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|. Introduction

HealthSystems of Mississippi (HSM) is the Utilization Management and Quality Improvement Organization
contracted to perform precertification and quality review for Outpatient Physical, Occupational, and Speech
Therapy services rendered to Mississippi Medicaid beneficiaries.

We have been contracted with the Mississippi Division of Medicaid (DOM) providing utilization and quality of
care review since 1997. Our review is performed for the following types of services.

e Inpatient Acute Hospitals.

e Free Standing Psychiatric Inpatient Hospitals.

e Psychiatric Residential Treatment Facilities.

e MYPAC — Mississippi Youth Programs Around the Clock.

e Hospital Outpatient Mental Health Services.

e Outpatient Physical, Occupational and Speech Therapy.

e Home Health.

o Durable Medical Equipment, Orthotics, Prosthetics and Supplies.
e Private Duty Nursing.

o Medical Necessity Review for Organ Transplant.

The purpose of this manual is to assist providers in successfully navigating through HSM's review
requirements and process.

Effective: 01/01/09 Outpatient Physical, Occupational, Speech Therapy
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Il. Getting Started - Helpful Tips

Before submitting any request to HSM, providers must verify beneficiary eligibility and available benefits
through DOM's fiscal agent at https://msmedicaid.acs-inc.com/msenvision/index.do or 1-800-884-3222 or
601-206-3000. The above contact information is also used if you have a billing question.

Providers must read and be familiar with DOM's policies and procedures located at
http://www.medicaid.ms.gov/manuals.aspx.

Outpatient Physical, Occupational, and Speech Therapy Services are covered by Medicaid when it is
medically necessary and appropriate for the beneficiary. Beneficiaries under age 21 can receive services
from qualified physical and occupational therapist and speech and language pathologist in a variety of
settings. However, services provided to beneficiaries age 21 and over are only eligible for reimbursement by
Medicaid when provided in an outpatient hospital setting ONLY. Please refer to DOM policy located at:
http://www.medicaid.ms.gov/manuals.aspx.

The majority of referrals by physician’s for beneficiaries to be evaluated for rehabilitative services (physical,
occupational and speech and language therapy) state, “evaluate and treat”. However, requests for
precertification are submitted to HSM following:
e Completion of the initial evaluation.
e Discussion between the assessing clinician and attending physician regarding the clinical evaluation
findings and recommendations for the Plan of Care, if medically necessary.
e Agreement between the provider and beneficiary regarding services.

Based on DOM policy, requests for certification should contain only those CPT codes listed in Section X,
Forms, Instructions, and Codes of this manual. However, the Plan of Care (POC) should also include, if any,
codes that do not require certification by HSM in order to reflect the entire care plan proposed for the
beneficiary.

In the event a beneficiary requires a re-evaluation, this must be precertified prior to the beneficiary receiving
this service by HSM.

Separate precertification and certification/recertification requests must be submitted for each type of
rehabilitative service. Please complete either the PT, OT, or ST DOM approved forms in their entirety.
Please pay special attention to dates and signatures to prevent unnecessary delays in processing requests.
Forms are included at the end of this manual. However, many providers download forms from the HSM Web
site and directly load the forms onto computers or portable data sticks, so that the forms can be used by the
clinician while assessing a beneficiary.

Effective: 01/01/09 Outpatient Physical, Occupational, Speech Therapy
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[1l. Information You Need to Know

Required forms and instructions are included in this manual and can be downloaded from the HSM Web site
at www.hsom.org.

Outpatient PT, OT, and ST Therapy service requests are accepted by fax or mail. A dedicated outpatient PT,
OT, ST fax number is provided to assist with certification needs. Although we can accept mailed requests,
fax submission provides the most expedient response to your request.

The table below lists fax and phone numbers and hours of operation.

Purpose Description Hours of Operation and Number(s)
Outpatient PT, OT, | Used by providers to submit review Hours: 24 hours, 7-days a week.

and ST therapy request and additional information

Precertification requested by HSM. Fax: 1-888-557-1920

Review Request

Submission Faxes received after 5:00 p.m. or

over the weekend or holidays are
considered received the business
day.

Mail:

175 East Capitol Street
Suite 250, Lockbox 13
Jackson, MS, 39201
Helpline Used by providers for questions Hours of availability:

regarding the precertification process | 8:00 a.m. — 5:00 p.m. (business days)
and to obtain assistance.

Local: 601-360-4949

Toll Free: 1-866-740-2221

Hot Line Used by beneficiaries and providers | Hours of availability: _
to report quality concerns and/or 8:00 a.m. — 5:00 p.m. (business days)
complaints.

Toll Free: 1-888-204-0221

Electronic Submission of Helpline Inquiries

Providers are encouraged to use HSM’s HIPAA secure Web-based system to electronically submit helpline
inquires. One of the benefits to providers who are enrolled to use the electronic Web system is that you can
check the status of your reviews at any time. The reporting module is provider-specific and available 24
hours a day 7 days a week.

If you do not have a HSM logon, contact HSM’s Education Department at education@hsom.org or by phone
at (601)-360-4949 or toll-free at 1-866-740-2221 to request enrollment and training.

In addition to internet access, minimum computer specifications are:
Pentium 133 with 32 RAM and 8 mg free space for drivers.

e Color monitor.
e 28.8K modem connection or higher (phone line quality will determine speed of connection).
e Internet Explorer Version 4.0 or higher.
Effective: 01/01/09 Outpatient Physical, Occupational, Speech Therapy
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K-baby Admissions

Providers may access a list of K-Baby reviews that have been performed on our Web system. We also notify
each provider of K-Baby reviews via a weekly faxed list. In order for HSM to release the treatment
authorization number (TAN) the Physical, Occupational, and Speech therapy provider should:
e Obtain the baby’s personal Medicaid ID number and date of birth. Access our Web system reports
module and enter the required information, or
e Record the baby’s personal Medicaid ID number and date of birth in the space provided on the faxed
list and fax the updated list to us.

This information will be used to update the review certified under the mother’s Medicaid ID number to the
baby’s Medicaid ID number. Only after this process has occurred can the previously issued TAN be
transmitted to the Fiscal Agent (FA). Claims for services should not be submitted to the FA until after this
activity has been performed.

Effective: 01/01/09 Outpatient Physical, Occupational, Speech Therapy
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IV. Outpatient Therapy Review Exclusions

Medicaid policy exempts certain services from HSM certification and the provider should not submit review
requests for these situations. HSM will not process requests that meet these policy conditions. The following
is a partial list of exclusions reasons for review exclusion. For a complete listing, please refer to the Division
of Medicaid's Web site at http://www.medicaid.ms.gov/manuals.aspx.

Reason

Description

No Medicaid Eligibility

No HSM certification is required if the beneficiary is not eligible for
Medicaid.

Medicare Eligibility

No HSM certification is required if the beneficiary has Medicare
coverage (Part A or Part B) for the service timeframe and the
Medicare benefits are not exhausted.

CORF (Comprehensive
Outpatient Rehabilitation Facility)

No HSM certification is required if therapy services are being
provided in this setting.

Family Planning Waiver

No HSM certification is required if the beneficiary’s Medicaid
eligibility is only for the family planning waiver.

FQHC (Federally Qualified Health
Center)

No HSM certification is required if therapy services are provided in
this setting to beneficiaries age 21 and over.

Hospice

No HSM certification is required if beneficiary is in this category of
eligibility.

ICF/MR (Intermediate
Care/Mental Retardation Facility)

No HSM certification is required if beneficiary is a resident in this
setting.

Office or Clinic of a PT, OT, SLP
(Individual or group practice)

No HSM certification is required if therapy services are provided in
this setting to beneficiaries age 21 and over.*

Physician Office or Clinic

No HSM certification is required if therapy services are provided in
this setting to beneficiaries age 21 and over.*

RHC (Rural Health Clinic)

No HSM certification is required if therapy services are provided in
this setting to beneficiaries age 21 and over.

School

No HSM certification is required if therapy services are being
provided by a school based provider.

State Department of Health

No HSM certification is required if therapy services are provided in
this setting to beneficiaries age 21 and over.

Note: Medicaid only reimburses for medically necessary and appropriate rehabilitative services (outpatient
physical, occupational, and speech therapy services) certified by HSM, for beneficiaries 21 years of age and
older when services are provided by a hospital outpatient department.

Effective: 01/01/09 Outpatient Physical, Occupational, Speech Therapy
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V. Certification Review Process

A. Requests for Certification Review

Requests for precertification should be submitted directly to HSM. Review request and supporting
documentation (when required) must be submitted within the specified timeframes.

A review for initiation of service(s) is referred to as an admission review. Subsequent reviews are performed
to determine if continuation of services is medically necessary and appropriate. These are continued stay
reviews. If a retroactive determination of Medicaid eligibility is made while a beneficiary is receiving services,
a request for admission review is submitted.

The following table describes the types of review, timeframes for submission, and required documentation
for each type of review. Required forms and instructions may be downloaded from our Web site and are
included in the Forms and Instructions section of this manual for providers.

Review Type Timeframe Required Documentation
Admission At least three e HSM Medicaid Outpatient PT/OT/ST Precertification Request
Certification business days Form.

prior to initiation of
services and after
the evaluation.

o Certificate of Medical Necessity (CMN) Form.
e HSM Evaluation/Re-Evaluation Form.
e HSM Plan of Care (POC) Form.

Note: In rare instances where urgent or same day/non-urgent
PT/OT/ST services are provided, the following applies: Outpatient
PT/OT/ST providers are required to request certification on the
next business day.

Continued Stay/
Recertification
request

On or before the
last date certified
by HSM.

e HSM Medicaid Outpatient PT/OT/ST Certification Request
Form.

e Current POC (dated within the last six months)

e Documentation of patient’s progress toward achieving goals or
modification of goals (this should be reflected in the POC).

¢ If a re-evaluation has been performed, submit a completed
HSM Evaluation/Re-evaluation Form for review and an
updated HSM POC form.

e Therapy notes from the last visit prior to request for concurrent
review.

Retrospective
Review

Within one year of
eligibility
determination.
(When the
beneficiary was
not eligible at the
time of admission
but has received a
retroactive
eligibility status
and is no longer
receiving
services.)

¢ HSM Medicaid Outpatient PT/OT/ST Precertification Request
Form. The PT/OT/ST provider must clearly state the reason
for the retrospective review on the request form.

e A copy of the complete outpatient PT/OT/ST medical record
including therapy notes.

