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ABOUT THIS DOCUMENT

This document has been produced at the direction of the Louisiana Department of Health and
Hospitals (DHH), Bureau of Health Services Financing (BHSF), the agency that establishes all
policy regarding Louisiana Medicaid. DHH contracts with a fiscal intermediary, currently Unisys
Corporation, to administer certain aspects of Louisiana Medicaid according to policy,
procedures, and guidelines established by DHH. This includes payment of Medicaid claims;
processing of certain financial transactions; utilization review of provider claim submissions and
payments; processing of pre-certification and prior authorization requests; and assisting
providers in understanding Medicaid policy and procedure and correctly filing claims to obtain
reimbursement.

This training packet has been developed for presentation at the Spring 2006 Louisiana Medicaid
Provider Training workshops. Each year these workshops are held to inform providers of recent
changes that affect Louisiana Medicaid billing and reimbursement. In addition, established
policies and procedures that prompt significant provider inquiry or billing difficulty may be
clarified by workshop presenters. The emphasis of the workshops is on policy and procedures
that affect Medicaid billing.

This packet does not present general Medicaid policy such as recipient eligibility and ID cards,
and third party liability. Such information is presented only in the Basic Medicaid Information
Training packet. This packet may be obtained by attending the Basic Medicaid Information
workshop; by requesting a copy from Unisys Provider Relations; or by downloading it from the
Louisiana MEDICAID website, www.lamedicaid.com.
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FOR YOUR INFORMATION!
SPECIAL MEDICAID BENEFITS
FOR CHILDREN AND YOUTH

THE FOLLOWING SERVICES ARE AVAILABLE TO CHILDREN AN D YOUTH WITH
DEVELOPMENTAL DISABILITIES.
TO REQUEST THEM CALL THE OFFICE FOR CITIZENS WITH D EVELOPMENTAL DISABILITIES
(OCDD)/DISTRICT/AUTHORITY IN YOUR AREA.
(See listing of numbers on attachment)

MR/DD MEDICAID WAIVER SERVICES

To sign up for "waiver programs" that offer Medicaid and additional services to eligible persons (including those whose
income may be too high for other Medicaid), ask to be added to the Mentally Retarded/ Developmentally Disabled
(MR/DD) Request for Services Registry (RFSR). The New Opportunities Waiver (NOW) and the Children’s Choice
Waiver both provide services in the home, instead of in an institution, to persons who have mental retardation and/or
other developmental disabilities. Both waivers cover Family Support, Center-Based Respite, Environmental Accessibility
Modifications, and Specialized Medical Equipment and Supplies. In addition, NOW covers services to help individuals live
alone in the community or to assist with employment, and professional and nursing services beyond those that Medicaid
usually covers. The Children’s Choice Waiver also includes Family Training. Children remain eligible for the Children’s
Choice Waiver until their nineteenth birthday, at which time they will be transferred to an appropriate Mentally
Retarded/Developmentally Disabled (MR/DD) Waiver.

(If you are accessing services for someone 0-3 please contact EarlySteps at 1-866-327-5978.)

SUPPORT COORDINATION

A support coordinator works with you to develop a comprehensive list of all needed services (such as medical care,
therapies, personal care services, equipment, social services, and educational services) then assists you in obtaining
them. If you are a Medicaid recipient and under the age o f 21 and it is medically necessary, you may be elig  ible to
receive support coordination services immediately.

THE FOLLOWING BENEFITS ARE AVAILABLE TO ALL MEDICAI D ELIGIBLE CHILDREN AND YOUTH UNDER THE
AGE OF 21 WHO HAVE A MEDICAL NEED.
TO ACCESS THESE SERVICES CALL KIDMED (TOLL FREE) at 1-877-455-9955
(or TTY 1-877-544-9544)

MENTAL HEALTH REHABILITATION SERVICES

Children and youth with mental illness may receive Mental Health Rehabilitation Services. These services include clinical
and medication management; individual and parent/family intervention; supportive and group counseling; individual and
group psychosocial skills training; behavior intervention plan development and service integration. All mental health
rehabilitation services must be approved by mental health prior authorization unit.

PSYCHOLOGICAL AND BEHAVIORAL SERVICES
Children and youth who require psychological and/or behavioral services may receive these services from a licensed
psychologist. These services include necessary assessments and evaluations, individual therapy, and family therapy.

EPSDT/KIDMED EXAMS AND CHECKUPS

Medicaid recipients under the age of 21 are eligible for checkups ("EPSDT screens"). These checkups include a health
history; physical exam; immunizations; laboratory tests, including lead blood level assessment; vision and hearing checks;
and dental services. They are available both on a regular basis, and whenever additional health treatment or services are
needed. EPSDT screens may help to find problems, which need other health treatment or additional services. Children
under 21 are entitled to receive all medically nece  ssary health care, diagnostic services, and treatme  nt and other
measures covered by Medicaid to correct or improve physical or mental conditions. This includes a wid e range
of services not covered by Medicaid for recipients over the age of 21.
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PERSONAL CARE SERVICES

Personal Care Services (PCS) are provided by attendants when physical limitations due to illness or injury require
assistance with eating, bathing, dressing, and personal hygiene. PCS services do not include medical tasks such as
medication administration, tracheostomy care, feeding tubes or catheters. The Medicaid Home Health program or
Extended Home Health program covers those medical services. PCS services must be ordered by a physician. The PCS
service provider must request approval for the service from Medicaid.

EXTENDED SKILLED NURSING SERVICES

Children and youth may be eligible to receive Skilled Nursing Services in the home. These services are provided by a
Home Health Agency. A physician must order this service. Once ordered by a physician, the home health agency must
request approval for the service from Medicaid.

PHYSICAL THERAPY, OCCUPATIONAL THERAPY, SPEECH THER APY, AUDIOLOGY SERVICES, and
PSYCHOLOGICAL EVALUATION AND TREATMENT

If a child or youth wants rehabilitation services such as Physical, Occupational, or Speech Therapy, Audiology Services,
or Psychological Evaluation and Treatment; these services can be provided at school, in an early intervention center, in
an outpatient facility, in a rehabilitation center, at home, or in a combination of settings, depending on the child’s needs.
For Medicaid to cover these services at school (ages 3 to 21), or early intervention centers and EarlySteps (ages 0 to 3),
they must be part of the IEP or IFSP. For Medicaid to cover the services through an outpatient facility, rehabilitation
center, or home health, they must be ordered by a physician and be prior-authorized by Medicaid.

FOR INFORMATION ON RECEIVING THESE THERAPIES CONTACT YOUR SCHOOL OR EARLY
INTERVENTION CENTER. EARLYSTEPS CAN BE CONTACTED (toll free) AT 1-866-327-5978.
CALL KIDMED REFERRAL ASSISTANCE AT 1-877-455-9955 T O LOCATE OTHER THERAPY
PROVIDERS.

MEDICAL EQUIPMENT AND SUPPLIES

Children and youth can obtain any medically necessary medical supplies, equipment and appliances needed to correct, or
improve physical or mental conditions. Medical Equipment and Supplies must be ordered by a physician. Once ordered
by a physician, the supplier of the equipment or supplies must request approval for them from Medicaid.

TRANSPORTATION

Transportation to and from medical appointments, if needed, is provided by Medicaid. These medical appointments do
not have to be with Medicaid providers for the transportation to be covered. Arrangements for non-emergency
transportation must be made at least 48 hours in advance.

Children under age 21 are entitled to receive allm  edically necessary health care, diagnostic services ,
treatment, and other measures that Medicaid can cov  er. This includes many services that are not covere  d
for adults.

IF YOU NEED A SERVICE THAT IS NOT LISTED ABOVE CALL THE REFERRAL ASSISTANCE COORDINATOR AT
KIDMED (TOLL FREE) 1-877-455- 9955 (OR TTY 1-877-54 4-9544).
IF THEY CANNOT REFER YOU TO A PROVIDER OF THE SERVICE YOU NEED,
CALL 1-888-758-2220 FOR ASSISTANCE.
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OTHER MEDICAID COVERED SERVICES

° Ambulatory Care Services, Rural Health Clinics, and Federally Qualified Health Centers
° Ambulatory Surgery Services

° Certified Family and Pediatric Nurse Practitioner Services
° Chiropractic Services

° Developmental and Behavioral Clinic Services

° Diagnostic Services-laboratory and X-ray

° Early Intervention Services

° Emergency Ambulance Services

° Family Planning Services

° Hospital Services-inpatient and outpatient

° Nursing Facility Services

° Nurse Midwifery Services

° Podiatry Services

° Prenatal Care Services

° Prescription and Pharmacy Services

° Health Services

° Sexually Transmitted Disease Screening

MEDICAID RECIPIENTS UNDER THE AGE OF 21 ARE ENTITLE D TO RECEIVE THE
ABOVE SERVICES AND ANY OTHER NECESSARY HEALTH CARE, DIAGNOSTIC
SERVICE, TREATMENT AND OTHER MEASURES COVERED BY ME DICAID TO CORRECT
OR IMPROVE A PHYSICAL OR MENTAL CONDITION. This may include services not
specifically listed above. These services must be ordered by a physician and sent to Medicaid
by the provider of the service for approval.

If you need a service that is not listed above call KIDMED (TOLL FREE) at 1-877-455-9955
(or TTY 1-877-544-9544).

If you do not RECEIVE the help YOU need ask for the  referral assistance coordinator.



OFFICE FOR CITIZENS WITH DEVELOPMENTAL DISABILITIES
(OCDD)/DISTRICT/AUTHORITY

METROPOLITAN HUMAN

SERVICEREGION VI

DISTRICT

1010 Common Street, 5 t Floor
New Orleans, LA 70112

Phone: (504) 599-0245

FAX: (504) 568-4660

CAPITAL AREA HUMAN

429 Murray Street - Suite B
Alexandria, LA 71301
Phone: (318) 484-2347
FAX: (318) 484-2458

Toll Free: 1-800-640-7494

SERVICESREGION Vii

DISTRICT

4615 Government St. - Bin #16 - 2nd

Floor

Baton Rouge, LA 70806
Phone: (225) 925-1910
FAX: (225) 925-1966

Toll Free: 1-800-768-8824

REGION llI

690 E. First Street
Thibodaux, LA 70301
Phone: (985) 449-5167
FAX: (985) 449-5180

Toll Free: 1-800-861-0241

REGION IV

214 Jefferson Street - Suite 301
Lafayette, LA 70501

Phone: (337) 262-5610

FAX: (337) 262-5233

Toll Free: 1-800-648-1484

REGION V

3501 Fifth Avenue, Suite C2
Lake Charles, LA 70607
Phone: (337) 475-8045
FAX: (337) 475-8055

Toll Free: 1-800-631-8810

3018 Old Minden Road
Suite 1211

Bossier City, LA 71112
Phone: (318) 741-7455
FAX: (318) 741-7445

Toll Free: 1-800-862-1409

REGION VI

122 St. John St. - Room 343
Monroe, LA 71201

Phone: (318) 362-3396
FAX: (318) 362-5305

Toll Free: 1-800-637-3113

FLORIDA PARISHES HUMAN

SERVICES

AUTHORITY

21454 Koop Drive - Suite 2H
Mandeville, LA 70471
Phone: (985) 871-8300
FAX: (985) 871-8303

Toll Free: 1-800-866-0806

JEFFERSON PARISH HUMAN

SERVICES

AUTHORITY

3101 W. Napoleon Ave — S140
Metairie, LA 70001

Phone: (504) 838-5357

FAX: (504) 838-5400
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STANDARDS FOR PARTICIPATION

Provider participation in Medicaid of Louisiana is entirely voluntary. State regulations and policy
define certain standards for providers who choose to participate. These standards are listed as
follows:

Provider agreement and enrollment with the Bureau of Health Services Financing
(BHSF) of the Department of Health and Hospitals (DHH);

Agreement to charge no more for services to eligible recipients than is charged on the
average for similar services to others;

Agreement to accept as payment in full the amounts established by the BHSF and
refusal to seek additional payment from the recipient for any unpaid portion of a bill,
except in cases of Spend-Down Medically Needy recipients; a recipient may be billed for
services which have been determined as non-covered or exceeding a limitation set by
the Medicaid Program. Patients are also responsible for all services rendered after
eligibility has ended.

