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DEPARTMENT OF SOCIAL AND HEALTH SERVICES
AGING AND DISABILITY SERVICES ADMINISTRATION
PO Box 45600 - Olympia, WA 98504-5600

HCS MANAGEMENT BULLETIN





H13-029 – Information
June 17, 2013 
	TO: 
	Area Agency on Aging (AAA) Directors
Home and Community Services (HCS) Regional Administrators


	FROM:
	Bea Rector, Interim Director, Home and Community Services Division

	SUBJECT: 
	Exception to the Rule requests for Specialized Medical Equipment and Supplies purchases

	Purpose:
	To inform field staff of an increase to the cap for Specialized Medical Equipment and Supplies purchases.

	Background:
	Until now, the amount of a SME purchase could not exceed $646.91 without a locally approved ETR.  

	What’s new, changed, or

Clarified

 
	Field staff will be able to acquire SME and supplies for clients without an ETR if the equipment/supplies are less than or equal to $700.00. The SSPS data code sheet for 5250 will be revised to reflect this change.

	ACTION:
	Effective July 1, 2013, all SME purchase requests over $700.00 will require a locally approved Exception to the Rule (ETR).

	Related 
REFERENCES:
	None

	ATTACHMENT(S):   
	SCAR Form: 

[image: image1.emf]SCAR form for SME  SSPS change.doc



	CONTACT(S):
	Dana Allard-Webb-Special Projects Program Manager

(360) 725-2552

allardr@dshs.wa.gov
Debbie Johnson-HCS Waiver Program Manager

(360) 725-2531

debbie.johnson2@dshs.wa.gov
Karen LaBonte

Program Manager- State Funded LTC-Non Citizens

(360) 725-2450

karyn.labonte@dshs.wa.gov



2
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SSPS Service Code Action Request (SCAR)




1. Type of Action:

 FORMCHECKBOX 

Add a new code.


 FORMCHECKBOX 

Change an existing code. (For change actions, complete only the items being changed.)


 FORMCHECKBOX 

Delete a code.  (For a delete action, complete only Items 1, 2a, 2b,  2d, 2e, 3 and 4.)


2.  Service Code:



a.  Service Code Number (assigned in coordination with SSPS)





5250


b.  Service Code Full Name




Specialized Medical Equipment and Supplies

c.  Service Code Name Abbreviated (Must be 24 characters or less)



SME

d.  Should an ETP (9 prefix) code be created, or changed, or deleted?  




 FORMCHECKBOX 
 YES
 FORMCHECKBOX 
 NO


e.  Date new service code, change to service code, or deletion of service code is effective:




7/1/13  (MM/DD/YY)


3.  Reason for Change:



To raise the amount of Specialized Medical Equipment and Supplies to $700.00. Amounts over $700.00 will require an ETR process.  

4.  Delete Action Only:  


Authorizing Signature _________________________________Date     

Children’s Administration only:  


Federal Funding Unit Signature _________________________Date     

5.  Service Description: Paragraph informing authorizing workers when/for what this code is to be used.  This will be printed on the Service Code Data Sheet published for the field.





The paragraph in the service code data sheet is suffient as it is at this time. The only change needed is the top rate.  The rate needs to be changed  from $646.91 to $700.00


6.  Program Owner: (Choose only one.  Owners cannot be changed once the code is established.)



 FORMCHECKBOX 
  B = Children’s Administration



 FORMCHECKBOX 
  D = Community Services Division



 FORMCHECKBOX 
  E = Division of Alcohol and Substance Abuse



 FORMCHECKBOX 
  F = Aging and Adult Services



 FORMCHECKBOX 
  G = Division of Developmental Disabilities



 FORMCHECKBOX 
  H = Mental Health Division



 FORMCHECKBOX 
  I = Medical Assistance Administration


 FORMCHECKBOX 
  J = Division of Refugee Assistance



 FORMCHECKBOX 
  K = Economic Services Administration



 FORMCHECKBOX 
  L = Juvenile Rehabilitation Administration



 FORMCHECKBOX 
  M = Special Commitment Center



 FORMCHECKBOX 
  O = Managed Care 



 FORMCHECKBOX 
  S = SSPS



 FORMCHECKBOX 
  T = Office of Accounting Services

7.  Service Group Code:  5250



8.  Service Group Title:  COPES 



9. Responsibility:  Mark which responsibility area(s) is/are approved to authorize this service.



 FORMCHECKBOX 
  0 = ESA



(Appendix H)



 FORMCHECKBOX 
  1 = Seasonal Child Care

(Appendix B)



