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H06- 067 – Procedure
September 25, 2006
	TO: 
	Home and Community Services Regional Administrators
Area Agency on Aging Directors

Division of Developmental Disabilities Regional Administrators

	FROM:
	Bill Moss, Director, Home and Community Services Division

Linda Rolfe, Director, Division of Developmental Disabilities

	SUBJECT: 
	Medicaid Hospice Form

	Purpose:
	To update HCS/DDD/AAA social workers/nurses/case managers about the new DSHS/Medicaid Hospice Notification form (13-746). 

	Background:
	Hospice is a 24-hour intermittent care program for persons with terminal illness and six months or less to live.  Hospice allows terminally ill clients to choose physical, pastoral/spiritual, psychosocial, comfort and palliative care rather than cure.
To support this program and care collaboration, Health and Recovery Services Administration (HRSA), in collaboration with the Community Service Offices (CSO) and HCS staff, updated the Hospice Notification form.
This form was updated to:
· Standardize the information that HRSA and the Financial worker at HCS receives regarding Medicaid Hospice clients;

· Confirm the process for gathering information; and 

· Assist case management and hospice entities in collaborating services.

	What’s new, changed, or

Clarified

 
	Per the DSHS Eligibility Manual A-Z Hospice Chapter dated 07/19/06, the revised Hospice Notification form (13-746) is:

1. Completed by the Hospice agency when a client: 
a. Elects to begin Hospice services;

b. Ends Hospice services. This may be due to client death, client discharged or client revoked the benefit;

c. Transfers to a different Hospice agency;

d. Changes their place of living; or

e. Changes physician or diagnosis.

2. This completed form is faxed to the local HCS/CSO Financial Worker for a Medicaid or Medicaid pending client along with the client’s signed release of information form.
3. The HCS/CSO Financial Worker must fax a response back to the Hospice Agency to give them information on the client’s Medicaid program eligibility and participation requirements (if applicable) so the Hospice Provider can:

· Correctly bill HRSA;

· Prevent duplication of personal care and health related services, and;

· Prevent payment on other claims if related to the Hospice diagnosis or end of life care.

4. HCS/CSO staff must also forward the form to the appropriate DSHS social worker/nurse/case manager to comply with the DSHS mandate to coordinate care to prevent duplication of services.
· For example: If a Hospice client is receiving MPC or waiver personal care or skilled nursing services , the Hospice staff must coordinate with the DSHS social worker/nurse/ case manager as to who is providing what service and document this information in the client’s Hospice service plan.
· In order to prevent duplication of services, the DSHS social worker/nurse/case manager must also account for the Hospice personal care support services when coding Status for ADLs and IADLs, scheduling providers, and assigning tasks in CARE.
Washington Administrative Code (WAC) 388-551-1210 provides guidance on the core services that are included in the Hospice daily rate that must be provided by the Hospice agency for the hospice diagnosis and end of life care.  These core services include:

1. Physician services;

2. Nursing care;

3. Medical social services;

4. Counseling services;

5. Drugs, equipment and supplies that are medically necessary for the palliation and management of a client’s terminal illness and related conditions;
6. Physical therapy;
7. Medical transportation;
8. Inpatient care; and
9. Personal care support services (these personal care services needed by the client and provided by the Hospice agency, may be supplemented by MPC or waiver authorized personal care providers as hospice personal care is intermittent).

	ACTION:
	1. HCS Financial workers must forward a copy of the completed Hospice Notification form to the client’s assigned social worker/case manager/nurse.
2. The social worker/case manager/nurse must coordinate with the Hospice agency to prevent duplication of core services.

