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1.1 Program History

The Children with Special Health Care Needs (CSHCN) Services Program is the oldest governmen-
tally-administered continuous medical assistance program in Texas for low-income children with
special health-care needs and people of any age with cystic fibrosis. In 1933, state legislative action
initiated funding two years in advance of the first federal initiative, Title V of the Social Security Act.

The program currently receives part of its funding from Title V, and aligns its services with Title V
objectives, such as:

* Promoting partnerships between families and providers.

* Ensuring that all children get services in the context of the medical home.

* Organizing services so that they are easy for families to access.

» Promoting the provision of services that help youth transition to adulthood.

1.2 About the Provider Manual

The CSHCN Services Program Provider Manual contains policy information about the program. This
edition of the CSHCN Services Program Provider Manual supersedes all previous editions. Read this
manual carefully.

The CSHCN Services Program Provider Manualis intended primarily for those providers who submit
claims to the Texas Medicaid & Healthcare Partnership (TMHP); however, information is also
provided for services reimbursed by the Vendor Drug Program and the Medical Transportation
Program.

The CSHCN Services Program Provider Manual contains information to help providers submit and
correct first-time claims in the Computerized Medicaid Claims Processing Assessment System,
COMPASS21. This will help providers minimize resubmissions and appeals and help conserve their
own and the Program’s resources.

The TMHP website at www.tmhp.com supplements the information in this manual. The website
contains:

¢ Enrollment information.

e Forums, polls, and questionnaires.

¢ Complete instructions for setting up a Provider Administrator account.
¢ Publications (e.g., manuals and bulletins).

* Directory of regional provider relations representatives.

¢ TexMedConnect.

* Provider education information (e.g., computer-based training, live workshops, radio broad-
casts, webinars, etc.).

Advanced features are available for those who create a provider administrator account. All
enrolled providers are eligible for this free account. Once an account is activated, providers will
have access to:

* Online provider enrollment.

¢ Online Fee Lookup (OFL).

e Claim status inquiries (CSls).

* Eligibility verification.

* Electronic Remittance and Status Reports.

* Claim and appeal submissions.

* Payment amounts search, view, and print capabilities.
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* Notification of an invalid address on file for any Texas Provider Identifier (TPI) associated with a
provider’s National Provider Identifier (NPI).

* Notification of pending payments because of inaccurate or incomplete provider information.

Important: Natural disasters, such as floods or hurricanes, can impact the delivery of health care to
CSHCN Services Program clients. When disaster strikes, providers should monitor the TMHP website for
special instructions.

New provider services continue to be added to the website. Visit the TMHP website at
www.tmhp.com or call the Electronic Data Interchange (EDI) Help Desk at 1-888-863-3638 for the
latest information about online services.

The CSHCN Services Program Provider Manual is the providers’ principal source of information
about the CSHCN Services Program. The manual is regularly updated to reflect the most recent
policy and procedure changes. Updates are generally available the month following the effective
date of the change. For advanced notification of upcoming changes, providers should monitor
banner messages, which appear at the beginning of their Remittance and Status (R&S) reports, and
the corresponding website articles published on the TMHP website at www.tmhp.com.

According to the CSHCN Services Program Agreement, providers must be thoroughly familiar with
the contents of the CSHCN Services Program Provider Manual, the provider bulletins, and the
messages contained in the R&S Reports as they apply to the CSHCN Services Program.

Providers must also comply with the following:
e CSHCN Services Program policies

* Policy notification letters

* Provider manuals

» Statutes

* Rules

* Regulations

This manual includes information about correct coding for claims. The CSHCN Services Program
regrets that, due to copyright limitations, Current Procedural Terminology (CPT), Current Dental
Terminology (CDT), and Healthcare Common Procedure Coding System (HCPCS) code descriptions
cannot be published in CSHCN Services Program publications. Consult reference manuals
published or authorized by the American Medical Association (AMA), the American Dental Associ-
ation (ADA), and the Centers for Medicare & Medicaid Services (CMS) for code descriptions.

Specific procedure or diagnosis codes related to program benefits and coverage are included in
the manual to provide helpful information, but should not be considered all-inclusive. From time
to time, codes are added, deleted, or revised.

1.3 Feedback
The CSHCN Services Program and TMHP welcome provider comments and suggestions
concerning this publication. Providers can mail them to:

Texas Medicaid & Healthcare Partnership
Attn: Publications
PO Box 204270
Austin, TX 78720-4270

1.4 TMHP-CSHCN Services Program Contact Center

The TMHP-CSHCN Services Program Contact Center at 1-800-568-2413 is available Monday
through Friday, from 7 a.m. to 7 p.m., Central Time, and is the main point of contact for the CSHCN
Services Program provider community.
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1.5 Copyright Acknowledgments
Use of the AMA’s copyrighted CPT® is allowed in this publication with the following disclosure:

“Current Procedural Terminology (CPT) is copyright 2015 American Medical Association. All
rights reserved. No fee schedules, basic units, relative values, or related listings are included in
CPT. The AMA assumes no liability for the data contained herein. Applicable Federal Acquisition
Regulation System/Defense Federal Acquisition Regulation Supplement (FARS/DFARS) apply.”’

The American Dental Association requires the following copyright notice in all publications
containing Current Dental Terminology (CDT) codes:

“CDT 2015 (including procedure codes, nomenclature, descriptors, and other data contained
therein) is copyright © 2015 American Dental Association. All Rights Reserved. Applicable
FARS/DFARS apply.”

Microsoft Corporation requires the following notice in publications containing trademarked
product names:

“Microsoft® and Windows® are either registered trademarks or trademarks of Microsoft Corpo-
ration in the United States and/or other countries.”
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1.1 TMHP-CSHCN Services Program Contact Information

1.1.1 CSHCN Services Program Telephone and Fax Communication

Contact Telephone and Fax Number

TMHP-CSHCN Prior Authorization and Authorization Fax
Provider Enrollment Fax

Provider Enrollment Phone

CSHCN Services Program Customer Service Phone
TMHP Electronic Data Interchange (EDI) Help Desk
TMHP EDI Help Desk Fax

Third-Party Resource (TPR) Phone

TPR Fax

Appeal Submission through AlIS Line

CSHCN Services Program Complaints Unit Fax

1-512-514-4222
1-512-514-4214
1-800-568-2413, Option 2
1-800-252-8023, Option 2
1-888-863-3638, Option 4
1-512-514-4228
1-800-846-7307
1-512-514-4225
1-800-568-2413, Option 1

1-800-441-5133 or
1-512-776-7417

1.1.2 Written Communication with CSHCN Services Program

Correspondence Address

First-Time Claims
(Resubmit all “Zero Allowed, Zero

nally denied as an “Incomplete
Claim” on an R&S Report)

Appeals and Adjustments

Provider Complaints

Prior Authorization and
Authorization

Enrollment

Third-Party Resource

Paid” claims. Resubmit claims origi- PO Box 200855

Texas Medicaid & Healthcare Partnership
Attn: CSHCN Services Program Claims

Austin, TX 78720-0855

Texas Medicaid & Healthcare Partnership

Attn: CSHCN Services Program Appeals, MC-AT1
12357-B Riata Trace Parkway, Suite 100

Austin, TX 78727

CSHCN Services Program

ATTN: Complaints

Purchased Health Services Unit, MC-1938
Texas Department of State Health Services
PO Box 149347

Austin, TX 78714-9347

Texas Medicaid & Healthcare Partnership

Attn: TMHP-CSHCN Services Program Authorizations
Department, MC-A11

12357-B Riata Trace Parkway, Suite 100

Austin, TX 78727

Texas Medicaid & Healthcare Partnership
Attn: Provider Enrollment

PO Box 200795

Austin, TX 78720-0795

Texas Medicaid & Healthcare Partnership
Third-Party Resource Unit

PO Box 202948

Austin, TX 78720-9981
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Correspondence Address

Electronic Claims and Rejected Texas Medicaid & Healthcare Partnership
Reports PO Box 200645
(Past the 95-day filing deadline) Austin, TX 78720-0645
Other Correspondence Texas Medicaid & Healthcare Partnership
(Must be directed to a specific Attn: CSHCN Services Program Appeals, MC-A11
department or individual) 12357-B Riata Trace Parkway, Suite 100

Austin, TX 78727

1.1.3 TMHP-CSHCN Services Program Contact Center

The TMHP-CSHCN Services Program Contact Center at 1-800-568-2413 is available Monday
through Friday from 7 a.m. to 7 p.m., Central Time, and is the main point of contact for the CSHCN
Services Program provider community.

1.1.4 TMHP-CSHCN Services Program Automated Inquiry System (AIS)

Dial 1-800-568-2413 (toll-free) to access the TMHP-CSHCN Services Program AlS. The call is
answered automatically. Providers should follow the directions to access AlS and use the
automated features to obtain information and services.

The TMHP-CSHCN Services Program AlS provides the following information and services through
the use of a touch-tone telephone: claim status, client eligibility, current weekly payment amount,
faxed forms, and claim appeals.

The TMHP-CSHCN Services Program AlS eligibility and claim status information is available

23 hours a day, 7 days a week with scheduled down time between 3 a.m. and 4 a.m., Central Time.
All other AlS information is available Monday through Friday from 7 a.m. until 7 p.m., Central Time.
AlS offers 15 transactions per call.

Note: Pressing Star then Pound (*#) repeats any information given. Pressing Star then Star (**) begins
again if an error was made. Pressing Zero then Pound (0#) at any time repeats the main menu.

Full instructions on the use and benefits of the TMHP-CSHCN Services Program AlS can be found
by clicking on the Reference Material link on the left-hand side of the CSHCN Services Program
webpage on the TMHP website at www.tmhp.com, or by calling the TMHP-CSHCN Services
Program Contact Center at 1-800-568-2413, Monday through Friday from 7 a.m. to 7 p.m., Central
Time.

Note: All users who access www.tmhp.com are required to accept the American Medical Association
(AMA) End-user Agreement on the use of Current Procedural Terminology (CPT). For each computer
that accesses the TMHP website, the agreement must be accepted every 30 days from the last date on
which the agreement was accepted by the user. If the end-user agreement is not accepted on a
particular computer every 30 days, no user will be able to enter the website from that computer. For
additional information about the AMA and CPT, refer to
www.ama-assn.org/ama/pub/category/3113.html.

1.1.5 TMHP Regional Representatives

The TMHP Provider Relations Department comprises a staff of Austin-based and field-based
provider relations representatives who serve the health-care community by furnishing a variety of
services and activities designed to inform and educate health-care providers about the CSHCN
Services Program policies and claims filing procedures.

Provider Relations activities include the following:

* Providereducation through planned events. Provider representatives conduct a planned program
of educational workshops, webinars, computer-based training (CBT), in-services, and training
sessions designed to keep all actively-enrolled providers informed of the latest policies, claim
processing procedures, and federal and state regulations affecting CSHCN Services Program.
Technical support and training are also provided to TexMedConnect software users.
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* Problem identification and resolution. A staff of research coordinators is available to assist
providers with clarification of Medicaid policies and assist with in-depth problem claim
submission issues after initial inquiries are made with the CSHCN Contact Center. Coordinators
work closely with field-based regional representatives to coordinate the educational needs of
the community.

* Relationship with professional health-care organizations. To ensure that Texas associations that
represent health-care professions have up-to-date information about the requirements for
participation in the CSHCN Services Program, the Provider Relations Department maintains a
working relationship with these organizations. Also, the Provider Relations Department partici-
pates in several events sponsored by Texas health-care associations, such as conventions and
conferences.

Providers must call the TMHP-CSHCN Services Program Contact Center at 1-800-568-2413 to speak
to a representative who can answer questions.

If the Contact Center representative determines that an inquiry can best be handled by the TMHP
Provider Relations department, the inquiry will be forwarded to Provider Relations. For example,
providers who want to talk to their Provider Relations representative about a visit, in-service, or
training, can call the Contact Center, and the Contact Center will forward the request to Provider
Relations.

Provider relations representatives, the area they serve and additional information, including a
regional listing by county and workshop information, is available on the TMHP website at
www.tmhp.com/Pages/SupportServices/PSS_Reg_Support.aspx.

1.2 TMHP Website Information

The TMHP website at www.tmhp.com is a valuable resource that provides:

* Information and registration for upcoming provider education and training sessions.

 Afile library of publications, such as bulletins, banner messages, and provider manuals.

* Announcements of current and upcoming program changes and other important information.

Additional advanced features are available for providers that create an account. There is no charge
for creating an account on the TMHP website. All enrolled providers are eligible for this service.
Once an account has been created, providers have access to:

* Texas Medicaid and the CSHCN Services Program enrollment information.
* Claim Status Inquiry (CSI).

* Eligibility verification (EV).

 Electronic Remittance and Status (ER&S) Report download option.

» Completeinstructions for setting up a Provider Administrator account and the use of online CSI,
EV, and ER&S Reports.

¢ E-mail the TMHP-CSHCN Services Program Contact Center.
* Workshop registration.

¢ Claim submission.

¢ Claim appeals.

* View the new provider welcome.

New services continue to be added to the website. Visit the TMHP website at www.tmhp.com or
call the Electronic Data Interchange (EDI) Help Desk at 1-888-863-3638 for the latest information
about online services.

Refer to: The TMHP website at www.tmhp.com for further details and instructions on how to
submit claims on the website.
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1.2.1 Publications
All providers have access to the publications available on the TMHP website, including:
* Banner messages—a weekly history of banner messages.

* Bulletins—the CSHCN Services Program Provider Bulletin, the Long Term Care Provider Bulletin, and
the Texas Medicaid Bulletin.

» CSHCN Services Program Newsletter for Families.
* EDI reference and connectivity guides.

* Fee schedules.

* Provider manuals.

These publications are available in the TMHP File Library. Use the following steps to access the
TMHP File Library:

1) Access the homepage of the TMHP website at www.tmhp.com.

2) Click on the “Providers” tab at the top of the homepage. Click on “CSHCN” on the tabs at the
top of the provider homepage.

3) Click on “Reference Material” on the left-hand side navigation bar to access provider manuals,
bulletins, and other important reference materials.

1.2.1.1 Search Capabilities for the CSHCN Services Program Provider Manual

The online version of the CSHCN Services Program Provider Manual is available in portable
document format (PDF), which can be viewed in Adobe® Acrobat® or Reader®. The Bookmarks
window located on the left side of the screen provides a link to each heading within the manual.
Click on the heading or link to quickly access the topic of interest.

Providers can use the following instructions to search the online version of the manual by a
keyword or phrase:

1) Click the Search icon (binoculars) in the toolbar located at the top of the page. The Acrobat
Find window opens.

2) In the Find What window, enter a keyword or phrase. Choose one of the following options, if
applicable to the search:

* Whole word only
* Case-Sensitive

* Include Bookmarks
¢ Include Comments

3) Click Search. The cursor moves to the first place within the manual where the word or phrase
appears. Instances found are listed in the Results window.

4) To search for a different keyword or term, click the New Search icon and type in the keyword
or term and click Search.

1.3 CSHCN Services Program Central and Regional Offices

1.3.1 Central Office

The central and regional offices of the CSHCN Services Program are administratively located within
the Division for Family & Community Health Services, Specialized Health Services Section,
Purchased Health Services Unit (PHSU), at the Department of State Health Services (DSHS). Regular
office hours are Monday through Friday from 8 a.m. to 5 p.m., Central Time.

TMHP is the claims administrator, and questions concerning provider enrollment, benefits or
coverage, claims processing, and authorizations or prior authorizations should be directed to
TMHP. DSHS-CSHCN Services Program welcomes provider comments and suggestions.
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Providers can contact the CSHCN Services Program using the following information:

» Telephone toll-free at 1-800-252-8023 (may be used only in Texas) or the Austin local number at
1-512-776-7355

* Faxto CSHCN Services Program toll-free at 1-800-441-5133 or the Austin local number at
1-512-776-7565
¢ Send e-mail to cshcn@dshs.state.tx.us
Mail to the following address:
CSHCN Services Program—Provider Enrollment
Purchased Health Services Unit, MC-1938
Texas Department of State Health Services
PO Box 149347

Austin, TX 78714-9347
Fax: 1-800-441-5133

Deliveries and overnight mail to the following address:

CSHCN Services Program—Provider Enrollment
Purchased Health Services Unit, MC-1938
Texas Department of State Health Services
1100 West 49th Street
Austin, TX 78756-3179
Fax: 1-800-441-5133

Additional information about the CSHCN Services Program is available online at
www.dshs.state.tx.us/cshen.

1.3.2 Regional Offices

Case management and client eligibility services are provided by a statewide network of regionally-
based social service program consultants and include the following activities:

* Coordination of medical services
* Linkage to available resources
* Acting as a liaison among the client, family, and caregivers

* Management of institutional services, insurance carriers, and other services required for the
improved well-being of the client and family

Refer to: Appendix A, “Acronyms and Initialisms Dictionary” on page A-1 for definitions of the
abbreviated academic degrees listed in the following tables.

1.3.2.1 Region 1

1C - Canyon Regional Sub-Office (Canyon) Provider Relations:
Health Services Region 1 Frannie Nuttall
300 Victory Dr.
WTAMU Station (physical address)
PO Box 60968
WTAMU Station (mailing address)
Canyon, TX 79016

Telephone: 1-806-477-1103 or
1-806-655-7151

Fax: 1-806-655-6448

1-6 CPT only copyright 2015 American Medical Association. All rights reserved.
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1L - Lubbock Regional Office
Health Services Region 1
6302 lola Ave.
Lubbock, TX 79424-2721
Telephone: 1-806-744-3577 or
1-806-783-6452

Fax: 1-806-783-6455

Case Management Supervisor:

Judy Lara, LBSW-IPR

Provider Relations:
Celestino Bursiaga

1.3.2.2 Region 2

2A - Abilene Office
Health Services Region 2
4601 South First Street, Suite L
Abilene, TX 79605-1466

Telephone: 1-325-795-5869 or
1-325-795-5896

Fax: 1-325-795-5894

Provider Relations:
Ronnie Laurance
Amanda Vernon

1.3.2.3 Region 3

3 - Regional Office (Arlington)
Health Services Region 3
1301 South Bowen Road, Suite 200
Arlington, TX 76013-2262

Telephone: 1-817-264-4634 or
1-817-264-4627

Fax: 1-817-264-4911

Bonham Office
PO Box 605 (mailing address)
1205-A East Sam Rayburn (physical address)
Bonham, TX 75418

Telephone: 1-903-486-9258
Fax: 1-903-486-9286

Granbury Office
214 North Travis Street
Granbury, TX 79048

Telephone: 1-817-579-2117
Fax: 1-817-578-3310

Denton Office
3612 East McKinney
Denton, TX 76209

Telephone: 1-940-320-8275 or
1-888-456-2770, Ext. 287

Fax: 1-940-591-6254

Mockingbird Office
1545 West Mockingbird Lane, Suite 3001
Dallas, TX 75235

Telephone: 1-214-819-6749
Fax: 1-214-819-6796

Manager of Specialized Health & Social

Work Services:
Blanca Sanchez, LBSW

Provider Relations:
Margie Moulton, LBSW

Amanda Villareal

CPT only copyright 2015 American Medical Association. All rights reserved.
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Rockwall Office
1101 Ridge Road, Suite 106
Rockwall, TX 75087

Telephone: 1-972-772-6180
Fax: 1-972-771-3080

1.3.2.4 Region 4

4/5N - Regional Office (Tyler) Manager of Specialized Health & Social
Health Service Region 4/5N Work Services:
1517 West Front Street Peggy Wooten, LCSW, ACSW

Tyler, TX 75702-7822
Telephone: 1-903-533-5269
Toll free: 1-877-340-8842
Fax: 1-903-535-7593

Athens Office
708 East Corsicana
Athens, TX 75751

Telephone: 1-903-675-9107
Fax: 1-903-675-3622

Carthage Office
1412 South Adams
Carthage, TX 75633

Telephone: 1-903-693-9322
Toll Free: 1-800-306-0568
Fax: 1-903-694-2316

Gilmer Office
324 Yapaco
Gilmer, TX 75644

Telephone: 1-903-843-3030
Fax: 1-903-843-4264
Henderson Office Provider Relations:

700 Zeid Blvd. Sherry Lynn Adams
Henderson, TX 75652

Telephone: 1-903-655-6256
Toll Free: 1-800-306-0568
Fax: 1-903-655-0104

Linden Office Provider Relations:
123 Kaufman Tunga Mayfield, LMSW
PO Box 300

Linden, TX 75563
Telephone: 1-903-756-7231
Fax: 1-903-756-5146
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Longview Office
1750 North Eastman Road
Longview, TX 75601-3347

Telephone: 1-903-232-3221 or
1-903-232-3289

Toll Free: 1-866-327-1364
Fax: 1-903-232-3278

Marshall Office
4105 Victory Drive
Marshall, TX 75670

Telephone: 1-903-927-0218
Toll Free: 1-866-327-1364
Fax: 1-903-927-0290

Mount Pleasant Office
1014 North Jefferson
Mount Pleasant, TX 75455

Telephone: 1-903-577-1929 or
1-903-575-1138

Toll Free: 1-866-268-6465
Fax: 1-903-577-8957

Palestine Office
320 E. Spring Street, Suite D
Palestine, TX 75801

Telephone: 1-903-661-6089
Fax: 1-903-729-7034

Paris Office
1460 19th Street NW
Paris, TX 75460

Telephone: 1-903-737-0236
Fax: 1-903-737-0220

Quitman Office
PO Box 1704 (mailing address)

213 West Bermuda (physical location)

Quitman, TX 75783
Telephone: 1-903-763-1238
Toll Free: 1-866-518-0601
Fax: 1-903-763-5449

Sulphur Springs Office
1400 College, Suite 167
Sulphur Springs, TX 75482

Telephone: 1-903-439-9331
Toll Free: 1-866-518-0601
Fax: 1-903-439-9335

Texarkana Office
3115 South Lake Drive, Suite 120
Texarkana, TX 75501

Telephone: 1-903-791-3229
Fax: 1-903-791-3230

Medical Case Manager/Provider Relations:
Tungua Mayfield, LBSW, MSW

Medical Case Manager/Provider Relations:
Tungua Mayfield, LBSW, MSW

Provider Relations:
Tungua Mayfield, LMSW
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1.3.2.5 Region 5 North

Center Office

Medical Case Manager/Provider Relations:

912 Nacogdoches Sandra Garrett, LBSW

Center, TX 75935
Telephone: 1-936-598-1231
Fax: 1-936-591-0162

Crockett Office
1034 South Fourth Street
Crockett, TX 75835
Telephone: 1-936-544-4734 or
1-936-545-0360
Fax: 1-936-544-0280

Jasper Office
Jasper-Newton County Public Health District
130 West Lamar
Jasper, TX 75951
Telephone: 1-409-384-6829, Ext. 231
Fax: 1-409-384-7861

Kirbyville Office
314 North Herndon (physical location)
PO Box 900 (mailing address)
Kirbyville, TX 75956
Telephone: 1-409-423-4612, Ext. 238
Fax: 1-409-423-4027

Livingston Office
410 East Church Street, Suite B
Livingston, TX 77351

Telephone: 1-936-328-8240, Ext. 232
Toll Free: 1-888-851-4748
Fax: 1-936-328-8249

Lufkin Office Quality Assurance/CM Liaison:
1210 South Chestnut Fleta Youngblood, LMSW-IPR
Lufkin, TX 75901

Telephone: 1-936-633-3657, 936-633-3769,
or 1-936-633-3730

Toll Free: 1-877-340-8840
Fax: 1-936-633-3667

Nacogdoches Office
2614 N.W. Stallings Drive
Nacogdoches, TX 75964-1255

Telephone: 1-936-569-4982 or
1-936-569-4918

Fax: 1-936-569-4989

Woodyville Office
930 N. Magnolia
Woodbville, TX 75979

Toll Free: 1-888-851-4748
Fax: 1-409-283-7679

Medical Case Manager/Quality Assurance:
Mable Thompson, LBSW
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1.3.2.6 Regions 5 South and 6

TMHP and DSHS Contact Information

6/5S - Regional Office (Houston)
5425 Polk Avenue, Suite J
Houston, TX 77023-1497

Telephone: 1-713-767-3111
Fax: 1-713-767-3125

Beaumont Office
3105 Executive Blvd.
Beaumont, TX 77701

Telephone: 1-409-730-1837
Fax: 1-409-730-1845

Conroe Office
608 North Drive Loop 336 East
Conroe, TX 77301

Telephone: 1-936-760-4704, 1-936-760-4750,
or 1-936-760-4705

Fax: 1-936-760-4707

Manager of Specialized Health & Social
Work Services:
Raymond Turner, MA, LMSW-AP

Provider Relations:
Shannon Jones
Julianne McNeff
Broness Highsmith
Trevore Donaldson

1.3.2.7 Region 7

7T - Temple Office
Health Service Region 7
2408 South 37th Street
Temple, TX 76504-7168

Telephone: 254-771-6791 or 1-800-789-2865
Fax: 1-254-773-2722

7A - Austin Office
Health Services Region 7
1601 Rutherford Lane, Suite C-3
Austin, TX 78754-5119

Telephone: 1-512-873-6308, 1-512-873-6311,
1-512-873-6315

Toll Free: 1-800-789-2865
Fax: 1-512-873-6345

Bastrop Office
104 Loop 150 West, Suite 102
Bastrop, TX 78602

Telephone: 1-512-321-2465
Fax: 1-512-321-4861

Manager of Specialized Health & Social
Work Services:
Leesa Ferrero, LMSW

Supervisors:
Kimberly Langely, LBSW

Suzan Cooper, LBSW

Provider Relations:
Marjorie Douglas

Alice Watkins
Deneice Pryor, RN
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Bryan Office
3000 Villa Maria
Bryan, TX 77803
Telephone: 1-979-776-7489
Fax: 1-979-731-0191

Copperas Cove Office
312 South Main
Copperas Cove, TX 76522

Telephone: 1-800-789-2865
State Cell Phone: 1-254-598-9352
Fax: 1-254-547-9463

Lockhart Office

1403F Blackjack Street (physical location)
PO Box 43 (mailing address)
Lockhart, TX 78744

Telephone: 1-512-376-1078
Fax: 1-512-398-0022

Navasota Office
425 N. Lasalle (physical address)
PO Box 1287 (mailing address)
Navasota, TX 77868
Telephone: 1-936-825-7586
Fax: 1-936-825-0380

San Saba Office
423 E. Wallace
San Saba, TX 76877

Telephone: 1-325-372-5188 or
1-325-372-5191

Fax: 1-325-372-3297

Waco Office

801 Austin Avenue, Suite 820F
Waco, TX 76701

Telephone: 1-254-750-9339, 1-254-750-9337,
1-254-750-9248, or 1-254-750-9353

Fax: 1-254-753-0879

Provider Relations:

Lilli Lessenger, LBSW

1.3.2.8 Region 8

8 - San Antonio Office
Health Service Region 8
7430 Louis Pasteur Drive
San Antonio, TX 78229-4507

Telephone: 1-210-949-2142 or
1-210-949-2044

Fax: 1-210-949-2047

Manager of Specialized Health & Social
Work Services:

Katherine Velasquez, PhD, RN

Supervisor of Social Work Services:

Janice Gonzales, LBSW-IPR
Leticia Guerra, LBSW

Quality Assurance Program Specialist:

Lorena Felan, LBSW

Provider Relations:

Velma Stille
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Uvalde Office
112 Joe Carper Drive
Uvalde, TX 78801

Phone: 1-830-591-4388 or 1-830-591-4384

Fax: 1-830-278-1831

Eagle Pass Office
1593 Veterans Boulevard
Eagle Pass, TX 78852

Telephone: 1-830-758-4254, 1-830-758-4252

Fax: 1-830-773-4688

Victoria Office
2306 Leary Lane
Victoria, TX 77901

Telephone: 1-361-574-7421
Fax: 1-361-574-7396

1.3.2.9 Regions 9 and 10

9/10 - El Paso Office
Health Services Region 9/10
401 East Franklin, Suite 210
El Paso, TX 79901-1206

Telephone: 1-915-834-7675
Fax: 1-915-834-7808

Midland Office
2301 N Big Spring Street, Suite 300
Midland, TX 79705

Telephone: 1-432-683-9492
Fax: 1-432-684-3932

San Angelo Office
622 South Oakes, Suite H
San Angelo, TX 76903

Telephone: 1-325-659-7853
Fax: 1-915-655-6798

Manager of Specialized Health & Social
Work Services:
Patrice Loge, LMSW

Supervisor of Social Work Services:
Margarita Jaquez, MSW, LBSW

Social Work Services Coordinator:
Joanne Mundy, LBSW

Social Work Services Team Lead:
Beatrix Ho Guin, LBSW

Provider Relations:
Pam Rodriguez

Provider Relations:
Betty Rodriguez

1.3.2.10 Region 11

11H - Harlingen Office
Health Service Region 11
601 West Sesame Drive
Harlingen, TX 78550-4040

Telephone: 1-956-423-0130
Fax: 1-956-444-3293

Alice Office
408 N. Flournoy, Suite C
Alice, TX 78332

Telephone: 1-361-660-2263
Fax: 1-361-668-4000

Manager of Specialized Health & Social
Work Services:
Angelica Martinez, LBSW

Provider Relations:
Leticia Puente

Unit Supervisor (Coastal Bend):
Cynthia L. Ortiz, LBSW
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11C - Corpus Christi Office
Health Services Region 11
5155 Flynn Pkwy.
Corpus Christi, TX 78401

Telephone: 1-361-878-3450
Fax: 1-361-883-4414

11L - Laredo Office
1500 Arkansas Avenue, Suite 3
Laredo, TX 78043-3049

Telephone: 1-956-725-5195
Fax: 1-956-729-8600

11M - McAllen Office
Health Services Region 11
4501 West Business Hwy 83
McAllen, TX 78501-9907

Telephone: 1-956-971-1207
Fax: 1-956-971-1275

Mercedes Office
Health Services Region 11
202 West 2nd Street
Mercedes, TX 78520

Telephone: 1-956-825-5300
Fax: 1-956-825-5320

Brownsville Office
1000 W. Price Road
Brownsville, TX 78520

Telephone: 1-956-554-5500
Fax: 1-956-554-5581

Rio Grande City Office
608 N. Garza
Rio Grande City, TX 78582

Telephone: 1-956-487-5556
Fax: 1-956-487-8865

Unit Supervisor (Coastal Bend):
Cynthia L. Ortiz, LBSW

Provider Relations:
Ray R. Ramos

Unit Supervisor:
Michelle Trisler, LBSW

Provider Relations:
Rosario Rocha

Unit Supervisor:
Alberto Ramos, Jr., LBSW

Unit Supervisor:
Michael Garcia, LBSW-IPR

Unit Supervisor:
Angelica Martinez, LBSW

Unit Supervisor:
Alberto Ramos, Jr., LBSW
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TMHP and DSHS Contact Information
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2.1 Provider Enrollment

Providers must be actively enrolled as a Texas Medicaid provider as a prerequisite to enrolling as a
CSHCN Services Program provider. For information about Texas Medicaid enrollment require-
ments, or to complete an online enrollment, visit the TMHP website at www.tmhp.com. Providers
can call the TMHP Contact Center at 1-800-925-9126 for additional information.

