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1.0 Document Purpose and Scope

This manual provides user instructions for Department of Community Health (DCH) personnel
who have access to the Alliant/GMCEF Prior Authorization (PA) systems as part of the Medicaid
Medical Management Contract (MMC). The manual is divided into two sections that correspond
to the following DCH PA activities for Fee-for-Service (FFS) Medicaid.

e User Acceptance Testing (UAT): DCH enters FFS PA requests in the UAT PA system
as part of prior authorization user acceptance testing. This manual includes entry
instructions for all PA request types that are entered in the Alliant/ GMCF PA system.

e Find and View Production PA Data: DCH users have rights to find and view PA
data/decisions in the Production PA system as part of DCH contract monitoring activities.

2.0 UAT Prior Authorization System

2.1 Screen Layout Overview

Each PA web request page is identified by the request type at the top of the page. All information
is entered on one page with required data fields noted by an asterisk or highlighted box. Each PA
request template provides navigational and functional links including: Review Request, Edit
Request, Submit Request or Enter a New PA Request.

The following examples provide an illustration of the PA entry screens layout.

PA Web Entry Page 1
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Screen

Title ' Hospital Admissions and Qutpatient Procedures (Form PA-81/100)

Please werify the member name and date of birth represents the member you wish to inquire on. If so, please proceed with this request. If not, please select the "Back 1o Reuest
Autharization Login Screen” link and re-enter the correct informetion. If you need assistance, please select the "Contact Us" link in the upper right-hand corner of this page or call the

Customer Intersction Center (CIC) st (404)285-1228 or (800)766-4456

Plesse provide the required information for this transsction request on the following pages. ¥When you have completed entering the data for this transaction, select the "Review Reguest” link

onthe next page to visw the information entered

Member Inform n

nenterdJiomtane st m neloos —cerar

Service Provider Information

Provider ID Hame and Address Phone Taxonomy (Specialty)

- Disproportionate Share Hospital
- Hospital, Reaular General
- Swinghed Hospital

- Presumptive Eligibility

Reference Provider Information

Physician ID Hame and Address Taxonomy (Specialty)

_ T

Contact Information

Request Information

Addmit Dete: * Admission Type v Highlighted Required

Discharge Date [ =tilin Faciity h Fields

Place of Service: | O npatiert O OutPatiert| * Releass of Info Cade: v
Diagnosis
0 Descripion [ 9bwte {primary[namienon ||
Procedures
iam-mmmmmm-
L

Comments / Message

Patient Transfer Inform:

n
I petiert being transferred TO your facility? Oves Ono

I patient being transferred FROM your faciity? | (3 ves (O o

Supporting Information

Please provide a brief synopsis of the patient's presenting clinical situation and, if inpatient

cal Data to Support Request :

Include vital signs, history and physical, lak reports, K-rays, sionsisymptoms, whether the patient wes trested on an oulpstient basis for 48 hours prior to admission

* Admitting Treatment Plan

Describs the services to be provided, i.s., IV flids, medications, complsx swound cars and other treatments

Does this member have retro eligibility for the submitted dates of service 2 O ves @ ho

Figure 1

describe the initial 24 -48 hours of treatment in the following boxes.

Navigational
Link

PA System — DCH End User Manual
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Screen

Hospital Admissions and QOutpatient Procedures (Form PA-81/100) h Title

Please verify the member name and date of kith represents the member you wish to inguire on. If 50, plesse procesd with this request. If not, please select the "Back to Reguest
Authorization Login Screen” link and re-enter the correct information. If you need assistance, plesse select the "Contact s link in the upper right-hand corner of this page or call the
Customer Interaction Center (CIC) ot (404)295-1228 or (S00)7E6-4456.

Pleaze provide the recuired information for this transaction reguest on the following pages. When you have completed entering the data for this transaction, select the "Review Reguest” link
on the next page to view the information entered. Please reviewy the prior authorization infarmstion you have entered. If it is correct, you may print this page for your files or recards by
pressing the Print button on your web brovwser before you click the Submit button

If you wish to make any changes, use the "Edit Request Data” link &t the bottom or the Back arrow on your web browser to return to the previous page.

Cnce you submit the P request, vou will receive & prior spprovel number and & stetus. Once the reviews of this case has been completed and & decision rendered, you will be notifisd of the

review: autcome

Member Information

e (e e o )
I s

03151947 1

Service Provider Information

Name and Address Taxonomy (Specialty)

- Disproportionste Share Hospital
- Hospital, Reoular General

- Swingbed Hozpital

- Presumptive Eligikbiity

Reference Provider Information
Phys!

an 1D Name and Address Phone Taxonomy (Sp )

- Cardiovascular Dizeaze

Contact Information

Request Information
Admission Dete: 042202010 Aodmission Type: Emergency
Dizscharge Date: Still in Facility: Wes

Place of Service:  InPatiert Hospital  Relesze of Info Code:  InformedConsent

Select the patient's current location : General Acute Care Medical

Dicd patiert fail to improve enoudh to safely discharge after 24-36 hours of hospital level care?  Unknowen

' Diagnosis
253 ADREMAL GLAND DISORDERS 04222010 Yes Mo

Procedures

o1 Cose [cP vencrpionrom ot [ v st [ [ 2 o o

Comments /Messages

Patient Transfer Information
Iz patiert being transferred TO your faciity? [2ls]
I patient being transferred FROM your faciity? Mo

Supporting Information
! Chinical Data to Support Request:
(include vital signs, histony and physical lab reports, Xoravs, signs'symploms, whether the pabient was tregted on an outpatient basis for 48 hours prioy to admission)

test

' Admitting Treatment Plan:

(Describe the sendces to be provided, Le, 1I¥ fulds, i ; wouhe care and other treattments)
test

Does this member have retro eligibility for the submitted dates of service ? Mo

I T @ Functional/Navigational - sl
Links

Figure 2
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2.2 UAT System Access

DCH personnel involved in User Acceptance Testing access the UAT application via the UAT
Web Portal. DCH personnel log into the UAT portal using test portal 1Ds associated with a

specific provider for the purpose of entering PA requests applicable to the provider’s category of
service.

Access Instructions:
1. Enter a user ID and password on the portal login window.

2. Click Sign In and then select UAT Web Portal.

Georgia Medicaid Home
I V< come to Georgia Medicaid (NON-PROD)

Applications

MEUPS Account Management Manages contact information, password, and autharizations for applications.
UAT Web Portal Georgia Web Portal User Acceptance Test

Figure 3
3. Onthe UAT Secure Home page, click the Prior Authorization link.
4. Then, click Submit/View.

\\] GEORGIA DEPARTMENT OF WFGHHI;E:;TM ! \
ComMuNITY HEALTH ' vzl

="

WYElCon

t"ou have approzdmately 19 minutes until your session wil expire.

Demographic Maintenance  Rate Information  Bed Registyy  Procs: Search

Submit Ve

Provider
Provider Sarvice Location Information

Name Address 1 _
Medicaid Provider ID - Address 2
Mational Provider ID City, State
Provider Type HOSPITAL Zip -
“* Mo rows found *** |

Figure 4
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5. The next page displays a list of the PA request types applicable to the login provider’s
category of service (COS). (Refer to Appendix A for a crosswalk of request type to
allowable COS).

The figure below shows the PA type list for a hospital provider.

New Request for Prior Authorization

Hospital OuiPatient Therapy
ntermediate Care Facility for Mentally Retarded (Form Number : DWA-B)

Intermediate Care Facility for Mentally Retarded - Pediatric (Form Number - DMASA)

Medications PA Facility Setting

MNursing Home (Form Mumber: DhA-B)

Padiatric Admizsion to Nursing Home (Form DMA-GA)

Hospital Admigssions and Outpatient Procedures (Form Mumber: GMCF form PAST00)

In-State Transplants (Form Mumber PAS1)

Out-of-State Semices (Form Number: GMCE FAX O05)

Figure 5

6. To enter a request, click the applicable request type.

7. On the next page that displays, the requesting provider ID (provider associated with the
portal credentials) is auto populated.

8. Enter the member’s Medicaid ID.
9. Ifthe PA type selected is a hospital based PA, then the Reference Provider ID for the other

provider involved in the case may be required. If prompted, enter the Reference Provider
ID. (Refer to Appendix A to find which PA request types require entry of a Reference ID.)

PA System — DCH End User Manual Page 5
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2.3 Authorization Request Web Entry

The online request forms for all PA types are similar in format and design. Each template includes
a data entry page and review page. Here are some general guidelines for entering request data.
(Instructions for submitting specific PA types start on page 15).

Provider Contact Information

The system populates the requesting provider contact information on the PA form if the contact
information is available in the provider file. If the required contact information is missing, the
information must be entered manually.

Auto Formatting of Data

Numbers entered in phone, fax, or Social Security boxes are automatically formatted by the
system.

Date Lookup and Entry

Dates may be entered on request forms via a calendar popup or entered manually. Follow these
steps to insert a date using the calendar:

1. Click in a date box to open the calendar. When the calendar opens, the current month and
year display. In the following figure, the ‘ICD-9 Date’ box was clicked.

' Diagnosis
ICD-9 Code |ICD-9 Deseription ICD 9 Date m
5294 TONGUE DISORDER MOS 0402200 Yes
| |
o O
4 April, 20110 3
Frocedures Su Mo Tu We Th Fr Sa

CPT Code |CPT Description | Ttz 3

4 3 B T i 9 10

52000 CYETOSCOPY 11 12 13 14 15 18 17
18 19 20 2 22 23 24
25 2% ¥ 25 29 30
Comments | Message Tad=zy: April 12, 2010

Figure 6

2. Toinsert the current date, click the date at the bottom of the calendar. To insert a different
day for the current month, click the applicable day in the calendar.

PA System — DCH End User Manual Page 6
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3. To select a different month for the current year, use the back and forth arrows at the top of
the calendar to advance or go back - OR - Click the year at the top of the calendar.

v

4 April, 2010 »
Su Mo Tu We Th Fr Sa
1 2 3

4 5 B 7 g 9 10
11 12 13 14 15 16 A7
18 19 20 21 22 23 24 |
23 026 X2 24 G0

Today: April 12, 2010

Figure 7

4. If the year is clicked, a list of months for the year displays. Click a month to view the
calendar for that month.

Jan Feb hlar Apr

hidary Jun Jul AL

Sep oot Mo Dec

Today: April 12, 2010

Figure 8

OR

5. Don’t select a month, but click the year again, and other years display.
q 2010-2019 3

2009 2010 2011 2012
2013 2014 2015 2016

2017 2018 2019 2020

Figure 9

6. Select a year or use the arrows to advance or go back in years, and then select the year.
Select a month and then day.

PA System — DCH End User Manual Page 7
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Diagnosis and Procedure Lookup

This function allows the user to find a diagnosis or procedure code by a description, and then select
the appropriate code for insertion in the diagnosis or procedure code box on the request template.

1. To initiate a search, click the magnifying glass icon “ in the diagnosis or procedure code
box. This action opens a search page.

Diagnosis

1003 Code [ico s veseripion | ic0 3 ute_[Primury | dmission | |

—c 1o @

Procedures

[cPr Code [cProeseripon | Frombato | Tobate | _units[Mod 1 [Modz [Wou3 [Wods| |
[ o] | | .

Figure 10

2. On the search page, enter all or part of the first word of the description, and then click
Search. A list of codes matching the description displays.

Procedure Search

CPT Code: |:| Dezcription: |Transplantatian | mm

Z2054  TRAMNSPLAMTATION OF MULTIIZC

33935 TRAMNSPLAMTATION, HEARTALUMNG
47136 TRAMSPLAMTATION OF LIWER
a0366  TRAMSPLAMTATION COF KIDMEY
S2052  TRANSPLAMTATION OF SMALL IMT
* 47135 TRAMSPLAMNTATION COF LIWER
50360 TRAMNSPLAMTATION OF KIDMEY
52053 TRAMSPLAMTATION OF SMALL IMT
33945 TRAMNSPLAMTATION OF HEART

20365 TRANSPLAMTATION OF KIDREY

Figure 11
3. Click on a code and the system inserts the code in the appropriate code box on the request
form.
Procedures

47135 T, | TRAMSPLANTATION OF LIVER | | | | | | |

Figure 12
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Add or Modify Data Entered in a Table

Diagnosis code information, procedure code information or any data entered in a table format on
the request form maybe added, edited or deleted when a new PA request is being entered. The
following table provides a description of the functions available on initial PA entry:

Function Description
Click to add information entered.

JEDIT] Click to modify the following diagnosis/procedure information added to a table:
¥ ICD Diagnosis code, ICD-9 date, primary and admission indicators.
v Procedure from and to dates, units, and modifiers.

A procedure code cannot be edited. To change a procedure code, first click Delete
to delete the procedure code, and then enter and add a new procedure code.

BsAVE] Click to save the information that is edited.
DELETE| Click to delete all information ALREADY ADDED to a row of a table.

CANCEL Click to remove all data entered on a row of a table BEFORE the data is added or
saved.

Table 1

The following instructions describe how to add/edit diagnosis code information; but the process
used to add/edit procedure code information is basically the same.

Add Information:

1. Enter the diagnosis code, the diagnosis date, select primary and admission if applicable,
and then click ADD.

Diagnosis

0.0 o |0 9 veserption ] G0 90ste[prmary | amssion|
= o 0

Figure 13

2. When ADD is clicked, the diagnosis information is added to the Diagnosis Table; and a
new blank diagnosis line displays, which allows the entry of another diagnosis. The EDIT
and DELETE functions also display.

Magnosis
e —— ICD 8 Date |Primary | Admission|
250 DISBETES MELLITUS 0332010 Yes Yes
0363172010 O Ex

Figure 14

PA System — DCH End User Manual Page 9
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Edit Information:

1. To edit diagnosis information already added, click EDIT at the end of the diagnosis
line. When edit is clicked, the diagnosis information displays in an editable format.

Diagnosis
R T e i — ICD 9 Date m_
250 DIABETES MELLITUS 0331/2010  Yes Ve

DIABETES MELLITUS EXE EXEN

. Editable
Figure 15 row

2. Modify the information that needs to be corrected. In the figure below, the ICD-9 date
was changed to 3/31/20009.

Diagnosis
ICD-8 Code [ICD-8 Description ICD 8 Date |Primary|Admission| |
250 DIABETES MELLITUS 03312010 Yes Yes

DIABETES MELLITUS  54vE | CANCEL

Figure 16

3. Click SAVE. The new data is saved to the original diagnosis line.

Diagnosis
603 Cote [1cD3Deseipion ] 1cD 3 Dute |primry|Acmission|
250 DIAMBETES WELLITLS 035312009 Wes Yes
— a

Figure 17

Additional Information Questions

For some request types, additional clinical questions are loaded to the request template when
certain data is entered, such as: specific diagnosis codes, specific procedure codes, place of service,
admission type and/or current location. Responses to the additional questions are required in order

to submit the PA.

PA System — DCH End User Manual Page 10
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Attestation Statement

Each PA request form accessed via the web also includes a mandatory Attestation Statement, which
specifies that all information submitted is true, accurate, complete and in compliance with all
Department of Community Health policies and procedures. The user entering the request must
select | Agree in order to submit the request.

To the best of my knowledge, the information | am submitting in this transaction is true, accurate, complete and is in compliance with applicable
Departrment of Cormmunity Health polices and procedures. | am submitting this information to the Georgia Departrment of Community Health, Division of
Wedical Assistance, for the purpose of obtaining a prior authorization number.

| understand that any material falsification, omission or misrepresentation of any infarmation in this transaction will result in denial of payment and may
subject the provider to criminal, eivil or other administration penalties.

Ta accept this information and proceed with your transaction, please click 'l agree”

Figure 18

Attach Documentation

Documents may be attached to a PA upon PA submission (some PA type restrictions apply). The
following file types may be attached: TXT, DOC, DOCX, PDF, TIF, TIFF, JPG, and JPEG. Each
file cannot be more than 20 MB in size. For certain request types, required documentation is
represented as ‘checklist’ type items that can be associated with one or more files attached.
Attach a file upon PA submission:

1. Complete the request form and click Submit Request.

2. On the next page that displays, go to ‘Create an Attachmeng’.

3. Click Browse in the attachment panel to open the file directory.

Create an Attachment

If wou want to attach a document to this Request, click on "Browse. ", select a document and then, click on "Attach Fil

(St m] aacn rie

Figure 19

4. Find the file that is to be attached. Select the file by double clicking the file, or highlight
the file and then click Open.

PA System — DCH End User Manual Page 11
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Look in: I (L) My Documents LI « B = [
‘z & \Member IDs Kids 1_2 years.xls
\_‘b' ) Notification System Qa.pdF

My Recent 0B US Questions.doc
Documents 5o IS CHI. o

@ lg_]Paf\ Testing.xls
&l)pa_Medrev Data Requests_CRs Status.xls

Desktop BPC review error page2,pdf
- SJProgram Spedialists (All Programs) 02-26-2009 mp.xls
i’/; &) Provider IDs_COS for testing. xis
) Provider PA Training.ppt

My Cocunenta ‘@]Provlder Workspace User Manualv1.doc
g! @Recorsideratm Request.doc
My Computer
. < ; >
Mylevork  Fienone 75 I OV 5 0pen <
laces —
Flesoftype:  |AlFies (") =l Lo

Figure 20

5. The selected file displays in the attachment panel.

Create an Attachment
If wou want to attach a document to this Request, click on "Browse_ ", select a document and then, click on "Attach File".
1 gt tisprintabarret e IS v oot (.| Atach Fie |
Figure 21

6. Click the Attach File button.

7. The ‘File uploaded successfully’ message displays when the file is attached; and a link to
the attachment displays in the Attached Files table.

Create an Attachment
If you want to attach a document fo this Request, click on "Browse.. ", select a document and then, click on "Aftach File".

[ Browse... ] m Fiie uploaded successfully.

Attached Files

Fe _iweluser fowe | |

PA ChiM.pdf 1 DEARRETT 4722010 %:36:55 AM X

Figure 22

8. For some request types, document type checkboxes are included in the attachment panel.
The purpose of a document type checkbox is to associate the actual file attached with the

PA System — DCH End User Manual Page 12
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specific additional information required by policy. The next figure 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 Attachment

It ywou weant to attach a document to thiz Request, click on "Browse ", =elect s document and then, click on "Attach File".

(ETET0] acn e |

Flease Check the name of the documents included in the Attachment before you attach. (&l1the files colored in red need to be attached for faster reviess: )
Codes Documents

E0431 [ certificate of Medical Hecessity (CMH) [Icopy of Testing Results

E0445 [ certificate of Medical Hecessity (CMH)

E1330 [ certificate of Medical Hecessity (CMH) [Icopy of Testing Results
Figure 23

9. To attach a file or files to this request, first determine if one file with all the required
information is to be attached, or individual files are to be attached.

10. 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. Attaching one file for all required documents
is the preferred attachment method. The attached file is added to the Attached Files table
and associated with each document type.

Create an Attachment

If wou weant to attach & document to this Reguest, click on "Browse..", select a document and then, click on "Aftach File".
e ) I

Please Check the name of the documents included in the Attachment before you attach. (&l the files colored in red need to be sttached for faster review.)

File uploaded successfully .

Codes Documents

E0431 [ certificate of Medical Mecessity (CMM) [Jcopy of Testing Resutts
E044:3 [ certificate of Medical Mecessity (CMM)

E1330 [ certiticate of Medical Mecessity (ChR) [ copy of Testing Resutts

Attache« Files

e |iwe]code Joocumenthome _____fuser ot [ |

John Doe Chi and Testing Results pelf 4 ED431 Certificate of Medical Mecessity (CMA) DEARRETT 45202010 11:50:24 am 3¢

John Doe ChiM and Testing Besults padf 4 E0431 Copy of Testing Resuts CEARRETT 40202010 11:50:24 am 36

John Doe ChM and Testing Results padf 4 E0445 Certificate of Medical Mecessity (CMM) DEARRETT 422010 11:50:24 AnM 3E

John Dioe Chib and Testing Results padf 4 E1390 Certificate of Medical Mecessity (CMN) DBARRETT 4i2i2010 11:50:24 AmM 3E

John Doe Chit and Testing Results padf 4 E1390 Copy of Testing Resuts CBARRETT 40202010 11:50:24 am 36
Figure 24
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11. When multiple files are to be attached and each file relates to a different required
document, first select the applicable checkbox for the first file to be attached, and then

attach the file. To attach additional files, repeat the same process. Select the check box or
checkboxes and then attach the file.

12. Checkboxes not selected continue to display in red, indicating that the required document
has not been attached.

Create an Attachment

It you want to attach a document to this Request, click on "Brovese ", select a document and then, click on "Attach File".

[TTIm] Atach e |
File uploaded successiully.

Pleaze Check the name of the documerts included inthe Attachimert before you attach. (Al the files colored in red need to be attached for fazter review )
Codes Documents

B40838

|:| Certificate of Medical Mecessity (Ch)

B3335 [ certificate of Medical Hecessity {CMH)

Attached Files

John Smith B4055 Chil pdf 4 B40EE Cerificate of Medical Mecessity (ChM) DBARRETT 45272010 12:12:15 P

Figure 25

PA System — DCH End User Manual Page 14
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2.3.1 Hospital Admissions and In-State Transplant Requests
Program Authorization Period

Precertification 90 days

Precertification-Instate Transplants One year

Description

Precertification requests for inpatient and outpatient hospital services are entered on the Hospital
Admissions and Outpatient Procedures request template; and requests for instate transplant services are
entered on the In-State Transplants request template. The request templates for both PA types are
basically the same. However, additional information questions may be pulled into a hospital
precertification request depending on data entered for one or more of the following: diagnosis, procedure
code, place of service, and patient’s current location (inpatient admissions only). Response to the
additional information questions is required for PA submission. There are no additional information
questions for In-State Transplant requests.

2.3.1.1 Inpatient Hospital Admission

Web Submission Instructions:
1. Log into the UAT Portal.
2. On the Secure Home page, select Prior Authorization; then Submit/View.
3. Select Hospital Admissions and Outpatient Procedures from the list of review types.

4. On the New Request for Prior Authorization page, click the Fee for Service button to
indicate that this request is for a member in Fee for Service Medicaid.

Hospital Admissions and Qutpatient Procedures (Form Number: GMCF form PA81/100)

To find a Member or Provider click the “> next to the ID box

Fee For Service or CMO PA ? @® Fee for Senvice
O Amerigroup Community Care
© Peach State Health Plan

O Wellcare Health Plans Inc

Member Medicaid 1D

Facility Provider ID 0071000644
Medical Practitioner Reference ID X
Submit
Figure 26
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5. The provider ID associated with the user who logged into the portal (requesting provider)
displays in the appropriate Provider ID box. In the preceding screen shot, the facility was
the requesting provider.

6. Enter the ‘Member Medicaid ID’.

7. Enter the Reference number for the other provider associated with the request. The
Reference number always starts with REF. If the hospital is the requestor, enter the REF
# for the medical practitioner. If the medical practitioner is the requestor, enter the REF #
for the facility.

Hospital Admissions and Qutpatient Procedures (Form Number: GMCF form PA81/100)

To find a Member or Provider click the “ next to the 1D box

Fee For Service or CMO PA ? ® Fee for Senice
O Amerigroup Community Care
O Peach State Health Plan

O Wellcare Health Plans Inc

Member Medicaid ID 333000000200 |

N ) oy Fictitious
Facility Provider ID 0071000644 member/provider 1Ds.

Medical Practitioner Reference ID - |REF007100063 |

Submit

Figure 27
8. Click Submit to open the request template.

9. At the top of the request template, the member and provider information is system
populated based on the Member ID and Provider IDs entered.

Contact Information:

The system pulls in the provider’s contact information.

10. The contact name, email, phone, and fax are required. If missing, this information must be
entered manually.

Contact Information
* ContactMame: |DBARRETT * Contact Emai:  |DB@email.com
Contact Phone: 444-444-4444  Fut * Contact Fax: 566-566-6666

Figure 28
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Request Information:

This section captures the hospital Admit Date, Admission Type, Discharge Date/Still in Facility,
and Place of Service.

11. Enter the ‘Admit Date’ in the box provided. If the admission date is more than 90 days
greater than the request date, the request will be auto-withdrawn/denied, since hospital
admission requests should be submitted within 90 days of the planned admission date.

12. Select the ‘Admission Type’ (Elective, Emergency or Urgent) from the drop list.

13. If the admission date entered is prior to the request date, enter a ‘Discharge Date’ or check
‘Still in Facility’.

14. Select ‘Inpatient’ from the drop list for ‘Place of Service.

Request Information

* Admit Date 04052010 Dizcharge Date : | stillin Facilty

*

* Admission Type: Emergency - Place of Service :  Inpatient Hospital

Figure 29

15. When ‘Inpatient’ is selected as the place of service and ‘Emergency’ or ‘Urgent’
selected as the type of admission, the system pulls in the following questions:

Zelect the patient's current location : i

Didl patient fail to improve enough to safely discharge after 24-36 hours of hospital level care? {:} Yes {:} Ma {:} Unkncwn

Figure 30

16. Select the patient’s ‘Current Location’ in the hospital from the drop list (Critical Care,
General Acute Care Medical, Surgical Floor, or Telemetry Unit/Intermediate Critical
Care).

17. Indicate whether or not the patient failed to improve enough to discharge after 24-36 hours
of hospital care by clicking ‘Yes’, ‘No’ or ‘Unknown’.

ZSelect the patiert's current location : General Acute Care Medical w
Did patient fail to improve enough to safely dizcharge after 24-36 hours of hospital level care? {E} “es {:} Ma {:} Unknawn

Figure 31
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Diagnosis Table:

The Diagnosis table captures the diagnosis code, code description (auto-populated), diagnosis date,
primary diagnosis indicator, admission diagnosis indicator, and diagnosis type (ICD9 or ICD10)
for each diagnosis code entered.

18. Enter the diagnosis code in the ‘Diag Code’ box; or search for the diagnosis and the system
will insert the diagnosis code. If diagnosis code includes a decimal point, enter the code
with the decimal point.

19. Enter the date that the diagnosis was established in the ‘Date” box. If not known, enter the
admission date.

20. Denote the diagnosis entered as ‘Primary’, and indicate if this diagnosis is the admission
diagnosis by clicking the applicable checkbox. Note: If only one diagnosis code is added,
the system will default that code to ‘Primary’.

21. Click Add to add the diagnosis code to the request.

*  Diagnosis

Diag Code | Diagnosis Description | Date _[Primary|admission| type]

780.00 ABDMNAL PAIN UNSPCF SITE 01/01/2014  Yes Yes ICD-9
01/01/2014 | ADD
Figure 32

22. Follow the same process to add other diagnosis codes, as applicable. Remember to click
Add after each line of diagnosis information is entered.
Procedures Table:

The Procedures Table captures CPT Code, CPT code description (auto-populated), procedure
‘From Date’ and ‘To Date’, units requested, and modifiers (if applicable).

Procedures

| cPT Cade JcPToeseription [ Fromdate | Todste | units|mod1 |Mod2 ftod3 [modaf
| || |l L L JL [ | EEEEE

Figure 33

23. For inpatient hospital admissions, a procedure code is not required. However, when a
procedure is requested that requires prior authorization, follow this process: Enter the CPT
code, procedure ‘From Date’; procedure ‘To Date’, and requested unit(s). (For specific
instructions on adding procedures, refer to Section 2.3.1.2.).
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24. After entering the procedure information, click Add to add the information to the request.

Note: If the procedure ‘From Date’ is more than ninety (90) days in the future, this message
displays when Add is clicked: “You have indicated a procedure <<CPT code>> with a date
that is more than 90 days in the future. Please check your dates and make sure the date is correct
before proceeding.” The date must be corrected in order to submit the request.

Patient Transfer:

This section captures the reasons for patient transfer to or from a facility.

Patient Transfer Information

Iz patiert being transterred TO your faciity ? Oives (O Mo

l= patient being transferred FROM vour facility? | O ves Mo

Figure 34

25. Respond to each transfer question by clicking ‘Yes’ or ‘No’.

26. If ‘Yes’ is selected for either transfer question, additional required transfer questions
display.

Patient Transfer Information : (select all that apply and explain in clinical)
|:| a. Higher level of care facility. (Explain in Clinical)
|:| b, MD Specialistrzpecialty Unit not available st original faciity . (Explain in Clinical)
|:| c. Back transfer to lovwer level of care facility. (select all that apply)

|:|1 . Higher level of care is no langer warranted.

D 2. Lewvel of care continues to meet inpatient confinement.

|:| 3. Tranzfer back does nat compramize patient care.

D 4. Tranzfer back is not to alleviste bed overcroveding at sending facility.
|:| d. Patientfamilyfabyzician convenience. (Explain in Clinical)

|:| e. Mo beds available at original facilty. (Explain in Clinical)

Figure 35

27. Check all the boxes that apply to the transfer. If ‘c’ is checked, then 1, or 2, or 3 or 4
must be checked.
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Patient Transfer Information Patient Transfer Information : {select all that apply and explain in clinical)
|z patient being transferred TO your facility? @ Yes (:) e D a. Higher level of care facility. (Explain in Clinical)
Iz patient being transferred FROM your facility? O Vies @ Ma D b MWD SpecialistiSpecialty Unit not svailable &t original facility. (Explain in Clinical)
c:. Back transfer to lower level of care facilty. (select all that apply)
D‘I . Higher level of care iz no longer swarranted.
2. Level of care continues to meet inpatient confinemeant.
D 3. Tranzter back does not compromize patient care.
|:| 4. Transfer back iz not to alleviste bed overcrowding st sending facility.
D d. Patient/familyiohysician convenience, (Explain in Clinical)

D &. Mo beds available at ariginal facilty . (Explain in Clinical)

Figure 36

Supporting Information:

This section captures information supporting the medical necessity of the services requested as
related to severity of illness and intensity of services.

28. Enter a synopsis of the patient’s presenting clinical situation in the first box; and a
description of the patient’s treatment in the second box.

Supporting Information
Please provide a brief synopsis of the patient's presenting clinical situation and, if inpatient, describe the initial 24 -48 hours of treatment in the following boxes.
* Clinical Data to Support Request @
Include vital signs, history and physical, lak reports, H-rays, signsisymptoms | whether the patient was trested on an outpatient basis for 45 hours prior to admizssion
Erter clinical dsta

* Admitting Treatment Plan :
Deszcribe the services to be provided, (e, IV fluids, medications, comples: wound care and other treatments .

Describe trestment plan

Figure 37

Retro-Eligibility:
The system defaults the question regarding member retro eligibility to ‘No’.

Does this member have retro eligibility for the submitted dates of service ¥ {:} Yas {3_} Mo

Figure 38

29. For members with Medicaid retro eligibility for the dates of service, click ‘Yes’.
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Additional Information Questions:

In this section, additional questions related to the admission type, current location and diagnosis
may display. For example, the next figure shows the additional information questions that display
for an inpatient admission request for a member with Diabetes and hospital current location of
‘General Acute Care Medical’.

30. Click ‘Yes’, ‘No’ or ‘Unknown’ for each question. These questions are required and
must be completed in order to submit the request.

Additional Information
Pleaze enter additinal information. All questions are required.

Inpatient Diabetic - Adult
Clinical History and Findings Questions:
1 Did patient have a blood sugar below 30 or above 200 @, ves G‘ M 'D T -

Treatment Description Questions:
1 Didd patient receive Insulin V7 @'Yes {:}'Nu:u D LRkRizn

2Did patient receive Insulin 53 with three or more adjustments per day? @, ves G‘ Mo 'D Unknosn
3 Did patient receive multiple doses of glucose S0%7Y @, Ve {:} Ma D -
Figure 39

31. After all data is entered on the request form, click Review Request at the bottom of the
page to display the Attestation Statement.

32. If the Attestation Statement does not display when Review Request is selected; or a
message displays that ‘information is missing or incorrect’, scroll up the page to find what
is missing or incorrect. ‘Required’ displays next to a data box when information is missing.
Enter or correct the data, and then click Review Request again.

33. Click I Agree in response to the Attestation Statement.

34. Review the request. To change information entered, click Edit Request. Otherwise, click
Submit Request.

35. When the request is successfully submitted, the system displays the pending PA tracking
number.

36. To enter a new PA request under the same Portal 1D, click Enter a New PA Request. The
PA/Review type list displays.
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2.3.1.2 Outpatient Hospital Admission

The process for entering a request for outpatient hospital services is basically the same as entering
arequest for inpatient admission, except that ‘Place of Service’ is outpatient and a procedure code
or codes are required. Additional information questions may be pulled into the request template
depending on the procedure code or codes added to the request.

Web Submission Instructions:

1. Initiate the request by following the same process used for inpatient admissions as
described in Section 2.3.1.1 steps 1-10.

2. Inthe Request Information section, enter the admission date.
3. Select the ‘Admission Type’: Elective, Urgent, or Emergency.

4. Select Outpatient from the drop list for ‘Place of Service’.

Request Information

* Admit Date 0412712010 Dizcharge Date : Still in Facility
* Admission Type :  Elective - “ Place of Service :  Outpatient Hospital -
Figure 40

Diagnosis Table:

The Diagnosis table captures the diagnosis code, code description (system populated), diagnosis
date, primary diagnosis indicator, admission diagnosis indicator, and diagnosis type for each
diagnosis code entered.

5. Enter a diagnosis code in the ‘Diag Code’ box; or search and the system will insert the
diagnosis code. If the code includes a decimal point, enter the code with the decimal point.

6. Enter the date that this diagnosis was established in the ‘Date’ box. If not known, enter the
admission date.

7. Denote the diagnosis entered as ‘Primary’, and indicate if this diagnosis is the admission
diagnosis by clicking the applicable checkbox. Note: If only one diagnosis code is added,

the system will default that code to ‘Primary’.

8. Click Add to add the diagnosis code to the request.
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* Diagnosis

Diag Code | Diagnosis Description | Date _|Primary| Admission|type] |

78000  ABDMNAL PAIN UNSPCF SITE 01/01/2014  Yes Yes ICD-9
01/01/2014 |
Figure 41

9. Follow the same process to add other diagnoses. Remember to click Add after each line
of diagnosis information is entered.

Procedures Table:

The Procedures Table captures the following information: CPT code, CPT description (system
populated), procedure dates of service (From Date/To Date), units requested and modifier. Most
procedures do not require a modifier.

10. Enter the procedure code for the service requested in the ‘CPT Code’ box; or search for the
code and the system will insert in the ‘CPT Code’ box. At least one procedure code is
required. If a procedure code is not entered, the following message displays when Review
Request is clicked: “Outpatient Hospital requests must include a least one procedure code.
Please enter a procedure code.”

11. Enter the date of service for the procedure in the ‘From Date’ box; and repeat that date in
the ‘To Date’ box.

13. Enter the units requested for the procedure under ‘Units’. If the procedure is to be rendered
more than once during the 90 day authorization period, only enter one line for the procedure
and request additional units.

14. Click Add to add the procedure code to the request.

Procedures

T T T 3 O T 3
45375 DIAGNOSTIC COLONOSCOPY 042702010 04i27/2010
| || || [ I ol

Figure 42
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15. Follow the same process to add other procedure codes, if applicable. Remember to click
Add after each procedure line is entered.

Procedure Validation Edits: When procedures are added, the procedure information is
validated against the following system edits:

The same procedure code is entered more than once. This edit message displays:
“Procedure code <<code>> is already added to this PA. If you are providing the
procedure more than once during the 90 day authorization period, please edit the
existing procedure line and request additional units”.

The procedure ‘From Date’ is more than ninety (90) days in the future. This edit
message displays: “You have indicated a procedure <<CPT code>> with a date that is
more than 90 days in the future. Please check your dates and make sure the date is
correct before proceeding.” The date must be corrected in order to submit the request.

The procedure ‘From Date’ is before the admission date. This edit message displays:
“The procedure from date is before the admission date. The procedure from date should
be the same as or after the admission date. Please correct either the admission date or
procedure from date”. The date must be corrected in order to submit the request.

Patient Transfer:

This section captures the reasons for patient transfer to or from a facility.

Patient Transfer Infermation

Iz patient being transferred TO your facilty? Cives (8o

= patient being transferred FROM vour faciity? | O ves 8o

Figure 43

16. Respond ‘Yes’ or ‘No’ to the transfer questions. If yes is selected for either transfer
question, additional transfer questions display and must be answered, as previously
described under inpatient hospital admission.
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Supporting Information:

This section captures information supporting the medical necessity of the services requested as
related to severity of illness and intensity of services.

17. Enter a synopsis of the patient’s presenting clinical situation in the first box; and a
description of the patient’s treatment in the second box.

Supporting Information

Please provide a brief synopsis of the patient’s presenting clinical situation and, if inpatient, describe the initial 24 -48 hours of treatment in the following boxes.
' Clinical Data to Support Request :

Include vital signs, history and physical, lab reports, X-rays, signzisyvimptoms, whether the patient vwas treated on an outpatient basis for 48 hours prior to admission
Enter clinical data

* Admitting Treatment Plan :
Dezcribe the services to be provided e IV fluids, medications, complex wound care and ather treastments.
Describe treatment plan

Figure 44

Retro-Eligibility:

18. The system defaults the question regarding member retro eligibility to ‘No’. For members
with retro eligibility for the dates of service, click ‘Yes’.

Does this member have retro eligibility for the submitted dates of service 7 (O vaz (®pg

Figure 45

Additional Information Questions:

Additional questions are triggered and display at the bottom of the request form when certain
procedure codes are added to the request. These questions are required and must be answered in

order to submit the request. For example, the next figure shows the questions for a colonoscopy
procedure.

ColonScopyFOC
1 Iz thiz reguest for an intial zcreening Colonoscopy for & patient age 50 or more?

@ Yes C‘ Mo
21z this request for & 2nd Colonoscopy for screening as a 10 yvear follow-up of a negstive initial Colonoscopy for & patient age 50 or older? O Vs @ Mo
3z this reguest for a 4 or more year followve-up of & patiert with a history of Adenomatous Polyps or cancer of the colondrectum? O Ves @, Mo

4z this request for a patiert who iz 40 years old or more with & family history of colonirectal cancer or Adenomatous Polyps ina 18t degree relstive (parent, O Vs @ Mo
sikling, childy?

51f thiz request iz for stusations other than thoze listed above, please explain.

Figure 46
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19.

20.

21.

22.

23.

24,

Click ‘Yes’ or ‘No’ to each question. Question #5 in this series of questions does not need
to be completed unless all other questions are No.

When all data is entered on the request form, click Review Request at the bottom of the
page to display the Attestation Statement.

If the Attestation Statement does not display when Review Request is selected; or a
message displays that ‘information is missing or incorrect’, scroll up the page to see what
IS missing or incorrect. ‘Required’ displays next to a data box when information is missing.
Enter or correct the data, and then click Review Request again.

Click I Agree in response to the Attestation Statement.

Review the request. To change information entered, click Edit Request. Otherwise, click
Submit Request.

When the request is successfully submitted, the pending PA tracking number displays at
the top of the page.

2.3.1.3 In-state Transplant Requests

The process for entering an In-State Transplant PA request is the same as entering an inpatient PA
with a procedure code. Initiate the request by selecting In-State Transplants from the request
menu and then enter the request data as described for an inpatient admission request. The request
should include a transplant procedure code. There are no additional information questions for
transplant requests.
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2.3.2 Out of State Services (00S)

Program Authorization Period

Precertification-Out of State 90 days unless the PA has a transplant code with a
one year authorization

Description

Precertification requests for out of state services (OOS) may be submitted via the web portal utilizing
the Out-of-State Services request template. A Georgia Medicaid practitioner must be associated with the
OOS request. If the PA is requested by a medical practitioner, a facility Reference ID is not required. If
a facility requests the OOS PA, the Reference ID for the patient’s medical practitioner is required.

Web Submission Instructions:
1. Log into the UAT Portal.
2. On the Secure Home page, select Prior Authorization; then Submit/View.
3. Select Out-of- State Services from the list of review types.
4. On the New Request for Prior Authorization page, the provider ID associated with the
portal user (requesting provider) displays in the appropriate Provider ID box. When the

physician is the requestor, the only other ID that needs to be entered is the member’s
Medicaid ID number. A GA facility provider reference ID is optional.

Fictitious
member/provider data

Qut-of-5State Services (Form Number: GMCF FAX O05)

To find a Member or Provider click the 2N next to the ID box

Member Medicaid ID: 333000000200 A

System inserts N _ _ o
requesting Facility Provider I : |RE FOOT100064 |

Egﬁc'a” D 8N sl e gicarl Practitioner Provider ID : 0071000638 Physician Demo

Figure 47

5. When a facility is the requestor, the member’s Medicaid ID and the Reference ID for the
GA Medicaid physician must be entered.
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Qut-of-State Services (Form Number: GMCF FAX O05)

To find a Member or Provider click the next to the ID box

System inserts Member Medicaid ID: 333000000200 4|

requesting
facility 1D and # Facility Provider ID : 0071000644 GMCF Hospital

name.
Medical Practitioner Provider ID |RE FOOT100063 24 |

Figure 48

6. Click Submit to open the request form.
7. At the top of the request template, the member and provider information is system
populated based on the Member ID and Provider 1D(s) entered
Rendering Physician Information:

This section captures out of state physician information.

Rendering Physician Information

Cut-of-State Pravider Mame | | Taxmaonomy [Speciaty] : | W |
Address Line 1 | | Address Line 2 | |
City - | | State : Fip: I:I
Phone : - - Ext. Fan l:l

Figure 49

8. Enter the name of the out of state physician in the ‘Out-of-State Provider Name’ box.
9. Select the provider’s specialty from the ‘Taxonomy’ drop list.

10. Enter the physician’s address in the ‘Address Line 1’ box; and if needed, additional address
information in the ‘Address Line 2’ box.

11. Enter the city in the ‘City’ box; and select the applicable state from the ‘State’ drop list.
12. Enter the five digit Zip Code in the ‘Zip’ box.

13. Enter the physician’s phone number in the ‘Phone’ box; and enter a phone extension, if
applicable, in the ‘Ext’ box. Then, enter the physician’s fax number in the ‘Fax’ box.
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Rendering Physician Information

Fictitious provider data

Cut-of-State Provider Mame : John Green Taxmonomy [Speciatty] : Pediatric Pulmonology W
Address Line 1 12 Address Lane Address Line 2
City : Columbus State OH Zipp: (45200
Phone ; S14-585-8000 | Eut. Fax: 514-5585-8589

Figure 50

Rendering Facility Information:

This section captures out of state facility information.

Rendering Facility Information

Cugt-of-State Facility Mame

Address Line 1 : Address Line 2
City State b Zip:
Phone : - - Ext. Fax

Figure 51

14. Enter the name of the out of state facility in the ‘Out-of-State Facility Name’ box.

15. Enter the address for the facility in the ‘Address Line 1° box, and if needed, additional
address information in the ‘Address Line 2’ box.

16. Enter the facility’s city location in the ‘City’ box, and select the applicable state from the
‘State’ drop list.

17. Enter the five digit Zip Code in the ‘Zip’ box.

18. Enter the facility’s phone number in the ‘Phone’ box; and a phone extension, if applicable,
in the ‘Ext’ box. Then, enter the facility’s fax number in the ‘Fax’ box.

Fictitious provider data

Address Line 2

Rendering Facility Information

Out-of-State Facilty Mame : Columbus Kids Hospital

Address Line 1 : 22 Address Lane

City Columbus State : OH » Lip: 45200
Phane : 514-588-5550 | B, Fa 514-558-5559

Figure 52
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Contact Information:
The system pulls in the requesting provider’s contact information.

19. Enter contact information that is required (name, phone email and fax) but is missing.

Contact Information
“ Contact Mame: |DBARRETT “ Contact Email: |DB@email.com

Contact Phone: 444 444 4444 Fu * Contact Fax: 666-666-6666

Figure 53
Request Information:

This section captures the following required information: Admission Date, Admission Type, and
Place of Service.

20. Enter the admission date in the ‘Admit Date’ box.
21. Select the ‘Admission Type’ (Elective, Emergency or Urgent) from the drop list.

22. Click the inpatient or outpatient button to select the ‘Place of Service’.

Request Information

®

* Admit Date : 0492011 * Admission Type Urgent - Place of Service : InPatient @ CQutPatient

Figure 54

Diagnosis Table:

The Diagnosis table captures the diagnosis code, code description (system populated), diagnosis
date, primary diagnosis indicator, admission diagnosis indicator, and diagnosis type (ICD9 or
ICD10) for each diagnosis code entered.