	Related 
REFERENCES:
	WAC 388-551-1210
DSHS Eligibility A-Z Manual HOSPICE


	ATTACHMENT(S):   
	DSHS/Medicaid Hospice Notification Form
13-746 (Revised 06/2006)
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	CONTACT(S):
	Candace Goehring
Program Manager, ADSA

(360) 725-2562

goehrcs@dshs.wa.gov
(Contact Candace for questions regarding coordination of services)
Pam Colyar

Program Manager, HRSA

(360) 725-1582

colyaps@dshs.wa.gov
(Contact Pam for questions regarding HRSA Hospice Benefits)
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AT DSHS/MEDICAID HOSPICE NOTIFICATION
ﬁ \-”*Pa"me“‘“"‘ia' Local HCS/CSO Fax Number

& Health Services

Ty HRSA Hospice Program Manager

Services Administration Division of Medical Management - (360) 725-1582 FAX — (360) 725-1965
Please fill out the form electronically to ensure the form can be read easily then print the form and Fax.
1. DSHS CLIENT ID NUMBER 2. CLIENT NAME (LAST, FIRST, MI)
3. CLIENT PIC NUMBER 4. CLIENT DATE OF BIRTH 5. SOCIAL SECURITY NUMBER
6. HOSPICE PROVIDER 7. HOSPICE CONTACT 8. HOSPICE TELEPHONE NUMBER | 9. HOSPICE FAX NUMBER
NUMBER: 399

10. NAME AND MAILING ADDRESS OF HOSPICE AGENCY:

11. [ ] ELECTION/HOSPICE BEGIN DATE | 12.[ ] HOSPICE END DATE | 13. REASON FOR END DATE
[] Expired [] Discharged [] Revoked
14. PHYSICIAN 15. PHYSICIAN 17.
HRSA PROVIDER OR Dx 16. PHYSICIAN NAME DIAGNOSIS 18. DESCRIPTION
NUMBER (7 digits) CHANGE DATE CODE OF Dx CODE
A FROM:
TO:
B FROM:
TO:
c FROM:
TO:
19. TOTAL MONTHLY HOSPICE RATE (COST OF 20. |:| Late Notiﬁcation, give reason:

CARE) ANTICIPATED

21. DATE OF NOTIFICATION LETTER/ | 22. DATE DSHS APPLICATION SENT | 23. DATE RELEASE OF INFORMATION | 24 [ ] MEDICARE
COMMUNICATION FAXED PRIMARY

DATES OF RESIDENCE
25. PLACE OF SERVICE NAME AND PHYSICAL ADDRESS FROM TO

[ ] Home (choose one):

[ ] Nursing Home

] Hospice Care Center (145) or (656)

[ ] In-Patient Hospital (656)

DSHS FINANCIAL USE ONLY

Federal Rules require the coordination of services to ensure no duplication of services (Hospice/DSHS/Medicare/Medicaid). Enter or
correct DSHS ID in Box 1.

26. Is client receiving HCS/CSO/DDD services? [ ]| Yes ] No
If yes, what is the assigned Social Worker/Case Manager's Name?

27. TELEPHONE NUMBER | 28. FAX NUMBER | 29. MEDICAID START DATE 30. MEDICAL COVERAGE GROUP
[] Not eligible

31. CLIENT HOSPICE PARTICIPATION AMOUNT (Award letter will follow on clients who have participation. Indicate 0 if no participation)

AWARD/ADDITIONAL LETTER MAILED/FAXED TO HOSPICE COMMUNICATION FAXED TO HOSPICE

HRSA USE ONLY

32. [] Communication Faxed to Hospice [ ] Entered into MMIS
[] Managed Care Faxed back to provider and e-mail to MC [ ] E-mail Sent to Disease Management
[ ] Discharge or Revoke e-mailed to Eligibility Initials: Date:

33. NOTES:

Important Notice: This message is intended for the use of the person or entity to which it is addressed and may contain confidential
information and is exempt from disclosure under applicable law. Dissemination, distribution or copying of this information is strictly
prohibited. If you have received this in error, please notify us immediately and destroy this message.

DSHS 13-746 (REV. 06/2006)






INSTRUCTIONS FOR HOSPICE AGENCIES COMPLETING THE MEDICAID HOSPICE 5-DAY NOTIFICATION
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11.