Providers of services not covered by Medicaid are not required to enroll as Medicaid providers,
such as, family support providers for respite care, home and vehicle modifications, medical foods,
and hospice services.

Refer to: Section 26.3, “Medical Foods,” on page 26-8.
Chapter 38, “Transportation of Deceased Clients,” on page 38-1.

To enroll in the CSHCN Services Program, a provider must complete the required CSHCN Services
Program Provider Enrollment Application and enter into a written Provider Agreement with the
CSHCN Services Program. The physical address, National Provider Identifier (NPI), and Tax ID on the
CSHCN Services Program application must correspond to the Medicaid provider enrollment. The
taxonomy code can be different from the taxonomy code selected for the Medicaid enroliment.
Forms are available for download from the TMHP website at www.tmhp.com.

Current Texas Medicaid providers that want to enroll with the CSHCN Services Program can use the
CSHCN Services Program Expedited Enrollment Application found on the TMHP website at

www.tmhp.com.

Providers that choose to complete the expedited enrollment application can also submit the
following optional items if applicable:

¢ Electronic Funds Transfer (EFT) Notification

» Rehabilitation Engineering and Assistive Technology Society of North American (RESNA) certifi-
cation for custom DME enrollment

Providers may also enroll online by logging into Provider Enroliment on the Portal (PEP).
Online enrollment has the following advantages:

e Updated on-screen instructions make the online application process more efficient and user-
friendly.

* Applications are validated immediately to ensure that all fields have been completed.

* Most of the application can be completed online so that only a few forms need to be printed,
completed, and mailed to TMHP. Forms that must be mailed are identified in the online
application.

* Applicants can view incomplete and complete applications that have been submitted online.

* Some form fields are automatically completed, reducing the amount of information that has to
be entered.

* Providers can complete the Provider Information Change (PIC) Form online.

* Providers will receive e-mail notifications when messages or deficiency notices about their
applications are posted online. Providers may opt out of e-mail communication and receive
messages or deficiency letters by mail.

* Providers can create templates, which makes it easier to submit multiple enroliment
applications.

* Providers enrolling as groups (either new groups or group providers adding an additional Texas
Provider Identifier [TPI] suffix) can assign portions of the application to performing providers to
complete. The performing provider assignment functionality will not exist if the group is already
enrolled when attempting to add a performing provider to the group.

* Performing providers can complete their portion of a group application by logging into
Provider Enrollment on the Portal (PEP) with their unique user name and password.

* Providers can navigate to completed sections of the application without having to click through
all pages of the application.

* Information that is on file for owners and subcontractors of the applying provider is auto-
populated in the application.
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Provider Enrollment and Responsibilities

« Before submitting an application to TMHP for processing, providers are required to review a
portable document format (PDF) copy of the application and verify it is complete.

* Providers can edit submitted applications to correct identified deficiencies.

Providers can edit the information on the Application Services page and the Provider Type identi-
fication page. These functions are available for all new applications and for previously saved
templates.

After a provider makes a change to the information on one of these pages, the provider must select
Continue/Save through the entire application to ensure that all required fields are completed.

After an application has been accepted and a TPl generated for that application, any changes
made to the template will not be reflected for that TPI; however, they will be reflected on subse-
quent TPIs rendered from the same application. Providers can update their demographic
information online through the Provider Information Management System (PIMS) for existing TPIs.
Providers can log into the PIMS system by going to the TMHP home page and selecting "Log in to
My Account" on the top-right corner of the page.

Exceptions:

» The editing functions in PEP do not apply to Medical Transportation Program (MTP)
applications.

* Performing provider applications created as part of a group application cannot change the
group’s Application Services page.

If not completed online, the enrollment application and other completed forms must be sent to
TMHP Provider Enrollment at the following address:

Texas Medicaid & Healthcare Partnership
Attn: Provider Enrollment
PO Box 200795
Austin, TX 78720-0795
Fax: 1-512-514-4214

For assistance with the application process or to obtain enrollment forms, call the TMHP-CSHCN
Services Program Contact Center at 1-800-568-2413, which is available Monday through Friday,
from 7 a.m. to 7 p.m., Central Time.

A CSHCN Services Program provider identifier is issued when all required forms and documen-
tation have been received and the application process is completed. The provider identifier is a
unique number assigned to each provider. A provider cannot be enrolled if his or her license is due
to expire within 30 days of the date of application. TMHP verifies license information provided with
the enrollment application.

If a license or certification is required by law to practice in the State of Texas, the provider must
maintain the required license or certification and practice within the scope of the license, certifi-
cation, registration, and any other applicable requirements. Current license information must be
on file with the program or its payment contractor. If the license was submitted when enrolling
with Medicaid, it does not need to be duplicated. If there are additional enrollment requirements
for a specific provider type, the requirements are described in the specific provider section of this
manual.

The provider’s enrollment effective date will be 6 months before the date the enrollment appli-
cation is received or the traditional Medicaid enrollment effective date, whichever is more current.

2.1.1 Affordable Care Act of 2010 (ACA) Enrollment Requirements

All providers must comply with the provisions of the Affordable Care Act of 2010 (ACA). CSHCN
Services Program providers who have fulfilled the ACA requirements through their Texas Medicaid
enrollment are considered ACA-compliant.

Exception: Medical foods providers and hospice providers are not required to enroll in Texas Medicaid
as a prerequisite for CSHCN Services Program enrollment and are not required to pay a provider
application fee to enroll in the CSHCN Services Program.

Refer to: The TMHP website at www.tmhp.com for additional information about ACA require-
ments including provider types that are required to pay the application fee.
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2.1.1.1 Medical Foods and Hospice Providers

CSHCN Services Program medical foods providers and hospice providers that submit a provider
enrollment application for new enrollment, a new practice location, or other type of enrollment or
re-enrollment will be subject to the following ACA requirements:

* Provider screening according to the provider’s level of risk as determined by DSHS.

» Enrollment revalidation at least every five years during which time the provider screening will
be completed.

Providers can enroll or re-enroll using one of the following methods:
* The online Provider Enrollment on the Portal (PEP)

* The current paper version of the CSHCN Services Program Provider Enrollment Application
available for download on the TMHP website from the TMHP Forms web page.

2.1.1.2 Enrollment for Ordering and Referring-Only Providers

Providers who are not currently enrolled in the CSHCN Services Program but who order or refer
services and supplies for CSHCN Services Program clients are required to enroll in Texas Medicaid
as ordering or referring-only providers.

Ordering and referring providers do not submit claims to TMHP for rendered services. Although
ordering and referring providers do not submit claims for reimbursement, the ordering and
referring provider’s National Provider Identifier (NPI) is required on claims that are submitted by
the providers that render the supplies or services.

Providers can search for ordering/referring-only providers on the Online Provider Lookup (OPL)
search page to help with verification of the provider that ordered or referred services is enrolled in
Texas Medicaid. The search can be done by using the Basic Provider or Advanced Provider Search.

2.1.2 Changes in Enroliment

When one of the following changes, a new enrollment application must be completed and
submitted to the address above so that a new provider identifier can be assigned:

* Ownership—The new owner must take the following actions:
» Obtain recertification as a Title XVIIl (Medicare) facility under the new ownership.

e Complete a Texas Medicaid Provider Enrollment Application and obtain a Texas Medicaid
provider identifier. The provider must have a Texas Medicaid provider identifier on file before
applying with the CSHCN Services Program.

¢ Complete the CSHCN Services Program Provider Enrollment Application.

* Provide TMHP with a copy of the Contract of Sale (specifically, a signed agreement that
includes the identification of previous and current owners in language that specifies who is
liable for overpayments that were identified subsequent to the change of ownership, that
includes dates of service before the change of ownership).

* Supply a listing of all of the provider identifiers affected by the change of ownership.

* Providers who join a new group or enroll as an individual must complete and submit a CSHCN
Services Program Provider Enrollment Application to request enrollment in the new group.

Note: Providers leaving group practices must notify TMHP, in writing, within 10 days of the date of
termination. A letter that includes the provider identifier, effective date of termination, and the group’s
provider identifier must be signed by an authorized representative of the group or the individual
provider leaving the group, and mailed to TMHP at the address shown above. Failure to provide this
information may lead to administrative action by the Department of State Health Services (DSHS).

* Physical address—Providers must enroll with Texas Medicaid and obtain a Texas Medicaid
provider identifier before applying with the CSHCN Services Program to enroll a new location or
provider type. Alternate addresses may be added to an existing enrollment using the Provider
Information Change (PIC) form.
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* Provider type—Providers must submit a separate CSHCN Services Program Provider Enrollment
Application for each provider enroliment type requested. For example, a hospital may want to
enroll as an ambulatory surgical center. A second application to enroll in the CSHCN Services
Program as an ambulatory surgical center would be required.

New enrollment applications may be completed online or mailed to the address shown above.

2.1.3 Claim Filing

New providers must follow all claims filing procedures while completing the enrollment process.
This is particularly important when providing services to CSHCN Services Program clients before
receiving a CSHCN Services Program provider identifier.

Claims should be submitted without a provider identifier until notified by TMHP of the final
enrollment determination. TMHP must receive all claims for services rendered to CSHCN Services
Program-eligible clients within the required filing deadlines, regardless of enrollment status.
Claims filed while waiting to receive a provider identifier are denied; however, having met the
claim filing deadline, a provider can resubmit or appeal the claims for payment after the CSHCN
Services Program provider identifier is assigned. The resubmitted claim may be considered for
payment if TMHP receives it within 120 days from the date of the denial and if services were
rendered on or after the provider enroliment effective date.

Claims for group providers must include the identifiers for the performing provider as well as for
the group. To be eligible for reimbursement, both the group and the performing provider must be
enrolled in the CSHCN Services Program.

When a provider renders services to a CSHCN Services Program client before receiving a provider
identifier and has questions about this requirement or enroliment, the provider may call the
TMHP-CSHCN Services Program Contact Center at 1-800-568-2413.

Refer to: Chapter 5, “Claims Filing, Third-Party Resources, and Reimbursement,” on page 5-1.

2.1.3.1 Provider Identifiers Terminated After 24 Months of No Claim Activity

Payment denial codes are applied to a Texas Provider Identifier (TPI) that has had no claim activity
for a period of 24 months. The provider identifier will be considered inactive and cannot be used
to submit claims.

A courtesy letter will be sent to providers whenever a TPl goes 18 months without claims activity.
The letter will inform providers that if they want to keep their provider identifier active, they must
submit a claim within 6 months of the date of the letter using the TPl referenced in the letter. TMHP
will apply a payment denial code to any provider identifier that has had no claims activity within 6
months of the date of the courtesy letter and will notify the provider that the provider identifier
has been terminated because the provider has not submitted claims using the TPI for a period of
24 months or more.

If a provider is enrolled in both Medicaid and the CSHCN Services Program, the provider identifiers
for both programs will be examined to determine whether any claims activity has occurred. When
a provider’s TPl is terminated for Traditional Medicaid, the corresponding TPIs for all other Texas
state health-care programs will also be terminated.

To have the payment denial code removed from a provider identifier, providers must submit a
completed application for the state health-care program in which they wish to enroll, and the
application must be approved. The information on this application must match exactly the infor-
mation currently on the provider’s file for the payment denial code to be removed. If the provider
has moved to a different address or joined a different group, the payment denial code will not be
removed from the old provider identifier. Instead, a new TPl will be issued for the new address or

group.

2.1.4 Provider Enrollment Determinations

The CSHCN Services Program may approve, deny, modify, suspend, or terminate a provider’'s
enrollment for the reasons listed in the Texas Administrative Code (TAC), CSHCN Services Program
Rules 25§38.6(b)(1) through (2) at www.sos.state.tx.us/tac. Before taking action to deny, modify,
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suspend, or terminate enrollment, the CSHCN Services Program shall give the provider written
notice of an opportunity to request an administrative review of the proposed action within 30 days
of the notice. If the provider does not respond in writing within the 30-day period, the provider is
presumed to have waived the administrative review as well as access to a fair hearing, and the
CSHCN Services Program’s action is final. If the provider so requests, the CSHCN Services Program
will conduct an administrative review of the circumstances of the proposed denial, modification,
suspension, or termination of provider program participation is based and give the provider
written notice of the program decision and the supporting reasons within 30 days of receipt of the
request for administrative review.

In addition, a fair hearing is available to any provider for the resolution of conflict between the
CSHCN Services Program and the provider if the fair hearing is requested within 20 days of receipt
of the administrative review decision.

Refer to: Chapter 7, “Appeals and Administrative Review,” on page 7-1.

Providers excluded or terminated by Medicaid will be excluded or terminated by the CSHCN
Services Program.

Providers must maintain active enrollment in Medicaid to remain enrolled in the CSHCN Services
Program. “Actively enrolled” providers are those that have filed claims for clients of the CSHCN
Services Program or Texas Medicaid within the past 24 months, and that do not have any type of
payment holds on their enrollment status.

Descriptions of required enrollment forms are provided in the following sections. Forms are
available on the TMHP website at www.tmhp.com.

2.1.5 Provider Enroliment Application

2.1.5.1 Types of Providers
There are four types of enrollment for providers in the CSHCN Services Program, as follows:

* Individual. This type of enrollment applies to an individual health-care professional who is
licensed or certified in Texas, and who is seeking enrollment under the name and social security
or federal tax identification number of the individual.

* Group. This type of enrollment applies to health-care services provided under the auspices of a
legal entity, such as a partnership, corporation, limited liability company, or professional associ-
ation, where the individuals providing health-care services are required to be certified or
licensed in Texas. The enrollment is under the name and federal tax identification number of the
legal entity.

Note: For any group enrollment application, there must also be at least one enrolling performing
provider.

» Performing provider. This type of enrollment applies to an individual health-care professional
who is licensed or certified in Texas, and who is seeking enroliment under a group. The
enrollment is under the federal tax identification number of the group, and payment is made to
the group.

* Facility. This type of enrollment applies to situations in which licensure or certification applies to
the entity. Although individuals working for, or with, the entity may be licensed or certified in
their individual capacity, the enrollment is based on the licensure or certification of the entity.
For this reason, facility enrollment does not require enrollment of performing providers.
Examples of facilities include hospitals, independent diagnostic testing facilities, ambulatory
surgical centers, renal dialysis facilities, and hospices.
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2.1.5.2 Provider Information Form (PIF-1), Principal Information Form (PIF-2), and
Disclosure of Ownership Form

The following forms must be completed by all providers or the owner, officer, director, or principal
applying for CSHCN Services Program enrollment more than one year from their Texas Medicaid
enrollment date. A PIF-1 must be completed by all providers enrolling in the CSHCN Services
Program. A separate PIF-2 must be completed by each principal of the provider enrolling in the
CSHCN Services Program. Principals of the provider include all of the following:

* An owner with a direct or indirect ownership or control interest of five percent or more
» Corporate officers and directors
¢ Limited or nonlimited partners

* Shareholders of a professional corporation, professional association, limited liability company,
or other legally designated entity

* Any employee of the provider who exercises operational or managerial control over the entity,
or who directly or indirectly conducts the day-to-day operations of the entity

The Disclosure of Ownership form is submitted by all providers, excluding the performing
providers of a group. This form provides the appropriate information to enroll the provider as a
sole proprietor, corporation, partnership, or nonprofit organization.

These forms were designed across multiple state agencies to help meet the requirements set forth
by the 75th Legislature’s Senate Bill (S.B.) 30 to enhance the enrollment requirements for potential
providers, meet federal requirements for enrollment, and improve the integrity of Texas State
healthcare programs.

2.1.5.3 Provider Agreement

To participate in the CSHCN Services Program, all providers must complete a Provider Agreement
with DSHS. The Provider Agreement must be signed by the provider applying for enroliment. If
applying as a group, the Provider Agreement must be signed by an owner, officer, director, or
principal. If the provider is unable to sign, a letter showing Power of Attorney must be attached to
the Provider Enrollment Application. By signing the Provider Agreement, the provider agrees to
abide by CSHCN Services Program rules, policies, and procedures as a condition for participation.
This form is included in the enrollment application.

2.1.5.4 Request for Taxpayer Identification Number and Certification

The Internal Revenue Service (IRS) W-9 form is completed and submitted by all providers,
excluding performing providers of a group.

2.1.5.5 Franchise Tax Account Status Page

When enrolling as a “Corporation” type of entity, providers must submit a Franchise Tax Account
Status Page. This information can be obtained from the Texas State Comptroller’s Office website

at http://comptroller.texas.gov/taxinfo/coasintr.html.

Providers who have a 501(c)(3) Internal Revenue Exemption are not required to submit the
Franchise Tax Account Status Page.

2.1.5.6 Clinical Laboratory Improvement Amendments (CLIA) of 1988

To be eligible for reimbursement by the CSHCN Services Program, all providers performing
laboratory tests must be CLIA certified.

Refer to: Section 25.1.1, “Clinical Laboratory Improvement Amendments (CLIA) of 1988,” on
page 25-3.
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2.1.5.7 Provider’s License

Evidence of current licensure or certification is required to participate in the CSHCN Services
Program. Not abiding by this license and certification requirement will adversely impact a
provider’s qualification for continued participation in the CSHCN Services Program.

An enrolling provider submits professional license information in the enrollment form. A copy of
the license does not need to be sent with the enrollment application for those providers licensed
by one of the boards listed below, unless the licensing board experiences technical difficulties and
cannot provide the license information to TMHP. TMHP verifies this information with the appro-
priate licensing board. A provider cannot be enrolled if his or her license is due to expire within 30
days of the date of application.

Once enrolled in the CSHCN Services Program, a reminder letter will be automatically generated
and sent to providers whose license will expire in 60 days. The letter will notify providers that they
must keep their licensure current to continue their enrollment with Texas state health-care
programs. When the license is renewed, providers licensed by the boards listed below will not
need to contact TMHP with renewal information as TMHP receives licensure information from
these licensing boards.

¢ Texas Medical Board
* Texas State Board of Dental Examiners

Only licenses for registered nurses (RNs) are auto-renewed. Certified registered nurse anesthetists
(CRNAs) must submit a paper copy of their license when it is renewed to maintain a current record.

Providers cannot enroll in the CSHCN Services Program if their license is due to expire within 30
days. During the enrollment process, TMHP verifies licensure using available resources. If TMHP
cannot verify a license at the time of enrollment, it is the provider’s responsibility to provide a copy
of the active license to TMHP. Psychologists and facilities must submit a copy of their license since
these licenses cannot be verified online.

TMHP will notify the provider by letter if a copy has not been submitted and the license cannot be
verified.

Once a provideris enrolled in the CSHCN Services Program the license or certification must be kept
current. A reminder letter for renewal will be sent to the provider 60 days before the provider’s
license expires.

TMHP directly obtains licensure information from the following licensing boards:
* Texas Medical Board (TMB) (for physicians only)

» Texas Board of Nursing (BON) (for RNs only, not APRNs)

* Texas State Board of Dental Examiners (TSBDE)

If the licensing board experiences technical difficulties and cannot provide the license information
to TMHP, the provider must submit proof of license renewal to TMHP.

All other licenses and certifications that are not issued by TMB, BON, or TSBDE must be submitted
to TMHP upon renewal.

Refer to: Section 14.2.5.9, “Dental Anesthesia,” on page 14-33 for information about dental
anesthesia permit levels.

Copies of licenses or certifications should be sent to:

TMHP
Attn: Provider Enrollment
PO Box 200795
Austin, TX 78720-0795
Fax: 1-512-514-4214

If a provider’s license has expired, a termination letter will be sent to the provider, and all claims
filed on or after the expiration date will be denied. To have claim payments resumed, providers
must renew their licenses, and if necessary, provide proof of the renewal to TMHP. Payment will be
considered for dates of service on or after the date of return to active license status.
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2.1.6 Federally Qualified Health Centers (FQHCs) and Rural Health Clinics
(RHCs)

Federally qualified health centers (FQHCs), their satellite offices, FQHC look-alikes, and rural health
clinics (RHC) can enroll as providers for the Children with Special Health Care Needs (CSHCN)
Services Program.

Refer to: Chapter 19, “Federally Qualified Health Centers (FQHC) and Rural Health Clinics (RHC),”
on page 19-1.

2.1.7 Transplant Specialty Centers

Facilities enrolled in the CSHCN Services Program that perform stem cell or kidney transplants
must also be a designated specialty transplant center.

A stem cell transplant facility must be a Texas facility that is a designated Children’s Hospital or a
facility in compliance with the criteria set forth by the Organ Procurement and Transplantation
Network (OPTN), the United Network for Organ Sharing (UNOS), or the National Marrow Donor
Program (NMDP). The program or its designee will maintain a current listing of all approved
centers.

All renal transplants must be done in a Medicaid-approved, CSHCN Services Program-enrolled
transplant center facility that is certified by United Network of Organ Sharing (UNOS). For more
information about how to obtain Medicaid approval as a transplant center, contact TMHP at 1-800-
925-9126. The Centers for Medicare & Medicaid Services (CMS) maintains the list of certified and
approved transplant facilities on the CMS website.

2.1.8 Pharmacy Enroliment

The CSHCN Services Program reimburses pharmacies for medications as prescribed by a practi-
tioner licensed to do so if the medication is included in the CSHCN formulary, and if the dispensing
pharmacy is an active provider with the Vendor Drug Program (VDP). VDP reimburses pharmacies
providing medications to CSHCN clients with the exception of hemophilia blood factor products,
which are reimbursed by TMHP. Claims for medications must be submitted to VDP.Pharmacies are
reimbursed the same drug costs and dispensing fees allowed by VDP.

Pharmacies must enroll as durable medical equipment (DME) providers to provide expendable
medical supplies, standard wheelchairs and other equipment.

Refer to: Chapter 17, “Durable Medical Equipment (DME),” on page 17-1 and Chapter 18,
“Expendable Medical Supplies,” on page 18-1 for more information.

2.1.8.1 Blood Factor Products

Blood factor products may be a benefit of the CSHCN Services Program and may be provided by a
pharmacy enrolled as a DME or supplier of hemophilia blood factor products (HF). Before enrolling
with CSHCN, the provider must first be enrolled in Texas Medicaid through VDP or TMHP.

Note: Claims for blood factor products must be submitted to TMHP.

Refer to: Section 31.2.9, “Blood Factor Products,” on page 31-33 for more information on blood
factor products.

2.1.8.2 Immunizations

The administration of immunizations may be a benefit of the CSHCN Services Program and may be
provided by a pharmacy or pharmacist. A pharmacist must obtain and provide proof of certifi-
cation by the American Council on Pharmaceutical Education (ACPE) through the ACPE Certificate
Program in Pharmacy-Based Immunization Delivery to enroll in the CSHCN Services Program. The
Certificate must be accompanied by written proof of the awardee’s current certification in Cardio-
pulmonary Resuscitation (CPR) or Basic Cardiac Life Support (BCLS). All providers who enroll in the
CSHCN Services Program must first be enrolled in Texas Medicaid.
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A pharmacy that is certified to administer immunizations and has at least one pharmacist as a
performing provider can enroll in the CSHCN Services Program as a group provider.

Refer to: Section 31.2.24, “lImmunizations (Vaccines and Toxoids),” on page 31-129 for more
information.

2.1.9 Out-of-State Providers

CSHCN Services Program policies and procedures apply for providers who care for program clients
outside of Texas. This includes the requirement that providers maintain a corresponding
enrollment as Medicaid providers. Out-of-state provider’s licensure must be maintained if it is
required in the respective state(s). Providers located in Arkansas, Louisiana, New Mexico, or
Oklahoma, within 50 miles from the Texas border must be enrolled and are considered in-state
providers.

Note: This section applies only in circumstances requiring the client to travel out-of-state to receive
health-care services. The limitations listed below do not apply to out-of-state providers of selected
items who deliver their products to a client in Texas and for which the client does not have to travel out
of state to receive the products or services (such as medical foods, augmentative communication
devices, hearing amplification devices, DME supplies, reference lab services, mail order pharmacies, out
of-state interpretations ofimaging, electrocardiograms, or other services provided to the client in Texas
but sent out-of-state for interpretation).

Requests for medical services provided by an out-of-state provider more than 50 miles from the
Texas state border must be submitted to TMHP at the address provided in Section 2.1, “Provider
Enrollment,” on page 2-2.

In unique circumstances, the CSHCN Services Program may approve coverage of services if they
are within the scope of the program. The CSHCN Services Program may agree that:

* The out-of-state provider is the provider of choice for quality care.

¢ The same treatment or another treatment of equal benefit or cost is not available from CSHCN
Services Program providers in Texas.

* The out-of-state treatment should result in a decrease in the total projected CSHCN Services
Program cost of the client’s treatment.

* Medical literature indicates that the out-of-state treatment is accepted medical practice and is
expected to improve the client’s quality of life.

Refer to: Section 3.1.4, “Services Provided Outside of Texas,” on page 3-3.
Section 5.1.8, “Claims Filing Deadlines,” on page 5-5.

2.1.10 Substitute Physician

Reimbursement may be made to a physician for CSHCN Services Program-covered services that
are provided by another physician who is acting as his or her substitute. Such a substitution
arrangement may be either an informal reciprocal arrangement of 14 days or fewer, or a long-term
arrangement (up to 90 days) involving per diem or fee-for-time compensation. The arrangement
may be extended for a continuous period longer than 90 days if the billing physician’s absence is
due to being called or ordered to active duty as a member of a reserve component of the Armed
Forces.

Substitute physicians are required to enroll with the CSHCN Services Program.

Substitute physicians are also required to enroll with Texas Medicaid before enrolling in the
CSHCN Services Program and cannot be on the Texas Medicaid provider exclusion list.

Refer to: Section 31.1.3, “Substitute Physician,” on page 31-6.
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2.1.11 Providers of Family Support Services

Providers of Family Support Services (e.g., respite care, home and vehicle modification) are
enrolled and reimbursed by the CSHCN Services Program. Enrollment applications are available on
the CSHCN Services Program website at www.dshs.state.tx.us/cshcn. Mail completed enrollment
applications to:

CSHCN Services Program—-Provider Enrollment
Purchased Health Services Unit, MC-1938
Texas Department of State Health Services
PO Box 149347
Austin, TX 78714-9347
Fax: 1-800-441-5133
or 1-512-776-7238

2.2 Provider Complaints Process

The CSHCN Services Program takes each provider complaint seriously. Depending on the level and
nature of the complaint, the CSHCN Services Program works with the provider to resolve the issue.

The CSHCN Services Program provides due process for resolving all provider complaints. A
complaint is defined as any dissatisfaction expressed by telephone or in writing by a provider, or
on behalf of a provider, concerning the CSHCN Services Program. The definition of complaint does
not include a misunderstanding or a problem of misinformation that is resolved promptly by
clearing up the misunderstanding or supplying the appropriate information to the provider’s satis-
faction. The definition also does not include a provider’s oral or written dissatisfaction with an
adverse determination or appeals regarding claim payments and denials.

Procedures governing the provider complaint process are designed to identify and resolve
provider complaints in a timely and satisfactory manner. Most complaints are resolved within 30
calendar days. If the complaint cannot be resolved within 30 calendar days, the provider is notified
in writing of the status of the complaint. Referrals to other departments, such as Provider Relations
or Medical Affairs, are made when appropriate.

