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FINANCIAL IMPACT STATEMENT

PLEASE ANSWER ALL QUESTIONS COMPLETELY

DEPARTM ENT of Human Services

DlVIS | ON of Medical Services

PERSON COMPLETING THIS STATEMENT Brian Jones

TELEPHONE NO. FAX NO. 501-682-3889 EMAIL: brianjones@dhs.arkansas.gov

To comply with Ark. Code Ann. 8 25-15-204(e), please complete the following Financial Impact
Statement and file two copies with the questionnaire and proposed rules.

S H O RT T I T L E O F T H I S R U L E Technical Corrections—Removal of References to PES Software & Updating Outdated Terminology in Arkansas Medicaid Provider Manuals

1.

2.

Does this proposed, amended, or repealed rule have a financial impact?
Yes No X

Is the rule based on the best reasonably obtainable scientific, technical, economic, or other evidence and
information available concerning the need for, consequences of, and alternatives to the rule?
Yes X No

In consideration of the alternatives to this rule, was this rule determined by the agency to be the least
costly rule considered? Yes x No
If an agency is proposing a more costly rule, please state the following:

(a) How the additional benefits of the more costly rule justify its additional cost;

(b) The reason for adoption of the more costly rule;

(c) Whether the more costly rule is based on the interests of public health, safety, or welfare, and if so,
please explain; and

(d) Whether the reason is within the scope of the agency’s statutory authority, and if so, please explain.

If the purpose of this rule is to implement a federal rule or regulation, please state the following:

(a) What is the cost to implement the federal rule or regulation?

Current Fiscal Year Next Fiscal Year
General Revenue General Revenue
Federal Funds Federal Funds
Cash Funds Cash Funds
Special Revenue Special Revenue

Revised June 2019



Other (Identify)

Total

(b) What is the additional cost of the state rule?

Current Fiscal Year

General Revenue
Federal Funds

Cash Funds
Special Revenue
Other (Identify)

Total 0

Other (Identify)

Total

Next Fiscal Year

General Revenue 0
Federal Funds

Cash Funds
Special Revenue
Other (Identify)

Total 0

What is the total estimated cost by fiscal year to any private individual, entity and business subject
to the proposed, amended, or repealed rule? Identify the entity(ies) subject to the proposed rule

and explain how they are affected.
Current Fiscal Year
$

Next Fiscal Year
$

What is the total estimated cost by fiscal year to state, county, and municipal government to

implement this rule? Is this the cost of the program or grant? Please explain how the government

is affected.
Current Fiscal Year
$ 0

Next Fiscal Year

$ 0

With respect to the agency’s answers to Questions #5 and #6 above, is there a new or increased
cost or obligation of at least one hundred thousand dollars ($100,000) per year to a private
individual, private entity, private business, state government, county government, municipal
government, or to two (2) or more of those entities combined?

Yes No X

Revised June 2019



If YES, the agency is required by Ark. Code Ann. § 25-15-204(e)(4) to file written findings at the
time of filing the financial impact statement. The written findings shall be filed simultaneously

with the financial impact statement and shall include, without limitation, the following:

(1) a statement of the rule’s basis and purpose;

(2) the problem the agency seeks to address with the proposed rule, including a statement of
whether a rule is required by statute;

(3) a description of the factual evidence that:
(a) justifies the agency’s need for the proposed rule; and
(b) describes how the benefits of the rule meet the relevant statutory objectives and justify
the rule’s costs;

(4) a list of less costly alternatives to the proposed rule and the reasons why the alternatives do not
adequately address the problem to be solved by the proposed rule;

(5) a list of alternatives to the proposed rule that were suggested as a result of public comment and
the reasons why the alternatives do not adequately address the problem to be solved by the
proposed rule;

(6) a statement of whether existing rules have created or contributed to the problem the agency
seeks to address with the proposed rule and, if existing rules have created or contributed to the
problem, an explanation of why amendment or repeal of the rule creating or contributing to the
problem is not a sufficient response; and

(7) an agency plan for review of the rule no less than every ten (10) years to determine whether,
based upon the evidence, there remains a need for the rule including, without limitation, whether:
(a) the rule is achieving the statutory objectives;
(b) the benefits of the rule continue to justify its costs; and
(c) the rule can be amended or repealed to reduce costs while continuing to achieve the
statutory objectives.

Revised June 2019



Statement of Necessity and Rule Summary

Technical Corrections—Removal of References to Provider Electronic Solutions (PES)
Software & Updating Outdated Terminology in Arkansas Medicaid Provider Manuals

Statement of Necessity

The Arkansas Medicaid Provider Manuals contain references to outdated programs and service
names. In order to maintain accuracy in the Medicaid Provider Manuals, these outdated program
and service names need to be updated to their current names. In addition, the new MMIS
Interchange system created a Provider Portal where providers can verify eligibility and submit
electronic claims. This replaces the Provider Electronic Solutions (PES) software used before
for this purpose. The PES software is being slowly phased out to give providers ample time to
transition. This change eliminates references to PES in the provider manuals.

Since the Arkansas Administrative Procedure Act, § 25-15-201 et seq. does not contain
provisions that allow state agencies to make technical changes without going through the
promulgation process, the Department of Human Services is bringing this promulgation to
effectuate these technical corrections.

Rule Summary

References to Provider Electronic Solution (PES) software are being removed and old references
to programs and services that have been replaced or renamed are being updated. The change is
being made to all Medicaid provider manuals where the references appear.



A RKANSAS Division of Medical Services
DEPARTMENT OF Office of Rules Promulgation

OZ HUMAN |
) P.0. Box 1437, Slot S295 - Little Rock, AR 72203-1437
‘( SERVICES 501-320-6428 - Fax: 501-404-4619

TDD/TTY: 501-682-6789

TO: Arkansas Medicaid Health Care Providers — Adult Developmental Day
Treatment

EFFECTIVE DATE:  April 1, 2020

SUBJECT: Provider Manual Update Transmittal ADDT-3-19

REMOVE INSERT

Section Effective Date Section Effective Date
241.000 7-1-18 241.000 4-1-20

Explanation of Updates

Section 241.000 is updated to remove the reference to Provider Electronic Solutions (PES) and to
make other minor technical corrections.

This update transmittal memorandum indicates which sections of your provider manual have been
revised. Electronic versions of provider manuals available from the Arkansas Medicaid website have
changes incorporated. See Section | for instructions on updating a paper copy of the manual.

If you have questions regarding this transmittal, please contact the Provider Assistance Center at
1-800-457-4454 (Toll-Free) within Arkansas or locally and out-of-state at (501) 376-2211.

If you need this material in an alternative format, such as large print, please contact the Office of
Rules Promulgation at (501) 320-6266.

Arkansas Medicaid provider manuals (including update transmittals), official notices, notices of rule
making, and remittance advice (RA) messages are available for downloading from the Arkansas
Medicaid website: https://medicaid.mmis.arkansas.gov/Provider/Docs/Docs.aspx.

Thank you for your participation in the Arkansas Medicaid Program.

Janet Mann
Director

humanservices.arkansas.gov
Protecting the vulnerable, fostering independence and promoting better health


https://medicaid.mmis.arkansas.gov/Provider/Docs/Docs.aspx
https://medicaid.mmis.arkansas.gov/Provider/Docs/Docs.aspx

Adult Developmental Day Treatment Section Il

TOC not required

241.000 Introduction to Billing 7-1-184-1-
20

ABBTAdult Developmental Day Treatment service providers use form CMS-1500 to bill the
Arkansas Medicaid Program for services provided to Medicaid beneficiaries. Each claim may
contain charges for only one (1) beneficiary.

Section Ill of this manual contains information about PreviderElectronic-Selutions(PES)-and

other-available options for electronic claim submission.

View or print the procedure codes for ADDT services.

@?‘



A RKANSAS Division of Medical Services
DEPARTMENT OF Office of Rules Promulgation

OZ HUMAN |
) P.0. Box 1437, Slot S295 - Little Rock, AR 72203-1437
‘( SERVICES 501-320-6428 - Fax: 501-404-4619

TDD/TTY: 501-682-6789

TO: Arkansas Medicaid Health Care Providers — ARChoices In Homecare
Home and Community-Based 2176 Waiver

EFFECTIVE DATE:  April 1, 2020

SUBJECT: Provider Manual Update Transmittal ARCHOICES-4-19
REMOVE INSERT

Section Effective Date Section Effective Date
261.000 10-1-16 261.000 4-1-20

Explanation of Updates
Section 261.000 is updated to remove the reference to Provider Electronic Solutions (PES).

This update transmittal memorandum indicates which sections of your provider manual have been
revised. Electronic versions of provider manuals available from the Arkansas Medicaid website have
changes incorporated. See Section | for instructions on updating a paper copy of the manual.

If you have questions regarding this transmittal, please contact the Provider Assistance Center at
1-800-457-4454 (Toll-Free) within Arkansas or locally and out-of-state at (501) 376-2211.

If you need this material in an alternative format, such as large print, please contact the Office of
Rules Promulgation at (501) 320-6266.

Arkansas Medicaid provider manuals (including update transmittals), official notices, notices of rule
making, and remittance advice (RA) messages are available for downloading from the Arkansas
Medicaid website: https://medicaid.mmis.arkansas.gov/Provider/Docs/Docs.aspx.

Thank you for your participation in the Arkansas Medicaid Program.

Janet Mann
Director

humanservices.arkansas.gov
Protecting the vulnerable, fostering independence and promoting better health


https://medicaid.mmis.arkansas.gov/Provider/Docs/Docs.aspx
https://medicaid.mmis.arkansas.gov/Provider/Docs/Docs.aspx

ARChoices In Homecare Home and Community-Based 2176 Waiver

Section Il
TOC not required
261.000 Introduction to Billing 10-1-164-1-
2

ARChoices providers use the CMS-1500 form to bill the Arkansas Medicaid Program on paper

for services provided to eligible Medicaid beneficiaries. Each claim may contain charges for only
one (1) beneficiary.

Section lll of this manual contains information about available options fo claim
submission.

@?‘



A RKANSAS Division of Medical Services
DEPARTMENT OF Office of Rules Promulgation

OZ HUMAN |
) P.0.Box 1437, Slot S295 - Little Rock, AR 72203-1437
‘( SERVICES 501-320-6428 - Fax: 501-404-4619

TDD/TTY: 501-682-6789

TO: Arkansas Medicaid Health Care Providers — ARKids First-B

EFFECTIVE DATE:  April 1, 2020

SUBJECT: Provider Manual Update Transmittal ARKIDS-3-19

REMOVE INSERT

Section Effective Date Section Effective Date
200.110 8-1-15 200.110 4-1-20
200.200 1-1-14 200.200 4-1-20
200.320 2-1-10 200.320 4-1-20
221.200 12-1-19 221.200 4-1-20

Explanation of Updates

Sections 200.110, 200.200, and 200.320 are revised to remove references to Provider Electronic
Solutions (PES) software and make other minor grammatical edits.

Section 221.200 is revised to remove a service from the exclusion list for ARKids First-B
beneficiaries as the service is now covered under PASSE and a minor grammatical edit.

This update transmittal memorandum indicates which sections of your provider manual have been
revised. Electronic versions of provider manuals available from the Arkansas Medicaid website have
changes incorporated. See Section | for instructions on updating a paper copy of the manual.

If you have questions regarding this transmittal, please contact the Provider Assistance Center at
1-800-457-4454 (Toll-Free) within Arkansas or locally and out-of-state at (501) 376-2211.

If you need this material in an alternative format, such as large print, please contact the Office of
Rules Promulgation at (501) 320-6266.

Arkansas Medicaid provider manuals (including update transmittals), official notices, notices of rule
making, and remittance advice (RA) messages are available for downloading from the Arkansas
Medicaid website: https://medicaid.mmis.arkansas.gov/Provider/Docs/Docs.aspx.

Thank you for your participation in the Arkansas Medicaid Program.

Janet Mann
Director

humanservices.arkansas.gov
Protecting the vulnerable, fostering independence and promoting better health


https://medicaid.mmis.arkansas.gov/Provider/Docs/Docs.aspx
https://medicaid.mmis.arkansas.gov/Provider/Docs/Docs.aspx

ARKids First-B Section |l

TOC not required

200.110 ARKids First-A and ARKids First-B 8-1-154-1-

2

Medicaid-eligible children in the SOBRA eligibility category for pregnant women, infants, and
children (category 61 PW-PL) and newborn children born to Medicaid-eligible mothers
(categories 52 and 63), are known as ARKids First-A beneficiaries. Un-insured, non Medicaid-
eligible children that meet additional established eligibility requirements will have health
coverage under ARKids First-B, a CHIP separate child health program. All ARKids First
beneficiaries will receive a program identification card without indication ofdevelef coverage
(either ARKids First-A or ARKids First-B).

A ProviderElectronic-Selutions(PES)Medicaid eligibility verification transaction response either
through the provider portal via the web or through the Voice Response System (WRS) will indicate
that the individual is either an ARKids First-A beneficiary or an ARKids First-Bdbeneficiary. The
response will also indicate that cost sharing may be required for ARKids, First-B'beneficiaries.
Refer to Section | of the Arkansas Medicaid provider manual for automated. eligibility verification

procedures.

When a child presents as an ARKids First-A eligible beneficiary, the provider must refer to the
regular Medicaid provider policy manuals. When an ARKids First-B eligible beneficiary is
identified, the provider must refer to the ARKids|First-B Provider Manual for determination of
levels of coverage, as well as the associated Medicaid provider policy manuals for the services
provided.

200.200 Eligibility 1-1-144-1-

2

Eligibility criteria for ARKidsFirst-B are:

A.  Family income must be above442%and not exceed 211% plus five-percent (5%)
disregard (216%) of thefederal poverty level-;

Applicants must be age eighteen (18) and under-;

C. Applicants mustihave had ne health insurance that covers comprehensive medical
senyices, other thandVedicaid, within the preceding ninety (90) days (unless insurance
coverageywas lost through no fault of the applicant)-;

D.  Applicants whese health insurance is inaccessible are considered te-be-uninsured. An
example of “inaceessible” is when an out of state, non-custodial parent, has HMO
insurance for his‘or her children but the HMO network does not contain medical providers
where the,children reside-; and

E. Children who do not have primary comprehensive health insurance; or have non-group or
non-employer-sponsored insurance, are considered to be uninsured. Primary
comprehensive health insurance is defined as insurance that covers both physician and
hospital charges.

An application must be completed by the applicant or family. Application forms are available at
local Department of Human Services (DHS) county offices, Arkansas Department of Health local
health units, churches, licensed day care centers, hospitals, selected physician offices and
clinics, public schools, community and neighborhood centers, and pharmacies. Applicants may
call the ARKIids First-B toll free number or complete an on-line request by visiting the Arkansas
Medicaid website at-hitpsimedicaid-mmis-arkansas-gov-to have an application mailed to
them. View or print the ARKids First-B telephone number.



https://medicaid.mmis.arkansas.gov/
https://medicaid.mmis.arkansas.gov/
https://medicaid.mmis.arkansas.gov/

ARKids First-B Section |l

The State has assigned Aid Category 01 to ARKids First-B beneficiaries. The Aid Category
Description for ARKids First-B beneficiaries is AK.

A ProviderElectronic-Selutions{PES)Medicaid eligibility verification transaction response either
through the provider portal via the web or through the Voice Response System (VRS) will

indicate that the individual is an ARKids First-B beneficiary. The response will also indicate that
cost sharing may be required._Refer to Section | of the Arkansas Medicaid provider manual for
automated eligibility verification procedures.

200.320 Provider Verification of Eligibility 2-1-104-1-
20

The ARKIds First identification card does not guarantee an individual’s eligibility.nPayment is
subject to verification that the beneficiary is eligible at the time servicesdare provided. It is crucial
to the provider that eligibility is determined at each visit.

Eligibility verification transactions may be made through the provider portahvia‘the web or

through the Voice Response System (VRS) roguireRPES cotbare lallee- heoeresnsl

Refer to Sectlon I of the Arkansas Medicaid
provider manual for automated eligibility verlflcatlon procedures.

221.200 Exclusions 12-1-194-1-
20

Services Not Covered for ARKids First-B Beneficiaries:
Adult Development Day Treatment (ADDT)

Audiological Services; EXCEPTION, Tympanometry, CPT procedure code 92567, when the
diagnosis is within the ICDs#range. (View ICD codes:)

Child Health Services/Early and, Pefiodic'Screening, Diagnosis, and Treatment (EPSDT)
Diapers, Underpadsyand Incontinence Supplies
Early Intervention Day Treatment (EIDT)

End Stage Renal Disease‘Services

Hearing Aids

Hospice

Hyperalimentation

Non-Emergency Transportation

Nursing Facilities

Orthotic Appliances and Prosthetic Devices
Personal Care

Private Duty Nursing Services

Rehabilitation. T for Chemical O
Rehabilitative Services for Children

Rehabilitative Services for Persons with Physical Disabilities (RSPD)



ARKids First-B Section |l

Targeted Case Management

Ventilator Services




A RKANSAS Division of Medical Services
DEPARTMENT OF Office of Rules Promulgation

OZ HUMAN |
) P.0. Box 1437, Slot S295 - Little Rock, AR 72203-1437
‘( SERVICES 501-320-6428 - Fax: 501-404-4619

TDD/TTY: 501-682-6789

TO: Arkansas Medicaid Health Care Providers — Ambulatory Surgical Center

EFFECTIVE DATE:  April 1, 2020

SUBJECT: Provider Manual Update Transmittal ASC-2-19

REMOVE INSERT

Section Effective Date Section Effective Date
241.000 7-1-14 241.000 4-1-20
242.400 11-1-15 242.400 4-1-20

Explanation of Updates

Sections 241.000 and 242.400 are updated to remove the reference to Provider Electronic Solutions
(PES).

This update transmittal memorandum indicates which sections of your provider manual have been
revised. Electronic versions of provider manuals available from the Arkansas Medicaid website have
changes incorporated. See Section | for instructions on updating a paper copy of the manual.

If you have questions regarding this transmittal, please contact the Provider Assistance Center at
1-800-457-4454 (Toll-Free) within Arkansas or locally and out-of-state at (501) 376-2211.

If you need this material in an alternative format, such as large print, please contact the Office of
Rules Promulgation at (501) 320-6266.

Arkansas Medicaid provider manuals (including update transmittals), official notices, notices of rule
making, and remittance advice (RA) messages are available for downloading from the Arkansas
Medicaid website: https://medicaid.mmis.arkansas.gov/Provider/Docs/Docs.aspx.

Thank you for your participation in the Arkansas Medicaid Program.

Janet Mann
Director

humanservices.arkansas.gov
Protecting the vulnerable, fostering independence and promoting better health


https://medicaid.mmis.arkansas.gov/Provider/Docs/Docs.aspx
https://medicaid.mmis.arkansas.gov/Provider/Docs/Docs.aspx

Ambulatory Surgical Center Section Il

TOC not required

241.000 Introduction to Billing 7-1-144-1-

IS

Ambulatory Surgical Center providers use the Uniform Billing form CMS-1450 (UB-04) to bill the
Arkansas Medicaid Program on paper. Each claim may contain charges for only one (1)
beneficiary.

A Medicaid claim may contain only one (1) billing provider’s charges for services furnished to
only one (1) Medicaid beneficiary.

Section Ill of this manual contains information regarding PreviderElectrofiie-Solgtions(PES)-and

other-available options for electronic claims submission.

All details billed (electronically or on paper) by an ASC provider require the modifier SG,
“Ambulatory Surgical Center (ASC) facility service.” See Section 242,100 for Dental
billing.

National Correct Coding Initiative (NCCI) editing applies¢to,all claim submissions:.

Arkansas Medicaid accepts claims that include national modifiers.

242.400 Drug Procedure Codes and Natiofidl Drug Codesy(NDCS) 11-1-154-1-

sl

Effective for claims with dates of servigé,on or after January 1, 2008, Arkansas Medicaid
implemented billing protocol per the Federal DeficitsReduction Act of 2005 for drugs. This
explains policy and billing protocol.for providers that submit ¢laims for drug HCPCS/CPT codes
with dates of service on or after January 1, 2008.

The Federal Deficit Reduction Act of 2005 mandates,that Arkansas Medicaid require the
submission of National Drug €odes (NDCs);on claims submitted with Healthcare Common
Procedure Coding System, Leveldl/Current Procedural Terminology, 4th edition (HCPCS/CPT)
codes for drugs administered. Thepurpose of this requirement is to assure that the State
Medicaid Agencies obtain,a rebate from those manufacturers who have signed a rebate
agreement with the Centers for, Medicare and Medicaid Services (CMS).

A. Covered Labelers

Arkansas Medicaid, by statute, will only pay for a drug procedure billed with an NDC when
the pharmaceutical labeler of that drug is a covered labeler with Centers for Medicare and
Medicaid Services (CMS). A “covered labeler” is a pharmaceutical manufacturer that has
entered into a federal rebate agreement with CMS to provide each State-state a rebate for
productsireimbursed by Medicaid Programs. A covered labeler is identified by the first five
(5) digits ofithe NDC. To assure a product is payable for administration to a Medicaid
beneficiary, compare the labeler code (the first five (5) digits of the NDC) to the list of
covered labelers which is maintained on the DHS contracted Pharmacy vendor website.

A complete listing of “Covered Labelers” is located on the website. See Diagram 1 for an
example of this screen. The effective date is when a manufacturer entered into a rebate
agreement with CMS. The Labeler termination date indicates that the manufacturer no
longer participates in the federal rebate program and therefore the products cannot be
reimbursed by Arkansas Medicaid on or after the termination date.

Diagram 1


https://arkansas.magellanrx.com/provider/documents/
https://arkansas.magellanrx.com/provider/documents/

Ambulatory Surgical Center Section Il

aoooz - ELLILLY AND CORMPARNY 1711593
aooo3  E.R. SQUIBR & SONS, INC 111189
aoood4  HOFFMAMMN-LA ROCHE 1111599
aooos  LEDERLE LABORATORIES 111183
aoooE  MERCK & CO., INC. 1711599
o007 GLAXOSMITHKLINE 1711583
aooog  WYETH LABORATORIES 1711583
aoooa  PFIZER, IMC. 1411593
o001t BECTOM DICKINSON MICROBIOLOGY SYSTEMS 10/1/1991 7H/1998
a0013  PFRIZER, IMC. 111831

tr-erderforFor a claim with drug HCPCS/CPT codes to be eligiblexfor payment, the detail
date of service must be prior to the NDC termination date.dfhe NDC termination date
represents the shelf-life expiration date of the last batch produced, as supplied on the
Centers for Medicare and Medicaid Services (CMS) quarterly update. The,date is supplied
to CMS by the drug manufacturer/distributor.

Arkansas Medicaid will deny claim details with drug HCRCS/CPT codes with a detail date
of service equal to or greater than the NDC termination date.

When completing a Medicaid claim for administering a drug, indicate the HIPAA standard
11-digit NDC with no dashes or spaces. The 11-digitd/NDC is comprised of three (3)
segments or codes: a 5-digit labeler code, a 4-digit product code, and a 2-digit package
code. The 10-digit NDC assigned by,the FBA printed on the drug package must be
changed to the 11-digit format by inserting a leadingzero (0) in one (1) of the three (3)
segments. Below are examples of the FDA-assigned NDC on a package changed to the
appropriate 11-digit HIPAA standard format:Diagram 2 displays the labeler code as five
(5) digits with leading zeros; the product code as four (4) digits with leading zeros; the
package code as two'(2) digitstwithout:leading zeros, using the “5-4-2” format.

Diagram 2
00123 0456 78
LABELER ' \|f/PRODUCT CODE | PACKAGE CODE
N (4 digits) (2 digits)
(5 digits)

NDCs 'submitted in any configuration other than the 11-digit format will be rejected/denied.
NDCs billed to Medicaid for payment must use the 11-digit format without dashes or
spaces between the numbers.

See Diagram 3 for sample NDCs as they might appear on drug packaging and the
corresponding format which should be used for billing Arkansas Medicaid:

Diagram 3

Required 11-digit NDC
10-digit FDA NDC on PACKAGE (5-4-2) Billing Format

12345 6789 1 12345678901
1111-2222-33 01111222233




Ambulatory Surgical Center Section Il

01111 456 71 01111045671

B. Drug Procedure Code (HCPCS/CPT) to NDC Relationship and Billing Principles

HCPCS/CPT codes and any modifiers will continue to be billed per the policy for each
procedure code. However, the NDC and NDC quantity of the administered drug is now
also required for correct billing of drug HCPCS/CPT codes. To maintain the integrity of the
drug rebate program, it is important that the specific NDC from the package used at the
time of the procedure be recorded for billing. HCPCS/CPT codes submitted using invalid
NDCs or NDCs that were unavailable on the date of service will be rejected/denied. We
encourage you to enlist the cooperation of all staff members involved in.drug
administration to assure collection or notation of the NDC from the actual'package used. It
is not recommended that billing of NDCs be based on a referenceé list, as NDCs vary from
one (1) labeler to another, from one (1) package size to another, and from one (1) time
period to another.

Exception: There is no requirement for an NDC when billing for vaccines;
radiopharmaceuticals, and allergen immunotherapy.

C. Claims Filing

The HCPCS/CPT codes billing units and the NDC quantity do not always have a one-to-
one relationship.

Example 1: The HCPCS/CPT code may specify up 0 75 mg of the drug, whereas the NDC
quantity is typically billed in units{ milliliters or grams. If the patient is provided 2 oral
tablets, one at 25 mg and one at 50 mg, thee HERCS/CPT code unit would be 1 (1 total of
75 mg) in the example whereas, the NDC quantity'would be 1 each (1 unit of the 25 mg
tablet and 1 unit of the 50 mg tablet). See Diagram 4.

Diagram 4
25 miy 50 my N/ 25mgtablet
o+ O =75 mg >
v, 50 mgtablet
& "
HCPCS/CPT Code Unit =1 MOC guantity = 1 each
(1 unit of Orug A totaling 75 mog) (1 unit of a 25 mg tablet and 1 unit of a 50 mg tablet)

Example 2:1f the drug in the example is an injection of 5 ml (or cc) of a product that was 50
mg pen10 ml of a 10 ml single-use vial, the HCPCS/CPT code unit would be 1 (1 unit of 25
mg) whereas the NDC quantity would be 5 (5 ml). In this example, 5 ml or 25 mg would be
documented as wasted. See Diagram 5.

Diagram 5



Ambulatory Surgical Center Section Il

HCPCS/CPT Code Unit =1
(one 25 mg unit of Drug B}

=
% e M MDC Quantity = 5 for the 5 ml administered

. S——

& ml {ar cc)
Every 10 ml = 50 myg administered

Waste =5 ml or 25 my

{for the & ml or 25 mg not administered)

Electronic Claims Filing 8371 (Outpatient)

Procedure codes that do not require paper billing may be hilled electronically. Any
procedure codes that have required modifiers in the past will.continue to require modifiers.

Arkansas Medicaid will require providers using i
electronic filing through the Provider Portal to use therequired NDC format when billing
HCPCS/CPT codes for administered drugs.

Paper Claims Filing CMS-1450 (UB-04)

Arkansas Medicaid will require providers billing drugdHCPCS/CPT codes, including
covered unlisted drug procedure codes, to use the required NDC format.

For institutional outpatient claims on the CMS=1450x(LUB-04), use the locator field 43
(Description) to list the qualifierof “N4%, the 11-digit NDC, the unit of measure qualifier (F2
- International Unit; GR# Gram; ML - Milliliter; UN - Unit), and number of units of the actual
NDC administered, spaced and arranged exactly as in Diagram 6. Each NDC, when billed
under the same procedure codé onsthe same ‘date of service, is defined as a “sequence.”
When billing a single HCPCS/CPT code with multiple NDCs as detail sequences, the first
sequence should reflect the total charges in the detail locator field 47 and total
HCPCS/CPT cade,units in locator field 46. Each subsequent sequence number should
show zeros in locator fields 46 and 47. See Detail 1, sequence 2 in Diagram 6. The
quantity of the'NDC will be the total number of units billed for each specific NDC. See
Diagram 6, first'detalil, sequences 1 and 2. Detail 2 is a Procedure Code that does not
require @an,NDC. Detail 3, sequence 1 gives an example where only one (1) NDC is
associated with the HCPCS/CPT code.

Biagram 6

Dizail 1
L,j:se el F3E N4 12345678972 UN 100 11731 08701707 1 7500 |
=0635Ndu1111222233um 1.00 11234 08/01/07 0 0:00 '
Dasl 10305 Hemaogram 85025 08/01/07 1 5500 '
Sequerc= 1 (0636 N4 44444555506 UN 5.00 16789 08/01/07 1 2100 '
1 i

aail 3

Al

Procedure Code/NDC Detail Attachment Form-DMS-664

For drug HCPCS/CPT codes requiring paper billing (i.e., for manual review), complete
every field of the DMS-664 “Procedure Code/NDC Detail Attachment Form.” Attach this
form and any other required documents to your claim when submitting it for processing.



Ambulatory Surgical Center

Section |l

See Diagram 7 for an example of the completed form. View or print form DMS-664 and
instructions for completion.

Diagram 7

De;ail Seql}l’ence NDC F;ﬁgd%:-::’e Drug Name/Dose/Route Wasted
1 1 112|3]4|5]|6|7|8]9 2| 71234 ABC drug/25 MG/Oral 0

1 2 o1 [1]1]1]2]2]2]2 3| 21234 XYZ drug/50 MG/Cral 0
3 1 4|4]|4]4|4|5/5|5]|5 6 | z6789 PRQ drug/5 ML/IV 5 ML

G. Adjustments

Paper adjustments for paid claims filed with NDC numbersfwill not'be, accepted. Any

original claim will have to be voided and a replacement claim will need to be filed.
Providers have the option of adjusting a paper or electronic claimielectronically.

H. Remittance Advices

Only the first sequence in a detail will be displayed on the remittance'advice reflecting
either the total amount paid or the denial£OB(s) for the detail.

Record Retention

Each provider must retain all records for five (5) years from the date of service or until all
audit questions, disputes or review issues, appealbhearings, investigations, or
administrative/judicial litigation'te, which the records may relate are concluded, whichever
period is longer.

At times, amanufactdrer.may question the invoiced amount, which results
in adrug rebatedispute.ifithisteecurs, you may be contacted requesting a
copy of your office records to include documentation pertaining to the billed
HCPCS/CPT code.‘Reguested records may include NDC invoices showing

the purchase,of drugs and documentation showing what drug (name,

strength, and amount) was administered and on what date, to the

beneficiary in question.



A RKANSAS Division of Medical Services
DEPARTMENT OF Office of Rules Promulgation

OZ HUMAN |
) P.0. Box 1437, Slot S295 - Little Rock, AR 72203-1437
‘( SERVICES 501-320-6428 - Fax: 501-404-4619

TDD/TTY: 501-682-6789

TO: Arkansas Medicaid Health Care Providers — Autism Waiver

EFFECTIVE DATE:  April 1, 2020

SUBJECT: Provider Manual Update Transmittal AUTISM-2-19

REMOVE INSERT

Section Effective Date Section Effective Date
230.100 10-1-12 230.100 4-1-20

Explanation of Updates
Section 230.100 is updated to remove the reference to Provider Electronic Solutions (PES).

This update transmittal memorandum indicates which sections of your provider manual have been
revised. Electronic versions of provider manuals available from the Arkansas Medicaid website have
changes incorporated. See Section | for instructions on updating a paper copy of the manual.

If you have questions regarding this transmittal, please contact the Provider Assistance Center at
1-800-457-4454 (Toll-Free) within Arkansas or locally and out-of-state at (501) 376-2211.

If you need this material in an alternative format, such as large print, please contact the Office of
Rules Promulgation at (501) 320-6266.

Arkansas Medicaid provider manuals (including update transmittals), official notices, notices of rule
making, and remittance advice (RA) messages are available for downloading from the Arkansas
Medicaid website: https://medicaid.mmis.arkansas.gov/Provider/Docs/Docs.aspx.

Thank you for your participation in the Arkansas Medicaid Program.

Janet Mann
Director

humanservices.arkansas.gov
Protecting the vulnerable, fostering independence and promoting better health


https://medicaid.mmis.arkansas.gov/Provider/Docs/Docs.aspx
https://medicaid.mmis.arkansas.gov/Provider/Docs/Docs.aspx

Autism Waiver Section Il

TOC not required

230.100 Introduction to Billing 10-1-124-1-
20

The Autism Waiver-waiver providers use the CMS-1500 claim form to bill the Arkansas Medicaid
Program, on paper, for services provided to eligible Medicaid beneficiaries. Each claim should

contain charges for only one (1) beneficiary. Procedure codes can be found by following this
link:

View or print the procedure codes for therapy services.

Section Il of this manual contains information about
other-available options for electronic claim submission.


https://medicaid.mmis.arkansas.gov/

A RKANSAS Division of Medical Services
DEPARTMENT OF Office of Rules Promulgation

OZ HUMAN |
) P.0. Box 1437, Slot S295 - Little Rock, AR 72203-1437
‘( SERVICES 501-320-6428 - Fax: 501-404-4619

TDD/TTY: 501-682-6789

TO: Arkansas Medicaid Health Care Providers — Chiropractic

EFFECTIVE DATE:  April 1, 2020

SUBJECT: Provider Manual Update Transmittal CHIRO-1-19

REMOVE INSERT

Section Effective Date Section Effective Date
241.000 11-1-06 241.000 4-1-20

Explanation of Updates
Section 241.000 is updated to remove the reference to Provider Electronic Solutions (PES).

This update transmittal memorandum indicates which sections of your provider manual have been
revised. Electronic versions of provider manuals available from the Arkansas Medicaid website have
changes incorporated. See Section | for instructions on updating a paper copy of the manual.

If you have questions regarding this transmittal, please contact the Provider Assistance Center at
1-800-457-4454 (Toll-Free) within Arkansas or locally and out-of-state at (501) 376-2211.

If you need this material in an alternative format, such as large print, please contact the Office of
Rules Promulgation at (501) 320-6266.

Arkansas Medicaid provider manuals (including update transmittals), official notices, notices of rule
making, and remittance advice (RA) messages are available for downloading from the Arkansas
Medicaid website: https://medicaid.mmis.arkansas.gov/Provider/Docs/Docs.aspx.

Thank you for your participation in the Arkansas Medicaid Program.

Janet Mann
Director

humanservices.arkansas.gov
Protecting the vulnerable, fostering independence and promoting better health


https://medicaid.mmis.arkansas.gov/Provider/Docs/Docs.aspx
https://medicaid.mmis.arkansas.gov/Provider/Docs/Docs.aspx

Chiropractic Section Il

TOC not required

241.000 Introduction to Billing 11-1-064-1-
20

Chiropractic providers use form CMS-1500 to bill the Arkansas Medicaid Program on paper for
services provided to Medicaid beneficiaries. Each claim may contain charges for only one (1)
beneficiary.

Section Il of this manual contains information about ProviderElectronic-Solutions{PES)-and

other-available options for electronic claims submission.

@?‘



A RKANSAS Division of Medical Services
DEPARTMENT OF Office of Rules Promulgation

OZ HUMAN |
) P.0. Box 1437, Slot S295 - Little Rock, AR 72203-1437
‘( SERVICES 501-320-6428 - Fax: 501-404-4619

TDD/TTY: 501-682-6789

TO: Arkansas Medicaid Health Care Providers — Certified Nurse-Midwife

EFFECTIVE DATE:  April 1, 2020

SUBJECT: Provider Manual Update Transmittal CNM-1-19

REMOVE INSERT

Section Effective Date Section Effective Date
240.100 7-1-07 240.100 4-1-20
271.000 10-1-15 271.000 4-1-20
272.531 11-1-15 272.531 4-1-20

Explanation of Updates

Sections 240.100, 271.000, and 272.531 are updated to remove the reference to Provider Electronic
Solutions (PES) and to make other minor technical corrections.

This update transmittal memorandum indicates which sections of your provider manual have been
revised. Electronic versions of provider manuals available from the Arkansas Medicaid website have
changes incorporated. See Section | for instructions on updating a paper copy of the manual.

If you have questions regarding this transmittal, please contact the Provider Assistance Center at
1-800-457-4454 (Toll-Free) within Arkansas or locally and out-of-state at (501) 376-2211.

If you need this material in an alternative format, such as large print, please contact the Office of
Rules Promulgation at (501) 320-6266.

Arkansas Medicaid provider manuals (including update transmittals), official notices, notices of rule
making, and remittance advice (RA) messages are available for downloading from the Arkansas
Medicaid website: https://medicaid.mmis.arkansas.gov/Provider/Docs/Docs.aspx.

Thank you for your participation in the Arkansas Medicaid Program.

Janet Mann
Director

humanservices.arkansas.gov
Protecting the vulnerable, fostering independence and promoting better health


https://medicaid.mmis.arkansas.gov/Provider/Docs/Docs.aspx
https://medicaid.mmis.arkansas.gov/Provider/Docs/Docs.aspx

Certified Nurse-Midwife Section

TOC not required

240.100 Procedure for Obtaining Prior Authorization 7-1-674-1-
20

A.  Certain medical and surgical procedures are covered only when prior authorized because
of federal requirements or because of the elective nature of the surgery. Arkansas
Foundationfor-Medical-Caretne(AFMC)-DHS or its designated vendor issues prior
authorizations for restricted medical and surgical procedures covered by the Arkansas
Medicaid Program._View or print contact information.

B.  Prior authorization determinations are in accordance with establishedsmedical and
administrative criteria combined with the professional judgment of AEMGC-physician
advisors.

C.  Written documentation is not required for prior authorization., However, the patient’s
records must substantiate the-eral-all information given to-AEMC. Any retrospective review
of a case will rely on the written record.

D. ltis the responsibility of the certified nurse-midwife'who will perform the procedure to
|n|t|ate the prlor authorlzatlon request Iheeemﬁeemupse-mm“ﬂieer—theeemﬂed—nupse-

The eertified-nrurse-midwife-or-his-or-heroffice-rurse-mustfurnish-the-following specific
information to-AFMC must be furpished:|(If request’is made by phone, aAll calls will be
tape recorded.)

Patient Name and Address;

Beneficiary Medicaid Identification Number;
Certified Nurse-Midwife Name_and License Number;
Certified Nurse-Midwifé Medicaid Provider Number;
Hospital Name; and

2B S

Date of'Service fonRequested Procedure.

The caller must provide all patient’identification information and medical information related to
the necessity of.the procedure.

bH#ng—fer—the—pFeeedwe—lf surgery is |nvoIved a copy of the authorlzatlon WI|| be ma#ed—sent to
the hospital where the service will be performed. If the hospital has not received a copy of the
authorization,before the time of admission, the hospital will contact the admitting certified nurse-
midwife or AEMC-DHS or its designated vendor to verify that prior authorization has been
granted.

It is the responsibility of the primary surgeon to distribute a copy of the authorization to
the aSS|stant surgeon if the aSS|stant has been requested and approved lhep#e%

ie;mat—when—thep;eeedewae—b#ed—The Medlcald Program WI|| not pay for mpatlent

hospital services that require prior authorization if the prior authorization has not been
requested and approved.

Consulting physicians are responsible for ealling-AEMC-te-have-having their required andfor
restricted procedures added to the PA file. They-willbe-given-thepriorauthorization-numberat
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the-time-of the-callon-those-cases-that-are-approved—A letter verifying the PA number will be

sent to the consultant upon request.

Post-authorization will be granted only for emergency procedures and/or for services provided to
a Medicaid beneficiary during a period of retroactive eligibility. Requests for emergency
procedures must be appliedformade no later than the first working day after the procedure has
been performed. In cases of retroactive eligibility, AFMC-must-be-contastedthe provider must
contact DHS or its designated vendor-for post-authorization within sixty (60) days of the eligibility
authorization date._View or print contact information.

271.000 Introduction to Billing 10-1-154-1-

0

Certified Nurse-Midwife providers use the CMS-1500 form to bill the Atkansas Medicaid Program
on paper for services provided to eligible Medicaid beneficiaries. Each claim may contain
charges for only one (1) beneficiary.

Procedure codes payable to certified nurse-midwives do not require modifiers unless specified in
the policy.

Section Il of this manual contains information about Provider Electronic-Selutions{RPES)and

other-available options for electronic claims submission.

272.531 National Drug Codes (NDCs) 11-1-154-1-

20

Effective for claims with dates of service on orafter January 1, 2008, Arkansas Medicaid
implemented billing protocol per the Federal Deficit.Reduction Act of 2005. This explains policy
and billing protocol for providers that submit'elaimsfor drugstHCPCS/CPT codes with dates of
service on and after January 1,2008.

The Federal Deficit Reduction Act of 2005 mandates that Arkansas Medicaid require the
submission of National Drug €odes (NDEs).on claims submitted with Healthcare Common
Procedure Coding System, Level W/Current'Procedural Terminology, 4th edition (HCPCS/CPT)
codes for drugs administered. The purpose of this requirement is to assure that the State
Medicaid Agencies obtain a rebate frem those manufacturers who have signed a rebate
agreement with the Centersifor Medicare and Medicaid Services (CMS).

A. Covered Labelers

Arkansas Medicaid, by statute, will only pay for a drug procedure billed with an NDC when
the pharmaceutical labeler of that drug is a covered labeler with Centers for Medicare and
Medicaid Services (CMS). A “covered labeler” is a pharmaceutical manufacturer that has
entered into a federal rebate agreement with CMS to provide each Sstate a rebate for
products,reimbursed by Medicaid Programs. A covered labeler is identified by the first five
(8)digits of the NDC. To assure a product is payable for administration to a Medicaid
beneficiary, compare the labeler code (the first five (5) digits of the NDC) to the list of
coveredilabelers which is maintained on the DHS contracted Pharmacy vendor website.

A complete listing of “Covered Labelers” is located on the website. See Diagram 1 for an
example of this screen. The effective date is when a manufacturer entered into a rebate
agreement with CMS. The Labeler termination date indicates that the manufacturer no
longer participates in the federal rebate program and therefore the products cannot be
reimbursed by Arkansas Medicaid on or after the termination date.

Diagram 1


https://arkansas.magellanrx.com/provider/documents/
https://arkansas.magellanrx.com/provider/documents/

Section
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ooooz2 - ELLLILLY AMD COMPARNY 14111931
00003 E.R. SQUIBE & S0MS, INC 14111931
ooood  HOFFMARMMN-LA ROCHE 141718991
oooos  LEDERLE LABORATORIES 17171991
ooooE MERCK & CO., INC. 1151891
ooooy  GLARDSMITHKLIME 141518991
oooos WYETH LABORATORIES 111931
oooos  PRIZER, IMC. 111931
ooo11 BECTOM DICKINSON MICEOBIOLOGY SYSTEMS 104115991 711/19598
00013 PRIZER, IMC. 1141931

In-erderforFor a claim with drug HCPCS/CPT codes to be eligible for payment, the detail
date of service must be prior to the NDC termination date.< The NDC termination date
represents the shelf-life expiration date of the last batch produced, as'supplied on the
Centers for Medicare and Medicaid Services (CMS) quarterly update. The,date is supplied
to CMS by the drug manufacturer/distributor.

Arkansas Medicaid will deny claim details with drug HCPCS/CPT codes with a detail date
of service equal to or greater than the NDC termination date.

When completing a Medicaid claim for administering adrug, indicate the HIPAA standard
11-digit NDC with no dashes or spaces. | The 11-digit NDC is comprised of three (3)
segments or codes: a 5-digit labéler code, a 4-digit product code, and a 2-digit package
code. The 10-digit NDC assigned by,the FDAsprinted on the drug package must be
changed to the 11-digit format,by inserting a leading zero (0) in one (1) of the three (3)
segments. Below are examples of the FDA assigned NDC on a package changed to the
appropriate 11-digit HIPAA standard format.,Diagram 2 displays the labeler code as five
(5) digits with leading zeros; thejproduct code as four (4) digits with leading zeros; the
package code as two (2)\digits' without'leading zeros, using the “5-4-2” format.

Diagram 2
00123 0456 78
LABELER | PRODUCT | PACKAGE
CODE CODE CODE
(5 digits) | (4 digits) (2 digits)

NDECs submitted inrany configuration other than the 11-digit format will be rejected/denied.
NDCs billed to Medicaid for payment must use the 11-digit format without dashes or
spaces between the numbers.

See Diagram 3 for sample NDCs as they might appear on drug packaging and the
corresponding format which should be used for billing Arkansas Medicaid:

Diagram 3

10-digit FDA NDC on PACKAGE Required 11-digit NDC

(5-4-2) Billing Format

12345-6789-1 12345678901
1111-2222-33 01111222233
01111-456-71 01111045671

Drug Procedure Code (HCPCS/CPT) to NDC Relationship and Billing Principles
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HCPCS/CPT codes and any modifiers will continue to be billed per the policy for each
procedure code. However, the NDC and NDC quantity of the administered drug is now
also required for correct billing of drug HCPCS/CPT codes. To maintain the integrity of the
drug rebate program, it is important that the specific NDC from the package used at the
time of the procedure be recorded for billing. HCPCS/CPT codes submitted using invalid
NDCs or NDCs that were unavailable on the date of service will be rejected/denied. We
encourage you to enlist the cooperation of all staff members involved in drug
administration to assure collection or notation of the NDC from the actual package used. It
is not recommended that billing of NDCs be based on a reference list, as NDCs vary from
one (1) labeler to another, from one (1) package size to another, and from one (1) time
period to another.

Exception: There is no requirement for an NDC when billing for vactines,
radiopharmaceuticals, and allergen immunotherapy.

II. Claims Filing

The HCPCS/CPT codes billing units and the NDC quantity do not always have, a one-to-one
relationship.

Example 1: The HCPCS/CPT code may specify up to 75'mg of the drug whereas the NDC
quantity is typically billed in units, milliliters or grams. If the patient is provided 2 oral tablets, one
at 25 mg and one at 50 mg, the HCPCS/CPT code unit would bex (1 totallof 75 mg) in the
example whereas the NDC quantity would be d each (1 unit of the 25;mg tablet and 1 unit of the
50 mg tablet). See Diagram 4.

