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SECTION I - INTRODUCTION

I.  INTRODUCTION

This new edition of the Kentucky Medical Assistance Program Family Planning
Services Manual has been formulated with the intention of providing you,
the provider with a useful tool for interpreting the procedures and poli-
cies of the Kentucky Medical Assistance Program. It has been designed to
facilitate the processing of your claims for services provided to quali-
fied recipients of Medicaid.

This manual is intended to provide basic information concerning coverage,
billing, and policy. It will, hopefully, assist you in understanding
what procedures are reimbursable, and will also enable you to have your
claims processed with a minimum of time involved in processing rejections
and making inquiries. It has been arranged in a loase-leaf format, with
a decimal page numbering system which will allow policy and procedural
changes to be transmitted to you in a form which may be immediately in-
corporated into the manual (i.e., page 7.6 might be replaced by new pages
7.6 and 7.7). ' : :

Precise adherence to policy is imperative. In order that your claims
may be processed quickly and efficiently, it is extremely important -
that you follow the policies as described in this manual. Any
questions concerning general agency policy should be directed to the
0ffice of the Commissioner, Department for Medicaid Services, Cabinet
for Human Resources, CHR Building, Frankfort, Kentucky 40621, or
Phone (502) 564-4321. Questions concerning the application or
interpretation of agency policy with regard to individual services
should be directed to the Division of Policy and Provider Services,
Department for Medicaid Services, Cabinet for Human Resources, CHR
Building, Frankfort, Kentucky 40621, or Phone (502) 564-3476.
Questions concerning billing procedures or the specific status of
claims should be directed to EDS, P.0. Box 2009, Frankfort, KY 40602,
or Phone (800) 372-2921 or (502) 227-2525.

TRANSMITTAL #13 Page 1.1



CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

FAMILY PLANNING SERVICES MANUAL

SECTION I - INTRODUCTION

B. Fiscal Agent

Effective December 1, 1983, Electronic Data Systems (EDS) began

providing fiscal agent services for the operation of the Kentucky
- Medicaid Management Information System (MMIS). EDS receives and

processes all claims for medical services provided to Kentucky

Medicaid recipients.
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SECTION II - KENTUCKY MEDICAL ASSISTANCE PROGRAM (KMAP)

I1. KENTUCKY MEDICAL ASSISTANCE PROGRAM (KMAP)

A.

General

The Kentucky Medical Assistance Program, frequently referred to as
the Medicaid Program, is administered by the Department for Human
Resources, Bureau for Social Insurance, Division for Medical As-
sistance. .The Medicaid Program, identified as Title XIX of the
Social Security Act, was enacted in 1965, and operates according to
g State Plan approved by the U. S. Department of Health and Human
ervices.

Title XIX is a joint Federal and State assistance program which
provides payment for certain medical services rendered to Kentucky
recipients who lack sufficient income or other resources to meet the
cost of such care. The basic objective of the Kentucky Medical
Assistance Program is to aid the medically indigent of Kentucky in
obtaining quality medical care.

As a provider of medical services, you must be aware that the Di-
visjon for Medical Assistance is bound by both Federal and State
statutes and regulations governing the administration of the State
Plan. The Division cannot reimburse you for any services not covered
by the plan. The state cannot be reimbursed by the federal govern-
ment for monies improperly paid to providers of non-covered unallowable
medical services. .

The Kentucky Medical Assistance Program, Title XIX, Medicaid, is not
to be confused with Medicare. Medicare is a Federal program, identi-
fied as Title XVIII, basically serving persons 65 years of age and
older, and some disabled persons under that age.

The Kentucky Medicaid Program serves eligible recipients of all
ages. The coverage, either by Medicare or Medicaid, will be spe-
cified in the body of this manual in Section IV.
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B Administrative Structure

The Division for Medical Assistance, within the Bureau for Social §
Insurance of the Department for Human Resources, bears the respon- :
sibility for developing, maintaining, and administering the policies ‘
and procedures, scopes of benefits, and basis for reimbursement for §
the medical care aspects of the Program The Division for Medical
Assistance makes the actual payments to the providers of medical
services, who have submitted claims for services within the scope of
covered benefits which have been rendered to eligible recipients.

Determination of the eligibility status of individuals and families

for Medical Assistance benefits, is a responsibility of the local %
Bureau for Social Insurance Offices, located in each county of the :
state. @%D

C. Advisory Council

The Kentucky Medical Assistance Program is guided in policy-making
decisions by the Advisory Council for Medical Assistance. In ac-
cordance with the conditions set forth in KRS 205.540, the Council is
composed of fifteen members, including the Secretary of the De-
partment for Human Resources, who serves as an ex officio member.

The remaining fourteen members are appointed by the Governor to
four-year terms. Nine members represent the various professional
groups providing services to Pregram recipients, and are appointed
from a list of three nominees submitted by the applicable profes-
sional associations. The other five members are lay citizens.

In accordance with the statutes, the Advisory Council meets at least
every three months and as often as deemed necessary to accomplish
their objectives.

In addition to the Advisory Council, the statutes make provision for

a five-member technical advisory committee for certain provider
groups. Membership on the technical advisory committees is decided

by the professional organization that the technical advisory committee
represents. The technical advisory committees provide for a broad
professional representation to the Advisory Council.
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As necessary, the Advisory Council appoints sub-committees or ad hoc
committees responsible for studying specific issues and reporting
their findings and recommendations to the Council.

D. Policy

The basic objective of the Kentucky Medical Assistance Program
hereinafter referred to as KMAP, is to assure the availability and
accessibility of quality medical care to eligible Program recipients.

The 1967 amendments to the Social Security Law stipulates that Title
~ XIX Programs have secondary liability for medical costs of Program
recipients. That is, if the patient has an insurance policy, veteran's
. coverage, or other third party coverage of medical expenses, that
. party is primarily liable for the patient's medical expenses. The
fy—\ : Medical Assistance Program has secondary liability. Accordingly,
the provider of service should seek reimbursement from such third
party groups for medical services rendered. If you, as the provider,
should receive payment from the KMAP before knowing of the third
party's liability, a refund of that payment amount should be made to
the KMAP, as the amount payable by the Department shall be reduced
by the amount of the third party obligation. '

In addition to statutory and regulatory provisions, several specific
policies have been established through the assistance of professional
advisory committees. Principally, some of these policies are as
follows: '

A1 participating providers must agree to provide services in compli-
ance with federal and state statutes regardless of sex, race, creed,
religion, national origin, handicap, or age.
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Each medical professional is given the choice of whether or not to
participate in the Kentucky Medical Assistance Program. From those
professionals-who have chosen to participate, the recipient may
choose the one from whom he wishes to receive his or her medical
care. :

When the Department makes payment for a covered service and the
provider accepts the payment made by the Department in accordance
with the Department's fee structure, the amounts paid shall be
considered payment in full; and no bill for the same service shall
be tendered to the recipient, or payment for the same service ac-
cepted from the recipient.

Providers of medical service attest by their signatures (not fac-
similes) that the presented claims are valid and in good faith.
Fraudulent claims are punishable by fine and/or imprisonment.

A1l claims and substantiating records are auditable by both the
Government of the United States and the Commonwealth of Kentucky.

A1l claims and payments are subject to rules and regulations issued
from time to time by appropriate levels of federal and state legis-
lative, judiciary and administrative branches.

A1l services to recipients of this Program shall be on a level of
care at least equal to that extended private patients, and normally
expected of a person serving the public in a professional capacity.

A1 recipients of this Program are entitled to the same level of
confidentiality accorded patients not eligible for Medicaid benefits.

Professional .services shall be periodically reviewed by peer groups
within a given medical specialty.

ERRSAS
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A1l services are reviewed for recipient and provider abuse. Willful
abuse by the provider may result in his or her suspension from
Program participation. Abuse by the recipient may result in sur-
veillance of the payable services_he or she receives.

No claim may be paid for services ocutside the scope of allowable
benefits within a particular specialty. Likewise, no claims will be
paid for services that required, but did not have, prior authoriza-

‘tion by the Kentucky Medical Assistance Program.

No claims may be paid for medically unnecessary items, services, or
supplies.

When a recipient makes payment for a covered service, and such
payment is accepted by the provider as either partial payment or
payment in full for that service, no responsibility for reimburse-
ment shall attach to the Cabinet and no bill for the same service
shall be paid by the Cabinet.

When a Medicaid eligible patient must return to the clinic for
completion of an Initial/Annual pap smear, no claim is to be submitted
for this visit. This would be considered a completion of the Initial/
Annual. Patient record documentation should reflect the reason for
the return visit.

The same principle as above applies to the Medicaid patient who must
return and also must receive supplies. In view of the fact that the
contraceptive method is considered a part of the reimbursement for
the first visit, no additional claim may be submitted. The Medicaid
patient must not be assessed a fee nor shall the Medicaid program be
billed for the supplies.

Medicaid policy states that the Family Planning clinic is required

to diagnose and treat or refer patients with vaginal infections.
The medication is to be provided at the time of the visit. No
other claim may be submitted if the patient returns for the sole

TRANSMITTAL #13 Page 2.5
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purpose of picking up the medication. The Medicaid patient must not
be assessed a fee nor shall the Medicaid program be billed for the
medication issued. In the event that physician prescribes a medi-
cation not routinely provided by the clinic, the patient may be given
a prescription to take to the pharmacy or the patient may be referred
to her private physician.

If a Medicaid recipient comes to the clinic for a free pregnancy
test and counseling on the results, no claim shall be submitted to
the Medicaid program.

Exception: If a patient receive contraceptive supplies and counseling
in addition to a pregnancy test and counseling, a claim for a supply/
counseling visit may be submitted.

If an ARNP requests the Medicaid patient to return to the clinic to
see the physician due to a suspected problem, a bill may be submitted
for both visits. The visit by the physician would be billed using
the appropriate procedure code for a follow-up visit by the physician.
The charge must be entered on the MAP-4.

Return visits for the Medicaid patient receiving counseling due to
an abnormal pap smear are payable. The counseling code would be
used to reflect the medical professional.

A post-diaphragm fitting check for a Medicaid patient is payable as -
a follow-up visit. The charge must be entered on the MAP-4.

A Medicaid patient's post partum visit is payable. The actual type
of visit to be billed will be determined by the following:

1. New patient - Bill an Initial

2. Established patient - Determine the length of time since the
last visit. If it has been at least nine months, bill an
Annual. If it has been less than nine months, bill a foliow-up.
Determine at what point the nine months will lapse and reschedule
the patient for an Annual.
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Split billing of the Initial or Annual is not acceptable to the
Medicaid program.

In the event a recipient comes to the clinic shortly before her
actual scheduled Initial or Annual and any services exceeding those
required for a counseling/supply visit are provided, for example,
~lab work, no claim for this visit may be submitted. These services,
including the Tab work, are considered part of the Initial or Annual
and this is considered preliminary work-up for the Initial or Annual.

If; however, the patient visits the clinic shortly before the scheduled
Initial or Annual and the only service that is provided is Counseling/
Supply, a claim may be submitted for that visit.

E. Public Law 92-603 (As Amended)

Section 1909. (a) Whoever--

(1) knowingly and willfully makes or causes to be made any
false statement or representation of a material fact in any
application for any benefit or payment under a State plan
approved under this title,

(2) at any time knowingly and willfully makes or causes to
be made any false statement or representation of a material
fact for use in determining rights to such benefit or payment,

(3) having knowledge of the occurrence of any event affecting
(A) his initial or continued right to any such benefit or
payment, or (B) the initial or continued right to any such _
benefit or payment of any other individual in whose behalf he
has applied for or is receiving such benefit or payment, conceals
or fails to disclose such event with an intent fraudulently to
secure such benefit or payment either in a greater amount or
quantity than is due or when no such benefit or payment is
authorized, or

iii} TRANSMITTAL #13 : Page 2.7
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(4) having made application to receive any such benefit or
payment for the use and benefit of another and having received
it, knowingly and willfully converts such benefit or payment or
any part thereof to a use other than for the use and benefit of
such other person,

shall (i) in the case of .such a statement, representation, concealment,
failure, or conversion by any person in connection with the furnishing
(by that person) of items or services for which payment is or may be
made under this title, be quilty of a felony and upon conviction

" thereof fined not more than $25,000 or imprisoned for not more than
five years or both, or (ii) in the case of such a statement, repre-
sentation, concealment, failure, or conversion by any other person,
be guilty of a misdemeanor and upon conviction thereof fined not
more than $10,000 or imprisoned for not more than one year, or both.
In addition, in any case where an individual who is otherwise eligible e
for assistance under a State plan approved under this title is ‘“)
convicted of an offense under the preceding provisions of this
subsection, the State may at its option (notwithstanding any other
provision of this title or of such plan) limit, restrict, or suspend
the eligibility of that individual for such period (not exceeding
one year) as it deems appropriate; but the imposition of a limitation,
restriction, or suspension with respect to the eligibility of any
individual under this sentence shall not affect the eligibility of
any other person for assistance under the plan, regardless of the
relationship between that individual -and such other person.

(b)(1) Whoever knowingly and willfully solicits or receives any
remuneration (including any kickback, bribe, or rebate) directly or
indirectly, overtly or covertly, in cash or in kind--,

(A) in return for referring an individual to a person for

the furnishing or arranging for the furnishing of any item or

service for which payment may be made in whole or in part under

this title, or

(B) in return for purchasing, leasing, ordering, or arranging
for or recommending purchasing, leasing, or ordering any good,
facility, service, or item for which payment may be made in

whole or in part under this title,

TRANSMITTAL ¥#13 Page 2.8 )
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shall be guilty of a felony and upon conviction thereof, shall be
fined not more than $25,000 or imprisoned for not more than five
years, or both.

(2) Whoever knowingly and willfully offers or pays any remuneration
(including any kickback, bribe, or rebate) directly or indirectly,
overtly or covertly, in cash or in kind to any person to induce such
person--

(A) to refer an individual to a person for the furnishing

or arranging for the furnishing of any item or service for
which payment may be made in whole .or in part under this title,
or -

(B) to purchase, lease, order, or arrange for or recommend
purchasing, leasing, or ordering any good, facility, service,
or jtem for which payment may be made in whole or in part under
this title, :

shall be quilty of a felony and upon conviction thereof shall be
fined not more than $25,000 or imprisoned for not more than five
years, or both. ' .

(3) Paragraphs (1) and (2) shall not apply to--

(A) a discount or other reduction in price obtained by a
provider of services or other entity under this title if the
reduction in price is properly disclosed and appropriately
reflected in the costs claimed or charges made by the provider
or entity under this title; and

(B) any amount. paid by an employer to an employee (who has
a bona fide employment relationship with such employer) for
employment in the provision of covered items or services.

(c) Whoever knowingly and willfully makes or causes to be made,
or induces or seeks to induce the making of, any false statement or
representation of a material fact with respect to the conditions or
operation of any institution or facility in order that such institution
or.facility may qualify (either upon initjal certification or upon
recertification) as a hospital, skilled nursing facility, intermediate
care facility, or home health agency (as those terms are employed in
this title) shall be gquilty of a felony and upon conviction thereof
shall be fined not more than $25,000 or imprisoned for not more than
five years, or both.
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(d) Whoever knowingly and willfully--
(1) charges, for any service provided to a patient under a

State plan approved under this title, money or other consideration
at a rate in excess of the rates established by the State, or

. (2) charges, solicits, accepts, or receives, in addition
to any amount otherwise required to be paid under a State plan
approved under this title, any gift, money, donation, or other
consideration (other than a charitable, religious, or philanthropic
contribution from an organization or from a person unrelated to
the patient)--

(A) as a precond1t1on of admitting a patient to a
hospital, skilled nurs1ng facility, or intermediate care
facility, or

(B) as a requ1rement for the patient's continued stay
in such a facility,

when the cost of the services provided therein to the pat1ent
is paid for (in whole or in part) under the State plan,
shall be guilty of a felony and upon conviction thereof shall be
fined not more than $25,000 or imprisoned for not more than five

years, or both.

