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Policy Revision Record
from 2024 to Current!

REVISION| SECTION [REVISION DESCRIPTION REVISION CITATION
DATE TYPE
A=Added (Revision required
D=Deleted by Regulation,
M=Modified |Legislation, etc.)
4/1/2025 Appendix A (Office of Child Health Resources M
4/1/25 Chapter 600 |Record Retention Requirements M
1/1/2025 Appendix | |JAppendix | Resource Links — contains information for M
Georgia Families, Georgia Families 360, and Non-
Emergency Medical Transportation
10/1/2024 No Changes
7/1/2024 Chapter 1000 |HB 916 Rate Increase for PT, ST, OT, and Audiology M
7/1/2024 Chapter 1000 |Open Procedure Codes 92592& 92593 A
4/1/2024 Chapter 1000 [2024 HCPCS Codes A
1/1/2024 Appendix A |Office of Child Health Contact Information M
1/1/2024 Chapter 1000 [Procedure 96112 & 96113 reimbursable for OT & PT M
1/1/2024 Chapter 1000 |Open procedure code 92556 A
1/1/2024 Chapter 1000 |Increase service limit — procedure code 92652 M
1/1/2024 Chapter 800 |Remove requirement for physician order for follow-up M
newborn hearing screening

! The revisions outlined in this Table are from 2024 to current. For revisions prior to 2024, please see prior versions of the

policy.
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601.

602.

Part II: The Children’s Intervention Services Program
Chapter 600 Special Conditions of Participation

General

The Children’s Intervention Service (CIS - Category of Service 840), program offers coverage for
restorative and/or rehabilitative services to eligible members in non-institutional settings. Note:
Hospital employed therapists who are enrolled in the CIS Program may provide services and bill for
services rendered in the hospital outpatient facility or outpatient clinic. Services must be determined
medically necessary and be recommended and documented as appropriate interventions by a
physician for the maximum reduction of physical disability or developmental delay and restoration
of the member to the best possible functional level. Medical necessity means medical services or
equipment based upon generally accepted medical practices in light of conditions at the time of
treatment which are: appropriate and consistent with the diagnosis of the treating physician and the
omission of which could adversely affect the eligible member’s medical condition; compatible with
the standards of acceptable medical practice in the United States; provided in a safe, appropriate and
cost-effective setting given the nature of the diagnosis and the severity of the symptoms; not
provided solely for the convenience of the member or the convenience of the health care provider or
hospital; not primarily custodial care unless custodial care is a covered service or benefit under the
member’s evidence of coverage; and there must be no other effective and more conservative or
substantially less costly treatment, service and setting available.

The CIS program is comprised of seven intervention services that must be provided by qualified
providers. The seven services are: audiology, nursing, nutrition provided by licensed dietitians,
occupational therapy, physical therapy, counseling provided by licensed clinical social workers and
speech-language pathology. Qualified providers must be currently licensed in the State of Georgia as
audiologists (018), licensed clinical social workers (107), occupational therapists (151), physical
therapists (201), registered nurses (234), speech-language pathologists (251), or licensed dietitians
(108).

Enrollment

All providers who meet the Conditions of Participation in Medicaid’s Part I Policies and Procedures
for Medicaid and PeachCare for Kids Manual (Part I Manual) and the special conditions listed in
Section 603 below are eligible to enroll. Professional practitioners must enroll as individual
providers and attach a copy of their professional license. They must also maintain documentation
that the continuing education requirements have been met.

602.1. In a group practice, hospital or agency, each provider must enroll separately and bill for
services directly provided under their own provider number. For purposes of this policy,
a group practice is defined as a partnership, a corporation, or an assemblage of
therapists in a space-sharing arrangement in which the therapists each maintain offices
and the majority of their treatment facilities in a contiguous space. Services performed
by non-enrolled providers in a group practice are not covered.

602.2. Indiscriminate billing under one provider’s name or provider number without regard to
the specific circumstances of rendition of the services is specifically prohibited and will
be grounds for adverse action. (See Chapter 400 of Part I)

602.3. Clinical Fellows attempting to fulfill the necessary hours for licensure according to the
guidelines in the State Practice Act will be allowed to render services in the CIS
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603.

program under the direct supervision of a Georgia licensed, enrolled speech language
pathologist. This requirement is also known as the Paid Clinical Experience (PCE).
The Department will not allow clinical fellows to enroll into Georgia Medicaid and bill
under their own Medicaid provider number. The services will be billed by the licensed,
enrolled speech language pathologist.

602.3.1. The Clinical Fellow will need to continue working under the supervision
of the licensed SLP until they have been licensed successfully and
enrolled as a Medicaid provider. Medicaid will not reimburse the CF
until they have a Medicaid number and the number will not be issued
until they are licensed, credentialed and enrolled.

602.3.2. The Paid Clinical Experience Fellow and qualifications and
responsibilities of the PCE Supervisor must follow State of Georgia rules
and regulations (Rule 609-3-.04). The Clinical Fellow’s work will be
documented in member charts and in the supervisor’s monitoring and
evaluation records.

Special Conditions of Participation

In addition to the general conditions of participation in the Georgia Medicaid program contained in
the Part | Manual, Section 106, providers in the CIS program must meet the following conditions:

603.1.

603.2.

603.3.

603.4.

603.5.

603.6.

603.7.

603.8.

603.9.

Maintain a copy of professional license;
Adhere to the service limitations stipulated in the written service plan or program;

Maintain a copy of the written service plan, prescription, progress notes, etc. in the
child’s confidential medical file or record;

Assure there is no duplication of the service(s) provided to a member by two or more
CIS provider types or by a CIS provider and a school-based (Children’s Intervention
School Services - CISS) provider.

Notify the Provider Enrollment Unit via mail, phone, or web site of any changes in
enrollment status, such as: new address and or telephone number; additional practice
locations; change in payee; or voluntary termination from the program. See Appendix E
for contact information. Each notice of change must include the date on which the
change is to become effective.

Bill the Division your “Usual and Customary” fee for each procedure performed.
“Usual and Customary” is defined as the fee charged to private paying patients for the
same procedure during an equivalent period of time.

Bill the Division the procedure code(s) which best describes the level and complexity of
the service rendered (See Section 900);

Maintain member confidentiality at all times;

Maintain written documentation of all services provided to members for a minimum of
10 years after the date of service; (See Section 903 for record requirements). (Rev.
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603.10.

04/2025)

All providers are required to maintain on file, on site verification indicating they have
obtained a minimum of 1/3 of their required professional state licensing board
Continuing Education Units (CEU) in pediatrics. In addition, registered nurses must
obtain and keep on file, on site verification of 10 clock hours or one CEU in pediatrics
every two years.

603.10.1. All providers must maintain required continuing education
documentation on file for audit purposes. Continuing education
documents must be readily available and accessible at the time of the
audit.
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701.

Chapter 700: Special Eligibility Conditions
Eligibility

Children’s Intervention Services are provided to Medicaid eligible members from birth to twenty-
one (21) years of age with physical disabilities or a developmental delay, who have been prescribed
rehabilitative or restorative intervention services by the child’s primary care practitioner (PCP) or
other prescribing practitioner at the request of the PCP. These children are included in one of the
following categories:

701.1. Children with a Letter of Medical Necessity (LMN), or Plan of Care (POC) established
or approved by their PCP;

701.2. Infants and toddlers who are eligible under the Individuals with Disabilities Education
Act (IDEA, Part C) and meet eligibility for the Early Intervention program (Babies
Can’t Wait), and have an authorized Individualized Family Service Plan (IFSP)
developed by the multi-disciplinary team. A plan of care or letter of medical necessity
(POC/LMN) as well as the IFSP are required for services billed under the CIS program.
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801.

Chapter 800: Medical Necessity and Prior Approval
Medical Necessity Documentation
Providers must document medical necessity for service delivery under the CIS program.

Medically necessary, medical necessity or medically necessary and appropriate means medical
services or equipment based upon generally accepted medical practices in light of conditions at the
time of treatment which are: appropriate and consistent with the diagnosis of the treating physician
and the omission of which could adversely affect the eligible member’s medical condition;
compatible with the standards of acceptable medical practice in the United States; provided in a safe,
appropriate and cost-effective setting given the nature of the diagnosis and the severity of the
symptoms; not provided solely for the convenience of the member or the convenience of the health
care provider or hospital; not primarily custodial care unless custodial care is a covered service or
benefit under the member’s evidence of coverage; and there must be no other effective and more
conservative or substantially less costly treatment, service and setting available.

This documentation includes: documentation of the medical diagnosis, the Letter of Medical
Necessity, the Plan of Care, and the provider’s progress notes. The Plan of Care (POC) and the
Letter of Medical Necessity (LMN) may be combined into one document as long as all elements
stated below are included and the PCP has reviewed and approved the document by affixing their
signature to the document or by including an electronic signature in the document. The POC, signed
by the member’s PCP, is equivalent to the PCP’s Letter of Medical Necessity.

Electronic signatures are acceptable on CIS documentation. Refer to Medicaid Part | Policies and
Procedures for information on electronic signature criteria.

801.1. Documentation Requirements
The PCP’s Letter of Medical Necessity or the POC approved by the PCP must contain

the components listed below. The LMN or the PCP approved POC, at a minimum, must
be submitted for the Medicaid member as documentation of medical necessity.

801.1.1. Member’s name and member ID number
801.1.2. Date of Birth
801.1.3. Diagnosis and/or condition requiring treatment
801.1.4. Modalities
801.1.5. Procedures (i.e., description of the services requested)
801.1.6. Evaluation and date the evaluation was conducted (if one was completed)
801.1.7. POC completion date (this must be on or after the evaluation date)
801.1.8. Effective POC start and end dates along with the frequency and duration
of services.
801.1.8.1. The effective POC start date must be on or after the
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801.2.

801.1.9.

801.1.10.

801.1.11.

801.1.12.

801.1.13.

801.1.14.

801.1.15.

801.1.16.

therapist completion date, PCP signature and date, and
must be within thirty (30) calendar days of the therapist
completion date. If the PCP’s signature date is after the
effective date, then the POC will be valid from the
PCP’s signature date to the end date. However, the
effective date still must be within 30 days of the
therapist completion date.

Location of services (clinic, home, telehealth, etc.) must be clearly
identified within the POC. Address of clinic on letterhead or cover page
does not qualify as identifying the location of service.

Team members that are treating the patient (i.e., OT, SLP, PT, etc.)
Current level of function

Patient’s progress to date

Functional outcomes (potential for rehabilitation, long term goals of
therapy

Goals to be achieved as well as timelines to reach projected goals

Any other relevant medical information.

The therapist that develops the POC must sign and date the document on
the date it is completed. The therapist must sign and date the POC prior

to the PCP’s signature and date. The PCP may sign and date the POC on
the same date the therapist signs and dates the POC.

Plan of Care (POC)

801.2.1.

801.2.2.

801.2.3.

All services rendered under the CIS Program, including services for the
Babies Can’t Wait (BCW) program, must be furnished under a plan of
care or letter of medical necessity (POC/LMN) signed and dated by the
PCP prescribing the services. If the therapist prepares the POC or LMN,
it must be signed by the therapist as well as the PCP prescribing the
services. A signed and dated copy of the POC/LMN must be on file in
the child’s records and available for audit purposes. Under most
circumstances, the prescribing practitioner should be the child’s PCP. If
the prescribing practitioner is not the child’s PCP, the prescribing
practitioner must send the PCP a copy of the POC/LMN within five (5)
business days of completion or receipt of the document.

If a member is receiving services under the Babies Can’t Wait Program
(BCW), and if the need for services is in excess of those determined
necessary by the BCW multidisciplinary team (MDT), this must be
documented in the POC/LMN.

The signed and dated POC/LMN must identify the rehabilitation
potential, set realistic goals and measure progress. The goals and service
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801.2.4.

801.2.5.

801.2.6.

801.2.7.

801.2.8.

needs must not be duplicative of those established for children receiving
PCP defined/approved medically necessary services in the school setting.
Goals defined in the IEP, established under IDEA criteria for educational
purposes only, that have not been deemed medically necessary by the
child’s PCP are not considered to be duplicative of the goals defined as
part of the medical necessity documentation in the CIS POC/LMN. The
CIS POC/LMN document must also contain the type of modalities and
procedures, frequency of visits, estimated duration, diagnosis, functional
goals and recovery potential, as well as the additional information as
specified under the prior approval process (See Section 802.2).

Duplicated services are defined as medically necessary therapy services
that provide the same general areas of treatment, treatment goals, or
ranges of specific treatment or processing codes, notwithstanding a
difference in the setting, intensity, or modalities of skilled services, and
address the same types and degrees of disability as other concurrently
provided services (via other community, school or hospital-based
providers).

The signed and dated POC/LMN with the prescribing practitioner’s
signature (and therapist’s signature) is required for services rendered
under the CIS program. The POC/LMN must be on the letterhead of the
practitioner or CIS provider. This document with the original signatures
(electronic or fax signatures are acceptable only if these documents are
legible) must be on file in the CIS providers’ (therapists, nurses,
dietitians, licensed clinical social workers) records. When a fax
document or signature is included in the medical record, the document
with the original signature must be retrievable from the original source.
(Note: If the CIS provider has been provided the authorization to use a
prior authorization (PA) from another CIS provider within the same
specialty, a fax copy of the POC/LMN in the rendering CIS provider’s
records will suffice, but only for the duration of that PA request).

