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H15- 035 - Policy/Procedure
June 10, 2015
AMENDED August 11, 2015

	TO: 
	Home and Community Services (HCS) Regional Administrators
Area Agency on Aging (AAA) Directors

Developmental Disabilities Administration (DDA) Regional Administrators



	FROM:
	Bea Rector, Director, Home and Community Services
Don Clintsman, Deputy Assistant Secretary, Developmental Disabilities Administration  


	SUBJECT: 
	Authorizing Shared Medical Services, including DME/SME

	Purpose:
	Provide updated direction to field staff regarding authorization of shared medical services in ProviderOne and the use of new CARE functionality.

	Background:
	DSHS and waiver programs in particular are always the payer of last resort. Private insurance, Medicare, Apple Health (Medicaid State Plan) or other available coverage must be used prior to a social service authorization. Case workers are required to ensure other available coverage is utilized prior to completing authorizations to providers.  A cheat sheet on determining medical coverage in ProviderOne is attached. 
Providers are required to bill other payment sources before claiming payment through Apple Health or a social service authorization. Providers are not to request additional payment through a Social Services Authorization or private funds if they feel the Medicare or Apple Health rate is too low; nor should a Social Services Authorization be created solely because the vendor says the medical reimbursement rate is too low.
There are two types of “non-covered” items included in HCA DME: Non-covered items WAC:

1. Durable medical equipment and supplies (e.g. transfer benches, bath equipment including grab bars, shower benches and commodes, etc.).  For our purposes, we will refer to these as “typically not covered”.

2. Non-medical equipment and supplies (e.g. reachers, sock aids, handheld shower).  We will refer to these items as “never covered” items. 

The implementation of ProviderOne Phase 2 has brought new functionality for authorizations and claims and enforces these existing rules and policies.  
Training webinars were held with both staff and DME providers; the presentations can be found online.


	What’s new, changed, or

Clarified
	Shared Services

The term “shared services” refers to a medical service that is available either through Apple Health, RCL or a DSHS waiver. Shared services include Durable Medical Equipment (DME), Occupational Therapy (OT), Physical Therapy (PT), Speech/Communication Therapy, Nutrition/Dietitian and Psychiatric Medication Management services. See the attachment below for a list of shared services with their service code and description.
In order for ProviderOne to pay claims for DME, the provider must be Medicare enrolled. When shared services are authorized ProviderOne first checks to see if the service could be covered by Medicare and if the client has Medicare coverage. If the client has Medicare coverage and the service is covered by Medicare, ProviderOne will not pay unless the provider submits verification of a Medicare denial with their billing.

Additional functionality has been added to CARE to assist in the authorization of some services including DME. Case workers must now select whether the Business Status of an authorization is “In Reviewing” or “Approved” when authorizing DME. This allows the case worker to enter the authorization for the provider but prevents payment until it has been verified that the goods or service has been received. Case workers must also list the specific item(s) being purchased in the comment box of the authorization. Authorizations for other services will continue to default to “Approved” when they are created.  [image: image1.png]Veader | Commen| Uine Detail
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Medicare and/or Apple Health will sometimes cover for the repair of equipment when certain criteria are met, including a prior authorization. If an individual has equipment that needs to be repaired, the client should contact the DME vendor where the equipment was originally purchased (with the assistance of the case worker or physician’s office).  If returning to the vendor where the original purchase was made is not an option, a repair can be pursued from another DME vendor with a Core Provider Agreement (CPA).

Information on Medicare’s Competitive Bidding Program:

The following information for Medicare covered clients is for your information only; no follow up is necessary. You may hear from a client with Medicare coverage that a DME vendor was unable to fill their order for a wheelchair, for example. This section explains why this may occur.