 FORMCHECKBOX 
  2 = DDD



(Appendix E)



 FORMCHECKBOX 
  3 = CA



(Appendix C)



 FORMCHECKBOX 
  4 = AASA/AAA


(Appendix A)



 FORMCHECKBOX 
  5 = ADSA Special Programs

(Appendix O)


 FORMCHECKBOX 
  6 = MAA



(Appendix I)



 FORMCHECKBOX 
  7 = JRA



(Appendix F)



 FORMCHECKBOX 
  8 = MHD






 FORMCHECKBOX 
  9 = SCC



(Appendix N)


10.  Payment Type:  Choose one only. Payment type cannot be changed once the code is established.



 FORMCHECKBOX 
  (0) Non-Paid Service



 FORMCHECKBOX 
  (1) One-Time Payment



 FORMCHECKBOX 
  (2) Repetitive Payment



 FORMCHECKBOX 
  (3) Invoiced Payment



 FORMCHECKBOX 
  (4) Medical (Not paid by SSPS)



 FORMCHECKBOX 
  (5) Not Paid by SSPS



 FORMCHECKBOX 
  (6) One-Time Invoice

11.  Unit of Service:  Required for payment services. Check one only. The unit of service cannot be changed once the code is established.



 FORMCHECKBOX 
  Hour (HR)



 FORMCHECKBOX 
  Day (DA)




If the service is a Daily service, please specify if it is for Full Day or Half Day services.




 FORMCHECKBOX 
 Full Day



 FORMCHECKBOX 
 Half Day



 FORMCHECKBOX 
  Month (MON)



 FORMCHECKBOX 
  Each (EA)



 FORMCHECKBOX 
  Mile (MI)



 FORMCHECKBOX 
  Visit (VST)


12.  Rate Data:  Required for payment services.  Check one only.  



 FORMCHECKBOX 
  (N) Non-Standard As Authorized (Allows any rate from $.01 to $9,999.99 on the authorization.)



 FORMCHECKBOX 
  (S) Standard (Allows one rate only for this service) Rate:      


 FORMCHECKBOX 
  (R) Range (Allows authorization of any rate from lower limit to upper limit specified for this service)




Specified rate range:  Lower Limit: $1.06     Upper Limit: $700.00

 FORMCHECKBOX 
  (V) Vendor Unique (Rate is defined by contract and must be entered into the provider file before authorization can be made.


ETP (9 code) information, if applicable:


 FORMCHECKBOX 
  (N) Non-Standard As Authorized (Allows any rate from $.01 to $9,999.99 on the authorization.)



 FORMCHECKBOX 
  (S) Standard (Allows one rate only for this service) Rate:      


 FORMCHECKBOX 
  (R) Range (Allows authorization of any rate from lower limit to upper limit specified for this service)




Specified rate range:  Lower Limit: $701.00   Upper Limit: 9,999.99

 FORMCHECKBOX 
  (V) Vendor Unique (Rate is defined by contract and must be entered into the provider file before authorization can be made.


13.  Service Maximums:  Complete all that apply for this service code.


12   Maximum number of months this service can be authorized without review (Mandatory, values 00-99)


     Maximum number of hours per day (Optional, values 00-24)


1   Maximum number of units (Mandatory for payment service, values 000-999)



ETP (9 code) information, if applicable:


12   Maximum number of months this service can be authorized without review (Mandatory, values 00-99)


     Maximum number of hours per day (Optional, values 00-24


1 Maximum number of units (Mandatory for payment service, values 000-999)


14.  Contingency time:  Does this service allow for contingency time? (Applies only to invoiced hourly child care.  If yes, school holiday hours may be claimed on the invoice.)



 FORMCHECKBOX 
 YES
 FORMCHECKBOX 
 NO


15.  Participation a.k.a. Co-Payment: Required for payment services.  Cannot be changed once the code is established.


 FORMCHECKBOX 
  (0) Participation is not applicable to this service code.

 FORMCHECKBOX 
  (1) This service code is the participation code. (Used to authorize the amount the client participates.)

 FORMCHECKBOX 
  (2) This service code may be participated against by a participation code.


16.  Reason Codes:  May be used to specify different funding sources.



 FORMCHECKBOX 
  None



or as specified below, possible values A through Z.


		Code

		Title



		 

		     



		 

		     



		 

		     



		 

		     



		 

		     



		 

		     



		 

		     



		 

		     



		 

		     



		 

		     





17. Objective Codes:  



 FORMCHECKBOX 
  None



or as specified below, possible values A through Z.


