the supplier.

If a Group 3 power wheelchair is provided and
criterion A is met but either criterion B or C is not
met, payment will be based on the allowance for the
least costly medically appropriate alternative Group 2
power wheelchair.

A Group 3 PWC with Single Power Option or with
Multiple Power Options is covered if the patient
condition and documentation requirements are
submitted and kept on file, and if:

A) The Group 3 criteria IV(A) and IV(B) are met; and

B) The Group 2 Single Power Option (criteria I1[A]
and II[B]) or Multiple Power Options (criteria
I1I[A] and I11[B]) (respectively) are met.

If a Group 3 Single Power Option or Multiple Power
Options power wheelchair is provided and Criterion
IV(A) is met but all of the other coverage criteria are
not met, payment will be based on the allowance for
the least costly medically appropriate alternative
Group 2 or Group 3 power wheelchair.

Group 4 power wheelchairs have added capabilities
that are not needed for use in the home. Therefore, if
these wheelchairs are provided and coverage criteria
for a Group 2 or Group 3 power wheelchairs are met,
payment will be based on the allowance for the least
costly medically appropriate alternative.
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VII. A Group 5 (Pediatric) power wheelchair with Single
Power Option or with Multiple Power Options is
covered if the patient condition and documentation
requirements are submitted and kept on file, and if:

A) All the coverage criteria (a)-(i) for a power
wheelchair are met;

and
B) The beneficiary is expected to grow in height; and

C) The Group 2 Single Power Option (criteria 11[A]
and II[B]) or Multiple Power Options (criteria
I11I[A] and 111[B]) (respectively) are met.

If a Group 5 power wheelchair is provided but all the
coverage criteria are not met, payment will be based
on the allowance for the least costly medically
appropriate alternative.

Least Costly Alternative

Coverage criteria for power wheelchairs are based on a
stepwise progression of medical necessity. If coverage criteria
for the device that is provided are not met and if there is
another device that meets the beneficiary’s medical needs (as
defined in this policy), payment will be based on the
allowance for the least costly medically appropriate
alternative.

Determinations of least costly alternative will take into
account the beneficiary’s weight, seating needs, and needs for
other special features (i.e., power seating systems, alternative
drive controls, and ventilators).

Miscellaneous

A power wheelchair with Captain's Chair is not appropriate
for a patient who needs a separate wheelchair seat and/or back
cushion. If a skin protection and/or positioning seat or back
cushion that meets coverage criteria is provided with a power
wheelchair with Captain's Chair, the power wheelchair will be
denied as not medically necessary.

If a beneficiary needs a seat and/or back cushion but does not
meet coverage criteria for a skin protection and/or positioning
cushion, it is appropriate to provide a Captain's Chair seat (if
the code exists) rather than a sling/solid seat/back and a
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separate general use seat and/or back cushion. If a general use
seat and/or back cushion is provided with a power wheelchair
with a sling/solid seat/back, total payment for those items will
be based on the allowance for the least costly medically
appropriate alternative — e.g., the code for the comparable
power wheelchair with Captain's Chair, if that code exists.

If a beneficiary’s weight can be accommodated by a power
wheelchair with a lower weight capacity than the wheelchair
that is provided, payment will be based on the allowance for
the least costly medically appropriate alternative.

A seat elevator is a non-covered option on a power
wheelchair. Therefore, if a Group 2 Seat Elevator power
wheelchair is provided and if all of the criteria (a)-(i) for a
power wheelchair are met, payment will be based on the
allowance for the least costly medically appropriate
alternative Group 2 power wheelchair without seat elevator.

An add-on to convert a manual wheelchair to a joystick
controlled power wheelchair will be allowed if medical
necessity is met.

Backup wheelchairs, either manual or motorized, are not
considered as medically necessary and are non-covered.

One month's rental of a power wheelchair is covered if a
patient-owned wheelchair is being repaired. Payment is based
on the type of replacement device that is provided but will not
exceed the rental allowance for the power mobility device that
is being repaired.

A power wheelchair will be denied as not medically necessary
if the underlying condition is reversible and the length of need
is less than three months (e.g., following lower extremity
surgery which limits ambulation).

Code KO0108 (Wheelchair component or accessory, not
otherwise  specified) is the only reimbursable
miscellaneous code billable to manual and power
wheelchairs. Billing miscellaneous wheelchair items with
code E1399 is not permissible.