Effective: 01/01/09
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B. Processing of Review Requests

HSM has a diverse group of professionals that assist at various stages of the review process such as our
Intake staff, who handle administrative functions. Our clinical staff is composed of registered nurses and
physicians. These highly qualified professionals make precertification review determinations for PT, OT, and
ST therapy services. In addition, HSM employs physical, occupational and speech and language pathologist
consultants that are available to first and second level reviewers. The following table describes our staff's

functions.

Staff

Functions

Non-clinical support
staff

(Intake Staff)

e Screen requests for completeness. May request additional non-clinical
information.
Perform verbal notification of review determination, as appropriate.
Support all review functions.

reviewers can not authorize request.

First level reviewers * Apply DOM policy.
(Registered Nurses) e Apply DOM approved Milliman Clinical Guidelines.
e Apply quality of care screens.
e May request additional information.
e Approve services based on policy or clinical guidelines.
o Refer requests that cannot be approved for physician determination.
Therapist (Consultants) | ® APPly DOM policy. - o o
(Physical, Occupational o Apply DOM approved Milliman Clinical Guidelines.
and Speéch and . Apply quallty of care screens. _ _
Language Pathologist) e Sensitive to the Ioca_l healthgare delivery system mfrqstructure. .
¢ Make recommendations to first and second level reviewers when first level

Second level reviewers
(Physicians)

e Make certification, denial or reconsideration determinations. The
determination is:

Based on documentation that supports medical necessity and
appropriateness of setting.

Patient-centered and takes into consideration the unique factors
associated with each patient care episode.

Sensitive to the local healthcare delivery system infrastructure.

Based on his or her clinical experience, judgment and generally
accepted standards of healthcare.

e May request additional information.

There are three types of situations that may cause a review to be pended for additional information. The
following table describes each situation with its corresponding timeframes for the submission of the
requested information. If the information is not submitted by the due date then HSM suspends review of the

request.

If the review can not

Timeframe for

necessary to
proceed with the
review is requested.

¢ Retrospective

proceed because Then Review Type submission
Administrative information Non-clinical e Admission Three business days.
is missing or incomplete. information e Continued Stay

Clinical information is
needed by the first level

Clinical information
required to complete

Admission

Three business days.

Continued Stay

One business day.

reviewer. the review is
requested. Retrospective Ten business days.
Clinical information is Clinical information e Admission One business day.
needed by the second level | required to complete | ¢ Continued Stay
reviewer. the review is « Retrospective | Ten business days.
requested.

Effective: 01/01/09
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C. Notification of Review Outcome

HSM provides written notification of review results to providers and to the
beneficiary/representative/responsible party when services are not approved as requested. Verbal
notification of approvals will only occur if the provider is unable to receive written auto-fax notification.
Providers also receive verbal notice of denials.

The beneficiary/representative/responsible party may request a reconsideration of a denial determination. A
second physician, one not involved in the initial decision, will review the request and make a determination.
If the decision to deny is upheld or modified, the beneficiary/representative/responsible party may appeal the
decision directly to the Division of Medicaid. See the Reconsideration Process section of this manual for
additional information.

The following table contains the details of the notification process based on review outcome.

Review
Outcome Details
Certification |e Written notification of approval review results is sent to the provider within one business
(Approval) day of the review determination.
Denial o If HSM determines that services are not medically necessary and appropriate for any
part of the request, a denial letter will be issued and reconsideration rights will apply.
e Written notification of denial determination is sent to the provider and
beneficiary/representative/responsible party.
e The beneficiary/representative/responsible party’s notice does not contain the medical
basis for the denial.
e Verbal notice is made to the provider for all review types except for retrospective review.
Suspended | HSM will notify the requester (verbally and in writing) when additional information is

required and the review will be pended. If the requested information is not submitted by the
due date HSM issues a written Notice of Review Suspended.

Review determination and notification timeframes are displayed in the following table.

Review Type

Review Determination and Verbal
Notification

Written Notification

e Admission

Within two business days of receipt of

e Continued Stay review request and necessary

Within one business day of review
determination.

information.
e Retrospective Verbal notification is not given for this Within 20 business days of receipt of
review type. review request and necessary

information.

Effective: 01/01/09
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Written notifications of review certification (approval) and determinations involving denials are sent to various
parties as noted above. Notices of review outcome include the following information.

Review
Outcome

Information

Review Type

Admission

Continued
Stay/Recert

Retro

Certification
(Approval)

Date of notice

\/

\/

Brief statement of HSM’s authority and responsibility for
review

Reason for determination

Date(s) of service being approved

Type service certified

Number of units certified

2|2 |2 |2 | <

Total number & type services certified to date

Total time span approved to date

Treatment Authorization Number (TAN)

Denial

Date of notice.

Brief statement of HSM’s authority and responsibility for
review.

Principal and clinical reason for denial.

Type of procedures or services, number of units, and
dates of services being denied.

2 |2 2 |||l |l ||l (2|2 | <2

< <2_|< < |2

Total number and time span for previously certified
procedures or services.

Process for submitting a reconsideration request.

Reconsideration timeframes.

2 |2

2 |2 | <2 2 |2 2 |||l |l (|l (|2 | <&

<2_|<.

Effective: 01/01/09
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D. HSM Review Process Flow Chart
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VI. Reconsideration Review

If any of the following parties disagree with the determination made by HSM, a request for reconsideration
may be requested.

o Beneficiary/representative/responsible party.

e Outpatient PT, OT, ST provider.

e Prescribing physician.

A second HSM physician, one not involved in the initial decision, will review the reconsideration request and
make a determination. If the decision to deny is upheld or modified, the beneficiary/representative/
responsible party may appeal the decision directly to the Division of Medicaid.

Please see the Reconsideration Manual for additional details.

Effective: 01/01/09 Outpatient Physical, Occupational, Speech Therapy
Revised: 13 of 18
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VII. Quality Review Process

The Mississippi Division of Medicaid (DOM) requires review of the quality of care provided to Medicaid
beneficiaries receiving outpatient physical, and occupational therapy, and speech-language pathology
services. Quality of care review is conducted for all review types as well as through a randomly selected 5%
quality sample of cases certified by HSM.

HSM identifies aberrant patterns and/or trends by provider. Quality sampling may include health care
services provided to all age groups.

Please see the Quality Review Process Manual for additional details.

Effective: 01/01/09 Outpatient Physical, Occupational, Speech Therapy
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VIII. Utilization Analysis, Focused Studies, Outcome Reports,
and Proposals for Improving Health Care Delivery System

Under contract with DOM, HSM will conduct intensive studies of data and practice patterns. We will report
the results of the studies and make recommendations for improving the health care delivery system. For this
requirement we will:
e Collect and analyze Medicaid service utilization data from various sources as approved by DOM
including review results data.
o Evaluate the efficiency of health care delivery, appropriate use of services, and opportunities to
improve quality of care for Mississippi Medicaid beneficiaries.
e Propose, design and implement focused studies related to programs, beneficiaries, providers,
services, and other topics related to Medicaid.
o |dentify opportunities for improving efficiencies in various programs and provide to DOM
recommendations and strategies for improving the delivery of health care.
e Provide education to providers with demonstrated aberrant utilization practice patterns or that have
guality of care issues.

The identification of aberrant practice patterns and the design of appropriate projects increase the efficiency
of delivery of health care and reduce gaps in quality of care of Medicaid beneficiaries.

We look forward to working with DOM and the Medicaid provider community on this endeavor.

Effective: 01/01/09 Outpatient Physical, Occupational, Speech Therapy
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Forms are specific for each rehabilitative therapeutic service.

IX. Forms and Instructions

HSM Medicaid Outpatient PT or OT or ST Therapy Precertification Request Form.
Certificate of Medical Necessity (CMN) Form (Must be signed and dated by treating physician prior

to the evaluation.)

HSM Evaluation/Re-Evaluation Form.

HSM Plan of Care (POC) Form (Following the evaluation, the treating physician must sign and date
the POC prior to the beneficiary starting PT, OT, or ST therapy services. Verbal orders can be
accepted by the licensed treating clinician from the treating physician, as long as the treating
physician signs and dates the POC within 30 days from receipt of the verbal order.
HSM Medicaid Outpatient PT or OT or ST Certification/Recertification Request Form.

Additional Information Form — Can be used for any service type.

Occupational Therapy Forms

Place of Service Code List
Certification Review Request Form
CMN Form

Evaluation Form

Plan of Care Form

Physical Therapy Forms

Place of Service Code List
Certification Review Request Form
CMN Form

Evaluation Form

Plan of Care Form

Speech Language Pathology Forms

Place of Service Code List
Certification Review Request Form
CMN Form

Evaluation Form

Plan of Care Form

Effective: 01/01/09
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X. Therapy Certification Code List

These codes require precertification for certain providers for dates of service beginning January 1, 2009.

Procedure | Description

Code

64550 Application of surface (transcutaneous) neurostimulator

92506 Evaluation of speech, language, voice, communication, and or auditory processing

92507 Treatment of speech, language, voice, communication, and/or auditory processing disorder,
individual

92508 Treatment of speech, language, voice, communication, and/or auditory processing disorder
group, 2 or more individuals

92526 Treatment of swallowing dysfunction and/or oral function for feeding

92597 Evaluation for use and /or fitting of voice prosthetic device to supplement oral speech

92626 Evaluation of auditory rehabilitation status, first hour

92627 Evaluation of auditory rehabilitation status, each additional 15 minutes (list separately in
addition to code for primary procedure)

92630 Auditory rehabilitation; pre-lingual hearing loss

92633 Auditory rehabilitation; post-lingual hearing loss

92700 Unlisted otorhinolaryngological service or procedure

95831 Muscle testing, manual (separate procedure) with report; extremity (excluding hand) or trunk

95832 Muscle testing, manual (separate procedure) with report; hand, with or without comparison with
normal side

95833 Muscle testing, manual (separate procedure) with report; total evaluation of body, excluding
hand

95834 Muscle testing, manual (separate procedure) with report; total evaluation of body, including
hand

95851 Range of motion measurements and report (separate procedure); each extremity (excluding
hand) or each trunk section (spine)