The TMHP Complaints Resolution Department handles all provider complaints for the CSHCN
Services Program. Providers may submit their complaints by telephone, mail, or fax. Providers will
receive an acknowledgment letter from TMHP within 5 business days of receipt of the complaint.

Provide the following information when reporting the complaint:

«  Point of contact name and phone number or email address
«  Provider name
- Provider NPl and TP, if available
«  Description of the complaint situation
«  Clientname
« Client PCN
- Date of service
Providers and clients can report complaints by calling the TMHP-CSHCN Services Program Contact
Center at 1-800-568-2413, by fax at 1-888-236-8399, or by submitting a written complaint to:
TMHP
Complaints Resolution Department
PO Box 204270
Austin, TX 78720-4270

Questions regarding the complaint process or the status of a complaint should be directed to the
TMHP-CSHCN Services Program Contact Center at 1-800-568-2413.
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Providers who believe they did not receive due process regarding the complaint from TMHP may
submit a request for an administrative review to the CSHCN Services Program in writing or by fax
to:

CSHCN Services Program
ATTN: Administrative Review
Purchased Health Services Unit, MC-1938
Texas Department of State Health Services
PO Box 149347
Austin, TX 78714-9347
Fax: 1-800-441-5133 or 512-776-7162

The appeals and administrative review processes are covered in greater detail in the following
sections of this manual:

* Chapter 4, “Prior Authorizations and Authorizations,” on page 4-1.

* Chapter 5, “Claims Filing, Third-Party Resources, and Reimbursement,” on page 5-1.
» Chapter 7, “Appeals and Administrative Review,” on page 7-1

¢ Section 2.1.4, “Provider Enrollment Determinations,” on page 2-5.

2.3 Provider Responsibilities

Important: CSHCN Services Program providers are responsible for knowing, understanding, and
complying with the laws, administrative rules, and policies of the CSHCN Services Program and Texas
Medicaid.

By enrolling in the CSHCN Services Program, providers are responsible not only for knowledge of
the adopted CSHCN Services Program agency rules published in 25 TAC, Part 1, Chapter 38, but
also with knowledge of the adopted Medicaid agency rules published in 1 TAC, Part 15, and specif-
ically including the fraud and abuse provisions contained in Chapter 371. TAC rules can be found
at www.sos.state.tx.us/tac.

CSHCN Services Program providers also are required to comply with all applicable laws, adminis-
trative rules, and policies that apply to their professions or to their facilities. Specifically, it is a
violation of program rules when a provider fails to provide health-care services or items to clients
in accordance with accepted medical community standards and standards that govern occupa-
tions, as explained in 1 TAC §371.1659 for Medicaid providers, which also applies to CSHCN
Services Program providers as set forth in 25 TAC, Part 1, §38.6(b)(1). Accordingly, CSHCN Services
Program providers can be subject to sanctions for failure to deliver, at all times, health-care items
and services to clients in full accordance with all applicable licensure and certification require-
ments. These include, without limitation, requirements related to documentation and record
maintenance, such that a CSHCN Services Program provider can be subject to sanctions for failure
to create and maintain all records required by his or her profession, as well as those required by the
CSHCN Services Program and Texas Medicaid.

2.3.1 Information Change Requests

Providers must promptly advise TMHP Provider Enrollment of address changes (office or
accounting), name changes, and federal tax identification number changes. Change information
may be communicated in writing to TMHP on the Provider Information Change Form, which is
available on the TMHP website. A W-9 is required if the provider is changing the mailing or
accounting address by written communication sent to TMHP.

CSHCN Services Program providers are able to make information changes using the Online
Provider Lookup (OPL) while logged into the TMHP portal.

The OPL is used primarily by clients to search for providers.

The following functions are available in the OPL:

 Clients are able to search for providers in up to five counties in a single search.
¢ Doing business as (DBA) names appear for providers or provider groups.
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¢ The default ZIP code radius for provider search is ten miles.
» Providers can indicate practice limitations, such as gender and age of patient.
* Providers can indicate whether or not they are accepting new patients.

The Medicaid and CSHCN Services Program provider agreements require providers to keep their
correct physical address on file with TMHP. The physical address is also displayed in the OPL so that
clients can locate providers. Providers who practice at multiple locations are required to enroll
each location at which health-care services will be rendered. It is important that each location’s
correct physical address and telephone number are available on the OPL.

Providers should verify that the physical address for their provider identifier is correct on the OPL.
Providers can confirm and update the address and other demographic information on the TMHP
website at www.tmhp.com. To locate the OPL information, providers can sign into the My Account
page and choose the option to Change/verify address information.

Providers who have an e-mail address on file with TMHP will receive a confirmation e-mail from
TMHP when a physical address has been updated. Providers can make other demographic
changes online; however, the form must be printed, signed, and mailed to TMHP, as indicated on
the printed copy.

Physical address changes may also be communicated in writing to TMHP on the Provider Infor-
mation Change Form as noted below.

2.3.2 Required Updates

Certain providers are required to verify and update key demographicinformation every six months
to ensure that their information is correct in the OPL. Affected provider types include physicians,
nurses, dentists, and durable medical equipment (DME) providers.

If more than six months have elapsed since the required demographic information in the OPL was
verified, access to the secure provider portal will be blocked until the verification takes place. Upon
logging into their accounts, users with administrative rights will see a list of provider numbers that
require verification and update. After addressing each provider number listed on the page, users
will be able to access all of the functions of the secure provider portal.

2.3.3 General Medical Record Documentation Requirements

TMHP routinely performs a retrospective review of all providers. This review may include
comparing services billed to the client’s clinical record. The following requirements are general
requirements for all providers. Any mandatory requirement not present in the client’s medical
record subjects the associated services to recoupment.

Note: This list is not all-inclusive. Additional and more specific requirements may apply to special
services areas.

Mandatory/
Requirement Desirable

All entries are legible to individuals other than the author, dated (month, day,and Mandatory
year), and signed by the performing provider.

Each page of the medical record documents the client’s name and CSHCN Services Mandatory
Program client identification number.

Allergies and adverse reactions (including immunization reactions) are promi- Mandatory
nently noted in the record.

The selection of evaluation and management codes (levels of service) is supported Mandatory
by the client’s clinical record documentation. Providers must follow either the

1995 or 1997 Documentation Guidelines for Evaluation and Management Services

published by CMS, when selecting the level of service provided.

Necessary follow-up visits specify the time of return by at least the week or month. Mandatory
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Mandatory/
Requirement Desirable

The history and physical documents the presenting complaint with appropriate  Mandatory
subjective and objective information, e.g., medical and surgical history, current

medications and supplements, family history, social history, diet, pertinent

physical examination measurements and findings, etc.

The services provided are clearly documented in the medical record with all Mandatory
pertinentinformation regarding the client’s condition to substantiate the need for
the services.

Medically necessary diagnostic lab and X-ray results are included in the medical = Mandatory
record, and abnormal findings include an explicit notation of follow-up plans.

Unresolved problems are noted in the record. Mandatory
Immunizations are noted in the record as complete or up-to-date. Mandatory
Personal data includes the parent, guardian, or caretaker’s address, employer, Desirable

home and work telephone numbers, sex, marital status, and emergency contacts.

2.3.4 Retention of Records

The provider must maintain and retain all necessary records and claims to fully document the
services and supplies provided to a client, for full disclosure to the CSHCN Services Program or its
designee. These records and claims must be retained for a period of 5 years from the date of
service, until the client’s 21st birthday, or until all audit questions, appeal hearings, investigations,
or court cases are resolved, whichever occurs last.

Upon request, these records must be made available promptly by submitting copies of such
records, at no cost, to TMHP and representatives of the Office of Inspector General (OIG) or DSHS.

If the provider places the required information in records that are in the custody of another legal
entity, such as a hospital, the provider is responsible for obtaining a copy of such records at no cost,
for use by TMHP and representatives of the Office of Inspector General (OIG) or DSHS during any
investigation or study of the appropriateness of the claims submitted by the provider.

2.3.5 Utilization Review: General Provisions

Utilization review activities required by the CSHCN Services Program are accomplished through a
series of monitoring systems developed to ensure that services are necessary and of the optimum
quality and quantity. Both clients and providers are subject to utilization review monitoring. Utili-
zation review procedures safeguard against unnecessary care and services, monitor quality, and
ensure that payments are appropriate according to the payment standards defined by the CSHCN
Services Program.

One goal of utilization review is to identify the provider whose practice patterns are not consistent
with the CSHCN Services Program requirements and the scope of benefits.

Educating the provider is the principal approach to resolution of inappropriate use. This education
must include either a provider representative visit or letter to assist with the technical aspects of
the program or a physician visit, telephone call, or letter to explain program guidelines relative to
medical necessity, intensity of service, and the appropriateness of the service. The purpose of the
letter or the visit is to discuss the inappropriate practices so that the provider may institute
measures to remedy the problem.

Depending on the intensity of the identified problem, the letter or visit may result in review of
claims before payment. Medical staff develops parameters for prepayment review according to
the identified problem. The purpose of the review is to provide additional information enabling
the provider to understand the scope of benefits by correlating billing practices and medical
policy as billing occurs. As part of the prepayment review process, providers may be required to
submit documentation. The documentation is used to ascertain the medical necessity of the
services rendered. Prepayment review occurs for a minimum of 6 months. Services not consistent
with medical policy are adjudicated in accordance with the established policies.
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Recoupment of excess payments for intensity of service not supported by the medical documen-
tation may occur at any phase in the review process.

A provider is removed from prepayment review after achieving compliance with the established
medical policy. A follow-up review is performed to monitor continued appropriate utilization of
resources.

When the provider is consistently noncompliant with policies, the provider history is provided to
the CSHCN Services Program for possible administrative sanctions.

2.3.6 Release of Confidential Information

The Health Insurance Portability and Accountability Act (HIPAA) Privacy Regulations are intended to
protect individually identifiable health information by restricting disclosure of protected health
information (PHI).

Information concerning the diagnosis, evaluation, or treatment of a client by a person licensed or
certified to perform the diagnosis, evaluation, or treatment of any medical disorder is normally
confidential information that the provider must disclose only to authorized persons. The client’s
signature is not required on the claim form for payment of a claim; however, TMHP strongly recom-
mends that the provider obtain written authorization from the client before releasing confidential
medical information. The client’s authorization for release of such information is not required
when the release is requested by and made to the CSHCN Services Program or TMHP.

2.3.7 Waste, Abuse, and Fraud

DSHS is responsible for minimizing the opportunity for provider fraud and abuse. DSHS takes
appropriate action to protect clients and the CSHCN Services Program when providers of services
are suspected of committing waste, abuse, and fraud. DSHS is responsible for establishing criteria
to identify cases of possible waste, abuse, and fraud and recouping all overpayments to a provider.
Some circumstances may result in referring a provider for legal evaluation and possible prose-
cution while other circumstances may result in administrative sanctions.

Providers are responsible for the delivery of health-care items and services to CSHCN Services
Program clients in full accordance with all applicable licensure and certification requirements, and
in full accordance with accepted medical community standards and standards that govern
occupations. Such standards include, without limitation, those related to medical record and
claims filing practices, documentation requirements, and records maintenance. The requirement
to follow all such standards in the CSHCN Services Program is incorporated by reference to the
program’s requirements, in 1 TAC section 371.1659.

Accepted medical community standards and standards that govern occupations include
standards for coding and billing. CSHCN Services Program providers must follow the coding and
billing requirements in the CSHCN Services Program Provider Manual. However, if coding and billing
requirements for the particular service are not addressed in the provider manual, and if coding and
billing requirements are not otherwise specified in program policy (such as in the provider
bulletins or banner messages), then providers must follow the most current coding guidelines.
These include the following:

e Current Procedural Terminology (CPT) as set forth in the American Medical Association’s (AMA)
most recently published CPT books, CPT Assistant monthly newsletters, and other publications
resulting from the collaborative efforts of the AMA with medical societies.

¢ Healthcare Common Procedure Coding System (HCPCS) as developed and maintained by the
federal government.

* National Correct Coding Initiative (NCCI), as set forth by CMS, and as explained in the NCCl Policy
and Medicare Claims Processing Manuals. NCCl consists of procedure code combinations (pairs
of procedure codes) that a provider must not bill together. One of the codes in the pair is
considered a part of the primary procedure and not reimbursable to the same provider on the
same date of service.

Exception: NCC| outlines the use of modifiers, some of which are not currently recognized by the
CSHCN Services Program.
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Refer to: Section 5.6.2.6, “Modifiers,” on page 5-21.

e Current Dental Terminology (CDT) as published by the American Dental Association (ADA).
* International Classification of Diseases, Tenth Revision, Clinical Modification (ICD-10-CM)
 Current Diagnostic and Statistical Manual of Mental Disorders.

To the extent that the above authorities do not conflict with any specific requirement stated in
CSHCN Services Program policy, the requirements of these authorities are incorporated by
reference into CSHCN Services Program policy. Failure to comply with these authorities may result
in a provider or person being found to have engaged in one or more program violations, as
identified in this section and also set forth in 1 TAC, Chapter 371.

2.3.8 Provider Certification/Assignment

Providers of the CSHCN Services Program are required to certify compliance with, oragreement to,
various provisions of state laws and regulations. Upon submitting a signed claim to TMHP, the
provider certifies that the following provisions were upheld:

» Services were personally rendered by the billing provider or under the personal supervision of
the billing provider.

Exception: As allowed under substitute physician and telemedicine services rulings.
Refer to: Section 37.2.1, “Telemedicine Services,” on page 37-3.

Section 31.1.3, “Substitute Physician,” on page 31-6.
¢ Theinformation contained on the claim form is true, accurate, and complete.

* All services, supplies, or items billed were medically necessary for the diagnosis or treatment of
the client.

¢ Medical records document all services billed.

* All billed charges are usual and customary for the services provided. The charges must not be
higher than the fees that are charged to private pay clients.

* Services were provided without regard to race, color, sex, national origin, age, disability, political
beliefs, or religion.

» Before providing services, providers should always discuss with, and inform clients and their
families of their liability for services not a benefit of the CSHCN Services Program.

* The provider of medical care and services files a claim with the CSHCN Services Program,
agreeing to accept CSHCN Services Program reimbursement as payment in full for services that
are a benefit of the CSHCN Services Program. The CSHCN Services Program client, or others on
the client’s behalf, must not be billed for amounts above the amount the CSHCN Services
Program paid on allowed services, or for services denied or reduced as a result of errors made in
claims filing, claims preparation, missed filing deadlines, or failure to follow the appropriate
appeal process. The client may be billed for services that are not a CSHCN Services Program
benefit.

* The provider understands that endorsing or depositing a CSHCN Services Program check is
accepting money from state or federal funds and that any falsification or concealment of
material fact related to payment may be grounds for prosecution under state or federal laws.

Payment for services is made on behalf of clients to the provider of the service by TMHP in accor-
dance with the limitations and procedures of the program.

If the claim is prepared by a billing service or printed by data processing equipment physically
removed from the provider's office, it is permissible to print “Signature on File” in place of the
provider’s signature. The billing service must obtain and retain a letter on file signed by the
provider authorizing the submission of his or her claims. Providers delegating signatory authority
to a member of the office staff or to a billing service remain responsible for the accuracy of all infor-
mation on a claim submitted for payment.
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2.3.9 Billing Clients

CSHCN Services Program clients, parents, or guardians of children eligible for CSHCN Services
Program benefits must not be billed for CSHCN Services Program covered services. CSHCN
Services Program providers must agree to accept the CSHCN Services Program allowed amount of
payment (regardless of payer) as payment in full for covered services provide to CSHCN Services
Program clients. Providers may collect allowable insurance or health maintenance organization
co-payment, in accordance with those plan provisions.

CSHCN Services Program providers must agree to accept the CSHCN Services Program allowed
amount of payment (regardless of payer) as payment in full for covered services provided to
CSHCN Services Program clients. A provider must not require a down payment, bill, or take
recourse against an eligible client for a denied or reduced claim for services that are within the
amount, duration, and scope of benefits of the CSHCN Services Program when the action is the
result of any of the following provider errors:

* Failure to submit a claim, including claims not received by TMHP.

* Failure to submit a complete authorization or prior authorization request, on a program-
approved form, within the established deadlines.

* Failure to submit a claim within the 95-day filing deadline.
* Filing an incorrect claim.

* Failure to resubmit a corrected claim or to appeal a claim within the 120-day correction and
resubmission period.

* Errors made in claims preparation, claims submission, or in the correction and resubmission
(appeal) process.

* Failure to submit a request for Administrative Review to the CSHCN Services Program within
30 days of the date of the resubmission (appeal) denial.

A provider attempting to bill or recover money from a client is in violation of the above conditions
and may be subject to termination from the CSHCN Services Program.

A provider may bill the client for:
* Any service that is not a benefit of the CSHCN Services Program, such as obstetrical care.

 All services incurred on noncovered days due to eligibility or inpatient hospital or inpatient
rehabilitation day-limitations. Total client liability must be determined by reviewing the
itemized statement and identifying specific charges incurred on the noncovered day.

Each provider must furnish services to eligible CSHCN Services Program clients in the same
manner, to the same extent, and of the same quality as services provided to other clients. Services
made available to other clients must be made available to CSHCN Services Program clients when
the services are benefits of the CSHCN Services Program.

Clients must not be billed for the completion of a claim form, even when it is a provider's office
policy to do so.

Refer to: Chapter 4, “Prior Authorizations and Authorizations,” on page 4-1.
Chapter 5, “Claims Filing, Third-Party Resources, and Reimbursement,” on page 5-1.
Chapter 7, “Appeals and Administrative Review,” on page 7-1.

2.3.10 Texas Family Code Compliance

2.3.10.1 Child Support

The Texas Family Code, §231.006, places certain restrictions on child support obligors. Texas Family
Code §231.006(d) requires a person who applies for, bids on, or contracts for state funds to submit
a statement that the person is not delinquent in paying child support. This law applies to an
individual whose business is a sole proprietorship, partnership, or corporation in which the
individual has an ownership interest of at least 25 percent of the business entity. This law does not
apply to contracts or agreements with governmental entities or nonprofit corporations.
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The law also requires that payments be stopped when notified that the contractor or provider is
more than 30 days delinquent in paying child support. CSHCN Services Program payments are
placed on hold upon notification that a provider is delinquent in child support payments. A
provider application may also be denied or a provider agreement terminated when the provider
is delinquent in paying child support.

2.3.10.2 Abuse and Neglect Reporting Requirements

DSHS and the CSHCN Services Program expect providers to comply with the provisions of state law
as set forth in Chapter 261, Texas Family Code, related to the reporting of child abuse and neglect.

Note: A professional may not delegate to or rely on another person to make the report of abuse or
neglect.

2.4 TMHP-CSHCN Services Program Contact Center

The TMHP-CSHCN Services Program Contact Center at 1-800-568-2413 is available Monday
through Friday from 7 a.m. to 7 p.m., Central Time, and is the main point of contact for the CSHCN
Services Program provider community.
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3.1 Client Benefits

The CSHCN Services Program is a comprehensive health-care program. Clients must see providers
who are enrolled in the CSHCN Services Program, and they can go to specialists without a referral.
Benefits include, but are not limited to, the items in the list below. Consult the specific chapter or
section for more details about coverage and authorization requirements.

Ambulance

Ambulatory or day surgery

Augmentative communication devices (ACDs)

Behavioral health

Dental and orthodontia

Drug copayments (except Children’s Health Insurance Program [CHIP] drug copayments)
Durable medical equipment and expendable medical supplies
Eye prostheses

Gastrostomy devices

Genetic services

Hearing services

Hemophilia blood factor products

Home health services

Hospice care

Inpatient services

Laboratory services

Insurance Premium Payment Assistance (IPPA) (reimburses health insurance premiums)
Medical foods and nutritional services

Orthotics and prosthetics

Outpatient services

Physical and occupational therapy (outpatient only)

Physical medicine

Prescription drugs

Primary and preventive care

Physician services, including services performed by advanced practice registered nurses
(APRNs)

Podiatry

Prescription shoes

Radiology and radiation therapy services
Rehabilitation (inpatient and outpatient)
Renal dialysis

Renal transplants

Respiratory care and equipment
Speech-language pathology (outpatient only)
Sleep studies

Stem cell transplants ($200,000 maximum)
Surgery

Telemedicine

Vision care
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3.1.1 Prescription Drug Benefits

The Vendor Drug Program (VDP) processes all of the prescription drug claims for CSHCN Services
Program clients. Claims for the following drugs and products may be submitted for
reimbursement:

* Aerosolized tobramycin (TOBI)*

¢ Growth hormone products

* Human immunodeficiency virus (HIV)/acquired immunodeficiency syndrome (AIDS) drugs
¢ Insulin/insulin syringes

* Medications for home use (including vitamins)

* Pulmozyme*

¢ Palivizumab (Synagis)**

*Prior authorization is required for these drugs.

** Requests for prior authorization of all the drugs listed above with the exception of Palivizumab
(Synagis), must be submitted to VDP. Prior authorization requirements for Palivizumab (Synagis)
are detailed in Section 3.1.2, “Respiratory Synctial Virus (RSV) Prophylaxis,” below.

For VDP prior authorization requirements, providers may contact VDP at 1-800-435-4165 or online
at www.txvendordrug.com/dur/prior-approval.shtml.

An approved prescribing physician must submit a completed and signed Pulmozyme and TOBI
Medical Information Form annually to certify that the CSHCN Services Program client continues to
require either of these medications. The Pulmozyme and TOBI Medical Information Form is
available through VDP.

Note: HIV/AIDS drugs are a benefit for CSHCN Services Program clients for 60 days. A denial from the
Texas HIV Medicaid program and any third-party payer, if applicable, must be submitted to extend
coverage for those drugs beyond 60 days.

The CSHCN Services Program does not reimburse providers for drug waste.

3.1.2 Respiratory Synctial Virus (RSV) Prophylaxis

Prior authorization for the RSV prophylaxis drug Palivizumab (Synagis) must be obtained through
the CSHCN Services Program.

To request prior authorization, a completed Children with Special Health Care Needs (CSHCN)
Services Program Synagis® (Palivizumab) Prior Authorization Request & Prescription Form 2013
must be faxed to the CSHCN Services Program at (512-776-7238).

Providers may refer to the Texas Health and Human Services Commission Texas Medicaid/CHIP
Vendor Drug Program website at www.txvendordrug.com/pa/rsv for a copy of the prior authori-
zation form and more information about obtaining palivizumab for CSHCN Services Program
clients.

For additional information about RSV criteria, refer to Section 31.2.24.15, “Respiratory Synctial
Virus (RSV) Prophylaxis,” on page 31-136.

3.1.3 Medical Transportation Program (MTP) Benefits

The MTP makes travel arrangements for CSHCN Services Program clients to get to their medical or
dental appointments, or to the pharmacy. Clients must call MTP in advance to request travel assis-
tance. To contact MTP, call 1-877-633-8747.

3.1.4 Services Provided Outside of Texas

CSHCN Services Program policies and procedures apply to all enrolled providers outside of the
state of Texas. Out-of-state providers must be enrolled and remain enrolled as Title XIX Medicaid
providers for to claims to be considered for reimbursement by the CSHCN Services Program.

Refer to: Section 2.1.9, “Out-of-State Providers,” on page 2-10.

CPT only copyright 2015 American Medical Association. All rights reserved. 3-3


http://www.txvendordrug.com/dur/prior-approval.shtml
http://www.txvendordrug.com/pa/rsv

CSHCN Services Program Provider Manual-October 2016

3.1.5 CSHCN Services Program Services and Supplies Limitations and
Exclusions

The following are not CSHCN Services Program benefits (this list is not all-inclusive):

Abortions

Allergy treatment services, except antibiotic desensitization
Ambulatory blood pressure monitoring

Attendant care services

Augmentation mammoplasty or breast reconstruction (except following a medically necessary
mastectomy)

Autopsies
Neurofeedback (i.e., EEG biofeedback)

Care and treatment related to any condition for which benefits are provided or available under
worker’s compensation laws

Chemolase injection (chymodiactin and chymopapain)
Chiropractic treatment

Circumcisions (routine)

Color vision and dark adaption exams
Craniotomy for lobotomy

Custodial care

Dermabrasion or chemical peels

Donor search for kidney transplants

Donor search for stem cell transplants

Dressings and supplies billed in physician’s office
Ear piercing or repair of ear piercing
Experimental or investigational procedures
Extracorporeal membrane oxygenation (ECMO)
Extracorporeal photophoresis

Fees for completing or filing a CSHCN Services Program claim form, CSHCN Services Program
Physician/Dentist Assessment Form, or other documentation

Fertility services

Fetal medical and surgical services

Implantation of antiesophageal reflux device

More than 60 days of inpatient hospitalization per calendar year

Note: An additional 60-day hospital stay begins on the date of hospital admission for an approved
stem cell transplant (refer to Section 24.3.1.4, “Transplants - Nonsolid Organ,” on page 24-10).

Inpatient rehabilitation of more than 90 days per calendar year

Intermittent positive pressure breathing (IPPB) (physician services)

Intersex surgery (except to repair or treat congenital defects)

Intestinal bypass surgery and gastric stapling for the treatment of morbid obesity
Lipectomies and rhytidectomies

Manipulation of chest wall, including percussion

Newborn services (routine)

Obsolete diagnostic tests

Obstetrical tests

Outpatient cardiac rehabilitation
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* Penile plethysmography or nocturnal tumescence test

¢ Peripheral and thermal angioplasty

* Portable X-ray services

¢ Prostate treatment (massage and surgery)

* Recreational therapy

¢ Routine blood drawing for specimens

 Salivary gland and duct diversion or ligation

e Services or supplies:
» For which benefits are available under any other contract, policy, or insurance
* For which claims were not submitted within the filing deadline
* That are not reasonable and necessary for diagnosis or treatment
* That are not specifically a benefit of the CSHCN Services Program
* Provided before or after the eligibility time period of the client
* Provided to clients on the CSHCN Services Program waiting list

* Provided to a client after a finding was made during utilization review procedures that these
services or supplies were not medically necessary

* Payable by any health, accident, or other insurance coverage; by any private or other govern-

mental benefit system; or by any legally liable third party

* Provided by ineligible, suspended, or excluded providers
« Silicone or collagen injections (cosmetic)
* Single photon emission computerized tomography (SPECT) imaging
* Social and educational counseling
¢ Speech prosthesis insertion
* Sterilizations, sterilization reversals, infertility, obstetrics, and family-planning services
¢ Substance abuse treatment
* Tattooing
* Telephone calls, computer calculations, reports, and medical testimony
* Transplants of the heart, intestines, liver, lung or pancreas
* Travel allowance for specimen collection for homebound clients

3.2 Client Eligibility

3.2.1 CSHCN Services Program Application Criteria

Applicants who may be eligible for coverage under Medicare, Medicaid, Medicaid Buy-In (MBI),
Medicaid Buy-In for Children (MBIC), or CHIP by reason of citizenship, residency status, age, or
medical condition must apply for coverage. A written Medicaid and CHIP determination must be
sent with the application for the CSHCN Services Program. Applicants who are not citizens or legal
residents of the United States or who are currently enrolled in CHIP or Texas Medicaid are exempt
from this requirement. Proof of exempt status must be sent with the application for the CSHCN
Services Program.

If the CSHCN Services Program does not receive the Medicaid or CHIP determination or evidence
of exemption from this requirement with the application, the applicant is given 60 days to submit
the requested information. During this 60-day period, the applicant may send in any additional
information that the CSHCN Services Program requires to process the application. If all information
is received before the end of the 60 days, the CSHCN Services Program may grant eligibility for
CSHCN Services Program health-care benefits or place the client on the waiting list, the eligibility
effective date will be established as the date the application was made complete.
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If the client or applicant has submitted all of the documentation required to approve his or her
case for CSHCN Services Program health-care benefits except for the Medicaid and CHIP determi-
nations, the program may approve the case for 60 days until the Medicaid and CHIP
determinations are received. Services are suspended if the Medicaid or CHIP determinations are
not received on or before the end of 60 days. The suspension remains until the requested infor-
mation is received. Once all of the required information is received, eligibility is granted. Eligibility
is suspended between the 60-day cutoff date and the date on which the requested information is
received.

An extension of 30 days may be granted for exceptional circumstances when requested.

The CSHCN Services Program does not pay for any services until the client’s application is
approved and the client is eligible to receive CSHCN Services Program health-care benefits.

If the CSHCN Services Program denies eligibility to a program applicant, the program shall give the
applicant written notice of the denial and of the applicant’s right to request an administrative
review of the denial within 30 days of the date of the notification.

If the CSHCN Services Program proposes to modify, suspend, or terminate a client’s eligibility for
health-care benefits (unless such program actions are authorized by the CSHCN Services Program
Rules Title 25 Part I TAC §38.16 relating to Procedures to Address Program Budget Alignment), the
CSHCN Services Program shall give the client written notice of the proposed action and of the
client’s right to request an administrative review of the proposed action within 30 days of the date
of notification.

Any questions concerning a client’s eligibility for benefits of the CSHCN Services Program must be
directed to the CSHCN Services Program Central Office at 1-800-252-8023.