If the POC/LMN was prepared on the CIS provider’s letterhead, the CIS
provider must submit the original POC/LMN to the PCP and receive
from the PCP the POC with the PCP’s original dated signature
(electronic or fax document is acceptable if the document is legible).
When a fax document or signature is included in the medical record, the
document with the original signature must be retrievable from the
original source.

The POC/LMN with the PCP’s signature (electronic and fax signatures
are acceptable if legible) must be in the official clinical record prior to
the effective date of the POC.

If the POC/LMN is on the PCP’s letterhead, this document must have the
original handwritten signature (electronic or fax signature is acceptable)
from the PCP. All POC/LMN must be re-signed, reviewed and dated no
less than every six (6) months by the prescribing practitioner. If the
prescribing practitioner is not the member’s PCP, a copy of the revised
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801.3.

801.2.9.

801.2.10.

plan of care should be sent to the PCP within 5 business days.

The amount, frequency and duration of the services must be reasonable
under accepted medical standards of practice.

The services must relate directly and specifically to a POC agreed upon
by the member’s PCP.

Individualized Family Service Plans (IFSP) - BCW

801.3.1.

801.3.2.

801.3.3.

801.3.4.

An Individualized Family Service Plan (IFSP) is required for members
who are eligible under the Early Intervention program (Babies Can’t
Wait). The IFSP is a written plan for providing early intervention
services approved by the parent(s) and authorized by the PCP. It is
developed jointly by the Multidisciplinary Team (MDT), which includes
the family, the Service Coordinator, and appropriate licensed
practitioner(s). It is based on a multi-disciplinary and family-directed
assessment of the unique strengths and needs of the infant or toddler and
the identification of early intervention services appropriate to meet such
needs.

The IFSP includes the recommended services necessary to enhance the
development of the child and the capacity of the family to meet the
special needs of the child, along with the amount, frequency, duration
and method of delivering the services.

The child’s primary care practitioner or other prescribing practitioner, at
the request of the PCP, must prescribe and/or refer a child for IFSP
therapy services and other medical services. The PCP’s written referral
to the audiologist will serve as the medical necessity document for a
child suspected of a hearing loss. Additionally, audiologists may provide
services to children who have an Individualized Family Service Plan
(IFSP), which includes testing as a necessary service. In order to receive
Medicaid reimbursement, a dated and signed POC/LMN (as described
above) for therapy services must be on file. The POC/LMN must have
the date and PCP’s original signature (electronic or fax signature is
acceptable if legible). A separate prescription for service delivery is not
required because the PCP’s signature on the dated POC/LMN serves as
the prescription for services. A referral from a PCP for speech-language
pathology, counseling, and nutrition services must also be on file.

NOTE: The above CIS policy requirement will remain in effect.
However, if the child is requiring subsequent tests/evaluations following
a failed Newborn Hearing Screening, this policy requirement does not
apply. (Rev. 01/2024)

Babies Can’t Wait is not a mandatory program, and parents may choose
not to participate. The POC/LMN is required to indicate whether the
parent chooses to receive the recommended services as documented in
the IFSP or chooses a modified version of the recommended services. A
review of the IFSP is necessary for all children receiving services
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802.

801.3.5.

801.3.6.

Prior Approval

through the Babies Can’t Wait Program for coordination of care and
services. A copy of the IFSP will be obtained from the parent and
submitted as part of the PA request. BCW is not required to list the
actual service(s) in the “Other Services” section of the IFSP; as such, the
provider will still be considered for PA approval. (Rev. 10/2019)

A therapist cannot change the amount, duration and frequency of the
service documented on an IFSP without the consensus of the MDT and
the child’s PCP. In the event the level of service needs to be changed,
the therapist must notify the service coordinator and the child’s PCP. If
necessary, the service coordinator will convene a meeting including the
parent and therapist. It is the expectation that the BCW MDT, the PCP,
and other CIS providers collaborate and coordinate care to document
justification of services to be provided prior to the initiation of services.

In order for services to be reimbursable, the IFSP must be current and the
POC/LMN must be current and signed and dated by the PCP. A separate
prescription for service delivery is not required because the PCP’s
signature and date on the POC/LMN will serve as the prescription of
services. A PCP’s referral is needed for speech therapy, counseling, and
nutrition services. IFSPs, at a minimum, are reviewed every six months.

Note: The IFSP must be signed by the parent and at a minimum, the
service coordinator. The six month review of the IFSP must be signed
by the parent and the service coordinator. This does not negate the need
for the POC/LMN which must be signed by the prescribing PCP.

802.1. Services Which Require Prior Approval

802.1.1.

802.1.2.

As a condition of reimbursement, the Division requires that services
which exceed the service limit established in policy be approved prior to
the time they are rendered. Prior approval from the Division pertains to
medical necessity only; the member must be Medicaid-eligible at the
time the service is rendered.

The service limit established for the Children’s Intervention Services
program is eight units per month, per specialty. Once eight units have
been exhausted, any additional units require prior authorization. Once the
eighth unit has been billed for a member in a month, all subsequent
claims will deny unless the units have been prior authorized. (Rev.
01/2021)

802.1.2.1. When entering a request for additional units to be prior
authorized, please remember the eight units are included
when reviewing and approving the request. Ex. If a child
needs 3/week speech therapy which equals 12 units per
month, with all sufficient documentation attached the
request will be approved for 4-5 units based on the
number of weeks in the month.
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802.2.

802.1.3.

802.1.4.

Total units = 12 units
Provider’s eight units are included. 12 -8 =4
Units approved on the request will be 4

The Division may require prior approval of all or certain procedures
performed by a specified provider based on the findings or
recommendations of the Division, its authorized representatives or
agents, the Secretary of the U.S. Department of Health and Human
Services or the applicable State Examining Board. The Commissioner
may invoke this action as an administrative recourse in lieu of or in
conjunction with an adverse action described in Part I, Chapter 400. In
such instances, the Division will serve written notice to the provider of
this requirement and the grounds for such action. Children’s Intervention
services which exceed the limitations established in policy must receive
prior approval.

Prior authorization is not required for evaluation services.

Procedures for Obtaining Prior Authorization

802.2.1.

802.2.2.

802.2.3.

802.2.4.

802.2.5.

802.2.6.

A PA is only granted for services that are documented to be medically
necessary and appropriate. A PA is good for up to 180 calendar days.
PA is based solely on the medical needs of the child.

The Plan of Care (POC) and the Letter of Medical Necessity (LMN) can
be combined into a single document, as described in Section 801. If there
is a discrepancy between the effective dates of the POC/LMN and the PA
request period, the POC/LMN effective dates will take precedence.

CIS providers must submit the cover page from the IFSP and/or the IEP
which identifies the member and the pages of the IFSP and/or IEP which
pertain to therapy services. The CIS provider must collaborate with the
CISS provider to ensure services are not duplicated in these two settings.

If there is no IFSP or IEP, please provide a detailed explanation in the
“Text Message Section” for the on-line PA request. Also attach the
Attestation Form found in Appendix N.

All supporting documentation, i.e., the POC/LMN and the progress
notes, must be updated and signed as specified in policy for additional
services above those specified in Policy.

Providers are required to provide standardized test results for ongoing
therapy requests. Standardized testing is an important component to
determine the nature and extent of any deficits relative to age appropriate
norms. Standardized testing can help determine whether a child has a
significant delay that requires correction or amelioration and shall be
required once per year. Standardized testing may be conducted prior to
one year as deemed appropriate. Standardized test results will not be
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802.2.7.

802.2.8.

802.2.9.

802.2.10.

802.2.11.

used as the sole determinant as to the medical necessity of requested
services.

If the provider submits the standardized testing embedded in the body of
the LMN/POC, please make it clear where this information is located by
circling or blocking this information so that it is easily accessible by the
preliminary review team. Do not highlight as this may cause difficulty in
reading the scores and results. The standardized testing dates should
align with the effective dates of the POC to ensure the standardized
testing is valid for the duration of the PA.

If the CIS provider feels that the member is not amenable to standardized
testing, that provider may provide rationale which will be reviewed on a
case by case basis by the medical review team. Please indicate the reason
why standardized testing is not appropriate on a separate document.

Requests for prior authorization for services that exceed the maximum
units established in policy may be made only if the additional services
are medically justified. Note: Social Security numbers are not required.
Prior authorizations (PA) must be approved prior to rendering the
service.

PAs should be submitted thirty (30) calendar days prior to the date
services are to begin. This will allow time for the PA to be peer
reviewed and approved. The requested PA start date must be specified on
the PA request.

Providers must submit Prior Authorization requests and all supporting
documentation via the web portal for members who receive services
through the CIS program. Instructions for electronically attaching
supporting documentation can be accessed in Appendix K. The signed
and dated POC/LMN and all supporting documentation must have the
member’s ID number. The POC/LMN along with other required
information should be electronically attached to the PA request (See
Appendix K). Providers should strive to send the POC/LMN and all
supporting documentation the same day the PA is entered via the web.
Web requests that do not have the supporting documentation attached
within five (5) calendar days of submission of the PA request will be
issued an initial “technical denial” and the provider will receive
notification of what supporting documentation is missing and have the
opportunity to submit this documentation. Missing documentation must
be submitted within ten (10) calendar days of the initial “technical
denial.”

802.2.11.1. The documentation should be electronically attached to
the PA request. (See Appendix K.) Place the PA denial
number on the missing documentation that is submitted.
If missing information is not received within ten (10)
calendar days from the date of the initial “technical
denial”, the provider will receive a final technical denial
and will have to re-submit the entire PA request.
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802.2.12.

802.2.13.

802.2.14.

802.2.15.

802.2.16.

802.2.17.

802.2.18.

802.2.19.

All supporting documentation for a technical denial must be submitted
via the CIS reconsideration link at the web portal. (See Appendix K)

Modifier 59 is not required when requesting a PA. However, when
applicable, modifier 59 must be placed on the claim along with all other
required modifiers.

The IFSP must be reviewed and re-signed every 6 months. Additionally,
the attestation statement must be updated every 6 months. The IEP must
be reviewed yearly. If the child has an IEP/IFSP, it along with the
POC/LMN must be submitted with the request. If the child does not have
an IFSP or IEP, please make a detailed notation in the text message box
on the web portal submission page as well as submission of Appendix N
(Attestation Form (IFSP/IEP).

The provider’s progress notes showing details of previous therapy
interventions and the member’s response to said therapy sessions must be
submitted with each PA request. Please submit current / last 3 months
progress notes for review. If 3 months of progress notes are not available
for submission, please indicate the reason on the PA request form.
Progress notes must reflect the member’s name and identification
number; date(s) of service; time of visit; duration of visit; description of
services rendered and response of member. A significant change in
condition may warrant the need for a PA request with intensive services.
When applicable, please ensure the notes from intensive services are
included with subsequent PA requests. (Rev. 07/2019) (Rev. 04/2020)

A separate prescription for services is not required. The PCP’s original
signature on the dated POC/LMN serves as the prescription for services
(electronic and fax signatures are acceptable if legible).

A signed and dated POC/LMN is required for services rendered under
the CIS program. The IFSP or IEP, and progress notes (if the child has
been receiving services) must be included with the request.

You must submit the cover page from the IFSP and/or the IEP which
identifies the member and the pages of the IFSP and/or IEP which
pertain to therapy services. After the initial request for additional units,
you may send only the PA request and the progress notes if the other
supporting documentation is current (POC/LMN, IEP, IFSP) and you
feel the progress notes alone provide the medical necessity justification
for the units requested. If you are only sending in the PA request form
and the progress notes, you must note the previous PA number on the PA
request form (under text comments section) so that the medical review
team can access the POC/LMN, IEP and/or IFSP.

NOTE: If any of the supporting documents have been updated, or the
request for additional services warrants an update, please forward all
supporting documentation with any subsequent PA requests.

PA requests will undergo Peer Review which includes review of the
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802.2.20.

802.2.21.

802.2.22.

802.2.23.

802.2.24.

802.2.25.

802.2.26.

member’s clinical records.

PA requests must have all the required supporting documentation before
approval will be granted.

While PAs may be granted for up to 180 calendar days (6 months), PAs
must be requested in monthly increments; i.e., 1/1/24 — 1/31/24; 2/1/24 —
2/28/24, etc. PA requests for greater than 180 calendar days or that span
in months will be denied.

802.2.21.1. When you submit a PA request, the effective start date
of service cannot be prior to the date you submit the PA
request; i.e., if you submit a PA on 1/10/24 and you
would like to provide services during the month of
January, the first month request period would be from
1/10/24 — 1/31/24.

802.2.21.2. When submitting a PA request for six months, please be
aware that the peer reviewers will only review those
months for which all required documentation is provided
and the IEP is active. For example, if the provider
requests six months of therapy, yet the IEP is expired for
three of those months, only the covered three months
will be reviewed. The only exception would be if the
IEP expires during non-school time.