95852 Range of motion measurements and report (separate procedure); hand, with or without
comparison with normal side

97001 Physical therapy evaluation

97002 Physical therapy re-evaluation

97003 Occupational therapy evaluation

97004 Occupational therapy re-evaluation

97010 Application of a modality to one or more areas; hot or cold packs

97012 Application of a modality to one or more areas; traction, mechanical

97014 Application of a modality to one or more areas; electrical stimulation (unattended)

97016 Application of a modality to one or more areas; vasopneumatic devices

97018 Application of a modality to one or more areas; paraffin bath

97022 Application of a modality to one or more areas; whirlpool

97024 Application of a modality to one or more areas; diathermy (e.g., microwave)

97026 Application of a modality to one or more areas; infrared

97028 Application of a modality to one or more areas; ultraviolet

97032 Application of a modality to one or more areas; electrical stimulation (manual), each 15 minutes

97033 Application of a modality to one or more areas; iontophoresis, each 15 minutes

97034 Application of a modality to one or more areas; contrasts baths, each 15 minutes

97035 Application of a modality to one or more areas; ultrasound, each 15 minutes

97036 Application of a modality to one or more areas; Hubbard tank, each 15 minutes

97039 Unlisted modality (specify type and time if constant attendance

97110 Therapeutic procedure, one or more areas, each 15 minutes; therapeutic exercises to develop
strength and endurance, range of motion and flexibility

97112 Therapeutic procedure, one or more areas, each 15 minutes; neuromuscular reeducation of
movement, balance, coordination, kinesthetic sense, posture, and/or proprioception for sitting
and/or standing activities

Effective: 01/01/09 Outpatient Physical, Occupational, Speech Therapy
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Procedure | Description

Code

97113 Therapeutic procedure, one or more areas, each 15 minutes; aquatic therapy with therapeutic
exercises

97116 Therapeutic procedure, one or more areas, each 15 minutes; gait training (includes stair
climbing)

97124 Therapeutic procedure, one or more areas, each 15 minutes; massage, including effleurage,
petrissage and/or tapotement (stroking, compression, percussion)

97139 Therapeutic procedure, one or more areas, each 15 minutes; unlisted therapeutic procedure
(specify)

97140 Manual therapy techniques (e.g., mobilization/manipulation, manual lymphatic drainage,
manual traction), one or more regions, each 15 minutes

97150 Therapeutic procedure(s), group (2 or more individuals)

97530 Therapeutic activities, direct (one on one) patient contact by the provider (use of dynamic
activities to improve functional performance), each 15 minutes

97532 Development of cognitive skills to improve attention, memory, problem solving, (includes
compensatory training), direct (one-on-one) patient contact by the provider, each 15 minutes

97533 Sensory integrative techniques to enhance sensory processing and promote adaptive
responses to environmental demands, direct (one-on-one) patient contact by the provider,
each 15 minutes

97542 Wheelchair management (e.g., assessment, fitting, training), each 15 minutes

97750 Physical performance test or measurement (e.g., musculoskeletal, functional capacity), with
written report, each 15 minutes

97760 Orthotic(s) management and training (including assessment and fitting when not otherwise
reported), upper extremity(s), lower extremity(s), and/or trunk, each 15 minutes

97761 Prosthetic training, upper and/lower extremity(s), each 15 minutes

97762 Checkout for orthotic/prosthetic use, established patient, each 15 minutes

97799 Unlisted physical medicine/rehabilitation service or procedure

Effective: 01/01/09 Outpatient Physical, Occupational, Speech Therapy
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Place of Service Codes

(To be used when completing the HSM Precertification Review Request Form)

Place of Place of Service | Place of Service Description

Service Name

Code(s)

01 Pharmacy A facility or location where drugs and other medically related items
and services are sold, dispensed, or otherwise provided directly to
patients. (Effective 10/1/05)

02 Unassigned N/A

03 School A facility whose primary purpose is education.

04 Homeless A facility or location whose primary purpose is to provide temporary
Shelter housing to homeless individuals (e.g., emergency shelters, individual

or family shelters).

05 Indian Health A facility or location owned and operated by the Indian Health
Service Free- Service, which provides diagnostic, therapeutic (surgical and non-
standing Facility | surgical), and rehabilitation services to American Indians and Alaska

Natives who do not require hospitalization.

06 Indian Health A facility or location, owned and operated by the Indian Health
Service Service, which provides diagnostic, therapeutic (surgical and non-
Provider-based | surgical), and rehabilitation services rendered by, or under the
Facility supervision of, physicians to American Indians and Alaska Natives

admitted as inpatients or outpatients.

07 Tribal 638 A facility or location owned and operated by a federally recognized
Free-standing American Indian or Alaska Native tribe or tribal organization under a
Facility 638 agreement, which provides diagnostic, therapeutic (surgical and

non-surgical), and rehabilitation services to tribal members who do
not require hospitalization.

08 Tribal 638 A facility or location owned and operated by a federally recognized
Provider-based | American Indian of Alaska Native tribe or tribal organization under a
Facility 638 agreement, which provides diagnostic, therapeutic (surgical and

non-surgical), and rehabilitation services to tribal members admitted
as inpatients or outpatients.

11 Office Location, other than a hospital, skilled nursing facility (SNF),
military treatment facility, community health center, State or local
public health clinic, or intermediate care facility (ICF), where the
health professional routinely provides health examinations, diagnosis,
and treatment of illness or injury on an ambulatory basis.

12 Home Location, other than a hospital or other facility, where the patient
receives care in a private residence.

13 Assisted living Congregate residential facility with self-contained living units pro-

Facility

viding assessment of each resident’s needs and on-site support 24
hours a day, 7 days a week, with the capacity to deliver or arrange for

Effective: 01/01/09
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Provider Manual

Place of Place of Service | Place of Service Description

Service Name

Code(s)
services including some health care and other services. (Effective
10/1/03)

14 Group Home A residence, with shared living areas, where clients receive
supervision and other services such as social and /or behavioral
services, custodial service, and minimal services (e.g., medication
administration).

15 Mobile Unit A facility/unit that moves from place-to-place equipped to provide
preventive, screening, diagnostic, and/or treatment services.

20 Urgent Care Location, distinct from a hospital emergency room, an office, or a

Facility clinic, whose purpose is to diagnose and treat illness or injury for
unscheduled, ambulatory patients seeking immediate medical
attention.

21 Inpatient A facility, other than psychiatric, which primarily provides

Hospital diagnostic, therapeutic (both surgical and nonsurgical), and
rehabilitation services by, or under, the supervision of physicians to
patients admitted for a variety of medical conditions.

22 Outpatient A portion of a hospital which provides diagnostic, therapeutic (both

Hospital surgical and nonsurgical), and rehabilitation services to sick or
injured persons who do not require hospitalization or
institutionalization.

23 Emergency A portion of a hospital where emergency diagnosis and treatment of

Room - Hospital | illness or injury is provided.
24 Ambulatory A freestanding facility, other than a physician’s office, where surgical
Surgical Center | and diagnostic services are provided on an ambulatory basis.

25 Birthing Center | A facility, other than a hospital’s maternity facilities or a physician’s
office, which provides a setting for labor, delivery, and immediate
postpartum care as well as immediate care of newborn infants.

26 Military A medical facility operated by one or more of the Uniformed

Treatment Services. Military Treatment Facility (MTF) also refers to certain
Facility former U.S Public Health Service (USPHS) facilities now designated
as Uniformed Service Treatment Facilities (USTF).

31 Skilled Nursing | A facility which primarily providers inpatient skilled nursing care and

Facility related services to patients who require medical, nursing, or
rehabilitative services but does not provide the level of care or
treatment available in a hospital.

32 Nursing Facility | A facility which primarily provides to residents skilled nursing care
and related services for the rehabilitation of injured, disabled, or sick
persons, or on a regular basis, health-related care services above the
level of custodial care to other than mentally retarded individuals.

33 Custodial Care | A facility which provides room, board and other personal assistance

Facility

services, generally on a long-term basis, and which does not include a
medical component.

Effective: 01/01/09
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Provider Manual

Place of Place of Service | Place of Service Description

Service Name

Code(s)

34 Hospice A facility, other than a patient’s home, in which palliative and
supportive care for terminally ill patients and their families are
provided.

41 Ambulance-land | A land vehicle specifically designed, equipped and staffed for
lifesaving and transporting the sick or injured.

42 Ambulance-Air | An air or water vehicle specifically designed, equipped and staffed

or Water for lifesaving and transporting the sick or injured.

49 Independent A location, not part of a hospital and not described by any other Place
Clinic of Service code, that is organized and operated to provide preventive,

diagnostic, therapeutic, rehabilitative, or palliative services to
outpatients only. (Effective 10/1/03)

50 Federally A facility located in a medically underserved area that provides
Qualified Health | Medicare beneficiaries preventive primary medical care under the
Center general direction of a physician.

51 Inpatient A facility that provides inpatient psychiatric services for the diagnosis
Psychiatric and treatment of mental illness on a 24-hour basis, by or under the
Facility supervision of a physician.

52 Psychiatric A facility for the diagnosis and treatment of mental illness that
Facility-Partial | provides a planned therapeutic program for patients who do not
Hospitalization | require full time hospitalization, but who need broader programs than

are possible from outpatient visits to a hospital-based or hospital-
affiliated facility.

53 Community A facility that provides the following services: outpatient services,
Mental Health including specialized outpatient services for children, the elderly,
Center individuals who are chronically ill, and residents of the CMHC’s

mental health services area who have been discarded from inpatient
treatment at a mental health facility; 24 hour a day emergency care
services; day treatment, other partial hospitalization services, or
psychosocial rehabilitation services; screening for patients being
considered for admission to State mental health facilities to determine
the appropriateness of such admission; and consultation and
education services.

54 Intermediate A facility which primarily provides health-related care and services
Care above the level of custodial care to mentally restarted individuals but
Facility/Mentally | does not provide the level of care or treatment available in a hospital
Retarded of SNF.

55 Residential A facility, which provides treatment for substance (alcohol and drug)
Substance Abuse | abuse to live-in residents who do not require acute medical care.
Treatment Services include individual and group therapy and counseling, family
Facility counseling, laboratory tests, drugs and supplies, psychological

testing, and room and board.

56 Psychiatric A facility or distinct part of a facility for psychiatric care which

Effective: 01/01/09
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Place of Place of Service | Place of Service Description
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Code(s)

Residential provides a total 24-hour therapeutically planned and professionally
Treatment staffed group living and learning environment.
Center

57 Non-residential | A location which provides treatment for substance (alcohol and drug)
Substance Abuse | abuse on an ambulatory basis. Services include individual and group
Treatment therapy and counseling, family counseling, laboratory tests, drugs and
Facility supplies, and psychological testing. (effective 10/1/03)

60 Mass A location where providers administer pneumococcal pneumonia and
Immunization influenza virus vaccinations and submit these services as electronic
Center media claims, paper claim, or using the roster billing method. This

generally takes place in a mass immunization setting, such as, a
public health center, pharmacy, or mall but may include a physician
office setting.