		Code

		Title



		 

		 



		 

		     



		 

		 



		 

		     



		 

		 





18.  Source of Funds Codes:  Applicable only to payment services.  Required only for programs that are affected by program funding for reasons other than eligibility for the service.  Account codes are generated from source of funds codes.  Choose all applicable fund sources for this service code.


 FORMCHECKBOX 
  0
None


 FORMCHECKBOX 
  1
CEAP (Title IV-A)


 FORMCHECKBOX 
  2
IV-E Court Ordered


 FORMCHECKBOX 
  3
Medicaid Personal Care


 FORMCHECKBOX 
  4
IV-E Voluntary


 FORMCHECKBOX 
  5
State Funds Only


 FORMCHECKBOX 
  6
Categorically Needy


 FORMCHECKBOX 
  7


 FORMCHECKBOX 
  8
State Only Client (DDD)


 FORMCHECKBOX 
  9
Cap Waiver Client


 FORMCHECKBOX 
  A
Olmstead Proviso


 FORMCHECKBOX 
  B
Community Protection/MIO


 FORMCHECKBOX 
  C



 FORMCHECKBOX 
  D


 FORMCHECKBOX 
  E


 FORMCHECKBOX 
  F


 FORMCHECKBOX 
  G


 FORMCHECKBOX 
  H
PASARR


 FORMCHECKBOX 
  I
Special Project +


 FORMCHECKBOX 
  J
MH Outplacements


 FORMCHECKBOX 
  K
MH Diversion Bed Outplacement


 FORMCHECKBOX 
  L



 FORMCHECKBOX 
  M


 FORMCHECKBOX 
  N


 FORMCHECKBOX 
  O


 FORMCHECKBOX 
  P


 FORMCHECKBOX 
  Q
State Funded/ SSI (CA)


 FORMCHECKBOX 
  R
State Funded/180 VPA (CA)


 FORMCHECKBOX 
  S


 FORMCHECKBOX 
  T
Single Parent Household


 FORMCHECKBOX 
  U
Two Parent Household


 FORMCHECKBOX 
  V



 FORMCHECKBOX 
  W



 FORMCHECKBOX 
  X
VPP Aging Out (DDD)



 FORMCHECKBOX 
  Y



 FORMCHECKBOX 
  Z

19.  Provider/Payee:  Does this service code require a payee (identified in Items 8 through 13 on the DSHS 14-154/159 form) in addition to a provider (identified in items 7 through 11 on the DSHS 14-154/159 form)?  Check only one. 



 FORMCHECKBOX 
 (1) Both provider and payee are required; payment goes to the payee.



 FORMCHECKBOX 
 (2) Only a provider is required; payment goes directly to the provider.

20.  Primary/Service Recipient: 

A. Is a Primary Recipient required on the 14-154/159 authorization form? (Required for W-2 reportable    services.)



 FORMCHECKBOX 
 YES
 FORMCHECKBOX 
 NO

B. Is the Primary Recipient’s Social Security Number required on the 14-154/159? (Required for W-2 reportable services.)



 FORMCHECKBOX 
  YES
 FORMCHECKBOX 
 NO

C. Recipient Status: Mark applicable box to show whether the service may be provided to a child only, to an adult only, and/or to a child and adult, also whether the child/adult must be a primary recipient or may be a service recipient, e.g., a parent is the primary recipient, the children are receiving child care as service recipients.


Primary
 FORMCHECKBOX 
Child
 FORMCHECKBOX 
Adult

Service 
 FORMCHECKBOX 
Child 
 FORMCHECKBOX 
Adult


D. Is an entry in Item 21 of the DSHS 14-154/159 form required?



 FORMCHECKBOX 
  YES
 FORMCHECKBOX 
 NO


If Yes, choose one:
 FORMCHECKBOX 
 Entry Required, Fatal Error






 FORMCHECKBOX 
 Entry Required, Minor Error


If Yes, complete one:
Upper limit of Item 21 is     (Value Range 000-999)




or







Range of Item 21 is    through    

21.  Social Service Notice:  Should authorization of this service produce a DSHS 14-259 Social Service Notice? (Award letter mailed to the payee.)  Consult with the SSPS Program Manager to choose/develop appropriate statements to be printed on the Social Service Notice.



 FORMCHECKBOX 
 YES
 FORMCHECKBOX 
 NO


22.  Tax Information:  Choose one only:  Non-taxable, W-2 reportable, or 1009 reportable, and then complete the information required for the chosen type.



a.   FORMCHECKBOX 
 Non-Taxable.  Payment will not generate a tax document.



b.   FORMCHECKBOX 
 1099 Reportable.  Payment of this service will generate a 1099 tax document.




i.  If 1099 reportable, indicate the type of 1099.  Choose one only.