N,
;;)

F. Timely Submission of Claims

In order to receive Federal Financial Participation, claims for
covered services rendered eligible Title XIX recipients must be
received by the Department for Medicaid Services within twelve (12)
months from the date of service. Claims received after that date
will not be payable. This policy became effective August 23, 1979.

 TRANSHITTAL #13 Page 2.10 D
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6. Kentqcky Patient Access and Care System (KenPAC)

KenPAC is a statewide patient care system which, as an adjunct to
the Kentucky Medical Assistance Program (KMAP), provides certain
categories of medical recipients with a primary physician or family
doctor. Only those Medicaid recipients who receive medical assistance
under the Aid to Families with Dependent Children (AFDC), or AFDC-
related categories are covered by KenPAC. Specifically excluded are:
the aged blind, and disabled categories of recipients; skilled
nursing fac111ty (SNF), intermediate care facility (ICF), and
personal care (PC) residents; mental hospital patients; foster care
cases; refugee cases; all spend-down cases; and all Lock-In cases.
To aid in distinguishing from regular KMAP recipients, the KenPAC
recipients will have a green KMAP card with the name, address,
and telephone number of their primary care previder.

‘i;g ‘ Under KenPAC the following service categories must be either provided
by the primary physician or referred by the primary physician 1n
order to be reimbursed by Kentucky Medicaid.

-Physician (excludes KMAP recognized Ophthalmologists, Psych1atr|sts,
and OB/GYN provided obstetrical services)

-Hospital (Inpatient and Outpatient)

-Laboratory Setrvices

-Nurse Anesthetists

-Rural Health Clinic Services

-Home Health

-Primary Care Centers

-Ambulatory Surgical Centers

Family Planning Clinic Services are exempt from the required referral
. and may be obtained at the option of the KenPAC recipient in the
usual manner.

In the event you make a referral to one of the service elements
listed above, you are to contact the primary care physician for
his/her Medxca1d provider number. This number is not to be entered
on the billing form. The acquisition of this number is so]e]y for
the use by the medical professional to whom the referral is be1nq
made.
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II1. CONDITIONS OF PARTICIPATION
Provider |

As the size and spacing of families so profoundly relates to the physical
and emotional health of individuals and families, it is the objective of
the Family Planning Services element to provide each recipient of repro-
ductive age with complete information regarding available contraceptive
‘methods and infertility services, and to assure that each recipient
receives the devices and services required.

Any family planning agency meeting the participation requirements out-
Tined herein is eligible to submit to the KMAP appropriate forms as
designated on page 3.20. Determination of provider eligibility and
certification for participation will be accomplished by the Department for
Medicaid Services.

A. Administration

1. The family planning agency shall name an administrative director,
who shall be responsible for assuring that the requirement# for
participation are met and that the procedures established by the
Program are carried out. The family planning agency shall| have on
its staff a physician, duly licensed; who shall be responsible for

development and implementation of the agency's medical pcl
procedures and shall generally supervise and evaluate the
components of the ongoing program.

2. .The participating agency shall keep on file administrative
detailing the agency's organizational structure, with 1ist
personnel, their position classifications, and specific ar
responsibility assigned to each. Also included shall be a
tion of services rendered in the agency, with explicit gui
for referral and follow-up services, a description of medi

icies and
medical

policies,
s of all
eas of
descrip-
delines
cal records

kept, and a list of equipment and supplies maintained by the agency.
3. The family planning clinic can bill only for services actually
performed. '
D TRANSMITTAL #11 ‘ Page 3.1
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Staff
1.

who shall be responsible for assuring that the requirements

staff, paramedical and clerical, to assure the performance

NOTE:
Nurse
provi
tered

Physician -- The agency shall have at least one physician,

The clinic should select the HCPC-Local code which most acc
-and completely describes the actual service performed.

The charge made tc the KMAP should be the same charge made
comparable services provided to any party or payor.

If a provider is terminated from KMAP participation, servic
provided after the effective date of termination are not pa

Director -- The agency shall have an administrative directo

participation are met and that the procedures established b
the Program are carried out.

has a current, valid license to practice at the time the me
services or procedures are performed; who shall be responsj
for all medical aspects of the program, and who shall perfo
direct medical services as indicated.

Nurse -- The agency shall have at least one professional re
tered nurse, who shall function under the supervision cf th

)

physician and the administrative director to assure the effi

cient provision of required services in accordance with he:
care standards described herein.

A

Other Staff -- The agency shall have the necessary supporti

services outlined herein.
A11 staff shall be trained and their services limited to th
area of competence and in accordance with the professional
practice acts governing the health disciplines.

Reimbursement for services rendered by an Advanced Regis
Practitioner (ARNP) will be made to participating agencie
ding the Guidelines for the Utilization of the Advanced Re
Nurse Practitioner are followed. (See Appendix VII-F)

S
9

urately
for

es
yable.

L4
for

who
dical
ble
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gis-
e

1-.
1th
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eir
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is-
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C. Available Services

The family planning agency shall make available to each recipient at
least the following services. When a service cannot be provided by
the agency itself, the agency shall be responsible for referral to
and acceptance of the recipient by an appropriate source.

1. Initial Clinic Visit _
a. Complete Medical History--A complete medical history shall
be obtained and recorded, along with relevant family

history. The history shall include, but not be limited,
to:

. 1) Complete obstetrical history, with menarche and
g%@ menstrual history, last menstrual period, gravidity,
= parity, pregnancy outcomes, and complications of any

pregnancy and/or delivery.

2) Any significant illnesses, hospitalizations, and
previous. medical care and the indicated systems
review, e.g., cardiovascular, renal, neurologic,
hepatic, endocrine, hematologic, gynecologic :
(Dysmenorrhea, metrorrhagia, menorrhagia, post-coital
bleeding, vaginal discharge, dyspareunia) and
venereal disease.

3) Previous contraceptive devices or techniques used,
and problems related to their use.
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Information and Education Regarding Contraceptive M

ethods--

The recipient shall be given comprehensive, detaijle
information concerning reversible and irreversible

traceptive methods available. This information sha
include mode of action, advantages and disadvantage
effectiveness, and common side effects of each meth
Basic information concerning venereal disease shall
be given.

At the outset of the discussion, the recipient’s le
knowledge regarding reproductive functions shall be
lished and basic information presented where necess

Ample time shall be given for the recipient to ask
nent questions and to relate the presented informat
his/her personal situation.

Prescription of Contraceptive Method--The physician
prescribe the contraceptive method, based on the me
and psychiatric h°story, the medical examination, ]
tests, and the recipient's wishes. The physician o
registered nurse shall give complete verbal instruc
as to use of the rethod, and the recipient shall al
given complete written instructions.

ARNP limitations will be based on the written protc

as they relate to the specific contraceptive method.
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ALL OF THE PRECEDING SERVICES MUST BE COMPLETED AND DOCUMENTED
BEFORE A VENDOR CAN BILL FOR AN INITIAL EXAMINATION.
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2. Revisits by Contraceptive Patients--§chedu1ed

Subsequent visits to the clinic shall be scheduled at least

annually and in accordance with the contraceptive method| pre-
scribed.

" a. Oral Contraceptive Recipients shall return to the clinic
not later than three months after the initial prescription
is issued, and thereafter not less frequently than annually.
Revisits scheduled at 3 month intervals are not required
unless recommended by the physician and/or medically
indicated.

During the first scheduled follow-up visit, at least the
following services shall be provided:

1) An interim history, to include pain (especially in
the arms and chest), headaches and visual problems,
mood changes, leg complaints, vaginal bleeding and/or
discharge, and VD history

2) Review of menstrual history

3) Blood pressure, weight check

4) Laboratory tests as indicated
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SECTION III - CONDITIONS OF PARTICIPATION

1.U.D. Recipients shall return to the clinic not later
than three months following insertion of the device, at
which time at least the following services shall be
provided:

1) A repeat pelvic examination with visual inspection of
the cervix '

2) Blood pressure and weight |
3) Menstrual history review

4) Review of abdominal symptoms, fever, vaginal bleeding/
discharge

5) Laboratory tests as indicated

Revisits scheduled at 3 month intervals are not required
unless recommended and/or medically indicated.

Diaphragm Recipients shall be seen within two to four
weeks after initial fitting, to assure that the recipient
can insert, position, and remove the diaphragm correctly.

Rhythm Method--Recipients using the rhythm method shall be
seen in one month after initial visit, for instruction and
assessing complaints, and six months thereafter, for
review of menstrual calendar and temperature charts.
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e. Other--Recipients using other methods of contraception do
not require a routine follow-up visit for medical review
or examination prior to the required annual visit.

The KMAP can make reimbursement for counseling and/or
supply visits rendered to males, providing the recipients
were eligible at the time the services were rendered.

3. Annual Visits

Annual visits are required for all contraceptive recipients.
During these visits, at least the following services 'shall be
provided: -

a. Interim health history to update 511 medical and psychi-
atric information required in the initial history.

b. Complete physical examination, by the physician or ARNP,
including all procedures required during the initial
physical exam.

c. Repeat of initial laboratory and clinical procedures
detailed in Section C.l.c., page 3.04.

d. Evaluation of use of current method of contraceptive and
change in prescription when indicated. Any change shall
be based on interim medical and psychiatric history,
physical examination and laboratory tests, and the re-
cipient's satisfaction and success with the current
method.
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e. Complete verbal and written instructions if prescription
is changed.

4. Follow-Up Services

Any recipient who fails to keep an appointment for a scheduled
contraceptive visit, or who discontinues use of the prescribed
contraceptive method, shall be contacted by agency personnel

and the reason determined. Encouragement and any possiblle aid
shall be given to the recipient to insure continued enroilment
in the agency's program. The KMAP cannot reimburse the vendor
for counseling visits outside @a-clinic setting.

5. Revisits by Recipient -- Unscheduled.
Recipients shall be encouraged to return to the clinic whenever

they have specific problems related to the contraceptive method
or wish additional guidance, service, or contraceptive supplies.

6. Voluntary Sterilization

Counseling services involving transmittal of complete infor-
mation regarding male and/or female sterilization procedures
shall be provided the individual or couple requesting sych
services, plus full information concerning alternate methods of
contraception. These counseling services shall be provided by
the physician, the registered nurse, or the ARNP followjing:
those services required during any initial contraceptive visit
to the clinic, and shall meet at least the following co$ditions:
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a. The recipient's level of knowledge regarding reproductive
functions shall be assessed, and proper instruction| given
where needed. : '

b. A full discussion of reversible contraceptive methods
shall be given. :

c. The recipient shall be made fully aware that the steri-
lization procedure will most 1ikely be irreversible,

d. Sterilization procedures shall be explained in detail,
with use of charts or hody models.

e, | The recipient shall be given complete information cpn-
cerning possible complications and failures.

rJB ' f.  The relative merits of male versus female sterilization
shall be discussed with both partners, if both are
available.

g. The recipiént shall be given information relating tp the
fact that sterilization does not interfere with sexpal
function or pleasure.

h. The function of the counselor is to provide information,
and he/she shall in no way seek to influence the recipient
to be sterilized.

)
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The following conditions shall be considered contraindica ions
for voluntary sterilization:

a. The recipient has physical, mental, or emotional condi-
tions which could be improved by other treatment.

b. The recipient is suffering from temporary economic djf-
ficulties which may improve.

c. The recipient'or couple feel that they are not yet ready
to assume the responsibilities of parenthood.

d. The recipient expresses passible wish to reverse the
procedure in case of a change of circumstances.

- 1f sterilization. is not desired, alternate methods of contra-

ception shall be discussed.

If the recipient decides to be sterilized, the clinic shall bé
responsible for the referral to and acceptance of the regipient
by the proper medical source. In addition, the clinic shall:

a. Inform the recipient that in accordance with new Federal
regulations, a 30 day waiting period is required from the
time the Consent to Sterilization Form is signed. Im

b. Provide information and instructions concerning need for

follow-up, particularly for males.

c. Provide all males undergoing vasectomy with appropriate
post-operative semen analysis.
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SECTION III - CONDITIONS OF PARTICIPATION

If the recipient is married and resides with the spouse, the
agency may also wish to obtain the written informed consenk of

the spouse.

NOTE: Family Planning Clinics are no longer required to wbtain
u

the patient's signature on a consent form to attest to co

Clinics are, however, required to document, in detail, all

pertinent counseling and referral information.

Infertility Services

nseling.

Provision shall be made for screening and diagnosis of fertility

problems. Recipients requesting infertility services shal

and

receive complete physical exam and history, shall be given full
information concerning reproductive functions, available tests
and possible remedial procedures, and shall be referred tq and
accepted by a medical provider who can make available at least

the following services:

a. Complete history and physical examinations of both partners.

b. G.C. and serologic testing of both partners.

¢. - Basal body temperature monitoring.

d. Semen analysis.

e. Cervical mucus examination.

f. Vaginal smeér for assessment of estrogen production.
g. Endometrial biopsy.' |

h. Hysterosalpingogram.
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10.

11.

12.

Vaginal Infections

The clinic shall be responsible for diagnosis and treatment

referral of recipients suffering from vaginal infections.
Emergency Services

Provision shall be made for handling emergencies related t?
contraceptive services when the clinic is not in session.

Inpatient Services
Provision shall be made for inpatient care of recipients wh

hospitalization is necessitated by complications arising fy
contraceptive services provided. The agency shall have on

or

ose
om
file

a formal, written affiliation agreement with at least one area

hospital.
Pregnancy Testing

The clinic shall provide pregnancy testing on request by th
recipient, when indicated by the history or physical exami

e

nation, or when the prescribed method of contraception would

indicate need for same.
Referrals

The clinic shall be responsible for referral to the propen

resource in the following circumstances, and for ensuring that

the recipient is accepted by the resource to which he/she |i
referred. )

a. Medical problems indicated by history, physical examin
tion, or laboratory or clinical test.

S

a=-
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D. Supplies

The family planning agency shall make available to the recipi
a continuing basis where applicable, at least the following ¢
ceptive supplies:

SNOYOoOT AWy~
e« & o o o o

E. Medical Records

The family planning agency shall maintain complete recipieht
records, which shall contain but not be 1imited to the follow

1.

b.  For pregnancy related services when appropriate.

c. For social case work not appropriately handled by a
personnel .

d. For abortion counseling.

Oral contraceptives
Intrauterine devices
Diaphragms

Foams

Thermometers for rhythm method
Jellies and Creams

Condoms

Initial and interim histories -- medical, psychiatric, a
social.

Record of initial and interim physical examinations.

A1l laboratory reports.

gency

ent, on
ontra-

medical
ing:

nd
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Services of the family planning agency shall be available to ed

The agency shall be located in an area that is constructed, equy

Availability of Services
and every person requesting same, regardless of sex, race, age,
income, number of children, marital status, citizenship or moti

Physical Facilities

and maintained to insure the safety of the recipients and provi

ch

ve.

ipped
de a

functional, sanitary environment. The area utilized by the family

planning clinic must be adequate in space and design to provide
non-surgical family planning services specified in Section IV,
setting and atmosphere to insure respect for the privacy and di
of  individuals during medical examinations, counseling, and int

Equipmént

The. agency shall have the necessary equipment to provide the se
vices detailed in Section III. C. Avajlable Services.