61 Comprehensive | A facility that provides comprehensive rehabilitation services under
Inpatient the supervision of a physician to inpatients with physical disabilities.
Rehabilitation Services include physical therapy, occupational therapy, speech
Facility pathology, social or psychological services, and orthotics and

prosthetics services.

62 Comprehensive | A facility that provides comprehensive rehabilitation services under
Outpatient the supervision of a physician to outpatients with physical disabilities.
Rehabilitation Services include physical therapy, occupational therapy, and speech
Facility pathology services.

65 End-Stage Renal | A facility, other than a hospital, which provides dialysis treatment,
Disease maintenance, and/or training to patients or caregivers on an
Treatment ambulatory or home-care basis.

Facility

71 Public Health A facility maintained by either State or local health departments that

Clinic provides ambulatory primary medical care under the general direction
of a physician. (effective 10/1/03)

72 Rural Health A certified facility, which is located in a rural medically underserved
Clinic area that provides ambulatory primary medical care under the general

direction of a physician.

81 Independent A laboratory certified to perform diagnostic and/or clinical tests
Laboratory independent of an institution or a physician’s office.

99 Other Place of Other place of service not identified above.

Service

Effective: 01/01/09
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HealthSystems of Mississippi
175 E. Capitol Street
Suite 250, Lockbox 13
Jackson, MS 39201

HealthSystems of Mississippi Medicaid

Outpatient Physical/Occupational/Speech Therapy

Precertification Request Form

I. Beneficiary Information

Patient’s Information

K-Baby Checkbox and Complete Below:

Patient/Baby Name:

Medicaid # ||| | | 111100 ]
Date of Birth: DD/DD/DDDD

Age: DI:“:' Sex: |:| (MorF)

Is patient also receiving therapy in any other setting? |:|Yes |:| No

If yes, record Place of Service Code: |:||:|

|:| K-Baby - Check Here and complete the following:

! Mother’s Name:

Mother’s Date of Birth: DD/DD/DDDD

Date of Last MD/NP/PA

L Yol ]

Appointment:
Date of next scheduled
MD/NP/PA appointment:

HR/ENZEN

1. Provider Information

Request Date: DD/DD/ZODD
MS Medicaid Provider #: DDDDDDD

Provider/Facility:

Contact/Requestor:
Telephone #:( ) -
Fax #: ( ) -

Ext.

Telephone #: ( ) -
Services to be provided by:

. [_] MD/INP/PA [_] Licensed Therapist [_| PTA/COTA
' [] other (List)

Record intended Place of Service Code: |:||:|

| Referring MD/NP/PA Name:

M Medicaid # [ J]

Ext.

I11. Request Type - Select one

[] Precertification — Attach CMN, Initial Evaluation Form, and Plan

of Care Form
Evaluation Visit Date: DD/DD/ZODD
Next Planned Visit Date: DD/DD/ZODD

] No Additional Visits Planned

[] Concurrent - Attach a copy of current Plan of Care, Reevaluation (if
applicable), notes from last visit and documentation of progress toward
goals.

Existing Certification #: DDDDDDDD
Last Service Date Authorized:|:||:|/ DD/ZODD

Date of Next Planned Visit: DD/DD/ZODD

[ ] Urgent [] Same Day/Non-Urgent

Evaluation Visit Date: DD/DD/ZODD
Next Planned Visit Date: DD/DD/ZODD

] No Additional Visits Planned

If patient seen on “urgent” basis prior to precertification by HSM, also
provide information about the urgent nature of the care.

[] Retrospective Review

Patient’s Medicaid eligibility became effective retroactively during
treatment or after discharge.

Record TCN (If applicable):

Reason for submitting retrospective review:

Complete this form and attach a copy of the complete medical record,

including all therapy notes.

Effective: 01/01/09

Outpatient Physical/Occupational/Speech Precertificaion Request
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HealthSystems of Mississippi Medicaid Outpatient Physical/Occupational/Speech Therapy

Beneficiary Name: Medicaid #: DDDDDDDDD

IV. Requested Therapy

Units Duration Dates of Service
Type | Procedure/ Modality | CPT Code | pgy Frequency (# of weeks, days,
Visit Total | (# per week, day, month) months)

From Thru

A therapy provider who knowingly or willfully makes, or causes to be made, false statement or representation of a material fact in any application for
Medicaid benefits or Medicaid payments may be prosecuted under Federal and State criminal laws and/or may be subject to civil monetary penalties
and/or fines. | certify that, as a therapy provider, a Certificate of Medical Necessity for therapy services has been received from the prescribing
provider (physician/nurse practitioner/physician assistant) for the above named beneficiary listed in Section | of this Pre-certification Request Form.
| certify that the plan of care has been reviewed with and approved by the prescribing provider in Section Il of this same form. 1 certify that the exact
therapy services listed above are those approved by the prescribing provider. | understand that therapy services requested on this form are subject to
review and approval through the Division of Medicaid’s Utilization Management and Quality Improvement Organization. | understand that any
falsification, omission, or concealment of material fact may subject me to civil monetary penalties, fines, or criminal prosecution, or may
automatically disqualify me as a provider of Medicaid services.

Signature of (Therapy) Provider: Date:

Mississippi Medicaid Disclaimer Statement
HealthSystems of Mississippi’s certification determination does not guarantee Medicaid payment for services or the amount of
payment for Medicaid services. Eligibility for and payment of Medicaid services are subject to all terms and conditions and
limitations of the Medicaid program.

Effective: 01/01/09 Outpatient Physical/Occupational/Speech Precertificaion Request
Revised: Page 2 of 2




Instructions for Completing the HealthSystems of Mississippi
Outpatient Physical/Occupational/Speech Therapy
Precertification Request Form

Section | Beneficiary Information

1. Patient Name - Enter the patient’s last and first name as it appears on the Mississippi Medicaid ID card. If

the beneficiary is a K baby, list baby’s name.

Medicaid # - Enter the beneficiary's number that appears on the Mississippi Medicaid ID card.

Date of Birth — Enter the month, date, and year of the patient’s birth.

Age - Enter the age of the patient at the time service is to be rendered.

Sex - Indicate the sex of the patient.

K-Baby - Indicate if the patient is a K-baby.

Mother’s Name - Enter the full name of the K baby’s mother.

Mother’s Date of Birth - Enter the month, date, and year of the mother’s birth.

Therapy in other setting — Indicate either yes or no if the patient is receiving therapy in any other setting.

0. Place of Service Code — If the patient is receiving therapy in another setting, indicate the place of service

code.

11. Last Physician, Nurse Practitioner, or Physician Assistant’s Visit — Enter the date of the last visit with the
practitioner’s.

12. Next Scheduled Physician, Nurse Practitioner, or Physician Assistant’s Appointment — Enter the date of
the next scheduled practitioner’s appointment.

BOoo~NOO R~ WN

Section 11 Provider Information

Request Date — Record the date of the request.

Medicaid # - Enter the provider’s Mississippi Medicaid Provider Number.

Provider Name - Enter the name of the provider that will provide the care.

Contact /Requester - Enter the name of the individual who is primary contact for this case.
Telephone # - Enter the contact person’s telephone number, including area code and extension.
Fax # - Enter the provider’s contact fax number, including area code.

Intended Place of Service Code — Indicate the intended place of service code.

Ordering Physician, Nurse Practitioner, or Physician Assistant — Indicate the name of the ordering
MD/NP/PA.

9. Telephone # - Indicate the telephone number of the ordering MD/NP/PA.

10. Services to be Provided By — Indicate the type of provider that will provide therapy services.

NN R

Section 11 Request Type

1. Precertification - If the request is for precertification, insert the following:
A. Date of Evaluation Visit - Enter the date of initial evaluation visit provided to patient.
B. Date of Next Planned Visit - Enter date of the next scheduled visit to provide therapy service to
patient.
C. No Additional Visits Planned — Indicate if patient does not qualify for or need additional therapy
visits.

NOTE: Attach a Copy of the Physician, Nurse Practitioner or Physician Assistant’s Order (verbal
or written), Initial Evaluation Visit notes and Plan Of Care.

Effective: 01/01/09 Instructions for Precertification Request Form
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2. Urgent or Same Day Non-Urgent - Insert the following:
A. Date of evaluation Visit - Enter the date of initial evaluation visit provided to the patient.
B. Date of Next Planned Visit - Enter date of the next scheduled therapy visit.
C. No Additional Visits Planned — Indicate if patient does not qualify for or need additional therapy
visits.
D. Reason for Urgent Services - Indicate reason(s) the urgent services were required.

NOTE: This area should be completed for urgent services rendered at any point in the patient’s
care. Attach a copy of the order, initial evaluation assessment visit notes and plan of care.

3. Concurrent - If the request is for concurrent review (certification for continuing services), complete the
following:
A. Existing Certification # - Enter existing certification number.
B. Date of Last Service Authorized - Enter the date of last service authorized.
C. Date of Next Planned Visit - Enter the date of the next scheduled therapy visit.

NOTE: Current Physician, Nurse Practitioner, or Physician Assistant’s orders, current plan of
care, notes from therapist’s last visit, and documentation of patient’s progress toward achieving
goals.

4. Retrospective - Check box for retrospective review and complete the following, if applicable:
A. TCN - Transaction Control Number

NOTE: A copy of the patient’s complete medical record must be attached to this request form.

Section IV. Diagnoses and ICD-9-CM Codes

1. Medical Diagnoses/ICD-9-CM Codes - Enter the patient’s primary and secondary diagnoses for this
admission (if applicable) and enter the ICD-9-CM codes that correspond to the diagnoses.

2. Therapy Diagnoses/ICD9-CM Codes — Enter the patient’s therapy diagnoses for this admission (if
applicable) and enter the ICD-9-CM codes that correspond to the diagnoses.

Section V. Requested Therapy
1. Therapy Type — Indicate if therapy type is physical (PT), occupational (OT) or speech therapy (ST).
2. Narrative Description of Procedure - Indicate a narrative description of the CPT code procedure.
3. CPT Code - Use a valid CPT code.
4. FEreqguency - Indicate the number of times services are to be rendered per duration, such as 3 times per

week for 4 weeks.
5. Units -
a. Record the number of units requested per visit for each CPT code.
b. Record the total number of units requested for each CPT code.
6. Dates of Service — Indicate date service will start and the date the service will end.
7. Signature of Provider — Indicates that the services listed in Section V of this form are those exact services
ordered and certified as medically necessary by the ordering MD/NP/PA specified in Section Il of this
form for the beneficiary specified in Section I of this form.

