
Optional State Supplementation Manual Manual Updated 12/01/16 
 

 FORMS 
 

i 
 

Number Name Revision Date 
DHHS 126 Confidential Complaint 06/2007 
DHHS 205 Medicaid Refunds  01/2008 
DHHS 931 Health Insurance Information Referral Form 01/2008 

 EFT Authorization Agreement 01/2014 
 Duplicate Remittance Advice Request Form 04/2014 
 Claim Reconsideration Form 12/2016 
 Sample Remittance Advice 04/2014 
 Sample Turn Around Document (TAD)  

CRCF-01 Notice of Admission, Authorization & Change of Status 
for Community Residential Care Facility 

06/2014 

CRCF-02 Communication Form  
DHHS 1728-ME SSI Recipient Request for Optional State 

Supplementation 
07/2002 

 Annual Competency Evaluation Documentation  
 Potential In-Service Topic List  
 Resident Weekly Care Log  
 Consent Form  
 Community Residential Care Facility Accessibility 

Checklist (six pages) 
 

 Pre-Enrollment Screening Tool for the Optional 
Supplemental Care for Assisted Living Participants 
(OSCAP) 

 

 OSCAP Provider Information Update Form  
DHHS 1282 Authorization for Release of Information and 

Appointment of Authorized Representative for Medicaid 
Applications/Reviews and Appeals 

05/2016 

DHHS 3400  Application for Medicaid and Affordable Health 
Coverage w/Authorized Representative  (16 pages) 

06/2016 

DHHS 3401 Application for Nursing Home, Residential or In-Home 
Care w/Authorized Representative  (10 pages) 

06/2016 

 
 



 

 

 
 
 

STATE OF SOUTH 
CAROLINA 

DEPARTMENT OF HEALTH 
AND HUMAN SERVICES 

 

CONFIDENTIAL COMPLAINT 
 

SEND TO: DIRECTOR, DIVISION OF PROGRAM INTEGRITY 
 DEPARTMENT OF HEALTH AND HUMAN SERVICES 
 P.O. BOX 100210, 1801 MAIN STREET, COLUMBIA, SOUTH CAROLINA 29202-3210 

 

PROGRAM INTEGRITY 
THIS REPORT IS DESIGNED FOR THE REPORTING OF POSSIBLE ABUSE BY MEDICAID 
PROVIDERS AND/OR RECIPIENTS. USE THE SPACE BELOW TO EXPLAIN IN DETAIL YOUR 
COMPLAINT. PLEASE IDENTIFY YOURSELF AND WHERE YOU CAN BE REACHED FOR FUTURE 
REFERENCES. UNLESS OTHERWISE INDICATED, ALL INFORMATION SHOULD BE PRINTED OR 
TYPED. 

YOUR COMPLAINT WILL REMAIN CONFIDENTIAL. 

 

SUSPECTED INDIVIDUAL OR INDIVIDUALS: 

 

 

NPI or MEDICAID PROVIDER ID: (if applicable) 

 

MEDICAID RECIPIENT ID NUMBER: (if applicable) 

 

ADDRESS OF SUSPECT: 

 

 

 

LOCATION OF INCIDENT: 

 

DATE OF INCIDENT: 

 

COMPLAINT: 

 

 

 

 

 

 

 

NAME OF PERSON REPORTING: (Please print) 

 

SIGNATURE OF PERSON REPORTING: 

 

DATE OF REPORT 

 

ADDRESS OF PERSON REPORTING: 

 

 

 

 

TELEPHONE NUMBER OF PERSON REPORTING: 

 

SIGNATURE: (SCDHHS Representative Receiving Report) 

 

SCDHHS Form 126 (revised 06/07)  
 
  



 

 

South Carolina Department of Health and Human Services 
Form for Medicaid Refunds 

 

Purpose:  This form is to be used for all refund checks made to Medicaid.  This form gives the information needed to properly account 
for the refund.  If the form is incomplete, the provider will be contacted for the additional information. 
 
Items 1, 2 or 3, 4, 5, 6, & 7 must be completed.              Attach appropriate document(s) as listed in item 8. 
 