Diagram 4

25mg  SO0mg \_/ 25 mqgtablet
o+ O =75mg

¥

= A0 my tablet
\o/ d

HCPCS/CPT Code Unit = 1 MO C guantity = 1 each
{1 unit of Drug A totaling 75 mo) (1 unit of a 25 mg tablet and 1 unit of a 50 myg tablet)

Example 2: fithe drug in the example is an injection of 5 ml (or cc) of a product that was 50 mg
per 10 ml of a 10 mlsingle-use vial, the HCPCS/CPT code unit would be 1 (1 unit of 25 mg)
whereas'the NDC quantity would be 5 (5 ml). In this example, 5 ml or 25 mg would be
documented as wasted. See Diagram 5.

Diagram'5
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HCPCE/CPT Code Unit =1
(one 25 myg unit of Orug B)

:_____:;a“A
M MOC Guantity = 5 for the & ml administered

¥

& ml {ar cc)
Every 10 ml = &0 m dministered
¥ ! administere YWyaste =& ml or 25 my

(for the & ml or 25 rng not administered)

A.  Electronic Claims Filing — 837P (Professional) and 8371 (Outpatient)

Procedure codes that do not require paper billing may be billed, electronically. Any
procedure codes that have required modifiers in the past will continue to require modifiers.

Arkansas Medicaid requires providers using ProviderElectronic-Solations(PES)electronic
filing through the Provider Portal to use the required NDC format when billing HCPCS/CPT

codes for administered drugs.

B. Paper Claims Filing — CMS-1500

Arkansas Medicaid will require providers billing drugtHCPCS/CPT codes including covered
unlisted drug procedure codes touse the required NDC format.

See Diagram 6 for CMS-1500:

For professional claims, CMS-1500, list the qualifier of “N4”, the 11-digit NDC, the unit of
measure qualifier (F2 — International Unit; GR = Gram; ML — Milliliter; UN — Unit) and the
number of units of the actual NDC administered in the shaded area above detail field 24A,
spaced and arranged exactly as in Diagram 6.

Each NDC when-billed under the.same procedure code on the same date of service is
defined as a “sequence.”»\Whenhilling a single HCPCS/CPT code with multiple NDCs as
detaibsequences, theffirst sequence should reflect the total charges in detail field 24F and
total HCPCS/CPT ¢€ode units in detail field 24G. Each subsequent sequence number
should\show zeros in detail fields 24F and 24G. See Detail 1, Sequence 2 in Diagram 6.

The quantity ofthe NDC will be the total number of units billed for each specific NDC. See
Diagram 6, first'detail, sequences 1 and 2. Detail 2 is a Procedure Code that does not
requiresan NDC. Detail 3, sequence 1 gives an example where only one (1) NDC is
associated with the HCPCS/CPT code.

Diagram. 6

Deetail 1 24 A DATE S OF S5 MVicK B | b PROCEDUNES, SERFGCTS, O S P FLES E F — W 3
Frem To )sui :r‘ Py [rer e B w REWCERG
SED]UEI'ICB 1 e o Y Mk DD VY | SAE | B CPTHOSCE MOCIEER BONTER §CHARGES s | mes | Gal PRNVDER D »
N4 123496678812 UN 100 | __ | 123455872

Sequence 2 08 (01 |07 |08 (01 |07 |14 | z1234 | | 1 25100 1 | [w;
2 N4 01111222233 UN 100

|
0301 {07 |08 101 {07 |11 | | 21224
Doetail 2
3
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Procedure Code/NDC Detail Attachment Form — DMS-664

For drug HCPCS/CPT codes requiring paper billing (i.e., for manual review), complete every field
of the DMS-664 “Procedure Code/NDC Detail Attachment Form.” Attach this form and any other
required documents to your claim when submitting it for processing. See Diagram 7 for an
example of the completed form. Section V of the provider manual includes this form.

Section

Diagram 7

De;ail Seql.;fence NDC F;ﬁgd?f?edre Drug Name/Dose/Route Wasted
1 1 1/2|3|4|5|6|7]8|9|1]2] 21234 ABC drug/25 MG/Oral 0

1 2 ol1 (1|1 [1]2]2]2]2[3]|3]| 71234 XYZ drug/50 MG/Cral 0
3 1 4|/4|4|4|4|5|5|5|5|0]|6]| 76789 PRQ drug/5 ML/IV 5 ML

lll. Adjustments

Paper adjustments for paid claims filed with NDC numbers will not be accepted. Any original
claim will have to be voided and a replacement claim will need,to be filed. Providers have the
option of adjusting a paper or electronic claim electronically.

IV. Remittance Advices

Only the first sequence in a detail will be displayed on the‘remittance advice reflecting either the
total amount paid or the denial EOB(s)for, the detail.

V. Record Retention

Each provider must retain allfrecords for five (5)years from the date of service or until all audit
questions, dispute or review issues, appeal hearingsjinvestigations, or administrative/judicial
litigation to which the records may relate arerconcluded, whichever period is longer.

At times, a manufaeturer may question the invoiced amount, which results in a drug rebate
dispute. If this occurs, you may be contacted requesting a copy of your office records to include
documentation pertainingto the billedHEPCS/CPT code. Requested records may include NDC
invoices showing purchase.of drugs,and documentation showing what drug (name, strength, and
amount) wasradministered and on what date, to the beneficiary in question.

See Section 272.533 for additional information regarding drug code billing.



A RKANSAS Division of Medical Services
DEPARTMENT OF Office of Rules Promulgation

OZ HUMAN |
) P.0. Box 1437, Slot S295 - Little Rock, AR 72203-1437
‘( SERVICES 501-320-6428 - Fax: 501-404-4619

TDD/TTY: 501-682-6789

TO: Arkansas Medicaid Health Care Providers — DDS Community and
Employment Supports (CES)

EFFECTIVE DATE:  April 1, 2020

SUBJECT: Provider Manual Update Transmittal DDSCES-1-19

REMOVE INSERT

Section Effective Date Section Effective Date
261.000 10-1-17 261.000 4-1-20

Explanation of Updates
Section 261.000 is updated to remove the reference to Provider Electronic Solutions (PES) and to
make a minor technical correction and to make other minor technical corrections.

This update transmittal memorandum indicates which sections of your provider manual have been
revised. Electronic versions of provider manuals available from the Arkansas Medicaid website have
changes incorporated. See Section | for instructions on updating a paper copy of the manual.

If you have questions regarding this transmittal, please contact the Provider Assistance Center at
1-800-457-4454 (Toll-Free) within Arkansas or locally and out-of-state at (501) 376-2211.

If you need this material in an alternative format, such as large print, please contact the Office of
Rules Promulgation at (501) 320-6266.

Arkansas Medicaid provider manuals (including update transmittals), official notices, notices of rule
making, and remittance advice (RA) messages are available for downloading from the Arkansas
Medicaid website: https://medicaid.mmis.arkansas.gov/Provider/Docs/Docs.aspx.

Thank you for your participation in the Arkansas Medicaid Program.

Janet Mann
Director

humanservices.arkansas.gov
Protecting the vulnerable, fostering independence and promoting better health


https://medicaid.mmis.arkansas.gov/Provider/Docs/Docs.aspx
https://medicaid.mmis.arkansas.gov/Provider/Docs/Docs.aspx

DDS Community and Employment Supports (CES) Section Il

TOC not required

10-1-174-1-

261.000 Introduction to Billing
20

Developmental Disabilities Services Community and Employment Supports BBS-CES waiver
providers use the CMS-1500 claim form to bill the Arkansas Medicaid Program on paper for
services provided to eligible Medicaid beneficiaries. Each claim should contain charges for only

one (1) beneficiary.

Section Ill of this manual contains information about PreviderElectronic-Selutions(PES)}-and

other-available options for electronic claim submission.

@?‘



A RKANSAS Division of Medical Services
DEPARTMENT OF Office of Rules Promulgation

OZ HUMAN |
) P.0. Box 1437, Slot S295 - Little Rock, AR 72203-1437
‘( SERVICES 501-320-6428 - Fax: 501-404-4619

TDD/TTY: 501-682-6789

TO: Arkansas Medicaid Health Care Providers — Dental

EFFECTIVE DATE:  April 1, 2020

SUBJECT: Provider Manual Update Transmittal DENTAL-1-19

REMOVE INSERT

Section Effective Date Section Effective Date
261.000 7-1-07 261.000 4-1-20

Explanation of Updates
Section 261.000 is updated to remove the reference to Provider Electronic Solutions (PES).

This update transmittal memorandum indicates which sections of your provider manual have been
revised. Electronic versions of provider manuals available from the Arkansas Medicaid website have
changes incorporated. See Section | for instructions on updating a paper copy of the manual.

If you have questions regarding this transmittal, please contact the Provider Assistance Center at
1-800-457-4454 (Toll-Free) within Arkansas or locally and out-of-state at (501) 376-2211.

If you need this material in an alternative format, such as large print, please contact the Office of
Rules Promulgation at (501) 320-6266.

Arkansas Medicaid provider manuals (including update transmittals), official notices, notices of rule
making, and remittance advice (RA) messages are available for downloading from the Arkansas
Medicaid website: https://medicaid.mmis.arkansas.gov/Provider/Docs/Docs.aspx.

Thank you for your participation in the Arkansas Medicaid Program.

Janet Mann
Director

humanservices.arkansas.gov
Protecting the vulnerable, fostering independence and promoting better health


https://medicaid.mmis.arkansas.gov/Provider/Docs/Docs.aspx
https://medicaid.mmis.arkansas.gov/Provider/Docs/Docs.aspx

Dental Section Il

TOC not required

261.000 Introduction to Billing 7-1-074-1-

o

Dental providers must use the American Dental Association (ADA) form to bill the Arkansas
Medicaid Program on paper for services provided to eligible Medicaid beneficiaries. Each claim
may contain charges for only one (1) beneficiary.

Section Il of this manual contains information about PreviderElectronic-Selutions(PES)}-and

other-available options for electronic claim submission.
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A RKANSAS Division of Medical Services
DEPARTMENT OF Office of Rules Promulgation

OZ HUMAN |
) P.0. Box 1437, Slot S295 - Little Rock, AR 72203-1437
‘( SERVICES 501-320-6428 - Fax: 501-404-4619

TDD/TTY: 501-682-6789

TO: Arkansas Medicaid Health Care Providers — Developmental
Rehabilitation Services

EFFECTIVE DATE:  April 1, 2020

SUBJECT: Provider Manual Update Transmittal DRS-1-19

REMOVE INSERT

Section Effective Date Section Effective Date
261.000 7-1-07 261.000 4-1-20

Explanation of Updates

Section 261.000 is updated to remove the reference to Provider Electronic Solutions (PES) from the
manual.

This update transmittal memorandum indicates which sections of your provider manual have been
revised. Electronic versions of provider manuals available from the Arkansas Medicaid website have
changes incorporated. See Section | for instructions on updating a paper copy of the manual.

If you have questions regarding this transmittal, please contact the Provider Assistance Center at
1-800-457-4454 (Toll-Free) within Arkansas or locally and out-of-state at (501) 376-2211.

If you need this material in an alternative format, such as large print, please contact the Office of
Rules Promulgation at (501) 320-6266.

Arkansas Medicaid provider manuals (including update transmittals), official notices, notices of rule
making, and remittance advice (RA) messages are available for downloading from the Arkansas
Medicaid website: https://medicaid.mmis.arkansas.gov.

Thank you for your participation in the Arkansas Medicaid Program.

Janet Mann
Director

humanservices.arkansas.gov
Protecting the vulnerable, fostering independence and promoting better health


https://medicaid.mmis.arkansas.gov/
https://medicaid.mmis.arkansas.gov/

Developmental Rehabilitation Services Section Il

TOC not required

7-1-074-1-

261.000 Introduction to Billing
20

Developmental Rehabilitation Services Program providers use the CMS-1500 form to bill the
Arkansas Medicaid Program on paper for services provided to eligible Medicaid beneficiaries.
Each claim may contain charges for only one (1) beneficiary.

Section Il of this manual contains information about ProviderElectronic-Seolutions{PES)-and

other-available options for electronic claim submission.

@?‘



A RKANSAS Division of Medical Services
DEPARTMENT OF Office of Rules Promulgation

OZ HUMAN |
) P.0. Box 1437, Slot S295 - Little Rock, AR 72203-1437
‘( SERVICES 501-320-6428 - Fax: 501-404-4619

TDD/TTY: 501-682-6789

TO: Arkansas Medicaid Health Care Providers — Division of Youth Services
(DYS) and Division of Children and Family Services (DCFS) Targeted
Case Management

EFFECTIVE DATE:  April 1, 2020

SUBJECT: Provider Manual Update Transmittal DYSDCFS-1-19

REMOVE INSERT

Section Effective Date Section Effective Date
261.000 4-1-05 261.000 4-1-20

Explanation of Updates
Section 261.000 is revised to remove references to Provider Electronic Solutions (PES) and make a
minor grammatical change.

This update transmittal memorandum indicates which sections of your provider manual have been
revised. Electronic versions of provider manuals available from the Arkansas Medicaid website have
changes incorporated. See Section | for instructions on updating a paper copy of the manual.

If you have questions regarding this transmittal, please contact the Provider Assistance Center at
1-800-457-4454 (Toll-Free) within Arkansas or locally and out-of-state at (501) 376-2211.

If you need this material in an alternative format, such as large print, please contact the Office of
Rules Promulgation at (501) 320-6266.

Arkansas Medicaid provider manuals (including update transmittals), official notices, notices of rule
making, and remittance advice (RA) messages are available for downloading from the Arkansas
Medicaid website: https://medicaid.mmis.arkansas.gov/Provider/Docs/Docs.aspx.

Thank you for your participation in the Arkansas Medicaid Program.

Janet Mann
Director

humanservices.arkansas.gov
Protecting the vulnerable, fostering independence and promoting better health


https://medicaid.mmis.arkansas.gov/Provider/Docs/Docs.aspx
https://medicaid.mmis.arkansas.gov/Provider/Docs/Docs.aspx

| Division of Youth Services (DYS) and Division of Children
and Family Services (DCFS) Targeted Case Management Section Il

TOC not required

261.000 Introduction to Billing 4-1-054-1-

o

DYS/DCFS targeted case management providers use the CMS-1500 form to bill the Arkansas
Medicaid Program on paper for services provided to eligible Medicaid beneficiaries. Each claim
may contain charges for only one (1) beneficiary.

Section Il of this manual contains information about
other-options available for electronic claims submission.

4




A RKANSAS Division of Medical Services
DEPARTMENT OF Office of Rules Promulgation

OZ HUMAN |
) P.0. Box 1437, Slot S295 - Little Rock, AR 72203-1437
‘( SERVICES 501-320-6428 - Fax: 501-404-4619

TDD/TTY: 501-682-6789

TO: Arkansas Medicaid Health Care Providers — Division of Youth Services
(DYS) and Division of Children and Family Services (DCFS) Targeted
Case Management

EFFECTIVE DATE:  April 1, 2020

SUBJECT: Provider Manual Update Transmittal DYSDCFS-1-19

REMOVE INSERT

Section Effective Date Section Effective Date
261.000 4-1-05 261.000 4-1-20

Explanation of Updates
Section 261.000 is revised to remove references to Provider Electronic Solutions (PES) and make a
minor grammatical change.

This update transmittal memorandum indicates which sections of your provider manual have been
revised. Electronic versions of provider manuals available from the Arkansas Medicaid website have
changes incorporated. See Section | for instructions on updating a paper copy of the manual.

If you have questions regarding this transmittal, please contact the Provider Assistance Center at
1-800-457-4454 (Toll-Free) within Arkansas or locally and out-of-state at (501) 376-2211.

If you need this material in an alternative format, such as large print, please contact the Office of
Rules Promulgation at (501) 320-6266.

Arkansas Medicaid provider manuals (including update transmittals), official notices, notices of rule
making, and remittance advice (RA) messages are available for downloading from the Arkansas
Medicaid website: https://medicaid.mmis.arkansas.gov/Provider/Docs/Docs.aspx.

Thank you for your participation in the Arkansas Medicaid Program.

Janet Mann
Director

humanservices.arkansas.gov
Protecting the vulnerable, fostering independence and promoting better health


https://medicaid.mmis.arkansas.gov/Provider/Docs/Docs.aspx
https://medicaid.mmis.arkansas.gov/Provider/Docs/Docs.aspx

| Division of Youth Services (DYS) and Division of Children
and Family Services (DCFS) Targeted Case Management Section Il

TOC not required

261.000 Introduction to Billing 4-1-054-1-

o

DYS/DCFS targeted case management providers use the CMS-1500 form to bill the Arkansas
Medicaid Program on paper for services provided to eligible Medicaid beneficiaries. Each claim
may contain charges for only one (1) beneficiary.

Section Il of this manual contains information about
other-options available for electronic claims submission.

4




A RKANSAS Division of Medical Services
DEPARTMENT OF Office of Rules Promulgation

OZ HUMAN |
) P.0. Box 1437, Slot S295 - Little Rock, AR 72203-1437
‘( SERVICES 501-320-6428 - Fax: 501-404-4619

TDD/TTY: 501-682-6789

TO: Arkansas Medicaid Health Care Providers — Early Intervention Day
Treatment

EFFECTIVE DATE:  April 1, 2020

SUBJECT: Provider Manual Update Transmittal EIDT-3-19

REMOVE INSERT

Section Effective Date Section Effective Date
231.000 7-1-18 231.000 4-1-20

Explanation of Updates
Section 231.000 is updated to remove the reference to Provider Electronic Solutions (PES) and to
make other minor technical corrections.

This update transmittal memorandum indicates which sections of your provider manual have been
revised. Electronic versions of provider manuals available from the Arkansas Medicaid website have
changes incorporated. See Section | for instructions on updating a paper copy of the manual.

If you have questions regarding this transmittal, please contact the Provider Assistance Center at
1-800-457-4454 (Toll-Free) within Arkansas or locally and out-of-state at (501) 376-2211.

If you need this material in an alternative format, such as large print, please contact the Office of
Rules Promulgation at (501) 320-6266.

Arkansas Medicaid provider manuals (including update transmittals), official notices, notices of rule
making, and remittance advice (RA) messages are available for downloading from the Arkansas
Medicaid website: https://medicaid.mmis.arkansas.gov/Provider/Docs/Docs.aspx.

Thank you for your participation in the Arkansas Medicaid Program.

Janet Mann
Director

humanservices.arkansas.gov
Protecting the vulnerable, fostering independence and promoting better health


https://medicaid.mmis.arkansas.gov/Provider/Docs/Docs.aspx
https://medicaid.mmis.arkansas.gov/Provider/Docs/Docs.aspx

Early Intervention Day Treatment Section Il

TOC not required

231.000 Introduction to Billing 7-1-184-1-

o

ElDTEarly Intervention Day Treatment providers use the CMS-1500 form to bill the Arkansas
Medicaid Program on paper for services provided to Medicaid beneficiaries. Each claim may
contain charges for only one (1) beneficiary.

Section Ill of this manual contains information about PreviderElectronic-Selutions(PES)}-and

other-available options for electronic claims submission.

@?‘



A RKANSAS Division of Medical Services
DEPARTMENT OF Office of Rules Promulgation

OZ HUMAN |
) P.0. Box 1437, Slot S295 - Little Rock, AR 72203-1437
‘( SERVICES 501-320-6428 - Fax: 501-404-4619

TDD/TTY: 501-682-6789

TO: Arkansas Medicaid Health Care Providers — Federally Qualified Health
Center

EFFECTIVE DATE:  April 1, 2020

SUBJECT: Provider Manual Update Transmittal FQHC-2-19

REMOVE INSERT

Section Effective Date Section Effective Date
261.000 7-1-07 261.000 4-1-20

262.441 11-1-15 262.441 4-1-20

Explanation of Updates

Sections 261.000 and 262.441 are updated to remove the reference to Provider Electronic Solutions
(PES) from the manual and to make other technical changes.

This update transmittal memorandum indicates which sections of your provider manual have been
revised. Electronic versions of provider manuals available from the Arkansas Medicaid website have
changes incorporated. See Section | for instructions on updating a paper copy of the manual.

If you have questions regarding this transmittal, please contact the Provider Assistance Center at
1-800-457-4454 (Toll-Free) within Arkansas or locally and out-of-state at (501) 376-2211.

If you need this material in an alternative format, such as large print, please contact the Office of
Rules Promulgation at (501) 320-6266.

Arkansas Medicaid provider manuals (including update transmittals), official notices, notices of rule
making, and remittance advice (RA) messages are available for downloading from the Arkansas
Medicaid website: https://medicaid.mmis.arkansas.gov.

Thank you for your participation in the Arkansas Medicaid Program.

Janet Mann
Director

humanservices.arkansas.gov
Protecting the vulnerable, fostering independence and promoting better health


https://medicaid.mmis.arkansas.gov/
https://medicaid.mmis.arkansas.gov/

Federally Qualified Health Center Section Il

TOC not required

261.000 Introduction to Billing #1-674-

IB|¢‘

Federally Qualified Health Center providers use the CMS-1500 form to bill the Arkansas
Medicaid Program on paper for services provided to eligible Medicaid beneficiaries. Each claim
may contain charges for only one_(1) beneficiary.

Section Il of this manual contains information about PreviderElectronic-Solutions{PES)}and

other-available options for electronic claim submission.

For settlement purposes, each of these procedures isare considered an encounter.

262.441 National Drug Codes (NDCs) 11-1-154-

IB|¢‘

Effective for claims with dates of service on or after January 1, 2008, Arkansas Medicaid
implemented billing protocol per the Federal Deficit Reduction Act of 2005. “This explains policy
and billing protocol for providers that submit claims for drug HCPCS/CPT, codes with dates of
service on and after January 1, 2008.

The Federal Deficit Reduction Act of 2005 mandates that Arkansas Medicaid require the
submission of National Drug Codes (NDCs) on claims submitted with Healthcare Common
Procedure Coding System, Level Il/Current Procedural Terminology, 4t edition (HCPCS/CPT)
codes for drugs administered. The purpose of this requirement is to assure that the State
Medicaid Agencies obtain a rebate from those;manufacturers who have signed a rebate
agreement with the Centers for Medicare,and Medicaid Services (CMS).

A. Covered Labelers

Arkansas Medicaid, bysstatute, will only payfor a drug procedure billed with an NDC when
the pharmaceutical labeler of that drug is a covered labeler with Centers for Medicare and
Medicaid Services (CMS). A “Coveredilabeler” is a pharmaceutical manufacturer that has
entered into a federal rebate agreement'with CMS to provide each Sstate a rebate for
products reimbursed by Medicaid Programs. A covered labeler is identified by the first five
(5) digits of the ND€.. To assure,a product is payable for administration to a Medicaid
beneficiary, comparethejlabeler.code (the first five (5) digits of the NDC) to the list of
covered labelers\which is maintained on the DHS contracted Pharmacy vendor website

A complete listing of\' Covered Labelers” is located on the website. See Diagram 1 for an
example of thisiscreen. The effective date is when a manufacturer entered into a rebate
agreement with'CMS. The Labeler termination date indicates that the manufacturer no
longenparticipates in the federal rebate program and therefore the products cannot be
reimbursed by Arkansas Medicaid on or after the termination date.

Diagram 1


https://arkansas.magellanrx.com/provider/documents/
https://arkansas.magellanrx.com/provider/documents/

Section Il

| Federally Qualified Health Center

ooooz - ELLILEY AMD COMPANY 14171991
oooos  E.R SQUIBE & SO0NS, INC 11141991
ooood  HOFFMAMNM-LA ROCHE 11141931
ooooz  LEDERLE LABORATORIES 14141931
00o0E  MERCHK & CO., INC. 1171991
oogy GLAXDSMITHKLIMNE 14171991
gooos - WYETH LABORATORIES 14171991
aooos  PFIZER, IMC, 14171991
o001t BECTOM DICKINSON MICROBIOLOGY SYSTEMS 10151991 7171598
00013 PRIZER, IMC, 1141891

tn-erderfFor a claim with drug HCPCS/CPT codes to be eligible for,payment, the detail
date of service must be prior to the NDC termination date.< The NDCtermination date
represents the shelf-life expiration date of the last batch produced, as'supplied on the
Centers for Medicare and Medicaid Services (CMS) quarterly update. The,date is supplied
to CMS by the drug manufacturer/distributor.

Arkansas Medicaid will deny claim details with drug HCPCS/CPT codes with a detail date
of service equal to or greater than the NDC termination date.

When completing a Medicaid claim for administering adrug, indicate the HIPAA standard
11-digit NDC with no dashes or spaces.| The 11-digit NDC is comprised of three (3)
segments or codes: a 5-digit labéler code, a 4-digit product code, and a 2-digit package
code. The 10-digit NDC assigned by,the FDAwprinted on the drug package must be
changed to the 11-digit format,by inserting a leading zero (0) in one (1) of the three (3)
segments. Below are examples of the EDA assigned NDC on a package changed to the
appropriate 11-digit HIPAA standard format.»Diagram 2 displays the labeler code as five
(5) digits with leading zeros; thejproduct code as four (4) digits with leading zeros; the
package code as two (2)\digits' without'leading zeros, using the “5-4-2” format.

Diagram 2
00123 0456 78
LABELER | PRODUCT | PACKAGE
CODE CODE CODE
(5 digits) (4 digits) (2 digits)

NDCs submitted inrany configuration other than the 11-digit format will be rejected/denied.
NDCs billed to Medicaid for payment must use the 11-digit format without dashes or
spaces between the numbers.

See Diagram 3 for sample NDCs as they might appear on drug packaging and the
corresponding format which should be used for billing Arkansas Medicaid:

Diagram 3

10-digit FDA NDC on PACKAGE Required 11-digit NDC

(5-4-2) Billing Format

12345 6789 1 12345678901
1111-2222-33 01111222233
01111456 71 01111045671

Drug Procedure Code (HCPCS/CPT) to NDC Relationship and Billing Principles



Federally Qualified Health Center Section Il

HCPCS/CPT codes and any modifiers will continue to be billed per the policy for each
procedure code. However, the NDC and NDC quantity of the administered drug is now
also required for correct billing of drug HCPCS/CPT codes. To maintain the integrity of the
drug rebate program, it is important that the specific NDC from the package used at the
time of the procedure be recorded for billing. HCPCS/CPT codes submitted using invalid
NDCs or NDCs that were unavailable on the date of service will be rejected/denied. We
encourage you to enlist the cooperation of all staff members involved in drug
administration to assure collection or notation of the NDC from the actual package used. It
is not recommended that billing of NDCs be based on a reference list, as NDCs vary from
one (1) labeler to another, from one (1) package size to another, and from one_(1) time
period to another.

Exception: There is no requirement for an NDC when billing for vaetines,
radiopharmaceuticals, and allergen immunotherapy.

II. Claims Filing

The HCPCS/CPT codes billing units and the NDC quantity do not always have a one-to-one
relationship.

Example 1: The HCPCS/CPT code may specify up to 75'mg of the drug whereas the NDC
quantity is typically billed in units, milliliters or grams. If the patient is provided 2 oral tablets, one
at 25 mg and one at 50 mg, the HCPCS/CPT code unit would bexl (1 totallof 75 mg) in the
example whereas the NDC quantity would be d each (1 unit of the 25;mg tablet and 1 unit of the
50 mg tablet). See Diagram 4.

Diagram 4

25mg  SO0mg N/ 25 mqtablet
O+ O =7img

¥

= a0 mqg tablet
\o/ .

HCPCE/CPT Code Unit =1 MOC quantity = 1 each
{1 unit of Drug A totaling 75 mo) (1 unit of a 25 mg tablet and 1 unit of a 50 mg tablet)

Example 2: [fithe drug in the example is an injection of 5 ml (or cc) of a product that was 50 mg
per 10 ml of a 10 ml single-use vial, the HCPCS/CPT code unit would be 1 (1 unit of 25 mg)
whereasithe NDC quantity would be 5 (5 ml). In this example, 5 ml or 25 mg would be
documented as wasted. See Diagram 5.

Diagram's
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HCPCS/CPT Code Unit = 1
(one 25 g unit of Drug B)

=)

-~
% M MOC Cluantity =45 for the 5 ml administered
B
S ml {or cc)

Every 10 ml =50 my administerad

L 4

Waste =5 ml or 25 my

ifar the 5 ml ar 25 mg not administered)

A.  Electronic Claims Filing — 837P (Professional) and 8371 (Outpatient)

Procedure codes that do not require paper billing may be billed, electronically. Any
procedure codes that have required modifiers in the past will continue to require modifiers.

Arkansas Medicaid requires providers using Provider-Electronic-Solgtions(PES)electronic
filing through the Provider Portal to use the required NDC format when billing HCPCS/CPT

codes for administered drugs.

B. Paper Claims Filing — CMS-1500

Arkansas Medicaid will require providers billing drugdHCPCS/CPT codes including covered
unlisted drug procedure codes touse the required NDC format.

See Diagram 6 for CMS-1500:

For professional claims, CMS-1500, list the qualifier of “N4,” the 11-digit NDC, the unit of
measure qualifier (F2 = International Unit; GR = Gram; ML — Milliliter; UN — Unit) and the
number of units of the'actual. NDC administered in the shaded area above detail field 24A,
spaced and arranged exactly as in Diagram 6.

Each NDC when billed under the.same procedure code on the same date of service is
defined as a "sequence.”»\When'billing a single HCPCS/CPT code with multiple NDCs as
detaibhsequences, theffirst'sequence should reflect the total charges in detail field 24F and
total HCPCS/CPT ¢€ode units in detail field 24G. Each subsequent sequence number
should\show zeros in detail fields 24F and 24G. See Detail 1, sequence 2 in Diagram 6.

The quantity of the NDC will be the total number of units billed for each specific NDC. See
Diagram 6, first'detail, sequences one (1) and two (2). Detail 2 is a Procedure Code that
does not require an NDC. Detail 3, sequence one (1) gives an example where only one (1)
NDC is associated with the HCPCS/CPT code.

Diagram 6

M.A AT 55 OF S VIcK B 2. | o PROCEEUNES, SEFGCES, N SPPLES E T F. = o1 L | i} 1=

Frem To :r‘ Erpiain Urnssunl Ciroumetanose HUGROGIS [ oar r_.*"" o FRERDERMNG o

Sequence 1 MM 0O YY MM DD o b T ) MOCIEER PONTER § CHABGES [reia = T PROVIDES 0. # =
Na 12395672912 UN 100 [__ ] 1=3a=e7e0 IE!

Sequsnce 2 08 [01 |07 [08 (01 |07 |11 | | Z1z34 | | 1 | 25i0] 1 | [w» &
/N4 01111222233 UN 100 . . R

o201 {07 og 101 jo7 [11 | | Z1234 ! | 1 | oloo| o | [w =

Dl 2 a 1o | . . |__|AZ3a78 Z
I 1 .1 ., 1 =reeeesssoomees

08|01 {07 jos {01 jo7 |11 | | esz1z | | 1 | s500] 1 | v &

! & ML 500 l : || 12swmETED |@

Sequence 1 408501 |07 08 |01 |07 |11 | | Z57E9 ! i 1 l 35100 1 | [l g
) | ) | 13
Detai 3 o N L | B I ) M—— 3
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Procedure Code/NDC Detail Attachment Form — DMS-664

For drug HCPCS/CPT codes requiring paper billing (i.e., for manual review), complete every field
of the DMS-664 “Procedure Code/NDC Detail Attachment Form.” Attach this form and any other
required documents to your claim when submitting it for processing. See Diagram 7 for an
example of the completed form. Section V of the provider manual includes this form.

Diagram 7

De;ail Seql.;fence NDC Pfﬁgd(i:f?:re Drug Name/Dose/Route Wasted
1 1 112|3|4|5]6|7|8]9|1]2] 71234 ABC drug/25 MG/Oral 0

1 2 0111 [1]2|2]2]2[3]|3]| 71234 XYZ drug/50 MG/Oral 0
3 1 4/4(4]4|4|5|5|5|5|0|6]| 76789 PRQ drug/5 ML/IV 5 ML

lll. Adjustments

Paper adjustments for paid claims filed with NDC numbers will not be accepted. Any original
claim will have to be voided and a replacement claim will need,to be filed. Providers have the
option of adjusting a paper or electronic claim electronically.

IV. Remittance Advices

Only the first sequence in a detail will be displayed on the‘remittance advice reflecting either the
total amount paid or the denial EOB(s)for.the detail.

V. Record Retention

Each provider must retain all‘frecords for five (5)years from the date of service or until all audit
questions, dispute or review issues, appeal hearingsjyinvestigations or administrative/judicial
litigation to which the records may relate areéiconcluded, whichever period is longer.

At times, a manufaeturer may question the invoiced amount, which results in a drug rebate
dispute. If this oceurs, you may be'contacted requesting a copy of your office records to include
documentation pertainingto the billed HCPCS/CPT code. Requested records may include NDC
invoices showing purchase.of drugs,and documentation showing what drug (name, strength and
amount) wasradministered and on what date, to the beneficiary in question.




A RKANSAS Division of Medical Services
DEPARTMENT OF Office of Rules Promulgation

OZ HUMAN |
) P.0. Box 1437, Slot S295 - Little Rock, AR 72203-1437
‘( SERVICES 501-320-6428 - Fax: 501-404-4619

TDD/TTY: 501-682-6789

TO: Arkansas Medicaid Health Care Providers — Hearing Services

EFFECTIVE DATE:  April 1, 2020

SUBJECT: Provider Manual Update Transmittal HEARING-1-19

REMOVE INSERT

Section Effective Date Section Effective Date
241.000 7-1-07 241.000 4-1-20

Explanation of Updates
Section 241.000 is updated to remove the reference to Provider Electronic Solutions (PES) from the
manual and to make a minor technical change.

This update transmittal memorandum indicates which sections of your provider manual have been
revised. Electronic versions of provider manuals available from the Arkansas Medicaid website have
changes incorporated. See Section | for instructions on updating a paper copy of the manual.

If you have questions regarding this transmittal, please contact the Provider Assistance Center at
1-800-457-4454 (Toll-Free) within Arkansas or locally and out-of-state at (501) 376-2211.

If you need this material in an alternative format, such as large print, please contact the Office of
Rules Promulgation at (501) 320-6266.

Arkansas Medicaid provider manuals (including update transmittals), official notices, notices of rule
making, and remittance advice (RA) messages are available for downloading from the Arkansas
Medicaid website: https://medicaid.mmis.arkansas.gov.

Thank you for your participation in the Arkansas Medicaid Program.

Janet Mann
Director

humanservices.arkansas.gov
Protecting the vulnerable, fostering independence and promoting better health


https://medicaid.mmis.arkansas.gov/
https://medicaid.mmis.arkansas.gov/

Hearing Services Section Il

TOC not required

241.000 Introduction to Billing 7-1-074-1-

o

Hearing Services providers use the CMS-1500 form to bill the Arkansas Medicaid Program on
paper for services provided to eligible Medicaid beneficiaries. Each claim may contain charges

for only one (1) beneficiary.

Section Il of this manual contains information about ProviderElectronic-Seolutions{PES)-and

other-available options for electronic claim submission.

@?‘
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OZ HUMAN |
) P.0. Box 1437, Slot S295 - Little Rock, AR 72203-1437
‘( SERVICES 501-320-6428 - Fax: 501-404-4619

TDD/TTY: 501-682-6789

TO: Arkansas Medicaid Health Care Providers — Home Health

EFFECTIVE DATE:  April 1, 2020

SUBJECT: Provider Manual Update Transmittal HOMEHLTH-1-19

REMOVE INSERT

Section Effective Date Section Effective Date
218.100 11-1-10 218.100 4-1-20
241.000 7-1-07 241.000 4-1-20
242.143 11-1-15 242143 4-1-20

Explanation of Updates

Section 218.100 is updated to replace CHMS with EIDT and to make other minor grammatical
changes.

Section 241.000 and 242.143 are revised to remove references to Provider Electronic Solutions
(PES) and other grammatical changes.

This update transmittal memorandum indicates which sections of your provider manual have been
revised. Electronic versions of provider manuals available from the Arkansas Medicaid website have
changes incorporated. See Section | for instructions on updating a paper copy of the manual.

If you have questions regarding this transmittal, please contact the Provider Assistance Center at
1-800-457-4454 (Toll-Free) within Arkansas or locally and out-of-state at (501) 376-2211.

If you need this material in an alternative format, such as large print, please contact the Office of
Rules Promulgation at (501) 320-6266.

Arkansas Medicaid provider manuals (including update transmittals), official notices, notices of rule
making, and remittance advice (RA) messages are available for downloading from the Arkansas
Medicaid website: https://medicaid.mmis.arkansas.gov/Provider/Docs/Docs.aspx.

Thank you for your participation in the Arkansas Medicaid Program.

Janet Mann
Director

humanservices.arkansas.gov
Protecting the vulnerable, fostering independence and promoting better health


https://medicaid.mmis.arkansas.gov/Provider/Docs/Docs.aspx
https://medicaid.mmis.arkansas.gov/Provider/Docs/Docs.aspx

Home Health Section |l

TOC required

218.100 Retrospective Review of Physical Therapy for Beneficiaries 11-1-1034-
Under the Age of 21

=
N
o

A.  Medical Necessity

Physical therapy services must be medically necessary te-for the treatment of the
individual’s iliness or injury. A diagnosis alone is retinsufficient documentation to support
the medical necessity of therapy. To be considered medically necessary, the following
conditions must be met:

1.  The services must be considered under accepted standards of practice to be a
specific and effective treatment for the patient’s condition;-

2.  The services must be of such a level of complexity orthe patient’s condition must be
such that the services required can be safely and effectively perfarmed only by or
under the supervision of a qualified physical therapist:; and

3.  There must be a reasonable expectation that therapy will result in a meaningful
improvement or a reasonable expectation that therapy will prevent a worsening of the
condition. (See the medical necessity definition in the Glossary of this manual.)

B. Evaluation and Report Components

To establish medical necessity, atcomprehensive assessment in the suspected area of
deficit must be performed, including:

1. Date of evaluation:;

2.  Child’s name and date of birth-;
3. Diagnosis specific,to therapys;
4.

Background information including pertinent medical history and, if the child is twelve
(12) months of age oriyounger, gestational age. The child should be tested in the
child’'s'"dominant language;if not, an explanation must be provided in the evaluation.

NOTE: To calculatera,child’s gestational age, subtract the number of weeks
borndefore forty (40) weeks of gestation from the chronological age.
Therefore, a 7-month-old, former 28-week gestational age infant has a
corrected age of four (4) months according to the following equation:

7>months — [(40 weeks) — 28 weeks) / 4 weeks]
7 months —[(12) / 4 weeks]

7 months —[3]

4 months;

5.  Standardized test results, including all subtest scores, if applicable. Test results must
be reported as standard scores, Z scores, T scores, or percentiles. Age-equivalent
scores and percentage of delay cannot be used to qualify for services-;

6. If applicable, test results should be adjusted for prematurity (less than thirty-seven
(37) weeks gestation) if the child is twelve (12) months of age or younger, and this
should be noted in the evaluation:;

7.  Objective information describing the child’s gross/fine motor abilities/deficits, e.g.,
range of motion measurements, manual muscle testing, muscle tone, or a narrative
of the child’s functional mobility skills (strengths and weaknesses);
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8.  Aninterpretation of the results of the evaluation including recommendations for
therapy/minutes per week-;

9.  Adescription of functional strengths and limitations, a suggested treatment plan, and
potential goals to address each identified problem-; and

10. Signature and credentials of the therapist performing the evaluation.
C. Interpretation and Eligibility: Ages Birth to 21

1.  Tests used must be norm-referenced, standardized, and specific to the therapy
provided.

Tests must be age appropriate for the child being tested.

All subtests, components, and scores must be reported for all tests used for eligibility
purposes.

4.  Eligibility for therapy will be based upon a score of -1.5 standard deviations (SD)
below the mean or greater in at least one (1) subtest'area or composite score on a
norm-referenced, standardized test. When a -1.5 SD or'greater is not indicated by
the test, a criterion-referenced test along with.informed clinical opinion,must be
included to support the medical necessity of services.

5. If the child cannot be tested with a norm-referenced, standardized test, criterion-
based testing, or a functional description of the child’s,gross/fine motor deficits may
be used. Documentation of the reason a standardizedtest:could not be used must be
included in the evaluation.

6. The Mental Measurement Yearbook (MMY) is the standard reference to determine
reliability/validity. Refer to the “Accepted Tests” section for a list of standardized tests
accepted by Arkansas Medicaid for retrospectivesreviews.

7.  Range of Motion: A'limitation of greater than ten (10) degrees and/or documentation
of how a deficitdimits function.

Muscle Tone: Modified AShworth,Scale.

Manual Muscle Test: A deficit is a muscle strength grade of fair (3/5) or below that
impedes functional skillsy With increased muscle tone, as in cerebral palsy, testing is
unreliable.

10. aTransferSkills: Documented as the amount of assistance required to perform
transfer, i.e.;snaximum, moderate, or minimal assistance. A deficit is defined as the
inability to perform a transfer safely and independently.

11. Childreny(birth to age twenty-one (21)) receiving services outside of the public
schools must be evaluated annually.

12.“ Children (birth to age two (2)) in the Child-Health-ManagementServices{CHMS)

Early Intervention Day Treatment (EIDT) program must be evaluated every six (6)
months.

13. Children (age three_(3) to twenty-one (21)) receiving services within public schools,
as a part of an Individual Program Plan (IPP) or an Individual Education Plan (IEP),
must have a full evaluation every three (3) years; however, an annual update of
progress is required.

D. Frequency, Intensity, and Duration of Physical Therapy Services

The frequency, intensity, and duration of physical therapy services should always be
medically necessary and realistic for the age of the child and the severity of the deficit or
disorder. Therapy is indicated if improvement will occur as a direct result of these services
and if there is a potential for improvement in the form of functional gain.
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1. Monitoring: May be used to ensure that the child is maintaining a desired skill level or
to assess the effectiveness and fit of equipment such as orthotics and other durable
medical equipment. Monitoring frequency should be based on a time interval that is
reasonable for the complexity of the problem being addressed.

2. Maintenance Therapy: Services that are performed primarily to maintain range of
motion or to provide positioning services for the patient do not qualify for physical
therapy services. These services can be provided to the child as part of a home
program implemented by the child’s caregivers and do not necessarily require the
skilled services of a physical therapist to be performed safely and effectively.

3.  Duration of Services: Therapy services should be provided aslteng-asif reasonable
progress is made toward established goals. If reasonable functional,progress cannot
be expected with continued therapy, then services should bediscontinued and
monitoring, or establishment of a home program should befimplemented.

E. Progress Notes

1.  Child’s name:;

2. Date of service-;

3. Time in and time out of each therapy session-;

4.  Objectives addressed (should coincide with the planiof care)-;

5. A description of specific therapy services provided daily,"and the activities rendered
during each therapy session, along with a form measurement:;
Progress notes must be legible-;
Therapists must sign each date,of entry'with,a full signature and credentials-; and
Graduate students must have the supervising physical therapist co-sign progress
notes.

241.000 Introduction to Billing #3-674-1-

5]

Home Health providersiwho submit paper claims must use the CMS-1450 claim form, which also
is known as the UB-04 claimiform.

A Medicaid elaim may contain only‘one (1) billing provider’s charges for services furnished to
only one (1) Medicaid beneficiary.

Section Il of every Arkansas Medicaid provider manual contains information about Provider

Electronic-Selutions{PES)and-other-available electronic claim options.

242.143 Natienhal Drug Codes (NDCs) 11-1-154-1-

5]

Effective for claims with dates of service on or after January 1, 2008, Arkansas Medicaid
implemented billing protocol per the Federal Deficit Reduction Act of 2005. This explains policy
and billing protocol for providers that submit claims for drug HCPCS/CPT codes with dates of
service on and after January 1, 2008.

The Federal Deficit Reduction Act of 2005 mandates that Arkansas Medicaid require the
submission of National Drug Codes (NDCs) on claims submitted with Healthcare Common
Procedure Coding System, Level Il/Current Procedural Terminology, 4" edition (HCPCS/CPT)
codes for drugs administered. The purpose of this requirement is to assure that the State
Medicaid Agencies obtain a rebate from those manufacturers who have signed a rebate
agreement with the Centers for Medicare and Medicaid Services (CMS).

A. Covered Labelers
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Arkansas Medicaid, by statute, will only pay for a drug procedure billed with an NDC when
the pharmaceutical labeler of that drug is a covered labeler with Centers for Medicare and
Medicaid Services (CMS). A “covered labeler” is a pharmaceutical manufacturer that has
entered into a federal rebate agreement with CMS to provide each Sstate a rebate for
products reimbursed by Medicaid Programs. A covered labeler is identified by the first five
(5) digits of the NDC. To assure a product is payable for administration to a Medicaid
beneficiary, compare the labeler code (the first five (5) digits of the NDC) to the list of
covered labelers which is maintained on the DHS contracted Pharmacy vendor
websitewebsite at hitps://arkansas.magellanrx.com/provider/documents/.

A complete listing of “Covered Labelers” is located on the website. The effective date is
when a manufacturer entered into a rebate agreement with CMS. The_Labeler termination
date indicates that the manufacturer no longer participates in the federal'rebate program
and therefore the products cannot be reimbursed by Arkansas Meédicaid on\or. after the
termination date. {n-erderfFor a claim with drug HCPCS/CPT ¢odes to be eligible for
payment, the detail date of service must be prior to the NDE termination date. The NDC
termination date represents the shelf-life expiration date of the,last batch produced, as
supplied on the Centers for Medicare and Medicaid Services (CMS) quarterly update. The
date is supplied to CMS by the drug manufacturer/distributor.

Arkansas Medicaid will deny claim details with drug HCPCS/CPT codes with a detail date
of service equal to or greater than the NDC termination‘date.