Effective: 01/01/09 Instructions for Precertification Request Form
Revised: Page 2 of 2




HealthSystems of Mississippi
75 E. Capitol Street

Suite 250, Lockbox 13
Jackson, MS 39201

HealthSystems of Mississippi Medicaid
Certificate of Medical Necessity Form
For Initial Referral/Orders
Outpatient Physical/Occupational/Speech Therapy

Section A: Beneficiary and Provider Information

Patient Name:

Medicaid #: DDI:” |D| |D| |D
Date of Birth: DD/DD/DDDD
Age: I:'DI:' Sex: I:' (M orF)

Date of last visit: I:“:'/D\_I/\_ID\_ID

Ordering MD/NP/PA Name (First and Last):

Medicaid ID#:
Telephone #:

[]

[]

[]

L Jee L

Section B: Clinical Information
(THIS SECTION MUST BE COMPLETED BY THE PHYSICIAN/NP/PA.)

Diagnoses

ICD-9-CM

Clinical Summary: Record relative history indicating patient’s need for each requested therapy service by discipline, i.e., physical,

occupational and/or speech therapy.

Physician/Nurse Practitioner/Physician Assistant Order(s):

Section C: Physician//Nurse Practitioner/Physician Assistant Attestation, Signature and Date

A physician, nurse practitioner, or physician assistant who attests to the medical necessity of the prescribed services, who knowingly or
willfully makes, or causes to be made any false statement or representation of a material fact in any application for Medicaid benefits or
Medicaid payments, may be prosecuted under federal and/or state criminal laws and/or may be subject to civil monetary penalties and/or
fines. | hereby certify that | am the prescribing physician/nurse practitioner/physician assistant identified in Section A and that | have
prescribed the orders listed in Section B of this form. | certify that the medical necessity information in Section B is true, accurate and
complete to the best of my knowledge. | understand that any falsification, omission, or concealment of material fact may subject me to civil

monetary penalties, fines, or criminal prosecution.

Signature and Title of Prescribing Provider

Date

Effective: 01/01/09

Certificate of Medical Necessity Form for Initial Referral/Orders

Revised:
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CMN FORM INSTRUCTIONS

OUTPATIENT PHYSICAL, OCCUPATIONAL, AND SPEECH THERAPY PROGRAM

Beneficiary and Provider Information

Patient Name: Enter the beneficiary’s first and last name as it appears on the Mississippi Medicaid
ID card.

Date of Birth: Enter the month, date and year of the beneficiary’s birth.
Age: Enter the age of the beneficiary at the time service is to be rendered.
Sex: Indicate the sex of the beneficiary.

Date of last visit: Enter the last date that the beneficiary was seen in the office for evaluation of
therapy needs.

Ordering MD/NP/PA Name (First and Last): Indicate the name of the ordering MD/NP/PA.
Medicaid ID#: Enter the ordering MD/NP/PA Mississippi Medicaid Provider Number.

Telephone#: Enter the ordering MD/NP/PA telephone number, including area code and extension.

Clinical Information
This section is to be completed by the MD/NP/PA

Diagnosis and ICD-9-CM-Codes: Enter the beneficiary’s primary and secondary diagnoses for this
treatment and enter the ICD-9-CM codes that correspond to the diagnoses.

Clinical Summary: Record a relative history indicating the beneficiary’s need for each requested
therapy service by discipline (physical, occupational and/or speech therapy).

Physician/Nurse Practitioner/Physician Assistant Order(s): The physician, nurse practitioner, or
physician assistant must write an order for therapy services to include the discipline of therapy
(PT/OT/SLP) that will need to evaluate the beneficiary. If known, please include specific modalities or
treatments that you want carried out during the course of therapy services.

Physician/Nurse Practitioner/Physician Assistant Attestation, Signature And Date: Indicates
that the services listed in the clinical summary Section B of this form services ordered as medically
necessary by the ordering MD/NP/PA for the beneficiary specified in this form.

Effective: 01/01/09 CMN Form Instructions

Revised: Page 1 of 1



HealthSystems of Mississippi HealthSystems of Mississippi Medicaid
175 E. Capitol Street Outpatient Occupational Therapy
Suite 250, Lockbox 13 Evaluation/Reevaluation Form

Jackson, MS 39201

Beneficiary Name: Medicaid#[ ][ I LI ]

Occupational Therapy Evaluation Date: DD/DD/ZODD Re-evaluation Date: DD/DD/ZODD

Diagnoses/Conditions being Addressed (Describe specific problems requiring therapy.)

Medical Diagnoses:

Description (e.g.. Medical - CVA, Therapy - paralysis of lower limb) ICD-9 Codes:

Therapy Diagnoses:

History Related to Diagnosis and Therapy:

I. Date of Onset: DD/DD/DDDD

I1. Recent Hospitalizations/Dates:

I11. Pertinent Medical History: [mechanism of injury, diagnostic imaging/testing, medications, co morbidities (complicating or precautionary

information)]

IV. Prior Therapy History for Same Diagnosis/Condition and Response to Therapy:

V. Social History: (Identify primary caregiver, effects of the disability on the beneficiary and the family, architectural/safety considerations present in

the living environment and caregiver’s ability/inability to assist with therapy):

Effective: 01/01/09 Outpatient Occupational Therapy Evaluation/Reevaluation Form

Revised:
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HealthSystems of Mississippi HealthSystems of Mississippi Medicaid
175 E. Capitol Street Outpatient Occupational Therapy
Suite 250, Lockbox 13 Evaluation/Reevaluation Form

Jackson, MS 39201

Beneficiary Name: Medicaid#:[_ ][ LI ]

V1. Level of Function: (Initial Evaluation — record functional level prior to current condition. For Reevaluation, record the patient’s original
functional level prior to institution of therapy and current functional level.)

VI1. Clinical Status/Impairments: [cognitive function, sensation/proprioception, edema, vision/hearing, posture, AROM, PROM, strength, pain,
coordination, bed mobility, balance (sitting and standing), transfer ability, ambulation (level and elevated surfaces), gait analysis, assistive/adaptive
devices (currently in use or required), activity, tolerance, presence of wounds (including description and incision status), assessment of the beneficiary’s
ability to perform ADLs, potential for rehabilitation, age appropriate information on all children (e.g. chronological age/corrected age), motivation for
treatment, muscle tone/distribution, neuromotor development, reflex integrity, special/standardized tests including the name, scores/results, and date
administered, other significant physical or mental disabilities/deficiencies that may affect therapy.]

Effective: 01/01/09 Outpatient Occupational Therapy Evaluation/Reevaluation Form
Revised: Page 2 of 4




HealthSystems of Mississippi
175 E. Capitol Street
Suite 250, Lockbox 13

HealthSystems of Mississippi Medicaid
Outpatient Occupational Therapy
Evaluation/Reevaluation Form

Jackson, MS 39201

Beneficiary Name: Medicaid#[_ 111D IC ]

VIII. Impression/Interpretation of Findings:

IX. Discharge Plan: (including requirements to return to home, school and/or job)

Attestation Statement: A therapy provider who knowingly or willfully makes, or causes to be made, any false statement of representation of a material
fact in any application for Medicaid benefits or Medicaid payments may be prosecuted under Federal and State criminal laws and/or may be subject to
civil monetary penalties and/or fines. | certify that | am the therapy provider who performed the therapy evaluation/reevaluation on the Medicaid
beneficiary listed on this form. | certify that the information provided on the Evaluation/Reevaluation Form is true, accurate, and complete to the best of
my knowledge. | understand that any falsification, omission, or concealment of material fact may subject me to civil monetary penalties, fines, or criminal
prosecution, or disqualify me as a provider of Medicaid services.

Signature and Title of Occupational Therapist Date

Effective: 01/01/09

Outpatient Occupational Therapy Evaluation/Reevaluation Form
Revised:
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HealthSystems of Mississippi HealthSystems of Mississippi Medicaid

175 E. Capitol Street Outpatient Occupational Therapy
Suite 250, Lockbox 13 Evaluation/Reevaluation Form
Jackson, MS 39201 Addendum Page

Beneficiary Name: Medicaid#:[ 1 11D IC ]

Important Notice: When entering information on the Addendum Page, please reference the appropriate section.
(For Example: Il. Recent Hospitalizations/Dates: ORIF right arm on 07/01/06)

Effective: 01/01/09 Outpatient Occupational Therapy Evaluation/Reevaluation Form
Revised: Page 4 of 4




EVALUATION/RE-EVALUATION FORM INSTRUCTIONS

OUTPATIENT PHYSICAL, OCCUPATIONAL, AND SPEECH THERAPY PROGRAM

Beneficiary and Provider Information

Patient Name: Enter the beneficiary’s first and last name as it appears on the Mississippi Medicaid
ID card.

Medicaid ID#: Enter the beneficiary’s Medicaid ID number

Evaluation Date: Enter the date that the beneficiary was seen in the office for evaluation for therapy
needs.

Reevaluation Date: Enter the date that the beneficiary was seen in the office for a reevaluation for
therapy needs.

Clinical Information

Medical Diagnosis: Enter the beneficiary’s primary and secondary diagnoses for this treatment
including ICD-9-CM® codes.

Therapy Diagnosis: Enter the beneficiary’s therapy diagnosis and ICD-9-CM® (if applicable).

Date of Onset: Record the date of onset of the beneficiary’s condition that requires therapy
evaluation.

Recent Hospitalizations/Dates: Enter the dates of any recent hospitalizations and the reason for
admission.

Pertinent Medical History: Record any medical history that impacts or potentially impacts the need
for therapy including mechanism of injury, diagnostic testing/imaging, medications, co-morbidities.
Additionally include any complicating or precautionary information.

Prior Therapy History: Record any prior therapy that the beneficiary has received for the same
diagnosis or condition. Include the type of therapy and response of the beneficiary to that therapy.

Social History: Record and identify the primary caregiver, the effects of the disability on the
beneficiary and the family, architectural/safety considerations present in the living environment,
caregiver’s ability/inability to assist with therapy.

Level of Function: For the initial evaluation, record the functional level prior to the current treating
condition. For the reevaluation, record the beneficiary’s original functional level prior to institution of
therapy and the current functional level.