23. Enter the diagnosis code in the ‘Diag Code’ box; or search for the diagnosis and the system
will insert the diagnosis code. If the diagnosis code includes a decimal point, enter the
code with the decimal point.

24. Enter the date that the diagnosis was established in the ‘Date’ box. If not known, enter the
admission date.
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25. Denote the diagnosis entered as ‘Primary’, and indicate if this diagnosis is the admission
diagnosis by clicking the applicable checkbox. Note: If only one diagnosis code is added,
the system will default that code to ‘Primary’.

26. Click Add to add the diagnosis code to the request.

* Diagnosis

Diag Code | Diagnosis Description | Date _|Primary| Admission|type] |

78000  ABDMNAL PAIN UNSPCF SITE 01/01/2014  Yes Yes ICD-9
01/01/2014 |
Figure 55

27. Follow the same process to add other diagnosis codes, as applicable. Remember to click
Add after each line of diagnosis information is entered.
Procedures Table:

The Procedures Table captures CPT Code(s), date of service From Date and To Date, and
requested Units. Modifiers are generally not applicable to the procedures requested under this PA

type.

28. Enter the procedure code for the service requested in the ‘CPT Code’ box; or search for
and have system insert the procedure code.

29. Enter the date of service for the procedure in the ‘From Date’ box; and repeat that date in
the ‘To Date’ box.

30. Enter the units requested for the procedure under ‘Units’.
31. Click Add to add the procedure code to the request.

32. Follow the same process to add other procedure codes, if applicable. Remember to click
Add after each procedure line is entered.

Procedures

AT T ) T M ) o B
32854 LUNG TRANSPLANT WITH BYPASS 054252010 05422010
99255 INPATIENT CONSULTATION 0542/2010 05422010 1

| — — - -l

Figure 56
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Supporting Information:

Out of State requests require the submission of additional supporting documentation. As a result,
instead of entering the required information in these textboxes, a notation may be made that the
information is attached.

Supporting Information

* Clinical Data to Support Request @
Include vital signs, history and physical, lab reports, K-rays, siansfsymptoms | whether the patient was treated on an outpatiert basis for 48 hours prior to admission
Attached to request

* Admitting Treatment Plan :
Deszcribe the services to be provided, ie., IV fluids, medications, complex wound care and dather trestments.

Attached to regquest

Figure 57
Retro-Eligibility:

The system defaults the question regarding member retro eligibility to ‘No’.

Does this member have retro eligibility for the submitted dates of service 7 (O ves &g

Figure 58
33. For members with retro eligibility for the dates of service, click ‘Yes’.

34. When all data is entered on the request form, click Review Request at the bottom of the
page to display the Attestation Statement.

35. If the Attestation Statement does not display when Review Request is selected; or a
message displays that ‘information is missing or incorrect’, scroll up the page to find what
is missing or incorrect. ‘Required’ displays next to a data box when information is missing.
Enter or correct the data, and then click Review Request again.

36. Click I Agree in response to the Attestation Statement.

37. Review the request. To change information entered, click Edit Request. Otherwise, click
Submit Request.

38. When the request is successfully submitted, the system displays the pending PA tracking
number.
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2.3.3 Hospital Outpatient Therapy Requests
Program Authorization Period
Hospital Outpatient Therapy Up to 3 consecutive months
Description

Requests for therapeutic services provided in an outpatient hospital setting are submitted via the web
portal utilizing the Hospital Outpatient Therapies request template. Services may be requested for up to
three (3) consecutive months on each request. If multiple services are requested for three months each,
the same three consecutive months must be entered for each service. The Hospital Outpatient Therapies
request form includes additional clinical and policy questions which are required regardless of the
therapeutic services requested.

Web Submission Instructions:
1. Log into the UAT Portal.
2. On the Secure Home page, select Prior Authorization; then Submit/View.
3. Select Hospital Outpatient Therapy from the list of review types.

4. On the New Request for Prior Authorization page, click the Fee for Service button to
indicate that this request is for a member in Fee for Service Medicaid.

Hospital OutPatient Therapy
To find a Member or Provider click the “* next to the 1D box
Fee For Service or CMIO PA ? '® Fee for Senice

O Amerigroup Community Care

O Peach State Health Plan
© Wellcare Health Plans Inc

IMember Medicaid ID | (2%
Facility Provider [D 0071000644

Figure 59

5. The provider ID associated with the hospital portal user (requesting provider) displays in
the ‘Facility Provider ID’ box. Enter the member’s Medicaid ID.
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Hospital OutPatient Therapy

To find a Member or Provider click the > next to the ID box

Fee For Service or CMO PA? @ Fee for Senice
O Amerigroup Community Care
O Peach State Health Plan

O Wellcare Health Plans Inc
Member Medicaid ID 333000000300 \ Fictitious member/provider
Facility Provider ID 007100084A
| Submit

Figure 60

6. Click Submit to open the request form.
7. At the top of the request form, the member and provider information is system populated
based on the Member ID and Provider ID entered.
Contact Information:
The system pulls in the hospital’s contact information.

8. Enter contact information that is required (name, phone, email and fax) but is missing. .

Contact Information

“ Contact Mame: |DBARRETT * Contact Email: |DE@_email.cum

Contact Phone: 1444444000 £ | “ Contact Fax:

Figure 61
Request Information:

This section captures the following required information: Place of Service, Therapy Start Date,
and Admission Type.

9. The system defaults the ‘Place of Service’ to outpatient hospital.

10. Enter the date that the therapeutic services are to begin related to this request in the
‘Therapy Start Date’ box. Enter the date manually or use the calendar popup.
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11. Select the ‘Admission Type’ (Elective, Emergency or Urgent) from the drop list.

Request Information

*

Place of Service :  Qutpatient Hospital = * Therapy Start Date © | 05M2/2010 | * Admission Type :  Elective

Figure 62
Diagnosis Table:

The Diagnosis table captures the diagnosis code, code description (auto-populated), diagnosis date,
primary diagnosis indicator, admission diagnosis indicator, and diagnosis type (ICD9 or ICD10)
for each diagnosis code entered.

12. Enter a diagnosis code in the ‘Diag Code’ box; or search for and have system insert the
diagnosis code. If the diagnosis code includes a decimal point, enter the code with the
decimal point.

13. Enter the date that the diagnosis was established in the ‘Date’ box. If not known, enter the
therapy start date.

14. Denote the diagnosis entered as ‘Primary’, and indicate if this diagnosis is the admission
diagnosis by clicking the applicable checkbox. Note: If only one diagnosis code is added,
the system will default that code to ‘Primary’.

15. Click Add to add the diagnosis code to the request.

*  Diagnosis

Diag Code | Diagnosis Description |__Date _[Primary| Admission[type| |
3439  CEREBRAL PALSY NOS 00/15/2014  Yes No  ICD-9
00/15/2014 & ADD
Figure 63

16. Follow the same process to add other diagnosis codes, as applicable. Remember to click
Add after each line of diagnosis information is entered.
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Procedures Table:

The Procedures Table captures CPT Code(s), dates of service, requested units, and number of visits
per week. Modifiers are not applicable to the procedures requested under this PA type.

17. Enter the procedure code for the service requested in the ‘CPT Code’ box; or search for
and have system insert the procedure code.

18. In the ‘From Date’ box, enter the procedure start date of service, and, in the ‘To Date’ box,
enter the procedure end date of service. The start and end dates for each procedure must be
within the same discrete month.

19. Enter the number of visits requested for the procedure date span under ‘Units’.

20. Select from the ‘Number of Visits per Week’ drop list: the number of visits to be provided
per week during the procedure from and to date span.

21. Click Add to add the procedure code to the request.

Procedures

Enter procedure code(s), FromTo Date, and Number of Wisitz Per Week. If the service is to be provided only once, pleaze select 1 Time Only” for the Number of Visits Per Week.

CPT Code |CPT Description From Date | To Date SIS AR
Per Week

THERAPEUTIC ACTNITIES 11022010 11302010 & 2x Per\Week EUT

57530 THERAPEUTIC ACTNITIES 120172010 1213142010 8 2Zx Per \Week
87530 THERAPEUTIC ACTNVITIES 01032011 013142011 4 1x Per Week
| | | | | | | | | | | | | m CANCEL

Sx Per V¥ ‘=‘=|"

Figure 64

22. Follow the same process to add other procedure codes, if applicable. Remember to click
Add after each procedure line is entered.

Procedure Validation Edits: Procedure codes are validated against the following edits when
procedures are added.

e Procedure added is an evaluation code (such as 97001), and more than 1 unit is
requested or more than ‘1 Time Only’ is selected as the number of visits per week. This
edit message displays: ‘“Per DCH policy, only 1 unit per month may be authorized for
evaluation codes. System has changed ‘Units’ to 1 for Procedure 97001.
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Procedure ‘From Date’ and procedure ‘To Date’ are not within the same month. This
edit message displays: “Hospital Outpatient therapies single line procedure code
requests should end on the same month that they are requested. Please check your
submission for <<CPT code>>.” The dates must be corrected in order to submit the
request.

Procedure ‘From Date’ is more than ninety (90) days in the future. This edit message
displays: “You have indicated a procedure <<CPT code>> with a date that is more
than 90 days in the future. Please check your dates and make sure the date is correct
before proceeding.” The date must be corrected in order to submit the request.

More than three consecutive months of services are requested. This edit message
displays when Review Request is clicked: “Requests for Hospital Outpatient
Therapies can only be requested for up to three consecutive calendar months. Please
check the ‘From’ and ‘To’ Dates.” The dates must be corrected in order to submit the
request

Supporting Information:

This section captures information supporting the medical necessity of the therapeutic services
requested as related to patient’s acute condition.

23. Enter a synopsis of the patient’s presenting clinical situation in the first box; and a
description of the patient’s treatment in the second box.

Supporting Infermation

* Clinical Data to Support Request :

Include vital signs, history and physical lsb reports, $-rays, signsfsymptoms, whether the petient was trested on an outpatient basis for 48 hours prior to sdmission

Describe the patient's severity of linessiacute condtion requiring therapeutic services.

* Admitting Treatment Plan :

Describe the services to be provided i 2., IV fluids, medications, complesx wound care and other treatments .

Deszcrihe the therapeutic services to be provided.

Figure 65

Clinical and Policy Questions:

The last section of the Hospital Outpatient Therapy request form includes clinical and policy
related questions. All questions are required except for the ‘Range of Motion’ and ‘Strength
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Evaluation’ sections. However, these sections should be completed if the information provided
supports the medical necessity of the services requested.

24. Respond Yes or No to each question. If “Yes’ is the response, additional data must be
provided in the textboxes.

The following screen shot provides an example of the additional questions and responses.

Additional information is required for Code 3T001,97530,97530,97530,97530,97530.

The following guestions will be used for obtaining additional information related to Hospital Outpsatient Therapies. For each PA, the page iz only needed once. Al guestions reguire a
response, with the exceptions being 'conditional' responses or sections designated as required for a PT or OT code.

Please note per section 903 .5, Hozpital Services Manual: "Rehabilitation as defined by federal regulation is not covered in the Hospital program. However, short term
rehabilitation services, i.e., physical therapy, occupational therapy and speech therapy are covered immediately following and in treatment of acute illness, injury or
impairment. . ." when cedain conditions are met.

Are the zervices reguested intended as short term therapy for an acute medical condition? @ Yes {:) o
If Yesz, provide the acute diagnosis : 33941
and date of ansetimmiddiyyyy) - 10M9/2009

|z thiz & request for cortinued therapy zervices 7 (:} Yes @ o

If Yes, indicate the progress towards treatment goals during the last month.

Dioes the Member suffer from any chronic illness 7 O Yes @ Mo O Unknaown

If ¥es, provide the diagnosiz for the chronic illness.

Iz the Member receiving ather rehabilitative therapies under another Medicaid program (such as, Children's O @ O
Intervention Services or Waiver program) 7 Yes WMo L Unknown

If ¥es, indicate which programs.
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Samangily Evalination :

W thee theei agvy i folilted 1o 0 ength, complets this section, Febcale [he current
strength on & free [5) point soaks 1or the atfeched partis) of the body baed on the most
CAETENL SEEREEMENL

. Affecled Srangth
semgen o Mofien Ewhistton= Scors

W thee thesapey is selated to vange of motion, complete this secticn ndosbs he
renge o motion (RO in degress for the afiected part(s) of the body based on e most DF A ride @m DBDMDLEHE&OH#‘
CLETEN ASSaimin Safer

Affected
Sociy Part |sm Alfected m Flkms Onm ®ean OLet ms?:w 3
m @ Creotn O uen Sise O Right Sioe 0
e Ohras, Eactn O et Side =~ 0 2
[Feires s, Eroctn Orent side Oimight Side |25 S
[+ Chrus, @ peth e Side O Right Side |25 Ospire @Ewn Oectn O et Sdes_ciﬁw
Opine s Crectn Orien side O Rignt Side
[mEa @nmn Ot Oten s O P
[ srecuscar ®wam Craan Oien sids O Right Side S
Olemew Ervas, Cracth Ohe sise O Fight Side Cemaw Evan, Cracth DL:HS#SEJEM
Cwwist ®rwam Cricin Oien Side O Right Side
Clwwent @ o OLenaﬂe;ﬁ“‘
CHaen Ervas, Oraoth O e side O Fight Side
OFingers Eran Orocth O et sise O gt Side [Crears Evwn O Bcth ﬂLerIS-}Iesiﬂm
= O Orpain & Len side OiRighe Sige 10
- e - OFngers S Oreetn Oien s-aesiﬂm
Cloher Erre Crectn Orien sise O Right Sie
Clresek @ Oah Ounmiﬂ"'
Tt i e 5 e o o iR

Haz a medical practitioner (pheysician, nurze practitioner or physician azsistant) certified that these services
are necessary for the treatment of the acute iiness, injury or impairment; andfor that these services are @ Yes O Mo
necessary to the establishment of a safe and effective maintenance program?

If ves, date of certification:
tedical Practitioner Mame
Medical Practitioner cortact number : aaa-nnn-nnnn
|z the trestmernt plan signed by a Medical Practitioner 7 @ Yes {:} Ma

If Y=, date signed by Medical Practitioner -
Does the ireatment plan include & slatement about the Member's rehabiflation potertial 7 ® ves Oing

I ¥eg, provide this statement.
enter statement regarding member's potential for rehab

Can these therapy services be effectively provided by a tamily membernon-professional? Orves ® o O Urknown

Figure 66

25. When all data is entered on the request form, click Review Request at the bottom of the
page to display the Attestation Statement.

26. If the Attestation Statement does not display when Review Request is selected; or a
message displays that ‘information is missing or incorrect’, scroll up the page to find what
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IS missing or incorrect. ‘Required’ displays next to a data box when information is missing.
Enter or correct the data, and then click Review Request again.

27. Click I Agree in response to the Attestation Statement.

28. Review the request. To change information entered, click Edit Request. Otherwise, click
Submit Request.

29. When the request is successfully submitted, the pending PA tracking number shows at the
top of the page.
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2.3.4 Radiology Prior Authorization Requests
Program Authorization Period
Radiology Facility Setting 90 Days

Radiology Physician Office 90 Days

Description

Requests for authorization of radiology services provided in an outpatient hospital or physician office
are submitted via the web portal utilizing the Radiology-Facility Setting and Radiology-Physician Office
request templates. The request templates for both radiology PA types are the same and may include
additional clinical questions which are specific to the radiology code or code group requested. Only the
radiology codes requiring prior authorization may be entered on a radiology PA request. Additionally,
the system will not permit the entry of the radiology procedure codes on any other request type.

2.34.1 Radiology Facility Setting

Web Submission Instructions:

1.

2.

3.

Log into the UAT Portal.
On the Secure Home page, select Prior Authorization; then Submit/View.

Select Radiology-Facility Setting from the list of review types to open the authorization
request page.

Enter the member’s Medicaid ID.
When the hospital is the requestor, the hospital’s Provider ID is auto-populated.

If a medical practitioner is involved in the service, enter the Reference ID for the medical
practitioner; otherwise, this box may be left blank.

Radiology-Facility Setting Fictitious
member/provider data

To find a Member or Provider click the 2N next

System inserts Member Medicaid ID: 333000000400 |

requesting

facility —>Faci|'m; Provider ID : 0071000644 GMCF Hospital

provider 1D
and name. Medical Practiioner Reference ID : [REF007100063 4|

Figure 67
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7. When the medical practitioner is the requestor, the medical practitioner’s Provider 1D
is auto-populated.

8. Enter the hospital’s Reference ID. This is required.

Radiology-Facility Setting

To find a Member or Provider click the 2 next to the ID box

Member Medicaid ID: 333000000400 2|

System inserts Faciity Reference ID : IREF007100084 T |
requesting

physician  uuelly edical Practiioner Provider D : 0071000638 Physician Demo
provider ID Y
and name. m

Figure 68

9. Click Submit to open the request form. At the top of the request form, the member and

provider information is system populated based on the Member ID and Provider 1D(S)
entered.

Contact Information:
The system pulls in the requesting provider contact information.

10. Enter contact information that is required (name, phone, email and fax) but is missing.

Contact Information

*

Contact Mame: |DBARRETT * Contact Emai:  |DB@email.com
Contact Phone: 444-444-4444  Fut * Contact Fax: 566-566-6666
Figure 69

Request Information:
This section captures the Date of Service and Admission Type.

11. Enter the date that the radiology service was rendered or is to be provided in the ‘Date of
Service’ box.

Note: When a date of service is entered that is more than 90 days greater than the request
date, the PA is withdrawn by the system with the following decision comment: “Please
resubmit request within 90 days of planned procedure date/admission date.” The decision
comment may be viewed via the Provider Workspace.
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12. Select the ‘Admission Type’ (Elective, Emergency or Urgent) from the drop list.

Request Information

*

Date of Service . | 12M5/2011 * Admizsion Type . Elective hd

Figure 70

Diagnosis Table:

The Diagnosis table captures the diagnosis code, code description (system populated), diagnosis
date, diagnosis type (ICD9 or ICD10), and primary diagnosis indicator.

13. Enter the patient’s diagnosis code in the ‘Diag Code’ box; or search for and have system
insert the diagnosis code. If the code includes a decimal point, enter the code with the
decimal point.

14. Enter the date that this diagnosis was established in the ‘Date’ box. If not known, enter the
date of service.

15. Denote the diagnosis entered as ‘Primary’ by clicking the applicable checkbox. Note: If
only one diagnosis code is added, the system will default that code to ‘Primary’.

16. Click Add to add the diagnosis code to the request.

* Diagnosis

Diag Code | Diagnosis Description | Date |Primary|ype] |

780.30 CONVULSIONS NEC 11/10/2011  Yes  ICD-9
1110/2011 ADD
Figure 71

17. Follow the same process to add other diagnosis codes, as applicable. Remember to click
Add after each line of diagnosis information is entered.
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Procedures Table:

The Procedures Table captures CPT Code(s), Code Description (system populated) and requested
Units. Modifiers are not applicable to the procedures requested under this PA type.

18. Enter the CPT code for the requested radiology procedure in the ‘CPT Code’ box; or search
for and have system insert the procedure code.

19. Enter the units requested for the procedure under ‘Units’.

20. Click Add to add the procedure code to the request.

Procedures
N
Tosa1 MRl BRAIRN WD DYE
L) e

Figure 72

21. Follow the same process to add other procedure codes, if applicable. Remember to click
Add after each procedure line is entered.

Supporting Information:

This section captures information supporting the medical necessity of the radiology services
requested.

22. Enter a synopsis of the patient’s clinical situation requiring radiology services in the first
box; and a description of the services in the second box.

Supporting Information
* Clinical Data to Support Request :
Include vital signz, history and physical, lab reports, X-rays, sionsfsymptoms, whether the patient was treated on an outpatient basis for 48 hours prior to admizsion

Describe the patient's condition requiring the radiclogy service

' Admitting Treatment Plan :
Describe the services to he pravided, i.e., IV fluids, medications, complex wound care and other treatmerts.

Describe the procedurs to be provided.

Figure 73
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Retro-Eligibility:

The system defaults the question regarding member retro eligibility to ‘No’.
Does this member have retro eligibility for the submitted dates of service ? {:} Ves {E} [Als}

Figure 74

23. For members with retro eligibility for the dates of service, click ‘Yes’.

Additional Information Questions:

Additional Information questions are triggered by all radiology procedure codes. For example, the
next figure shows the questions for MRI Brain FOC: 70551, 70552 and 70553. The questions are
required and must be completed in order to submit the request.

24. Respond to each question as it applies to the patient’s condition by selecting Yes or No. If
Yes is selected for item #8, at least one symptom checkbox must be selected. If the ‘Other’
checkbox is selected, an explanation must be provided in the textbox.

MRI Brain

1 Iz thiz for evaluation of head trauma? O Yes @ Mo
215 strokeCyA suspected? @ ves Oho
3z thiz & followe-up study after stroke? O Yes @ Mo
41z there & new onset seizure? ®ves Mo
5 Are there refractory seizures with therapeutic levels of anticonvulsants? @ Ves O Mo
Bz the patient taking Tyssbei? O Yes @ Mo
T Are metastasis present or suspected? O Ves @ Mo

& Are there nesw or wyorsening CHE symptomsAindings? If 20, indicate all that apply @ Ves O Mo Focal neurclogical finding by physical exam D Atavia

D Headache D Mental status changes
D Meningizmus D Cther

Figure 75

25. When all data is entered on the request form, click Review Request at the bottom of the
page to display the Attestation Statement.

26. If the Attestation Statement does not display when Review Request is selected; or a
message displays that ‘information is missing or incorrect’, scroll up the page to find what
IS missing or incorrect. ‘Required’ displays next to a data box when information is missing.
Enter or correct the data, and then click Review Request again.

PA System — DCH End User Manual Page 45



Alliant/Georgia Medical Care Foundation

27. Click I Agree in response to the Attestation Statement.

28. Review the request. To change information entered, click Edit Request. Otherwise, click

Submit Request.

29. When the request is successfully submitted, the pending PA tracking number displays at

the top of the page.

2.3.4.2 Radiology Physician Office

The web requests forms for Radiology Facility Setting and Radiology Physician Office are
identical.

Web Submission Instructions:

1.

2.

Log into the UAT Portal.
On the Secure Home page, select Prior Authorization; then Submit/View.
Select Radiology-Physician Office from the list of request types.

On the New Request for Prior Authorization page, the provider ID of the requesting
medical practitioner is populated by the system.

Enter the member’s Medicaid ID.

Radiology-Physician Office

To find a Member or Provider click the 2 next to the ID box

Member Medicaid ID: 333000000500 |

Medical Practitioner Provider ID . [0071000636 Phyzician Demo

Figure 76
Click Submit to open the request form.

At the top of the request form, the member and provider information is system populated
based on the Member ID and Provider ID entered.

Follow the instructions for entering request information as previously described for
Radiology Facility Setting.
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2.3.5 Medications Prior Authorization Requests

Program Authorization Period

Medications Facility Setting Synagis — RSV Season; Other drugs: Variable
authorization periods but usually 6 — 12 months.

Medications Physician Office Synagis — RSV Season; Other drugs: Variable
authorization periods but usually 6 — 12 months.

Description

Requests for prior authorization of certain injectable drugs administered in an outpatient hospital or
physician office are submitted via the web portal utilizing the Medications PA Facility Setting and
Medications PA Physician Office request templates. Only a provider with a category of service of
Outpatient Hospital (070) may request a Medications Facility Setting prior authorization; and only a
medical practitioner may request a Medications Physician Office PA. The drug codes requiring prior
authorization can only be entered on a Meds PA request. Meds PA requests may include additional
clinical questions specific to the drug code requested; although not all drug codes trigger additional
questions.

2.3.5.1 Medications PA Facility Setting

Web Submission Instructions:
1. Log into the UAT Portal.
2. On the Secure Home page, select Prior Authorization; then Submit/View.

3. Select Medications PA Facility Setting from the list of review types to open the New
Request for Prior Authorization page.

4. The provider ID for the hospital is system populated in the ‘Facility Provider ID’ box.

5. Enter the member’s Medicaid ID. If a medical practitioner is involved in the service, the
Reference ID for the medical practitioner may be entered but is not required.

Medications PA Facility Setting Fictitious
member/provider
To find a Member or Provider click the 2 nex ember/provider data

System
inserts Member Medicaid ID: 333000000100 4|

requesting - _ _ _
hospital » Facility Provider ID : 0071000844 GMCF Hozpital

rovider ID
P Medical Practitioner Reference ID : |REF007100063 24

| submit |

Figure 77
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6. Click Submit to open the request form. At the top of the request form, the member and
provider information is system populated based on the Member ID and Provider ID(s)
entered.

Contact Information:
The system pulls in the requesting provider contact information.
7. Enter contact information that is required (name, phone, email and fax) but is missing.
Contact Information

* Contact Mame: |DBARRETT “ Contact Email: |DB@email.com

Contact Phone: 444-444-4444  Fut * Contact Fax: 566-566-6666
Figure 78
Request Information:

This section captures the following required information: Admission Date, Admission Type, and
Place of Service.

8. Enter the date of admission to the outpatient facility in the ‘Admit Date’ box.
9. Select the ‘Admission Type’ (Elective, Emergency or Urgent) from the drop list.

10. The system defaults the ‘Place of Service’ to outpatient hospital.

Request Information

Admit Date : | 01172012 | © Admission Type :  Elective * © Place of Service: (@ Cutpatient Hospital

Figure 79
Patient Information:
This required section captures the member’s height in inches and the member’s weight in pounds.

11. Enter the member’s height in the box provided. Only a number value should be entered
and it must be greater than zero.

12. Enter the member’s weight in the box provided. Only a number value should be entered
and it must be greater than zero.
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Patient Information

Patient Height (inches) : | 55 |in. Patient Weight (pounds): | 125 |lb.

Figure 80

Diagnosis Table:

The Diagnosis table captures diagnosis code, code description (system populated), diagnosis date,
diagnosis type (ICD9 or ICD10), and primary diagnosis indicator.

13. Enter the patient’s diagnosis code in the ‘Diag Code’ box; or search for and have system
insert the diagnosis code. If the diagnosis code includes a decimal point, enter the code
with the decimal point.

14. Enter the date that this diagnosis was established in the ‘Date’ box. If not known, enter the
admit date.

15. Denote the diagnosis entered as ‘Primary’ by clicking the applicable checkbox. Note: If
only one diagnosis code is added, the system will default that code to ‘Primary’.

16. Click Add to add the diagnosis code to the request.

* Diagnosis

Diag Code | Diagnosis Description __pate |Primay|Type]
20400  ACLYM LEUK WO ACHV RMSN 02/21/2010  Yes  ICD-9
02/21/2010 ADD
Figure 81

17. Follow the same process to add other diagnosis codes, as applicable. Remember to click
Add after each line of diagnosis information is entered.

Procedures Table:

The Procedures Table captures the CPT drug code, NDC number, code description, drug start date,
drug end date, and requested units.

18. Enter the CPT code for the requested drug by selecting the drug from the ‘CPT-NDC Code’
drop list.

19. Enter the start date of the medication in the ‘From Date’ box, and the end date of the
medication in the ‘To Date’ box.

20. Enter the total units of medication requested for the entire date span in the ‘Units’ box.
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21. Click Add to add the procedure code to the request.

Procedures
JE0FE - B34590391 20 - Bendamustine HE BEMDAMUSTIME IMJECTION O5H 720 1 HERM0 12
| v| | | | | | | A0 CANCEL

Figure 82

Supporting Information:
This section captures clinical information supporting the medication request.

22. Enter a synopsis of the patient’s clinical situation requiring drug therapy in the first box;
and a description of the plan of treatment in the second box.

Supporting Infermation

* Clinical Data to Support Request @

Include vital signs, histary and physical, lab reports, ¥-rays, signsfzymptoms, whether the patiert was trested on an outpstient basis for 458 hours prior to admission
Enter clinical justification

* Admitting Treatment Plan :

Describe the services to be provided, i.e. % fluids, medications, complex wound care and other treatments.
Describe the treatment plan

Figure 83

Retro-Eligibility:

The system defaults the question regarding member retro eligibility to ‘No’.

Does this member have retro eligibility for the submitted dates of service 7 (O ves &g

Figure 84

23. For members with retro eligibility for the dates of service, click ‘Yes’.

PA System — DCH End User Manual Page 50



Alliant/Georgia Medical Care Foundation

Additional Information Questions:

Certain drug codes trigger additional questions related to DCH pharmacy authorization criteria.
The questions display at the bottom of the request form. All questions are required and must be
answered in order to submit the request. The next figure shows the questions for Treanda (J9033)
with Yes/No responses.

Treanda

Additional information is required for Code J3033.
Haz the patient failed puring analog based therapy (fludarabine, pertostating? {3} Ve {:} Mo
If na, please comment:
Haz the patient previously or iz currently being treated with Rituxin® @ ez (:} Mo
If no, please comment
Haz the member's MHL progressed during o within six morths of treatment swith Rituxin (rituximak) or a

'@' Yes C}' Mo

regimen containing Rituxin, and Treanda iz being used as monctherapy?

If na, please camment:

Haz the member's MHL respanded well to Rituxin (rituximak) in the past, and Treands is being uzed in D @
combination with Rituxin? Wes WMo

If na, please comment:

Explain Mo responze,

Figure 85

24. When all data is entered on the request form, click Review Request at the bottom of the
page to display the Attestation Statement.

25. If the Attestation Statement does not display when Review Request is selected; or a
message displays that ‘information is missing or incorrect’, scroll up the page to find what
is missing or incorrect. ‘Required’ displays next to a data box when information is missing.
Enter or correct the data, and then click Review Request again.

26. Click I Agree in response to the Attestation Statement.

27. Review the request. To change information entered, click Edit Request. Otherwise, click
Submit Request.
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28. When the request is successfully submitted, the system displays the pending PA tracking
number.

2.3.5.2 Medications PA Physician Office

The web request form for Meds PA Physician Office is almost identical to the Meds PA Facility
form except for the Request Information section. The Medications Physician Office form
captures the date of service instead of an admission date, and the place of service is defaulted to
office instead of outpatient hospital.
Web Submission Instructions:

1. Log into the UAT Portal.

2. On the Secure Home page, select Prior Authorization; then Submit/View.

3. Select Medications PA Physician Office from the list of request types to open the New
Request for Prior Authorization page.

4. The medical practitioner’s provider ID is system populated in the ‘Medical Practitioner
Provider ID’ box.

5. Enter the member’s Medicaid ID.

Medications PA Physician Office

To find a Member or Provider click the o, next to the 1D box

Member Medicaid ID: 333000000100 |

Medical Practitioner Provider ID ; (0071000638 Phy=ician Demo

Figure 86
6. Click Submit to open the request form. At the top of the request form, the member and
provider information is system populated based on the Member ID and Provider 1D
entered.
Contact Information:

The system pulls in the requesting provider contact information.

7. Enter contact information that is required (name, phone, email and fax) but is missing.
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Contact Information
* ContactMame: |DBARRETT * Contact Emai:  |DB@email.com

Contact Phone: 444-444-4444  Fut * Contact Fax: 566-566-6666

Figure 87
Request Information:

This section captures the following required information: Date of Service, Admission Type, and
Place of Service.

8. Enter the date that the medication is to start in the ‘Date of Service’ box.
9. Select the ‘Admission Type’ (Elective, Emergency or Urgent) from the drop list.
10. The system defaults the ‘Place of Service’ to office.

Request Information

Date of Service | 01/25/2012 | * Admission Type:  Elective * * Place of Service : @ Office

Figure 88

11. Follow the instructions as previously described for Meds PA Facility Setting to complete
the rest of the web form.
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2.3.6 Practitioner’s Office Surgical Procedures
Program Authorization Period
Office Surgical Procedures 90 Days

Description

required for PA submission.

Requests for authorization of procedures requiring prior approval and rendered in a physician’s office
may be submitted via the web portal utilizing the Practitioner’s Office Surgical Procedures request
template. The Office Surgical Procedures template may include additional clinical questions, which are
added to the request template when certain procedures are requested. Response to the questions is

Web Submission Instructions:

1. Log into the UAT Portal.

2. On the Secure Home page, select Prior Authorization; then Submit/View.

3. Select Practitioner’s Office Surgical Procedures from the list of request types to open
the New Request for Prior Authorization page.

4. The medical practitioner’s provider ID is system populated in the ‘Medical Practitioner

Provider ID’ box.

5. Enter the member’s Medicaid ID.

Practitioner's Office Surgical Procedures (Form Humber: GMCF form PAS1./M00)

To find a Member or Provider click the 28 next to the ID box

Member Medicaid ID: 333000000500 |

Medical Practitioner Provider ID : (0071000638 Physician Demo

Figure 89

6. Click Submit to open the request form. At the top of the request form, the member and
provider information is system populated based on the Member ID and Provider 1D

entered.

Contact Information:

The system pulls in the requesting provider contact information.
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7. Enter contact information that is required (name, phone, email and fax) but is missing.

Contact Information
* Contact Mame: |DBARRETT “ Contact Email: |DB@email.com

Contact Phone: 444-444-4444  Fut * Contact Fax: 566-566-6666

Figure 90

Request Information:

This section captures the following required information: Date of Service, Admission Type, and
Place of Service.

8. Enter the procedure date of service in the ‘Date of Service’ box.
Note: When a date of service is entered that is more than 90 days greater than the request
date, the PA is system withdrawn/denied with the following denial decision comment:

“Please resubmit request within 90 days of planned procedure date/admission date.” The
decision comment can be viewed via the Provider Workspace.

9. Select the ‘Admission Type’ (Elective, Emergency or Urgent) from the drop list.

10. The system defaults the ‘Place of Service’ to office.

Request Information

*

Date of Service : | 02M52012 | ™ Admission Type :  Elective * 7 Place of Service : | (@ Office

Figure 91
Diagnosis Table:

The Diagnosis table captures the diagnosis code, code description (system populated), diagnosis
date, diagnosis type (ICD9 or ICD10), and primary diagnosis indicator. Admission indicator is not
required.

11. Enter the patient’s diagnosis code in the ‘Diag Code’ box; or search for and have system
insert the diagnosis code. If the diagnosis code includes a decimal point, enter the code
with the decimal point.

12. Enter the date that this diagnosis was established in the ‘Date’ box. If not known, enter the
date of service.

13. Denote the diagnosis entered as ‘Primary’ by clicking the applicable checkbox. Note: If
only one diagnosis code is added, the system will default that code to ‘Primary’.
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14. Click Add to add the diagnosis code to the request.

*  Diagnosis

Diag Code | Diagnosis Description | Date _|Primary|Admission[Type |
727 1 BUNION 04/25/2010  Yes No IcD-9
04/25/2010 Il
Figure 92

15. Follow the same process to add other diagnosis codes, as applicable. Remember to click
Add after each line of diagnosis information is entered.
Procedures Table:

The Procedures Table captures the CPT code, CPT description (system populated), and requested
units. Modifiers are generally not applicable to the procedures requested under this PA type.

16. Enter the CPT code for the requested procedure in the ‘CPT Code’ box; or search for and
have system insert the procedure code.

17. Enter the total units requested for the procedure in the ‘Units’ box.

18. Click Add to add the procedure code to the request.

Procedures

e e 3 70 70 2 O
25290 CORRECTION OF BIUMION
| L T )

Figure 93
19. Follow the same process to add other procedure codes. Remember to click Add after
each procedure line is entered.
Supporting Information:
This section captures clinical information supporting the request.

20. A synopsis of the patient’s clinical situation is entered in the first box; and a description of
the plan of treatment is entered in the second box.
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Supporting Information
* Clinical Data to Support Request :

Include wital =igns, history and physical, lab reports, ¥-rays, signs/symptoms, whether the patient was treated on an outpatient basis for 458 hours prior to admis=ion
Enter clinical justification

* Admitting Treatment Plan :
Dezcribe the services to ke provided, e [V fluids, medications, complex wound care and ather trestments.
Describe the treatment plan

Figure 94

Retro-Eligibility:

21. The system defaults the question regarding member retro eligibility to ‘No’.

Does this member have retro eligibility for the submitted dates of service 2 Jvyes (Fpg

Figure 95

22. Click ‘Yes’ if the member has retro Medicaid eligibility for the request dates of service.

Additional Information Questions:

Certain procedure codes trigger additional information questions that display at the bottom of the
template. The questions are required and must be answered in order to submit the request.

The following screen shot shows the questions for procedure 28290 — Correction of Bunion.

Additional Information

Pleaze enter additinal information. All questions are required.
Outpatient Bunionectomy
1 Does pain st MTP joint interfere with ADLs, or make wearing closed shoes unbearable?

'@' Yes C‘ Mo
22 =kin irrtation of callus and & hallux valgus deformity present’? @ ves O M
3z Hallux YWalgus Angle betvween 15 & 35 degrees? @ Ves 'D Mo

4 Haz patient failed 12 or more weeks of conservative treatmert with well fit, 0w heeled shoes, NSAIDS, bunion pads or orthotics? O Vs @ M

Figure 96
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23. When all data is entered on the request form, click Review Request at the bottom of the
page to display the Attestation Statement.

24. If the Attestation Statement does not display when Review Request is selected; or a
message displays that ‘information is missing or incorrect’, scroll up the page to find what
is missing or incorrect. ‘Required’ displays next to a data box when information is missing.
Enter or correct the data, and then click Review Request again.

25. Click I Agree in response to the Attestation Statement.

26. Review the request. To change information entered, click Edit Request. Otherwise, click
Submit Request.

27. When the request is successfully submitted, the pending PA tracking number displays at
the top of the page.
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2.3.7 Additional Physician Office Visits

Program Authorization Period

Physician Office Visits Procedure from date to 12/31 of the Effective
Date year

Description

Requests for authorization of physician office visits, in excess of the twelve (12) allowed per year without
prior authorization, may be submitted via the web portal utilizing the Additional Physician Office Visit
request template.

Web Submission Instructions:
1. Log into the UAT Portal.
2. On the Secure Home page, select Prior Authorization; then Submit/View.

3. Select Additional Physician Office Visit from the list of request types to open the New
Request for Prior Authorization page.

4. The medical practitioner’s provider ID is system populated in the ‘Medical Practitioner
Provider ID’ box.

5. Enter the member’s Medicaid ID.

Additional Physician Office Visit (Form Humber: DMA-81)

To find a Member or Provider click the 28 next to the ID box

Member Medicaid ID: 333000000200 |

Medical Practitioner Provider ID : (00710005638 Phy=ician Demo

Figure 97
6. Click Submit to open the request form. At the top of the request form, the member and
provider information is system populated based on the Member ID and Provider 1D
entered.
Contact Information:

The system pulls in the requesting provider contact information.

7. Enter contact information that is required (name, phone, email and fax) but is missing.
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Contact Information

*

Contact Mame: |DBARRETT * Contact Email: |DE@_email.cnm

Contact Phone: 4444444488 x| | “ Contact Fax:

Figure 98

Request Information:
This section captures Place of Service.

8. Click Office or Other to enter the ‘Place of Service’.

Request Information

*

Place of Service : @ 11 - Office ) 99 - Other

Figure 99

Diagnosis Table:

The Diagnosis table captures the diagnosis code, code description (system populated), diagnosis
date, diagnosis type (ICD9 or ICD10), and primary diagnosis indicator.

9. Enter the patient’s diagnosis code in the ‘Diag Code’ box; or search for and have system

insert the diagnosis code. If the diagnosis code includes a decimal point, enter the code
with the decimal point.

10. Enter the date that this diagnosis was established in the ‘Date’ box.

11. Denote the diagnosis code entered as ‘Primary’ by clicking the applicable checkbox. Note:
If only one diagnosis code is added, the system will default that code to ‘Primary’.

12. Click Add to add the diagnosis code to the request.

*  Diagnosis

Diag Code | Diagnosis Description | Date |Primay[typel

78000  ABDMNAL PAIN UNSPCF SITE 08/01/2011  Yes ICD-9
08/01/2011 ADD
Figure 100

13. Follow the same process to add other diagnosis codes, as applicable. Remember to click
Add after each line of diagnosis information is entered.
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Procedures Table:

The Procedures Table captures the CPT code, CPT description (system populated), procedure start
and end dates, and requested visits. Modifiers are not applicable to the procedures requested under
this PA type.

Procedures

cr e e serg 5 0 o o

| E

Figure 101
14. Enter the office visit procedure code in the ‘CPT Code’ box.
Note: The office visit procedure codes are bundled in three code groups or family of codes
(FOC): New Patient, Established Patient, and Consults. It is only necessary to enter one
code from a FOC since the entire family is sent to the claims system. If two or more

codes from the same family are added to a PA request, the family of codes are NOT
sent - only the actual code entered is sent to Claims.

15. In the ‘From Date’ box, enter the date of the first visit related to the procedure requested.
In the ‘To Date’ box, enter the date of the last visit related to the procedure.

16. In the ‘Requested Visits’ box, enter the number of additional visits requested for the request
period and procedure.

17. Click Add to add the procedure code to the request.

Procedures

e — i e

98213 QOFFICE/QUTPATIENT WISIT EST 104242011 121312011 S—
| | | | || ]

Figure 102

Note: When a procedure ‘From Date’ is added that is more than ninety (90) days in the
future, the following edit message is triggered: “You have indicated a procedure <<CPT
code>> with a date that is more than 90 days in the future. Please check your dates and
make sure the date is correct before proceeding.” The date must be corrected in order to
submit the request.
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Physician Examination Dates:

18. Enter the date that the patient was first seen for the diagnosis entered on the request in the
‘Date First Seen for Diagnosis’ box.

19. Enter the date of the patient’s most recent office visit in the ‘Date of Most Recent Visit’
box.

Physician's Examination Report and Recommendation :
Date Patient First Seen for Diagnosis @ | 06/01/2011 Date of Most Recent Visit : | 09/05/2011

Figure 103

Justification for Services and Additional Visits:

This section captures information that justifies the need for additional office visits and includes
four textboxes: Present Medical Status; Treatment/Services Rendered; Plan of Care and
Justification and Circumstances for Requested Additional Services.

20. Enter information in each textbox. This is required in order to submit the request.

Patient's Presemt Medical Status :

Include pertinent clinical information to support the need for additional physician office vists.

Describe the patient's current medical condition for which the office visits are necessary.

Treatment or Services Rendered :

Deszcribe the specific services to be provided to the patient during the requested additional office visits.

Describe the services to be provided,

Plan of Care :

Summarize the patient's plan of trestment.

Summarize the plan of care.

Justification and Circumstances for Requested Additional Services :

Provide the clinical rationale for these additional office vists.

Erter clinical rationale.

Figure 104
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21. When all data is entered on the request form, click Review Request at the bottom of the
page to display the Attestation Statement.

22. If the Attestation Statement does not display when Review Request is selected; or a
message displays that ‘information is missing or incorrect’, scroll up the page to find what
is missing or incorrect. ‘Required’ displays next to a data box when information is missing.
Enter or correct the data, and then click Review Request again.

23. Click I Agree in response to the Attestation Statement.

24. Review the request. To change information entered, click Edit Request. Otherwise, click
Submit Request.

25. When the request is successfully submitted, the pending PA tracking number displays at
the top of the page.
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2.3.8 Additional Psychological or Psychiatric Services

Program Authorization Period

Psychiatric Services 6 months to end of month, or until 12/31 of
Effective Date year

Psychological Services 6 months to end of month, or until 12/31 of
Effective Date year

Description

Requests for authorization of psychological or psychiatric visits, in excess of the twenty-four (24) visits
allowed per year without PA, may be submitted via web portal utilizing the Additional Psychiatric
Services or Additional Psychological Services request templates. Only Providers with a 570 category of
service may request additional psychological services; and only providers with a 430 category of service
may request additional psychiatric services. The same request template is used for both PA types. The
system derives the PA type based on the requesting provider category of service (COS).

Web Submission Instructions:

1. Log into the UAT Portal.

2. On the Secure Home page, select Prior Authorization; then Submit/View.

3. If the provider ID is associated with a 430 COS, the link for Additional Psychiatric
Services displays. If the provider ID is associated with a 570 COS, the link for Additional
Psychological Services displays. Click the applicable request type to open the New
Request for Prior Authorization page.