Termination of Participation

904 KAR 1:220 regulates the terms and conditions of provider pa
pation and procedures for provider appeals. The Cabinet for Hu
Resources determines the terms and conditions for participation
vendors in the Kentucky Medical Assistance Program and may susp
terminate, deny or not renew a vendor's provider agreement for
cause." "Good cause" is defined as:

1. Misrepresenting or concealing facts in order to receive or

enable others to receive benefits;

2. Furnishing or ordering services under Medicaid that are sy
stantially in excess of the recipient's needs or that fail
to meet professionally recognized health care standards;

3. Misrepresenting factors concerning a féci]ity's qualificat
as a provider;

with
gnity
erviews.

r-

rtici-
man

end, .
"good

to

b=

ions
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4, Failure to comply with the terms and conditions for vendor
participation in the program and to effectively render service
to recipients; or

5. Submitting false or questionable charges to the agency.

The Kentucky Medical Assistance Program shall notify a providerin
writing at least fifteen (15) days prior to the effective date of
any decision to terminate, suspend, deny or not renew a provider
" agreement. The notice will state:

1. The reasons for the decision;
2. The effective date;

3. The extent of jts applicability to participation in the Medfﬁal o
Assistance Program; ' ,)

4. The earliest date on which the Cabinet will accept a request
for reinstatement;

5. The requirements and procedures for reinstatement; and
6. The appeal rights available to the excluded party.

The provider receiving such notice may request an evidentiary
hearing. The request must be in writing and made within five (5)
days of receipt of the notice. :

The hearing shall be held within thirty (30) days of receipt of | the
written request, and a decision shall be rendered within thirty| (30)
days from the date all evidence and testimony is submitted. Technical
rules of evidence shall not apply. The hearing shall be held before
an impartial decision-maker appointed by the Secretary for Humap
Resources. When an evidentiary hearing is held, the provider is
entitled to the following:

1. Timely written notice as to the basis of the adverse decision
and disclosure of the evidence upon which the decision was
based;

TRANSMITTAL #10 Page| 3.18 ;>




DEPARTMENT FOR HUMAN RESOURCES

BUREAU FOR SOCIAL INSURANCE

DIVISION FOR MEDICAL ASSISTANCE
FAMILY PLANNING SERVICES MANUAL

SECTION IV - SERVICES COVERED

IV. SERVICES COVERED

The KMAP will make payment to participating family planning agencies for
required services provided to all eligible Title XIX recipients. | These
services are to be pi]led under the following categories.

A. Initial Clinic Visit

The initial clinic visit shall be billed to the Program for |services
provided a new recipient during his/her first visit to the agency.
The recipient must be examined by the physician or ARNP, with all
services listed under III.C.1. being rendered. When the regipient
requests other specifically covered services, such as voluntary
sterilization or infertility services, additional requirements
detailed in the appropriate section of III.C. Available Services
must also be met. ' '

1. Program payment for the visit shall be considered payment in
full for the following. Any expenses incurred by the agency in
provision of these services or items, such as laboratory ser-
vices rendered by another provider, shall be considered the
responsibility of the agency, and neither the Program, the
recipient, nor any other source may be billed additional
‘amounts for these services or items.

a. All services, including history, physical examinaiion,
laboratory procedures and counseling required under
[II1.C.1. Initial Clinic Visit.

b. A1l supplies and materials used during the visit.
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c. All medications and contraceptive devices or supplies
dispensed to the -recipient.

d. Diagnosis and treatment or referral for treatment of
vaginal infection.

e. Pregnancy testing.

~ f. Sterilization and infertility counseling.

g. Referral services.
B. Annual Clinic Visit

Payment will be made for an annual clinic visit, during which. th .
recipient must be examined by the physician or ARNP. This visit . 5)
shall include all services required under Section III.C.3. Annual v
Visits. I[f the recipient should request a sterilization or other
specifically covered service, any additional requirements applicable
to that service must also be met.

C. Follow-up Visit With Pelvic Examination

The follow-up visit with pelvic examination is to be billed for lany
visit to the agency other than the initial or annual visit, during
which the recipient is seen by the physician or ARNP and receives a:
pelvic examination. Such visits may be follow-up visits routinely
scheduled for a given contraceptive method, or may be initiated by
the recipient because of some contraception-related medical problem.

N
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B. Follow-Up Visit Without Pelvic Examination

The followup visit without pelvic examination is to be billed| for
any visit to the agency during which the recipient is examined by
the physician or ARNP but does not receive a pelvic examination.
Such visits may be follow-up visits routinely scheduled for a given
contraceptive method, or may be initiated by recipients. because of
~ contraception-related problems which require examination by a
physician.

E. Counseling Visit

The counseling visit is to be billed for any clinic visit or
visit during which counseling services are rendered the reci
the physician or by other agency staff. Such visits may be
visits routinely scheduled for a given contraceptive method,
be initiated by recipients whose contraception-related probl
not require examination by a physician.

The counseling visit may involve taking of an interim medica
blood pressure check, and other such services rendered by ag
paramedical staff. It may also be billed when the recipient
additional information from the physician, ARNP, or paramedi
staff regarding the chosen contraceptive method, or simply n
assurance.

history,
ncy
requires

Payment for a counseling visit may not be requested when the recipient
visits the agency for the sole purpose of obtaining contraceptive
supplies, and has no contraception-related problems which require a
substantial amount of staff time.

The KMAP cannot make reimbursement for counseling services rendered
outside a clinic setting. 4
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F. Supply Only Visit

The supply only visit is to be billed when the recipient visits the
agency for the sole purpose of obtaining contraceptive supplies.
Program payment for the supplies dispensed is to be considered
payment in full for those supplies.

NOTE: Dispensing of any family planning supplies- must be in acg-
cordance with all applicable laws and regulations. )

[f the recipient visits the agency for the purpose of obtaining
supplies, but has a contraception-related problem which requires the
physician or ARNP's attention or considerable counseling services
from -other agency staff, the appropriate type of visit, rather [than
-+ - - a "Supply Only Visit" should be billed.

G. Contraceptive Emergency Services

[f emergencies related to contraceptive-services occur when th

clinic is not’ in session, the Program will make payment to an 3
propriate participating medical provider for the services and/o
items required, within the limitations of the particular Progra
element. ‘

3‘1’?

~ H.  Inpatient Services

If a clinic recipient requires inpatient care as a result of compli-
cations arising from contraceptive services provided by the clinic,
the Program will make payment for that care within the limitations
of the hospital inpatient element, contingent on the recipient's
continuing technical eligibility.
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I. Refer

The P
for ¢

rals

rogram will make payment to the appropriate medical provi
overed services provided on referral from the family plan

agency, within the scope and policies of the Program.

J. Limit
1.

ations of Covered Services
Initial Visit

The Initial Visit is to be billed when a patient visits t
clinic for the first time. The patient should be seen
annually thereafter. Therefore, the Initial Visit is lim
to one, per patient, per clinic.

Multiple Services

Family Planning Services are limited to one service per d
service. More than one clinic visit is not allowed on th
day.

Annual Visit

The Annual Family Planning Clinic Visit is limited to one
patient per nine months. There must be at least nine mon
between the patient's Initial Visit and the first Annual
and at least nine months between Annual Visits.

Limits on Birth Control Medication

The Department for Medicaid Services has adopted the foll
policy with regard to Program coverage for birth control
cation. This policy applies to those patients who must p
a prescription for Birth Control medications that are not
routinely.covered by the clinic.

a. The Program will reimburse for no more than one pres
tion per day for birth control medication per Medica
recipient.

der
ning

he

ited

ate of
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per
ths
Visit

owing
medi-
resent
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SPECIAL NOTE: NON-COVERED SERVICES

Counseling visits rendered outside a clinic setting

The Program will reimburse for no more than a total of 13
prescriptions in any calendar year for a given Medicaid
patient.

Through the Program's Drug Utilization Review (DUR) sub-
system, an in-depth review will be accomplished in any
instance where a Medicaid recipient is receiving more than
the appropriate amount of birth control medication (i.e,
exceeds a thirty (30) day supply in a thirty (30) day
period). The purpose of the review will be to determine
the reason of the excess supply, and to recommend
appropriate action to address the excess supply.
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B. Duplicate or Inappropriate Payments

Any duplicate or inappropriate payment by the KMAP, whether due to
erroneous billing or payment system faults, must be refunded to the
KMAP. Refund checks should be made payable to "Kentucky State
Treasurer” and sent.immediately to:

EDS
P.0. Box 2009
Frankfort, KY 40602

ATTN: Cash/Finance Unit

Failure to refund a duplicate or inappropriate payment could be
interpreted as fraud or abuse, and prosecuted as such.

C. Third Party Coverage (Excluding Medicare)
1. General

To expedite the Medicaid claims processing payment function, the
provider of Medicaid services must actively participate in [the
identification of third party resources for payment on behalf of
the recipient. At the time the provider obtains Medicaid | -
billing information from the recipient, he/she should determine
if additional resources exist. Providers have an obligation to
investigate and to report the existence of other insurance [or
1iability. The provider's cooperation will enable the Kentucky
Medicaid program to function efficiently.

2. ldentification of Third Party Resources

Pursuant to KRS 205.662, prior to billing the Kentucky Medical
Assistance Program all participating vendors shall submit
bil1lings for medical services to a third party when such vendor
has prior knowledge that such third party may be liable for
payment of the services. C
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In order to identify those recipients who may be covered through
a variety of health insurance resources, the provider should
jnquire if the recipient meets any of the following conditions:

-If the recipient is married or working, inquire about possible |
health insurance through the recipient's or spouse's employer;
-1f the recipient is a minor, ask about insurance the
mother, father, or guardian may carry on the recipient;
-Tn cases of active or retired military personnel, request
information about CHAMPUS coverage and social security
number of the policy holder;
-For people over 65 or disabled, seek a Medicare HIC number;
-Ask if the recipient has health insurance such as a Medicare
Supplement policy, cancer, accident, or indemnity policy,
group health or individual insurance, etc.

Examine the recipient's MAID card for an insurance code. If
a code indicates insurance coverage, question the recipient
further regarding the insurance.

Following is a list of the insurance codes on the MAID card:

Part A, Medicare only

Part B, Medicare only

Both Parts A and B Medicare
Blue Cross/Blue Shield

Blue Cross/Blue Shield/Major Medical
Private medical insurance
Champus

Health Maintenance Organization
Other and/or unknown

Absent Parent's insurance

None

United Mine Workers

Black Lung

VEZEZrGIOMMMOOT >
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3. Billing Instructions for Claims Involving Third Party Resources

If the patient has third party resources that will cover the
services being billed, then the provider must obtain payment or
rejection from the third party before Medicaid can be filed.
When payment is received, the provider should indicate on the
claim form in the appropriate field the amount of the third
party payment and the name and policy numbers of health
insurance covering the recipient. If the third party rejected
the claim, a copy of the rejection notice must be attached ‘to
the Medicaid claim.

Exceptions:

*1f the other insurance company has not made payment within 120
‘days of date of filing a claim to the insurance company, submit
with the Medicaid claim a copy of the other insurance claim to
EDS indicating "NO RESPONSE" on the Medicaid claim form. Then
forward a completgd TPL Lead form to:

EDS

P.0. Box 2009
Frankfort, KY 40602
Attn: TPL Unit

*If proof of denial for the same recipient for the same or
related services from the carrier is attached to the Medicaid
billing, claims processing can proceed. The denial cannot be
more than six months old.

*A letter from the provider indicating that he/she contacted XYZ in-
surance company and spoke with an agent to verify that the recipient
was not covered, can also be attached to the Medicaid claim.
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VI. COMPLETION OF INVOICE FORM

A.

General Billing Information

The Health Insurance Claim Form (HCFA-1500) should be used to bill
for services rendered to eligible KMAP recipients bv a participating
Family Planning Agency. Typing of the invoice form is strongly
urged, since an invoice cannot be processed and paid unless the
information supplied is complete and legible.

The original of the two part invoice set should be submitted to EDS
as soon as possible after service is provided. The carbon copy of

the invoice should be retained by the provider's office as a record
of claim submittal.

InVoices should be mailed to:

EDS :
P.0. Box 2018

Frankfort, Kentucky 40602
Procedural Coding

On May 1, 1985, KMAP adopted for procedural coding purpose, the
HCFA Common Procedural Coding System (HCPCS).

Completion of HCFA-1500

An example of a HCFA-1500 is shown in Appendix VII. Instructions for
the proper completion of this form are presented below.

A supply of HCFA-1500 may be obtained by contacting:
Blue Cross/Blue Shield of Kentucky

9901 Linn Station Road
Louisville, Kentucky 40223

&) TRANSNITTACFTE Page 6.1
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SECTION VI - COMPLETION OF INVOICE FORM

IMPORTANT: The patient's Kentucky Medical Assistance Identification
Card should be carefully checked-to see that the patient's name
appears on the card and that the card is valid for the period of
time in which the medical services are to be rendered. You cannot
be paid for services rendered to an ineligible person.

Program payment will be made if the patient is el;g)b1e at the time
the service is rendered and if the claims for services are received
by the KMAP within I year (12 months) of the date of service.

Block
No. Description
1. RECIPIENT'S NAME:

19.

23A.

Enter the recipient's last name, first name, and m1ddle initial as
indicated on the MAID Card.

INSURED'S 1D NUMBER:

Enter the recipient’'s 10-digit MAID Number exactly as it appears on
the current MAID Card.

OTHER HEALTH INSURANCE, IF APPLICABLE:

Complete if the recipient has any other kind of health insurance ap-
plicable to this service, cther than Medicare. Enter the name and
address of the insurer and the policy number. The amount paid by
the insurance company should be Tisted in Block #28. Private
insurance must be billed prior to billing the KMAP.

REFERRING PHYSICIAN:

Required for referred KenPAC and Lock-In recipients. Enter the
8-digit KMAP provider number of the referring KenPAC or
Lock-In provider. Enter only one referring KenPAC provider number.

DIAGNOSIS OF NATURE OF ILLNESS:

Enter the ICD-9-CM diagnosis code for the diagnosis that was treated.
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DEPARTMENT FOR MEDICAID SERVICES

FAMILY PLANNING SERVICES MANUAL

SECTION VI - COMPLETION OF INVOICE FORM

Block
No. Description

24A. DATE OF SERVICE:

Enter the date of service in numeric month, day, year order.

24B. PLACE OF SERVICE:

Use the codes on the back of the billing form which identify
where the service was performed. The codes are:

1 Inpatient Hospital , A Independent Laboratory

2 Outpatient Hospital . B Ambulatory Surgical Center

3 Doctor's Office ‘ C Residential Treatment Center
R 4 Patient's Home D Specialized Treatment Facility
IQ3' 5 Day Care Facility E Comprehensive Outpatient

6 Night Care Facility - Rehabilitation Facility

7 Nursing Home F Independent Kidney Disease

8 Skilled Nursing Facility Treatment Center

9 Ambulance

0 Other Location

24C. PROCEDURE CODE:

Enter the appropriate procedure code for the service that was
performed. :

Family Planning providers will enter the 8-digit provider number of
the professional rendering the service in description area of 24C, if
different than the billing provider listed in field 31 on the claim
form.

24D. DIAGNOSIS CODE:

Transfer a 1, 2, or 3 from item 23.A to indicate which diagnosis
is being treated. DO NOT enter the actual ICD-9-CM code in this
block.
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DEPARTMENT FOR MEDICAID SERVICES

FAMILY PLANNING SERVICES MANUAL'

SECTION VI - COMPLETION OF INVOICE FORM

24E.

24F.

24H.

25.

27.

28.

29.

CHARGES:

Enter the usual and customary charges for- each procedure.

DAYS/UNITS:

Enter the number of days being billed or the number of times that
procedure was performed.