3.2.2 Eligibility Criteria
A person may be eligible for health-care benefits under the CSHCN Services Program if the
following conditions are met:

* The applicant must be a Texas resident.

» The applicant is 20 years of age or younger. Persons diagnosed with cystic fibrosis are exempt
from this requirement.

* The applicant’s family meets the CSHCN Services Program financial eligibility criteria.

* Theapplicant’s physician or dentist attests to the program’s medical certification definition and
provides a diagnosis that meets the definition on the CSHCN Services Program
Physician/Dentist Assessment Form located in the CSHCN Services Program Application
Booklet.

The applicant must be eligible for medical assistance at the time the service is provided. Having an
application for CSHCN Services Program eligibility in process is not a guarantee that the applicant
can become eligible. Services and supplies are not paid by the CSHCN Services Program if they are
provided to a client before the effective date of his or her eligibility or after the effective date of his
or her denial of eligibility.

3.2.3 Prematurity

Applicants who meet the definition of prematurity are not medically eligible for CSHCN Services
Program health care benefits until they have been discharged from the hospital and remain out of
the hospital for at least 14 consecutive days.

3.2.4 Program Applicants and Clients Residing in Long-Term Care

Applicants and clients who are residing in skilled nursing facilities (SNF), intermediate care facilities
for individuals with intellectual disabilities (ICF/IID), state hospitals (court-ordered and not
considered a public institution), or community group homes may apply for CSHCN Services
Program health care benefits.
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Long-term care services provided by the facilities described above are not a covered health care
benefit. If an ongoing CSHCN Services Program client is admitted to any of the above-mentioned
facilities, his or her eligibility for covered health care benefits remains unchanged; however, the
client may qualify for Medicaid or CHIP services and must maintain that coverage to continue eligi-
bility for covered CSHCN Services Program health care benefits.

3.2.5 Program Applicants and Clients That Are Incarcerated

If an applicant or client meets the financial, medical, age, residency, and other criteria for eligibility
for CSHCN Services Program health care benefits, eligibility may be granted; however, the
applicant or client is not eligible for CSHCN Services Program health care benefits until released
from custody. Services provided while the client is in the custody of, or incarcerated by, any
municipal, county, state, or federal governmental entity are not covered.

Exception: Case management or prior-approved FSS not provided by the governmental entity, that
are needed during the time when a client is making a transition from custody or incarceration into a
community-living setting, may be covered

3.2.6 Sporadic Medicaid, MBIC, MBI, or CHIP Coverage

If the CSHCN Services Program client loses Medicaid coverage for longer than one month, reappli-
cation to Medicaid is required. The client is notified that reapplication is required and is given 60
days to submit the Medicaid determination. CSHCN Services Program coverage for health care
benefits may be granted during the 60 day period. If the determination is not received within the
60 day period the client’s eligibility may be suspended. The CSHCN Services Program may grant a
30-day extension, at the client’s request, to obtain the determination for Medicaid.

If a clientis disenrolled by MBIC or MBI during the coverage period, the client or family must submit
written notification to the CSHCN Services Program stating the reason for disenrollment.

Acceptable reasons to end MBIC or MBI coverage include, but are not limited to:
* Age limitations

¢ Has Medicaid coverage

* Lost private insurance coverage

* Found not to be a U. S. citizen

3.2.7 Eligibility Date for Program Health Care Benefits

The effective date of eligibility for CSHCN Services Program health care benefits is the date of
receipt of the application, except in the following circumstances:

* Newborn. The effective date of eligibility for newborns that are not born prematurely is the date
of birth. Newborn means a child 30 days old or younger.

* Spenddown. The effective date of eligibility for applicants with spenddown is the day after the
earliest DOS on which the cumulative bills are sufficient to meet the spenddown amount. Only
medical bills having a DOS within the 12 months prior to the date of receipt of the application
denial date may be included to satisfy spenddown requirements. Medical bills from any
member of the household for which the applicant, parents, guardian, or managing conservator
of the applicant is responsible and that are not payable by another entity may be included. All
spenddown documentation must be received within 60 days of receipt of the application
denial. Medical bills that are used to meet spenddown are not payable by the CSHCN Services
Program.

* Waiting List Exception. If an ongoing client (not on the waiting list) reapplies on or before the day
that CSHCN Services Program financial and medical eligibility expires and the income is over
scale, his or her name is not placed on the waiting list. Eligibility is denied until bills are received
that are sufficient to meet spenddown. Eligibility then begins according to the spenddown
criteria above.

* Prematurity. The effective date of eligibility for an applicant that is born prematurely is the day
after the applicant has been out of the hospital for 14 consecutive days.
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* Trauma. The effective date of eligibility following traumatic injury is the day after the acute
phase of the treatment ends, the date of transfer to the rehabilitation facility, or the date
discharged to home

* The Trauma and Accident Section of the CSHCN Services Program Physician and Dentist
Assessment Form in the CSHCN Services Program Application Booklet must be completed for all
first time applicants. Applicants who are currently ongoing clients and are reapplying to
establish continuing eligibility, or applicants who have had CSHCN Services Program eligibility
in the past are exempt from this requirement. This exemption pertains even if the returning
applicant has sustained a traumatic injury or accident during any time following the submission
of an original application that included this information.

* The received date is the date the application is received by the CSHCN Services Program.

3.2.8 Financial Eligibility Criteria

Prospective CSHCN Services Program clients must meet financial eligibility requirements.
Additional information about CSHCN Services Program financial eligibility is available at the toll
free CSHCN Services Program Inquiry Line at 1-800-252-8023 or online at www.dshs.state.tx.us.
CSHCN Services Program inquires may also be mailed to:

CSHCN Services Program
Department of State Health Services, MC 1938
P.O.Box 149347
Austin, TX 78714-9347

Important: All client eligibility information must be kept up to date. CSHCN Services Program financial
eligibility must be updated annually. Medical eligibility must be updated annually; however, medical
information may be updated whenever there is a change in the client’s condition.

3.2.9 Medical Eligibility Criteria and the Physician/Dentist Assessment Form
(PAF)

An important element of determining client eligibility is the CSHCN Services Program
Physician/Dentist Assessment Form (PAF). The PAF provides the CSHCN Services Program with
vital information about the client’s medical condition, qualifies the client as medically eligible for
benefits, and is used when clients are considered for removal from the waiting list. The PAF also
provides a medical certification for a diagnosis that meets the CSHCN Services Program’s
definition of a child with special health-care needs and also allows for identification and expla-
nation of an urgent need for medical care.

CSHCN Services Program applicants and clients are required to submit proof of their medical
condition with the initial application, notify the CSHCN Servcies Program of any changes in the
client’s condition, and certify at least once annually that the client is medically eligible. This infor-
mation is completed and submitted on the CSHCN Services Program Physician/Dentist
Assessment Form.

Copies of the form are included with the application packet, and clients or their families must
ensure that a physician or dentist provides the information necessary to meet the medical eligi-
bility requirements of the CSHCN Services Program.

3.2.9.1 Medical Certification Definition

The CSHCN Services Program rules state that the following medical criteria should be used when
referring clients to the program:

* A chronic developmental condition must include physical manifest and may not be solely a
delay in intellectual, mental, behavioral, or emotional development.

CSHCN Services Program rules state the following for a chronic physical condition:

¢ Such a condition may exist with accompanying developmental, mental, behavioral, or
emotional conditions, but is not solely a delay in intellectual development or solely a mental,
behavioral, or emotional condition.
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A diagnosis of intellectual disability, autism, or attention deficit hyperactivity disorder (ADHD)
does not indicate a physical disability by itself. If the client also has cerebral palsy or another
condition causing physical disability, use that diagnosis on the PAF to expedite the processing of
the application.

The physician or dentist who completes the PAF must also certify that the applicant meets the
CSHCN Services Program’s definition of a person with special health-care needs outlined below:

* 21 years of age or younger

* Must have a chronic physical or developmental condition that will last or is expected to last for
at least 12 months and may result in limits to one or more major life activities or result in death
if not treated

* Must have a chronic physical or developmental condition that requires health and related
services of a type or amount beyond those generally required by children

* Must have a physical (body, bodily tissue, or organ) manifestation

* May have an accompanying developmental, mental, behavioral, or emotional condition(s) that
is not solely a delay in intellectual development or solely a mental, behavioral, or emotional
condition

* A person of any age who has cystic fibrosis

3.2.9.2 Primary and Secondary Diagnoses

The CSHCN Services Program is not diagnosis-restricted; however, a valid International Classifi-
cation of Diseases, Tenth Revision, Clinical Modification (ICD-10-CM) code that indicates an
applicant’s chronic physical condition is required on the PAF. This information is important for
program data purposes and to ensure that the applicant meets the program'’s definition of a child
with special health-care needs.

The primary diagnosis on the PAF must be medical in nature and meet CSHCN Services Program
criteria. Any additional diagnoses may be listed in the Other Diagnoses section located below the
Primary Diagnosis line.

For example, if a CSHCN Services Program client has a diagnosis of autism and cerebral palsy, use
cerebral palsy as the primary diagnosis because it indicates a physical disability, and autism does
not.

To facilitate applications to the CSHCN Services Program for certain applicants, the CSHCN Services
Program medical director may accept written documentation of medical criteria certification
submitted by a physician or dentist who is licensed to practice in a state or jurisdiction of the
United States of America other than Texas.

The CSHCN Services Program does not reimburse providers for written documentation of medical
criteria certification. In addition, providers may not request or accept payment from the client or
applicant, or the client or applicant’s family, for completing any CSHCN Services Program forms.

3.2.9.3 Important Considerations When Completing the PAF

* Use as the primary diagnosis, a medical diagnosis that indicates the client’s chronic condition
that meets the CSHCN Services Program’s definition of a child with special health-care needs,
and/or identifies the urgent need for care.

* Use the full diagnosis code, including any suffixes (e.g., “D51.2" rather than “D51").

* IfYESis noted in the Determination of Urgent Need for Services section, an explanation must be
entered to justify the YES answer. If this section is incomplete, the PAF will be rejected.

* Aphysician or dentist must complete the Physician/Dentist Data section of the form, sign it,and
date it. The signature must be an original signature. Electronic or stamped signatures are not
accepted. The form can only be signed by a physician (doctor of medicine [MD], doctor of
osteopathy [DO], doctor of dental surgery [DDS], or doctor of dental medicine [DMD]) who has
seen the client in the previous 12 months.

* An original signature is required. Electronic or stamped signatures are not accepted.
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* Instructions for updating the PAF are also available on the TMHP website.
Refer to: Physician/Dentist Assessment Form Instructions

Tip: Providers can photocopy this form, but should retain the original for future use. The instructions
and form are available on the TMHP website at www.tmhp.com.

3.3 CSHCN Services Program Eligibility Form

The CSHCN Services Program Eligibility Form gives clients, parents, and providers a quick way to
verify CSHCN Services Program eligibility. The form is designed to convey all of the information
necessary to document identification information. Medicaid or other insurance information
(including CHIP) listed on the form at the time of application is valid and must be verified
independently.

Refer to: CSHCN Services Program Eligibility Form Sample on page 3-12.

CSHCN Services Program Eligibility Forms are valid for a 12-month coverage period. Clients must
reapply for CSHCN Services Program health-care benefits annually. A new application and all proof
of financial eligibility must be submitted each time a client reapplies for the CSHCN Services
Program. This form is one way to verify client eligibility.

The client eligibility form shows:

¢ The client’s case number (also called the client ID number). The case number for the CSHCN
Services Program will always begin with a 9 and end with 00.

¢ The client’s name, date of birth, and sex.
* The 12 months of the client’s eligibility.

* Information about any other insurance the client may have had at the time of application. This
is indicated by the text “Medicaid/Insurance” below the client’s date of birth. More about what
to do when a client has other insurance coverage is in Section 3.5 and Section 3.7.

Providers should ask for the form when scheduling a client for an appointment. Under certain
circumstances, the form may not be valid at the time the provider sees the client.

Providers can also verify client eligibility by using the following options:

¢ CSHCN Services Program Automated Inquiry System (AIS) at 1-800-568-2413.
* CSHCN Services Program at 1-800-252-8023.

* TMHP Electronic Data Interchange (EDI) Gateway.

* TMHP website at www.tmhp.com.

If the client is not eligible when they arrive for an appointment, the provider must advise the client
that they are being accepted as a private-pay client at the time the service is provided. The client
will be responsible for paying for all services received. Providers are encouraged to ensure that the
client signs written notification indicating that the client is being accepted as a private-pay client.

Refer to: The “Client Eligibility” computer-based training on www.tmhp.com.

The CSHCN Services Program Eligibility Form provides the reapplication deadlines that are specific
to each client. It identifies the date on which they can start the reapplication process and lets them
know that they must submit a renewal application before their eligibility ends.

Approximately 60 days before the eligibility renewal date, the CSHCN Services Program mails a
letter and a reapplication packet containing the CSHCN Services Program Application Booklet (T-3)
to clients. Clients who have not received the packet within 30 days prior to the renewal date can
request one from their local CSHCN Services Program Regional Office (refer to the listing at
Section 1.3.2, “Regional Offices,” on page 1-6 of this manual), or by calling the CSHCN Services
Program Central Office at 1-800-252-8023, or downloading the booklet from the CSHCN Services

Program website at www.dshs.state.tx.us/cshcn/clapplforms.shtm.
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3.3.1 Eligibility Restrictions

Under certain circumstances, the client eligibility form may not be valid at the time of the client’s
appointment. For example, restrictions are sometimes placed on clients’ cases after they receive
their eligibility form. Some reasons for restrictions are:

* The CSHCN Services Program needs a Medicaid or CHIP determination.
* The client or family has moved.

* The family circumstances have changed, possibly making the client ineligible for the CSHCN
Services Program.

* The client or family must apply to the Medically Needy Program.
The restriction period usually lasts 60 days. A 30-day extension may be granted when requested.

The client can continue to receive CSHCN Services Program benefits while there is a pending
restriction on the case. However, there are a few important conditions to keep in mind.

* Ifthe CSHCN Services Program receives the requested information or documentation before the
end of the 60-day restriction period, the restriction ends, and there is no lapse in the client’s
eligibility.

* If the CSHCN Services Program receives the information or documentation after the end of the
60-day period (and the added 30-day extension, if requested), but before the end of the client’s
eligibility, their eligibility will lapse from the time the restriction period deadline until the time
the CSHCN Services Program received the information.

* If the CSHCN Services Program receives the information after the client’s eligibility expires, the
client’s name is placed on the program’s waiting list. Clients on the waiting list are not eligible
for health benefits.
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DAVID L.LAKEY, M.D..
COMMISSIONER

PARENT/GUARDIAN NAME
STREET ADDRESS
CITY, TX ZIPCODE

This form may be used for services only between the “valid” dates
listed in the box above.

This is your NEW CSHCN Services Program Eligibility Form. If
you already have a form, throw away the old one. Take this form
with you when you visit CSHCN Services Program providers. Do
not loan this form to other people. Service providers can copy the
form for their files. If you lose this form, call the CSHCN Services
Program Eligibility Section. W henever you call or write to the
CSHCN Services Program, use the case nunber (Case #) shown on
this form.

You m ust reapply for the CSHCN Services Program every 12
months. Send a new application and all proofs each time you
reapply for CSHCN Services Program financial eligibility.

To stay on the CSHCN Services Program after this form runs out
you must fill out a new CSHCN Services Program application and
send the application to the CSHCN Services Program on or after
xx/22/2xxx. However, your application m ust be received by the
CSHCN Services Program not later than xx/03/2xxx. To get a new
CSHCN Services Program application, call the CSHCN Services
Program at 1-800-252-8023.

CSHCN Services Program Eligibility Form

Provider Information

3.3.2 CSHCN Services Program Eligibility Form Sample

TEXAS DEPARTMENT OF STATE HEALTH SERVICES

P.O. Box 149347 e Austin, Texas 78714-9347
1-888-963-7111 e http://www.dshs.state.tx.us

Children with Special Health Care Needs Services Program
Automated Inquiry System (AIS):
1-800-568-2413
Phone: 1-800-252-8023 or 512-458-7355

CSHCN Services Program
Case # 9-123456-00

Name: CLIENT NAME

Birth: 06/05/00 Sex: M
Medicaid/Insurance

Medicaid Number: 123456789
Valid xx/01/2xxx thru xx/03/2xxx

Este formulario se puede usar pa ra conseguir servicios solam ente
durante las fechas validas (valid) indicadas en la casilla de arriba.

Este es su NUEVO form ulario de elegibilidad para el Programa de
Servicios de CSHCN. Si usted ya tiene un formlario, tire el
formulario viejo. Lleve este formuilario consigo para obtener servicios
de los proveedores del Programa de Servicios de CSHCN. No preste
este formulario a otras personas. Los proveedores pueden hacer una
copia de este form ulario para sus archivos. Si usted pierde este
formulario, llam e al personal de la Seccion de Elegibilidad del
Programa de Servicios de CSHCN. Siempre y cuando usted llame o
escriba al Programa de Servicios de CSHCN, use el niimero de caso
(Case #) que aparece en este formulario.

Usted tiene que presentar una nueva solicitud para el Program a de
Servicios de CSHCN cada 6 m eses. Mande una nueva solicitud y
todos los comprobantes cada vez que usted presente una solicitud para
elegibilidad financiera al Programa de Servicios de CSHCN.

Para continuar en el Prograna de Servicios de CSHCN después de que
termine su elegibilidad, tiene que rellenar una nueva solicitud del
Programa de Servicios de CSHCN y mandar la solicitud al Programa
de Servicios de CSHCN después del xx/ 22/2xxx. Sin em bargo, el
Programa de Servicios de CSHCNtiene que recibir su solicitud al nas
tardar el xx/ 03/2xxx. Para obtener una nueva solicitud para el
Programa de Servicios de CSHCN, llane al Programa de Servicios de
CSHCN al nimero 1-800-252-8023.

The client named on this form s eligible for CSHCN Services Programbenefits for the period indicated. Service providers nay duplicate this
form for their files. Providers must be enrolled in the CSHCNServices Program. Prior authorization is required for some services. The CSHCN
Services Program may revoke eligibility in the event of policy cha nges, changes in client m edical or financial condition, or er ror. See the
CSHCN Services Program Provider Manual for details. For more information, contact the CSHCN Services Program.

Under certain circumstances, the eligibility form MAY NOT be valid at the time you see this client. Please verify client’s elighility for CSHCN
Services Program Benefits by calling CSHCN-AIS at 1-800-568-2413 or the TMHP-CSHCN Contact Center at 1-800-568-2413.
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3.4 Clients Eligible for Medicaid and CSHCN Services Program
Benefits

The CSHCN Services Program requires all applicants to apply for Medicaid and include the deter-
mination or exemption letter in their program application. The CSHCN Services Program will not
pay for services until the client’s Medicaid eligibility is determined. The CSHCN Services Program
also does not pay for services provided to children who are also eligible for Medicaid, with the
exception of the transportation of a deceased client’s body.

Information about Medicaid is printed on the CSHCN Services Program Eligibility Form. The
coverage is indicated by the word Medicaid, below the date of birth in the CSHCN Services
Program Client Number block. This information is obtained at the time of application, and it must
be verified at the time the service is provided.

If the CSHCN Services Program pays benefits that also were paid by Medicaid, providers are
responsible for refunding the full CSHCN Services Program payment. Providers must make the
refund check payable to TMHP and send it to the attention of the TMHP Financial Unit. Send the
refund check along with the CSHCN Services Program Refund Information Form to the following
address:

Texas Medicaid & Healthcare Partnership
Attn: Financial Unit
123578 Riata Trace Parkway, Suite 100
Austin, TX 78727

Include the following information:

* Client name and CSHCN Services Program client number

¢ Copies of the Remittance and Status (R&S) Reports from both Texas Medicaid and the CSHCN
Services Program that show the claims were paid

» Date of service

* Provider name

* Provider identifiers

Note: If the Medicaid claims administrator (TMHP) denies a claim with the explanation of benefits
(EOB) code 00182 (client not eligible), but the family has evidence that the client is eligible for Medicaid,
providers must appeal or resubmit the claim to TMHP. Client Medicaid eligibility information may not
have been available at the time of the first claim submission.

3.5 Clients Eligible for CHIP and CSHCN Services Program Benefits

CHIP offers comprehensive health-care coverage to thousands of Texas children who are
uninsured. CHIP provides services such as physician care, medications, medical equipment,
therapies, hospitalization, and much more.

Many children in the CSHCN Services Program are eligible for CHIP. Children may receive CHIP and
CSHCN Services Program benefits at the same time. The CSHCN Services Program may pay for
meals, transportation, lodging, other services not available from CHIP, or services beyond the CHIP
maximum benefit. The CSHCN Services Program is the payer of last resort for medical services.

CHIP benefits apply to all children in the family, including the child who is also eligible for the
CSHCN Services Program. For more information about CHIP (children and perinatal coverage),
contact CHIP/Children’s Medicaid at 1-877-KIDS-NOW (1-877-543-7669) or visit the CHIP website
at www.chipmedicaid.com.

3.6 Clients Eligible for Medicaid and Comprehensive Care Program
(CCP) Benefits

The Texas Comprehensive Care Program (CCP) and Texas Medicaid (Title XIX) Home Health
Services cover medically necessary services for enrolled clients who are 20 years of age or younger.
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The CSHCN Services Program does not pay claims for its clients who are eligible for CCP and whose
claims were denied by Medicaid for any reason, including late filing, limited client, duplicate
services, incorrect claim form, or additional information required.

Additional information about CCP is available toll free at 1-800-846-7470, Monday through Friday,
from 7 a.m. to 7 p.m, Central Time.

3.7 Medically Needy Program (MNP)

MNP provides access to Medicaid benefits for children who are 18 years of age or younger and
whose family income exceeds the eligibility limits under Temporary Assistance to Needy Families
(TANF) or one of the medical-assistance-only programs for children, but whose income and assets
are not sufficient to meet their medical expenses.

The CSHCN Services Program requires all applicants to include a Medicaid determination or
exemption along with their application. No services are paid by the CSHCN Services Program until
Medicaid eligibility is determined.

Once eligibility is established, the client can receive the same care and services available to all
other Medicaid clients.

The CSHCN Services Program may ask clients to apply to MNP if $2,000 or more in medical bills
were paid or are expected to be paid by the CSHCN Services Program. Clients are given 60 days to
apply to MNP and send the determination to the CSHCN Services Program.

CSHCN Services Program client benefits are not limited during this 60-day period; however, the
Program will suspend a client’s eligibility if he or she does not comply with the request to apply to
MNP.

3.7.1 MNP Spend Down Processing

MNP applicants must meet basic TANF eligibility requirements. Eligibility may be determined with
or without spend down (the difference between the applicant’s net income and the MNP income
limits). When the applicant is eligible without spend down (income is below MNP income limits),
the applicant is certified to be Medicaid-eligible.

Prospective MNP clients who do not qualify for Medicaid must participate in the “Spend Down”
program which is based on income and health-care expenses. The spend down amount and
duration of Medicaid coverage is determined by HHSC. The client is issued a Medical Bills Trans-
mittal (Form H1120 or H1122) that indicates the spend down amount and the months of potential
coverage (limited to the month of application and any of the 3 months before the application
month).

During spend down, program participants are responsible for paying a portion of their health-care
bills and submitting those bills or completed claim forms, also referred to as invoices, to the
Medically Needy Clearinghouse (MNC). All medical bills (for all family members) must be
submitted to the TMHP-MNC, along with the Form H1120 or H1122 for application toward the
spend down amount.

Texas Medicaid & Healthcare Partnership Medically Needy Clearinghouse
PO Box 202947
Austin, TX 78720-2947

Charges from the bills are applied in date-of-service order to the spend down amount. The spend
down is met when the accumulated charges equal the spend down amount.

Once the client has met the total spend down amount and becomes eligible for Medicaid, MNC
will return the invoices to the client, and the client will receive a Medicaid Identification form.
Spend down program participants are required to notify their providers once their Medicaid eligi-
bility has been established. Providers are expected to submit claims to Medicaid for those clients
after that time. MNC will also mail notification letters to providers who have not yet submitted
claims for clients who have become eligible for Medicaid by meeting their spend down amount.

Note: Providers must include the CSHCN Services Program client number and the CSHCN Services
Program client name on all of the documentation sent to the CSHCN Services Program or TMHP-MNC.
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The CSHCN Services Program can assist with the submission of medical bills to apply for Medicaid
coverage through the spend down process. TMHP MNC accepts paid or unpaid medical bills from
the CSHCN Services Program for application toward the spend down amount regardless of the
date of service. This process enables TMHP MNC to expedite the conclusion of the case and inform
DSHS when the spend down is met.

When the spend down is met and the client is certified as Medicaid-eligible, the CSHCN Services
Program may consider whether any of the services used to meet the spend down amount (client
liability) may be considered for CSHCN Services Program health-care benefits coverage.

3.7.2 Provider Assistance to Clients with Spend Down
Providers may assist clients in meeting their spend-down amount by:

» Submitting bills to TMHP MNC for the CSHCN Services Program client that are not payable by
the program.

* Submitting bills to TMHP MNC for services provided to any other member of the family.
* Providing clients and families with current itemized statements.
» Encouraging clients to submit all of the medical bills they incurred from all of their providers.

Only medical bills having a date of service (DOS) within the 12 months preceding the date of
receipt of the application denial date may be included to satisfy spenddown requirements.
Medical bills from any member of the household for which the applicant, parents, foster parents,
guardian, or managing conservator of the CSHCN Services Program applicant is responsible and
which are not payable by another entity may be included. All spenddown documentation must be
received within 60 days of receipt of the application denial Medical bills used to meet spenddown
are not payable by the CSHCN Services Program.

Submitted bills must be itemized and must show the provider’'s name, client’s name, CSHCN
Services Program client number, MNP client number, dates of service, services provided, charge for
each service, total charges, amounts of payments, dates of payments, and total due.

Bills for past accounts must be itemized statements dated in the last 60 days from the provider and
must verify the outstanding status of the account and the current balance due. Accounts with
payments made by an insurance carrier, including Medicare, must be accompanied by the carrier’s
EOB or a Medicare Summary Notice (formerly known as a Medicare Explanation of Benefits) that
shows the specific services covered and amounts paid.

When additional information is requested by TMHP MNC, the applicant has 30 days from the date
of the letter to respond. The provider may assist the client by furnishing the additional information
to the applicant or sending it directly to TMHP MNC in a timely manner.

Note: TMHP MINC does not pay bills; it only applies the charges toward the spend-down amount. The
provider must file a Medicaid claim after the client’s Medicaid eligibility is established so that Medicaid
can consider the claim. During the spend-down period, the client does not have Medicaid coverage,
and providers cannot send claims to Medicaid. Any claim filed at that time is denied due to client
ineligibility.

Providers may make inquiries regarding status, months of potential eligibility, Medicaid or case
number, and general client information by contacting the TMHP Contact Center at
1-800-925-9126, from 7 a.m. to 7 p.m., Central Time, Monday through Friday.

3.7.3 Claims Filing Involving a Medicaid Spend Down

TMHP MNC will mail notification letters to providers whenever clients meet spend down and
TMHP has not yet received any claim for the client’s bills. The notification letter will state that an
invoice was submitted for the spend down and that the provider should submit claims for any bills
that fall within the indicated spend down month.

Clients are also responsible for informing their medical providers of their Medicaid eligibility and
making arrangements to pay the charges used to meet the spend down amount. For CSHCN
Services Program clients, the CSHCN Services Program may consider paying the charges used to
meet the spend down for covered services.
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TMHP MNC notifies the client of:

* Bills or charges that were used to meet the spend down.

* Bills or charges that the client is financially responsible to pay.

* Bills or charges that the provider should submit to Texas Medicaid for consideration of payment.

Bills or charges not applied toward spend down or not previously submitted to the CSHCN Services
Program, must be received by TMHP for Medicaid consideration. These claims must be received
within 95 days from the date the client’s eligibility was added to the TMHP file (add date) and must
be on the appropriate claim form (such as CMS-1500 and UB-04 CMS-1450).

The client’s payment responsibilities are as follows:

* When a portion of the entire bill was used to meet spend down, the client is responsible for the
payment of the specific portion or the entire bill. For CSHCN Services Program clients, submit
the bill to the CSHCN Services Program for payment consideration.

Claims are subject to the following:

* The claim must show the total billed amount for the services provided. Charges for ineligible
days or spend down amounts must not be deducted or included on the claim.

* Aclient’s payment toward spend down must not be reflected on the claim submitted to TMHP.

Note: Payments made by the client for services that were not used in the spend down but that were
incurred during an eligible period must be reimbursed to the client before the provider files a claim with
TMHP.

Once eligibility is established, the client is eligible to receive the same care and services available
to all other Medicaid clients.

3.8 Renal Dialysis

Eligibility for clients needing renal dialysis begins with the initial date of eligibility or the first
dialysis treatment date, whichever is later, and may continue for a period of three months. All
CSHCN Services Program clients who need dialysis due to end-stage renal disease (ESRD) are
referred to the Kidney Health Care (KHC) program and to Medicare for coverage. These clients are
notified that they must apply to KHC and Medicare and are given 60 days to submit the determi-
nations to the CSHCN Services Program. Coverage for health care benefits continues for ongoing
clients and waiting list clients may receive eligibility during the 60-day period. A 30-day extension
may be granted to obtain the determinations. If the client is not eligible for KHC or Medicare, eligi-
bility for CSHCN Services Program coverage continues.