Clinical Status/Impairments:
» Motor Function: Level of motor skills and which motor skills can be performed
» Muscle Tone/Distribution: Describe the type of muscle tone and list involved areas

» Neuromotor Development: Ability to execute a motor skill and are compensatory
movements used

> Reflex Integrity: Presence or absence of primitive and postural reflexes.

» Special/Standardized Tests Including Name, Scores/Results, and Date Administered:
Peabody Developmental Motor Scales — 2; Locomotion Area: 7 mos. Age equivalent,

Effective: 01/01/09 Therapy Evaluation/Re-Evaluation Form
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EVALUATION/RE-EVALUATION FORM INSTRUCTIONS

OUTPATIENT PHYSICAL, OCCUPATIONAL, AND SPEECH THERAPY PROGRAM

YV V. V V V VY V

Effective: 01/01/09

standard score 8; Preschool Language Scale 3 (PLS-3), Goldman Fristoe Test of
Articulation 2 (GFTA-2), Hearing test/screen.

Cognitive Function: Level of awareness; ability to follow commands, memory skills that
may interfere with learning and retaining new skills; visuospatial and perceptual skills;
can include level of retardation.

Sensation/Proprioception: Hypersensitivity to movement, lack of body awareness in
space.

Edema: Location, type and amount.

Vision/Hearing: Can be observation; if testing is performed, include results.
Posture: Body alignment in static stance.

AROM: Specific joint measurements related to area being treated.

PROM: Specific joint measurements related to area being treated.
Strength: Specific measurement of muscle being addressed.

Pain: 0-10 scale for adults and older children; FLACC scale for infants and those unable
to communicate.

Coordination: Can be manifested through awkward “clumsy” gait; fine motor difficulties
with poor spatial perception and poor sequencing.

Bed Mobility: Ability to change positions in bed; include amount of assistance required.

Balance (Sitting and Standing)” Level of support required to maintain static posture;
document level of support required to maintain dynamic posture.

Transfer Ability: Level of assistance required, and assistive device used.

Ambulation (Level and Elevated Surfaces): Level of assistance required, and assistive
device used.

Gait Analysis: Gait abnormalities, including posture, stride length, stance time, heel-toe
progression.

Assistive/Adaptive Devices: Any assistive device used for mobility and used for
positioning. For speech: utilization of communication board, sign language, laryngeal
prosthetic or any other type of augmentative communication system.

Activity Tolerance: Endurance for therapeutic activities.

Presence of Wounds (Including Description and Incision Status): Stage of healing,
location, size, and depth of wound.

Assessment of Beneficiary’s ability to Perform ADL’s: Amount of assistance required,
adaptive equipment or modifications required.

Potential for Rehabilitation: Basis for potential.

Therapy Evaluation/Re-Evaluation Form

Revised:
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EVALUATION/RE-EVALUATION FORM INSTRUCTIONS
OUTPATIENT PHYSICAL, OCCUPATIONAL, AND SPEECH THERAPY PROGRAM

» Age Appropriate Information on all Children: Chronological age, age equivalency and
corrected age (up to three (3) years of age).

» Other Significant Physical or Mental Disabilities/Deficiencies That May Affect Therapy:

Impression/Interpretation of Findings: Enter the overall assessment/observation for the
beneficiary.

Discharge Plan: Enter the requirements that will be necessary to complete in order for the
beneficiary to return to home, school and/or job.

Attestation Statement

Therapist Attestation Statement: Therapist must sign (including name and credentials) and date
the form.

Effective: 01/01/09 Therapy Evaluation/Re-Evaluation Form
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HealthSystems of Mississippi
175 E. Capitol Street

Suite 250, Lockbox 13
Jackson, MS 39201

HealthSystems of Mississippi

Occupational Therapy Plan of Care

Beneficiary Name:

Medicaid#:_J[ L L L L L L]

(Do not complete this section upon precertification)

Diagnoses and 1CD-9-CM Codes

Description (e.g. Medical - CVA, Therapy - paralysis of lower limb)

___________________________________________________________________________________

Therapy Diagnoses:

i ICD-9-CM Codes:

L]
IEENEN
ImEEEe
IHRNER

Units Frequency Duration Projected Period
Procedure/Modality: CPT Code . (# per week, day, (# of days, weeks, of Treatment
Per Visit Total month) months) (From/Thru)

1. Clinical Updates/Precautions (General summary — attendance, general progress, set backs, or changes since last POC):

goal]

I1. Short Term Goals: (Adult 1 month, Child 1-3 months) [specific, measurable, age appropriate, current status (baseline) for each

each goal]

I11. Long Term Goals: (Adult 4-8 weeks, Child 3-6 months) [specific, measurable, age appropriate, current status (baseline) for

Effective: 01/01/09

Occupational Therapy Plan of Care

Revised:

Page 1 of 3




HealthSystems of Mississippi HealthSystems of Mississippi
175 E. Capitol Street Occupational Therapy Plan of Care
Suite 250, Lockbox 13

Jackson, MS 39201

Beneficiary Name: Medicaid#:DDDDDDDDD

1VV. Home Program/Caregiver (CG) Response: [Describe Home Exercise Program (HEP), including frequency that HEP is to be
performed. Indicate responsible caregiver and his/her response (i.e. ability to perform return demo, verbalization of understanding,
and for concurrent review, list frequency that CG performed HEP). If applicable, document reasons explaining CG’s inability to
participate.]

V. Discharge Plan:

Therapist Section

Documentation of Prescribing Provider’s Verbal Order.
This Plan of Care must be reviewed and agreed to by the prescribing provider before treatment is begun.
Verbal order from , Title
Taken by , Title Date

A therapy provider who knowingly or willfully makes, or causes to be made, any false statement of representation of a material fact in any application
for Medicaid benefits or Medicaid payments may be prosecuted under Federal and State criminal laws and/or may be subject to civil monetary
penalties and/or fines. 1 certify that I am the therapy provider who developed this plan of care. | certify that the information provided on the Plan of
Care form is true, accurate, and complete to the best of my knowledge. | understand that any falsification, omission, or concealment of material fact
may subject me to civil monetary penalties, fines, or criminal prosecution, or disqualify me as a provider of Medicaid services.

Signature and Title of Occupational Therapist Date

Prescribing Provider Section

Prescribing Provider Attestation, Signature and Date (Note: Must be completed before initiation of treatment or within thirty (30) calendar
days of the verbal order approving the treatment plan.)

A physician, nurse practitioner, or physician assistant who attests to the medical necessity of the prescribed services, who knowingly or willfully
makes, or causes to be made, any false statement or representation of a material fact in any application for Medicaid benefits or Medicaid payments,
may be prosecuted under federal and/or state criminal laws and/or may be subject to monetary penalties and/or fines. | hereby certify that | have
reviewed and approved this plan of care for the therapy provider and that | deem it to be medically necessary for the patient listed on this Plan of Care
form. | understand that any falsification, omission or concealment of material fact may subject me to civil monetary penalties, fines, or criminal
prosecution.

Signature and Title of Prescribing Provider Date

Effective: 01/01/09 Occupational Therapy Plan of Care
Revised: Page 2 of 3




HealthSystems of Mississippi HealthSystems of Mississippi
175 E. Capitol Street Occupational Therapy Plan of Care
Suite 250, Lockbox 13 Addendum Page
Jackson, MS 39201

Beneficiary Name: Medicaid#:DDDDDDDDD

Important Notice: When entering information on the Addendum Page, please reference the appropriate section.
(For Example: Il. Recent Hospitalizations/Dates: ORIF right arm on 07/01/06)

Effective: 01/01/09 Occupational Therapy Plan of Care
Revised: Page 3 of 3




PLAN OF CARE FORM INSTRUCTIONS

OUTPATIENT PHYSICAL, OCCUPATIONAL, AND SPEECH THERAPY PROGRAM

Patient Name: Enter the beneficiary’s first and last name as it appears on the Mississippi Medicaid
ID card.

Medicaid ID#: Enter the beneficiary’s Medicaid ID number.

Diagnosis and ICD-9-CM-Codes: Enter the beneficiary’s primary and secondary diagnoses for this
treatment and enter the ICD-9-CM codes that correspond to the diagnoses.

Therapy Diagnosis: Enter the beneficiary’s therapy diagnosis and ICD-9-CM® (if applicable).
Procedure/Modality: Indicate a description of the CPT code procedure/modality.

CPT Code: Use a valid CPT code.

Units: Indicate the number of units for each visit, and the total number of units requested.
Frequency: Indicate the number of times services are to be rendered per week, day or month.
Duration: Indicate the number of days; weeks or months services are to be rendered.

Dates of Service: Indicate date service will start and the date service will end.

Clinical Update/Precautions: General summary — attendance, general progress, set backs, or
changes since last POC. Safety concerns that are identified in the evaluation should be addressed
(e.g. spinal precautions, weight bearing status, etc).

Short Term Goals (Adult 1 month, Child 1-3 months): Should be specific, measurable and age
appropriate. Record the current status (baseline) for each goal.

Long Term Goals (Adult 4-8 weeks, Child 3-6 months): Should be specific, measurable and age
appropriate. Record the current status (baseline) for each goal.

Home Program/Caregiver Response: Specific exercises or tools should be listed and discussed
with each beneficiary during each therapy session. Indicate responsible caregiver and his/her
response (i.e. ability to perform return demo, verbalization of understanding, and for concurrent
review, list frequency that CG performed HEP). If applicable, document the reasons explaining the
caregiver’s inability to participate.

Discharge Plan: Including requirements to return to home, school, and/or job.

Documentation of the Prescribing Provider’s Verbal Order: If a verbal order was received to
initiate the plan of care, the therapist should document from whom the verbal order was obtained from
and document who received the order.

Therapist Attestation Statement: Therapist must sign (including name and credentials) and date
the form.

Prescribing Provider Attestation, Signature and Date: Note: Must be completed within thirty (30)
calendar days of the initiation of therapy.

Effective: 01/01/09 Plan of Care Form Instructions

Revised: Page 1 of 1






HealthSystems of Mississippi

Provider Manual

Place of Place of Service | Place of Service Description

Service Name

Code(s)

Residential provides a total 24-hour therapeutically planned and professionally
Treatment staffed group living and learning environment.
Center

57 Non-residential | A location which provides treatment for substance (alcohol and drug)
Substance Abuse | abuse on an ambulatory basis. Services include individual and group
Treatment therapy and counseling, family counseling, laboratory tests, drugs and
Facility supplies, and psychological testing. (effective 10/1/03)

60 Mass A location where providers administer pneumococcal pneumonia and
Immunization influenza virus vaccinations and submit these services as electronic
Center media claims, paper claim, or using the roster billing method. This

generally takes place in a mass immunization setting, such as, a
public health center, pharmacy, or mall but may include a physician
office setting.