In 2011, Congress mandated a Competitive Bidding program for selected DME, Prosthetics, Orthotics and Supplies (DMEPOS) in nine locations in the country. In 2013, the program expanded to additional parts of the US. The intent is to improve the effectiveness of the Medicare methodology for setting DMEPOS payment amounts, which should reduce beneficiary out-of-pocket expenses and save the Medicare program money while ensuring beneficiary access to quality items and services. 
Under the program, a competition among suppliers who operate in a particular competitive bidding area (CBA) is conducted. Suppliers are required to submit a bid for selected products. 
· Not all products or items are subject to competitive bidding. 

· Contracts are awarded to the Medicare suppliers who offer the best price and meet applicable quality and financial standards.

· Contract suppliers must agree to accept assignment on all claims for bid items and will be paid the bid price amount. 

Washington State has Zip Codes which are included in two CBA’s:

· Portland-Vancouver-Hillsboro, OR-WA

·  Seattle-Tacoma-Bellevue (includes Snohomish County)
· NOTE: additional Zip Codes may be added in the next round of bids.

Items that must be purchased by the winning bidder through the competitive bidding process include:

· Diabetic testing supplies

· Ambulatory aids

· Power wheelchairs

· Standard manual wheelchairs

· Negative Pressure wound therapy (VAC)

· External infusion pumps and supplies

· Oxygen

· Hospital beds
· Additional items may be added in future bid cycles
To verify if a zip code is within a CBA and to see which vendors have been awarded the bids in an area for specific equipment and supplies go to the Medicare Supplier Directory at Medicare.gov. 
Vendors in an area covered by the CBA that were not awarded the bid for an item that is included in competitive bidding must inform clients with Medicare coverage that they are not able to supply the equipment or supplies and that the client must work with a different supplier to obtain the needed item when the item is covered by Medicare. The case worker may need to assist the client in determining the vendor with the winning bid by looking at the Medicare Supplier Directory.
Reminder regarding LTC clients: client responsibility (CR) is assigned based on the CR hierarchy in ProviderOne. There may be times when a client’s responsibility is assigned to DME. 


	ACTION:
	Effective immediately:

Do not create social service authorizations until all other available funding sources have been accessed. See the DME Decision Tree Attachment below for help in determining what other funding source(s) the client may have. Social services authorizations are not to be used to supplement Medicare or Apple Health rates.
For clients who have a medical benefit such as private insurance, Medicare or Apple Health: the client must first coordinate with their health care provider to acquire the needed item or service through Medicare, private insurance, Apple Health or other available benefit.  
1. Per their Core Provider Agreement (CPA), DME vendors must exhaust other coverage before submitting a request for payment under a social services authorization.
2. At any point in this process, a DME provider may submit an invoice to a case worker with documentation that a physician has prescribed an item. Upon receipt of the invoice: 
a. The case worker can sign and return the invoice to the provider as an indication they are in agreement with the physician that, regardless of whether the item is deemed medically necessary by Medicare or Medicaid, the item is necessary for independent living.

· Signing the invoice assures the DME provider that should private insurance, Medicare or Medicaid deny the item, a social service authorization will be created.

b. If signing the invoice, the case worker must include the statement “Not to exceed the Medicaid reimbursement rate” with their signature.
· Signing the invoice does not indicate that DSHS agrees to pay the amount on the invoice, only that a social services authorization will be created once all other payors have been exhausted. 
· The provider will be paid at the Medicaid reimbursement rate or the authorized rate, whichever is lower.
3. DME vendors with questions regarding billing other medical coverage should be referred to the provider’s billing guide. 

4. If private insurance and/or Medicare have denied a covered item or the client/item is not Medicare eligible, and the item is: 1) covered, or 2) typically not covered by Medicaid (Apple Health) but may be covered when certain criteria are met (see attachment below), the vendor must pursue Medicaid payment:
a. It is the DME vendor’s responsibility to be aware of the following processes and forms and when they are used: 

· Prior authorization (PA: used for covered items)
· Exception to rule (ETR: used for typically not covered items) NOTE:
· An ETR is client specific and so must be requested based on each client’s situation.

· If a case worker has information that will be helpful as to why the item is medically necessary (such as the client had a hip fracture), they can provide this to the DME vendor. 