When completing a Medicaid claim for administering a drug, indicate the HIPAA standard
11-digit NDC with no dashes or spaces. The 11-digit NDC is comprised of three (3)
segments or codes: a 5-digit labeler code, a 4-digit product code, and a 2-digit package
code. The 10-digit NDC assigned by the [FDA printed on the drug package must be
changed to the 11-digit format by inserting a'leading.zero (0) in one (1) of the three (3)
segments. Below are examplesiof the FDA-assigned'NDC on a package changed to the
appropriate 11-digit HIPAA standard format. Diagram 1 displays the labeler code as five
(5) digits with leadingézeros; the product codesas four (4) digits with leading zeros; the
package code as two (2) digitswithout leading zeros, using the “5-4-2” format.

Diagram 1
00123 0456 78
LABELER ' \|/PRODUCT CODE | PACKAGE CODE
PR (4 digits) (2 digits)
(5.digits)

NDCs submitted in any configuration other than the 11-digit format will be rejected/denied.
NDCs billed to Medicaid for payment must use the 11-digit format without dashes or
spaces between the numbers.

See Diagram 2 for sample NDCs as they might appear on drug packaging and the
corresponding format which should be used for billing Arkansas Medicaid:

Diagram 2

Required 11-digit NDC
10-digit FDA NDC on PACKAGE (5-4-2) Billing Format

12345 6789 1 12345678901
1111-2222-33 01111222233
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01111 456 71 01111045671

Drug Procedure Code (HCPCS/CPT) to NDC Relationship and Billing Principles

HCPCS/CPT codes and any modifiers will continue to be billed per the policy for each
procedure code. However, the NDC and NDC quantity of the administered drug is now
also required for correct billing of drug HCPCS/CPT codes. To maintain the integrity of the
drug rebate program, it is important that the specific NDC from the package used at the
time of the procedure be recorded for billing. HCPCS/CPT codes submitted using invalid
NDCs or NDCs that were unavailable on the date of service will be rejected/denied. It is
not recommended that billing of NDCs be based on a reference list, as.NDCs vary from
one (1) labeler to another, from one (1) package size to another, and from one (1) time
period to another.

Exception: There is no requirement for an NDC when billing for vaceines,
radiopharmaceuticals, and allergen immunotherapy.

Claims Filing

The HCPCS/CPT codes billing units and the NDC quantity do not always have a one-to-
one relationship.

Example 1: The HCPCS/CPT code maysSpecify up to 75 mg of.the'drug, whereas the NDC
quantity is typically billed in units, milliliters or grams. Ifthe patient’is provided 2 oral
tablets, one at 25 mg and one at 50 mg,'the HCPCSICPT code unit would be 1 (1 total of
75 mg) in the example, whereasd¢he NDC quantity would be 1 each (1 unit of the 25 mg
tablet and 1 unit of the 50 mg tablet),See Diagram 3.

Diagram 3

25 my tablet

q

25 mg 50 mg
o+ O =TEmg

h 4

50 myg tablet

q

HCPCS/CPT Code Unit =1 MOC quantity = 1 each
{1 unit of Drug A totaling 75 mg) (1 unit of @ 25 mg tablet and 1 unit of a 50 mg tablet)

Example 2:If the drug in the example is an injection of 5 ml (or cc) of a product that was 50
mg per 10,ml of a 10 ml single-use vial, the HCPCS/CPT code unit would be 1 (1 unit of 25
mg)whereas the NDC quantity would be 5 (5 ml). In this example, 5 ml or 25 mg would be
documented as wasted.

Diagram 4
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HCPCS/CPT Code Unit =1
(one 25 g unit of Drug B)

S
% e M MOC Quantity = 5 far the 5 ml administered

S

5 ml (or cc)
Every 10 ml =150 my administered

Waste =5 ml or 25 mg

{forthe & ml or 25 mg not administered)

D. Electronic Claims Filing 8371 (Outpatient)

Procedure codes that do not require paper billing may be billed electronically. Any
procedure codes that have required modifiers in the past will continue to require modifiers.

Arkansas Medicaid will require providers using electronic filing theough the provider portal
ProviderElectronic-Selutions{PES)-to use the required NDC format when billing
HCPCS/CPT codes for administered drugs.

E. Paper Claims Filing CMS-1450 (UB-04)

Arkansas Medicaid will require providers billing drug HCPCS/CPT codes, including
covered unlisted drug procedure codes, to use the required NDC format.

For institutional outpatient claims on the CMS-1450,(UB-04), use the locator field 43
(Description) to list the qualifiernof “N4.,” the 11-digit NDC, the unit of measure qualifier (F2
— International Unit; GR& Gram; ML — Milliliter; UN — Unit) and number of units of the
actual NDC administefred, spaced and arranged exactly as in Diagram 5. Each NDC when
billed under the same procedure code on the'same date of service is defined as a
“sequence.” When billing a single HCPCS/EPT code with multiple NDCs as detail
sequences, the first sequence should reflect the total charges in detail locator field 47 and
total HCPCS/CPII. code units in locator field 46. Each subsequent sequence number
should show zeros innlecator fields 46 and 47. See Detail 1, sequence 2 in Diagram 5. The
quantity of the NDC will berxthe total number of units billed for each specific NDC. See
Diagram 5, first.detail, sequences 1 and 2. Detail 2 is a Procedure Code that does not
require @an NDC.'Detail 3, sequence 1 gives an example where only one (1) NDC is
associated with the HCPCS/CPT code.

Diagram 5

Datail 1

s 1 &R CO A1 DESCHPTION MHOPCY [ RAOE | PP O00E S SERN DATE o BERY LNITS & 00 DURGEY W NOOWTRED OWAGEE | M
2QUen;e
(0636 |4 12345678912 UN 1.00 71234 ge/01/07 1 7500 |
Sequeme? fneap N4 01111222233 UN 1.00 11234 08/01/07 000 '

’l]3l]5 Hemogram 85025 08/01/07 5500 !

sequence 1 ‘0636 N4 44444555506 UN 5.00 16789 08/01/07 2100 i
i i

F. Procedure Code/NDC Detail Attachment Form-DMS-664

— B =

For drug HCPCS/CPT codes requiring paper billing (i.e., for manual review), complete
every field of the DMS-664 “Procedure Code/NDC Detail Attachment Form.” Attach this
form and any other required documents to your claim when submitting it for processing.
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See Diagram 6 for an example of the completed form. View or print form DMS-664 and
instructions for completion.

Diagram 6
De;ail Seql.;ence NDC F}rMD;:d%?ec:e Drug Name/Dose/Route Wasted
1 1 1/2]3/4|5|6(7]|8|9|1]2] Z1234 ABC drug/25 MG/Oral 0
1 2 0|11 |1 [1]2]2]2]2]|3]|3]| 21234 XYZ drug/50 MG/Oral 0
3 1 4|4|4|4|4|/5|5|5|5|0]|6 | 76789 PRQ drug/5 ML/IV 5 ML
G. Adjustments
Paper adjustments for paid claims filed with NDC numbersawill not be aceepted. Any
original claim will have to be voided and a replacement claim will needto be filed.
Providers have the option of adjusting a paper or electronic claim, electronically.
H. Remittance Advices

Only the first sequence in a detail will be displayed on thexremittance/advice reflecting
either the total amount paid or the denial EOB(s) for the detail.

Record Retention

Each provider must retain all records forlfive (5) years from the date of service or until all
audit questions, disputes or review issues, appeal;hearings, investigations, or
administrative/judicial litigatiomto which'the records'may relate are concluded, whichever
period is longer.

At times, a manufacturer may question the invoiced amount, which results in a drug rebate
dispute. If this occurs, you may be contacted requesting a copy of your office records to
include documentation pertaining to the billed HCPCS/CPT code. Requested records may
include NDE invoices showing,the purchase of drugs and documentation showing what
drug (name, strength,,and amount) was administered and on what date, to the beneficiary
in question.
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TO: Arkansas Medicaid Health Care Providers — Hospice

EFFECTIVE DATE:  April 1, 2020

SUBJECT: Provider Manual Update Transmittal HOSPICE-2-19

REMOVE INSERT

Section Effective Date Section Effective Date
218.000 11-1-06 218.000 4-1-20
250.100 12-1-07 250.100 4-1-20

Explanation of Updates

Section 218.000 is updated to replace ElderChoices with ARChoices in Homecare, correct the DHS
acronym, and make other minor grammatical changes.

Section 250.100 is revised to remove references to Provider Electronic Solutions (PES) and minor
grammatical changes.

This update transmittal memorandum indicates which sections of your provider manual have been
revised. Electronic versions of provider manuals available from the Arkansas Medicaid website have
changes incorporated. See Section | for instructions on updating a paper copy of the manual.

If you have questions regarding this transmittal, please contact the Provider Assistance Center at
1-800-457-4454 (Toll-Free) within Arkansas or locally and out-of-state at (501) 376-2211.

If you need this material in an alternative format, such as large print, please contact the Office of
Rules Promulgation at (501) 320-6266.

Arkansas Medicaid provider manuals (including update transmittals), official notices, notices of rule
making, and remittance advice (RA) messages are available for downloading from the Arkansas
Medicaid website: https://medicaid.mmis.arkansas.gov/Provider/Docs/Docs.aspx.

Thank you for your participation in the Arkansas Medicaid Program.

Janet Mann
Director

humanservices.arkansas.gov
Protecting the vulnerable, fostering independence and promoting better health
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218.000 Plan of Care 11-1-0634-
1-2

o

A written plan of care must be established and maintained for each individual admitted to a
hospice program, and the care provided to an individual must be in accordance with the plan.

A.  The attending physician, the medical director or physician designee, and the
interdisciplinary group must establish the plan of care before hospice care begins.

B. The attending physician, the medical director or physician designee, and the
interdisciplinary group must review and update the plan at intervals specified in the plan.
Reviews must be documented.

C. The plan of care must:
1. Include an assessment of the individual’s needs and identification of the services,
including:
a. Management of discomfort; and
b.  Symptom relief.
2.  State in detail the scope and frequency of services needed to meet the patient’s and
family’s needs.

D. In establishing the initial plan of care;, the member of the interdisciplinary group who
assesses the patient’'s needs.must meet or confer by telephone with at least one (1) other
IDG member before writing the initial plan of care.

1.  Atleast one (1) of the persons developing the initial plan of care must be a nurse or
physician.

2.  The plan must be established on the same day as the assessment if the day of the
assessment is to be a covered day of hospice care.

3.  The other two (2) members of the IDG must review the initial plan of care and
provide their contributions to it within two (2) calendar days following the day of
assessment.

E. Waiver Services
1.  Waiver Eligibility

Some Medicaid beneficiaries are eligible under special programs known as waivers.
The claims system will indicate waiver eligibility status with “NO” (not a waiver client)
or the letter “W” followed by a number currently (one (1) or two (2)).

Waiver clients may receive only services listed in the plan of care designed for them
under the guidelines of the waiver program in which they participate.

2. ElderChoices-ARChoices in Homecare Waiver Clients

a. If the hospice provider intends to initiate care to a W2 waiver client, contact
must be made with the DHHS County Office in the client’s county of residence
for the name and location of the DHHS RN responsible for the client’s
ElderCheices-ARChoices plan of care. Through contact with the DHHS RN, the
hospice services may be included in the plan of care before rendering the
service.

b.  The ElderCheices-ARChoices plan of care supersedes any other plan of care
previously developed by another Medicaid provider for the beneficiary. The
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ElderCheices-ARChoices plan of care must be obtained from the client’s family.

C. The ElderCheices-ARChoices plan of care must include all appropriate
ElderChoices-ARChoices services and certain non-waiver services appropriate
to the applicant, such as Hospice.

d.  The hospice provider must report services to an ElderChoices-ARChoices
client to the DHHS RN. The services must be included on the ElderChoices
ARChoices plan of care prior to beginning services. All changes in services or
changes in the ElderCheices-ARChoices client’s circumstances must be
reported promptly to the DHHS RN. Services provided that are not included on
the ElderChoices-ARChoices plan of care may be subject to recoupments by
the Arkansas Medicaid Program.

250.100 Introduction to Billing 12-1-074-1-
20

A.  Hospice providers use Uniform Billing form (red-lined sensor paper) CMS-1450 (UB-04) for
paper claims.

1. Each claim may contain charges for only one.(1) beneficiary.

2. A Hospice claim must be for charges incurred within a single calendar month.

B.  Section lll of this manual contains information about PreviderElectronic-Selutions(PES)

and-other-available options for filing electronic claims.

C. Medicaid does not supply providers with Uniform Billing claim forms. Numerous vendors
sell UB-04 claim forms. View a sample CMS-1450 (UB-04) claim form.

D. Complete Arkansas Medicaid Hospice Program claims.in accordance with the National
Uniform Billing Committee Official UB-04 Data Specifications Manual (UB-04 Manual) and
Arkansas Medicaid’s billing instructions and rules.

E. The National Uniform Billing Committee (NUBC) is a voluntary committee whose work is
coordinated by the American ' Hospital Association (AHA).

1.  The NUBC.is the official source of information regarding the UB-04 claim form. View
or print NUBC contact information.

2. The committee develops, maintains, and distributes to its subscribers the UB-04
Manual and periodic updates.

3. The NUBC is also a vendor of UB-04 claim forms.
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A RKANSAS Division of Medical Services
DEPARTMENT OF Office of Rules Promulgation

OZ HUMAN |
) P.0.Box 1437, Slot S295 - Little Rock, AR 72203-1437
‘( SERVICES 501-320-6428 - Fax: 501-404-4619

TDD/TTY: 501-682-6789

TO: Arkansas Medicaid Health Care Providers — Hospital/Critical Access
Hospital (CAH)/End Stage Renal Disease (ESRD)

EFFECTIVE DATE:  April 1, 2020

SUBJECT: Provider Manual Update Transmittal HOSPITAL-4-19

REMOVE INSERT

Section Effective Date Section Effective Date
218.100 11-1-10 218.100 4-1-20
218.200 4-16-12 218.200 4-1-20
271.000 7-1-07 271.000 4-1-20
272.102 11-1-15 272.102 4-1-20

Explanation of Updates

Section 218.100 is updated to replace CHMS with EIDT and to make other minor grammatical
changes.

Section 218.200 is changed to replace all instances of speech therapy with speech-language
therapy. CHMS is replaced by EIDT. Other minor grammatical changes are also included.

Sections 271.000 and 272.102 are revised to remove references to Provider Electronic Solutions
(PES) and make other minor grammatical changes.

This update transmittal memorandum indicates which sections of your provider manual have been
revised. Electronic versions of provider manuals available from the Arkansas Medicaid website have
changes incorporated. See Section | for instructions on updating a paper copy of the manual.

If you have questions regarding this transmittal, please contact the Provider Assistance Center at
1-800-457-4454 (Toll-Free) within Arkansas or locally and out-of-state at (501) 376-2211.

If you need this material in an alternative format, such as large print, please contact the Office of
Rules Promulgation at (501) 320-6266.

Arkansas Medicaid provider manuals (including update transmittals), official notices, notices of rule
making, and remittance advice (RA) messages are available for downloading from the Arkansas
Medicaid website: https://medicaid.mmis.arkansas.gov/Provider/Docs/Docs.aspx.

Thank you for your participation in the Arkansas Medicaid Program.

Janet Mann
Director

humanservices.arkansas.gov
Protecting the vulnerable, fostering independence and promoting better health
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SECTION II - HOSPITAL / CRITICAL ACCESS HOSPITAL (CAH) / END-

STAGE RENAL DISEASE (ESRD)

218.100 Guidelines for Retrospective Review of Occupational and Physical 11-1-1034-
Therapy for Beneficiaries Under the Age of 21 1-20

A.  Medical Necessity

Occupational and physical therapy services must be medically necessary-toithe treatment
of the individual’s illness or injury. A diagnosis alone is net-insufficient documentation to
support the medical necessity of therapy. To be considered médically necessary, the
following conditions must be met:

1.  The services must be considered under accepted standards of practice to be a
specific and effective treatment for the patient’'s condition.

2.  The services must be of such a level of complexity or the patient's condition must be
such that the services required can be safely and effectively performed only by or
under the supervision of a qualified physical or occupational therapist.

3.  There must be reasonable expectation that therapy will‘result'in a meaningful
improvement or a reasonable expectation that therapy will prevent a worsening of the
condition. (See the medical.necessity definition'in the Glossary of this manual.)

B. Evaluations and Report Components

To establish medical necessity, aicomprehensive assessment in the suspected area of
deficit must be performed. A comprehensiveiassessment must include:

Date of evaluations;
Child’s name and date of birth-;

Diagnosis specific to therapy-;

P oo Dd =

Background information including pertinent medical history; and, if the child is twelve
(12) months ofd@ge oryounger, gestational age. The child should be tested in the
child’s dominant language; if not, an explanation must be provided in the evaluation.

NOTE:, To calculate a child’s gestational age, subtract the number of weeks
born‘before forty (40) weeks of gestation from the chronological age.
Therefore, a 7-month-old, former 28-week gestational age infant has a
corrected age of four (4) months according to the following equation:

7 months - [(40 weeks) - 28 weeks) / 4 weeks]
7 months - [(12) / 4 weeks]
7 months - [3]

4 months

5.  Standardized test results, including all subtest scores, if applicable. Test results must
be reported as standard scores, Z scores, T scores, or percentiles. Age-equivalent
scores and percentage of delay cannot be used to qualify for services:;

6. If applicable, test results should be adjusted for prematurity (less than thirty-seven
(37) weeks gestation) if the child is twelve (12) months of age or younger, and this
should be noted in the evaluation:;
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7.

10.

Objective information describing the child’s gross/fine motor abilities/deficits, e.g.,
range of motion measurements, manual muscle testing, muscle tone, or a narrative
description of the child’s functional mobility skills (strengths and weaknesses)-;

An interpretation of the results of the evaluation, including recommendations for
therapy/minutes per week:;

A description of functional strengths and limitations, a suggested treatment plan, and
potential goals to address each identified problem-; and

Signature and credentials of the therapist performing the evaluation.

C. Interpretation and Eligibility: Ages Birth to 21

1.

10.

11.

12.

13.

Tests used must be norm-referenced, standardized, and spegcific to the therapy
provided.

Tests must be age appropriate for the child being tested.

All subtests, components, and scores must be reportedifor all'tests used for eligibility
purposes.

Eligibility for therapy will be based upon a scére of -1.50 standard deviations (SD)
below the mean or greater in at least one (1) subtest area or composite score on a
norm-referenced, standardized test. When a -1.5.SD or greater is not indicated by
the test, a criterion-referenced test along with informed clinical/opinion must be
included to support the medical neCessity of services.

If the child cannot be tested with alnorm-referenced, standardized test, criterion-
based testing or a functional description of the child’s gross/fine motor deficits may
be used. Documentation of the reason,a standardized test could not be used must be
included in the evaluation.

The Mental Measurement Yearbook (MMY) is the standard reference to determine
reliability/validity: Refer to “Accepted Tests” sections for a list of standardized tests
accepted by Arkansas Medicaid for retraspective reviews.

Range of Motion: A limitation of greater than ten (10) degrees and/or documentation
of howsa,deficit limitsfunction.

Muscle Tone: Modified Ashworth Scale.

Manual Muscle A est: Aideficit is a muscle strength grade of fair (3/5) or below that
impedes functional skills. With increased muscle tone, as in cerebral palsy, testing is
unreliable.

TransfenSkills: Documented as the amount of assistance required to perform
transfer,i.e., maximum, moderate, or minimal assistance. A deficit is defined as the
inability to perform a transfer safely and independently.

Children (birth to age twenty-one (21)) receiving services outside of the public
schools must be evaluated annually.

Children (birth to age two (2)) in the Child-Health-Management-Services{CHMS)

Early Intervention Day Treatment (EIDT) program must be evaluated every six (6)
months.

Children (age three_(3) to twenty-one (21)) receiving services within public schools,
as a part of an Individual Program Plan (IPP) or an Individual Education Plan (IEP),
must have a full evaluation every three (3) years; however, an annual update of
progress is required.

D. Frequency, Intensity, and Duration of Physical and/or Occupational Therapy Services

The frequency, intensity, and duration of therapy services should always be medically
necessary and realistic for the age of the child and the severity of the deficit or disorder.
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Therapy is indicated if improvement will occur as a direct result of these services and if
there is a potential for improvement in the form of functional gain.

1. Monitoring: May be used to ensure that the child is maintaining a desired skill level or
to assess the effectiveness and fit of equipment such as orthotics and other durable
medical equipment. Monitoring frequency should be based on a time interval that is
reasonable for the complexity of the problem being addressed.

2. Maintenance Therapy: Services that are performed primarily to maintain range of
motion or to provide positioning services for the patient do not qualify for physical or
occupational therapy services. These services can be provided to the child as part of
a home program implemented by the child’s caregivers and do not necessarily
require the skilled services of a physical or occupational therapistito,be performed
safely and effectively.

3.  Duration of Services: Therapy services should be provided aslong-asif reasonable
progress is made toward established goals. If reasonable functionalfrogress cannot
be expected with continued therapy, then services should be ‘disecontinued and
monitoring, or establishment of a home program should be implemented.

E. Progress Notes

1. Child’'s name:;

2. Date of service-;

3. Time in and time out of each therapy session-;

4.  Objectives addressed (should coincide with the plan of care):;

5. A description of specific therapy services,provided daily, and the activities rendered
during each therapy session, along with a form measurement:;
Progress notes must be legible-;
Therapists must sign each/date of entry with a full signature and credentials:; and
Graduate students must have the supervising physical therapist or occupational
therapist co-sign progress notes.

218.200 SpeechsRangtage,l herapy&uidelines for Retrospective Review for e4004-

Beneficiafies UptetAge 21 1-20

A.  Medical Necessity

Speech-language therapy services must be medically necessary to the treatment of the
individual’s illness or injury. A diagnosis alone is nretinsufficient documentation to support
thexmedical necessity of therapy. To be considered medically necessary, the following
conditions must be met:

1. »The services must be considered under accepted standards of practice to be a
specific and effective treatment for the patient’s condition.

2. The services must be of such a level of complexity or the patient’s condition must be
such that the services required can be safely and effectively performed only by or
under the supervision of a qualified speech and language pathologist.

3. There must be a reasonable expectation that therapy will result in meaningful
improvement or a reasonable expectation that therapy will prevent a worsening of the
condition. (See the medical necessity definition in the Glossary of this manual.)

B. Types of Communication Disorders

1. Language Disorders — Impaired comprehension and/or use of spoken, written,
andfor other symbol systems. This disorder may involve the following components:
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forms of language (phonology, morphology, syntax), content and meaning of
language (semantics, prosody), function of language (pragmatics) andfor the
perception/processing of language. Language disorders may involve one_(1), all, or a
combination of the above components.

2.  Speech Production Disorders — Impairment of the articulation of speech sounds,
voice, and/or fluency. Speech Production disorders may involve one (1), all, or a
combination of these components of the speech production system.

An articulation disorder may manifest as an individual sound deficiency, i.e.,
traditional articulation disorder, incomplete, or deviant use of the phonological
system, i.e., phonological disorder, or poor coordination of the oral-motor mechanism
for purposes of speech production, i.e., verbal andfor oral apraxiapdysarthria.

3.  Oral Motor/Swallowing/Feeding Disorders — Impairment ofhe muscles, structures,
and/or functions of the mouth (physiological or sensory-based) involved with the
entire act of deglutition from placement and manipulation of food in the mouth
through the oral and pharyngeal phases of the swallow:, These disorders may or may
not result in deficits to speech production.

C. Evaluation and Report Components

1.  STANDARDIZED SCORING KEY:
Mild: Scores between 84-78; -1.0 standard deviation
Moderate: Scores between 77-71; -1.5 standard deviations
Severe: Scores between 70-64; -2.0 standardd{deviations
Profound: Scores of sixty-three (63) orlower; -2.0+ standard deviations

2. LANGUAGE: To establish,medical necessity, results from a comprehensive
assessment in thesSuspected area of deficit must be reported. (Refer to Section
218.200, part D¢‘paragraphs 9-12 forrrequired frequency of re-evaluations.) A
comprehensive assessment for Language disorder must include:

a. Date of evaluation:;

b Child’'s name and date of birth-;
C. Diagnosisispecific to therapy-;
d

Background information including pertinent medical history; and, if the child is
twelve (12) months of age or younger, gestational age. The child should be
tested in the child’'s dominant language; if not, an explanation must be provided
in the evaluation.

NOTE: To calculate a child’s gestational age, subtract the number of
weeks born before forty (40) weeks of gestation from the
chronological age. Therefore, a 7-month-old, former 28-week
gestational age infant has a corrected age of four (4) months
according to the following equation:

7 months - [(40 weeks) - 28 weeks) / 4 weeks]
7 months - [(12) / 4 weeks]
7 months - [3]

4 months

e. Results from an assessment specific to the suspected type of language
disorder, including all relevant scores, quotients, ard/or indexes, if applicable.
A comprehensive measure of language must be included for initial evaluations.
Use of one-word vocabulary tests alone will not be accepted. (To view a
current list of Accepted Tests for Speech-Language Therapy, refer to Section
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214.410 of the Occupational, Physical, and Speech-Language Therapy
Services Manual.);

f. If applicable, test results should be adjusted for prematurity (less than thirty-
seven (37) weeks gestation) if the child is twelve (12) months of age or
younger, and this should be noted in the evaluation-;

g.  Oral-peripheral speech mechanism examination, which includes a description
of the structure and function of the orofacial structures:;

h. Formal or informal assessment of hearing, articulation, voice, and fluency
skills:;

i An interpretation of the results of the evaluation, including recommendations for
frequency and intensity of treatment:;

j- A description of functional strengths and limitations, afsuggested treatment
plan, and potential goals to address each identified{problem-; and

k.  Signature and credentials of the therapist performing the,evaltation.

3. SPEECH PRODUCTION (Articulation, Phonological, Apraxia): To establish medical
necessity, results from a comprehensive assessment in the suspected area of deficit
must be reported. (Refer to Section 218.2004 part D, paragraphs 9-12 for required
frequency of re-evaluations.) A comprehensive assessment for Speech Production
(Articulation, Phonological, Apraxia) disorder must include:

Date of evaluation-;
Child’s name and date of birth:;
Diagnosis specific to therapy::

Background informationiincluding.pertinent medical history; and, if the child is
twelve (12) months of age or lyounger, géstational age. The child should be
tested in the child’s deminant language; if not, an explanation must be provided
in the evaluation.

a0 oo

NOTE: Toicalculate a,child’s gestational age, subtract the number of
weeks born before forty (40) weeks of gestation from the
chronological age. Therefore, a 7-month-old, former 28-week
gestational age infant has a corrected age of four (4) months
accordingtoythe following equation:

7 months »[(40 weeks) - 28 weeks) / 4 weeks]
7 months -[(12) / 4 weeks]
7 months - [3]

4 months

e. Results from an assessment specific to the suspected type of speech
production disorder, including all relevant scores, quotients, and/or indexes, if
applicable. All errors specific to the type of speech production disorder must be
reported (e.g., positions, processes, motor patterns). (To view a current list of
Accepted Tests for Speech-Language Therapy, refer to Section 214.410 of the
Occupational, Physical, and Speech-Language Therapy Services Manual.);

f. If applicable, test results should be adjusted for prematurity (less than thirty-
seven (37) weeks gestation) if the child is twelve (12) months of age or
younger, and this should be noted in the evaluation-;

g.  Oral-peripheral speech mechanism examination, which includes a description
of the structure and function of orofacial structures:;

h. Formal screening of language skills. Examples include, but are not limited to,
the Fluharty-2, KLST-2, CELF-4 Screen, or TTFC:;



Hospital/Critical Access Hospital (CAH)/End Stage Renal Disease (ESRD) Section I

Formal or informal assessment of hearing, voice, and fluency skills:;

An interpretation of the results of the evaluation, including recommendations for
frequency and intensity of treatment:;

A description of functional strengths and limitations, a suggested treatment
plan, and potential goals to address each identified problem-; and

Signature and credentials of the therapist performing the evaluation.

4. SPEECH PRODUCTION (Voice): To establish medical necessity, results from a
comprehensive assessment in the suspected area of deficit must be reported. (Refer
to Section 218.200, part D, paragraphs 9-12 for required frequency of re-
evaluations.) A comprehensive assessment for Speech Production (Voice) disorder
must include:

a.

© a0 o

A medical evaluation to determine the presence or absence of a physical
etiology is a prerequisite for evaluation of voice disorder-;

Date of evaluation-;

Child’s name and date of birth;

Diagnosis specific to therapy-;

Background information including pertinent medical histary; and,"if the child is
twelve (12) months of age or younger, gestational age. The child should be

tested in the child’s dominant language; if not, an explanation must be provided
in the evaluation.

NOTE: To calculate a child’s gestational age, subtract the number of
weeks borndefore forty (40) weeks of gestation from the
chronological age. Therefore, a 7-month-old, former 28-week
gestational age infant'has a corrected age of four (4) months
according toe thefollowing equation:

7 months - [(40 weeks) =28 weeks) / 4 weeks]
7 months -[(12)./ 4 weeks]
7 months,- [3]

4 moenths

Results from an‘assessment relevant to the suspected type of speech
production disorder, including all relevant scores, quotients, and/or indexes, if
applicable. (To view a current list of Accepted Tests for Speech-Language
Therapy, refer to Section 214.410 of the Occupational, Physical, and Speech-
Language Therapy Services Manual.);

If applicable, test results should be adjusted for prematurity (less than thirty-
seven (37) weeks gestation) if the child is twelve (12) months of age or
younger, and this should be noted in the evaluation-;

Oral-peripheral speech mechanism examination, which includes a description
of the structure and function of orofacial structures:;

Formal screening of language skills. Examples include, but are not limited to,
the Fluharty-2, KLST-2, CELF-4 Screen, or TTFC-;

Formal or informal assessment of hearing, articulation, and fluency skills:;

An interpretation of the results of the evaluation, including recommendations for
frequency and intensity of treatment:;

A description of functional strengths and limitations, a suggested treatment
plan, and potential goals to address each identified problem-; and

Signature and credentials of the therapist performing the evaluation.
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5.

SPEECH PRODUCTION (Fluency): To establish medical necessity, results from a
comprehensive assessment in the suspected area of deficit must be reported. (Refer
to Section 218.200, part D, paragraphs 9-12 for required frequency of re-
evaluations.) A comprehensive assessment for Speech Production (Fluency)
disorder must include:

a. Date of evaluation-;

b Child’s name and date of birth:;

C. Diagnosis specific to therapy-;

d Background information including pertinent medical history; and, if the child is
twelve (12) months of age or younger, gestational age. The child should be

tested in the child’s dominant language; if not, an explanation' must be provided
in the evaluation.

NOTE: To calculate a child’s gestational age, subtract themumber of
weeks born before forty (40) weeks of gestation_ from the
chronological age. Therefore, a 7-month-old, former 28-week
gestational age infant has a corrected age, of four(4) months
according to the following eguation:

7 months - [(40 weeks) - 28 weeks) / 4 weeks]
7 months - [(12) / 4 weeks]
7 months - [3]

4 months

e. Results from an assessment specificito,the suspected type of speech
production diserderpincluding all relevant'scores, quotients, and/or indexes, if
applicable. (To view'a current list of Accepted Tests for Speech-Language
Therapy,sefer to Section 214.4100f the Occupational, Physical, and Speech-
Language TherapyServices Manual.);

f. If applicable; test results should be adjusted for prematurity (less than thirty-
seven (37) weeks,gestation) if the child is twelve (12) months of age or
younger, and this'should be noted in the evaluation-;

g. Oral-peripheral,speech’'mechanism examination, which includes a description
of the, strdcture andifunction of orofacial structures:;

h. Formal screening of language skills. Examples include, but are not limited to,
the Fluharty-2, KLST-2, CELF-4 Screen, or TTFC-;

i Farmal orinformal assessment of hearing, articulation, and voice skills-;

. An interpretation of the results of the evaluation, including recommendations for
frequency and intensity of treatment:;

k. “Adescription of functional strengths and limitations, a suggested treatment
plan, and potential goals to address each identified problem; and.

l. Signature and credentials of the therapist performing the evaluation.

ORAL MOTOR/SWALLOWING/FEEDING: To establish medical necessity, results
from a comprehensive assessment in the suspected area of deficit must be reported.
(Refer to Section 218.200, part D, paragraphs 9-12 for required frequency of re-
evaluations.) A comprehensive assessment for Oral Motor/Swallowing/Feeding
disorder must include:

a. Date of evaluation-;

b Child’s name and date of birth:;

C. Diagnosis specific to therapy-;

d Background information including pertinent medical history; and, if the child is
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j-

k.

twelve (12) months of age or younger, gestational age. The child should be
tested in the child’'s dominant language; if not, an explanation must be provided
in the evaluation.

NOTE: To calculate a child’s gestational age, subtract the number of
weeks born before forty (40) weeks of gestation from the
chronological age. Therefore, a 7-month-old, former 28-week
gestational age infant has a corrected age of four (4) months
according to the following equation:

7 months - [(40 weeks) - 28 weeks) / 4 weeks]
7 months -[(12) / 4 weeks]
7 months - [3]

4 months

Results from an assessment specific to the suspected type of oral
motor/swallowing/feeding disorder, including all relevant scores, quotients,
andfor indexes, if applicable. (To view a,current list of Aecepted Tests for
Speech-Language Therapy, refer to Section 214.410 of'the Occupational,
Physical, and Speech-Language Therapy Services Manual.);

If swallowing problems and/or signs of aspirationh are noted, then include a
statement indicating that a referral for a videoflueroscopic swallow study has
been made-;

If applicable, test results should be adjusted for prematurity (less than thirty-
seven (37) weeks gestation) if the child is twelve (12) months of age or
younger, and this should be noted'in the'evaluation-;

Formal or informal assessment of hearing, language, articulation, voice, and
fluency skills=;

An interpretation of the results of the evaluation, including recommendations for
frequency and,inténsity of treatment:;

Avdescription of functional strengths and limitations, a suggested treatment
plan, and potential goals to address each identified problem:; and

Signature andycredentials of the therapist performing the evaluation.

D. Interpretation and, Eligibility: Ages Birth to 21

1.

LANGUAGE: Two (2) language composite or quotient scores (i.e., normed or
standalone) in the area of suspected deficit must be reported, with at least one (1)
being a norm-referenced, standardized test with good reliability and validity. (Use of
two'(2) one-word vocabulary tests alone will not be accepted.)

a.

For children age birth to three (3): criterion-referenced tests will be accepted as
a second measure for determining eligibility for language therapy.

For children age three (3) to_twenty-one (21), criterion-referenced tests will not
be accepted as a second measure when determining eligibility for language
therapy. (When use of standardized instruments is not appropriate, see Section
218.200, part D, paragraph 8.)

Age birth to three_(3): Eligibility for language therapy will be based upon a
composite or quotient score that is -1.5 standard deviations (SD) below the
mean or greater from a norm-referenced, standardized test, with corroborating
data from a criterion-referenced measure. When these two_(2) measures do not
agree, results from a third measure that corroborate the identified deficits are
required to support the medical necessity of services.

Age three (3) to twenty-one (21): Eligibility for language therapy will be based
upon_two (2) composite or quotient scores that are -1.5 standard deviations
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(SD) below the mean or greater. When -1.5 SD or greater is not indicated by
both efthese-scores, a third standardized score indicating a -1.5 SD or greater
is required to support the medical necessity of services.

2. ARTICULATION ANB/OR PHONOLOGY: Two _(2) tests and/or procedures must be
administered, with at least one (1) being from a norm-referenced, standardized test
with good reliability and validity.

Eligibility for articulation andfor phonological therapy will be based upon standard
scores (SS) of -1.5 SD or greater below the mean from two (2) tests. When -1.5 SD
or greater is not indicated by both ef-these-tests, corroborating data from accepted
procedures can be used to support the medical necessity of services (To view a
current list of Accepted Tests for Speech-Language Therapy, referto Section
214.410 of the Occupational, Physical, and Speech-Languagé Therapy Services
Manual.)

3.  APRAXIA: Two (2) tests andfor procedures must be administered, with at least one
(1) being a norm-referenced, standardized test with good reliability' and validity.

Eligibility for apraxia therapy will be based upon standard scores(SS) of -1.5 SD or
greater below the mean from two (2) tests. When -1.5 SD or greater.is,not indicated
by both efthese-tests, corroborating data from a, criterion-referenced test ardfor
accepted procedures can be used to support the medical necessity of services. (To
view a current list of Accepted Tests for Speech-Language Therapy, refer to Section
214.410 of the Occupational, Physi€al, and Speech-Lahguagé Therapy Services
Manual.)

(Review Section 218.210 — Accepted Tests for Speech-Language Therapy.)

4.  VOICE: Due to the high incidence of medical factors that contribute to voice
deviations, a medical evaluation is @ requirementifor eligibility for voice therapy.

Eligibility for voicesdherapy will be based upon a medical referral for therapy and a
functional profile of voice parametersthat indicates a moderate or severe
deficit/disorder.

5. FLUENCY: At least one (1) norm-referenced, standardized test with good reliability
and validity, and at least one (1) supplemental tool to address affective-effective
components:

Eligibility for fluency therapy will be based upon an SS of -1.5 SD below the mean or
greater on thestandardized test.

6. “ORAL MOTOR/SWALLOWING/FEEDING: An in-depth, functional profile of oral
motor structures and function.

Eligibilityfor oral-motor/swallowing/feeding therapy will be based upon an in-depth
functional profile of oral motor structures and function using a thorough protocol (e.g.,
checklist, profile) that indicates a moderate or severe deficit or disorder. When
moderate or severe aspiration has been confirmed by a videofluoroscopic swallow
study, the patient can be treated for feeding difficulties via the recommendations set
forth in the swallow study report.

7.  All subtests, components, and scores must be reported for all tests used for eligibility
purposes.

8.  When administration of standardized, norm-referenced instruments is inappropriate,
the provider must submit an in-depth functional profile of the child’s communication
abilities. An in-depth functional profile is a detailed narrative or description of a child’s
communication behaviors that specifically explains and justifies the following:

a. The reason standardized testing is inappropriate for this child,
b.  The communication impairment, including specific skills and deficits, and
c.  The medical necessity of therapy.
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d.  Supplemental instruments from Accepted Tests for Speech-Language Therapy
may be useful in developing an in-depth functional profile.

9.  Children (birth to age twenty-one (21)) receiving services outside of the schools must
be evaluated annually.

10. Children (birth to twenty-four (24) months) in the Child-Health-Management-Services
{EHMS)-Early Intervention Day Treatment (EIDT) Program must be evaluated every

six (6) months.

11. Children (age three (3) to twenty-one (21)) receiving services within schools as part
of an Individual Program Plan (IPP) or an Individual Education Plan (IEP) must have
a full evaluation every three (3) years; however, an annual update of progress is
required.

12. Children (age three (3) to twenty-one (21)) receiving privately contracted services,
apart from or in addition to those within the schools, must have a full gvaluation
annually.

13. 1Q scores are required for all children who are school age,and receiving language
therapy. Exception: 1Q scores are not required for children under teny(10) years of
age.

E. Progress Notes

1.  Child’s name:;

2. Date of service-;

3. Time in and time out of each therapy session-;

4.  Objectives addressed (should coincide with,the plan of care):;

5. A description of specific therapy ‘services provided daily, and the activities rendered
during each therapy session, along'with a form of measurement:;
Progress notés must be legible-;
Therapists must sign,each date ofithe entry with a full signature and credentials:; and
Gradyateistudents mustihave the supervising speech-language pathologist co-sign
progress, notes:

271.000 Iatroduction @ Billing 7-1-074-1-

5]

Hospital providers who submit paper claims must use the CMS-1450 claim form, which also is
known as the UB-04 claim form.

A Medicaid claim may contain only one (1) billing provider’s charges for services furnished to
only oney(1) Medicaid beneficiary.

Section llI'ofevery Arkansas Medicaid provider manual contains information about Provider

Electronic-Solutions{PES)-and-other-available electronic claim options.

272.102 Drug Procedure Codes and National Drug Codes (NDC) 11-1-154-1-

IS

Effective for claims with dates of service on or after January 1, 2008, Arkansas Medicaid
implemented billing protocol per the Federal Deficit Reduction Act of 2005 for drugs. This
explains policy and billing protocol for providers that submit claims for drug HCPCS/CPT codes
with dates of service on or after January 1, 2008.

The Federal Deficit Reduction Act of 2005 mandates that Arkansas Medicaid require the
submission of National Drug Codes (NDCs) on claims submitted with Healthcare Common
Procedure Coding System, Level Il/Current Procedural Terminology, 4" edition (HCPCS/CPT)
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codes for drugs administered. The purpose of this requirement is to assure that the State
Medicaid Agencies obtain a rebate from those manufacturers who have signed a rebate
agreement with the Centers for Medicare and Medicaid Services (CMS).

A. Covered Labelers

Arkansas Medicaid, by statute, will only pay for a drug procedure billed with an NDC when
the pharmaceutical labeler of that drug is a covered labeler with Centers for Medicare and
Medicaid Services (CMS). A “covered labeler” is a pharmaceutical manufacturer that has
entered into a federal rebate agreement with CMS to provide each Sstate a rebate for
products reimbursed by Medicaid Programs. A covered labeler is identified by the first five
(5) digits of the NDC. To assure a product is payable for administration to a Medicaid
beneficiary, compare the labeler code (the first five (5) digits of the NDC) to,the list of
covered labelers which is maintained on the DHS contracted Pharmacy vendor website

A complete listing of “Covered Labelers” is located on the website.\The effective date is
when a manufacturer entered into a rebate agreement with CMS. The Labeler termination
date indicates that the manufacturer no longer participates in the federal rebate program
and therefore the products cannot be reimbursed by.Arkansas Medicaid on or, after the
termination date. tr-erderfFor a claim with drug HCPES/CPT codes to be eligible for
payment, the detail date of service must be prior to the NDC termination date. The NDC
termination date represents the shelf-life expiration date of the last batch produced, as
supplied on the Centers for Medicare and Medicaid Services (CMS) quarterly update. The
date is supplied to CMS by the drug manufacturer/distfibutor.

Arkansas Medicaid will deny claimydetails with drug HCPCS/CPT codes with a detail date
of service equal to or greater than'the NDC termination date.

When completing a Medicaid claim for administering a drug, indicate the HIPAA standard
11-digit NDC with no dashes or spaces. The, 11-digit NDC is comprised of three (3)
segments or codes:¢a 5-digit labeler code, a4=digit product code, and a 2-digit package
code. The 10-digit NDCiassighed by the FDA printed on the drug package must be
changed to the 11-digit format by inserting'a leading zero (0) in one (1) of the three (3)
segments. Below are examples of the FDA-assigned NDC on a package changed to the
appropriate 11-digitHIPAA standard format. Diagram 1 displays the labeler code as five
(5) digits with'leading zeres; the product code as four (4) digits with leading zeros; the
package code as two(2) digitsswithout leading zeros, using the “5-4-2” format.

Diagram 1
00123 0456 78
LABELER | PRODUCT CODE | PACKAGE CODE
CODR (4 digits) (2 digits)
(5 digits)

NDCs submitted in any configuration other than the 11-digit format will be rejected/denied.
NDCs billed to Medicaid for payment must use the 11-digit format without dashes or
spaces between the numbers.

See Diagram 2 for sample NDCs as they might appear on drug packaging and the
corresponding format which should be used for billing Arkansas Medicaid:

Diagram 2
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Required 11-digit NDC

10-digit FDA NDC on PACKAGE (5-4-2) Billing Format
12345 6789 1 12345678901
1111-2222-33 01111222233
01111 456 71 01111045671

B. Drug Procedure Code (HCPCS/CPT) to NDC Relationship and Billing Principles

HCPCS/CPT codes and any modifiers will continue to be billed per thespelicy for each
procedure code. However, the NDC and NDC quantity of the administered drug is now
also required for correct billing of drug HCPCS/CPT codes. To maintain the integrity of the
drug rebate program, it is important that the specific NDC from‘the package used at the
time of the procedure be recorded for billing. HCPCS/CPT«codes submitted using invalid
NDCs or NDCs that were unavailable on the date of service will be rejected/denied. ltis
not recommended that billing of NDCs be based on a reference list, asNBCs vary from
one (1) labeler to another, from one (1) package size to another,and from one (1) time
period to another.

Exception: There is no requirement for an NDC when billing for vaccines.
C. Claims Filing

The HCPCS/CPT codes billing units and the NDC quantity do not always have a one-to-
one relationship.

Example 1: The HCPCS/CPiTheode may' specify upta 75 mg of the drug, whereas the
NDC quantity is typicallysbilled in units, milliliters or grams. If the patient is provided 2 oral
tablets, one at 25 mgand one at/50 mg, the HCPCS/CPT code unit would be 1 (1 total of
75 mg) in the example, whereas'the NDC quantity would be 1 each (1 unit of the 25 mg
tablet and 1 unit of the 50,mgstablet).  See;Biagram 3.

Diagram 3
25mg  S0mg o/ 25 my tablet
O + O =75my o
o 90 mg tablet
o ;
HCPCS/CPT Code Unit =1 MOC quantity = 1 each
(1 unit of Drug A totaling 75 mg) (1 unit of a 25 myg tablet and 1 unit of a 50 mg tablet)

Example 2: If the drug in the example is an injection of 5 ml (or cc) of a product that was
50 mg per 10 ml of a 10 ml single-use vial, the HCPCS/CPT code unit would be 1 (1 unit of
25 mg) whereas the NDC quantity would be 5 (5 ml). In this example, 5 ml or 25 mg would
be documented as wasted.

Diagram 4
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HCPCS/CPT Code Unit =1
lone 25 mg unit of Drug B)

A
% e ‘i@ﬂ MO C Quantity = 5 for the 5 ml administered

. S—

5 ml {ar cc)
Every 10 ml =50 mpy administered

Waste =5 ml or 25 my

{forthe & ml or 25 mg not administered)

D. Electronic Claims Filing 8371 (Outpatient)

Procedure codes that do not require paper billing may be billed electronically. Any
procedure codes that have required modifiers in the past will continue to require modifiers.