3.9 Waiting List Information

The CSHCN Services Program may establish a waiting list when budgetary limitations exist. The
waiting list is maintained continually from one fiscal year to the next.

Clients are placed on the waiting list for one of two reasons:
1) They are new applicants to the program.
2) They are current clients who did not renew on time.

Clients placed on the waiting list are notified of their status. The CSHCN Services Program period-
ically contacts waiting list clients to confirm their eligibility for CSHCN Services Program services.

Clients on the waiting list do not receive a CSHCN Services Program Eligibility Form. The CSHCN
Services Program sends information about the waiting list process to adult clients, the parent,
guardian, caretaker, or managing conservator of a minor child, the DSHS Regional Office, and the
client’s physician or dentist. Applicants are not placed on the waiting list until it is determined that
they meet all of the eligibility criteria for the program.

If all of the documentation necessary to complete the application has been received except the
Medicaid or CHIP determinations, the client is placed on the waiting list. The Medicaid or CHIP
determinations must be received before the client is removed from the waiting list.
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Each month the CSHCN Services Program reviews its funds to see if it can take people off the list.
The Program can only take a group of clients off the list and does not take one person off at a time.
Clients are removed from the list when funds become available.

Funding decisions concerning the waiting list are based both on the amount of program funds
available and the anticipated amounts required to provide health-care benefits. The order in
which clients are removed is not purely sequential; it depends on a combination of factors,
including the urgent medical need of the condition as reported by a physician or dentist on the
CSHCN Services Program Physician/Dentist Assessment Form, the availability of other health
insurance, the client’s age, and the date and time of the latest uninterrupted eligibility period.

When a client is removed from the waiting list, the client receives a new program approval letter
and a CSHCN Services Program Eligibility Form with the active eligibility dates and information
regarding the range of services. If there is a change in the client’s condition, the client’s medical
information must be updated. It is important that all client eligibility information is current.

Clients’ placement on the waiting list is also based on the date and time their application is
processed and approved for the program. Clients must maintain program eligibility to remain on
the waiting list. A lapse in eligibility changes their placement on the waiting list.

Waiting list clients who wish to remain eligible to be considered for program health-care benefits
must reapply for eligibility before their eligibility is scheduled to end. The eligibility coverage
period is 12 months (i.e., 365 days from the first day of the client’s current eligibility period, or 366
days during a Leap Year). Clients are notified of program deadlines to re-establish eligibility. Within
60 days of the client’s eligibility end date, the CSHCN Services Program mails the client a CSHCN
Services Program application booklet and a letter advising that it is time to reapply.

If a waiting list client submits an application without all of the required documentation, the appli-
cation is considered incomplete, and the client is given 60 days to complete it. If the reapplication
process is not completed within the 60-day period, the client’s place on the waiting list is forfeited.
When the CSHCN Services Program receives a complete reapplication after the 60-day period, the
client is placed at the end of the waiting list according to the approval date of his or her complete
application.

3.10 TMHP-CSHCN Services Program Contact Center

The TMHP-CSHCN Services Program Contact Center at 1-800-568-2413 is available Monday
through Friday from 7 a.m. to 7 p.m., Central Time, and is the main point of contact for the CSHCN
Services Program provider community.
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4.1 General Information

Some services require authorization or prior authorization as a condition for reimbursement.
Authorization or prior authorization is not a guarantee of payment.

* Authorization must be obtained no later than 95 days after the date of service.
* Prior authorization must be obtained before the service is provided.

TMHP sends a notification to providers and clients when it approves, denies, or modifies an autho-
rization or prior authorization request. It is strongly recommended that providers maintain a list
that details the authorizations, including:

¢ Client name

CSHCN Services Program client number
» Date of service

* Provider number

* Items submitted

Providers will need this information if they request an administrative review after an authorization
or prior authorization is denied. In addition, providers should keep a copy of the request for autho-
rization and the response received from TMHP.

Refer to: 2015 Authorization and Filing Deadline Calendar
2016 Authorization and Filing Deadline Calendar

4.1.1 Extension of Filing Deadlines for Holidays

For holidays that extend the filing deadline, please refer to Section 5.1.8, “Claims Filing Deadlines,”
on page 5-5.

4.1.2 Limitations

Authorization and prior authorization requests will be denied if the provider is not actively
enrolled with the CSHCN Services Program. “Actively enrolled” providers are those that have filed
claims for clients of the CSHCN Services Program or Texas Medicaid within the past 24 months, and
that do not have any type of payment holds on their enrollment status.

Refer to: Chapter 2, “Provider Enrollment and Responsibilities,” on page 2-1 for more information
on becoming a CSHCN Services Program provider.

* Providers are responsible for verifying client eligibility before providing services. If the client is
not eligible at the time of the authorization or prior authorization request, the request will be
denied. If the client becomes eligible at a later date, providers can submit a new authorization
or prior authorization request form.

* Any services provided beyond the limitations of the CSHCN Services Program are not
reimbursed.

4.1.3 Signature Requirements
Authorization and prior authorization request forms submitted to TMHP must be signed and

dated by the client’s medical provider, dental provider, or medical supplier. If indicated on the
form, an authorized representative’s signature is acceptable.

4.1.3.1 Electronic Signatures

Authority and Definitions

Texas Government Code §531.0055(m) requires the Health and Human Services Commission
(HHSC) to establish standards for the use of electronic signatures in accordance with the Uniform
Electronic Transactions Act (Chapter 322, Business and Commerce Code), with respect to any
transaction, as defined by Section 322.003, Business and Commerce Code, in connection with the
administration of health and human services programs.
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The following definitions apply for the policy information outlined in this section:

Term Definition

Asymmetric A computer-based system that employs two different but mathe-
cryptosystem matically related keys with the following characteristics:
¢ One key encrypts a given message;

¢ One key decrypts a given message; and

¢ The keys have the property that, knowing one key, it is computa-
tionally infeasible to discover the other key.

Certificate A message, as defined in 1 TAC §203.1(2), which:
* lIdentifies the certification authority issuing it;

* Names or identifies its subscriber;
¢ Contains the subscriber’s public key;
« |dentifies its operational period;
« Is digitally signed by the certification authority issuing it; and
¢ Conforms to ISO X.509 Version 3 standards.
Certification authority A person who issues a certificate.

Digital signature An electronic identifier intended by the person using it to have the
same force and effect as the use of a manual signature, and that
complies with the requirements of 1 TAC §203.23.

Digitized signature An image of pen-to-paper.

Electronic record A record created, generated, sent, communicated, received, or
stored by electronic means.

Electronic signature An electronic sound, symbol, or process attached to or logically
associated with a record and executed or adopted by a person with
the intent to sign the record.

Prior authorization A request submitted to the program, or its designated contractor, to
provide a service the program ultimately considers for
reimbursement. (Prior authorization must be obtained before the
delivery or date of service.)

Program The Children with Special Health Care Needs Services Program.

Public key The public part of an asymmetric key pair that is used to verify signa-
tures or encrypt data.

Texas Administrative A compilation of all state agency rules in Texas.

Code (TAQ)

4.1.3.2 Electronic Signature Requirements

The CSHCN Services Program complies with 1 TAC, Chapter 203, Guidelines for the Management
of Electronic Transactions and Signed Records, which details the requirements for state agencies
that send and accept electronic records and electronic signatures or otherwise create, generate,
communicate, store, process, use, or rely upon electronic records and electronic signatures.

The program, or its designated contractor, may accept electronic signatures on authorization or
prior authorization requests and supporting documentation transmitted by mail, fax, or through
the online prior authorization portal, if the electronic signature technology meets all applicable
federal and state statutes and administrative rules.

Electronic signatures, also known as digital signatures, that comply with the Texas Department of
Information Resources (DIR) rules at 1 TAC §203.24 will be considered to have the same legal effect
as a handwritten signature.

Electronic signatures that are generated through an electronic medical record (EMR) or electronic
health record (EHR) system that complies with applicable federal and state statutes and rules are
acceptable.
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Electronically-signed documents must have an electronic date on the same page as the signature.

Providers that utilize electronic signatures must provide a certification that the electronic
signature technology that they use complies with all applicable federal and state statutes and
administrative rules.

Electronically-signed transactions and electronically-signed documents must be kept in the
client’s medical record, and a paper copy must be available upon request.

All fax transmissions must reflect the date, time, and fax number of origination, and the original
document must be maintained by the provider.

All documentation submitted with a handwritten provider’s signature must have a handwritten
date next to the signature and must be kept in the client’s medical record.

Any signature (electronic or handwritten) on a submitted document certifies, to the best of the
provider’s knowledge, that the information in the document is true, accurate, and complete.

The provider understands and agrees that both the provider and the provider’s representative
whose signature is on an electronic signature method have the responsibility for the authenticity
of the information being certified for which the authentication is provided.

The provider must exercise reasonable care to retain control of their electronic signature and
prevent its disclosure to any person not authorized to create the electronic signature, as described
in 1 TAC §203.24(c)(3).

The provider and the provider’s representative understand and agree that systems and software
products must include protections against modification and bear responsibility for ensuring
administrative safeguards are in place.

Stamped signatures and signatures that have been typed in a document without using an
electronic identifier will not be accepted.

Digitized signatures will not be accepted. (Examples include scanned images of handwritten
signatures or signatures on a signature pad. Handwritten signatures on faxed documents are not
digitized signatures.)

4.1.4 Requests for Procedures That Are Pending a Rate Hearing

Some procedure codes that require authorization or prior authorization may be pending a rate
hearing. In these cases, providers must follow the established authorization or prior authorization
processes for these procedure codes and must not wait until the procedure codes have gone
through the rate hearing process to request authorization or prior authorization.

Providers are responsible for meeting all filing deadlines and for ensuring that the authorization or
prior authorization number appears on the claim the first time it is submitted.

TMHP will deny the affected procedure codes as pending a rate hearing until the rates are adopted
and implemented. Once the rates are adopted and implemented, TMHP will automatically
reprocess the claims. However, if the required authorization or prior authorization number is not
on the claim at the time of reprocessing, the claim will be denied as lacking authorization or prior
authorization.

4.1.5 Requests for Procedures That Are Manually Priced

Certain procedure codes do not have an established fee and must be priced manually by the
TMHP-CSHCN Services Program medical staff. The medical staff determines the reimbursement
amount by comparing the services to other services that require a similar amount of skill and
resources.

If an item requires manual pricing, providers must submit with the prior authorization request or
the claim the appropriate procedure codes and documentation of one of the following, as
applicable:

¢ The manufacturers suggested retail price (MSRP) or average wholesale price (AWP)
* The provider's documented invoice cost if a published MSRP or AWP is not available
Note: The AWP is for nutritional products only.
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For appropriate processing and payment, providers should bill the applicable MSRP or AWP rate
instead of the calculated manual pricing rate. The calculated rate or the Pay Price that is indicated
on the authorization letter for prior authorized services should not be billed on the claim.

4.1.6 Clients with Third Party Resources

If a client has other coverage from a third-party resource (TPR), prior authorization and authori-
zation requests will be approved or denied according to the CSHCN Services Program prior
authorization and authorization guidelines. The approved services will be considered for
payment:

* If the TPR does not pay because of co-insurance or deductible amounts.

¢ When the total amount paid (including all payers) to the provider does not exceed the amount
allowed by the program for the covered service.

« If the provider submits an explanation of benefits (EOB) from the TPR with a valid claim.

If clients have dual coverage with the Children’s Health Insurance Program (CHIP), prior authori-
zation and authorization requests will be approved or denied according to CSHCN Services
Program prior authorization and authorization guidelines. The approved services will be
considered for payment as follows:

* Dental services and durable medical equipment may be reimbursed after the CHIP cap has been
met.

¢ Orthodontic services not covered under the CHIP medical plan may be reimbursed.

* Other covered program benefits specifically excluded from or capped by the CHIP benefit plan
may be reimbursed.

* The provider submits an explanation of benefits (EOB) from the TPR with a valid claim.

4.2 Authorizations

Providers must submit authorization requests on a CSHCN Services Program-approved form.
Requests with insufficient information will be denied and providers will receive notification of the
reason for denial. If a form is not available for a specific service, providers must submit the request
using the CSHCN Services Program Authorization and Prior Authorization Request form and follow
the guidelines and requirements listed in the chapter for that service.

Authorization requests must be submitted and approved no later than 95 days after the date of
service and may be submitted before the service is provided. If the service has already been
provided, the authorization form may be submitted before the claim, or attached to the paper
claim form. Claims for services requiring authorization are denied if the authorization number is
not indicated on the claim or if the authorization and all required documentation is not attached
to the claim.

The 95-day deadline applies to all services requiring authorization, including extensions and
emergency situations. Fax transmittal confirmations and postal registered mail receipts are not
accepted as proof of timely authorization submission. Authorization requests are reconsidered
only when resubmitted, received, and approved within 95-days of the date of service.

Important: No extensions beyond the 95-day initial deadline are given.

Providers can correct and resubmit requests for authorization. Questions, concerns, or requests for
clarification may be included in authorization resubmissions. The TMHP-CSHCN Services Program
Authorization Department will respond to questions, concerns, or requests for clarification by
phone, fax, or mail. Corrected requests must meet authorization and prior authorization
submission deadlines. Requests that do not meet the deadlines will be denied.
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Providers must mail or fax written authorization requests and all other applicable documentation
to the following address:

Texas Medicaid & Healthcare Partnership
TMHP-CSHCN Services Program Authorization Department
12357-B Riata Trace Parkway, Suite 100
Austin, TX 78727
Fax: 1-512-514-4222

4.2.1 Services that Require Authorization

The following is a list of many of the services that require authorization. The list below is not
all-inclusive. Information about specific authorization requirements for each of the services that is
a benefit of the CSHCN Services Program is included in the chapter for each service.

Most outpatient surgery services no longer require authorization or prior authorization unless
otherwise indicated in the specific sections of the Children with Special Health Care Needs
(CSHCN) Services Program Provider Manual. All requests for prior authorizations or authorizations
must be submitted in writing on the CSHCN Services Program-approved authorization and prior
authorization forms. Forms are available on Forms page of the TMHP website. This form must be
used when indicated for procedures as outlined in specific sections of the CSHCN Services
Program Provider Manual.

Refer to the specific provider sections in this manual or call TMHP at 1-800-568-2413 for more
information.

Blood Pressure Devices, In Specific Instances

Refer to: Chapter 11, “Ambulatory Blood Pressure Monitoring and Devices,” on page 11-1.
Use: The CSHCN Services Program Prior Authorization and Authorization Request for

Durable Medical Equipment (DME)

Botulinum Toxin (Type A and B)

Refer to: Section 31.2.25.7, “Botulinum Toxin (Type A and Type B),” on page 31-143.

Use: The CSHCN Services Program Prior Authorization Request for Outpatient
Surgery—For Outpatient Facilities and Surgeons Form and Instructions

Clinician-Directed Care Coordination Services

Refer to: Section 31.2.13, “Clinician-Directed Care Coordination Services,” on page 31-39.

Use: The CSHCN Services Program Authorization Request for Non-Face-to-Face
Clinician-Directed Care Coordination Services form

Durable Medical Equipment (DME)

Refer to: Chapter 17, “Durable Medical Equipment (DME),” on page 17-1.

Use: The CSHCN Services Program Prior Authorization and Authorization Request for
Durable Medical Equipment (DME)

Exception: = Custom DME and more complex equipment requires prior authorization.

Hemophilia Blood Factor Products

Refer to: Section 31.2.9, “Blood Factor Products,” on page 31-33.

Use: The CSHCN Services Program Authorization and Prior Authorization Request for
Hemophilia Blood Factor Products

Home Health (Skilled Nursing Only) Up to 200 Hours Per Calendar Year
Refer to: Chapter 22, “Home Health (Skilled Nursing) Care,” on page 22-1.

Use: The CSHCN Services Program Home Health Skilled Nursing Request and Plan of
Care Form
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Nebulizers, In Specific Instances

Refer to: Section 35.2.8, “Nebulizers,” on page 35-9.

Use: The CSHCN Services Program Prior Authorization and Authorization Request for
Durable Medical Equipment (DME)

Outpatient Dental Surgical Procedures

Refer to: Section 14.2.6, “Dental Treatment in Hospitals and ASCs,” on page 14-35.

Use: The CSHCN Services Program Prior Authorization Request for Outpatient
Surgery—rFor Outpatient Facilities and Surgeons Form and Instructions

Use: The CSHCN Services Program Prior Authorization Request for Dental or
Orthodontia Services

Use: The CSHCN Services Program Criteria for Dental Therapy Under General
Anesthesia

Telecommunication Services

Refer to: Section 37.2.3, “Telemonitoring Services,” on page 37-6.

Use: The Home Telemonitoring Services Prior Authorization Request Form

4.2.2 How To Submit an Authorization Request

Providers must mail or fax written authorization requests and all applicable documentation to the
following address:

Texas Medicaid & Healthcare Partnership
TMHP-CSHCN Services Program Authorization Department
12357-B Riata Trace Parkway, Suite 100
Austin, TX 78727
Fax: 1-512-514-4222

4.3 Prior Authorizations

Providers must submit prior authorization requests on a CSHCN Services Program-approved form.
If a form is not available for a specific service, providers must submit the request using the CSHCN
Services Program Authorization and Prior Authorization Request form and follow the guidelines
and requirements listed in the chapter for that service. Only complete prior authorization requests
will be considered. Incomplete requests are denied.

Prior authorization requests must be submitted and approved before the service is provided.
However, if the service is provided after business hours (business hours are Monday through
Friday, from 8 a.m. to 5 p.m., Central Time), on a weekend, or on a holiday then the prior authori-
zation request may be submitted on the next business day.

Refer to: Section 5.1.8, “Claims Filing Deadlines,” on page 5-5.

Providers should allow three business days to receive a response to an authorization or prior
authorization request.

The TMHP Contact Center receives calls from CSHCN Services Program providers with inquiries
related to prior authorization. Contact Center agents make every attempt to answer the provider’s
questions and/or resolve the provider’s concerns. If a provider requires a call back from a Prior
Authorization (PA) clinician and the request for call back is not related to urgent/emergent
services, the provider should submit a call back request via fax to 1-512-514-4222.

All inpatient admissions must be prior authorized. The CSHCN Services Program Prior Authori-
zation Request for Inpatient Hospital Admission—For Use by Facilities Only must be submitted to
the claims contractor for review and approval before the date of service, or the entire hospital stay
will be denied.

Note: Partial approvals for a hospital stay will not be granted.
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Requests for emergency hospital admissions must be received by the next working day after
admission date for the coverage of the entire hospital stay. Requests for emergency admissions
received after the next business day will be denied for the entire hospital stay.

If the initial prior authorization request meets the deadline requirements and is denied for incom-
plete or inaccurate information, the provider may correct and resubmit the prior authorization
request. The corrected request must be received by the next business day following the denial of
the initial request. Corrected requests received after the next business day following the initial
denial will be denied for the entire hospital stay.

If a client requires a service that exceeds policy limitations, providers may request prior authori-
zation with documentation of medical necessity.

If a client requires a service that has diagnosis restrictions, providers may request prior authori-
zation with documentation of medical necessity for diagnoses not listed in the policy.

Claims submissions must include the prior authorization number in the appropriate field.
Refer to: Section 5.7, “Claims Filing Instructions,” on page 5-23 for claims filing instruction details.

Important: The Program does not grant extensions to these deadlines to allow providers to complete
or correct and resubmit their prior authorization requests.

4.3.1 Services that Require Prior Authorization

The following is a list of many of the services that require prior authorization. The list below is not
all-inclusive. Information about specific prior authorization requirements for each service thatis a
benefit of the CSHCN Services Program is included in the chapter for each service.

Most outpatient surgery services no longer require authorization or prior authorization unless
otherwise indicated in the specific sections of the Children with Special Health Care Needs
(CSHCN) Services Program Provider Manual. All requests for prior authorizations or authorizations
must be submitted in writing on the CSHCN Services Program-approved authorization and prior
authorization forms. Forms are located on the Forms page of the TMHP website. This form must be
used when indicated for procedures as outlined in specific sections of the CSHCN Services
Program Provider Manual.

Refer to the specific provider sections in this manual or call TMHP at 1-800-568-2413 for more
information.

Augmentative Communication Devices (ACDs)
Refer to: Chapter 10, “Augmentative Communication Devices (ACDs),” on page 10-1.

Use: The CSHCN Services Program Prior Authorization Request for Augmentative
Communication Devices (ACDs)

Stem Cell Transplants (initial and one subsequent transplant)

Refer to: Section 31.2.41.2, “Transplants - Nonsolid Organ,” on page 31-225.

Use: The CSHCN Services Program Prior Authorization Request for Stem Cell or Renal
Transplant

Certified Respiratory Care Practitioner

Refer to: Chapter 13, “Certified Respiratory Care Practitioner (CRCP),” on page 13-1.

Use: The CSHCN Services Program Prior Authorization Request for Respiratory Care—
Certified Respiratory Care Practitioner (CRCP)

Cleft/Craniofacial Surgical Procedures

Refer to: Section 31.2.38.11, “Cleft/Craniofacial Procedures,” on page 31-202.

Use: The CSHCN Services Program Prior Authorization Request for Inpatient Surgery—
For Surgeons Only
Use: The CSHCN Services Program Prior Authorization Request for Outpatient

Surgery—For Outpatient Facilities and Surgeons Form and Instructions
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Cranial Molding Devices (Dynamic Orthotic Cranioplasty [DOC™] only)

Refer to: Section 28.2.2, “Orthoses and Prostheses (Not All-Inclusive),” on page 28-4.

Use: The CSHCN Services Program Prior Authorization and Authorization Request for
Durable Medical Equipment (DME)

Dental Procedures (some), Including Inpatient Admissions for Dental Surgical Procedures

Refer to: Chapter 14, “Dental,” on page 14-1.

Use: The CSHCN Services Program Prior Authorization Request for Dental or
Orthodontia Services

Use: The CSHCN Services Program Prior Authorization Request for Inpatient Hospital
Admission—For Use by Facilities Only

Diapers, Liners, and Pull-ups (or any combinations of these supplies)

Require prior authorization for quantities that exceed 240 per month.
Refer to: Chapter 18, “Expendable Medical Supplies,” on page 18-1.

Use: The CSHCN Services Program Prior Authorization Request for Diapers, Pull-ups,
Briefs, or Liners

Home Health (Skilled Nursing) Services Over 200 Hours per Calendar Year

Refer to: Chapter 22, “Home Health (Skilled Nursing) Care,” on page 22-1.

Use: The CSHCN Services Program Home Health Skilled Nursing Request and Plan of
Care Form

Home Health Services

Refer to: Chapter 21, “Home Health Services,” on page 21-1.
Use: The CSHCN Services Program Authorization and Prior Authorization Request

Hospice Services

Refer to: Chapter 23, “Hospice,” on page 23-1.
Use: The CSHCN Services Program Prior Authorization Request for Hospice Services

Inpatient Admissions

Refer to: Section 24.3, “Inpatient Services,” on page 24-6.

Use: The CSHCN Services Program Prior Authorization Request for Inpatient Hospital
Admission—For Use by Facilities Only

Inpatient Rehabilitation Admissions

Refer to: Section 24.3.1.2, “Inpatient Rehabilitation Services,” on page 24-7.

Use: The CSHCN Services Program Prior Authorization Request for Inpatient Rehabili-
tation Admission

Medical Foods, In Specific Instances

Refer to: Section 26.3, “Medical Foods,” on page 26-8.
Use: The CSHCN Services Program Prior Authorization Request for Medical Foods

More Than One Hour (Four Units) of Nutritional Assessments and Intervention per Rolling
Year and More Than Two Nutritional Counseling Visits per Rolling Year

Refer to: Section 26.4, “Medical Nutritional Counseling Services,” on page 26-10.

Use: The CSHCN Services Program Prior Authorization Request for Medical Nutritional
Services
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http://www.tmhp.com/Provider_Forms/PA_Forms/F00054_CSHCN_Prior_Authorization_for_Dental_or_Orthodontia_Services.pdf
http://www.tmhp.com/Provider_Forms/PA_Forms/F00054_CSHCN_Prior_Authorization_for_Dental_or_Orthodontia_Services.pdf
http://www.tmhp.com/Provider_Forms/PA_Forms/F00058_Prior_Authorization_for_Inpatient_Hospital.pdf
http://www.tmhp.com/Provider_Forms/PA_Forms/F00058_Prior_Authorization_for_Inpatient_Hospital.pdf
http://www.tmhp.com/Provider_Forms/PA_Forms/F00055_CSHCN_Prior_Authorization_for_Diapers_Pull-ups_Underads_Briefs_Liners.pdf
http://www.tmhp.com/Provider_Forms/PA_Forms/F00055_CSHCN_Prior_Authorization_for_Diapers_Pull-ups_Underads_Briefs_Liners.pdf
http://www.tmhp.com/Provider_Forms/PA_Forms/F00027_CSHCN_Home_Health_Skilled_Nursing_Request_and_Plan_of_Care_Form_and_Instructions.pdf
http://www.tmhp.com/Provider_Forms/PA_Forms/F00027_CSHCN_Home_Health_Skilled_Nursing_Request_and_Plan_of_Care_Form_and_Instructions.pdf
http://www.tmhp.com/Provider_Forms/PA_Forms/F00004_CSHCN_Generic_Auth_and_Prior_Auth_Form.pdf
http://www.tmhp.com/Provider_Forms/PA_Forms/F00057_CSHCN_Prior_Authorization_for_Hospice.pdf
http://www.tmhp.com/Provider_Forms/PA_Forms/F00058_Prior_Authorization_for_Inpatient_Hospital.pdf
http://www.tmhp.com/Provider_Forms/PA_Forms/F00058_Prior_Authorization_for_Inpatient_Hospital.pdf
http://www.tmhp.com/Provider_Forms/PA_Forms/F00062_CSHCN_Prior_Authorization_for_Medical_Foods.pdf
http://www.tmhp.com/Provider_Forms/PA_Forms/F00063_CSHCN_Prior_Authorization_for_Additional_Medical_Nutritional_Services.pdf
http://www.tmhp.com/Provider_Forms/PA_Forms/F00063_CSHCN_Prior_Authorization_for_Additional_Medical_Nutritional_Services.pdf
http://www.tmhp.com/Provider_Forms/PA_Forms/F00060_CSHCN_Prior_Authorization_for_Inpatient_Rehabilitation.pdf
http://www.tmhp.com/Provider_Forms/PA_Forms/F00060_CSHCN_Prior_Authorization_for_Inpatient_Rehabilitation.pdf
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Non-Emergency Ambulance Transports

Refer to: Section 9.4, “Non-Emergency Ambulance Transports,” on page 9-6.
Use: The Non-emergency Ambulance Prior Authorization Request

The Texas Medicaid and CSHCN Services Program Nonemergency Exception Form
and Instructions

Note: CSHCN Services Program providers must not complete any portion of the
Non-emergency Ambulance Prior Authorization Request form to ensure the integrity
of the request form. Prior Authorization must be obtained by the facility or the
physician’s staff for all non-emergency transports. The Non-emergency Ambulance
Prior Authorization Request form must be filled out and faxed or mailed to TMHP by
the facility or the physician’s staff that is most familiar with the client’s condition. The
CSHCN Services Program ambulance provider must not assist in completing or
submitting any portion of this form.

Orthodontia (except for the initial orthodontic visit)

Refer to: Section 14.2.3, “Orthodontia Services,” on page 14-9.

Use: The CSHCN Services Program Prior Authorization Request for Dental or
Orthodontia Services

Orthotics and Prosthetics

Refer to: Chapter 28, “Orthotic and Prosthetic Devices,” on page 28-1.

Use: The CSHCN Services Program Prior Authorization and Authorization Request for

Durable Medical Equipment (DME)

Outpatient Physical Therapy and Occupational Therapy Services

Refer to: Section 30.2.2, “Physical Therapy (PT), and Occupational Therapy (OT),” on
page 30-3.

Use: The CSHCN Services Program Prior Authorization Request for Initial Qutpatient
Therapy (TP1)

Use: The CSHCN Services Program Prior Authorization Request for Extension of
Outpatient Therapy (TP2)

Outpatient Speech-Language Pathology Services (all services except initial evaluations)

Refer to: Chapter 36, “Speech-Language Pathology (SLP) Services,” on page 36-1.

Use: The CSHCN Services Program Prior Authorization Request for Initial Outpatient
Therapy (TP1)

Use: The CSHCN Services Program Prior Authorization Request for Extension of Outpa-
tient Therapy (TP2)

Pediatric Hospital Cribs and Tops

Refer to: Section 17.3.9, “Hospital Beds (Manual and Electric),” on page 17-9.

Use: The CSHCN Services Program Prior Authorization and Authorization Request for
Durable Medical Equipment (DME)

Prescription Shoes

Refer to: Section 28.3.7.2, “Prescription Shoes,” on page 28-12.