1.  Provider Name:   __________________________            
 

2.  Medicaid Legacy Provider #              
          (Six Characters) 
       OR 

3.  NPI#     & Taxonomy    
 
4.  Person to Contact: ________________________ 5.  Telephone Number:  ______________________ 
 
6.  Reason for Refund:   [check appropriate box] 
 

   Other Insurance Paid (please complete a – f below and attach insurance EOMB) 
        a Type of Insurance: (  )  Accident/Auto Liability  (  ) Health/Hospitalization 
        b  Insurance Company Name ___________________________________________ 
        c  Policy #:__________________________________________________________ 
        d   Policyholder: ______________________________________________________ 
        e   Group Name/Group:  ________________________________________________ 
        f   Amount Insurance Paid:______________________________________________ 

   Medicare 
       (  )  Full payment made by Medicare 
       (  )  Deductible not due 
       (  )  Adjustment made by Medicare 

   Requested by DHHS (please attach a copy of the request) 

   Other, describe in detail reason for refund: 
    ______________________________________________ 
    ______________________________________________ 

______________________________________________ 
______________________________________________ 

 

7.  Patient/Service Identification:  
 

Patient Name Medicaid I.D.# 
    (10 digits) 

Date(s) of 
   Service 

      Amount of 
Medicaid Payment 

Amount of 
   Refund 

     
     
     
     
     
 

8.  Attachment(s):  [Check appropriate box] 
 

   Medicaid Remittance Advice (required) 

   Explanation of Benefits (EOMB) from Insurance Company (if applicable) 

   Explanation of Benefits (EOMB) from Medicare (if applicable) 

   Refund check 
 

Make all checks payable to: South Carolina Department of Health and Human Services 
Mail to: SC Department of Health and Human Services 

Cash Receipts 
Post Office Box 8355 
Columbia, SC 29202-8355 

 

DHHS Form 205 (01/08)   



 

 

    
 
 

 
 

 
 
Provider or Department Name:  ________________________________   Provider ID or NPI:   ____________________    
     
Contact Person:  _____________________   Phone #:  _______________________________   Date:   ______________ 
 
  

I       ADD INSURANCE FOR A MEDICAID BENEFICIARY WITH NO INSURANCE IN THE MEDICAID       
MANAGEMENT INFORMATION SYSTEM (MMIS) – ALLOW 25 DAYS 
 
Beneficiary Name: ___________________________________     Date Referral Completed: _______________________ 
 
Medicaid ID#:  ______________________________________     Policy Number:  ______________________________ 
    
Insurance Company Name:  ____________________________     Group Number:  ______________________________ 
 
Insured's Name:  _____________________________________     Insured SSN:  ________________________________ 
 
Employer's Name/Address:  __________________________________________________________________________ 
 

II       CHANGES TO AN INSURANCE RECORD THAT IS IN THE MMIS – MIVS SHALL WORK WITHIN 5 DAYS 
 

_____   a.     beneficiary has never been covered by the policy – close insurance.  
 
_____   b.     beneficiary coverage ended - terminate coverage (date)  __________________________________ 

 
_____   c.     subscriber coverage lapsed - terminate coverage (date)   __________________________________ 
 
_____   d.     subscriber changed plans under employer - new carrier is  _________________________________ 

                                                            
                                                          - new policy number is  _________________________________ 
 

_____   e.    beneficiary to add to insurance already in MMIS for subscriber or other family member.   
 
    (name)  __________________________________________ 
 

ATTACH A COPY OF THE APPROPRIATE DOCUMENTATION TO THIS FORM. 
 

Submit this information to Medicaid Insurance Verification Services (MIVS). 
                                               Fax:               or          Mail: 
                                     803-252-0870                     Post Office Box 101110 
                           Columbia, SC  29211-9804 
 
 

III      NEW POLICY NUMBERS FOR INSURANCE IN THE MMIS WITH THE SUBSCRIBER SSN 
(SCDHHS is collecting new unique policy numbers and plans to replace existing insurance records through MMIS 
online modification as computer resources are available.) 