LEAVE BLANK:

SIGNATURE OF PROVIDER/PROVIDER REPRESENTATIVE:

The provider's signature or a delegated representative must sign
and date the claim form. Stamped signatures are not acceptable.

DATE:

Enter in numeric format the date the claim was completed and sent to
EDS for processing. '

TOTAL CHARGES:

Enter the total charges from all lines of the claim.

“AMOUNT PAID:

Required if private insurance payment was made.

BALANCE DUE:

Required if private insurance payment was made. Subtract the
payment from the. total charges and enter the balance due.
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CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

FAMILY PLANNING SERVICES MANUAL

SECTION VI - COMPLETION OF INVOICE FORM

31. PROVIDER NAME, ADDRESS, AND PROVIDER NUMBER:

Enter the provider's name and address.
ID NO.:
N Enter the provider's KMAP 8-digit provider number.
'36. CLAIM NO.:
Enter the claim number, if different from the pre-printed number on

the claim form. EDS will return the first seven digits as an invoice
number on the remittance statement. '
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SECTION VIT - REMITTANCE STATEMENT

VII. REMITTANCE STATEMENT
A. General

The EDS Federal Corporation Remittance Statement (Remittance Advice)
furnishes the provider with an explanation of the status of those
claims EDS Federal Corporation processed. The Remittance Statement
accompanies the payment check and is divided into six sections.

The first section provides an accounting of those claims which are
being paid by the KMAP with the accompanying payment check.

The second section provides a 1list of claims which have been rejected
(denied) in total by the KMAP with the corresponding Explanation of
Benefit (EOB) code.

The third section provides a 1ist of claims EDS Federal Corporation
received which did not complete processing as of the date indicated
on the Remittance Statement.

The fourth section provides a 1ist of claims received by EDS Federal
that could not be processed as the result of incomplete claim informa-
tion. These claims have been returned to the provider along with a
cover letter that explains the reasons for the return.

The fifth section includes the summation of claims payment activity
as of the date indicated on the Remittance Statement and the year-
to-date claims payment activities.

The sixth section provides a list of the EOB codes which appeared on
the dated Remittance Statement with the corresponding written expla-
nation of each EOB code.

Claims appearing in any section of the Remittance Statement will be
in alphabetical -order according to the patient's last name.
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CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR SOCIAL INSURANCE
DIVISION OF MEDICAL ASSISTANCE
FAMILY PLANNING SERVICES MANUAL

SECTION VIT - REMITTANCE STATEMENT

B. Section I - Claims Paid

An example of the first section of the Remittance Statement is shown
in Appendix VIII-A. This section lists all of those claims for which
payment is being made. On the pages immediately following are
item-by-item explanations of each individual entry appearing on

this section of the Remittance Statement.

EXPLANATION OF REMITTANCE STATEMENT
FOR FAMILY PLANNING SERVICES

ITEM
INVOICE The preprinted invoice number (or patient account number) ap-
NUMBER pearing on each claim form is printed in this column for the

provider's reference

RECIPIENT The name of the recipient as it appears on the Department's file
NAME of eligible Medicaid recipients
RECIPIENT The Medical Assistance I.D. Number of the recipient as shown on
NUMBER the claim form submitted by the provider B
INTERNAL The internal control number (ICN) assigned to the claim for
CONTROL NO. jdentification purposes by EDS Federal Corporation
CLAIM SVC The earliest and latest dates of service as shown on the claim form
DATE

TOTAL CHARGES The total charges billed by the provider for the services on
this claim form

CHARGES NOT Any portion of the provider's billed charges that are not being
COVRD paid, (examples: rejected 1ine item, reduction in billed amount
to allowed charge)
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CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR SOCIAL INSURANCE
DIVISION OF MEDICAL ASSISTANCE

FAMILY PLANNING SERVICES MANUAL

SECTION VII - REMITTANCE STATEMENT

AMT. FROM
OTHER SRCS

CLAIM PMT
AMOUNT

EOB

LINE NO.
PS

PROC
qQTy

LINE ITEM
CHARGE

LINE ITEM PMT

The amount indicated by the provider as received from a source
other than the Medicaid program for services on this claim

The amount being paid by the Medicaid Program to the provider for
this claim

For explanation of benefit code, see back page of Remittance
Statement

The number of the line on the claim being printed

Place of service code depicting the location of the
rendered service

The HCPCS Procedure for the line item.
The number of procedures/supply for that line item charge

The charge submitted by the provider for the procedure in
the line item

The amount being paid by the Medicaid program to the
provider for a particular Tine item

EOB Explanation of benefit code which identifies the payment
process used to pay the line item
C. Section II - Denied Claims

The second section of the Remittance Statement appears whenever one
or more claims are rejected in total. This section Tists all such
claims and indicates the EOB code explaining the reason for each
claim rejection. Appendix VIII-B.
A1l items printéd have been previously defined in the descriptions of
the paid claims section of the Remittance Statement.
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CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR SOCIAL INSURANCE
DIVISION OF MEDICAL ASSISTANCE
FAMILY PLANNING SERVICES MANUAL

SECTION VII - REMITTANCE STATEMENT

D. Section III - Claims in Process

The third section of the Remittance Statement (Appendix VIII-C) lists
those claims which have been received by EDS Federal but which were
not adjudicated as of the date of this report. A claim in this
category usually has been suspended from the normal processing cycle
because of data errors or the need for further review. A claim only
appears in the Claims In Process section of the Remittance Statement
as long as it remains in process. At the time a final determination
can be made as to claim disposition (payment or rejection) the claim
will appear in Section I or II of the Remittance Statement.

E. Section 1V - Returned Claims

The fourth section of the Remittance Statements (Appendix VIII-D)
1ists those claims which have been received by EDS Federal and
returned to the provider because required information is missing
from the claim. The claim has been returned to the provider with a
cover sheet which indicates the reason(s) that the claim has been
returned.

F. Section V - Claims Payment Summary

This section is a summary of the claims payment activities as of the
date indicated on the Remittance Statement and the year-to-date (YTD)
claims payment activities.

CLAIMS PAID/DENIED the total number of finalized claims which have been
determined to be denied or paid by the Medicaid program,
as of the date indicated on the Remittance Statement and
YTD summation of claim activity

AMOUNT PAID the total amount of claims that paid as cf the date on the
* Remittance Statement and the YTD summation of payment
activity
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DEPARTMENT FOR SOCIAL INSURANCE
DIVISION OF MEDICAL ASSISTANCE

FAMILY PLANNING SERVICES MANUAL

SECTION VII - REMITTANCE STATEMENT

WITHHELD AMOUNT the dollar amount that has been recouped by Medicaid as. of
the date on the Remittance Statement (and YTD summation
of recouped monies)

NET PAY AMOUNT the dollar amount that appears on the check

CREDIT AMOUNT the dollar amount of a refund that a provider has sent in
to EDS to adjust the 1099 amount (this amount does not
affect claims payment, it only adjusts the 1099 amount)

NET 1099 AMOUNT the total amount of ‘money that the provider has received
from the Medicaid program as of the date on the Remittance
Statement and the YTD total monies received taking into
consideration recoupments and refunds

G. Section VI - Description of Explanation Codes Listed Above

Each EOB code that appeared on the dated Remittance Statement will
have a corresponding written explanation pertaining to payment,
denia15 suspension and return for a particular claim (Appendix
VIII-E).
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CABINET FOR HUMAN RESOURCES
N DEPARTMENT FOR SOCIAL INSURANCE
AD DIVISION OF MEDICAL ASSISTANCE

FAMILY PLANNING SERVICES MANUAL

SECTION VIII - GENERAL INFORMATION - EDS FEDERAL

A. Correspondence Forms Instructions

Type of

Information Time Frame

Requested for Inquiry Mailing Address

Inquiry 6 weeks after EDS Federal

billing P.0O..Box 2009

Frankfort, KY 40602
ATTN: Communications Unit

Ad justment Immediately EDS Federal
P. 0. Box 2009
Frankfort, KY 40602
ATTN: Adjustments Unit

:“E) Refund Immediately EDS Federal
i . P. 0. Box 2009

Frankfort, KY 40602
ATTN: Cash/Finance Unit

Type of

Information

Requested Necessary Information

Inquiry 1. Completed Inquiry Form

2. Remittance Advice or Medicare EOMB when
applicable

3. Other supportive documentation, when needed,
such as a photocopy of the Medicaid claim
when a claim has not appeared on an R/A
within a reasonable amount of time
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CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR SOCIAL INSURANCE
DIVISION OF MEDICAL ASSISTANCE

FAMILY PLANNING SERVICES MANUAL

SECTION VIII - GENERAL INFORMATION - EDS FEDERAL

Type of
Information
Requested Necessary Information
Adjustment 1. Completed Adjustment Form
2. Photocopy of the claim in question
3. Photocopy of the applicable portion of the
R/A in question
Refund 1. Refund Check

2. Photocopy of the applicable portion of the
R/A in question
3. Reason for refund

Telephoned Inquiry Information

B.

What is Needed?

- Provider number

- Patient's Medicaid ID number

~ Date of service

- Billed amount

- Your name and telephone number

When to Call?

- When claim is not showing on paid, pendlng or denied sections
of the R/A within 6 weeks

-~ When the status of claims are needed and they do not exceed
five in number

Where to Call?

- Toll-free number 1—800-372—2921 (within Kentucky)

- Loeal : (502) 227-2525
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FAMILY PLANNING SERVICES MANUAL

SECTION VIII - GENERAL INFORMATION - EDS

C. Filing Limitations

New Claims - 12 months from date of service
Medicare/Medicaid
Crossover Claims - 12 months from date of service

NOTE: If the claim is a Medicare
crossover claim and is received by
EDS more than 12 months from date of
service, but less than 6 months from
the Medicare adjudication date, EDS
considers the claim to be-within the
filing limitations and will proceed
with claims processing.

Third-Party . .
Liability Claims - 12 months from date of service

NOTE: If the other insurance company has
not responded-within 120 days of the

date a claim is submitted to the insurance
company, submit the claim to EDS indicating
"NO RESPONSE" from the other insurance
company. '

Adjustments _ '. - 12 months from date the paid claim
appeared on the R/A
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CABINET FOR HUMAN RESOURCES
DEPARTMENT FGR MEDICAID SERVICES

FAMILY PLANNING SERVICES MANUAL

SECTION VIII - GENERAL INFORMATION - EDS

D. Provider Inquiry Form

The Provider Inquiry form should be used for inquiries to EDS

~ regarding paid or denied claims, billing concerns, and claim status.
(If requesting more than one claim status, a Prov1der Inquiry form
should be completed for each status request ) The Provider Ingquiry
form should be completed in its entirety and mailed to the following
address:

EDS
P.0. Box 2009
Frankfort, KY 40602

Supplies of the Provider Inquiry form may be obtained by writing to
the above address. or contacting EDS Provider Relations Unit at
1-(800)-372-2921 or 1-(502)-227-2525.

P]ease remit both copies of the Provider Inqu1ry form to EDS. Any
additional documentation that would help clarify your inquiry should
be attached. EDS will enter their response on the form and the
yellow copy will be returned to the provider.

It is not necessary to complete a Provider Inquiry form when resubmitting
a denied claim.

Provider Inquiry forms may not be used in lieu of KMAP claim forms,
Adjustment forms, or any other document required by KMAP.

In certain cases it may be necessary to return the Inqu1ry form to
the provider for add1t1ona1 information if the inquiry is illegible
or unclear.

Instructions for completing the Provider Inquiry form are found on
the next page.
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FAMILY PLANNING SERVICES MANUAL

SECTION VIII - GENERAL INFORMATION - EDS

Following are field by field instructions for completing the Provider Inquiry

form:

Field Number

1

10

Instructions
Enter your 8-digit Kentucky Medicaid Provider Number.
If you are a KMAP certified clinic, enter your 8-digit
clinic number.
Enter your Provider Name and Address.

Enter the Medicaid Recipient's Name as it appears on
the Medical Assistance I.D. Card.

Enter the recipient's 10 digit Medical Assistance-ID
number.

Enter the Billed Amount of the claim on which you are
inquiring.

Enter the Claim Service Date(s).

If you are inquiring in regard to an in-process, paid, or
denied claim, enter the date of the Remittance Advice
listing the claim.

If you are inquiring in regard to an in-process, paid, or
denied claim, enter the 13-digit internal control number

listed on the Remittance Advice for that particular
claim. . :

Enter your specific inquiry.

Enter your signature and the date of the inquiry.
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SECTION VIII - GENERAL INFORMATION - EDS

E. Adjustment Request Form

The Adjustment Request form is to be used when requesting a change on
a previously paid claim. This does not include denied claims or
claims returned to the provider for requested additional information
or documentation.

For prompt action and response to the adjustment requests, please
complete all items. COPIES OF THE CLAIM AND THE APPROPRIATE PAGE OF
THE R/A MUST BE ATTACHED TO THE ADJUSTMENT REQUEST FORM. If items are
not completed, the form may be returned.

Field Number ' Description

1 Enter the 13-digit claim number for the
particular claim in question.

.
\“../

2 ‘Enter the recipient's name as it appears on
the R/A (last name first).

3 Enter the complete recipient identification
number as it appears on the R/A. The complete
Medicaid number contains 10 digits. '

4 Enter the provider's name, address and complete
provider number.

5 Enter the "From Date of Service" for the claim
in question,

6 Enter the "To Date of Service" for the claim

in question.
7 E?tgr the total charges submitted on the original
‘ claim.
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APPENDIX I

CABINET FOR HUMAN RESQURCES
DEPARTMENT FOR MEDICAID SERVICES

KENTUCKY MEDICAL ASSISTANCE PROGRAM (KMAP) SERVICES

Ambulatory Surgical Center Services

‘Medicaid covers medically necessary services performed in ambulatory surgical

centers.

Birthing Center Services

Covered birthing center services include an initial prenatal visit, follow-up
prenatal visits, delivery and up to two follow-up postnatal visits within 4-6
weeks of the delivery date.

Dental Services

Coverage is limited but includes X-rays, fillings, simple extractions, and
emergency treatment for pain, infection and hemorrhage. Preventive dental care
is stressed for individuals under age 21. '

Family Planning Services

Comprehensive family planning services are available to all eligible Title XIX
recipients of childbearing age and those minors who can be considered sexually
actjve. These services are offered through participating agencies such as
local county health departments and independent agencies, i.e., Planned
Parenthood Centers. Services are also available through private physicians.

A complete physical examination, counseling, contraceptive education and

- -educational materials, as well as the prescribing of the appropriate contra-

ceptive method, are available through the Family Planning Services element of
the KMAP. Follow-up visits and emergency treatments are also provided.

Hearing Services

Hearing evaluations and single hearing aids, when indicated, are paid for by
the program for eligible recipients, to the age of 21. Follow-up visits, as
well as check-up visits, are covered through the hearing services element.
Certain hearing aid repairs are also paid through the program.
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CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

KENTUCKY MEDICAL ASSISTANCE PROGRAM (KMAP) SERVICES

Home Health Services

Skilled nursing services, physical therapy, speech therapy, occupational )
therapy and aide services are covered when necessary to help the patient remain
at home. Medical social worker services are covered when provided as part of
these services. Home Health coverage also includes disposable medical supplies;
and durable medical equipment, appliances and certain prosthetic devices on a
preauthorized basis. Coverage for home health services is not limited by age.

Hospital Services

Inpatient Services

KMAP benefits include reimbursement for admissions to acute care hospitals for
the management of- an acute illness, an acute phase or complications of a
chronic illness, injury, impairment, necessary diagnostic procedures, maternity
care, and acute psychiatric care. A1l non-emergency hospital admissions must
be preauthorized by a Peer Review Organization. Certain surgical procedures
are not covered on an inpatient basis, except when a life-threatening situation
exists, there is another primary purpose for admission, or the physician -
certifies a medical necessity requiring admission to the hospital. Elective
and cosmetic procedures are outside the scope of program benefits.
Reimbursement is limited to a maximum of fourteen (14) days per admission.

