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I. INTRODUCTION 

This new e d i t i o n  o f  the Kentucky Medical Assistance Program Family Planning 
Services Manual has been formulated w i t h  the i n t e n t i o n  o f  p rov id ing  you, 
the prov ider  w i t h  a usefu l  t o o l  f o r  i n t e r p r e t i n g  the procedures and p o l i -  
c ies  o f  the Kentucky Medical Assistance Program. I t  has been designed t o  
f a c i l i t a t e  the processing o f  your claims f o r  services provided t o  qu i i l i -  
f i e d  rec ip ien ts  o f  ~ e d i c a i d .  

This manual i s  intended t o  prov ide basic  in fo rmat ion  concerning coverage, 
b i l l i n g ,  and po l icy .  It w i l l ,  hopefu l ly ,  a s s i s t  you i n  understanding 
what procedures are reimbursable, and w i l l  a lso  enable you t o  have your 
claims processed w i t h  a minimum o f  t ime involved i n  processing rejecl!ions 
and making i nqu i r i es .  It has been arranged i n  a loose- lea f  format, w i t h  

. a decimal page numbering system which w i l l  a l l ow  p o l i c y  and procedural f 

changes t o  be t ransmit ted t o  you i n  a form which may be immediately i n -  

yJ corporated i n t o  the manual ( i  .e., page 7.6 might be replaced by new pages 
7.6 and 7.7). 

Precise adherence t o  p o l i c y  i s  imperative. I n  order  t h a t  your claims 
may be processed qu i ck l y  and e f f i c i e n t l y ,  i t  i s  extremely important 
t h a t  you f o l l o w  the p o l i c i e s  as described i n  t h i s  manual. Any 
questions concerning general agency p o l i c y  should be d i rec ted  t o  the 
O f f i c e  o f  the Commissioner, Department f o r  Medicaid Services, Cabinet 
f o r  Human Resources, CHR Bui ld ing,  Frankfor t ,  Kentucky 40621, o r  
Phone (502) 564-4321. Quest ions concerning the appl i c a t i o n  o r  
i n t e r p r e t a t i o n  o f  agency po l  i c y  w i t h  regard t o  i n d i v i d u a l  services 
should be d i rec ted  t o  the D iv i s ion  o f  Po l i cy  and Provider Services, 
Department f o r  Medicaid Services, Cabinet f o r  Human Resources, CHR 
Bui ld ing,  Frankfort, Kentucky 40621, o r  Phone (502) 564-3476. 
Questions concerning b i l l i n g  procedures o r  the s p e c i f i c  s ta tus  o f  
claims should be d i rec ted  t o  EDS, P.O. Box 2009, Frankfor t ,  KY 40602, 
o r  Phone (800) 372-2921 o r  (502) 227-2525. 

- 
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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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I I. KENTUCKY MEDICAL ASSISTANCE PROGRAM (KMAP) 

A. General 

The Kentucky Medical Ass is tance Program, f r equen t l y  r e f e r r e d  t o  as 
t he  Medicaid Program, i s  admin is tered by t he  Department f o r  Human 
Resources, Bureau f o r  Soci a1 Insurance, D i v i s i o n  f o r  Medical As- 
s is tance.  .The Medicaid Program, i d e n t i f i e d  as T i t l e  X I X  o f  the  
Socia l  Secu r i t y  Act, was enacted i n  1965, and operates accorcling t o  
a S ta te  Plan approved by t h e  U. S. Department o f  Hea l th  and Human 
Services. 

T i t l e  X I X  i s  a j o i n t  Federal and S ta te  ass is tance program whiich 
provides payment f o r  c e r t a i n  medical se rv ices  rendered t o  Kentucky 
r e c i p i e n t s  who l a c k  s u f f i c i e n t  income o r  o the r  resources t o  meet the 
cos t  o f  such care. The bas ic  o b j e c t i v e  o f  the  Kentucky Medical 
Assistance Program i s  t o  a'id t he  med i ca l l y  i nd igen t  o f  Kentucky i n  
ob ta i n i ng  qua1 i ty  medical care. 

As a p rov ide r  o f  medical serv ices,  you must be aware t h a t  the  D i -  
v i s i o n  f o r  Medical Assistance i s  bound by both Federal and S ta te  

: s t a t u t e s  and regu la t i ons  governing the adm in i s t r a t i on  o f  the S ta te  
Plan. The D i v i s i o n  cannot reimburse you f o r  any serv ices  noit covered 
by the  plan. The s t a t e  cannot be reimbursed by the  federa l  govern- 
ment f o r  monies improper ly  pa i d  t o  p rov iders  o f  non-covered unal 1 owabl e 
medical s e w  ices .  