Agreement to maintain medical records (as are necessary) and any information
regarding payments claimed by the provider for furnishing services;

NOTE: Records must be retained for a period of fiv e (5) years and be furnished,
as requested, to the BHSF, its authorized represent  ative, representatives of the
DHH, or the state Attorney General's Medicaid Fraud Control Unit.

Agreement that all services to and materials for recipients of public assistance be in
compliance with Title VI of the 1964 Civil Rights Act, Section 504 of the Rehabilitation
Act of 1978, and, where applicable, Title VII of the 1964 Civil Rights Act.

Picking and Choosing Services
On March 20, 1991, Medicaid of Louisiana adopted the following rule:

Practitioners who participate as providers of medic al services shall bill
Medicaid for all covered services performed on beha  If of an eligible
individual who has been accepted by the provider as a Medicaid patient.

This rule prohibits Medicaid providers from "picking and choosing" the services for which they
agree to accept a client's Medicaid payment as payment in full for services rendered. Providers
must bill Medicaid for all Medicaid covered services that they provide to their clients.

Providers continue to have the option of picking and choosing from which patients they will
accept Medicaid. Providers are not required to accept every Medicaid patient requiring
treatment.
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Statutorily Mandated Revisions to All Provider Agre ements

The 1997 Regular Session of the Legislature passed and the Governor signed into law the
Medical Assistance Program Integrity Law (MAPIL) cited as LSA-RS 46:437.1-46:440.3. This
legislation has a significant impact on all Medicaid providers. All providers should take the time
to become familiar with the provisions of this law.

MAPIL contains a number of provisions related to provider agreements. Those provisions which
deal specifically with provider agreements and the enroliment process are contained in LSA-RS
46:437.11-46:437.14. The provider agreement provisions of MAPIL statutorily establishes that
the provider agreement is a contract between the Department and the provider and that the
provider voluntarily entered into that contract. Among the terms and conditions imposed on the
provider by this law are the following:

comply with all federal and state laws and regulations;

provide goods, services and supplies which are medically necessary in the scope and
quality fitting the appropriate standard of care;

have all necessary and required licenses or certificates;

maintain and retain all records for a period of five (5) years;

allow for inspection of all records by governmental authorities;

safeguard against disclosure of information in patient medical records;

bill other insurers and third parties prior to billing Medicaid;

report and refund any and all overpayments;

accept payment in full for Medicaid recipients providing allowances for copayments
authorized by Medicaid;

agree to be subject to claims review;

the buyer and seller of a provider are liable for any administrative sanctions or civil
judgments;

notification prior to any change in ownership;

inspection of facilities; and,

posting of bond or letter of credit when required.

MAPIL’s provider agreement provisions contain additional terms and conditions. The above is
merely a brief outline of some of the terms and conditions and is not all inclusive. The provider
agreement provisions of MAPIL also provide the Secretary with the authority to deny enroliment
or revoke enrollment under specific conditions.

The effective date of these provisions was August 15, 1997. All providers who were enrolled at
that time or who enroll on or after that date are subject to these provisions. All provider
agreements which were in effect before August 15, 1997 or became effective on or after August
15, 1997 are subject to the provisions of MAPIL and all provider agreements are deemed to be
amended effective August 15, 1997 to contain the terms and conditions established in MAPIL.

Any provider who does not wish to be subjected to the terms, conditions and requirements of
MAPIL must notify Provider Enrollment immediately that the provider is withdrawing from the
Medicaid program. If no such written notice is received, the provider may continue as an
enrolled provider subject to the provisions of MAPIL.
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Surveillance Utilization Review

The Department of Health and Hospitals’ Office of Program Integrity, in partnership with Unisys,
perform the Surveillance Utilization Review function of the Louisiana Medicaid program. This
function is intended to combat fraud and abuse within Louisiana Medicaid and is accomplished
by a combination of computer runs, along with medical staff that review providers on a post
payment basis. Providers are profiled according to billing activity and are selected for review
using computer-generated reports. The Program Integrity Unit of DHH also reviews telephone
and written complaints sent from various sources throughout the state, including the fraud
hotline.

Program Integrity and SURS would also like to remind all providers that they are bound
by the conditions of their provider agreement which includes but is not limited to those
things set out in Medical Assistance Program Integrity Law (MAPIL) R.S. 46:437.1
through 440.3, The Surveillance and Utilization Review Systems Regulation (SURS
Rule) Louisiana Register Vol. 29, No. 4, April 20, 2003, and all other applicable federal
and state laws and regulations, as well as Departmental and Medicaid policies. Failure
to adhere to these could result in administrative, civil and/or criminal actions.

Providers should anticipate an audit during their association with the Louisiana Medicaid
program. When audited, providers are to cooperate with the representatives of DHH, which
includes Unisys, in accordance with their participation agreement signed upon enrollment.
Failure to cooperate could result in administrative sanctions. The sanctions include, but are not
limited to:

Withholding of Medicaid payments

Referral to the Attorney General’s Office for investigation

Termination of Provider Agreement
Program Integrity and the Unisys Surveillance Utilization Review area remind providers that a
service undocumented is considered a service not re ndered . Providers should ensure their
documentation is accurate and complete. All undocumented services are subject to
recoupment. Other services subject to recoupment are:

Upcoding level of care

Maximizing payments for services rendered

Billing components of lab tests, rather than the appropriate lab panel

Billing for medically unnecessary services

Billing for services not rendered

Consultations performed by the patient’s primary care, treating, or attending physicians
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Fraud and Abuse Hotline

The state has a hotline for reporting possible fraud and abuse in the Medicaid Program.
Providers are encouraged to give this phone number/web address to any individual or provider
who wants to report possible cases of fraud or abuse.

Anyone can report concerns at (800) 488-2917 or by using the web address at
http://www.dhh.state.la.us/offices/fraudform.asp?id=92
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GENERAL POLICY REMINDERS

Billing Medicaid Recipients

MEDICAID RECIPIENTS MAY BE BILLED FOR NON-COVERED S ERVICES, NOT DENIED
SERVICES. Recipients may not be held responsible for claims denied due to provider error
such as failure to obtain a PCP referral, failure to obtain prior authorization or pre-certification,
failure to timely file claims, incorrect TPL carrier code, etc.

In cases where a hospital submits a pre-certification request which is denied because it does
not meet pre-certification criteria for medical necessity, and the hospital admits and performs
services without that approval, neither the hospital nor the physician services are payable and
the recipient may not be billed.

Medicaid providers are also reminded that if they accept Medicaid reimbursement for services
rendered, any reimbursement is considered payment in full for those services and the Medicaid
recipient cannot be billed for the difference.

Timely Filing Guidelines

To be reimbursed for services rendered, all providers must comply with the following filing limits
set by the Louisiana Medicaid Program.

Straight Medicaid claims must be filed within 12 months of the date of service.

Claims for recipients who have Medicare and Medicaid coverage must be filed with the
Medicare Fiscal Intermediary within 12 months of the date of service in order to meet
Medicaid’s timely filing regulation. (Claims which fail to cross over via tape and have to
be filed hard copy must be filed within 6 months of the date on the Medicare Explanation
of Medicare Benefits (EOMB), provided that they were filed with Medicare within 1 year
from the date of service.)

Claims with third-party payment must be filed within 12 months of the date of service.
KIDMED claims must be filed within 60 days of the date of service.

Claims for recipients with retroactive eligibility coverage, e.g., spend-down medically
needy claims, should be sent to Unisys with a note of explanation AND a copy of Form
18-SSI (Medicaid Program Notice of Decision) or other official documentation from DHH
indicating the recipient’s retroactive status within 12 months of the date retroactive
eligibility was granted. The Unisys mailing address is as follows:

Unisys
Provider Relations
P.O. Box 91024
Baton Rouge, LA 70821

All claims for recipients with retroactive medical coverage will be forwarded to the Medicaid
Program for review and authorization.
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Dates of Service Past Initial Filing Limit

Medicaid claims received after the initial timely filing limits cannot be processed unless the
provider is able to furnish proof of timely filing. Such proof may include the following:

A Claims Status Inquiry (e-CSl) screen print indica  ting that the claim was
processed within the specified time frame.

OR

A Remittance Advice indicating that the claim was processed within the specified time
frame.
OR

Correspondence from either the state or parish Office of Eligibility Determination
concerning the claim and/or the eligibility of the recipient.

NOTE 1: All proof of timely filing documentation must reference the individual recipient
and date of service. RA pages and e-CSlI screen prints must contain the specific
recipient information, provider information, and date of service to be considered as proof
of timely filing.

NOTE 2: At this time Louisiana Medicaid does not accept printouts of Medicaid
Electronic Remittance Advice (ERA) screens as proof of timely filing. Reject letters are
not considered proof of timely filing as they do not reference a specific individual
recipient or date of service. Postal "certified" receipts and receipts from other delivery
carriers are not acceptable proof of timely filing.

To ensure accurate processing when resubmitting the claim and documentation, providers must
be certain that the claim is legible.

Claims for Dates of Service over Two-Years Old

Acute Care Providers requesting two-year overrides for claims with dates of service over two-
years old must provide proof of timely filing and must assure that each claim meets at least one
of the two conditions listed below:

The recipient was certified for retroactive Medicaid benefits (e.g., spend-down medically
needy, or the recipient won a Medicare or SSI appeal granting retroactive Medicaid
benefits), and the provider submits the claim within 12 months of the date retroactive
eligibility was granted.

The claim was submitted to Medicaid within 12 months of the date of service and failure
of the claim to pay was the fault of the Medicaid Program rather than the provider’s fault
each time the claim was adjudicated.
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All requests must be mailed directly to:

UNISYS Provider Relations
Correspondence Unit
P.O. Box 91024
Baton Rouge, La. 70821

The provider must submit the claim with a cover letter describing the condition that has been
met and must attach supporting documentation. Supporting documentation includes, but is not
limited to, evidence of the qualifying condition and proof of timely filing.

Claims submitted without a cover letter, proof of timely filing, and/or supporting documentation
of the qualifying condition will be returned to the provider without consideration. Any requests
submitted directly to DHH staff will be rerouted to UNISYS Provider Relations.
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Emergency Room Services

Providers must bill revenue code 450 or 459 when submitting claims for outpatient emergency
room services along with the appropriate HCPC code 99281 — 99285. Only one (1) revenue
code 450 or 459 may be used per emergency room visit. Claims for emergency room services
are not to be billed as a single line item. Claims must include all revenue codes (i.e., pharmacy,
lab, x-rays and supplies) which were utilized in the patients’ treatment, using their appropriate
revenue code and HCPC code where applicable.