4. The medical practitioner’s provider ID is system populated in the ‘Medical Practitioner
Provider ID’ box.

5. Enter the member’s Medicaid ID.

Additional Peychiatric Services (Form Number:GMCF PSY/PA)

To find a member or provider 1D click the 2N next to the 1D box

Member Medicaid ID: 333000000400 4] E:gﬂf‘d‘gs dr:tzmber and

Medical Practiticner Provider ID : BARRETT, DARLEME

Figure 105

6. Click Submit to open the request form. At the top of the request form, the member and
provider information is system populated based on the Member ID and Provider ID
entered.
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Contact Information:
The system pulls in the requesting provider contact information.

7. Enter contact information that is required (name, phone, email and fax) but is missing.

Contact Information

*

Contact Name: |[DBARRETT * Contact Email: |DB@email.com

Contact Phone: 4444444444  Eut * Contact Fax: B66-566-6666

Figure 106

Request Information:

This section captures the Place of Service, and verification that the services requested are for
additional visits beyond the visits allowed per year without PA.

8. Click Office or Other to enter the ‘Place of Service’.

9. Indicate whether or not the request is for additional visits beyond the 24 visits permitted
without PA by selecting Yes or No. This question was added as a reminder that 24 visits
are allowed per calendar year without PA.

Request Information

= L ) * Is this a request for additional visits beyond the 24 visits permitted per calendar year without a PA?
Place of Service - @) 11 - Office (O 99 - Other - . o . - @ ves
(If YES, continue with submission; If NO, PA is not required.)

Figure 107
Diagnosis Table:

The Diagnosis table captures diagnosis code, code description (system populated), diagnosis date,
diagnosis type (ICD9 or ICD10), and primary diagnosis indicator.

10. Enter the patient’s diagnosis code in the ‘Diag Code’ box; or search for and have system
insert the diagnosis code. If the diagnosis code includes a decimal point, enter the code
with the decimal point.

11. Enter the date that this diagnosis was established in the ‘Date’ box.

12. Denote the diagnosis entered as ‘Primary’ by clicking the applicable checkbox. Note: If
only one diagnosis code is added, the system will default that code to ‘Primary’.

13. Click Add to add the diagnosis code to the request.
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* Diagnosis

| Diag Code |Diagnosis Descripton | pate [Primay|Type ! |
30002  GENERALIZED ANXIETY DIS 01/01/2012  Yes ICD-9
01/01/2012 JADD |
Figure 108

14. Follow the same process to add other diagnosis codes, as applicable. Remember to click
Add after each line of diagnosis information is entered.

Procedures Table:

The Procedures Table captures the CPT code, CPT description (system populated), service
start/end dates, number of visits requested, number of visits per week, and duration of each visit.
Modifiers are not applicable to the procedures requested under this PA type.

15. Enter the procedure code for the psychological/psychiatric service requested in the ‘CPT
Code’ box.

16. In the ‘From Date’ box, enter the start date for the requested service; and in the ‘To Date’
box, enter the last date of service for the procedure requested.

17. Enter the total number of additional visits requested for the procedure code in the ‘Number
of Visits Requested’ box. If the service is only to be provided once during the date span,
enter ‘1°.

18. Select the frequency of visits per week from the ‘Number of Visits per Week’ drop list. If
the service is only to be provided one time, select 1 Time Only.

19. Click Add to add the procedure code to the request.

Procedures

Number of | Humber of Duration
CPT Code |CPT Description From Date To Date Visits | Visits s —
Requested | Per Week
20m

S0&04 PSYTX OFFICE 20-30 MIN 4Mezmz  0EMs2012 & 1x Per Week

AN N O I

1 Time Only

Figure 109
20. Follow the same process to add another procedure code, if applicable. Remember to click
Add after each procedure line is entered.

Procedure Validation Edits: Procedure dates are validated against the following edits when
procedures are added. Date corrections are necessary in order to submit the PA.
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e The procedure ‘From Date’ is more than ninety (90) days in the future. This edit
message displays: “You have indicated a procedure <<CPT code>> with a date that is
more than 90 days in the future. Please check your dates and make sure the date is
correct before proceeding.”

e The procedure ‘To Date’ is beyond 12/31 of the current calendar year. This edit
message displays: "You cannot request additional visits on this PA beyond 12/31
<<current year>>. Please correct the 'To Date."”

Retro-Eligibility:

The system defaults the question regarding member retro eligibility to ‘No’.

Does this member have retro eligibility for the submitted dates of service 2 Jvyes (Fpg

Figure 110
21. If the member has retro Medicaid eligibility for the dates of service, click ‘Yes’.

Note: When the retro eligibility indicator is No and a procedure ‘From Date’ is added that
is before the PA request date, the following message displays when Review Request is
clicked: "The procedure from date must be equal to or after today's date unless the member
has retro eligibility for the date of service (DOS). Please fix the procedure from date or
check “Yes’ for retro eligibility if the member has retro eligibility for the DOS.” The
request cannot be submitted until the data is corrected.

Justification for Additional Services:

The next sections capture information regarding the patient’s psychiatric history, treatment
progress to date, treatment goals, GAF score, current signs/symptoms, medications, and
justification for services. These sections must be completed in order to submit the request.

22. In the ‘Progress to Date’ textbox, summarize the patient’s psychological history and
treatment progress to date including level of compliance with treatment.

23. In the ‘Anticipated Goals’ textbox, indicate the expected outcome for additional services.

24. Enter the patient’s current Global Assessment of Functioning score in the ‘GAF’ box
provided.

25. Select the emotional/behavioral symptoms that apply to the patient by clicking the
corresponding checkbox. Select all that apply. If ‘Other’ is selected as a symptom, an
explanation is required in the textbox provided.

26. List the member’s current medications and frequency in the ‘Medications’ box.
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27. Describe the additional services requested and explain why the services are needed in the

‘Justification and Circumstances’ textbox.

Progress to Date Including Compliance with Recommended Treatment

Provide brief psycholegical history and patent's compliance with treatment regimen.

Provide brief peychological history and patent's compliance with treatment regimen.

Current Clinical and Anticipated Goals for Additional Hours

Dezcribe the expected cutcome resulting from additional hours of treatment.

Dezcribe the expected cutceme resulting from additional hours of treatment.

Current Clinical Information to Support Request (Complete Checklist and Explanation)

Current Global Azzezzment of Functioning (GAF Scale 0-100):

Which of the following conditions does the Patient dizplay? (Check all that apply)

O currently Suicidal Suicidal by History [ Homicidal

DSpEciﬂIizsd School Placement [J substance Abuse DSE}{U&IMAggrEa?i-.-E

|:| Psychotic D Physically Aggressive |:| Multiple Foster Homes

D Legal lzsuss Severs Somatization Phy=zically Self-Destructive

D History of Significant Peychelogical Trauma
[ Foster Home
D Sericus Runaway Behavior

D QOther (Please specify in comment below )

IMedications

Lizt the member's medications and freguency

Justification and Circumstances for Requested Additional Services (Include meds)

Provide the justification for the requested additional 2ervices - why the services are medically nsc&eeary.|

Figure 111

28. When all data is entered on the request form, click Review Request at the bottom of the

page to display the Attestation Statement.

29. If the Attestation Statement does not display when Review Request is selected; or a
message displays that ‘information is missing or incorrect’, scroll up the page to find what
is missing or incorrect. ‘Required’ displays next to a data box when information is missing.

Enter or correct the data, and then click Review Request again.

30. Click I Agree in response to the Attestation Statement.
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31. Review the request. To change information entered, click Edit Request. Otherwise, click
Submit Request.

32. When the request is successfully submitted, the pending PA tracking number displays at
the top of the page.
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2.3.9 Dental Services

Program Authorization Period
EPSDT Health Check Dental One year to month end
Adult Dental One year to month end
Description

Requests for authorization of dental services for children and adults may be submitted via the web portal
utilizing the Early Periodic Screening Diagnosis and Treatment Dental (EPSDT) and Adult Dental
request templates. The same template is used to request adult and health check dental services. Providers
with a 450 category of service (COS) may request a Health Check Dental PA; and providers with a 460
COS may request an Adult Dental PA. Additional information questions are pulled into the request
template when certain dental procedures are requested. The questions must be answered in order to
submit the request.

Web Submission Instructions:
1. Log into the UAT Portal.
2. On the Secure Home page, select Prior Authorization; then Submit/View.

3. Ifthe provider ID is associated with a 450 COS, the link for Health Check Dental displays.
If the provider ID is associated with a 460 COS, the link for Adult Dental displays. Both
request types may display if the provider ID is associated with both adult and pediatric
dental categories of service. Click the applicable request type to open the New Request for
Prior Authorization page.

4. The dental provider’s ID is system populated in the ‘Dental Provider ID’ box.

5. Enter the member’s Medicaid ID.

Adult Dental

To find a Member or Provider click the next to the 1D box

Member Medicaid ID: 333000000400 ©\|

Dental Provider 1D : Dentist, Dennis

Figure 112

6. Click Submit to open the request form. At the top of the request form, the member and
provider information is system populated based on the Member ID and Provider 1D
entered.
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Contact Information:
The system pulls in the requesting provider contact information.

7. Enter contact information that is required (name, phone, email and fax) but is missing.

Contact Information

*

Contact Name: |[DBARRETT * Contact Email: |DB@email.com

Contact Phone: 4444444444  Eut * Contact Fax: B66-566-6666

Figure 113
Request Information:
This section captures the Place of Service.

8. Enter the ‘Place of Service’ by selecting the applicable place of service from the drop list.

Request Information

*

Place of Service . 11 - Office -

Figure 114
Procedures Table:
The Procedures Table captures the dental procedure code, dental procedure description (system
populated), service start and end date, requested quantity of units, total cost, and the following data
as applicable to the service requested: tooth code, tooth surface, tooth quad, oral cavity code and
code list qualifier.
9. Enter the dental code in the ‘CPT Code’ box.

10. In the ‘From Date’ box, enter the start date for the requested dental service; and in the ‘To
Date’ box, enter the end date for the dental service requested.

11. Under ‘Quantity’, enter the total number of units requested for the dental service.

12. Under ‘Amount’, enter the total cost of the service in dollars and cents. Do not enter a
dollar sign.

13. If a “Tooth Code’ is required for the service requested, select the applicable tooth code
from the drop list.
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14. If a “Tooth Surface’ is required for the service requested, select the applicable surface from
the drop list.

15. If a ‘“Tooth Quad’ is required for the service requested, select the applicable quadrant from
the drop list.

16. If an ‘Oral Cavity Code’ or ‘Code List Qualifier’ is required for the service requested, enter
the information in the boxes provided.

Procedures

Oral Code
CPT Code |CPT Description | From Date To Date Quantity| Amount | Tooth |Surface Tooth Guad Cavity  |List
Code Gualifier

[pgaz 4 [osn7oto | | osesrenn | | 1) [ onoo| [ v | v v |

Figure 115

17. Click Add to add the procedure code to the request. Follow the same process just described
to add other codes to the request. Remember to click Add after each procedure line is
entered.

Procedure Validation Edits: When procedure information is added, the information is
validated against the following edits.

e The procedure ‘From Date’ is more than ninety (90) days in the future. The following
edit message displays: “You have indicated a procedure <<CPT code>> with a date
that is more than 90 days in the future. Please check your dates and make sure the date
is correct before proceeding.” The date must be corrected in order to submit the
request.

e An attempt is made to add the same procedure more than once. The following edit
message displays: "Duplicate procedures are not permitted unless the procedures
requested are for different tooth codes, tooth surface, tooth quadrants, etc.” To remove
the edit message, add a tooth code, etc; or cancel the duplicate procedure line.

Retro-Eligibility:

The system defaults the question regarding member retro eligibility to ‘No’

Does this member have retro eligibility for the submitted dates of service 2 Jvyes (Fpg

Figure 116

18. If the member has Medicaid retro eligibility for the dates of service, click ‘Yes’.
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Missing Teeth:
This section documents the member’s missing ‘Permanent Teeth’ and/or ‘Primary Teeth’.

Identify all missing teeth :

Permanent Testh
ot oz oz Cloe Clos Clos Clor Clos Clos Thie Tl Tz This Chie This Ches
(a2 Ot Cao Oza Cee Mzr Oee Czs COze Czs Oz 0o Oeo Chis This O

Primary Teeth

Oa O Oec Ov Oe Of Oe On o O

Cr Os Or Oe Op Oe Ow Ow O Ok
Figure 117

19. Select the applicable tooth identifiers under both categories.

Justification for Services:
This textbox captures the reasons why the dental services are medically necessary.

20. In the text box provided, summarize the radiological findings and explain why the services
are needed.

Remarks /| Summary of Radiology Findings :

Include dertist's interpretation of X-rays and justification for the services requested. (At least 15 characters most be entered n the follawing textbox.)

Interpretation of Xrays and justification for services requested.

Figure 118
Additional Information Questions:

Additional questions may display at the bottom of the request form depending on the dental PA
type and the dental service requested. For example, the next figure shows the additional questions
that are triggered when dental code D9920 is added to a Health Check Dental request.

Additional Information
Pleaze erter additinal information. All questions are required.
Child Dental D9920 Behavior Management
Please select from the following clinical situations, which describes the information entered in the Remarks box.

1 Iz patiert under age 21 with & disgnosis of Mental liness or Mental Retardstion or Developmental Delay that prevents or severely inhibits patient's ability to cooperate OYes ONo
weith dental treatment

21z patient under age 21 with a physical disabilty that presents or severely inhibits patiert's abilty to cooperste with dental trestment? OYes ONo
Sz patient under age 3 vears and 1 day and unable to cooperate with dental treatment? O‘r‘es OND
Figure 119
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21. Click Yes or No to each question. All are required.

22. When all data is entered on the request form, click Review Request at the bottom of the
page to display the Attestation Statement.

23. If the attestation statement does not display when Review Request is selected; or a
message displays that ‘information is missing or incorrect’, scroll up the page to find what
is missing or incorrect. ‘Required’ displays next to a data box when information is missing.
Enter or correct the data, and then click Review Request again.

24. Click | Agree in response to the Attestation Statement.

25. Review the request. To change information entered, click Edit Request. Otherwise, click
Submit Request.

26. When the request is successfully submitted, the pending PA tracking number displays at
the top of the page.
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2.3.10 Oral Macxillofacial Surgery Requests

Program Authorization Period
Oral Maxillofacial Surgery 90 Days
Description

Requests for authorization of Oral Maxillofacial surgery services may be submitted via the web portal
utilizing the Oral Max (Form Number: DMA-81) request template. Providers with any one of the
following categories of service may request this PA type: 430, 450, 460 and 490.

Web Submission Instructions:
1. Log into the UAT Portal.
2. On the Secure Home page, select Prior Authorization; then Submit/View.

3. Select Oral Max from the list of request types to open the New Request for Prior
Authorization page.

4. The medical practitioner’s provider ID is system populated in the ‘Medical Practitioner
Provider ID’ box.

5. Enter the member’s Medicaid ID.

Oral Max (Form Number: DMA-81)

To find a Member or Provider click the “ next to the ID box

Member Medicaid 1D: 333000000400 ©,
Medical Practitioner Provider ID : | 000000001D
Submit
Figure 120

6. Click Submit to open the request form. At the top of the request form, the member and
provider information is system populated based on the Member ID and Provider 1D
entered.

Contact Information:

The system pulls in the requesting provider contact information.

7. Enter contact information that is required (name, phone, email and fax) but is missing.

PA System — DCH End User Manual Page 75



Alliant/Georgia Medical Care Foundation

Contact Information

* ContactMame: |DBARRETT * Contact Emai:  |DB@email.com

Contact Phone: 444-444-4444  Fut * Contact Fax: 566-566-6666
Figure 121

Request Information:

This section captures the following required information: Admission Date, and Place of Service.
The Discharge Date is not required.

8. Enter the date of service in the ‘Admission Date’ box. Enter the date manually or use the
calendar popup.

9. Select the place where the service is to be provided from the ‘Place of Service’ drop list.

Request Information

* Admizsion Date : | 03/31/2012 | Discharge Date: 03312012 * Place of Service : 11 - Office -
Figure 122
Diagnosis Table:

The Diagnosis table captures diagnosis code, code description (system populated), diagnosis date,
diagnosis type (ICD9 or ICD10), and primary diagnosis indicator.

10. Enter the patient’s diagnosis code in the ‘Diag Code’ box; or search for and have the system
insert the diagnosis code. If the diagnosis code includes a decimal point, enter the code
with the decimal point.

11. Enter the date that this diagnosis was established in the ‘Date’ box. If not known, enter the
admission date.

12. Denote the diagnosis entered as ‘Primary’ by clicking the applicable checkbox. Note: If
only one diagnosis code is added, the system will default that code to ‘Primary’.

13. Click Add to add the diagnosis code to the request.

* Diagnosis

| Diag Code |DiagnosisDescription | Date |Primary|Type] |
52404  MANDIBULAR HYPOPLASIA 04/01/2010  Yes Icp-o |Ei EEGHE
04/01/2010 40D |
Figure 123
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14. Follow the same process to add other diagnosis codes, as applicable. Remember to click
Add after each line of diagnosis information is entered.

Procedures Table:

The Procedures Table captures the CPT code, CPT description (system populated), service from
date and service to date, and requested units. Modifiers are generally not applicable to the
procedures requested under this PA type.

15. Enter the CPT code for the requested oral max procedure in the ‘CPT Code’ box.

16. Enter the date of service in the ‘From Date’ box; and enter the same date in the ‘To Date’
box. An authorization span of 90 days is auto-calculated.

17. Enter the total units requested for the procedure in the ‘Units’ box.

18. Click Add to add the procedure code to the request.

Procedures

T T T P38 O 273
21040 EXCISE MANDIELE LESION OSMEZ0T0  05HE2010

Figure 124
19. Follow the same process to add another procedure code as applicable. Remember to click
Add after each procedure line is entered.
Date of Most Recent Visit:

20. Enter the date of the patient’s most recent visit for services in the box provided. Enter
manually or use the calendar popup.

' Date of Mozt Recent Wisit : | 054002010

Figure 125
Supporting Information:

This section includes four textboxes to capture information to support the request for oral max
surgery services. Information related to the following categories needs to be provided: current
medical status, treatment/services rendered, plan of care, and justification for services requested.

21. Enter information in each textbox. All are required.
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Retro-Eligibility:

The system defaults the question regarding member retro eligibility to ‘No’.

Does this member have retro eligibility for the submitted dates of service 2 Jvyes (Fpg

Figure 126

22. If the member has Medicaid retro eligibility for the dates of service, click ‘Yes’.

23. When all data is entered on the request form, click Review Request at the bottom of the
page to display the Attestation Statement.

24. If the Attestation Statement does not display when Review Request is selected; or a
message displays that ‘information is missing or incorrect’, scroll up the page to find what
Is missing or incorrect. ‘Required’ displays next to a data box when information is missing.
Enter or correct the data, and then click Review Request again.

25. Click I Agree in response to the Attestation Statement.

26. Review the request. To change information entered, click Edit Request. Otherwise, click
Submit Request.

27. When the request is successfully submitted, the pending PA tracking number displays at
the top of the page.
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2.3.11 Emergency and Non-Emergency Transport Services
Program Authorization Period

Emergency Air Ambulance Service One Day

Emergency Ground Ambulance Service One Day

Non-Emergency Travel Services

Equal to service date span

Description

Requests for authorization of emergency air, emergency ground and exceptional (non-emergency)
transport services may be submitted via the web portal utilizing the Emergency Air Ambulance,
Emergency Ground Ambulance and Exceptional Transport (Non-Emergency Ground) request templates,
respectively. The web request forms for these PA types are basically the same with the following

exceptions:

Program Type Mode of Transport Emergency Transport Place of Service
Defaults to: Indicator — Defaults to: Defaults to:

Emergency Ground Licensed Ambulance Yes Ambulance - Land

Emergency Air Air Transportation Yes Ambulance — Air or

Water

Exceptional Transport Medically Related No No Default

Transportation

Web Submission Instructions:

1. Log into the UAT Portal.

2. On the Secure Home page, select Prior Authorization; then Submit/View.

3. If the requesting provider COS is 370, the Emergency Ground Ambulance request type
displays. If the requesting provider COS is 371, the Emergency Air Ambulance displays;
and if the requesting provider COS is 380, the Non—-Emergency Ambulance request type
displays. Select the request type to open the New Request for Prior Authorization page.

4. The transport provider ID is system populated in the ‘Transport Provider ID’ box.

5. Enter the member’s Medicaid ID.

Emergency Ground Ambulance (Form Mumbet: Dhis-507

To find a member or provider ID click the € next to the ID box

Member Medicaid [0 333000000200 24|

Tranzport Provider D -

Figure 127
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6. Click Submit to open the request form. At the top of the request form, the member and

provider information is system populated based on the Member ID and Provider 1D
entered.

Contact Information:
The system pulls in the requesting provider contact information.

7. Enter contact information that is required (name, phone, email and fax) but is missing.

Contact Information

*

Contact Mame: |DBARRETT * Contact Emai:  |DB@email.com

Contact Phone: 444-444-4444  Fut * Contact Fax: 566-566-6666

Figure 128

Request Information:
This section captures the Place of Service.

8. The system defaults the ‘Place of Service’ to Ambulance Land for emergency ground
transport, and defaults to Ambulance-Air or Water for emergency air transport. The place
of service for exceptional transport must be selected from the ‘Place of Service’ drop list.

Request Information
* Place of Service © 41 - Ambulance - Land
Figure 129
Origin and Destination:
This section captures the location name and address where the transport originated and ended.
9. Under ‘Origin Data’, enter the transport start location ‘Name’ (such as ‘Residence’ or a
facility name), and enter the address (street address, city, state and zip code). All data is

required.

10. Under ‘Destination Data’, enter the transport end location name and address (street address,
city, state and zip code). All data is required.

QOrigin Address Destination Address

* Mame : |Residence * Address - 1127 Test 5t * Mame : |Good Hospital * Address - |12 Testing Ave

*City:  |Atlanta * State : GA - *Zip: 30030 *City:  |Atlanta * State : GA - *Zip: 30030
Figure 130
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Transport Type and Miles:

11. The ‘Mode of Transportation’ and ‘Emergency Transportation’ indicatorS are auto-
populated based on the request type selected.

12. Enter the total distance in miles of the transport in the ‘Total Miles’ box.

" Mode of Tranzportation ;| Licensed Ambulance | * Emergency Transportation @"r‘es {:}N.;. ' Total Miles ;| 200

Figure 131

Diagnosis Table:

The Diagnosis table captures the diagnosis code, code description (system populated), diagnosis
date, diagnosis type (ICD9 or ICD10), and primary diagnosis indicator.

13. Enter the patient’s diagnosis code in the ‘Diag Code’ box; or search for and have the system
insert the diagnosis code. If the diagnosis code includes a decimal point, enter the code
with the decimal point.

14. Enter the date that the diagnosis was established related to this transport in the ‘Date’ box.
If not known, enter the date of transport.

15. Denote the diagnosis entered as ‘Primary’ by clicking the applicable checkbox. Note: If
only one diagnosis code is added, the system will default that code to ‘Primary’.

16. Click Add to add the diagnosis code to the request.

* Diagnosis

Diag Code | Diagnosis Description | pate |Primary|ype| |

427 5 CARDIAC ARREST 05/18/2010  Yes ICD-O
05/18/2010 ADD
Figure 132

17. Follow the same process to add other diagnosis codes, if applicable. Remember to click
Add after each line of diagnosis information is entered.

Procedures Table:
The Procedures Table captures the CPT code, CPT description (system populated), the transport

from date and transport to date, requested units, requested amount, and modifiers (exceptional
transport only).
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18. Enter the service/procedure code for the requested transport service in the ‘CPT Code’ box.
Note: Only procedure codes A0428, A0426 and A0425 may be added to an Emergency
Ground transport PA.

19. Enter the transport start date in the ‘From Date’ box; and enter the transport end date in the
‘To Date’ box. For emergency air and ground transport, the ‘From’ and ‘To’ dates are the
same date. Enter the dates manually or use the calendar popup.

20. If the request is for ground or air transport, enter one (1) as the requested unit amount in
the ‘Units’ box. If the request is for exceptional transport, enter the number of units for
the service code requested.

21. Enter the total amount requested for the service in the ‘Requested Amount’ box. Do not
enter a dollar sign.

22. If the service requested is for exceptional transport and a modifier is required, enter the
modifier in the ‘Mod 1 box. For emergency air and ground requests, it is not required to
enter modifiers on the PA request; although modifiers are required for billing.

23. Click Add to add the service/procedure code to the request. When the request is for ground
transport and the code requested is not one of A0428, A0426 or A0425, this edit message
displays: “<<transport code>> does not require prior authorization for ground transport,
please remove from this request.”

Procedures

CPT Code | CPT Description From Date To Date [T EEisn Mod 4
Amount

0426 ALS 05MG2010  05AS2010 55000

Figure 133

24. Follow the same process to add another procedure code if applicable. Remember to click
Add after each procedure line is entered.

Ambulance Certification:

This section captures the ‘Ambulance Transport Code’ and the ‘Ambulance Transport Reason
Code’.

25. Enter the type of ambulance trip by selecting the applicable code from the ‘Ambulance
Transport Code’ drop list.

26. Enter the transport reason code by selecting the reason for transport from the drop list.
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Ambulance Certification

" Ambulance Transport Code ;| initial Trip Lrs

Return Trip u

Round Trip
Tranzter Trip

" Ambulance Transport Reazon Code | Patient was transported for a higher level of care or availabilty of zpecialized equipment or specialist w

ecialized equipment ecializt

care of availakility of sp ar Sp

Patient was transported for a higher level of
Patient was transported to nursing home or residence

Patiert was transferred to rehabilitation facility

Patiert was transported to nearest facility for care of symptoms, complaints or both

Figure 134

Medical Services Rendered:

This section captures the specific services provided during transport.

27. Enter the types of services provided during transport by clicking the applicable checkboxes.
Select all that apply. If ‘Other’ is selected, describe the service in the textbox provided.

Please Select Medical Services Rendered {Check all that apply.)
Clvipice Line [ medications i [ Cardiac Monitor — [¥] Oxygen wvertilatar ] Trach Tuke  [1Peg Tuke  [IFaley Catheter
Cther (Please specify in the box belove, For example, swwound care)

STRETCHER AMD DRAVEHEET EMROUTE.

Figure 135

Supporting Information:

28. This section captures information that supports the request for transport services. Enter
information in each textbox.

Description of Services Requested

Deszcribe the services that were provided during transportation.

Describe services provided during the transport

Justification and Circumstances for Requested Services

Provide rationale for services requested including staffing reguired during transportation.

Provider rationale for service provided inchuding staffing

Figure 136
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29. When all data is entered on the request form, click Review Request at the bottom of the
page to display the Attestation Statement.

30. If the Attestation Statement does not display when Review Request is selected; or a
message displays that ‘information is missing or incorrect’, scroll up the page to find what
IS missing or incorrect. ‘Required’ displays next to a data box when information is missing.
Enter or correct the data, and then click Review Request again.

31. Click I Agree in response to the Attestation Statement.

32. Review the request. To change information entered, click Edit Request. Otherwise, click
Submit Request.

33. When the request is successfully submitted, the pending PA tracking number displays at
the top of the page.
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2.3.12 Durable Medical Equipment Requests

Program Authorization Period
Durable Medical Equipment Four months to one year depending on procedure
code/modifier

Description

Requests for authorization of Durable Medical Equipment (DME) are submitted via the web portal
utilizing the Durable Medical Equipment request template. The DME request form may include
additional information questions which are added to the request form when certain equipment/services
are requested. Some DME requests may also require the submission of supporting documentation which
must be attached to the PA request via the Portal/Provider Workspace.

Web Submission Instructions:
1. Log into the UAT Portal.
2. On the Secure Home page, select Prior Authorization; then Submit/View.

3. Select Durable Medical Equipment to open the New Request for Prior Authorization
page.

4. The DME provider ID is system populated in the ‘Service Provider ID’ box.

MNew Request for Prior Authorization

Durable Medical Equipment (Farm Mumber: Dhi&-5100

To find a member or provider ID click the 2t next to the ID box

Mermioer Medicaid ID: | Q]

Service Provider 10 _

Figure 137

5. Enter the member’s Medicaid ID.

Durable Medical Equipment (Form Mumber: DhA-5107)

To find a member or provider ID click the L next to the ID box

Member Medicaid [D: 333000000200 7L

Service Provider ID _

Figure 138
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6. Click Submit to open the request form. At the top of the request form, the member and

provider information is system populated based on the Member ID and Provider 1D
entered.

Contact Information:
The system pulls in the requesting provider contact information.

7. Enter contact information that is required (name, phone, email and fax) but is missing.

Contact Information

*

Contact Mame: |DBARRETT “ Contact Email: |DB@email.com
Contact Phone: 444 444 4444 Fu * Contact Fax: 666-666-6666

Figure 139

Request Information:
This section captures the Place of Service.

8. Enter the ‘Place of Service’ by clicking Home or Other.

Request Information

£

Place of Service . | (@ Home Other

Figure 140

Diagnosis Table:

The Diagnosis table captures diagnosis code, code description (system populated), diagnosis date,
diagnosis type (ICD9 or ICD10), and primary diagnosis indicator.

9. Enter the patient’s diagnosis code in the ‘Diag Code’ box; or search for and have system
insert the diagnosis code. If the diagnosis code includes a decimal point, enter the code
with the decimal point.

10. Enter the date that this diagnosis was established in the ‘Date’ box. If not known, enter the
request date.

11. Denote the diagnosis entered as ‘Primary’ by clicking the applicable checkbox. Note: If
only one diagnosis code is added, the system will default that code to ‘Primary’.
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12. Click Add to add the diagnosis code to the request.

13

* Diagnosis

Diag Code | Diagnosis Description | Date |[Primary|Type| |

78603  APNEA 03/16/2010  Yes ICD-O
03/16/2010 | ADD |
Figure 141

. Follow the same process to add other diagnosis codes, as applicable. Remember to click
Add after each line of diagnosis information is entered.

Procedures Table:

The Procedures Table captures the following required information: equipment/repair procedure

code,

procedure description (system populated), procedure dates of service, months/units

requested, price requested per unit, and procedure modifier.

14

15

16.

17.

18.

19.

. Enter the code for the equipment/repair procedure in the ‘CPT Code’ box.

. Enter the date that the equipment or service started, or is to start, in the ‘From Date’ box.
For rental equipment, enter the rental end date in the ‘To Date’ box. A ‘To Date’ is not
required for purchase.

Note: When the ‘From Date’ is more than ninety (90) days in the future, the following edit
message displays when the procedure is added: “You have indicated a procedure
<<procedure code>> with a date that is more than 90 days in the future. Please check your
dates and make sure the date is correct before proceeding.” The date must be corrected in
order to submit the request.

Enter the months requested (for rental), or the units requested (for purchase/repair) in the
‘Months or Units of Service Requested’ box.

Note: The allowable requested units for any DME procedure with a RR modifier cannot
exceed 12 units.

Enter the price per unit for the equipment in the ‘Requested Price/Unit” box.

Enter the procedure modifier in the ‘Mod 1’ box. A modifier is required for most (but not
all) DME procedure codes.

If applicable to the equipment requested, enter the following information: ‘Equipment
Make’, ‘Equipment Model’, ‘Manufacturer ID’ and ‘Serial No’ (if available). If not
applicable, leave the boxes blank.
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20. Click Add at the end of the procedure table to add the procedure code information to the
request.

Procedures

Months or
Units of | Requested Equipment Equipment Manufacturer
CPT Code |[CPT Description | From Date To Date cervice | Pricenit Make Model o
Requested

E[ IT

PORTABLE
03102010 03082011 300.00 ELETE

GASEQUE 02

E0431

Figure 142

21. Follow the same process to add other procedure codes, as applicable. Remember to click
Add after each procedure line is entered.

Retro-Eligibility:

The system defaults the question regarding member retro eligibility to ‘No’
Does this member have retro eligibility for the submitted dates of service ? {:} Yes {i} o

Figure 143

22. Click “Yes’ if the member has retro eligibility for the requested dates of service.

Repairs and Replacements:

This section captures information for equipment repairs and replacements over $200.00. Complete
this section if the request includes repair/replacement codes

For Repairs / Replacements over $200.00

Manufacturer
Warranty Date of
_ - e Warranty
Registration Original -
Duration

(In Months)

Manufacturer ID
Humber Purchase

Figure 144

23. In the boxes provided, enter the following information: manufacturer ID, serial number,
warranty registration number, date that the original equipment was purchased, and the
duration of the warranty in months.

24. Then, click Add to add the information to the request.
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Therapist or Other Service Provider Name and Certification

This section captures the therapist or other service provider who evaluated the member or is
involved in the member’s treatment and their license or certification number. It also captures the
member’s height and weight.

25. Enter the therapist/service provider name and the license or certification number in the
boxes provided. This information is not required on the form but should be entered if
required by policy for the equipment requested (refer to the Durable Medical
Equipment provider manual).

26. Enter the member’s height in inches and weight in pounds in the boxes provided. Enter a
number value that is greater than zero. This information is required.

Therapist Information Patient Information

Therapist / Other Service Georgia Licenze / Certification Patient Height 22 Patient Weight

Provider Name Number : (inches): in. (pounds) :
Figure 145

Justification for Services Requested:

This textbox captures the reasons why the durable medical equipment, repair or product is
medically necessary.

27. Enter the justification in the textbox provided.

Justification and Circumstances for Requested Services :

De=cribe why the patiert needs OF, medical justification for services requested.

Provide medical justification for the requested zervices.

Figure 146
Physician Prescription and Encounter Information:

This required section provides confirmation of a signed physician prescription or Certificate of
Medical Necessity (CMN) on file, and confirmation of a face to face encounter with the physician.

28. Select Yes or No to indicate whether or not a signed prescription or certificate of medical
necessity is on file.

29. Select Yes or No to indicate whether or not the patient was seen by the physician.
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30. If yes to physician encounter, enter the date of the face to face encounter.

31. Then, enter the ordering physician’s last name and first name in the boxes provided.

Wag a signed physician's prezcription or Cerificate of Medical Neces=sity on file within S0 days of request ? @\'53 O Mo
Did the practitioner zigning the CMN/pre=cription have a face to face encounter with the member regarding the itemnz in thiz request? @ Yes O Mo
Date of face to face encounter : 05102010
Ordering Practitioner Last Name : Doe
Ordering Practitioner First Name : John

Figure 147

Additional Information Questions:

Additional information questions are added to the PA form depending on the procedure codes
requested. The next figure shows the questions that are triggered when oxygen codes E0431RR
or E1390RR are entered on the request.

32. Provide the information requested by selecting Yes or No and by entering information in
the text boxes.

Adiditional information is required for the following Procedure code / Modifier combinations : E0431RR
|z Member on continuous Ceoygen Therapy 7 @ ves O No

Prescription Information :
Diate last seen by

Diate oxyoen » : .
prescribed 0541742010 @ inttial O Renewal physician - 051742010 Method of delivery : Mask w
Liters per minute: 1 :::r,s L=t 5 Estimated length of time oxygen iz needed: |4 monthis)

If portable oxygen prescribed, please select st least one of the following ;

|:| Doctor's office visits U=ze at night ShoppingiChurch |:| Cither (pleaze describe)

If Other is selected, please describe

|z there a signed statemert on file veritying that there is no smaking inthe Member's
home? @ Wes O Mo

Laboratory Results :

ABG pertormed? Orves O Digte of test : POZ Result :
Oygen saturstion performed? ®ves OMa Diste of test ; 0sM7/2010 g::g;n S TEsE [em R
Wias the test performed on room air? Orves Gino

If test wwas not performed on room air, provide explanation

Explain why test not performed on room sir.

If A8 result excesds G0mmHg, provide medical justification for the need for wovgen

Figure 148
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33. When all data is entered on the request form, click Review Request at the bottom of the
page to display the Attestation Statement.

34. If the Attestation Statement does not display when Review Request is selected; or a
message displays that ‘information is missing or incorrect’, scroll up the page to find what
is missing or incorrect. ‘Required’ displays next to a data box when information is missing.
Enter or correct the data, and then click Review Request again.

35. Click I Agree in response to the Attestation Statement.

36. Review the request. To change information entered, click Edit Request. Otherwise, click
Submit Request.

37. When the request is successfully submitted, the pending PA tracking number displays at
the top of the page.

38. At this point, required documentation may be attached using Create an Attachment.

Attach Documentation:

For some DME codes, document type checkboxes are available in the attachment panel section.
The checkboxes correspond to the additional supporting documentation that is required for the
services requested. The next figure shows the checkboxes that display for oxygen codes E0431
and E1390.

Create an Attachment

If wou wwant to attach a document to this Request, click on "Browese.", select & document and then, click on "Attach File".

Browse...
Please Check the name of the documents included inthe Attachment before vou sttach. (&I the files colored in red need to be sttached for faster review )
Codes Documents
E0431 |:| Certificate of Medlical Hecessity (CMH) |:| Copy of Testing Results
Figure 149

39. To attach a file, first check the boxes for the documentation that is included in the file to
be attached. Note: It is recommended to attach one PDF file that includes all the required
information.

40. Click Browse to find the file. Select the file and it displays in the attachment panel.

41. Click Attach File. Once the file is attached, the file is associated with the document types
in the Attached Files table.
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Create an Attachment

It you weart to attach a documert to this Request, click on "Browse. ", select & document and then, click on "Attach File".

[RTwm] Aiiach i |
File uploaded successfully.

Please Check the name of the documents included inthe Attachment before you attach. (A1 the files colored in red need to be attached for faster review )

Codes Documents

E0431 [ Certiticate of Medical Mecessity (CMM) [ copy of Testing Resuts

Attached Files

e Typelcove [vocumerttame ————Juserome |

ChiM and Testing Results pdf 4 EN431 Copy of Testing Results

SMER00 25552 PM 3
EN431  Certificate of Medical Mecessity (ChM) SME2010 223352 P

[ CMM and Testing Resutts pdf 4

Figure 150
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2.3.13 Orthotics/Prosthetics and Hearing Requests

Program Authorization Period

Orthotics and Prosthetics 4 months to one year depending on procedure
code and modifier

Hearing Services 4 months to one year depending on procedure
code and modifier

Description

Requests for authorization of Orthotics/Prosthetics or Hearing Services are submitted via the Web Portal
utilizing the Orthotics and Prosthetics request template and Orthotics and Prosthetics/Hearing request
template, respectively. Additional information questions may be added to the online form when certain
orthotics/prosthetic procedures are requested. Response to the additional questions is required in order
to submit the PA.

Web Submission Instructions:
1. Log into the UAT Portal.
2. On the Secure Home page, select Prior Authorization; then Submit/View.

3. Select Orthotics and Prosthetics or, for hearing services, Orthotics and Prosthetics
(Hearing) to open the New Request for Prior Authorization page.

4. The provider ID is system populated in the ‘Service Provider ID’ box.

5. Enter the member’s Medicaid ID.

Orthaotics and Prosthetics (Form Mumber: Dhi2-510)

To find a member or provider ID click the L hext to the ID box

Member Medicaid [0 333000000500 <

Service Provider D _

Figure 151
6. Click Submit to open the request form.

7. At the top of the request form, the member and provider information is system populated
based on the Member ID and Provider ID entered.

PA System — DCH End User Manual Page 93



Alliant/Georgia Medical Care Foundation

Contact Information:
The system pulls in the requesting provider contact information.

7. Enter contact information that is required (name, phone, email and fax) but is missing.

Contact Information

*

Contact Mame: |DBARRETT “ Contact Email: |DB@email.com

Contact Phone: 444-444-4444  Fut * Contact Fax: 566-566-6666

Figure 152

Request Information:
This section captures the Place of Service.

8. For Orthotics/Prosthetics requests, enter the ‘Place of Service’ by clicking Home or Other.

Request Information

*

Place of Service : Home @ Other

Figure 153

9. For Hearing requests, enter the ‘Place of Service’ by clicking Outpatient Hospital, Office
or Other.

Request Information

*x

Place of Service : Cutpatient Hospital @ Office ) Other

Figure 154

Diagnosis Table:

The Diagnosis table captures diagnosis code, code description (system populated), diagnosis date,
diagnosis type (ICD9 or ICD10), and primary diagnosis indicator.

9. Enter the patient’s diagnosis code in the ‘Diag Code’ box; or search for and have system

insert the diagnosis code. If the diagnosis code includes a decimal point, enter the code
with the decimal point.

10. Enter the date that this diagnosis was established in the ‘Date’ box. If not known, enter the
request date.
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11.

12.

13.

Denote the diagnosis entered as ‘Primary’ by clicking the applicable checkbox. Note: If
only one diagnosis code is added, the system will default that code to ‘Primary’.

Click Add to add the diagnosis code to the request.

* Diagnosis

Diag Code | Diagnosis Description | Date [Primary|Type| |

728 71 PLANTAR FIBROMATOSIS 02/14/2010  Yes ICD-0
02/14/2010 ADD
Figure 155

Follow the same process to add other diagnosis codes, as applicable. Remember to click
Add after each line of diagnosis information is entered.

Procedures Table:

The Procedures Table captures the following required information: procedure code, procedure
description (system populated), procedure dates of service, months/units requested, price
requested per unit, and procedure modifier.

14.

15.

16.

17.

18.

19.

20.

Enter the procedure code for the orthotics/prosthetics/hearing service in the ‘CPT Code’
box.

Enter the date that the service started or is to start in the ‘From Date’ box.

The procedure ‘To Date’ box may be left blank since it is not required for
orthotics/prosthetics or hearing services.

Enter the total units of service requested in the ‘Months or Units of Service Requested’
box.

Enter the price per unit for the item requested in the ‘Requested Price/Unit” box.

The modifier box should be left blank. Modifiers may be required on claims but not on the
PA request.

Click Add at the end of the procedure line to add the procedure code information to the
request.

Note: When the ‘From Date’ added is more than ninety (90) days in the future, the
following edit message displays: “You have indicated a procedure <<procedure code>>
with a date that is more than 90 days in the future. Please check your dates and make sure
the date is correct before proceeding.” The date must be corrected in order to submit the
request.
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21. Follow the same process to add other procedure codes, as applicable. Remember to click
Add after each procedure line is entered.

Procedures

Months or
Units of | Requested Equipment Equipment Manufacturer
CPT Code |CPT Description From Date To Date Service | Priceinit Make Model 0
Requested

PREF 4B ANKLE
ORTHOSIS D30 2.0 DELETE

FooT

L3020 LONGITUDMWETATARSAL  O5M9/2010 2 10.00
A

L1am

Figure 156

Retro-Eligibility:

The system defaults the question regarding member retro eligibility to ‘No’

Does this member have retro eligibility for the submitted dates of service ? {:} Yas {E} M

Figure 157

22. Click “Yes’ if the member has retro eligibility for the requested dates of service.

Repairs and Replacements:

This section captures information for repairs and replacements of devices over $200.00. Complete
this section if the request includes repair/replacement codes.

For Repairs / Replacements over $200.00

Warranty Date of Mawn::::;ﬁer

Manufacturer 1D Registration Original _
Humber Purchase Uipsifien
(In Months)

Figure 158

23. In the boxes provided, enter the following information: manufacturer ID, serial number,
warranty registration number, date that the original equipment was purchased, and the
duration of the warranty in months.

24. Then, click Add to add the information to the request.
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Therapist or Other Service Provider Name and Certification

This required section captures the therapist or other service provider who evaluated the member
or is involved in the member’s treatment, and their license or certification number.

25. Orthotics/Prosthetics requests:

e Enter the name of the therapist/service provider in the ‘Therapist/Other Service
Provider Name’ box.

o Enter the license or certification number in the ‘Georgia License/Certification’
number box.

e Select the ‘Certification Type’ from the drop list.

e Enter the member’s height in inches and weight in pounds in the boxes provided. This
is required. Enter a number value that is greater than zero.

Therapist Information Patient Information
* Therapist / Other Service Provider Name * Georgia License / Certification Number : * Certification Type : Patient Height (inches) : Patient Weight (pounds) :
JANE THERAPIST cor11111111 co - 60 |in. 110 | Ib.