When billing for equipment not given an established code
by SADMERC (e.g., K0108) providers must submit an
invoice that contains Manufacturer Suggested Retail
Pricing (MSRP) for the items billed. If submitting an
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internet *““screen print”, a signature is required certifying
the date, quantity, cost, and description of items being
billed. If billing cost instead of MSRP Medicaid will
reimburse cost plus 25 percent. Claims submitted with
documents other than an invoice or a signed document as
indicated above will be rejected.

A power wheelchair which has not been reviewed by the
SADMERC or which has been reviewed by the SADMERC
and found not to meet the definition of a specific power
wheelchair listed in the Durable Medical Equipment Fee
Schedule will be denied as not medically necessary. The fee
schedule can be found on the SCDHHS Web site at
http://www.scdhhs.gov.

Covered Wheelchair Options and Accessories

Medicaid considers certain wheelchair accessories medically
necessary if the wheelchair is considered medically necessary
and the options or accessories are necessary for the
beneficiary to function in the home and perform the activities
of daily living.

The following wheelchair options and accessories may be
considered medically necessary when the beneficiary meets
the medical necessity criteria for a wheelchair.*

e Amputee adapter

o General use back cushion

o General use seat cushion

e Heel loops

e IVrod

e Narrowing device

o Oxygen carrier

e Speech generating device (SGD) table

o Step tube

e Suspension fork

e Ventilator tray

o Wide stance arm bracket
* This list is not all-inclusive.
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Non-Covered Wheelchair
Accessory/Attachment

Generally a wheelchair accessory/attachment or wheelchair
upgrade is considered a convenience item when used to adapt
to the outside environment, for work, or to perform leisure or
recreational activities.

Upgraded and specialty wheels (e.g., Spinergy) are considered
not medically necessary because they are not required for
performance of instrumental activities of daily living.

The following wheelchair items are non-covered as they are
considered personal convenience items*:

Articulating (telescoping) elevating leg rests

Back support systems: Back support systems have a
plastic frame which is padded and covered with cloth
or other material; they are designed to be attached to a
wheelchair base, but do not completely replace the
wheelchair back. These back support systems are
considered convenience items, because they are not
generally necessary to provide trunk support in
members in wheelchairs. An adequate seating system
would allow the beneficiary to function appropriately
in the wheelchair.

Power Assist Devices

Battery charger: A battery charger for a power
wheelchair is included in the allowance for a power
wheelchair base. A dual mode battery charger for a
power wheelchair is considered a convenience item
and is non-covered.

Canopies

Clothing guards to protect clothing from dirt, mud, or
water thrown up by the wheels (similar to mud flaps
for cars)

Crutch or cane holder

Flat-free inserts (zero pressure tubes): Flat free inserts
have a removable ring of firm material that is placed
inside of a pneumatic tire. Flat free inserts are
intended to allow the wheelchair to continue to move
if the pneumatic tire is punctured.

Gloves

Home modifications: Modifications to the structure of
the home to accommodate wheelchairs are not
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considered treatment of disease and are non-covered.
Examples of home modifications and installations that
are non-covered include wheelchair ramps, wheelchair
accessible showers, elevators, and lowered bath or
kitchen counters and sinks.

Identification devices (such as labels, license plates,
name plates)
Lighting systems

Power add-ons to manual wheelchairs: A power add-
on is used to convert a manual wheelchair to a
motorized wheelchair (e.g., an add-on to convert a
manual wheelchair to a joystick-controlled power
mobility device or to a tiller-controlled power
mobility device).

Powered seat elevator attachments for -electric,
powered, or motorized wheelchairs

Shock absorbers

Snow tires for wheelchair

Speed conversion kits

Transit Options (tie downs)

Warning devices, such as horns and backup signals

Wheelchair baskets, bags, or pouches - used to hold
personal belongings

Wheelchair lifts (e.g., Wheel-O-Vator, trunk loader) -
devices to assist in lifting wheelchair up stairways,
into car trunks, or in vans (see CPB 459 - Seat Lifts
and Patient Lifts)

Wheelchair rack for automobile (auto carrier) - car
attachment to carry wheelchair

Wheelchair ramp - provides access to stairways or
vans

Wheelchair tie downs

Any type of computer or electronic device to operate
electric, powered, or motorized wheelchair while
person is not physically sitting in equipment.