Qutpatient Services

Benefits of this program element include diagnostic, therapeutic, surgical and
radiological services as ordered by a physician; clinic visits, selected
biological and blood constituents, emergency room services in emergency
situations as determined by a physician; and services of hospital-based
emergency room physicians.

There are no limitations on the number of hospital outpatient visits or
services available to program recipients.
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CABIMET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

KENTUCKY MEDICAL ASSISTANCE PROGRAM (KMAP) SERVICES

B. Services provided to recipients who are also medically eligible for
Medicare benefits in the skilled nursing facility.

-Coinsurance from the 21st through the 100th day of this Medicare
benefit period. -

-Full cost for the full length of stay after the 100th day if
24-hour skilled nursing care is still required.*

*Need for skilled nursing care must be certified by a Peer Review
Organization (PRO). '

Intermediate Care Facility Services

The KMAP can make payment to intermediate care facilities for:

A. Services provided to recipients who require intermittent skilled nursinc
care and continuous personal care supervision.* '

B. Services provided to_Medicaid reéipients who are mentally retarded or
developmentally disabled prior to age 22, who -because of their mental and
physical condition require care and services which are not provided by
community resources.**

*Need for the intermédiate level of care must be certified by a PRO.

**Need for the ICF/MR/DD level of care must be certified by the
Department for Medicaid Services.

Mental Hospital Services

Inpatient psychiatric services are provided to Medicaid recipients under the
age of 21 and age 65 or older in a psychiatric hospital. There is no Timit on
Jength of stay; however, the need for inpatient psychiatric hospital services
must be verified through the utilization control mechanism.
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CABINET FOR HUMAN RESGURCES
DEPARTMENT FOR MEDICAID SERVICES

KENTUCKY MEDICAL ASSISTANCE PROGRAM (KMAP) SERVICES

Community Mental Health Center Services

Community mental health-mental retardation centers serve recipients of al]Aages
in the community setting. From the center a patient may receive treatment
through:

Outpatient Services
Partial Hospitalization
Emergency Services
Inpatient Services
Personal Care Home Visits

Eligible Medicaid recipients needing psychiatric treatment may receive services
from the community mental health center and pessibly avoid hospitalization.
There are fourteen (14) major centers, with many satellite centers available.
Kentucky Medical Assistance Program reimburses private practicing psychiatrists
for psychiatric services through the physician program.

Nurse Anesthetist Services

Anesthesia services performed by a participating Advanced Registered Nurse
Practitioner - Nurse Anesthetist are covered by the KMAP.

Nurse Midwife Services

Medicaid coverage is available for services performed by a participating
Advanced Registered Nurse Practitioner - Nurse Midwife. Covered services
include an initial prenatal visit, follow-up prenatal visits, delivery and up
to two follow-up post partum visits within 4 to 6 weeks of the delivery date.

Pharmacy Services

Legend and non-legend drugs from the approved Medical Assistance Drug List when
required in the treatment of chronic and acute illnesses are covered by the
KMAP. The Department is advised regarding the outpatient drug coverage by a
formulary subcommittee composed of persons from the medical and pharmacy
professions. A Drug List is available to individual pharmacists and physicians
upon request and routinely sent to participating pharmacies and long-term care
facilities. The Drug List is distributed quarterly with monthly updates.
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CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES -

KENTUCKY MEDICAL ASSISTANCE PROGRAM (KMAP) SERVICES

Pharmacy Services (Continued)

~ In addition, certain other drugs which may enable a patient to be treated on an
outpatient basis and avoid institutionalization are covered for payment through
the Drug Preauthorizaticn Program.

Physician Services

Covered services include:

Office visits, medically indicated surgeries, elective sterilizations*,

deliveries, chemotherapy, radiology services, emergency room care, anesthesi-

ology services, hysterectomy procedures*, consultations, secord opinions prior

to surgery, assistant surgeon services, oral surgeon services, psychiatric

services. _ - ,gﬁ

*Appropriate consent forms must be completed prior to coverage of these procedures,
‘Non-covered services include:

Injections, immunizations, supplies, drugs (except anti-neoplastic drugs),

cosmetic procedures, package obstetrical care, contact lenses, IUDs,

diaphragms, prosthetics, various administrative services, miscellanecus

studies, post mortem examinations, surgery not medically necessary or

~indicated.

Limited coverage:

One comprehensive office visit -per twelve (12) month period, per patient, per
physician.
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DEPARTMENT FOR MEDICAID SERVICES

APPENDIX I

KENTUCKY MEDICAL ASSISTANCE PROGRAM (KMAP) SERVICES

Physician Services (Continued)

The following laboratory procedures are covered when performed in the office by

an M.D. or osteopath.

Ova and Parasites (feces)
Smear for Bacteria, stained
Throat Cultures (Screening)
‘Red Blood Count ‘
Hemoglobin
White Blood Count
Differential Count
Bleeding Time
Electrolytes
Glucose Tolerance
Skin Tests for:
Histoplasmosis
Tuberculosis
Coccidioidomycosis
Mumps
Brucella

Podiatry Services

Complete Blood Count
Hematocrit

Prothrombin Time
Sedimentation Rate
Glucose (Blood)

Blood Urea Nitrogen (BUN)

- Uric Acid

Thyroid Profile
Platelet Count
Urine Analysis
Creatinine

Selected services provided by licensed podiatrists are covered by the Kentucky
Medical Assistance Program. Routine foot care is covered only for certain
medical conditions where such care requires professional supervision.

Primary Care Services

-

A primary care center is a comprehensive ambulatory health care facility which

emphasizes preventive and maintenance health care. Covered outpatient services
provided by licensed, participating primary care centers include medical
services rendered by advanced registered nurse practitioners as well as
physician, dental and cptometric services, family planning, EPSDT, laboratory
and radiology procedures, pharmacy, nutritional counseling, social services and
health education. Any limitations applicable to individual program benefits
are generally applicable when the services are provided by a primary care

center.
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CABINET FOR HUMAN RESCURCES
DEPARTMENT FOR MEDICAID SERVICES

KENTUCKY MEDICAL ASSISTANCE PROGRAM (KMAP) SERVICES

Renal Dialysis Center Services

Renal service benefits include renal dialysis, certain supplies and home
equipment.

Rural Health Clinic Services

Rural health clinics are ambulatory health care facilities located in rural,
medically underserved areas. The program emphasizes preventive and maintenance
health care for people of all ages. The clinics, though physician directed,
must also be staffed by Advanced Registered Nurse Practitioners. The concept
of rural health clinics is the utilization of mid-level practitioners to
provide quality health care in areas where there are few physicians. Covered
services include basic diagnostic and therapeutic services, basic laboratory
services, emergency services, services provided through agreement or
arrangements, visiting nurse services and other ambulatory services.

Screening Services

Through the screening service element, eligible recipients, age O-thru birth
month of 21st birthday, may receive the following tests and procedures as
appropriate for age and health history when provided by participating providers:

Medical History Tuberculin Skin Test

Physical Assessment Dental Screening

Growth and Developmental Assessment Screening for Veneral Disease,

Screening for Urinary Problems As Indicated

Screening for Hearing and Assessment and/or Updating
Vision Problems of Immunizations

Transportation Services

Medicaid may cover iransportation to and from Title XIX-covered medical services
by ambulance or other approved vehicle if the patient's condition requires
special transportation. Also covered is preauthorized non-emergency medical
transportation to physicians and other non-emergency, Medicajd-covered medical
services. Travel to pharmacies is not covered. ..
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CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

KENTUCKY MEDICAL ASSISTANCE PROGRAM (KMAP) SERVICES

Vision Services

Examinations and certain diagnostic procedures performed by ophthalmologists and
optometrists are covered for recipients of all ages. Professional dispensing
services, lenses, frames and repairs are covered for persons under age 21.

SPECIAL PROGRAMS

KenPAC: The Kentucky Patient Access and Care System, or KenPAC, is a special
program which links the recipient with a primary physician or clinic for many
Medicaid-covered services. Only recipients who receive assistance based on Aid
to Families with Dependent Children (AFDC) or AFDC-related Medical Assistance
Only are covered under KenPAC. The recipient may choose the physician or
clinic. It is especially important for the KenPAC recipient to present his/her
Medical Assistance Identification Card ea¢h time a service is received.

AIS/MR: The Alternative Intermediate Services/Mental Retardation (AIS/MR)
home- and community-based services project provides coverage for an array of
community based services that is an alternative to receiving the services in an
intermediate care facility for the mentally retarded and developmentally
disabled (ICF/MR/DD). Community mental health centers arrange for and provide
these services.

HCB: A home- and community-based services project prov1des Medicaid coverage
for a broad array of home- and community-based services for elderly and disabled
recipients. These services are available to recipients who would otherwise
require the services in a skilled nursing facility (SNF) or intermediate care
facility (ICF). The services are expected to be available statewide by July 1,
1987. These services are provided by home health agencies.

HOSPICE:

Medicaid benefits include reimbursement for hospice care for Medicaid clients
who meet the eligibility criteria for hospice care. Hospice care provides

to the terminally i11 relief of pain and symptoms. Supportive services and
assistance are also provided to the patient and his/her family in adjustment
to the patient's illness and death. A Medicaid client who elects to receive
hospice care waives all rights to certain Medicaid services which are included
in the hospice care scope of benefits.
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CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR SOCIAL INSURANCE
DIVISION OF MEDICAL ASSISTANCE

ELIGIBILITY INFORMATION

Programs

The Department for Social Insurance, Division of Field Services local office
staff have primary responsibility for accepting and processing applications for
benefit programs administered by the Cabinet for Human Resources, Department
for]Socia1 Insurance. These programs, which include eligibility for Medicaid,
include:

AFDC (Aid to Families with Dependent Children)

AFDC Related Medical Assistance

State Supplementation of the Aged, Blind, or Disabled
Aged, Blind, or Disabled Medical Assistance

Refugee Resettlement Programs

Any individual has the right to apply for Medicaid and have eligibility de-
termined. Persons wanting to apply for Medicaid benefits should be referred

to the local Department for Sccial Insurance, Division of Field Services office
in the county in which they live. Persons unable to visit the local office may
write or telephone the local office for information about making application.
For most programs, a relative or other interested party may make application
for a person unable to visit the office. : .

In addition to the programs administered by the Department for Social Insurance,
persons eligible for the federally administered Supplemental Security Income
(SSI) program also receive Medicaid through the Kentucky Medical Assistance
Program. Eligibility for SSI is determined by the Social Security Administra-
tion. Persons wanting to apply for SSI should be referred to the Social
Security Administration office nearest to the county in which they live. The
SSI program provides benefits to individuals who meet the federal definitions

of age, blindness, or disability, in addition to other eligibility requirements.

TRANSMITTAL #10 APPENDIX II, Page 1



APPENDIX II

CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR SOCIAL INSURANCE
DIVISION OF MEDICAL ASSISTANCE

ELIGIBILITY INFORMATION

MAID Cards

Medical Assistance Identification (MAID) cards are issued monthly to recipients
with ongoing eligibility. These cards show a month-to-month eligibility
period. .

Eligible individuals with excess income for ongoing eligibility may be eligible
as a "spend down" case if incurred medical expenses exceed the excess income
amount. Individuals eligible as a "spend down" case receive one MAID card
indicating the specific period of eligibility. After this eligibility period
ends, the person may reapply for another "spend down" eligibility period.

MAID cards may show a retroactive period of eligibility. Depending on the
individual circumstances of eligibility, the retrospective period may include
several months.

Duplicate MAID cards may be issued for individuals whose original card is Tost
or stolen. The recipient should report the lost or stolen card to the local
Department for Social Insurance, Division of Field Services worker responsible
for the case.

Verifying Eligibility

The local Department for Social Insurance, Division of Field Services staff
may provide eligibility information to providers requesting MAID numbers and
eligibility dates for active, inactive or pending cases.

The Division of Medical Assistance, Eligibility Services Section at (502)
564-6885 may also verify eligibility for providers.

TRANSMITTAL #10 APPENDIX II, Page 2



CABINET FOR HUMAN RESQURCES

APPENDIX I1-A

TMENT FOR SOCIAL INSURANCE
g§5?§xon OF MEDICAL ASSISTANCE

KENTUCKY MEDICAL ASSISTANCE IDENTIFICATION (M.A.1.D.) CARD

A

(FRONT OF CARD)

Eligibility Period is the
month, day and year of

KMAP eligibility represent-

Department for Social
Insurance case number.
This is NOT the Medical
Assistance Identification
Number.

| Medical Insurance
Code indicates

type of insurance|:
coverage. -

ed by this card. “From"
date is First day of eligi-
bility of this card. "“To* b
date is the day eligibility
of this card ends and is not
included as an eligible day.

Medical Assistance Identification
Number (MAID) is the 10-digit
number required for billing
$ed1cal services on the claim
orm.

L
MEDICAL ASSISTANCE 1DENTIRCATION CARD uT——
COMMONWEALTH OF K eyl \.‘:..:."" -

Mo
CABINEY FOR HUMAN RESCURCES ourny ma— .':'.'3'. ~
moe * 06-01-85
™ 07-01-85 037 C 000123456 )
CASE NAME AND ADDRESS :
. Smith, Jane 123456789Q 2] 0353/ M
Smith, Kim 2345678913 2| 1284| M
Jane Smith
‘ 400 Block Ave. /|
’”  Frankfort, KY
40601
i
. _ATTENTION: SHOW THIS CARD TO VENDORS WHEN I
APPLYING FOR MEDICAL BENEFITS i
SEE OTHER 3100 FOR SIGNATURE WAPASS ATV, (/DS )

L

Case name and address show to
whom the card is mailed. The
name in this block may be that

"of a relative or other interested

party and may not be an eligible

[

For K.M.A.P.
Statistical
Purposes

. | member. . t
| Names of mambers ol igible Date of Birth shgws
for Medical Agsistancs month and year o
denefits. Cnly those birth of each member.
| persons witose names are Refer to ;his block
in this block are eligidle when providing services
- for K.M.A.P. benefits limited to age.




APPENDIX II-A

NET FOR HUMAN RESQURCES
gégiRTMENT FOR SOCIAL INSURANCE
DIVISION OF MEDICAL ASSISTANCE

KENTUCKY MEDICAL ASSISTANCE IDENTIFICATION (M.A.I.D.) CARD

(BACK OF CARD)

Information to Providers.
Insurance Identification
codes indicate type of
insurance coverage as
shown on the front of
the card in "Ins! block.