PA requests per child may be split between two providers (of the same
specialty or providers that share billable procedure codes) or one
provider may receive all approved PA units. If a PA will be shared
between two providers, please indicate on the PA request form. It is the
responsibility of the provider who requests and receives the PA units to
coordinate sharing of the PA. (Rev. 04/2020)

If there are questions regarding PA submissions, providers should review
the PA status on the web portal first. (See Appendix O) Any additional
questions can be directed to Alliant Health Solutions via the Contact Us
link on the web portal. (See Appendix I). For claims issues and billing
guestions, please contact the Gainwell Technologies Contact Center at
(800) 766-4456. For CIS Policy questions, please contact DCH’s CIS
Program Specialist at twilson@dch.ga.gov. (Rev. 10/2018)

All Web submissions will initially ‘suspend’ until a reviewer views the
PA request.

Providers must have all supporting documentation with original
signatures (electronic and fax signatures are acceptable if they are
legible) readily available on site in the patient’s medical record for audit
purposes.

There are no “retro-authorizations.” PA must be obtained prior to
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802.2.27.

802.2.28.

802.2.29.

802.2.30.

802.2.31.

802.2.32.

802.2.33.

802.2.34.

802.2.35.

802.2.36.

rendering the service. All ‘retro’ requests for routine therapy services
will be denied — see Section 802.2.36 for requesting a PA for an
emergent need.

Requests for PA should include the total number of units requested per
each specific procedure code requested (i.e., 12 units 97533; 6 units
92609, not 18 units of 97533 and 92609).

Dates of Services cannot overlap between PAs. Providers who submit a
new PA request for services that will overlap a current approved or
denied PA must submit a request to withdraw the overlapping approved
hours from the original PA. If this request to withdraw the overlapping
hours from the original PA is not submitted, the new PA request will
deny for duplication of services. Requests for prior authorization of units
above policy limits can be submitted thirty (30) calendar days prior to
beginning services.

Requested Units: Enter the total number of units requested.
Units/Day: Document the maximum units per day as stated in policy.
Frequency/Month: Enter the number of units requested per month.

Requested Months: This number will always be one per month since
policy states that PAs are viewed on a month by month basis. Each PA
request can be for a maximum of up to 6 months.

Providers must electronically attach required PA supporting
documentation (Appendix K). If providers need to contact Alliant Health
Solutions, please utilize the “Contact Us” on the web portal. (Appendix

1)

The signed and dated LMN/POC must include the rendering therapist’s
signature as well as the signature of the PCP.

Request for units above those allowed by policy must contain all
information as specified in policy. If there is an IEP or IFSP, it must be
submitted for review. If there is no IEP/IFSP, providers must indicate in
detail the reason for the missing IEP/IFSP (in the appropriate section)
i.e., child is in private school, child is home schooled, not currently
enrolled in school system, not in BCW, etc. If the child is home
schooled, the provider must provide documentation to this effect; i.e., a
copy of the “Declaration of Intent to Utilize a Home Study Program.”
Documentation of private school attendance is required as well — this
could be in the form of an attestation from the parent as to the private
school that the member attends and that the child does not have an IEP.
If a member does not have an IFSP or IEP, please submit the Attestation
form (IFSP/IEP) found in Appendix N of this Manual.

If during the course of your treatment of a client (with an existing PA) an
emergent need arises, you may provide service and request a PA after
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providing the service; i.e., a retro PA request. The following criteria must
be met:

802.2.36.1. The request for prior approval of an emergent need must
be filed within fifteen (15) calendar days of the date of
service.

802.2.36.2. An updated LMN/POC signed and dated by the PCP and
therapist must accompany the request.

802.2.36.3. These requests will only be honored with supporting
documentation of the emergent need. There are no retro
PA approvals for routine therapy services.

802.2.36.4. Only the following therapy codes can be utilized when
requesting a retro PA for services provided as an
emergent need:
802.2.36.4.1.  Speech Therapy:

Code 92526-treatment of swallowing
dysfunction

802.2.36.4.2.  Occupational Therapy:

Code 97760-Orthotics management &
training

Code 97530-therapeutic activities

Code 97761-prosthetic training

Code 97140-manual therapy

Code 97542-wheelchair management

802.2.36.4.3.  Physical Therapy

Code 97110-therapeutic procedure

Code 97716-gait training

Code 97140-manual therapy

Code 97530-therapeutic activities

Code 97542- wheelchair management
802.2.37. CIS providers may not withdraw and then resubmit a PA request for

the same services just withdrawn if all the following statements are
applicable:

Page 18 of 76



802.2.38.

802.2.39.

802.2.40.

802.2.41.

802.2.42.

802.2.43.

802.2.37.1. The PA was denied after peer review for insufficient
documentation to substantiate medical necessity, and

802.2.37.2. The PA request is for the same service(s) that was
previously denied for insufficient documentation to
substantiate medical necessity following peer review,
and

802.2.37.3. The provider did not provide any additional
documentation needed to substantiate medical necessity.

802.2.37.4. If you have received a partial denial on a PA request,
you may not withdraw denied procedure codes of a
partially approved PA and resubmit those codes on a
new PA.

If a provider makes an error on a PA submission, the provider should
request that the PA be withdrawn so that a correct PA may be submitted.
This can be accomplished by using the Change Request link on the web
portal (See Appendix I).

All supporting documentation must be legible and current according to
policy. PA documentation that is not legible or is out of date may cause
the PA to receive a technical denial.

If a request for additional units is denied, the provider has the right to
submit a request for “A Reconsideration of the PA Request” within thirty
(30) calendar days of the peer denial. Only submit the necessary
additional documentation supporting the request for reconsideration.
There is no need to resubmit all information sent with the original
request. Please electronically request a reconsideration review via the
web portal and attach your supporting documentation at that time. See
Appendix L for instructions.

If you have submitted a timely request for a reconsideration of a PA
request and have received a final denial, please refer to Part | Policies
and Procedures for Medicaid/PeachCare for Kids for the instructions to
appeal the decision.

Reconsideration of PA requests are not appropriate for PAs that have
received technical denials. A technical denial means that there are
missing documents and the case cannot be referred to a peer consultant
for final determination. If you receive an “initial technical denial”, you
have ten (10) calendar days to submit the required supporting
documentation. If you receive a “final technical denial”, the PA should
be resubmitted with all the required documentation.

Providers have the option to submit a “change request” via the web

portal requesting a modification to a prior approval request; however the
following criteria must be met:
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802.3.

802.2.44.

802.2.45.

802.2.43.1. A significant change in condition must be documented
by submission of an updated LMN/POC signed by the
PCP and therapist and be forwarded to the medical
review team.

802.2.43.2. For a member whose name and Medicaid ID number has
changed due to an adoption, the change request must
also include the new Medicaid 1D number. If there have
been any paid claims against the PA, the GAMMIS will
not accept changes made to the PA.

802.2.43.3. If a change in modality is requested, the units to be
withdrawn (for substitution) must be specified.

802.2.43.4. This is applicable to PAs for which reconsideration has
not been requested.

802.2.43.5. Instructions for this process are found in Appendix M.

If you have received a partial denial on a PA request for documentation
that has expired, you should attach the updated documents via the
Change Request link to the PA that was partially tech denied for expired
paperwork.

CIS providers must submit claims with procedure codes linked to a prior
authorization (PA) separately from claims with codes not linked to a PA.
When submitting claims associated with a PA, if all codes on the claim
are authorized by the same PA, the PA should be documented at the
header. PAs recorded at the header level apply to all codes listed on the
claim. If the codes on the claim are authorized by different PAs, the
provider must include the appropriate PA on the detail line linked with
the authorized code. If the provider documents an incorrect PA number
on a claim detail line, the code linked to the PA number will be denied
payment.

Family of Codes:

Children’s Intervention Services providers may request units for a “family of codes” as

follows:

802.3.1.

When obtaining a PA using the family of codes, providers of different
specialties cannot share the PA even if they share a common procedure
code. For example, a PA granted to a physical therapist under the family
codes cannot be used by an occupational therapist who shares a common
procedure code with the physical therapist. The modifiers on the PA for
PT will not match the modifiers on the claim for OT, so the claim will
deny. Each specialty must request a separate prior authorization or the
claim will deny for PA/ provider specialty mismatch.
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802.3.2.

802.3.3.

802.3.4.

802.3.5.

802.3.6.

If the provider would like to request a PA for their specific specialty for a
family of codes, the provider should only request one (1) procedure code
from the family of codes for the month with the total number of units for
the month. When the PA is accessed from the claims system, it will list
all procedure codes in the family of codes. This means that the provider
can bill any procedure codes from the family of codes for the approved
number of units for the month.

When requesting a PA using family of codes, multiple lines will no
longer be accepted in the centralized PA portal. (Rev. 04/2020)

When the family of codes is sent to the claims system, the system will re-
order the procedure codes and will display the lowest numbered code in
the family on the procedure detail line. For example, if a PA was
requested for speech therapy code 92526, then procedure code 92507
will always display on the first detail line. Providers may bill any code in
the family appropriate to your specialty and up to the approved units. If
the family of codes request is not submitted correctly, then the provider
will need to withdraw the PA request and submit a new PA with the
required documentation. Please note that this is not grounds for
reconsideration or a change request.
Physical Therapy/Occupational Therapy (Note therapists may only use
codes approved for their discipline as stated in the CIS Policy Manual)
802.3.5.1. 97110 — Therapeutic procedure

97112 — Neuromuscular re-education

97116 — Gait training

97530 — Therapeutic activities

97535 — Self care/home management training

Speech Therapy Family

802.3.6.1. 92507 — Speech language therapy

92526 — Treatment of swallowing dysfunction
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901.

902.

CHAPTER 900: Scope of Services
General

The services covered under this program are audiology, nursing, nutrition services provided by licensed
dietitians, occupational therapy, physical therapy, counseling provided by clinical social workers and
speech-language pathology. Services may be provided in the practitioner’s office, the member’s home, or
child care setting or other community setting. Note: Hospital employed therapists who are enrolled in the
CIS Program may provide services and bill for services rendered in the hospital outpatient facility or
outpatient clinic. In the provision of services, the child should be seen in the context of the family and the
family should be assisted in understanding the special needs of the child in order to enhance the child’s
development. Procedure codes which may be billed in the CIS program are listed under Chapter 1000 —
Basis for Reimbursement. All services reimbursable under this program are listed. If a service is not
listed, it is not covered.

Covered Services
902.1. Audiology Services include but are not limited to:

902.1.1. Auditory acuity (including pure tone air and bone conduction), speech
detection, and speech reception threshold;

902.1.2. Auditory discrimination in quiet and noise;

902.1.3. Impedance audiometry, including tympanometry and acoustic reflex;
902.1.4. Central auditory function;

902.1.5. Testing to determine the child’s need for individual amplification
902.1.6. Auditory training;

902.1.7. Speech reading;

902.1.8. Aural rehabilitation; Individual treatment to children with auditory

problems. This includes speech, language and voice problems as a result
of hearing loss; and

902.1.9. Augmentative communication.
902.2. Nursing services include but are not limited to:
902.2.1. Skilled, intermittent nursing care (e.g., suctioning, dressing changes, and

catheterization);

902.2.2. Administration of medication as prescribed by the child’s PCP;
902.2.3. Administration of treatment regimens as prescribed by the child’s PCP;
902.2.4. Assessment of the capabilities of the child, his family, and other

caretakers to carry out nursing care, medication administration or
monitoring, and specific ordered treatments;
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902.2.5. Teaching nursing self-care to the child and family or caretaker.

902.3. Occupational Therapy services include but are not limited to:
902.3.1. Activities of daily living;
902.3.2. Sensory or perceptual motor development and integration;
902.3.3. Neuromuscular and musculoskeletal status (muscle strength and tone,

reflex, joint range of motion, postural control, endurance);

902.3.4. Gross and fine motor development;
902.3.5. Feeding or oral motor function;
902.3.6. Adaptive equipment assessment;
902.3.7. Adaptive behavior and play development
902.3.8. Prosthetic or orthotic training; and
902.3.9. Fabrication or observation of orthotic devices.
902.4. Physical Therapy services include but are not limited to:
902.4.1. Neuromotor or neurodevelopmental assessment;
902.4.2. Musculo-skeletal status (including muscle strength and tone, posture,

joint range of motion);

902.4.3. Gait, balance, and coordination skills;

902.4.4. Postural control;

902.4.5. Cardio-pulmonary function;

902.4.6. Activities of daily living;

902.4.7. Sensory motor and related central nervous system function;
902.4.8. Oral motor assessment;

902.4.9. Adaptive equipment assessment;

902.4.10. Gross and fine motor development;

902.4.11. Fabrication and observation of orthotic devices; and

902.4.12. Prosthetic or orthotic training.

902.5. Counseling services provided by licensed clinical social workers include but are not
limited to:
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902.6.

902.7.

902.5.1.

902.5.2.

Assessment of the family resources including the social and emotional
impact of the child’s physical disability or developmental delay on the
child and family, and its effect on the child’s response to treatment and
adjustment to medical care.