Figure 159 Orthotics/Prosthetics
26. Hearing requests:

e Enter the name of the audiologist in the ‘Audiologist Name’ box.

e Enter the audiologist’s license/certification number. The number must start with AUD
followed by six (6) digits.

e The member’s height and weight is not required.

Therapist Information Patient Information
* Audiologist Name : * Georgia License / Certification Number : Patient Height (inchesz) : Patient Weight (pounds) :
Jane Audio AUD123455 in. .

Figure 160 Hearing

Justification for Purchase, Repair or Replacement of Devices:

This textbox captures the reasons why the purchase or repair/replacement of the devices is
medically necessary.

27. Enter the justification in the textbox provided.
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Justification and Circumstances for Requested Services :

Dezcribe why the patient needs OF, medical justification for services requested.

member is a chronic Diabetic with neurological damage to ankles and feet- needs custom malded inserts and ankle orthosiz in order to ambulate.

Figure 161
Physician Prescription:

This required question documents that a signed physician prescription or Certificate of Medical
Necessity was on file within 90 days of the date that the request was submitted.

28. Select Yes or No to indicate whether or not a signed prescription or certificate of
medical necessity is on file.

Waz a zigned physician's prescription or Ceificate of Medical Specialty on file within 90 @. O
days of request 7 Wes LMo

Figure 162

Additional Information Questions:

Additional information questions are pulled into an Orthotics/Prosthetics request when certain
procedure codes for diabetic shoes, foot/wrist/knee orthotics are added to the request. The next
figure shows the questions for a L1901, which is one of the foot and ankle orthotics codes.

Additional Information
Pleaze erter additinal information. All questions are required.
Foot and Ankle Orthotics

Iz this an orthatic for (select onel; 'D Lnkle 'D Foot 'D Knee {:}'I.:'\I'rist

Does member have a history of:

1 Stroke or CWA affecting lower leg belovy the knee st ankle or foot™? G‘ Vs G‘ M {:}'Llnknu:uwn

2 Cerebral Palzsy affecting lower leg belovy the knee st ankle or foot™? G‘ Vs G‘ M {:}'Llnknu:uwn

JMeurologic Damade to leg belovy the knee at ankle or foot? G‘ e G‘ Mo {:}'Llnknu:uwn
4 Contracture to lower leg belowy the knee at ankle or foot? 'O' e O Mo 'O' TP
Figure 163
29. Indicate the type of orthotic by clicking the Ankle, or Foot, or Knee or Wrist button.

30. Select “Yes’ or ‘No’ or ‘Unknown’ for each question.
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Additional Information
Pleasze erter additinal information. All questions are required.
Foot and Ankle Orthotics

Iz thiz an orthatic for (select onel: @'Ankle 'D Foot {:}'Knee {:}"I.-“-.I'rist
Does member have a history of:

1 Stroke or CWA affecting lower leg below the knee at ankle or foot? {:}‘r’es @, Mo 'O T —

2 Cerebral Palzsy affecting lower leg belovy the knee st ankle or foot? {:}"r‘es @, M G‘ LInkrien
Jheurologic Damage to leq belovy the knee at ankle or foot? @"r‘es G‘ M G‘ LInkrien

4 Contracture to lower leg belowy the knee at ankle or foot? @ e D Ml G T

Figure 164

31. When all data is entered on the request form, click Review Request at the bottom of the
page to display the Attestation Statement.

32. If the Attestation Statement does not display when Review Request is selected; or a
message displays that ‘information is missing or incorrect’, scroll up the page to find what
is missing or incorrect. ‘Required’ displays next to a data box when information is missing.
Enter or correct the data, and then click Review Request again.

33. Click I Agree in response to the Attestation Statement.

34. Review the request. To change information entered, click Edit Request. Otherwise, click
Submit Request.

35. When the request is successfully submitted, the pending PA tracking number displays at
the top of the page.
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2.3.14 Vision Services Requests

Program Authorization Period
Vision Care Services 90 Days

Description

Requests for authorization of glasses and contacts for members under 21 years may be submitted via the
web portal utilizing the Vision Services request template.

Web Submission Instructions:
1. Log into the UAT Portal.
2. On the Secure Home page, select Prior Authorization; then Submit/View.
3. Select Vision Services to open the New Request for Prior Authorization page.
4. The provider ID is system populated in the ‘Service Provider ID’ box.

5. Enter the member’s Medicaid ID.

Yizion Services (Form Mumber: DhL-51)

To find a member or provider ID click the 28 next to the ID box

Member Medicaid D (333000000500 ©L
Service Provider 1D _

Figure 165

6. Click Submit to open the request form. At the top of the request form, the member and
provider information is system populated based on the Member ID and Provider 1D
entered.

Contact Information:
The system pulls in the requesting provider contact information.

7. Enter contact information that is required (name, phone, email and fax) but is missing.
Contact Information
* Contact Mame: |DBARRETT * Contact Email.  [DB@email.com
Contact Phone: 444444 4444 Eot * Contact Fax: (565 G56- 6666

Figure 166
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Request Information:
This section captures the Place of Service.

8. Enter the ‘Place of Service’ applicable to the request by clicking the Office or Other button.

Request Information

*

Place of Service © | (@ Office () Other

Figure 167
Diagnosis Table:

The Diagnosis table captures diagnosis code, code description (system populated), diagnosis date,
diagnosis type (ICD9 or ICD10), and primary diagnosis indicator.

9. Enter the patient’s diagnosis code in the ‘Diag Code’ box; or search for and have system
insert the diagnosis code. If the diagnosis code includes a decimal point, enter the code
with the decimal point.

10. Enter the date that this diagnosis was established, or the date that the patient was first seen
for vision condition in the ‘Date’ box.

11. Denote the diagnosis entered as ‘Primary’ by clicking the applicable checkbox. Note: If
only one diagnosis code is added, the system will default that code to ‘Primary’.

12. Click Add to add the diagnosis code to the request.

* Diagnosis

Diag Code | Diagnosis Description | Date [Primary|Type| |

3670 HYPERMETROPIA 05/20/2010  Yes ICD-0
05/20/2010 ADD
Figure 168

13. Follow the same process to add other diagnosis codes, as applicable. Remember to click
Add after each line of diagnosis information is entered.

Procedures Table:
The Procedures Table captures the following required information: procedure code, procedure
description (system populated), procedure dates of service, units requested, and price requested

per unit. Modifiers are not applicable to this request type.

14. Enter the procedure code for the vision service in the ‘CPT Code’ box.
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15. Enter the date that the service started, or is to start, in the ‘From Date’ box; and enter the
same date in the ‘To Date’ box. The actual authorization span for the PA is system
calculated based on the ‘From Date’.

16. Enter the total units requested for the service in the ‘Units” box. Enter whole numbers
only.

17. Enter the unit price for the service requested in the ‘Requested Price/Unit’ box.

18. Click Add at the end of the procedure line to add the procedure code information to the
request.

Procedures

CPT Code |CPT Description From Date To Date (BT Mod 4
PriceUnit

G230 FITTING OF SPECTACLES D520 05202010 25,21

Figure 169

Note: When a ‘From Date’ is added that is more than ninety (90) days in the future, the
following edit message displays: “You have indicated a procedure <<procedure code>>
with a date that is more than 90 days in the future. Please check your dates and make sure
the date is correct before proceeding.” The date must be corrected in order to submit the
request.

19. Follow the same process to add other procedure codes, as applicable. Remember to click
Add after each procedure line is entered.
Retro-Eligibility:

The system defaults the question regarding member retro eligibility to ‘No’

Does this member have retro eligibility for the submitted dates of service 2 Jvyes (Fpg

Figure 170

20. Click “Yes’ if the member has retro eligibility for the requested dates of service.

Physician Examination Visits:

This required section captures the dates that the patient was first seen for treatment and the most
recent visit.
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21. Enter the date of the patient’s first visit in the ‘Date Patient First Seen for Diagnosis’ box;
and enter the date of the patient’s most recent visit in the ‘Date of Most Recent Visit’ box.

Physician's Examination Report and Recommendation :

Date Patient First Seen for Diagnosis . 052002010 Date of Most Recert Visit 0552002010
Figure 171

Justification for Services:

This required section captures the following information: Patient’s Present Medical Status,
Treatment or Services Rendered, Plan of Care, and Justification for Vision Services. The
information entered should support the request for vision care services.

22. Enter the information in each textbox.

Patient’s Present Medical Status :
Include the patient's wisual acuity and other medical factors related to the patiert's vision.

Wizual acuity without glasses is 20025 and is improved to 20020 with correction.

Treatment or Services Rendered (Include the provider's prescription information) :

Describe the vision care services to be provided, (e, glassesicontacts, special needs.

Recommend glasses to be worn full time. Rx O0c+0.50-0.25:042 OS5 40.75 sph.

Plan of Care :

Summarize the patient's plan of trestment by the physician,

Glazzes to be woarn full time, return in one year for annual exam.

Justification and Circumstances for Vision Series :

Prawide the clinical rationale for these vision series.

glasses reguired to see 20020

Figure 172

Prescription:

This required question is used to document that there is a signed prescription on file.

23. Click Yes or No to indicate whether or not there is a signed prescription on file.

= there & signed prescription on file? & ves O o Ciate : |0SMER2010

Figure 173
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24. When all data is entered on the request form, click Review Request at the bottom of the
page to display the Attestation Statement.

25. If the Attestation Statement does not display when Review Request is selected; or a
message displays that ‘information is missing or incorrect’, scroll up the page to find what
is missing or incorrect. ‘Required’ displays next to a data box when information is missing.
Enter or correct the data, and then click Review Request again.

26. Click I Agree in response to the Attestation Statement.

27. Review the request. To change information entered, click Edit Request. Otherwise, click
Submit Request.

28. When the request is successfully submitted, the pending PA tracking number displays at
the top of the page.
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2.3.15 Children’s Intervention Services

Program Authorization Period
Children’s Intervention Services Up to 180 days
Description

Requests for therapeutic services provided under the Children’s Intervention Services (CIS) program are
submitted via the web portal utilizing the Children’s Intervention Services request template. Up to six
(6) consecutive months of service may be entered on one request. Each procedure line must be for a
discrete month. Procedure dates entered are validated to prevent submission of ‘retro’ requests.

Web Submission Instructions:
1. Log into the UAT Portal.
2. On the Secure Home page, select Prior Authorization; then Submit/View.
3. Select Children Intervention Services from the list of review types.
4. The requesting CIS provider ID is system populated in the ‘Therapist Provider ID’ box

5. Enter the member’s Medicaid ID.

Children Intervertion Services (Form Mumber: DhA-517

To find a member or provider ID click the 128 next to the ID box

Member Medicaid D (333000000300 4

Therapizt Provider 1D -

Figure 174

6. Click Submit to open the request form. At the top of the request form, the member and
provider information is system populated based on the Member ID and Provider 1D
entered.

Contact Information:
The system pulls in the CIS provider’s contact information.

7. Enter contact information that is required (name, phone, email and fax) but is missing.

Contact Information

* Contact Mame: |DBARRETT * Contact Email  |DB@email.com

*

Contact Phone: 444444 4444 Eof Contact Fax: 6655666666

Figure 175
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Request Information:
This section captures the Place of Service.

8. Enter the ‘Place of Service’ by selecting the service location from the drop list. The
applicable choices are: Office, Home, Outpatient Hospital or Other.

Request Information

12 - Home v[
03 - School
11 - Office
12 - Home

22 - Qutpatient Hospital
99 - Other

Figure 176
Diagnosis Table:
The Diagnosis table captures the diagnosis code, code description (system populated), diagnosis
date, diagnosis type (ICD9 or ICD10), and primary diagnosis indicator for each diagnosis code
entered.
9. Enter a diagnosis code in the ‘Diag Code’ box; or search for and have system insert the
diagnosis code. If the diagnosis code includes a decimal point, enter the code with the
decimal point.

10. Enter the date that the patient’s diagnosis was established in the ‘Date’ box. If not known,
enter the date that the child was admitted to the CIS program.

11. Denote the diagnosis entered as ‘Primary’ by clicking the applicable checkbox. Note: If
only one diagnosis code is added, the system will default that code to ‘Primary’.

12. Click Add to add the diagnosis code to the request.

*  Diagnosis

Diag Code | Diagnosis Description | pate |Primary|ype] |

728.0 MUSCLE/LIGAMENT DIS NOS 01/01/2011  Yes ICD-9
01/01/2011 ADD
Figure 177

13. Follow the same process to add other diagnosis codes, as applicable. Remember to click
Add after each line of diagnosis information is entered.
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Procedures Table:

The Procedures Table captures the procedure code, code description (system populated), date of
service from and to dates, units requested, requested number of months per service, and modifiers
(optional).

14. Enter the procedure code for a therapeutic service in the ‘CPT Code’ box.

15. In the ‘From Date’ box, enter the start date of service, and, in the ‘To Date’ box, enter the
end date of service. The start and end dates for each procedure line must be within the
same month.

16. Enter the units requested for the service under ‘Units’. Enter whole numbers only.

17. Modifiers are optional but may be entered to denote the specific therapeutic specialty for
service codes that apply to more than one therapeutic specialty. Modifiers should be
entered in the correct order under ‘Mod 1° and ‘Mod 2’, as applicable.

18. Click Add to add the procedure code to the request.

19. Follow the same process to add other procedure codes, if applicable. Remember to click
Add after each procedure line is entered.

Procedures

mmmmm—
57530  THERAPEUTIC ACTIVITEES 08/01/2011 D220
97530  THERAPEUTIC ACTIVITEES 0710172011 0F/31/2011 10 HA GO
57530  THERAPEUTIC ACTIVITEES 02/01/2011  D&212011 8  HA G0

CANCEL

Figure 178

CIS Procedure Validation Edits: Procedure information is validated against the following
edits.

e The procedure ‘From Date’ is before the PA request date. This edit message displays
when the procedure is added: “A Children’s Intervention Services request cannot be
entered that starts before the request date.” The date must be corrected in order to
submit the request.

e The procedure ‘From Date’ and procedure ‘To Date’ are not within the same month.
This edit message displays when the procedure is added: “Each procedure code line
for Children’s Intervention Services PAs should end in the same month that they are
requested. Please check your submission for code <<code>>." The dates must be
corrected in order to submit the request.
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e More than six consecutive months of service are requested. The following edit
message displays when Review Request is clicked: “Requests for Children’s
Intervention Services can only be requested for up to 6 consecutive calendar months.
Please check the ‘From and To Dates’.” The procedure lines for the extra
month(s) must be removed in order to submit the request.

Retro-Eligibility:

The system defaults the question regarding member retro eligibility to ‘No’.

20.

Does this member have retro eligibility for the submitted dates of service 2 Jvyes (Fpg

Click ‘Yes’ if the member has retro eligibility for the requested dates of service.

Date Admitted, Services Requested and Justification:

This section captures the date that the child was first admitted to the CIS program; the therapeutic
service type requested; and the justification for services.

21.

22.

23.

24,

Enter the date that the child was admitted to the CIS program in the ‘Date admitted to
program’ box. Enter manually or user the calendar popup.

* Date admitted to program 097242007

Figure 179
Under ‘Description of Services Requested’, click the therapy type button that applies to the

request being entered.  Select Physical Therapy or Occupational Therapy or
Speech/Language Therapy. Only one type may be selected.

Description of Services Requested :

O Phrysical Therapy '@' Occupational Therapy C‘ Speechllanguage Therapy

Figure 180

In the ‘Justification and Circumstances for Required Services’ textbox, explain why the
requested services are medically necessary.

Enter the first and last name of the patient’s physician in the ‘Primary Care Physician
Name’ box.
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Justification and Circumstances for Required Services :

edical necessity and expected outcomes.

The additional services are being requested for occupational therapy sessions. During these sessions, sensory integrative activities are wtilized to enhance the child's sensary
processing skills in order to increase sttention to task. These activities faciltate improvement of the child's fine motor skillz, vizual-motor zkillz, hand strength and hand dexterity.

Improvement in these skills wil promote independence for the child and allow the child to perform at his potential. The occupstional therapy sessions are needed twice a week in
arder for this child to develop into & functional, independent member of society.

Primary Care Physician Name: Doctor Doctor

Figure 181

Outcomes:

This required section captures evaluation information, treatment goals and expectations, and
treatment progress.

25. Enter information in each textbox. All are required.

hrtcomes

A. What would you like to see change as a result of early intervention 2
(iZoals and Expectations)

Improvement in fine martor skils, eyve-hand skils, upper body and hand strength and improvement in cognitive status. | is expected that this child will continue to improve in skill
development and decrease the gap between where they are performing and where their peers are performing.

B. What is happening now (Evaluation / Assessment infermation) ¥

(Describe what iz taking place at this time relative to the Goalz and Expectations)

At this time: child is receiving occupational therapy twice a week. They are assessed on an ongaing basis, but have formal evalustion once a year to determine their progress and
evaluate if therapy continues to be medically necessary.

. Progress Statement: How will we know we are making pregress with this child 2
(Wbt will be different relative to the Goals and Expectations 73

Progress is addressed through daily nates, ongoing clinical abservation as well a3 the vearly assessment. The child's progress in meeting trestment and developmental goals are
azzessed.

Figure 182

CIS Request Submission Requirements:

This final section of the request form documents the type of additional information, and dates of
such information, that are required for the Children’s Intervention Services program.

26. Respond to each question by clicking the Yes or No button. In general, if Yes is selected,

a date must be entered in the corresponding date box; and if No selected, an explanation
must be provided in the corresponding textbox.

27. If applicable to the request, enter the name of the patient’s service coordinator and title in
the boxes provided.
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Is this PA request a continuation from a previous PA? O ves ®no If Yes, Previous PAZ — Please select - v

I= there a current Individualzed Education Plan (IEP)?

)

Dves Ono If Yes, EP Date 05n72010

If No, please explain why

Is there & current Individualized Family Sevice Plan (IFSP) on file 7 Oves ®no Date Signed
:;v:v:;;::reﬂ Antestation form attached (chid doas not have an G vis O H Yes. date Altestation forrt was signed OSNIR010

Is thare a current Letter of Medical Necessity, Written Service Plan ~

of Fani of Chse? ®ves Ono if Yes, LMNAVSPPOC date 05M72010
Are current standardized testing resifls altached? ®ves Ono It Yes, standardized testing date 051772010
Are there current progress notes altached? Oves @no i Yes, most current progress note date:
~ ~ I e CXp wh e
it No, Is this a new patiert? ® ves Ono i NO, PS8 Sxpiin Wiy there ace o

progress notes

Is thare a vald parental consant on fie and the parert has not 7~

Yvas ) rate S
withdrawn consent 7 Yes UNo Date Signed 05042010

Name of Service Coordinator Thie Cocedinator

Figure 183

28. When all data is entered on the request form, click Review Request at the bottom of the
page to display the Attestation Statement.

29. If the Attestation Statement does not display when Review Request is selected; or a
message displays that ‘information is missing or incorrect’, scroll up the page to find what
is missing or incorrect. ‘Required’ displays next to a data box when information is missing.
Enter or correct the data, and then click Review Request again.

30. Click I Agree in response to the Attestation Statement.

31. Review the request. To change information entered, click Edit Request. Otherwise, click
Submit Request.

32. When the request is successfully submitted, the pending PA tracking number displays at
the top of the page. At this point, required documents may be attached utilizing Create an
Attachment.

Create an Attachment

If wou weant to sttach & documert to this Reguest, click on "Brovese. ", select & documert and then, click on "Attach File".

(K] e

Plesze Check the name of the documents included in the Attachment before you attach. (&l the files colored in red need to be attached for faster revies )

Codes Documents

ATTESTATION [ attestation Form

IFSP Chirse

Lhdtd [CLetter of Medical Hecessity

PROGRESSMOTE ] Current Progress llotes
STAMDARD TEST [Jstandardized testing

Figure 184
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33. To attach a file, first check the applicable document type checkboxes that relate to the file
to be attached.

Note: The preferred method is to attach one PDF file that includes all the required
documents in which case all the boxes would be checked.

34. Click Browse to find the file. Select and open the file. The file name displays in the
attachment panel.

35. Click Attach File. The file is added to the Attached Files table.
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2.3.16 Georgia Pediatric Program (GAPP)

Program Authorization Period
Georgia Pediatric Program DMAGA One year

Georgia Pediatric Program DMASO Up to six months
Description

Requests for level of care and service authorizations under the Georgia Pediatric Program are submitted
via the web portal utilizing the GAPP DMA-6A and GAPP DMA-80 request templates, respectively.
Submission of requests for GAPP services is restricted to providers with a 971 GAPP In-Home Private
Duty Nursing COS; or a 972 Medically Fragile Daycare COS. There must be a current, approved GAPP
DMA-6A in the system for same member before a DMA-80 may be entered.

2.3.16.1 GAPP DMA-6A

Web Submission Instructions:

1.

2.

3.

7.

Log into the UAT Portal.
On the Secure Home page, select Prior Authorization; then Submit/View.

Select Georgia Pediatric Program/Exceptional Children’s Services (Form DMA-6A)
to open the New Request for Prior Authorization page.

The requesting GAPP provider ID is system populated in the ‘Service Provider ID’ box
Enter the member’s Medicaid ID.
If the member’s physician is a Medicaid Provider, enter the physician’s Reference ID in

the ‘Physician Reference ID’ box. The reference ID always starts with REF. If the
physician is not a Medicaid provider, leave this box blank.

Independernt Care Waiver ProgramiTraumatic Brain Injury (CAPITEID (Form Mumber: DkiA-6)

To find a member or provider ID click the 28 next to the ID box

Member Medicaid IC: 333000000100
Service Provider |0 ; _ | _
Physician Reference D ;. [REFOO00000004 e,

Figure 185
Click Submit to open the request form.

Note: Only a few sections of the request form are required. The following instructions
indicate which are required and which are optional.
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8. At the top of the request form, the member and GAPP provider are system populated based
on the Member ID and Provider ID entered.

9. If the physician Reference number was entered, the physician information is also system
populated. If the physician Reference number was not entered, enter the name of the
physician in the Physician Information section. Only the name is required.

Contact Information: Required
The system pulls in the GAPP provider’s contact information.
10. Enter contact information that is required (name, phone, email and fax) but is missing.
Contact Information

* Contact Mame: |DBARRETT “ Contact Email: |DB@email.com

Contact Phone: 444-444-4444  Fut * Contact Fax: 566-566-6666

Figure 186
Request Information: Optional

This section captures information required for level of care authorization for members under 21
years of age including caretaker/parent information and authorization.

11. Indicate whether or not the member’s caretaker believes that the child would require
institutionalization if services were not provided by clicking the Yes or No button.

12. Indicate whether or not the child attends school by clicking the Yes or No button.

13. Enter the date that application to Medicaid was completed in the ‘Date of Medicaid
application’ box. Enter the date manually or use the calendar popup.

14. Enter the first and last name of the child’s primary caregiver in the ‘Name of Caregiver #1°
box, and secondary caregiver in the ‘Name of Caregiver #2’ box.

15. Indicate whether or not the child’s parent/legal guardian has signed an authorization to
release protected health information by clicking the Yes or No button; and enter the date
that the release was signed in the ‘Date of Parent of Legal Representative Signature

PA System — DCH End User Manual Page 113



Alliant/Georgia Medical Care Foundation

Request Information

In the caretaker's opinion, wwould the child require institutionalization it the child did not receive services?
Does child attend school?
[ate of MediCAID application :

Mame of Caregiver #1 Jennie Test Mame of Caregiver #2
Parent or Legal Representative has signed the follovving statement: | hereby authorize the physician, facility or other heatth care provider
niamedd herein to dizcloze protected healtth information and releaze the medical records of the applicantbensficiary to the Departnent of
Community Health and the Department of Human Resources, as may be requested by those agencies, for the purpose of Medicaid eligibility
determination. This authorization expires tweelve (121 months from the date signed or when revoked by me, whicheyer comes first.

[ate of Parent of Legal Representative Signsture

Figure 187

Diagnosis Table: Required

@Yes (:}No
O‘r‘es @ND

0252a20m0

Fran Friend

@‘r‘es OND

oan02omo

The Diagnosis table captures the diagnosis code, code description (system populated), diagnosis
date, diagnosis type (ICD9 or ICD10), and primary diagnosis indicator for each diagnosis code

entered. The Admission indicator is not required.

16. Enter the diagnosis code for the Member’s primary diagnosis as related to GAPP services
in the ‘Diag Code’ box; or search for and have system insert the diagnosis code. If the
diagnosis code includes a decimal point, enter the decimal point when entering the code.

17. Enter the date that this diagnosis was established in the ‘Date’ box, or if not known, the

date that the physician signed the DMA-6A.

18. Click the ‘Primary’ button to indicate that the diagnosis is the primary diagnosis. Note: If

only one diagnosis is entered, the system will select that diagnosis as primary.

19. Click the Add at the end of the diagnosis line to add the diagnosis code to the request.

* Diagnosis

Diag Code | Diagnosis Deseription |__Date | Primary|AdmissionfType| |

783.41 FAILURE TO THRIVE-CHILD 12/20/2010  Yes No ICD-0

12/29/2010 1

Figure 188

ADD

20. If necessary, repeat the same steps to enter other diagnosis codes. Remember to click Add

after each diagnosis is entered

PA System — DCH End User Manual Page 114



Alliant/Georgia Medical Care Foundation

Diagnosis on Admission to Hospital: Optional

Complete this section if the child is still in the hospital or was discharged within the last 30 days

Diagnosis on Admission to Hospital

Diag Code | Diagnosis Description Primary| |
0 om

Figure 189

21. Enter the primary diagnosis code for the child’s diagnosis on admission; select ‘Primary’
and then click Add.

Medications and Diagnostic/Treatment Procedures: Optional

The Medications table captures the member’s primary medication including: type, dosage, route
and frequency. The Diagnostic and Treatment Procedures table captures diagnostic/treatment
procedures ordered as part of the member’s plan of care.

22. To enter medication information, first select the medication type by selecting a type from
the ‘Name’ drop list.

23. Enter the dosage for the medication in the ‘Dosage’ box.

24. Enter the method of medication administration by selecting the method of administration
from the ‘Route’ drop list (Oral or Parental or Rectal or Topical).

25. Enter the frequency of medication administration by selecting a frequency from the
‘Frequency’ drop list (Regular or PRN: As necessary or Regular & PRN).

26. Click Add at the end of the medication line to add the medication information to the DMA-
BA.

27. Follow the same process to add other medication information.

Medications

mame ______fooswge ____JRoute _frrequeney | |
EDIT

Antibictics Smi Oral Reqular
DELETE
Steraids 10mg Oral Reqular
DELETE

DELETE
H | || v | v| &3
Figure 190

Anticanwulzive amg Rectal Reqular
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28. To add diagnostic or treatment procedures, first select the procedure type by selecting a
type from the ‘Type’ drop list. Select ‘Other’, if the diagnostic/treatment procedure is not
listed.

29. Next, enter the frequency of the diagnostic/treatment procedure in the ‘Frequency’ box.

30. Click Add to add the diagnostic/treatment procedure to the DMA-6A.

Diagnostic and Treatment Procedures

e Jrequeny |

Skin Care (Special) Draily
v 400
Figure 191

31. Repeat the process to add other diagnostic/treatment procedures.

Treatment Plan: Optional

This section captures information related to the Member’s plan of treatment including the level of
care and the amount and type of services to be provided.

32. Enter the information in the textbox provided.

Treatment Plan :

Provide the complete trestment plan including medications, level of care requested, ather services to be provided to the patient.

Dezcribe the plan of trestment.

Figure 192
Level of Care and Care Recommendations: Optional

This section captures the physician’s recommendation for level of care, type of placement, and
estimated length of time that care is needed.

33. If the patient is currently in the hospital or a hospitalization is planned, enter the admission
date in the ‘Anticipated Dates of Hospitalization ‘From Date’ box; and enter the anticipated
discharge date in the “To Date’ box.
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34. Enter the level of care recommended by the child’s physician by selecting a level from the
‘Level of Care Recommended’ drop list.

35. Enter the type of placement recommended by selecting the Continued Placement or Initial
Placement button.

36. Indicate the transferred from location by selecting one of the following: Another NF
(Nursing Facility), Hospital, Lives at home or Private Pay.

37. Indicate the length of time that care is needed by selecting the Permanent or Temporary
button.

38. If temporary selected, enter the estimated months of temporary care in the box provided.

Anticipated Dates of Hospitalization From Date To Date
Level of Care Recommended Hospital b4 Type of Recommendation {:“- Continued Placement {?‘ Intial Flacement
Patient Transferred From : ) ancther vF ) Hospital {#) Lives at home ) Private Fay
Length of Time Care MNeeded : {:} Permanert @ Temparary Estimated Months (if temporary) . |6
Figure 193

Physician Certification: Optional

This section captures physician certification in regards to communicable diseases, level of care,
and management of the Member’s condition via community care and/or home health services.

38. Indicate whether or not the member is free of communicable disease by selecting Yes or
No.

39. Indicate whether or not the member’s condition can be managed by Community Care by
selecting Yes or No.

40. Indicate whether or not the member’s condition can be managed by Home Health services
by selecting Yes or No.

41. Indicate whether or not the physician has certified the level of care by selecting Yes or No.

42. The physician’s name and phone number display in the name and phone number boxes if
the Physician’s reference number was entered to initiate the request.

43. If the Physician’s reference number was not entered, enter the physician’s name and phone
number in the boxes provided.

44. Enter the date that the DMA-6A was signed by the member’s physician in the ‘Date Signed
by Physician’ box.
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@ ves ) No
@ ves © No
@ ves © Mo
@ ves ) No

Physician Name :

Is the patient free of communicable diseases?

Can thiz patient’s condition be managed by :

- Community Care ?

- Home Health Services 7

Has the physician certified that this patient reguires the level of care provided by a Nursing Facility, IC/MR Facility, or Hospital ?

Doctor Doctor

Date Signed by Physician :  05M10/2010

Figure 194

Evaluation of Nursing Care Needed: Optional

Physician Phone :

ddd-zadadaa

The next section documents the results of the evaluation to determine the nursing care/other
services that are needed.

45. Under each main category, click the checkbox for each item that applies to the child’s care.
If ‘Other’ is checked, provide an explanation in the textbox.

Evaluation of Hursing Care Heeded : {theck aff that apply)

PLtrition :
D Fecular
[ pisbetic Shots
D Formula - Special
D Tuke Feeding
CIMics-Tube § 3-Tube
Slove Feeder
D FTT ar Premature
D Hyperal
S

[(ttedications/aT
MWeds

Meuralogical Status

|:| Deaf
Ceiing
|:| Seizures

Meuralagical
Deficits

|:| Paralysizs

D Marmal

Bovwel :

L Aoe Dependent Incontinence
Incortinert - Age = 3 Years
D Colostomy

O continent

other

Uragenital :

|:| Dialysis in home

D Ostomy

Incontinent - Age = 3 years
[ cathetarization

[Jcortinert

Cardiopulimonary Status Makility
D fonitaring D Prosthesis
CPAPBI-PAP F Splintz

[(Junable to Ambulsts = 158
Moniths Ol

[ cP Monitar

D Pulze O
[Jiwhesl Chair

[vital Signs = 2 / days
Tarmal

D Therapy

Cygen

[JHome vert

D Trach

[ retuizer Tx

D Suctioning
[Cehest - Prysical Tx
CRoom Air

SUPGErY Therapy fyisits

ClLevel 1 (5 ar = Day Care Services

Surgeries)
|:| Level I (= 3 Surgeries)

Maone Marith)

Mone

Figure 195

|:| High Tech (== 4 Times MYeek)

Behavioral Status

[ agitated

L Cooperative

[ stert

Developmental Delay
[ tental Retardation
[ suicical

[Hastie

[ Behavioral Problems

Please describelif checked)

D Lowy Tech - (== 3 Times Meek or MD Yisits = 4 Times [

Integuiment System :

e care

[ sterile
Dressings

O oecuiti
[ Bedridden
Eczema-Zevere

D Marmal

Cther Therapy
isits

|:| ==3Days |
Wigek

=3 Days |
Wigek
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Remarks: Optional

Additional information or explanations regarding the nursing care, medications, diagnostic and
treatment procedures or services needed may be entered in the ‘Remarks’ text box.

Signature: Optional

46.

47.

48.

49,

50.

51.

Enter the first name and last name of the physician or nurse who signed the DMA-6A in
the box provided.

Enter the date signed in the ‘Date Signed’ box.

Mame of MD / RN Signing Form : |Jean RN Date Signed : 051042010

Figure 196

When all data is entered on the request form, click Review Request at the bottom of the
page to display the Attestation Statement.

If the Attestation Statement does not display when Review Request is selected; or a
message displays that ‘information is missing or incorrect’, scroll up the page to find what
is missing or incorrect. ‘Required’ displays next to a data box when information is missing.
Enter or correct the data, and then click Review Request again.

Click I Agree in response to the Attestation Statement.
Review the request. To change information entered, click Edit Request. Otherwise, click

Submit Request. The pending DMAGBA tracking number displays at the top of the page
after the request is submitted.

2.3.16.2 GAPP DMA-80

Web Submission Instructions:

1.

2.

Log into the UAT Portal.
On the Secure Home page, select Prior Authorization; then Submit/View.

Select Georgia Pediatric Program/Exceptional Children’s Services (Form DMA-80)
to open the New Request for Prior Authorization page.

The requesting GAPP provider ID is system populated in the ‘Service Provider ID’ box
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5. Enter the member’s Medicaid ID.

Georgia Pedistric ProgramiExceptional Children's Service (Form Mumber: DiA-200

ITo find a member or provider ID click the L next to the ID box

Member Medicaid ID: 333000000200 .|

Service Provider D _

Figure 197

6. Click Submit to open the DMA-6A Confirmation page.

7. Enter the member’s approved DMA-6A authorization number in the ‘DMA-6 Prior
Authorization Confirmation Number’ box.

DMA-6 Prior Authorization Confirmation Number : (114112000009 | [ETLIN

Figure 198
8. Click Submit to open the request form. If the DMA-6A number passes system

confirmation, the DMA-80 request template opens. If the DMA-6A number does not pass
confirmation, a message displays explaining why the DMA-6A is not valid.

Member/Provider Information:

At the top of the request form, the member information and GAPP provider information is system
populated based on the Member ID and service Provider ID entered.

Contact Information:
The system pulls in the GAPP provider’s contact information.
9. Enter contact information that is required (name, phone, email and fax) but is missing.

Contact Information

“ Contact Mame: |DBARRETT “ Contact Email:  |DB@email.com

Contact Phone: 444 444 4444 Fu * Contact Fax: 666-666-6666

Figure 199
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Request Information:

This section captures the location where GAPP services are to be provided, and displays the system
assigned GAPP Patient ID.

10. Enter the location of service by selecting Home or Other (daycare).
11. The member’s unique patient ID displays in the ‘GAPP Member ID’ field. This ID is not

the same as the Medicaid ID, but is a unique 1D assigned by the system when the member
is added to the PA system as a GAPP participant.

Request Information

*

Place of Service : (@ 12 - Home () 89 - Other GAPP Member ID : 149507

Figure 200
Diagnosis Table:
The Diagnosis table captures the diagnosis code, code description (system populated), diagnosis
date, diagnosis type (ICD9 or ICD10), and primary diagnosis indicator for each diagnosis code
entered.
12. Enter the diagnosis code for the Member’s primary diagnosis as related to GAPP services
in the ‘Diag Code’ box; or search for and have system insert the diagnosis. If the diagnosis
code includes a decimal point, enter the decimal point when entering the code.

13. Enter the date that this diagnosis was established in the ‘Date’ box, or if not known, the
date that the physician signed the DMA-6A.

14. Click the ‘Primary’ button to indicate that the diagnosis is the primary diagnosis. Note: If
only one diagnosis is entered, the system will select that diagnosis as primary.

15. Click the Add at the end of the diagnosis line to add the diagnosis code to the request.

* Diagnosis

Diag Code | Diagnosis Description |__Date | Primary|Admission|Type| |

783.41 FAILURE TO THRIVE-CHILD 12/20/2010  Yes No ICD-9
12/29/2010 ] ADD!
Figure 201

16. Follow the same process just described to add another diagnosis code.
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Procedures Table:

The Procedures table captures the specific services requested including: service code, service
description (system populated), requested start date, requested end date, units per day, week and
month, and modifier. Each procedure line is entered for one month or part of a month.

17. Enter the code for the service requested in the ‘Service Code’ box.

18. Enter the date when the service is to start in the ‘From Date’ box; and enter the date when
the service is to end in the ‘To Date’ box. The start and end dates should be within the
same month.

19. Enter the units of service to be provided each week in the ‘Requested Units/Week’ box.

20. Enter the units of service to be provided each day in the ‘Requested Units/Day’ box.

21. Enter the number of units of service to be provided each month in the ‘Requested
Units/Month’ box.

22. Enter a modifier in the ‘Mod 1’ box if applicable to the service requested.

23. Click the Add at the end of the procedure line to add the service information to the request.
Follow the same process just described to add other services

Procedures

Requested | Requested | Requested
Em EoiaiieEl ur“t‘m.y b ES My mmmm-

29124 NURSING CARE, IN THE HOME; B OSOM/2010 0S/31/2010 JECiT|
S9124  NURSING CARE, IN THE HOME; B O6OM/2010 OB/A02010 40 & 200
S9124  MURSING CARE, IN THE HOME; B OFM2010 07312010 40 & 200

Figure 202
Program Information:
This section captures the date of admission to GAPP and the type of admission.
24. Initial Admissions: Enter the date that the child was admitted to GAPP in the ‘Program

Admit Date’ box. Enter the date manually or use the calendar popup. Select the Initial
Admission button for ‘Admission Type’.

Program Information :

* Program &dmit Date : [0S 062010 | Program Discharge Date Date Last Cerified
© Admission Type : (%) Initial Admiszion O Renewal
Figure 203
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25. Renewals: Enter the date that the child was admitted to GAPP in the ‘Program Admit
Date’ box. Select the Renewal button for ‘Admission Type’. Then enter the date that the
member was last certified in the ‘Date Last Certified’ box. The last certified date is equal

to the first day of the previous certification period.

Program Information :

“ Program Admit Date | 05 052003 | Program Discharge Date Date Last Certified © | 0501052009
* Admission Type : O intial Admission &) Renewal
Figure 204

Initial or Renewal Comments:

26. An optional textbox is available to enter information related to the admission type.

Description and Justification for Services Requested:

This section captures a description of the services requested and the medical justification for the
Services.

27. Describe the services and frequency of services that have been ordered in the ‘description
of Services’ box.

28. Describe why the ordered services are medically necessary in the ‘Justification and
Circumstances’ box.

Description of Services Requested :

Describe services ordered for this patient.

Services requested

Justification and Cireumstances for Requested Services @

Frovide justification for the above ordered services,

Justification

Figure 205
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Required Documents and Assessment Date:

This section includes a series of questions related to the letters/documents that are required as part
of admission to GAPP and/or the provision of GAPP services.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

Indicate whether or not there is a signed letter of Medical Necessity by clicking Yes or No.
If yes, enter the date signed in the ‘Date Signed’ box.

Indicate whether or not there is a signed Letter of Understanding by clicking Yes or No. If
yes, enter the date signed in the ‘Date Signed’ box.

Indicate whether or not there is a signed letter of Notification on file by clicking Yes or No.

Indicate whether or not there is a completed Private Duty Summation Sheet by clicking
Yes or No.

Indicate whether or not there is a signed Caregiver Competency Checklist for the primary
caregiver by clicking Yes or No.

Indicate whether or not there is a signed Caregiver Competency Checklist for the secondary
caregiver by clicking Yes or No.

Indicate whether or not there is a signed Freedom of Choice form in the member file by
clicking Yes or No. If yes, enter the date signed in the ‘Date Signed’ box.

Indicate whether or not there is a signed parent/provider attestation regarding the IEP/IFSP
for GAPP by clicking Yes or No. If yes, enter the date signed in the ‘Date Signed’ box.

Indicate whether or not the child is in foster care by clicking Yes or No.

Indicate if the Director of the count DFCS has signed all required paperwork by clicking
Yes or No. If yes, enter the date signed in the ‘Date Signed’ box.

Enter the date that the child was evaluated for services in the ¢Assessment Date’ box.
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*

*

*

*

*

*

*

*

Is there a signed Letter of Medical Necessity at the agency ?

Is there a signed Letter of Understanding on file ?

Is the Letter of Notification signed on file ?

Is the Private Duty Summation Sheet completed ?

Is there a signed Caregiver Competency Checklist for the primary caregiver ?

Is there a signed Caregiver Competency Checklist for the secondary caregiver ?

Is there a signed Freedom of Choice form in the member file ?

Is there a signed Parent/Provider attestation regarding the IEP/IESP for the Georgia Pediatric Program ?
Is the child in foster care ?

Has the Director of the county DFCS signed all required paperwork ?

Assessment Date © |10/01/2014
Figure 206

Medications Table: Optional

@ ves O no

Yes 0 Mo
@ ves Ono
@ ves O no
9 Yes Mo
@ves Do
0 Yes Mo
@ ves O o
© ves @no
-:-Yes 0 MNo

Date Signed : 10/27/2014

Date Signed -

Date Signed : 10/06/2014

Date Signed : 09/28/2014

Date Signed :

The Medications table captures the member’s primary medication including: type, dosage, route
and frequency.

40. To enter medication information, first select the medication type by selecting a type from

the ‘Name’ drop list.

41. Enter the dosage for the medication in the ‘Dosage’ box.

42. Enter the method of medication administration by selecting the method of administration
from the ‘Route’ drop list (Oral or Parental or Rectal or Topical).

43. Enter the frequency of medication administration by selecting a frequency from the
‘Frequency’ drop list (Regular or PRN: As necessary or Regular & PRN).

44. Click Add at the end of the medication line to add the medication information.

45. Follow the same process to add other medication information.
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Medications

Artibiotics Sml

Steroids 10mg

Anticonvulsive armg
W

Caregivers:

This section captures information regarding the competency and work schedules of the child’s

caregivers.

Oral

Oral

Rectal

Figure 207

Regular

Regular

Regular

46. Click Yes or No to indicate whether or not the primary caregiver is competent.

47. Click Yes or No to indicate whether or not the secondary caregiver is competent.

48. Click Yes or No to indicate whether or not the primary caregiver works

49. If the primary caregiver is employed, enter the total hours worked per week in the
‘Hours’ box; and enter the hours worked on weekends in the ‘Hours of work on weekends’

box. If the primary caregiver does not work on the weekend, enter zero (0).

50. Click Yes or No to indicate whether or not the secondary caregiver works.

51. If the secondary caregiver is employed, enter the total hours worked per week in the
‘Hours’ box; and enter the hours worked on weekends in the ‘Hours of work on weekends’

box. If the Secondary Caregiver does not work on the weekend, enter zero (0).

CareGivers

Is the Primary Caregiver competent 7 @ ves Ono
Does Primary Caregiver work 7 O Yes @ M
Does Secondary Caregiver work 7 @ Yes O M

|z the Secondary Caregiver competent ?

Primary Caregiver's wwork schedule

Secondary Caregiver's wwork scheduls ;

Figure 208

@ Yes O [itla]

Hrs

8 |Hrs

Hours of weark on weekends

Hours of weark on weekends

PA System — DCH End User Manual

Page 126

Hrs

0 |Hr=



Alliant/Georgia Medical Care Foundation

Skilled Nursing Needs:

This section records the type and amount of skilled nursing care that the child needs.

52.

53.

54.

55.

56.

S7.

Location: Click ‘In-Home’ or ‘Day-Care’ to indicate where skilled care hours are
provided.

Skilled Care Hours: In the ‘Current In-Home/Day-Care Hours’ box, enter the number of
hours of skilled nursing care that the child is currently receiving per week.

In the ‘Requested In-Home/Day-Care Hours’ box, enter the number of hours per week of
skilled nursing care that is requested.

Nursing Assistant (NA) Hours: Check the ‘Nursing Assistant’ box if the member is
receiving nurse assistant services or if nurse assistant services are requested.

Indicate, if applicable, the current NA hours in the ‘Current Nurse Assistant Hours’ box;
and the requested NA hours in the ‘Requested Nurse Assistant Hours’ box.

Transfer: Select “Yes’ if this request is for a transfer to a different service. If yes is
selected, indicate if the transfer is to ‘In-Home’ or ‘Day-Care’ by clicking the applicable
button. Also, indicate if the service transfer is within the same agency by clicking ‘Yes’.