Arkansas Medicaid will require providers using electronic filing through the provider portal
ProviderElectronic-Selutions{PES)-to use the required NDC format when billing
HCPCS/CPT codes for administered drugs.

E. Paper Claims Filing CMS-1450 (UB-04)

Arkansas Medicaid will require providers billing drug HCPCS/CPT codes, including
covered unlisted drug procedure codes, to use the required NDC format.

For institutional outpatient claims on the CMS-1450.(UB-04), use the locator field 43
(Description) to list the qualifienof “N4,” the 11-digitNDC, the unit of measure qualifier (F2
— International Unit; GR& Gram; ML — Milliliter; UN — Unit) and number of units of the
actual NDC administefed, spaced and arranged exactly as in Diagram 5. Each NDC when
billed under the same procedure code on the'same date of service is defined as a
“sequence.” When billingya single HCPCS/CPT code with multiple NDCs as detail
sequences, the first sequence should reflect the total charges in detail locator field 47 and
total HCPCS/CPII code units in, locator field 46. Each subsequent sequence number
should show'zeros innlecator fields 46 and 47. See Detail 1, sequence 2 in Diagram 5.
The quantity of the NDC will,be the total number of units billed for each specific NDC. See
Diagram 5, first detail, sequences 1 and 2. Detail 2 is a Procedure Code that does not
require @an NDC.\ Detail 3, sequence 1 gives an example where only one (1) NDC is
associated with the HCPCS/CPT code.

Diagram 5
Daail 1
Seteme ] S NI 12345678972 UN 1,00 11733 08701707 1 7500
fequeree? Jnp3 N4 01111222233 UN 1.00 71234 08/01/07 0 0:00 '
Dasl 10305 Hemogram 85025 08/01/07 1 5500 '
Sequares T (0636 N4 44444555506 UN 5.00 16789 08/01/07 1 2100 '
1 i

Al

Procedure Code/NDC Detail Attachment Form- DMS-664

For drug HCPCS/CPT codes requiring paper billing (i.e., for manual review), complete
every field of the DMS-664 “Procedure Code/NDC Detail Attachment Form.” Attach this
form and any other required documents to your claim when submitting it for processing.
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See Diagram 6 for an example of the completed form. View or print form DMS-664 and
instructions for completion.

Diagram 6
De;ail Seql}l’ence NDC F;Rf.ljgd(i:f?edre Drug Name/DoselRoute Wasted
1 1 1/2/3]4|5|6|7[|8|9]1]2] 71234 ABC drug/25 MG/Oral 0
1 2 01 [1|1[1]2]2]2]|2]|3]|3| 71234 XYZ drug/50 MG/Oral 0
3 1 4/4/4|4|4|5|5|5|5|0]|6| 26789 PRQ drug/5 ML/IV 5 ML

G. Adjustments

Paper adjustments for paid claims filed with NDC numbers will not be accépted. Any
original claim will have to be voided and a replacement claimwill need,to be filed.
Providers have the option of adjusting a paper or electronic claim electronically.

H. Remittance Advices

Only the first sequence in a detail will be displayed on the, remittance advice reflecting
either the total amount paid or the denial EOB(s) for the detail.

l. Record Retention

Each provider must retain all records forifive (5) years from the date of service or until all
audit questions, disputes or review.issues, appeal hearings, investigations, or
administrative/judicial litigation,to which,the records may relate are concluded, whichever
period is longer.

At times, a manufacturer may question the inveiced amount, which results in a drug rebate
dispute. If this occurs, you may be€ontacted requesting a copy of your office records to
include documentation pertaining to the billed HCPCS/CPT code. Requested records may
include NDGCuinvoices showing the purchase of drugs and documentation showing what
drug (name, strength, and amount) was administered and on what date, to the beneficiary
in question.

See Section272.510 foerfadditional'information regarding National Drug Code (NDC)
billing.


https://dxcportal-my.sharepoint.com/personal/stacie_deklerk_dxc_com/Documents/Desktop/Provider%20Manuals/Forms/DMS-664.doc
https://dxcportal-my.sharepoint.com/personal/stacie_deklerk_dxc_com/Documents/Desktop/Provider%20Manuals/Forms/DMS-664.doc

A RKANSAS Division of Medical Services
DEPARTMENT OF Office of Rules Promulgation
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‘( SERVICES 501-320-6428 - Fax: 501-404-4619

TDD/TTY: 501-682-6789

TO: Arkansas Medicaid Health Care Providers — Hyperalimentation

EFFECTIVE DATE:  April 1, 2020

SUBJECT: Provider Manual Update Transmittal HYPER-2-19

REMOVE INSERT

Section Effective Date Section Effective Date
241.000 8-1-05 241.000 4-1-20

242 .401 11-1-15 242.401 4-1-20

Explanation of Updates

Sections 241.000 and 242.401 are updated to remove the reference to Provider Electronic Solutions
(PES) from the manual and to make other minor technical changes.

This update transmittal memorandum indicates which sections of your provider manual have been
revised. Electronic versions of provider manuals available from the Arkansas Medicaid website have
changes incorporated. See Section | for instructions on updating a paper copy of the manual.

If you have questions regarding this transmittal, please contact the Provider Assistance Center at
1-800-457-4454 (Toll-Free) within Arkansas or locally and out-of-state at (501) 376-2211.

If you need this material in an alternative format, such as large print, please contact the Office of
Rules Promulgation at (501) 320-6266.

Arkansas Medicaid provider manuals (including update transmittals), official notices, notices of rule
making, and remittance advice (RA) messages are available for downloading from the Arkansas
Medicaid website: https://medicaid.mmis.arkansas.gov.

Thank you for your participation in the Arkansas Medicaid Program.

Janet Mann
Director

humanservices.arkansas.gov
Protecting the vulnerable, fostering independence and promoting better health


https://medicaid.mmis.arkansas.gov/
https://medicaid.mmis.arkansas.gov/

Hyperalimentation Section Il

TOC not required

241.000 Introduction to Billing 8-1-054-1-

5]

Hyperalimentation providers use the CMS-1500 form to bill the Arkansas Medicaid Program on
paper for services provided to Medicaid beneficiaries. Each claim may contain charges for only
one (1) beneficiary.

Section Il of this manual contains information about PreviderElectronic-Solutions{PES)}and

other-available options for electronic claim submission.

242.401 National Drug Codes (NDCs) +1-3-154-1-

sl

Effective for claims with dates of service on or after January 1, 2008, Arkansas Medicaid
implemented billing protocol per the Federal Deficit Reduction Act of 2005. “This explains policy
and billing protocol for providers that submit claims for drug HCPCS/CPT, codes with dates of
service on and after January 1, 2008.

The Federal Deficit Reduction Act of 2005 mandates that Arkansas Medicaid require the
submission of National Drug Codes (NDCs) on claims submitted with Healthcare Common
Procedure Coding System, Level Il/Current Procedural Terminology,4iedition (HCPCS/CPT)
codes for drugs administered. The purpose of this requirement is to assure that the State
Medicaid Agencies obtain a rebate from those manufacturers who have signed a rebate
agreement with the Centers for Medicare,and Medicaid Services (CMS).

A. Covered Labelers

Arkansas Medicaid, bysstatute, will only payfor a drug procedure billed with an NDC when
the pharmaceutical labeler of that drug is a covered labeler with Centers for Medicare and
Medicaid Services (CMS). A ‘“coveredilabeler” is a pharmaceutical manufacturer that has
entered into a federal rebate agreement with CMS to provide each Sstate a rebate for
products reimbursed by Medicaid Programs. A covered labeler is identified by the first five
(5) digits of the NDE€._To assure,a product is payable for administration to a Medicaid
beneficiary, comparethejlabeler.code (the first five (5) digits of the NDC) to the list of
covered labelers\which is‘maintained on the DHS contracted Pharmacy vendor website

A complete listing ‘of\* Covered Labelers” is located on the website. See Diagram 1 for an
example of thisyscreen. The effective date is when a manufacturer entered into a rebate
agreement with'CMS. The Labeler termination date indicates that the manufacturer no
longenparticipates in the federal rebate program and therefore the products cannot be
reimbursed by Arkansas Medicaid on or after the termination date.

Diagram 1


https://arkansas.magellanrx.com/provider/documents/
https://arkansas.magellanrx.com/provider/documents/
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| Hyperalimentation

ooooz - ELLILEY AMD COMPANY 14171991
oooos  E.R SQUIBE & SO0NS, INC 11141991
ooood  HOFFMAMNM-LA ROCHE 11141931
ooooz  LEDERLE LABORATORIES 14141931
00o0E  MERCHK & CO., INC. 1171991
oogy GLAXDSMITHKLIMNE 14171991
gooos - WYETH LABORATORIES 14171991
aooos  PFIZER, IMC, 14171991
o001t BECTOM DICKINSON MICROBIOLOGY SYSTEMS 10151991
00013 PRIZER, IMC, 1141891

7171598

tn-erderfFor a claim with drug HCPCS/CPT codes to be eligible for,payment, the detail

date of service must be prior to the NDC termination date.< The NDC termination date

represents the shelf-life expiration date of the last batch produced, as'supplied on the
Centers for Medicare and Medicaid Services (CMS) quarterly update. The,date is supplied
to CMS by the drug manufacturer/distributor.

Arkansas Medicaid will deny claim details with drug HCPCS/CPT codes with a detail date
of service equal to or greater than the NDC termination date.

When completing a Medicaid claim for administering adrug, indicate the HIPAA standard
11-digit NDC with no dashes or spaces.| The 11-digit NDC is comprised of three (3)
segments or codes: a 5-digit labéler code, a 4-digit product code, and a 2-digit package
code. The 10-digit NDC assigned by,the FDAwprinted on the drug package must be

changed to the 11-digit format,by inserting a leading zero_(0) in one (1) of the three (3)
segments. Below are examples of the EDA assigned NDC on a package changed to the
appropriate 11-digit HIPAA standard format.»Diagram 2 displays the labeler code as five
(5) digits with leading zeros; thejproduct code as four (4) digits with leading zeros; the
package code as two (2)\digits' without'leading zeros, using the “5-4-2” format.

Diagram 2
00123 0456 78
LABELER | PRODUCT | PACKAGE
CODE CODE CODE
(5 digits) | (4 digits) (2 digits)

NDCs submitted‘inrany configuration other than the 11-digit format will be rejected/denied.
NDCsbilled to Medicaid for payment must use the 11-digit format without dashes or
spaces between the numbers.

See Diagram 3 for sample NDCs as they might appear on drug packaging and the
corresponding format which should be used for billing Arkansas Medicaid:

Diagram 3

10-digit FDA NDC on
PACKAGE

Required 11-digit NDC
(5-4-2) Billing Format

12345 6789 1 12345678901
1111-2222-33 01111222233
01111 456 71 01111045671
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B. Drug Procedure Code (HCPCS/CPT) to NDC Relationship and Billing Principles

HCPCS/CPT codes and any modifiers will continue to be billed per the policy for each
procedure code. However, the NDC and NDC quantity of the administered drug is now
also required for correct billing of drug HCPCS/CPT codes. To maintain the integrity of the
drug rebate program, it is important that the specific NDC from the package used at the
time of the procedure be recorded for billing. HCPCS/CPT codes submitted using invalid
NDCs or NDCs that were unavailable on the date of service will be rejected/denied. We
encourage you to enlist the cooperation of all staff members involved in drug
administration to assure collection or notation of the NDC from the actual package used. It
is not recommended that billing of NDCs be based on a reference list, as NDCs vary from
one (1) labeler to another, from one (1) package size to another, and from one (1) time
period to another.

Exception: There is no requirement for an NDC when billing for vaccines,
radiopharmaceuticals, and allergen immunotherapy.

II. Claims Filing

The HCPCS/CPT codes billing units and the NDC quantity. do not always have a one-to-one
relationship.

Example 1: The HCPCS/CPT code may specify up to 75 mg of the drug whereas the NDC
quantity is typically billed in units, milliliters or grams. If the patient is.provided 2 oral tablets, one
at 25 mg and one at 50 mg, the HCPCS/CPT cade unit would be 1 (1*total of 75 mg) in the
example whereas the NDC quantity would be [ each (1 unit of the 25 mg tablet and 1 unit of the
50 mg tablet). See Diagram 4.

Diagram 4

25mg  SO0mg N/ 25 mqtablet
O+ O =TEmg

¥

= A0 mg tablet
\o/ .

HCRPCS/CPT Code Unit =1 MNOC guantity = 1 each
{1 unit of Drug A totaling 75 mo) (1 unit of a 25 mg tablet and 1 unit of a 50 mg tablet)

Example,2: If the drug in the example is an injection of 5 ml (or cc) of a product that was 50 mg
perd0,ml‘of'a,10 ml single-use vial, the HCPCS/CPT code unit would be 1 (1 unit of 25 mg)
whereasithe NDC quantity would be 5 (5 ml). In this example, 5 ml or 25 mg would be
documented as wasted. See Diagram 5.

Diagram 5
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HCPCS/CPT Code Unit = 1
(one 25 g unit of Drug B)

=)

-~
% M MOC Cluantity =45 for the 5 ml administered
B
S ml {or cc)

Every 10 ml =50 my administerad

L 4

Waste =5 ml or 25 my

ifar the 5 ml ar 25 mg not administered)

A.  Electronic Claims Filing — 837P (Professional) and 8371 (Outpatient)

Procedure codes that do not require paper billing may be billed, electronically. Any
procedure codes that have required modifiers in the past will continue to require modifiers.

Arkansas Medicaid requires providers using Provider-Electronic-Solgtions(PES)electronic
filing through the Provider Portal to use the required NDC format when billing HCPCS/CPT

codes for administered drugs.

B. Paper Claims Filing — CMS-1500

Arkansas Medicaid will require providers billing drugdHCPCS/CPT codes including covered
unlisted drug procedure codes touse the required NDC format.

See Diagram 6 for CMS-1500:

For professional claims, CMS-1500, list the qualifier of “N4,” the 11-digit NDC, the unit of
measure qualifier (F2 — International Unit; GR = Gram; ML — Milliliter; UN — Unit) and the
number of units of the ‘actual NDC administered in the shaded area above detail field 24A,
spaced and arranged exactly as in Diagram 6.

Each NDC when billed under the.same procedure code on the same date of service is
defined as a “sequence.”»\Whenbilling a single HCPCS/CPT code with multiple NDCs as
detaibhsequences, theffirst'sequence should reflect the total charges in detail field 24F and
total HCPCS/CPT ¢ode units in detail field 24G. Each subsequent sequence number
should\show zeros in detail fields 24F and 24G. See Detail 1, sequence 2 in Diagram 6.

The quantity of the NDC will be the total number of units billed for each specific NDC. See
Diagram 6, first'detail, sequences 1 and 2. Detail 2 is a Procedure Code that does not
requiresan'NDC. Detail 3, sequence 1 gives an example where only one (1) NDC is
associated with the HCPCS/CPT code.

Diagram 6

M.A AT 55 OF S VIcK B 2. | o PROCEEUNES, SEFGCES, N SPPLES E T F. = o1 L | i} 1=

Frem To :r‘ Erpiain Urnssunl Ciroumetanose HUGROGIS [ oar r_.*"" o FRERDERMNG o

Sequence 1 MM 0O YY MM DD o b T ) MOCIEER PONTER § CHABGES [reia = T PROVIDES 0. # =
Na 12395672912 UN 100 [__ ] 1=3a=e7e0 IE!

Sequsnce 2 08 [01 |07 [08 (01 |07 |11 | | Z1z34 | | 1 | 25i0] 1 | [w» &
/N4 01111222233 UN 100 . . R

o201 {07 og 101 jo7 [11 | | Z1234 ! | 1 | oloo| o | [w =

Dl 2 a 1o | . . |__|AZ3a78 Z
I 1 .1 ., 1 =reeeesssoomees

08|01 {07 jos {01 jo7 |11 | | esz1z | | 1 | s500] 1 | v &

! & ML 500 l : || 12swmETED |@

Sequence 1 408501 |07 08 |01 |07 |11 | | Z57E9 ! i 1 l 35100 1 | [l g
) | ) | 13
Detai 3 o N L | B I ) M—— 3
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Procedure Code/NDC Detail Attachment Form- DMS-664

For drug HCPCS/CPT codes requiring paper billing (i.e., for manual review), complete every field
of the DMS-664 “Procedure Code/NDC Detail Attachment Form.” Attach this form and any other
required documents to your claim when submitting it for processing. See Diagram 7 for an
example of the completed form. Section V of the provider manual includes this form.

Diagram 7

De;ail Seql.;fence NDC Pfﬁgd(i:f?:re Drug Name/Dose/Route Wasted
1 1 112|3|4|5]6|7|8]9|1]2] 71234 ABC drug/25 MG/Oral 0

1 2 0111 [1]2|2]2]2[3]|3]| 71234 XYZ drug/50 MG/Oral 0
3 1 4/4(4]4|4|5|5|5|5|0|6]| 76789 PRQ drug/5 ML/IV 5 ML

lll. Adjustments

Paper adjustments for paid claims filed with NDC numbers will not be accepted. Any original
claim will have to be voided and a replacement claim will need,to be filed. Providers have the
option of adjusting a paper or electronic claim electronically.

IV. Remittance Advices

Only the first sequence in a detail will be displayed on the‘remittance advice reflecting either the
total amount paid or the denial EOB(s)for.the detail.

V. Record Retention

Each provider must retain all‘frecords for five (5)years from the date of service or until all audit
questions, dispute or review issues, appeal hearingsjyinvestigations or administrative/judicial
litigation to which the records may relate areéiconcluded, whichever period is longer.

At times, a manufaeturer may question the invoiced amount, which results in a drug rebate
dispute. If this oceurs, you may be'contacted requesting a copy of your office records to include
documentation pertainingto the billed HCPCS/CPT code. Requested records may include NDC
invoices showing purchase.of drugs,and documentation showing what drug (name, strength and
amount) wasradministered and on what date, to the beneficiary in question.
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DEPARTMENT OF Office of Rules Promulgation

OZ HUMAN |
) P.0.Box 1437, Slot S295 - Little Rock, AR 72203-1437
‘( SERVICES 501-320-6428 - Fax: 501-404-4619

TDD/TTY: 501-682-6789

TO: Arkansas Medicaid Health Care Providers — Inpatient Psychiatric
Services for Under Age Twenty-one (21)

EFFECTIVE DATE:  April 1, 2020

SUBJECT: Provider Manual Update Transmittal INPPSYCH-1-19

REMOVE INSERT

Section Effective Date Section Effective Date
213.100 8-15-05 213.100 4-1-20
261.000 7-1-07 261.000 4-1-20

Explanation of Updates

Section 213.100 is updated to change RSPMI to OBHS and make minor grammatical corrections.
Section 261.000 is revised to remove references to Provider Electronic Solutions (PES) and make
minor grammatical corrections.

This update transmittal memorandum indicates which sections of your provider manual have been
revised. Electronic versions of provider manuals available from the Arkansas Medicaid website have
changes incorporated. See Section | for instructions on updating a paper copy of the manual.

If you have questions regarding this transmittal, please contact the Provider Assistance Center at
1-800-457-4454 (Toll-Free) within Arkansas or locally and out-of-state at (501) 376-2211.

If you need this material in an alternative format, such as large print, please contact the Office of
Rules Promulgation at (501) 320-6266.

Arkansas Medicaid provider manuals (including update transmittals), official notices, notices of rule
making, and remittance advice (RA) messages are available for downloading from the Arkansas
Medicaid website: https://medicaid.mmis.arkansas.gov/Provider/Docs/Docs.aspx.

Thank you for your participation in the Arkansas Medicaid Program.

Janet Mann
Director

humanservices.arkansas.gov
Protecting the vulnerable, fostering independence and promoting better health


https://medicaid.mmis.arkansas.gov/Provider/Docs/Docs.aspx
https://medicaid.mmis.arkansas.gov/Provider/Docs/Docs.aspx

Inpatient Psychiatric Services for Under Age 21 Section I

TOC not required

213.100 Medicaid Eligible at Admission 8-15-0534-
1-20
A PCP referral is generally obtained for Medicaid-eligible children prior to each admission to an
inpatient psychiatric facility. However, a PCP is given the option of providing a referral after a
service is provided. If a PCP chooses to make a referral after a service has been provided, the
referral must be received by the RSPMI-Outpatient Behavioral Health Services (OBHS) provider
no later than forty-five (45) calendar days after the date of service. The PCP has no obligation to

give a retroactive referral.

The inpatient psychiatric provider may not file a claim and will not be reimbursed for any service
provided-that requires a PCP referral unless the referral has been received.

7-1-074-1-

261.000 Introduction to Billing
20

Inpatient psychiatric providers who submit paper claims must use the CMS-1450 claim form, also
known as the UB-04 claim form.

A Medicaid claim may contain only one (1) billing provider’s charges for services furnished to
only one (1) Medicaid beneficiary.

Section Il of every Arkansas Medicaid provider manual contains information about Provider

Electronic-Selutions{PES)-and-other-available electronic claim options.
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‘( SERVICES 501-320-6428 - Fax: 501-404-4619

TDD/TTY: 501-682-6789

TO: Arkansas Medicaid Health Care Providers — Living Choices Assisted
Living

EFFECTIVE DATE:  April 1, 2020

SUBJECT: Provider Manual Update Transmittal LCAL-2-19

REMOVE INSERT

Section Effective Date Section Effective Date
214.000 1-1-13 214.000 4-1-20
261.000 7-1-07 261.000 4-1-20

Explanation of Updates

Sections 214.000 and 261.000 are updated to remove the reference to Provider Electronic Solutions
(PES) from the manual and to make other minor technical changes.

This update transmittal memorandum indicates which sections of your provider manual have been
revised. Electronic versions of provider manuals available from the Arkansas Medicaid website have
changes incorporated. See Section | for instructions on updating a paper copy of the manual.

If you have questions regarding this transmittal, please contact the Provider Assistance Center at
1-800-457-4454 (Toll-Free) within Arkansas or locally and out-of-state at (501) 376-2211.

If you need this material in an alternative format, such as large print, please contact the Office of
Rules Promulgation at (501) 320-6266.

Arkansas Medicaid provider manuals (including update transmittals), official notices, notices of rule
making, and remittance advice (RA) messages are available for downloading from the Arkansas
Medicaid website: https://medicaid.mmis.arkansas.gov.

Thank you for your participation in the Arkansas Medicaid Program.

Janet Mann
Director

humanservices.arkansas.gov
Protecting the vulnerable, fostering independence and promoting better health
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Living Choices Assisted Living Section Il

TOC not required

214.000 Benefit Limits 1-1-134-1-20
A. Living Choices Assisted Living bundled services are limited to one_(1) unit per day.

B. Living Choices Assisted Living Program beneficiaries may have as many as nine (9)
prescription drugs per month covered by Medicaid. Dual eligibles, receiving both Medicare
and Medicaid, receive prescription drug coverage through Part D Medicare. Medicare has
no restrictions on the number of prescription drugs that can be received during a month.
Section Il of this manual contains information about ProviderElectronic-Seolutions{PES)

and-ether available options for electronic claim submission.

261.000 Introduction to Billing 7-1-074-1-
20

Living Choices Assisted Living providers use form CMS-1500 to®bill the Arkansas Medicaid
Program on paper for services provided to Medicaid beneficiaries."Form CMS-1500 is the official
paper counterpart of the Professional (837P) electronic transaction format. Eachiclaim may
contain charges for only one (1) beneficiary.

Section Ill of this manual contains information about Previder Electronic-Solutions (PES)-and

other-available options for electronic claim submission.
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TO: Arkansas Medicaid Health Care Providers — Nurse Practitioner

EFFECTIVE DATE:  April 1, 2020

SUBJECT: Provider Manual Update Transmittal NURSEPRA-4-19

REMOVE INSERT

Section Effective Date Section Effective Date
252.000 7-1-07 252.000 4-1-20
252.438 11-1-15 252.438 4-1-20

Explanation of Updates

Sections 252.000 and 252.438 are updated to remove the reference to Provider Electronic Solutions
(PES) from the manual and to make other minor technical changes.

This update transmittal memorandum indicates which sections of your provider manual have been
revised. Electronic versions of provider manuals available from the Arkansas Medicaid website have
changes incorporated. See Section | for instructions on updating a paper copy of the manual.

If you have questions regarding this transmittal, please contact the Provider Assistance Center at
1-800-457-4454 (Toll-Free) within Arkansas or locally and out-of-state at (501) 376-2211.

If you need this material in an alternative format, such as large print, please contact the Office of
Rules Promulgation at (501) 320-6266.

Arkansas Medicaid provider manuals (including update transmittals), official notices, notices of rule
making, and remittance advice (RA) messages are available for downloading from the Arkansas
Medicaid website: https://medicaid.mmis.arkansas.gov.

Thank you for your participation in the Arkansas Medicaid Program.

Janet Mann
Director

humanservices.arkansas.gov
Protecting the vulnerable, fostering independence and promoting better health


https://medicaid.mmis.arkansas.gov/
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Nurse Practitioner Section |l

TOC not required

252.000 Introduction to Billing #-1-674-1-

5]

Nurse Practitioner providers use the CMS-1500 form to bill the Arkansas Medicaid Program on
paper for services provided to eligible Medicaid beneficiaries. Each claim may contain charges
for only one (1) beneficiary.

Section Il of this manual contains information about PreviderElectronic-Solutions{PES)}and

other-available options for electronic claim submission.

252.438 National Drug Codes (NDCs) 11-1-154-1-

sl

Effective for claims with dates of service on or after January 1, 2008, Arkansas Medicaid
implemented billing protocol per the Federal Deficit Reduction Act of 2005. “This explains policy
and billing protocol for providers that submit claims for drug HCPCS/CPT, codes with dates of
service on and after January 1, 2008.

The Federal Deficit Reduction Act of 2005 mandates that Arkansas Medicaid require the
submission of National Drug Codes (NDCs) on claims submitted with Healthcare Common
Procedure Coding System, Level Il/Current Procedural Terminology, 4t edition (HCPCS/CPT)
codes for drugs administered. The purpose of this requirement is to assure that the State
Medicaid Agencies obtain a rebate from those manufacturers who have signed a rebate
agreement with the Centers for Medicare,and Medicaid Services (CMS).

A. Covered Labelers

Arkansas Medicaid, bysstatute, will only payfor a drug procedure billed with an NDC when
the pharmaceutical labeler of that drug is a covered labeler with Centers for Medicare and
Medicaid Services (CMS). A “coveredilabeler” is a pharmaceutical manufacturer that has
entered into a federal rebate agreement'with CMS to provide each sState a rebate for
products reimbursed by Medicaid Programs. A covered labeler is identified by the first five
(5) digits of the ND€., To assure,a product is payable for administration to a Medicaid
beneficiary, comparethejlabeler.code (the first five (5) digits of the NDC) to the list of
covered labelers\which is maintained on the DHS contracted Pharmacy vendor website

A complete listing of\' Covered Labelers” is located on the website. See Diagram 1 for an
example of thisiscreen. The effective date is when a manufacturer entered into a rebate
agreement with'CMS. The Labeler termination date indicates that the manufacturer no
longenparticipates in the federal rebate program and therefore the products cannot be
reimbursed by Arkansas Medicaid on or after the termination date.

Diagram 1


https://arkansas.magellanrx.com/provider/documents/
https://arkansas.magellanrx.com/provider/documents/
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ooooz - ELLILEY AMD COMPANY 14171991
oooos  E.R SQUIBE & SO0NS, INC 11141991
ooood  HOFFMAMNM-LA ROCHE 11141931
ooooz  LEDERLE LABORATORIES 14141931
00o0E  MERCHK & CO., INC. 1171991
oogy GLAXDSMITHKLIMNE 14171991
gooos - WYETH LABORATORIES 14171991
aooos  PFIZER, IMC, 14171991
o001t BECTOM DICKINSON MICROBIOLOGY SYSTEMS 10151991 7171598
00013 PRIZER, IMC, 1141891

tn-erderfFor a claim with drug HCPCS/CPT codes to be eligible for,payment, the detail

date of service must be prior to the NDC termination date.< The NDC termination date

represents the shelf-life expiration date of the last batch produced, as'supplied on the
Centers for Medicare and Medicaid Services (CMS) quarterly update. The,date is supplied
to CMS by the drug manufacturer/distributor.

Arkansas Medicaid will deny claim details with drug HCPCS/CPT codes with a detail date
of service equal to or greater than the NDC termination date.

When completing a Medicaid claim for administering adrug, indicate the HIPAA standard
‘ 11-digit NDC with no dashes or spaces.| The 11-digit NDC is comprised of three (3)
segments or codes: a 5-digit labéler code, a 4-digit product code, and a 2-digit package
code. The 10-digit NDC assigned by,the FDAwprinted on the drug package must be

changed to the 11-digit format,by inserting a leading zero_(0) in one (1) of the three (3)
segments. Below are examples of the EDA assigned NDC on a package changed to the
appropriate 11-digit HIPAA standard format.»Diagram 2 displays the labeler code as five
(5) digits with leading zeros; thejproduct code as four (4) digits with leading zeros; the
package code as two (2)\digits' without'leading zeros, using the “5-4-2” format.

Diagram 2
00123 0456 78
LABELER | PRODUCT | PACKAGE
CODE CODE CODE
(5 digits) | (4 digits) (2 digits)

NDCs submitted‘inrany configuration other than the 11-digit format will be rejected/denied.
NDCsbilled to Medicaid for payment must use the 11-digit format without dashes or
spaces between the numbers.

See Diagram 3 for sample NDCs as they might appear on drug packaging and the
corresponding format which should be used for billing Arkansas Medicaid:

Diagram 3

10-digit FDA NDC on
PACKAGE

Required 11-digit NDC
(5-4-2) Billing Format

12345 6789 1 12345678901
1111-2222-33 01111222233
01111 456 71 01111045671
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B. Drug Procedure Code (HCPCS/CPT) to NDC Relationship and Billing Principles

HCPCS/CPT codes and any modifiers will continue to be billed per the policy for each
procedure code. However, the NDC and NDC quantity of the administered drug is now
also required for correct billing of drug HCPCS/CPT codes. To maintain the integrity of the
drug rebate program, it is important that the specific NDC from the package used at the
time of the procedure be recorded for billing. HCPCS/CPT codes submitted using invalid
NDCs or NDCs that were unavailable on the date of service will be rejected/denied. We
encourage you to enlist the cooperation of all staff members involved in drug
administration to assure collection or notation of the NDC from the actual package used. It
is not recommended that billing of NDCs be based on a reference list, as NDCs vary from
one (1) labeler to another, from one (1) package size to another, and from one (1) time
period to another.

Exception: There is no requirement for an NDC when billing fof vaccines
radiopharmaceuticals, and allergen immunotherapy.

II. Claims Filing

The HCPCS/CPT codes billing units and the NDC quantity. do not always have a one-to-one
relationship.

Example 1: The HCPCS/CPT code may specify up to 75 mg of the drug whereas the NDC
quantity is typically billed in units, milliliters or grams. If the patient is.provided 2 oral tablets, one
at 25 mg and one at 50 mg, the HCPCS/CPT cade unit would be 1 (1total of 75 mg) in the
example whereas the NDC quantity would be {l each (1 unit of the 25 mg tablet and 1 unit of the
50 mg tablet). See Diagram 4.

Diagram 4

25mg  SO0mg N/ 25 mqtablet
O+ O =TEmg

¥

= A0 mg tablet
\o/ .

HCRPCS/CPT Code Unit =1 MNOC guantity = 1 each
{1 unit of Drug A totaling 75 mo) (1 unit of a 25 mg tablet and 1 unit of a 50 mg tablet)

Example,2: If the drug in the example is an injection of 5 ml (or cc) of a product that was 50 mg
perd0,ml‘of'a,10 ml single-use vial, the HCPCS/CPT code unit would be 1 (1 unit of 25 mg)
whereasithe NDC quantity would be 5 (5 ml). In this example, 5 ml or 25 mg would be
documented as wasted. See Diagram 5.

Diagram 5
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HCPCS/CPT Code Unit = 1
(one 25 g unit of Drug B)

=)

-~
% M MOC Cluantity =45 for the 5 ml administered
B
S ml {or cc)

Every 10 ml =50 my administerad

L 4

Waste =5 ml or 25 my

ifar the 5 ml ar 25 mg not administered)

A.  Electronic Claims Filing — 837P (Professional) and 8371 (Outpatient)

Procedure codes that do not require paper billing may be billed, electronically. Any
procedure codes that have required modifiers in the past will continue to require modifiers.

Arkansas Medicaid requires providers using Provider-Electronic-Solgtions(PES)electronic
filing through the Provider Portal to use the required NDC format when billing HCPCS/CPT

codes for administered drugs.

B. Paper Claims Filing — CMS-1500

Arkansas Medicaid will require providers billing drugdHCPCS/CPT codes including covered
unlisted drug procedure codes touse the required NDC format.

See Diagram 6 for CMS-1500:

For professional claims, CMS-1500, list the qualifier of “N4”, the 11-digit NDC, the unit of
measure qualifier (F2 — International Unit; GR = Gram; ML — Milliliter; UN — Unit) and the
number of units of the'actual. NDC administered in the shaded area above detail field 24A,
spaced and arranged exactly as in Diagram 6.

Each NDC when billed under the.same procedure code on the same date of service is
defined as a "sequence.”»\Whenbilling a single HCPCS/CPT code with multiple NDCs as
detaibsequences, theffirst' sequence should reflect the total charges in detail field 24F and
total HCPCS/CPT ¢ode units in detail field 24G. Each subsequent sequence number
should\show zeros in detail fields 24F and 24G. See Detail 1, sequence 2 in Diagram 6.

The quantity of the NDC will be the total number of units billed for each specific NDC. See
Diagram 6, first'detail, sequences 1 and 2. Detail 2 is a Procedure Code that does not
requiresan'NDC. Detail 3, sequence 1 gives an example where only one (1) NDC is
associated with the HCPCS/CPT code.

Diagram 6

M.A AT 55 OF S VIcK B 2. | o PROCEEUNES, SEFGCES, N SPPLES E T F. = o1 L | i} 1=

Frem To :r‘ Erpiain Urnssunl Ciroumetanose HUGROGIS [ oar r_.*"" o FRERDERMNG o

Sequence 1 MM 0O YY MM DD o b T ) MOCIEER PONTER § CHABGES [reia = T PROVIDES 0. # =
Na 12395672912 UN 100 [__ ] 1=3a=e7e0 IE!

Sequsnce 2 08 [01 |07 [08 (01 |07 |11 | | Z1z34 | | 1 | 25i0] 1 | [w» &
/N4 01111222233 UN 100 . . R

o201 {07 og 101 jo7 [11 | | Z1234 ! | 1 | oloo| o | [w =

Dl 2 a 1o | . . |__|AZ3a78 Z
I 1 .1 ., 1 =reeeesssoomees

08|01 {07 jos {01 jo7 |11 | | esz1z | | 1 | s500] 1 | v &

! & ML 500 l : || 12swmETED |@

Sequence 1 408501 |07 08 |01 |07 |11 | | Z57E9 ! i 1 l 35100 1 | [l g
) | ) | 13
Detai 3 o N L | B I ) M—— 3
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Procedure Code/NDC Detail Attachment Form- DMS-664

For drug HCPCS/CPT codes requiring paper billing (i.e., for manual review), complete every field
of the DMS-664 “Procedure Code/NDC Detail Attachment Form.” Attach this form and any other
required documents to your claim when submitting it for processing. See Diagram 7 for an
example of the completed form. Section V of the provider manual includes this form.

Diagram 7

De;ail Seql.;fence NDC Pfﬁgd(i:f?:re Drug Name/Dose/Route Wasted
1 1 112|3|4|5]6|7|8]9|1]2] 71234 ABC drug/25 MG/Oral 0

1 2 0111 [1]2|2]2]2[3]|3]| 71234 XYZ drug/50 MG/Oral 0
3 1 4/4(4]4|4|5|5|5|5|0|6]| 76789 PRQ drug/5 ML/IV 5 ML

lll. Adjustments

Paper adjustments for paid claims filed with NDC numbers will not be accepted. Any original
claim will have to be voided and a replacement claim will need,to be filed. Providers have the
option of adjusting a paper or electronic claim electronically.

IV. Remittance Advices

Only the first sequence in a detail will be displayed on the‘remittance advice reflecting either the
total amount paid or the denial EOB(s)for.the detail.

V. Record Retention

Each provider must retain all‘frecords for five (5)years from the date of service or until all audit
questions, dispute or review issues, appeal hearingsjyinvestigations or administrative/judicial
litigation to which the records may relate areérconcluded, whichever period is longer.

At times, a manufaeturer may question the invoiced amount, which results in a drug rebate
dispute. If this oceurs, you may be'contacted requesting a copy of your office records to include
documentation pertainingto the billedHEPCS/CPT code. Requested records may include NDC
invoices showing purchase.of drugs,and documentation showing what drug (name, strength and
amount) wasradministered and on what date, to the beneficiary in question.
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OZ HUMAN |
) P.0. Box 1437, Slot S295 - Little Rock, AR 72203-1437
‘( SERVICES 501-320-6428 - Fax: 501-404-4619

TDD/TTY: 501-682-6789

TO: Arkansas Medicaid Health Care Providers — Outpatient Behavioral
Health Services

EFFECTIVE DATE:  April 1, 2020

SUBJECT: Provider Manual Update Transmittal OBHS-2-19

REMOVE INSERT

Section Effective Date Section Effective Date
251.000 7-1-17 251.000 4-1-20

Explanation of Updates
Section 251.000 is updated to remove the reference to Provider Electronic Solutions (PES).

This update transmittal memorandum indicates which sections of your provider manual have been
revised. Electronic versions of provider manuals available from the Arkansas Medicaid website have
changes incorporated. See Section | for instructions on updating a paper copy of the manual.

If you have questions regarding this transmittal, please contact the Provider Assistance Center at
1-800-457-4454 (Toll-Free) within Arkansas or locally and out-of-state at (501) 376-2211.

If you need this material in an alternative format, such as large print, please contact the Office of
Rules Promulgation at (501) 320-6266.

Arkansas Medicaid provider manuals (including update transmittals), official notices, notices of rule
making, and remittance advice (RA) messages are available for downloading from the Arkansas
Medicaid website: https://medicaid.mmis.arkansas.gov/Provider/Docs/Docs.aspx.

Thank you for your participation in the Arkansas Medicaid Program.

Janet Mann
Director

humanservices.arkansas.gov
Protecting the vulnerable, fostering independence and promoting better health


https://medicaid.mmis.arkansas.gov/Provider/Docs/Docs.aspx
https://medicaid.mmis.arkansas.gov/Provider/Docs/Docs.aspx

Outpatient Behavioral Health Services Section Il

TOC not required

251.000 Introduction to Billing 7-1-174-1-
20

Outpatient Behavioral Health Services providers use the CMS-1500 form to bill the Arkansas
Medicaid Program on paper for services provided to eligible Medicaid beneficiaries. Each claim
may contain charges for only one (1) beneficiary. View a CMS-1500 sample form.

Section Il of this manual contains information about ProviderElectronic-Solutions{PES)-and

other-available options for electronic claim submission.

@?‘


https://dxcportal-my.sharepoint.com/personal/erik_maj_bergren_dxc_com/Documents/Forms/SampleCMS-1500.pdf

A RKANSAS Division of Medical Services
DEPARTMENT OF Office of Rules Promulgation

OZ HUMAN |
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‘( SERVICES 501-320-6428 - Fax: 501-404-4619

TDD/TTY: 501-682-6789

TO: Arkansas Medicaid Health Care Providers — Private Duty Nursing

EFFECTIVE DATE:  April 1, 2020

SUBJECT: Provider Manual Update Transmittal PDN-1-19

REMOVE INSERT

Section Effective Date Section Effective Date
241.000 7-1-06 241.000 4-1-20

Explanation of Updates
Section 241.000 is updated to remove the reference to Provider Electronic Solutions (PES) from the
manual and to make a minor technical change.

This update transmittal memorandum indicates which sections of your provider manual have been
revised. Electronic versions of provider manuals available from the Arkansas Medicaid website have
changes incorporated. See Section | for instructions on updating a paper copy of the manual.

If you have questions regarding this transmittal, please contact the Provider Assistance Center at
1-800-457-4454 (Toll-Free) within Arkansas or locally and out-of-state at (501) 376-2211.

If you need this material in an alternative format, such as large print, please contact the Office of
Rules Promulgation at (501) 320-6266.

Arkansas Medicaid provider manuals (including update transmittals), official notices, notices of rule
making, and remittance advice (RA) messages are available for downloading from the Arkansas
Medicaid website: https://medicaid.mmis.arkansas.gov.

Thank you for your participation in the Arkansas Medicaid Program.

Janet Mann
Director

humanservices.arkansas.gov
Protecting the vulnerable, fostering independence and promoting better health


https://medicaid.mmis.arkansas.gov/
https://medicaid.mmis.arkansas.gov/

| Private Duty Nursing Services Section Il

TOC not required

201.100 Private Duty Nursing Services Providers +-3-384-1-
20

Private Duty Nursing Services (PDN) providers must meet the Provider Participation and
enrollment requirements contained within Section 140.000 of this manual as well as the following
criteria to be eligible to participate in the Arkansas Medicaid Program:

A.  The PDN provider must have either a Class A or Class B license issued by the Arkansas
Bivisien-Department of Health. It must be designated on the license that the PDN agency
is a provider of extended care services.

1. A copy of the license must accompany the provider application and Medicaid
contract.

2. For purposes of review under the Arkansas Medicaid Program, agencies enrolled as
Class B operators providing private duty nursing services mustiadhere to those
standards governing quality of care, skill, and expertise applicable to Class A
operators.

Providers who have agreements with Medicaid to provide other services to Medicaid
beneficiaries must have a separate provider application and Medicaid contract to provide private
duty nursing services. A separate provider number is assigned.

B. All owners, principals, employees, and contract staff of aprivate duty nursing services
provider must submit to an independent, national criminal background check, identity verification,
and fingerprinting. Background checksymust be repeated every three (3) years.

241.000 Introduction to Billing 7-1-064-1-

IS

Private Duty Nursing providers use the CMS-1500 form to bill the Arkansas Medicaid Program
on paper for services provided to eligible,Medicaid beneficiaries. Each claim may contain
charges for only one (1) benéeficiary.

Section Ill of this manual containsiinformation about Provider-Electronic-Selutions(PES)}-and

other-available optionsforelectronic.claim submission.
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OZ HUMAN |
) P.0. Box 1437, Slot S295 - Little Rock, AR 72203-1437
‘( SERVICES 501-320-6428 - Fax: 501-404-4619

TDD/TTY: 501-682-6789

TO: Arkansas Medicaid Health Care Providers — Personal Care

EFFECTIVE DATE:  April 1, 2020

SUBJECT: Provider Manual Update Transmittal PERSCARE-2-19

REMOVE INSERT

Section Effective Date Section Effective Date
261.000 3-1-08 261.000 4-1-20

Explanation of Updates

Section 261.000 is revised to remove references to Provider Electronic Solutions (PES) and make a
minor grammatical change.

This update transmittal memorandum indicates which sections of your provider manual have been
revised. Electronic versions of provider manuals available from the Arkansas Medicaid website have
changes incorporated. See Section | for instructions on updating a paper copy of the manual.

If you have questions regarding this transmittal, please contact the Provider Assistance Center at
1-800-457-4454 (Toll-Free) within Arkansas or locally and out-of-state at (501) 376-2211.

If you need this material in an alternative format, such as large print, please contact the Office of
Rules Promulgation at (501) 320-6266.

Arkansas Medicaid provider manuals (including update transmittals), official notices, notices of rule
making, and remittance advice (RA) messages are available for downloading from the Arkansas
Medicaid website: https://medicaid.mmis.arkansas.gov/Provider/Docs/Docs.aspx.

Thank you for your participation in the Arkansas Medicaid Program.

Janet Mann
Director

humanservices.arkansas.gov
Protecting the vulnerable, fostering independence and promoting better health


https://medicaid.mmis.arkansas.gov/Provider/Docs/Docs.aspx
https://medicaid.mmis.arkansas.gov/Provider/Docs/Docs.aspx

Personal Care Section Il

TOC not required

261.000 Introduction to Billing

A. Personal Care providers use the CMS-1500 claim form to bill the Arkansas Medicaid
Program on paper for services provided to Medicaid beneficiaries.

B. Providers submitting claims electronically through the provider portal using-the-Provider

Electronic-Selutions{PES)-software-use the Professional claim form

C. Aclaim may contain charges for only one (1) beneficiary.

Section Il of this manual contains information about
and-other-available options for electronic claim submissio
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OZ HUMAN |
) P.0. Box 1437, Slot S295 - Little Rock, AR 72203-1437
‘( SERVICES 501-320-6428 - Fax: 501-404-4619

TDD/TTY: 501-682-6789

TO: Arkansas Medicaid Health Care Providers — Pharmacy

EFFECTIVE DATE:  April 1, 2020

SUBJECT: Provider Manual Update Transmittal PHARMACY-3-19
REMOVE INSERT

Section Effective Date Section Effective Date
261.000 11-1-15 261.000 4-1-20

Explanation of Updates
Section 261.000 is updated to remove the reference to Provider Electronic Solutions (PES).

This update transmittal memorandum indicates which sections of your provider manual have been
revised. Electronic versions of provider manuals available from the Arkansas Medicaid website have
changes incorporated. See Section | for instructions on updating a paper copy of the manual.

If you have questions regarding this transmittal, please contact the Provider Assistance Center at
1-800-457-4454 (Toll-Free) within Arkansas or locally and out-of-state at (501) 376-2211.

If you need this material in an alternative format, such as large print, please contact the Office of
Rules Promulgation at (501) 320-6266.