The Kentucky Medical Assistance Program, T i t l e  X I X ,  Medicaid, i s  n o t  
t o  be confused w i t h  Medicare. Medicare i s  a Federal program, i d e n t i -  
f i e d  as T i t l e  X V I I I ,  b a s i c a l l y  se rv ing  persons 65 years o f  age and 
o lder ,  and some d isab led  persons under t h a t  age. 

The Kentucky Medicaid Program serves e l  i g i  b l  e r e c i p i e n t s  o f  a1 1 
ages. The coverage, e i t h e r  by Medicare o r  Medicaid, w i l l  be spe- 
c i f i e d  i n  the body o f  t h i s  manual i n  Sect ion I V .  
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B Adminis t rat ive S t ruc tu re  

The D i v i s i o n  f o r  Medical Assistance, w i t h i n  the Bureau f o r  Social  1 
Insurance of the  Department f o r  Human Resources, bears the respon- 
s i b i l i t y  f o r  developing, maintaining, and administer ing the p o l i c i e s  L 

and procedures, scopes o f  benef i ts ,  and basis f o r  reimbursement f o r  : 

the medical care aspects o f  the Program The D i v i s i o n  f o r  Medical 
Assistance makes the  actual  payments t o  the prov iders o f  medical 
services, who have submitted claims f o r  services w i t h i n  the scope o f  a 

covered bene f i t s  which have been rendered t o  e l i g i b l e  rec ip ien ts .  

Determination o f  the e l i g i b i l i t y  s ta tus  o f  i nd i v idua ls  and fam i l i es  
fo r  Medical Assistance benef i ts ,  i s  a r e s p o n s i b i l i t y  o f  the l o c a l  
Bureau f o r  Social Insurance O f f  ices, loca ted  i n  each county alf the 
state.  

"D 
C. Advisory CounciT 

The Kentucky Medical Assistance Program i s  guided i n  pol icy-making 
decisions by the  Advisory Council f o r  Medical Assistance. I n  ac- 
cordance w i t h  the cond i t ions  ,set f o r t h  i n  KRS 205.540, the Council i s  
composed o f  f i f t e e n  members, inc lud ing  the Secretary o f  the Cle- 
partment f o r  Human Resources, who serves as an ex o f f i c i o  member. 
The remaining four teen members are appointed by the Governor t o  
four-year terms. Nine members represent the various professional 
groups prov id ing services t o  Program rec ip ien ts ,  and are appclinted 
from a l i s t  o f  three nominees submitted by the appl icable profes- 
sional associat ions. The o ther  f i v e  members are l a y  c i t i zens ' .  

I n  accordance w i t h  the statutes,  the Advisory Council meets a t  l e a s t  
every three months and as o f ten  as deemed necessary to  accomplish 
t h e i r  ob jec t ives .  

I n  add i t i on  tb the Advisory Council, the s ta tu tes  make prov is ion  f o r  
a 'five-member technical  advisory con~mi t t e e  f o r  c e r t a i n  prov ider  
groups. Membership on the technical advisory commi t tees i s  decided 
by the professional organizat ion t h a t  the technical advisory commi t t e e  
represents. The technical  advisory commi t tees  provide f o r  a broad 
professional representat ion t o  the  Advisory Counc i 1. 
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As necessary, t he  Advisory  Council appoints  sub-committees o r  ad hoc . 
cmmi  t t ees  respons ib le  f o r  s tudy ing s p e c i f i c  issues and r e p o r t i n g  
t h e i r  f i n d i n g s  and recommendations t o  t he  Counci l  . 
Pol i c y  

The bas ic  o b j e c t i v e  o f  t he  Kentucky Medical ~ s i i s t a n c e  Program 
h e r e i n a f t e r  r e f e r r e d  t o  as MAP,  i s  t o  assure the  a v a i l a b i l  i t:y and 
a c c e s s i b i l i t y ' o f  q u a l i t y  medical care t o  e l i g i b l e  Program r e c i p i e n t s .  