Provision of counseling services to resolve social and emotional barriers
to effective treatment of the child’s physical disability or developmental
delay.

Speech-Language Pathology services include but are not limited to:

902.6.1.

902.6.2.

902.6.3.

902.6.4.

902.6.5.

902.6.6.

902.6.7.

902.6.8.

902.6.9.

902.6.10.

902.6.11.

902.6.12.

902.6.13.

902.6.14.

Expressive language;

Receptive language;

Auditory processing, discrimination, perception, and memory;
Vocal quality;

Resonance patterns;

Phonological,

Pragmatic language;

Rhythm or fluency;

Feeding and swallowing assessment;

Articulation therapy;

Language therapy;

Augmentative communication treatment or instruction;
Voice therapy; and

Oral motor dysfunction, swallowing therapy.

Nutrition services include but are not limited to:

902.7.1.

902.7.2.

902.7.3.

902.7.4.

902.7.5.

902.7.6.

Nutritional history;

Dietary intake;

Anthropometric measurements;

Evaluation of laboratory work;

Evaluation of feeding behavior and environment;

Biochemical and clinical variables; and
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903.

902.7.7. Food habits and preferences.
Record Requirements and Service Limitations

Each practitioner must maintain legible, accurate, and complete charts and records in order to support and
justify the services provided. Chart means a summary of each encounter of essential medical information
on an individual member. Record means dated reports supporting claims submitted to the Division for
services provided in an office, home, or other acceptable place of service. Records of service shall be
entered in chronological order by the practitioner who rendered the service. For reimbursement purposes,
such records shall be legible and shall include at a minimum:

903.1. date (s) of service; time of visit; duration of visit; description of services rendered and
response of member.

903.2. member’s name and date of birth;

903.3. signature and title of person performing the service after each encounter, progress notes
are typically written/signed on the date of service; however, DCH will allow up to 3
business days for the notes to be finalized; NOTE: Alliant Health Solutions review
progress notes with prior authorization (PA) requests; however PA requests should not
be denied due to progress notes not being signed timely. (Rev. 07/2018) (Rev. 10/2018)

903.4. chief complaint or reason for each visit;

903.5. pertinent medical history;

903.6. pertinent findings on examination;

903.7. medications, equipment or supplies prescribed or provided,;

903.8. description of treatment (each encounter);

903.9. recommendations for additional treatments, procedures, or consultations;
903.10. X-rays, tests, and results;

903.11. all required documentation; i.e., signed and dated POC/LMN IFSP if eligible under
Early Intervention, services provided, outcomes, etc. records must be available to DCH
and its agents and to the U.S. Department of Health and Human Services upon request.
Documentation must be timely, complete, and consistent with the by-laws and medical
policies of the office or facility where the service is provided.

The services or groups of services in this section are covered with limitations. If a practitioner has special
medical justification for exceeding a service limitation, the medical justification must be well-
documented and made available to the Division upon request.

Lack of appropriate medical justification may be grounds for denial, reduction or recoupment of
reimbursement.
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904. Non-Covered Services

904.1. Services provided to Early Intervention (Babies Can’t Wait) eligible children who do
not have an authorized current IFSP.

904.2. Services provided in a school setting.
904.3. Services provided to children who do not have a written service plan.
904.4. Services provided in excess of or other than those indicated on the IFSP or written

service plan without prior approval.

904.5. Services provided to a child who has been admitted to a hospital or other institutional
setting as an inpatient.

904.6. Service of an experimental or research nature.
904.7. Services in excess of those deemed medically necessary by DCH, its agents or the

federal government, or for services not directly related to the child’s diagnosis,
symptoms or medical history.

904.8. Failed appointments or attempts to provide a home visit when the child is not at home.
904.9. Services which are not described in Chapter 900 of this manual.
904.10. Services which are provided in a manner which is non-compliant or inconsistent with

the provisions of this manual.
904.11. Services normally provided free of charge to indigent patients.

904.12. Services provided for temporary disabilities which would reasonably be expected to
improve spontaneously as the member gradually resumes normal activities.

904.13. Services provided by individuals other than the enrolled licensed practitioner of the
healing arts. Note: OTA, PTA, SLPA (aides or assistants) etc. are not allowed to
provide services under the CIS Program. An exclusion to the above reference — students
in an approved academic program and pursuing the requirements of their academic
program are allowed to participate in CIS therapy sessions under the guidance of the
licensed (supervising) practitioner. The licensed (supervising) practitioner must
reference and follow the guidelines of their respective governing therapy practice act /
association. (Rev. 04/2023)

904.14. Audiology services that are a part of the Health Check screen will not be reimbursable
by the Children’s Intervention Services Program.

904.15. Universal hearing screenings for newborns which do not meet the recommendations
established by the American Academy of Pediatrics.

904.16. Group Therapy

904.17. Billing for documentation time
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904.18.

904.19.

904.20.

904.21.

Co-treatment.

Habilitative services that assist in acquiring, retaining and improving the self-help,
socialization, and adaptive skills of the child.

Co-teaching.

Children’s Intervention Services do not include educational services otherwise available
through a program funded under 20 USC Chapter 3, section 1400 of the Individuals
with Disabilities Education Act (IDEA). Congress reauthorized the IDEA in 2004 and
most recently amended the IDEA through Public Law 114-95, the Every Student
Succeeds Act, in December 2015. Information about the IDEA Act is found on the U.S.
Department of Education site at: U.S. Department of Education. (Rev. 10/2021)
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1001.

Chapter 1000: Basis For Reimbursement
Reimbursement Methodology

The Division will pay the lower of the lowest price regularly and routinely offered to any segment of
the general public for the same service or items on the same date(s) of service, the lowest price
charged to other third party payers, or effective with dates of service July 1, 2003, the statewide
maximum allowable reimbursement which is 84.645% of Medicare’s Resource Based Relative
Value Scale (RBRVS) for 2000 for Region 1V (Atlanta). All procedure codes recognized and
adopted after the 2000 RBRVS are subject to the statewide maximum allowable reimbursement -
84.645% of the Region IV Medicare RBRVS in effect at the time the procedure code was adopted.

Effective for dates of service on or after July 1, 2016, the state’s maximum allowable rate for codes
97001 - 97004, 97110, 97112, 97116, 97140, 97530 and 97535 is 80% of Medicare’s Resource
Based Relative Value Scale (RBRVS) for 2014 for Region | (Atlanta).

All Reimbursement Rates for CIS program services were updated effective October 1, 2011 after the
provider rate decrease, documented in the July 1, 2011 manual, was abandoned. As of April 1, 2015,
the descriptions for the HIPAA Compliant CPT Codes have been removed from this manual. Please

consult the latest version of the Current Procedural Terminology for the procedure code descriptions.

Note: When billing procedure codes, 1 unit equals a minimum of 15 minutes unless otherwise
specified. Please refer to CMS for the codes that may not be billed in combination per NCCI edits
and the medically unlikely edits (MUES). These codes and MUEs may change each quarter. A
provider who wishes to appeal a claim that denied for an NCCI edit or the MUE units must follow
the appeals process outlined in the Part | Policies and Procedures for Medicaid/PeachCare for
Kids. The National Provider Identifier (NPI) number of the child’s PCP is required on all claims
submitted to DCH.

1001.1. Nursing Services
HIPAA 1st Modifier 2nd Modifier Maximum Service Limits
Compliant Allowable
CPT Code
T1502 HA TD $5.78
T1002 HA $5.78
1001.2. Nutrition Services
HIPAA 1st Modifier 2nd Modifier Maximum Service Limits
Compliant Allowable
CPT Code
97802 HA $28.09 1 visit per year
97803 HA TS $23.94 12 visits per
year
97804 HA $13.00 12 visits per
year
1001.3. Counseling Services
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HIPAA 1st Modifier 2nd Modifier Maximum Service Limits
Compliant Allowable
CPT Code
96156 HA $84.57
96158 HA $57.70
96159 HA $20.15
96167 HA $61.98
96168 HA $21.98
Audiology Services
HIPAA 1st Modifier 2nd Modifier Maximum Service Limits
Compliant Allowable
CPT Code
92507 uc HA $65.64 8 units per
month
92550 HA $19.00 2 units per
year
92552 HA $30.47 2 units per
year
92555 HA $23.58 2 units per
year
92556 HA $36.52 2 units per
year
92557 HA $42.04 2 units per
year
92567 uc HA $18.46 4 units per
year
92568 HA $13.38 2 units per
year
92579 HA $38.57 4 units per
year
92582 HA $70.43 4 units per
year
92592 HA $21.16 6 units per
year
92593 HA $28.22 6 units per
year
92622 HA $65.60
92623 HA $16.90
92650 HA $63.66 2 units per
year
92651 HA $77.15 2 units per
year
HA
92652 $100.94 3 per year
HA
92653 $73.91 3 per year
92587 HA HA $52.51/unit 2 units per
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year
92588 HA HA $70.52/unit 3 units per
year
92601 ucC HA $138.15 3 units per
year
92602 ucC HA $87.48 Limited to 1
unit per
calendar year.
92603 ucC HA $78.29
92604 uc HA $78.29 Limited to 7
units per
calendar year.
1 unit = 1 visit.
98975 uC HA $15.84
98980 ucC HA $41.09
98981 uC HA $33.39
1001.5. Occupational Therapy Services
HIPAA 1st Modifier 2nd Modifier Maximum Service Limits
Compliant Allowable
CPT Code
96112 GO HA $128.61 2 units per
calendar year
96113 GO HA $60.64 2 units per
calendar year
97165 GO HA $86.35 1 per year
97166 GO HA $86.35 1 per year
97167 GO HA $86.35 1 per year
97168 GO HA $59.59 1 every 180
days
97113 GO HA $31.65 Limited to 8
units per
calendar
month or
combination of
8 units per
calendar
month
97140 GO HA $24.18 Limited to 8
units per
calendar
month or
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combination of
8 units per
calendar
month

97530

GO

HA

$31.94

8 units per
calendar
month or
combination of
8 units per
calendar
month

97533

GO

HA

$54.66

8 units per
calendar
month or
combination of
8 units per
calendar
month

97535

HA

$28.23

8 units per
calendar
month or
combination of
8 units per
calendar
month

97537

HA

$27.34

8 units per
calendar
month or
combination of
8 units per
calendar
month.

97542

GO

HA

$27.34

8 units per
calendar
month or
combination of
8 units per
calendar
month.

97550

GO

HA

$44.05

8 units per
calendar
month or
combination of
8 units per
calendar
month.

97551

GO

HA

$21.86

8 units per
calendar
month or
combination of
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8 units per
calendar
month.

97552

GO

HA

$18.55

8 units per
calendar
month or
combination of
8 units per
calendar
month.

97750

GO

HA

$29.06

8 units per
calendar
month or
combination of
8 units per
calendar
month

97760

HA

$41.72

Limited to 8
units per
calendar
month or
combination of
8 units per
calendar
month.

97761

GO

HA

$35.96

Limited to 8
units per
calendar
month or
combination of
8 units per
calendar
month.

97763

GO

HA

$45.74

8 units per
calendar
month or
combination of
8 units per
calendar
month

97129

GO

HA

$20.76

8 units per
calendar
month or
combination of
8 units per
calendar
month

97130

GO

HA

$19.84

8 units per
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calendar
month or
combination of
8 units per
calendar
month

98975

GO

HA

$15.84

2 units per
calendar year

98980

GO

HA

$42.02

2 units per
calendar year

98981

GO

HA

$33.39

1 per year

1001.6.

Physical Therapy Services

HIPAA
Compliant
CPT Code

1st Modifier

2nd Modifier

Maximum
Allowable

Service Limits

96112

GP

HA

$128.61

2 units per
calendar year

96113

GP

HA

$60.64

2 units per
calendar year

97161

GP

HA

$86.35

1 per year

97162

GP

HA

$86.35

1 per year

97163

GP

HA

$86.35

1 per year

97164

GP

HA

$59.87

1 every 180
days

97110

HA

$25.91

8 units per
calendar
month or
combination of
8units per
calendar
month

97112

HA

$29.07

8 units per
calendar
month or
combination of
8units per
calendar
month

97113

GP

HA

$31.65

8 units per
calendar
month or
combination of
8units per
calendar
month

97116

HA

$25.33

8 units per
calendar
month or
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combination of
8 units per
calendar
month

97022

HA

$14.68

8 units per
calendar
month or
combination of
8 units per
calendar
month

97024

HA

$9.22

8 units per
calendar
month or
combination of
8 units per
calendar
month

97032

HA

$14.50

8 units per
calendar
month or
combination of
8 units per
calendar
month

97035

HA

$10.69

8 units per
calendar
month or
combination of
8 units per
calendar
month

97124

HA

$25.90

8 units per
calendar
month or
combination of
8 units per
calendar
month

97140

GP

HA

$24.18

8 units per
calendar
month or
combination of
8 units per
calendar
month

97530

GP

HA

$31.94

8 units per
calendar
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month or
combination of
8 units per
calendar
month

97542

GP

HA

$27.34

8 units per
calendar
month or
combination of
8 units per
calendar
month

97550

GP

HA

$44.05

8 units per
calendar
month or
combination of
8 units per
calendar
month.