Arkansas Medicaid provider manuals (including update transmittals), official notices, notices of rule
making, and remittance advice (RA) messages are available for downloading from the Arkansas
Medicaid website: https://medicaid.mmis.arkansas.gov/Provider/Docs/Docs.aspx.

Thank you for your participation in the Arkansas Medicaid Program.

Janet Mann
Director

humanservices.arkansas.gov
Protecting the vulnerable, fostering independence and promoting better health


https://medicaid.mmis.arkansas.gov/Provider/Docs/Docs.aspx
https://medicaid.mmis.arkansas.gov/Provider/Docs/Docs.aspx

Pharmacy Section Il

TOC not required

261.000 Introduction to Billing 11-1-154-1-
20

For paper billing of non-NCPDP claims (including immunosuppressant drug crossover claims or
vaccine claims), pharmacy providers use the CMS-1500 form to bill the Arkansas Medicaid
Program for services provided to eligible Medicaid beneficiaries. Each claim may contain
charges for only one (1) beneficiary. The Arkansas Medicaid fiscal agent provides Provider
Electronic-Selutions{PES)-software-the ability for electronic claim submissions through the
Provider Portal to providers for Non-NCPDP billing. Please contact the Provider Assistance
Center for any questions or assistance with this software._View or € ]

Center contact information.

The Arkansas Medicaid Pharmacy Program does not accept NCPDP
covered outpatient medications. Vendor systems are widely av
electronic claims submission in the pharmacy practice.

4
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‘( SERVICES 501-320-6428 - Fax: 501-404-4619

TDD/TTY: 501-682-6789

TO: Arkansas Medicaid Health Care Providers — Physician/Independent
Lab/CRNA/Radiation Therapy Center

EFFECTIVE DATE:  April 1, 2020

SUBJECT: Provider Manual Update Transmittal PHYSICN-3-19
REMOVE INSERT

Section Effective Date Section Effective Date
203.130 10-13-03 203.130 4-1-20
203.210 1-1-09 203.210 4-1-20
203.220 10-13-03 203.220 4-1-20
227.200 11-1-10 227.200 4-1-20
227.300 4-16-12 227.300 4-1-20
291.000 7-1-07 291.000 4-1-20
292.210 7-1-07 292.210 4-1-20
292.440 11-1-17 292.440 4-1-20
292.910 11-1-15 292.910 4-1-20

Explanation of Updates

Section 203.130 is updated to replace DDTCS with ADDT.

Section 203.210 corrects speech therapy to speech-language therapy and changes the name of
form DMS-640 to Therapy and Day Habilitation Services for Medicaid Eligible Beneficiaries. DDTCS
is changed to ADDT. Other minor grammatical changes are also included.

Section 203.220 is updated to remove DDTCS and replace with ADDT. Other minor grammatical
changes are also included.

Section 227.200 is replaced to correct minor grammatical changes, remove CHMS, and include
EIDT.

Section 227.300 is replaced to correct all instances to speech-language therapy. CHMS is removed
and EIDT is included. Other minor grammatical changes are also included.

Section 291.000 is revised to remove references to Provider Electronic Solutions (PES) and make a
grammatical change.

Section 292.210 removes DDTCS and replaces with ADDT.

Section 292.440 and 292.910 are revised to remove references to Provider Electronic Solutions
(PES) and make other grammatical changes.

This update transmittal memorandum indicates which sections of your provider manual have been
revised. Electronic versions of provider manuals available from the Arkansas Medicaid website have
changes incorporated. See Section | for instructions on updating a paper copy of the manual.

If you have questions regarding this transmittal, please contact the Provider Assistance Center at
1-800-457-4454 (Toll-Free) within Arkansas or locally and out-of-state at (501) 376-2211.

humanservices.arkansas.gov
Protecting the vulnerable, fostering independence and promoting better health
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Center

Provider Manual Update #PHYSICN-3-19

Page 2

If you need this material in an alternative format, such as large print, please contact the Office of
Rules Promulgation at (501) 320-6266.

Arkansas Medicaid provider manuals (including update transmittals), official notices, notices of rule
making, and remittance advice (RA) messages are available for downloading from the Arkansas
Medicaid website: https://medicaid.mmis.arkansas.gov/Provider/Docs/Docs.aspx.

Thank you for your participation in the Arkansas Medicaid Program.

Janet Mann
Director


https://medicaid.mmis.arkansas.gov/Provider/Docs/Docs.aspx

Physician/Independent Lab/CRNA/Radiation Therapy Center Section I

TOC required

203.130 Physician’s Role in Developmental-Day Treatment ClinicAdult 10-13-0334-
Developmental Day Treatment (ADDT) Services{BBFCS) 12

A.  Medicaid covers Adult Developmental Day Treatment (ADDT) Clirie-Services-services
BBTSS)when provided to eligible Medicaid beneficiaries by qualified provider facilities.

o

B. The Medicaid eligible beneficiary’s attending physician must identify and certify with his or
her original signature, the individual's medical needs that habilitation training can address.
BBTCSS-ADDT services also require a written prescription from the attending physician.

C. The services must be provided according to a written plan of care developed by the
Division of Developmental Disabilities Services. The physician certifying'medical necessity
must sign the plan of care.

203.210 Physician’s Role in the Occupational, Physical, and Speech- 1-1-0934-1-
Language Therapy Program 20

Medicaid covers occupational therapy, physical therapy, and speech-language therapy services
when provided to eligible Medicaid beneficiaries under age twenty-one (21) in the Child Health
Services (EPSDT) Program by qualified occupational, physical, or speech-language therapy
providers. Occupational evaluations and occupational therapy services are payable only to a
qualified occupational therapist. Speech-language therapy evaluations may be performed by the
physician; however, treatment for speech-language therapy disorders must be referred to a
qualified speech-language therapist. Physical therapy evaluations may be performed by the
physician and physical therapy sessions may be performed by the qualified physician. Physical
therapy treatment may also be referred to a qualified physical therapist.

Speech-language therapy services ONLY are covered for beneficiaries in the ARKids First-B
Program benefits.

All occupational, physical, and speech-language therapy evaluations and services must be
medically necessary and require a referral from the beneficiary’s primary care physician (PCP) or
the attending physician if the beneficiary is exempt from PCP Managed Care Program
requirements. Therapy treatment services also require a prescription written by the physician
who refers the patient to the therapist for specified services. For beneficiaries under age twenty-
one (21), form DMS-640 must be used for the initial referral for evaluation and a separate DMS-
640.is required for the prescription. View or Print form DMS-640. An electronic signature is
accepted provided it is in compliance with Arkansas Code § 25-31-103. The physician must
maintain the original Oceupational,Physical-and-Speech-Therapy_and Day Habilitation Services
for Medicaid Eligible Beneficiaries Ynder-Age-21-Prescription/Referral form—DMS-640—for each
prescription in the beneficiary’s medical records. The therapy provider must retain a copy of the
DMS-640 in their established beneficiary medical chart/record. After the initial referral using the
form DMS-640 and initial prescription utilizing a separate form DMS-640, subsequent referrals
and prescriptions for continued therapy may be made at the same time using the same DMS-
640.

Therapy services for individuals over age twenty-one (21) are only covered when provided
through the following Medicaid Programs: Adult Developmental Day Treatment (ADDT) Clirie
Services-services, {(DBTCS),-Hospital/Critical Access Hospital (CAH), Rehabilitative Hospital,
Home Health, Hospice, and Physician. Refer to these Medicaid provider manuals for conditions
of coverage and benefit limits.

203.220 Physician’s Role in Personal Care Services 10-13-0334-
1-2

o



Physician/Independent Lab/CRNA/Radiation Therapy Center Section I

Personal care services are medically necessary tasks performed by a personal care aide to
assist with the management of a client’s physical dependencies.

The physician’s role in the personal care program is to prescribe medically necessary services to
assist with the client’s physical dependency needs in a home or other appropriate setting.
Personal care aides perform non-skilled activities such as assisting with baths, preparing meals,
assisting with toileting, and cleaning the immediate living area for patients unable to partially or
completely perform these tasks for themselves. It may be therapeutic for patients to perform
some or all of these tasks for themselves even though it may be difficult and time consuming for
them to do so. Therefore, it is at the physician’s discretion to prescribe personal care services.
The Personal Care Program is not designed to provide full time services.

The physician reviews the service plan established by the provider. The physician may delete
one (1) or more services from the service plan, yet, approve the remainder of the services. By
signing the service plan the physician indicates his for her approval of the service plan.

If the physician has not seen the patient within the past sixty (60) days or is unable to determine
whether the patient’s condition warrants personal care services, he or she must request the
patient make an office visit before prescribing personal care services. If the physician believes
the personal care services are not medically necessary, he or she must not prescribe the
services. The physician must retain a copy of the patient’s service plan as well as copies of
subsequent revisions to the service plan.

Medicaid beneficiaries under the age of twenty<one (21) may receive personal care in
recognized locations outside the home. Public schools and Adult Developmental Day Treatment
(ADDT) Clinic-Services-services {BBTCS)-provider facilities are recognized locations outside the
home.

Benefit limits and other coverage restrictions may apply to Medicaid Personal Care services.
Personal Care Program providers seeking authorization for service plans are expected to advise
physicians with-regard-teregarding Medicaid clients’ coverage and benefit status in the Personal
Care Program.

227.200 Occupational and ' Physical Therapy-Guidelines for Retrospective 11-1-1034-
Review 1-20

A.  Medical Necessity

Occupational and physical therapy services must be medically necessary to the treatment
of the individual’s illness or injury. A diagnosis alone is not sufficient documentation to
support the medical necessity of therapy. To be considered medically necessary, the
following conditions must be met:

1. . The services must be considered under accepted standards of practice to be a
specific and effective treatment for the patient’s condition-;

2. .The services must be of such a level of complexity, or the patient’s condition must be
such that the services required can be safely and effectively performed only by or
under the supervision of a qualified physical or occupational therapist:; and

3.  There must be reasonable expectation that therapy will result in a meaningful
improvement or a reasonable expectation that therapy will prevent a worsening of the
condition. (See the medical necessity definition in the Glossary of this manual.)

B. Evaluations and Report Components

To establish medical necessity, a comprehensive assessment in the suspected area of
deficit must be performed. A comprehensive assessment must include:

1.  Date of evaluation-;
2.  Child’s name and date of birth-;
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Diagnosis specific to therapy:;

Background information including pertinent medical history; and, if the child is twelve
(12) months of age or younger, gestational age. The child should be tested in the
child’s dominant language; if not, an explanation must be provided in the evaluation.

NOTE: To calculate a child’s gestational age, subtract the number of weeks
born before forty (40) weeks of gestation from the chronological age.
Therefore, a 7-month-old, former 28-28-week gestational age infant has
a corrected age of four (4) months according to the following equation:

7 months - [(40 weeks) - 28 weeks) / 4 weeks]
7 months - [(12) / 4 weeks]
7 months - [3]

4 months

Standardized test results, including all subtest scores, if applicable.. Test results
must be reported as standard scores, Z scores, T scores, or percentiles. Age-
equivalent scores and percentage of delay cannot be used to qualify for services:;

If applicable, test results should be adjusted for prematurity (less than thirty-seven
(37) weeks gestation) if the child is twelve (12) months of age or younger, and this
should be noted in the evaluation-;

Objective information describing the child’s gross/fine motor abilities/deficits, e.g.,
range of motion measurements, manual muscle testing, muscle tone, or a narrative
description of the child’s functional mobility skills (strengths and weaknesses)-;

An interpretation of the results of the evaluation including recommendations for
therapy/minutes per weeks:;

A description of functional strengths and limitations, a suggested treatment plan, and
potential goals to address eachridentified problem-; and

Signature and credentials of the therapist performing the evaluation.

C. Interpretation and Eligibility: Ages Birth to 21

1.

Tests used must be norm-referenced, standardized, and specific to the therapy
provided.

Tests must be age appropriate for the child being tested.

All subtests, components, and scores must be reported for all tests used for eligibility
purposes.

Eligibility for therapy will be based upon a score of -1.5 standard deviations (SD)
below the mean or greater in at least one (1) subtest area or composite score on a
norm-referenced, standardized test. When a -1.5 SD or greater is not indicated by
the test, a criterion-referenced test along with informed clinical opinion must be
included to support the medical necessity of services.

If the child cannot be tested with a norm-referenced standardized test, criterion-
based testing or a functional description of the child’s gross/fine motor deficits may
be used. Documentation of the reason a standardized test could not be used must
be included in the evaluation.

The Mental Measurement Yearbook (MMY) is the standard reference to determine
reliability/validity. Refer to “Accepted Tests” sections for a list of standardized tests
accepted by Arkansas Medicaid for retrospective reviews.

Range of Motion: A limitation of greater than ten (10) degrees and/or documentation
of how a deficit limits function.
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8. Muscle Tone: Modified Ashworth Scale.

9. Manual Muscle Test: A deficit is a muscle strength grade of fair (3/5) or below that
impedes functional skills. With increased muscle tone, as in cerebral palsy, testing is
unreliable.

10. Transfer Skills: Documented as the amount of assistance required to perform
transfer, i.e., maximum, moderate, or minimal assistance. A deficit is defined as the
inability to perform a transfer safely and independently.

11.  Children (birth to age twenty-one (21)) receiving services outside of the public
schools must be evaluated annually.

12.  Children (birth to age two (2)) in the Child-Health-Management Services
{EHMS)Early Intervention Day Treatment (EIDT) program must be evaluated every

six (6) months.

13. Children (age three (3) to twenty-one (21)) receiving services within public schools,
as a part of an Individual Program Plan (IPP) or an Individual Education Plan (IEP),
must have a full evaluation every three (3) years; however, an annual update of
progress is required.

D. Frequency, Intensity, and Duration of Physical ard/or Occupational Therapy Services

The frequency, intensity, and duration of therapy services should always be medically
necessary and realistic for the age of the child and the severity. of the deficit or disorder.
Therapy is indicated if improvement will occur as a direct result of these services and if
there is a potential for improvement in the form of functional gain.

1. Monitoring: May be used to ensure that the child is maintaining a desired skill level
or to assess the effectiveness and fit of equipment such as orthotics and other
durable medical equipment. Monitoring frequency should be based on a time interval
that is reasonable for the complexity of the problem being addressed.

2. Maintenance Therapy: Services that are performed primarily to maintain range of
motion or to provide positioning services for the patient do not qualify for physical or
occupational therapy services. These services can be provided to the child as part of
a home program implemented by the child’s caregivers and do not necessarily
require the skilled services of a physical or occupational therapist to be performed
safely and effectively.

3. © Duration of Services: Therapy services should be provided as-tong-asif reasonable
progress is made toward established goals. If reasonable functional progress cannot
be expected with continued therapy, then services should be discontinued and
monitoring, or establishment of a home program, should be implemented.

E.  Progress Notes

Child’'s name:;

Date of service:;

Time in and time out of each therapy session:;

Objectives addressed (should coincide with the plan of care):;

o w0 b &

A description of specific therapy services provided daily, and the activities rendered
during each therapy session, along with a form measurement;:

Progress notes must be legible-;
Therapists must sign each date of entry with a full signature and credentials-; and

Graduate students must have the supervising physical therapist or occupational
therapist co-sign progress notes.
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227.300

A.

Speech-Language Therapy Guidelines for Retrospective Review 4-16-1234-
1-20

Medical Necessity

Speech-language therapy services must be medically necessary to the treatment of the
individual’s iliness or injury. A diagnosis alone is aetinsufficient documentation to support
the medical necessity of therapy. To be considered medically necessary, the following
conditions must be met:

1. The services must be considered under accepted standards of practice to be a
specific and effective treatment for the patient’s condition-;

2.  The services must be of such a level of complexity or the patient’s condition must be
such that the services required can be safely and effectively performed only by or
under the supervision of a qualified speech and language pathologist:; and

3.  There must be a reasonable expectation that therapy will result in meaningful
improvement or a reasonable expectation that therapy will prevent a worsening of the
condition. (See the medical necessity definition in the Glossary of this manual.)

Types of Communication Disorders

1.  Language Disorders — Impaired comprehension anédfor use of spoken, written
andfor other symbol systems. This disorder may involve the following components:
forms of language (phonology, morphology, syntax), content and meaning of
language (semantics, prosody), function of language (pragmatics) and/or the
perception/processing of language. Language disorders may involve one_(1), all, or
a combination of the above components.

2.  Speech Production Disorders — Impairment of the articulation of speech sounds,
voice, and/or fluency. Speech Production disorders may involve one (1), all, or a
combination of these components of the speech production system.

An articulation disorder-may manifest as an individual sound deficiency, i.e.,
traditional articulation disorder, incomplete or deviant use of the phonological system,
i.e., phonological disorder, or poor coordination of the oral-motor mechanism for
purposes of speech production, i.e., verbal and/or oral apraxia, dysarthria.

3. _~Oral Motor/Swallowing/Feeding Disorders — Impairment of the muscles, structures,
andfor functions of the mouth (physiological or sensory-based) involved with the
entire act of deglutition from placement and manipulation of food in the mouth
through the oral and pharyngeal phases of the swallow. These disorders may or
may not result in deficits to speech production.

Evaluation and Report Components

1. . STANDARDIZED SCORING KEY:
Mild: Scores between 84-78; -1.0 standard deviation
Moderate: Scores between 77-71; -1.5 standard deviations
Severe: Scores between 70-64; -2.0 standard deviations
Profound: Scores of sixty-three (63) or lower; -2.0+ standard deviations

2.  LANGUAGE: To establish medical necessity, results from a comprehensive
assessment in the suspected area of deficit must be reported. (Refer to Section
227.300, part D, paragraphs 9-12 for required frequency of re-evaluations.) A
comprehensive assessment for Language disorder must include:

a. Date of evaluation-;
b.  Child’s name and date of birth-;
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k.

Diagnosis specific to therapy-;

Background information including pertinent medical history; and, if the child is
twelve (12) months of age or younger, gestational age. The child should be
tested in the child’'s dominant language; if not, an explanation must be provided
in the evaluation.

NOTE: To calculate a child’s gestational age, subtract the number of
weeks born before forty (40) weeks of gestation from the
chronological age. Therefore, a 7-month-old, former 28-28-week
gestational age infant has a corrected age of four (4) months
according to the following equation:

7 months - [(40 weeks) - 28 weeks) / 4 weeks]
7 months - [(12) / 4 weeks]
7 months - [3]

4 months

Results from an assessment specific to the suspected type of language
disorder, including all relevant scores, quotients, ard/or indexes, if applicable.
A comprehensive measure of language must be included for initial evaluations.
Use of one-word vocabulary tests alone will not be accepted. (For a list of
accepted tests, refer to Section 214.410 of the Occupational, Physical, and
Speech-Language Therapy Services Manual.);

If applicable, test results should be adjusted for prematurity (less than thirty-
seven (37) weeks gestation) if the child is twelve (12) months of age or
younger, and this should be noted in the evaluation-;

Oral-peripheral speech mechanism examination, which includes a description
of the structure and function of the orofacial structures:;

Formal or informal assessment of hearing, articulation, voice, and fluency skills.

An interpretation of the results of the evaluation, including recommendations for
frequency and intensity of treatment:;

A description of functional strengths and limitations, a suggested treatment
plan, and potential goals to address each identified problem:; and

Signature and credentials of the therapist performing the evaluation.

3. " SPEECH PRODUCTION (Articulation, Phonological, Apraxia): To establish medical
necessity, results from a comprehensive assessment in the suspected area of deficit
must be reported. (Refer to Section 227.300, part D, paragraphs 9-12 for required
frequency of re-evaluations.) A comprehensive assessment for Speech Production
(Articulation, Phonological, Apraxia) disorder must include:

o o T o

Date of evaluation-;
Child’s name and date of birth:;
Diagnosis specific to therapy-;

Background information including pertinent medical history; and, if the child is
twelve (12) months of age or younger, gestational age. The child should be
tested in the child’'s dominant language; if not, an explanation must be provided
in the evaluation.

NOTE: To calculate a child’s gestational age, subtract the number of
weeks born before forty (40) weeks of gestation from the
chronological age. Therefore, a 7-month-old, former 28-28-week
gestational age infant has a corrected age of four (4) months
according to the following equation:
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7 months - [(40 weeks) - 28 weeks) / 4 weeks]
7 months - [(12) / 4 weeks]
7 months - [3]

4 months

e. Results from an assessment specific to the suspected type of speech
production disorder, including all relevant scores, quotients, and/or indexes, if
applicable. All errors specific to the type of speech production disorder must
be reported (e.g., positions, processes, motor patterns). (For a list of accepted
tests, refer to Section 214.410 of the Occupational, Physical, and Speech-
Language Therapy Services Manual.);

f. If applicable, test results should be adjusted for prematurity (less than thirty-
seven (37) weeks gestation) if the child is twelve (12) months of age or
younger, and this should be noted in the evaluation-;

g.  Oral-peripheral speech mechanism examination, which includes a description
of the structure and function of orofacial structures:;

h. Formal screening of language skills. Examples include, but are not limited to,
the Fluharty-2, KLST-2, CELF-4 Screen, or TTFC-;

i. Formal or informal assessment of hearing, voice, and fluency skills:;

j. An interpretation of the results of the evaluation, including recommendations for
frequency and intensity of treatment:;

k. A description of functional strengths and limitations, a suggested treatment
plan, and potential goals to address each identified problem:; and

l. Signature and credentials of the therapist performing the evaluation.

4. SPEECH PRODUCTION (Voice): To establish medical necessity, results from a
comprehensiveassessment in the suspected area of deficit must be reported. (Refer
to Section 227.300, part D, paragraphs 9-12 for required frequency of re-
evaluations.) A comprehensive assessment for Speech Production (Voice) disorder
must include:

a. A medical evaluation to determine the presence or absence of a physical
etiology is a prerequisite for evaluation of voice disorder:;

Date of evaluation:;

Child’s name and date of birth;

Diagnosis specific to therapy-;

Background information including pertinent medical history; and, if the child is
twelve (12) months of age or younger, gestational age. The child should be

tested in the child’'s dominant language; if not, an explanation must be provided
in the evaluation.

©_PORgE

NOTE: To calculate a child’s gestational age, subtract the number of
weeks born before forty (40) weeks of gestation from the
chronological age. Therefore, a 7-month-old, former 28-28-week
gestational age infant has a corrected age of four (4) months
according to the following equation:

7 months - [(40 weeks) - 28 weeks) / 4 weeks]
7 months - [(12) / 4 weeks]
7 months - [3]

4 months
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f. Results from an assessment relevant to the suspected type of speech
production disorder, including all relevant scores, quotients, and/or indexes, if
applicable. (For a list of accepted tests, refer to Section 214.410 of the
Occupational, Physical, and Speech-Language Therapy Services Manual.);

g. If applicable, test results should be adjusted for prematurity (less than thirty-
seven (37) weeks gestation) if the child is twelve (12) months of age or
younger, and this should be noted in the evaluation:;

h. Oral-peripheral speech mechanism examination, which includes a description
of the structure and function of orofacial structures:;

i. Formal screening of language skills. Examples include, but are not limited to,
the Fluharty-2, KLST-2, CELF-4 Screen, or TTFC-;

j- Formal or informal assessment of hearing, articulation; and fluency skills:;

k.  Aninterpretation of the results of the evaluation, including recommendations for
frequency and intensity of treatment:;

l. A description of functional strengths and limitations, a suggested treatment
plan, and potential goals to address each identified problem:; and

m.  Signature and credentials of the therapist performing the evaluation.

5. SPEECH PRODUCTION (Fluency): To establish-medical necessity, results from a
comprehensive assessment in the suspected area of deficit must be reported. (Refer
to Section 227.300, part D, paragraphs 9-12 for required frequency of re-
evaluations.) A comprehensive assessment for Speech Production (Fluency)
disorder must include:

a. Date of evaluation-;

b Child’s name and date of birth-;

C. Diagnosis specific to therapy:;

d Background information including pertinent medical history; and, if the child is
twelve (12) months of age or younger, gestational age. The child should be

tested in the child’s dominant language; if not, an explanation must be provided
in the evaluation.

NOTE:  To calculate a child’s gestational age, subtract the number of
weeks born before forty (40) weeks of gestation from the
chronological age. Therefore, a 7-month-old, former 28-28-week
gestational age infant has a corrected age of four (4) months
according to the following equation:

7 months - [(40 weeks) - 28 weeks) / 4 weeks]
7 months - [(12) / 4 weeks]
7 months - [3]

4 months

e. Results from an assessment specific to the suspected type of speech
production disorder, including all relevant scores, quotients, and/or indexes, if
applicable. (For a list of accepted tests, refer to Section 214.410 of the
Occupational, Physical, and Speech-Language Therapy Services Manual.);

f. If applicable, test results should be adjusted for prematurity (less than thirty-
seven (37) weeks gestation) if the child is twelve (12) months of age or
younger, and this should be noted in the evaluation-;

g.  Oral-peripheral speech mechanism examination, which includes a description
of the structure and function of orofacial structures:;

h. Formal screening of language skills. Examples include, but are not limited to,
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the Fluharty-2, KLST-2, CELF-4 Screen, or TTFC-;
Formal or informal assessment of hearing, articulation, and voice skills-;

An interpretation of the results of the evaluation, including recommendations for
frequency and intensity of treatment:;

A description of functional strengths and limitations, a suggested treatment
plan, and potential goals to address each identified problem-; and

Signature and credentials of the therapist performing the evaluation.

6. ORAL MOTOR/SWALLOWING/FEEDING: To establish medical necessity, results
from a comprehensive assessment in the suspected area of deficit must be reported.
(Refer to Section 227.300, part D, paragraphs 9-12 for required frequency of re-
evaluations.) A comprehensive assessment for Oral Motor/Swallowing/Feeding
disorder must include:

a.

b.
C.
d

J-

k.

Date of evaluation-;
Child’s name and date of birth:;
Diagnosis specific to therapy-;

Background information including pertinent medical history; and, if the child is
twelve (12) months of age or younger, gestational age. The child should be
tested in the child’'s dominant language; if not, an explanation must be provided
in the evaluation.

NOTE: To calculate a child’s gestational age, subtract the number of
weeks born before forty (40) weeks of gestation from the
chronological age. Therefore, a 7-month-old, former 28-28-week
gestational age infant-has a corrected age of four (4) months
according to the following equation:

7 months - [(40 weeks) - 28 weeks) / 4 weeks]
7 months ~[(12) / 4 weeks]
7 months - [3]

4 months

Results from an.assessment specific to the suspected type of oral
motor/swallowing/feeding disorder, including all relevant scores, quotients,
andfor indexes, if applicable. (For a list of accepted tests, refer to Section
214.410 of the Occupational, Physical, and Speech-Language Therapy
Services Manual.);

If swallowing problems and/or signs of aspiration are noted, then include a
statement indicating that a referral for a videofluoroscopic swallow study has
been made-;

If applicable, test results should be adjusted for prematurity (less than thirty-
seven (37) weeks gestation) if the child is twelve (12) months of age or
younger, and this should be noted in the evaluation-;

Formal or informal assessment of hearing, language, articulation, voice, and
fluency skills:;

An interpretation of the results of the evaluation, including recommendations for
frequency and intensity of treatment:;

A description of functional strengths and limitations, a suggested treatment
plan, and potential goals to address each identified problem-; and

Signature and credentials of the therapist performing the evaluation.

Interpretation and Eligibility: Ages Birth to 21



Physician/Independent Lab/CRNA/Radiation Therapy Center Section I

1. LANGUAGE: Two (2) language composite or quotient scores (i.e., normed or
standalone) in the area of suspected deficit must be reported, with at least one (1)
being a norm-referenced, standardized test with good reliability and validity. (Use of
two (2) one-word vocabulary tests alone will not be accepted.)

a.  Forchildren age birth to three (3): criterion-referenced tests will be accepted
as a second measure for determining eligibility for language therapy.

b. For children age three (3) to twenty-one (21): criterion-referenced tests will not
be accepted as a second measure when determining eligibility for language
therapy. (When use of standardized instruments is not appropriate, see
Section 227.300, part D, paragraph 8.)

C. Age birth to three_(3): Eligibility for language therapy will be based upon a
composite or quotient score that is -1.5 standard deviations (SD) below the
mean or greater from a norm-referenced, standardized test, with corroborating
data from a criterion-referenced measure. When these two_(2) measures do
not agree, results from a third measure that corroborate the identified deficits
are required to support the medical necessity of services.

d.  Age three (3) to twenty-one (21): Eligibility for language therapy will be based
upon two (2) composite or quotient scores that are -1.5 standard deviations
(SD) below the mean or greater. When -1.5 SD or greater is not indicated by
both ef-these-scores, a third standardized score indicating a -1.5 SD or greater
is required to support the medical necessity of services.

2.  ARTICULATION ANB/OR PHONOLOGY: Two (2) tests anéfor procedures must be
administered, with at least one (1) being from a norm-referenced, standardized test
with good reliability and validity.

Eligibility for articulation andfor phonological therapy will be based upon standard
scores (SS) of -1.5 SD or greater below the mean from two (2) tests. When -1.5 SD
or greater is not indicated by both ef-these-tests, corroborating data from accepted
procedures canbe used to support the medical necessity of services. (For a list of
accepted tests, refer to Section 214.410 of the Occupational, Physical, and Speech-
Language Therapy Services Manual:)

3. APRAXIA: Two (2) tests andfor procedures must be administered, with at least one
(1) being a norm-referenced, standardized test with good reliability and validity.

Eligibility for apraxia therapy will be based upon standard scores (SS) of -1.5 SD or
greater below the mean from two (2) tests. When -1.5 SD or greater is not indicated
by both efthese-tests, corroborating data from a criterion-referenced test ardfor
accepted procedures can be used to support the medical necessity of services. (For
a list of accepted tests, refer to Section 214.410 of the Occupational, Physical, and
Speech-Language Therapy Services Manual.)

4.  VOICE: Due to the high incidence of medical factors that contribute to voice
deviations, a medical evaluation is a requirement for eligibility for voice therapy.

Eligibility for voice therapy will be based upon a medical referral for therapy and a
functional profile of voice parameters that indicates a moderate or severe
deficit/disorder.

5.  FLUENCY: Atleast one (1) norm-referenced, standardized test with good reliability
and validity, and at least one (1) supplemental tool to address affective-effective
components.

Eligibility for fluency therapy will be based upon an SS of -1.5 SD below the mean or
greater on the standardized test.

6. ORAL MOTOR/SWALLOWING/FEEDING: An in-depth, functional profile of oral
motor structures and function.
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291.000

10.

11.

12.

13.

Eligibility for oral-motor/swallowing/feeding therapy will be based upon an in-depth
functional profile of oral motor structures and function using a thorough protocol (e.g.,
checklist, profile) that indicates a moderate or severe deficit or disorder. When
moderate or severe aspiration has been confirmed by a videofluoroscopic swallow
study, the patient can be treated for pharyngeal dysphagia via the recommendations
set forth in the swallow study report.

All subtests, components, and scores must be reported for all tests used for eligibility
purposes.

When administration of standardized, norm-referenced instruments is inappropriate,
the provider must submit an in-depth, functional profile of the child’s communication
abilities. An in-depth functional profile is a detailed narrative or description of a

child’s communication behaviors that specifically explains and justifies the following:

a.  The reason standardized testing is inappropriate for this child;;

b.  The communication impairment, including specific skills and deficits;; and

c.  The medical necessity of therapy.

Supplemental instruments from Accepted Tests for Speech-Language Therapy may
be useful in developing an in-depth functional profile.

Children (birth to age twenty-one (21)) receiving services outside of the schools must
be evaluated annually.

Children (birth to twenty-four (24) months) in the Early Intervention Day Treatment

(EIDT) Child-Health-Management-Services{CHMS)-Program must be evaluated
every six (6) months.

Children (age three (3) to twenty-one«(21)) receiving services within schools as part
of an Individual Program Plan (IPP) or an Individual Education Plan (IEP) must have
a full evaluation every three (3) years; however, an annual update of progress is
required.

Children (agethree (3) to.twenty-one (21)) receiving privately contracted services,
apart from or in addition to those within the schools, must have a full evaluation
annually.

IQ scores are required for all children who are school age and receiving language
therapy. Exception: |Q scores are not required for children under ten (10) years of
age.

Progress Notes

O Rge A4S -~

Child’s name-;

Date of service:;

Time in and time out of each therapy session:;

Objectives addressed (should coincide with the plan of care)-;

A description of specific therapy services provided daily, and the activities rendered
during each therapy session, along with a form of measurement:;

Progress notes must be legible-;
Therapists must sign each date of the entry with a full signature and credentials-; and

Graduate students must have the supervising speech-language pathologist co-sign
progress notes.

Introduction to Billing 7-1-074-1-

IS
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Physician/Independent Lab/CRNA/Radiation Therapy Center providers use the CMS-1500 form
to bill the Arkansas Medicaid Program on paper for services provided to eligible Medicaid
beneficiaries. Each claim may contain charges for only one (1) beneficiary.

Section Il of this manual contains information about PreviderElectronic-Seolutions(PES)}anrd

other-available options for electronic claim submission.

292.210 National Place of Service Codes 7-1-0734-1-

IS

Electronic and paper claims now require the same National Place of Service code.

Place of Service POS Codes
Inpatient Hospital 21
Outpatient Hospital 22

Doctor’s Office 11

Patient's Home 12
Ambulatory Surgical Center 24

Day Care Facility or BBTSS-ADDT Facility 9949
Nursing Facility 32

Skilled Nursing Facility 31

Other Locations 99
Independent Laboratory 81

End Stage Renal Disease Treatment Facility 65
Emergency Room 23

Inpatient Psychiatric Facility 51

292.440 Anesthesia Services 11-1-174-

S |'.-‘

Anesthesia procedure codes (00100 through 01999) must be billed in anesthesia time.
Anesthesia modifiers P1 through P5 listed under Anesthesia Guidelines in the CPT must be
used. When appropriate, anesthesia procedure codes that have a base of four (4) or fewer are
eligible to be billed with a second modifier, “22,” referencing surgical field avoidance.

Reimbursement for use and administration of local or topical anesthesia is included in the
primary surgeon’s reimbursement for the surgery that requires such anesthesia. No modifiers or
time may be billed with these procedures.

A.  Electronic Claims
PES-ereElectronic claims submission may be used unless attachments are required.
B. Paper Claims

If paper billing is required, enter the procedure code, time, and units as shown in Section
292.447. Enter again the number of units (each fifteen (15) minutes of anesthesia equals
one (1) time unit) in Field 24G. (See cutaway section of a completed claim in Section
292.447.)
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C. The following CPT procedure codes for hysterectomies and abortions must be billed on
CMS-1500 paper claims because they require attachments or documentation.

Procedure
Code

Description

Documentation Required

00800

Anesthesia for procedures on
lower anterior abdominal wall;
not otherwise specified

On females only, required to name each
procedure done by surgeon in
“Procedures, Services, or Supplies”
column.

Example -

1. colon resection

2. lysis of adhesions

3. appendectomy

00840

Anesthesia for intraperitoneal
procedures in lower abdomen,
including laparoscopy; not
otherwise specified

On females only, required to name each
procedure done by surgeon in
“Procedures, Services, or Supplies”
column. This code may not be used to
bill Arkansas Medicaid for any
hysterectomy anesthesia.

00846

Radical hysterectomy

Acknowledgement of Hysterectomy
Information (DMS-2606)

View or print form DMS-2606 and
instructions for completion.

00848

Pelvic exenteration

Operative Report

00922

Anesthesia for procedures on
male genitalia (including open
urethral procedures); seminal
vessels

Operative Report

00940

Anesthesia for vaginal
procedures (including biopsy of
labia; vagina, cervix or
endometrium); not otherwise
specified

Required to name each procedure done
by surgeon in “Procedures, Services or
Supplies” column.

00944

Vaginal hysterectomy

Acknowledgement of Hysterectomy
Information (DMS-2606)

01962

Anesthesia for urgent
hysterectomy following delivery

Acknowledgement of Hysterectomy
Information (DMS-2606)

01963

Anesthesia for cesarean
hysterectomy without labor
analgesia/anesthesia care

Acknowledgement of Hysterectomy
Information (DMS-2606)

01965

Anesthesia for incomplete or
missed abortion procedure

Procedure requires the following ICD
diagnosis code (View ICD Codes.). Any
other diagnosis billed with this procedure
code requires paper billing and
documentation to justify the procedure

01966

Anesthesia for induced
abortions. Use for billing
anesthesia services for all
elective, induced abortions,
including abortions performed
for rape or incest.

Certification Statement for Abortion
(DMS-2698). (See Sections 251.220,
261.000, 261.100, 261.200, and 261.260
of this manual.) View or print form
DMS-2698 and instructions for

completion.



https://dxcportal-my.sharepoint.com/personal/stacie_deklerk_dxc_com/Documents/Desktop/Provider%20Manuals/Manuals/Forms/DMS-2606.doc
https://dxcportal-my.sharepoint.com/personal/stacie_deklerk_dxc_com/Documents/Desktop/Provider%20Manuals/Manuals/Forms/DMS-2606.doc
https://dxcportal-my.sharepoint.com/personal/stacie_deklerk_dxc_com/Documents/Desktop/Provider%20Manuals/Manuals/PHYSICN/Edits&Admin/TranslationFiles/PHYSICN_292.440_01965.xls
https://dxcportal-my.sharepoint.com/personal/stacie_deklerk_dxc_com/Documents/Desktop/Provider%20Manuals/Manuals/Forms/DMS-2698.doc
https://dxcportal-my.sharepoint.com/personal/stacie_deklerk_dxc_com/Documents/Desktop/Provider%20Manuals/Manuals/Forms/DMS-2698.doc
https://dxcportal-my.sharepoint.com/personal/stacie_deklerk_dxc_com/Documents/Desktop/Provider%20Manuals/Manuals/Forms/DMS-2698.doc
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292.910

Procedure

Code Description Documentation Required

01999 Unlisted anesthesia Procedure Report
procedure(s)

Anesthesiologist/anesthetists may bill procedure code 00170 for any inpatient or outpatient

dental surgery using place of service code “24,” “21,” “22”, or “11,” as appropriate. This
code does not require Prior Approval for anesthesia claims.

A maximum of seventeen (17) units of anesthesia are allowed for a vaginal delivery or
Cesarean Section. Refer to Anesthesia Guidelines of the CPT book for procedure codes
related to vaginal or Cesarean Section deliveries. Only one (1) anesthesia service is
billable for Arkansas Medicaid as the anesthesia for a delivery. The anesthesia service
ultimately provided should contain all charges for the anesthesia. No add-on codes are
payable.

National Drug Codes (NDCs) 11-1-154-1-

5]

Effective for claims with dates of service on or after January 1, 2008, Arkansas Medicaid
implemented billing protocol per the Federal Deficit Reduction Act of 2005: This explains policy
and billing protocol for providers that submit claims for drug HCPCS/CPT codes with dates of
service on and after January 1, 2008.

The Federal Deficit Reduction Act of 2005 mandates that Arkansas Medicaid require the
submission of National Drug Codes (NDCs) on claims.submitted with Healthcare Common
Procedure Coding System, Level ll/Current Procedural Terminology, 4" edition (HCPCS/CPT)
codes for drugs administered.<The purpose of this requirement is to assure that the State
Medicaid Agencies obtain a.rebate from those manufacturers who have signed a rebate
agreement with the Centers for Medicare and Medicaid Services (CMS).

A.

Covered Labelers

Arkansas Medicaid, by statute, will only pay for a drug procedure billed with an NDC when
the pharmaceutical labeler of that drug is a covered labeler with Centers for Medicare and
Medicaid Services (CMS). A “covered labeler” is a pharmaceutical manufacturer that has
entered into a federal rebate agreement with CMS to provide each Sstate a rebate for
products reimbursed by Medicaid Programs. A covered labeler is identified by the first five
(5) digits of the NDC. To assure a product is payable for administration to a Medicaid
beneficiary, compare the labeler code (the first five (5) digits of the NDC) to the list of
covered labelers which is maintained on the DHS contracted Pharmacy vendor website

A complete listing of “Covered Labelers” is located on the website. See Diagram 1 for an
example of this screen. The effective date is when a manufacturer entered into a rebate
agreement with CMS. The Labeler termination date indicates that the manufacturer no
longer participates in the federal rebate program and therefore the products cannot be
reimbursed by Arkansas Medicaid on or after the termination date.

Diagram 1


https://arkansas.magellanrx.com/provider/documents/
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ooooz ELLLILEY AMD COMPANY 1171991
Qo003 E.R. SQUIBE & SONS, INC 1171991
gooo4  HOFFRANM-LA ROCHE 1171991
00o0s  LEDERLE LABORATORIES 17171991
0o0ooE  MERCK & CO., INC. 17171991
oogy  GLAXOSMITHKLIME 17171991
gooos - WYETH LABORATORIES 14171991
oooos  PFRIZER, IMC, 141715991
ooot1 BECTOMN DICKINSON MICROBIOLOGY SYSTEMS 104141991 711598
oo013  PFRIZER, IMC. 141415991

tr-erderfFor a claim with drug HCPCS/CPT codes to be eligible for payment, the detail
date of service must be prior to the NDC termination date.< The NDC termination date
represents the shelf-life expiration date of the last batch produced, as supplied on the
Centers for Medicare and Medicaid Services (CMS) quarterly update. The date is supplied
to CMS by the drug manufacturer/distributor.

Arkansas Medicaid will deny claim details with drug HCPCS/CPT codes with a detail date
of service equal to or greater than the NDC termination date.

When completing a Medicaid claim for administering a<drug, indicate the HIPAA standard
11-digit NDC with no dashes or spaces. ' The 11-digit NDC is comprised of three (3)
segments or codes: a 5-digit labeler code, a 4-digit product code, and a 2-digit package
code. The 10-digit NDC assigned by the FDA printed on the drug package must be
changed to the 11-digit format by inserting a leading zero (0) in one (1) of the three (3)
segments. Below are examples of the FDA assigned NDC on a package changed to the
appropriate 11-digit HIPAA standard format. Diagram 2 displays the labeler code as five
(5) digits with leading zeros; the product code as four (4) digits with leading zeros; the
package code as two (2) digits without leading zeros, using the “5-4-2” format.

Diagram 2
00123 0456 78
LABELER | PRODUCT | PACKAGE
CODE CODE CODE
(5 digits) | (4 digits) (2 digits)

NDCs submitted in any configuration other than the 11-digit format will be rejected/denied.
NDCs billed to Medicaid for payment must use the 11-digit format without dashes or
spaces between the numbers.

See Diagram 3 for sample NDCs as they might appear on drug packaging and the
corresponding format which should be used for billing Arkansas Medicaid:

Diagram 3

10-digit FDA NDC on
PACKAGE

Required 11-digit NDC
(5-4-2) Billing Format

12345 6789 1 12345678901
1111-2222-33 01111222233
01111 456 71 01111045671
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B. Drug Procedure Code (HCPCS/CPT) to NDC Relationship and Billing Principles

HCPCS/CPT codes and any modifiers will continue to be billed per the policy for each
procedure code. However, the NDC and NDC quantity of the administered drug is now
also required for correct billing of drug HCPCS/CPT codes. To maintain the integrity of the
drug rebate program, it is important that the specific NDC from the package used at the
time of the procedure be recorded for billing. HCPCS/CPT codes submitted using invalid
NDCs or NDCs that were unavailable on the date of service will be rejected/denied. We
encourage you to enlist the cooperation of all staff members involved in drug
administration to assure collection or notation of the NDC from the actual package used. It
is not recommended that billing of NDCs be based on a reference list; as NDCs vary from
one (1) labeler to another, from one (1) package size to another, and from one (1) time
period to another.

Exception: There is no requirement for an NDC when billing for vaccines,
radiopharmaceuticals, and allergen immunotherapy.

II. Claims Filing

The HCPCS/CPT codes billing units and the NDC quantity do not always have a one-to-one
relationship.

Example 1: The HCPCS/CPT code may specify up to 75 mg_.of the drug whereas the NDC
quantity is typically billed in units, milliliters, or. grams. If the patient is provided 2 oral tablets,
one at 25 mg and one at 50 mg, the HCPCS/CPT code unit would be 1 (1 total of 75 mg) in the
example whereas the NDC quantity would be 1 each (1 unit of the 25 mg tablet and 1 unit of the
50 mg tablet). See Diagram 4.

Diagram 4

25mg  SO0mg \_/ 25 mqgtablet
O+ O =T7Emg

¥

= A0 my tablet
o/ d

HCPCS/CPT Code Unit =1 MOC guantity = 1 each
{1 unit of Drug A totaling 75 mog) (1 unit of a 25 mg tablet and 1 unit of a 50 mg tablet)

Example 2: If the drug in the example is an injection of 5 ml (or cc) of a product that was 50 mg
per 10 ml of a 10 ml single-use vial, the HCPCS/CPT code unit would be 1 (1 unit of 25 mg)
whereas the NDC quantity would be 5 (5 ml). In this example, 5 ml or 25 mg would be
documented as wasted. See Diagram 5.

Diagram 5
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HCPCE/CPT Code Unit =1
one 25 myg unit of Orug B)

:f'ﬁ#
M MOC Guantity = 5 for the & ml administered

¥

5 ml {or ce)
Every 10 ml =40 m dministerad
g : Administere Waste =5 ml or 25 my

ifor the & ml or 25 mg not administered)

A.  Electronic Claims Filing — 837P (Professional) and 8371 (Outpatient)

Procedure codes that do not require paper billing may be billed electronically. Any
procedure codes that have required modifiers in the past will continue to require modifiers.

Arkansas Medicaid requires providers using electronic claims filing through the provider

portal Previder-Electronic-Selutions{PES)}o use the required NDC format when billing
HCPCS/CPT codes for administered drugs.

B. Paper Claims Filing — CMS-1500

Arkansas Medicaid will require providers billing drug HCPCS/CPT codes including covered
unlisted drug procedure codes to use the required NDC format.