The 1967 amendments t o  t h e  Social  Secu r i t y  Law s t i p u l a t e s  t h a t  T i t l e  
X I X  Programs have secondary 1 i a b i l  i ty f o r  medical cos ts  o f  Program 
rec ip i en t s .  That i s ,  if t he  p a t i e n t  has an insurance p o l i c y ,  veteran 's  
coverage, o r  o the r  t h i r d  p a r t y  coverage o f  medical expenses, t h a t  
p a r t y  i s  p r i m a r i l y  l i a b l e  f o r  the  p a t i e n t ' s  medical expenses. The 
Medical Assistance Program has secondary 1 i a b i l  i t y  . Accordingly,  
the p rov ider  o f  se rv i ce  should seek reimbursement from- such t h i r d  
p a r t y  groups f o r  medical serv ices rendered. I f  you, as the p rov ider ,  
should rece i ve  payment from the  KMAP before knowing o f  the t h i r d  
p a r t y ' s  1 i a b i l  i t y ,  a re fund  o f  t h a t  payment amount should be made t o  
the  MAP, as t he  amount payable by t he  Department s h a l l  be reduced 
by the  amount o f  t he  t h i r d  pa r t y  obl  i g a t i o n .  

I n  a d d i t i o n  t o  s t a t u t o r y  and r e g u l a t o r y  p rov is ions ,  several  s p e c i f i c  
pol  i c i e s  have been estab l  ished through the  ass is tance o f  p ro fess iona l  
adv isory  committees. P r i n c i p a l l y ,  some o f  these p o l i c i e s  are as 
f o l  1 ows : 

A1 1 p a r t i c i p a t i n g  p rov iders  must agree t o  p rov ide  serv ices irr compl i- 
ance w i t h  federa l  and s t a t e  s ta tu tes  regard less .of sex, race,, creed, 
r e l i g i o n ,  na t i ona l  o r i g i n ,  handicap, o r  age. 
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Each medical profess ional  i s  g iven the choice o f  whether o r  no t  t o  
p a r t i c i p a t e  i n  the Kentucky Medical Ars i  stance Program. From those 
profess ionals who have chosen t o  pa r t i c i pa te ,  the  r e c i p i e n t  may 
choose the one from whom he wishes t o  receive h i s  o r  her  medical 
care. 

When the Department makes payment f o r  a  covered serv ice  and tihe 
prov ider  accepts the payment made by the Department i n  accorclance 
w i t h  the Department's fee s t ruc ture ,  the amounts paid sha l l  be 
considered payment i n  f u l l ;  and no b i l l  f o r  the same serv ice  s h a l l  
be tendered t o  the rec ip ien t ,  o r  payment f o r  the same serv ice  ac- 
cepted from the r e c i p i e n t .  g 

Providers 0.f medical serv ice  a t t e s t  by t h e i r  s ignatures (no t  fac- 
s im i l es )  t h a t  the presented claims are val i d  and i n  good f a i t h .  -- 
Fraudulent claims are punishable by f i n e  and/or imprisonment. 

A l l  claims and subs tant ia t ing  records are audi table by both the 
Government o f  the United States and the Commonwealth o f  Kentucky. 

A11 claims and payments are subject t o  ru les  and regu la t ions  issued 
from t ime t o  time by appropr iate l e v e l s  o f  federal and s ta te  l e g i s -  
l a t i v e ,  j u d i c i a r y  and admin is t ra t i ve  branches. 

A l l  services t o  rec ip ien ts  o f  t h i s  Program sha l l  be on a  l eve l  o f  
care a t  l e a s t  equal t o  t h a t  extended p r i va te  pa t ien ts ,  and normal ly 
expected o f  a  person serving the pub l i c  i n  a  professional capacity.  

A l l  rec ip ien ts  o f  t h i s  Program are e n t i t l e d  t o  the same leve l  o f  
c o n f i d e n t i a l i t y  accorded pa t i en ts  not e l  i g i b l e  f o r  Medicaid lbenefi t s .  . 

Professional .services s h a l l  be p e r i o d i c a l l y  reviewed by peer groups 
w i t h i n  a  g iven medical spec ia l ty .  
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All 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-b 
veil lance of the payable services.J$, or she receives. 

No claim 
benefits 
paid for 
tion by 

may be paid for services outside the scope of allowable 
within a particular specialty. Likewise, no claims will be 
services that required, but did not have, prior authori2:a- 
the Kentucky Medical Assistance Program. 

No claims may be paid for medically unnecessary items, services, or 
suppl i es . 
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- 

3 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 i s  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 

- 
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purpose o f  p i ck ing  up the medication. The Medicaid p a t i e n t  must no t  
be assessed a fee  nor  s h a l l  the Medicaid program be b i l l e d  f o r  the 
medicat ion issued. I n  the event t h a t  physic ian prescr ibes a medi- 
ca t i on  n o t  r o u t i n e l y  provided by the c l i n i c ,  the p a t i e n t  may be given 
a p resc r ip t i on  t o  take t o  the  pharmacy o r  the  p a t i e n t  may be r e f e r r e d  
t o  her  p r i v a t e  physician. 