/

/f PROVIOERS OF SERVICE ' RECIPIENT OF SERVICES
et e 0 s ot s W o e | N0 0 0 e @ e e e e ey
0 owing sl o0 G FUIES Gk, A GUTER et of G0 Lty UG fmgE, AGISOME lwonr, Mmp bew® ol
agieg) AmminS Sagiant ANintnaNe 'aeeOTSUS . Bust "y Sovs Mowm cweve, “‘
e enared & b ey & ssninad w 08 WY © veoinn, amSwanes, odaunasen Jlohssesd -*
o for smmast © 0 250 semaey servem
QNI (QUUIG SUNGE ST, NUS s wd deiem o 3 W S WU TN 70U VNG Badial SO o MVS STITPEEN
Sosail, MG SUSSROA, JSuSE Suk, & BING VY ANARY, Bl L S r 2 ¥ _ X K _ _JXJ3 %
o erest I Coninut ar Mamen ARSowress: 3 Tex will reseme § AOW GV 3 N0 VL of cauh Eneld o g 80 D oS
~,.~ SHGRID for SOneRil. AUF TP IOENUSA, SHNED SgD 08 B0 Nap deSE
- Y STy YEI o S, AeReENe? Bt It {6 g B WP N AN
Fromuen, XY 40883 % e 40 crd EaSt B9 Sru (Y o8 B8 rent o B8 vl
4 |f You AOUS GUINUSEL. SNNt FEn SR SR 58 W0 coueip SR,
l-—.:-— S MONENSE WRENWUP Gt of (VD SOV /RO GEWOESY Neuld
ASut A Mattaare Guy T2 R X X 2 X XL X ]
5Pt & Meunere N Ao Wuiunenee Gresaiasdes Somurens, Oivesian of Wowent Assmemee.
¢ S0l Peres A & § Meemw Jo OBar e/ Vst
0- Sue Crony Bine Shesd ]
[- Shes Cromy Siue Shiess Maley
) N Uniing M0 Warems
#. Srvepts Mating) enErERED P ok g Sigrense
Whamn‘hﬂm“-mmmwm-m—' nas een
) G SMOUNt of RNl SIINMERES 000 6N FOur Senes.
Sotavn) HU NS N7 ¢ $10.000 A0S o NErcenmant 17 § FOIN oF SN, v sRYEns Whe WUIRREY GVES i inlrneNen i sseuing fer
Nodian! SosiNtNE, 018 10 MGt CRARGES UG 1 cAPAIIY, W DONBIS sen o WS oerd Y A INONGIN sevesa.

Notification to recipient
of assignment to the Cabinet ‘ Recipient's signature
for Human Resources of third is not required.

party payments.




APPENDIX II-B

CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

KENTUCKY MEDICAL ASSISTANCE IDENTIFICATION (M.A.I.D.) CARD FOR LOCK-IN PROGRAM

(BACK OF CARD) . .
Information to Providers, including

procedures for emergency treatment,
and identification of insurance

as shown on the front of the card
in "Ins.” block.

ATTENTION. /

This card cemfies that the person listed on the front of this card 1s eligible dunng the penod indicated for current benefits of the Kentucky Medical
Assistance Program. Payment for physician and pharmacy services Is limited to the physician anc pharmacy appearing on the front of this card.

In the event of ar emergency. payment can be made 10 any participating phvsiciar or participating pharmacy rendering service 1o this person, if

502-564-5560.

““ou are hereby notified that under State Law. KRS 205 624. your nght to third partv payéx».-~ t has been assigned to the Cabinet for the amount of
medical assistance paid on your benaif

i11s a covered service. The patient 1s not restrictea with regard 10 other services. however. pavment can only be made within the scope of Program
penefits. Recipient temporanly out of state may receive emergency medicaid services by having the provider contact the Kentucky Cabinet for Humar .
Resources. Division of Medical Assistance. Questions regarding scope of services shouw: be directed to the Lock-in Coordinator, by calling -

- a3 3P 20K <@ -NOMMaton and agree with
. DA 90uES 45 MuMhined and explained 1o me

insurance lgenthicaton

Zor 3t e Megicare Ony Gelnanous
= ©3735 Memrare Oniy M- ~agitm Maintenavie - a0 aal.
< -Both Pans # & B Medicare J- Other and of Lirknowr:
£ Buwe Cross Blue Shieg L- Apsant Parent s insuranze
£ Biue "10ss Brue Sreia Major M-None

Meq- . a N-Unites Mine Workers -
F S1..4le Med.cal insurance P Black Lurg T e - —

Signature of Recioient or Representative [ Date

REZIMENT SF SERVICES

Federal law provides tdr a $10.000 fine or :mprisonment for a yeas. or both fo; anyone who willfully gives tal nformation in applying
tor medical assistance.Vails to report changes relating to eligidility. or permits use of the card by an ineligibig/ person.

Notification to recipient of
assignment to the Cabinet for
Human Resources of third party
payments.

Recipient's signature is
not required.




CABINET FOR. HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

APPENDIX 1I-C

KENTUCKY PATIENT ACCESS AND CARE (KENPAC) SYSTEM CARD

(FRONT OF CARD)

‘| ends and is not included as an

Eligibility Period shows dates of
eligibility represented by this card.
"From" date is first day of eligi-
bility of this card. "To" date is
the day eligibility of this card

eligible day. KenPAC services
provided during this eligibility
period must be authorized by the
Primary Care physician listed on
this card.

Department for Social Insurance case

number,

Assistance Identification Number.

This is_NQT the Medical

Names of members eligible for KMAP.
Persons whose names are in this
block have the Primary Care provider
1isted on this card.

Date of Birth shows month and
year of birth of each member.
Refer to this block when pro-
'viding services limited to.age.

/ T W for w— ASeSTre | e ;|
DR AGERSTANCY SETICATHS mii wwm H
| _— I . WA
i P
] ‘| H !
> - R
CASE NAME AND AODRESS | P
1
b
o
1 i |
I ' |
/ KENPAC PROYIDER ANO AODRESS
. —
ATTENTION: SHOW THIS CARD TO VENDORS WHEN
APPLYING FOR MEDICAL BENEFITS ; '
/ S OVVIR SBE FNE SERA TN RASAINS (100

Case name and address show tc whom
the card is mailed. This person
may be a relative or other
interested party and may not be

an eligible member.

Name, address and phone number of
the Primary Care Phys+ician.

Medical Assistance Identification
Number (MAID) is the 10-digit number
required for billing medical services
on the claim form.




CARIMET FOR HUMAN RESOURCES
DEPARTMENT -FOR MEDICAID SERVICES

APPENDIX II-C

KENTUCKY PATIENT ACCESS AND CARE (KENPAC) SYSTEM CARD

(BACK OF CARD)

Information to Providers, including
Insurance Identification codes which
indicate type of insurance coverage
as shown on the front of the card

in "Ins." block. .

Information to Recipients, including
limitations, coverage and emergency
care through the KenPAC system.

. \

mom
Tms card Cortrhes that the per [0 ] 0N Gunng e DeNod n- 1.
GICEEE ON e 7evarse Hoe. 'ovmmmmm?e-\mwyw
Assistance Program The No must De entered
ON S8CN DHME Statement Dracisety 84 contamed on this cara in oroer for pay-
ment to 08 Made.

P NOTE:  This Derson is a KenPAC recioment. and vou Shouid refer to sections (1) 2.
of Services.”

na (2) unoer

Questons regardng provoer mwcawmo'm

CArucIoson. tyne.
m;mmumorwemtm SNOuId D avectsd to 3.
Cabinet for Human R

esources
Oevartment for Social Insurance

Owvision of Medica Assistance
Franutort. nentucky 40621 .
Insurance identifestion 5.

A=—Part A. Mecicare Only G—Chamous

8=—=Pert B. Medicare Onty Hewriearth Mantenance Organizavon
C—30th Ports A & B Medicare 1=Other andior Unwnown 6
D—=8iue Crosa/Bive Shweio L=ADsent Parent’s insurance ?
€—8lue CroswBiue Shweia Me=NOne

N=Unrted MG Workers
P—gigcn Lung

. i you have s

I

RECIPUENT OF SERVICES
The engneted KenPAC Drvnsry Groviosr MuST DrOVIOR OF SUNONZE e tOHOWING SEAVICES DNYSICIN. NOSOMRE!
INOBTANT 3NG CUDSTIINT. NOME NEAItN JEENCY. 1JDOFAtONY MMOUISTCTY SUrEICE! CONTEr DIHMAry Care CENteT.
TUrSi NOAITN CENtOr aNG NUISE MNESTNOUSL. AUTNONZSTION Dy the ONMANV Jroviaer 1S NOL required or Sery-
1C8S Orowioed Dy CONAIMOIOGISS OF DOT SHEIDIE OF DOIT CRFINET DSYCNIAtrIAS. ‘OF COSTIETNCH Servie
oy an ICIAN OF gy: EISL. OF 10F OTNEY COVEred Services not isted aDOve
In the event of an emergency. Davment Can D& MBGE 1O 2 CAMICICATING MEAICA DrOVIEr rendenng se
10 s DTION. if 11 1S & COVEraq Service. wIthOUL DNIOT JUNONZITON Of N OrIMBry GroviGer SNOWN O
reverse side.
Coverea 3ervices which May D8 OOtHNEC WItNOUL DFEBUNONZALION Tromm the XenPAC onmary Oroviaer in-
clude services from mm COMMUNITY MENT NEMITH CeNters. Nursing NoMes .Ntermediate Cire
ment NG OIUCIADNE DIOVIOETS OF JANTAL. NeanNg. vision. amoulance.
non-emergency umoonmon screemng. armiy OlaNnINg sarvices. and Dirthing centers

ShOw Uus Card 10 N DErSON wNO JTOVICES INESE IRTVICES 10 YOU WNENEVEr YOU ECR'vE MEOICal CaTe
YOUu will F@CRrve 3 New CIFC 3t The Nrst Of EBCH MONTN a3 10N a3 yOu e engiDie *or Denetts £or vour
OrOtECTION DIGBSE SIEN ON tNeE line DEICW NG JESIrOY your Oi3 CIFE Rememoer Mat 1t 1s 3ganst the 1avw
for 3nyoNne to use tis Cara exCeDt the Derson 1steq on the front of this cara

your eng worser 3t the county ofhce

Recioentis) temooranty out Of State Mav recerve emergency Mooocuo SENVICES OV NBving the Orovicer Con
WCT he nentucsy Cadnet 10r Muman Resources. Division o

Signature  f

RECIPHENT OF SERVICES: You are hereby notified that under State Law, KRS 208.824. your right to third party payment has been

the amewnt of mediocal sssietance paid on Your behait.

Federal iaw provides for a $10,000 fine or imprisonment for 8 yeur, or both, for snyone who wiltfully gives fsise information in spplying for,

to the Cabinat for

icaé assistznce.

fails 10 report changes relating to elgidility, or permits use of the card Dy an ineligibie -person.

4

™

[

Notification to recipient of
assignment to the Cabinet for
Human Resources of third party
payments.

Recipient's signature is
not required.
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N P.L. 92-603 LAWS OF 92nd CONG.--2nd SESS. (As Amended)

PENALTIES

Saction 1909. (&) Whoever--

(1) knowingly and willfully makes or causes to be made any false statenaent or representation of a material \")
fact in any application for any benefit or payment under a State plan approved under this title,

{2) at any time knowingly and willfully makes or causes to be made any false statement or representation
of a material fact for use in determining rights to such benefit or payment,

(3) having knowledge of the occurrence of any event affecting (A) his initial or continued rignt tr any

= such benefit or paymert, or (B) the initial or continued right to any such benefit or paysent of any other

individwal—in whose behalf he has applied for or is receiving such benefit or payment, canceals or fails to
disclose such event with an intent.fraudulently to secure such benefit or payment either in a greater amount or
quantity than is due or when no such benefit or payment is authorized, or

(4) having made application to receive any such benefit or payment for the use and benefit of another ang

having received it, knowingly and willfu'®, converts such benefit or payment or any part thereof to a yse Other
than for the use and benefit of such .': r [orson,

shall (i) in the case of such 3 statement, representation, concealment, failure, or conversion 2y any gerson in
connection with the furnishing (by that person) of items or services for which payment is or may be made under this
—title, be guilty of a felony and upon conviction thereof fined not more tnan $25,000 or imprisoned for not more tnan
five years or both, or (ii) in the case of such a statement, representation, concealment, failure, or conversion by
any other person, be guilty of a misdemeanor and upon conviction thereof fined not more than $10,000 or imprisoned
for not more than one year, or both. In addition, in any case where an individual who is otherwise eligible for
assistance under a State plan approved under this title is convicted of an offense under the precedina provisions
. of this subsection, the State may at its option {notwithstanding any other provision of this title ' » of sucn plan)
limit, restrict, or suspend the eligibility of that individual for such period (not exceeding ome your) a3 it deems
appropriate; but the imposition of a limitation, restriction, or syspension with respact to the eligibility of any
individual under this sentence shall not affect the eligibility of any other person for assistance under the plan,
regardless of the relationship between that individual and such other person.
(b)(1) Whoever knawingly and. willfully solicits or receives any remuneration (including any kickback, bribe,
or rebate) directly or indirectly, overtly or covertly, in cash or in kind--,
(A) in return faor referring an individual to a person for the furnishing or arranging for the furnishing
of any item or service for which payment may be made in whole or in part under this title, or
. (8) in return for purchasing, leasing, orderiny, or arranging for or recomsending purchasing, leasing, or

ordering any gaood, facility, service, or item for which payment may be made in whole or in part under this
title, ’ .

shall be gquilty of a felony and upon conviction thereof, shall be fined not more than $25,000 or imprisoned for nu:
more tnan five years, or both. ‘
(2) Whoever knowingly and willfully offers or pays ‘any remuneration (including any kickback, oribe, or repatz)
directly or indirectly, overtly or covertly, in cash or ip king to any parsgn (o induce such parsone-
(A) to refer an individual to a person for the furnishing or arranying for the furnisning of any item or
service for which payment may be made in whole or in part under this title, or
{8) to purchase, lease, order, or arrange for or recommend purchasing, leasing, or oriering any joad,
facility, service, or item for which payment may be made in whole or in part under this title,

shall he guilty of a felony and upon conviction thereof shall be fined not more than $25,000 or imprisoned for not
more than five years, or both,
(3) Paragraphs (1) and {2) shall not apply to-- .

(A) a discount or other reduction in price obtained by a provider of services or other entity under tnis
title if the reduction in price is properly disclosed and appropriately reflected in the costs claiwmed or cnarges
made by tne providar or entity under this title; and

(B) any amount paid by an employer to an employee (#ho has a bona fide eaployment relationship «itn sucn
employer) for employment in the provision of covered items Jr services.

(¢) Whoever knowingly and willfully makes or causes to be made, or induces or seeks tgo induce the waring of,
any false statement or representation of a material fact with respect to the congitions or operatiun of any jinstizstion
or facility in order .that such institution or facility may qualify (eitner upon initial certification or upnn recerti=
fication) as a hospital, skilled nursing facility, intermediate care facility, or hoae health agency {(as those tera. are
employed in this title) shall be quilty of a feluny and upon conviction thereof shall pe fined not more than $I%,900
or imprisoned for not more than five years, or both,

{(d) wWnoever knowingly and wilifully--

(1) cnarges, for any service provided to 3 patient under 1 Statas plan approved under tnis titls
other consideration at a rate in excess of the rates established by the State, ur i

(2) charges, solicits, accepts, or receives, in addition to any amount otn2rsise reyuired o be paid unger
a State plan approved under this title, any gift, money, donation, or otner consii2raiisn [oiner tnan a cnaritadle,
religious, or philanthropic contribution from an organization or from a person unrelated (o the catient)--

(A) as a precondition of admitting a patient to a hospital, skilled nursinyg facility, or intermediate
care facility, or
. (8} as a requirement for the patient's continued stay in such a facility,
wnen the cost of the services provided therein to the patient is paid for (in wnole or 1n part) unger the State
plan,

shall be guilty of a felony and upon conviction thereof shall be fineg not more tnan $25,000 or iwprisoned
more than five years, or both.

, woney- or

for not

-~
-
L 24



HAP-344 (7/82) | APPENDIX IV -A

D) KENTUCKY MEDICAL ASSISTANCE PROGRAM

Provider Information

- 1, Name:

ot Wt~ -

Street Address, P.0. Box, Route Number (In Care of, Attention, etc.)