97551

GP

HA

$21.86

8 units per
calendar
month or
combination of
8 units per
calendar
month.

97552

GP

HA

$18.55

8 units per
calendar
month or
combination of
8 units per
calendar
month.

97750

GP

HA

$29.06

8 units per
calendar
month or
combination of
8 units per
calendar
month

97761

GP

HA

$35.96

8 units per
calendar
month or
combination of
8units per
calendar
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97763 GP HA $45.74 8 units per
calendar
month or
combination of
8units per
calendar
month

98975 GP HA $15.84

98980 GP HA $42.02

98981 GP HA $33.39

1001.7. Speech-Language Pathology Services

HIPAA 1st Modifier 2nd Modifier Maximum Service Limits
Compliant Allowable
CPT Code

92507 GN HA $65.64 8 visits per
calendar
month; 1 unit
per visit

92521 HA $113.99 2 units per
year; 1 unit per
visit; 1 unit per
180 days

92522 HA $95.30 2 units per
year; 1 unit per
visit; 1 unit per
180 days

92523 HA $195.47 2 units per
calendar year;
1 unit per visit;
1 unit per 180
days

92524 HA $94.15 2 units per
year; 1 unit per
visit; 1 unit per
180 days

92526 HA $72.83 8 visits per
calendar
month; 1 unit
per visit

92567 GN HA $18.46 4 units per
calendar year

92597 HA $85.57 1 per calendar
year;
1 unit per visit
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92601

GN

HA

$138.15

1 unit per
calendar year.

92602

GN

HA

$87.48

7 units per
calendar year.
1 unit = 1 visit.

92603

GN

HA

$129.52

1 unit per
calendar year.

92604

GN

HA

$78.29

7 units per
calendar year.
1 unit = 1 visit.

92607

Ul

HA

$109.28

2 units per
year; 1 unit per
visit; 1 unit per
180 days

92609

Ul

HA

$88.65

8 visits per
month; 1 unit
per visit

92610

HA

$117.54

2 per year

1 unit per visit;
1 unit/180
days

96105

HA

$62.10

2 units per
calendar year;1
unit per visit; 1
unit/180 days

96110

HA

$11.77

2 units per
calendar year;
1 unit per visit

96112

GN

HA

$128.61

2 units per
calendar year;
1 unit per visit

96113

GN

HA

$60.64

2 units per
calendar year;
1 unit per visit

97129

GN

HA

$20.76

8 units per
calendar
month or
combi-nation
of 8 units per
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calendar
month

97130 GN HA $19.84 8 units per
calendar
month or
combination of
8 units per
calendar
month

97533 GN HA $54.66 8 units per
calendar
month or
combination of
8 units per
calendar
month

97550 GN HA $44.05 8 units per
calendar
month or
combination of
8 units per
calendar
month.

97551 GN HA $21.86 8 units per
calendar
month or
combination of
8 units per
calendar
month.

97552 GN HA $18.55 8 units per
calendar
month or
combination of
8 units per
calendar
month.

98975 GN HA $15.84
98980 GN HA $42.02
98981 GN HA $33.39

1001.8. Providers cannot use code 92609 unless the child has had an evaluation for a speech-
generating device (SGD).

1001.9. The U1 modifier must be added to procedure codes 92607 and 92609 to indicate the
services are related to a mobile SGD (92607) and the use of the mobile SGD with an
Alternative Augmentative Communication (AAC) software application (92609).
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1001.10.

1001.11.

1001.12.

1001.13.

Modifier 59 is not required when requesting a PA. However, if applicable, modifier 59
should be placed on the claim along with all other required modifiers.

All PAs must be submitted with the same modifiers (except as noted above for the
NCCI edit, modifier 59) that will be used for billing purposes. The modifiers on the PA
and the claim must match.

Claims will suspend to Alliant Health Solutions to be manually priced at half the rate
for reduced services when the 52 modifier (along with the HA modifier) is placed on
the claim for procedure code 92523.

In response to COVID-19 and the public health emergency declaration, the Department
of Community Health (DCH) will allow therapy services to be rendered via telehealth.
Each billed procedure code must be submitted with the usual program modifier(s).
Place of service code 02 must be submitted on the claim to indicate the services are
delivered through telehealth. (Rev. 04/2020)
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Appendix A
Office of Child Health Resources

A. The link below allows families to find resources in their area related to Babies Can’t Wait, Children
1, and Children’s Medical Services (CMS) among many other programs.

i Women and Children | Georgia Department of Public Health

Instructions — Select Child Health, then Babies Can’t Wait. Under the Women and Children
Services Finder, click the Locate Services feature.
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Appendix B
Other Related Medicaid Programs Which Provide Services to Children

Related Medicaid Programs

Vi.

Vii.

viil.

Durable Medical Equipment includes reimbursement for the purchase or rental of certain medical
equipment and accessories and the purchase of certain medical supplies for a member’s use in a
non-institutional setting. It includes such items as prescribed hospital beds, wheelchairs, oxygen
equipment, ventilators, and ambulation devices such as crutches and walkers. The equipment
must be used by the member in their residence or that of a relative and must have been prescribed
by a physician. The equipment remains the property of the state throughout its useful life.

Early Intervention Service Coordination (Case Management) is an active, on-going process
consisting of specific activities which are aimed at assisting parents in gaining access to the early
intervention services designed to meet the developmental needs of each eligible child from birth
up to age three (3) and the needs of the family related to enhancing the child’s development.

Emergency Ambulance Services are for the emergency transportation of those eligible recipients
whose lives or immediate health are in danger and who require the supplies, equipment or
personnel provided in an emergency vehicle.

Health Check Services (EPSDT) is a program of comprehensive health screening, diagnosis
referral and treatment services provided under the Medicaid program to eligible children under
twenty-one (21) years of age. Treatment for abnormalities detected through such screening
includes any needed medical services, dental services, prescription lenses and frames, and hearing
aids.

Non-Emergency Medical Transportation Services and related expenses such as meals and lodging
are reimbursed to providers who transport recipients in order to obtain medical treatment or
examination under non-emergency circumstances.

Orthotics and Prosthetics include devices such as artificial limbs, hearing aids, braces, etc. which
assist or replace physical impairments. For Medicaid patients under twenty-one (21) years of age,
hearing aid coverage determinations are made on a case-by-case basis through the prior approval
process.

Physician Services are those services provided by or under the immediate supervision of an
enrolled individual licensed under Georgia law to practice medicine or osteopathy.

Psychology Services include diagnosis and evaluation, and individual and group therapy services
that must be provided by enrolled licensed psychologists. Psychology services are available only
to Medicaid recipients under twenty-one (21) years of age.

Vision Care Services are those refractive or medical services provided by enrolled licensed
optometrists, licensed dispensing opticians or ophthalmologists within their scope of practice as
set out in the applicable to recipients under twenty-one (21) years of age for refraction. Diagnosis
and treatment services are available for recipients under the age of twenty-one (21).
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Appendix C
Ordering, Prescribing, and Referring (OPR) Update

Ordering, Prescribing, and Referring (OPR)

The Affordable Care Act (ACA) requires physicians and other eligible practitioners who order, prescribe
and refer items or services for Medicaid beneficiaries to be enrolled in the Georgia Medicaid Program. As
a result, CMS expanded the claim editing requirements in Section 1833(q) of the Social Security Act and
the providers’ definitions in sections 1861-r and 1842(b)(18) C. Therefore, claims for services that are
ordered, prescribed, or referred must indicate who the ordering, prescribing, or referring (OPR)
practitioner is. The department will utilize an enrolled OPR provider identification number for this
purpose. Any OPR physicians or other eligible practitioners who are NOT already enrolled in Medicaid as
participating (i.e., billing) providers must enroll separately as OPR Providers. The National Provider
Identifier (NPI) of the OPR Provider must be included on the claim submitted by the participating, i.e.,
rendering, provider. If the NPI of the OPR Provider noted on the Georgia Medicaid claim is associated
with a provider who is not enrolled in the Georgia Medicaid program, the claim cannot be paid.

Effective 4/1/2014, DCH will begin editing claims submitted through the web, EDI and on CMS-1500
forms for the presence of an ordering, referring or prescribing provider as required by program policy.
The edit will be informational until 6/1/2014. Effective 6/1/2014, the ordering, prescribing and referring
information will become a mandatory field and claims that do not contain the information as required by
policy will begin to deny.

i. For the NEW CMS-1500 claim form:

1. Enter qualifiers to indicate if the claim has an ordering, referring, or prescribing provider
to the left of the dotted line in box 17 (Ordering = DK; Referring = DN or Supervising =
DQ).

ii. For claims entered via the web:

1. Claims headers were updated to accept ordering or referring Provider ID and name for
Dental and Institutional claims and the referring provider’s name for Professional claims.
The claim detail was updated to accept an ordering or referring provider ID and name.
Utilize the “ordering” provider field for claims that require a prescribing physician.

iil. For claims transmitted via EDI:

1. The 837 D, I, and P companion guides were updated to specifically point out the provider
loops that capture the rendering, ordering, prescribing, referring and service facility
provider information that is now used to transmit OPR information.
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Appendix D
Georgia Health Partnership (GHP)

Provider Correspondence

P.O. Box 105200
Tucker, Georgia 30085-5200

Electronic Data Interchange (EDI)
1-877-261-8785 or 770-325-9590

i. Asynchronous

ii. Web Portal

iii. Physical Media

iv. Network Data Mover (NDM)

V. Systems Network Architecture (SNA)

Vi. Transmission Control Protocol (TCP/IP)

Provider Contact Center

800-766-4456 (Toll free) or 770-325-9590

The web contact address is http://www.mmis.georgia.gov
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Appendix E
Additional Billing Information

Billing / CMS 1500 Information

Vi.

Vii.

viil.

Providers no longer need the authorization number of the primary care physician (PCP) to file a
claim. Field 17 A is no longer required.

Prior approvals may be submitted via the web portal.

Travel is no longer a billable service.

Coordination and collaboration with the Primary Care Physician is required.
Dates of Service (DOS)

1. The “To” and “From” date of service is always the same. The date must contain month,
day and year in MM/DD/YY format (e.g., enter April 1, 2003 as 04B/01/03 to 04/01/03.

Place of Service (POS)

1. The only valid POS codes are 11 (office), 12 (home), 22 (outpatient hospital) and 99
(other).

Procedures Codes

1. See Part 1I-Chapter 1000 of the Children’s Intervention Services Policies and Procedures
manual for appropriate procedure codes. Only the procedure codes listed in the policy
manual are covered codes.

Diagnosis Codes

1. Effective October 1, 2015, use the Tenth Edition (ICD-10) code sets. ICD-10-CM
replaces the ICD-9-CM (diagnosis) codes (Volumes 1-2) and ICD-10-PCS replaces the
ICD-9-CM (procedure) codes (Volume 3).

Charges

1. Enter the cost of your “usual and customary” charge for the procedure multiplied times
the units of service.

Days or Units

1. Enter the number of units provided
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Appendix F
Babies Can’t Wait and the CMS 1500 Form

Field 32 on CMS 1500 Form

For services provided to Early Intervention (Babies Can’t Wait) children, indicate the letters E.I.
and the Health District number where the services were provided. (See Appendix A in the CIS
Policies and Procedure Manual for listing of Health Districts). For Services provided to a child
who is not an Early Intervention child, indicate the word “other” and the health district number
where the services were provided.

Field 32 on the 1500 claim form is now the Serial Number on the software WINASAP. The
information which is Other and the Health District Number or El and the Health District Number
will have to be input into each line. WINASAP has about four lines, so the information will have
to be entered in the four lines.

When billing via the web, Field 32 on the 1500 claim form via the Web is now the Serial
Number. The information which is Other and the Health District Number or El and the Health
District Number is to be inputted in this field.

When billing via the web portal, no attachment is required and the provider can simply report a
reason code.