· Expedited prior authorization (EPA: request to expedite process for covered items)
· Limitation extension (when a client needs more of a covered item, like diapers)
5. If the item is considered necessary for independent living and the client is eligible for the item, case workers may create a social services authorization: 1) After all existing coverage has been exhausted or denied (including through the PA/EPA, ETR or limitation extension processes); or 2) if the item is not covered by the client’s medical benefit(s). Follow these steps to create a social services authorization:
a. If an item is denied by a client’s medical benefit (private insurance, Medicare and Medicaid), both the vendor and the client receive a denial letter. The CM must obtain a copy of the denial letter issued by the other funding source (e.g. Medicare or Apple Health). This is a temporary way to verify that all other payer sources have been exhausted first. Coming soon: instruction on viewing denial information in ProviderOne.
b. When an item is never covered by Medicare or Medicaid (see attachment below) a denial by HCA is not necessary.

c. DME coverage under all medical benefits is based on medical necessity. If an item was denied by a medical plan but is considered necessary for independent living, the case worker should document in a SER why the item is needed by the client to increase or maintain independent living.
d. Create an authorization in CARE putting the authorization in “Reviewing” status until it has been verified the client has received the equipment/item(s) as authorized (see above  Once delivery has been verified, case workers should immediately change  the authorization from “Reviewing” to “Approved”  in order to eliminate further delay in vendor reimbursement.   
6. For a client discharging from a nursing facility or other institutional setting: 

a. Equipment needs should be evaluated early in the discharge planning process to allow sufficient time to get necessary equipment in place prior to discharge.

b. Case workers should coordinate with nursing facility discharge planners to get all medically necessary equipment through the client’s medical benefit whenever possible.
c. Some equipment, like a wheelchair, can be purchased while the client is a resident of the NF for their use in the facility. The equipment is theirs and goes home with the client when they discharge (see WAC 182.543.5700).
d. If waiting for a denial for necessary equipment is unduly delaying a discharge the vendor (and/or case worker) may follow the instructions below to request an expedited review. 

7. Information on how to authorize lift chairs is attached below (see Process to Authorize Lift Chair, below).   A lift chair may be authorized when:

a. The case worker has determined it is necessary for independent living; and

b. A physician has prescribed it (which may include an evaluation by an occupational or physical therapist).

8. An email box has been created to submit questions from vendors and DSHS staff to subject matter experts at HCA: 
a. DME mailbox address:  DME@HCA.WA.GOV
b. Include the authorization number and the client ID

c. Suggested subject lines:

· Expedite for D/C (for d/c within 1 week)

· Home client: safety concerns

· Rates Request (if the vendor says the rate doesn’t cover the cost of the item.
· Doesn’t meet Medicare’s medical necessity criteria (when Medicare is primary payer, but client doesn’t meet Medicare’s medically necessary criteria)
9. Because there have been clarifications made to the process to authorize DME and when an ETR is required for typically not covered items, the following will occur for typically not covered items that were authorized prior to July 11, 2015 (only):

a. An ETR is not required for any DME that was approved or authorized by case workers prior to July 11, 2015

b. After verification that the client received the item, the case worker must change the status of the authorization to "Approved".

c. The DME provider can submit claims for these items without denials in place.

· There may be other reasons a claim could deny for these items, including missing client information, NPI, etc. 

· The vendor will need to make any necessary corrections for the claim to be paid.
Note: A DME vendor could be denied payment or have a prior authorization rejected from a medical benefit provider because the vendor’s medical claim was missing necessary information such as the prescribing medical personnel’s National Provider Identifier (NPI) the ICD-code, etc. or if the PA was illegible. This does not constitute denial of benefit to the client. The vendor must make the necessary corrections in order to receive payment through ProviderOne.
Medicare Enrollment Requirement for Shared Services
When a client has Medicare coverage, staff must only authorize shared medical services to providers that are Medicare enrolled. 
Prior to completing the authorization, ask the provider, “Are you Medicare enrolled?” 