Skilled Hursing Heeds

" Location : ®|n_HDme ODay-Care Current In-HomeiDay-Care Hours &  |Hrs Feguested In-Home/Day-Care Hours : 5 |Hrs

D Mursing Assistant Current Murse Assistant Hours @ 5 |Hrs RFeguested Murse Sssistant Hours : 5 |Hrs

* Transfer ?  (Oves (0po I Wes, Transter Type: (O To In-Home (POM) ) To DayCare (MFDC) 1= it within the same agency? (O ves (8o

Figure 209
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Respiratory Care:

This section records information regarding the child’s respiratory care. SKip this section if none
of the questions apply to the child.

58.

59.

60.

61.

62.

63.

64.

65.

66.

67.

68.

Indicate whether or not the child is receiving oxygen by clicking Yes or No to the question:
‘Is Recipient on O2’.

If receiving oxygen, indicate the percentage of oxygen prescribed in the ‘%’ box, and the
hours prescribed per day in the ‘Hours’ box.

Indicate whether or not the child requires pulse oximetry by clicking Yes or No to the
question: ‘Pulse Oximetry’.

Indicate whether or not the child requires chest percussion treatment by clicking Yes or No
to ‘CPT".

Indicate whether or not the child receives tracheostomy care by clicking Yes or No to ‘Trach
Care’.

If the child has a tracheostomy, indicate how often during the day the tracheostomy tube is
suctioned in the ‘Suctioning/Frequency’ box.

Indicate whether or not the child is on ventilator treatment by clicking Yes or No.

Select the ‘During the Day’ checkbox if vent treatment is during the day, and enter the
number of hours per day in the ‘Hours’ box.

If the child is on ventilator treatment during the night, select ‘During the Night’, and enter
the number of hours per night in the ‘Hours’ box.

Indicate whether or not the child is receiving C-PAP or BI-PAP treatment by clicking Yes
or No.

If Yes for C-PAP or BI-PAP, select ‘During the Day’ or ‘During the Night’ to indicate if
treatment is during the day or night and enter the hours of treatment in the ‘Hours’ boxes
provided. If treatment is provided during the day and night, select both boxes.

Respiratory Care

Iz Recipient on O, ¥ Oives @ o 1 "Ves", o Hours per Day : Hrs
Pulze Crdmetry : Oives Bino CPT: ives Ono Trach Care ®ves Ono Suctioning f Frequency : gid
“entilstor : Oves ®no [ Duringthe Day Hrs [ ouring the Might Hrs
C-PAP or BI-PAP ®ves Mo During the Day S | Hrs During the Might 5 |Hrs
Figure 210
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Nutritional Therapy:
This section captures information regarding the child’s nutritional therapy requirements.

69. In the ‘Nutrition’ box, enter the name of the nutritional supplement/formula or enter 'None',
if child is not receiving nutritional therapy.

70. Indicate how the nutritional supplement/formula is administered by clicking one of the
following: Oral, G-Tube, J-Tube, or NA (if member is not receiving nutritional therapy).

71. In the ‘Frequency’ box, enter the number of feedings per day.

72. In the ‘Precautions’ text box, enter any special precautions/circumstances regarding the
nutritional therapy for the child. When there are no special precautions, enter ‘None".

Hutritional Therapy

Y Mutritionrs) ;| supplements " Route: ®oral O eTuke O uTuke  Freguency : [Sxiday

* Precautions :

Mo special precautions

Figure 211
School Services:
This section documents the hours in school and the level of care that the child needs in school.
73. Click Yes or No to indicate whether or not the child is in school.
74. If the child is in school — enter the number of hours per day in school in the ‘“Number of
hours per day in school’ box; and enter the number of days per week in school in the

‘Number of days per week in school’ box.

75. Click Yes or No to indicate whether or not the child’s Individualized Family Service Plan
(IFSP) is current. If it is not current or the child does not have an IFSP, select ‘No".

76. Click Yes or No to indicate whether or not the child’s Individual Educational Plan (IEP) is
current. If it is not current or the child does not have an IEP, select ‘No".

77. Indicate the level of care in school by clicking Skilled Nursing, or Unskilled Nursing (Aide),
or NA (child is not in school).
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78. Enter the number of hours per day that skilled or unskilled nursing is needed in school in
the ‘Hours’ box.

School Services

I= child in school 7 O Yes @ W) Mumbeer of hours per day in school ; Hrs Mumber of days per week in school ; Hrs
IFSF Current 7 Eives Ona IEF Current 7 Cives Mo
Level of Carein School (O Skilled Mursing () Unskilled Mursing (&ide) @ hye Mumber of hours per day Hrz

Figure 212

Home Health Agency Nursing Assessment:

This section captures information regarding the child’s skilled nursing care needs; justification for
the nursing care hours requested; and recommendations for treatment. When documents are
attached to the request that provide the skilled nursing care needs and the justification for skilled
care, it is permissible to enter “See documents attached” in the applicable boxes.

79. Provide a description of the child’s skilled nursing care needs in the ‘Skilled Nursing Care
needs’ box.

80. Explain why the requested skilled care hours are medically necessary in the ‘Justification’
box.

81. Enter recommendations regarding the child’s service needs and plan of care in the
‘Recommendations’ box.

Home Health Agency Hursing Assessment

Skilled Mursing Care needs :

Zkilled care needs

Justification for requested skilled-nursing care haurs

Justification for skiled care hours

Recommendstions :

Erter recommendations for care

Figure 213
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82. When all data is entered on the request form, click Review Request at the bottom of the
page to display the Attestation Statement.

83. If the Attestation Statement does not display when Review Request is selected; or a
message displays that ‘information is missing or incorrect’, scroll up the page to find what
IS missing or incorrect. ‘Required’ displays next to a data box when information is missing.
Enter or correct the data, and then click Review Request again.

84. Click I Agree in response to the Attestation Statement.

85. Review the request. To change information entered, click Edit Request. Otherwise, click
Submit Request.

86. Once the PA is submitted successfully, the pending PA tracking number displays at the top
of the page. At this point, required documents may be attached to the PA utilizing Create
an Attachment.

Create an Attachment
If you want to attach a document to thiz Request, click on "Browse...”, 2elect a document and then, click on “Attach File™

Browse. ..

Plzaze Check the name of the documents included in the Attachment before you attach. (Allthe files colored in red need to be attached for faster review. )
Type of Review  Documents

D Letter of Medical Necessity |:| GAPP Azseszment Form (Appendix K) |:| Insurance Information
INITLAL [ care Plan CliFsp oriep [ signed Lon
D Medical Plan of Treatment (MO-POT)

Figure 214
87. To attach a file, first check the applicable document type checkboxes that relate to the file
to be attached.

Note: The preferred method is to attach one PDF file that includes all the required
documents in which case all the boxes would be checked.

88. Click Browse to find the file. Select and open the file. The file name displays in the
attachment panel.

89. Click Attach File. The file is attached to the PA and added to the Attached Files table.

PA System — DCH End User Manual Page 131



Alliant/Georgia Medical Care Foundation

2.3.17 TEFRA /Katie Beckett DMA6A

Program Authorization Period
TEFRA/Katie Beckett (DMABA) Usually one year but may be authorized for up to
3 years.

Description
Katie Beckett waiver packets and DMABAS are enter via the web portal by the RSM Medicaid Unit. The
submission process consists of two components:

e Participant/packet entry

e DMAGA request entry

2.3.17.1 Participant/Packet Entry
Web Submission Instructions:
1. Log into the UAT Portal.

2. On the portal Secure Home page, select Prior Authorization from the links at the top of
the page.

1e | Contact Information | Member Information | Provider Information | Provider Enrollment | Murse Aide/Medication Aide | EDI

ount WMSGEGEER | Training | Claims | Eligibility | Presumptive Activations | Health Check | F'ricurAuthnrizl\%inn | GBHC Refe

Secure Home

Jome

I I it Vi

AT

Provider Workspace

Demographic Maintenance  Provider Rates  Bed Registry  Procedu Search

Figure 215

3. Then, select Provider Workspace from the drop list to open the workspace page.

4. Go to the Katie Beckett Packet and DMAGBA Submission section, and click Katie
Beckett Participant Search.

Note: Before entering any packet information, search for the participant first to avoid
duplicate entries.

Katie Beckett Packet and DMAGA Submission

Katie Beckelt Participant Search «

Modify Member Medicaid for an existing Katie Beckett

Usze this link to add a Member Medicaid ID to a Katie Beckett request when the request was initially entered for a patient without a Medicaid ID

Figure 216
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5. A search for participants/packets may be conducted using one or more of the following
criteria:

e Chart Number: This is the number assigned by the system when a participant is
added. If a participant is already in the system, the chart number displays in the
search results and also displays on the page displaying the participant information.

e Social Security Number (SSN): The participant’s SSN.

e Member ID: The participant’s Medicaid Member ID.

e [Last Name: Participant’s last name

e Date of Birth: Participant’s date of birth.

6. First, attempt a search by using the SSN only. Enter the 9 digit SSN in the box provided.
Then, click Search.

Add New KB Participant Back to KB Search Results

Search for a Katie-Beckett Participant

Chart Number: I:l Social Security Number :

HNo Katie-Beckett Participant(s) found for entered search criteria. Pleaze try again.

Figure 217

7. If no existing participant matching the SSN is found, a message in red displays indicating
no participant found, as shown in the figure above. Click Clear Search.

8. Next, try searching for the participant by ‘Last Name’ and ‘Date of Birth’. Enter the
participant’s last name; and enter the date of birth.

9. Click Search. If the message in red indicating no participant found remains, then proceed
to enter a new participant/packet.

Note: If a SSN search does not return the participant but a search by name and DOB does, be sure
that the SSN, Name, and DOB entered, were entered correctly. If all information was entered
correctly but discrepancies still exist, do not enter a new participant but notify Alliant/GMCEF using
‘Contact Us’ from the Provider Workspace.
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Add a New Participant/Packet:

1. On the search page, click Add New KB Participant.

Add New KB Participant Back to KB Search Results

Search for a Katie-Beckett Participant

Chart Number: I:l Social Security Number :
MemberD: [ | LastName: Participant Date of Birth:  |11/21/2004

Clear Search

Ho Katie-Beckett Participant(z) found for entered search criteria. Please try again. |

Figure 218

2. The Katie Beckett Participant Entry page opens. This page is used to capture and track
participant information and packet information.

Add Hew KB Participant Back to KB Search Results

Katie-Backett Participant Entry

Katie-Backett Participant Information

Chart Mumber : * Social Security Number : I:l Member ID :

New Packet Information :

Date Received : |:| Type of Recommendation : | O Initial O Continued F‘Iacement| Complete Packet Date : |:|

Comments

[suomi |
Click this Button to enter the Katie Beckett DMAGA

Figure 219

3. Enter the participant’s Social Security Number in the box provided.

4. Enter the participant’s first name in the ‘First Name’ box, and then the last name in the
‘Last Name’ box. Suggestion: Enter the first name and last name in all CAPS.
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5. Enter the participant’s birth date in the ‘Date of birth’ box.

6. In the New Packet Information section, enter the date that the packet information was

received.

7. Select the ‘Type of Recommendation’ by clicking the Initial button, since this is a packet

for a new participant.

8. The ‘Complete Packet Date’ is read only. The complete packet date is added by the

Alliant/GMCEF reviewer once all information has been received.

9. Additional information regarding the participant or packet may be entered in the

‘Comments’ box but this is optional.

Add New KB Participant Back to KB Search Results

Katie-Backett Participant Entry

Katie-Backett Participant Information

Chart Mumber : * Social Security Mumber ; |2434344445 Member ID :
* First Name - * Last Name : Participant * Date of birth : | 11/21/2004

New Packet Information :

Date Received : 01/07/2013 Type of Recommendation : | @ Initial (:) Continued Placement

Comments

Complete Packet Date :

Thiz box iz optional but may be used to provide additienal information regarding the participant and/er packet.

| Submit |
Click this Button to enter the Katie Beckett DMAGA

Figure 220

10. Click Submit to save the participant/packet information.

11. Once the packet information is submitted successfully, the Previous Comments table
opens below the ‘Comments ‘box. This table displays all the packet information entered
in the system for the participant. Once the DMAGA is submitted, the system inserts the
DMAGA tracking/authorization number in this table under ‘PA Number’ to associate each
packet with the corresponding DMAGA.
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Comments

Thiz box iz cptional but may be uzed te provide additional information regarding the participant and/or packet.

| submit | Cioar |

Previous Comments

Type Complete Pkt PA
Date Re{:ervea c amments Numher

172012 12:00:00 Thiz box iz optional but may be used to provide additienal infermatien regarding the participant EEIT

fre Initial and/or packet.

Click this Button to enter the Katie Beckett DMAGA

Figure 221

Add Packet for an Existing Participant

The process used to add a packet for a participant that already exists in the PA system is generally
the same as adding a new participant packet. The main difference is that the participant
information does not need to be added since the participant already exists in the system — only the
packet information needs to be added.

1. First, it is necessary to search for the existing participant (follow the search instructions
previously described). If the search is successful, the existing chart number and participant
information will display in search results as shown in the next figure.

Search for a Katie-Beckett Participant

Chart Number: | | social Security Number : | 818-18-1818

Member D: | | LastName: | Date of Birth:

Fictitious member info

Chart Humber | Member ID Member Last Name | Member Firzst Name | Social Security number

74048 333000000700 WILLIAMS JAMES 818181818 232004 12:00:00 AM

Figure 222

2. Click the Chart Number that is underlined and in blue font.

3. The KB Participant Entry page opens. This page displays participant information (top of
the page); and existing packets and DMAGA PAs previously submitted in the Previous
Comments table. PA numbers listed in the Previous Comments are links to the PA. To
check the decision and status of a previous PA, click the PA ID link.
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Add Hew KB Participant Back to KB Search Results

Katie-Backett Participant Entry

Katie-Backett Participant Information

Chart Number : 7740428 * Social Security Number : (318181818 Member 1D : 333000000700
* First Name : [JAMES * Last Name : WILLLAMS * Date of birth : | 02/03/2004

New Packet Information :

Date Received : l:l Type of Recommendation : | O Initial O Continued p|ﬂ.3._=,ment| Complete Packet Date : l:l
Commentz
| submit |

Previous Comments

Date Received Type Recommendation | Complete Pkt Date PA Number -

282011 12:00:00 AN Initial 111032800002
Click this Button to enter the Katie Beckett DMAGA
Figure 223

4. To add the continued placement packet information, enter the date that the packet was

received in the ‘Date Received’ box.

5. Select Continued Placement as the ‘Type of Recommendation’, since the packet is for an

existing participant who is continuing in the in the KB program.

6. Enter comments, if desired, and then click Submit. The packet information is added to the

‘Previous Comments’ table.

Previous Comments

Date Received Type Recommendation | Complete Pkt Date PA Humber -

J282011 12:00:00 AN Initial

111032800002

3/26/2012 12:00:00 AM Continued Placement
Figure 224
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2.3.17.2 Enter the DMA-6A

The DMAGA is entered after packet information has been added for a new participant; or after
packet information has been added for an existing participant. The packet information must be

added before the DMAGA can be entered to ensure that each packet is associated with a different
DMAGA.

1. After submitting the packet information, select - Click this Button to enter the Katie
Beckett DMAGA — below the ‘Previous Comments’ table.

Previous Comments

Date Received Type Recommendation | Complete Pkt Date PA Number -

2802011 12:00:00 AN Initial 111032800002
H26/2012 12:00:00 AW Continusd Placement

Click this Button to enter the Katie Beckett DMAGA
Figure 225

2. On the next screen, click TEFRA/Katie Beckett (Form DMA-6A).

New Request for Prior Authorization

Exceptional Transportation Services (Form Mumber: DMA-80)

TEFRA / Katie Beckett (Form DIMA-GA) «

Figure 226

3. The New Request for Prior Authorization page opens, which displays the RSM Unit
requesting provider 1D (provider who logged into the portal).

New Request for Prior Authorization

TEFRA I Katie Beckett (Form DMA-BA)

To find a member or provider ID click the ™ next to the ID box

Member Medicaid D 133000000700 Q]
Social Security Number © | __ - - These are fictitious
. S member/provider 1Ds.
Katie-Beckett Provider ID: | 000011111A A\
Figure 227

Note: The provider ID may be changed to any DFCS office provider ID with a 380 COS
when it is necessary to associate the DMAGA with a specific DFCS office.
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4. The authorization request page also displays the participant’s SSN, or the participant’s
Medicaid ID if the participant is a Medicaid member. No other member data needs to
be entered on this page.

5. Click Submit.

6. The next page lists the participant’s available packets. ‘Available packets’ means that a
DMAGA has not yet been entered for the packet. Select the applicable packet based on the
date received and type of recommendation by clicking Select at the end of the packet line
(shown in the figure below).

New Request for Prior Authorization

TEFRA [ Katie Beckett (Form DMA-BA)

To find a member or provider ID click the 2, next to the ID box

Member Medicaid ID:

333000000700 4|

Social Security Number :

Katie-Beckett Provider ID; | 0o00111114 'D\|

select the Katie-Beckett packet for which you want to create a PA. If you don't see the packet you want, you
a packet.

Available Katie-Beckett Packets

Date Received Type Recommendation

HN2ER20MZ212:00:00 AM  Continued Placemsnt Select

Figure 228

7. Once the packet is selected, the Katie Beckett DMAGA online form opens. At the top of
the form the participant and provider information displays.

Note: Only the following information is required:

Participant Address (if not system populated based on the Member’s Medicaid ID).
Contact Information (if not system populated)

Diagnosis
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8. The next section captures the member’s address. This information is important so that a
decision notification can be sent to the member.

e Participants with Member Medicaid IDs: The system inserts the MMIS member
address information for participants with Member Medicaid IDs. This information is
read only and cannot be edited.

e Participants who do not yet have a Member Medicaid ID: The address information
must be entered by the person entering the DMAGA. In the figure below, the member
ID that displays is an example of the temporary member ID assigned by the PA system
since this member is not in MMIS. These ‘temporary’ IDs end in GMC. When the
member has one of these IDs, the participant address must be entered.

Member Information
Member ID .  03388GNC First Name : Mary M Last Mame : |Smith Suffix

Date of Birth :  07/14/2009 Seccial Security Number : ~ 111-11-1111 Gender : Female -

Participant Address

Address Line 1: Reguired Address Line 2 :
City : Required State: G& - Zip: Required
Figure 229

9. Enter the participant’s street or PO Box address on ‘Address Line 1°. ‘Address Line 2’
may be used if more space is needed for the address (such as an apartment #); or there is a
second line to the address.

10. Enter the ‘City’ in the box provided.

11. The ‘State’ defaults to Georgia.

12. Enter the five (5) digit zip code in the ‘Zip’ box.

13. The next required section captures contact information. All data is required in this

section. Most of the information (except Contact Name) is auto-populated by the system
based on the Provider ID associated with the request.

Contact Information

* Contact Name: Wary Smith Cantact Email: RSM@email.org
Contact Phone: 404-995-83785 | Ext. ® Contact Fax: [404-388-T654
Figure 230
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14. Review the contact information carefully. If information is missing or incorrect, edit as
necessary. It is especially important that the ‘Contact Email’ is correct since a
notification email is sent to the email address entered in this section when a decision
is rendered for the DMAGA.

15. The last required section captures the participant’s diagnosis. At least one Diagnosis code
is required. In the ‘Diag Code’ box, enter the diagnosis code for the participant’s primary
diagnosis related to the Katie Beckett request. If the diagnosis code includes a decimal,
enter with the decimal.

16. Enter the date that the diagnosis was determined in the ‘Date’ box. If not known, enter the
date that the physician signed the DMAGA.

17. Click the ‘Primary’ checkbox to indicate that the diagnosis is the primary diagnosis.

18. Click ADD to add the diagnosis code to the request. When add is clicked, another blank
diagnosis line is added; and EDIT and DELETE links appear. At this point, the code may
be edited/deleted if entered incorrectly. However, once the DMAGA is submitted, the
diagnosis code cannot be removed or edited.

* Diagnosis

Diag Code | Diagnosis Description | Date | Primary|Admission[Type] |

3439 CEREBRAL PALSY NOS 00/15/2014  Yes No ICD-9
09/15/2014 | ADD
Figure 231

19. Other diagnosis codes may be entered, following the same procedure just described.

20. After the contact information and diagnosis information is complete, go to the bottom of
the form and click Review Request.

21. The next page displays an Attestation Statement (bottom of page).

To the best of my knowledge, the information | am submitting in this transaction is true, accurate, complete and is in compliance with applicable Department of
Community Health polices and procedures. | am submitting this information to the Georgia Department of Community Health, Division of Medical Assistance
for the purpose of obtaining a prior authorization number

I understand that any material falsification, omission or misrepresentation of any information in this transaction will result in denial of payment and may subject
the provider to criminal, civil or other administration penalties

To accept this information and proceed with your transaction, please click ' agree

1 Agree

Figure 232
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22. In order to proceed, | Agree must be clicked to confirm agreement with the statement.

23. When | Agree is clicked, the link to submit the request displays at the bottom of the page.
Click Submit Request.

24. The next page displays the pending authorization tracking number (top of the page). If the
DMAGA is approved, this number is the DMAGA authorization number.

25. At this point in the submission process, required documents may be attached to the request
form. Go to Create an Attachment near the middle of the page.

Create an Attachment

If you want to attach a document to this Request, click on "Browse. ", select a document and then, click on "Attach File".

PR e

Please Check the name of the documents included in the Attachment before you attach. (All the files colored in red need to be attached for faster review.)
Codes Documents

DEVELOPMENTAL  [C] DevelopmentaliPsychological Evaluation

DMABA [Cl omasa

EP/FSP [Clieparse

NURSING NOTES [ Nursing Notes

TEFRA [T TEFRAJKatie Beckett Medical Necessity/Level of Care Statement
THERAPY NOTES [ Therapy Notes

Figure 233

Attach Documents

The attachment panel includes document type checkboxes related to the documents required for
authorization. The purpose of the checkboxes is to associate the file attached to one or more
required documents. One or more files may be attached. However, it is recommended to attach
one PDF file for all the required documents.

1. For example, to attach one file for all documents, click in each checkbox.

Create an Attachment

If you want to attach a document to this Request, click on "Browse...", =select a document and then, click on "Attach File™.

Browse. .. Attach File

Please Check the name of the decuments included in the Attachment before you attach. (Allthe files colered in red need to be attached for faster review .}
Codes Documents

DEVELOPMENTAL Developmental/Psychological Evaluation
DMABA DMABA

EPIIFSP IEP/IFSP

NURSING NOTES Hursing Notes

TEFRA [¥] TEFRA/Katie Beckett Medical Necessity/Level of Care Statement
THERAPY NOTES  [JI§

Figure 234
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2. Then, click Browse in the attachment panel to find the file saved to the file directory.

3. Select and open the file. The file displays in the attachment panel next to browse, as shown
in the next figure.

Create an Attachment
If you want to attach a document to this Request, click on "Browse...", select a document and then, click on "Attach File™.
X\Attachment Test Docs\Member Records TEST 1.doc

Please Check the name of the documents included in the Attachment before you attach. (All the files colored in red need to be attached for faster review )
Codes |Documents

DEVELOPMENTAL Developmental/Psychological Evaluation

DMABA DMAGA

IEP/IFSP IERIIFSP

NURSING NOTES Nursing Notes

TEFRA [¥] TEFRA/Katie Beckett Medical Necessity/Level of Care Statement

THERAPY NOTES  [¥] Therapy Notes
Figure 235

4. Click Attach File. The file is attached and is associated with each document type in the
Attached Files table as shown below.

Create an Attachment

If vou want to attach a document to this Request, click on "Browse.. ", select a document and then, click on "Attach File".

(Browse... ) TN

Please Check the name of the documents included in the Attachment before vou attach. (Al the files colored in red need to be attached for faster review )
Codes |Documents

File uploaded successfully.

DEVELOPMENTAL  [] DevelopmentalPsychalogical Evaluation

DMABA [ omasa

EP/IFSP [ eprFsp

NURSING NOTES [ Mursing Notes

TEFRA D TEFRAJ/Katie Beckett Medical Necessity/Level of Care Statement

THERAPY NOTES [ Therapy Motes

Attached Files

e Trpe oot looeumenttame [sue Juserle |
Member Records TEST 1.doc Web Upload DEVELOPMENTAL DevelopmentalPsycholegical Evaluation ITKB KB1 10/2/2013 11:08:21 AW
Member Records TEST 1.doc Web Upload DMABA DMABA 3ITKB KB1 10/2/2013 11:09:21 AM
Member Records TEST 1.doc Web Upload [EP/IFSP [EP/IFSP 3ITKB KB1 10252013 11:08:21 AM
Member Records TEST 1.doc Web Upload MURSING MOTES  Mursing Motes 37TKB KB1 10/2/2013 11:09:21 AM
Member Records TEST 1.doc Web Upload TEFRA TEFRAJKatie Beckett Medical Necessity/Level of Care Statement 37 KB KB1 100272013 11:09:21 AN
Member Records TEST 1.doc VWeb Upload THERAPY NOTES Therapy Motes ITKB KB1 10/2/2013 11:08:21 AM

Figure 236
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2.3.17.3 Update Member ID

Katie Beckett participants may be added to the participant/packet tracking system before they have
been assigned Member Medicaid IDs. When participants without Medicaid 1Ds are added, the PA
system assigns a temporary ‘system’ 1D, which ends in ‘GMC’. When the participant becomes a
Medicaid member and is assigned a Medicaid Member ID, the Medicaid ID must be added to the
participant’s chart and existing DMA6As before additional packetssDMAG6AS can be entered.
When an attempt is made to enter the continued placement DMAGA before the Member ID is
updated, the system triggers the following warning on the New Request for Prior Authorization
page: ‘Multiple Member IDs associated with the SSN’. The user is directed to add the member’s
Medicaid ID to the participant/packet as shown in the figure below.

TEFRA [ Katie Beckett (Form DMA-6A)

To find a member or provider ID click the “\ next to the ID box

Member Medicaid ID: | | Fictitious SSN

Social Security Number T12-31-234 — E] aid 55

Katie-Beckett Provider ID _ 2

VIARNING: Multiple member IDs associated with the S5N. You must add the Medicaid ID to this participant/packet. Please click the following button Update Mulitiple

Member ID to add the member's Medicaid ID before entering the DMABA.

Figure 237

Note: At this time, the RSM Medicaid Unit may only update member IDs for DMAGAs that
are associated with their provider ID. Refer member updates for other DMAGAS to
Alliant/GMCEF review staff.

1. To add the member’s Medicaid ID, click Update Multiple Member ID.

VWARNING: Multiple member IDs asscciated with the 55N, You must add the Medicaid 1D to this participant/packet. Please click the following button Update RMulitiple
KMember 1D 1o add the member's Medicaid ID before entering the DLMABA.

Figure 238

2. When the update link is selected, the update page opens with the member’s SSN auto-
populated.

Update Member Medicaid Data

Reqguest D : OR Member Social Security Number T12-31-2345

Request Type: (3 Katie-Beckett

Figure 239
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3. Do not enter any other information, just click Submit.

4. On the next page, the previous DMAGA request ID associated with the participant’s
temporary ‘system’ ID is shown.

Update Member Medicaid Data

Request ID . | | OR  Member Social Security Number :
Request Type: (&) Katie-Beckett

m Click this Button to enter the Katie Beckett DMAGA
Request ID Member ID | Last Hame 55N
Last hame | First Hame | SSN | status| "

I | 00512GMC  MELSON  SHELLEY 712312345 Denied
I Figure 240

5. Click the Request ID (blacked out in the screen shot above).

6. On the next page, under Request Information, enter the participant’s Medicaid ID in the
box next to the temporary ID.

Request Information

Request ID : I | Cos- status Denied Case Status Date 01/14/2013

Member ID I (000000700 | €
rovder0: [ f

Effective Date: 01/14/2013 Expiration Date : 011372014

Denial Reason :

Type of Recommendation : Initial

Decision Type : Nurse Denied, Denial Reazon: DOES NOT MEET PLCY GUIDELINES. Decision Date: 171472013

Diagnosis

[T (T [T

OTH PARALYTIC SYNDROMES 01/14/2013 es

Figure 241

7. Then, click Update Member Medicaid ID; and the request is updated with the member
ID as shown in the next figure.
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Request Information

Request D : I - Siatus Denied Case Status Date: 017142013
Member ID : 334000000700

provicer 0: [

Effective Date: 01/14/2012 Expiration Date : 01/12/2014

Denial Reason .

Type of Recommendation : Iniial
Decision Type : Hurse Denied, Denial Reason: DOES NOT MEET PLCY GUIDELINES. Decision Date: 11472013
Diagnosis

OTH PARALYTIC SYNDROMES 0111472012 Ves

Return To Search Results | Return to Provider Workspace
# Return to the Auth Request Page

Figure 242

8. To return to the New Request for Prior Authorization page and enter the DMAGBA, click
Return to the Authorization Request Page.

9. On the next screen, click the link to the Katie Beckett request form.

10. The New Request for Prior Authorization page opens with the member’s Medicaid ID and
the requesting provider ID inserted by the system.

Mew Request for Prior Authorization

TEFRA [ Katie Beckett (Form DMA-BA)

To find a member or provider 1D click the 128 next to the 1D box

WMember Medicaid ID: 334000000700 S
Secial Security Number

Katie-Beckett Provider I0:

Figure 243

11. Click Submit to open the DMAGA form.
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2.3.18 Independent Care Waiver Program (ICWP)

Program Authorization Period
Independent Care Waiver Program DMAG Up to one year
Independent Care Waiver Program DMAS8O Up to one year
Description

Requests for level of care and service authorizations under the Independent Care Waiver Program are
submitted via the web portal utilizing the ICWP DMA-6 and ICWP DMA-80 request templates,
respectively. In order to enter the DMA80, the DMA6 must be approved and not expired.

2.3.18.1 ICWP DMA6

Web Submission Instructions:

1.

2.

3.

7.

Log into the UAT Portal.
On the Secure Home page, select Prior Authorization; then Submit/View.

Select Independent Care Waiver Program/Traumatic Brain Injury (Form number
DMA-6) to open the New Request for Prior Authorization page.

The requesting ICWP provider ID is system populated in the ‘Service Provider ID’ box
Enter the member’s Medicaid ID.
If the member’s physician is a Medicaid Provider, enter the physician’s Reference ID in

the ‘Physician Reference ID’ box. The reference ID always starts with REF. If the
physician is not a Medicaid provider, leave this box blank.

Independent Care Wiaiver ProgramiTraumstic Brain Injury (ICWPITEID (Form Mumber: DA-E)

To find a member or provider ID click the 2, next to the 1D box

hember hedicaid I0: |333EIEIEIEIEIEI1 aa

service Provider - [N |

Physician Reference 1D |REFIIIIIIEIIZIIIIEIIZIEI1

Figure 244

Click Submit to open the request form.
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Member, Provider and Physician Information:

8. At the top of the request form, the member and ICWP provider are system populated based
on the Member ID and Provider ID entered.

9. Ifthe physician Reference number was entered, the physician information is also system
populated.

10. If the physician Reference number was not entered, enter the name of the physician in
the ‘Physician Name’ box.
Contact Information:
The system pulls in the ICWP provider’s contact information.

11. Enter contact information that is required (name, phone, email and fax) but is missing.

Contact Information
“ Contact Mame: |DBARRETT “ Contact Email: |DB@email.com

Contact Phone: 444 444 4444 Fu * Contact Fax: 666-666-6666

Figure 245
Request Information:

This section captures the following required information: Recommendation Type and Place of
Service.

12. Indicate if this DMA-6 is an initial request for placement in the ICWP, or a request for
continued placement in the program by clicking the Initial Placement or Continued
Placement button next to ‘Recommendation Type’.

13. The system defaults the ‘Place of Service’ to Home.

Request Information

* Recommendation Type : Continued Placement @) Initial Placement
Initial Admis=sion Date : Initial Reguest ID :

%

Place of Service :

Figure 246
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Diagnosis Table:

The Diagnosis table captures the diagnosis code, code description (system populated), diagnosis
date, diagnosis type (ICD9 or ICD10), and primary diagnosis indicator for each diagnosis code
entered. Admission indicator is not required.

14. Enter the diagnosis code for the Member’s primary diagnosis related to ICWP in the ‘Diag
Code’ box. If the diagnosis code has a decimal point, include the decimal point when

entering the code.

15. Enter the date that this diagnosis was established in the ‘Date’ box, or if not known, the
date that the physician signed the DMA-6.

16. Click the ‘Primary’ button to indicate that the diagnosis is the primary diagnosis. Note: If
only one diagnosis is entered, the system will select that diagnosis as primary.

17. Click the Add at the end of the diagnosis line to add the diagnosis code to the request.

* Diagnosis

Diag Gode | Diagnosis Description | Date |Primary|Admission|Type|

3449 PARALYSIS NOS 01/01/2010  Yes No ICD-9
Q, 01/01/2010 I ADD
Figure 247

18. If necessary, repeat the same steps to enter other diagnosis codes. Remember to click Add
after diagnosis is entered.

Acute Care Hospital Dates and Diagnosis on Admission to Hospital:

These sections are not required but should be completed if applicable to the member.

Acute Care Hospital Dates : From Daie : To Date :

Diagnosis on Admission to Hospital

Diag Code | Diagnosis Description Primary| |
=

Figure 248
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Medications:

The Medications table captures the member’s primary medication including: type, dosage, route
and frequency.

19. To enter medication information, first select the medication type by selecting a type from
the ‘Name’ drop list.

20. Enter the dosage for the medication in the ‘Dosage’ box.

21. Enter the method of medication administration by selecting the method of administration
from the ‘Route’ drop list (Oral or Parental or Rectal or Topical).

22. Enter the frequency of medication administration by selecting a frequency from the
‘Frequency’ drop list (Regular or PRN: As necessary or Regular & PRN).

23. Click Add at the end of the medication line to add the medication information to the
DMAG.

24. Follow the same process to add other medication information.

Medications

Anticonvulzive 10mg Rectal PRM: Az Mecessary
Anticonvulzive 312.5my Oral Regular
Marcotic 2.5my Oral PRM: Az Mecessary
» R R m
Figure 249

Diagnostic/Treatment Procedures:

The Diagnostic and Treatment Procedures table captures diagnostic/treatment procedures ordered
as part of the member’s plan of care.

25. To add diagnostic or treatment procedures, first select the procedure type by selecting a
type from the ‘Type’ drop list. Select ‘Other’, if the diagnostic/treatment procedure is not
listed.

26. Next, enter the frequency of the diagnostic/treatment procedure in the ‘Frequency’ box.

27. Click Add to add the diagnostic/treatment procedure to the DMA-6.
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Diagnostic and Treatment Procedures

tpe ffequeny | |

Patient/Family Education marthly
Clean Dressing bl
v 400 |
Figure 250

28. Repeat the process to add other diagnostic/treatment procedures.

Treatment Plan:

This section captures information related to the Member’s plan of treatment including the level of
care and the amount and type of services to be provided.

29. Enter the information in the textbox.

Treatment Plan :

Prowide the complete treatment plan including medications, level of care requested, other services to be provided to the patient.

Describe the trestment plan.

Figure 251
Physician Certification:
This section captures physician certification in regards to communicable diseases, level of care,
and management of the Member’s condition via community care and/or home health services
Note: The system defaults the responses to No.
30. Select ‘Yes’ to indicate that the Member is free of communicable diseases.

31. Select “Yes’ to indicate that the Member’s condition can be managed by Community Care.

32. Select ‘Yes’ to indicate that the Member’s condition can be managed by Home Health
services.

33. Select “Yes’ to indicate that the physician has certified the level of care.

34. Enter the date that the DMA-6 was signed by the member’s physician in the ‘Date Signed
by Physician’ box.
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@ Yes {:} Mo k= the patient free of communicable dizeases?
Can this patiert's condition be managed by
@ ez O Ma - Community Care ¢

®ves Omo - Home Hestth Services 7

@ Yes O Mo Has the physician cedified that this patient requires the level of care provided by a nursing facility or an intermediste care facilty for the mentally retarted ¢

Date Signed by Physician ©  |04026/2010

Figure 252

Evaluation of Nursing Care Needed:
This section documents the results of the nursing care evaluation.

35. Under each main category, select the applicable item(s) by clicking the corresponding
checkbox or button. This section is required.

36. If applicable, enter the number of hours ‘out of bed’ per day in the ‘Hours out of the bed
per day’ box.

Ewvaluation of Hursing Care Heeded : @check aif that appiy)

Diet Bladder : Bovwvel : Decubiti : Restorative Potential © Creerall Condition :
Regular O cortinert & Continent [Tes O Good O Improving
[ Digketic: ® Cocazionally Incontinert & Occazionally Incontinent o & Fair &) Stable
|:| Farmula O Incortinert O‘ Incontinent |:| Infected O Poor O Fluctusting

O Cher O Colostarmy O Cluestionakle O Dreteriorating
Lo Sadium [on admizzion
Mone Critical
O O

|:| Tuke Feeding |:| Surgery Date O Terminal

Cother
Mental & Behavioral Status : {check aff that apply) Hursing Care and Treatment : (Check aff that apply)

Olagtated sy Dependsrt [Ceatheter care  [Bediast

Confuzed Monresponsive Independent Irtake Colostomy Care
O O O O O
ooperative acillating MioUE 1l erile Dressings

Ocooperative [ vacilti [ i [ ot [ sterile Dressi

oepressed [ vislert vt acjusted e [ suctianing

|:| Forgetful |:| Wanders D Dizarierted [,

DAIEH Withdrawn D Imappropriste Reaction
Hours out of the Bed Per Dary : 12 |Hr=.

Figure 253
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Frequency per Week (Hours):

This section documents the frequency per week in hours of therapies that are provided and needed.
This section is not required, but should be completed if applicable to the Member’s plan of care.

37. For each therapy that the member is receiving or needs, enter the number of hours received
per week in the first column; and the number of hours of therapy that is needed in the
second column.

Indicate Frequency Per Week {in Hours)

Received MNeeded

Phy=ical Therapy 4 53
Oocupational Therapy 0 4
Remotive Therapy

Realty Orientation

Speech Therapy

Biorevel and Bladder Retrain

Activities Program
Figure 254
Level of Impairment and Activities of Daily Living:
This section captures the member’s level of impairment in regards to sight, hearing, speech,
limitation in motion, and paralysis. It also captures the member’s current abilities regarding

activities of daily living in regards to eating, wheelchair, transferring, bathing, ambulating and
dressing.

Figure 255 Rating Selections for Level of Impairment

Dependent
Independent
Meeds Assistance
Mat Appropriate

Figure 256 Rating Selections for ADLs
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38. Select the appropriate description for each item from the ‘Level of Impairment’ and

‘Activities of Daily Living” drop lists.

Activities of Daily Living Lewel of Impairment
Eating Independernt w Sight Moderate
Wheelchair | Dependert w Hearing Moderate
Tranzferring | Meeds Assistance W Speech Mone b
Bathing Dependent b Limited Motion | Severe W
Ambulating | Mot Appropriste W Paralyzsiz Severe W
Drezsing Independernt w
Figure 257

Justification and Circumstances:

This required section captures information related to the member’s condition that justifies the level

of care and services requested.

39. Enter the information in the textbox provided.

40. In the ‘Name of MD/RN Signing Form’ box, the name of the client’s case manager who

signed the DMA-6 may be entered.

41. Enter the date that the form was signed in the ‘Date Signed’ box.

Justification and Circumstances for Admission or Continued Placement :
Provide a brief surmmany of the pertinent information that Justifies medical necessity,

Summary of pertinent information that supports medical necessity.

Mame of WD J RN Signing Form : [John Smith Date Signed . | 04/26/2010

Figure 258

42. When all data is entered on the request form, click Review Request at the bottom of the

page to display the Attestation Statement.
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43. If the Attestation Statement does not display when Review Request is selected; or a
message displays that ‘information is missing or incorrect’, scroll up the page to find what
IS missing or incorrect. ‘Required’ displays next to a data box when information is missing.
Enter or correct the data, and then click Review Request again.

44. Click I Agree in response to the Attestation Statement.

45. Review the request. To change information entered, click Edit Request. Otherwise, click
Submit Request.

46. When the request is successfully submitted, the pending PA tracking number displays at
the top of the page.

2.3.18.2 ICWP DMA-80

Web Submission Instructions:
1. Log into the UAT Portal.
2. On the Secure Home page, select Prior Authorization; then Submit/View.

3. Select Independent Care Waiver Program (Form number DMA-80) to open the New
Request for Prior Authorization page.

4. The requesting ICWP provider ID is system populated in the ‘Service Provider ID’ box

Independent Care Waiver ProgramiTraumatic Brain Injury (OAPTED (Form Mumber: [[DA-S07)

To find a member or provider ID click the 128 next to the ID box

Member Medicaid [D: | Q|

Figure 259
5. Enter the member’s Medicaid ID.
6. Click Submit to open the DMA-6 Confirmation page.
7. Enter the DMA-6 authorization number in the ‘DMA-6 Prior Authorization Confirmation

Number’ box. The DMA-6 must be for same member, approved and not expired.

DMA-6 Prior Authorization Confirmation Number : (114112000009 | [ETLIN

Figure 260
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8. Click Submit. When the DMA-6 number does not pass confirmation, a message displays
explaining why the DMA-6 is not valid.

9. When the DMA-6 number passes confirmation, the DMA-80 request template opens. At
the top of the request form, the Member and requesting ICWP Provider information are

system populated based on the Member and Provider ID entered on the New Request for
Prior Authorization page.

Contact Information:

The system pulls in the ICWP provider’s contact information.

10. Enter contact information that is required (name, phone, email and fax) but is missing.

Contact Information

*

Contact Name: |[DBARRETT “ Contact Email: |DB@email.com

*x

Contact Phone: 444 444 4444 Euf Contact Fax: 666-666-6666

Figure 261

Request Information:

This section captures the following request information: location where services are provided and
consumer directed status.

11. The system defaults the ‘Place of Service’ to Home.

12. The response to the Consumer Directed question defaults to No. If the member is a
consumer directed participant click Yes.

Request Information

* Place of Service . @ Home * Is this Member consumer directed ? Yes @) Mo

Figure 262
Diagnosis Table:
The Diagnosis table captures the diagnosis code, code description (system populated), diagnosis

date, diagnosis type (ICD9 or ICD10), and primary diagnosis indicator for each diagnosis code
entered. The Admission indicator is not required.
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13. Enter the diagnosis code for the Member’s primary diagnosis related to ICWP in the ‘Diag
Code’ box; or search for and have the system insert the diagnosis code. If the diagnosis
code includes a decimal point, enter the decimal point when entering the code.

14. Enter the date that this diagnosis was established in the ‘Date’ box, or if not known, the
date that the physician signed the DMA-6.

15. Click the ‘Primary’ button to indicate that the diagnosis is the primary diagnosis. Note: If
only one diagnosis is entered, the system will select that diagnosis as primary.

16. Click Add at the end of the diagnosis line to add the diagnosis code to the request.

* Diagnosis

Diag Code | Diagnosis Description | Date [Primary| Admission|Type | |

344.9 PARALYSIS NOS 01/01/2010  Yes No ICD-9
01/01/2010 T ADD
Figure 263

17. If necessary, repeat the same steps to enter other diagnosis codes. Remember to click Add
after diagnosis is entered.
Procedures Table:
The Procedures Table captures the specific services requested including: service code, service
description (system populated), requested start date, requested end date, total units requested, units
requested for the month, requested amount, cost sharing amount, if applicable, and modifier(s), if

applicable.

18. Enter the code for the service requested in the ‘Service Code’ box; or search for the code
and the system will insert the code in the box.

19. Enter the service start date in the ‘From Date’ box; and enter the service end date in the
‘To Date’ box.

20. Enter the total number of units requested for the entire service period in the ‘Units’ box.
Enter whole numbers only.

21. Enter ‘0’ for ‘Requested Units/Day’.
22. Enter the number of units to be provided each month in the ‘Requested Units/Month’ box.

23. Enter the total cost of the service requested for the service period in the ‘Requested
Amount’ box.
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24. Enter the ‘Cost Sharing Amount’ in the box provided if the member shares the cost of the
service.