61 Comprehensive | A facility that provides comprehensive rehabilitation services under
Inpatient the supervision of a physician to inpatients with physical disabilities.
Rehabilitation Services include physical therapy, occupational therapy, speech
Facility pathology, social or psychological services, and orthotics and

prosthetics services.

62 Comprehensive | A facility that provides comprehensive rehabilitation services under
Outpatient the supervision of a physician to outpatients with physical disabilities.
Rehabilitation Services include physical therapy, occupational therapy, and speech
Facility pathology services.

65 End-Stage Renal | A facility, other than a hospital, which provides dialysis treatment,
Disease maintenance, and/or training to patients or caregivers on an
Treatment ambulatory or home-care basis.

Facility

71 Public Health A facility maintained by either State or local health departments that

Clinic provides ambulatory primary medical care under the general direction
of a physician. (effective 10/1/03)

72 Rural Health A certified facility, which is located in a rural medically underserved
Clinic area that provides ambulatory primary medical care under the general

direction of a physician.

81 Independent A laboratory certified to perform diagnostic and/or clinical tests
Laboratory independent of an institution or a physician’s office.

99 Other Place of Other place of service not identified above.

Service

Effective: 01/01/09

Place of Service Codes
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HealthSystems of Mississippi
175 E. Capitol Street
Suite 250, Lockbox 13
Jackson, MS 39201

HealthSystems of Mississippi Medicaid

Outpatient Physical/Occupational/Speech Therapy

Precertification Request Form

I. Beneficiary Information

Patient’s Information

K-Baby Checkbox and Complete Below:

Patient/Baby Name:

Medicaid # ||| | | 111100 ]
Date of Birth: DD/DD/DDDD

Age: DI:“:' Sex: |:| (MorF)

Is patient also receiving therapy in any other setting? |:|Yes |:| No

If yes, record Place of Service Code: |:||:|

|:| K-Baby - Check Here and complete the following:

! Mother’s Name:

Mother’s Date of Birth: DD/DD/DDDD

Date of Last MD/NP/PA

L Yol ]

Appointment:
Date of next scheduled
MD/NP/PA appointment:

HR/ENZEN

1. Provider Information

Request Date: DD/DD/ZODD
MS Medicaid Provider #: DDDDDDD

Provider/Facility:

Contact/Requestor:
Telephone #:( ) -
Fax #: ( ) -

Ext.

Telephone #: ( ) -
Services to be provided by:

. [_] MD/INP/PA [_] Licensed Therapist [_| PTA/COTA
' [] other (List)

Record intended Place of Service Code: |:||:|

| Referring MD/NP/PA Name:

M Medicaid # [ J]

Ext.

I11. Request Type - Select one

[] Precertification — Attach CMN, Initial Evaluation Form, and Plan

of Care Form
Evaluation Visit Date: DD/DD/ZODD
Next Planned Visit Date: DD/DD/ZODD

] No Additional Visits Planned

[] Concurrent - Attach a copy of current Plan of Care, Reevaluation (if
applicable), notes from last visit and documentation of progress toward
goals.

Existing Certification #: DDDDDDDD
Last Service Date Authorized:|:||:|/ DD/ZODD

Date of Next Planned Visit: DD/DD/ZODD

[ ] Urgent [] Same Day/Non-Urgent

Evaluation Visit Date: DD/DD/ZODD
Next Planned Visit Date: DD/DD/ZODD

] No Additional Visits Planned

If patient seen on “urgent” basis prior to precertification by HSM, also
provide information about the urgent nature of the care.

[] Retrospective Review

Patient’s Medicaid eligibility became effective retroactively during
treatment or after discharge.

Record TCN (If applicable):

Reason for submitting retrospective review:

Complete this form and attach a copy of the complete medical record,

including all therapy notes.

Effective: 01/01/09

Outpatient Physical/Occupational/Speech Precertificaion Request

Revised:
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HealthSystems of Mississippi Medicaid Outpatient Physical/Occupational/Speech Therapy

Beneficiary Name: Medicaid #: DDDDDDDDD

IV. Requested Therapy

Units Duration Dates of Service
Type | Procedure/ Modality | CPT Code | pgy Frequency (# of weeks, days,
Visit Total | (# per week, day, month) months)

From Thru

A therapy provider who knowingly or willfully makes, or causes to be made, false statement or representation of a material fact in any application for
Medicaid benefits or Medicaid payments may be prosecuted under Federal and State criminal laws and/or may be subject to civil monetary penalties
and/or fines. | certify that, as a therapy provider, a Certificate of Medical Necessity for therapy services has been received from the prescribing
provider (physician/nurse practitioner/physician assistant) for the above named beneficiary listed in Section | of this Pre-certification Request Form.
| certify that the plan of care has been reviewed with and approved by the prescribing provider in Section Il of this same form. 1 certify that the exact
therapy services listed above are those approved by the prescribing provider. | understand that therapy services requested on this form are subject to
review and approval through the Division of Medicaid’s Utilization Management and Quality Improvement Organization. | understand that any
falsification, omission, or concealment of material fact may subject me to civil monetary penalties, fines, or criminal prosecution, or may
automatically disqualify me as a provider of Medicaid services.

Signature of (Therapy) Provider: Date:

Mississippi Medicaid Disclaimer Statement
HealthSystems of Mississippi’s certification determination does not guarantee Medicaid payment for services or the amount of
payment for Medicaid services. Eligibility for and payment of Medicaid services are subject to all terms and conditions and
limitations of the Medicaid program.

Effective: 01/01/09 Outpatient Physical/Occupational/Speech Precertificaion Request
Revised: Page 2 of 2




HealthSystems of Mississippi HealthSystems of Mississippi Medicaid
175 E. Capitol Street Outpatient Physical Therapy
Suite 250, Lockbox 13 Evaluation/Reevaluation Form

Jackson, MS 39201

Beneficiary Name: Medicaid# [ I IC I IC I ]

V1. Level of Function: (Initial Evaluation — record functional level prior to current condition. For Reevaluation, record the patient’s original
functional level prior to institution of therapy and current functional level.)

VII. Clinical Status/Impairments: [Motor function, muscle tone/distribution, neuromotor development, reflex integrity, special/ standardized tests
including the name, scores/results, and date administered, cognitive function, sensation/proprioception, edema, vision/hearing, posture, AROM, PROM,
strength, pain, coordination, bed mobility, balance (sitting and standing), transfer ability, ambulation (level and elevated surfaces), gait analysis,
assistive/adaptive devices (currently in use or required), activity, tolerance, presence of wounds (including description and incision status), assessment of
the beneficiary’s ability to perform ADLs, potential for rehabilitation, age appropriate information on all children (e.g. chronological age/corrected age),
motivation for treatment, other significant physical or mental disabilities/deficiencies that may affect therapy.]

Effective: 01/01/09 Outpatient Physical Therapy Evaluation/Reevaluation Form
Revised: Page 2 of 4




HealthSystems of Mississippi
175 E. Capitol Street
Suite 250, Lockbox 13

HealthSystems of Mississippi Medicaid
Outpatient Physical Therapy
Evaluation/Reevaluation Form

Jackson, MS 39201

Beneficiary Name: Medicaid#[ 1 111 IC ]

VII11. Impression/Interpretation of Findings:

IX: Discharge Plan: (including requirements to return to home, school and/or job)

Attestation Statement: A therapy provider who knowingly or willfully makes, or causes to be made, any false statement of representation of a material
fact in any application for Medicaid benefits or Medicaid payments may be prosecuted under Federal and State criminal laws and/or may be subject to
civil monetary penalties and/or fines. | certify that | am the therapy provider who performed the therapy evaluation / reevaluation on the Medicaid
beneficiary listed on this form. | certify that the information provided on the Evaluation/Reevaluation Form is true, accurate, and complete to the best of
my knowledge. | understand that any falsification, omission, or concealment of material fact may subject me to civil monetary penalties, fines, or criminal
prosecution, or disqualify me as a provider of Medicaid services.

Signature and Title of Physical Therapist Date

Effective: 01/01/09

Outpatient Physical Therapy Evaluation/Reevaluation Form
Revised:
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HealthSystems of Mississippi HealthSystems of Mississippi Medicaid

175 E. Capitol Street Outpatient Physical Therapy
Suite 250, Lockbox 13 Evaluation/Reevaluation Form
Jackson, MS 39201 Addendum Page

Beneficiary Name: Medicaid#:[ 1 11D IC ]

Important Notice: When entering information on the Addendum Page, please reference the appropriate section.
(For Example: Il. Recent Hospitalizations/Dates: ORIF right arm on 07/01/06)

Effective: 01/01/09 Outpatient Physical Therapy Evaluation/Reevaluation Form
Revised: Page 4 of 4




EVALUATION/RE-EVALUATION FORM INSTRUCTIONS

OUTPATIENT PHYSICAL, OCCUPATIONAL, AND SPEECH THERAPY PROGRAM

Beneficiary and Provider Information

Patient Name: Enter the beneficiary’s first and last name as it appears on the Mississippi Medicaid
ID card.

Medicaid ID#: Enter the beneficiary’s Medicaid ID number

Evaluation Date: Enter the date that the beneficiary was seen in the office for evaluation for therapy
needs.

Reevaluation Date: Enter the date that the beneficiary was seen in the office for a reevaluation for
therapy needs.

Clinical Information

Medical Diagnosis: Enter the beneficiary’s primary and secondary diagnoses for this treatment
including ICD-9-CM® codes.

Therapy Diagnosis: Enter the beneficiary’s therapy diagnosis and ICD-9-CM® (if applicable).

Date of Onset: Record the date of onset of the beneficiary’s condition that requires therapy
evaluation.

Recent Hospitalizations/Dates: Enter the dates of any recent hospitalizations and the reason for
admission.

Pertinent Medical History: Record any medical history that impacts or potentially impacts the need
for therapy including mechanism of injury, diagnostic testing/imaging, medications, co-morbidities.
Additionally include any complicating or precautionary information.