10. If the answer is “no” or “I am not sure,” the case worker should refrain from authorizing services and the provider should be encouraged to become Medicare-enrolled.  

11. If the answer is “yes,” services can be authorized.  

a. Equipment and services must be medically necessary or necessary for independent living and a prescription from the health care provider is required. It is the responsibility of the provider to obtain the prescription and other information necessary to claim in P1.
b. Authorize DME codes with the status of “In Review.” 

c. Once the product has been received by the client, change the status of the authorization to “Approved.”

d. Offices should maintain a list of Medicare Enrolled Providers for case workers to reference once Medicare enrollment has been verified.

12. As noted in the section above regarding Shared Services, all DME providers are required to enroll with Medicare to provide services to client’s enrolled in Medicare and Medicaid so Medicare enrollment must be verified for all DME providers regardless of medical coverage. Enrollment for DME providers can be done through the Find a Provider list.
a. If another type of provider (e.g., occupational therapist) chooses to serve a client with Medicare coverage, their claim may be denied if the shared service is covered by Medicare and the provider is not Medicare enrolled.

13. ProviderOne Supplemental Billing Guides for Shared Services now includes the following statement: “To prevent billing denials, check the client’s eligibility for other coverage before scheduling services and at the time of the service. See [HCAs] ProviderOne Billing and Resource Guide for instructions on how to verify a client’s eligibility and how to request a limitation extension or exception to rule. Providers must exhaust other coverage before submitting a request for payment to the agency under a social services authorization.”
14. See “Attachments” section for communications that have been distributed to providers.

If you have difficulty finding a qualified provider, accessing one for your client or any other issues that your JRP or supervisor cannot help with, please contact any of the program managers listed below. 



	ATTACHMENT(S):  

 
	HCA’s Find a Provider List
WAC 182-500-0070 Medically Necessary
Important Message About DME Denials
FAQs for DME Providers 

ProviderOne DME Provider Billing Guide
Medicare Supplier Directory
DME Webinar Presentations

	
	Typically not Covered or Never Covered by HCA that May be Covered by DSHS

[image: image2.emf]Typically  Non-covered  and Never covered items that May be Covered by DSHS.pdf


	DME Decision Tree


[image: image3.emf]DME Flowchart  Revised Final.pdf



	
	Service Codes/ Description for Shared Services 


[image: image4.emf]Service Codes and  Description for Shared Services.pdf


	Determining Medical Coverage in ProviderOne 
[image: image5.emf]Determining Medical  Coverage in ProviderOne.pdf



	
	Process to Authorize Lift Chairs

[image: image6.emf]New Process for Lift  Chairs.docx


	

	CONTACT(S): 
	Debbie Johnson, COPES Program Manager
JohnsDA2@dshs.wa.gov
360-725-2531

Debbie Blackner, NCFM Program Manager

Debbie.Blackner@dshs.wa.gov
360-725-2557

Beth Krehbiel, DDA Program Manager
KrehbB@dshs.wa.gov
360-725-3440
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Client needs DME


1. The client gets a Rx from their MD
(with the family or CM assisting, as necessary).


2. The client provides the Rx to the DME vendor.


If approved


If not covered by Medicare or denied


If approved


If  denied


If the client has Medicare/private insurance and
 the item is a covered benefit, DME vendor


 bills insurance or Medicare


 If the item is necessary for independent living, the


case worker creates social service authorization in Reviewing status.


The vendor pursues billing Medicaid.
If the item is covered, it may require a Prior Authorization.


If it is typically not covered, it will require an ETR


The vendor contacts the case worker to 
inform them of the denial.


If item is never covered by Medicare and Medicaid 
or the client is not covered by Medicare/Medicaid


If covered or typically 
not covered and the client has private 


insurance, Medicare or Medicaid


After verifying the client received the item, 
the case worker changes the authorization’s 


status to “Approved”.