25. Next, add the appropriate modifier or modifiers, if applicable to the service requested.

26. Click Add at the end of the procedure line to add the service information to the request.

Procedures

Cost
Ilequeste:l Requested Requested .
Eﬁﬂ T ’“"‘" e MHHM-

TIOE  CASEMAMAGEMENT 05032010 050262011 3,000.00 200,00

| | || || || || | | L1 1Ll

Figure 264
27. If necessary, repeat the same steps to enter another service code. Remember to click Add
after each code is entered.
Program Information:

This section captures program information including: Admission Date, Type of Admission and
Certification Date. Discharge Date is not required.

28. Enter the date that the member was initially admitted to the ICWP in the ‘Program Admit
Date’ box.

29. Indicate if the DMA-80 is for an initial admission or for a continuation of services
(renewal) by selecting the Initial Admission or Renewal button.

30. If ‘Renewal’ is selected, also enter the date of the last annual care plan in the ‘Date Last
Certified’ box.

Program Information :

* Program Admit Date : [01/01/2013| Program Discharge Date - (") Initial Admission (@ Renewal Date Last Certified :  12/04/2014

Figure 265
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Supporting Information:

This section captures a description of the services ordered for the member; and the medical
justification for providing the services.

31. Describe the services and frequency of services that have been ordered in the ‘Description
of Services Requested’ textbox.

32. Enter a description of the member’s diagnosis/condition, and any other information related
to the member’s condition that justifies the services requested in the ‘Justification and
Circumstances’ textbox; OR enter ‘see record’ or ‘see attachment’ if this information is to
be attached to the PA.

Social History:

The section captures information regarding the Member’s social history including:

e Presenting Problems: Member’s presenting problems and the reason(s) for this
evaluation.

e Family Information: Member’s family and living situation including information
related to significant others and guardian.

e Birth and Early Development: Member’s birth and early developmental issues.

e Medical Information: Clinical information related to the Member’s present medical
status.

e Training and Education: Education or training this Member has or is receiving.
e Current Functioning: Member’s present level of functioning including capabilities

and disabilities.
e Summary of Social History: Summary of the Member’s social history.

33. Enter the required information in each textbox. In lieu of manually entering the
information, it is permissible to enter ‘see record’ or ‘see attachments’ in the text
boxes if the information is to be attached to the PA.

Required Documents/Letters:

This section includes a series of questions related to required letters and documents. Note: The
system defaults the responses to No. You must change to Yes if yes is the intended response.
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34.

35.

36.

37.

Click “Yes’ to indicate that there is a signed Letter of Medical Necessity at the agency. If
‘Yes’, enter the date that the Letter of Medical Necessity was signed in the ‘Date Signed’
box.

Click “Yes’ to indicate that there is a signed Letter of Understanding on file. If “Yes’, enter
the date that the Letter of Understanding was signed in the ‘Date Signed’ box.

Click “Yes’ to indicate that there is a signed Client Rights and Responsibilities on file. If
‘Yes’, enter the date that the Client Rights and Responsibilities was signed in the ‘Date
Signed’ box.

Click “Yes’ to indicate that there is a signed Freedom of Choice form on file. If ‘Yes’,
enter the date that the Freedom of Choice form was signed in the ‘Date Signed’ box.

38. If the member is receiving other waiver services, click ‘Yes’.
Iz there a zigned Letter of Medical Necessity at the agency ¢ {}} Yes (:) Mo Diate Signed 043002010
Iz there a signed Letter of Understanding on file 7 {?- Yes O M Date Signed 0453002010
Iz there a signed Client Rights and Responsibilties on file 7 {?- Ve O Mo Date Signed 0453002010
Iz there a signed Freedom of Choice form on file ? @ es O M Date Signed 0453052010
Iz the patient receiving any other waiver services v {:} Yes G} Mo

Figure 266
39. When all data is entered on the request form, click Review Request at the bottom of the

40.

41.

42.

43.

44,

page to display the Attestation Statement.

If the Attestation Statement does not display when Review Request is selected; or a
message displays that ‘information is missing or incorrect’, scroll up the page to find what
is missing or incorrect. ‘Required’ displays next to a data box when information is missing.
Enter or correct the data, and then click Review Request again.

Click I Agree in response to the Attestation Statement.

Review the request. To change information entered, click Edit Request. Otherwise, click
Submit Request.

When the request is successfully submitted, the pending PA tracking number displays at
the top of the page. At this point, additional required documents may be attached utilizing
Create an Attachment.

To attach a file, first check the applicable document type checkboxes that relate to the file
to be attached. Note: The preferred method is to attach one PDF file that includes
all the required documents in which case all the boxes would be checked.
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45. Click Browse to find the file. Select and open the file. The file name displays in the
attachment panel.

46. Click Attach File. The file is attached to the PA and added to the Attached Files table.
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2.3.19 Service Options Using Resources in Community
Environments (SOURCE)

Program Authorization Period

SOURCE Level of Care and Placement Initial and Reassessments: 3 months to one year
SOURCE Services Up to one year

Description

Level of Care and Placement (LOC) requests for initial admission and reassessment are submitted by
providers via web portal. The provider is required to attach additional supporting documentation to the
LOC request. This additional documentation may be attached when the request is submitted, or attached
to an existing LOC PA request that is pending or initially tech denied for missing information

Services PA are submitted by SOURCE case managers via the web portal, and are considered ‘pass-
through’ PAs. These PAs are not reviewed by Alliant/ GMCF but are auto approved and then transmitted
to MMIS.

2.3.19.1 SOURCE LOC
Web Submission Instructions:
1. Log into the UAT Portal.
2. On the Secure Home page, select Prior Authorization; then Submit/View.
3. Select the SOURCE Level of Care and Placement link.
4. On the New Request for Prior Authorization page, the requesting SOURCE provider ID is

system populated in the ‘SOURCE Provider ID box. Enter the member’s Medicaid ID in
the ‘Member Medicaid ID’ box.

New Request for Prior Authorization

Source

To find a member or provider ID click the L next to the ID box

Member Medicaid 1D: 333000000300

Source Provider ID : m Provider ID displays here

Figure 267

5. Click Submit to open the Level of Care and Placement request form.

PA System — DCH End User Manual Page 162



Alliant/Georgia Medical Care Foundation

6. The system populates the requesting provider information and the member information at
the top of the request form.
Physician Information:

This section captures information about the member’s primary physician and/or SOURCE Site
Medical Director.

7. Enter the physician’s first name and last name in the ‘Physician Name’ box (required).

8. If the physician is the member’s primary physician, select the ‘Primary Physician’
checkbox. If the physician is the SOURCE Site Medical Director, select the ‘SOURCE
Site Medical Director’ checkbox. Select both checkboxes if the physician is the primary
physician and the Medical Director.

9. Enter the physician’s phone number in the ‘Phone’ box (required).

10. Enter the date that the physician signed the Level of Care and Placement in the ‘Date LOC
Signed’ box (required).

11. The physician address information and license number are not required.

Physician Information

* Physician Name : John Physician Primary Physician [_] SOURCE Site Medical Dirsctor Physician ID :
Address Ling 1: Address Ling 2:
Citw : State . w | Zip: County :
* Phaone : A04-444 4444 Ext) B
* Date LOC =igned by 06/07/2012 Physician License
Physician: — Number :
Figure 268

Contact Information:
The system pulls in the requesting provider’s contact information.

12. Enter contact information that is missing. If any information is incorrect, change the
information. It is important to verify the ‘Contact Email’ since the email address listed
here is used for any email notifications.

Contact Information
* Contact Mame: |DBARRETT * Contact Email:  |DB@email.com

Contact Phone: 444 444 4444 Euy * Contact Fax: 666-666-6666
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Figure 269

Request Information:

This section captures information specific to the level of care and placement request including:
recommendation type, DON-R score, initial admit date, Money Follows the Person indicator, and
place of service. All information is required.

13.

14.

15.

16.

17.

18.

Select the ‘Recommendation Type’. Click the Initial button if this is the initial level of
care request for the member. Click Reassessment if this request is for a level of care
reassessment.

If an initial request, enter the DON-R screening score in the ‘DON-R Telephone Screening
Score’ box. The DON-R score is not required for Reassessments.

If an initial request, enter the date admitted to the program or the planned admission date
in the ‘Initial Admit Date’ box.

If a reassessment request, enter the date that the member was initially admitted to
SOURCE in the ‘Initial Admit Date’ box.

Indicate whether or not the member is approved for Money Follows the Person by selecting
Yes or No.

From the ‘Place of Service’ drop list, select the location where services are provided or to
be provided. The choices are Home or Other.

Request Information

* Recommendation Type : @ Initial Reassessment DOMN-R Telephone Screening Score 25
* Initial Admit Date : 010172014 * Approved for Money Follows the Person? @ Yes Mo
* Place of Service 12 -Home ~
Figure 270
Diagnosis:

This table captures the diagnosis code (or codes) associated with the patient’s condition; diagnosis
description (system populated); diagnosis date; diagnosis type (ICD9 or ICD10); and specifies the
primary diagnosis. At least one diagnosis code is required.

19.

Enter the diagnosis code in the ‘Diag Code’ box. If the diagnosis code includes a decimal
point, enter the decimal point when entering the code. The system populates the diagnosis
description when the diagnosis is added.
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20. Enter the date that the diagnosis was determined in the ‘Date’ box. If not known, enter the
initial admission date/planned admission date to the SOURCE Program.

21. Click the ‘Primary’ checkbox to indicate that the diagnosis is the member’s primary
diagnosis. The ‘Admission’ checkbox is optional. Note: If only one diagnosis is entered,
the system will select that diagnosis as primary.

22. Click Add at the end of the diagnosis line. You must click Add to add the diagnosis
information to the request.

*  Diagnosis

Diag Code | Diagnosis Description |__Date | Primary) Admission| ype| |

344 1 PARAPLEGIA NOS 01/01/2012  Yes No ICD-0
@, 01/01/2012 [ ADD
Figure 271

23. Repeat the same process to add other diagnosis codes, if necessary. Remember to click
Add after each addition.
Acute Care Hospital Dates and Diagnosis on Admission to Hospital:
This information is not required but may be entered if applicable to the request.

24. If the member was admitted to an acute hospital setting in the past six (6) months, enter the
admission date in the ‘From Date’ box and enter the discharge date in the ‘To Date’ box.

25. Enter the member’s primary admission diagnosis code in the ‘Diag Code’ box. The system
will insert the diagnosis description when the diagnosis is added. Select the ‘Primary’
indicator.

26. Click Add.

Acute Care Hospital Dates : From Date : 02/01/2012 To Date : 02/05/2012

Diagnosis on Admission to Hospital

Diag Code | Diagnosis Description Primary] |

36207  DIABETIC MACULAR EDEMA Yes
Q
Figure 272
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Medications and Diagnostic/Treatment Procedures:

This section captures medications and treatment procedures applicable to the member’s plan of
care. In lieu of manually entering information for medications and diagnostic/treatment
procedures, the information may be attached to the Level of Care and Placement. To let the
reviewer know that this information is attached, enter “See Attached” in the ‘Treatment Plan’ text
box.

27. To add medication information, click the down arrow in the ‘Name’ drop list and select a
medication category.

28. Enter the dosage of the medication in the ‘Dosage’ box.

29. Select the administration method from the ‘Route’ drop list, and the frequency of
administration from the ‘Frequency’ drop list.

30. Click Add.
31. Follow the same process to add other medications to the request.

Medications

ame  [bosasge  [Route [Frequency | |

Antinypertensive 30mg Oral Regular

Sed/hypnotic 50mg Cral Regular
| v | | ¥l | v| &3

Figure 273

32. To add a diagnostic/treatment procedure, select a diagnostic/treatment procedure from the
‘Type’ drop list

33. Enter the frequency for the treatment procedure in the ‘Frequency’ box.

34. Click Add.

Diagnostic and Treatment Procedures

N e N

Medication Regulation Daity
| # | | 3
Figure 274

35. Follow the same process to add other treatments/procedures.
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Services:

This section captures the SOURCE services that are requested as part of the member’s plan of
care. This information is required.

36. Click the down arrow from the ‘Services’ drop list and select a service type.
37. In the ‘Amount’ box, enter the unit of service requested.

38. In the ‘Frequency’ box, enter the service frequency for a specified period of time. If the
service is only to be provided one time, enter one time as the frequency.

39. In the ‘Duration’ box, enter how long the service is to be provided. If the service is only
to be provided once, enter one time.

40. Click Add to add the service information to the request.

Services

De=scribe the services and for each =service indicate the amount, frequency and duration (example: RN Service, 1 session or 1 visit,
Ziiweek, (for) 6 weeks).

seces T et | rreqerey | ounton ||

| T1020-Skilled Nursing Services RN v | [1vist | [2x week | |5 wesks | %

Figure 275

41. Follow the same process to add other services. Remember to click Add after entering each
line of service information.

Services

Describe the services and for each service indicate the amount, frequency and duration (example: RN Service, 1 session or 1 visit, ZXhweek, (for)
6 weeks).

T Y O N

T1031-Skilled Murging Services LPN 2X week 6 weeks
55170-Home Delivered Mealz 2 mealz 7 day=/week & months
vl | | | | | | &3
Figure 276
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Treatment Plan:
This textbox captures a description of the member’s treatment plan.

42. Summarize the treatment plan to include information not otherwise specified on the
request, including the name of specific medications, level of care requested, residential
history, and other services to be provided. This information is required. However, in lieu
of entering this information manually, you may attach this information to the PA. To let

the reviewer know that the information is attached, enter “See Attached Treatment
Procedures or Medications” in the text box.

Treatment Plan :
Describe the treatment plan including specific medications, level of care requested, time since last hespital stay, residential history, and other services to be provided.

Descrike the treatment plan including pecific medications, level of care requested, time since last hospital =tay, residential histery, and other services to be provided.

Figure 277
Certification Questions:

This section captures the physician’s certification for the level of care and placement. A Yes or
No response is required for each question.

43. Indicate whether or not the member is free of communicable diseases.
44. Indicate whether or not the member’s condition is manageable by SOURCE.
45. Indicate whether or not the member’s condition is manageable by Home Health Services.

46. Indicate whether or not the physician has certified that the member requires intermediate
level of care provided by a nursing facility.

47. Indicate whether or not the physician has certified that the attached plan of care addresses
the client’s needs for Community Care.

{E}\fﬁ {:} Mo Iz the patient free of communicable dizeazez?

Can thiz patient'’s condition be managed by :

® vez O No - Source ?

® ves O No - Home Health Services ?

@\fﬁ O Mo Haz the physician certified that thiz patient requirez the intermediate level of care provided by a nurzing facility ?
@**53 {:} Mo Has the phy=ician certified that the attached plan of care addreszes the client's needs for Community Care?

Figure 278
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Evaluation of Nursing Care Needed:
This section captures the member’s nursing needs identified in the nursing care evaluation.

48. Required - For each nursing evaluation category, select the nursing need item(s) necessary
for the member’s care. More than one item may be selected for nursing evaluation
categories with checkboxes, such as ‘Diet’. However, only one item can be selected for
other categories with radio buttons, such as ‘Restorative Potential’.

49. Optional - Enter the number of hours that the member is usually out of bed per day in the
‘Hours out of the bed Per Day’ box.

Evaluation of Nursing Care Needed : (check all that apply)

Diet : Bladder : Bowel : Decubiti : Restorative Potential : Cwerall Condition :
egular Continen Continen = 300 mproving
] Regul O Continent O continent O O Good O mprovi
[ piabetic O 0Occasionally Incontinent O Occasionally Incontinent No ® Fair O stable
D Formula @ Incontinent O Incontinent D Infected O Poor @‘ Fluctuating
D J— O Other @ Colostomy D'CI P O Questionable C‘Dstsricrating
ow Sodium n Admission
O None O critical
Tube Feedi o ery '=]
D ube Feeding Duurg_r) Date O_El'l'nil'lﬂ|
O other
Mental & Behavioral Status : (check all that apply) Nursing Care and Treatment : (Chack all that apply)
D Agitated D Noizy D Dependent D Catheter Care D Bedfast
Confuzed D Nonrezponsive D Independent D Intake Colostomy Care
D Cooperative D Wacillating D Anxious D Output Sterile Dressings
D Depressed D Violent D Well Adjusted D L0 D Suctioning
D Forgetful Wanders Dizeriented MNIA
D Alert D Withdrawn D Inappropriate Reaction
Hours out of the Bed Per Day : 10 |Hrs.
Figure 279

Frequency of Therapies, Activities of Daily Living and Level of Impairment:

These sections capture additional evaluation information including: assessment of the member’s
activities of daily living, level of impairment, and need for specific therapies.

50. Therapies: If applicable to the member’s plan of treatment, enter the hours per week of
therapy received and the hours needed in the boxes provided.

51. Activities of Daily Living: For each ADL category, select the level of assistance needed
from the drop list.

52. Level of Impairment: For each category of impairment, select the level impairment from
the drop list.
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Indicate Frequency Per Week (in Hours) Activities of Daily Living Level of Impairment

Rersived Nesdad . " o N

--------------- Eating independent v Sight Mild v
Physical Therapy ' aalrhai TP T O R P Hearinn e

: Wheeichair | Needs Assistance Vv earing Moderate ¥
Occupational Therapy Transferring | Dependent v Speech Severe W
Restorative Therap Bathing Needs Assistance Vv Limited Motion | Severe |\
Reakty Orientation 0 15 Ambulating | Not Appropriate |V Paralysis None v
Speech Therap Dressing Needs Assistance Vv
Bowel and Bladder Retrain 2 -
Activities Progran
Figure 280

Justification and Circumstances for Admission of Continued Placement:

This section captures justification for the services ordered, the name of the RN or LPN signing the
request, and the date signed.

53. In the ‘Justification and Services’ textbox, explain why SOURCE services are necessary
for the member’s care.

54. Enter the first name and last name of the RN who signed the Level of Care and Placement
in the ‘Name of RN Signing Form’ box.

55. Enter the date that the form was signed in the ‘Date Signed’ box.

Justification and Circumstances for Admission or Continued Placement :
Provide justification for the services ordsred.

Dezcribe the treatment plan including =pecific medications, level of care requested, time =ince last hospital stay, rezidential history, and other =ervices to be provided. Describe the
treatment plan including specific medications, level of care requested, time since last hospital =tay, residential history, and other zervices to be provided. Describe the treatment plan
including =pecific medications, level of care reguested, time since last hospital stay, residential history, and other services to be provided.

Name of RN Signing Form : [Jane Dos Dats Signed : | 06/15/2012

Figure 281

56. When all data is entered on the request form, click Review Request at the bottom of the
page to display the Attestation Statement.

57. If the Attestation Statement does not display when Review Request is selected; or a
message displays that ‘information is missing or incorrect’, scroll up the page to find what
is missing or incorrect. ‘Required’ displays next to a data box when information is missing.
Enter or correct the data, and then click Review Request again.
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58. Click ‘I Agree’ in response to the Attestation Statement to confirm that all information is
true and in accordance with Department of Community Health policy.

59. Review the request. To change information entered, click Edit Request. Otherwise, click
Submit Request.

60. When the request is successfully submitted, the pending PA tracking number displays at

the top of the page. At this point, additional supporting documents required for SOURCE
requests may be attached via Create an Attachment.

Create an Attachment

If you want te attach a decument to this Regquest, click en "Browse..”, 2elect a document and then, click en "Attach File".

Until all required documents are attached, GMCF will not accept this case for review and the turn-around-time for the review will not begin.

iniie

Please Check the name of the documents included in the Attachment before you attach. (All the files colered in red need to be attached for faster review.)
Codes Documents

DAppencIi:-; F- Level of Care and Placement Instrument Form [ medication Recard
- D;l\ppencli:-c | - Level of Care Justification for Intermediate Nursing Facility Care |:| Case Notes
SOURCE-INTIAL

OJ Appendix 5-MDS-HC Form [Joonr Screening Tool

D Appendix C-80URCE Assessment Addendum

Figure 282

Attach Documents

The attachment panel includes checkboxes for each required document. The documents listed are
specific to the type of recommendation requested on the Level of Care. One file or multiple files

may be attached. It is recommended, however, to attach one PDF file for all the required
documents.

Attach one file for all document types:

1. Click each document type checkbox.

Create an Attachment
If yveu want to attach a document to thiz Reguest, click on "Browse...", =elect a document and then, click on "Attach File™.
Until all required documents are attached, GMCF will not accept this case for review and the turn-around-time for the review will not begin.

Attach File

Pleaze Check the name of the documents included in the Attachment before you attach. (All the files colered in red need to be attached for faster review )
Codes Documents

Appencliﬁ F- Level of Care and Placement Instrument Form IMedication Record
. Appenclix | - Level of Care Justification for Intermediate Hursing Facility Care Case Notes
SOURCE-INMTLAL

A|:-|Jencli:-i 5-MDS-HC Form DDrJ-R Screening Tool

Appencliﬁ C-S50URCE Assessment Addendum

Figure 283

2. Click Browse in the attachment panel to open the file directory
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3. Find the file that is to be attached. Select the file by double clicking the file, or highlight
the file and then click Open.

4. Once the file is selected, the file name displays in the attachment panel.

Create an Attachment

If you want to attach a document te this Request, click on "Browse...”, select a document and then, click on "Attach File”.

Until all required documents are attached, GMCF will not accept this case for review and the turn-around-time for the review will not begin.

I - 1<tz tta chment Test Docs\SOURCE test attachment Tit | CBrowsz |

Figure 284

5. Click the Attach File button. If the file is uploaded, the ‘File uploaded successfully’
message displays. The file is associated with each document type selected, which can
be viewed in the Attached Files table. The document types no longer display in red
indicating that each document has been attached.

Create an Attachment
4 you want 1o attach & cocument 1o this Request. cick on "Browse. ", select 8 document and then, cick on “Attach Fie

Until all required documents are attached, GMCF wall not accept this case for review and the turn-around-time for the review will not begin.

e UpDaded successt

Prease Check the name of the documents ncluded in the Attachment before you attach, (Allthe fies colored in red need 1o be attached for faster review
Codes Documents
) Appendtx - Level of Care and Pacement lnstrument Form [ 1edication Record
SOURCE.NIT ] Appendeci - Level of Care Sustification for ntermadiate Hursing Facity Care [Jcase Notes
SOURCE.NMAL

E! Appent

) ooN-R Screening Too

NMAL Appendix F- Leve! of Care and Placement lngtrument Form 425 KB

NTIAL Appendix | - Level of Care Justification for intermadaate Rursng Facity Care 425K

MAL Appendix S-MDS-HC Form 425 KB R

SQURCE test attachmaat Tif MAL Case Notes 425 K8 272

SOURCE test sttachmant Tif Wed Upload N\ITIAL DON-R Screening Tool 425 KB 22

SQURCE test atachmant Tif Wed Upioad SOURCE-NMAL Medication Recors 425K8 b7,
Figure 285

Attach more than one file for different document types:
6. Select the document type checkbox or checkboxes that relate to the first file to be attached.
Click Browse; find and select the file; and then click Attach File. The file attached is
associated with the document type or types selected.

7. Repeat this process until all checkboxes have been selected.
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Level of Care Notifications

When a SOURCE Level of Care and Placement request is initially approved or initially tech
denied, a no-reply email notification is sent to the provider. The notification indicates that the
case was approved or denied and refers the provider to the PA Notifications on the Provider
Workspace for details. If the case was denied for missing information, the notification also
specifies what documents are missing. There are two ways to view notification details via the
Provider Workspace:

e ‘Last Ten PA Notifications’: This section of the workspace shows the last ten notifications
associated with the provider ID.

e Search for the PA and open the Review Request page: This is useful to view ‘older’
notifications.

Last Ten PA Notifications:
1. Log into the web portal and select Prior Authorization and then Provider Workspace.

2. At the top of the workspace, a ‘PA Notifications’ drop list shows the last ten PAs with
notifications related to the provider’s ID.

Provider Workspace

Last 10 Requests - [ |. Messages : _:::esser v [?__] PA Notifications :

Enter and Edit Authorization Requests

Use this link to enter a new prior authonzation request More

« Use this link to search, edt or attach documentation to authonzatio

Member Medicaid 1D Updates - Use this knk to Search, Edet. and moddying Member Medicaid IDs for SwingBed or Katie

PA Change and Reconsideration Requests

Use this link to request a change to existing authonzation requests. More
Submat Reconsideration Requests - Use this link to request a reconsideration to a denied case except CIS request More
Figure 286

3. To access the notification details for a PA in the drop list, first click on and highlight the
desired PA.

4. Then, click Show to open the PA Review Request page. The PA Review Request page
shows all the SOURCE notifications related to a single PA. The notification details display
at the top of the page as shown in the following figure.
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Priar Authorization - Review Regquest

This P cannot be edited, Either the PA is currently under process or the dedision is taken or this PA type cannot be adited once it it submitted,

Nomficaticnis) for this PA

The Source P& 8 [ sutosed by voa, Bas bean Denied. The PA is mssing some documentia) - Appendbc F- Level of Care and Placement natrument Fom
Appendi: | - Level of Cane Justification for intermediate Nursing Faciity Care , Appendoc S-WO5S-HC Form | Appendoc C-SOURCE Assessment Addendum , Mescation

1202
Regord | Cane Notes |
Request information
Aequest D - Cone Stafm Denied Case S3atws Dabs: 122772010
Member D 4 Er
roicern: [
Admission Date - 12272011 Discharge Date
EHecthe Dale SETEE Expiraticn Dabe 0AER0N2
Jenal Resson
Diagnosis
344 OTH PARALYTIC SYNDROMES 12372011 (=
Heturn To Search Resulits | Feturn to Provider Workspace

Figure 287

5. If the PA was tech denied initially and then approved later, this page shows both the denial
and approval notifications by date.
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2.3.19.2 SOURCE Services PA

Web Submission Instructions:

1. Log into the UAT Portal.

2. On the Secure Home page, select Prior Authorization; then Submit/View.

=fresh session | You have approximately 19 minutes et your session will expre. Tuesday. September 02, 2014
fome | Contact Information | Member Information | Prowider information Prowider Enrollment Hurse Ade/Medication fsds EM | Pharmacy
Secount 8 | Training | Claims | Eligibility | Presumptive Activations | Health Chack | Prior Authorization | Reports | Trade Files

Home SUEN Demographee Mainfenance  Divect Exchange Addresses  Provider B3 Search warch EOB Search

MAPIR Regisfrafion  Provider Revalidation — Pafient Profile  SobmtiView |

o+
Ilsﬂn-nl‘-'lmllerll_ Asdress 2
Hational Provider I [N city. sate [N -
Provider Type  HOME AND COMMUNITY BASED SVC Tip -
Figure 288

3. OR - Select Provider Workspace; and on the workspace page, click Enter a New
Authorization Request.

4. On the next window, click the Source Services option.

New Request for Prior Authorization

« SOURCE Level of Care and Placement

e Source Services

Figure 289

5. On the next screen, the case manager’s provider ID is prepopulated based on portal login
credentials.

6. Enter the member’s Medicaid ID and click Submit.
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New Request for Prior Authorization

To find a Member or Provider click the “* next to the ID box

Member Medicaid ID: |333000000500 S,

Source Provider ID 000000999y

Figure 290

7. On the next page, enter the authorization number for the SOURCE Level Care and
Placement associated with the SOURCE Services request in the ‘SOURCE LOC PA

Confirmation Number’ box.

New Request for Prior Authorization

Source LOC Prior Authorization Confirmation Number : 114082599999 | (Ll

Figure 291

8. Click Submit. The system validates that the LOC is approved, has not expired, and is for
the same member associated with the Services request.

Provider/Member Information:
9. If the LOC PA ID passes validation, the SOURCE PA template opens with the case

manager and member information prepopulated on the form.

Contact Information:

10. The requesting provider contact information is populated by the system. Check the
information for accuracy. If any information is missing or incorrect, enter or correct the
information. All fields are required.
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Contact Information

* Contact Name: | GMCF99 * Contact Emait srinithya.ranganathan@gmef.org
Contact Phone:  229-B88-T777 Ext * ContactFax  229-855-2022
Figure 292

Request Information:
11. The ‘Place of Service’ defaults to Home.

12. Click “Yes’ if the member is consumer directed; otherwise leave as ‘No’.

Request Information
* Place of Service: @ Home * |a this Member consumer directed ? Yoz @ No
Figure 293
Diagnosis:
At least one diagnosis code is required.

13. Enter the diagnosis code for the member’s primary diagnosis related to SOURCE services
in the ‘Diag Code’ box. The system populates the diagnosis description when the diagnosis
is added to the request.

14. Enter the date that the diagnosis was established; if not known, enter the date that the
member started in SOURCE.

15. Click the ‘Primary’ diagnosis button. If only one diagnosis is added to the request, the
system will designate that diagnosis as primary. If more than one diagnosis is added, the
user must select one of the diagnoses as primary.

16. Click Add to add the diagnosis information to the request. When Add is selected, a blank
diagnosis line becomes available for adding another diagnosis.
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“ Diagnosis
34400  QUADRIPLEGIA, UNSPECIFD 01/01/2010  Yes  ICD-9
0, 40D
Figure 294
Services:

This section captures the procedure information for the services requested. Case Managers enter
one PA for up to a year date span for case management services, and for services rendered by other
SOURCE providers.

16.

17.

18.

19.

20.

21.

22.

23.

24,

25.

In the ‘Service Code’ box, enter the procedure code for one of the services requested. The
system inserts the description. Suggestion: If case management services are to be
requested for a year, enter that service line first.

Enter the first date of service in the ‘From Date’ box and the end date of service in the ‘To
Date’ box. The date span cannot exceed one year.

Enter the total units requested for the service and for the date span in the ‘Units’ box.
Enter the units of service requested per month in the ‘Requested Units/Month’ box.
Enter the total dollar amount requested in the ‘Amount’ box. Do not enter a dollar sign.

If applicable, enter the amount of cost sharing for the service in the ‘Cost Sharing Amount’
box.

Enter the provider ID for the provider who is rendering the service. The provider ID may
be entered manually, or have the system auto-insert the provider ID by using search.
Click the search icon s in the ‘Rendering Provider ID’ box to open a search page. Enter
the provider ID or provider name and click Search. Select the correct provider in the
search results, and the system inserts the provider ID in the ‘Rendering Provider ID’ box
on the service line.

If a modifier or modifiers are applicable to the service procedure code, enter the first
modifier in the ‘Mod 1° box. If there is a second modifier, enter in the ‘Mod 2’ box.

Click Add. The service procedure code is added to the PA and another blank service line
becomes available to enter another procedure code and service information to the request.
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Procedures
Req Cost .
S Service Description To Date Units / Sharing Renr:iermg
Code Provider 1D
Month Amount
T2022  CASE MANAGEMENT, PERWONTH 03/0422014 08/04/2015 1 1,800.00 oo I =
TI021  HHADEORCNADEPERVIST  0901/2014 08/042015 5700 430 3,000.00 oo N ~ EDIT | DELETE
HOMEDELIVERED PREPARED vy e
c c CyE c EDIT | DELETE
S50 f 09152014 052015 672 55 221000 oo [N

Figure 295

Note: When procedure lines are entered, system validation prevents the addition of duplicate
service lines. Case Managers are alerted when attempting to add a service line that is a ‘possible’
duplicate if the ‘new’ service line dates of service conflict with an approved SOURCE PA for
same member, provider, procedure code/modifier - for a given time period

Program Information:

26. Enter the date that the member was initially admitted to SOURCE in the ‘Program Admit
Date’ box.

27. Click ‘Initial Admission’ (initial admission to SOURCE) or ‘Renewal’ (Reassessment). If
Renewal is selected, enter the date that the member was last assessed in the ‘Date Last
Certified’ box. Note: ‘Program Discharge Date’ is not required.

Program Information :

* Program Admit Date : |09/01/2014| Program Discharge Date (@ initial Admission () Renewal Date Last Certfied:

Figure 296
Supporting Information and Social History:

The next section of the request form consists of 9 textboxes which may be used to capture
supporting information and member social history. These textboxes are optional and may be left
blank.

Appendix F Confirmation:

28. In the last section, indicate if there is a signed Level of Care (Appendix F) by clicking
‘Yes’.

29. Lastly, enter the date that the Level of Care was signed.
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Is there a signed Level of Care and Placement tool (Appendsx F ) ? 9 ez (I No Date Signed: 080122014

30.

31.

32.

33.

Figure 297

Once all required data has been entered on the request form, click Review Request. An
Attestation Statement displays.

Read the statement and confirm agreement by clicking I Agree. This is required to
submit the request.

Next, review the request information entered to be sure it is correct. Information may be
corrected by clicking Edit Request.

When all information entered is correct, click Submit Request. The next page displays
the ‘Request ID’ at the top of the page, which is the authorization number when the request
is in Approved status

Editing Source Services PAs

Existing SOURCE PAs may need to be edited (units and dates adjusted) by case managers when
a rendering provider associated with a service line changes or when a member’s status changes.
The case manager may need to cutback an existing service line for a given Provider who is
rendering a specific service, and then add a second line to the same PA for a new provider for the
same service but for different dates of service. SOURCE PAs may also need to be modified if
there is a PA Edit attached to the PA. When a PA is sent to MMIS, the data is validated against
certain criteria and an edit ‘error’ may be triggered. It may be necessary to modify the request
information in order to remove the edit and allow the PA to transmit to MMIS. Case managers
are notified by email when a SOURCE PA entered by the case manager has an edit.

1.

To edit a PA, the first step is to find the PA using the PA search option on the Provider
Workspace. Open the Provider Workspace and click Search, Edit or Attach
Documentation to Requests.

On the Search page, the requesting provider ID is populated by the system. Enter the 12
digit PA ID (Request ID) in the ‘Request ID’ box. No other information needs to be
entered. Click Search.
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Prior Authorization Request Search

Request D - 114090299999 PA Status: - Provider ID - (— |

Request From Date : Request To Date :
Member Medicaid ID I:l Kember First MName : l:l Member Last Mame : I:I
Effective Date : Expiration Date : Include PA Notifications : (0 ves @) No ) ALL

ExmE

Figure 298

3. Click the ‘Request ID’ that displays in the search results. The PA Review Request page
opens which provides a summary of the PA information.

Prior Authorization - Source Review Request

Warning: You cannot submit a change request for this PA Type.

Request Information

Request ID : I - Approved Case Status Date - 00/03/2014
Member 1D - 333000000400

Social Security Number - 132540678

I C'/O A Request D

Admission Date : Discharge Date :

Effective Date : 09/01/2014 Expiration Date - 09/01/2015
Diagnosis

Diag Code | Diagnosis Description | Date | Primary| Type |
344.00 QUADRIPLEGIA, UNSPECIFD 09/03/2014 Yes ICD-9
Procedures

Effective | Expiration Approved | Approved Family of
S T = e s e O

S5170 HOMEDELIWVERED PREPARED MEAL 09/01/2014 09/01/2015 2210.00 Approved
T1021 HH AIDE OR CM AIDE PER VISIT 09/01/2014 09/01/2015 850 850 2800.00 Approved MO
T2022 CASE MANAGEMENT. PER MONTH  09/01/2014 09/01/2015 12 12 1800.00 Approved No

Edit Request || Attach File || Return To search Resuits || Return to Provider Workspace | Gontact Us |
Return to the Auth Request Page

Figure 299

4. To edit the PA, click Edit Request at the bottom of the page.

5. On the next page, go to the Procedures table and click Edit at the end of the procedure
line that needs to be modified.
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Procedures
e e S
Month Amount
ssizg  OWEOFLVEREDPREPARED  gom12014 cont2015 672 56 2.210.00
T1021  HHAIDE ORCNAIDE PERVISIT  00/01/2014 00/01/2015 850 200 2,800.00 0.00 _ F Ed
Toozz  CASE MANAGEMENT. PER 09/01/2014 09/01/2015 12 1 1.800.00 oo R =

MONTH

Q
Figure 300

6. The following data may be modified:
Procedure start and end dates
Units

Units per Month

Amount

Cost Sharing

YVVVVY

7. After modifying data, click Save at the end of the procedure line.

8. When a procedure line for a ‘new’ provider needs to be added, enter the service information
on the open (blank) procedure line. Click Add after all the required information is entered.
In the figure below, the first highlighted service line is the original service line for T1021
which was ‘cut back’ and end dated to 12/1/14. A new service line for the new provider
(second highlighted line) was added for the same procedure, different provider, and a start
date of 12/2/14 — a day after the end of the other service line.

Procedures
Req Cost
5;:'2:’ Service Description From Date | To Date Units | Sharing PT:::L:':TE
Month Amount
T1021  HHAIDE ORCNADEPERVISIT 090012014 120172014 100 140000 o0 N T Ed
55170 :&‘EDEL'WRED PREPARED 00012014 00012015 672 s 22000 o000 [N
Tz CASCMAVAGENENT.PER —opimors oonteots 12 1 10000 o000 [N st
T1021  HHADEORCNADEPERVIST 12022014 09012015 180 g0 100000 o0 [N v EDI
ADD
\ | = CAMCEL
Figure 301

9. To submit the changes made to the PA, go to the bottom of the page and click Review
Request.

10. Then click I Agree to the Attestation Statement again, and then Submit Request. The PA
is modified but the authorization ID remains the same.

PA System — DCH End User Manual Page 183



Alliant/Georgia Medical Care Foundation

2.3.20 Community Care Services Program (CCSP) Level of Care
Program Authorization Period

CCSP Level of Care and Placement Initial and Reassessment up to one year
Description

Level of Care (LOC) and Placement requests for initial admission and reassessment under the
Community Care Services Program (CCSP) are submitted via the web portal. In addition to the LOC
request form, CCSP providers are required to submit additional supporting documentation. This
additional documentation may be attached when the request is submitted, or attached to an existing LOC
request that is pending or initially tech denied for missing information.

Web Submission Instructions:
1. Log into the UAT Portal.
2. On the Secure Home page, select Prior Authorization; then Submit/View.
3. On the next screen, select CCSP Level of Care and Placement.

4. On the New Request for Prior Authorization page, the requesting CCSP provider ID is
system populated in the ‘CCSP Provider ID’ box.

5. Enter one member identifier. Enter the AIMS Number OR the member’s Social Security
Number OR the member’s Medicaid ID number. Enter only one identifier.

CCSP Level of Care and Placement

To find a Member or Provider click the “ next to the ID box

Member Medicaid ID: | Q.|

AlMs Mumber - AMS11111

Social Security Number :

CCSP Provider 1D - | coo000009A :'—'\|

Submit
Figure 302

6. Click Submit to open the Level of Care and Placement request form.

Provider/Member Information:

7. When the request form opens, the requesting provider information is auto-populated.
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8. Member information is also populated according to these rules:

e If the applicant’s Medicaid ID was entered, the system populates the member
information including the member’s address. The system also populates the AIMS
number if the Medicaid ID number is included in the AIMS file.

e |f the AIMS number was entered and the number matches a number in the AIMS
file provided to Alliant/GMCEF, the system populates the member information. If a
valid SSN is entered and that number is associated with an AIMS number or a
Medicaid 1D, then the member information is also system populated.

9. If an AIMS number or SSN is entered but there is no match to an AIMS number or

Medicaid member in the database, the member information must be entered manually,
similar to what is shown in the next figure.

Member Information

Member D : First Name : VICKY MI: M Last Name :  [TEST MEMBER Suffix :
Date of Bith - 05/201970 Social Security Number - 765-43-2111 Gender: Female ¥ AIMS Mumber  AIM323456
Participant Address
Address Line 1: 22 SHADOW LANE Address Line 2:
City : CITY State: GA ¥ Zip: 33333
Figure 303

Physician/Care Coordinator Contact Information:
These sections capture physician and care coordinator information.
10. Enter the physician’s first and last name.
11. Enter the physician’s phone number.
12. Generally, the Care Coordinator/Nurse information is populated by the system based on

the requesting provider ID. Since all fields are required, however, enter any information

that is missing. Additionally, these fields may be edited if the contact information is
incorrect.
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Physician Information
* Physician Name - DOCTOR DOCTOR

* Phone - 404-999-1111 Ext. Fax -

Care Coordinator/Assessment Nurse Contact Information

* Contact Name: [JEAN THE COORDIMATOR * Contact Email: [JCOORD@GMAIL.COM
Contact Phone: 404-999-2222 Ext. * Contact Fax: 404-999-3333
Figure 304

Request Information:

13. Select Initial (initial placement in CCSP) or Reassessment (continued placement in CCSP)
as the ‘Recommendation Type’.

14. 1f Initial was selected as the type of recommendation, enter the DON-R screening score.
The screening score is only required for initial placement requests.

15. Enter the date that the applicant was evaluated in the ‘Assessment Date’ box.

16. Select Yes or No for MFP approval.

Request Information

* Recommendation Type : Q) |nitial Reassessment DON-R Telephone Screening Score : 36

* Assessment Date 08/01/2014 * Approved for Money Follows the Person? Yes @ No
Figure 305

Diagnosis:

This section captures the participant’s primary diagnosis or diagnoses related to CCSP
participation. At least one diagnosis is required.

17. Enter the diagnosis code for the participant’s primary diagnosis in the ‘Diagnosis Code’
box. System populates the description.

18. Enter the date that the diagnosis was established. If not known, enter the CCSP assessment
date.

19. Click the ‘Primary’ checkbox.

20. Click Add.
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* Diagnosis

oo Dot et || iy amiionl yn |

M1 0 01/01/2014 I

Figure 306

21. The diagnosis is added to the request and a blank diagnosis line opens and may be used to
add another diagnosis. The options to Edit the diagnosis line and Delete the diagnosis line
also become available.

* Diagnosis
g coe s vsipin | Dae P i el |
3441 FARAPLEGIA NOS 08/01/2014 Yes Mo ICD-9
Q, O

Figure 307
Additional Information:
The Additional Information sections capture information related to recent hospital admission,

medication types, diagnostic/treatment procedures, and plan of treatment. However, these fields
are not required and may be left blank.

Acute Care Hospital Dates : From Date : To Date :
Diagnosis on Admission to Hospital Medications
Diagnostic and Treatment Procedures
T T S

- |
Services

Describe the services and for each senvice indicate the amount, frequency and duration (example: RN Service, 1 session or 1 visit,
2¥iweek, (for) 6 weeks).

Somioos " pmom | romeney | Dumtion |
- | | |

Treatment Plan :

Provide the complete treatment plan including medications, level of care requested, other senvices to be provided to the patient.

Figure 308
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22. Once all required information has been entered, click Review Request. Review the
information entered to be sure it is accurate. Then, review the Attestation Statement.

23. Click I Agree in response to the Attestation Statement. This must be done before the
request can be submitted.

24. Next, click Submit Request.

25. The next page shows the pending Request ID (top of page). Required documentation may
be attached to the LOC at this point.

Attach Supporting Documentation When PA Submitted:

To attach documents, go to the Create an Attachment section (middle of page). This section
includes a checkbox for each required document type. When a document type checkbox is
checked, and then a file is attached, the attached file is associated with the document type. One
file or multiple files may be attached. However, if possible, it is recommended to attach one PDF
file that contains all the required documents. If multiple files are attached, each file must have a
different name. The following file types may be attached: DOC, DOCX, JPG, PDF, TIF, and
TXT,; although PDF files are preferred. Each file cannot be more than 20 MB in size. For
complete attachment criteria, please refer to the Attach Files to a PA Request user guide located
on the Provider Workspace/Education and Training/User Manuals.

26. To attach a file related to a specific required document or documents, first click the
document type checkbox or checkboxes.

27. Click Browse in the attachment panel, and find the file saved to your directory.
28. Open the file and then click Attach File. The file attached is associated with the required

document(s) selected and displays in the Attached Files table. This information is
available to the GMCF reviewer.
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Create an Attachment

If you want to attach a document to this Request, click on "Browse...", select a document and then, click on "Attach File".
Attach File
File uploaded successfully.