If a Medicaid r e c i p i e n t  comes t o  the c l i n i c  f o r  a f r e e  pregnancy 
t e s t  and counseling on the resu l t s ,  no c la im  s h a l l  be submitted Lo 
the  Medicaid program. 

Exception: If a p a t i e n t  receive contracept ive suppl i e s  and counsel i n g  
i n  add i t i on  t o  a pregnancy t e s t  and counseling, a c la im f o r  a supply/ 
counseling v i s i t  may be submitted. 

4 
I f  an ARNP requests the Medicaid p a t i e n t  t o  r e t u r n  t o  the  c l i n i c  t o  
see the physic ian due t o  a suspected problem, a b i l l  may be submitted 

' 

f o r  both v i s i t s .  The v i s i t  by the  physic ian would be b i l l e d  us ing 
the  appropr iate procedure code f o r  a fol low-up v i s i t  by the physician. 

1 
The charge must be entered on the  MAP-4. 

Return v i s i t s  f o r  the Medicaid p a t i e n t  rece iv ing  counseling due t o  
an abnormal pap smear are payable. The counseling code would be 
used t o  r e f l e c t  the medical profess ional .  

A post-diaphragm f i t t i n g  check f o r  a Medicaid p a t i e n t  i s  payable as 
a fol low-up v i s i t .  The charge must be entered on the  MAP-4. 

A Medicaid p a t i e n t ' s  post partum v i s i t  i s  payable, The actual  t.ype 
o f  v i s i t  t o  be b i l l e d  w i l l  be determined by the  fo l lowing:  

1. New p a t i e n t  - B i l l  an I n i t i a l  

2. Establ ished p a t i e n t  - Determine the length o f  time since the 
l a s t  v i s i t .  I f  i t  has been a t  l e a s t  n ine months, b i l l  an 
Annual. I f  i t  has been less  than n ine months, b i l l  a fol low-up. 
Determine a t  what p o i n t  the n ine months w i l l  lapse and reschedule 
the p a t i e n t  f o r , a n  Annual. 
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S p l i t  b i l l i n g  o f  the I n i t i a l  o r  Annual i s  no t  acceptable t o  the  
Medicaid program. 

I n  the event a r e c i p i e n t  comes t o  the  c l i n i c  s h o r t l y  before her 
actual  scheduled . I n i t i a l  o r  Annual and any serv ices exceeding tlhose 
requ i red  f o r  a counseling/supply v i s i t  are provided, f o r  example, 
l a b  work, ----- no c la im f o r  t h i s  v i s i t  .may submitted. These services, 
i nc lud ing  the  l a b  work, are considered p a r t  o f  the I n i t i a l  o r  A~nnual 
and t h i s  i s  considered pre l im inary  work-up f o r  t he  I n i t i a l  o r  Ainnual. 

If; however, the p a t i e n t  v i s i t s  the  c l i n i c  s h o r t l y  before the scheduled 
I n i t i a l  o r  Annual and the serv ice t h a t  i s  provided i s  Coun:seling/ 
Supply, a c la im  may be submitted f o r  t h a t  v i s i t .  

E. Pub1 i c  Law 92-603 (As Amended) 

Sect ion 1909. (a )  Whoever-- ' 

(1)  knowingly and w i l l f u l l y  makes o r  causes t o  be madle any 
fa lse statement o r  representat ion o f  a mater ia l  f a c t  i n  an.y 
a p p l i c a t i o n  f o r  any b e n e f i t  o r  payment under a State p lan 
approved under t h i s  t i t l e ,  

(2) a t  any time knowingly and w i l l f u l l y  makes o r  causes t o  
be made any f a l s e  statement o r  representat ion o f  a mater ia l  
f a c t  f o r  use i n  determining r i g h t s  t o  such b e n e f i t  o r  payment, 