Use: The CSHCN Services Program Prior Authorization and Authorization Request for
Durable Medical Equipment (DME)
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http://www.tmhp.com/Provider_Forms/PA_Forms/F00050_CSHCN_Prior_Authorization_and_Authorization_Request_for_DME.pdf
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http://www.tmhp.com/Provider_Forms/PA_Forms/F00050_CSHCN_Prior_Authorization_and_Authorization_Request_for_DME.pdf
http://www.tmhp.com/Provider_Forms/PA_Forms/F00054_CSHCN_Prior_Authorization_for_Dental_or_Orthodontia_Services.pdf
http://www.tmhp.com/Provider_Forms/PA_Forms/F00054_CSHCN_Prior_Authorization_for_Dental_or_Orthodontia_Services.pdf
http://www.tmhp.com/Provider_Forms/PA_Forms/F00045_Non-emegency_Ambulance_Prior_Authorization_Request.pdf
http://www.tmhp.com/Provider_Forms/PA_Forms/F00044_Nonemegency_Ambulance_Exception_Medicaid_and_CSHCN.pdf
http://www.tmhp.com/Provider_Forms/PA_Forms/F00044_Nonemegency_Ambulance_Exception_Medicaid_and_CSHCN.pdf
http://www.tmhp.com/Provider_Forms/PA_Forms/F00009_CSHCN_Prior_Auth_for_Initial_Outpatient_Therapy_TP1.pdf
http://www.tmhp.com/Provider_Forms/PA_Forms/F00009_CSHCN_Prior_Auth_for_Initial_Outpatient_Therapy_TP1.pdf
http://www.tmhp.com/Provider_Forms/PA_Forms/F00008_CSHCN_Prior_Auth_for_Extension_Outpatient_Therapy_TP2.pdf
http://www.tmhp.com/Provider_Forms/PA_Forms/F00008_CSHCN_Prior_Auth_for_Extension_Outpatient_Therapy_TP2.pdf
http://www.tmhp.com/Provider_Forms/PA_Forms/F00009_CSHCN_Prior_Auth_for_Initial_Outpatient_Therapy_TP1.pdf
http://www.tmhp.com/Provider_Forms/PA_Forms/F00009_CSHCN_Prior_Auth_for_Initial_Outpatient_Therapy_TP1.pdf
http://www.tmhp.com/Provider_Forms/PA_Forms/F00008_CSHCN_Prior_Auth_for_Extension_Outpatient_Therapy_TP2.pdf
http://www.tmhp.com/Provider_Forms/PA_Forms/F00008_CSHCN_Prior_Auth_for_Extension_Outpatient_Therapy_TP2.pdf
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Radiation Therapy Services (some), Including Proton- or Neutron-Beam Treatment

Delivery, Intensity Modulated Radiation Therapy, and Stereotactic Radiosurgery

Refer to: Chapter 33, “Radiation Therapy Services,” on page 33-1.

Use: The CSHCN Services Program Prior Authorization Request for Outpatient
Surgery—For Outpatient Facilities and Surgeons Form and Instructions

Reduction Mammoplasties

Refer to: Section 31.2.39, “Diagnostic and Surgical/Reconstructive Breast Therapies,” on
page 31-204.
Use: The CSHCN Services Program Prior Authorization Request for Inpatient Surgery—

For Surgeons Only

Renal Dialysis
Refer to: Chapter 34, “Renal Dialysis,” on page 34-1.

Use: The CSHCN Services Program Prior Authorization Request for Renal Dialysis
Treatment

Renal Transplants
Refer to: Section 31.2.41, "Transplants,” on page 31-224.

Use: The CSHCN Services Program Prior Authorization Request for Stem Cell or Renal
Transplant

Rhizotomies
Refer to: Section 31.2.39.8, “Rhizotomy,” on page 31-214.

Use: The CSHCN Services Program Prior Authorization Request for Inpatient Surgery—
For Surgeons Only

Total Parental Nutrition (TPN)
Refer to: Section 26.6, “Total Parenteral Nutrition (TPN),” on page 26-15.

Use: The CSHCN Services Program Authorization and Prior Authorization Request

Ultrasonic Nebulizers, In Specific Instances

Refer to: Section 35.2.8, “Nebulizers,” on page 35-9.

Use: The CSHCN Services Program Prior Authorization and Authorization Request for
Durable Medical Equipment (DME)

Wheelchair Purchases (custom manual and standard or custom power) and Custom
Seating Systems

Refer to: Section 17.3.19, “Wheelchairs,” on page 17-19.

Use: The CSHCN Services Program Prior Authorization and Authorization Request for
Durable Medical Equipment (DME)
Use: The CSHCN Services Program Wheelchair Seating Evaluation Form

4.3.2 Prior Authorization for Inpatient Admission After Business Hours
Tip: Photocopy these forms and retain the originals for future use.

For prior authorization of an inpatient admission after business hours in an emergency or when
required medical services cannot be delayed, submit requests the next business day by
completing the CSHCN Services Program Prior Authorization Request for Inpatient Hospital
Admission—For Use by Facilities Only.
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http://www.tmhp.com/Provider_Forms/PA_Forms/F00065_Prior_Authorization_for_Outpatient_Surgery_Facility_Surgeon.pdf
http://www.tmhp.com/Provider_Forms/PA_Forms/F00067_CSHCN_Prior_Authorization_for_Renal_Dialysis.pdf
http://www.tmhp.com/Provider_Forms/PA_Forms/F00067_CSHCN_Prior_Authorization_for_Renal_Dialysis.pdf
http://www.tmhp.com/Provider_Forms/CSHCN/Certification%20Documentation/F00097_CSHCN_Wheelchair_Seating_Evaluation.pdf
http://www.tmhp.com/Provider_Forms/PA_Forms/F00058_Prior_Authorization_for_Inpatient_Hospital.pdf
http://www.tmhp.com/Provider_Forms/PA_Forms/F00058_Prior_Authorization_for_Inpatient_Hospital.pdf
http://www.tmhp.com/Provider_Forms/PA_Forms/F00004_CSHCN_Generic_Auth_and_Prior_Auth_Form.pdf
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Requests for emergency admissions received after the next business day will be denied for the
entire hospital stay.

Both the facility and the attending physician, surgeon, or supplier must be enrolled in the CSHCN
Services Program for inpatient claims to be considered for payment.

Refer to: “Initial Inpatient Prior Authorization Requests,” on page 24-6 for additional information.

4.3.3 Specialty Team or Center Services

In addition to requiring prior authorization, the following services have additional requirements
for physicians or facilities:

» For stem cell transplant services, the facility must attest on the PA form that it is a Texas facility
that is a designated Children’s Hospital or a facility in compliance with the criteria set forth by
the Organ Procurement and Transplantation Network (OPTN), the United Network for Organ
Sharing (UNQS), or the National Marrow Donor Program (NMDP). Prior authorization must be
obtained by both the facility and the physician.

 For cleft/craniofacial surgical procedures, the surgeon must be a member of a comprehensive
cleft/craniofacial team.

If the specialty team or center requirements are not met, all services related to the procedure are
denied.

Note: Anesthesiologists and assistant surgeons are not required to be enrolled as a specialty team or
specialty center. An anesthesiologist may be paid if all enrollment and filing deadlines are met.
However, when a procedure or admission is denied by the CSHCN Services Program because the
primary surgeon or hospital is not appropriately specialty team- or center-enrolled, the assistant
surgeon’s claims also are denied.

Refer to: Section 2.1.7, “Transplant Specialty Centers,” on page 2-9 for more information about
transplant specialty centers enrollment.

4.3.4 Retroactive Prior Authorizations

Retroactive prior authorizations will be considered for clients who are eligible for the CSHCN
Services Program when all of the following conditions are met:

* The service is a benefit of the CSHCN Services Program.

¢ A Medicaid prior authorization has been approved and issued for the requested service(s) but
the client is no longer eligible for Medicaid on the date of service.

¢ The CSHCN Services Program prior authorization or authorization requirements have been met.
* All other billing requirements are met.

The retroactive CSHCN Services Program prior authorization request must include documentation
that indicates approval of the Medicaid prior authorization request. The provider will be issued a
new prior authorization number for the CSHCN Services Program prior authorization.

Note: The CSHCN Services Program prior authorization request must contain the same information
that was submitted to Medicaid.

After a prior authorization has been approved by the CSHCN Services Program, the provider must
resubmit the claim with the CSHCN Services Program client ID number and the approved CSHCN
Services Program prior authorization number.

4.3.5 How to Submit a Prior Authorization Request

Providers must complete all essential fields on prior authorization forms submitted to TMHP to
initiate the prior authorization process.

If any essential field on a prior authorization request is missing, incomplete, or completed with
illegible information, TMHP will return the original request to the provider with the following
message:
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TMHP Prior Authorization could not process this request because the request form submitted has
missing, incorrect, or illegible information in one or more essential fields. Please resubmit the
request with all essential fields completed with accurate information for processing by TMHP
within 14 business days from the request receipt date.

TMHP will use the date that the complete and accurate request form is received to determine the
start date for services. Previous submission dates of incomplete forms returned will not be
considered when determining the start date of service.

Providers have 14 business days from the request receipt date to respond to an incomplete prior
authorization request. Incomplete prior authorization requests are requests received by TMHP
with missing, incomplete, or illegible information.

Prior to denying an incomplete request, TMHP’s Prior Authorization (PA) department will continue
to communicate with the requesting provider in an effort to obtain the required additional infor-
mation. A minimum of three attempts will be made to contact the requesting provider before a
letter is sent to the client regarding the status of the request and the need for additional
information.

If the additional information needed to make a prior authorization determination is not received
within 14 business days from the request receipt date, the request will be denied as “incomplete.”
To ensure timely processing, providers should respond to requests for missing orincomplete infor-
mation as quickly as possible.

CSHCN Services Program requests that do not appear to meet CSHCN medical policy, the TMHP PA
Nurse will refer those requests to CSHCN Services Program for review and determination. CSHCN
Services Program will complete the review within three business days of receipt of the completed
prior authorization request.

Note: Providers may re-submit a new, complete request after receiving an incomplete denial; however,
submission requirements related to timeliness will apply.

TMHP requires information in the essential fields. Essential fields contain information needed to
process a prior authorization request and include the following:

e Client name

¢ Client CSHCN Services Program number
* Client date of birth

* Provider name

e CSHCN Texas Provider Identifier (TPI)

* National Provider Identifier (NPI)

¢ Current Procedural Terminology (CPT) or Healthcare Common Procedure Coding System
(HCPCS) procedure code

* Quantity of service units requested based on the CPT or HCPCS code requested

4.3.6 Prior Authorization Electronic Submissions through the TMHP Prior
Authorization (PA) on the Portal

Beginning June 6, 2016, the TMHP Prior Authorization on the Portal (PA on the Portal) is available
for CSHCN Services Program providers to submit CSHCN Services Program prior authorization
requests to TMHP for consideration. The benefits of using the TMHP PA on the Portal are as follows:

¢ Real-time submissions.

* Robust status information available throughout the processing of the request, including the
ability to quickly view and respond to pending action from providers.

* Electronic attachment capability. Providers can upload ALL information related to a request and
submit online. Providers will receive immediate confirmation of receipt of information.

* The ability to save requests as a draft and update and submit at a later date.

* The ability to create templates which saves time when requesting similar prior authorizations
frequently.
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* Greater search capability including additional information provided in the search results and
the ability to update existing requests with corrections, revisions or extensions.

 Portal availability using a variety of modern browsers.
* Pre-populated forms using information entered at the start of the request.
» Correct deficiencies or make revisions through the portal. No more mailing or faxing.

Providers can access the TMHP PA on the Portal from the TMHP Prior Authorization web page at
http://www.tmhp.com/Pages/Prior_Auth/Prior_Auth home.aspx, which can also be accessed
from a button on the left navigation bar of the TMHP Provider Home Page. Providers will click on
PA on the Portal and log on to the TMHP secure portal using their UserID and password obtained
when the provider’s account was activated.

Refer to: The TMHP Portal Security Provider Training Manual available on the TMHP website for
information about creating an account, obtaining a UserID and password, and granting
permissions.

Important: To submit CSHCN Services Program prior authorization requests to TMHP, the requesting
provider must be enrolled as a CSHCN Services Program provider, and must have registered his or her
CSHCN Services Program NPI and benefit code in an active TMHP portal account. The client ID
submitted in the request must be the client’s CSHCN Services Program client ID and the client must be
currently enrolled in the CSHCN Services Program.

The following Authorization Areas and Submission Types are available for CSHCN Services
Program prior authorizations submitted through the TMHP PA on the Portal:

Authorization Area Submission Type

All CSHCN Services Program Ambulance Prior Authorization
Dental or Orthodontia Services
Durable Medical Equipment and Supplies
Home Health, Hospice, and/or Telemonitoring
Hospital, Surgery, and/or Medical Services
Outpatient Therapy (PT, OT, ST)

The provider will enter his or her provider, client, and authorization information including service
details in the required fields of the Client Eligibility Pre-check screen and the Authorization
Request — Service Details screen. All necessary documents, including, but not limited to, the TMHP
fillable PDF of the authorization or prior authorization form, can then be electronically attached to
the online authorization or prior authorization request.

The required authorization and prior authorization forms are available on the Authorization
Request—Attachments screen in PA on the Portal along with a list of additional required documen-
tation that the provider must upload as attachments. For prior authorization forms downloaded
from the Authorization Request-Attachments screen in PA on the Portal, certain fields including,
but not limited to, client name and client ID, will be automatically populated based on the infor-
mation entered in the Client Eligibility Pre-Check and Service Details screens.

Note: Authorization and prior authorization forms are also available on the TMHP Prior Authori-
zation CSHCN PA Forms web page as fillable forms into which providers can type the required
information and e-sign the forms using available software. Certain fields will only be pre-populated if
the prior authorization form is downloaded from the Authorization Request-Attachments screen in PA
on the Portal. Forms that are downloaded from the TMHP Prior Authorization CSHCN PA Forms web
page are fillable, but fields will not be pre-populated. Providers can choose to use the pre-populated
forms generated from PA on the Portal or the fillable forms available on the new TMHP Prior Authori-
zation web page.

Providers must submit to TMHP all pages of the prior authorization form, including the Prior
Authorization Request Submitter Certification Statement page with “We Agree” checked, and the
authorization pages completed and signed as applicable. The only pages that are not required to
be submitted to TMHP are the instruction pages. Requests will be pended if the Prior Authorization
Request Submitter Certification Statement page with the “We Agree” checked is not included with
the submitted documents. Providers will be required to submit the Prior Authorization Request
Submitter Certification Statement page, with “We Agree” checked, to TMHP before the request can
be processed.
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Once a prior authorization request has been submitted through PA on the Portal, providers will be
able to submit corrections, revisions, and extensions to applicable prior authorization requests
through PA on the Portal.

Providers can also save drafts and create templates to be used regularly as follows:

« Drafts can be saved with all uploaded attachments. Drafts created in PA on the Portal, but not
submitted, will be deleted after 90 calendar days if the draft has not been submitted to TMHP.
Up to 200 drafts can be saved per provider NPl and taxonomy combination.

e Attachments will not be saved as part of templates on PA on the Portal. Templates will be
retained for up to 365 calendar days from the time the template was last used or modified. Up
to 200 templates can be created and saved per provider NPl and taxonomy combination.

Providers can refer to the TMHP Prior Authorization (PA) on the Portal Submission Guide which is
available on the TMHP Prior Authorization web page for detailed instructions about using the

TMHP PA on the Portal.

4.3.7 Browser Compatibility and System Requirements

TMHP’s PA on the Portal is compatible with Internet Explorer® (IE) 11.0, Chrome®, and Mozilla
Firefox®.

Providers must use Adobe Reader® Version 11.0 or higher to download and complete the authori-
zation and prior authorization forms from PA on the Portal or from the new TMHP Prior
Authorization web page.

Reminder: Providers can continue to download the forms and complete them by hand if the appli-

cable version of Adobe Reader® is not available. (Adobe Reader® is free software that can be
downloaded onto the provider’s computer.)

4.3.8 Electronic Attachments

TMHP’s PA on the Portal will accept electronic attachments. Providers can submit the authori-
zation or prior authorization forms as well as any other required forms or documentation as
electronic attachments.

Up to ten files can be uploaded per authorization or prior authorization request, and each file
cannot exceed 50 megabytes. PA on the Portal will accept electronic attachments in the following
formats:

* Portable Document Format (PDF)

* Images with the following file extensions: JPG, TIF, PNG, GIF
¢ Microsoft (MS) Word

e MS Excel

¢ Rich Text Format (RTF)

Electronic attachments must be completed and electronically signed before they are uploaded to
the PA on the Portal. Providers must use their own software to electronically sign forms, and those
signatures must be added to the forms before they are uploaded to the PA on the Portal request.
Submitters will not be able to electronically sign required forms once they are uploaded to the PA
on the Portal request. Providers will be required to:

1) Download the authorization or prior authorization form, and save the downloaded form to
their desktop or other folder.

2) Complete the form by typing into the fillable fields, and adding the appropriate signatures
(providers can electronically sign the forms using the software of their choice).

3) Upload the form to the PA on the Portal request.

Important: The PA on the Portal will always display the most current form that is available on the
TMHP Prior Authorization web page to be used for the authorization or prior authorization request.
Forms previously downloaded and saved to the providers desktop or folder may not reflect changes
made to the form since the last submission. Provider should ensure the submitted form is the most
recent.
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4.3.9 Maintaining Complete Documentation

To best maintain accurate client and provider documentation, all forms and documentation
completed electronically and e-signed must be kept in the client’s medical record, including:

 Prior authorizations submitted to TMHP.
¢ Documents completed but not submitted to TMHP as a prior authorization request.
* A hard copy of electronic transactions and signed documents must be available upon request.

4.3.10 Sending Prior Authorization Requests via Fax

Providers must include specificinformation when sending prior authorization requests via fax. The
following information is required:

¢ A working fax number to receive faxed responses or correspondence from TMHP

* The last four digits of the client’s CSHCN Services Program Identification number on the fax
coversheet

Note: This requirement applies to submissions of new prior authorization requests, re-submissions,
and additional information needed to complete a request. The fax number listed on the prior authori-
zation form is the fax number used to send faxed responses or correspondences from TMHP.

Providers must mail or fax written prior authorization requests and all other applicable documen-
tation to the following address:

Texas Medicaid & Healthcare Partnership
TMHP-CSHCN Services Program Authorization Department
12357-B Riata Trace Parkway, Suite 100
Austin, TX 78727
Fax: 1-512-514-4222

4.4 Authorization and Prior Authorization Denials

Authorization and prior authorization requests will be denied if they:

* Do not contain all of the information necessary for the Program to make a determination,
* Do not meet medical necessity criteria, or

* Exceed the benefit limitation.

Some of the most common reasons for the denial of authorizations and prior authorizations are
because the request:

e Isincomplete,

* Is submitted on the wrong form,

* Lacks the necessary documentation,

» Contains inaccurate information,

* Fails to meet the submission deadline,

* Isfor an ineligible client, benefit, or provider, or

* Is for a client that does not qualify for the health-care benefit requested.

Denied authorization and prior authorization requests may be corrected and resubmitted. Any
alterations to the original denied request form must be made by using a single line strike-through
so the original content is still legible, and the author of the alteration must initial and date the
revision. Corrected requests must meet authorization and prior authorization submission
deadlines to be considered.

Providers can also submit questions or requests for clarification of a denied authorization or prior
authorization by fax. The TMHP-CSHCN Services Program Authorization Department will respond
by phone, fax, or mail. The department will not respond by e-mail in order to comply with Health
Insurance Portability and Accountability Act (HIPAA) of 1996 requirements.
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Providers dissatisfied with TMHP’s decision to deny authorization and prior authorization of
services may submit a request for an administrative review to the CSHCN Services Program.

Refer to: Section 7.3.5, “Administrative Review for Claims,” on page 7-6 for information about the
administrative review process.

4.4.1 Denied Authorization and Prior Authorization Requests Resubmission

Providers can correct and resubmit requests for authorization and prior authorization, and can
include questions, concerns, or requests for clarification. The TMHP-CSHCN Services Program
Authorization Department will respond to questions, concerns, or requests for clarification by
phone, fax, or mail.

To correct a denied request, the provider must strike through the error with a single line. The
original content and the corrected information must be legible. The provider must initial and date
the alteration.

Resubmitted requests must meet submission deadlines to be considered for approval. Requests
that do not meet the deadlines will be denied.

Requests for services requiring authorization or prior authorization as a condition for
reimbursement must be submitted on a CSHCN Services Program-approved form and contain all
of the information that is necessary for the Program to make a decision. Requests submitted with
insufficient information will be denied and providers will receive notification of the reason for
denial.

4.4.2 Administrative Review for Authorization and Prior Authorization
Denials

Clients and providers will receive written notice of denied authorization and prior authorization
requests within 30 days of the date of the notification. A provider or a client who has received a
denied authorization or prior authorization to TMHP may submit a request for an administrative
review to the CSHCN Services Program if they are dissatisfied with TMHP’s decision to deny the
authorization or prior authorization. A client or provider may not request an administrative review
of the program'’s denial of a prior authorization or authorization request for program services or
provider reimbursement amounts that are in accordance with established fee schedules and
budget alignment methodologies authorized by the CSHCN Services Program Rules Title 25 Part 1
TAC§38.16.

All clients and providers must submit requests for an administrative review within 30 days of the
date TMHP denied the authorization or prior authorization. Requests for an administrative review
and all supporting documentation must be submitted by mail or fax to:

CSHCN Services Program—Administrative Review
Purchased Health Services Unit, MC-1938
Texas Department of State Health Services
PO Box 149347
Austin, TX 78714-9347
Fax: 1-800-441-5133

Additional information requested by the CSHCN Services Program must be returned to the
Program within 30 calendar days of the date of the letter from the CSHCN Services Program. If the
information is not received within 30 calendar days, the case is closed.

4.4.3 Fair Hearing

After an administrative review, providers may request a fair hearing if they are dissatisfied with the
CSHCN Services Program’s decision and the supporting reason.

The fair hearing is the final appeal process and is described in the Texas Administrative Code (TAC)
Title 25, Part 1, Chapter 1, Subchapter C (www.sos.state.tx.us). The fair hearing process is
conducted by the Office of General Counsel at the Department of State Health Services (DSHS).
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Providers may choose to represent themselves or have legal counsel or another spokesperson at
the hearing. If providers are unable to attend the hearing in person, they may request arrange-
ments to attend by teleconference.

Fair hearing requests must be submitted in writing to the CSHCN Services Program within 20 days
of the date of the administrative review decision notice. The request should state the reasons for
the disagreement and include any documents or other proof that help support those reasons.
Providers who fail to request a fair hearing within the 20-day period are presumed to have waived
their right to request a fair hearing, and the CSHCN Services Program will take final action.

Mail or fax fair hearing requests to:

CSHCN Services Program—Fair Hearing
Purchased Health Services Unit, MC-1938
Texas Department of State Health Services
PO Box 149347
Austin, TX 78714-9347
Fax: 1-800-441-5133 or 1-512-776-7162 (in Austin)

Refer to: Section 7.2.2, “Fair Hearing Requests for Authorizations or Prior Authorizations,” on
page 7-2.

4.5 TMHP-CSHCN Contact Center

The TMHP-CSHCN Services Program Contact Center at 1-800-568-2413 is available Monday
through Friday from 7 a.m. to 7 p.m., Central Time, and is the main point of contact for the CSHCN
Services Program provider community.
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Claims Filing, Third-Party Resources, and Reimbursement

5.1 TMHP Claims Information

5.1.1 Claims Processed by TMHP

COMPASS21 (C21) is the claims and encounters processing system currently used by the Texas
Medicaid & Healthcare Partnership (TMHP) to process Children with Special Health Care Needs
(CSHCN) Services Program claims. C21 is an advanced Medicaid Management Information System
(MMIS) that incorporates the latest claims processing methods and offers access to data and flexi-
bility for future program changes.

There are two ways to submit claims to C21. Providers can submit claims to TMHP through
TexMedConnect or a third party vendor. Electronic filing is the most efficient and effective way to
submit claims. TMHP also accepts paper claims. Providers that file paper claims are encouraged to
switch to electronic submission.

Refer to: Chapter 40, “TMHP Electronic Data Interchange (EDI),” on page 40-1.

A listing of the providers and services that are paid by TMHP can be found in Chapter 3, “Client
Benefits and Eligibility,” on page 3-1 of this manual.

All claims sent by mail to TMHP for the first time must be addressed to:

Texas Medicaid & Healthcare Partnership
Attn: CSHCN Services Program Claims
PO Box 200855
Austin, TX 78720-0855

Claim corrections and appeals sent by mail to TMHP must be addressed to:

Texas Medicaid & Healthcare Partnership
Attn: CSHCN Services Program Appeals
12357-B Riata Trace Parkway, Suite 100

Austin, TX 78727

All other correspondence sent by mail must be directed to a specific department or individual at
the following address:

Texas Medicaid & Healthcare Partnership
Attn: (Department)
12357-B Riata Trace Parkway, Suite 100
Austin, TX 78727

5.1.2 Claims Processed by the CSHCN Services Program

Family Support Services (FSS) can help families care for clients with special health-care needs. FSS
can also help a client be more independent and able to take part in family life and community
activities.

FSS includes, but is not limited to:
* Respite care to allow caretakers a short break from caring for their child.

* Specialized childcare costs above and beyond the cost for typical childcare and related to the
child’s disability or medical condition.

* Vehicle modifications, such as wheelchair lifts and related modifications such as wheelchair
tie-downs, a raised roof, and hand controls.

* Home modifications, such as ramps, roll-in showers, or wider doorways.

¢ Special equipment that is not listed as a possible benefit in the child’s health insurance plan,
such as porch lifts or stair lifts, positioning equipment, or bath aids.

CSHCN Services Program case managers assist clients and their families with obtaining FSS. A list
of DSHS Regional Health Service offices and contact information is provided in Chapter 1, “TMHP
and DSHS Contact Information.”
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5.1.3 CPT and HCPCS Claims Auditing Guidelines

Claims with dates of service on or after October 1, 2010,Claims must be filed in accordance with
Current Procedural Terminology (CPT) and Healthcare Common Procedure Coding System
(HCPCS) guidelines as defined in the American Medical Association (AMA) and Centers for
Medicare & Medicaid Services (CMS) coding manuals. Claims that are not filed in accordance with
CPT and HCPCS guidelines may be denied, including claims for services that were prior authorized
or authorized based on documentation of medical necessity.

If a rendered service does not comply with CPT or HCPCS guidelines, medical necessity documen-
tation may be submitted with the claim for the service to be considered for reimbursement;
however, medical necessity documentation does not guarantee payment for the service.

Important: Prior authorization and authorization based on documentation of medical necessityis a
condition for reimbursement; it is not a guarantee of payment.

5.1.4 CMS NCCl and MUE Guidelines for All Claims

All claims must be filed in accordance with the Centers for Medicare & Medicaid Services (CMS)
National Correct Coding Initiative (NCCI) and Mutually Exclusive Edit (MUE) guidelines,
including claims for services that have been prior authorized or authorized with medical
necessity documentation.

The CMS NCCl and MUE guidelines can be found in the NCCI Policy and Medicare Claims
Processing manuals, which are available on the CMS NCCI website.

Note: Providers are required to comply with NCCl and MUE guidelines as well as the guidelines that are
published in this manual, all currently-published website articles, fee schedules, and all other appli-
cation information published on the TMHP website.

5.1.5 TMHP Processing Procedures

The provider who performed the service must file an assigned claim and agree to accept the
allowable charge as full payment.

Regulations prohibit providers from charging clients or TMHP a fee for completing or filing claim
forms. The cost of claims filing is considered a part of the usual and customary charges for services
provided to all CSHCN Services Program clients.

Claims filed with TMHP for reimbursement by the CSHCN Services Program are subject to the
following procedures:

e TMHP verifies that all required information is present on the claim form.

¢ The claim is processed using clerical and automated procedures. Claims requiring special
consideration are reviewed by medical professionals.

¢ All claims from the same provider that are ready for disposition at the end of each week are paid
by a single check or electronic funds transfer (EFT) sent to the provider with an explanation of
each payment or denial. This explanation is called the Remittance and Status (R&S) Report. If no
payment is made to the provider, an R&S Report identifying denied or pending claims is sent to
the provider. If there is no claim action during that time period, the provider does not receive an
R&S Report that week.

Refer to: Chapter 6, “Remittance and Status (R&S) Reports,” on page 6-1.

5.1.6 Claims Processed by Date of Service

Some services, such as DME, inpatient behavioral health, and outpatient mental health services,
have limits to what the CSHCN Services Program can pay. The CSHCN Services Program uses the
date of service to determine whether to pay, deny, or recoup claims for services that have benefit
limitations for providers.

CPT only copyright 2015 American Medical Association. All rights reserved.


http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Data-and-Systems/National-Correct-Coding-Initiative.html

Claims Filing, Third-Party Resources, and Reimbursement

The CSHCN Services Program may recoup claims that have been submitted and paid if a new claim
with an earlier date of service is submitted, depending on the benefit limitations for the services
rendered. Services that have been authorized for an extension of the benefit limitation will not be
recouped.