Medicaid will approve three (3) emergency room visits per calendar year per recipient, 21 years
of age or older, or who is a foster care child. Medicaid does not give extensions for use of the
emergency room to hospitals. Although the use of the emergency room will deny after three
visits, Medicaid will continue to reimburse the hospital for any other covered services (i.e., lab,
x-rays) which are medically necessary.

Recipients under the age of 21 and all CommunityCARE recipients have unlimited emergency
visits as long as medical necessity for an emergency room visit is met.

When an emergency visit results in an inpatient admit, providers must bill all charges associated
with the emergency visit on the inpatient bill. This policy applies to patients admitted from the
ER or if the patient has been seen in the ER within 24 hours either prior to admit or after the
inpatient discharge. Providers must not bill all ER charges utilizing Revenue code 500 as stated
in previous years. The emergency room charge (Revenue code 450 or 459) must be billed as a
separate line. All associated charges (i.e., pharmacy, lab, x-rays) for the emergency visit, must
be included by revenue code with the total charges for the inpatient stay.

Billing Reminder
There are limits placed on the number of line items that are allowed when filing claims.

Outpatient claims are limited to 23 total lines, including the line showing the total charges.
Inpatient claims are limited to a total of 28 total lines, including the line showing the total
charges. Please adhere to the following guidelines when submitting a two page UB-92 on
inpatient claims:

1% page must indicate page 1 of 2

1% page should not include a subtotal and/or a total

2" page must indicate page 2 of 2

2" page should indicate the total of both pages only, not a subtotal
Pages should be stapled together with the 1% page on top

The total charges must not exceed $999,999.99
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ORGAN TRANSPLANTS

When a Louisiana Medicaid recipient receives an organ transplant, all charges incurred with the
transplant are to be included in the recipient’s inpatient hospital charges. This includes all
procedures involved in the harvest of the organ from the donor. All services must be included
on the claim form using the appropriate revenue codes from the 300 and 800 range for the
services provided.

Donor search costs are included in the recipient’s inpatient bill and will not be paid on an
outpatient basis. Testing for Bone Marrow donors (lab tests) can be billed on an outpatient
claim.

Medicaid does not pay for harvesting of organs when a Louisiana Medicaid recipient is the
donor to a non-Medicaid recipient.

Prior Authorization Request for Transplant Procedur es

All organ transplants must be authorized by the Prior Authorization Unit prior to the performance
of the surgery. This policy also applies to out-of-state hospitals, including those located in the
trade area. Prior authorization is not required if a recipient has both Medicare and Medicaid
and the transplant is covered and reimbursed by Medicare. However, if the recipient has
private insurance and that insurance considers the transplant a covered service, prior
authorization is required.

The Prior Authorization Request for Transplant Procedure(s) form (TP-01) must be completed
and used by all Hospital Transplant Coordinators when requesting approval for transplant
procedures. A copy of the form appears on the following page. The form should be completed
and any documentation that supports medical necessity attached. The completed TP-01 form
should be mailed to:

Unisys Prior Authorization
P.O. Box 14919
Baton Rouge, La. 70898-4919

Once the transplant has been approved, a letter will be sent to the hospital. The hospital must
attach a copy of the approval letter to their PCF-01 request when pre-certification is requested
for the inpatient admission. A copy of the organ transplant approval letter is provided for
reference.

When billing for the transplant services, the hospital and all physicians involved must attach a
copy of the approval letter, and a dated operative report to the claims. Hospitals should share a
copy of the transplant approval letter with all other providers involved in the patient’s transplant.
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TP-01 Form

Prior Authorization Request For Transplant Procedure(s)
Louisiana Department of Health and Hospitals
- Bureau of Health Services
Medical Assistance Program

Date of Reguest: / / Original Reguest Re-Evaluation Request

1) Patent's Name 2) Date of Birth: _/ /

3) Patient's Medicaid Identification Number( 13-digits):

4) Type of Transplant ; 5) Primary Diagnosis :

6) Secondary Diagnosis: 7) Procedure Description :

8) Prognosis (with and without transplant, specifying morbidity, mortality, life expectancy and any other
considerations:

9) Patient's history of present iliness is attached and includes the following: Yes No
__Pertinent social history, clinical findings, consults, and key test results (representing the patient's current
status)

10) Copy of Transplant Selection Committee's Notes and/or Minutes is attached and signed by a Transplant
Committee Physician and includes the following information: Yes No
__Listing of Committee members present { Name & Title) , their discussions including any psychosocial concerns, e.g.,
e.g., drug or alcohol abuse, on patient suitability, quality of life, and compliance.

11) Do Urgent or Emergency conditions exist? Yes No { If Yes, please attach explanation).

NOTE: For each item above, please attach additional information to support your request for transplant(s).
Emergency Requests can be submitted by faxing all documentation to:

UNISYS PRIOR AUTHORIZATION DEPARTMENT (EMERGENCY TRANSPLANT REQUEST) AT (225)-929-6803

I certify that the requested transplant is not investigational or experimental and is regarded as standard therapy by the medical community. This
wransplant program is in compliance with DHH Medicaid transplant registration and approval requirements for organ or tissue. Our transplant
program will notify vou if there are pertinent changes between approval and actual date of transplant that could necessitate reconsideration of 1)
request. We are submitting or preparing to submit scientific documentation for recent applicable transplant developments.

12) 13)

{Physician Name and Title | Please Print) (Physician Signature and Title)

14) 15)

{Transplant Coordinator or Contact Person) (Telephone Number / Fax Number)

18)Site Where Transplant is to be Performed (Hospital Name & Address)

TP-01 FORM, Issued 04/97

 Mailto: Unisys / La. Medicaid , Prior Authorization -D_ep't.. P.O. Box 14918, ' Baton Rouge, La. 70898-4919

Telephone Number for Unisys Prior Authorization Dept. (800) 488-6334 or (225) 928-5263
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Transplant Approval Letter

LOUISIANA

STATE OF LOUISIANA
DEPARTMENT OF HEALTH AND HOSPITALS

Kathieen Babineaux Blanca Fraderick P, Corise, M.D., M.P.}
SECRETARY

GOVERNOR

March 22, 2008

Reference:
ID#:
SS#:

Dear Ms. Helloman:

This is to confirm that a autologous hematopaoietic stem cell transplant has been approved for
to be done at Coverage is authorized for the

evaluation, transplant and follow-up care.

The approval for this procedure is contingent upon your acceptance of Medicaid payment as payment in full
and that you are a Louisiana Medicaid enrolied provider. To ba reimbursed for services rendered, all
providers must comply with timely filing guidelines set by the l.ouisiana Medicaid Program. Also, the
client must be eligible for Medicaid on dates of services in order to receive reimbursement from Medicaid.

If you have any questions regarding the reimbursement rate, you may cali Ms. Darlene White at (225) 342-
2118

Please attach a copy of this letter to your claim form as your authorization when billing Unisys Corporation
for this service and share this letter with all other providers associated with this transplant.

You have the right to appeal this decision. If you wish to do so, please write to the Department of Health
and Hospitals, Bureau of Appeals, P. O. Box 4183, Baton Rouge, LA 70821-4183 within thirty (30) days of

receipt of this letter

Sincerely,

Jerry Phiflips
Acting Medicaid Director

JP/SGlsgw

ce! D. Gough
J. Womack
S. Guarino
P. Misner

QFFICE OF MANAGEMENT & FINANCE » BUREAU CF HEALTH SERVICES FINANCING
1201 CAPITOL ACCESS ROAD + P. 0. BOX 91030 « BATON RQUGE, LOUISIANA 70821-9030
PHOMNE # 225/342-3897 = FAX # 225/242-9508
"AN EGUAL OPPORTUNITY EMPLOYER™
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NEWBORN/NURSERY CHARGES

In the past, Medicaid has required all claims for Mother/Baby to be combined for
reimbursement. Effective February 1, 2005, all Mother/Baby claims must be submitted
separately for those claims with a date of service on or after February 1, 2005.

When billing the Mother’s claim, all Non-State Hospitals are still required to obtain
precertification. That number is still required on the claim and the claim is to include only her
room/board and ancillary charges. The separate baby claim must include only nursery and
ancillary charges for the baby. The mother’s pre-cert number is not required on this claim. All
baby claims will zero pay and receive an EOB code of 519 (Newborn zero paid). State
Hospitals will continue to have no pre-certification requirements. Should providers not follow
this established procedure, a denial will be received with an EOB code of 522 (Mother/Newborn
must be billed separately).

These instructions only apply to Newborn Well Baby Claims with a Type of Admission
code 4 (Newborn) and Source of Admission code 1 (No rmal Delivery).

Claims for newborns that remain hospitalized after mom’s discharge must be split billed.

The first portion of the claim should be for the charges incurred on the dates that mom
was hospitalized. This is the first part of a split —billing claim and rules for split billing
should be followed i.e. Form Locator 4 (Bill type) should reflect 112 (first part of split),
Form Locator 19 (Type of Admission) should be 4 (Newborn) Form Locator 20 should be
2 (Premature Delivery) 3 (Sick Baby) or 4 (Extramural Birth) and Form Locator 22
(Status) should reflect 30 (still a patient).

The second part of the split bill should be for the days after mom’s discharge. The baby
assumes the mother’s discharge date as it's admit date, and will require precertification.
Split billing rules will also apply, i.e. Form Locator 4 (Bill type) should reflect 114 (final
part of split), Form Locator 19 (Type of Admission) should be 4 (Newborn), Form Locator
20 (Source of Admission) codes for newborn admissions should reflect 2 (Premature
Delivery) 3 (Sick Baby) or 4 (Extramural Birth), and Form Locator 22 (Status) should
reflect that the patient is no longer in the facility.

Providers should continue to follow established procedures for newborns that are
admitted directly into a Neonatal Intensive Care Unit. These claims should continue to
be precerted under the baby’s name and Medicaid number beginning on the date of
birth.

In those instances when a Non-Medicaid Mother gives birth to a deemed Medicaid
eligible newborn, current policy will remain. A pre-certification will still be required for the
baby only.
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ACT NO. 269 - NEWBORN CHILD HEALTH INSURANCE COVERA GE

The Louisiana Health Insurance Premium Payment (LaHIPP) program provides group health
insurance premium reimbursements to Medicaid recipients whenever it is formulaically
determined to be less expensive than paying the total cost of health care services generally
used by the recipient.

Information regarding the above rules may be obtained from the LaHIPP Program at (225) 342-
1737 or 866-362-5253.

Third Party Liability (TPL) Notification of Newborn Children Form
Hospitals must complete the Third Party Liability (TPL) Notification of Newborn Children (TPLN
1-2005) Form which will begin the process of potentially providing health insurance premium

reimbursements to a Medicaid eligible recipient.

The TPLN 1-2005 Form is located at www.lamedicaid.com under Forms/Files/User Guides.

ACT No. 269 “Baby Bill” — Legislative Summary

Effective Date: 06/15/2005. The purpose of the Baby Bill is to establish reasonable
requirements for the enroliment of newborns as dependents for health insurance coverage by
health insurance issuers.

A newborn child that has access to dependent coverage under a mother, father or caregiver’s
health insurance plan is considered enrolled as of the effective date of the birth of the child.
This applies to individual and group policies.