(3) having knowledge o f  the occurrence o f  any event a f f e c t i n g  
(A) h i s  i n i t i a l  o r  continued r i g h t  t o  any such b e n e f i t  o r  
payment, o r  (B) the i n i t i a l  o r  continued r i g h t  t o  any such. 
b e n e f i t  o r  payment o f  any other  i n d i v i d u a l  i n  whose beha l f  he 
has app l ied  f o r  o r  i s  rece iv ing  such b e n e f i t  o r  payment, conceals 
o r  f a i l s  t o  d isc lose  such event w i t h  an i n t e n t  f raudu len t l y  t o  
secure such b e n e f i t  o r  payment e i t h e r  i n  a greater  amount o r  
q u a n t i t y  than i s  due o r  when no such b e n e f i t  o r  payment i s  
authorized, o r  
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( 4 )  having made app l i ca t i on  t o  rece ive  any such b e n e f i t  o r  
payment f o r  the use and b e n e f i t  o f  another and having received 
it, knowingly and w i l l f u l l y  converts such b e n e f i t  o r  payment o r  
any p a r t  thereof  t o  a use o ther  than f o r  the  use and b e n e f i t  of 
such o ther  person, 

s h a l l  ( i )  i n  the case o f  such a statement, representat ion, concealment, 
f a i l u re ,  o r  conversion by any person i n  connection w i t h  the  fu r r t i sh ing  
(by t h a t  person) o f  items o r  services f o r  which payment i s  o r  may be 
made under t h i s  t i t l e ,  be g u i l t y  o f  a fe lony  and upon conv i c t i on  
thereof f ined no t  more than $25,000 o r  imprisoned f o r  no t  more than 
f i v e  years o r  both, o r  ( i i )  i n  the case o f  such a statement, repre-  
sentat ion, concealment, f a i  1  ure, o r  conversion by any o ther  person, 
be g u i l t y  of a misdemeanor and upon conv ic t ion  thereof  f i n e d  n o t  
more than $10,000 o r  imprisoned f o r  no t  more than one year, o r  both. 
I n  addi t ion,  i n  any case where an i n d i v i d u a l  who i s  otherwise e l i g i b l e  
f o r  assistance under a State p lan  approved under t h i s  t i t l e  i s  
convicted o f  an offense under the preceding prov is ions  o f  t h i s  
subsection, the State may a t  i t s  op t ion  (notwi thstanding any o ther  
p rov is ion  o f  t h i s  t i t l e  o r  o f  such p lan)  l i m i t ,  r e s t r i c t ,  o r  suspend 
the e l i g i b i l i t y  of t h a t  i n d i v i d u a l  for  such per iod  (not  exceeding 
one year) as i t  deems appropriate; b u t  the impos i t ion  o f  a 1 i m i t a t i o n ,  
r e s t r i c t i o n ,  o r  suspension w i t h  respect t o  the e l i g i b i l i t y  o f  any 
i nd i v idua l  under t h i s  sentence s h a l l  no t  a f f e c t  the e l i g i b i l i t y  o f  
any other  person f o r  assistance under the plan, regardless o f  tlhe 
re la t i onsh ip  between t h a t  i nd i v idua l  and such o ther  person. 

(b)  (1) Whoever knowingly and w i l l f u l l y  s o l i c i t s  o r  receives any 
remuneration ( i nc lud ing  any kickback, br ibe,  o r  rebate) direct1:y o r  
i n d i r e c t l y ,  o v e r t l y  o r  cover t l y ,  i n  cash o r  i n  kind--, 

(A) i n  r e t u r n  fo r  r e f e r r i n g  an i n d i v i d u a l  t o  a person f o r  
the fu rn i sh ing  o r  arranging f o r  the fu rn i sh ing  o f  any i tem o r  
serv ice f o r  which payment may be made i n  whole o r  i n  p a r t  under 
t h i s  t i t l e ,  o r  

(B)  i n  r e t u r n  f o r  purchasing, leasing, ordering, o r  arranging 
f o r  o r  recommending purchasing , 1 easing , o r  order ing any good, 
f a c i l i t y ,  service, o r  i tem f o r  which payment may be made i n  
whole o r  i n  p a r t  under t h i s  t i t l e ,  

- 
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s h a l l  be g u i l t y  o f  a  fe lony  and upon conv ic t ion  thereof ,  s h a l l  be 
f i n e d  no t  more than $25,000 o r  imprisoned f o r  no t  more than f i v e  
years, o r  both. 