 
Medicaid Beneficiary ID: _______________________________   SSN: _______________________________________ 
 
Carrier Name/Code: ________________________________   New Unique Policy Number:  _______________________ 
 

Submit this information to South Carolina Department of Health and Human Services (SCDHHS).       
                            Fax:                     or            Mail: 
                                 803-255-8225                        Post Office Box 8206, Attention TPL 
                                                                                             Columbia, SC  29202-8206 
                            
 
DHHS 931 – Updated January 2008 

SOUTH CAROLINA DEPARTMENT OF HEALTH AND HUMAN SERVICES 
MEDICAID HEALTH INSURANCE INFORMATION REFERRAL FORM 



 

 

 

 
 



 

 

 
 
 

 
  



 

 

 



 

 

 
 



 

 

 

 
Sample Remittance Advice 

 
 
NHM4530R03                                   SC DEPARTMENT OF HEALTH AND HUMAN SERVICES          PAYMENT DATE                  PAGE 1 
RUN DATE 12/06/2013      (1)                        COMMUNITY RESIDENTIAL CARE                                                 
                                          OPTIONAL STATE SUPPLEMENTATION REMITTANCE ADVICE 
 

 
    CRCF NO. RC0XXX  (2)                                       CHECK DATE: 12/06/13  (3)             BANK NAME:       (6) 
                                                               CHECK NUMBER: 2999994 (4)             BANK NUMBER:     (7) 
                                                               CHECK AMOUNT: $000.00 (5)             ACCOUNT NUMBER:  (8) 
                                                                                                                                        
          (9)                              (10)       (11)      (12)         (13)        (14)        (15)      (16)        (17) 
       RECIPIENT                       RECIPIENT    DATE OF    CRCF                   OSS/IPC      STATUS     EDIT     CLAIM CONTROL 
LINE     NAME                            ID NO      SERVICE    DAYS        INCOME     PAYMENT       CODE      CODE         NUMBER 
01       JANE     DOE                 1112233333    11/04/13    10         $000.00      $0.00       8 P               0233199999130000 
01                                                                                     $000.00 
02 
02 
03 
04 
05 
06 
07 
08 
09 
10 
11 
12 
13 
14 
15 
16 
17 
18 
19 
20 

 
 
 



 

 

 



 

 

 



 

 

 
 



 

 

 
 



 

 

 
 



 

 

 
 



 

 

 
 

 
  



 

 

 

POTENTIAL IN-SERVICE TOPIC LIST 
 

OPTIONAL SUPPLEMENTATION FOR ASSISTED LIVING PARTICIPANTS (OSCAP) 
 
 
 

All about Headaches 
 

Assistive Devices 

Non-Compliant Clients 
 
Non-Traumatic Emergencies 

 
Bathing Tips 

 
Being Assertive 

Normal Aging Process 
 
Nutrition and Hydration 

 
Building Trust & Confidence with Residents 

 
Common Diets 

Overview of the Body 
 
Pain and the Elderly 

 
Communication Skills 

 
Cultural Diversity 

Parkinson’s Disease 
 
Performing Safe Transfers 

 
Customer Service Care 

 
Dealing with Dizziness 

Personal Care Safety Issues 
 
Personal Hygiene 

 
Dealing with Family Members 

 
Documentation of Direct Care and Record Keeping 

Preventing Pressure Sores 
 
Professionalism and Work Ethics 

 
Documenting Physical and Mental Changes 

 
Ergonomics/Body Mechanics 

Safety in the Workplace 
 
Skin Care 

 
Feeding Your Clients 

 
Flu Season 

Stress Management 
 
Techniques for Giving Bed Baths 

 
Getting Off to a Good Start with a Resident 

 
Hand washing 

Toileting Tips 
 
Understanding Alzheimer’s Disease & Other Dementias 

 
Hearing and Disorders 

 
Heart Attacks and Strokes 

Understanding Basic Hyman Needs 
 
Understanding Depression 

 
Heart Failure 

 
HIPAA 

Understanding Diabetes 
 
Understanding Hypertension Activity and the Elderly 

 
How to Prioritize Your Work 

Maintaining a Professional Distance 

Maintaining Client’s Dignity 

Men’s Health Issues 

Women’s Health Issues 
 
Working with a Person with a Mental Illness 
 
Working with a Person with an Intellectual or Developmental 
Disability 
 
Working with Difficult & Combative People 

 
Mouth Care 
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