12.

13.
14.

15.
16.
17.
18.
19.

20.
21.

22.
23.
24,
25.

26.

27.

28.
29.

30.

31.
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Please fill out the form electronically to ensure the form can be read easily then print the form.

Enter the client's DSHS ID from the HCS or CSO if known. Leave blank if you do not know.
Enter the client’s last name, first name and middle initial (add “-“if the client does not have a middle initial).

Enter the client Patient identification Code (PIC) which is the insured’s ID number for Medicaid which has the
client’s first and middle initial, (“-“ if no middle name), six digit birthday, first five letters of the last name (leave a
space for each letter short of five), and an alpha or numeric character for the tiebreaker. If no PIC, leave empty.
Client must have a PIC in order for Health and Recovery Services Administration (HRSA) to accept the 5-Day
Notice.

Enter the client’s date of birth.

Enter the client’s Social Security Number (SSN) using numbers only.

Enter the last 4 digits of your HRSA Provider number. The first three are already on the form.
Enter the first and last name of the Hospice contact person.

Enter the telephone number for the Hospice contact person.

Enter the fax number for the Hospice contact person.

. Enter the name and mailing address of the Hospice Agency. (The HCS or CSO will need your address in order to

send an Award Letter to your agency for ongoing participation changes).

Mark the box if this in an election and enter the actual date the client elected Hospice. (This date may be different
than the date on the client's Medicaid Hospice Award letter from the HCS/CSO.

Mark this box if the client's Hospice Benefit has ended. If there is a change of circumstances, please use the
original fax and add the date of the change after marking the change box.

Mark this box for the type of end date.

Enter the attending physician’s 7 digit DSHS provider number. Mark line A for 14, 15, 16, 17 and 18, for initial
physician, dates, physician name, Dx code and description of Dx. If the client’s information has changed, use B
or C to enter the date changed to the new physician or Dx.

Enter the date for each initial Physician or Dx in A. Use B or C for change dates.
Enter the name of the attending physician initial in A. Use B or C for changes.
Enter the Primary Hospice Dx code initial in A. Use B or C for changes.

Enter the name of the primary diagnosis in A. Use B or C for changes.

Enter the anticipated monthly amount of money it will cost for the client’s hospice care. (If unsure, give your best
estimate).

If the notification is past five working days, give the reason, example: client pending eligibility.

Enter the date on the Financial Award Letter or Communication from the Financial Worker at DSHS. (Not all
clients receive an Award letter if they are already on a Medical Program).

Enter the date the DSHS application was sent for a pending client. (If unsure give best estimate).
Enter the date the release of information was faxed to the HCS/CSO/DDD local office.
Enter if the client is Medicare primary.

Enter where the client lives, see drop down box for which type of in-home setting. Enter the client's address and
dates in each place of residence during the hospice benefit period.

Enter the name of the assigned Social Worker/Case Manager if client is receiving a service under the Medicaid
personal care or waiver program. This SW/CM will work with the Hospice agency to coordinate the service plan
and Hospice plan of care to prevent duplication of services.

Enter the CM telephone number.

Enter the CM fax number.

The financial worker will enter the date for Medicaid eligibility for the hospice client (this may be different than the
election date).

The financial worker will enter the Medical Coverage Group the client is eligible for on the date the Financial
Worker entered in Box 29. (i.e. CNP, MNP, GAX; Note: GAU (not eligible for Hospice), AEM (needs Approval,
see AEM rules), etc).

Enter initial Hospice participation amount. Participation can change monthly and will be noted on the Award
Letter. Do not indicate participation here for a priority program such as COPES, only indicate participation
assigned to the Hospice agency. Mark if Award letter or Communication was sent to Hospice.

HRSA use to note tracking and entries.

Notes area is for Hospice, HCS or DDD or CSO or HRSA to communicate with each other.

DSHS 13-746 (REV. 06/2006)