 FORMCHECKBOX 
  (7) Non-employee Compensation




 FORMCHECKBOX 
  (6) Medical and Health Care payment




 FORMCHECKBOX 
  (1) Rents payment


c.   FORMCHECKBOX 
 W-2 Reportable.  Payment of this service will generate a W-2 tax document.(If W-2 reportable, Items 20a and 20b must be YES.  If this service is not indicated below as being performed by a relative provider, OASI will be withheld from payments.)



i.  If W-2, is this service performed by a “relative provider”?




 FORMCHECKBOX 
 YES
 FORMCHECKBOX 
 NO



If yes, 


ii.  Will payment for this service be subject to OASI withholding?



 FORMCHECKBOX 
 YES
 FORMCHECKBOX 
 NO


iii.  Will payment for this service be reported for FUTA?



 FORMCHECKBOX 
 YES
 FORMCHECKBOX 
 NO


23.  Account Coding:  Is the account code table applicable?



 FORMCHECKBOX 
 YES
 FORMCHECKBOX 
 NO


If yes, the account code(s) the system should generate for payment of this service for each combination of reason code(s) and source of funds code(s) must be defined on the Account Code Table form, DSHS 8-199.


The DSHS 8-199 form is completed by the program office, attached to this Service Code Action Request form, and delivered to the Office of Accounting Services, Mail Stop 45842, Attention: Tax Desk.  Accounting Services verifies that the correct tax documents (W-2, 1099) have been listed and forwards the account codes to SSPS for input into the SSPS system computer tables.  New codes cannot be processed without the account code table form.


24.  Additional Data:  Special information or instructions required by the program to describe correct use of this code, e.g. when and how to use, open, close, etc. authorizations for this service.  The Additional Data will be printed on the Service code Data Sheet published for the field.


No change. 

25.  HIPAA Status:  Is this service covered by HIPAA (Health Insurance Portability & Accountability Act)?



 FORMCHECKBOX 
 YES
 FORMCHECKBOX 
 NO

26.  Union Status: Is this service covered under a union?


 FORMCHECKBOX 
 YES
 FORMCHECKBOX 
 NO 



If yes, select the appropriate union below:



 FORMCHECKBOX 

01 - SEIU 775 (Individual Providers as defined in RCW74.39A.270))

 FORMCHECKBOX 

02 - SEIU Local 925 (Licensed and licensed exempt Family Child Care Providers as


 
defined in RCW41.56.030)


 FORMCHECKBOX 

03 - Washington State Residential Care Council (Adult Family Home Providers as defined in RCW 70.128.010)


27.  Implementation:  A statement of how this code is to be implemented in the field, i.e., if it must be within a specified time from, as reviews come due, etc.


No changes.

28.  SSPS Reports:  Will implementation of this code change have any effect on existing reports, or is there potential for new reporting requirements?  If so, contact SSPS.


[image: image1.bmp]29.


30.  Program Signature: ______________________________Phone:      Date:      

31.  SSPS: _________________________________________ Phone:      Date:      

[image: image2.bmp]

For SSPS use only:  Is this code or a reason code(s) used to designate APS or CPS services?  If yes, list affected reason codes(s) and forward a copy of this page to ORDA when the code is finalized.



__ YES  __ NO



















For SSPS use only:                       Service Code Table Data Entry Worksheet.







Tble # 	SCAR #	Data







 1.  	2c.		



 



 2.	6.	   b     d     e     f     g    h    I    J   k    l    m     O   S     T







 3.	7.		







 4.	20b.		1 Yes		2 No







 5.         16.		None			Lower			Upper



 



 6.	17.		None			Lower			Upper







 7.	11.		HR	DA	MON	EA	MI	VST







 8.	13.		MaxMonths                Max  Hrs/Day                 Max# Units







 9.	14.		1 Yes		2 No







10.	20a.		1 Yes		2 No







11.	N/A







12.	22ci		1 Start OASI 			2 Stop OASI 







13.	9.		0	1	2	3	4	5	6	7	9         







14.	20d.		NO			Fatal Error		 Minor Error







15.	2e.		Effective Date:   







16.	10.		0	1	2	3	4	5	6







17.	18.		None			Lower			Upper







18.	12.		N	S   Rate:		R  lower              upper			V	







19.	15.		0		1		2







20.	19.		1		2







21.	22c.		1 yes		2 no
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