If a newborn child has access to dependent coverage and is potentially eligible for Medicaid at
the time of birth, then the hospital must notify DHH and the Health Insurance Issuer(s) (HIIs) by
completing a Third Party Liability (TPL) Notification of Newborn Child(ren) form within seven (7)
days. The notice should be sent to the Department of Health and Hospitals, Bureau of Health
Services Financing, Third Party Liability/Medicaid Recovery. Notice to the Health Plans should
be sent to a designated department that has been communicated to the provider or to the
department that would normally be notified when a newborn child is added to a policy.

Upon receiving notice from the providers, Hlls must provide notice to the policyholder in the
case of an individual policy, the employer and employee with regard to a group policy, and the
healthcare facility that rendered any medical services provided to the newborn prior to
discharge. The notice must include information:

1. verifying that coverage is available to the newborn child or if such coverage is not
available, an explanation of why such coverage is not available;

determining the amount of additional premium due, if any

designating a contact including a telephone number and physical address to represent
the HIl to facilitate all matters relative to the newborn child.

2.
3.
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Hlls must give DHH 90 day'’s prior written notice of the intent to cancel the newborn child’s
coverage due to non-payment of premium. Within 3 days of sending the letter to DHH, HIl must
notify each provider that has either submitted a claim, made the HIl aware that it has treated, or
requested/obtained a pre-certification to render services to the newborn child that the premium
has been cancelled in which case the newborn would be covered under Medicaid. The notice
must contain the following information:

group or individual identification / policy number

summary of benefits, including applicable co-pays and deductibles

amount of additional premium due

name(s) of the member subscriber of the newborn child, including, but not limited to, the
names of any and all other dependents and the effective date of coverage for each
person named as a dependent

5. designated point of contact

PwnhPE

PLEASE NOTE: HOSPITALS ARE STILL OBLIGATED TO COMP LETE THE ELIGIBILITY
INQUIRY FOR NEWBORNS (152N) FORM TO FACILITATE THE PROCESS OF ACQUIRING
A MEDICAID IDENTIFICATION NUMBER FOR BABIES BORN TO MOTHERS WHO ARE
MEDICAID ELIGIBLE.
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FREE-STANDING AND DISTINCT PART PSYCHIATRIC
REIMBURSEMENT

Free-standing psychiatric hospitals and distinct part psychiatric units within acute care hospitals
are recognized by Medicaid differently for reimbursement purposes if the unit/facility meets the
Medicare criteria for exclusion from Medicare’s Prospective Payment System (PPS excluded
unit). This per diem is paid to all providers of inpatient psychiatric care, whether they are a
distinct part psychiatric unit within an acute care general hospital or a free-standing psychiatric
hospital. Distinct part psychiatric units are reimbursed for services provided to patients of any
age. Free-standing psychiatric hospitals are reimbursed for services provided to patients either
under 21 years of age or 65 years of age and older. Excluded are those patients 21 to 64 years
of age.

Acute care general hospitals with a distinct part psychiatric unit which meets the Medicare
criteria for designation as a PPS-exempt unit, must complete a new Medicaid provider
enroliment form (PE-50) allowing the distinct part psychiatric unit to be enrolled separately and
reimbursed in accordance with the prospective per diem rate for inpatient psychiatric care. This
per diem includes payment for all services provided to an inpatient of such a unit, except for
physician services, which should be billed separately. Reimbursement for the costs of all
therapies (individual/group counseling or occupational therapy) is included in this per diem. The
costs for services provided in the distinct part psychiatric units and free-standing psychiatric
facilities are not subject to the cost settlement process.

The hospital must set up the distinct part psychiatric unit as a separate cost center and file it as
a subprovider on the hospital’s cost report. More information regarding this criteria may be
obtained from the Bureau of Health Services Financing Health Standards Section at (225) 342-
0148. Review of the hospital by the Health Standards Section for adherence to these guidelines
is necessary prior to enroliment as a distinct part psychiatric unit.

Providers must bill on the hospital claim form (UB-92) for these services. In-state facilities will
be reimbursed at the psychiatric per diem rate for in-state hospitals. Out-of-state facilities will
be reimbursed at the lesser of the following:

60% of billed charges for patients under 21 years of age and 40% for patients ages 21
and older, or

per diem. (Only facilities in bordering states are given a per diem rate. Facilities in all
other states will be paid the appropriate percentage of charges.)

Note: The Louisiana Medicaid Program will only reimburse out-of-state hospitals for a
maximum of a two-day psychiatric stay for Louisiana Medicaid recipients. The out-of-state
facility must, if continued inpatient care is necessary, transfer the patient to a Louisiana
psychiatric facility after two days.

Inpatient Psychiatric Services In Long Term And Acu te Care Facilities
When the primary diagnosis on the pre-certification file is in the 290-316 range, payment for

each day of service will be made at the psychiatric per diem rate and not the long term or acute
per diem rate.
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REHABILITATION UNITS IN ACUTE CARE HOSPITALS

Medicaid does not issue separate provider numbers for Rehabilitation units. The Rehabilitation
unit is considered part of the acute care hospital, and any billing for services provided in this unit
should be billed with the acute care number. Reimbursement for inpatient stays in the
Rehabilitation unit will be made at the same per diem as for the acute care part.

If you have been issued a provider number for the Rehabilitation unit by Medicare, which is not
the same number assigned by Medicare for the acute care hospital part; you should report this
number to our Provider Enrollment Unit at the address shown below. The Provider Enrollment
Unit will then add this number to the MMIS crossover file so that your Medicare claims will
correctly cross over for payment under your Medicaid provider number.

None of your Medicare crossover claims that have already been processed under the number
assigned by Medicare for the Rehabilitation unit will be paid. After you have been notified by
Provider Enrollment that the Medicare provider number assigned to the Rehab unit has been
added to our crossover file, you may submit these claims to the Unisys Provider Relations Unit
for payment by hardcopy. Be sure to include a copy of the Medicare EOB with each claim.

Unisys Provider Enroliment
P.O. Box 80159
Baton Rouge, LA 70898
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COMMUNITYCARE

Program Description

CommunityCARE is operated as a State Plan option as published in the Louisiana Register
volume 32: number 3 (March 2006). It is a system of comprehensive health care based on a
primary care case management (PCCM) model. CommunityCARE links Medicaid eligibles with
a primary care physician (PCP) that serves as their medical home.

Recipients

Participation in the CommunityCARE program is mandatory for most Medicaid eligibles.
Currently, seventy-five to eighty percent of all Medicaid eligibles are linked to a primary care
provider. Recipients not linked to a CommunityCARE PCP may continue to receive services
without a referral/authorization just as they did before CommunityCARE. Those recipient types
that are EXEMPT from patrticipation in CommunityCARE, and will not be linked to a PCP, are
listed below. (This list is subject to change):

- Residents of long term care nursing facilities, psychiatric facilities, or intermediate care
facilities for the mentally retarded (ICF/MR) such as state developmental centers and
group homes
Recipients who are 65 or older
Recipients with Medicare benefits, including dual eligibles
Foster children or children receiving adoption assistance
Hospice recipients
Office of Youth Development recipients (children in State custody)

Recipients in the Medicaid physician/pharmacy ‘Lock-In’ program (recipients that are
pharmacy-only ‘Lock-In’ are not exempt)

Recipients who have other primary insurance with physician benefits, including HMOs
Recipients who have an eligibility period of less than 3 months

Recipients with retroactive only eligibility (CommunityCARE does not make retroactive
linkages)

BHSF case-by-case approved “Medically High Risk” exemptions

Native American Indians residing in parish of reservation (currently Jefferson Davis, St.
Mary, LaSalle and Avoyelles parishes)

Recipients in pregnant woman eligibility categories

Recipients in the PACE program

SSI recipients under the age of 19

Recipients under the age of 19 in the NOW and Children’s Choice waiver programs

CommunityCARE enrollees are identified under the CommunityCARE segment of REVS, MEVS
and the online verification system through the Unisys website — www.lamedicaid.com. This
segment gives the name and telephone number of the linked PCP.
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Primary Care Physician

As part of the PCPs’ care coordination responsibilities they are obligated to ensure that referral
authorizations for medically necessary healthcare services which they can not/do not provide
are furnished promptly and without compromise to quality of care. The PCP shall not
unreasonably withhold or deny valid requests for referrals/authorizations that are made in
accordance with CommunityCARE policy. The PCP also shall not require that the requesting
provider complete the referral authorization form. The State encourages PCPs to issue
appropriately requested referrals/authorizations as quickly as possible, taking into consideration
the urgency of the enrollee’s medical needs, not to exceed a period of 10 days. Although this
time frame was designed to provide guidance for responding to requests for post-authorizations,
we encourage PCPs to respond to requests sooner than 10 days if possible. Deliberately
holding referral authorizations until the 10th day just because the PCP has 10 days is
inappropriate.

The PCP referral/authorization requirement does not replace other Medicaid policies that are in
existence. For example, if the service requires prior authorization, the provider must still obtain
prior authorization in addition to _ obtaining the referrals/authorizations from the PCP.

The Medicaid covered services, which do not require authorization referrals from the
CommunityCARE PCP, are “exempt.” The current list of exempt services is as follows:

Chiropractic service upon KIDMED referrals/authorizations, ages 0-21

Dental services for children, ages 0-21 (billed on the ADA claim form)

Dental Services for Pregnant Women (ages 21-59), billed on the ADA claim form
Dentures for adults

The three higher level (CPT 99283, 99284, 99285) emergency room visits and
associated physician services (NOTE: The two lower level Emergency room visits (CPT
99281, 99282) and associated physician services do not require prior authorization, but
do require POST authorization . Refer to “Emergency Services” in the
CommunityCARE Handbook

Inpatient Care that has been pre-certed (this also applies to public hospitals even
without pre-certification for inpatient stays): hospital, physician, and ancillary services
billed with inpatient place of service.

EPSDT Health Services — Rehabilitative type services such as occupational, physical
and speech/language therapy delivered to EPSDT recipients through schools or early
intervention centers or the EarlySteps program

Family planning services

Prenatal/Obstetrical services

Services provided through the Home and Community-Based Waiver programs
Targeted case management

Mental Health Rehabilitation(privately owned clinics)

Mental Health Clinics(State facilities)

Neonatology services while in the hospital

Ophthalmologist and Optometrist services (age 0-21)

Pharmacy

Inpatient Psychiatric services (distinct part and freestanding psychiatric hospital)
Psychiatrists services

Transportation services
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Hemodialysis

Hospice services

Specific outpatient laboratory/radiology services

Immunization for children under age 21 (Office of Public Health and their affiliated
providers)

WIC services (Office of Public Health WIC Clinics)

Services provided by School Based Health Centers to recipients age 10 and over
Tuberculosis clinic services (Office of Public Health)

STD clinic services (Office of Public Health)

Specific lab and radiology codes

Non-PCP Providers and Exempt Services

Any provider other than the recipient’s PCP must obtain a referral from the recipient's PCP,
prior to rendering services _, in order to receive payment from Medicaid. Any provider who
provides a non-exempt, non-emergent (routine) service for a CommunityCARE enrollee, without
obtaining the appropriate referral/authorization prior to the service being provided risks non-
payment by Medicaid. DHH and Unisys will hot assist providers with obtai ning
referrals/authorizations for routine/non-urgent car e not requested in accordance with
CommunityCARE policy.  PCPs are not required to respond to requests for
referrals/authorizations for non-emergent/routine care not made in accordance with
CommunityCARE policy: i.e. requests made after the service has been rendered.