If a member has private insurance (primary) and Medicaid (secondary), claims must be submitted
electronically via the Web portal. If the primary insurance has paid, enter the correct amount in
the appropriate field and the claim will adjudicate. If the primary insurance denied the claim, the
following actions should be taken:

1. If using the Web portal—Complete the appropriate additional information screens to
show who the primary plan insurance is and that it allowed and/or paid $0.00; enter the
adjustment reason code used by the primary insurance to deny/adjust the claim along
with the amount associated with that denial/payment adjustment. (Example: PR-1 the
amount entered was applied to the annual deductible.)
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HEALTH INSURANCE CLAIM FORM
APPROVED BY NATIONAL UNIPORM CLAM COMNITTEE (NUCT) 1217
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Appendix G
CMS-1500 Claim Form
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Appendix H
Resource Links
Georgia Families, Georgia Families 360, and Non-Emergency Medical Transportation

For information on the Georgia Families, Georgia Families 360, or Non-Emergency Medical
Transportation program, please access the overview document at the following link:

i Georgia Families Overview:

https://www.mmis.georgia.gov/portal/PubAccess.Provider%20Iinformation/Provider%20Manuals/tabld/1
8/Default.aspx

ii. Georga Families 360 Overview:
https://www.mmis.georgia.gov/portal/PubAccess.Provider%20Iinformation/Provider%20Manuals/tabld/1
8/Default.aspx

iii. Non-Emergency Medical Transportation Overview:
https://www.mmis.georgia.gov/portal/PubAccess.Provider%20Iinformation/Provider%20Manuals/tabld/1
8/Default.aspx
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Appendix |
How To Submit Questions to Alliant Health Solutions

ALLIANT | GMCF

MAKING HEALTH CARE BETTER

Provider Correspondence via the Workspace

Purpose

Provider Correspondence functionality allows Providers to submit questions to Georgia Medical Care
Foundation (GMCF) reviewers via the Provider Workspace. The workspace includes the following
features to accommodate this type of correspondence.

e Contact Us: This link is used to submit a correspondence and is found in the following workspace
locations:
o Bottom of the Provider Workspace page
Provider Inquiry Form (DMA-520A) submission page and search page
) Review Request page for a PA request. Search for a PA, open the Review Request page, and
click Contact Us.

o

e Search My Correspondence: A correspondence search link is available at the bottom of the
workspace page and may be used to search for all correspondence associated with a provider’s ID
number.

e Provider Messages: A ‘Provider Messages’ drop list has been added to the top of the workspace.
This list displays the last 10 processed and unprocessed correspondences submitted by the
provider, or created and submitted to the provider by GMCF staff (see figure 1). Unprocessed
correspondences are correspondences for which GMCF has not yet submitted a ‘GMCF
Response’; while processed correspondences are correspondences for which a ‘GMCF Response’
has been submitted.

Provider Vorkspace

Enter 2 New Athornzaton Requasi
Jse this link to enter an authorzat equest. Select from the list of request types and
egquest types you may be prompted to erter another provnder 1D I oder 10 su

maniabon & requred for the roguest that you e

requrad decumantaton wil be reprasanted as ‘checldist
Soarch for Authoaration Requests and Ede Requests

Joa thes hink to find requ

o Uss the Crehensve saarch fun 10 Ind your authorza 2qUests You wil be abie 10 relen @QUests a8S0CIAad wih your IOV
Inching the comant st nd a0y dacisx Mmments értand thé résione

o Mihe reguest iz still n pending <tatus and has nct baen rof semce. vou will bo able 1o edd the request

Provider Correspondence Page 1
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GA Medical Care Foundation

* Notification Alert: The following alert notification has been posted to the top of the
workspace page announcing the new correspondence functionality. Providers can remove by
clicking Close Notification.

Dear Prouder.

YWa have added some new featuras to the Provder U\ for your ! and to batter with proader communty. Please 1ake 3
look 3t the section below callad "Contact Us™ Clicking on the link will provide you an ability to send 3 message to the GRICF Rewew Team should you have
any quastions or concems. Onca the review team rasponds to your nquiry. you will ses "Provider IMassages” saction on top-right comer of the page. just
below "Last 10 Requesis™ section You can also search for your inquiries clicking on the "Search My Cormespondence” link below.

Hepe this helps and we are loaking forward to sene you better

Thank You,
GMCF Review Team

Close Nosficetion

Figure 2
Instructions

Submit a Correspondence

Follow this procedure to submit a correspondence to GMCF:
1. Click Contact Us on the workspace to open the correspondence contact form.
Contact Us

Contact Form

Correspongence D

Contace For i |
Contact Hame

Contact Emol Acdress

Confirm Emai Address

Prone Numoer | £xt |

Weseage / Question .

GHCF Response .
Retsrencs Anachmeniz

Retur o /rovdor orkspaco

Figure 3

Provider Correspondence Page 2
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GA Medical Care Foundation

2. Select a ‘Contact For’ category:

Contect For | |v[ |
cs
DME
Dental & Oral Max
GAPP

Hospital Ldmissicns OFfcs Frocedures PSY offes
Hospital Outpatisnt Tharapy

CWF

Katee Becxet!

Wedical Claims Review / DMA-3204

0 & P, Radobgy & Additonal Office Vists
Qut-cf-State 8 Transplanrts

Qutiier
PASRR, Swingbed & 12513
Tranzport, Madicaton, Hearng £ Viznn Sarvices

Figure 4

3. If the ‘Contact For' category selected is for a prior authorization (PA)/waiver type or for
Medical Claims, a box will display for the PA ID or Inquiry Number as shown in the following
figures.

‘Contact For' is a PA Type
Contact Form

Correspondence D :

Contact For . |Hasplal Admissiens, Office Procedures, FSY office |w
Prior Authorization Requesio: [ ]
Contact Name

Contact Emall Agdress :

Confirm Emall Address ;
Figure 5

‘Contact For’ is Medical Claims
Contact Form

Correspendence ID :

Contact For : Megical Clams Review /DMA-S204A v/

DMA-5204 Inquiry Number ;

Contact Name : |

Contact Email Address :

Confirm Email Addreaa :

Figure 6

Provider Correspondence Page 3
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e

NOTE: If the contact form is opened from the Review Request page for a specific PA, or from the
Inquiry appeals page for a specific appeal inquiry, then the ‘Contact For’ type and PA ID or Inquiry
1D will be populated by the system. Otherwise, the ‘Contact For’ type and PA ID or Inquiry Number
should be entered.

4. Enter the name of the person submitting the correspondence in the ‘Contact Name’ box.

5. Enter the contact person’s email address in the ‘Contact Email Address’ box, and then enter
again in ‘Confirm Email Address’ box to verify (required).

6. Enter the contact person’s phone number in the ‘Phone Number’ box.

7. Enter the message or question in the ‘Message/Question’ box.

(GMCF Response and Reference Attachments: Once GMCF submits a response; this section
displays the GMCF response and any documents attached by staff.)

8. Click Submit Information. If the submission is successful, a message displays in red below the
contact form. The message includes the correspondence ID. Providers can use the
correspondence ID to later search for the correspondence and view the GMCF response.

Contact Form
Correspondence D

Contact For | Hosotal Aomesiens, Ofice Proceoures, FSY offce W

Prior Authonzetior Request D [THE?C:ELN

Comact Name * |E Brown

Cortact Email Address : |Etrm-m@:~rnil address.ory |
Confrm Emall Address | |l::mw‘|@e'reu agadaress org l
Phone Humber : preTrRTTT P

Mezzsge / Queetion

|This PA was denied for untimeiiness but the member has retro cligibity for the PA date of service Whetce | needfo do to
g6t NS Correctsd?

GHNCF Rezponsas

Reference Altachments :

Submit information m Retum to Provider Workspace

Record saved successfully. Notification Emeil has Deen cent on 71122011 2:17:05 2L 10 email address provided above, Confirmation Number is : C11071300024,

Figure 7

Provider Correspondence Page 4
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9. The message also indicates that an email has been sent to the contact email address. The
email notifies the provider that the question has been received. This email is strictly a
notification. Do not respond to the email.

Here is a sample of the email:

This message was sent with High importance,
Sent: WedT7/13/201L 217 PM

From: na-reply Bgmcf.ong

Ta Carene Sarant

Cc

Suiject: Message from GA MIMIS Portal

**2 DO NOT RESPOND TO THIS E-MA]L *=**

Dear Provider,

Thank vou for contacting Alliant Health Soluticns | Georgia Medical Care Foundation. We have received vour message
successfully. Your confirmation number is "C11071300024°

Once we process this message, we will again send vou a notification email about that will be available on Provides
Werkspace section of Georgia NIMIS pertal: https: wow mmis georgia gov

Regards,

Nurse Reviewer Team

*** Dlease note: This e-mail was sent from a notification-only address that eannot accept incoming e-mail. Please do not

reply 10 this messags, **~

Figure 8

Search for Correspondence and GMCF Responses

Follow this procedure to find correspondences and view GMCF responses:

1. If the correspondence was submitted recently, first check the ‘Provider Messages’ drop list at
the top of the workspace page. Find the ‘Correspondence ID’; highlight the ID; and click Show
to open the contact form.

OR

2. Click Search My Correspondence at the bottom of the workspace to open the Search Provider
Inquiry/Correspondence page. The provider ID is inserted by the system.

Provider Correspondence Page 5
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Search Provider Inquiry / Correspondence

Provider 1D porio007as | Comiact Name ;
Comtact For & | Comect For D
Comespondenca D Phang Numter
Enferid Sebwesan and Proceaas: by GNCF O ves Ohio

[ Somch | Cioa soarch | Croms hew |
Figure 9
3. Although you may search using any of the search values, the best way is to use the

correspondence ID provided in the email notification. Enter the correspondence ID in the
‘Correspondence 1D’ box.

4. Click Search. The correspondence will display in the search results table.

Search Provider Inquiry / Correspondence

Provider D - Contact Name [
Cartact For v | ContactFor D

Comeapondence D . C11071200024 Phons Nurmber

Erered Between And [ ]| Processed by GMCF

| search |  Clear Search Create New
(T ] S e e e e T
C110413 PA32011 21705 P es TMAZ011 347 5T RN

O Brown darien= barreti@gmci.org 44

00024 111050307826
| Figure 10

5. Click the Corr ID number underlined in blue font to open the contact form and view the GMCF
response.

L]
Provider Correspondence Page 6
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ContactUs

Comact Form

Correspondence ©

or Authonzanan Asauast D

8¢t Nare

ieasage / Question

ONCF Response

C11071500024

Hosotsl Agmescns, Ofice Procedures, FS
[111050307528

D Srov

darene bamelt@gme’ org

foe ™

dariene barett@omciong
sia-sai-dass | Ex
Thie PA was denied T untingd

- Submezes on - FIN2011 21705 PY

Dasr Proviaer

lemicec fie does not show retro

he sennl and attach the socuments

ACF Hurse Revewer (771472011 34757 7

23 bul the membe

entety for 74 dates of service If you have documents o supoont

hae ré ghity 1 DA 0818 of der

elro eigiity

Figure 11

6. If staff attaches documents to the response, the files will be listed next to ‘Reference
Attachments’. Click the file name to open the attachment.

clense submi a recons

gt this correctss?

derabion of

7. Click Back to return to correspondence search, or click Provider Workspace to return to the
workspace page.

Provider Correspondence

Page 7
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Appendix J
CIS Electronic Prior Authorization Request Form

Children’'s Intervention Services (CIS)

Please verity that the member name represents the ¢ Submt/View' Ink to re-enter the correct informetion. Iif

you need assistance please seiect under Contact

Ge the required information for this request. VWhen you have compieted entering data for this request, select the Review Request Ink at the bottom of the page

Pease p

Member Information

mmmmmm

332000000200
2000000200 0928/2008

Service Provider Information
Provider 1D Name and Address

Contact Information

* Contact Name Contact Emait
contacterone: [ =- * ContactFax | - -
Request Information

" Pace of Service ¥ " Release of nfo Code v
" Diagnosis

e e T T
O

Procedures

equested

Comments / Message

Does this member have retro eligibility for the submitted dates of service 7 O Yes @ No

* Request Submitted Via: QO rax O maL O pHONE

Date admitted to program :
Description of Services Requested :

OPhysmaI‘.hera;y OGc:upatlcnal‘.hera;y OSceecr‘f_anguageTr‘erapy
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Justification and Ci 1 for Required Services :

Medical necessity and expected outcomes.

v
Primary Care Physician Name:
Outcomes
A. VWhat would you like to see change as a result of early intervention ?
(Goals and Expectations)
-~
v
B. What is happening now (Evaluation / A it information) 7
{Describe what is taking place at this time relative to the Goals and Expectations)
-~
v
C. Progress Statement: How will we know we are making progress with this child 7
(¥vhat will be different relative to the Geals and Expectations ?)
-~
v
Is this PA request a continuation from a previous PA? Oves Ono If Yes, Previous PA#:
Is there a current Individualized Education Plan (EP)? O ves Ono If Yes, EP Date: I:I
If No, please explain why :
v
Is there a current individualized Family Sevice Plan (FSP)onfie 2 Q'ves Oho Date Signed : [ ]
Is there a current Attestation form attached (child does not have an " " .
EP or FSP)? O ves ONeo If Yes, date Attestation form was signed : l:l
Is there a current Letter of Medical Necessily, Written Service Plan or .
e Oves One If Ves, LUNWSPIPOC date: ]
Are current standardized testing results attached? O ves Ono If Yes, standardized testing date: :
Are there current progress notes attached? O Yes O No If Yes, most current progress note date: I:I
-~
- . If No, please explain why there are no
If No, is this a new patient? O ves Ono oo e -
Is there a valid parental consent on file and the parent has not .
withdrawn consent ? Oves Ono RSk I:]
Name of Service Coordinator : [ | Titke : [

Review Request
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Appendix K
Instructions for Electronic Attachment of Supporting Documentation to a PA Request

Instructions for Electronic Attachment of Supporting Documentation to a PA Request

(Refer to the Medicaid Medical Management Services, Provider Workspace User Manual
available on the Georgia web portal for a complete list of all PA instructions.)