See Diagram 6 for CMS-1500.

For professional claims, CMS-1500, list the qualifier of “N4”, the 11-digit NDC, the unit of
measure qualifier (F2 — International Unit; GR — Gram; ML — Milliliter; UN — Unit), and the
number of units of the actual NDC administered in the shaded area above detail field 24A,
spaced and arranged exactly as in Diagram 6.

Each NDC when billed under the same procedure code on the same date of service is
defined as a “sequence.” When billing a single HCPCS/CPT code with multiple NDCs as
detail sequences, the first sequence should reflect the total charges in detail field 24F and
total HCPCS/CPT code units in detail field 24G. Each subsequent sequence number
should show zeros in detail fields 24F and 24G. See Detail 1, sequence 2 in Diagram 6.

The quantity of the NDC will be the total number of units billed for each specific NDC. See
Diagram 6, first detail, sequences 1 and 2. Detail 2 is a Procedure Code that does not
require.an NDC. Detail 3, sequence 1 gives an example where only one (1) NDC is
associated with the HCPCS/CPT code.

Diagram 6

Detail 1

24 A AT Sy OF S5 svicK B ¢ | b PROCEDUNES, SERFGCTS, O S P FLES E F — i L& J L] 3 1=

Frem To )sui :r‘ Py [rer e ogm  EROT RENDER MG ]

SED]UEI'ICB'1 e o Y Mk D YV |5 | B CETHOACE MICIEER BONTER §CHARGES s | e | o PARNDER D, » 15
NG 12396678012 UN 100 | 123456759 13

Sequence 2 08 (01 |07 [08 (01 |07 |11 | | Z1234 | ! 1 | 25100] 1 | [we E
o|N401111222233 UN 100 : . || 12370 |2

03 (01 {07 |08 {01 jo7 [11 | | Z1234 ! | 1 | oloo| o | [wa -

Dietail 2 a , o | , , , RS T
02 |01 |07 |08 101 (07 |11 | gez1z | |11 [ []] 55000] 1 | [w g
'qumasémamdm . ) || 12swETEg |@

Sequence 1 408i01 |07 08 {01 {07 |11 | | ZE7Ed i i 1 | 35(00| 1 | [w| G
: | | 1 I I
Detail 3 S I I A I = ! | L1 | [ 2
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Procedure Code/NDC Detail Attachment Form - DMS-664

For drug HCPCS/CPT codes requiring paper billing (i.e., for manual review), complete every field
of the DMS-664 “Procedure Code/NDC Detail Attachment Form.” Attach this form and any other
required documents to your claim when submitting it for processing. See Diagram 7 for an
example of the completed form. Section V of the provider manual includes this form.

Diagram 7

De;ail Seql.;fence NDC F;ﬁ;:d%?:lre Drug Name/Dose/Route Wasted
1 1 112|3|4|5]6|7|8]9 1]2] 71234 ABC drug/25 MG/Oral 0

1 2 0|11 ][1]1]2|2]2][2]3]|3]| 71234 XYZ drug/50 MG/Oral 0
3 1 4|/4|4]4|4|5|5|5|5|0|6 Z6789 PRQ drug/5 ML/IV 5 ML

lll. Adjustments

Paper adjustments for paid claims filed with NDC numbers will not be accepted. Any original
claim will have to be voided and a replacement claim will need to be filed. Providers have the
option of adjusting a paper or electronic claim electronically.

IV. Remittance Advices

Only the first sequence in a detail will be displayed on the remittance advice reflecting either the
total amount paid or the denial EOB(s) for the detail.

V. Record Retention

Each provider must retain all records for five (5) years from the date of service or until all audit
questions, dispute or review issues, appeal hearings, investigations, or administrative/judicial
litigation to which the records may relate are concluded, whichever period is longer.

At times, a manufacturer may question the invoiced amount, which results in a drug rebate
dispute. If this occurs, you may be contacted requesting a copy of your office records to include
documentation pertaining to the billed HCPCS/CPT code. Requested records may include NDC
invoices showing purchase of drugs.and documentation showing what drug (name, strength, and
amount) was administered and on what date, to the beneficiary in question.

See Section 292.950 for additional information regarding drug code billing.
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Explanation of Updates

Sections 241.000 and 242.450 are updated to remove the reference to Provider Electronic Solutions
(PES) from the manual and to make other minor technical changes.

This update transmittal memorandum indicates which sections of your provider manual have been
revised. Electronic versions of provider manuals available from the Arkansas Medicaid website have
changes incorporated. See Section | for instructions on updating a paper copy of the manual.

If you have questions regarding this transmittal, please contact the Provider Assistance Center at
1-800-457-4454 (Toll-Free) within Arkansas or locally and out-of-state at (501) 376-2211.

If you need this material in an alternative format, such as large print, please contact the Office of
Rules Promulgation at (501) 320-6266.

Arkansas Medicaid provider manuals (including update transmittals), official notices, notices of rule
making, and remittance advice (RA) messages are available for downloading from the Arkansas
Medicaid website: https://medicaid.mmis.arkansas.gov.

Thank you for your participation in the Arkansas Medicaid Program.

Janet Mann
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Protecting the vulnerable, fostering independence and promoting better health
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TOC required

241.000 Introduction to Billing 7-1-074-1-
20

Podiatrist providers use the CMS-1500 form to bill the Arkansas Medicaid Program on paper for
services provided to eligible Medicaid beneficiaries. Each claim may contain charges for only
one (1) beneficiary.

Section Il of this manual contains information about PreviderElectronic-Solutions{PES)}and

other-available options for electronic claim submission.

242.450 National Drug Codes (NDCs)-Billing-Protocols #-35-114-1-
20
Effective for claims with dates of service on or after January 1, 2008FArkansas Medicaid
implemented billing protocol per the Federal Deficit Reduction Act of 2005.. Thi§ explains policy
and billing protocol for providers that submit claims for drug HCPCS/CPT ‘codes with dates of
service on and after January 1, 2008.

The Federal Deficit Reduction Act of 2005 mandates that Arkansas Medicaid require the
submission of National Drug Codes (NDCs) on claims submitted with Healthecare Common
Procedure Coding System, Level ll/Current Procedural Terminélogy, 4t edition (HCPCS/CPT)
codes for drugs administered. The purpose ofdhis requirementiisito assure that the State
Medicaid Agencies obtain a rebate from those manufacturersawhohave signed a rebate
agreement with the Centers for Medicare and IMedicaid Services (CMS).

A. Covered Labelers

Arkansas Medicaid, by statute;will onlyapay for a“drug procedure billed with an NDC when
the pharmaceutical labeléer of thatidrug is a covered labeler with Centers for Medicare &
Medicaid Services (CMS). A “covered labeler” is a pharmaceutical manufacturer that has
entered into a federal rebate agreement with"CMS to provide each State-state a rebate for
products reimbursed by Medicaid Programs. A covered labeler is identified by the first five
(5) digits of the NDC. Toassure a productis payable for administration to a Medicaid
beneficiary gcompare the labeler code (the first five (5) digits of the NDC) to the list of
covered labelers'which is maintained on the Arkansas-Medieaid-DHS contracted
Pharmacy vendor website.

A complete Ilstlng of 4 Covered Labelers” |s Iocated on the—AFkansas—Medeead—pageuat

web3|te See Dlagram 1 for an
example of this screen The effective date is when a manufacturer entered into a rebate
agreementiwith'CMS. The Labeler termination date indicates that the manufacturer no
longer participates in the federal rebate program and therefore the products cannot be
reimbursed by Arkansas Medicaid on or after the termination date.

Diagram,1
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tn-erderfFor a claim with drug HCPCS/CPT codes to be eligible for,payment, the detail
date of service must be prior to the NDC termination date.< The NDCtermination date
represents the shelf-life expiration date of the last batch produced, as'supplied on the
Centers for Medicare and Medicaid Services (CMS) quarterly update. The,date is supplied
to CMS by the drug manufacturer/distributor.

Arkansas Medicaid will deny claim details with drug HCPCS/CPT codes with a detail date
of service equal to or greater than the NDC termination date.

When completing a Medicaid claim for administering adrug, indicate the HIPAA standard
11-digit NDC with no dashes or spaces.| The 11-digit NDC is comprised of three (3)
segments or codes: a 5-digit labeler code, a 4-digit product code, and a 2-digit package
code. The 10-digit NDC assigned by,the FDAwprinted on the drug package must be
changed to the 11-digit format,by inserting a leading zero_(0) in one (1) of the three (3)
segments. Below are examples of the EDA assigned NDC on a package changed to the
appropriate 11-digit HIPAA standard format.»Diagram 2 displays the labeler code as five
(5) digits with leading zeros; thejproduct code as four (4) digits with leading zeros; the
package code as two (2)digits' without'leading zeros, using the “5-4-2” format.

Diagram 2
00123 0456 78
LABELER | PRODUCT | PACKAGE
CODE CODE CODE

(5 digits) (4 digits) (2 digits)

ND€Es submitted in any configuration other than the 11-digit format will be
rejected/denied. NDCs billed to Medicaid for payment must use the 11-digit format
without dashes or spaces between the numbers.

See Diagram 3 for sample NDCs as they might appear on drug packaging and the
corresponding format which should be used for billing Arkansas Medicaid:

Diagram 3
10-digit FDA NDC on PACKAGE Required 11-digit NDC
(5-4-2) Billing Format
12345 6789 1 12345678901
1111-2222-33 01111222233
01111 456 71 01111045671

Drug Procedure Code (HCPCS/CPT) to NDC Relationship and Billing Principles
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HCPCS/CPT codes and any modifiers will continue to be billed per the policy for each
procedure code. However, the NDC and NDC quantity of the administered drug is now
also required for correct billing of drug HCPC/CPT codes. To maintain the integrity of the
drug rebate program, it is important that the specific NDC from the package used at the
time of the procedure be recorded for billing. HCPCS/CPT codes submitted using invalid
NDCs or NDCs that were unavailable on the date of service will be rejected/denied. We
encourage you to enlist the cooperation of all staff members involved in drug
administration to assure collection or notation of the NDC from the actual package used. It
is not recommended that billing of NDCs be based on a reference list, as NDCs vary from
one (1) labeler to another, from one (1) package size to another, and from one (1) time
period to another.

Exception: There is no requirement for an NDC when billing for vaccines-,
radiopharmaceuticals, and allergen immunotherapy.

II. Claims Filing

The HCPCS/CPT codes billing units and the NDC quantity do not always have a one-to-one
relationship.

Example 1: The HCPCS/CPT code may specify up to 75'mg,of the drug whereas the NDC
quantity is typically billed in units, milliliters or grams. If the patient is provided 2 oral tablets, one
at 25 mg and one at 50 mg, the HCPCS/CPT code unit would bexl (1 totallof 75 mg) in the
example whereas the NDC quantity would be d each (1 unit of the 25;mg tablet and 1 unit of the
50 mg tablet). See Diagram 4.

Diagram 4

25mg  SO0mg N/ 25 mqtablet
O+ O =TEmg

= A0 mg tablet
\o/ .

HCPCS/CPT Code Unit = 1 MO C guantity = 1 each
{1 unit of Drug A totaling 75 mg) (1 unit of a 25 mg tablet and 1 unit of a 50 mg tablet)

Example 2: If the drug in the example is an injection of 5 ml (or cc) of a product that was 50 mg
pernd0 ml of a 10 ml single-use vial, the HCPCS/CPT code unit would be 1 (1 unit of 25 mg)
whereas,the NDC quantity would be 5 (5 ml). In this example, 5 ml or 25 mg would be
documentedias wasted. See Diagram 5.

Diagram 5
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HCPCS/CPT Code Unit = 1
(one 25 g unit of Drug B)

» / MOC Cluantity =45 for the 5 ml administered

S ml {or cc)
Every 10 ml =50 my administerad

Waste =5 ml or 25 my

ifar the 5 ml ar 25 mg not administered)

A.  Electronic Claims Filing — 837P (Professional) and 8371 (Outpatient)

Procedure codes that do not require paper billing may be billed electronically. Any
procedure codes that have required modifiers in the past will continue,to require modifiers.

Arkansas Medicaid will-requires providers using i
electronic filing through the Provider Portal to use the required NDCformat when billing
HCPCS/CPT codes for administered drugs.

B. _Raper €laims Filing — CMS-1500 and CMS-1450 (UB-04)

Arkansas Medicaid will require providers billing drug HCPCS/CPT codes including covered
unlisted\drug procedure codes to use the required NDC format.

See Diagram 6 for CMS-1500 and Diagram 7 for CMS-1450 (UB-04).
CMS-1500

For professional claims, CMS-1500, list the qualifier of “N4”, the 11-digit NDC, the unit of
measure qualifier (F2 - International Unit; GR - Gram; ML - Milliliter; UN - Unit), and the
number of units of the actual NDC administered in the shaded area above detail field 24A,
spaced and arranged exactly as in Diagram 6.

Each NDC, when billed under the same procedure code on the same date of service is
defined as a “sequence”. When billing a single HCPCS/CPT code with multiple NDCs as
detail sequences, the first sequence should reflect the total charges in the detail field 24F
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and total HCPCS/CPT code units in detail field 24G. Each subsequent sequence number
should show zeros in detail fields 24F and 24G. See Detail 1, sequence 2 in Diagram 6.

The quantity of the NDC will be the total number of units billed for each specific NDC. See

‘ Diagram 6, first detail, sequences one (1) and two (2). Detail 2 is a Procedure Code that
does not require an NDC. Detail 3, sequence one (1) gives an example where only one (1)
NDC is associated with the HCPCS/CPT code.

Diagram 6

Detail 1

A DATE{E) OF S BV .1 B ‘_‘ & | b PROCECURES, SEFFMCES, CN SUPPLES o 7 =

1o g T S —— (1] u-m i [ r’ REKDERMG o

SE-'L‘;IUEI‘lCE-"1 WM GO Ll [ :o ¥y |soee | e | crTacEcs MOCIEER BONTER § CHARGES CUL PROVIGES O, # =]
N& 12395678012 UN 100 [ =zsee7em IE

Sequsnce 2 08 [01 |07 [08 (01 |07 |11 | | Z1z34 i | 1 | 25io00] 1 | [we §
2 N4D11‘11‘2222.33|UN 100 : R

03 (01 {07 |03 (o1 jo7 |11 | | Z1234 ! | 1 | oloo| o | [ws =

Deetail 2 N . ' ; | <D= T
us 01 |07 l:ls o1 Jo7 |11 | gw13 | i 11 1]} 5500 1 | [wm &

FAL 500 . : 1239656750 |2

Sequence 1 409.01 |07 |IJS o1 jo7 11 | | =79 ! | 1 l /IO 1 | [wn| 18
) ) 3

Detail 3 S I T O O ’ i I N I I N """]E
o

CMS-1450 (UB-04)

| For institutional outpatient claims on the CMS-1450 (UB=04), use the locator field 43
(Description) to list the qualifier of “N4”, the 11-digit NDC, the unit of measure qualifier (F2
- International Unit; GR - Gram; ML - Milliliter; UN - Unit), and number of units of the actual
| NDC administered, spaced, and arranged exactly as in Diagram 7.

Each NDC, when billed under the same procedure code on the same date of service is
defined as a “sequence?. When billing a'single HCPCS/CPT code with multiple NDCs as
detail sequences, theffirst sequence should reflect the total charges in the detail locator
field 47 and total HCPCS/CPT .code,units in locator field 46. Each subsequent sequence
number should show zeros in locator fields'46 and 47. See Detail 1, sequence 2 in
Diagram 7.

The quantity'of the NDC will be the total number of units billed for each specific NDC. See
Diagram 7, first detail, sequences1 and 2. Detail 2 is a Procedure Code that does not
require,an NDC. Detail 3, sequence 1 gives an example where only one (1) NDC is
associated with the HCPCS/CPT code.

Diagram,7

Datail 1

L’L”““msaammmssramum1.00 KL ORI0T707] 1 7500 |
S

. el 0536 N4 01111222233 UN 1.00 11234 08/01/07 0 0:00 =
el 0305 Hemogram 85025 08/01/07 55: 00 =

sequerce 1 0636 N4 44444555508 UN 5.00 16789 og/01/07 1 2100 '

Procedure Code/NDC Detail Attachment Form - DMS-664

For drug HCPCS/CPT codes requiring paper billing (i.e., for manual review), complete every field
of the DMS-664 “Procedure Code/NDC Detail Attachment Form.” Attach this form and any other
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required documents to your claim when submitting it for processing. See Diagram 8 for an
example of the completed form A copy of form DMS- 664 is attached and may be copled for
claim submission. N

maﬂualrwﬂlrbeematedrtemeludeﬁrsiermvlew or prmt form DMS 664 and mstructlons for

completion.

Diagram 8
De;ail Seql.;’ence NDC F;rMogdCi:f?ec:.e Drug Name/Dose/Route Wasted
1 1 112]3]4|5|6|7]8|9|1]2] 21234 ABC drug/25 MG/Cral 0

1 2 o111 ]1]2]2]2]|2[3]3] z1234 XYZ drug/50 MG/Oral 0
3 1 4/4(4]4|4|5|5|5|5|0|6]| 76789 PRQ drug/5 ML/IV 5 ML
lll. Adjustments

Paper adjustments for paid claims filed with NDC numbers will not be aceepted: Any original
claim will have to be voided and a replacement claim will'need to be filed: Providers have the
option of adjusting a paper or electronic claim electronically:

IV. Remittance Advices

Only the first sequence in a detail will be displayed on the remittance advice reflecting either the
total amount paid or the denial EOB(s) for the detail.

V. Record Retention

Each provider must retain all re€ords for five (8) years from the date of service or until all audit
questions, disputes or review issues, appeal hearings, investigations, or administrative/judicial
litigation to which the recafds may relate are concluded, whichever period is longer. At times, a
manufacturer may guestionthe.invoiced amount, which results in a drug rebate dispute. If this
occurs, you may be contactedteduesting a copy of your office records to include NDC invoices
showing the purch@se of drugs andidocumentation showing what drug (name, strength, and
amount) was administeréd.and on what date, to the beneficiary in question.
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A RKANSAS Division of Medical Services
DEPARTMENT OF Office of Rules Promulgation

OZ HUMAN |
) P.0. Box 1437, Slot S295 - Little Rock, AR 72203-1437
‘( SERVICES 501-320-6428 - Fax: 501-404-4619

TDD/TTY: 501-682-6789

TO: Arkansas Medicaid Health Care Providers — Portable X-Ray

EFFECTIVE DATE:  April 1, 2020

SUBJECT: Provider Manual Update Transmittal PORTX-1-19

REMOVE INSERT

Section Effective Date Section Effective Date
241.000 11-1-06 241.000 4-1-20

Explanation of Updates
Section 241.000 is updated to remove the reference to Provider Electronic Solutions (PES) from the
manual and to make a minor technical change.

This update transmittal memorandum indicates which sections of your provider manual have been
revised. Electronic versions of provider manuals available from the Arkansas Medicaid website have
changes incorporated. See Section | for instructions on updating a paper copy of the manual.

If you have questions regarding this transmittal, please contact the Provider Assistance Center at
1-800-457-4454 (Toll-Free) within Arkansas or locally and out-of-state at (501) 376-2211.

If you need this material in an alternative format, such as large print, please contact the Office of
Rules Promulgation at (501) 320-6266.

Arkansas Medicaid provider manuals (including update transmittals), official notices, notices of rule
making, and remittance advice (RA) messages are available for downloading from the Arkansas
Medicaid website: https://medicaid.mmis.arkansas.gov.

Thank you for your participation in the Arkansas Medicaid Program.

Janet Mann
Director

humanservices.arkansas.gov
Protecting the vulnerable, fostering independence and promoting better health


https://medicaid.mmis.arkansas.gov/
https://medicaid.mmis.arkansas.gov/

Portable X-Ray Section Il

TOC not required
241.000 Introduction to Billing 11-1-064-1-
20

Podiatrist providers use the CMS-1500 form to bill the Arkansas Medicaid Program on paper for
services provided to eligible Medicaid beneficiaries. Each claim may contain charges for only

one (1) beneficiary.

Section Il of this manual contains information about ProviderElectronic-Seolutions{PES)-and

other-available options for electronic claim submission.

@?‘
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OZ HUMAN |
) P.0. Box 1437, Slot S295 - Little Rock, AR 72203-1437
‘( SERVICES 501-320-6428 - Fax: 501-404-4619

TDD/TTY: 501-682-6789

TO: Arkansas Medicaid Health Care Providers — Prosthetics

EFFECTIVE DATE:  April 1, 2020

SUBJECT: Provider Manual Update Transmittal PROSTHET-4-19

REMOVE INSERT

Section Effective Date Section Effective Date
241.000 8-1-05 241.000 4-1-20

242 .401 11-1-15 242.401 4-1-20

Explanation of Updates

Sections 241.000 and 242.401 are updated to remove the reference to Provider Electronic Solutions
(PES) from the manual and to make minor technical changes.

This update transmittal memorandum indicates which sections of your provider manual have been
revised. Electronic versions of provider manuals available from the Arkansas Medicaid website have
changes incorporated. See Section | for instructions on updating a paper copy of the manual.

If you have questions regarding this transmittal, please contact the Provider Assistance Center at
1-800-457-4454 (Toll-Free) within Arkansas or locally and out-of-state at (501) 376-2211.

If you need this material in an alternative format, such as large print, please contact the Office of
Rules Promulgation at (501) 320-6266.

Arkansas Medicaid provider manuals (including update transmittals), official notices, notices of rule
making, and remittance advice (RA) messages are available for downloading from the Arkansas
Medicaid website: https://medicaid.mmis.arkansas.gov.

Thank you for your participation in the Arkansas Medicaid Program.

Janet Mann
Director

humanservices.arkansas.gov
Protecting the vulnerable, fostering independence and promoting better health


https://medicaid.mmis.arkansas.gov/
https://medicaid.mmis.arkansas.gov/
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TOC not required

241.000 Introduction to Billing 8-1-054-1-

5]

Prosthetics providers use the CMS-1500 form to bill the Arkansas Medicaid Program on paper
for services provided to eligible Medicaid beneficiaries. Each claim may contain charges for only
one (1) beneficiary.

Section Il of this manual contains information about PreviderElectronic-Solutions{PES)}and

other-available options for electronic claim submission.

242.401 National Drug Codes (NDCs) +1-3-154-1-

sl

Effective for claims with dates of service on or after January 1, 2008, Arkansas Medicaid
implemented billing protocol per the Federal Deficit Reduction Act of 2005. “This explains policy
and billing protocol for providers that submit claims for drug HCPCS/CPT, codes with dates of
service on and after January 1, 2008.

The Federal Deficit Reduction Act of 2005 mandates that Arkansas Medicaid require the
submission of National Drug Codes (NDCs) on claims submitted with Health Care Common
Procedure Coding System, Level Il/Current Procedural Terminology,4iedition (HCPCS/CPT)
codes for drugs administered. The purpose of this requirement is to assure that the State
Medicaid Agencies obtain a rebate from those manufacturers who have signed a rebate
agreement with the Centers for Medicare,and Medicaid Services (CMS).

A. Covered Labelers

Arkansas Medicaid, bysstatute, will only payfor a drug procedure billed with an NDC when
the pharmaceutical labeler of that drug is a covered labeler with Centers for Medicare and
Medicaid Services (CMS). A ‘“coveredilabeler” is a pharmaceutical manufacturer that has
entered into a federal rebate agreement with CMS to provide each Sstate a rebate for
products reimbursed by Medicaid Programs. A covered labeler is identified by the first five
(5) digits of the ND€. To assurexa product is payable for administration to a Medicaid
beneficiary, comparethejlabeler.code (the first five (5) digits of the NDC) to the list of
covered labelers\which is‘maintained on the DHS contracted Pharmacy vendor website

A complete listing ‘of\* Covered Labelers” is located on the website. See Diagram 1 for an
example of thisyscreen. The effective date is when a manufacturer entered into a rebate
agreement with\CMS. The Labeler termination date indicates that the manufacturer no
longenparticipates in the federal rebate program and therefore the products cannot be
reimbursed by Arkansas Medicaid on or after the termination date.

Diagram 1


https://arkansas.magellanrx.com/provider/documents/
https://arkansas.magellanrx.com/provider/documents/

Section Il
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ooooz - ELLILEY AMD COMPANY 14171991
oooos  E.R SQUIBE & SO0NS, INC 11141991
ooood  HOFFMAMNM-LA ROCHE 11141931
ooooz  LEDERLE LABORATORIES 14141931
00o0E  MERCHK & CO., INC. 1171991
oogy GLAXDSMITHKLIMNE 14171991
gooos - WYETH LABORATORIES 14171991
aooos  PFIZER, IMC, 14171991
o001t BECTOM DICKINSON MICROBIOLOGY SYSTEMS 10151991 7171598
00013 PRIZER, IMC, 1141891

tn-erderfFor a claim with drug HCPCS/CPT codes to be eligible for,payment, the detail
date of service must be prior to the NDC termination date.<The NDC termination date
represents the shelf-life expiration date of the last batch produced, as'supplied on the
Centers for Medicare and Medicaid Services (CMS) quarterly update. The'date is supplied
to CMS by the drug manufacturer/distributor.

Arkansas Medicaid will deny claim details with drug HCPCS/CPT codes with a detail date
of service equal to or greater than the NDC termination date.

When completing a Medicaid claim for administering adrug, indicate the HIPAA standard
11-digit NDC with no dashes or spaces. [The 11-digittNDC is comprised of three (3)
segments or codes: a 5-digit labeler code, a 4-digit product code, and a 2-digit package
code. The 10-digit NDC assigned by,the FDAwprinted on the drug package must be
changed to the 11-digit format,by inserting a leading zero_(0) in one (1) of the three (3)
segments. Below are examples of the EDA assigned NDC on a package changed to the
appropriate 11-digit HIPAA standard format.»Diagram 2 displays the labeler code as five
(5) digits with leading zeros; thejproduct code as four (4) digits with leading zeros; the
package code as two (2)\digits' without'leading zeros, using the “5-4-2” format.

Diagram 2
00123 0456 78
LABELER | PRODUCT | PACKAGE
CODE CODE CODE
(5 digits) (4 digits) (2 digits)

NDCs submitted inrany configuration other than the 11-digit format will be rejected/denied.
NDCs billed to Medicaid for payment must use the 11-digit format without dashes or
spaces between the numbers.

See Diagram 3 for sample NDCs as they might appear on drug packaging and the
corresponding format which should be used for billing Arkansas Medicaid:

Diagram 3

10-digit FDA NDC on PACKAGE Required 11-digit NDC

(5-4-2) Billing Format

12345 6789 1 12345678901
1111-2222-33 01111222233
01111456 71 01111045671

Drug Procedure Code (HCPCS/CPT) to NDC Relationship and Billing Principles
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HCPCS/CPT codes and any modifiers will continue to be billed per the policy for each
procedure code. However, the NDC and NDC quantity of the administered drug is now
also required for correct billing of drug HCPCS/CPT codes. To maintain the integrity of the
drug rebate program, it is important that the specific NDC from the package used at the
time of the procedure be recorded for billing. HCPCS/CPT codes submitted using invalid
NDCs or NDCs that were unavailable on the date of service will be rejected/denied. We
encourage you to enlist the cooperation of all staff members involved in drug
administration to assure collection or notation of the NDC from the actual package used. It
is not recommended that billing of NDCs be based on a reference list, as NDCs vary from
one (1) labeler to another, from one (1) package size to another, and from one_(1) time
period to another.

Exception: There is no requirement for an NDC when billing for vaccines;
radiopharmaceuticals, and allergen immunotherapy.

II. Claims Filing

The HCPCS/CPT codes billing units and the NDC quantity do not always have a one-to-one
relationship.

Example 1: The HCPCS/CPT code may specify up to 75'mg,of the drug whereas the NDC
quantity is typically billed in units, milliliters or grams. If the patient is provided 2 oral tablets, one
at 25 mg and one at 50 mg, the HCPCS/CPT code unit would bexl (1 totallof 75 mg) in the
example whereas the NDC quantity would be d each (1 unit of the 25;mg tablet and 1 unit of the
50 mg tablet). See Diagram 4.

Diagram 4

25mg  SO0mg N/ 25 mqtablet
O+ O =7img

¥

= a0 mqg tablet
\o/ .

HCPCE/CPT Code Unit =1 MOC quantity = 1 each
{1 unit of Drug A totaling 75 mo) (1 unit of a 25 mg tablet and 1 unit of a 50 mg tablet)

Example 2: If the'drug inithe example is an injection of 5 ml (or cc) of a product that was 50 mg
per 10 ml of a 10 ml single-use vial, the HCPCS/CPT code unit would be 1 (1 unit of 25 mg)
whereasithe NDC quantity would be 5 (5 ml). In this example, 5 ml or 25 mg would be
documented as wasted. See Diagram 5.

Diagram's
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Every 10 ml =50 my administerad

4, & AT S} OF S BicK B G | o PROCEDUNES, SEFFMCES, N SPPLES E T F. - o1 L | F
Frem To :r‘ Erpiain Urnssunl Ciroumetanose HUGROGIS [ oar r_.*"" o RERDERMG
SEL‘;IUEI'ICE'1 e (Le] ¥y MM DD vy [sawE | B | ceTACECS MOCIEER BOMNTER §OARGER ipats | P | e PROVDES ¢
N& 12395678012 UN 100 [ =zsee7em
Sequsnce 2 08 [01 |07 [08 (01 |07 |11 | | Z1z34 | | 1 | 25io00] 1 | [we
2 N4 01111222233 UN 100 : : | ) A23a88780
03 (01 {07 |05 {01 (07 [11 | | Z1234 ! | 1 | oloo| o | [ws
Detsil 2 | | "Z=aE7e=
3os o1 jo7 Jos lo1 Jo7 |11 | | eez1a3 ' | sioo| 4 | e | T
! & ML 500 - || 12swmETED
| 1 l (00| 1 | [wa] "
b 4
]
1 1

1

|

sequence 1 4log |01 07 o8 (01 jo7 (11 | | 7S | |
Detail 5 5 1 | ] P | |
1 1 1 1 1

HCPCS/CPT Code Unit = 1
(one 25 g unit of Drug B)

=)

._.-==?
% M MOC Quantity = 5 for the 5 ml administered
-

L 4

S ml {or cc)

Waste =5 ml or 25 my

ifar the 5 ml ar 25 mg not administered)

Electronic Claims Filing — 837P (Professional) and 8371 (Outpatient)

Procedure codes that do not require paper billing may be billed, electronically. Any
procedure codes that have required modifiers in the past will continue to require modifiers.

Arkansas Medicaid requires providers using Provider-Electronic-Solgtions(PES)electronic
filing through the Provider Portal to use the required NDC format when billing HCPCS/CPT

codes for administered drugs.

Paper Claims Filing — CMS-1500

Arkansas Medicaid will require providers billing drugdHCPCS/CPT codes including covered
unlisted drug procedure codes touse the required NDC format.

See Diagram 6 for CMS-1500:

For professional claims, CMS-1500, list the qualifier of “N4”, the 11-digit NDC, the unit of
measure qualifier (F2 — International Unit; GR = Gram; ML - Milliliter; UN — Unit), and the
number of units of the actual. NDC administered in the shaded area above detail field 24A,
spaced and arranged exactly as in Diagram 6.

Each NDC when billed under the.same procedure code on the same date of service is
defined as a “sequence.”»\Whenbilling a single HCPCS/CPT code with multiple NDCs as
detaibhsequences, theffirst'sequence should reflect the total charges in detail field 24F and
total HCPCS/CPT ¢ode units in detail field 24G. Each subsequent sequence number
should\show zeros in detail fields 24F and 24G. See Detail 1, sequence 2 in Diagram 6.

The quantity of the NDC will be the total number of units billed for each specific NDC. See
Diagram 6, first'detail, sequences 1 and 2. Detail 2 is a Procedure Code that does not
requiresan'NDC. Detail 3, sequence 1 gives an example where only one (1) NDC is
associated with the HCPCS/CPT code.

Diagram 6

OR SUPPLIER INFORMATION

SICIAN
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Procedure Code/NDC Detail Attachment Form—DMS-664

For drug HCPCS/CPT codes requiring paper billing (i.e., for manual review), complete every field
of the DMS-664 “Procedure Code/NDC Detail Attachment Form.” Attach this form and any other
required documents to your claim when submitting it for processing. See Diagram 7 for an
example of the completed form. Section V of the provider manual includes this form.

Diagram 7

De;ail Seql.;fence NDC Pfﬁc‘n:d(i:f?edre Drug Name/Dose/Route Wasted
1 1 112|3]4|5|6|7]8|9|1]|2] 21234 ABC drug/25 MG/Cral 0

1 2 0111 [1]2]2]2]2[3]|3]| 71234 XYZ drug/50 MG/Cral 0
3 1 4|4|4|4|4|5|5|5|5|0]|6]| 76789 PRQ drug/5 ML/IV 5 ML

lll. Adjustments

Paper adjustments for paid claims filed with NDC numbers will not be accepted. Any original
claim will have to be voided and a replacement«claim will need to be filed¢Providers have the
option of adjusting a paper or electronic claim|electronically.

IV. Remittance Advices

Only the first sequence in a detail will be'displayed omythe remittance advice reflecting either the
total amount paid or the denial EQB(s) for the\detail.

V. Record Retention

Each provider must retain all records‘forfive,(5) years from the date of service or until all audit
questions, dispute or review issues, appeal hearings, investigations or administrative/judicial
litigation to which the records may relate are concluded, whichever period is longer.

At times, a manufacturermay.question the invoiced amount, which results in a drug rebate
dispute. If this occurs; you may be,contacted requesting a copy of your office records to include
documentation pertainingdo the billed HCPCS/CPT code. Requested records may include NDC
invoices showing purchase of drugs and documentation showing what drug (name, strength and
amount) was'administered and on what date, to the beneficiary in question.
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OZ HUMAN |
) P.0. Box 1437, Slot S295 - Little Rock, AR 72203-1437
‘( SERVICES 501-320-6428 - Fax: 501-404-4619

TDD/TTY: 501-682-6789

TO: Arkansas Medicaid Health Care Providers — Rehabilitative Hospital

EFFECTIVE DATE:  April 1, 2020

SUBJECT: Provider Manual Update Transmittal REHABHSP-3-19

REMOVE INSERT

Section Effective Date Section Effective Date
216.100 11-1-10 216.100 4-1-20
216.200 4-16-12 216.200 4-1-20
241.000 7-1-07 241.000 4-1-20

Explanation of Updates

Sections 216.100 and 216.200 are updated to replace CHMS with EIDT and change Speech
Therapy to Speech-Language Therapy where it appears. Other minor grammatical changes are also
included.

Section 241.000 is revised to remove references to Provider Electronic Solutions (PES) and make a
minor grammatical change.

This update transmittal memorandum indicates which sections of your provider manual have been
revised. Electronic versions of provider manuals available from the Arkansas Medicaid website have
changes incorporated. See Section | for instructions on updating a paper copy of the manual.

If you have questions regarding this transmittal, please contact the Provider Assistance Center at
1-800-457-4454 (Toll-Free) within Arkansas or locally and out-of-state at (501) 376-2211.

If you need this material in an alternative format, such as large print, please contact the Office of
Rules Promulgation at (501) 320-6266.

Arkansas Medicaid provider manuals (including update transmittals), official notices, notices of rule
making, and remittance advice (RA) messages are available for downloading from the Arkansas
Medicaid website: https://medicaid.mmis.arkansas.gov/Provider/Docs/Docs.aspx.

Thank you for your participation in the Arkansas Medicaid Program.

Janet Mann
Director

humanservices.arkansas.gov
Protecting the vulnerable, fostering independence and promoting better health


https://medicaid.mmis.arkansas.gov/Provider/Docs/Docs.aspx
https://medicaid.mmis.arkansas.gov/Provider/Docs/Docs.aspx
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TOC required

216.100

A.

Occupational and Physical Therapy Guidelines for Retrospective 11-1-1034-
Review for Beneficiaries Under the Age of 21 1-20

Medical Necessity

Occupational and physical therapy services must be medically necessary to the treatment
of the individual’s illness or injury. A diagnosis alone is ret-insufficient documentation to
support the medical necessity of therapy. To be considered medicallysnecessary, the
following conditions must be met:

1.

The services must be considered under accepted standards of practice to be a
specific and effective treatment for the patient’'s condition.

The services must be of such a level of complexity or theypatient’s condition must be
such that the services required can be safely and effectively,performed only by or
under the supervision of a qualified physical©r occupational therapist.

There must be reasonable expectation that therapy will result in @ meaningful
improvement or prevent a worsening of the condition. (See the/medical necessity
definition in the Glossary of this manual.)

Evaluation and Report Components

To establish medical necessity, a comprehensive assessment in the suspected area of
deficit must be performed. A comprehensive assessment must include:

1.
2.
3.
4.

Date of evaluation;;
Child’s name and date of birth-;
Diagnosis specificito thefapys;

Background information including pertinent medical history; and, if the child is twelve
(12) months,of age or'younger, gestational age. The child should be tested in the
child’s dominantilanguage; if not, an explanation must be provided in the evaluation.

NOTE: To calculate'a child’s gestational age, subtract the number of weeks
barn before forty (40) weeks of gestation from the chronological age.
Therefore, a 7-month-old, former 28-week gestational age infant has a
corrected age of four (4) months according to the following equation:

7'months - [(40 weeks) - 28 weeks) / 4 weeks]
7 months - [(12) / 4 weeks]
7 months - [3]

4 months

Standardized test results, including all subtest scores, if applicable. Test results must
be reported as standard scores, Z scores, T scores, or percentiles. Age-equivalent
scores and percentage of delay cannot be used to qualify for services-;

If applicable, test results should be adjusted for prematurity (less than thirty-seven
(37) weeks gestation) if the child is twelve (12) months of age or younger, and this
should be noted in the evaluation:;

Objective information describing the child’s gross/fine motor abilities/deficits, e.g.,
range of motion measurements, manual muscle testing, muscle tone, or a narrative
description of the child’s functional mobility skills (strengths and weaknesses):;
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8.

10.

An interpretation of the results of the evaluation, including recommendations for
therapy/minutes per week-;

A description of functional strengths and limitations, a suggested treatment plan, and
potential goals to address each identified problem-; and

Signature and credentials of the therapist performing the evaluation.

C. Interpretation and Eligibility: Ages Birth to 21

1.

10.

11.

12.

13.

Tests used must be norm-referenced, standardized, and specific to the therapy
provided.

Tests must be age appropriate for the child being tested.

All subtests, components, and scores must be reported for all tests used for eligibility
purposes.

Eligibility for therapy will be based upon a score of -1.5 standard deviations (SD)
below the mean or greater in at least one (1) subtest'area or composite score on a
norm-referenced, standardized test. When a -1.5 SD or'greater is not indicated by
the test, a criterion-referenced test along with.informed clinical opinion,must be
included to support the medical necessity of services.

If the child cannot be tested with a norm-referenced, standardized test, criterion-
based testing or a functional description of the child’s'gross/finé motor deficits may
be used. Documentation of the reason a standardizedtest:could not be used must be
included in the evaluation.

The Mental Measurement Yearbook (MMY) is the standard reference to determine
reliability and validity. Refertoy*Accepted Tests” sections for a list of standardized
tests accepted by Arkansas Medicaid for retroSpective reviews.

Range of Motion: A limitation of greater than ten (10) degrees and/or documentation
of how a deficitdimits function.

Muscle Tone: Modified AShworth,Scale.

Manual Muscle Test: A deficit is a muscle strength grade of fair (3/5) or below that
impedes functional skillsy With increased muscle tone, as in cerebral palsy, testing is
unreliable.

TransferSkills: Documented as the amount of assistance required to perform
transfer, e.g./maximum, moderate, or minimal assistance. A deficit is defined as the
inability to perform a transfer safely and independently.

Childreny(birth to age Twenty-one (21)) receiving services outside of the public
schools must be evaluated annually.

Children (birth to age two (2)) in the Child-Health-Management-Services{CHMS)

Early Intervention Day Treatment (EIDT) program must be evaluated every six (6)
months.

Children (age three (3) to twenty-one (21)) receiving services within public schools,
as a part of an Individual Program Plan (IPP) or an Individual Education Plan (IEP),
must have a full evaluation every three (3) years; however, an annual update of
progress is required.

D. Frequency, Intensity, and Duration of Physical and/or Occupational Therapy Services

The frequency, intensity, and duration of therapy services should always be medically
necessary and realistic for the age of the child and the severity of the deficit or disorder.
Therapy is indicated if improvement will occur as a direct result of these services and if
there is a potential for improvement in the form of functional gain.
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1. Monitoring: May be used to ensure that the child is maintaining a desired skill level or
to assess the effectiveness and fit of equipment such as orthotics and other durable
medical equipment. Monitoring frequency should be based on a time interval that is
reasonable for the complexity of the problem being addressed.

2. Maintenance Therapy: Services that are performed primarily to maintain range of
motion or to provide positioning services for the patient do not qualify for physical or
occupational therapy services. These services can be provided to the child as part of
a home program implemented by the child’s caregivers and do not necessarily
require the skilled services of a physical or occupational therapist to be performed
safely and effectively.

3.  Duration of Services: Therapy services should be provided asleng-asif reasonable
progress is made toward established goals. If reasonable, functional progress cannot
be expected with continued therapy, services should be discontinued'and monitoring,
or establishment of a home program, should be implemented.

E. Progress Notes

1. Child’'s name:;

2. Date of service-;

3. Time in and time out of each therapy session-;

4.  Objectives addressed (should coingide with the plan-oficare )

5. A description of specific therapy services provided daily, and the activities rendered
during each therapy session, along with a form measurement:;
Progress notes must be legible-;
Therapists must sign.each date ofientry with“afull signature and credentials-; and
Graduate students must have the supervising physical therapist or occupational
therapist co-sign progress notes.

216.200 Speech-LanguageThérapy Guideli€s for Retrospective Review for 4-16-1234-

Benefifilaties Under Age 21 1-20

A.  Medical Necessity

Spéech-language thérapy services must be medically necessary to the treatment of the
individual’s iliness or injury. A diagnosis alone is nretinsufficient documentation to support
the medicalnecessity of therapy. To be considered medically necessary, the following
conditions must be ‘met:

1. . The servicessmust be considered under accepted standards of practice to be a
specific and effective treatment for the patient’'s condition.

2.%_»The services must be of such a level of complexity or the patient’s condition must be
such that the services required can be safely and effectively performed only by or
under the supervision of a qualified speech and language pathologist.

3.  There must be reasonable expectation that therapy will result in meaningful
improvement or a reasonable expectation that therapy will prevent a worsening of the
condition. (See the medical necessity definition in the Glossary of this manual.)

B. Types of Communication Disorders

1. Language Disorders — Impaired comprehension and/or use of spoken, written,
andfor other symbol systems. This disorder may involve the following components:
forms of language (phonology, morphology, syntax), content and meaning of
language (semantics, prosody), function of language (pragmatics), and/or the
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perception/processing of language. Language disorders may involve one_(1), all, or a
combination of the above components.

2.  Speech Production Disorders — Impairment of the articulation of speech sounds,
voice, andfor fluency. Speech Production disorders may involve one_(1), all, or a
combination of these components of the speech production system.

An articulation disorder may manifest as an individual sound deficiency, i.e.,
traditional articulation disorder, incomplete or deviant use of the phonological system,
i.e. phonological disorder, or poor coordination of the oral-motor mechanism for
purposes of speech production, i.e. verbal and/or oral apraxia, dysarthria.

3.  Oral Motor/Swallowing/Feeding Disorders — Impairment of the muscles, structures,
andfor functions of the mouth (physiological or sensory-based)involved with the
entire act of deglutition from placement and manipulation offood in the mouth
through the oral and pharyngeal phases of the swallow. These disorders may or may
not result in deficits to speech production.

C. Evaluation and Report Components

1.  STANDARDIZED SCORING KEY:
Mild: Scores between 84-78; -1.0 standard deviation
Moderate: Scores between 77-71; -1.5 standard deviations
Severe: Scores between 70-64; -2(0 standard deviations
Profound: Scores of sixty-three (63) or lower; -2.0+ standard deviations

2.  LANGUAGE: To establish‘medical necessity, results from a comprehensive
assessment in the suspected area of deficitymust be reported. (Refer to Section
216.200, part D, paragraphs 9-12 for requiredfrequency of re-evaluations.) A
comprehensive assessmentfor a Language disorder must include:

a. Date of evaluation-;

b Child’s name,and.date of birth-;

C. Diagnosis specific to therapy-;

d Background information including pertinent medical history; and, if the child is
twelve (12)months of age or younger, gestational age. The child should be

tested in the child’s dominant language; if not, an explanation must be provided
in the evaluation.

NOTE: To calculate a child’s gestational age, subtract the number of
weeks born before forty (40) weeks of gestation from the
chronological age. Therefore, a 7-month-old, former 28-week
gestational age infant has a corrected age of four (4) months
according to the following equation:

7 months - [(40 weeks) - 28 weeks) / 4 weeks]
7 months - [(12) / 4 weeks]
7 months - [3]

4 months

e. Results from an assessment specific to the suspected type of language
disorder, including all relevant scores, quotients, ard/or indexes, if applicable.
A comprehensive measure of language must be included for initial evaluations.
Use of one-word vocabulary tests alone will not be accepted. (For a list of
accepted tests, refer to Section 214.410 of the Occupational, Physical, and
Speech-Language Therapy Services Manual.);

f. If applicable, test results should be adjusted for prematurity (less than thirty-
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seven (37) weeks gestation) if the child is twelve (12) months of age or
younger, and this should be noted in the evaluation:;

g. Oral-peripheral speech mechanism examination, which includes a description
of the structure and function of the orofacial structures-;

h. Formal or informal assessment of hearing, articulation, voice, and fluency
skills-;

i. An interpretation of the results of the evaluation including recommendations for
frequency and intensity of treatment:;

j. A description of functional strengths and limitations, a suggested treatment
plan, and potential goals to address each identified problem-; and

k. Signature and credentials of the therapist performing thefevaluation.