Vendor dispenses the item


The vendor is paid for the goods the client received.


No  follow up necessary from  the case worker.


Vendor provides the item to the client 


Vendor claims in P1


NOTE: The DME provider can submit an invoice to 
the case worker along with documentation of a 
prescription from the client's medical provider. A 
signature from the case worker is 
acknowledgement that a social services 
authorization will be created if all other payor 
sources deny.  The item will be reimubursed at the 
Medicaid rate (which should be noted by the case 
worker).
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Ramps for the home


Overhead ceiling track lifts


Personal emergency response systems (PERS)


Typically Not Covered (Items that may be covered by HCA 


with an ETR, so a denial is necessary prior to creating a 


social service authorization)


Never Covered by Medicaid (No 


denial necessary prior to creating a 


social service authorization)
Bedboards/conversion kits, and blanket lifters (e.g., for feet) X


Blood Pressure monitoring equipment X


Lift chairs
X (Medicare may pay for the mechanical 


lift portion)


 Bathroom equipment used inside or outside of the physical space of a bathroom:


Bath stools X


Bathtub wall rail (grab bars) X


 Bed pans X


Bedside commode chair X


 Control unit for electronic bowel irrigation/evacuation system X


 Disposable pack for use with electronic bowel system X


 Raised toilet seat X


Safety equipment (including but not limited to belt, harness or vest) X


 Shower chairs X


Shower/commode chairs X


Standard and heavy duty bath chairs X


Toilet rail X 


Transfer bench for tub or toilet X


Waterproof mattress covers X


Surgical stockings, gradient compression stockings, and custom compression garments
ETR -Vendor uses HCA Form 13-871


Wheelchair gloves X


Diverter valves and handheld showers for bathtub X


Adaptive eating/feeding utensils X


Medication dispensers X


Clothing guards to protect clothing from dirt, mud, or water thrown up by the wheels of 


a wheelchair Covered in PA request


New DME, supplies, or related technology that HCA has not evaluated 


For eligible clients: authorize environmental modification service codes when modification must occur to a 


dwelling.  Use non-medical service codes to authorize a portable ramp to a vendor who has the Specialized 


Equipment and Supplies contract.


For eligible clients: authorize using environmental modification service codes.


For eligible clients: authorize using PERS services codes and a contracted PERS vendor


WAC 182-543-6000 lists items that are not typically covered through HCA’s medical benefit. Some items that are non-covered items through HCA may be covered through DSHS when there is a 


documented need. Items not listed in this table are not covered by HCA and also not covered by DSHS (such as hairpieces or wigs and saunas).


Can be requested to be added (may or may not be covered by DSHS)
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HCS Shared Services DDA Shared Services 
Proc/ 


Svc Code Proc/Svc Code Description Proc/ 
Svc Code Proc/Svc Code Description 


SA875 DME: Bathroom aids, toileting, and supplies SA875 DME: Bathroom aids, toileting, and supplies 
SA876 DME: Communication devices and supplies SA876 DME: Communication devices and supplies 
SA877 DME: Diabetic equipment and supplies SA877 DME: Diabetic equipment and supplies 
SA878 DME: Hospital beds and supplies SA878 DME: Hospital beds and supplies 
SA879 DME: Miscellaneous SA879 DME: Miscellaneous 
SA880 DME: Mobility aids and supplies SA880 DME: Mobility aids and supplies 
SA881 DME: Nutrition equipment and supplies SA881 DME: Nutrition equipment and supplies 
SA882 DME: Orthotic equipment and supplies SA882 DME: Orthotic equipment and supplies 
SA883 DME: Ostomy care SA883 DME: Ostomy care 
SA884 DME: Respiratory equipment and supplies SA884 DME: Respiratory equipment and supplies 
SA885 DME: Urinary/incontinence equipment SA885 DME: Urinary/incontinence equipment 
SA886 DME: Wheelchairs and accessories SA886 DME: Wheelchairs and accessories 
SA887 DME: Wound care SA887 DME: Wound care 
SA888 Physical Therapy (RCL/WA Roads only) SA888 Physical Therapy 
SA889 Occupational Therapy (RCL/WA Roads only) SA889 Occupational Therapy  
SA890 Nutrition Services (RCL/WA Roads only) 90863 Medication Management, Psychiatric 