*Note: This list is not all inclusive.
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The following documentation must be submitted with power
wheelchair requests and a copy kept on file:

1. A completed MCMN, signed and dated by a physician,

nurse practitioner, or physician assistant, with a
detailed summary of the beneficiary’s medical
condition. (The MCMN must be legible and include
the physician, nurse practitioner, or physician
assistant’s license information.)

A physician’s prescription (if faxed, must be legible)

A copy of the delivery slip and manufacturer
information to include manufacturer, make, model, etc.

Relevant portions of the beneficiary’s medical record
containing PT or OT evaluations. Physicians can
complete the PT/OT evaluation for beneficiaries.
Beneficiaries who are attending public school also
have the option of getting a PT evaluation from the
school’s physical therapist. All PT/OT evaluations
must include but not be limited to the following
information:
a. Range of motion and semi-quantitative
assessment of strength in the extremities
b. Quantitative limitations to passive range of
motion in the extremities

a) The presence or absence of increased muscle tone
or spasms

b) Detailed description of patient’s condition
including related diagnoses and history

c) Describe how the equipment benefits the patient in
performing Activities of Daily Living (ADLS)

d) Detailed list, description, and justification of
wheelchair base and accessories

e) Detailed description of patient’s long-term
prognosis

f) Size, weight, and measurements of the patient

g Patient’s medical condition necessitating use of a
power chair

h) Progression of the condition and prognosis
)y MAT Exam
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Negative Pressure Wound
VAC

7.

j) The extent of the patient's ability to ambulate. If the
patient can ambulate, what are the limits to this
ambulation and does it require an assistive device?
If a device is currently being used, indicate what
device is currently being used.

k) Past use of walker, cane, and/or wheelchair that
have been tried and the results

) Previous equipment tried and the results

Attestation statement. There must be a signed and
dated attestation by the provider that the PT/OT
therapist has no financial relationship with the
provider.

Manufacturer information to include price, make,
models, and serial numbers.

Home assessment

South Carolina Department of Health and Human Services
(SCDHHS) may reimburse for up to a maximum of four
months of therapy with the negative pressure wound therapy
electrical pump, stationary or portable (E2402) Wound VAC
(vacuum assisted closure device) and supplies A6550 and
A6551, when medically necessary. In order for SCDHHS to
process the initial order for this product and related supplies,
the patient must meet the following conditions:

The patient has a chronic Stage Il or IV pressure ulcer,
neuropathic (for example, diabetic) ulcer, venous or
arterial insufficiency ulcer, or a chronic (being present
for at least 30 days) ulcer of mixed etiology.

The therapy must be administered in a home setting
with the involvement of a home health nurse and the
prescribing licensed medical professional.

For all ulcers or wounds, the following components of
a wound therapy program must include a minimum of
all the following general measures, which should either
be addressed, applied or considered and ruled out prior
to the application the Wound VAC:

1. Have tested and/or rule out all other wound
therapies prior to application of Wound VAC
therapy.
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2. Describe in detail why more conservative treatment

has not been or would not be appropriate for the
specific patient who will receive the Wound VAC.

Provide an estimate of the length of time that

| Wound VAC therapy will be required.

Provide documentation in the patient’s medical
record of evaluation, care, and wound
measurements by a licensed health care
professional.

The documentation must include, if applicable:

a. Evaluation of and provision for adequate
nutritional status.

b. Application of dressings to maintain a moist
wound environment.

Debridement of necrotic tissue if present
d. Evidence that:

a. The patient has been appropriately turned
and positioned

b. The patient has used a group 2 or 3 support
surface for pressure ulcers on the posterior
trunk.

c. The patient’s moisture and incontinence
have been appropriately managed.

d. For neuropathic (for example, diabetic
ulcers):

o The patient has been on a
comprehensive diabetic management
program.

o Reduction in pressure on a foot ulcer
has been accomplished with appropriate
modalities.

e. For venous insufficiency ulcers:

o Compression bandages and/or garments
have been consistently applied.

o Leg elevation and ambulation have been
encouraged.
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VAC (Cont'd.) Wound VACs and supplies will be denied at any time as not

medically necessary if one or more of the following is present:

e The presence in the wound of necrotic tissue with
eschar, if debridement is not attempted

e Untreated osteomyelitis within the vicinity of the
wound

o Cancer present in the wound

e The presence of a fistula to an organ or body cavity
within the vicinity of the wound

Wound VACs and their supplies that have not been
specifically designated as qualified for use of HCPCS codes
E2402, A6550, and A7000 for billing to Medicaid will be
denied as not medically necessary.