3‘
- City » State Lip Code
4. : '
Area Code Telephone Number
5. .
Pay to, In Care of, Attention, etc. (If different from above)
6. _

Pay to Address (If different from. above)

~,;> 7. Federal Zmployer ID Number:

8. Social Security Number:

9. License Number:

10. Licensing Board (If Applicable):

11. Original License Date:

12. KMAP Provider Number (If Known):

13. Medicare Provider Number (If Applicable):

14. Provider Type of Practice Organization:

/~/ Corporation (Public) /_/ Individual Practice /_/ Hospital-Based Physician

/_/ Corporation (Private) /_/ Partnership /_/ Group Practice
/_/ Health Maintenance /_/ Profit /_/ Non-Profit
Organization

15. If group practice, Number of Providers in Group (specify provider type):

-1-



MAP-344 (7/82)

16. If corporation, name, address and telephone number of Home Office:

Name:

Address: .

Telephone Number:

Name and Address of Officers:

17. If Partnership, name and address of Partners:

18. National Pharmacy Number (If Applicable):

(Seven=Digit Number Assigned by
National Pharmaceutical Association)

19. Physician/Professional Specialty:
Ist
2nd

3rd

20, Physician/Professional Specialty Certification:

1st

2nd

3rd ' » wD




MAP-344 (7/82)

31. Management Firm (If Applicable)

32.

33.

34,

Name:

Address:

Lessor (If Applicable)

Name:

Address:

Distribution of Beds in Facility -- Complete for all levels of care

SNF,

Total Licensed Beds

Total Title XIX
Certified Reds

~ Hospital Acute Care

Hospital Psychiatric

Hospital T8/Upper
Respiratory Disease

.Skilled Nursing Facility

Intermediate Care Facility

ICF/MR/0DD

Personal Care Facility

ICF, ICF/MR/OD Owners with 5% or More Ownership:

Name Address

Percent of -

Ownership

-l

~\



‘MAP-344 (7/82)

35. Institutional Review Committee Members (If Applicable):

36. Providers of Transportation Services:

No. of Ambulances in Operation: No. of Wheelchair Vans in Operation:
Total No. of Employees: (Enclose 1ist of names, ages, experience & training.)
Current Rates: .
A. Basic Rate $ (Includes up to miles.)
B Per Mile s
) C. Oxygen $ ~ E. Other
5i§9 ) Extra Patient . $ $

37. Provider Authorized Signature:

Name:

Title:

Date:

“5= -
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APPENDIX V

DEPARTMENT FOR HUMAN RESOQURCES
BUREAU FOR SOCIAL INSURANCE
DIVISION FOR MEDICAL ASSISTANCE

ADMINISTRATIVE POLICIES AGREEMENT

II.

ITI.

Iv.

Agreement of Particibation

After endorsement by the : for the

to participate in the

KMAP Family Planning Program, and prior to implementation of the Program,
an Agreement of Participation and Statement of Agency Authorization, if
applicable, signed by the Appointing Authority, will be submitted to the

Director of the Kentucky Medical Assistance Program, Bureau for Social
Insurance.

Governing Body

The is to serve as the

governing body legally respons1b1e for the conduct of the KMAP Family
Planning Program. .

Medical and/or Administrative Director

is to serve as Director and will

be responsible for the Family Planning Program and the establishment of
administrative policies.

Staff

1. (Nurse) is designated to be responsible for
the implementation of the Family Planning Program.'

2. The following ' personnel will
participate in the family planning clinics on a regular basis with
changes to be made as necessary:

(List personnel, position classification, and description of as-
signed duties.)

TRANSMITTAL #1 APPENDIX V, Page 1



APPENDIX V

DEPARTMENT FOR HUMAN RESOURCES
BUREAU FOR SOCIAL INSURANCE
DIVISION FOR MEDICAL ASSISTANCE

ADMINISTRATIVE POLICIES AGREEMENT

Professional staff will assume responsibility for the technical training

of paraprofessional clinic staff and will provide necessary supervision
for delegated activities.

3. If physician attendance is deemed necessary, this will be provided
by ‘ » M.D.

V. Available Services

The KMAP Family Planning Program will provide, but not be limited to,
the following basic services for eligible recipients:

Initial Clinic Visit

Revisits by Contraceptive Patients -- Scheduled
Annual Visits

Follow-up Services

Revisits by Patient -- Unscheduled

Voluntary Sterilization Counseling

Infertility Services

Vaginal Infections (Diagnosis and Treatment or Referral)
Emergency Services

10. Inpatient Services -- (Affiliation Agreement Only)
11. Pregnancy Testing

12. Referrals

OO~ WN—~
. . . . . . * . L]

The "Kentucky Medical Assistance Program Policies and Procedures for
Family Planning Services" will be used as reference for techniques and
procedures.

VI. Referral Responsibility
The clinic shall be responsible for referral to the proper resource in
the following circumstances, and for ensuring that the recipient is
accepted by the resource to which he/she is referred.

a. Medical problems indicated by history, physical examination, or
laboratory or clinical test.

TRANSMITTAL #1 APPENDIX V., Page 2 .ﬁ)



APPENDIX V

DEPARTMENT FOR HUMAN RESOURCES
BUREAU FOR SOCIAL INSURANCE
DIVISION FOR MEDICAL ASSISTANCE

ADMINISTRATIVE POLICIES AGREEMENT

b. For pregnancy-related services when appropriate.

c. For social case work not appropriately handled by agency personnel.

VII. Follow-up

When the physician's referral has been completed and returned to the
agency, follow-up services will be provided as indicated.

VIII. Equipment and Supplies

Participating clinics shall have the equipment and supplies necessary to
provide the services detailed in Section II-C, Available Services --KMAP
Policies and Procedures for Family Planning Services.”

IX. Program Implementation

1. A1l Services will be provided as outlined in the KMAP Policies and
Procedures Manual.

2. The participating agency will be responsible for notifying eligible
recipients regarding appointments or schedules.

3. Clinics will be scheduled in such a manner so as to avoid undue
waiting for the patient.

4, Clinic procedures will be developed as deemed advisable by the
governing body of the agency.

5. Each member of the nursing staff will be thoroughly familiar with

clinic routines to assure continuity of services in case of staff
absences.

)  TRANSMITTAL A1 ~APPENDIX V_, Page 3



APPENDIX vy

DEPARTMENT FOR HUMAN RESOQURCES
BUREAU FOR SOCIAL INSURANCE
DIVISION FOR MEDICAL ASSISTANCE

ADMINISTRATIVE POLICIES AGREEMENT

X. Medical Records

The shall maintain the required
Kentucky Medical Assistance records for each recipient with all entries
kept current, dated and signed.

Patient History (Medical, Psychiatric and Social)
Physical Examination Records

Laboratory Report

Description of Visits

Referral Records

Follow-up Records

Written consent if a patient is to be sterilized

NoOOOVE W~
o s s e e e o

In addition, appropriate records will be initiated, or existing records

used, for each recipient. Results of tests and other services will be- gﬁ%
. recorded as indicated. R

1. Retention

A1l records of recipients will be retained for five (5) years.

2. Availability

A11 medical and financial records, pertaining to services rendered
in the KMAP Family Planning Program, will be made available for
review and audit by authorized representatives of the Kentucky
Medical Assistance Program.

XI. Policy Revision

Administrative policies of the KMAP Family Planning Services Program
will be revised as necessary.

TRANSMITTAL #1 APPENDIX V , Page 4  v)



. Appendix VI-A
HCPCS Local Family Planning Services
Procedure/Supply Codes

]

Physician
Medical Medical
Revisit or Revisit or Coun- Coun-
Type of Intake Follow-up Follow-up seling seling Annual
Contraceptive or Visit With Visit Coun- with a with a Revisit
Dispensed - Initial Pelvic Ex- Without seling 3 Mo, 6 mo. and Ex-
This Visit Visit amination Pelvic Exam. Visit Supply Supply amination
Birth Control
Pills X1110 X1210 X1310 X1410 X1495 X1499 X1510
Intrauterine
Device X1120 X1220 X1320 X1420 W ceeee eeeee X1520
Diaphram X1130 X1230 X1330 X1430 ——— ceee- X1530
Foam/Condoms X1140 X1240 X1340 X1440 @ - cmeee X1540
Rhythm X1150 X1250 X1350 X1450 W e e X1550
Injection X1170 X1270 X1370 X1470  ceeme e X1570
Referral for :
Sterilization X1180 X1280 X1380 X1480  ~--em e X1580
Other(Specify) X1190 X1290 X1390 - 'X1490° eceeee eeeee X1590

None Dispensed
This Visit X1100 X1200 X1300 X1400 = -~=-e- eeeeo X1500
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: APPENDIX VII

HEALTH INSURANCE CLAIM FORM
(CHECK APPLICABLE PROGRAM BLOCK BELOW)

Form HCFA-1500 (1-84) Form OWCP-1500

OMS NO. 083900

PR  SE ee e o
M
)

Form CHAMPUS-501 Form RRB-1500
MEDICARE TEDICATD CRANPUS CHAMPVA FECA BUACK LUNG OTHER
(MEDICARE NO ) N amNO) | (GPONSOR'S SSM) (] S nos (SSN) eanEicATe ssw || BLUE SHIELD

PATIENT AND INSURED (SUBSCRIBERLNFORMATION

LA5" NAME FIRST NAME. MIDDLE te” Ay i OATENTS TATE OF JIRTH NSLRED S NAME .LAS” NAME 7 R57 NaWE 2 L0 5 %7 A -

| 1

PATENT'S SEX []

we [ [ o

A INSURED § GROUP 4Q (CR GROUP NAME DR “tLA CLAIM NQ.)
“5.3EZ 5 EWS._vEZ ANC CULESIC 20 IWSLIVER

| i ~£ALTH PLAN

N3L3E5 F ATCRESS STREET C

1 PATIENT'S NAWE

4 PATIENT'S AGORESS (STREET. CITY STATE. 21# CODE) 5 :.NES"!:EES 1C NO FOR PROGRAM CHECKED ABOVE ‘NCLUDE ALL

1 PATIENT'S RELATIONSHIP TO INSURED
SELF SPOUSE OTmER

O O OO

10 WAS CONQITIOM 2E_A"ED TO '

"ELEPmONE NC

9 OTHER wEAL "= NSLAANUE CCVERAGE EN” ER 'uM( QF POLICYTHOLDER
&o P\‘N NAME AND ADDRESS ANQ POLICY MEDICAL ASSISTANCE
MBER)

CiTY STATE 2P ..ODEn

A PATIENTS EMPLOYMENT

s [ ] ) ‘ S

. TE_ZPNONT ST
8 AGCIDENT t1a . SHAMPUS SPONSOR S
— T SF SEReCE
aytro D D oTMER ) ‘ E] ~E~EASED BRANCH F SERe.CE
STAT.S
: | AETINED |
N —— S
2 nnshrs CR &_"2iRiZED Pinsons ;-«.nm.ne JREAD BACK BESORE SIGNING, "3 7 ALTRORIZE SAvMENT SF MEDICAL BENEFITS "C UNCEISIGAED
AUTHORIZE THE RELEASE OF DICAL I !MAVION NECESSAAY T0O PROCESS Tr1S CLAIM ! ALSO AEQUEST PAYMENT PuvSICIAN TR S50, ER FOR SEAVICE DESCAIBED BELOW
Of GOVERNMEN" BENEF:TS i'YNE" *O MYSELF CR "2 =€ 34A7« AMC ACCEPTS ASSIGNMENT BELOW
SIGNED 2343 SIGNED (INSUREZ 7R A TWORMZED FEISTY .
4 OATE OF ILLNESS -7 /ST SYTMP CM! J& NJURY "5 GATE FIRST CONSUL™2 YOu FOR Trl T8 PATIENT ~AS mAL SAME 108 f Eusnusncv
(ACCIDENT: OR PREGNANCY . MM CONOITION SIMILAR iWLLNESS SR -h.ulv leE CATES CMECK =ERE

17 DATE 'AYISN' ABLE TQ 18 DATES OF 7274l [ 5a80TY DATES OF PAATIAL DISABILITY

AETURN T

[0 “WAC: 3e

SE» +CES RE_A'ES 'C mISAITALZATION Givk
M8 ZATION JATES

L)
19  NAME OF REFERA.NG dmySIC.AN QR 5TmEA SOURCE a5

THROLGH
T~ AGENCT) >

5.80C ~Ea,

! 2 SC~ARZEZ
NAME ANC ACORESS OF FACILITY WeEIE SEAV'CES SENISRED uf STHER THAN HOME OR OFFICE, 22 WAS LABORATCRY wORK PERFUAMED OUTSIDE YOUR OFFICE?

: "" I l"° ‘CHARGES

azvEn

23 A OIAGNCS'S O NATGAE OF "LNESS OR 'NJURY GE.3°F 214GNGSIS TC PROCEDURE "N COLuMN D BY REFERENCE NUMBESS * 7 3
ETC SR 0x CODR
f
=3837 YES ~C
2
FAMALY PLANNING YES NQ
: ‘ L o i ee—c e e ——————
¢ ' AUTHCHZATION NO
2 A 3® CED u:ss uewcn. SERVICES CR SUPPLIES £ = (EAVE BLANK
SATE DF SERVICE i 4 - machosis . oavs e ——
2 £ 3
Facm 10 " (EXPUAIN UNUSUAL SEAWCES OR. CIRCUMS ANCES: coot CHARGES units T3S R
T
! .
- i
o
i
)
. '
] .
)
|
. i
! -
1
- U SN & - U .- L I omd —_— e
N t
L}
|
78 SIGNATURE OF P=vS,CIAN -JR SUPPL ER .INCLUOING DEGREE:S) OR 26 LIEPY ASSIGAMENT GOVERNMENT T TCTAL CHARGE v W AMOUN' TA L T 29 BALANCE Z.¢
CREDENTIALS) i CEQTIFY TwA” ThE STATEMENTS OM THE REVERSE APP Y T SLAMS SMLY: SEE SACK ]
THIS BILL AND ARE MACE & P4RT *nEREDF) .
.
3 avSICANS S.BB_i 5 ANO/OR GROLP NANE ACCHESS. JIF COGE
ves o AN JELEZFONENC
X YOUR SOCIAL SECURITY NO |
OATE:
X2 YOUR PATIENT'S ACCOUNT MO 33 YOUR EMPLOYER 10 NO
1D. MO,
SMACE OF SEAVICE AND TYPE OF SEAVCE (1O 8) CODES ON THE BACK APPROVED BY AMA COUNCIL 34. 35.‘::‘15_ PAYMENT TO I
AEMARKS: ON MEDICAL SERVICE 8/83 Mo 5 4 4

HEALTH PLAN COPY




(9! w > O W o < N W\ >

v

3

(IH)
(OH)
(o)
(H)

(NH)

(SNF)

(OL)
(IL)
(ASC)
(RTC)

(STF)

(COR) -

(KDC)

PLACE OF SERVICE CODES

Inpatient Hospital
Outpatient Hospital
Doctor's Office
Patient's Home

Day Care Facility (PSY)

- Night Care Facility (PSY)

- Nursing Home

Skilled Nursing Facility
Ambulance .

Other Locations

Independent Laboratory
Ambulatory Surgical Center
Reéidential Treatment Center
Specialized Treaﬁment‘Facility

Comprehensive Outpatient
Rehabilitation Facility

Independent Kidney Disease
Treatment Center




APPENDIX VII-A

Registration Notification for Advanced Registered Nurse Practitioner

This:is to certify that has

been certified by to
(professional organization)

practice in the expanded role of an Advanced Registered Nurse Practitioner

(ARNP) in a Family Planning Clinic.

The services provided by (ARNP)

in will be in accordance
(agency)

with the Guidelines for Advanced Registered Nurse Practitiqnef in a

Family Planhing Clinic and the Policies and Procedures set forth in the

Kentucky Medical Assistance Family Planning Services Manual.