(2 )  Whoever knowingly and w i l l f u l l y  o f f e r s  o r  pays any remuneration 
( inc lud ing  any kickback, br ibe, o r  rebate) d i r e c t l y  o r  i n d i r e c t l y ,  
o v e r t l y  o r  cover t l y ,  i n  cash o r  i n  k ind  t o  any person t o  induce such 
person-- 

(A) t o  re fe r  an i n d i v i d u a l  t o  a  person f o r  the fu rn i sh ing  
o r  arranging fo r  the fu rn i sh ing  o f  any i t em o r  serv ice  f o r  
which payment may be made i n  whole o r  i n  p a r t  under t h i s  t i t l e ,  
o r  

(B) t o  purchase, lease, order, o r  arrange f o r  o r  recommend 
purchasing, leasing, o r  o rder ing  any good, f a c i l  i ty,  service, 
o r  i tem f o r  which payment may be made i n  whole o r  i n  p a r t  under 
t h i s  t i t l e ,  

s h a l l  be g u i l t y  o f  a  fe lony  and upon conv ic t ion  thereof  s h a l l  be 
f ined not  more than $25,000 o r  imprisoned f o r  no t  more than f i v e  
years, o r  both. 

(3) Paragraphs (1) and (2)  s h a l l  no t  apply to-- 
(A) a discount o r  o ther  reduct ion i n  p r i c e  obtained by a  

prov ider  o f  services o r  o ther  e n t i t y  under t h i s  t i t l e  i f  the 
reduct ion i n  p r i c e  i s  p roper ly  d isc losed and appropr ia te ly  
r e f l e c t e d  i n  the  costs claimed o r  charges made by the prov ider  
o r  e n t i t y  under t h i s  t i t l e ;  and 

(B) any amount pa id  by an employer t o  an employee (who has 
a  bona f i d e  employment r e l a t i o n s h i p  w i t h  such employer) f o r  . 
employment i n  the  p rov i s ion  o f  covered i tems o r  services. 
( c )  Whoever knowingly and w i l l f u l l y  makes o r  causes t o  be made, 

o r  induces o r  seeks t o  induce the making o f ,  any f a l s e  statement o r  
representat ion o f  a  mater ia l  f a c t  w i t h  respect t o  the condi t ions o r  
operat ion o f  any i n s t i t u t i o n  o r  f a c i l i t y  i n  order  t h a t  such i n s t i t u t i o n  
o r  . f a c i l i t y  may qua1 i f y  ( e i t h e r  upon i n i t i a l  c e r t i f i c a t i o n  o r  uipon 
r e c e r t i f i c a t i o n )  as a  hosp i ta l  , s k i  1  l e d  nurs ing f a c i l i t y ,  in termediate 
care f a c i l i t y ,  o r  home hea l th  agency (as those terms are employed i n  
t h i s  t i t l e )  s h a l l  be g u i l t y  o f  a  fe lony  and upon conv ic t ion  thereof  
sha l l  be f i n e d  not  more than $25,000 o r  imprisoned f o r  no t  more than 
f i v e  years, o r  both. 
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(d)  Whoever knowingly and w i  11 f u l  l y - -  
(1) charges, f o r  any serv ice  provided t o  a p a t i e n t  under a 

State p lan  approved under t h i s  t i t l e ,  money o r  o ther  considerat ion 
a t  a r a t e  i n  excess o f  t he  ra tes  establ ished by the State, o r  

(2)  charges, so l  i c i  ts ,  accepts, o r  receives, i n  add i t i on  
t o  any amount otherwise requ i red  t o  be pa id  under a State p lan  
approved under t h i s  t i t l e ,  any g i f t ,  money, donation, o r  otlher 
considerat ion (o ther  than a char i tab le ,  re1 ig ious ,  o r  ph i lan throp ic  
c o n t r i b u t i o n  from an organ iza t ion  o r  from a person unre lated t o  
the pa t i en t ) - -  

( A )  as a precond i t ion  o f  admi t t ing  a p a t i e n t  t o  a 
hosp i ta l ,  s k i l l e d  nurs ing f a c i l i t y ,  o r  in termediate care 
f a c i l i t y ,  o r  

(B)  as a requirement f o r  the p a t i e n t ' s  continued s tay '  
i n  such a f a c i l i t y ,  

when the  cos t  o f  the  services provided the re in  t o  the  p a t i e n t  
i s  pa id  f o r  ( i n  whole o r  i n  p a r t )  under the  Sta te  plan, .) 

s h a l l  be g u i l t y  o f  a fe lony  and upon conv i c t i on  thereof  s h a l l  be 
f i n e d  not  more than $25,000 o r  imprisoned f o r  no t  more than f i v e  
years, o r  both. 