Providers can submit an appeal with medical documentation if the claim has been denied. This
rule also applies to NCCl/Medically Unlikely Edit (MUE) editing.

5.1.7 Inactive Provider Termination

Providers are required to attest their National Provider Identifier (NPI) for each of their enrolled
Texas Provider Identifiers (TPIs); any claim that is submitted to TMHP without an attested NPI will
be rejected. Additionally, at least one claim must be submitted to TMHP every 24 months in order
for the provider to remain an “active provider” in the CSHCN Services Program. If a provider is
enrolled in both Medicaid and the CSHCN Services Program, the provider identifiers for both
programs will be examined to determine whether any claims activity has occurred.

TMHP will send a courtesy letter to providers when 18 months have passed with no claims activity
for the provider's TPI. The letter will inform providers that if they want to keep TPlIs active, they
must submit a claim within 6 months of the date of the letter using one of the TPIs referenced in
the letter. TMHP will apply a payment denial code to any TPI that has had no claims activity
following 6 months of the date of the courtesy letter and will notify the provider that the TPI has
been inactivated because the provider has not submitted claims using the TPI for a period of 24
months or more.

To have the payment denial code removed from a provider identifier, providers must submit a
completed application for the Medicaid and CSHCN Services Program. The information on this
application must match exactly the information currently on the provider’s file for the payment
denial code to be removed. If the provider has moved to a different address or joined a different
group, the payment denial code will not be removed from the old TPI(s). Instead, new TPI(s) will be
issued for the new address or group.

Refer to: Section 2.1, “Provider Enroliment,” on page 2-2 for additional information.

5.1.8 Claims Filing Deadlines

For claims payment to be considered, providers must adhere to the following time limits. Claims
received after the following time limits are not payable because the CSHCN Services Program does
not provide coverage for late claims.

* Inpatient claims filed by a hospital must be submitted to TMHP within 95 days from the
discharge date. Hospitals may submit interim claims before discharge. These claims must be
submitted to TMHP within 95 days from the last date of service on the claim.

* Qutpatient hospital services must be submitted to TMHP within 95 days from the date of
service.

* For clients receiving retroactive eligibility, TMHP must receive claims within 95 days from the
date the eligibility was added to the TMHP eligibility file (add date).

 Claims for clients with other group or private health insurance coverage must be received by the
CSHCN Services Program within 95 days of the date of disposition by the other third-party
resource (TPR) and no later than 365 from the date of service. A copy of the disposition must be
submitted with the claim and mailed to TMHP.

* TMHP must receive claims from out-of-state providers within 365 days of the date of service.
* All other claims must be submitted to TMHP within 95 days from each date of service.

* When a service is a benefit of Medicare, Medicaid, and the CSHCN Services Program, and the
clientis covered by all programs, the claim must be filed with Medicare first, then with Medicaid.
If a Medicaid claim is denied or recouped for client ineligibility, the claim may be submitted to
the CSHCN Services Program within 95 days from the date of Medicaid disposition.
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When a filing deadline falls on a weekend or holiday, the filing deadline is extended to the next
business day following the weekend or holiday. Holidays that may extend the deadlines in 2015
and 2016 are:

Date Holiday

September 7, 2015

November 11, 2015
November 26, 2015
November 27, 2015
December 24, 2015

Labor Day

Veterans Day
Thanksgiving Day

Day after Thanksgiving
Christmas Eve Day

5-6

December 25,2015 Christmas Day

December 26, 2015 Day after Christmas
January 1, 2016 New Year's Day

January 18,2016 Martin Luther King, Jr. Day
February 15,2016 Presidents’ Day

May 30, 2016 Memorial Day

July 4,2016 Independence Day

Refer to: 2015 Filing Deadline Calendar
2016 Filing Dealine Calendar

After filing a claim to TMHP, providers should review the weekly R&S Report. If within 30 days the
claim does not appear in the Claims In Process section, or if it does not appear as a paid, denied, or
incomplete claim, the provider should resubmit it to TMHP within 95 days of the DOS.

Electronic billers should notify TMHP about missing claims when:
* Anaccepted claim does not appear on the R&S Report within ten workdays of the file submittal.

* Aclaim or file does not appear on a TMHP Electronic Claims Submission Report within ten days
of the file submission.

5.1.9 Exception to Claim Filing Deadline

The DSHS manager with responsibility for oversight of the CSHCN Services Program, or his or her
designee, considers a provider’'s request for an exception to the 95-day claims filing deadline and
the 120-day correction and resubmission deadline, if the delay is due to one of the following
reasons and is received by the program within 18 months from the date of service:

* Damage to or destruction of the provider’s business office or records by a catastrophic event or
natural disaster; including, but not limited to fire, flood, or earthquake that substantially inter-
feres with normal business operations of the provider. The request for an exception to the filing
deadline must include:

* An affidavit or statement from a person with personal knowledge of the facts detailing the
requested exception.

* The cause for the delay.

* Verification that the delay was not caused by neglect, indifference, or lack of diligence of the
provider or the provider’s current employee or agent.

* Any additional information requested by the CSHCN Services Program, including
independent evidence of insurable loss; medical, accident or death records and a police or
fire department report substantiating the damage or destruction.

* Damage or destruction of the provider’s business office or records caused by intentional acts of
an employee or agent of the provider, only if the employment or agency relationship was termi-
nated and the provider filed criminal charges against the former employee or agent. The
request for an exception to the filing deadline must include:

« An affidavit or statement from a person with personal knowledge of the facts detailing the
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requested exception.
The cause for the delay.

Verification that the delay was not caused by neglect, indifference, or lack of diligence of the
provider or the provider's employee or agent.

Any additional information requested by the program, including a police or fire report
substantiating the damage or destruction caused by the former employee or agent's criminal
activity.

* Delay, error, or constraint imposed by the program in the eligibility determination of a client
and/or in claims processing, or delay due to erroneous written information from the program,
its designee, or another state agency. The request for an exception to the filing deadline must
include:

An affidavit or statement from a person with personal knowledge of the facts detailing the
requested exception.

The cause for the delay.

Verification that the delay was not caused by neglect, indifference, or lack of diligence of the
provider or the provider's employee or agent.

Any additional information requested by the program, including written documentation
from the program, its designee, or another state agency containing the erroneous infor-
mation or explanation of the delay, error, and/or constraint.

* Delay due to problems with the provider’s electronic claims system or other documented and
verifiable problems with claims submission. The request for an exception to the filing deadline
must include:

An affidavit or statement from a person with personal knowledge of the facts detailing the
requested exception.

The cause for the delay.

Verification that the delay was not caused by neglect, indifference, or lack of diligence of the
provider or the provider’'s employee or agent.

Any additional information requested by the CSHCN Services Program, including a written
repair statement or invoice; a computer or modem-generated error report indicating
attempts to transmit the data failed for reasons outside the control of the provider, or an
explanation for the system implementation or other claim submission programs; a detailed,
written statement by the person making the repairs or installing the system concerning the
relationship and impact of the computer problem or system implementation to delayed
claims submission; and the reason alternative billing procedures were not initiated after the
problems became known.

The DSHS manager of the unit with responsibility for oversight of the CSHCN Services Program, or
his or her designee(s), considers a provider’s request for an exception to claims receipt deadlines
due to delays caused by entities other than the provider and the program only if the following
Criteria are met:

* All claims that are to be considered for the same exception accompany the request (only the
claims that are attached are considered).

* The exception request is received by the program within 18 months from the date of service.

* The exception request includes an affidavit or statement from a representative of an original
payer, a third-party payer, or a person who has personal knowledge of the facts, stating the
requested exception, documenting the cause for the delay, and providing verification that the
delay was caused by another entity and not the neglect, indifference, or lack of diligence of the
provider or the provider's employees or agents.
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Send requests for exceptions to claim filing deadlines to:

CSHCN Services Program
Purchased Health Services Unit, MC-1938
Texas Department of State Health Services
PO Box 149347
Austin, TX 78714-9347
Fax: 1-800-441-5133

Note: Correspondence greater than ten pages must be mailed.

5.1.10 Fiscal Agent Payment Deadline

The CSHCN Services Program fiscal agent is required to finalize all claims, including appeals or
adjustments, within 24 months.

* Provider claims—CSHCN Services Program payments cannot be made after 24 months from the
date of service or discharge date on inpatient claims.

* Retroactive SSI eligibility claims—The payment deadline is derived from the client’s eligibility
add date to allow 24 months from the add date for the retroactive SSl-eligible client.

Payment deadlines should not be confused with the claims filing deadlines that are in place for
claim submissions and appeals.

5.2 Third-Party Resource (TPR)

Federal and state laws require that the CSHCN Services Program use program funds for the
payment of most medical services only after all reasonable measures were taken to use a client’s
TPR.

A TPR is a source of payment (other than payment from the CSHCN Services Program) for medical
services. TPR includes payment from any of the following sources:

* Private health insurance

e Dental insurance plan

* Health maintenance organization (HMO)

* Home, automobile, or other liability insurance
* Preferred provider organization (PPO)

* Cause of action (lawsuit)

* Medicare

¢ Health-care plans of the U.S. Department of Defense or the U.S. Department of Veterans Affairs
(also known as TRICARE)

* Employee welfare plan

* Union health plan

¢ Children’s Health Insurance Program (CHIP)
* Prescription drug card

¢ Vision insurance plan

Even though Texas Medicaid is considered a non-TPR source, when the client is eligible for both
the CSHCN Services Program and Texas Medicaid, Medicaid must be billed before billing the
CSHCN Services Program. The CSHCN Services Program does not pay a provider for any services
that could have been reimbursed by Texas Medicaid.

If Texas Medicaid denies or recoups a claim for client ineligibility, a copy of the Medicaid R&S
Report must be submitted with the claim and received at TMHP within 95 days from the date of
disposition.

A provider who furnishes services and is participating in the CSHCN Services Program must not
refuse to furnish services to an eligible client because of a third party’s potential liability for
payment of the services.
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Eligible clients must not be held responsible for billed charges in excess of the TPR payment for
services that are a benefit of the CSHCN Services Program. When the TPR pays less than the
program allowable amount for services that are a benefit, the provider may submit a claim to
TMHP for any additional allowable amount. The program does not reimburse providers for copays
or provider discounts deducted from TPR payments.

When the client has other third-party coverage, the CSHCN Services Program may pay the
deductible or coinsurance for the client as long as the combination of insurance and program
payment does not exceed CSHCN Services Programs fee schedule in use at the time of service.

Exception: By law, the CSHCN Services Program cannot reimburse for CHIP deductibles or coinsurance.

The CSHCN Services Program may pay for covered health-care benefits during CHIP or other health
insurance enrollment waiting periods. During these periods, providers may file claims directly with
the CSHCN Services Program without evidence of denial by the other insurer.

5.2.1 Health Maintenance Organization (HMO)
The CSHCN Services Program does not reimburse providers for client copays.

The CSHCN Services Program considers payment for services specifically excluded or limited by
HMOs, but a benefit of the CSHCN Services Program. An explanation of benefits (EOB) is required
from the HMO. Payment of those services must not exceed the CSHCN Services Programs
maximum allowable fees for those services.

The CSHCN Services Program does not provide assistance for:
* Supplement of payment made by HMOs to their providers, unlike other insurance.

* Services that are available through an HMO and were not provided by an HMO approved
provider.

* Authorization and payment for services available through an HMO.
» Copayments to providers for services available through an HMO.

Providers may collect copays for CSHCN Services Program clients with private insurance. The CSHCN
Services Program reimburses clients for medication copays only. Clients should call the
TMHP-CSHCN Services Program Contact Center Client Line at 1-877-888-2350, which is available
Monday through Friday, from 7 a.m. to 7 p.m., Central Time for additional information.

5.2.2 CSHCN Services Program Eligibility Form

Insurance coverage is indicated by the word “Insurance” below the date of birth in the CSHCN
Services Program Eligibility forms case number block. Refer to Section 3.3.2, “CSHCN Services
Program Eligibility Form Sample,” on page 3-12 for a sample copy of the form. The information is
obtained at the time of the application and must be verified at the time services are rendered.

If a provider is aware that a client has other health insurance but the word “Insurance” is not
displayed on the CSHCN Services Program Eligibility Form, the provider must notify TMHP of the
details concerning the type of policy and scope of benefits.

Toreportotherinsurance information, providers can call the TMHP Third-Party Resource (TPR) Unit

at 1-800-846-7307, which is available Monday through Friday, from 7 a.m. to 7 p.m., Central Time
for additional information or write to the following address:

TMHP TPR Unit
PO Box 202948
Austin, TX 78720-2948

5.2.3 Claims Filing Involving a TPR

When a CSHCN Services Program client has other health insurance, that resource must be billed
and providers must receive a disposition from the insurance company before submitting a claim
for consideration of payment by the CSHCN Services Program. All claims for clients with other
insurance coverage must reference the following information:

* Name of the other insurance resource
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» Address of the other insurance resource

* Policy (identification) number and group number

* Policyholder

* Effective date, if available

» Date of disposition by other insurance resource

* Payment or specific denial information

Claims must be submitted on paper with the EOB attached.

Refer to: Claims Information section at the end of each chapter of this manual for more
information.

5.2.4 Verbal Denials by a TPR

When a claim is denied by TMHP because of the client’s other coverage, information identifying
the TPR appears on the provider’s R&S Report.

A statement from the client or family member indicating that they no longer have this resource is
not sufficient documentation to reprocess the claim. Providers may call the third-party insurance
resource and receive a verbal denial. In these situations, the provider must indicate the following
information on the R&S Report:

* Date of the telephone call

* Name and telephone number of the insurance company
* Name of the person with whom they spoke
 Policyholder and group information

* Specificreason for the denial (include client’s type of coverage to enhance the accuracy of claims
processing; for example, a policy that covers only inpatient services or only physician services)

When a provider is advised by a TPR that benefits were paid to the client, the provider mustinclude
thatinformation on the claim with the date and amount of payment made to the client, if available.
If a denial was sent to the client, refer to the information listed in this section. This information
enables TMHP to consider the claim for payment.

5.2.5 Filing Deadlines Involving a TPR

Any health insurance, including CHIP or Medicaid, that provides coverage to a CSHCN Services
Program eligible client must be used before the program can consider the services for
reimbursement. Claims must be received by the program or the payment contractor within

95 days of the date of the disposition by the other TPR and no later than 365 days from the date of
service.

If the claim is denied, the provider may submit a claim for consideration to the program. The letter
of denial must accompany the claim, or the provider must include the following information with
the claim for consideration:

* Date the claim was filed with the insurance company

* Reason for the denial

* Name and telephone number of the insurance company

* Policy (identification) number

* Name of the policy holder and identification numbers for each policy covering the client
* Name of the insurance company contact who provided the denial information

» Date of the contact with the insurance company

Claims involving a TPR have the following deadlines applied:

* Claims with a valid disposition must be submitted to TMHP within 95 days from the disposition
(payment or denial) date.
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* In addition to the above, there is a 365-day filing deadline from the date of service. This means
that a fully documented claim must be received by TMHP within 365 days of the date of service.
However, when a TPR recoups a payment made in error on a claim, and that claim was never
submitted to TMHP, the provider must send the claim for special handling to the attention of
the Third-Party Resources Unit at TMHP within 95 days of the TPR action, if the 365-day filing
period was exceeded.

Texas Medicaid & Healthcare Partnership
Third-Party Resources Unit
PO Box 202948
Austin, TX 78720-2948

Claims denied by the TPR on the basis of late filing are not considered for payment by the CSHCN
Services Program.

TMHP does not have the authority to waive state or federal mandates, such as filing deadlines.

Note: Providers may request an administrative review of any claim denied by the CSHCN Services
Program payment contractor. Refer to Section 7.3.5, “Administrative Review for Claims,” on page 7-6,
for more information.

5.2.6 Blue Cross Blue Shield (BCBS) Nonparticipating Physicians

BCBS currently has procedures in place to pay assigned claims directly to nonparticipating
providers. A nonparticipating provider is eligible to receive direct reimbursement from BCBS,
when assignment is accepted. However, only payment dispositions are sent to the provider. An
EOB regarding denials is sent only to the client.

Be aware that by accepting assignment on a claim when the client also has the CSHCN Services
Program coverage, providers are agreeing to accept payment made by insurance carriers and the
CSHCN Services Program, when appropriate, as payment in full. The CSHCN Services Program client
must not be held liable for any balance related to CSHCN Services Program-covered services.

Physicians who treat CSHCN Services Program clients with BCBS private insurance and who are
nonparticipating with BCBS must follow the instructions and procedures as follows:

* Do not provide the CSHCN Services Program client with a bill or anything the client could use as
a bill. An informational statement may be given. To avoid confusion, write “Information only”
clearly on the copy of the statement.

* Bill BCBS directly, accepting assignment. When payment from BCBS is received, the claim may
be filed with TMHP to seek additional payment up to the CSHCN Services Program allowable
amount.

A claim must be filed with TMHP-CSHCN Services Program within 365 days of the date of service.

5.2.7 Refunds

The TMHP Cash Reimbursement Unit is responsible for processing financial adjustments thatare a
result of overpayment, duplicate payment, payment to incorrect providers, returned equipment,
and overpayments due to overlapping payments by the CSHCN Services Program and another
source. An overpayment must be refunded to the CSHCN Services Program.

Providers must reimburse the CSHCN Services Program refund account by lump sum payment. At
the discretion of the Program, refunds may be made in monthly installments or out of current
claims due to be paid the provider. To process refunds accurately, refund checks should be accom-
panied by a CSHCN Services Program Refund Information Form and include the following
information:

* Refunding provider's name and provider identifier

* Client’'s name and client number

* The date on which the medical service was rendered

* A copy of the R&S Report that shows the claim to which the refund is being applied
* The specific reason for the refund
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* Private insurance paid on the claim. The provider must refund the lower of the amount paid by
the primary insurance or CSHCN Services Program. The provider should include the exact
amount paid and the insurance company’s name, address, policy number, and group number.

Refund requests must be submitted to:

Texas Medicaid & Healthcare Partnership
Financial Department
12357-B Riata Trace Parkway, Suite 100
Austin, TX 78727

5.2.8 Refunds to TMHP Resulting From Other Insurance

If the CSHCN Services Program makes payment for a claim and payment is received from another
resource for the same services, the provider must refund the CSHCN Services Program the lesser of
the amount paid by the TPR or the amount paid by the program. These refunds must not be held
until the end of an accounting year. Providers must accept assignment; therefore, they must
accept the CSHCN Services Program payment as payment in full for services that are a benefit and
must not use payment by another TPR to make up the difference between the amount billed and
the CSHCN Services Program payment.

Providers must use the following guidelines to determine the amount to be refunded to the
CSHCN Services Program:

* When the CSHCN Services Program pays more than the other resource pays, the amount of the
other payment is due as a refund to the CSHCN Services Program. For example:

Total billed $300
CSHCN Services Program $200
payment

Other resource payment $150
Amount to be refunded to TMHP $150

* When the CSHCN Services Program pays less than the other resource, the amount paid by the
Program is due as a refund. For example:

Total billed $300
CSHCN Services Program $200
payment

Other resource payment $250
Amount to be refunded to TMHP $200

5.2.9 Accident-Related Claims

TMHP monitors all accident claims to determine whether another resource may be liable for the
medical expenses of the CSHCN Services Program clients. Providers are required to ask clients
whether the medical services are necessary because of accident-related injuries. If the claim is the
result of an accident, providers must indicate this information in the appropriate fields on the
electronic claim form, in Block 10 of the CMS-1500 paper claim form, or Blocks 31 through 34 on
the UB-04 CMS-1450 paper claim form.

If payment is available from a known third party, such as personal injury protection automobile
insurance, that responsible party must be billed before the CSHCN Services Program. If the
third-party payment is substantially delayed due to contested liability or unresolved legal action,
a claim may be submitted to TMHP for consideration of payment. TMHP processes the
liability-related claim and pursues reimbursement directly from the potentially liable party on a
postpayment basis.

The following information must be included on these claims:
* Name and address of the TPR
* Description of the accident including location, date, time, and alleged cause
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* Reason for delayed payment by the TPR

5.2.9.1 Accident Resources and Refunds Involving Claims for Accidents

Acting on behalf of the CSHCN Services Program, TMHP has the authority to recover payments
from any settlement, court judgment, or other resources awarded to a CSHCN Services Program
client. In most cases, TMHP works directly with the attorneys, courts, and insurance companies to
seek reimbursement for program payments. If a provider receives a portion of a settlement for
which the program has made payment, the provider must refund the CSHCN Services Program.
Any provider filing a lien for the entire billed amount must contact the Third-Party Resources Unit
at TMHP to coordinate program postpayment activities. Providers may contact the TMHP Tort
Contact Center by calling 1-800-846-7307, which is available Monday through Friday, from 8 a.m.
to 5 p.m., Central Time.

A provider who receives an attorney’s request for an itemized statement, claim copies, or both,
should contact the TMHP Third-Party Resources Unit, if the CSHCN Services Program was billed for
any services relating to the request. The provider must furnish TMHP with the client’s name and
CSHCN Services Program ID number, dates of service involved, and the name and address of the
attorney or casualty insurance company. This information enables TMHP to pursue
reimbursement from any settlement.

5.2.9.2 Third-Party Liability for Claims Involving Accidents

DSHS contracts with TMHP to administer third-party liability cases. To ensure that the CSHCN
Services Program is the payer of last resort, TMHP performs postpayment investigations of
potential casualty and liability cases.

TMHP also identifies and recovers CSHCN Services Program expenditures in casualty cases
involving CSHCN Services Program clients.

Investigations are a result of referrals from many sources, including attorneys, insurance
companies, health-care providers, CSHCN Services Program clients, and state agencies.

Referrals should be submitted on the Tort Response Form to the following address:

TMHP Tort Department
PO Box 202948
Austin, TX, 78720-2948
Fax: 1-512-514-4225

TMHP releases CSHCN Services Program claims information when a Department of State Health
Services Form to Release CSHCN Services Program Claims History is submitted. This form is
available in both English and Spanish. The form must be signed by the CSHCN Services Program
client, parent, or guardian. Referrals are processed within ten business days.

An attorney or other person who represents a CSHCN Services Program client in a third-party claim
oraction for damages for personal injuries must send written notice of representation to the TMHP
Tort department at the address listed above. The written notice must be submitted within 45 days
of the date on which the attorney or representative undertakes representation of the CSHCN
Services Program client or from the date on which a potential third party is identified.

The following information must be included:
* The CSHCN Services Program client’s name, address, and identifying information

* The name and address of any third party or third-party health insurer against whom a
third-party claim is, or may be, filed for injuries to the CSHCN Services Program client

* The name and address of any health-care provider that has asserted a claim for payment for
medical services provided to the CSHCN Services Program client for which a third party may be
liable for payment, whether or not the claim was submitted to, or paid by, TMHP

Providers should indicate when information is unknown when the initial notice is filed. Revisions
must be submitted when the information becomes available.
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If the attorney or representative requests claim information about the CSHCN Services Program
client, an authorization form must be included as part of the notice and must be signed by the
CSHCN Services Program client, parent, or guardian. The Department of State Health Services
Form to Release CSHCN Services Program Claims History must be used. This form is available in
both English and Spanish.

DSHS must approve all trusts before any proceeds from a third party are placed into a trust.

For additional information, providers may contact the TMHP Tort Contact Center at
1-800-846-7307, which is available Monday through Friday, from 8 a.m. to 5 p.m., Central Time.

5.3 Multipage Claim Forms
Professional (CMS-1500)
The approved electronic professional claim format is designed to list 50 line items.

The total number of details allowed for a professional claim by the TMHP claims processing system
(C21) is 28. If the services provided exceed 28 line items on an approved electronic claims format
or 28 line items on paper claims, the provider must submit another claim for the additional line
items.

The CMS-1500 paper claim form is designed to list six line items in Block 24. If more than six line
items are billed, a provider may attach additional forms (pages) totaling no more than 28 line
items. The first page of a multipage claim must contain all the required billing information. On
subsequent pages of the multipage claim, the provider should identify the client’'s name,
diagnosis, information required for services in Block 24, and the page number of the attachment
(for example, page 2 of 3) in the top right-hand corner of the form and indicate “continued” in
Block 28. The combined total charges for all pages should be listed on the last page in Block 28.

Institutional (UB-04 CMS-1450)

An approved electronic format of the UB-04 CMS-1450 is designed to list 61 lines in Block 43 or its
electronic equivalent. C21 merges like revenue codes together to reduce the lines to 28 or less.

If the services exceed the 28 lines, the provider may submit another claim for the additional lines
or merge codes. When splitting a claim, all pages must contain the required information. Usually,
there are logical breaks to a claim. For example, the provider may submit the surgery charges in
one claim and the subsequent recovery days in the next claim. Hospitals are required to submit all
charges.

The UB-04 CMS-1450 paper claim form is designed to list 23 lines in Block 43. If services exceed the
23-line limitation, the provider may attach additional pages. The first page of a multipage claim
must contain all required billing information. On subsequent pages, the provider identifies the
client’s name, diagnosis, all information required in Block 43, and the page number of the
attachment (e.g., page 2 of 3) in the top right-hand corner of the form and indicate “continued” on
Line 23 of Block 47. The combined total charges for all pages should be listed on the last page on
Line 23 of Block 47.

The total number of details allowed for an institutional claim by the TMHP claims processing
system (C21) is 28. C21 merges like revenue codes together to reduce the lines to 28 or less. If the
C21 merge function is unable to reduce the lines to 28 or less, the claim will be denied, and the
provider will need to reduce the number of details and resubmit the claim.

Note: Revenue codes must be submitted on the UB-04 CMS-1450 institutional paper claim form or
electronic equivalent in accordance with the National Uniform Billing Committee (NUBC) standards for
all inpatient and outpatient institutional claims. Providers can refer to the NUBC website at
www.nubc.org.

Revenue Codes

Per the NUBC, revenue codes are defined as codes that identify specificaccommodations, ancillary
services, or unique billing calculations or arrangements. Revenue codes are four-digit codes that
must be entered on claims as follows:

* Providers submitting claims through TexMedConnect will be required to enter four-digit
revenue codes, including the leading zero (where appropriate) for inpatient and outpatient
claim submissions.
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* Providers submitting institutional claims in the 837I electronic format should continue to use
four-digit revenue codes in Loop 2400, Segment SV201, to enter revenue codes.

Providers are required to adhere to national billing standards, including NUBC guidelines defining
data submission requirements.

Providers may refer to the National Uniform Billing Committee website for further information.
Type of Bill

Type of bill (TOB) values must be submitted on the UB-04 CMS-1450 claim form or electronic equiv-
alent in accordance with the National Uniform Billing Committee (NUBC).

Per NUBC, TOB is defined as a code indicating the specific type of bill (e.g., hospital inpatient,
outpatient, replacement, voids, etc.), with the last digit defining the frequency of the bill.

Providers that submit institutional claims in the 8371 electronic format may use Loop 2300,
Segment CLMO05-1 through CLMO05-3 to enter TOBs.

5.4 Tips on Expediting Paper Claims

Use the following guidelines to enhance the accuracy and timeliness of paper claims processing.

5.4.1 General requirements

» Use original claim forms. Don't use copies of claim forms.

* Detach claims at perforated lines before mailing.

* Use 10 x 13 inch envelopes to mail claims. Don’t fold claim forms, appeals, or correspondence.
e Don't use labels, stickers, or stamps on the claim form.

* Don’t send duplicate copies of information.

e Use 8% x 11 inch paper. Don't use paper smaller or larger than 8 2 x 11 inches.

¢ Don’t mail claims with correspondence for other departments.

5.4.2 Data Fields

* Print claim data within defined boxes on the claim form.

¢ Use black ink, but not a black marker. Don't use red ink or highlighters.
e Use all capital letters.

* Print using 12 point Courier font only. Don't use fonts smaller or larger than 12 points. No other
font will be accepted.

e Use a laser printer for best results. Don’t use a dot matrix printer, if possible.
¢ Use eight digits to indicate the date (e.g., 01012013). Don't use dashes or slashes in date fields.

5.4.3 Attachments
¢ Use paper clips on claims or appeals if they include attachments. Don’t use glue, tape, or staples.

* Place the claim form on top when sending new claims, followed by any medical records or other
attachments.

* Number the pages when sending when sending attachments or multiple claims for the same
client (e.g., 1 of 2,2 of 2).

» Don't total the billed amount on each claim form when submitting multiple claims for the same
client.

e Submit claim forms with R&S Reports.
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5.5 Correction and Resubmission (Appeal) Time Limits

All correction and resubmission (appeals) of denied claims and requests for adjustments on paid
claims must be received by TMHP within 120 days from the date of disposition of the claim (the
date of the R&S Report on which the claim appears).

Refer to: 2015 Filing Deadline Calendar
2016 Filing Dealine Calendar

5.5.1 Claims with Incomplete Information

Claims lacking the information necessary for processing are listed on the R&S Report with an EOB
code requesting the missing information. Providers must resubmit a signed, completed, and
corrected claim with a copy of the R&S Report on which the claim appears to TMHP within 120 days
from the date on the R&S Report to be considered for payment. Hospitals are not required to
resubmit itemized inpatient charges if those charges were included with the original submission.