Please Check the name of the documents included in the Attachment before you attach. (All the files colored in red need to be attached for faster review.)
Codes Documents

O Appendix E- Level of Care and Placement Instrument Farm [C] Medication Record

|:| Crosswalk from AIMS D Case notes from AIMS
CCSP-INITIAL

[C] Minimum Data Set (MDS) for Home Care (MDS-HC) from AIMS [Cloonr

O Demographic information from AIMS

Attached Files

e ipo oo Jooomomtame S Ju o |

CCSP Reguired Documentation docx Web Upload CCSP-INITIAL Appendix E- Level of Care and Placement Instrument Form 22 KB 8/20/2014 8:33:15 AM
CCSP Required Documentation.docx Web Upload CCSP-INITIAL Case notes from AIMS 22 KB 8/20/2014 §:33:15 AM
CCSP Required Documentation.docx Web Upload CCSP-INITIAL Crosswalk from AIMS 22 KB 8/20/2014 8:33:15 AM
CCSP Reguired Documentation.docx Web Upload CCSP-INITIAL DON-R 22 KB 8/20/2014 §:33:15 AM
CCSP Required Documentation.docx Web Upload CCSP-INITIAL Demographic information from AIMS 22 KB 8/20/2014 8:33:15 AM
CCSP Reguired Documentation.decx VWeb Upload CCSP-INITIAL Medication Record 22 KB 8/20/2014 8:33:15 AM
CCSP Required Documentation.docx Web Upload CCSP-INITIAL Minimum Data Set (MDS) for Home Care (MDS-HC) from AIMS 22 KB 8/20/2014 8:33:15 AM
Figure 309

Attach Supporting Documentation To an Existing LOC:

Additional documentation may also be attached to LOCs previously submitted that are still in
pending status or are initially tech denied.

1. Go to the Provider Workspace and select Search, Edit or Attach Documentation to
Requests.

2. Search for the LOC by entering the ‘Request ID’ and clicking Search.
3. Select the request in the search results to open the Review Request page.

4. If the LOC is pending or is initially tech denied, click the Attach File link at the bottom of
the page.

5. Go to Create an Attachment and follow the same process to attach a file as previously
described.
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2.3.20.1 System Decision Notifications

When a CCSP LOC is approved or denied, the requesting provider is notified via a ‘no reply’
email. When the decision is an initial tech denial for missing information, the email also specifies
what information is missing. The email notification directs the provider to check the Provider
Workspace for decision details.

View Decision Details:

1. To view decision details, open the Provider Workspace and click Search, Edit or Attach
Documentation to Requests.

2. Search for the CCSP LOC by entering the ‘Request ID’ and clicking Search. Then click
the PA that displays in the search results.

-OR-
3. Open the Provider Workspace and access the LOC via the PA Notifications drop list.

This list shows the last ten PA notifications. Select a PA number on the list and click
Show.

Provider Workspace

Last 10 Requests : [N - Denicd - Messages : |- Frocessed ~ PA Notifications :

Enter and Edit Authorization Requests
Enter a New Authorization Reguest - Use this link to enter a new prior authorization request. More...

Search, Edit or Attach Documentation to Requests - Use this link to search, edit or attach documentation to authorizati

Member Medicaid ID Updates - Use this link to Search, Edit, and modifying Member Medicaid IDs for SwingBed or Katie Beckett requests.

CMO Authorization Requests

Search or Submit Clinical notes / Attach Documentation for CMO PA Requests - Use this link to search or attach documentation to CMO prior authorization
requests. More...

Submit Concurrent Review Information for CMO PAs (Change Requests) - Use this link to request a change to existing authorization requests. More. ..

Submit Reconsideration Requests for CMO PAs - Use this link to request a reconsideration to a denied case. More...

PA Change and Reconsideration Requests

Figure 310

4. No matter which route is used to view decision details, the LOC opens on the Review
Request page. The decision information displays in the following sections:
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e PA Notifications: This section shows the same information sent in the ‘no-reply’
email notification.

e Denial Notifications: This section shows the specific decision date, the letter type
that was sent, and the reviewer’s denial rationale noted on the letter.

e Request Information: This section shows the specific type of decision and decision
date.

Prior Authorization - CCSP Level of Care and Placement Review Request

Notification(s) for this PA

07/29/2014 The CCSP PA # I . -mitted by you, has been Denied. The PA is missing some document(s) : Case notes from AIMS.

Denial Notification(s)

Denial Decision .
Letter Type Reason for Denial

7/29/2014 Technical Denial We are unable to make a decision regarding level of care since the Case Notes from AIMS were never submitted; and the other documents
8:33:30 AM Notification submitted were incomplete. You may request a hearing if you disagree with this decision.

Request Information

Request ID : _ Case Status : Denied  Case Status Date : 07/29/2014

Social Security Number : _

Effective Date : 07/29/2014 Expiration Date : 10/27/2014

Denial Reason -

Type of Recommendation : Reassessment

Decision Type : Final Tech Denial. Decision Date: 7/29/2014

Figure 311
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2.3.21 NOW and COMP

Program Authorization Period
NOW and COMP Level of Care and Placement Initial and Reassessment up to one year
Description

Level of Care (LOC) and Placement requests for initial placement and reassessment under the
Comprehensive Supports Waiver Program (COMP) and the New Options Waiver (NOW) are submitted
via the web portal by the DBHDD regional offices. The NOW or COMP online form is completed and
additional supporting documentation is attached to the form. This additional documentation may be
attached when the request is submitted, or attached to an existing LOC request that is pending or initially
tech denied for missing information.

Web Submission Instructions:

1.

6.

Go to the Georgia Web Portal at www.mmis.georgia.gov and log in using your assigned
user name and password.

On the Secure Home page, select Prior Authorization; then Submit/View.

On the next screen, select NOW Level of Care and Placement or select COMP Level of
Care and Placement. Only the PA type associated with the requesting ‘provider’ category
of service displays (NOW 680; COMP 681).

On the New Request for Prior Authorization page, the requesting ‘provider’ ID is system
populated in the Provider ID box.

Enter the applicant’s Medicaid ID OR enter the applicant’s Social Security Number (SSN)
if the applicant does not have a Medicaid ID. Do not enter both.

COMP Level of Care and Placem ent

Please enter the Member's ID or the SSN. Do not enter both.
To find a Member or Provider click the “* next to the IDbox

Member Medicaid D | e,

Social Security Number & | 111-11-1111
COMP Provider ID 000011111A =4

Figure 312

Click Submit to open the Level of Care and Placement request form.
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Member Information and DBHDD Regional Office Information:

7. When the request form opens, the requesting regional office ‘provider’ information is pre-
populated.

8. Member information is also populated according to these guidelines:

e IfaMedicaid ID was entered or if the SSN entered matches a Medicaid participant, the
system populates the member information including the member’s address.

e If a SSN is entered but there is no match to a Medicaid member in the database, the
member information must be entered manually, including the applicant’s address
information, similar to what is shown in the next figure.

Member Information
Member ID First Name Jean Mi Last Mame : TEST MEMBER Suffix

Date of Birth : [04/26/2002 Social Security Number [111-11-1111 Gender : [Female w|

Participant Address

Address Line 1: 566 Padicipant Address Lane Address Line 2: |APT 2233
City Lane state: [GA v Zip 33233
Figure 313

DBHDD Regional Office Contact Information:
This section captures the regional office contact information.
9. In general, the contact information is populated by the system based on the requesting
regional office ‘provider’ ID. Since all fields are required, however, enter any information

that may be missing or correct information that is inaccurate, especially the email address.

DEHDD Regional Office Contact Information

* Contact Name:  [Ms Nice * Contact Email:  |srinithya.ranganathan@gmecf.org
Contact Phone: 444-555-6666 | Ext. * ContactFax  |555-666-7777
Figure 314

Request Information:

1. Select Initial (initial placement) or Reassessment (continued placement) as the
‘Recommendation Type’. This is required.
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2. Enter the date that the applicant was evaluated for the program in the ‘Assessment Date’
box. If not know, enter today’s date. This is currently required.

3. If known, select Yes or No for MFP approval. Otherwise, leave blank — this is an optional
field.

Request Information

* Rec ommendation Type : @ Initial O Reassessment

* Assessment Date 07/28/2015 * Approved for Money Follow s the Person? ®ves Ono
Figure 315

Diagnosis:

This section captures the participant’s primary diagnosis or diagnoses related to NOW or COMP
participation. At least one diagnosis is required.

4. Enter the diagnosis code for the participant’s primary diagnosis in the ‘Diagnosis Code’
box. System populates the description.

5. Enter the date that the diagnosis was established. If not known, enter today’s date.
6. Click the ‘Primary’ checkbox.

7. Click Add.

* Diagnosis

mm;’
7580 4 O

Figure 316

8. The diagnosis is added to the request and a blank diagnosis line opens and may be used to
add another diagnosis. The options to EDIT the diagnosis line and DELETE the diagnosis
line also become available.

* Diagnosis

Diag coce-|DiagnosisDesorpion | _Date | rmary aamision ype| |

758.0 DOWN'S SYNDROME 07/01/2002  Yes No ICD-9
[ O o
Figure 317

PA System — DCH End User Manual Page 194



Alliant/Georgia Medical Care Foundation

Comments Box:

The Comments/Messages box is an optional textbox but can be used to provide additional
information regarding the LOC request.

19. Once all required information has been entered, click Review Request. Review the
information entered to be sure it is accurate. To correct information that was provided,
click Edit Request. Correct or update the request information, then click Review Request
again.

20. Next, review the Attestation Statement.

21. Click | Agree in response to the Attestation Statement. This must be done before the
request can be submitted.

22. Then, click Submit Request.

23. Once the request is successfully submitted, the pending Request ID displays at the top of
the page. Required documentation may be attached to the LOC at this point.

Attach Supporting Documentation:

To attach documents, go to Create an Attachment (middle of page). This section includes a
checkbox for each required document type. The document type checkboxes are used to associate
the file attached with the document type. One file or multiple files may be attached. However, if
possible, it is recommended to attach one PDF file that contains all the required documents. If
multiple files are attached, each file must have a different name. The following file types may be
attached: DOC, DOCX, JPG, PDF, TIF, TXT and EXCEL; although PDF files are preferred.
Each file cannot be more than 20 MB in size. For complete attachment criteria, please refer to the
Attach Files to a PA Request user guide located on the Provider Workspace/Education and
Training/User Manuals.

24. To attach a file related to a specific required document or documents, first click the
document type checkbox or checkboxes.

25. Click Browse and find the file saved to your directory.
26. Open the file and then click Attach File. The file attached is associated with the required

document(s) selected and displays in the Attached Files table. The attached files are
available to the GMCF reviewer.

PA System — DCH End User Manual Page 195



Alliant/Georgia Medical Care Foundation

Create an Attachment

If youw ant to attach a document fo this Request, click on "Brow se ", select a document and then, click on "Aftach File”.

T e |
File uploaded suc cessfully.
Please Check the name of the documents included in the Attac hment beforeyou attac h. (A" the files colored in red need fo be attached for faster review }
Codes Docum ents
[l omasisA(Fhysician's Rec ommendation Concerning i .
N Psyc hologicalBehavioral
Nursing Fac ity Care or Intermediate Care for the Mentaly [ nursing N LI PsychobogicalBenaviora
Assessment Opl]onal Assessment
Retarded)
it [ sociat work [ intial Benavioral Assessment
["] Health Risk Screening Tool (HRST) “Optional ASseessnenk “Ophorr ~Culionr
[] support Intenstty Scale (SIS) *Optional
Attached Files
e T osie ovomentime o e fuer e
covp Attached By COMP- 14 71202015 .
Aftachmentsdocx  Nurse mNmAL  FoyehobgealBenavioral Assessment ke DPARRETT gugan am
covp Attached By ~ COMP-  DMAG/GA(Physician's Recommendation Concerning Nursing Facility Care or 14 712002015
RRETT DELETE
Altachments.docx  Nurse INTAL  Intermediate Care for the Mentaly Refarded) w DPA 9:48:42 AM [CELETE]

Figure 318

Note: Additional documentation may also be attached to LOCs previously submitted that are still
in pending status or are initially tech denied.

To attach documents to an existing LOC, open the Provider Workspace.

Select Search, Edit or Attach Documentation to Requests.

Search for the PA by entering the ‘Request ID” and clicking Search.

Select the request in the search results to open the Review Request page.

If the LOC is pending or is initially tech denied, click the Attach File link at the bottom of
the page.

Go to Create an Attachment and follow the same process to attach a file as previously
described.

akrownE

o

2.3.21.1 System Decision Notifications

When a NOW or COMP LOC is approved or denied, the requesting ‘provider’ is notified via a ‘no
reply’ email. When the decision is an initial tech denial for missing information, the email also
specifies what information is missing. The email notification directs the ‘provider’ to check the
Provider Workspace for decision details.

View Decision Details:

1. To view decision details, open the Provider Workspace and click Search, Edit or Attach
Documentation to Requests.

2. Search for the LOC by entering the ‘Request ID’ and clicking Search. Then, click the PA
that displays in the search results.

-OR-
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3. Open the Provider Workspace and access the LOC via the PA Notifications drop list.
This list shows the last ten PA notifications. Select a PA number on the list and click
Show.

Provider Workspace

Last 10 Requests : [N - Denied  ~ Messages : |- Frocessed ~ PA Notifications :

Enter and Edit Authorization Requests

Enter a New Authorization Request - Use this link to enter a new prior authorization request. More...

Search. Edit or Attach Documentation to Requests - Use this link to search, edit or attach documentation to authorizati

Member Medicaid ID Updates - Use this link to Search, Edit, and modifying Member Medicaid IDs for SwingBed or Katie Beckett requests.

CMO Authorization Requests

Search or Submit Clinical notes / Attach Documentation for CMO PA Requests - Use this link to search or attach documentation to CMO prior authorization
requests. More..

Submit Concurrent Review Information for CMO PAs (Change Reguests) - Use this link to request a change to existing authorization requests. More...

Submit Reconsideration Requests for CMO PAs - Use this link to request a reconsideration to a denied case. More...

PA Change and Reconsideration Requests

Figure 319

4. No matter which route is used to view decision details, the LOC opens on the Review
Request page. The decision information displays in the following sections:

e PA Notifications: This section shows the same information sent in the ‘no-reply’
email notification.

e Denial Notifications: This section shows the specific decision date, the letter type
that was sent, and the reviewer’s denial rationale noted on the letter.

e Letter Information: If a decision notification (letter) has been sent to the Member,
the letter is attached in this section. Click the file name to view.

e Request Information: This section shows the specific type of decision and decision
date.
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Notification(s) for this PA

oo Jewaliownemon

he comP PA # [ oritted by you, has been Denied. The PA is missing some document(s) - DMA-7 (Level of Care Re-Evaluation Formfor ICFID)

06/16/2015 Psychologr a/Behavioral Assessment Update (Required Q3 years § 16 years or younger)

Denial Notification(s)

Denial Decislon Date | Letter Type Reason for Denial

6/16/201512:00.00 AM Standard Approval/Denial Notification

Letter Information

Cowcnpeliie T T eson — Latar e ose
Member —‘_'mrjr.ﬂs‘\‘ pdf Manual Update by Nurse  10/03/2014

Request Information
RequestiD I C:sc Stalus Denied Case Status Date 06/16/2015

Merter 0 —

Social Securty Number - [NGNN

Provider ID I CoPA RequestiD
Effective Date 05726712015 Expiraton Date -  05/25/2016
Denial Reason

Type of Recommendation . Reassessment

Decision Type Final Tech Denlal. Decsion Date: 616/2015
Diagnosis

Diag Code | Diagnosis Description -
3349 SANOCEREBELLAROSNOS 01/01/2000  Yes
Attached Fles

T — iy [ — (] T —

Chapter Header docx Web Upicad Health Risk Screening Tool (HRST) *Optiona” [l 526/2015 11:54.57 AM

Enter Change Request | Attach Ale | Return To SearchResults | Return to Provider Workspace | ContactUs |

Figure 320
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2.3.22 Swingbed Requests

Program Authorization Period
Swingbed Adult 14 days — Initial Placement
Swingbed — Child (DMAGA) 30 days — Continued Placement
Description

Requests for Swingbed (SW) admission and continued stay may be submitted via the web portal using
the Swingbed Form DMA-6 for individuals 21 years and older; and Swingbed Form DMAGA for
individuals under 21 years. Submission of Swingbed requests is restricted to providers with 080 COS.
Swingbeds may be requested by entering a Medicaid ID or a Social Security Number for individuals who
do not yet have a Medicaid ID. The process for entering a SW DMAG6 and SW DMAGBA is the same; and
the request templates are very similar. The web entry instructions focus on DMA-6 entry; although
differences between the DMA-6 and DMA-6A are noted in the instructions.

Web Submission Instructions:

1.

2.

3.

Log into the UAT Portal.

On the Secure Home page, select Prior Authorization; then Submit/View.

Select Nursing Home (Swingbed) Form DMA-6 if the recipient is an adult, or select
Pediatric Admission to a Nursing Home (Swingbed) Form DMAGA if the recipient is

less than 21 years.

On the New Request for Prior Authorization page, the requesting Swingbed provider ID is
system populated in the ‘Swingbed Provider ID’ box.

Enter the member’s Medicaid ID. If the individual does not have Medicaid ID, enter the
individual’s Social Security Number. Do not enter both.

Murzing Home (Form Mumbet: DhL-6)

To find a member or provider ID click the 28 next to the ID box

Member Medicaid ID:

Social Security Mumber : 5555-55-5555

|
|
|
_________________ -

Swingbed Provider 0 [ NN .

Figure 321
Click Submit to open the request form.
At the top of the request form, the requesting Swingbed provider information is auto-

populated. The patient’s information is also auto-populated when the patient is a Medicaid
recipient.
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8. When the patient is not a Medicaid recipient, the SSN entered to open the form displays in
the ‘Social Security Number’ box. The following information must be added:

e Name: Enter the patient’s last name in the ‘Last Name’ box, and the patient’s first name
in the ‘First Name’ box. A middle initial and suffix are optional.

e Date of Birth

e Gender: Select from the drop list.

Member Information
Member ID : First Name : Test Mi: Last Mame . |Member Suffix :

Date of Birth . 02251940 Social Security Number . 222-33-3444 Gender . Female -

Figure 322
Physician Information:
The only required field in this section is physician name.
9. Enter the physician’s first name and last name in the ‘Physician Name’ box.

Physician Information

Phyysician Mame : John Greer Physician 1D -
Adddress Line 1 : Address Line 2
City : State | Tip: County »
Phione : - - Ext. Fax:
Figure 323

Contact Information:

The system pulls in the requesting Swingbed provider’s contact information. All contact
information is required.

10. Enter or edit any contact information that is missing or incorrect.
Contact Information

“ Contact Mame: |DBARRETT “ Contact Email: |DB@email.com

Contact Phone: 444 444 4444 Fu * Contact Fax: 666-666-6666
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Figure 324
Request Information:

This section captures the following required information: recommendation type (continued
placement or initial placement); initial admission date; admission type; and place of service.
Note: Recommendation type is captured in a different section on the DMA-6A form.

11. Enter the type of placement applicable to the request by selecting Continued Placement for
patients already in a Swingbed; or Initial Placement for new admission to Swingbed.

12. If initial placement selected, enter the date of admission/anticipated date of admission to
the Swingbed in the ‘Initial Admission Date’ box.
OR

13. If continued placement selected, enter the start date for continued Swingbed placement
in the ‘Continued Placement Start Date’ box.

14. ‘Patient Status’ defaults to Swingbed.

15. Enter the type of admission to Swingbed by selecting Elective, Urgent or Emergency from
the ‘Admission Type’ drop list.

16. The ‘Place of Service’ defaults to Skilled Nursing Facility.

Request Information

%

Recommendation Type : Continued Placement @) Initial Placement
Initial Admiz=ion Date : 081172013 Dizcharge Date :
* Place of Service : 31 - Skilled Nursing Facility -
Patient Status : SwingBed - * Admission Type : Emergency -

Figure 325 - Initial

Request Information

* Recommendation Type @ Continued Placement (! Initial Placement

Continued Placement Start Date : 07272013 Discharge Date :

initial Admission Date : Initial Request ID

* Place of Service 31 - Skilled Mursing Facility -

Patient Status : SwingBed « * Admission Type : Elective hd

Figure 326 - Continued
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DMA-6A Form Note: In place of the Request Information section, the DMA-6A form has a section
related to the child’s status and parental consent. Follow these instructions to complete the section on
the DMA-6A:

e Respond Yes or No to indicate whether or not the child’s caretaker believes that the child would
require institutionalization if services were not provided.

e Respond Yes or No to indicate whether or not the child attends school.
e Enter the date of Medicaid application. If not known, enter the PA request date.

e Respond Yes or No to indicate whether or not the parent/legal representative has authorized
release of health information.

e Enter the date that parent/legal representative signed the DMA-6A.

Diagnosis Table:

The Diagnosis table captures the diagnosis code, code description (system populated), diagnosis
date, primary diagnosis indicator, diagnosis type (ICD9 or ICD10), and admission diagnosis
indicator (optional) for each diagnosis code entered.

17. Enter the diagnosis code for the patient’s primary diagnosis in the ‘Diag Code’ box; or
search for and have system insert the diagnosis. If the diagnosis code includes a decimal
point, enter the decimal point with the code.

18. Enter the date that this diagnosis was established in the ‘Date’ box, or if not known, enter
the Swingbed admission date.

19. Click the ‘Primary’ checkbox to indicate that the diagnosis is the primary diagnosis; and
click the ‘Admission’ checkbox, if the diagnosis is the Swingbed admission diagnosis.

Note: If only one diagnosis is entered, the system will select that diagnosis as primary.

20. Click Add at the end of the diagnosis line to add the diagnosis information to the request.

*  Diagnosis

Diag Code | Diagnosis Description |__Date _|Primary| Admission|Type| |

437.4 CEREBRAL ARTERITIS 01/01/2012  Yes Yes ICD-0
01/01/2012 1 DD |
Figure 327

21. Follow the same process to add other diagnosis information. Remember to click Add
after each diagnosis is entered.
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Retro-Eligibility:

The system defaults the question regarding member retro eligibility to ‘No’.

Does this member have retro eligibility for the submitted dates of service ? (Jves SN

Figure 328

22. Click ‘Yes’ if the patient has Medicaid retro eligibility for the requested dates of service.

Acute Care Hospital Dates:
This required section captures the acute hospital admission and discharge date.

23. Enter the date that the patient was admitted to the acute care hospital in the ‘From Date’
box; and the date discharged from the hospital in the ‘To Date’ box. Enter the dates

manually or use the calendar popup.
Acute Care Hospital Dates @ From Date: (05172010 ToDate: 052452010

Figure 329

Diagnosis on Admission to Hospital:

This section is optional.

Diagnosis on Admission to Hospital

Diag Code | Diagnosis Description Primary| |
Com

Figure 330

Medications:

The Medications table captures the patient’s primary medication including: type, dosage, route
and frequency.

24. To enter medication information, first select the medication type by selecting a type from
the ‘Name’ drop list.

25. Enter the dosage for the medication in the ‘Dosage’ box.
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26. Enter the method of medication administration by selecting the method of administration
from the ‘Route’ drop list (Oral or Parental or Rectal or Topical).

27. Enter the frequency of medication administration by selecting a frequency from the
‘Frequency’ drop list (Regular or PRN: As necessary or Regular & PRN).

28. Click Add at the end of the medication line to add the medication information to the
request.

Medications

E[ IT

Cardiac S0migy Oral Regular
| v | | vl | v| el
Figure 331

29. Follow the same process to add other medication information. Click Add after each entry.

Diagnostic/Treatment Procedures:

The Diagnostic and Treatment Procedures table captures diagnostic/treatment procedures ordered
as part of the patient’s plan of care.

30. To add diagnostic or treatment procedures, first select the procedure type by selecting a

type from the ‘Type’ drop list. Select ‘Other’, if the diagnostic/treatment procedure is not
listed.

31. Next, enter the frequency of the diagnostic/treatment procedure in the ‘Frequency’ box.

32. Click Add to add the diagnostic/treatment procedure to the request.

Diagnostic and Treatment Procedures

&4, Accucheck
| v| | | Ed
Figure 332

33. Repeat the process to add other diagnostic/treatment procedures. Click Add after each
entry.
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Treatment Plan:

This section is optional but may be used to capture additional treatment plan information that is
not captured in other sections of the request form.

Treatment Plan :

Provide the complete trestment plan including medications, level of care requested, ather services to be provided to the patient.

Add information regarding the treatment plan that is not captured in other zections of this form.

Figure 333
Physician Certification and Signed Date:

This section captures physician certification in regards to communicable diseases, level of care,
and management of the patient’s condition.

34. Indicate whether or not the patient is free of communicable disease by selecting Yes or No.

35. Indicate whether or not the patient’s condition can be managed by Community Care by
selecting Yes or No.

36. Indicate whether or not the patient’s condition can be managed by Home Health services
by selecting Yes or No.

37. Indicate whether or not the physician has certified the level of care by selecting Yes or No.

38. The physician license number is optional. Enter the date that the physician signed the
DMAG6-6A in the ‘Date Signed by Physician’ box.

®ves (Onn  lsthe patient free of communicable diseases?
Can this patizrt's condition be managed by -

Oves @ o - Community Care 7
Oves @b - Hotme Heafth Services 7

G) Yes O Mo Has the physician cerified that this patient requires the level of care provided by a nursing facility or an intermediate care facility for the mentally retarted 7

Physician License Mumber : Date Signed by Physician @ 050242010

Figure 334
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DMA-6A Form Note: On the Swingbed DMA-6A, the physician certification questions and physician
signed date are captured in a section that also captures the level of care and type of recommendation.
Here are some guidelines for completing this section:
e For the ‘Anticipated Dates of Hospitalization’, enter the Swingbed admission date in the ‘From
Date’ box; and the anticipated discharge date in the ‘To Date’ box.
o Enter the recommended level of care by selecting Nursing Facility from the ‘Level of Care
Recommended’ drop list.
o Enter the type of recommendation (initial or continued placement) by selecting the type from the
drop list.
o Indicate where the patient was transferred from by clicking the Hospital button.
¢ Indicate the length of time that care is needed by selecting the Temporary button; and then enter
‘1’ as the estimated temporary length of time.
e Respond to each of the certification questions by clicking Yes or No.
e Enter the name of the physician that signed the DMA-6A in the ‘Physician Name’ box.
e Enter the date that the physician signed the DMA-6A in the ‘Date Signed by Physician’ box.
e Enter the physician’s license number in the ‘Physician License Number’ box.
e Enter the physician’s phone number in the ‘Physician Phone’ box.

Patient Condition:

This section consists of four required questions that capture information related to the patient’s
condition/care, and the appropriateness of Swingbed placement.

39. Respond Yes or No to each question.

1. Does the patisnt's condtion reqguire specialized medical interyertion not usually provided by & nursing home? Orves ®no
2. Does a particular aspect of the patiert's care or diagnosis present challenges for discharge planning? O Yes @ M
3. Does the patient have functional challenges not usually accepted by nursing homes, e.g. functional impairments related to morbid ohesity, severe contractures, etc? D ves ORo

4. Does the patient present severe behavior challenges reguiring atypical intervention? @ Yes O Mo

Figure 335
Evaluation of Care and Treatment:

The next required section captures the results of the nursing evaluation; patient’s mental and
behavioral status; and the nursing care needed.

Note: The Evaluation of Care and Therapies section on the DMAGA is slightly different from the
DMAG; but it captures similar information.

40. For each category, select the applicable item(s) by clicking the corresponding checkbox or
button.

41. Enter the number of hours/day that the patient is out of bed in the ‘Hours out of the bed per
day’ box.
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Evaluation of Hursing Care Heeded : fheck aff that appiy)

Diet Blacider Bowel : Decubit ; Restorative Potential . Creerall Condition ©
Reoular @ Continert @ Continert Yes O Goodd O Imprasing
Dizbetic O cceasionally Incontinert O oecasionally Incontinent O & Fair O stable
D Ear O Incontinent O Incontinent Irifasies] O Poar @ Fluctusting

O Cither O Colostomy O Guestionakle O Deteriorating
[Low Sadium [Jon sdmission
) Mone O Critical
D Tube Feeding D Surgery Date O Terminal
Cather
Mental & Behavioral Status : {check aJf that apply) Hursing Care and Treatment : {Gieck aif that sapply)
Lgitated [rcisy [Joependent [Jcatheter care [ Bediast
D Confused D Monresponsive D Independert Iritake D Colostomy Care
D Cooperative D “acillating D Anxious Ot D Sterile Dressings
[Joepressed  [violent [wiel scfusted v [ suctioning
Forgetful DWanders Dizaoriented D [,
D Alert DWTthdrawn D Inappropriste Reaction
Hours out of the Bed Per Day 4 |Hrs.
Figure 336

Frequency of Therapies:

This section captures the frequency per week of therapies received and needed. This section is not
required but should be completed if applicable to the patient’s treatment plan.

42. For each therapy prescribed for the patient, indicate the hours per week received in the
‘Received’ box; and the hours per week that are needed in the ‘Needed’ box.

Indicate Frequency Per Week {in Hours})

Received Meeded

Physical Therapy

Oocupational Therapy

Remaotive Therapy

Reality Crientation ] ]
Speech Therapy

Bowvel and Bladder Retrain

Activities Program 5 5

Figure 337
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Level of Impairment and Activities of Daily Living:

This required section captures the patient’s level of impairment (mild, moderate, none, severe) in
regards to sight, hearing, speech, limitation in motion, and paralysis. It also records the patient’s
current abilities (dependent, independent, needs assistance, not appropriate) regarding activities of
daily living. Note: This section is not on the DMAGA.

43. Select the appropriate description for each item from the ‘Level of Impairment’ and
‘Activities of Daily Living” drop lists.

Activities of Daily Living Lewvel of Impairment
Eating Meeds Aszistance w Sight Moderate
Wheelchair | Mot Appropriste W Hearing Moderate
Tranzferting | Meeds Assistance v Speech Moderate
Bathing Meeds Assistance Limited hotion | Moderate
Ambulating | Meeds Azsistance Paralysiz Mone W
Dress=ing Dependent W
Figure 338

Justification for Admission or Continued Placement:

This required section captures the rationale for Swingbed placement and any discharge plans to
home or nursing facility.

44. Enter information to support the medical necessity of the Swingbed placement including

discharge plans and the anticipated discharge date to home or nursing facility.

Justification and Circumstances for Admission or Continued Placement :

Provide justification for the services ordered including the rationale for swingbed placemernt; any dizcharge plans to home or nursing facility

Enter informationto support medical necessity. Include discharge plans and discharge date.

Figure 339
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MD or Nurse Signature:

45. Enter the first name and last name of the person who signed the Swingbed request in the
‘Name of MD/RN Signing Form’ box; and the date signed in the ‘Date Signed’ box.

Mame of MD / RN Signing Form : |Jane RN Date Signed :  09/08/2010

Figure 340

46. When all data is entered on the request form, click Review Request at the bottom of the
page to display the Attestation Statement.

47. If the Attestation Statement does not display when Review Request is selected; or a
message displays that ‘information is missing or incorrect’, scroll up the page to find what
Is missing or incorrect. ‘Required’ displays next to a data box when information is missing.
Enter or correct the data, and then click Review Request again.

48. Click I Agree in response to the Attestation Statement.

49. Review the request. To change information entered, click Edit Request. Otherwise, click
Submit Request. The pending authorization tracking number displays at the top of the

page.
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2.3.23 Intermediate Care Facility for Mentally Retarded

Program Authorization Period
Intermediate Care Facility for Mentally Retarded | One year

(DMAGS)

Intermediate Care Facility for Mentally Retarded | One year

(DMAGBA)

Description

Requests for admission and continued stay in an Intermediate Care Facility for the Mentally Retarded
(ICFMR) may be submitted via the web portal using the ICFMR DMA-6 for individuals 21 years and
older; and ICFMR DMAGA for individuals under 21 years. Submission of ICFMR requests is restricted
to providers with 180 COS. Currently, there is only one provider authorized for ICFMR services.
ICFMR and Swingbed use the same basic request template with the following differences:

Place of Service: For ICFMR, this value defaults to Intermediate Care Facility Mentally
Retarded instead of Skilled Nursing Facility.

Evaluation Dates: In place of the Patient Condition questions found on the SW form, the
ICFMR form captures the completion dates of the Developmental Care Plan, Social Evaluation,
and Psychological Evaluation.

Web Submission Instructions:

1.

2.

3.

Log into the UAT Portal.

On the Secure Home page, select Prior Authorization; then Submit/View.

Select Intermediate Care Facility for Mentally Retarded DMA-6 if the recipient is an
adult, or select Intermediate Care Facility for Mentally Retarded Form DMAGA if the
recipient is less than 21 years.

On the New Request for Prior Authorization page, the requesting ICFMR provider ID is
system populated in the ‘ICFMR Provider ID’ box

Enter the member’s Medicaid ID in the ‘Member Medicaid ID’ box.

Intermediate Care Facility for Mentally Retarded (Form Mumber : DMWA-E]

To find a member or provider ID click the 28 next to the ID hox

Member Medicaid [D: (333000000400 2|

ICFhaR Provider 10 | |GG

Figure 341

6. Click Submit to open the request form. The member and provider information are system

populated at the top of the form.

PA System — DCH End User Manual Page 210




Alliant/Georgia Medical Care Foundation

7. Follow the same instructions for entering data on the request as described for Swingbed
requests, except the following completion dates are required: Developmental Care Plan,
Social Evaluation and Psychological Evaluation.

Developmental Care Plan Date . [05M72010| Social Evaluation Date :  (0SM 772010 Paychological Evaluation Date . [05M 752010

Figure 342
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2.3.24 Nursing Facility Mechanical Ventilation Services

Program Authorization Period

Nursing Facility Mechanical Ventilation Services | Initial Placement 90 days; Continued Placement
90 days

Description

Requests for authorization of mechanical ventilation services provided in a nursing facility are submitted
via the web portal utilizing the Nursing Facility Mechanical Ventilation Services online form. A Vent
PA can be entered using the applicant’s Medicaid ID number; or, if the applicant is not a Medicaid
recipient, the applicant’s Social Security Number (SSN). In order to request authorization for mechanical
ventilation services, Providers must have a category of service of 110 or 160, and be approved as a
mechanical ventilation service provider by the Department of Community Health.

Web Submission Instructions:
1. Log into the UAT Portal.
2. On the Secure Home page, select Prior Authorization; then Submit/View.
3. Select Nursing Facility Mechanical Ventilation Services.

4. On the New Request for Prior Authorization page, the requesting Nursing Facility provider
ID is system populated in the ‘Vent Provider ID’ box.

5. Enter the member’s Medicaid ID. If the individual does not have Medicaid ID, enter the
individual’s Social Security Number (SSN). Do not enter both.

New Request for Prior Authorization

The Requesting Provider ID is a unique value assigned to identify a provider performing a service for a prior authc

from the ‘Find Provider ID' link

Nursing Facility Mechanical Ventilation Services

Please enter the Member's ID or the SSN. Do not enter both.
To find a member or provider ID click the “~ next to the ID box

Member Medicaid D:  |222000000200 &

ventproviern: [ (© I

Social Security Number : - -

Figure 343

6. Click Submit to open the request form.
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7. The system populates the requesting provider information on the form; and, if the patient
is a Medicaid recipient, the patient’s Medicaid ID, Last Name, First Name, Date of Birth,
Gender and SSN are also populated.

8. Ifthe patient is not a Medicaid recipient, the SSN previously entered displays in the ‘Social
Security Number’ box; and the following information must be entered:

e Name: Enter the patient’s last name in the ‘Last Name’ box, and the patient’s first name
in the ‘First Name’ box. A middle initial and suffix are optional.

e Date of Birth: Enter manually or use the calendar popup

e Gender: Enter the gender of the patient by selecting the gender type from the drop list.

Physician Information:

This section captures information about the resident’s physician including the date that the DMA-
6 was signed.

9. Enter the Physician’s first and last name in the ‘Physician Name’ box (required).
10. Address information is not required but may be entered.
11. Enter the Physician’s phone number (required).

12. Enter the date that the physician signed the DMA-6 (required).

Physician Information
* Physician Name : Doctor Jehn Test

The DMAS must be attached to this request. After submitting the request, go to Create an Attachment and attach the DMAG.

Addrezs Line 1 : Addres=s Line 2 :
City : State : v | Zip: County
* Phone : A44 444 4444 Ext o

%

Date DMAS Signed by Phyegician : | 02/03/2012

Figure 344
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Contact Information:
The system pulls in the nursing facility provider’s contact information.

13. Enter contact information that is required (name, phone, email and fax) but is missing.

Contact Information
* Contact Mame: |DBARRETT “ Contact Email: |DB@email.com

Contact Phone: 444-444-4444  Fut * Contact Fax: 566-566-6666
Figure 345

Request Information:

This section captures recommendation type, admission date, place of service, admission type, and
PASRR Level | information.

14. Select the ‘Recommendation Type’ by clicking the Initial Placement or Continued
Placement button.

15. If initial placement is selected, a box for the ‘Initial Admission Date/Planned Admission
Date’ displays. Enter the date of initial admission to the nursing facility, or the date the
admission is planned to the mechanical ventilation unit.

16. If continued placement is selected, a box for the ‘Continued Placement Start Date’ displays.
Enter the date that begins the continued placement stay for mechanical ventilation services.

17. The ‘Place of Service’ defaults to Skilled Nursing Facility. No action is required.

18. Select the applicable ‘Admission Type’ from the drop list: Elective, Emergency or Urgent.
If Urgent or Emergency is selected, explain why the admission is an emergency or is urgent
in the ‘Justification for Services’ box located at the bottom of the request form.

19. If the resident has an approved Level | PASRR, enter the 12 digit authorization number in
the ‘Level I PASRR Approval Number’ box, and then enter the approval date in the ‘Level
I PASRR Approval Date’ box.
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Request Information

%

Recommendation Type : () Continued Placement @) Initial Placement

Initial :F\I:II'HISSIIJH Date/Planned Admission 05052013

Date :

* Place of Service : 31 - Skilled Nursing Facility -

* Admigsion Type : Elective -

Level | PASRR Approval Number - 113050195999 '[‘}::’:',' P LTI 05/01/2013
Figure 346

Request Information

* Recommendation Type : @ Continued Placement () Initial Placement

Continued Placement Start Date : 0232013

Initial Admiszion Date : 012372012 Initial Request ID :

* Place of Service : 31 - Skilled Nursing Facility -

* Admizsion Type : Elective -

Level | PASRR Approval Number - 112012399999 E::'_' HRER AT 0172212012
Figure 347

Continued Placement — Vent Weaning:

If continued placement is selected as the recommendation type, two questions regarding vent
weaning display. Responses to these questions are required.

20. Click Yes or No to indicate whether or not at least two vent weaning attempts have been
made in the last 90 days.

21. If No selected, indicate whether or not weaning is feasible at this time by clicking Yes or
No.

22. If No selected, describe in the box provided, the reason or reasons that vent weaning is not
possible at this time

Have at least two vent weaning attempts been mads in the last 50 days”?
Oves ®no

If No, iz vent weaning feasible at this time?

O“e: l@'llc

If Mo, describe why patient iz currently unsuitable for vent weaning.

Dezcribe why vent weaning iz not feazible at this time.

Figure 348
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Diagnosis on Admission to Mechanical Ventilation Unit:

This table captures the diagnosis code (or codes) associated with the patient’s condition which
necessitates mechanical ventilation services. At least one diagnosis code must be entered.

23. Enter the diagnosis code in the ‘Diag Code’ box. If the diagnosis code includes a decimal
point, enter the decimal point with the code. If you do not know the diagnosis code, it is
possible to search for the code by using the search function (spy glass) and entering the
diagnosis description. Select the diagnosis from the search results and the system will
insert the code.

24. The system populates the diagnosis description when the diagnosis is added.

25. Enter the date that the diagnosis was determined in the ‘Date’ box. If not known, enter the
nursing facility admission date or the planned ventilation unit admission date. Enter the
date manually or select from the calendar popup.

26. Click the ‘Primary’ checkbox to indicate that the diagnosis is the primary diagnosis; and
click the ‘Admission’ checkbox to indicate that the diagnosis is the admission diagnosis.
Note: If only one diagnosis is entered, the system will select that diagnosis as primary.

27. Click Add at the end of the diagnosis line. You must click Add to add the diagnosis
information to the request.

* Diagnosis on Admission to Nursing Facility Mechanical Ventilation Unit

Diag Code | Diagnosis Description | Date |Primary|acmission[Type| |

769 RESPIRATORY DISTRESS SYN 02/01/2012  Yes Yes  ICD-9
a
Figure 349

28. Repeat the same process to add other diagnosis codes, if necessary. Remember to click
Add after each addition.
Admission and Continued Stay Criteria:

This section consists of a series of questions related to mechanical ventilation services admission
and continued stay policy. A response to each question is required.

29. Respond Yes or No to each question.
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Admission/Continued Stay Criteria :
(All guestions are required)
Supperting Documentation for each criterion may be reflected on the DMA-S =ection noted in the parentheses or through attached documents as indicated.

* Health cendition requirez cloze medical supervizion, 24 hours a day of licenzed nursing care, and specialized services or equipment (Sectien B12 on DMA-S).

FE""UIFEE mechanical ventilation greater than six (6) hours a day per day for greater than twenty one (21} days. (Section B Diagnostic and Treatment Procedures on DMA-

* Hags a tracheostemy with the petential for weaning but reguire mechanical ventilation for a portion of each day for stabilization.

* Admission frem hospitalization or other lecation =hall demenstrate twe (2) w
(Section B Diagnostic and Treatment Procedures on DMA-S).

eeks clinical and physiclegic stability including applicable weaning attempts prior to transfer.

* Requires pulze oximetry menitoring to check stabilty of oxygen saturation levels. (Section B Diagnostic and Treatment Procedures on DMA-S).

* Requires respiratery azsezsment and documentation daily by a Licensed Respiratory Therapist or Registered Nurse. (Section B Diagnostic and Treatment Procedures on
OM&-5).

* Have a physician erder for regpiratory care te include suctioning as needed. (Section B Diagnestic and Treatment Procedures on DMA-S

* Requires tracheostemy care at leazt daily. (Section B Diagnostic and Treatment Procedures on DMA-S).

Figure 350

Hospital Admissions and Diagnosis at Discharge from Most Recent Admission

(ONOONCIONORMONC

This section captures the patient’s recent hospitalizations/admissions. If the request is for an initial
placement, information about the most recent discharging facility is required. This could be a
hospital or another facility, such as a nursing facility. If the request is for a continued placement,
enter any acute hospitalizations since the last vent authorization period.

30. Enter the name of the hospital or facility in the ‘Hospital/Facility’ box.
31. Enter the date admitted in the ‘Admit Date’ box.

32. Enter the date discharged in the ‘Discharge Date’ box.

33. Explain the reason for admission in the ‘Reason for Hospitalization’ box.
34. Click ADD to add the information to the request.

35. Repeat the process to add other hospitalizations/admissions.

Hospital Admissions

If initial placement requested, enter the most recent hozpitalization. If continued placement requested, list any acute hozpitalizations since last
vent authorization period began.

HoszpitaliFacility Admit Date Dizcharge Date Reazon for Hospitalization _
1242012

ezt Hospital [2TI2012 Severe regpiratory distrezs EDNT || CELETE

1/2

| | | |

Figure 351
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36. To document the diagnosis at discharge from the most recent admission, enter the diagnosis
code for the discharge diagnosis in the ‘Diag Code’ box (optional).

37. Select the diagnosis as primary, if applicable.

38. Click ADD to add the discharge diagnosis to the request. The system inserts the ‘Diagnosis
Description’.

Diagnosis at Discharge from Most Recent Hospital Stay

Diag Code | Diagnosis Description Primary] |

769 RESPIRATORY DISTRESS SYN Yes
Q. ADD
Figure 352

Medications and IVFs:

This section records the patient’s medications including intravenous fluids.
39. Select a drug category from the ‘Name’ drop list.
40. Enter the dosage for the medication in the ‘Dosage’ box.
41. Select the administration route from the ‘Route’ drop list.
42. Select the frequency of administration from the ‘Frequency’ drop list.
43. Click ADD to add the drug information to the request.
44. Repeat the same process to add other medications.

Medications and IVFs

Bronchodilator 10mg Oral Regular
Antihypertensive 20mg Oral Regular

Sed/hypnotic 10mg Oral PRN: Az Neceszary

DELETE
9 | | 9 | v| B8

Figure 353
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Vent Use and Other Treatment Procedures

This section captures mechanical ventilation services information. Six service types are pre-
populated on the treatment table: O2 Continuous, Trach Care, Respiratory Therapy, Pulse
Oximetry, Ventilator and O2 PRN. The frequency of these services must be entered. In addition,
other treatment procedures may be selected and added.