SA892 Speech/Hearing/Communication Evaluation (RCL/WA Roads 
only) SA892 Speech/Hearing/Communication Evaluation 


92507 Speech/hearing Therapy (RCL/WA Roads only) 92507 Speech/hearing Therapy 
  SA893 Hearing Hardware (coming soon!)  
 






New Process for Lift Chairs

Lift chairs can only be purchased from Durable Medical Equipment (DME) vendors.  DME vendors are now billing separately the two components which make up a lift chair.  Those components are: 1) the lift mechanism/motor portion; and 2) the furniture portion.  A prescription from a medical professional (physician or physician and therapist) is required prior to authorization. 

1. Lift mechanism/motor portion:

· Clients who are enrolled in Medicare who meet Medicare’s criteria for medical necessity will have the lift mechanism/motor portion covered under their Medicare benefit.

· If a client’s case worker determines that a lift chair is necessary for independent living, DSHS will pay for the  lift mechanism/motor portion for:

· Clients not enrolled in Medicare.

· Medicare-enrolled clients after Medicare has denied the vendor’s claim due to the client not meeting the medical necessity criteria.



2. Furniture portion:

· The furniture portion is never covered by Medicare. 

· DSHS will cover the furniture portion of the lift chair if the case worker has determined the lift chair is necessary for independent living.



The lift mechanism/motor can be claimed by the DME vendor using specific HCPCS detail codes.  If a Social Services authorization must be created for the lift mechanism/motor portion, the case worker will use blanket code SA879 (“Miscellaneous, including Patient Lifts”); the HCPCS detail codes are mapped to blanket code SA879.

The furniture portion does not have a HCPCS detail code.  The case worker will authorize SA419 (“Lift Chair (Furniture portion only)”).

The two codes together will pay for the entirety of the lift chair; one code on its own is not sufficient. Please see the Service Code Data Sheet for SA419 for more information.

The new process is:

1. Medicare only (Client is enrolled in Medicare): 

a. The vendor can submit claim to Medicare for the lift mechanism/motor.

b. If Medicare pays for the lift mechanism/motor: authorize SA419 (Lift Chairs Furniture portion only) for the balance remaining on the price of lift chair. 

c. If Medicare denies payment: authorize SA879 for lift mechanism/motor portion.  The vendor may now claim through P1.

d. After the vendor has been paid for the lift mechanism/motor, authorize SA419 for the balance remaining on the price of lift chair.



2. Non-Medicare only:

a. Authorize SA879 for lift mechanism/motor portion.  The vendor may now claim through P1.

b. After the vendor has been paid for the lift mechanism/motor, authorize SA419 for the balance remaining on the price of lift chair.
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How do I know if a client is enrolled in Medicare? 
On the Client Demographic screen in ProviderOne, look for a Y (yes) or N (no) next to Medicare Status: 


  


How do I know if a client is enrolled in Medicaid? 
Go to the benefit inquiry page of client tab, search for eligibility as of the date in question, then scroll down to “Client Eligibility Spans.” 


 


 


How do I know if a client is a dually eligible client (enrolled in both Medicare and Medicaid)? 
If eligible for Medicare and either CN or MN Medicaid (see screenshots above), the person is a dual eligible. Note – a Medicare Savings 
Program only (S03, S04, S05, or S06) means a person does not have CN or MN Medicaid. 


 


 







 


How do I know if a client is enrolled in Managed Care? 
On the Client Demographic screen in ProviderOne, look for a Y (yes) or N (no) next to Managed Care Enrolled: 


 


How do I know if a client has private insurance (third party liability or TPL)? 
The client below has both Medicare and private insurance: 
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