5.5.2 Other Insurance Appeals

Providers appealing a claim denial due to other insurance coverage must submit to TMHP the
complete other-insurance information, including all EOBs with disposition dates. The disposition
date is the date on which the other insurance company processed the payment or denial. If a
provider submits other-insurance EOBs without disposition dates, the appeal will be denied.

5.5.3 Resubmission of TMHP EDI Rejections

Providers that receive TMHP EDI rejections may resubmit an electronic claim within 95 days of the
DOS. A paper appeal may also be submitted with a copy of the rejection report within 120 days of
the rejection report to meet the filing deadline. A copy of the rejection report with the EDI batch
ID must accompany each corrected claim that is submitted on paper.

5.5.3.1 TMHP EDI Batch Numbers, Julian Dates

All electronic transactions are assigned an eight-character Batch ID immediately upon receipt by
the TMHP Electronic Data Interchange (EDI) Gateway. The batch ID format allows electronic
submitters to determine the exact day and year that a batch was received. The batch ID format is
JJJYSSSS, where each character is defined as follows:

* JJJ—Julian date. The three J characters represent the Julian date that the file was received by
the TMHP EDI Gateway. The first character (J) is displayed as a letter, where E=0,F=1,G =2,
and H = 3. The last two characters (JJ) are displayed as numbers. All three characters (JJJ)
together represent the Julian date. For example, a Julian date of 143 would be F43.

* Y—Year. The Y character represents the last digit of the calendar year when the TMHP EDI
Gateway receives the file. For example, a “3" in this position indicates the year 2013.

* SSSS—The unique 4-character sequence number assigned by EDI to the claim filed.

Refer to: Section 7.3.1.3, “Electronic Rejections,” on page 7-4 more information on electronic
appeals.

5.6 Coding

5.6.1 Diagnosis Coding

The only diagnosis coding structure accepted by the CSHCN Services Program is the International
Classification of Diseases, Tenth Revision, Clinical Modification (ICD-10-CM). The CSHCN Services
Program requires providers to provide diagnosis codes on their claims. Diagnosis codes must
correspond to the highest level of specificity available. A written description of the diagnosis is not
required.
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If the diagnosis code submitted is a valid three- to seven-digit code, do not add additional zeroes.
Claims submitted with an invalid diagnosis code are denied.

Specific diagnosis codes related to program benefits are listed in chapters that follow. These
listings are intended to provide helpful information, but should not be considered all-inclusive.
From time to time, diagnosis codes are added, deleted, or revised.

5.6.2 Procedure Coding

5.6.2.1 Healthcare Common Procedure Coding System (HCPCS)

The procedure coding system used by the CSHCN Services Program is called the Healthcare
Common Procedure Coding System (HCPCS). HCPCS is a common coding structure for deter-
mining reimbursement made available to health-care providers and third-party payers.

HCPCS is designed around a five-character numeric or alphanumeric base for all procedure codes,
and is divided into two principal subsystems, referred to as level | and level Il

* Levell: Level | procedure codes are created by the American Medical Associations (AMA), and
are published in the Current Procedural Terminology (CPT®) manual. CPT procedure codes are
numeric codes consisting of 5-digits. Maintenance of CPT is the responsibility of the AMA (AMA
updates on a yearly basis) and coordinated with CMS before distribution of modifications to
third-party payers.

Note: Claims for anesthesia must list the CPT anesthesia procedure codes. Use of narrative descriptions
or CPT surgical codes result in claim denial.

¢ Level ll: Level Il procedure codes are created by CMS, and are published in the HCPCS manual.
HCPCS procedure codes are alpha-numeric codes consisting of a single alpha character (A-V)
followed by four numeric digits; the codes are for physician and nonphysician services that are
not contained in CPT (such as ambulance, durable medical equipment [DME], prostheses, and
some medical codes). Updating of HCPCS codes is the responsibility of the CMS Maintenance
Task Force.

Level | CPT and Level Il HCPCS procedure codes are used by all the CSHCN Services Program
providers to identify the procedures they perform.

Exception: Inpatient facility charges submitted on a UB-04 CMS-1450 paper claim form or equivalent
electronic claim format must be billed using revenue codes.

To ensure an up-to-date coding structure, HCPCS is updated annually using the latest edition of
the CPT manual (i.e,, Level | coding) and nationally established CMS codes (i.e., Level Il coding). The
coding systems comply with Health Insurance Portability and Accountability Act (HIPAA)
requirements.

Most added procedure codes that are not directly replacing a discontinued procedure code must
go through the Texas Medicaid rate hearing process, as required by Chapter 32 of the Human
Resources Code, §32.0282, and Title 1 of the Texas Administrative Code, §355.201, which require
public hearings to receive comments on Texas Medicaid payment rates.

Refer to: Section 5.6.2.3, “Determining Reimbursement Rates for New HCPCS Procedure Codes,”
on page 5-18 for additional information about the rate hearing process as well as claims
filing and prior authorization requirements for affected procedure codes.

Specific procedure codes related to program benefits are listed in chapters that follow. These
listings are intended to provide helpful information, but should not be considered all-inclusive.
From time to time, procedure codes are added, deleted, or revised. Benefit and coding information
is updated in the CSHCN Services Program Provider Bulletin.

The CSHCN Services Program does not reimburse for deleted procedure codes.

Authorization and prior authorization requests must be submitted to update HCPCS procedure
codes for services.

Refer to: The Centers for Medicare & Medicaid Services HCPCS web page.
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5.6.2.2 National Correct Coding Initiative (NCCI) Guidelines

The Patient Protection and Affordable Care Act (PPACA) mandates that all claims submitted on or
after October 1, 2010, must be filed in accordance with the NCCl guidelines. NCCl was developed
by CMS to promote the correct coding of health-care services by providers. The purpose of the
NCCl edits is to prevent improper payment when incorrect code combinations are reported.

NCCI consists of two types of edits:

* NCCI procedure-to-procedure edits that define pairs of procedure codes that should not be
reported together for a variety of reasons.

* MUE are units-of-service edits that define the number of units of service beyond which the
reported number of units of service is unlikely to be correct.

Each NCCI code pair edit is associated with a policy as defined in the National Correct Coding
Initiative Policy Manual. Effective dates apply to code pairs in NCCl and represent the date when
CMS added the code pair combination to the NCCl edits. Code combinations are processed based
on this effective date. Termination dates also apply to code pairs in NCCI. This date represents the
date when CMS removed the code pair combination from the NCCl edits. Code combinations are
refreshed quarterly.

NCCl edits are applied to services that are performed by the same provider on the same date of
service only. Providers may refer to the CMS NCCI website for the NCC/ Policy and Medicare Claims
Processing manuals that contain the NCCl rules, relationships, and general information.

Providers are encouraged to monitor CMS for updates to the NCCl rules and guidelines. A link to
the CMS NCCl website is also available through the TMHP website at www.tmhp.com on the Code
Updates - NCCl Compliance web page. In instances where the CSHCN Services Program imple-
ments exceptions to the NCCl relationships, providers will be informed through the standard
provider notification process.

The HCPCS and CPT codes included in the Children with Special Health Care Needs Services Program
Provider Manual and the CSHCN Services Program Provider Bulletins are subject to NCCl relation-
ships, which supersede any exceptions to NCCl code relationships that may be noted in the
manuals and bulletins. In instances when CSHCN Services Program medical policy is more
restrictive than NCClI MUE guidance, CSHCN Services Program medical policy prevails.

NCCI Appeals

Claims or procedure codes that have been denied based on NCCl guidelines may be appealed with
an appropriate modifier or documentation of medical necessity. If the submitted procedure code
is denied because NCCI guidelines indicate the code is included in another procedure, the claim
may be appealed with a modifier if applicable. If a modifier does not apply but medical necessity
can be proven, the provider must submit documentation of medical necessity that indicates both
services were necessary on the same date of service. For guideline exceptions that may be
appealed, providers may refer to the CMS website at www.cms.gov/Outreach-and-Education
[Medicare-Learning-Network-MLN/MLNProducts/downloads/MCRP_Booklet.pdf. Providers must
follow the current standard appeals process when appealing claims to TMHP.

Refer to: Section 7.3, “Claim Appeals,” on page 7-3 for additional information about appealing
claims.

5.6.2.3 Determining Reimbursement Rates for New HCPCS Procedure Codes

The CSHCN Services Program adopts the new codes that are direct replacements of discontinued
codes at the discontinued codes reimbursement rate. The new HCPCS procedure codes that are
not directly replacing discontinued codes require a rate hearing to determine an appropriate
Texas Medicaid reimbursement rate. The Health and Human Services Commission (HHSC)
conducts public rate hearings to provide an opportunity for the provider community to comment
on the Medicaid proposed payment rate. After the rate hearings are complete for each procedure
code, the CSHCN Services Program makes the determination to adopt the Texas Medicaid rate
established through the rate hearing process or to adopt the rate of a similar discontinued code.
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As indicated in the HCPCS Special Bulletin that is published at the beginning of each year, claims for
procedure codes that require a rate hearing must be submitted within the initial 95 day filing
deadline. The most appropriate procedure code for the service provided must be submitted.
Services provided are denied as pending a rate hearing (EOB 02008) until the applicable
reimbursement rate is adopted.

Once the Medicaid reimbursement rate has been determined through the rate hearing process,
the CSHCN Services Program will evaluate the proposed rate to determine whether alignment
with the Medicaid rate is fiscally feasible. Once reimbursement rates are established in the rate
hearing, evaluated by the CSHCN Services Program, and applied, TMHP will reprocess the claim.
No action on the part of the provider is necessary. Providers are notified of the implementation
date and reprocessing efforts. The client cannot be billed for these services.

For those procedures that require authorization or prior authorization, providers must follow the
processes detailed in Chapter 4, “Prior Authorizations and Authorizations” of the current CSHCN
Services Program Provider Manual. Providers must not wait until new codes have completed the
rate hearing process to request an authorization or prior authorization.

5.6.2.4 National Drug Codes (NDC)

All CSHCN Services Program providers must submit an NDC for professional or outpatient
electronic and paper claims submitted with physician-administered prescription drug procedure
codes.

N4 must be entered before the NDC on claims. The NDC is an 11-digit number on the package or
container from which the medication is administered.

National Drug Unit of Measure: The submitted unit of measure should reflect the volume
measurement administered. Refer to the NDC Package Measure column on the Texas
NDC-to-HCPCS Crosswalk.

The valid units of measurement codes are:
¢ F2—International unit

* GR—Gram

* ME—Milligram
o ML—Milliliter
e UN—Unit

Note: Unit quantities must be submitted, and are required.
Paper Claim Submissions

Depending on the claim type, the NDC information must be submitted as indicated below for
paper claims, or the equivalent electronic field:

UB-04 CMS-1450

Block No.  Description Guidelines
43 Revenue codesand  This block should include the following elements in the
description following order:

* NDC qualifier of N4 (e.g., N4)

e The 11-digit NDC number on the package or vial from
which the medication was administered. Do not enter
hyphens or spaces within this number (e.g.,
00409231231)

¢ The unit of measurement code. There are 5 allowed
values: F2, GR, ML, UN or ME. (e.g., GR)

* The unit quantity with a floating decimal for fractional
units (limited to 3 digits). (e.g., 0.025)

Example: N400409231231GR0.025
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CMS-1500

Block No. Description Guidelines

24A Date(s) of service In the shaded area, enter :
* NDC qualifier N4 (e.g., N4)

* The 11-digit NDC number on the package or vial
from which the medicaiton was administered. Do
not enter spaces or hyphens within this number.
(e.g., 00409231231)

Example: N400409231231

24D Procedures, services, or In the shaded area, enter NDC quantity of units
supplies administered (up to 12 digits including the decimal
point). A decimal point must be used for fractions of a
unit (e.g., 0.025).

24G Days or units In the shaded area, enter the NDC unit of
measurement code (e.g., GR).
There are 5 allowed values: F2, GR, ML, UN or ME.

2017 Claim Form

Block No. Description Guidelines
32A Date(s) of service In the shaded area, enter :
* NDC qualifier N4 (e.g., N4)

¢ The 11-digit NDC number on the package or vial
from which the medicaiton was administered. Do
not enter spaces or hyphens within this number.
(e.g., 00409231231)

Example: N400409231231

32D Procedures, services, or In the shaded area, enter the NDC quantity of units
supplies Current Proce- administered (up to 12 digits including the decimal
dural Terminology point). A decimal point must be used for fractions of a
(CPT)/ Healthcare unit (e.g., 0.025).

Common Procedure
Coding System (HCPCS)
Modifier

32F Days or units In the shaded area, enter the NDC unit of
measurement code (e.g., GR).
There are 5 allowed values: F2, GR, ML, UN or ME.

National Drug Unit: Claims will be edited for the value submitted in the NDC quantity field. In order
to convert the HCPCS units submitted into the NDC quantity; use the Texas NDC-to-HCPCS
Crosswalk to review the "HCPCS Description” and the "NDC Label" description to identify the
quantity.

The Texas NDC-to-HCPCS Crosswalk identifies relationships between HCPCS codes and National
Drug Codes (NDC). The Texas file is published at least quarterly. The Texas NDC-to-HCPCS
Crosswalk can be found at www.txvendordrug.com/formulary/clinician-adminis-
tered-drugs.shtml. Clinician-administered drugs that do not have an appropriate NDC to HCPCS
combination for the procedure code that is submitted are not payable.

Texas Supplemental NDC File lists those physician-administered multiple-source drugs that the
U.S. Secretary of Health and Human Services has determined to have the highest dollar volume of
physician-administered drugs that are dispensed through Medicaid. The Texas supplemental NDC
file is available on the NDC webpage under topics on the TMHP website at www.tmhp.com.
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5.6.2.5 Drug Rebate Program

The CSHCN Services Program will reimburse providers only for clinician-administered drugs and
biologicals whose manufacturers participate in the CMS Drug Rebate Program and that show as
active on the CMS list for the date of service the drug is administered.

CMS maintains a list of participating manufacturers and their rebate-eligible drug products, which
is updated quarterly on the CMS website. TMHP will republish this list quarterly in a more acces-
sible format. Providers will be notified when the first formatted file from TMHP is available.

When providers submit claims for clinician-administered drug procedure codes, they mustinclude
the National Drug Code (NDC) of the administered drug as indicated on the drug packaging.

TMHP will deny claims for drug procedure codes under the following circumstances:

¢ The NDC submitted with the drug procedure code is not on the CMS drug rebate list that was
current on the date of service.

* The NDC submitted with the drug procedure code has been terminated.
* The drug procedure code is submitted with a missing or invalid NDC.

To avoid claim denials, providers must speak with the pharmacy or wholesaler with whom they
work to ensure the product purchased is on the current CMS list of participating manufacturers
and their drugs.

Vitamins and minerals procedure codes will be listed on a separate tab of the supplemental file.

TMHP has created a Rebatable National Drug Codes web page to display the quarterly lists
published by CMS. Every quarter, after CMS publishes an updated list of rebatable NDCs, TMHP will
produce a formatted list with the unnecessary details removed and will add the new list to the web
page.

Note: CSHCN Services Program does not pay for drug wastage.

5.6.2.6 Modifiers

Modifiers further describe and qualify services provided. A modifier is placed after the five-digit
procedure code. Refer to the service-specific sections for additional modifier requirements.
Providers must maintain documentation in the client’s medical record that supports the medical
necessity of the services that are billed using a modifier. Acceptable documentation includes, but
is not limited to, progress notes, operative reports, laboratory reports, and hospital records. On a
case-by-case basis, providers may be required to submit additional documentation that supports
the medical necessity of services before the claim will be reimbursed. Modifiers and their descrip-
tions are available in current issues of CPT and HCPCS coding resources.

Note: Retrospective review may be performed to ensure that the submitted documentation supports
the medical necessity of a service and any modifier used to bill the claim.

5.6.2.7 Modifier U8 and the Federal 340B Drug Pricing Program

All eligible organizations and covered entities that are enrolled in the federal 340B Drug Pricing
Program to purchase 340B discounted drugs must use modifier U8 when submitting claims for
3408 clinician-administered drugs.

Non-compliance with this new requirement to use modifier U8 on all claims submitted for 340B
clinician-administered drugs may jeopardize a covered entity’s 340B status with the U.S.
Department of Health and Human Services Health Resources and Services Administration (HRSA).

Note: Providers can refer to the HRSA website at www.hrsa.gov/opa/index.html for more infor-
mation about the 340B Drug Pricing Program.

5.6.2.8 Type of Services (TOS)

The TOS identifies the specific field or specialty of services provided. TOS codes are not required
for billing, but they do appear on the provider’'s Remittance and Status (R&S) Reports.
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For procedure codes that require a modifier to assign a TOS, providers can refer to the appropriate
specific section for information on modifier requirements for claim submissions.

TOS Description

Blood

Medical Services

Surgery

Consultations

Radiology (total component)
Laboratory (total component)
Radiation Therapy (total component)
Anesthesia

Assistant surgery

Other medical items or services
Home health services
Eyeglasses

M m N O 0 N O L1l » W N = O

Ambulatory surgical center (ASC)/hospital-based ambulatory surgical
center (HASC)

Genetics

Professional component for radiology, laboratory, or radiation therapy
DME purchase new

DME rental

Hearing aid

Technical component for radiology, laboratory, or radiation therapy
Dental

s 42" -0

5.6.2.9 Place of Service (POS) Coding

The POS identifies where services are performed. Indicate the POS by using the appropriate
numeric code for each service listed on the claim. The following POS codes must be used:

Two-Digit Numeric Codes One-Digit Numeric Codes

Place of Service (Electronic Billers) (Paper Billers)

Office 11,15,17, 20,49, 50,60,65,71, 1
72

Home 12 2

Inpatient hospital 21,51,52,55,56, 61 3

Outpatient hospital 19, 22, 23, 24,62 5

Other location 01,03,04,05,06,07,08,16,18, 9
26,34,41,42,53,57,99

Independent lab 81 6

Destination of ambulance Indicate destination using Indicate destination using
above codes above codes
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5.6.3 Benefit Code

A benefit code is an additional data element used to identify state programs. Providers partici-
pating in the CSHCN Services Program must use benefit code CSN and DM3 when submitting
claims and authorizations to TMHP. Additional codes may be added as necessary.

Benefit Code Program
CSN CSHCN Services Program
DM3 CSHCN Services Program home health DME services

Important: The appropriate benefit code must be included on each CSHCN Services Program claim
that is submitted to TMHP. Because each software developer is different, location of fields may vary.
Contact the software developer or vendor for this information. Direct questions about TexMedConnect
to the TMHP EDI Help Desk at 1-888-863-3638.

Refer to: Chapter 40, “TMHP Electronic Data Interchange (EDI)" on page 40-1 for more information
about electronic billing.

5.7 Claims Filing Instructions

Providers must read the instructions in this section carefully and supply all the requested infor-
mation on the claim form.

Claims must contain the billing provider’'s complete name, address, provider identifier, and
signature of the provider or an authorized representative, or a “signature on file” statement. Claims
prepared by computer billing services may have “Signature on File” printed in the signature block
if the billing service retains a letter on file from the provider authorizing the service. A claim
without the provider’'s complete name, address, provider identifier, signature, or “signature on
file” statement cannot be processed. The Patient Protection and Affordable Care Act (PPACA)
mandates that all claims submitted to TMHP must be filed in accordance with NCCl guidelines. The
guidelines can be found in the NCCI Policy and Medicare Claims Processing Manuals, which are
available on the CMS website.

5.7.1 Claim Details

The maximum number of units on a claim detail can not exceed 9,999 units. Providers who submit
a claim with more than 9,999 units must bill 9,999 units on the first detail of the claim and any
additional units on separate details.

5.7.2 Provider Types and Selection of Claim Forms

5.7.2.1 Providers and Services Billable on CMS-1500

Claims for the following provider types or services must be billed on a CMS-1500 paper claim form
or approved electronic format when requesting payment for medical services and supplies under
the CSHCN Services Program:

* Advanced practice registered nurse (APRN), such as pediatric nurse practitioner (PNP), clinical
nurse specialist (CNS), and family nurse practitioner (FNP)

¢ Ambulance

* Anesthesiologist assistants

¢ Augmentative communication devices (ACDs)
* Certified respiratory care practitioner (CRCP)

¢ Certified registered nurse anesthetists (CRNA)
e Durable medical equipment (DME)

* Freestanding ambulatory surgery center

¢ Gastrostomy devices
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* Genetic services

* Independent laboratory, radiology, and radiation therapy
* Medical foods

¢ Medical nutritional products and services

¢ Orthosis and prosthesis

¢ OQutpatient behavioral health services

¢ OQutpatient therapy (physical therapy [PT], occupational therapy [OT], and speech-language
pathology [SLP])

* Pharmacy

* Physician (doctor of medicine [MD] and doctor of osteopathy [DO])
* Podiatry

¢ Total parenteral nutrition (TPN)

* Vision services

* Any other authorized provider of medical services and supplies not specifically required to use
a different claim form when submitting claims to TMHP

Refer to: The Professional Paper Claim Form (CMS-1500) page of the CMS website at
www.cms.gov for more information about the CMS-1500 paper claim form. Providers
can purchase CMS-1500 paper claim forms from the vendor of their choice. TMHP does
not supply the forms.

5.7.2.2 CMS-1500 Claim Form Provider Definitions

CMS-1500 Claim Form Provider Definitions

The following definitions apply to the provider terms used on the CMS-1500 Claim Form:
Referring Provider

The Referring Provider is the individual who directed the patient for care to the provider rendering
the services being submitted on the claim form.

Examples include, but are not limited to, a primary care provider referring to a specialist; an ortho-
dontist referring to an oral and maxillofacial surgeon; a physician referring to a physical therapist;
and a provider referring to a home health agency.

Ordering Provider

The Ordering Provider is the individual who requested the services or items listed in Block D of the
CMS-1500 claim form.

Examples include, but are not limited to, a provider ordering diagnostic tests and medical
equipment or supplies.

Rendering Provider

The Rendering Provider is the individual who provided the care to the client. In the case where a
substitute provider was used, that individual is considered the Rendering Provider.

An individual such as a lab technician or radiology technician who performs services in a support
role is not considered a rendering provider.

Supervising Provider

The Supervising Provider is the individual who provided oversight of the Rendering Provider and
the services listed on the CMS-1500 claim form.

An example would be the supervision of a resident physician.
Purchased Service Provider

A Purchased Service Provider is an individual or entity that performs a service on a contractual or
reassignment basis.

Examples of services include:
* Processing a laboratory specimen
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* Grinding eyeglass lenses to the specifications of the Referring Provider

» Performing diagnostic testing services (excluding clinical laboratory testing) subject to
Medicare’s anti-markup rule.

In the case where a substitute provider is used, that individual is not considered a Purchased
Service Provider.

5.7.2.3 CMS-1500 Electronic Billing

Electronic billers must submit CMS-1500 claim forms with TexMedConnect or approved vendor
software that uses the ANSI ASC X12 837P 5010 format. Specifications are available to providers
developing in-house systems, software developers, and vendors on the TMHP website at
www.tmhp.com/Pages/EDI/EDI_Home.aspx.

Because each software developer is different, location of fields may vary. Contact the software
developer or vendor for this information. Direct questions and development requirements to the
TMHP EDI Help Desk at 1-888-863-3638.

Refer to: Chapter 40, “TMHP Electronic Data Interchange (EDI),” on page 40-1 for more infor-
mation about electronic billing. All CSHCN Services Program claims must be submitted
with the appropriate benefit code.

Section 5.6.3, “Benefit Code,” on page 5-23 of this chapter for information about using
the appropriate benefit code to file CSHCN Services Program electronic claims.

5.7.2.4 CMS-1500 Paper Claim Form Instructions

The following instructions describe the information that must be entered in each of the block
numbers of the CMS-1500 paper claim form. Block numbers not referenced in the table may be left
blank. They are not required for claim processing by TMHP.

Refer to: The Professional Paper Claim Form (CMS-1500) page of the CMS website at
www.cms.gov for more information about the CMS-1500 paper claim form. Providers
can purchase CMS-1500 paper claim forms from the vendor of their choice. TMHP does
not supply the forms.

Block
No. Description Guidelines
1a Insured'’s ID No. (for Enter the client’s nine-digit CSHCN Services Program client
program checked number.
above, include all For Other Property & Casualty Claims: Enter the Federal Tax ID
letters) or SSN of the insured person or entity.
2 Patient’s name Enter the client’s last name, first name, and middle initial as
printed on the CSHCN Services Program identification form.
If the insured uses a last name suffix (e.g., Jr., Sr.) enter it after
the last name and before the first name.
3 Patient’s date of birth ~ Enter numerically the month, day, and year (MM/DD/YYYY)
Patient’s sex the client was born. Indicate the client’s sex by checking the
appropriate box.
Only one box can be marked.
5 Patient’s address Enter the client’s complete address as described (street, city,
state, and ZIP+4 Code).
9 Other insured’sname  For special situations, use this space to provide additional
information such as:
¢ [fthe clientis deceased, enter “DOD” in block 9 and the time
of death in 9a if the services were rendered on the date of
death. Enter the date of death in block 9b.

CPT only copyright 2015 American Medical Association. All rights reserved. 5-25


https://www.cms.gov/Medicare/Billing/ElectronicBillingEDITrans/16_1500.html
https://www.cms.gov/
http://www.tmhp.com/Pages/EDI/EDI_Home.aspx

CSHCN Services Program Provider Manual-October 2016

Block
No.

10a
10b
10c

11
11a
11b

12

14

17
17b

Description

Is the patient’s

condition related to:

a) Employment
(current or
previous)?

b) Auto accident?

c¢) Other accident?

Other health insurance
coverage

Insurance plan or
program name

Patient’s or authorized
person’s signature

Date of current

Name of referring
physician or other
source

Guidelines

Check the appropriate box. If other insurance is available,
enter appropriate information in Blocks 11, 11a, and 11b.

* If another insurance resource has made payment or denied
a claim, enter the name and information of the insurance
company. The other insurance EOB or denial letter must be
attached to the claim form.

* If the clientis enrolled in Medicare attach a copy of the
Medicare Remittance Notice to the claim form.

* For Workers’ Compensation and Other Property & Casualty
Claims: Required if known. Enter Workers’ Compensation or
Property & Casualty Claim Number assigned by the payer.

Enter the benefit code, if applicable, for the billing or

performing provider.

Enter “Signature on File,” “SOF,” or legal signature. When legal
signature is entered, enter the date signed in eight digit
format (MMDDYYYY).

TMHP will process the claim without the signature of the
client.

If the client has chronic renal disease, enter the date of onset
of dialysis treatments.

Indicate the date of treatments for PT and OT.

Enter the name (First Name, Middle Initial, Last Name)

and credentials of the professional who referred, ordered or
supervised the service(s) or supplies on the claim. If multiple
providers are involved, enter one provider using the following
priority order:

+ Referring Provider
+ Ordering Provider
« Supervising Provider

Do not use periods or commas within the name. A hyphen can
be used for hyphenated names. Enter the applicable qualifier
to identify which provider is being reported.

DN = Referring Provider
DK = Ordering Provider
DQ = Supervising Provider

The NPl must be entered in block 17b.

Supervising Physician for Referring Physicians:

If there is a Supervising Physician for the referring or ordering
provider that is listed in Block 17, the name and

NPI of the supervising provider must go in Block 19.
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No. Description

19 Additional claim
information

20 Outside lab?

21 Diagnosis or nature of
illness or injury

23 Prior authorization
number

24 (Various)

Guidelines

Ambulance transfers of multiple clients

If the claim is part of a multiple transfer, indicate the other
client’'s complete name and CSHCN Services Program number,
or indicate "Not a CSHCN Services Program client."

Ambulance Hospital-to-Hospital Transfers

Indicate the services required from the second facility and
unavailable at the first facility

Supervising Physician for Referring Physicians

If there is a Supervising Physician for the referring or ordering
provider that is listed in Block 17, the name and NPI of the
supervising provider must go in Block 19.

Check the appropriate box. The information may be requested
for retrospective review.

If “yes,” enter the name and address or provider identifier of
the facility that performed the service in Block 32.

Note: The CSHCN Services Program regulations require a
provider bill only for those laboratory services that he or she
actually performed. Any services performed outside of the
provider’s office must be billed by the performing laboratory or
radiology center.

Enter the applicable ICD indicator to identify which version of
ICD codes is being reported.

9 =1CD-9-CM

0=I1CD-10-CM

Reminder: For dates of discharge on or before September 30,
2015, use ICD-9-CM diagnosis codes. For dates of discharge on
or after October 1, 2015, use ICD-10-CM diagnosis codes.

Enter the patient’s diagnosis and/or condition codes. List no
more than 12 diagnosis codes.

Relate lines A-L to the lines of service in 24E by the letter of the
line. Use the highest level of specificity.

Do not provide narrative description in this field.

Enter the PAN issued by TMHP, if applicable.

For Workers’ Compensation and Other Property & Casualty
Claims: Required when prior authorization, referral,
concurrent review, or voluntary certification was received.

General notes for Blocks 24a through 24j:

¢ Unless otherwise specified, all required information should
be entered in the unshaded portion.

* If more tha