3. SPEECH PRODUCTION (Articulation, Phonological, Apraxia): To establish medical
necessity, results from a comprehensive assessment in the suspected area of deficit
must be reported. (Refer to Section 216.200, part D,paragraphs 9412 for required
frequency of re-evaluations.) A comprehensive assessment for. Speech Production
(Articulation, Phonological, Apraxia) disorder must include:

Date of evaluation-;
Child’s name and date of birth:;
Diagnosis specific to therapy:;

Background information inclading pertinent medical history; and, if the child is
twelve (12) months of age or younger, gestational age. The child should be
tested in the child’s dominant language;‘if not, an explanation must be provided
in the evaluation.

o0 oo

NOTE: To calculate a child’s gestational’age, subtract the number of
weeks born before forty (40) weeks of gestation from the
chronological age. Therefore, a 7-month-old, former 28-week
gestational'age infant has a corrected age of four (4) months
according tothe follewing equation:

7 months - [(40 weeks) - 28 weeks) / 4 weeks]
7 months =[(12) / 4 weeks]
7 months -[3]

4 months

e. Results'from an assessment specific to the suspected type of speech
production disorder, including all relevant scores, quotients, and/or indexes, if
applicable. All errors specific to the type of speech production disorder must be
reported (e.g., positions, processes, motor patterns). (For a list of accepted
tests, refer to Section 214.410 of the Occupational, Physical, and Speech-
Language Therapy Services Manual.);

f. If applicable, test results should be adjusted for prematurity (less than thirty-
seven (37) weeks gestation) if the child is twelve (12) months of age or
younger, and this should be noted in the evaluation-;

g. Oral-peripheral speech mechanism examination, which includes a description
of the structure and function of orofacial structures:;

h. Formal screening of language skills. Examples include, but are not limited to,
the Fluharty-2, KLST-2, CELF-4 Screen, or TTFC-;

i. Formal or informal assessment of hearing, voice, and fluency skills:;

j- An interpretation of the results of the evaluation including recommendations for
frequency and intensity of treatment:;
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k. A description of functional strengths and limitations, a suggested treatment
plan, and potential goals to address each identified problem,- and

l. Signature and credentials of the therapist performing the evaluation.

4., SPEECH PRODUCTION (Voice): To establish medical necessity, results from a
comprehensive assessment in the suspected area of deficit must be reported. (Refer
to Section 216.200, part D, paragraphs 9-12 for required frequency of re-
evaluations.) A comprehensive assessment for Speech Production (Voice) disorder
must include:

a. A medical evaluation to determine the presence or absence of a physical
etiology as a prerequisite for evaluation of voice disorder:;

b. Date of evaluation-;

o} Child’s name and date of birth-;

d. Diagnosis specific to therapy-;

e. Background information including pertinent medical history;@and, if the child is
twelve (12) months of age or younger, gestational age. The child should be
tested in the child’s dominant language; if not, an explanation must be provided
in the evaluation.

NOTE: To calculate a child’s gestationalage, subtract the number of
weeks born before forty (40) weeks of gestation from the
chronological age4Therefore, a 7-month-old, former 28-week
gestational age infant, has a corrected age of four (4) months
according to the fallowing equation:

7 months - [(40,weeks)y-.28 weeks) / 4 weeks]
7 manths 2((12) /4 weeks]
7“months - [3]
4'months
f. Results from an assessment relevant to the suspected type of speech

produection disorder;,including all relevant scores, quotients, and/or indexes, if
applicablen(For a list of accepted tests, refer to Section 214.410 of the
Occupational, Physical, and Speech-Language Therapy Services Manual.);

g.. If applicable, test results should be adjusted for prematurity (Iess than thirty-
seven (37) weeks gestation) if the child is twelve (12) months of age or
younger, and this should be noted in the evaluation-;

h.\ Oral-peripheral speech mechanism examination, which includes a description
of the structure and function of orofacial structures:;

i. Formal screening of language skills. Examples include, but are not limited to,
the Fluharty-2, KLST-2, CELF-4 Screen, or TTFC:;

j. Formal or informal assessment of hearing, articulation, and fluency skills:;

k.  Aninterpretation of the results of the evaluation including recommendations for
frequency and intensity of treatment:;

l. A description of functional strengths and limitations, a suggested treatment
plan, and potential goals to address each identified problem:; and

m.  Signature and credentials of the therapist performing the evaluation.

5.  SPEECH PRODUCTION (Fluency): To establish medical necessity, results from a
comprehensive assessment in the suspected area of deficit must be reported. (Refer
to Section 216.200, part D, paragraphs 9-12 for required frequency of re-
evaluations.) A comprehensive assessment for Speech Production (Fluency)
disorder must include:
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Date of evaluation-;

Child’s name and date of birth:;

Diagnosis specific to therapy-;

Background information including pertinent medical history; and, if the child is
twelve (12) months of age or younger, gestational age. The child should be

tested in the child’s dominant language; if not, an explanation must be provided
in the evaluation.

a0 oo

NOTE: To calculate a child’s gestational age, subtract the number of
weeks born before forty (40) weeks of gestation from the
chronological age. Therefore, a 7-month-old, former 28-week
gestational age infant, has a corrected age of four (4) months
according to the following equation:

7 months - [(40 weeks) - 28 weeks) / 4 weeks]
7 months - [(12) / 4 weeks]
7 months - [3]

4 months

e. Results from an assessment specific to the suspected type of speech
production disorder, including all relevant scores, quotiénts, and/or indexes, if
applicable. (For a list of accepted tests, referito Section 214.410 of the
Occupational, Physical, and Speech-Language Therapy Services Manual.);

f. If applicable, test results should be adjusted for prematurity (less than thirty-
seven (37) weeks gestation) if the child,is twelve (12) months of age or
younger, and thiS'should be noted in the'evaluation-;

g.  Oral-peripheral speech mechanism examination, which includes a description
of the strdcture and function of orofacial structures:;

h.  Formal screeningof language skills. Examples include, but are not limited to,
the Fluharty-2, KLST-2, CELF-4 Screen, or TTFC-;

i. Formal or informal'assessment of hearing, articulation, and voice skills:;

j. An interpretation of the,results of the evaluation including recommendations for
frequency@and intensity of treatment:;

k.n A descfiption of functional strengths and limitations, a suggested treatment
plan, and potential goals to address each identified problem-; and

l. Signature\and credentials of the therapist performing the evaluation.

62, ORAL MOTOR/SWALLOWING/FEEDING: To establish medical necessity, results
frem'a comprehensive assessment in the suspected area of deficit must be reported.
(Refer to Section 216.200, part D, paragraphs 9-12 for required frequency of re-
evaluations.) A comprehensive assessment for Oral Motor/Swallowing/Feeding
disorder must include:

a. Date of evaluation-;

b Child’s name and date of birth:;

C. Diagnosis specific to therapy-;

d Background information including pertinent medical history; and, if the child is
twelve (12) months of age or younger, gestational age. The child should be

tested in the child’s dominant language; if not, an explanation must be provided
in the evaluation.

NOTE: To calculate a child’s gestational age, subtract the number of
weeks born before forty (40) weeks of gestation from the
chronological age. Therefore, a 7-month-old, former 28-week
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gestational age infant, has a corrected age of four (4) months
according to the following equation:

7 months - [(40 weeks) - 28 weeks) / 4 weeks]
7 months - [(12) / 4 weeks]
7 months - [3]

4 months

e. Results from an assessment specific to the suspected type of oral
motor/swallowing/feeding disorder, including all relevant scores, quotients,
andfor indexes, if applicable. (For a list of accepted testsgfrefento Section
214.410 of the Occupational, Physical, and Speech-Language Therapy
Services Manual.);

f. If swallowing problems and/or signs of aspiration are'noted, theninclude a
statement indicating that a referral for a videofluoroscopic swallow study has
been made-;

g. If applicable, test results should be adjusted for prematurity (lessythan thirty-
seven (37) weeks gestation) if the childisitwelve (12) months of ‘age or
younger, and this should be noted in the evaluation-;

h. Formal or informal assessment of hearing, language, articulation, voice, and
fluency skills:;

i. An interpretation of the results of the eval@ation including recommendations for
frequency and intensity of treatment:;

j- A description of functional strengths,and limitations, a suggested treatment
plan, and potential.goals toraddress each identified problem:; and

k.  Signature and credentials of'the therapist performing the evaluation.
D. Interpretation and Eligibility: Ages Birth to 21

1.  LANGUAGE: Two (2) language comp0osite or quotient scores (i.e., normed or
standalone) in the area of suspected deficit must be reported, with at least one (1)
being'a norm-referenced, standardized test with good reliability and validity. (Use of
two (2) one-wordwocabulary,tests alone will not be accepted.)

a. For childréen age birth to three (3): criterion-referenced tests will be accepted as
a second measure for determining eligibility for language therapy.

b. For children age three (3) to twenty-one (21), criterion-referenced tests will not
beiaccepted as a second measure when determining eligibility for language
therapy. (When use of standardized instruments is not appropriate, see Section
216.200, part D, paragraph 8).

c. 2 Age birth to three (3): Eligibility for language therapy will be based upon a
composite or quotient score that is -1.5 standard deviations (SD) below the
mean or greater from a norm-referenced, standardized test with corroborating
data from a criterion-referenced measure. When these two (2) measures do not
agree, results from a third measure that corroborate the identified deficits are
required to support the medical necessity of services.

d.  Age three (3) to twenty-one (21): Eligibility for language therapy will be based
upon two (2) composite or quotient scores that are -1.5 standard deviations
(SD) below the mean or greater. When -1.5 SD or greater is not indicated by
both ef-these-scores, a third standardized score indicating a -1.5 SD or greater
is required to support the medical necessity of services.

2. ARTICULATION ANB/OR PHONOLOGY: Two (2) tests andior procedures must be
administered, with at least one (1) being from a norm-referenced, standardized test
with good reliability and validity.
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Eligibility for articulation andfor phonological therapy will be based upon standard
scores (SS) of -1.5 SD or greater below the mean from two (2) tests. When -1.5 SD
or greater is not indicated by both ef-these-tests, corroborating data from accepted
procedures can be used to support the medical necessity of services (For a list of
accepted tests, refer to Section 214.410 of the Occupational, Physical, and Speech-
Language Therapy Services Manual.)

3.  APRAXIA: Two (2) tests andfor procedures must be administered, with at least one
(1) being a norm-referenced, standardized test with good reliability and validity.

Eligibility for apraxia therapy will be based upon standard scores (SS) of -1.5 SD or
greater below the mean from two (2) tests. When -1.5 SD or greater is not indicated
by both efthese-tests, corroborating data from a criterion-referenced test ardfor
accepted procedures can be used to support the medical necéssity of services. (For
a list of accepted tests, refer to Section 214.410 of the Oceupational, Physical, and
Speech-Language Therapy Services Manual.)

4.  VOICE: Due to the high incidence of medical factorsfthat contribute to voice
deviations, a medical evaluation is a requirement for eligibility for voice therapy.

Eligibility for voice therapy will be based upon,a medical referral fortherapy and a
functional profile of voice parameters that indicates a moderate or severe
deficit/disorder.

5. FLUENCY: At least one (1) norm-referenced, standardized test with good reliability
and validity, and at least one (1) spplemental tool to address affective components.

Eligibility for fluency therapy will be based upon an SS of -1.5 SD below the mean or
greater on the standardizeditest.

6. ORAL MOTOR/SWALLOWING/EEEDINGAn,in-depth, functional profile of oral
motor structures and«dunction.

Eligibility for orals<motor/swallowing/feeding therapy will be based upon an in-depth,
functional profile of oral metor structures'and function using a thorough protocol (e.g.,
checklist, profile) that indicates @moderate or severe deficit or disorder. When
moderate or severe aspiration has been confirmed by videofluoroscopic swallow
studythe patient canbe treated for feeding difficulties via the recommendations set
forth in the swallow study report.

7. . All subtests, components, and scores must be reported for all tests used for eligibility
purposes:.

8. “When administration of standardized, norm-referenced instruments is inappropriate,
the provider must submit an in-depth, functional profile of the child’s communication
abilities: An in=depth, functional profile is a detailed narrative or description of a
child’s communication behaviors that specifically explains and justifies the following:

a. » The reason standardized testing is inappropriate for this child;

b The communication impairment, including specific skills and deficits; and
¢.> The medical necessity of therapy.
d

Supplemental instruments from Section 214.410 of the Occupational, Physical,
and Speech-Language Therapy Services Manual may be useful in developing
an in-depth, functional profile.

9.  Children (birth to age twenty-one (21)) receiving services outside of the schools must
be evaluated annually.

10. Children (age birth to twenty-four (24) months) in the Child-Health-Management
Services{CHMS)-Early Intervention Day Treatment (EIDT) Program must be

evaluated every six (6) months.

11. Children (age three (3) to twenty-one (21)) receiving services within schools as part
of an Individual Program Plan (IPP) or an Individual Education Plan (IEP) must have
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241.000

12.

13.

a full evaluation every three (3) years; however, an annual update of progress is
required.

Children (age three (3) to twenty-one (21)) receiving privately contracted services,
apart from or in addition to those within the schools must have a full evaluation
annually.

IQ scores are required for all children who are school age and receiving language
therapy. Exception: 1Q scores are not required for children under ten (10) years of
age.

Progress Notes

o M 0w DN~

Child’'s name:;

Date of service:;

Time in and time out of each therapy session:;

Objectives addressed (should coincide with the plan of eare)-;

A description of specific therapy services provided daily, and activities rendered
during each therapy session, along with a form of measurement:;

Progress notes must be legible-;
Therapists must sign each date of the entry with a fulhsignaturé and credentials-; and

Graduate students must have the supervising speech-language pathologist co-sign
progress notes.

Introduction to Billing 7-1-074-1-

Rehabilitative Hospital providers who submit paper claims must use the CMS-1450 claim form,
which also is known as thedUB-04 claim form.

A Medicaid claim may contain enly©ne (1) billingyprovider’s charges for services furnished to
only one (1) Medicaid beneficiary.

Section Il of every Arkansas Medicaid,provider manual contains information about Provider

Eleetronic-Solutions{PESanéether-available electronic claim options.
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) P.0. Box 1437, Slot S295 - Little Rock, AR 72203-1437
‘( SERVICES 501-320-6428 - Fax: 501-404-4619

TDD/TTY: 501-682-6789

TO: Arkansas Medicaid Health Care Providers — Rehabilitative Services for
Persons with Physical Disabilities

EFFECTIVE DATE:  April 1, 2020

SUBJECT: Provider Manual Update Transmittal RSPD-1-19

REMOVE INSERT

Section Effective Date Section Effective Date
213.100 3-1-06 213.100 4-1-20
217.300 3-1-06 217.300 4-1-20

Explanation of Updates

Section 213.100 is updated to remove RSPMI and to include OBHS in the listing of services that
could be medically necessary if criteria is met.

Section 217.300 is updated to remove programs DDSACS, DDTCS, ElderChoices, and RSPMI.
These programs have been replaced by ADDT, ARChoices, DDSCES, and OBHS. Other minor
grammatical changes have also been included.

This update transmittal memorandum indicates which sections of your provider manual have been
revised. Electronic versions of provider manuals available from the Arkansas Medicaid website have
changes incorporated. See Section | for instructions on updating a paper copy of the manual.

If you have questions regarding this transmittal, please contact the Provider Assistance Center at
1-800-457-4454 (Toll-Free) within Arkansas or locally and out-of-state at (501) 376-2211.

If you need this material in an alternative format, such as large print, please contact the Office of
Rules Promulgation at (501) 320-6266.

Arkansas Medicaid provider manuals (including update transmittals), official notices, notices of rule
making, and remittance advice (RA) messages are available for downloading from the Arkansas
Medicaid website: https://medicaid.mmis.arkansas.gov/Provider/Docs/Docs.aspx.

Thank you for your participation in the Arkansas Medicaid Program.

Janet Mann
Director

humanservices.arkansas.gov
Protecting the vulnerable, fostering independence and promoting better health
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TOC not required

213.100 Medical Necessity 3-1-0634-1-
20

RSPD services are covered by Medicaid for eligible beneficiaries when medically necessary. The
medical necessity criteria include:

A. A prescription from a licensed physician stating that the Medicaid beneficiary needs RSPD
services. An individualized plan of care may serve as the prescription for.services. The
prescription or plan of care must be signed and dated by the physigian.

B. The physician must have examined the patient within the thirty{30) days preceding the
date of the written prescription or plan of care.

C. The prescription or plan of care will be effective for up to three (3) months from the
prescription date and must be renewed before services may continue beyond three (3)
months.

Persons needing rehabilitative services on a less intensive basis than those provided in the
inpatient setting may receive outpatient rehabilitative services through other appropriate
Medicaid services, e.g., outpatient hospital, physical therapy, occupational therapy, speech-

language therapy, rehabilitative-servicesforpersons-with-méntal-illhess (RSPMH_Outpatient
Behavioral Health Services (OBHS), and home health.

217.300 Services Limitation 3-1-0634-1-

IS

Because certain services would either result in a duplication (i.e., the service is included in the
RSPD global coverage) of would not be appropriate for persons residing in an RSPD facility,
services in the below listed Medicaid Programsyare not available to Medicaid beneficiaries who
have received RSPD services on'the same date of service. These include:

A. Developmental Bay-TreatmentClinic Services{BDBTCS)-Adult Developmental Day
Treatment (ADDT).

B. Developmental Disabilities Services (DDS) Alternrative-Community and Employment
Support Services(ACSCES) Waiver-Services.

Gy, ElderCheicesARChoices in Homecare.

D, Home Health.

E. Hospice.

F.  Hyperalimentation (Parenteral Nutrition).

G. Individual or Group Psychological Therapy/Counseling or Testing.

H. Inpatient Hospital (Acute Care/General ard/or Rehabilitative).

l. Inpatient Psychiatric Services for Under Age Twenty-one (21).

J. Nursing Home.

K.  Personal Care.

L.  Occupational, Physical, or Speech-Language Therapy, including evaluations.
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M.  Private Duty Nursing Services.

N. Rehabilitative-ServicesforPersons-with-MentaHliress (RSPMBOutpatient Behavioral

Health Services (OBHS).

O. Targeted Case Management.

P.  Ventilator Equipment.

@?‘
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‘( SERVICES 501-320-6428 - Fax: 501-404-4619

TDD/TTY: 501-682-6789

TO: Arkansas Medicaid Health Care Providers — Rural Health Clinic

EFFECTIVE DATE:  April 1, 2020

SUBJECT: Provider Manual Update Transmittal RURLHLTH-2-19

REMOVE INSERT

Section Effective Date Section Effective Date
251.000 7-1-07 251.000 4-1-20

Explanation of Updates
Section 251.000 is updated to remove the reference to Provider Electronic Solutions (PES) from the
manual and to make minor technical changes.

This update transmittal memorandum indicates which sections of your provider manual have been
revised. Electronic versions of provider manuals available from the Arkansas Medicaid website have
changes incorporated. See Section | for instructions on updating a paper copy of the manual.

If you have questions regarding this transmittal, please contact the Provider Assistance Center at
1-800-457-4454 (Toll-Free) within Arkansas or locally and out-of-state at (501) 376-2211.

If you need this material in an alternative format, such as large print, please contact the Office of
Rules Promulgation at (501) 320-6266.

Arkansas Medicaid provider manuals (including update transmittals), official notices, notices of rule
making, and remittance advice (RA) messages are available for downloading from the Arkansas
Medicaid website: https://medicaid.mmis.arkansas.gov.

Thank you for your participation in the Arkansas Medicaid Program.

Janet Mann
Director

humanservices.arkansas.gov
Protecting the vulnerable, fostering independence and promoting better health


https://medicaid.mmis.arkansas.gov/
https://medicaid.mmis.arkansas.gov/

Rural Health Clinic Section Il

TOC not required

251.000 Introduction to Billing 7-1-074-1-
20

Rural Health Clinic providers who submit paper claims must use either the CMS-1450 claim
form, which also is known as the UB-04 claim form, or the CMS-1500.

A Medicaid claim may contain only one (1) billing provider’s charges for services furnished to
only one (1) Medicaid beneficiary.

Section Il of this manual contains information about ProviderElectronic-Seolutions{PES)-and

other-available options for electronic claim submission.

N leable to thi '
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A RKANSAS Division of Medical Services
DEPARTMENT OF Office of Rules Promulgation

OZ HUMAN |
) P.0. Box 1437, Slot S295 - Little Rock, AR 72203-1437
‘( SERVICES 501-320-6428 - Fax: 501-404-4619

TDD/TTY: 501-682-6789

TO: Arkansas Medicaid Health Care Providers — School-Based Mental
Health Services

EFFECTIVE DATE:  April 1, 2020

SUBJECT: Provider Manual Update Transmittal SBMH-1-19

REMOVE INSERT

Section Effective Date Section Effective Date
271.000 7-1-07 271.000 4-1-20

Explanation of Updates
Section 271.000 is updated to remove the reference to Provider Electronic Solutions (PES) from the
manual and to make a minor technical change.

This update transmittal memorandum indicates which sections of your provider manual have been
revised. Electronic versions of provider manuals available from the Arkansas Medicaid website have
changes incorporated. See Section | for instructions on updating a paper copy of the manual.

If you have questions regarding this transmittal, please contact the Provider Assistance Center at
1-800-457-4454 (Toll-Free) within Arkansas or locally and out-of-state at (501) 376-2211.

If you need this material in an alternative format, such as large print, please contact the Office of
Rules Promulgation at (501) 320-6266.

Arkansas Medicaid provider manuals (including update transmittals), official notices, notices of rule
making, and remittance advice (RA) messages are available for downloading from the Arkansas
Medicaid website: https://medicaid.mmis.arkansas.gov.

Thank you for your participation in the Arkansas Medicaid Program.

Janet Mann
Director

humanservices.arkansas.gov
Protecting the vulnerable, fostering independence and promoting better health


https://medicaid.mmis.arkansas.gov/
https://medicaid.mmis.arkansas.gov/

School-Based Mental Health Services Section |l

TOC not required

271.000 Introduction to Billing 7-1-074-1-
20

School-based mental health providers use the CMS-1500 form to bill the Arkansas Medicaid
Program on paper for services provided to eligible Medicaid beneficiaries. Each claim should
contain charges for only one (1) beneficiary.

Section Il of this manual contains information about ProviderElectronic-Seolutions{PES)-and

other-available options for electronic claim submission.

@?‘
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OZ HUMAN |
) P.0. Box 1437, Slot S295 - Little Rock, AR 72203-1437
‘( SERVICES 501-320-6428 - Fax: 501-404-4619

TDD/TTY: 501-682-6789

TO: Arkansas Medicaid Health Care Providers — All Providers

EFFECTIVE DATE:  April 1, 2020

SUBJECT: Provider Manual Update Transmittal Secl-2-19

REMOVE INSERT

Section Effective Date Section Effective Date
105.140 10-1-12 105.140 4-1-20
105.170 1-1-16 105.170 4-1-20
110.300 9-15-09 110.300 4-1-20
123.000 7-15-13 123.000 4-1-20
123.100 6-1-08 123.100 4-1-20

Explanation of Updates

Section 105.140 is updated to change DDSACS to DDSCES and make other minor grammatical
changes.

Section 105.170 is updated to change DDTCS to ADDT and make other minor grammatical
changes.

Section 110.300 is updated to remove CHMS and RSPMI and to include EIDT, OBHS, and ABHSCI.
Other minor grammatical changes are also included.

Sections 123.000 and 123.100 are revised to remove references to Provider Electronic Solutions
(PES).

This update transmittal memorandum indicates which sections of your provider manual have been

revised. Electronic versions of provider manuals available from the Arkansas Medicaid website have
changes incorporated. See Section | for instructions on updating a paper copy of the manual.

If you have questions regarding this transmittal, please contact the Provider Assistance Center at
1-800-457-4454 (Toll-Free) within Arkansas or locally and out-of-state at (501) 376-2211.

If you need this material in an alternative format, such as large print, please contact the Office of
Rules Promulgation at (501) 320-6266.

Arkansas Medicaid provider manuals (including update transmittals), official notices, notices of rule
making, and remittance advice (RA) messages are available for downloading from the Arkansas
Medicaid website: https://medicaid.mmis.arkansas.gov/Provider/Docs/Docs.aspx.

Thank you for your participation in the Arkansas Medicaid Program.

Janet Mann
Director

humanservices.arkansas.gov
Protecting the vulnerable, fostering independence and promoting better health
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TOC required

105.140 DDS Alternative-Community Services-and Employment Support 10-1-124-
(ACSCES)

S |'.-‘

The Developmental Disability Services Alterrative-Community and Employment Support
Services(DDS ACSCES) waiver program is for beneficiaries who, without the waiver’s services,
would require institutionalization. Participants must not be residents of a hospital, nursing
facility, or intermediate care facility for individuals with intellectual disabilities (ICF/IID).

DDS ACES eligibility requires a determination of categorical eligibility, a determination of level of
care, the development of a plan of care, and a cost comparison to determine the cost-
effectiveness of the plan of care. The DDS ACES program further requires advising the
beneficiary that he or she may freely choose between waiver and institutional services.

Services supplied through this program are:
Supportive living

Respite care

Supplemental support services
Supported employment services
Environmental modifications
Adaptive equipment

Specialized medical supplies

r 6 ™ m o o w >

Case management services

Transitional case management services
Community transition, services

Consultation services

rx <

Crisis intervention services

Detailed information'may'be found in the DDS ACES Waiver provider manual.

105.170 Nen*Emergency Transportation Services (NET) 1-1-164-1-

IS

Medicaid non-emergency transportation (NET) services for Medicaid beneficiaries are furnished
by regional brokers under the authority of a capitated selective contract waiver. Medicaid
beneficiaries contact their local transportation broker for non-emergency transportation to
appointments with Medicaid providers.

DBBTCS-Adult Developmental Day Treatment (ADDT) providers transporting Medicaid
beneficiaries to ADDT Clinic Service {BBFCS) providers for ADDTES services have been
allowed to remain enrolled as fee-for-service providers for that purpose only, if they so choose.
All other Medicaid non-emergency transportation for ADDTGS clients must be obtained through
the regional broker.

The Arkansas Medicaid non-emergency transportation waiver program does not include
transportation services for:

Section I-1
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A.  Nursing facility residents;

Residents of intermediate care facilities for individuals with intellectual disabilities (ICF/IID);

C. Qualified Medicare Beneficiaries (QMB) when Medicaid pays only the Medicare premium,
deductible, and co-pay;

D. Special Low--Income Qualified Medicare Beneficiaries (SMB);

E. Qualifying Individual -1 (QI-1);

F. ARKids First-B beneficiaries; or

G. Periods of retroactive eligibility.

Detailed information may be found in the Transportation provider manual and onthe Arkansas

Medicaid website-at-hitps/medicaid-mmis-arkansas-goV.

110.300 Utilization Review Section 9-15-094-1-

20

The Utilization Review (UR) Section of the Arkansas Medicaid Program perferms professional
medical utilization review(s) for a wide variety of services in atimely and cost-effective manner.
Medicaid’s UR participates in the development of clinically based standard(s) of care coverage
determinations and serves as a resource to Arkansas Medicaid providers. UR has a
responsibility for assuring quality medical care to ArkansasdMedicaid beneficiaries through
detection and reporting quality of care concerns to appropriate bodies, in addition to protecting
the integrity of state and federal funds supporting.the Medicaid Program.

Utilization Review provides professional review(s) for:
A.  Pre- and post-payment of medical services:;

B.  Prior authorization forprivate duty'nursing, hearing aids and hearing aid repair, extension
of benefits for home health\beneficiaries‘age twenty-one (21) and older, extension of
benefits for personal care for beneficiaries age twenty-one (21) and older, medical
supplies, and incontinence products:;

C. Monitoring contractors'performing prior authorizations and extension of benefits for the
following programsi in-patient'psychiatric services, in-patient and out-patient
hospitalization, emergency room utilization, personal care for beneficiaries under the age
of twenty-one (21); Early Intervention Day TreatmentChild-Health-Management-Serviees,
therapy, RSRMIOBHS. ABHSCI, transplants, durable medical equipment, and
hyperalimentation)services:; and

D. “Authorization,and arrangement of out-of-state transportation for beneficiaries for medically
necessary services/treatments not available in-state.

View or print the Utilization Review contact information.

123.000 Medicaid Eligibility Information #-15-134-1-

20

Under contract W|th the D|V|S|on of Med|cal Services, the fiscal agent provides Provider

~Medicaid eligibility verification
through the provider portal via the web or through the Voice Response System (VRS). To
access the VRS, providers can call the Provider Assistance Center automated help line. View
or print the Provider Assistance Center contact information.
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Eligibility requests can be submitted interactively through the provider portal via the web.
Instructions for verifying eligibility through the provider portal are available using the site’s online

Help feature.

Medicaid providers are able to verify a beneficiary’s Medicaid eligibility for a specific date or
range of dates, including retroactive eligibility for the past year. Providers may obtain other
useful information, such as the status of benefits used during the current fiscal year, other
insurance or Medicare coverage, etc. See Section Il of this manual for further information
on PES-and-ether-electronic solutions. Providers must print and retain eligibility
documentation in the beneficiary’s record each time services are provided and/or to document
retroactive eligibility.

The Provider Assistance Center and DMS will verify Medicaid eligibility bystelephene only for
“Limited Services Providers” (see Section Il) in non-bordering states and in the case of
retroactive eligibility for dates of service that are more than a year prior to the eligibility
authorization date.

Electronic Benefit Eligibility information only indicates information‘aniclaims that have been
processed. It does not reflect any claims that may still be pending.

123.100 Date Specific Medicaid Eligibility 6-1-084-1-

IS

Beneficiary eligibility in the Arkansas MedicaiddProgram is date specific.</Medicaid eligibility may
begin or end on any day of a month. An PES-electronic response disptays-through the provider
portal or Voice Response System (VRS) provides the currént eligibility period through the date of
the inquiry. An PES-electronic eligibilityaverification inquiry'and positive response through the
provider portal or VRS (i.e. the beneficiary,is eligible,on the date of service) guarantees that a
claim for service on that date will not deny for,ineligibility.
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A RKANSAS Division of Medical Services
DEPARTMENT OF Office of Rules Promulgation

OZ HUMAN |
) P.0. Box 1437, Slot S295 - Little Rock, AR 72203-1437
‘( SERVICES 501-320-6428 - Fax: 501-404-4619

TDD/TTY: 501-682-6789

TO: Arkansas Medicaid Health Care Providers — All Providers

EFFECTIVE DATE:  April 1, 2020

SUBJECT: Provider Manual Update Transmittal Seclll-1-19

REMOVE INSERT

Section Effective Date Section Effective Date
301.120 11-1-17 — —

301.200 11-1-17 301.200 4-1-20
301.210 11-1-17 301.210 4-1-20
301.220 11-1-17 301.220 4-1-20
301.230 11-1-17 301.230 4-1-20
302.400 11-1-17 302.400 4-1-20
303.000 11-1-17 303.000 4-1-20

Explanation of Updates
Section 301.120 is removed.

Sections 301.200, 301.210, 301.220, 301.230, 302.400, and 303.000 are revised to remove
references to Provider Electronic Solutions (PES) and make other grammatical changes.

This update transmittal memorandum indicates which sections of your provider manual have been
revised. Electronic versions of provider manuals available from the Arkansas Medicaid website have
changes incorporated. See Section | for instructions on updating a paper copy of the manual.

If you have questions regarding this transmittal, please contact the Provider Assistance Center at
1-800-457-4454 (Toll-Free) within Arkansas or locally and out-of-state at (501) 376-2211.

If you need this material in an alternative format, such as large print, please contact the Office of
Rules Promulgation at (501) 320-6266.

Arkansas Medicaid provider manuals (including update transmittals), official notices, notices of rule
making, and remittance advice (RA) messages are available for downloading from the Arkansas
Medicaid website: https://medicaid.mmis.arkansas.gov/Provider/Docs/Docs.aspx.

Thank you for your participation in the Arkansas Medicaid Program.

Janet Mann
Director

humanservices.arkansas.gov
Protecting the vulnerable, fostering independence and promoting better health
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TOC required

301.200 Electronic Transactions 11-1-174-1-
20

The Arkansas Medicaid fiscal agent offers electronic transactions that are compliant with Health
Insurance Portability and Accountability Act (HIPAA) regulations through beth-the provider portal

Provider El o Solutions. (PES) cof .

301.210 Eligibility Verification 11-1-174-1-
20

Providers can check a beneficiary’s eligibility through the provider portal via the web;-usingPES
software or through the Voice Response System (VRS). Toaccess the VRS, providers can call
the Provider Assistance Center automated help line. View or print the Provider Assistance
Center contact information.

Eligibility requests can be submitted interactively through the provider portal via the web-erina
bateh-using PES-software. Instructions for verifying eligibility through the provider portal are
avallable usmg the site’s onllne Help feature. —Lnstruetrens—feHﬁng—PE&awteuaA%lable—b%uang

301.220 Claim¢Status Inquiry 11-1-174-1-
20

Providers can check the status of one (1) or more claims through the provider portal-erPES
software. Claim status requests can be submitted interactively (one (1) at a time) via the

provider portal-erthrough-PES-ina-batch-mede. Claim status requests can be submitted

interactively (one (1) at a time) via the web. Instructions for checking a claim status via the
prowder portal are avallable by usmg the S|te s onllne Help feature 4nstruet+ensi-speheekmga

Providers with vendor systems can also check a claim’s status by utilizing the ASC X.12 5010A
276/277 transactions with the appropriate X.12 companion guide.

301.230 Remittance Advice Reports 11-1-174-1-
20

Providers with vendor systems can also receive remittance advice reports by utilizing the ASC
X.12 5010A 835 transaction with the appropriate X.12 companion guide.

Section I-1
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Section Il

302.400 Claims With Retroactive Eligibility 11-1-174-1-

IS

Retroactive eligibility does not constitute an exception to the filing deadline policy. If an appeal
or other administrative action delays an eligibility determination, the provider must submit the
claim within the 12-month filing deadline. If the claim is denied for beneficiary ineligibility, the
provider may resubmit the claim when the patient becomes eligible for the retroactive date(s) of
service. Medicaid may then consider the claim for payment because the provider submitted the
initial claim within the 12-month filing deadline and the denial was not the result of an error by
the provider.

Occasionally the State Medicaid agency or a federal agency, such as the Social Security
Administration, is unable to complete a Medicaid eligibility determination’in time for service
providers to file timely claims. Arkansas Medicaid’s claims processing system is unable to
accept a claim for services provided to an ineligible individual or to suspend thatclaim until the
individual is retroactively eligible for the claim dates of service.

To resolve this dilemma, Arkansas Medicaid considers the pseudo beneficiary identification
number 9999999999 to represent an “...error originating within (the) State’s claims system.”
Therefore, a claim containing that number is a clean claim if.it contains all other information
necessary for correct processing.

By defining the initial timely filed claim as a clean claim denied because of agency processing
error, we may allow the provider to refile the claim when the government agency completes the
eligibility determination. With the claim, the provider must.submit proof of the initial filing and a
letter or other documentation sufficient.to explain that administrative processes (such as
determination of SSI eligibility) prevented the resubmittal before the filing deadline.

To submit a claim for services provided to a patient who is not yet eligible for Medicaid, enter, on
the claim form or on the electronic format (RES-provider portal or billing vendor/trading partner),

a pseudo Medicaid beneficiary identification number, 9999999999. Medicaid will deny the claim.
Retain the denial or rejection for proof of timely filing if eligibility determination occurs more than

twelve (12) months after the date of service.

Providers have twelve (12) months from the approval date of the patient’'s Medicaid eligibility to
resubmit a clean claim after filing a pseudo claim.: After the 12-month filing deadline (twelve (12)
months from the Medicaid approval date) claims will be denied for timely filing and will not be
paid. Itis'the responsibility of the provider to verify the eligibility approval date.

303.000 Claim Inquiries 131-1-174-1-

The Arkansas Medicaid Program distributes weekly Remittance Advice (RA); reports, to each
provider with claims paid, denied, or pending, as of the previous weekend processing cycle.
(Sections 310.000 through 314.800 of this manual contain a complete explanation of the RA.)
Use the RA to verify claim receipt and to track claims through the system. Adjudicated claims
will appear on the RA within the weekly financial cycle.

If a claim does not appear on the RA within the amount of time appropriate for its method of
submission, contact the Provider Assistance Center (PAC). View or print PAC contact

information. A Provider Assistance Center representative can explain what system activity, if
any, regarding the submission has occurred since the Arkansas Medicaid fiscal agent printed
and mailed the last RA. If the transaction on the RA cannot be understood or is in error, the
representative can explain its status and suggest remedies when appropriate. If there is no
record of the transaction, the representative will suggest that the claim be resubmitted.
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i Division of Medical Services
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Little Rock, AR 72203-1437

P: 501.682.8292
ARKANSAS F-5016)821197
DEPARTMENT OF AN

HUMA" D HUMANSERVICES.ARKANSAS.GOV

SERVICES
TO: Arkansas Medicaid Health Care Providers — All Providers

EFFECTIVE DATE:  April 1, 2020

SUBJECT: Provider Manual Update Transmittal SeclV-2-19

REMOVE INSERT

Section Effective Date Section Effective Date
400.000 9-1-14 400.000 4-1-20

Explanation of Updates

Section 400.000 is updated to remove outdated terminology, add new terminology, and make other
minor grammatical changes. References to Provider Electronic Solutions (PES).and specific
vendors’ names are removed.

This update transmittal memorandum indicates which sections of your provider manual have been
revised. Electronic versions of provider manuals available from the Arkansas Medicaid website have
changes incorporated. See Section | for instructions on updating a-paper copy of the manual.

If you have questions regarding this transmittal, please contact the Provider Assistance Center at
1-800-457-4454 (Toll-Free) within Arkansas or locally and out-of-state at (501) 376-2211.

If you need this material in an alternative format, such as large print, please contact the Office of
Rules Promulgation at (501) 320-6266.

Arkansas Medicaid provider- manuals (including update transmittals), official notices, notices of rule
making, and remittance advice (RA) messages are available for downloading from the Arkansas
Medicaid website: https://medicaid.mmis.arkansas.gov/Provider/Docs/Docs.aspx.

Thank you for your participation in the Arkansas Medicaid Program.

Janet Mann
Director

humanservices.arkansas.gov
Protecting the vulnerable, fostering independence and promoting better health
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Section IV

SECTION IV - GLOSSARY

400.000

AAFP American Academy of Family Physicians

AAFP American Academy of Family Physicians

AAP American Academy of Pediatrics

ABESPA Arkansas Board of Examiners in Speech-Language Pathology and
Audiology

ABHSCI Adult Behavioral Health Services for Community Independence

ACD Augmentative Communication Device

ACIP Advisory Committee on Immunization Practices

ACES Arkansas Client Eligibility System

ACS Alternative Community Services

ADDT Adult Developmental Day Treatment

ADE Arkansas Department of Education

ADH Arkansas Department of Health

ADL Activities of Daily Living

AFDC Aid to Families with Dependent Children (cash assistance program
replaced by the Transitional Employment Assistance (TEA) program)

AHEC Area Health Education Centers

ALF Assisted Living Facilities

ALS Advance Life Support

ALTE Apparent Life--Threatening Events

AMA American Medical Association

APD Adults with Physical Disabilities

ARS Arkansas Rehabilitation Services

ASC Ambulatory Surgical Centers

ASHA American Speech-Language-Hearing Association

BIPA Benefits Improvement and Protection Act

BLS Basic Life Support

CARF Commission on Accreditation of Rehabilitation Facilities

CCRC Children’s Case Review Committee

CFA One Counseling and Fiscal Agent

CFR Code of Federal Regulations

e el e s s s andens

CLIA Clinical Laboratory Improvement Amendments

CME Continuing Medical Education

CMHC Community Mental Health Center

CMS Centers for Medicare and Medicaid Services
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Section IV

COA
CON
CPT
CRNA
CSHCN
CSWE
D&E
DAAS
DBS

DCFS
DCO
DD
DDS
DBDBTCS
DHS
DLS
DME
DMHS
DMS
DOS
DRG
DRS
DDSCES
DSB
DSH
DURC
DYS
EIDT
EAC
EFT
EIN
EOB
EOMB

EPSDT
ESC
FEIN
FPL

Council on Accreditation

Certification of Need

Physicians’ Current Procedural Terminology
Certified Registered Nurse Anesthetist
Children with Special Health Care Needs
Council on Social Work Education
Diagnosis and Evaluation

Division of Aging and Adult Services

Division of Blind Services (currently named Division of Services for the
Blind)

Division of Children and Family Services
Division of County Operations
Developmentally Disabled
Developmental Disabilities Services
Department of Human Services

Daily Living Skills

Durable Medical Equipment

Division of Mental Health Services
Division of Medical Services (Medicaid)
Date of Service

Diagnosis Related Group
Developmental Rehabilitative Services

Developmental Disabilities Services Community and Employment Support

Division of Services for the Blind (formerly Division of Blind Services)
Disproportionate Share Hospital

Drug Utilization Review Committees

Division of Youth Services

Early Intervention Day Treatment

Estimated Acquisition Cost
Electronic Funds Transfer
Employer Identification Number
Explanation of Benefits

Explanation of Medicaid Benefits. EOMB may also refer to Explanation of
Medicare Benefits.

Early and Periodic Screening, Diagnosis, and Treatment
Education Services Cooperative
Federal Employee Identification Number

Federal Poverty Level
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FQHC
GME
GUL
HCBS
HCPCS
HDC
HHS
HIC Number
HIPAA
HMO
IADL
ICD
ICF/IID
ICN
IDEA
IDG
IEP
IFSP
IMD
IPP
IUD
JCAHO
LAC
LCSW
LEA
LMFT
LMHP
LPC
LPE
LSPS
LTC
MAC
MAPS
MART
MEI
MMIS
MNIL
MPPPP

Federally Qualified Health Center

Graduate Medical Education

Generic Upper Limit

Home and Community Based Services

Healthcare Common Procedure Coding System

Human Development Center

The Federal Department of Health and Human Services
Health Insurance Claim Number

Health Insurance Portability and Accountability Act of 1996
Health Maintenance Organization

Instrumental Activities of Daily Living

International Classification of Diseases

Intermediate Care Facility for Individuals with Intellectual Disabilities
Internal Control Number

Individuals with Disabilities Education Act
Interdisciplinary Group

Individualized Educational Program

Individualized Family Service Plan

Institution for Mental Diseases

Individual Program Plan

Intrauterine Devices

Joint Commission on Accreditation of Healthcare Organization
Licensed Associate Counselor

Licensed Certified Social Worker

Local Education Agencies

Licensed Marriage and Family Therapist

Licensed Professional Counselor

Licensed Psychological Examiner

Licensed School Psychology Specialist

Long Term Care

Maximum Allowable Cost

Multi-agency Plan of Services

Medicaid Agency Review Team

Medicare Economic Index

Medicaid Management Information System

Medically Needy Income Limit

Medicaid Prudent Pharmaceutical Purchasing Program
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Section IV

MSA
MUMP
NBCOT
NCATE
NDC
NET
NF
NPI
OBRA
OHCDS
OBHS
oTC
PA
PAC
PASSE
PCP
PERS
==
PHS
PIM
PL
POC
POS
PPS
PRN
PRO
ProDUR
QIDP
QwmB
e
RA
RFP
RHC
BID
RSPD

RSYC
RTC

Metropolitan Statistical Area

Medicaid Utilization Management Program
National Board for Certification of Occupational Therapy
North Central Accreditation for Teacher Education
National Drug Code

Non-Emergency Transportation Services

Nursing Facility

National Provider Identifier

Omnibus Budget Reconciliation Act

Organized Health Care Delivery System
Outpatient Behavioral Health Services

Over the Counter
Prior Authorization
Provider Assistance Center

Provider-led Arkansas Shared Savings Entity.Program

Primary Care Physician

Personal Emergency Response Systems
Public Health Services

Provider Information Memorandum
Public:.Law

Plan of Care

Place of Service

Prospective Payment System

Pro Re Nata or “As Needed”
Professional Review Organization
Prospective Drug Utilization Review

Qualified Intellectual Disabilities Professional

Qualified Medicare Beneficiary

Remittance Advice. Also called Remittance and Status Report
Request for Proposal

Rural Health Clinic

Beneficiary Identification Number

Rehabilitative Services for Persons with Physical Disabilities
Rehabilitative Services for Youth and Children

Residential Treatment Centers
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RTP
RTU
SBMH
SD
SFY
SMB
SNF
SSA
SSI
SURS
TCM
TEA
TEFRA
TOS
TPL
UPL
UR
VFC
VRS
Accommodation

Activities of Daily
Living (ADL)

Adjudicate

Adjustments

Admission

Affiliates

Agency
Aid Category

Aid to Families with
Dependent Children

(AFDC)
Allowed Amount

American Medical

Association (AMA)

Return to Provider

Residential Treatment Units

School-Based Mental Health Services

Spend Down

State Fiscal Year

Special Low--Income Qualified Medicare Beneficiaries
Skilled Nursing Facility

Social Security Administration

Supplemental Security Income

Surveillance and Utilization Review Subsystem
Targeted Case Management

Transitional Employment Assistance

Tax Equity and Fiscal Responsibility Act

Type of Service

Third Party Liability

Upper Payment Limit

Utilization Review

Vaccines for Children

Voice Response System

A type of hospital room, e.g., private, semiprivate, ward, etc.