Follow this process, to enter the frequency for the required services and add other the treatment
information:

45. Click the EDIT button for the first treatment.

Vent Use and Other Treatment Procedures

A frequency must be added for each of the treatments dizplayed. Click Edit on the
treatment line and the treatment will dizplay at the bottom of the table. Enter the
frequency in the box provided and then click Save.

e ooy ||

02 Centinuous ﬂ

Trach Care

Respiratory Therapy

Pulze Oximetry

“Ventilator

02 PRN
vl | | Em

Figure 354

46. When edit is clicked, the treatment type displays at the bottom of the table. Enter the
frequency for the treatment and then click SAVE.
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Vent Use and Other Treatment Procedures

A frequency must be added for each of the treatments dizplayed. Click Edit on the treatment
line and the treatment will dizplay at the bottom of the table. Enter the frequency in the box
provided and then click Save.

N e

02 Continuous
Trach Care
Rezpiratory Therapy
Pulze Oximetry
Wentilator
02 PRN

02 Coentinuous v| [Continuous daity | EXE

Figure 355

47. The treatment and frequency are saved and added to the request.

Vent Use and Other Treatment Procedures

A frequency must be added for each of the treatmentz dizplayed. Click Edit on the
treatment line and the treatment will dizplay at the bottom of the table. Enter the
frequency in the box provided and then click Save.

pe i ||

02 Continuous Continuous daily
Trach Care
Respiratory Therapy
Pulse Oximetry
Wentilator
02 PRN

v | | 8

Figure 356

48. Click the Edit button for the next treatment and follow the same process to add a frequency
for the treatment and save. Continue with the same process for each required treatment.

49. Other treatment procedures, which are part of the patient’s plan of care, may be added to
the request. At the bottom of the table, below 02 PRN, click the down arrow to display the
treatment procedures drop list. Select a treatment procedure; enter the frequency of the

treatment; and then click Add.
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Vent Use and Other Treatment Procedures

A frequency must be added for each of the treatments displayed. Click Edit on the treatment
line and the treatment will display at the bottom of the table. Enter the frequency in the box
provided and then click Save.

N S

02 Continuous Continuous daily

Trach Care Bid

Respiratory Therapy Once a day

Pulse Oximetry Twice a week

Ventilator 10 hours a day

02 PRN PRN

Foley Catheter Care Daily EDIT

Intake & Qutput Continuous
v
Figure 357

Ventilator Settings:

50. For each ventilator setting, enter the numerical amount in the boxes provided. The box for
Fi02 includes a decimal point; and the system inserts a ‘0’ if only two digits are entered.

02%: [ 5 |Pesp:| 11 | Fio2: | 0.40 | Resp Rate Setting

Figure 358
Treatment Plan:
This text box captures a summary of the patient’s treatment plan.

51. Summarize the plan of care including medications and treatments not previously noted,
and any other services to be provided to the patient.

Treatment Plan :

Provide the complete treatment plan including medications, level of care requested, other services to be provided to the patient.

Provide the cemplete treatment plan including medications, level of care requested, other 2ervices to be provided to the patient.

Figure 359
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Justification and Circumstances for Admission or Continued Placement

This textbox captures the justification for the mechanical ventilation services. Explain why the
services are medically necessary. In addition, if urgent or emergency was selected as the admission
type, provide clinical justification supporting the need for urgent or emergency admission.

52. Enter the justification and circumstances for the admission or continued placement in the
box provided.

53. Enter the name of the RN who completed the DMA-6 in the ‘Name of MD/RN Signing
Form’ box; and then enter the date signed in the ‘Date Signed’ box.

Justification and Circumstances for Admission or Continued Placement :
Provide justification for the services ordered.

Provide justification for the services ordered.

WName of MD / RN Signing Form : (Mary Rose Date Signed : | 02/03/2012

Figure 360

54. When all data is entered on the request form, click Review Request at the bottom of the
page to display the Attestation Statement. If the Attestation Statement does not display
when Review Request is selected; or a message displays that ‘information is missing or
incorrect’, scroll up the page to find what is missing or incorrect. ‘Required’ displays next
to a data box when information is missing. Enter or correct the data, and then click Review
Request again.

55. Click I Agree in response to the Attestation Statement.

56. Review the request. To change information entered, click Edit Request. Otherwise, click
Submit Request. A page displays with the authorization ID in pending status.
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2.3.25 PASRR Level I Requests

Program Authorization Period
PASRR Level | Screening N/A
Description

Requests for Pre-Admission Screening Resident Review (PASRR) Level I are submitted via the web
portal using the DMA-613 (PASRR) Level | form. The PASRR Level | form may be accessed from the
public web portal via the Provider Information tab, or from the portal secure home page via the
Provider Workspace. A Level I may be entered using the applicant’s Medicaid ID number; or, if the
applicant is not a Medicaid recipient, the applicant’s Social Security Number (SSN). Upon submission
of the Level I, the provider receives the Level | tracking number and notification of the Level I decision.
The system determines the decision based on validation of the responses to the Level | screening
guestions and other form data. The following decisions are returned depending on the validation:

e Approved: A decision of ‘Approved’ indicates that all Level I criteria were met. No further
action is needed and the applicant is approved for admission to a nursing facility. The Level |
tracking number is now the Level | authorization number.

e Pending: A decision of ‘Pending’ indicates that some or all criteria were not met. In general,
most pending cases are referred for Level 11 assessment.

e Withdrawn: If the system returns a decision of ‘Withdrawn’, it means that a response on the
form reflects that the applicant’s physician anticipates the nursing facility stay will be less than
30 days. In this situation, no prior authorization is required.

Web Submission Instructions:
1. Log into the UAT Portal.

2. Select Provider Information and then PASRR Request; OR click Prior Authorization
and then Provider Workspace.

3. On the Provider Workspace, click Enter a New PASRR Request.

4. On the next window that displays, enter the applicant’s Medicaid ID OR the applicant’s
Social Security Number. Do not enter both numbers.

PreAdmission Screening/Resident Review(PASRR) Level | Assessment (Form : DMA-613)

WMember Medicaid ID:

Social Security Number © | 222-23-2323 Fictitious SSN

| submit |

Figure 361
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5. Click Submit to open the Level | screening form. At the top of the form, the following
warning displays: “DO NOT PROCEED IF PHYSICIAN HAS NOT CERTIFIED A DMA-
6 FOR A LEVEL OF CARE.” The intent of this warning is to remind the user to make sure
that a physician has officially certified the DMA-6 before submitting the Level | request.

Member Information:

This section captures member demographic information; member’s current location and
situation; and out of state contact information (if applicable).

6. Ifthe applicant’s Medicaid ID was entered or the SSN entered corresponds to an individual
with a Medicaid ID, the system will populate the Medicaid ID, social security number,
Member name, date of birth and gender in the applicable boxes.

7. If the applicant is not a Medicaid recipient, the member information except for Member
ID must be entered. Enter the applicant’s ‘Last Name’, ‘First Name’, ‘Middle Initial” (if
applicable), ‘Date of Birth’ (manually or using the calendar popup), and select a ‘Gender’
from the drop list. The system inserts the SSN entered on the Level I entry page.

8. Enter the applicant’s current location by selecting the location from the ‘Current Location’
drop list.

Acute hospital
Hame

Cther
Pzychistric inpatient
Fesidential f Mursing facility

Figure 362

9. If ‘Other’ is selected as the current location, provide an explanation for this choice in the
text box provided.

10. Under ‘Check all that applies to the applicant/resident’, check each box related to the
applicant’s situation. If ‘Other’ is selected, enter an explanation in the text box provided.

11. If “‘Out of State resident’ is selected, enter the OOS contact person’s ‘Last Name’, ‘First
Name’ and ‘Phone Number’ in the ‘Resident’s OOS PASRR Contact Information’ section.
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Member Information

Member 1D Last Name: Member First Name : Test Middle Inmitial : A
Social security Number : 77 7-56-5666 Date of Birth : 09/161930 Gender : Male -
Current location of applicant : Home -

If "Other' is selected, please explain.

Check all that apply to the applicant/resident

D MNew admission |:| Readmission te MF from psychiatric hospital D Readmission to NF from acute hospital D Respite care, less than 30 days
[T]Transfer frem residential to NF [C] Transfer between NF's O Emergency, reguiring Protective Services Out of State resident(003)
Other

If "Other is selected, please explain.

dfgadfgﬂsdgﬂsdgfﬂsdgfﬂsdgﬂsdg| -

*Resident's 005 PASRR Contact Information: (if Out of State resident is selected)
005 Contact Last Name (|00 005 Contact First Name ;| Contact Contact Phone # @ 444-444-4444

Figure 363

Level I Screening Questions:

12. Respond Yes or No to the screening questions. If a response is “Yes’, additional
information may be required.

Question #1: Does the individual have a suspected mental illness, mental retardation,
developmental disability or related condition?

Question #1a: Does the individual have a primary (Axis 1) diagnosis of dementia based
on DSM-IV criteria?

If “Yes’ to question 1a, click one of the checkboxes to specify the type of dementia.
If “‘Other’ selected for the dementia type, explain in the text box provided.

AND

If “Yes’ to question la, enter the corresponding diagnosis code for the dementia
condition in the ‘Dementia Diagnosis Code’ box.

PA System — DCH End User Manual Page 225



Alliant/Georgia Medical Care Foundation

Question 1b: Is there current and accurate data in the patient record to indicate that there
is a severe physical illness so severe that the patient could not be expected to benefit from

‘specialized services’?

If “Yes’ to question 1b, click a checkbox to specify the severe illness. If ‘Other’
selected for the illness, provide an explanation in the textbox provided.

Question 1c: Does the individual have a terminal illness as defined for hospice purpose
under 42 CFR 483.130 which includes medical prognosis that his/her life expectancy is 6
months or less?

Question 1d: Does the individual applying for admission, directly from hospital
discharge, require NF services for the condition received while in the hospital and
whose attending physician has certified that the nursing facility stay is likely to require less
than 30 days?

1. Does the individual have a suspected mental ilness, mental retardation, developmental dizabilty or related condtion? @ Yes O Mo
&. Does the individual have a primary (8:0z 1) disgnosiz of dementia based on DSM 1Y criteria? G) Yes O Mo

If *es, check the type of dementia, dus to:

D Alzheimer's Dizeasze D Wascular Changes D Hi* |:| Head Trauma D Hurtington's Disease D Creutzfeldt-Jakob (ABE)

Parkinson's Disease [Jrick's Dizease [ other Demertia Disgnosis Code: (332

If 'Cther' is selected, please explain.

b Iz there current and accurste data found in the patient record to indicste that there iz a severe physical iliness that is @ O

s0 severe that the patient could not be expected to benefit from *specialized services? ves Mo

* Specialized Services under Georgia's PASER Program are services in combinstion with nursing facilty services results in the implementation of an individualized plan of care that is
developed and supervised by an interdisciplinary team, prescribes specific therapies and activities which necessitates supervision by trained mental heatth personnel and i directed toward
stabilization and restoration. The services include criziz intervertion, training/counseling, physician assessment & care, In-Service training services, Skills training with Rehab supportsd
therapy, dayicommunity support far adults, and case management which invalves asserive community trestment. For mare information, see Mursing Facility Part | Medicaid Policy Manusal,

Appendiz H.

If *es, specify the physical ilness

D Coma, Functioning &t & brain stem level D Congestive Heart Failure D Chronic Obstructive Pulmanary Diseasze D Wentilator dependence D Celiriurm
Parkinson's Disease D Hurtington's Dizease D Amyotrophic Lateral Sclerosis (Low Gehrig's Disease) D Ciher
If 'Cther’ is selected, pleaze explain.
c. Does the individual bave 3 terminal iliness as defined for hospice purpose under 42 CFR 45831 30 which includes
O es @ Mo

medical prognosis that hisher life expectancy is 6 months or less?

d. Does the individual spplying for admission, directly from hospital discharge, require HF services for the
condition received while in the hospital and whose sttending physician has certified that the NF stay is likely to O Yes @ Mo

require less than 30 days?

Figure 364
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Mental lliness/Mental Retardation/Developmental Disability Questions:

13. Respond Yes or No to the following questions. If a response is ‘Yes’, additional
information may be required.

Question 2: Does the individual have a primary (Axis I) diagnosis of mental illness based
on DSM-IV criteria?

If “Yes’ to question #2, click a checkbox to indicate the applicable psychiatric
illness. If ‘Other Psychotic Disorder’ or “Anxiety Disorder’ is checked, explain in
the textboxes provided. The comments box is optional but can be used to note
additional information regarding the patient’s psychiatric disorder.

Question 2a: Does the treatment history indicate the individual has experienced at least
ONE of the following? (Respond Yes or No to (1) and (2) below).

(1) In-patient psychiatric treatment more than once in the past 2 years.

(2) Within the last 2 years experienced an episode of significant disruption to the normal
living situation, for which supportive services were required to maintain functioning at
home, or in a residential treatment environment, or which resulted in intervention by
housing or law enforcement officials.

Question 2b: Within the past 3 to 6 months the disorder results in functional limitations
of major life activities that would normally be appropriate for the individual's
developmental stage. The individual typically has AT LEAST ONE of the following
characteristics on a continuing or intermittent basis:

(Respond Yes or No to (1), (2) and (3) below).

(1) Interpersonal functioning. The individual has serious difficulty interacting
appropriately and communicating effectively with other persons, has a possible history of
altercations, evictions, firing, fear of strangers, avoidance of interpersonal relationships,
and social isolation.

(2) Concentration, persistence, and pace. The individual has serious difficulty in
sustaining focused attention for a long enough period to permit the completion of tasks
commonly found in work settings or in work-like structured activities occurring in school
or home settings, manifests difficulties in concentration, inability to complete simple tasks
within an established time period, makes frequent errors, or requires assistance in the
completion of these tasks

(3) Adaptation to change. This individual has serious difficulty in adapting to typical
changes in circumstances associated with work, school, family, or social interaction,
manifests agitation, exacerbated signs and symptoms associated with the illness, or
withdrawal from the situation, or requires intervention by the mental health or judicial
system.
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Question 3: The individual has an Axis Il diagnosis of mental retardation based on DSM
IV criteria (diagnosed prior to age 18) or developmental disability (manifested before the
person reaches age 22). The following disabilities MAY indicate a RELATED
CONDITION: Autism, Blind/Severe Visual Impairment, Cerebral Palsy, Cystic Fibrosis,
Deaf/Severe Hearing Impairment, Head Injury, Epilepsy/Seizure Disorder, Multiple
Sclerosis, Spina Bifida, Muscular Dystrophy, Orthopedic Impairment, Speech Impairment,
Spinal Cord Injury, Deafness/Blindness.

2. Does the individual have a primary {Axis 1} diagnosis of mental illness based on DSM IV criteria? @ Yes O Mo

If Wes, specify the physical lness :

D Schizophrenia, Paranoid Type D Schizophrenia, Disorganized Type D Schizophrenia, Catatonic Type |:| Schizophrenia, Undifferentisted Type
D Schizophrenia, Residual Type D Bipolar Dizorder Depressive Dizorder |:| Somatoform Dizorder
O other Paychotic Disorder l:l O Aniety Dizorder I:l

Comments :

a. Does the treatment history indicate the individual has experienced at least ONE of the following ?
(17 In-patient psychistric trestment more than once in the past 2 vears. O\(eg @ Mo

(27 Within the last 2 vears experienced an episode of significant disruption o the normal iving situstion, for swhich supportive services were required to maintain O @
functioning &t home, or in & residertial treatment environment, or which resutted in intervention by housing or law enforcement officials. wes Mo

b. Within the past 3 to & months the dizorder results in functional limitations of major life activities that would normally be appropriste for the individual's developmental stage. The indivicusl
typically has AT LEAST OME of the follovving characteristics on a continuing or intermittent basis:

{1} Interpersonal functioning. The individual has serious difficulty interacting apprapristely and communicating effectively with ather perzons, has a posszible O @
history of atercations, evictions, fiving, fear of strangers, avoidance of interpersonal relationships, and socisl izolstion. ves Ma

{2} Concentration, persistence, and pace. The individual has serious difficulty in sustaining focused attention for a long enough period to permit the completion
of tasks commonly found in work settings or in work-like structured activities occurring in =chool or home settings, manifests difficuties in concertration, inabilty to @ Yes O Mo
complete simple tazks within an established time period, makes frequent errors, of requires assistance inthe completion of theze tasks.

{3} Adaptation to change. This individual has serious difficutty in adapting to typical changes in circumstances associated with work, schoal, family, oF social
irteraction, manifests agitation, exacerbated signs and syimptoms associated with the ilness, or withdraweal from the situstion, or reguires intervertion by the mental @ ez Q Mo
health or judicial system.

3. The individual has an Axis Il diagnosis of mental retardation based on DSM IV criteria (diagnosed prior to age 18) or O v @ N
developmental disability {manifested before the person reaches age 22). e o

Figure 365
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Nursing Facility Information:

This section captures nursing facility information. It must be completed if yes is the response to
the first question in this section regarding admission to the nursing facility.

14. Respond Yes or No to indicate whether or not the patient has been admitted to the nursing
facility.

15. If No is the response, go to the Physician Information section.

16. If Yes is the response, enter the date of admission to the nursing facility in the ‘Date of
Admission to Nursing Facility’ box.

17. To enter the name of the nursing facility and nursing facility provider ID, follow this
procedure:

v

a. Click the spy glass “* next to the ‘Nursing Facility Provider ID’ box to display the
Nursing Facility Search page.

Murzing Facility Provider |0 «

Figure 366

b. The Nursing Facility Search page displays the Referral (Reference) Provider ID and
names of fifteen nursing facilities listed in alphabetical order. The other facilities are
listed on the next search results pages accessed by clicking the page links below the
list.

Provider Name Provider 1D

Provider list intentionally
obscured

1233367 893 10

Figure 367
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c. Select the applicable Referral Provider ID from the lists, or use the search function to
find the specific nursing facility

d. To search, enter the nursing facility name in the ‘Provider Name’ box or nursing facility
provider ID in the ‘Provider ID’ box, and then click Search.

e. On the list of facilities that display, click the Referral Provider ID number. When this

is done, the system inserts the facility name and Referral provider ID in the ‘Name of
Nursing Facility’ and ‘Nursing Facility Provider ID’ boxes on the Level I form.

Hursing Facility Information

Has the patient been admitted to the nursing facility 2 @ Yes O Mo
Date of Admiszion to Mursing Faciity © 040572010 mame of Mursing Faciity . || | I | =0 Facitty Provider D L r——
Figure 368

Physician Information:

This required section captures contact and other information for the physician noted on the
applicant’s DMA-6.

20. Enter the name of the physician who signed the DMA-6 in the ‘Physician’s Name’ box.

21. Indicate if the physician is associated with an office or hospital by selecting from the drop
list.

22. Enter the physician’s contact phone number in the ‘Phone’ box.

23. Enter the physician’s address in the ‘Address 1’ box. If additional space is needed for
address, the ‘Address 2’ box may be used.

24. Enter the city and state where the physician is located by selecting from the ‘City’ and
‘State’ drop lists.

25. Enter the five-digit zip code in the ‘Zip’ box; and enter the county by selecting from the
drop list.

26. Indicate whether or not the physician signed the DMA-6 by selecting Yes or No. If Yes is
selected, enter the date that the physician signed the DMA-6.
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Physician Information

Physician's Name on DMA-S : Doctor Doctor Office or Hospital : Office Phone - 444 444 4444

Address 1: |1 Address Address 2 : City : City State ; Georgia A
5

Zip - 30003 County DeKalb - Physician Signed? @ ves © No E:;:ed || [ o4DS2010

DO NOT PROCEED IF PHYSICIAN HAS NOT CERTIFIED A DMA-6 FOR A LEVEL OF CARE

Figure 369

Contact Information:

This required section captures contact information and is important for notifications.

217.

28.

29.

30.

31.

32.

33.

34.

Enter the contact person ‘First Name’ and ‘Last Name’. This is usually the person who is
requesting the Level 1.

Enter the name of the contact facility in the ‘Name of Contact Facility’ box.
Select the type of facility from the drop list.
Enter the date that the Level I is requested in the ‘Date Level I Requested’ box.

Enter the contact person’s phone number in the ‘Phone’ box. The contact person’s Fax and
E-mail are optional fields.

Enter the contact facility’s street address and city in the boxes provided.
Select the state where the contact facility is located from the ‘State’ drop list.

Enter the 5-digit zip code in the ‘Zip Code’ box.

Contact Information

Contact First
Name :

Date Level |
Reguested ;

Address :

35.

Contact
First Name Last Name : Last Name Name of Contact Facility : Hospital Facility Hospital -
Type :
5
04/0542010 Phone : 555-555-5555 Fax : - - E-mail :
; L ; . . Zip
Hospital 5t City : city State : Georgia - i 30030
Code :
Figure 370

After all Level I questions are answered and all data entered, click Review Request at the
bottom of the form. The page may temporarily ‘gray’ out as the system validates data.

PA System — DCH End User Manual Page 231



Alliant/Georgia Medical Care Foundation

36. If all required data is entered correctly, an attestation statement displays at the bottom of the
Review Request page. Click I Agree.

37. When ‘I agree’ is selected, the Review Request page is refreshed and two new links display
at the bottom: Edit Request and Submit Request.

38. Select Submit Request. The Level | is submitted; and the tracking number and Level |
decision (pending, approved, or withdrawn) display at the top of the page as shown in the
figure below.

PreAdmission Screening/Resident Review(PASER) Level | Assessment (Form : DMA-G13)

Request

Thark you for submitting vour Medicaid Prior Autharization request online. You may check the caze status of your request online after 24 ho.
priar autharization or prior authorization process, please click the "Contact Us" feature in the upper right-hand corner of this page, or call thel
ar (B0017ER-4456.

Request ID : - Status @ REREE

Figure 371
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3.0 Production PA System

DCH program directors and program specialists are given ‘read only’ rights to the PA production
system via the DCH Workspace. The rights are based on the user’s area of responsibility. This
means that permission to find/view PA data is only granted for those PA types that are applicable
to the user’s area of interest, unless the user is identified as a ‘super user’.

3.1 Screen Layout Overview

The DCH Workspace provides DCH users with access to the search pages and to PA
detail/decision information. Each PA search page and information page is identified by name, and
includes navigational/functional links for initiating searches and viewing PA information. The
following examples provide an illustration of the search screen and PA information screen layouts.

DCH Workspace tab‘

Provider Workspace DCH Workspace Murse Workspace Peer Consulianis Contact Us Help f Support

Prior Authorization Request Search h Screen Title

Request ID : |:| PA Status: - Provider ID : |:|
Select CMO -ALL- - CMOPARequestD: [ |

Request From Date : Request To Date :

Request Type - [ |
Member Medicaid ID - I:l Member First Name - I:l Member Last Name - I:l
Effective Date - Expiration Date :

Include PA Notifications - (0 ves (D) No @) ALL Notification From Date : Notification To Date :

| search | Reset h Functional Links

Figure 372
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Screen
Prior Authorization - Radiology Physician Office Review Request h Title

This PA cannot be edited. Either the PA is currently under process or the decision is taken or this PA type cannot be edited once it is submitted.

Request Information

Request ID - I - Status: Denied Case Status Date:  12/15/2014
Member ID : _

social Security Number - [ N N NI

Provider ID : ] CMO PA Request ID :

Admission Date - 12/15/2014 Discharge Date -

Effective Date : 12/M15/2014 Expiration Date - 03/13/2015

Diagnosis

Diag Code | Diagnosis Description m

V23.87 PREG W INCON FETL VIABIL 12/15/2014  Yes ICD-9

Procedures
Effective | Expiration npproved Approved Family of
SFT Gode  GPT escription W Amount se=n ot
76817 TRANSVAGINAL US OBSTETRIC 12/15/2014 03/15/2015 Withdrawn PAN
Clinical Data to Support Request | Functional Link

76817 is requested for date of service 12/15/14 for uncertain viability. Patient is unsure of last period. EDD is 7/28/15.

h Navigational Link

Figure 373

3.2 System Access

DCH users access the PA production system utilizing Citrix. A Citrix account and PA system
permissions are established for each user by the Alliant/GMCEF IT department. DCH personnel
request PA system permissions by completing and submitting a PA System Access Request Form
(Appendix B) that captures the following information:

Email Address

DCH user name
Associated PA type(s)
User Phone Number

All requests for access are first approved by the designated DCH MMC contract manager before
permissions are established. The approved requests are submitted via email to the Alliant/Georgia
Medical Care Foundation (GMCF) Information Systems (IS) department at
service@allianthealth.org. To ensure that access permissions are kept current, the designated DCH
contact provides verification of current users on a quarterly basis, and notifies GMCF when a DCH
user is terminated so that access may be removed.
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Follow these instructions for accessing Citrix and the PA application:

1. Open the Citrix login page by going to: http://atl-citrixweb.gmcf.org/

Log on

User name:

Password:
[LINET A GMCF -

Log On

Figure 374
2. Enter your assigned user name and password, and click Log On.

3. On the Citrix main page, click the PA system shortcut to open the DCH Workspace page.
The DCH Workspace page displays a link to the PA search functionality.

3.3 Prior Authorization Request Search

DCH users have access to PA search functionality in order to find/view PAs related to their areas
of responsibility. Users have ‘read only” access to the prior authorization request information and
decision information for their applicable PA types.

1. Click Search for Authorization Requests from the DCH Workspace page.

Provider Workspace DCH Workspace Murse Workspace Peer Consultants Contact Us Help / Support

DCH Workspace

Search for Authorization Reguest(s)

Use the comprehensive search funcfion to find existing PA requests. You will be able to review PAs related to your areas of responsibility.

Education & Training
Use this link to access education and training resources including workshops, webinars, user manuals, and other training resources.

Figure 375

2. The Prior Authorization Request Search page opens. Search functionality allows the user
to search for PAs using a single search parameter or by combining search parameters.
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i e e st

Prior Authorization Request Search

Request ID : |:| PA Status: - Provider ID : |:|
Select CMO - -ALL- - CMOPARequestd: | |
Request From Date Request To Date -
Request Type \ |
Member Medicaid iD= || Member FirstName= [ | MemberLastName: [ |
Effective Date : Expiration Date -
Include PA Notifications - () ves (T)No () ALL Notification From Date - Motification To Date -
[sesron | reset

Figure 376

The following table provides a description of the search parameter options.

Parameter Description

Request ID PA ID - The 12 digit number assigned by the system when a FFS PA is
entered.

Provider ID The Medicaid Provider 1D associated with the request. Some PA types such
as precertification may have two different provider IDs. A search may be
conducted using either provider ID.

PA Status The overall PA status, which may be Pending, Approved, or Denied.

Select CMO This search option permits a search for FFS PAs only, Wellcare PAs only

Amerigroup PAs only, Peach State PAs only OR ALL.

CMO PA Request ID

The tracking number assigned to the CMO PA when entered.

Request Type

Same as PA Type or Review type. The PA types applicable to the DCH
user will display.

Request From Date and To Date

Request Date is the date that the PA was entered into the PA system. To
search for cases entered on a specific day, enter a ‘From Date’, and then
enter the same date as the ‘To Date’. To find cases entered on and after a
specific date, enter a ‘From Date’ only. To find cases entered during a
specific time span, enter a ‘From Date’ and ‘To Date’.

Member Medicaid 1D

The member’s Medicaid ID number. This could be the 12-digit Member
ID; or another Medicaid ID cross-referenced with the Member ID.

Member First Name

The member’s first name. This name field is not case sensitive.

Member Last Name

The member’s last name. This name field is not case sensitive.

Effective Date

The start date for the PA request.

Expiration Date

The end date for the PA request.

Include PA Notifications

This search option only applies to SOURCE and CCSP LOC PAs. Select
Yes to search for PAs with notifications; Select No to search for PAs with
no notifications; and select All to search for both.

Notification From and To Dates

This search option only applies to SOURCE and CCSP LOC PAs. Enter
from/to dates to find PAs with notifications sent during a specific period of
time.

Table 2
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3. Tofind a specific FFS PA, enter the 12 digit authorization ID in the ‘Request ID” box. Do
not enter any other information. Click Search. Since the ‘Request ID’ is a unique number,
the search will return only one result. This is the preferred method for finding a specific
PA.

Prior Authorization Request Search

Request ID ° PA Status: - Provider ID * [ ]
Select CMO : -ALL- - CMOPARequestD: |

Request From Date : Request To Date :

Request Type - [ |
Member Medicaid 1D : |:| Member First Name : |:| Member Last Name : |:|
Effective Date : Expiration Date :

Include PA Notifications : Yes ’ No ’ ALL Notification From Date : MNotification To Date :

i Figure 377

4. To find PAs requested during a specified period of time, search by a ‘From’ and ‘To’ Date.
This type of search will pull in all PAs requested during a specific period of time.

5. To limit the PAs returned in a search to only certain PA type or types, use the ‘Request
Type’ search parameter.

To select a request type or types, click the ‘Request Type’ box to display the request type list.

Note: Only the request types related to the DCH user’s area(s) of responsibility will
display — this may be one PA type or multiple types.

Prior Authorization Request Search

Request ID © ] PA Status: - Provider ID - 1
Select CMO - -ALL- - CMOPARequestD: [ ]
Request From Date - Request To Date -
Request Type - | N |
by

Member Medicaid ID : [C] Aduit Dental O Hospital OutPatient Therapy [l precertification
Effective Date : [CI children's Intervention School Services [ Independent Care Waiver Program (DMA-6) [l precertification - Instate Transplants
Include PA Notifications - [T children's Intervention Services O Independent Care Waiver Program (DMA-80) [T Precertification - Out OF State
@ [ burable medical Equipment [ intermediate Care Facility for Mentally Retarded (Form DMA-6) [ Psychiatry

"] Emergency Air Ambulance Service [ medications PA Facility Setting [ psycnology

O Emergency Ground Ambulance Service [ medications PA Physician Office O Radiology Facility Setting

(] Exceptional Transportation Services O] oraimailofacial Surgery (] Radiology Physician Office

[T ceorgia Pediatric Program (DMA-6A) ] Orthotics and Prosthetics [ swingbed (DMA-6)

[ ceorgia Pediatric Program (DMA-80) [ Practitioners Office Surgical Procedures [ swingbed (DMA-BA)

[T Health Check Dental Program [T preadmission Screening (Form Number: DMA-613)

Figure 378
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e Next, click the checkbox next to the desired request type. More than one type may be selected.
Then, click Select Checked. The PA type or types selected are inserted into the ‘Request
Type’ box on the search page.

6. To search for a specific PA when the request ID is not available, conduct a search by
combining search criteria, such as ‘Request Type’, ‘Provider ID’, ‘Member ID’ and ‘From
Date’. Combining search criteria will limit the search results.

7. To find all PAs submitted by a specific provider during a certain period of time, enter the
Provider ID and enter a ‘From Date’ and ‘To Date’. To further limit the PAs returned for
this search, add the ‘Request type’ as a search parameter.

8. After selecting/entering the desired search parameters, click Search. A list of PAs
matching any of the search criteria is returned.

Request ID : PA Status: Pending Provider D :

Select CMO : -ALL- v CMO PA Request ID :

Request From Date : 12/22/2014 Request To Date : 12/30/2014

Request Type : Medications PA Facility Setting

Member Medicaid ID : Member First Name : Member Last Name :

Effective Date : Expiration Date -

Include PA Notifications - (0) ves ()Mo (O ALL Nofification From Date : Notification To Date :

Search
Request D |Member o _|Last Name | First ame] Roguest pate | Effective Dae | Expration Date | satus | GO | GO Redquest )
12/26/2014 10:19:32 AM  02/04/2015 08/04/2015 Pending FFS

- . . 12/26/2014 2:57:48 PM 12/30/2014 01/30/2015 Pending FFS

- 12/29/2014 10:02:21 AM  12/12/2014 12/12/2015  Pending FFS

Figure 379

9. The search results list shows the following information per request: Request 1D, PA Type,
Member ID, Member Last Name and First Name, Request Date, PA Effective/ Expiration
Dates, and Status. Each search results list displays up to 15 cases. If the search returns
more than 15 cases, the other search results pages may be accessed by clicking the numbers
at the bottom of the page as shown in the example below.
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3.4 View PA Data
DCH users have access to the following PA data:

Request information

Decision information

PA attachments

Notifications (SOURCE/CCSP)

Letter data (SOURCE/CCSP)

Change request and reconsideration request information

1. Toview PA data: search for a PA or PAs and then select a Request 1D (underlined and in
blue) from search results to open the Review Request page.

The figure below show the Review Request page for a DME PA. The next figure shows a hospital
PA.

Prior Authorization - Review Request

Request Information

Request ID : _ Case Status : Pending Case Status Date: 06/0%2010

Requesting Provider D : [ Rendering Provider 1D :

Admission Date : Dizcharge Date :

Diagnosis

1M DERMATONYCOSIS NEC/NOS 08/01/2010 Yes

Procedures
e T T I ) e P e e e O
E1390 0XY'GEN CONCENTRATOR 06/01/2010 06/02/2010 Pending
E0G19 APNEA MONITOR W RECORDER 07/01/2010 070172010 3 Pending
B9998 ENTERAL SUPP NOT OTHERWISE C 07/01/2010 07172010 1 Pending
E1340 REPAIR FOR DME, PER 15 MIN 07/01/2010 07/01/2010 1 Pending
E1390 OXY'GEN CONCENTRATOR o7 /2010 07/01/2010 1 Pending
Attached Files

T S e N

pasrrmasterdocx Web Upload Certificate of Medical Necessity (CMN) LUMAZ2 6/9/2010 8:26:37 AN

Return To Search Results

Figure 380
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T I T T T T

Prior Authorization - Review Request

Request Information

Request ID: I Cs:o Status Denied Case Status Date: 0772012010
Member 1D 333000000300

Requesting Provider ID: [l  Rendering Provider D I

Admission Date - o721 /2010 Dischsarge Date -

Diagnosis

ICD-9 Code |ICD-9 Description m m

255 ADRENAL GLAND DISORDERS 07M6/2010  Yes

Procedures

T T T ) e e e e S

62311 INJECT SPINE L/S (CD) 0772172010 0752172010 Peer Consultant Denied D

Clinical Data to Support Request
test - DBARRETT, 07/20/2010

Return To Search Resulis

Figure 381

2. If the PA has a denied code or codes, hold the mouse pointer over the denial reason code
at the end of the procedure line to display the denial reason description and the reviewer’s
decision comments.

Request Information l

Request ID - Denied Case Status Date: 07/20/2010
Member D 333000000300
Requesting Provider ID . I Rendering Provider ID _
Admizsion Date ; 0721200 Discharge Date ;
Diagnosis
0.3 Coe 10 Decrpon 1o 9 e orimary
255 ADREMAL GLAND DISORDERS 07 /06/2010 Yes
Procedures
P Cove |cPY Descripton—[From pee | o ste |t Approved un [Approved Amount [becison [ Resson|
62311 INJECT SPINE L/S (CD) 0742172010 0752172010 1 IIIIADEOUATE DOC MED MGMT «
test - Peer Reviewer, 07/20/2010,

Hold pointer over

Climical Data to Support Request N
denial reason code.

test - DBARRETT, O7 /2072010
Figure 382

3. To view the PA detail information, click the Request ID in bold blue font. This opens a
detail page that shows all the data entered on the request.
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Roquest 1D :_ Status : Deniod

Member hdormation

1300000008 TEe OHRNY K o M

Soervice Provider Information

Ni nnom(ipocl ity)
serliorete S
Hosptel, Reguler OGenersl

hate Fosobel

wrghed Hospdal
ranierptve Elglolty

Reterence Prowder kformation

Addrenn Phone lmnamy (Speci

Create an Attachunent

If you wart to affach a document to this Request click on 'Brovvse | select a docunent and then, cick on "Attach File*

(Eiowe.. )

Contact Information

Corlact Name:  Dariene Berret CortactEmal  JANE

58.4930  Cortact Fax

Conact Fhore

Request information

Admisgion Type Bectve

Dischiarge Dale Stil n Faclty. o

Place of Service:  CuePabert Hospta Refease of nfo Code  hfarmeoConsern

Mg nasin

ol ADRENAL GuasD DIEORDERS 07 G200

Piocedimen

T T ) TN [ ) T O

B2 MJECT SANE LIS (C0) 07 R2mo 0 mi

Comments | Messades

Patleit Tranetor Wifos mation Patlont Tranefor indor mation & (eelect all that apply and exislain in cliaical)

15 patiant being transterred IO your facity? Mo &, Honer lavel of Care Tacily,
15 patiant baing transterred BROM your 16cilly™ Mo (b, MD SoecialstSpecalty Unit nol evalabie o orignal Tacity
. BBk franater b nar laved of care Tacity
4. Higher lovad of core s na kangar warrartod
2, Leseel 0f core continues 10 med npahert confremant

A Trensfer back does nof compramess: peherd core

4 Tran back iz niok o alleviste bed overcrowding of sending facity.
o, Fabiertamiyiphysician comenisnce.

&. Mo bads svailsble st arginal fecifly.

Sugrorting Information

* Clindcal Data to Support Reguest:
i Y2l signs, hishory and phpsical lab repoets, doraps, sinssymplams, ahether the palient was Iresled on an oulpatient basis
b=l - DEARRETT, 07/20/2010

* Al ) Toeatrmem Pla

ic b & 2 e, i, W TG, medic

fie, Wi e B GlheV Trdrrdenli)

Doos thie membser lave retro eligibility Tor the sulandtited dites of sarvice ¥ Mo

Roquest Sulamdtiod Via: PHOME

Figure 383

4. To return to Review Request page, click Back at the bottom of the page.

L
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No
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No
Ho
N

v 48 hours prior bo admission)
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5. To return to the search results, click Return to Search Results at the bottom of the
Review Request page.

OR

6. To initiate another search, click DCH Workspace at the top of the page to access the
workspace menu.

omcf B

Figure 384
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4.0 Appendices

4.1 Appendix A: Categories of Service per Review Type

Allowable Requesting Provider COS

Reference ID Need

Review Type .-
ks Codes for Web Submission?
430 — Physician Services None
431 — Physician’s Assistant Services,
Additional Physician Office 480 — Nurse Midwifery
Visits 490 — Oral Maxillofacial Surgery
550 — Podiatry
740 — Nurse Practitioner
Additional Psychiatric Services 430 — Physician Services None
Add|.t|onal Psychological 570 — Psychological Services None
Services
. . . . , . . None
Children Intervention Services 840 — Children’s Intervention Services
450 — Health Check Dental Program None
Dental Treatment - Pediatric (under 21)
490 - Oral Maxillofacial Surgery
460 — Adult Dental Program None
Dental Treatment — Adult 490 - Oral Maxillofacial Surgery
. . None
. . 320 — Durable Medical Equipment
Durable Medical Equipment 321 — Pharmacy DME Supplies
. . None
Emergency Air Ambulance 371 — Emergency Air Ambulance
None
Emergency Ground Ambulance | 370 — Emergency Ground Ambulance
380 — Non Emergency Travel None
Non-emergency Travel . . .
Services/Exceptional Transportation
None

Hearing Services

330 - Orthotics/Prosthetics and
Hearing
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Review Type

Allowable Requesting Provider
COS Codes

Reference ID Need
for Web Submission?

Hospital Admissions/Hospital
Outpatient Procedures

010- Inpatient Hospital Services
070 — Outpatient Hospital Services
670 — Ambulatory Surgical Center
430 — Physician Services

431 — Physician’s Assistant Services,
450 — Health Check Dental Program
460 — Adult Dental Program

480 — Nurse Midwifery

490 - Oral Maxillofacial Surgery
550 — Podiatry

740 — Nurse Practitioner

Hospital or Practitioner
REF Number

Hospital In-State Transplants

010- Inpatient Hospital Services
070 — Outpatient Hospital Services
670 — Ambulatory Surgical Center
430 - Physician Services

480 — Nurse Midwifery

490 - Oral Maxillofacial Surgery
550 — Podiatry

740 — Nurse Practitioner

Hospital or Practitioner
REF number

Out-Of-State Services
(Out of State rendering provider)

010- Inpatient Hospital Services
070 — Outpatient Hospital Services
670 — Ambulatory Surgical Center
430 - Physician Services

480 — Nurse Midwifery

490 - Oral Maxillofacial Surgery
550 — Podiatry

740 — Nurse Practitioner

None

Intermediate Care Facility - MR

180 — Intermediate Care Facility/MR

None

Nursing Home Swingbeds

080 — Swingbed Hospital Services

None

Office Surgical Procedures

430 — Physician Services

431 - Physician’s Assistant Services
480 — Nurse Midwifery

550 — Podiatry

740 — Nurse Practitioner

None

Oral Maxillofacial Surgery

430 — Physician Services

490 - Oral Maxillofacial Surgery
450 — Health Check Dental

460 — Adult Dental

None

Orthotics and Prosthetics

330 — Orthotics/Prosthetics and
Hearing

None
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Allowable Requesting Provider

Reference ID Need

Review Type . .
yp COS Codes for Web Submission?
None
Vision Services 470 — Vision Care
None
Hospital Outpatient Therapy 070 — Outpatient Hospital Services
430 — Physician Services None

Radiology - Physician Office

431 - Physician’s Assistant Services,
480 — Nurse Midwifery

550 — Podiatry

740 — Nurse Practitioner

Radiology - Facility Setting

070 — Outpatient Hospital Services
670 — Ambulatory Surgical Center
430 - Physician Services

480 — Nurse Midwifery

490 — Oral Maxillofacial Surgery

If Hospital requestor,
Practitioner REF # is
optional.

If Practitioner is
requestor, Hospital REF

Medications PA - Physician
Office

550 — Podiatry #is required.
740 — Nurse Practitioner
430 - Physician Services None

431 — Physician’s Assistant Services
480 — Nurse Midwifery

550 — Podiatry

740 — Nurse Practitioner

Medications PA - Facility Setting

070 — Outpatient Hospital Services

Practitioner REF
number is optional.

971 — In Home Private Duty Nursing

Georgia Pediatric Program 972 — Medically Fragile Daycare None
Independent Care Waiver 660 — Independent Care Waiver
. None
Program Services
None
TEFRA Katie Beckett 380 — Non Emergency Travel Services
930 and Case Mgt Specialty 030 None

SOURCE Level of Care and
Placement

Service Options Using Resources in
the Community
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Allowable Requesting Provider

Reference ID Need

Facility

Review Type .
ol COS Codes for Web Submission?

CCSP Level of Care and 590 and Case Mgt Specialty 030 None
Placement Community Care Services Program
NOW Level of Care and 680 - New Options Waiver Level of None
Placement Care
COMP Level of Care and 681 — Comprehensive Supports Waive None
Placement Level of Care

110 — Skilled Care in a Nursing Facility None
Level | PASRR 160 — Intermediate Care Nursing
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4.2 Appendix B: DCH PA Access Request Form

In order to ensure that DCH staff are given ‘read only’ access to their specific PA types and/or programs within
GMCF’s PA administrative pages, each DCH staff member who requires access will need to complete this DCH PA
access form.

It is expected that the DCH MMC Program Manager will approve all access requests. All requests should be emailed
to GMCEF at the following email address: service@allianthealth.org

Request Date:
Name:

Email Address:
Phone Number:

Select the appropriate program type(s) for viewing by entering an ‘X’ in the column to the left of the PA type/form
name:

Adult Dental
Children's Intervention Services

Durable Medical Equipment

Emergency Air Ambulance Service

Emergency Ground Ambulance Service
GAPP
Health Check Dental Program

Vision Services

Hospital Outpatient Therapy

ICWP

Intermediate Care Facility for Mentally Retarded
SOURCE

CCSP

NOW and COMP

Katie Beckett

Medications PA Facility

Medications PA Physician Office

Non-Emergency Travel Services

Oral/Maxillofacial Surgery

Orthotics and Prosthetics/Hearing
PASRR
Practitioners Office Surgical Procedures

Precertification

Precertification - Instate Transplants
Precertification - Out Of State
Psychiatry

Psychology
Radiology Facility Setting

Radiology Physician Office

Swingbed

Unlimited Physician Office Visits
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