(Physician)

(Advanced Registered Nurse Practitioner)

(Registration #)

(Date)




APPENDIX VII-B

UEDELINES FORCTHE UTTLIZATION OF TIHE OB/GYN ADVANCED

D CTSTIRED NUIRSE PRAGITTIONER IN NTFAMITY PIANNING TLINIC (Cont. )

Policy and Guidelines on Utilization of ARNPs in Family
Planning Clinics:

The following guidelines have been developed for the use

of community health agencies to effectively utilize the
ARNP in providing family planning services. Those agencies
receiving Federal monies for the implementation of Family
Planning Programs are expected to follow these guidelines.

Prior to providing services within clinics Federally funded
for family planning and annually by June 1 thereafter, each
Advanced Registered Nurse Practitioner must submit to the
Division for Maternal and Child Health-Services, Family

Planning Program, a copy of his/her current Kentucky reg-
istration as an ARNP.

A copy of the medical protocol agreced on by the ARNP and
collaborating physician must be submitted to the Division
-for Maternal and Child Health Services, Family Planning

. Program. Thereafter, only changes in the protocol must

?i@ be submitted. The protocol must be comprehensive in nature

" and be applicablc to all normal situations which the Nurse
Practitioner may encounter in the Family Planning Clinic.
Specific instructions as to oral contraceptive recommended
in each situation are to be outlined. Management of minor
gvnecological problems must be outlined and be speccific
for the problem.

The medical protocol must be revicwed and updated at lcast
annually by the ARNP and the physician who authorizes her
to practice in the cxpanded role.

Each medical record indicating ARNP services reflecting
the expanded role, must be reviewed and co-signed by the
collaborating physician. Physician emergency consultation
must be readily available for the ARNP providing services
in Family Planning Clinics.




APPENDIX VII-B

GUIDELINES FOR THE UTLLIZATION OF THE OB/GYN ADVANCED
REGISTLERED NURSE PRACTITIONER IN A FAMILY PLANNING CLINIC

Legal Aspects:

The Advanced Registered Nurse Pructitioner functions within
the framework of the Nurse Practice Act. This act was
revised in 1978 and permits the registration of Advanced
Registered Nurse Practitioners (KRS 314). The Kentucky
Board of Nursing regulation (201 KAR 20:056), sets the
requirements for registration as an ARNP. Any registered
nurse functioning as a nurse practitioner in a Family
Planning Clinic must be registered by the Board in accor-
dance with the regulation. The Board of Nursing regulation
(201 KAR 20:057) adopts the Ob/Gyn Nurse Practitioner scope
-of practice as defined by the certifying organization.

Each Ob/Gyn Nurse Practitioner in a Family Planning Clinic
is expected to practice in the expanded role within his/
her own educational and clinical bhackground and within

the role and function definitions us described by NAACOG.

A 1975 joint statement by NAACOG and ACOG on nurse practitioner
functions recognizes that the physician cannot under all
circumstances be physically present., llowever, it is css ntial
that the ARNP function within the (ramework of a medically
directed service, with readily available medical collaboration.
A current medically approved protocol agreed on by the AxNP and
a specific physician must be available at each clinic site where
the ARNP practices. '

The protocol should provide for all situations expected

to be encountered, and should limit the activity of the
ARNP to only those duties for which he/she is properly
prepared. [t shall be the responsibility of the agency

as well as the nurse to comply with these legalities.

It is imperative that each ARNP provide for himself/herself,
or have provided for him/her, liability insurance.

Definition of an Ob/Gyn ARNP:

An Ob/Gyn ARNP is a registered nurse who is qualified
through education, experience, and certification by a -
national ‘certifying body, to provide highly competent

and comprehensive nursing services in hcalth maintcnance,
disease prevention, psycho-social and physical assessment,
and management for health-illness needs in the primary
care of women. This practitioner functions with consider-
able independence in initiating and managing clinical
services within established regimens, but also functions
interdependently with other colleagues in the health care
system.

i



APPENDIX VII-B

GUIDELINES FOR_THE UTILIZATION OF THE ADVANCED REGTSTERED
NURSLE PRACTITIONER (OTHER THAN OB/CYN)IN A TFAMILY PLANNING
CLINICT

) Legal Aspects:

For an Advanced Registered Nurse Practitioner to function

in a Family Planning Clinic, he/she must be educationally
and clinically prepared to provide family planning and gyn-
ecological care. Advanced Registered Nurse Practitioners
who have been prepared in specialities other than Ob/Gyn
must practice only within the limitations of their specialty
designation under a clearly defined medical protocol agreed
on by the ARNP and the supervising physician. The protocol
must be available at! the clinic site. The regulation defin-
ing the registration process (201 KAR 20:056) Section 10 (9)
limits the nurse practitioner's practice to the specialty to
which he/she has been designated and the regulation 201 KAR-
20:057 adopts the nurse practitioner scopes of practice de-
fined by the certifying organizations, such as ANA, NAPNAP.

The Family Nurse Practitioner and the Pediatric Nurse Practitioner
or Associate may have had a preparation component in women's/
adolescent health care. It is imperative that the ARNP desig-
nated as a Family Nurse Practitioner or Pediatric Nursce
Practitioner function in a Family Planning Clinic only within
her educational and clinical preparation. Such ARNP and his/
her supervising physician will be recsponsible for clearly
defining the expected role in a Family Planning Clinic only
within these parameters. It is essential that each Advanced
Registered Nurse Practitioner provide for himself/herself or
have provided for him/her, liability insurance for the cxpand-
ed role. '

Policy and Guidelines on Utilization of ARNPs in Family
Planning Clinics

The following guidelines have been developed for the use

of community health agencies to effectively utilize the
ARNP in providing family planning services. Those agencies
receiving Federal monies for the implementation of Family
Planning Programs are expected to follow these guideliaes.

Prior to providing services within-clinics Federally (unded
for family planning and annually by June 1 thereafter, each
Advanced Registered Nurse Practitioner must submit to the

& Division for Maternal and Child Health Services, Family

“g’ Planning Program, a copy of his/her current Kentucky reg-
istration as an ARNP. His/her specialty designation (Family
Nurse Practitioner, Pediatric Nurse Practitioner, etc.) must
also be identified.



APPENDIX VII-B

GUEDELINES FOR THE UTILIZATION OF THE ADVANCED REGISTERED
NURSL PRACTTT IONEK (OTHER TTIAN 0B/ CYN IN_A_TAMILY PLANNING
CLINIC (Cont.)

A copy of the medical protocol agreed on by the ARNP uand
collaborating physician must be submitted to the Division
for Maternal and Child Health Services, Family Planning
Program. Thereafter, only changes in the protocol must

be submitted. The protocol must be comprehensive in nature
and be applicable to all normal situations which the Advanced
Registered Nurse Practitioner may encounter in the Family
Planning Clinic. Specific instructions as to oral contra-
ceptive recommended in each situation are to be outlined.
Management of minor gynecological problems must be outlined
and be specific for the problem.

The medical protocol must be reviewed and updated at least
annually by the ARNP and the physician who authorizes him/
her to practice in the expanded role.

- Each medical record indicating ARNP services reflecting
the expanded role, must be reviewed and co- sxgned by the
collaborating physician.

Physician emergency consultation must be readily available
for the ARNP providing services in Family Planning Clinics.
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APPENDIX VII-C

REGISTRATION NOTIFICATION
FOR
ADVANCED REGISTERED NURSE PRACTITIONER-NURSE MIDWIFE

THIS IS TO CERTIFY THAT =~ I (ARNP-CNM) HAS BEEN

CERTIFIED BY R ____AND THE KENTUCKY BOARD OF NURSING
(professional organization)

TO PRACTICE IN THE EXPANDED ROLE OF AN ADVANCED REGISTERED NURSE
PRACTITIONER-NURSE MIDWIFE.

THE SERVICES PROVIDED BY -~ =~~~ S (ARNP-CNM) WILL BE IN

ACCORDANCE WITH THE POLICIES AND PROCEDURES SET FORTH IN THE KENTUCKY
MEDICAL ASSISTANCE NURSE MIDWIFE SERVICES MANUAL.

PHYSICIAN

(signature)

ARNP-CNM

(signature)

KY. Registered Nurse
License Number
MEDICAL PROTOCOL ON FILE?
YES NO

ARNP-CNM Certification
DO YOU HAVE A VALID PERMIT TO Number
PRACTICE MIDWIFERY IN THE STATE
OF KENTUCKY?

Date
YES NO

CERTIFICATE NUMBER



APPENDIX VII-D

MAP-347 _ KENTUCKY MEDICAL ASSISTANCE PROGRAM
(6/83) - STATEMENT OF AUTHORIZATION
: (Please Print A1l Requested Information)
A I hereby declare that I, .
et o, {Licensed Protessional)

have entered into a contractual agreement with

(FaciTity Name)

(City, State, Zip)

~ to provide professional services. 1 authorize payment to

{racility Name)
, from the Kentucky Medical Assistance Program for

covered services rendered by me and specified by the criteria of our
contract. I understand that I, personally, cannot bill the Kentucky
Medical Assistance Program for any service that is reimbursed to

as part of our contractual

(Facfffty Name)

agreement.
Signature of Professional Date Signed
License and/or (ertification Number Speciaity

Date Contract Effective




AS OF 01/06/84 KENTUCKY MEDICAL ASSISTANCE TITLE XIX REMITTANCE STATEMENT

RA NUMBER
RA SEQ NUMBER 2

CLAIM TYPE: FAMILY PLANNING SERVICES .
* PAID CLAIMS =*

INVOICE  -RECIPIENT IDENTIFICATION- .' INTERNAL CLAIM
NUMBER NAME NUMBER - CONTROL NO. SVC. DATE
023104 DONALDSON R 3834042135 9883324-552-580 111783-111783
01 PS 6 PROC 01234 QTY 1 111783-111783
02 PS 6 PROC 12345 QTY 1 111783-111783
CLAIMS PAID IN THIS CATEGORY: 1 - TOTAL BILLED:

PROVIDER NAME

PROVIDER NUMBER

TOTAL
CHARGES

50.00

30.00
20.00

50.00

CHARGES
NOT
COVERED

2.00
0.00
2.00

AMT. FROM
OTHER
SOURCES

0.00

TOTAL PAID:

Page 1
CLAIM PMT  EOB
AMOUNT
48.00 365
30.00 61
18.00 365
48.00

V-IIIA XIAN3ddY



AS OF 01/06/84 KENTUCKY MEDICAL ASSISTANCE TITLE XIX REMITTANCE STATEMENT Page 2

RA NUMBER ’ PROVIDER NAME
RA SEQ NUMBER 2 . _ PROVIDER NUMBER

CLAIM TYPE: FAMILY PLANNING SERViCES
* DENIED CLAIMS *

INVOICE  -RECIPIENT IDENTIFICATION- INTERNAL CLAIM TOTAL EOB
NUMBER NAME NUMBER CONTROL NO. SVC. DATE CHARGES

- 023104 JONES R 4321712345 9838348-552-010 111783-111783 30.00 254
01 PS 6 PROCEDURE 11122 - QTY 1 111783-111783 30.00

CLAIMS DENIED IN THIS CATEGORY: 1 TOTAL BILLED:  30.00

8-IIIA XIQON3ddy



061
254
260
365
999

AS OF 01/06/84 KENTUCKY MEDICAL ASSISTANCE TITLE XIX REMITTANCE STATEMENT

RA NUMBER PROVIDER NAME
RA SEQ NUMBER 2 PROVIDER NUMBER

CLAIM TYPE: FAMILY PLANNING SERVICES

DESCRIPTION OF EXPLANATION CODES LISTED ABOVE

PAID IN FULL BY MEDICAID

THE RECIPIENT IS NOT ELIGIBLE ON DATES OF SERVICE
ELIGIBILITY -DETERMINATION IS BENG MADE

FEE ADJUSTED TO MAXIMUM ALLOWABLE .

REQUIRED INFORMATION NOT PRESENT™

Page 5

3-IIIA XIGN3dd¥



PROVIDER INQUIRY

8 T Ty fyom froma rvapoay e o n
("-ﬂ i; P Caw eyt L e S :t
5 1 } ot . R . v i
T vaid Q..,) b s Ve voead Uaoon e

SCAL AGENT OF KMAP
P.0. BOX 2009
FRANKFORT, KY 40602

Attention: Provider Services

APPENDIX VIII
PROVIDER NAME AND ADDRESS

PROVIDER NUMBER:

1. TYPE OF CLAIM (CHECK ONE)
1. 00 HOSPITAL-INPATIENT
2. 0 HOSPITAL-OUTPATIENT
3. ) LONG TERM CARE
4. (0 PHYSICIAN

7. O VISION
8 O DENTAL

5. 0 HOME HEALTH
6. O PRIMARY CARE

9. 0 TRANSPORTATION
10. O PHARMACY
11. O MEDICARE X-OVER
12, ) OTHER .

2. RECIPIENT NAME (LAST, FIRST, ML)

3. MEDICAL ASSISTANCE NUMBER

4. INTERNAL CONTROL NUMBER (ICN)

Lttt

5. CLAIM SERVICE DATE]}6. RA DATE

7. YOUR ACCOUNT NUMBER

8. PROVIDER’'S MESSAGE

L
R

SIGNATURE DATE

9. MEDICAID RESPONSE

TornseiouiaL T T T oA



APPENDIX IX

MAIL TO: EDS FEDERAL CORPORATION
P.0. BOX 2009
FRANKFORT, KY 40602

ADJUSTMENT REQUEST FORM ;

1. Original Internal Control Number (I.C.N.) EDS FEDERAL USE ONLY
. ) ' Wi
1 } ' N | W NN SN R | 1 "
2. Recipient Name - 3. Recipient Medicaid Number
--4, Pravider Name/Number/Address 5. From Date Service |6. To Date Service
4o - 7. Billed Amt. | 8. Paid Amt.]9. R.A. Date

10. Please specify WHAT is to be adjusted on the claim,

11. Please specify REASON for the adjustment request or incorrect original claim
payment. .

IMPORTANT: THIS FORM WILL BE RETURNED TO YOU IF THE REQUIRED INFORMATION AND
DOCUMENTATION FOR PROCESSING ARE NOT PRESENT. PLEASE ATTACH A COPY
OF THE CLAIM AND REMITTANCE ADVICE TO BE ADJUSTED.

+*

12. Signature , 13. Date

EDSF USE ONLY---DO NOT WRITE BELOW THIS LINE '-f::v
Field/Line:
New Data:

Previous Data:

- Field/Line:
New Data:.

A

Previous Data: R

Other Actions/Remarks:



PROVIDER INQUIRY FORM APPENDIX X

EDS Please remit both
P.O. Box 2009 . ‘ copies of the Inquiry
Frankfort, Ky. 40602 ~ Form to EDS.
'1-;°;dv:d'er.Numoer- o 3. Recipient Name (first, iast)
—é-P;;uat;r Néme and Address 4. Medical Assistance Number -
5. Billed Amount 6. Claim Service Date
7. RA Date 8. Internal Control Number

9. Provider's Message

10.

Signature Date

Dear Provider:

—~———_ This claim has been resubmitted fdr possibie payment.
—— EDS can find no record of receipt of this claim. Please resubmit.
—__This claim paid on in the amount of

—-—— We do not understand the nature of your inquiry. Please clarify.
——— EDS can find no record of receipt of this claim in the last 12 months. -
This claim was paid according to Medicaid guidelines.

This claim was denied on for EOB code

———_ Aged claim. Payment may not be made for services over 12 months old without proof that the claim was
received by EDS within one year of the date of service; and if the claim rejects, you must show timely
receipt by EDS within 12 months of that rejection date. Claims must be received by EDS every 12 months
to be considered for payment.

Other:

EDS . Date