When a patient is being discharged from the hospital it is the responsibility of the discharging
physician/hospital discharge planner to coordinate with the patient’'s PCP to obtain the
appropriate referral/authorization for any follow-up services the patient may need after
discharge (i.e. Durable Medical Equipment (DME) or home health). Neither the home health nor
DME provider can receive reimbursement from Medicaid without the appropriate PCP
referral/authorization. The DME and home health provider must have the

referral/authorization in hand prior to rendering t he services.

General Assistance — all numbers are available Mon-  Fri, 8am-5pm

Providers:

Unisys - (800) 473-2783 or (225) 924-5040 - CommunityCARE Program policy, procedures, and
problems, complaints concerning CommunityCARE

ACS - (800) 259-4444 PCP - assignment for CommunityCARE recipients, inquiries related to
monitoring, certification

ACS - (877) 455-9955 — Specialty Care Resource Line - assistance with locating a specialist in
their area who accepts Medicaid.
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Enrollees:

Medicaid provides several options for enrollees to obtain assistance with their Medicaid
enrollment. Providers should make note of these humbers and share them with recipients.

CommunityCARE Enrollee Hotline (800) 259-4444: Provides assistance with questions
or complaints about CommunityCARE or their PCP. It is also the number recipients call
to select or change their PCP.

Specialty Care Resource Line (877) 455-9955: Provides assistance with locating a
specialist in their area who accepts Medicaid.

CommunityCARE Nurse Helpline (866) 529-1681: Is a resource for recipients to speak
with a nurse 24/7 to obtain assistance and information on a wide array of health-related
topics.

www.la-communitycare.com

www.lamedicaid.com
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HOSPICE

Overview

Hospice care is an alternative treatment approach that is based on recognition that impending
death requires a change from curative treatment to palliative care for the terminally ill patient
and support for the family. Palliative care focuses on comfort care and the alleviation of
physical, emotional and spiritual suffering. Instead of hospitalization, its focus is on maintaining
the terminally ill patient at home with minimal disruptions in normal activities and with as much
physical and emotional comfort as possible.

A recipient must be terminally ill in order to receive Medicaid hospice care. An individual is
considered terminally ill if he or she has a medical prognosis that his or her life expectancy is six
months or less if the illness runs its normal course.

Payment Of Medical Services Related To The Terminal  Iliness
Once a recipient elects to receive hospice services, the hospice agency is responsible for

either providing or paying for __ all covered services related to the treatment of t he
recipient’s terminal illness.

For the duration of hospice care, an individual recipient waives all rights to Medicaid payments
for:

Hospice care provided by a hospice other than the hospice designated by the individual
recipient or a person authorized by law to consent to medical treatment for the recipient.

Any Medicaid services that are related to the treatment of the terminal condition for
which hospice care was elected OR a related condition OR that are equivalent to
hospice care, except for services provided by: (1) the designated hospice; (2) another
hospice under arrangements made by the designated hospice; or (3) the individual's
attending physician if that physician IS NOT an employee of the designated hospice or
receiving compensation from the hospice for those services.

Payment For Medical Services Not Related To The Ter minal lliness

Any claim for services submitted by a provider other than the elected hospice agency will be
denied if the claim does not have attached justification that the service was medically necessary
and WAS NOT related to the terminal condition for which hospice care was elected.  If
documentation is attached to the claim, the claim pends for medical review. Documentation
may include:

A statement/letter from the physician confirming that the service was not related to the
recipient’s terminal illness, or

Documentation of the procedure and diagnosis that illustrates why the service was not
related to the recipient’s terminal illness.

If the information does not justify that the service was medically necessary and not related to the
terminal condition for which hospice care was elected, the claim will be denied. If review of the
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claim and attachments justify that the claim is for a covered service not related to the terminal
condition for which hospice care was elected, the claim will be released for payment. Please
note, if prior authorization or precertification is required for any covered Medicaid services not
related to the treatment of the terminal condition, that prior authorization/precertification is
required and must be obtained just as in any other case.

NOTE: Claims for prescription drugs will not be denied but will be subject to post-payment
review.
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PHARMACY SERVICES

Prior Authorization

The prescribing provider must request prior authorization for non-preferred drugs from the
University of Louisiana — Monroe. Prior authorizations requests can be obtained by phone, fax,
or mail, as listed below.

Contact information for the Pharmacy Prior Authorization department:

Phone: (866) 730-4357 (8 a.m. to 6 p.m., Monday through Saturday)
FAX: (866) 797-2329

University of Louisiana — Monroe
School of Pharmacy

1401 Royal Avenue

Monroe, LA 71201

The following page includes a copy of the “Request for Prescription Prior Authorization” form, as
can be found on the LAMedicaid.com website under “Rx PA Fax Form”.

Preferred Drug Listing (PDL)

The most current PDL can be found on  www.lamedicaid.com .

Monthly Prescription Service Limit

An eight-prescription limit per recipient per calen dar month has been implemented in the
LA Medicaid Pharmacy Program.

The following federally mandated recipient groups are exempt from the eight-prescription
monthly limitation:

Persons under the age of twenty-one (21) years
Persons living in long term care facilities such as nursing homes and ICF-MR facilities
Pregnant women

If it is deemed medically necessary for the recipient to receive more than eight prescriptions in
any given month, the provider must write “medically necessary” and the ICD-9-CM diagnosis on
the script.
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Fax or Mail this form to: H Form RXPAO1
LA Medicaid Rx PA Operations State of Louisiana lssue Date: 3112002

ULM College of Pharmacy Department of Health and Hospitals
1401 Royal Avenue Bureau of Health Services Financing
Monroe, LA 71201 Louisiana Medicaid Prescription Prior Authorization Program Voice Phone:
F”:‘::::%Zgz';‘;x REQUEST FOR PRESCRIPTION PRIOR AUTHORIZATION ReE-T30:4357
Please type or print legibly (fleids followed with an asterisk » are required, afl other fieids are
- requestad). -
Pate of Request.” aie Number of Fax Pages (including cover page):" %
Practitioner Information Patient Information
Name:"sre Name (last, first):" Sk
N N N T T I S O T O O A
| A Medicaid Prescribing Provider Number.” % LA Medicaid CCN or Recipient Number:* 5@
I I N T T A A A
A Medicaid Billing Provider Number: Date of Birth:" %
i I I O / /

[Call-Back Phone Number (include area code).”

O T 3 O A I

Fax Number {include area code):

j Durztion:”

O 3 O I A

[Requested Drug Information

Prug Name:" & iDrug Strength:

Piagnosis Code {ICD-9-CM): Diagnosis Description:'*

L1111

Please answer the following questions for your request to prescribe a non-preferred drug for your patient:'*
1. Has the patient experienced treatment failure with the preferred product(s)? [T=s [
2. Does the patient have a condition that prevents the use of the preferred product{s)? DYES D NO

If YES, list the condition(s) in the box below:

3. Is there a potential drug interaction between another medication and the preferred product(s)? [ "= [N
If YES, list the interaction(s) in the box below:

! . . ] 5 |:| YES D NO
as the patient experienced intolerable side effects while on the preferred product{s)?
YES, list the side effects in the box below:

.
=

Practitioner Signature: «fs

{if a signature stamp is used, then the prescribing practitioner must initial the signature)
CONFIDENTIALITY NCTICE
The documents accompanying this facsimile transmission may contain confidential information which is legally privileged. The
information is intended only for the use of the individual or entity to which it is addressed. if you are not the intended recipient, you are
hereby notified that any review, disclosure/redisclosure, copying, distribution, or the taking of any action in reliance on the contents of
this information is sirictly prohibited. If you have received this col icafion in error, pl notify the sender immediately by
telsphona and destroy this information.

2005 Louisi Medicald Professional Services Training 68
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MEDICAL SUPPLIES OR EQUIPMENT PROVIDED TO PATIENTS IN
THE HOSPITAL SETTING

Hospitals are required to provide medical supplies and equipment that are needed for treatment

of patients in the hospital setting. Charges associated with billable medical supplies or
equipment used in the treatment of hospital patients must be included on the inpatient or
outpatient hospital bill. A Durable Medical Equipment (DME) provider may not bill Medicaid for
supplies or equipment furnished to patients in the hospital setting.
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OUTPATIENT HOSPITAL SERVICES

Diagnostic and therapeutic services which hospitals provide on an outpatient basis are covered
by Medicaid. This policy applies to all hospitals including char ity facilities. Federal
regulations are specific in regard to the definition of both inpatient and outpatient services.

Louisiana Medicaid automatically deems a hospital stay of more than 24 hours in length
inpatient. When outpatient duration of services exceed 24 hours, the services are deemed
inpatient. Stays of less than 24 hours are NOT automatically considered outpatient. If a
physician has formally admitted the patient, and the stay is less than 24 hours, the patient is
deemed inpatient. Any outpatient services provided during the inpatient stay cannot be billed as
outpatient, even if the stay is less than 24 hours. All outpatient claims paid within 24 hours

of the inpatient stay are subject to recoupment. B illing for outpatient services on a

patient who is subsequently admitted as inpatient ¢ onstitutes fraud.

Clarification of the 24 Hour Rule

All outpatient services performed within one (1) calendar day of the inpatient admission
should be included in the inpatient stay and billed as part of the inpatient claim. The
admission date on the claim should begin with the actual date of the inpatient admission.
Exception: When a patient receives outpatient service and does not discharge home
prior to being admitted as an inpatient. In these cases, the admission date should be the
date the outpatient services were provided.

Psychiatric patients admitted through the emergency room should have the ER charges
rolled into the inpatient psychiatric bill (even when the facility has separate providers
numbers for acute and psychiatric services), and the admission date of the inpatient
psychiatric claim should be the date the patient is admitted to the psychiatric unit.

When a patient is treated in the emergency room and requires surgery which cannot be
performed for several hours, the services may be billed as outpatient provided that the

patient is not admitted as inpatient and that the duration from entry into the emergency
room until release is less than 24 hours.

When a patient is treated in an emergency room, released and returns to the hospital
within 24 hours and is admitted, all emergency room charges should be included in the
inpatient stay.

When a patient has outpatient surgery and is observed for several hours after the
surgery in an observation room, the services may be billed as outpatient, provided that
the patient is not admitted as inpatient and the duration of the treatment from beginning
to discharge is less than 24 hours.

When an inpatient stay results in outpatient services being performed at another facility,
all outpatient charges should be included and billed on the inpatient hospital’s claim.
The hospital in which the patient is an inpatient is responsible for reimbursing the facility
for performing any outpatient services. Only services for the professional component
should be billed separately by the provider of the service.
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As stated prior, if a stay is less than 24 hours, the stay is deemed inpatient if any physician has
formally admitted the patient. If no physician has admitted the patient, and the stay is less than
24 hours, then the stay would be outpatient. The patient’s chart notes should indicate if any
physician has admitted the patient for a particular stay. If the patient’s records indicate that a
physician has admitted the patient, EVERYONE including the hospital should bill the stay as
inpatient, even if the stay is less than 24 hours.