Prior Therapy History: Record any prior therapy that the beneficiary has received for the same
diagnosis or condition. Include the type of therapy and response of the beneficiary to that therapy.

Social History: Record and identify the primary caregiver, the effects of the disability on the
beneficiary and the family, architectural/safety considerations present in the living environment,
caregiver’s ability/inability to assist with therapy.

Level of Function: For the initial evaluation, record the functional level prior to the current treating
condition. For the reevaluation, record the beneficiary’s original functional level prior to institution of
therapy and the current functional level.

Clinical Status/Impairments:
» Motor Function: Level of motor skills and which motor skills can be performed
» Muscle Tone/Distribution: Describe the type of muscle tone and list involved areas

» Neuromotor Development: Ability to execute a motor skill and are compensatory
movements used

> Reflex Integrity: Presence or absence of primitive and postural reflexes.

» Special/Standardized Tests Including Name, Scores/Results, and Date Administered:
Peabody Developmental Motor Scales — 2; Locomotion Area: 7 mos. Age equivalent,

Effective: 01/01/09 Therapy Evaluation/Re-Evaluation Form

Revised: Page 1 of 3



EVALUATION/RE-EVALUATION FORM INSTRUCTIONS

OUTPATIENT PHYSICAL, OCCUPATIONAL, AND SPEECH THERAPY PROGRAM

YV V. V V V VY V

Effective: 01/01/09

standard score 8; Preschool Language Scale 3 (PLS-3), Goldman Fristoe Test of
Articulation 2 (GFTA-2), Hearing test/screen.

Cognitive Function: Level of awareness; ability to follow commands, memory skills that
may interfere with learning and retaining new skills; visuospatial and perceptual skills;
can include level of retardation.

Sensation/Proprioception: Hypersensitivity to movement, lack of body awareness in
space.

Edema: Location, type and amount.

Vision/Hearing: Can be observation; if testing is performed, include results.
Posture: Body alignment in static stance.

AROM: Specific joint measurements related to area being treated.

PROM: Specific joint measurements related to area being treated.
Strength: Specific measurement of muscle being addressed.

Pain: 0-10 scale for adults and older children; FLACC scale for infants and those unable
to communicate.

Coordination: Can be manifested through awkward “clumsy” gait; fine motor difficulties
with poor spatial perception and poor sequencing.

Bed Mobility: Ability to change positions in bed; include amount of assistance required.

Balance (Sitting and Standing)” Level of support required to maintain static posture;
document level of support required to maintain dynamic posture.

Transfer Ability: Level of assistance required, and assistive device used.

Ambulation (Level and Elevated Surfaces): Level of assistance required, and assistive
device used.

Gait Analysis: Gait abnormalities, including posture, stride length, stance time, heel-toe
progression.

Assistive/Adaptive Devices: Any assistive device used for mobility and used for
positioning. For speech: utilization of communication board, sign language, laryngeal
prosthetic or any other type of augmentative communication system.

Activity Tolerance: Endurance for therapeutic activities.

Presence of Wounds (Including Description and Incision Status): Stage of healing,
location, size, and depth of wound.

Assessment of Beneficiary’s ability to Perform ADL’s: Amount of assistance required,
adaptive equipment or modifications required.

Potential for Rehabilitation: Basis for potential.

Therapy Evaluation/Re-Evaluation Form

Revised:

Page 2 of 3



EVALUATION/RE-EVALUATION FORM INSTRUCTIONS
OUTPATIENT PHYSICAL, OCCUPATIONAL, AND SPEECH THERAPY PROGRAM

» Age Appropriate Information on all Children: Chronological age, age equivalency and
corrected age (up to three (3) years of age).

» Other Significant Physical or Mental Disabilities/Deficiencies That May Affect Therapy:

Impression/Interpretation of Findings: Enter the overall assessment/observation for the
beneficiary.

Discharge Plan: Enter the requirements that will be necessary to complete in order for the
beneficiary to return to home, school and/or job.

Attestation Statement

Therapist Attestation Statement: Therapist must sign (including name and credentials) and date
the form.

Effective: 01/01/09 Therapy Evaluation/Re-Evaluation Form
Revised: Page 3 of 3




HealthSystems of Mississippi
175 E. Capitol Street

Suite 250, Lockbox 13
Jackson, MS 39201

HealthSystems of Mississippi
Physical Therapy Plan of Care

Beneficiary Name:

Medicaid#:_J[ L L L L L L]

(Do not complete this section upon precertification)

Diagnoses and 1CD-9-CM Codes

Description (e.g. Medical - CVA, Therapy - paralysis of lower limb)

___________________________________________________________________________________

L]

i ICD-9-CM Codes:

Therapy Diagnoses:

InEEn
IENEN
L]

Units Frequency Duration Projected Period
Procedure/Modality: CPT Code . (# per week, day, (# of days, weeks, of Treatment
Per Visit Total month) months) (From/Thru)

1. Clinical Updates/Precautions (General summary — attendance, general progress, set backs, or changes since last POC):

goal]

I1. Short Term Goals: (Adult 1 month, Child 1-3 months) [specific, measurable, age appropriate, current status (baseline) for each

each goal]

I11. Long Term Goals: (Adult 4-8 weeks, Child 3-6 months) [specific, measurable, age appropriate, current status (baseline) for

Effective: 01/01/09

Physical Therapy Plan of Care

Revised:
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HealthSystems of Mississippi HealthSystems of Mississippi
175 E. Capitol Street Physical Therapy Plan of Care
Suite 250, Lockbox 13

Jackson, MS 39201

Beneficiary Name: Medicaid#:DDDDDDDDD

1VV. Home Program/Caregiver (CG) Response: [Describe Home Exercise Program (HEP), including frequency that HEP is to be
performed. Indicate responsible caregiver and his/her response (i.e. ability to perform return demo, verbalization of understanding,
and for concurrent review, list frequency that CG performed HEP). If applicable, document reasons explaining CG’s inability to
participate.]

V. Discharge Plan:

Therapist Section

Documentation of Prescribing Provider’s Verbal Order.
This Plan of Care must be reviewed and agreed to by the prescribing provider before treatment is begun.
Verbal order from , Title
Taken by , Title Date

A therapy provider who knowingly or willfully makes, or causes to be made, any false statement of representation of a material fact in any application
for Medicaid benefits or Medicaid payments may be prosecuted under Federal and State criminal laws and/or may be subject to civil monetary
penalties and/or fines. 1 certify that I am the therapy provider who developed this plan of care. | certify that the information provided on the Plan of
Care form is true, accurate, and complete to the best of my knowledge. | understand that any falsification, omission, or concealment of material fact
may subject me to civil monetary penalties, fines, or criminal prosecution, or disqualify me as a provider of Medicaid services.

Signature and Title of Physical Therapist Date

Prescribing Provider Section

Prescribing Provider Attestation, Signature and Date. (Note: Must be completed before initiation of treatment or within thirty (30) calendar
days of the verbal order approving the treatment plan.)

A physician, nurse practitioner, or physician assistant who attests to the medical necessity of the prescribed services, who knowingly or willfully
makes, or causes to be made, any false statement or representation of a material fact in any application for Medicaid benefits or Medicaid payments,
may be prosecuted under federal and/or state criminal laws and/or may be subject to monetary penalties and/or fines. | hereby certify that | have
reviewed and approved this plan of care for the therapy provider and that | deem it to be medically necessary for the patient listed on this Plan of Care
form. | understand that any falsification, omission or concealment of material fact may subject me to civil monetary penalties, fines, or criminal
prosecution.

Signature and Title of Prescribing Provider Date

Effective: 01/01/09 Physical Therapy Plan of Care
Revised: Page 2 of 3




HealthSystems of Mississippi HealthSystems of Mississippi
175 E. Capitol Street Physical Therapy Plan of Care
Suite 250, Lockbox 13 Addendum Page
Jackson, MS 39201

Beneficiary Name: Medicaid#:DDDDDDDDD

Important Notice: When entering information on the Addendum Page, please reference the appropriate section.
(For Example: Il. Recent Hospitalizations/Dates: ORIF right arm on 07/01/06)

Effective: 01/01/09 Physical Therapy Plan of Care

Revised: Page 3 of 3



PLAN OF CARE FORM INSTRUCTIONS

OUTPATIENT PHYSICAL, OCCUPATIONAL, AND SPEECH THERAPY PROGRAM

Patient Name: Enter the beneficiary’s first and last name as it appears on the Mississippi Medicaid
ID card.

Medicaid ID#: Enter the beneficiary’s Medicaid ID number.

Diagnosis and ICD-9-CM-Codes: Enter the beneficiary’s primary and secondary diagnoses for this
treatment and enter the ICD-9-CM codes that correspond to the diagnoses.

Therapy Diagnosis: Enter the beneficiary’s therapy diagnosis and ICD-9-CM® (if applicable).
Procedure/Modality: Indicate a description of the CPT code procedure/modality.

CPT Code: Use a valid CPT code.

Units: Indicate the number of units for each visit, and the total number of units requested.
Frequency: Indicate the number of times services are to be rendered per week, day or month.
Duration: Indicate the number of days; weeks or months services are to be rendered.

Dates of Service: Indicate date service will start and the date service will end.

Clinical Update/Precautions: General summary — attendance, general progress, set backs, or
changes since last POC. Safety concerns that are identified in the evaluation should be addressed
(e.g. spinal precautions, weight bearing status, etc).

Short Term Goals (Adult 1 month, Child 1-3 months): Should be specific, measurable and age
appropriate. Record the current status (baseline) for each goal.

Long Term Goals (Adult 4-8 weeks, Child 3-6 months): Should be specific, measurable and age
appropriate. Record the current status (baseline) for each goal.

Home Program/Caregiver Response: Specific exercises or tools should be listed and discussed
with each beneficiary during each therapy session. Indicate responsible caregiver and his/her
response (i.e. ability to perform return demo, verbalization of understanding, and for concurrent
review, list frequency that CG performed HEP). If applicable, document the reasons explaining the
caregiver’s inability to participate.

Discharge Plan: Including requirements to return to home, school, and/or job.

Documentation of the Prescribing Provider’s Verbal Order: If a verbal order was received to
initiate the plan of care, the therapist should document from whom the verbal order was obtained from
and document who received the order.

Therapist Attestation Statement: Therapist must sign (including name and credentials) and date
the form.

Prescribing Provider Attestation, Signature and Date: Note: Must be completed within thirty (30)
calendar days of the initiation of therapy.

Effective: 01/01/09 Plan of Care Form Instructions
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