F. Timely Submission o f  Claims 

I n  order t o  receive Federal F inanc ia l  Pa r t i c i pa t i on ,  claims fo r  
covered services rendered e l  i g i b l e  T i t l e  X I X  rec ip ien ts  must be 
received by the  Department f o r  Medicaid Services w i t h i n  twelve (12) 
months from the date o f  service. Claims received a f t e r  t h g t  date 
w i l l  not  be payable. This p o l i c y  became e f f e c t i v e  August 23, 1979. 
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6. Kentucky 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 Fami 1 ies with Dependent Children (AFDC) , or AFDC- 
related categories are covered by KenPAC. Specifically excluded are: 
the aged, bl ind, and disabled categories of recipients; ski 1 led 
nursing faci 1 i ty (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 case!;. 
To aid in distinguishing from regular KMAP recipients, the KenPA(> . 
recipients will have a green KMAP card with the name, address, 
and telephone number of their primary care provider. 

Under KenPAC the foll owing service categories must be either provided 
by the primary physician or referred by the primary physician in 
order to be reimbursed by Kentucky Medicaid. 

-Physician (excludes KMAP recognized Ophthalmologists, Psychiatr-ists, 
and OB/GYN provided obstetrical services) 

-Hospital (Inpatient and Outpatient) 
-Laboratory Services 
-Nurse Anesthetists 
-Rural Health Cl inic Services 
-Home Heal th 
-Primary Care Centers 
-Ambulatory Surgical Centers 

Family Planning Cl inic 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 MedicaiG provider number. This number is to be entered 
on the billing form. The acquisition of this number is solely for 
the use by the medical professional to whom the referral is being 
made. 

7 
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111. CONDITIONS OF PARTICIPATION 

Provider 

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

Any family planning agency meeting the participation requirements OL 
lined 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 Departme 
Medicaid Services. 

A. Administration 

The family planning agency shall name an administrative di 
who shall be responsible for assuring that the requiremenl 
participation are met and that the procedures establ i shed 
Program are carried out. The family planning agency shal' 
its staff a physician, duly licensed, who shall be respon: 
development and implementation of the agency's medical poi  
procedures and shall generally supervise and evaluate the 
components of the ongoing program. 

2. .The participating agency shall keep on file administrativf 
detai 1 ing the agency's organizational structure, with 1 is1 
personnel, their position classifications, and specific a\ 
responsibility assigned to each. Also included shall be i 

tion of services rendered in the agency, with explicit gu. 
for referral and follow-up services, a description of med. 
kept, and a list of equipment and supplies maintained by . 

3. The family planning clinic can bill only for services act1 
performed. 
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4. The c l in ic  should select the HCPC-Local code which most acc rately 
and completely describes the actual service performed. 1 

6. If a provider i s  terminated from WAP participation, services 
provided a f t e r  the effective date of termination are not pal able. r 

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

B. Staff 

for 

1. Director -- The agency shall have an administrative directqr,  
-1 be responsible for  assuring that  the requirements1 for 

3.  Nurse -- The agency shall have a t  least  one professional rt gis- 
tered nurse, who shall function under the supervision cf  tl e 
physician and the administrative director to  assure the ef i -  
cient provision of required services in accordance with he- 1 t h  
care standards described herein. i 

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

2. Physician -- The agency shall have a t  least  one physician, 
has a current, valid license t o  practice a t  the time the 
services or procedures are performed; who shall be responsible 
for a l l  medical aspects of the program, and who shall perform 
direct  medical services as indicated. 

by 

who 
medical 

All s ta f f  shall be trained and their  services limited t o  
area of competence and i n  accordance with the professional 
practice acts governing the health disciplines. 

4. -- Other Staff -- The agency shall have the necessary support,bve 

NOTE: Reimbursement for services rendered by an Advanced ~ e ~ i s k e r e d  
Nurse Practitioner (ARNP) will be made t o  participating agenciefi ., 

providing the Guidelines for  the Utilization of the Advanced Re I S -  

tered Nurse Practitioner are followed. (See Appendix 111-F) r 

s t a f f ,  paramedical and cler ical ,  to assure the performance 
services outlined herein. 
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C. Available Services ~ 

1. In i t ia l  Clinic Visit  
, 

The family planning agency shall make available to  each recipicent 
l eas t  the following services. When a service cannot be provided 
the agency i t s e l f ,  the agency shall be responsible for  referral 
and acceptance of the recipient by an appropriate source. 

a. Complete Medical History--A complete medical history shall 
be obtained and recorded, along w i t h  relevant family 

to: 

I history. The history shall include, b u t  not be limil ed, 

I 

a t  
b y  

to 

1 ) Complete obstetrical hi story, w i t h  menarche and 
menstrual history, 1 a s t  menstrual period, gravic 
parity, pregnancy outcomes, and compl ications ofr 
pregnancy and/or del ivery. 