Outpatient Laboratory Services
Outpatient laboratory services are paid at a flat fee based on the Medicare fee schedule.
Hospital Laboratory Services-Independent Diagnostic Testing Facilities (IDTF’s)

When a hospital contracts with a freestanding laboratory for the performance of the technical
service only, it is the responsibility of the hospital to pay the laboratory. The laboratory cannot
bill Medicaid for these services. If the hospital contracts with a freestanding laboratory for full
service tests (both technical and professional components), the laboratory must bill Medicaid
directly for these services.

Prenatal Laboratory Panels

Obstetrical lab panels should be billed using CPT code 80055. Refer to the CPT-4 code book
for tests included in this panel.

Ultrasounds

Effective for dates of service on or after July 1, 2004, the reimbursement policy for ultrasounds
during pregnancy has changed. Only 3 ultrasounds will be paid during a 270 day period,
between both the Hospital Program and the Professional Services Programs. This includes
ultrasounds performed in an acute care hospital on an outpatient basis.

Hyperbaric Oxygen Therapy

Codes for Hyperbaric Oxygen Therapy are currently being reviewed. There are differences
between codes payable under both the Hospital and Physician Programs. We are attempting to
coordinate benefits between the two programs. Once completed, information will be provided
as to which codes are payable under both programs, and those if any, that will no longer be
payable. Until such time as you are notified, you may continue to bill as usual.
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Outpatient Rehabilitation Services

Hospitals are reimbursed for outpatient rehabilitation services including speech, occupational
and physical therapies at a flat fee for service. These services are not cost settled. Hospitals
are required to bill for these services using standard CPT codes. Initial therapy and extended
therapy plans require Prior Authorization. Evaluation codes do not require prior
authorization, but do have a limit of once per every 180 days.

The hospital rehabilitation services department must evaluate the recipient and complete a copy
of the proposed plan of services, including the Request for Prior Authorization (PA-01) and
Rehabilitation Services Request (PA-02) forms. Initial therapy and extended therapy plans must
be submitted to the Unisys Prior Authorization Unit for approval prior to treatment of eligible
Medicaid recipients. Completed requests are to be submitted to:

Unisys
Attn: Prior Authorization
P.O. Box 14919
Baton Rouge, La. 70898-4919

PA-01 and PA-02 forms must be completed in full when they are submitted for review. All initial
requests for approval must have a copy of the physician’s referral and the results of the
evaluation of the patient which necessitates therapy attached. The request for therapy should
be submitted within the first week of therapy, with an explanation and a request for approval
from the start of therapy. In cases where delay of therapy would result in deterioration of the
medical condition such as burn cases, accidents or surgery, the treatment may be instituted
subject to later approval. Reimbursement for rehabilitation services provided without an
approval plan for therapy will be dependent on the approval of the plan.

Requests for extensions should be submitted at least 25 days prior to the end of the approved
period. This request should have current documentation attached that includes, but is not
limited to, physical therapy notes, a current evaluation, goals and objectives, and a copy of the
physician’s referral.

If it is known that an inpatient recipient will require outpatient rehab services immediately
following their discharge, a Prior Authorization request can be submitted prior to the outpatient
rehab services using the patient’s anticipated discharge date as the beginning date of service.
This will help expedite the approval process.

NOTE: Durable Medical Equipment recommended by the physician, must be approved by the
Prior Authorization Unit whether provided by the hospital or an independent durable medical
equipment provider.

Description Procedure Code
Speech/Language Evaluation 92506
Hearing Evaluation 92506
Speech/Lang/Hear Therapy — per 15 min 92507
Physical Therapy Evaluation 97001
Physical therapy — per 15 min 97110
Occupational Therapy Evaluation 97003
Occupational Therapy — per 15 min 97530
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All services must be approved in advance by the Prior Authorization Unit except initial
evaluations.

Note: Cardiac and Pulmonary/Respiratory therapy ar e not covered under Louisiana
Medicaid. These services should not be prior autho  rized or billed using covered
rehabilitation codes.

***Please be aware that our Prior Authorization Uni  tis confirming medical necessity.
Receiving an approved PA is not a guarantee that pa  yment will be received.
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Instructions for Completing Prior Authorization For m (PA-01)

Note: Only The Fields Listed Below Are To Be Comple ted By The Provider Of Service.
All Other Fields Are To Be Used By The Prior Author  ization Department At Unisys.

1.

2.

10.

11.

12.

13.

14,

15.

Check the appropriate block to indicate the type of prior authorization requested.
Enter recipient’s 13-digit Medicaid ID number or the 16-digit CCN number.
Enter the recipient’s social security number.

Enter the recipient’s last name, first name and middle initial as it appears on their Medicaid
card.

Enter the recipient’s date of birth in MMDDYYYY format (MM=month, DD=day, YYYY=
year).

Enter the provider’s 7-digit Medicaid number. If associated with a group, enter the attending
provider number only.

Enter the beginning and ending dates of service in MMDDYYYY format.

Enter the numeric ICD9-diagnosis code (primary & secondary) and the corresponding
description.

Enter the day the prescription, doctor’s orders was written in MMDDYYYY format.
Enter the name of the recipient’s attending physician prescribing the services.
Enter the HCPCS/Procedure code.

11A. Enter the corresponding modifiers (when appropriate)

11B. Enter the HCPCS/Procedure code’s corresponding description for each
procedure requested.

11C. Enter the number of units requested for each individual HCPC/procedure.

11D. Enter the requested charges for each individual HCPC/Procedure when it is
appropriate for the requested HCPC/Procedure.

Enter the location for all services rendered.
Enter the name, mailing address and telephone number of the provider of service.

Enter the name, mailing address and telephone number of the recipient’'s case manager, if
available.

Provider/authorized signature are required . Your request will not be accepted if not signed.
If using a stamped signature, it must be initialed by authorized personnel.
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16. Date is required. Your request will not be accepted if field is not dated.

IF YOU HAVE ANY QUESTIONS CONCERNING THE PRIOR AUTHORIZATION PROCESS,
PLEASE CONTACT THE PRIOR AUTHORIZATION DEPARTMENT AT UNISYS:

Prior Authorization Toll-free number is 1-800-488-6334
Prior Authorization Unit number is 1-225-928-5263

Prior Authorization Fax number is 1-225-929-6803
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Completed Prior Authorization Form (PA-01)

MAIL TO:
EINISYS S LA MEDICAID
F.O. BOX 14919

BATON ROLUGE, LA.

STATE OF
T0898-4919

FAX TO: (225) 929-6803 CONTINUATION OF SERVICES

LOUISIANA
DEPARTMENT OF HEALTH AND HOSPITALS
Bureau of Health Services Financing Medical Assistance Program
REQUEST FOR PRIOR AUTHORIZATION

YES

P.ANUMBER

NO

PRIOR AUTHORIZATION TYPE: (1) RECIPIENT 13-DIGIT MEDICAID ID NUMBER OR 16-DIGIT CCN NUMBER  (2) | Social Security No. (3)
___ M-Outpatient Surgery
Performed Inpatient Hospital l
___ 15 Rehabilitation Therapy 8 |6 \7]5| 3 | 0 | 9 | 0 O | 0 | O | O | O | | |
___ 09 DME cquipment & Supplies RECIPTENT TAST NAME FIRST MI [EN) DATE OF BIRTIH (%)
99 Qutpatient Surgery Performe
[npatient (CPT Procedures) & .
All other specialired CPT Firestone ' Andrew ! 05 |27 1989
Procedures
BEGIN DATE OF SERVICE (7 END DATE OF SERVICE P. A. NURSE AND / OR PHYSICIAN
MEDICAID PROVIDER NUMBER (MMDDYYYY) (MMDDYYYY) REVIEWER'S SIGNATURE: & DA
( 7- DIGIT) (6)
1,4,1,2,3,4 5/ 12 |08 | 2005 |06 |08 |2006
DIAGNOSIS : (8) PRESCRIPTION DATE (
R RY CODE & DESCRIPTION (MMDDYYYY) STATUS CODES:
71942 | Joint Pain/Up-arm 12| 08| 2005 Pfeichi bty
SECONDARY CODE & DESCRIPTION
71941 Joint Pain/Shoulder region PRESCRIBING PHYSICIAN'S NAME AND/ OR NUMBER: (10)
Dr. Cole James
DESCRIPTION OF SERVICES FOR INTERNAL USE ONLY
PROCEDURE MODIFIERS  (114) DESCRIPTION ([1B) REQUESTED AUTHORIZED | STATUS P.A. MESSAGE/
CODE (11} Mod Mod Mod Mod UNITS| AMOUNT UNITY AMOUNT DENIAL CODE (5|
1 23 4 (1) (11oy
97110 Physical Therapy | 384
12
PLACE OF TREATMENT: __ RECIPIENT'S HOME NURSING HOME _ ICF-MR FACILITY OUTPATIENT HOSPITAL / CLINIC
13 (14)  CASE MANAGER INFORMATION:
PROVIDER NamE: _ ABC Hospita| B | NAME: .
ADDRESS: P.O.Box 1234 | ADDRESS: B i
CITY: Anytown_ S'I'-\'l'l-':La' . mcom70809 | CITy: STATE: ZIPCODF.
TELEPHONI: (337)555 3825 \x vuvier: 337) 525 9680| rrierHONE 3 FAX NUMBER: ) B

{15}

PROVIDER SIGNATURE:

Claire Belle

(16)
DATE OF REQUEST:

12/15/2005

PA-01 FORM
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Prior Authorization Form (PA-01)

MAIL TO: STATE OF LOUISIANA
ENISYS 7 LA MEDICAID DEPARTMENT OF HEALTH AND HOSPITALS
P.O. BOX 14919 Bureau of Health Services Financing Medical Assistance Prosram
BATON ROUGE, LA. 70898-4919 REQUEST FOR PRIOR AUTHORIZATION P.A.NUMBER
FAX TO: (225) 929-6803 CONTINUATION OF SERVICES YES NO
PRIOR AUTHORIZATION TYPE: (1) RECIPIENT 13-DIGIT MEDICAID ID NUMBER OR 16-DIGIT CCN NUMBER  (2) | Social Security No. (3)
___ M-Outpatient Surgery
Performed Inpatient Hospital l
___ 15 Rehabilitation Therapy L] | | | | | | | | | | |
___ 09 DME cquipment & Supplies RECTPTENT TAST NAME FIRST M@ DATE OF BIRTH (%)
99 Qutpatient Surgery Performe
[npatient (CPT Procedures) & I | ‘ |
All other specialized CPT
Procedures
BEGIN DATE OF SERVICE (7 END DATE OF SERVICE P. A.NURSE AND / OR PHYSICIAN
MEDICAID PROVIDER NUMBER (MMDDYYYY) (MMDDYYYY) REVIEWER'S SIGNATURE; & DA
(7-DIGIT)  (6)
IR R | |
DIAGNOSIS : (8) PRESCRIPTION DATE (
’ DE & DESCRIPTION (MMDDYYYY) STATUS CODES:
2 APPROVED
| ‘ 3 = DENIED
SECONDARY CODE & DESCRIPTION
PRESCRIBING PHYSICIAN'S NAME AND/ OR NUMBER: (10)
DESCRIPTION OF SERVICES FOR INTERNAL USE ONLY
PROCEDURE MODIFIERS  (11A) DLESCRIPTION [[IB) REQUESTED AUTHORIZED STATUS P.A. MESSAGE/
CODE (1] Mod Mod Mod Mod LINITS AMOUNT UNITY  AMOUNT DENIAL CODE (S
1 2 3 4 (1) (11D
12
PLACE OF TREATMENT: __ RECIPIENT’S HOME NURSING HOME ICF-MR FACILITY OUTPATIENT HOSPITAL / CLINIC
13 (14y CASE MANAGLER INFORMATION:
PROVIDER NAME: o B | NAME:
ADDRESS: | ADDRESS: - o |
CITY: B STATE: _ZIPCODE | CITY: ) STATE: ZIPCODFE
TELEPHONL: () FAX NUMBER: () TELEPHONE () FAX NUMBER: )
{15} (16}
PROVIDER SIGNATURE: B o DATE OF REQUEST:

PA-01 FORM
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Completed PA-02 Form

MAIL TO: STATE OF LOUISIANA

UNISYS / LA, MEDICAID DEPARTMENT OF HEALTH AND HOSPITALS

P.O. BOX 14919 Bureau of Health Services Financing

Baton Rouge, La. T0898-4919 REHABILITATION SERVICES REQUEST

Patient Name: Firestone, Andrew .—\gc;l4 Provider Name: ABC HOSpltaI

BACKGROUND INFORMATION

DATE OF ACCIDENT OR surcEry: _Week ending 09/23/2005

LIMITATIONS : AMBULATORY NON - AMBULATORY YES NO TRANSPORTATION AVAILABLE

AIDS NEEDED: WALKER __ CANE WHEELCHAIR LIMBS OR BRACES OTHER

REHABILITATION PLAN

PLAN OF SERVICES: __ INITIAI EXTENSION
IF INITIAL . INITIAL EVALUATION DATA AND MD REFERRAL / PRESCRIPTION MUST BE ATTACHED
IF EXTENSION, PRIOR ATTENDANCE : REGULAR __ NON-REGULAR MUST ALSO ATTACH PROGRESS REPORTS
REQUESTED SERVICES: PROCEDURE CODE _DESCRIPTION FREQUENCY TIME/ VISIT ____ TOTAL UNITS
prysicaL THERAPY: 97110 Physical Therapist 4 X Wk 384
SPEECH THERAPY:
OCCUPATIONAL
THER APY
LENGTHOF PLAN SERVICE: FROM: 12 08 2005 o 06 08 2006
MONTH DAY YEAR MONTH DAY YEAR

DATE OF RE - EVALUATION: - 06 09 2006

MONTH DAY YEAR

PROPOSED GOALS ' comvients: INCrease ROM L Elbow

REQUESTED BY Mmmrth ~oate _12/15/2005

P.A 02 FORM ( ISSUED 01/91)

2006 Louisiana Medicaid Hospital Provider Training



PA-02 Form

MAIL TO: STATE OF LOUISIANA

UNISYS/ LA MEDICAID DEPARTMENT OF HEALTH AND HOSPITALS
P.O. BOX 14919 Bureau of Health Services Financing

Baton Rouge, La. 70898-4919 REHABILITATION SERVICES REQUEST
Patient Name: ) Age: Provider Name:

BACKGROUND [INFORMATION

DATE OF ACCIDENT OR SURGERY:

LIMITATIONS : AMBULATORY NON - AMBULATORY YES NO TRANSPORTATION AVAILABLE
AIDS NFEDED! WALKER  _ CANE WHEELCHAIR _ LIMBS OR BRACES OTHER

REHABILITATION PLAN

PLAN OF SERVICES:  INITIAL EXTENSION
IF INITIAL | INITTAL EVALUATION DATA AND MD REFERRAL ! PRESCRIPTION MUST BE ATTACHED
IF EXTENSION, PRIOR ATTENDANCE : REGULAR NON-REGULAR. MUST ALSQ ATTACH PROGRESS REPORTS
REQUESTED SERVICES: PROCEDURE CODE DESCRIPTION FREQUENCY TIME / VISIT TOTAL UNITS
PHYSICAL THERAPY: .
SPEECH THERAPY:
OCCUPATIONAL
THERAPY

LENGTH OF PLAN SERVICE: FROM: . TO: -

MONTH DAY YEAR MONTH DAY YEAR

DATE OF RE - EVALUATION:

MONTH DAY YEAR

PROPOSED GOALS / COMMENTS:

REQUESTED BY - ] - DATE:

P.A 02 FORM [ ISSUED 01/91)
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STATE QOF LDUISIANA
DEPARTMENT OF HEALTH AND HOSPITALS
BUREAU OF HEALTH SERVICES FINANCING
P 0 BOX S1030, BATON ROUGE, LOUISIANA 70821-90Q30

DATE 03/17/2006 RECIPIENT NAME
PRIOR AUTH. NBR RECIPIENT NUMBER

PFROVIDER NUMBER
DEAR PROVIDER,

THIS LETTER IS5 TGO CONFIRM THAT REQUEST FOR PRIOR AUTHORIZATION QF MEDICAL TREATMENT/
SERVICES/EQUIPMENT FOR ABOVE NAMED PATIENT HAS BEEN PROCESSED AS INDICATED BELOW.

IF ANY OF THE APPROVED ASTERISKED(*) SERVICES ARE REQUIRED BEYOND THE APPROVED DATES
OF SERVICE, YDU MUST FILE A REQUEST FOR A CONTINUATION OF APPROVED SERVICES BY
03/21/2006 (25 DAYS BEFORE THE END OF THE APPROVED SERVICE DATE). IF YOU FAIL 7O
SUBMIT A CONTINUATION OF SERVICES REQUESY BY 03/21/2006, THESE SERVICES WILL NOT BE
CONTINUED.

PROCEDURE /MOD1/MOD2/DESCRIPTION UVS/aMOUNT OATES OF SERVICE STATUS

*a7110 -THERAPEUTIC PROCEDURE, LOR 72 03/20/2006-04/15/2006 APPROVED

IF CLARIFICATION ON THIS DECISIDN IS NEEDED, CONTACT THE PRIOR

AUTHORIZATION UNIT AT UNISYS 4-800-4B8-8334.

THES AUTHORIZATION IS5 NOT A GUARANTEE OF RECIPIENT MEDICAID ELIGIBILITY. PAYMENT ON
A CLAIM WILL ONLY BE MADE WHEN THE CLAIM IS BILLED CORRECTLY AND ALL CONDITIONS FOR
PAYMENT ARE MET.

ALL CLAIMS FOR COMMUNITY CARE RECIPIENTS MUST HAVE APPROPRIATE REFERRALS TO BE PAID.
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ABC Hospital

PO Box 1234 0236478 131
Anytown, LA 70809
71112248 04012006 04082006
Andrews, Joe 230 Third Stret, Anytown LA 70809
01201954 M S 07012005
Joe Andrews
230 Third Street
Anytown, LA 70809
424 PT Evaluation 97001 04012006 001 80 00
420 PT 30 mins 97110 04022006 002 30 00
420 PT 45 mins 97110 04032006 003 45 00
420  PT 15 mins 97110 04082006 001 15 00
001 Total Charges 170 00
Medicaid 1700010
applicable
A A
8| 500067018 B
Cc c
67 PRIN. DIAG, CD. e 76 ciDe. WO CODES e 76 ADM. DIAG. CD. | 77 E-CODE ]
9494 9494
79 pc [0 PANGIPALFROCEDLRE B OTEn PROCEDURE - 2 ATEDIGPHS D Ve Nave Doo a
[ b
con 1 PHOCEDURE con OGO somerekvs 0 PCP Auth # if applicable a
B b
a| 84 REMARKS OTHER PHYS. ID a
b b
¢ 55 PROVIDER REPRESENTATIVE T DATE
d XAli Smith 05/14/2006
UB-92 HCFA-1450 OCR/ Original | CERTIFY THE CERTIFICATIONS ON THE REVERSE APPLY TO THIS BILL AND ARE MADE A PART HEREOF.
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Cost — To — Charge Ratio (CCR)

All Private Acute Care, Rehab and Long Term Care facilities will be assigned a specific CCR
based on their last filed cost report. DHH quarterly adjusts the CCR as cost reports are filed.
Annually, an average CCR will be assigned to those providers who have never filed a cost
report. Notification will be mailed quarterly and annually to those providers who are affected.
Final reimbursement for outpatient services will continue to be adjusted at cost settlement to
83% of the allowable costs documented in the cost report, except for lab services subject to a fee
schedule and outpatient surgeries.

DHH urges Hospitals and Rehabs to include the CPT/H  CPC information on all outpatient
charges. The detailed billing on the claim form al  ong with the cost reports will form the
basis for future rate determination.

**Please remember to always include an 8-digit date  of service for each outpatient line
item being billed.

Outpatient Surgery Program (Ambulatory Surgery)

Health Insurance Portability and Accountability Act (HIPAA) regulations mandate that ICD-9
surgical procedure codes are no longer used for billing outpatient claims for Ambulatory Surgery.
Effective with dates of service March 1, 2005, the Louisiana Medicaid program requires the use
of CPT/HCPC codes for billing outpatient ambulatory surgery procedures.

Medicaid has adopted Medicare’s list of payable ambulatory surgery codes and reimbursement
groups. However, DHH is reviewing all CPT codes which fall in the range of 10021 through
69990 for possible inclusion in our ambulatory surgery list. As this is a very complicated and
time consuming process, we have created a Hospital Outpatient Ambulatory Surgery Fee
Schedule which has been placed on our website. This fee schedule will automatically update at
the beginning of each month. The fee schedule may be accessed at the website
www.lamedicaid.com. Click on Fee Schedules and then click on Hospital Outpatient Ambulatory
Fee Schedule. There is no need to inform either DHH or Unisys Provider Relations of any codes
which are not currently on the fee schedule.

Revenue code 490 is to be used for billing the ambulatory surgery along with the appropriate
CPT/HCPC code. Outpatient ambulatory surgery claims are not to be billed as a single line
claim. Services performed in conjunction with ambulatory surgical procedures should continue to
be billed on the claim and will deny with a 774 (included in related procedure) code. Codes
which have not been either assigned a group or are not considered ambulatory surgery will
continue to receive a 114 denial code.

Claims can continue to contain multiple revenue code 490’s. If a claim contains more than one
(1) revenue code 490, only the approved revenue code 490 with the highest group will be
reimbursed. A provider will not be reimbursed for multiple HR490’s billed on a claim.
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MEDICARE/MEDICAID COVERAGE

Provided in this section is the Medicaid coverage criteria for Medicare/Medicaid recipients.

Qualified Medicare Beneficiaries (QMBS)

QMBs are covered under the Medicare Catastrophic Coverage Act of 1988 . This act expands
Medicaid coverage and benefits for certain persons aged 65 years and older as well as disabled
persons who are eligible for Medicare Hospital Insurance (Part A) benefits and who:

Have incomes less than 90 percent of the Federal poverty level,

Have countable resources worth less than twice the level allowed for Supplemental
Security Income (SSI) applicants,

Have the general nonfinancial requirements or conditions of eligibility for Medical
Assistance, i.e., application filing, residency, citizenship, and assignments of rights.

Individuals under this program are referred to as Qualified Medicare Beneficiaries (QMBSs). The
three groups of recipients under this category are: QMB Only, QMB Plus and Non-QMB.

QMBs Status
Identified through the REVS and MEVS
QMB Only systems and are eligible only for Medicaid
(Formerly Pure QMB) payment of deductibles and coinsurance for all

Medicare covered services.