Georgia Medical Care Foundation

2.4 Attach Documentation to Requests

2.4.1 Purpose

Some request types require the submission of additional documentation. From the Provider
Workspace, providers may attach the required information to PA request; and view documents
that were previously attached. Electronic attachment of documents is quick and easy and can
potentially speed up the review process. Once a document is attached to a request, GMCT staff
has immediate access to the attachment and are able to view the information as part of the PA
TEVIEW Process.

2.4.1.1 Actachment Guidelines

There are some restrictions/limitations that apply to attachments as follows:

+ Documents may be attached to a PA request w]:*:n the request is submitted, or to existing
PA requests that are pending and not referred.  Attachments may also be made via the
Change Request or Reconsideration Reguest processes

# Documents may not be attached to the following PA/review types unless the
attachment is part of a change reguest or reconsideration reguest: Hospital
Cutpatient Therapy; Medications PA (Physician and Facility); Fadiology PA (Physician
and Facility); Additional Psychiatric/Psychological Services; Additional Office Visits;
and Swingbed requests. Additional documentation is not required for these request types;
and all pertinent clinical information and justification for services should be entered on
the request forms.

# In order to attach a docwment to a request, the document mmst be saved to one of the
provider’s system drives.

# The following file types are acceptable for attachments: TXT, DOC, DOCX, PDF, TIF,
TIFF. JPG. JPEG. and JPE.

+ Do not inchude the following symbols as part of the file name: \, & <, =5 %

# The name of the file to be attached cannot have the same name of a file that 15 already
attached.

# The file size for an individual attachment MUST be less than 20 MB in size; so if a file 12
especially large, divide the file into two files.

+ Multiple docements may be attached to one PA request. However, the documentation

that is attached should only relate to the member associated with the PA, and not relate to
any other members,
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2.4.2 Attachment Instructions

Follow these instructions to attach documents to existing requests or to requests upon initial

1. To attach a file to an existing request:
o  Open the Provider Workspace.

e Click Attach Documentation to Existing Requests OR click Search for
Authorization Rehuests and Edit Requests to open the P4 Search page.

e Search for and open the PA request to which a document or documents are to be
attached. If files have already been attached to the request, the files will display i
the Attached Files table.

o Ifthe PA request meets attachment criteria, the Attach File link will be available.

Prior Authorization - Review Request

Request infor mation

Requast O | SRR Pending Caxs Stws Owds: (7272000
Manbee 1D ; 1 B

meguatrg froo O [ ~:00x0aroiscn

Asneam Dats achwpe Due

Dlagnosas

60 bescriton 6o e Py |

7081 PRANARY APAEA CFNBABCAN OTR7QM0  Yee
K0S ESOPHAGEAL FFLLX vz e

Procedures

(571 Cose [P Doncrpron et 1o Dte it gpesved ot | nprove Ao e sme

FO810 APVEA MOMTCRW/RECORDER 02012010 127312010 s Fundeey
[t aquent | Winrum Roquest | it e ] Reurn ToSemeh Remtn |~ tuin o Providr Workmpace

Figure 37 Attach File Link

e Click attach file, and on the page that displays. go to the Create an Attachment
section.
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2. To attach a file when submitting the request:

&

o Complete the PA request and click Submit Request.

e On the page that displays after clicking Submit Request. go to the Create
Attachment section.

3. Create an Attachment:

o Under create an attachment, click Browse to open the file directory.

Create an Atlachment
1 you went 10 aftach o documert tathis Request, cickon *Browas *, zedect o documert and ten, ook on *Srech Fie'

Figure 38 Create an Attachment

o Find the file that is to be attached. Select the file by double clicking the file, or

highlight the file and then click Open.
hoose file ? X
Loakire | (2 My Dacumark: > + @k
= R rmecrber 105 Hids 1_2 years. ks
..gb- g;mumm Spstem Qapdi
MpRecen! Us Quascas.doc
Doturants ;]ceh —ng Miod
@ %ﬁd Tedingss
A _MedRev DakaRequests_CRs Ratus.ls
Desitep FIPC revienw mrror page? o
— ED)program speashsts (A1 Prograne) 02-25-2009 sk
l _J [ ]provider s CO3 fer testing.xk
E\peavider PA Tranng. ppe
My DOCUmS ) pader warkspaco User Manual doc
@hwmkﬁuﬁan Request.dec
EBsequence Nurbers Lsed. dos
My Comrpuler
< >
WHNMII: File narre: 1PA — CMIN.0d1 Dpen
aces e
Fiesolype  [oliFles ) = Comel |

Figure 39 Find and Select File
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o  Once the file is selected, it will display in the box next to browse.

Croato an Attachment

It vou wromt to oftzch 2 documert 1o this Request, clek on 'Browse .* | seiect a dacurert ard then, cick on “Attech Fie*

Figure 40 File Name Inserted

o To attach the selected document, click the Attach File button. If the file is uploaded,
the ‘File uploaded successfully’ message displays. and a link to the attachment will
display in the Attached Files table.

Create an Attachine it

1 pou ward 10 a2ach 8 dounert 101 Request, dick on *Browse . *, scledt o cocunent &nd then clok on *Altach Fie”

Attached Mes
m—-m_
* Updt 1 DEWFRETT 4QQU1095655AK X
Figure 41 File Uploaded =1

4. Associate an Attachment type with a file:

For some request types and procedure codes, the ‘type’ of each required document displays
next to a checkbox. The purpose of the checkbox is to associate the actual file attached with
the specific additional mformation required by policy. Figure 42 shows the checkboxes for a
Durable Medical Equipment request for oxygen services. Each procedure code on this
request requires a Certificate of Medical Necessity; and procedures, E0431 and E1390, also
require a copy of testing results.

Create an Attachiment

£y wert 1o eftech & cecumane B By s Ragqasst clck on Browse * seiect o documane a0t 5ven, clck on Amath Fliet

(KT8] Attach fie |
Flesse Ok the nome of the documerts neiuded nihe Aactment before you stfach (51 the fies cohred N red reed (o be sttached {or taster revew,)
Codesn Documonts
E0431 [C)Centificate of Medical Hecessity (CMI) [Tl Copy of Testing Results
E044S [ Centificate of Medical Hecessity (CMI)
E1360 [ Centificate of Medical Hecessity (CMI) [T Copy of Testing Results

Figure 42 Document Checkboxes
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5. To attach a file or files to a PA when checkboxes for documents types are available, first
determune if one file that includes all the required information is to be attached, or
mndividual files are to be attached.

One Attachment for all Checkboxes:

o If one file is to be attached and that file includes all the required information, click
all the checkboxes and then attach the one file.

o If the attachment is successful, a file upload message displays; the attached file is
added to the Attached Files table; and the file is associated with each procedure code
and document type.

Create an Attachment
I yCus a0t 10 stach & document o this Raquaat, dick on'Brovge *, sakat o dosanent snd then, ok on *Attech Fle®

[ T artach e |

Fie upeecied suecesstuly

Fhasa Check tha e of thia documents cuded inihe Altackenent Defore o albach, (AIINS 1haz aalomad in rad aed 10 be sNechad for 168161 résdao )
Codes Documents

B3 [Jceritate of Madcol Kecezsby (0200 [Jeprr ot Testrg Reaks

B0445 [Tlceridnate of Madcs Necezsby (00400

E133 [Cerideate of Madcs Necesshy (200 [Tepy of Testrg Resuts
Attachod Filos

24N 20 Testing Reofiz pdt 4 £33 Cactiizats of Mados! Mecezsty (CVN) DEVARETT 42201011.502¢ 2am X
24N 20 Tazting Resgiz odt 4 E0431 Copy of Testrg Resbis DEVRRETT 42201011.502¢ am X
24N and Tazting Resfizodt 4 £0445 Cacliicats of Masd ool Pecessity (ONN) DEVRRETT 42201011.502¢ am X
(24N a0 Tozting Resgizodt 4 £133) Coclificats of Medcsl Necessity (CVN) DEWRRETT 42201011.502¢ an X

X

N Jasting Reoiis 4 C1330 Cooy of Testry Resulis DOURRETT 2201011.502¢4 2

Figure 43 One File for All Checkboxes

One Attachment for Each Checkbox:

e When each file to be attached relates to a different required document, first click the
applicable checkbox and then find/attach the file related to the checkbox selected.
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Create an Attachiment

H you vram 9 sttach » documert to thes Request, clck on Browse. ", select a documert and then, cick on * Sitach Fie®

| (Bronws.. ) IEEIEII

Prease Check the nane of he docunents incudedin the Atactmet betore you stiach. (8] $2 ez colred nired need {0 be attached for faster reveer )
Codon Documeants

B33 [¥] Contificats of Ma dical Necouaity (CIAIN)
[SEFFE] Clcertmeate of Miedeat Neeessmy (CHIN
Figure 44 One File per Checkbox

e To attach additional files, repeat the same process. Select the check box or
checkboxes and then attach the file. The checkbox that was not selected will still
display 1n red, indicating that the required document still needs to be submutted.

Create an Attachment

1 you wert to eftach & docunent to s Rexuest, clch on Erowse. °, aslect o dacunent and ten, cich on *Attach Flie®
(A7) Attach e |

Pleaze Check the name of the documernts robadsd n Y Atlactment belcre you sttach (51 the fies cobradin red reed o be stachnd for taster reneer )
Codes Documets

Fhropnandad saooessiuy

84088 [l comticus of Moo Nasssty (00D
Besse [ certmicate of Medical ltecessiy (CMN)
Attached Files

oo |iwecode Joceumentueme ______fuser _Joms ]

I s CVNopdt & EBMOES Cemnoma of Miackey Nacesspy (O4N) COARRETT 42010 12121ame X

Figure 45 File Uploaded =2
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Appendix L
How to Submit a Reconsideration Request

g ALLIANT | GMCF

MAKING HEALTH CARE BETTER

Provider Quick Reference: Submit a CIS
Reconsideration Request

Overview

Providers may submit requests for reconsideration of a Children’s Intervention Services (CIS)
prior authonzation (PA) request via the web portal Provider Workspace. Once the
reconsideration request is submitted and accepted by a GMCF reviewer, the provider 1s sent a
faxed notification indicating that the “request has been received and is awaiting review’. This
notification does not mean that the reconsideration request has been reviewed only that it
has been received.

CIS Reconsideration Request Guidelines

The following guidelines for requesting reconsiderations apply to Children’s Intervention
Services PAs.

e Reconsiderations are allowed when the PA has one or more procedure lines that are:
o Approved but not for all units requested. Requests must be subnutted within 30
calendar days of the decision.
o Peer consultant denied. Requests must be submuitted within 30 calendar days of
the decision.
o Tech Denied but NOT Final Tech Denied. Requests must be submutted within 10
calendar days of the decision.

« Providers must attach additional documentation to support the reconsideration request. It
1s not necessary to re-submut all information sent with the original request but only the
information that supports the request for reconsideration.

CIS Reconsideration Submission Instructions
Follow these instructions to enter a request for reconsideration of a CIS PA:

1. From the Provider Workspace. select Submit CIS Reconsideration Requests.

2. Search for the PA request and open the Review Request page. Note: When the Review
Request page 1s opened for a request. which does not meet the reconsideration request

owdelines. a message will appear at the top of the page indicating that reconsideration
cannot be entered.
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Prior Authorization - Review Request

R quamet I of ination

equest 0 - Approved Cses Stas Ons OLOGD010
Nerter U AR

Feguesirg Povos O I  oooeio Frovos O

FAdrezzon Dube Chschorgs Dals

Diepronie
1CO § Coee |ICD 8 Deserigtion 1CO 8 Date | Prmary

M OTHPARALYTIC SYNOROMES (OMIGNI0  Yes |
Procedures
) T T T 0 P o o)

s THERAPTIMC ACTIVITES QOGS0 COIRM0 ﬂl’!""""ll
wsR THERAPELMIC ACTIVITES 042D Q228200 . 1 DFWNH
s THERAPELMC ACTIVITES 06022010 O&20M0 2 2 naumwi
Chcd a2 06 Suppaoat Bogua st
s . DRS00

o s peconsicrsion it | aachrse | pean o scucnnents ] ncuanto i ek

Figurel

3. Click Enter CIS Reconsideration Request at the bottom of the page to open the CIS
Reconsideration Request Information page.

CIS Reconsideration Request Information

Request1D : |

Far OS5 Reconsdsralion Revdsd ragaests pease submi aditony docunantslionto support the services ragared
Youmey sttach documerts to this requsst Ater you chck Submi, a confirmabon page wil displary. Use Cradle An Aflechment’ on thit paos 1o @ftash documans

Corbect Nams . Dsvene Boered Phoos 4043333933 | Bt | | Fme 4043333333 |

Describe what you want changed.

Piovide youn tationabs Toi changing the Piisr Authorization Request.
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4. The contact information for the requesting provider is inserted by the system  Vernify that
the information is correct. If not correct, edit the information. This is important since the
contact name/fax number is used for the faxed notification.

5. What you want changed: In the first text box, clearly describe what you want changed
as a result of the reconsideration review: indicate the codes; dates of service and the units

required.

6. Rationale: In the second text box, provide additional clinical information that supports
the request for reconsideration review and specifically addresses the need for the services

requested.