Continued Wound VAC Coverage

The attending physician must initiate any requests for
continued use of this product and supplies after four months.
Requests must include responses from the above listed
concerns in addition to the following items listed below. They
must be submitted to SCDHHS along with a new Medicaid
Certificate of Medical Necessity and Prior Authorization for
approval consideration prior to administering:

1. There must be monthly documented evidence that the
Wound VAC therapy has decreased the size or
improved the condition of the wound or wounds.

2. The anticipated extended use of the Wound VAC
therapy would be based on a month-to-month
evaluation.

3. The attending physician must explain the anticipated
benefit of continued use of the Wound VAC.

4. On aregular basis the attending physician should:

a. Directly assess the wound(s) being treated with the
Wound VAC

b. Supervise or directly perform the Wound VAC
dressing changes

c. On at least a monthly basis, document changes in
the ulcer’s dimensions and characteristics
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When Wound VAC Coverage Ends

Wound VAC coverage and supplies will be denied as not
medically necessary with any of the following, whichever
occurs earliest:

1. In the judgment of the treating physician, adequate
wound healing has occurred to the degree that Wound
VAC therapy may be discontinued.

2. Any measurable degree of wound healing has failed to
occur over the prior month. Wound healing is defined
as improvement occurring in either surface area (length
times width) or depth of the wound.

3. Four months. Coverage beyond four months will be
given individual consideration based upon required
additional documentation (See “Continued Wound
VAC Coverage”)

4. Once equipment or supplies are no longer being used
for the patient, whether or not by the physician’s order.

Wound VAC Supplies

o Coverage is provided up to a maximum of 15 dressing
kits (A6550) per wound per month unless there is
documentation that the wound size requires more than
one dressing kit for each dressing change.

o Coverage is provided up to a maximum of 15 canister
sets (A7000) per month unless there is documentation
evidencing a large volume of drainage (greater than 90
ml of exudate per day). For high volume exudative
wounds, a stationary pump with the largest capacity
canister must be used. Excess utilization of canisters
related to equipment failure (as opposed to excessive
volume drainage) will be denied as not medically
necessary.

The medical necessity for use of a greater quantity of supplies
than the amounts listed must be clearly documented in the
patient’s medical record and requests for such must be
approved by Medicaid prior to administration. If this
documentation is not present, excess quantities will be denied
for lack of medical necessity.

The SCDHHS Medical Director must approve any exceptions
to these coverage criteria and exclusions after a written request
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is received from the treating physician. Please send requests
for exceptions to:

SCDHHS

Dept. of Durable Medical Equipment, 12th floor
Post Office Box 8206

Columbia, SC 29202-8206

Prosthetic appliances replace all or part of the function of a
permanently inoperative or malfunctioning body organ.
Related supplies are covered when the appliances are essential
to the effective use of the artificial limb.

Coverage of prosthetic appliances includes repair or
replacement of Medicaid-covered prosthetic devices (other
than dental and eyeglasses).

Providers who make custom equipment should submit quotes
on company letterhead.

Coverage for Cranial Remolding Orthotic Devices are only
considered as an adjunct to surgical therapy for
craniosynostosis and not for treating positional or non-
synostotic plagiocephaly or brachycephaly.

Approval of a cranial remolding orthotic device is only
considered when requested by a Pediatric Neurosurgeon,
Pediatric Neurologist, Pediatric Ear Nose and Throat (ENT)
Physician, or a Cranial Facial Surgeon.

Requests for prior authorization for this equipment is obtained
through KEPRO and it may be submitted using one of the
following methods:

KEPRO Customer Service Phone: 855-326-5219
KEPRO Fax: 855-300-0082
For Provider Issues email: atrezzoissues@Kepro.com

Not all parenteral and enteral pumps are considered purchased
for the beneficiary after the tenth month of rental. Providers
will continue to use the standard procedure codes for pump
rentals. These procedure codes are:

B9000 Enteral nutrition infusion pump without alarm
B9002 Enteral nutrition infusion pump with alarm
B9004 Parenteral nutrition infusion pump, portable
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B9006 Parenteral nutri