Individuals who are eligible for both Medicare
and traditional types of Medicaid coverage
(SSlI, etc). QMB Plus is identified by the REVS
and MEVS systems and are eligible for
Medicaid payment of deductibles and
coinsurance for all Medicare covered services
as well as for Medicaid covered services.

QMB Plus
(Formerly Dual QMB)

Identified in the TPL segment of REVS. Non
Non QMBs QMBs are eligible for only Medicare and
Medicaid covered services.

In addition, for those persons who are eligible for Part A premium, but must pay for their own
premiums, the State will now pay for their Part A premium, if they qualify as a QMB. The State
will continue to also "buy-in" for Part B (Medical Insurance) benefits under Medicare for this
segment of the population.
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The Crossover Process

The hospital should submit the claims for Medicare Part A inpatient charges and Medicare Part B
ancillary charges to their Medicare intermediary for reimbursement. After Medicare makes their
payment, the claims will cross over to Unisys for payment of the co-insurance and deductible. In
the event that a hospital does not receive any reimbursement for crossover claims, the hospital
should contact the Provider Relations Unit to ascertain that the correct Medicare provider
number is indicated on the MMIS cross reference file. Although the Medicare register may
indicate that a claim was crossed over, the claim may fail to appear on the Medicaid remittance
advice in some instances.

Claims failing to automatically cross over for Medicaid reimbursement after Medicare pays have
been a continuous problem. Unisys and DHH have applied much time and effort toward
rectifying the situation. Some of the identified causes for claims not crossing over automatically
are:

Providers’ Medicare and Medicaid numbers not properly cross-referenced on Medicaid
files

Error on recipient files (such as an incorrect Medicare number)

Bad tapes received from Medicare intermediaries

However, some claims not crossing over cannot be explained.

Crossover claims must be tracked by the provider to ensure that Medicaid receives and
processes them. If a Medicare claim does not appear on the hospital's Medicaid remittance
advice within four weeks of the date of the Medicare Explanation of Benefits (EOB), the hospital
must submit a paper claim with the Medicare EOB attached to Unisys to ensure compliance with
the timely filing limitations.

Claims for recipients with Medicare and Medicaid ab  solutely must be filed to Medicare
within one year from the date of service. If the claim is being filed to Medicaid after one year
from the date of service, the claim must be filed within six months of the date on the Medicare
Explanation of Benefits (EOB).

Should your claim fail to crossover electronically, you should be certain to file your claim to
Unisys exactly as it was submitted to Medicare. Always attach a copy of the EOMB when filing
claims hard copy. DHH has received many different versions of electronic EOMBs which have
been generated from an “internal” program. Providers should ensure that the hard copy EOB
submitted for consideration is an official Medicare EOB.
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Inpatient Part A Crossovers

The Medicare payment will be compared to the number of days billed times the Medicaid
inpatient per diem rate. If the Medicare payment is more than what the Medicaid payment would
have been, Medicaid will approve the claim at “zero”. If the Medicare payment is less, then
Medicaid will pay on the Deductible and Coinsurance, up to what Medicaid would have paid as a
Medicaid only claim not to exceed the coinsurance and deductible amounts.

These claims will be indicated on the Remittance Advice as “Approved Claims”, with an error
code of 996 (“deductible and or coinsurance reduced to max allowable”), and a reduced or zero

payment. These are considered paid claims and may not be bil  led to the recipient.
Pre-certification Requirements (for recipients with Medicare and Medicaid)

Coverage Pre-certification Required?
Medicare Part A Only — not exhausted No

Yes — must have Medicare EOB to show the
days are exhausted (with PCF01). EOMB
should show the first denial date of Medicare
exhaust for days.

Medicare Part A Only — exhausted

Medicare Part B Only Yes
Medicare Parts A and B — Part A not No
exhausted

Yes — must have Medicare EOB to show the

Medicare Parts A and B — Part A exhausted days are exhausted (with PCFO1).

Note: Remember that the provider has only 60 days from the notification date on the EOB to
precert.
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Medicare Part A and B Claims

The hospital should bill the Medicare intermediary for the inpatient portion covered by Part A and
the ancillaries covered by Part B. The Medicare intermediary will make payment and cross the
claims over to Unisys for payment up to co-insurance and deductible amounts.

Medicare Part A Only Claims

If the recipient only has Medicare Part A coverage, then the hospital should submit an inpatient
claim, including the ancillary charges, to its Medicare intermediary for reimbursement. The claim
will cross over automatically to Medicaid for payment of the co-insurance and deductible
amounts for the inpatient stay.

Exhausted Medicare Part A Claims

Occasionally Medicare/Medicaid recipients will exhaust not only their 90 days of inpatient care
under Medicare Part A, but also their 60 lifetime reserve days. When this situation occurs, the
hospital must submit a claim for the ancillary charges to its Medicare intermediary for
reimbursement. Then the hospital must submit a paper claim with documentation of Medicare
Part A being exhausted, e.g., a Notice of Medicare Claim Determination or the Medicare Part A
EOB, and a copy of the Medicare Part B EOB to Unisys for processing.

The following items must be completed for the claim to be paid:
121 must be entered in form locator 4 as the type o f bill.

The amount in the Total Charges column of the Medic  are EOB (the dollar amount
billed to Medicare Part B, not what has been paid by Part B) must be entered in
form locator 54 as a third party payment.

“Medicare Part A Benefits Exhausted” should be writ ten in form locator 84.

The dates of service on the claim must match the dates of service on the Notice of Medicare
Claim Determination or the Part A EOB to verify that Part A benefits have been exhausted. The
exceptions to this rule are Medically Needy Spend-down claims where the effective date of
Medicaid eligibility is after the date of admission and extended care claims from facilities
designated as extended care hospitals by Medicaid.
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Medicare Part B Only Claims

If the recipient only has Medicare Part B coverage, then the hospital should submit a claim for
the ancillary charges to its Medicare intermediary for reimbursement. After Medicare has made
its payment, the hospital should submit a claim for the inpatient charges (including ancillary
charges ), with the Medicare Part B EOB attached, to Unisys. The following items must be
completed for the claim to be paid.

121 must be entered in form locator 4 as the type o f bill.

The amount in the Total Charges column of the Medic  are EOB (the dollar amount
billed to Medicare Part B, not what has been paid by Part B) must be entered in
form locator 54.

“Medicare Part B Only” must be written in form loca tor 84.

Unisys will process the claim for the allowable days and multiply the number of days by the
hospital's per diem rate. The total Part B charges indicated in form locator 54 would then be
deducted to calculate the payment for the claim.

NOTE: When filing for coinsurance and deductible on the ancillary charges, make sure that total
charges filed to Part B equal total charges being filed on the UB92. A copy of the Medicare
Part B EOB must be attached to the claim.
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ABC Hospital
PO Box 1234
Anytown, LA 70809

711222311 04252006 04282006 3

Nate, Nikki 1212 Apple Rd. Goldengrove, LA 70123
02151919 F Mo04252006 09 2 1 10 4 2911476 c1l
Nikki Nate

1212 Apple Rd.
Goldengrove, LA 70123

101 Room & Board 130.00 003 390 00
250 Pharmacy 005 478 00
260 IV Therapy 007 618 00
270 Med-Surg Supplies 002 142 00
300 Lab 003 270 00
320 DX X-Rays 003 71 00
410 Respiratory 005 471 00
001 Total Charges 2440 00
Medicare 19000 368 00

Medicaid 1700001

Nate Nikki 43852 6147M

Nate Nikki 26017 26626101

600056789

5990 5990

Dr. Stevens 12762

Medicare Part B Only

Billing Days X Per Diem Allison Tate 05/02/2006
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RECOUPMENTS

Recoupments by TPL Collections Contractor — Health Management Systems

Recoupments are routinely made by Health Management Systems (HMS), a TPL Collections
contractor. This private company is contracted by DHH to review payments and recoup any
payment made as Medicaid primary when the recipient had Medicare or private insurance.

HMS identifies these claims and notifies the provider via letter with a claim report of Medicaid
recipients whose claims paid as Medicaid primary when other resources were available. One
week after the letter is mailed, the provider is contacted to verify receipt of the letter, to answer
guestions, and to discuss documentation. The providers are allowed approximately 60 days to
bill Medicare or the private insurance company. Ten (10) days prior to date of recoupment, the
provider will again be contacted by HMS ensuring that they understood requirements and time
frames. Atthe end of the 60 days, information is sent to Unisys to recoup the payments. When
an “H” appears at the beginning of the medical records number found on the Medicaid remittance
advice, it is a HMS recoupment. For further information, the provider may call the HMS Provider
Recoupment Team at (877) 259-3307.

Quarterly Medicare Recoveries By Unisys

Every quarter Unisys does a Medicare recovery where DHH has identified recipients who have
Medicare coverage and Medicaid has paid claims that should have been submitted to Medicare
for primary payment.

Approximately two weeks before these recoveries are made; the provider receives a letter with a
listing of recipients for which the recoupments will be made. The recoupments are for Part A
Medicare and appear as voids on the provider’'s Medicaid remittance advice. Examples of both
the recoupment letter and a list of recipient recoupments follow.
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MEDICARE ADVANTAGE CHOICE CLAIMS

Medicare Advantage Plan Claims

All recipients participating in a Medicare Advantage Plan must have both Medicare Part A and
Medicare Part B.

The Medicare Advantage Care Plans currently participating in this program are: Humana Gold
Plus, Kaiser Permante, SelectCare of Texas, Sterling Option One, Tenet PPO, Tenet 65, United
Healthcare of Florida Medicare and Wellcare. These plans have been added to the Medicaid
third Party Resource File for the appropriate recipients with six-digit alpha-numeric carrier codes
that begin with the letter “H".

When possible these plans will cross the Medicare claims directly to Medicaid electronically, just
as Medicare carriers electronically transmit Medicare crossover claims. These claims will be
processed just as claims crossing directly from a Medicare carrier. If claims do not cross
electronically from the carriers within 30-45 days from the Medicare plan EOB date, providers
must submit paper claims with the Medicare plan EOB attached to each claim.

NOTE: Sterling Option One will not electronically transmit claims to Unisys. Providers in the
Sterling Option One network should submit claims hard copy to Unisys.

When it is necessary for providers to submit claims hard copy, the appropriate carrier code must
be entered on each hard copy claim form in order for the claim to process correctly. The carrier
codes follow:

Humana Gold Plus H19510 Kaiser Permante H05240
SelectCare of Texas H45060 Sterling Option One H50060
Tenet PPO H19010 Tenet 65 H19610
United Healthcare of H90110 Wellcare H19030

Florida Medicare

Hard copy claims submitted without the plan EOB and without a six-digit carrier code beginning
with an “H” will deny 275 (Medicare eligible). Both the EOB and the correct carrier code are
required for these claims to process properly.

Providers may not submit these claims electronically. Electronic submissions directly from
providers will deny 966 (submit hard copy claim).

When it is necessary to submit these claims hardcopy, a Medicare Advantage Plan Institutional
or Professional cover sheet MUST be completed in its entirety for each claim and attached to
the top of the claim and EOB. Claims received without this cover sheet will be rejected. A
example of these cover sheets is included in this packet and may also be obtained from the
Louisiana Medicaid website at www.lamedicaid.com under “Forms/Files”.

The calculated reimbursement methodolo