CIS Reconsideration Request Information

Roquest I - G

For O Roocnshiorston Reviw (0.0 8s, Ll 92¢ SUMTE aR0HN SOTUNSENONTD Suipint e SOWVoes recured,
You nwy stach dooarents to T reguest Afler you CCE SUbiTe, 8 contimaton pege wil cepley Use \rede AN ATSOR et oninal paga 10 G i codu e

Contsit dene: Dukine Bara lChn AD4-333-3333 | BEar Far A04.333.393

Dosciibo what you wort changed.
THOUNRS ey rasuastay for cocke SPSI0 10 March and Aot Orly 1 LUt wias opir ovnd for aach et Recuestng raccn s deraton of this sacmon

Provide your rationale for changing the Prior Autharization Request,
Lethor stfncod thd jusdd ss v by thes theragry 12 neacied b for sach narth e g @oe s motor Sanchon messses and other nacc of (st fcad on

| subme |
Figure 3

7. Click Submit. If the submussion is successful, a page displays confirming that the

reconsideration has been entered successfully. Additional supporting documentation
may be attached at this point.

CIS Reconsideration Request Information

Youn CIS Peconsider sion has Doon I SOt a0 The sy Showsd & tevew ST mamibor have aw q YOu will ba o actod,

To sttach dooarents, wos Creats an Attsc hrrort babors You miwy sbiech Hies ihal e ro mote then apcecs malely 20 pogn s
Creoate an Attachment

H o ward 90 stach & docunert to $es Recusel, ched on Browes * sefect 5 documert and fen, oot on "Atach Fin®

] e ree |

Figure 4
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8. Click Browse to find the file to be attached.

9. To select a file. highlight the file and click Open, or double click the file.
10. The file name will appear in the box next to browse.

11. Click Attach File. If the file 1s uploaded. the ‘File uploaded successfully’ message
displays. and a link to the attachment will display 1n the Attached Files table.
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Appendix M
How to Submit a PA Change Request

Georgia Medical Care Foundation

2.5 Submit/View PA Change Requests

2.5.1 Purpose

This functionality allows providers to find and view change requests previously submitted, and
submit new change requests. Once staff processes the change request, an automatic fax
notification is sent to the contact name and fax number entered on the change request. The
notification indicates that the change request was granted or was not granted. If not granted, an
explanation is provided.

2.5.1.1 Change Request Guidelines

Change requests are permitted for all review types except ICWP DMA-6 and GAPP DMA-6A.
In general, change requests must be submitted within 30 calendar days of the PA request date or
date of service whichever is greater. For most PA types, only three (3) change requests per PA
may be submitted. However, there are exceptions to these rules based on review type as noted
below:

¢ Children’s Intervention Services PAs: There are no restrictions to the number of change
requests per PA: or when change requests may be submitted. Change requests may be
submitted at any time as long as the case has not received a Final Tech Denial. In
addition, change requests must met the following critenia:
o A significant change in condition must be documented by submission of an updated
treatment plan signed by the physician and therapist.
o If a change in modality is requested, the units to be withdrawn (for substitution) must

be specified.
o Change requests may be submitted for PAs for which reconsideration has not been
requested.
e Durable Medical Equipment PAs: There is no time restriction for submission of change
requests for DME PAs.

e Medications Prior Authorizations: There is no time restriction for submission of change
requests for Medications PAs.

e PASRR: Change requests may be submitted for a PASRR Level I if the Level I decision
is pending (not referred for OBRA - Level II).
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2.5.2 Change Request Submission Instructions

Follow these instructions to enter a change request:
1. From the Provider Workspace. select Submit/'View PA Change Requests.

2. Search for the PA request and open the Review Request page. Note: When the Review
Request page 1is opened for a request which does not meet the change request criteria. a
message will appear at the top of the page indicating that a change request cannot be

entered.

Prior Authorization - Review Request

Request Infor mation
Reguest D: _EA Case Status: Approved Cazs Status Date: (02672210

Mernbz IC: =
Reruestng Povider D [ Rend=ting Providsr 1D
AdmEsion Date Dechargs D

Dhmo‘is
250 DISBETES MELLTUS 0202872010 Yes
Procoduros

T e S Ty P ) e (e ey

9212 QFFICEXCUTPATENT VIGT EST 037292010 0472872010 1 A»prc«o:

EnLer Change Request Return To Soarch Results

Figure 46 Enter Change Request

3. Click Enter Change Request at the bottom of the page to open the Change Request
Information page.
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Change Request Information

Request ID : mE—

Cortect Mane: GMCFIE rcea —en s |

Dencribio whal you want changed.

Prowde your 1 ationale for chianging the Prior Authorization Request,

Ploaso seloct CHange Poquedt Rathonae Liu:

[ charge Murker r_:vZ'm;w Provicer Cassce Chinge Dignise Codee [ adier cn wgeProcadre CoNe
[—.’r\'h'l-n'tm- Mo "-' g HATE Diste cr Diste OF Seevioe n" hanp= Aace of Servios F Ofer

Figure 47 Change Request Information Page

On the Change Request Information page. the provider’s contact person name, phone and
fax number are inserted by the system. If this information is not correct, change the
information to ensure that the change request notification is sent to the correct contact
person.

Describe the change needed. In the textbox provided. describe specifically what needs
to be changed.

Rationale for change. In the textbox provided, provide justification for the requested
change.

Next, select one or more checkboxes from the ‘Rationale List’ corresponding to the
change(s) requested. If none apply to the change requested, select ‘Other’.
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Request ID ;| IE—

Consct ling  CMIF18 o | | o I

Describe what you want dhunged.
Prsse chenge nerbe O .

Provide your 1 ationale for changitg the Pries Authorization Requast.
Ertered moorg menbes Dineno A cther ndanstion is coced fon merbs

Please select Change Request Rationale List:

M crecguimresr Cloreres provos [Tano cr Cranm Degnocts Come [1] A or Crsngs frocsos Gooss
I s Crtre Mecuest | Crange A0nt Onte o O of Seevice || Cange Flece of Saoice [ oter

Figure 48 Completed Change Request

8. Click Submit to submit the request. If the submission is successful, a page displays
confirming that the change request has been entered successfully. Additional supporting
documentation may be attached at this point. Follow the same attachment procedures as
described in Section 2.4.2.

Change Request Information
Your Change Reque st has been successtully entered into the system. Should a review staff member have any questions, you will be contacted.

To atach cocurerts, use Craste an Anachment below. Youmay azach fiss 1t are ro nore 1hen appracmatery X0 pages
Create an Attachment

I vou weard fo sttach & dooumert o thes Requeet cicton Erowse * sedect a doourert snd then dok on *&tach Fie*

Figure 49 Change Request Submitted
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Appendix N
Attestation Form (IEP/IFSP)

Provider Attestation Regarding IEP/IFSP for Outpatient Therapy Services

Member Name

Member ID Number

I have conducted a reasonable review of the facts regarding the therapy services recommended for
the above referenced member, including a discussion with the parent regarding other services that
are currently provided. Based upon my review and attestation from the parent, the member does
not have an existing Individualized Educational Plan (IEP) or Individualized Family Service Plan
(IFSP).

I understand that under my provider participation agreement, applicable regulators including the
Centers for Medicare and Medicaid Services, and the Georgia Department of Community Health
or their representatives may inspect and evaluate my records related to members and the provision
of and payment for services to audit compliance with this review requirement, and other
contractual requirements and federal and state laws and regulations.

NOTE: If the member does have an existing IEP or IFSP, it should be submitted, along with
the request for treatment. Providers must date this form as of the date of signature.

Provider Signature

Print Name

Title

Provider Medicaid ldentification Number

Date

Contact Phone Number

Contact Fax Number
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Appendix O
How to Check the Status of your Prior Authorization

2.3.2 PA Search Instructions

Follow these instructions to search for requests:

1. Click Search for Authorization Requests and Edit Requests from the Provider
Workspace to open the Prior Authorization Request Search page. The Provider ID.
associated with the web portal login credentials. is populated by the system.

Prior Authorizatjon Request Search Provider ID is system populated
Request 1D i | pastaus: 2 Provicer 0 | |
Request From Dade : } Request To Date :

Member MedicaidiD . | | member First Name : | Member Last ame : |
Effecive Date | Exoirafion Date:

Figure 28 PA Search Page with Provider ID

2. Enter search parameters and click Search to activate the search process.
In the following figure. the search parameters are ‘Provider ID" and ‘Request ID’
(blacked out), and. as a result. the search returns one request.

Prior Authorization Request Search

Request ID: _—\ PA Status: [ ™l Provider ID: _—
Request From Date: | Request ToDate: | }

Member MedicaidD: | | Member Name:

Effective Date: ' | Expiration Date: “

Request10_|Momber _Lastame st tame | Request et |cecte dete Expration date [ sttus
e D N B 00 030672010 0662010 Approved

Figure 29 Provider and Request ID Search
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3. When the request ID i1s not used. the search may return multiple results depending on the
search criteria used. The search parameters in the following example are ‘Provider ID’
and ‘Request From Date’.

Prior Authorization Request Search

Request IDx PA Status: v provider O: |G
Request From Date:  |03/19/2010 Request To Date:

Member Medicaid ID: Member Name:

Effective Date: Expiration Date

T T ) T T e e
I 52010 0372642010 06/2472010  Denied
[ N e 037252010 03/2572010  Denied
I N OC/24/2010 037242010 06/222010  Pending
) EEED 092202010 087202010  Pending
I o010 03192010 03/312010  Pending
I O 0i1c2010 03192010 06/17/2010  Pending
e N ;200 Perving
R |OEEGEE 034192010 Pending
- |EEEFa 031952010 06/20/2010  Denied

Figure 30 Multiple Search Results
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4. To view one of the requests in the search results, click the Request ID (in the screen shot
above, the request IDs have been blacked out). When a request ID 1s selected, the Review
Request ‘summary’ and decision page displays. This page provides a quick overview of

the request information and displays the case status and procedure decision status.

Prior Authorization - Review Request

Request Information

Request ID: I et Pending Case Status Date: 03/2472010

Member ID: _

Rrequesting Provider I0: [l Rendering Provider i0: [N

Admission Date: 0372472010 Discharge Date:

Diagnosis

03 Code [1co-3Descrption ————[ic0-3Date [primary

25053 DIABETES YMTH OPHTHALMIC MANIFESTATIONS, 0372472010  Yes

Procedures

T e B e A e e
62311 INJECT SPINE L/S (CD) 0372472010 0312472010 Pending

Clinical Data to Support Request
test - 0372472010
Figure 31 Review Request Summary

5. To review all the information initially entered on the request; click the Request ID in the
Request Information section.
Prior Authorization - Review Request

Request Information

Request ID: I o Status Pending Case Status Date: 03/24/2010
Member ID: i —

Requesting Provider O: [l Rendering Provider D: [N

Admission Date: 0372472010 Discharge Date:

Figure 32 Review Detail PA Information

6. When the request ID 1s selected, the Review Request ‘detail’ page opens and displays all
the information entered on the request. Click Back to return to the summary and decision

page.
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7. If the PA selected from search results 1s denied, the denial reason code and specific denial
reasons display on the summary and decision page. If the PA has procedure codes,

hold the mouse pointer over the denial reason code at the end of a procedure line to
display the specific denial rationale for that procedure line.

Request nformation

Request D I e Sus Denied Cas=Ststus Det=  COS12010

Merber 1D  E—
roquzeting Provelor O [ Reoo=ons Prevoor 0 ]

Admiszion Uxe : U32druiy Lecharge Uste . wsrae2ny

Diagnosis

8962.56 COLON NINMULT STE-OPEN 03C02010  Wes

Procedur es
T O L T I S
45770 DIAGNOETIC COLONCSCORY 10292010 032520710 SUuBMISSIONUNTIMELY
Cass untimely. Elzctive care must be recuestsd hefors cate o1
z seIviee. Y cnsderat . 3 o
Clinisal Data to Su Hoqueet service. You ray request reconsiderstion witrin 20 days of

Uiz nulice by (o (878-527-3724) ur by submiling o

Include vial signs, hstory and physical, lab repors, Xerays, s grelsymerecorsicieration request via the Reconsideretion Web Link x 43 Fours prior fo adrissionbciuds @

histaey ondl chysicsl lab reworts  Harovs, sonsssvmpioms, whethe

he cafiert was breoted on en outpatiert bazis for 48 Fours prior to admissionkclide vl signs, history o

1ad repons, X-rave, Han2aymplons, Whatrar th Ratnt v troatod o0 50 OLEPStiant BasIZ for 45 MOUS Kror 1D SATIZZINNeLE Vital 2lgm2 N22oey ahd prysiea, b 1opcH
SIGNSISMPEING , wWriether the PREENt WAE e 0 0N &N CULSENZNT 03 918 101 58 hours PHZr 10 ANMSSONINGINIe VES SINS, Stary and physios], IR0 reporte, X.rays, Sursieyr

whisther the catlent was trest=d on o
was reated on an adpstist bess for 48 howrs prioe 1o admis son - SR,

Figure 33 View Denial Rationale

IGANATHEN 033172010

Taken from the Medicaid Medical Management Services, Provider Workspace, User Manual
Version 1.7.
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