Personal tasks that are ordinarily performed er-a-daily basis-and include
eating, mobility/transfer, dressing, bathing, toileting, and grooming

To determine whether a claim is to be paid or denied

Transactions to correct claims paid in error or to adjust payments from a
retroactive change

Actual‘entry and continuous stay of the beneficiary as an inpatient to an
institutional facility

Persons having an overt or covert relationship such that any ene-of
themindividual directly or indirectly controls or has the power to control
another_individual

The Division of Medical Services

A designation within SSI or state regulations under which a person may be
eligible for public assistance

A Medicaid eligibility category

The maximum amount Medicaid will pay for a service as billed before
applying beneficiary coinsurance or co-pay, previous TPL payment, spend
down liability, or other deducted charges

National association of physicians
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Section IV

Ancillary Services

Arkansas Client
Eligibility System
(ACES)

Prleeness
LhiEie
Attending Physician

Automated Eligibility
Verification Claims
Submission
(AEVCS)

Base Charge

Beneficiary

Benefits
Billed Amount
Buy-In

Care Plan
Case Hhead
Categorically Needy

Centers for Medicare
and Medicaid
Services

Child Health
Services

Children’s-Services
with Chronic Health
Conditions (CHC)

Claim
Claim Detail

Clinic

Coinsurance

Services available to a patient other than room and board. For example:
pharmacy, X-ray, lab, and central supplies

A state computer system in which data is entered to update assistance
eligibility information and beneficiary files

State profossionalrovi _

See Performing Physician.

On-line system for providers to verify eligibility of beneficiaries and submit
claims to fiscal agent

A set amount allowed for a participating provider according to specialty

Person who meets the Medicaid eligibility requirements, receives an ID
card, and is eligible for Medicaid services- (formerly recipient)

Services available under the Arkansas Medicaid Program
The amount billed to Medicaid for a rendered service

A process whereby the state enters into‘an agreement with the
Medicaid/Medicare and the Social Security Administration to obtain
Medicare Part B (and part A when needed) for Medicaid beneficiaries who
are also eligible for Medicare. The state pays the monthly Medicare
premium(s) on behalf of the beneficiary.

See Plan of Care (POC).
An adult responsible for an AFDC or Medicaid child

All individuals receiving financial assistance under the state’s

approved plan under Title I, IV-A, X, XIV, and XVI of the Social Security
Act orin need under the state’s standards for financial eligibility in such a
plan

Federal agency that administers federal Medicaid funding

Arkansas Medicaid’'s Early and Periodic Screening, Diagnosis, and
Treatment (EPSDT) Program

A Title V Children with Special Health Care Needs Program administered
by the Arkansas Division of Developmental Disabilities Services to provide
medical care and service coordination to children with chronic physical
illnesses or disabilities.

A request for payment for services rendered
See Line Item.

(1) A facility for diagnosis and treatment of outpatients. (2) A group
practice in which several physicians work together

The portion of allowed charges the patient is responsible for under
Medicare. This may be covered by other insurance, such as Medi-Pak or
Medicaid (if entitled). This also refers to the portion of a Medicaid covered
inpatient hospital stay for which the beneficiary is responsible.
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Section IV

Contract

Co-pay
Cosmetic Surgery

Covered Service

Current Procedural
Terminology

Credit Claim

Crossover Claim

Date of Service

Deductible

Debit Claim

Denial

Department of
Health and Human
Services (HHS)

Department of
Human Services
(DHS)

Dependent

Diagnosis

Diagnostic
Admission

Disallow

Written agreement between a provider of medical services and the
Arkansas Division of Medical Services. A contract must be signed by each
provider of services participating in the Medicaid Program.

The portion of the maximum allowable (either that of Medicaid or a third-
party payer) that the insured or beneficiary must pay

Any surgical procedure directed at improving appearance but not medically
necessary

Service which is within the scope of the Arkansas Medicaid Program

A listing published annually by AMA consisting of current medical terms
and the corresponding procedure codes used for reporting-medical
services and procedures performed by physicians

A claim transaction which has a negative effect on a previously processed
claim.

A claim for which both Titles XVIII (Medicare) and XIX (Medicaid) are liable
for reimbursement of services provided to a beneficiary entitled to benefits
under both programs

Date or dates on which a beneficiary receives a covered service.
Documentation of services and units received must be in the beneficiary’s
record for each date of service.

The amount the Medicare beneficiary must pay toward covered benefits
before Medicare or insurance payment can be made for additional benefits.
Medicare Part A and Part B deductibles are paid by Medicaid within the
program limits.

A claim transaction which has a positive effect on a previously processed
claim

A claim for which payment is disallowed

Federal health-and human services agency

State human services agency

A spouse or child of the individual who is entitled to benefits under the
Medicaid Program

The identity of a condition, cause, or disease

Admission to a hospital primarily for the purpose of diagnosis

To subtract a portion of a billed charge that exceeds the Medicaid
maximum or to deny an entire charge because Medicaid pays Medicare
Part A and B deductibles subject to program limitations for eligible
beneficiaries
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Section IV

Discounts

Duplicate Claim

Durable Medical
Equipment

Early and Periodic
Screening,
Diagnosis, and
Treatment (EPSDT)

Education
Accreditation

Electronic
Signature

Eligible
Eligibility File

Emergency Services

Error Code

Estimated
Acquisition Cost

Experimental
Surgery

Explanation of
Medicaid Benefits
(EOMB)

A discount is defined as the lowest available price charged by a provider to
a client or third-party payer, including any discount, for a specific service
during a specific period by an individual provider. If a Medicaid provider
offers a professional or volume discount to any customer, claims submitted
to Medicaid must reflect the same discount.

Example: If a laboratory provider charges a private physician or clinic a
discounted rate for services, the charge submitted to Medicaid for the
same service must not exceed the discounted price charged to the
physician or clinic. Medicaid must be given the benefit of discounts and
price concessions the lab gives any ene-of its customers.

A claim that has been submitted or paid previously or a claim that is
identical to a claim in process

Equipment that (1) can withstand repeated use and (2) is used to serve
a medical purpose. Examples include a wheelchair or hospital bed.

A federally mandated Medicaid program for eligible individuals under the
age of twenty-one (21). See Child Health Services.

When an individual is required to possess a bachelor's degree, master's
degree, or a Ph.D. degree in a specific profession. The degree must be
from a program accredited by an organization that.is approved by the
Council for Higher Education Accreditation (CHEA).

An electronic or digital method executed or adopted by a party with the
intent to be bound by or to authenticate a record, which is: (a) Unique to
the person using it; (b) Capable of verification; (c) Under the sole control of
the person using it; and (d) Linked to data in such a manner that if the data
are changed the electronic signature is invalidated. An Electronic
Signature method must be approved by the DHS Chief Information Officer
or his or her designee before it will be accepted. A list of approved
electronic signature methods will be posted on the state Medicaid website.

(1).To be qualified for Medicaid benefits. (2) Ore-An individual who is
qualified for benefits

A file containing.individual records for all persons who are eligible or have
been eligible for Medicaid

Inpatient or outpatient hospital services that a prudent layperson with an
average knowledge of health and medicine would reasonably believe are
necessary to prevent death or serious impairment of health and which,
because of the danger to life or health, require use of the most accessible
hospital available and equipped to furnish those services.

Source: 42 U.S. Code of Federal Regulations (42 CFR) and §424.101.

A numeric code indicating the type of error found in processing a claim:;
also known as an “Explanation of Benefits (EOB) code” or a “HIPAA
Explanation of Benefits (HEOB) code”

The estimated amount a pharmacy actually pays to obtain a drug

Any surgical procedure considered experimental in nature

A statement mailed once per month to selected beneficiaries to allow them
to confirm the Medicaid service which they received
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Section IV

Family Planning Any medically approved diagnosis, treatment, counseling, drugs, supplies,

Services or devices prescribed or furnished by a physician, nurse practitioner,
certified nurse-midwife, pharmacy, hospital, family planning clinic, rural
health clinic (RHC), Federally Qualified Health Center (FQHC), or the
Department of Health to individuals of child-bearing age for purposes of
enabling such individuals freedom to determine the number and spacing of
their children.

Field Audit An activity performed whereby a provider’s facilities, procedures, records,
and books are audited for compliance with Medicaid regulations and
standards. A field audit may be conducted on a routine basis, or on a
special basis announced or unannounced.

Fiscal Agent An organization authorized by the State of Arkansas.to process Medicaid
claims

Fiscal Agent A private business firm which has entered into a contract with the Arkansas

Intermediary Department of Human Services to process Medicaid claims

Fiscal Year The twelve-month period between settlements of financial accounts

Generic Upper Limit  The maximum drug cost that may be used to compute reimbursement for

(GUL) specified multiple-source drugs unless the provisions for a Generic Upper
Limit override have been met. The Generic Upper Limit may be
established or revised by the Centers for Medicare and Medicaid Services
(CMS) or by the State Medicaid Agency.

Group Two (2) or more persons. If a service is a “group” therapy or other group
service, there mustbe two (2) or more persons present and receiving the
service.

Group Practice A medical practice.in which several practitioners render and bill for

services under a single pay-to provider identification number

Healthcare Common  Federally defined procedure codes
Procedure Coding
System (HCPCS)

Health Insurance Number assigned to Medicare beneficiaries and individuals eligible for SSI
Claim Number

Hospital An institution that. meets the following qualifications:
e Provides diagnostic and rehabilitation services to inpatients
¢  Maintains clinical records on all patients
e  Has by-laws with respect to its staff of physicians

e Requires each patient to be under the care of a physician, dentist,
or certified nurse-midwife

e Provides 24-hour nursing service
e Has a hospital utilization review plan in effect
e Islicensed by the State

e Meets other health and safety requirements set by the Secretary of
Health and Human Services

Hospital-Based A physician who is a hospital employee and is paid for services by the
Physician hospital

Hewlott Packard . fiscal for il Modicai

Eritres
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Section IV

ID Card

Individual

Inpatient

In-Process Claim
(Pending Claim)

Inquiry
Institutional Care

Instrumental
Activities of Daily
Living (IADL)

Intensive Care

Interim Billing

Internal Control
Number (ICN)

International
Classification of
Diseases

Investigational
Product

Julian Date

Length Ofof Stay

Limited Services
Provider Agreement

Line ltem

Long Term Care
(LTC)

Long Term Care
Facility

An identification card issued to Medicaid beneficiaries and ARKids First-B
participants containing encoded data that permits a provider to access the
card-holder’s eligibility information

A single person as distinguished from a group. If a service is an “individual’
therapy or service, there may be only one (1) person present who is
receiving the service.

A patient, admitted to a hospital or skilled nursing facility, who occupies a
bed and receives inpatient services.

A claim that suspends during system processing for suspected error
conditions such as: all processing requirements appear not to be met.
These conditions must be reviewed by the Arkansas Medicaid fiscal agent
or DMS and resolved before processing of the claim'can be completed.
See Suspended Claim.

A request for information

Care in an authorized private, non-profit, public, or state institution or
facility. Such facilities include schools for the deaf, ardfor blind and
institutions for individuals with disabilities.

Tasks which are ordinarily performed on a daily or weekly basis and
include meal preparation, housework, laundry, shopping, taking
medications, and travel/transportation

Isolated and constant observation care to patients critically ill or injured

A claim for less than the full length of an inpatient hospital stay. Also, a
claim that is billed for services provided to a particular date even though
services continue beyond that date. It may or may not be the final bill for a
particular beneficiary’s services.

The unique 13-digit claim number that appears on a Remittance Advice

A diagnosis coding system used by medical providers to identify a patient’s
diagnosis andfor diagnoses on medical records and claims

Any product that is considered investigational or experimental and that is
not approved by the Food and Drug Administration. The Arkansas
Medicaid Program does not cover investigational products.

Chronological date of the year, 001 through 365 or 366, preceded on a
claims number (ICN) by a two-digit-year designation. Claim number
example: 03231 (August 19, 2003).

Period of time a patient is in the hospital. Also, the number of days
covered by Medicaid within a single inpatient stay.

An agreement for a specific period of time not to exceed twelve (12)
months, which must be renewed in order for the provider to continue to
participate in the Title XIX Program.

A service provided to a beneficiary. A claim may be made up of one (1) or
more line items for the same beneficiary. Also called a claim detail.

An office within the Arkansas Division of Medical Services responsible for
nursing facilities

A nursing facility
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Section IV

Maximum Allowable
Cost (MAC)

Medicaid Provider
Number

Medicaid
Management
Information System
(MMIS)

Medical Assistance
Section

Medically Needy

Medical Necessity

Mis-Utilization

National Drug Code

National Provider
Identifier (NPI)

Non-Covered
Services

Nonpatient
Nurse Practitioner

Outpatient

The maximum drug cost which may be reimbursed for specified multi-
source drugs. This term is interchangeable with generic upper limit.

A unique identifying number assigned to each provider of services in the
Arkansas Medicaid Program, required for identification purposes

The automated system utilized to process Medicaid claims

A section within the Arkansas Division of Medical Services responsible for
administering the Arkansas Medical Assistance Program

Individuals whose income and resources exceed thelevels for assistance
established under a state or federal plan for categorically needy, but are
insufficient to meet costs of health and medical services

All Medicaid benefits are based upon medical necessity. A service is
“medically necessary” if it is reasonably calculated to prevent, diagnose,
correct, cure, alleviate, or prevent the worsening of conditions that
endanger life, cause suffering or pain, result in illness or injury, threaten to
cause or aggravate a handicap, or cause physical deformity or malfunction
and if there is no other equally effective (although more conservative or
less costly) course of treatment available or suitable for the beneficiary
requesting the service. For this purpose, a “course of treatment” may
include mere observation or (where appropriate) no treatment at all. The
determination of medical necessity may be made by the Medical Director
for the Medicaid Program or by the Medicaid Program Quality
Improvement Organization (QIO). Coverage may be denied if a service is
not medically necessary in accordance with the preceding criteria or is
generally regarded by the medical profession as experimental,
inappropriate, or ineffective using unless objective clinical evidence
demonstrates circumstances making the service necessary.

Any usage of the Medicaid Program by any of its providers andfor
beneficiaries which is not in conformance with both State and Federal
regulations and laws (includesing, but not limited to, fraud, abuse, and
defects in level and quality of care)

The unique 11-digit number assigned to drugs which identifies the
manufacturer, drug, strength, and package size of each drug

A standardized unique health identifier for health care providers for use in
the health care system in connection with standard transactions for all
covered entities. Established by the Centers for Medicare & Medicaid
Services, HHS, in compliance with HIPAA Administrative Simplification —
45 CFR Part 162.

Services not medically necessary, services provided for the personal
convenience of the patient or services not covered under the Medicaid
Program

An individual who receives services, such as laboratory tests, performed
by a hospital, but who is not a patient of the hospital

A professional nurse with credentials that meet the requirements for
licensure as a nurse practitioner in the State of Arkansas

A patient receiving medical services, but not admitted as an inpatient to a
hospital
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Section IV

Over-Utilization

Participant

Patient

Payment

Pay-to Provider

Pay-to Provider
Number

Per Diem

Performing
Physician

Person

Place of Service
(POS)

Plan of Care

Postpayment
Utilization Review

Practitioner

Prepayment
Utilization Review

Prescription

Prescription Drug
(RX)

Primary Care
Physician (PCP)

Any over usage of the Medicaid Program by any of its providers and/or
beneficiaries not in conformance with professional judgment and both
State and Federal regulations and laws (includesing, but not limited to,
fraud and abuse)

A provider of services who: (1) provides the service, (2) submits the claim
and (3) accepts Medicaid’s reimbursement for the services provided as
payment in full

A person under the treatment or care of a physician or surgeon, or in a
hospital

Reimbursement to the provider of services for rendering a Medicaid-
covered benefit

A person, organization, or institution authorized to.receive payment for
services provided to Medicaid beneficiaries by a person or persons who
are a part of the entity

A unique identifying number assigned to each pay-to provider of services
(Clinic/Group/Facility) in the Arkansas Medicaid Program or the pay-to
provider group’s assigned National Provider Identifier (NPI). ‘Medicaid
reports provider payments to the Internal Revenue Service under the
Employer Identification Number “Tax ID” linked in the Medicaid Provider
File to the pay-to provider identification number.

A daily rate paid to institutional providers

The physician providing, supervising, ‘or both, a medical service and
claiming primary responsibility for ensuring that services are delivered as
billed

Any natural‘person, company, firm, association, corporation, or other legal
entity

A nationally approved.two-digit numeric code denoting the location of the
patient receiving services

A document utilized by a provider to plan, direct, or deliver care to a patient
to meet specific measurable goals; also called care plan, service plan, or
treatment plan

The review of services, documentation, and practice after payment

An individual who practices in a health or medical service profession

The review of services, documentation, and practice patterns before
payment

A health care professional’s legal order for a drug which, in accordance
with federal and/or state statutes, may not be obtained otherwise; also, an
order for a particular Medicaid covered service

A drug which, in accordance with federal and/or state statutes, may not be
obtained without a valid prescription

A physician responsible for the management of a beneficiary’s total
medical care. Selected by the beneficiary to provide primary care services
and health education. The PCP will monitor on an ongoing basis the
beneficiary’s condition, health care needs and service delivery, be
responsible for locating, coordinating, and monitoring medical and
rehabilitation services on behalf of the beneficiary, and refer the beneficiary
for most specialty services, hospital care, and other services.
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Section IV

Prior Approval

Prior Authorization
(PA)

Procedure Code

Professional
Component

Profile

Provider

Provider
Identification
Number

Provider Relations
Quality Assurance

Quality Improvement
Organization

Railroad Claim
Number

Referral

Reimbursement

Rejected Claim

The approval for coverage and reimbursement of specific services prior to
furnishing services for a specified beneficiary of Medicaid. The request for
prior approval must be made to the Medical Director of the Division of
Medical Services for review of required documentation and justification for
provision of service.

The approval by the Arkansas Division of Medical Services, or a designee
of the Division of Medical Services, for specified services for a specified
beneficiary to a specified provider before the requested services may be
performed and before payment will be made. Prior authorization does
not guarantee reimbursement.

A five-digit numeric or alpha numeric code to identify medical services and
procedures on medical claims

A physician’s interpretation or supervision and interpretation of laboratory,
X-ray, or machine test procedures

A detailed view of an individual provider’'s charges to Medicaid for health
care services or a detailed view of a beneficiary’s usage of health care
services

A person, organization, or institution enrolled to provide and be reimbursed
for health or medical care services authorized under the State Title XIX
Medicaid Program

A unique identifying number assigned to.each provider of services in the
Arkansas Medicaid Program or the provider’s assigned National Provider
Identifier (NPI), when applicable, that is required for identification purposes

The activity within the Medicaid Program which handles all relationships
with Medicaid providers

Determination of quality and appropriateness of services rendered

A Quality Improvement Organization (QIO) is a federally mandated review
organization required of each state’s Title XIX (Medicaid) program.

j —lne- j —The QIO monitors hospital and
physician services billed to the state’s Medicare intermediary and the
Medicaid program to assure high quality, medical necessity, and
appropriate care for each patient’s needs.

The number issued by the Railroad Retirement Board to control payments
of annuities and pensions under the Railroad Retirement Act. The claim
number begins with a one- to three-letter alphabetic prefix denoting the
type of payment, followed by six_(6) or nine_(9) numeric digits.

An authorization from a Medicaid enrolled provider to a second Medicaid
enrolled provider. The receiving provider is expected to exercise
independent professional judgment and discretion, to the extent permitted
by laws and rules governing the practice of the receiving practitioner, and
to develop and deliver medically necessary services covered by the
Medicaid program. The provider making the referral may be a physician or
another qualified practitioner acting within the scope of practice permitted
by laws or rules. Medicaid requires documentation of the referral in the
beneficiary’s medical record, regardless of the means the referring provider
makes the referral. Medicaid requires the receiving provider to document
the referral also, and to correspond with the referring provider regarding
the case when appropriate and when the referring provider so requests.

The amount of money remitted to a provider

A claim for which payment is refused
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Section IV

Relative Value

Remittance

Remittance Advice
(RA)

Reported Charge
Retroactive Medicaid
Eligibility

Returned Claim

Sanction

Screening

Signature

Single State Agency

Skilled Nursing
Facility (SNF)

Social Security
Administration (SSA)

Social Security
Claim Number

Source of Care

Specialty
Spend Down (SD)

A weighting scale used to relate the worth of one (1) surgical procedure to
any other. This evaluation, expressed in units, is based upon the skill,
time, and the experience of the physician in its performance.

A remittance advice

A notice sent to providers advising the status of claims received, including
paid, denied, in-process, and adjusted claims. It includes year-to-date
payment summaries and other financial information.

The total amount submitted in a claim detail by a provider of services for
reimbursement

Medicaid eligibility which may begin up to three (3) months.prior to the date
of application provided all eligibility factors are met in.those months

A claim which is returned by the Medicaid Program to the provider for
correction or change to allow it to be processed properly

Any corrective action taken against a provider

The use of quick, simple, medical procedures carried out among large
groups of people to sort out apparently well persons from those who may
have a disease or abnormality and to identify those in need of more
definitive examination or treatment

The person’s original signature or initials. The person’s signature or initials
may also be recorded by an electronic ordigital method, executed, or
adopted by the person with the intent to be bound by or to authenticate a
record. An electronic signature must comply with Arkansas Code
Annotated § 25-31-101-105, including verification through an electronic
signature verification company and data links invalidating the electronic
signature if the data.is changed.

The state agency authorized to administer or supervise the administration
of the Medicaid Program on a statewide basis

A nursing home, or a distinct part of a facility, licensed by the Office of
Long-Long-Term Care as meeting the Skilled Nursing Facility
Federal/State licensure and certification regulations. A health facility which
provides skilled nursing care and supportive care on a 24-hour basis to
residents whose primary need is for availability of skilled nursing care on
an extended basis.

A federal agency which makes disability and blindness determinations for
the Secretary of the HHS

The account number used by SSA to identify the individual on whose
earnings SSA benefits are being paid. It is the Social Security Account
Number followed by a suffix, sometimes as many as three_(3) characters,
designating the type of beneficiary (e.g., wife, widow, child, etc.).

A hospital, clinic, physician, or other facility which provides services to a
beneficiary under the Medicaid Program

The specialized area of practice of a physician or dentist

The amount of money a beneficiary must pay toward medical expenses
when income exceeds the Medicaid financial guidelines. A component of
the medically needy program allows an individual or family whose income
is over the medically needy income limit (MNIL) to use medical bills to
spend excess income down to the MNIL. The individual(s) will have a
spend down liability. The spend down column of the remittance advice
indicates the amount which the provider may bill the beneficiary. The
spend down liability occurs only on the first day of Medicaid eligibility.

Section IV-14



Section IV

Status Report

Supplemental
Security Income
(SSl)

Suspended Claim

Suspension from
Participation

Suspension of
Payments

Termination from
Participation

Third Party Liability
(TPL)

Utilization Review
(UR)

Void

Voice Response
System (VRS)

Ward

Withholding of
Payments

Worker’s
Compensation

A remittance advice

A program administered by the Social Security Administration. This
program replaced previous state administered programs for aged, blind, or
individuals with disabilities (except in Guam, Puerto Rico, and the Virgin
Islands). This term may also refer to the Bureau of Supplemental Security
Income within SSA which administers the program.

An “In-Process Claim” which must be reviewed and resolved

An exclusion from participation for a specified period-ef-time

The withholding of all payments due to a provider until the resolution of a
matter in dispute between the provider and the state agency

A permanent exclusion from participation in the Title XIX Program

A condition whereby a person or an organization, other than the
beneficiary or the state agency, is responsible for all or some portion of the
costs for health or medical services incurred by the Medicaid beneficiary
(e.g., a health insurance company, a casualty insurance company, or
another person in the case of an accident, etc.).

The section of the Arkansas, Division of Medical Services which performs
the monitoring and controlling of the quantity and quality of health care
services delivered under the Medicaid Program

A transaction which deletes

Voice-activated system to request prior.authorization for prescription drugs
and for PCP.-assignment and change

An accommodation of five (5) or more beds

A reduction or adjustment of the amounts paid to a provider on pending
and subsequently due payments

A type of Fhird-Third-Party Liability for medical services rendered as the
result of an on-the-job accident or injury to a beneficiary for which the
employer’s insurance company may be obligated under the Worker’s
Compensation Act
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A RKANSAS Division of Medical Services
DEPARTMENT OF Office of Rules Promulgation

OZ HUMAN |
) P.0.Box 1437, Slot S295 - Little Rock, AR 72203-1437
‘( SERVICES 501-320-6428 - Fax: 501-404-4619

TDD/TTY: 501-682-6789

TO: Arkansas Medicaid Health Care Providers — Targeted Case Management

EFFECTIVE DATE:  April 1, 2020

SUBJECT: Provider Manual Update Transmittal TCM-2-19

REMOVE INSERT

Section Effective Date Section Effective Date
261.000 3-1-08 261.000 4-1-20

Explanation of Updates
Section 261.000 is revised to remove references to Provider Electronic Solutions (PES) and make a
minor grammatical change.

This update transmittal memorandum indicates which sections of your provider manual have been
revised. Electronic versions of provider manuals available from the Arkansas Medicaid website have
changes incorporated. See Section | for instructions on updating a paper copy of the manual.

If you have questions regarding this transmittal, please contact the Provider Assistance Center at
1-800-457-4454 (Toll-Free) within Arkansas or locally and out-of-state at (501) 376-2211.

If you need this material in an alternative format, such as large print, please contact the Office of
Rules Promulgation at (501) 320-6266.

Arkansas Medicaid provider manuals (including update transmittals), official notices, notices of rule
making, and remittance advice (RA) messages are available for downloading from the Arkansas
Medicaid website: https://medicaid.mmis.arkansas.gov/Provider/Docs/Docs.aspx.

Thank you for your participation in the Arkansas Medicaid Program.

Janet Mann
Director

humanservices.arkansas.gov
Protecting the vulnerable, fostering independence and promoting better health


https://medicaid.mmis.arkansas.gov/Provider/Docs/Docs.aspx
https://medicaid.mmis.arkansas.gov/Provider/Docs/Docs.aspx

Targeted Case Management Section Il

TOC not required

261.000 Introduction to Billing 3-1-084-1-
20

Targeted case management providers use the CMS-1500 form to bill the Arkansas Medicaid
Program on paper for services provided to eligible Medicaid beneficiaries. Each claim may
contain charges for only one (1) beneficiary.

Section Il of this manual contains information about
other-available options for electronic claim submission.



A RKANSAS Division of Medical Services
DEPARTMENT OF Office of Rules Promulgation

OZ HUMAN |
) P.0. Box 1437, Slot S295 - Little Rock, AR 72203-1437
‘( SERVICES 501-320-6428 - Fax: 501-404-4619

TDD/TTY: 501-682-6789

TO: Arkansas Medicaid Health Care Providers — Occupational, Physical,
Speech Therapy Services

EFFECTIVE DATE:  April 1, 2020

SUBJECT: Provider Manual Update Transmittal THERAPY-2-19

REMOVE INSERT

Section Effective Date Section Effective Date
261.000 7-1-07 261.000 4-1-20

Explanation of Updates

Section 261.000 is updated to change “Speech Therapy” to “Speech-Language Therapy” and to
remove the reference to Provider Electronic Solutions (PES) and to make other minor technical
corrections.

This update transmittal memorandum indicates which sections of your provider manual have been
revised. Electronic versions of provider manuals available from the Arkansas Medicaid website have
changes incorporated. See Section | for instructions on updating a paper copy of the manual.

If you have questions regarding this transmittal, please contact the Provider Assistance Center at
1-800-457-4454 (Toll-Free) within Arkansas or locally and out-of-state at (501) 376-2211.

If you need this material in an alternative format, such as large print, please contact the Office of
Rules Promulgation at (501) 320-6266.

Arkansas Medicaid provider manuals (including update transmittals), official notices, notices of rule
making, and remittance advice (RA) messages are available for downloading from the Arkansas
Medicaid website: https://medicaid.mmis.arkansas.gov/Provider/Docs/Docs.aspx.

Thank you for your participation in the Arkansas Medicaid Program.

Janet Mann
Director

humanservices.arkansas.gov
Protecting the vulnerable, fostering independence and promoting better health


https://medicaid.mmis.arkansas.gov/Provider/Docs/Docs.aspx
https://medicaid.mmis.arkansas.gov/Provider/Docs/Docs.aspx

Occupational, Physical, Speech Therapy Services Section Il

TOC not required

261.000 Introduction to Billing 7-1-074-1-
20

Occupational, physiealPhysical, and speech-Speech-Languagetherapy-Therapy providers use
the CMS-1500 form to bill the Arkansas Medicaid Program on paper for services provided to
eligible Medicaid beneficiaries. Each claim may contain charges for only one (1) beneficiary.

Section Il of this manual contains information about ProviderElectronic-Seolutions{PES)-and

other-available options for electronic claim submission.

@?‘



A RKANSAS Division of Medical Services
DEPARTMENT OF Office of Rules Promulgation

OZ HUMAN |
) P.0. Box 1437, Slot S295 - Little Rock, AR 72203-1437
‘( SERVICES 501-320-6428 - Fax: 501-404-4619

TDD/TTY: 501-682-6789

TO: Arkansas Medicaid Health Care Providers — Transportation

EFFECTIVE DATE:  April 1, 2020

SUBJECT: Provider Manual Update Transmittal TRANSP-2-19

REMOVE INSERT

Section Effective Date Section Effective Date
251.000 7-1-07 251.000 4-1-20
252.110 11-1-15 252.110 4-1-20
291.000 7-1-18 291.000 4-1-20

Explanation of Updates

Sections 251.000, 252.110, and 291.000 are updated to remove the reference to Provider Electronic
Solutions (PES) from the manual and to make minor technical changes.

This update transmittal memorandum indicates which sections of your provider manual have been
revised. Electronic versions of provider manuals available from the Arkansas Medicaid website have
changes incorporated. See Section | for instructions on updating a paper copy of the manual.

If you have questions regarding this transmittal, please contact the Provider Assistance Center at
1-800-457-4454 (Toll-Free) within Arkansas or locally and out-of-state at (501) 376-2211.

If you need this material in an alternative format, such as large print, please contact the Office of
Rules Promulgation at (501) 320-6266.

Arkansas Medicaid provider manuals (including update transmittals), official notices, notices of rule
making, and remittance advice (RA) messages are available for downloading from the Arkansas
Medicaid website: https://medicaid.mmis.arkansas.gov.

Thank you for your participation in the Arkansas Medicaid Program.

Janet Mann
Director

humanservices.arkansas.gov
Protecting the vulnerable, fostering independence and promoting better health


https://medicaid.mmis.arkansas.gov/
https://medicaid.mmis.arkansas.gov/

Transportation Section Il

TOC not required

251.000 Introduction to Billing 9-1-064-1-

sl

Ambulance transportation providers use the CMS-1500 claim format to bill the Arkansas
Medicaid Program for services provided to eligible Medicaid beneficiaries. Each claim must
contain charges for only one (1) beneficiary.

Section Il of this manual contains information about PreviderElectronic-Solutions{PES)}and

other-available options for electronic claim submission.

252.110 National Drug Codes (NDC) Billing Protocol 11-1-154-1-

sl

Effective for claims with dates of service on or after January 1, 2008, Arkansas Medicaid
implemented billing protocol per the Federal Deficit Reduction Act of 2005. “This explains policy
and billing protocol for providers that submit claims for drug HCPCS/CPT, codes with dates of
service on and after January 1, 2008.

The Federal Deficit Reduction Act of 2005 mandates that Arkansas Medicaid require the
submission of National Drug Codes (NDCs) on claims submitted with Healthcare Common
Procedure Coding System, Level Il/Current Procedural Terminology,4iedition (HCPCS/CPT)
codes for drugs administered. The purpose of this requirement is to assure that the State
Medicaid Agencies obtain a rebate from those manufacturers who have signed a rebate
agreement with the Centers for Medicare,and Medicaid Services (CMS).

A. Covered Labelers

Arkansas Medicaid, bysstatute, will only payfor a drug procedure billed with an NDC when
the pharmaceutical labeler of that drug is a covered labeler with Centers for Medicare and
Medicaid Services (CMS). A ‘“coveredilabeler” is a pharmaceutical manufacturer that has
entered into a federal rebate agreement with CMS to provide each Sstate a rebate for
products reimbursed by Medicaid Programs. A covered labeler is identified by the first five
(5) digits of the NDE€._ To assure,a product is payable for administration to a Medicaid
beneficiary, comparethejlabeler.code (the first five (5) digits of the NDC) to the list of
covered labelers\which is‘maintained on the DHS contracted Pharmacy vendor website

A complete listing ‘of\“Covered Labelers” is located on the website. See Diagram 1 for an
example of thisysscreen. The effective date is when a manufacturer entered into a rebate
agreement with'CMS. The Labeler termination date indicates that the manufacturer no
longenparticipates in the federal rebate program, and therefore the products cannot be
reimbursed by Arkansas Medicaid on or after the termination date.

Diagram 1


https://arkansas.magellanrx.com/provider/documents/
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| Transportation

ooooz - ELLILEY AMD COMPANY 14171991
oooos  E.R SQUIBE & SO0NS, INC 11141991
ooood  HOFFMAMNM-LA ROCHE 11141931
ooooz  LEDERLE LABORATORIES 14141931
00o0E  MERCHK & CO., INC. 1171991
oogy GLAXDSMITHKLIMNE 14171991
gooos - WYETH LABORATORIES 14171991
aooos  PFIZER, IMC, 14171991
o001t BECTOM DICKINSON MICROBIOLOGY SYSTEMS 10151991 7171598
00013 PRIZER, IMC, 1141891

tn-erderfFor a claim with drug HCPCS/CPT codes to be eligible for,payment, the detail
date of service must be prior to the NDC termination date.< The NDCtermination date
represents the shelf-life expiration date of the last batch produced, as'supplied on the
Centers for Medicare and Medicaid Services (CMS) quarterly update. The,date is supplied
to CMS by the drug manufacturer/distributor.

Arkansas Medicaid will deny claim details with drug HCPCS/CPT codes with a detail date
of service equal to or greater than the NDC termination date.

When completing a Medicaid claim for administering adrug, indicate the HIPAA standard
11-digit NDC with no dashes or spaces.| The 11-digit NDC is comprised of three (3)
segments or codes: a 5-digit labeler code, a 4-digit product code and a 2-digit package
code. The 10-digit NDC assigned by,the FDAwprinted on the drug package must be
changed to the 11-digit format,by inserting a leading zero_(0) in one (1) of the three (3)
segments. Below are examples of the EDA assigned NDC on a package changed to the
appropriate 11-digit HIPAA standard format.»Diagram 2 displays the labeler code as five
(5) digits with leading zeros; thejproduct code as four (4) digits with leading zeros; the
package code as two (2)\digits' without'leading zeros, using the “5-4-2” format.

Diagram 2

00123 0456 78
LABELER | PRODUCT | PACKAGE
CODE CODE CODE

(5 digits) | (4 digits) (2 digits)

NDCsysubmitted in any configuration other than the 11-digit format will be rejected/denied.
NDCsbilled to Medicaid for payment must use the 11-digit format without dashes or
spaces between the numbers.

See Diagram 3 for sample NDCs as they might appear on drug packaging and the
corresponding format which should be used for billing Arkansas Medicaid.

Diagram 3
10-digit FDA NDC on Required 11-digit NDC
PACKAGE (5-4-2) Billing Format
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12345 6789 1 12345678901
1111-2222-33 01111222233
01111 456 71 01111045671

B. Drug Procedure Code (HCPCS/CPT) to NDC Relationship and Billing Principles

HCPCS/CPT codes and any modifiers will continue to be billed per the policy for each
procedure code. However, the NDC and NDC quantity of the administered drug is now
also required for correct billing of drug HCPCS/CPT codes. To maintain the integrity of the
drug rebate program, it is important that the specific NDC from the package,used at the
time of the procedure be recorded for billing. HCPCS/CPT codes submitted using invalid
NDCs or NDCs that were unavailable on the date of service will be rejected/denied. We
encourage you to enlist the cooperation of all staff members involved in drug
administration to assure collection or notation of the NDC from the actual package used. It
is not recommended that billing of NDCs be based on a reference list,'as,NDCs vary from
one (1) labeler to another, from one (1) package size to another; and from one (1) time
period to another.

Exception: There is no requirement for an NDC when billing for vaccines.

II. Claims Filing

The HCPCS/CPT codes billing units and the NDC quantity do not always have a one-to-one
relationship.

Example 1: The HCPCS/CPT code may specify up to-75 mgyof the drug whereas the NDC
quantity is typically billed in units, milliliters or.grams. If the patient is provided 2 oral tablets, one
at 25 mg and one at 50 mg, the HCPCS/CPT cade, unit would be 1 (1 total of 75 mg) in the
example whereas the NDC quantity would be 1 eachy(1 unit of the 25 mg tablet and 1 unit of the
50 mg tablet). See Diagram 4.

Diagram 4

25mg  SO0mg N/ 25 mqtablet
O+ O =TEmg

¥

= A0 mg tablet
\o/ .

HCPCS/CPT Code Unit =1 MNOC guantity = 1 each
{1 unit of Drug A totaling 75 mo) (1 unit of a 25 mg tablet and 1 unit of a 50 mg tablet)

Example 2: If the drug in the example is an injection of 5 ml (or cc) of a product that was 50 mg
per 10 ml of a 10 ml single-use vial, the HCPCS/CPT code unit would be 1 (1 unit of 25 mg)
whereas the NDC quantity would be 5 (5 ml). In this example, 5 ml or 25 mg would be
documented as wasted. See Diagram 5.

Diagram 5



Transportation Section Il

HCPCS/CPT Code Unit =1
(one 25 myg unit of Drug B)

.--”
% ) M MOC Cluantity =5 for the 5 ml administered
s
5 ml{or cc)

Every 10 ml =40 mg administerad

Waste =5 ml or 25 my

ifor the & ml ar 25 mg not administered)

A.  Electronic Claims Filing — 837P (Professional)

Procedure codes that do not require paper billing may be billed electronically. Any
procedure codes that have required modifiers in the past will continue to require modifiers.

Arkansas Medicaid will require providers using electronic filing through\the Provider Portal

Provider-Electronic-Selutions(PES)-to use the required'NBC format when billing
HCPCS/CPT codes for administered drugs.

B. Paper Claims Filing — CMS-1500

Arkansas Medicaid will require providers billing drug HCPCS/CPT codes including covered
unlisted drug procedure codes to use'the requiredsNDC format.

See Diagram 6 for CMS<1500.
CMS-1500

For professional claims,"CMS-1500, list the qualifier of “N4”, the 11-digit NDC, the unit of
measure qualifier (F2 — International Unit; GR — Gram; ML - Milliliter; UN — Unit), and the
number of units of the actual NDC administered in the shaded area above detail field 24A,
spaced and arranged exactly as‘innDiagram 6.

Each NDC, when billed underthe same procedure code on the same date of service is
definedas,a “sequence.” When billing a single HCPCS/CPT code with multiple NDCs as
detail sequences, the first sequence should reflect the total charges in detail field 24F and
total HCRCS/CPT code units in detail field 24G. Each subsequent sequence number
should show zeros,in detail fields 24F and 24G. See Detail 1, sequence 2 in Diagram 6.

The quantity of the NDC will be the total number of units billed for each specific NDC. See
Diagram 6, first detail, sequences 1 and 2. Detail 2 is a Procedure Code that does not
requiresan NDC. Detail 3, sequence 1 gives an example where only one (1) NDC is
associated with the HCPCS/CPT code.

Diagram 6
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Procedure Code/NDC Detail Attachment Form- DMS-664
For drug HCPCS/CPT codes requiring paper billing (i.e., for manual review), complete every field
of the DMS-664 “Procedure Code/NDC Detail Attachment Form.” Attach this form and any other
required documents to your claim when submitting it for processing. See,Diagram 7 for an
example of the completed form. Section V of the provider manuabincludesithis form.
Complete instructions for accurate completion of form DMS-664 (including,indication of
required attachments) accompany the form. All forms are listed andyaccessible in Section
V of each Provider Manual.
Diagram 7
De;ail Seql.;fence NDC ﬁﬁgd?f?::e Drug Name/Dose/Route Wasted
1 1 1/2]3]4|5/6[7[8]9 2| 71234 ABC drug/z5 MG/Cral 0
1 2 0|1 [1]1]1]2]2]|2]2 3| 71234 XYZ drug/50 MG/Cral 0
3 1 4/4(4]4]4|5|5]|5]|5 6 | 26789 PRQ drug/5 ML/IV 5 ML
lll. Adjustments

Paper adjustments forpaid claimsfiled with NDC numbers will not be accepted. Any original
claim will have to bewoidediand a replacement claim will need to be filed. Providers have the
option of adjusting a paper or eléctronic claim electronically.

IV. RemittanceAdvices

Only. the first sequence in‘a detail will be displayed on the remittance advice reflecting either the

total amount paid or thexdenial EOB(s) for the detail.

V. Record Retention

Each providermust retain all records for five (5) years from the date of service or until all audit
questions, dispute or review issues, appeal hearings, investigations or administrative/judicial
litigation to which the records may relate are concluded, whichever period is longer.

At times, a manufacturer may question the invoiced amount, which results in a drug rebate

dispute. If this occurs, you may be contacted requesting a copy of your office records to include
documentation pertaining to the billed HCPCS/CPT code. Requested records may include NDC
invoices showing purchase of drugs and documentation showing what drug (name, strength and
amount) was administered and on what date, to the beneficiary in question.

See Section 252.100 for additional information regarding drug code billing.
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291.000 Introduction to Billing 7-1-184-1-
20

EIDT and ADDT transportation providers use the CMS-1500 claim form to bill the Arkansas
Medicaid Program on paper for services provided to eligible Medicaid beneficiaries. Each claim

should contain charges for only one (1) beneficiary.

Section Il of this manual contains information about ProviderElectronic-Solutions{PES)-and

other-available options for electronic claim submission.

@?‘



A RKANSAS Division of Medical Services
DEPARTMENT OF Office of Rules Promulgation

OZ HUMAN |
) P.0. Box 1437, Slot S295 - Little Rock, AR 72203-1437
‘( SERVICES 501-320-6428 - Fax: 501-404-4619

TDD/TTY: 501-682-6789

TO: Arkansas Medicaid Health Care Providers — Ventilator Equipment

EFFECTIVE DATE:  April 1, 2020

SUBJECT: Provider Manual Update Transmittal VENT-2-19

REMOVE INSERT

Section Effective Date Section Effective Date
241.000 9-1-05 241.000 4-1-20

Explanation of Updates
Section 241.000 is updated to remove the reference to Provider Electronic Solutions (PES) from the
manual and to make a minor technical change.

This update transmittal memorandum indicates which sections of your provider manual have been
revised. Electronic versions of provider manuals available from the Arkansas Medicaid website have
changes incorporated. See Section | for instructions on updating a paper copy of the manual.

If you have questions regarding this transmittal, please contact the Provider Assistance Center at
1-800-457-4454 (Toll-Free) within Arkansas or locally and out-of-state at (501) 376-2211.

If you need this material in an alternative format, such as large print, please contact the Office of
Rules Promulgation at (501) 320-6266.

Arkansas Medicaid provider manuals (including update transmittals), official notices, notices of rule
making, and remittance advice (RA) messages are available for downloading from the Arkansas
Medicaid website: https://medicaid.mmis.arkansas.gov.

Thank you for your participation in the Arkansas Medicaid Program.

Janet Mann
Director

humanservices.arkansas.gov
Protecting the vulnerable, fostering independence and promoting better health


https://medicaid.mmis.arkansas.gov/
https://medicaid.mmis.arkansas.gov/

Ventilator Equipment Section Il

TOC not required

241.000 Introduction to Billing 9-1-054-1-
20

Ventilator equipment providers use the CMS-1500 form to bill the Arkansas Medicaid Program
on paper for services provided to eligible Medicaid beneficiaries. Each claim may contain
charges for only one_(1) beneficiary.

Section Il of this manual contains information about PreviderElectronic-Solutions{PES)}and
other-available options for electronic claim submission.

@?‘



A RKANSAS Division of Medical Services
DEPARTMENT OF Office of Rules Promulgation

OZ HUMAN |
) P.0. Box 1437, Slot S295 - Little Rock, AR 72203-1437
‘( SERVICES 501-320-6428 - Fax: 501-404-4619

TDD/TTY: 501-682-6789

TO: Arkansas Medicaid Health Care Providers — Visual Care

EFFECTIVE DATE:  April 1, 2020

SUBJECT: Provider Manual Update Transmittal VISUAL-2-19

REMOVE INSERT

Section Effective Date Section Effective Date
241.000 12-1-06 241.000 4-1-20

Explanation of Updates
Section 241.000 is updated to remove the reference to Provider Electronic Solutions (PES) from the
manual and to make a minor technical change.

This update transmittal memorandum indicates which sections of your provider manual have been
revised. Electronic versions of provider manuals available from the Arkansas Medicaid website have
changes incorporated. See Section | for instructions on updating a paper copy of the manual.

If you have questions regarding this transmittal, please contact the Provider Assistance Center at
1-800-457-4454 (Toll-Free) within Arkansas or locally and out-of-state at (501) 376-2211.

If you need this material in an alternative format, such as large print, please contact the Office of
Rules Promulgation at (501) 320-6266.

Arkansas Medicaid provider manuals (including update transmittals), official notices, notices of rule
making, and remittance advice (RA) messages are available for downloading from the Arkansas
Medicaid website: https://medicaid.mmis.arkansas.gov.

Thank you for your participation in the Arkansas Medicaid Program.

Janet Mann
Director

humanservices.arkansas.gov
Protecting the vulnerable, fostering independence and promoting better health


https://medicaid.mmis.arkansas.gov/
https://medicaid.mmis.arkansas.gov/

Visual Care

Section Il
TOC not required
241.000 Introduction to Billing 12-1-064-1-
20

Visual care providers use the CMS-1500 claim form or the CMS-1500 form to bill the Arkansas

Medicaid Program on paper for services provided to eligible Medicaid beneficiaries. Each claim
may contain charges for only one (1) beneficiary.

Section Il of this manual contains information about PreviderElectronic-Solutions{PES)}and
other-available options for electronic claim submission.

@?‘
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