3 )  Previous contraceptive devices or techniques usetd, 
and problems related t o  their  use. 

i ty, 
any 

2 )  Any significant i l lnesses,  hospital izations, anc 
previous. medical care and the indicated systems 
review, e.g., cardiovascular, renal , neurologic, 
hepatic, endocrine, hematologic, gynecologic 
(Dysmenorrhea, metrorrhagi a, menorrhagi a, post-c:oi 
bleeding, vaginal discharge, dyspareunia) and 
venereal disease. 
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d. Infoniration and Education Reqardi ng Contraceptive MI thods-- 
The r e c i p i e n t  s h a l l  be qiven comprehensive, de ta i  1 ec &- 

A t  the ou tse t  o f  the discussion, the r e c i p i e n t ' s  l e  : i t  

knowledge regarding reproduct ive functions s h a l l  be :,: .:, 
, . .., . . 

l i shed  and basic in format ion presented where necess . . 

informa t i o n  concerning reve rs ib le  and i r r e v e r s i b l e  
t racept ive  methods avai 1 able. This in format ion s h a l l  
inc lude mode o f  act ion, advantages and disadvantages, 
effect iveness, and common s ide e f fec ts  of each method. 
Basic i n f o m a t i o n  concerning venereal disease sha l l  
be given. 

con- 

7 

also . 

Ample t ime s h a l l  be given f o r  the r e c i p i e n t  t o  ask 
nent questions and t o  r e l a t e  the presented in format ion 
h i  s/her personal s i t u a t i o n  . 

ARNP l i m i t a t i o n s  w i l l  be based on the w r i t t e n  protocols 
as they r e l a t e  t o  the spec i f i c  contracept ive methoc. 

p e r t i -  1 
t o  ,. 

.., 1. 
e. Prescr ip t ion  of Contraceptive Method--The physician 

prescr i  be the cont:raceptive method, based on the medi 
and psych ia t r i c  h-story,  the medical examination, 1 
tests,  and the r e c i p i e n t ' s  wishes. The physician 
reg is te red nurse sha l l  give complete verbal i ns t ruc t i ons  
as t o  use o f  the rlethod, and the r e c i p i e n t  sha l l  
given complete w r i t t e n  i ns t ruc t i ons  . 

ALL OF THE PRECEDING SERVICES MUST BE COMPLETED AND 
BEFORE A VENDOR CAN BILL FOR AN INITIAL EXAMINATION. 

sha l l  
cal  
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o r  the 

also be 
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2. Revisits by Contraceptive patients--~chedul ed 

Subsequent visits t o  the clinic shall be scheduled a t  le 
annual 1 y and in accordance w i t h  the contraceptive method 
scribed. 

a. Oral Contraceptive ~ecipients shall return to the c 
not later than  three months after the initial Dresc 
i s  issued, and thereafter not  less frequently t h a n  

- Revisits scheduled a t  3 month intervals are not  req 
unl ess recommended by the physician and/or medical 1 
indicated. 

During the f i r s t  scheduled follow-up visit,  a t  leas 
'fol 1 owing services shall be provided: 

' 1) An interim history, ' to  include pain (especial1 
the arms and chest), headaches and visual prob 
mood changes, 1 eg complaints, vaginal bieedi ng 
discharge, and VD history 

2 )  Review of menstrua1 history 

3)  Blood pressure, weight check 

4)  Laboratory tests as indicated 
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which time a t  least  the following services shall be 1 

b. I.U.D. Recipients shall return to the cl inic  not la te r  
than three months following insertion of the device, 

provided: ! 

a t  

1) A repeat pelvic'examination with visual inspecti n of 
the cervix Y 

2 )  Blood pressure and weight 1 

3 )  Menstrual history review ! 
4) Review of abdominal symptoms, fever, vaginal ble 

discharge 

5 )  Laboratory . tes'ts as indicated 

Revisits scheduled a t  3 month intervals are n o t  requi 
unless recommended and/or medical ly i ndi ca ted . 

c. Diaphraqm Recipients shall be seen within two t o  four 
weeks af ter  in i t ia l  f i t t i ng ,  t o  assure that the reci ient 
can insert ,  position, and remove the diaphragm correctly. r 
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Other--Recipients us ing o the r  methods o f  con t racep t ion  e. - 
n o t  r e q u i r e  a r o u t i n e  fo l low-up v i s i t  f o r  medical r e v i e  
o r  examination p r i o r  t o  the  requ i red  annual v i s i t .  

The MAP can make reimbursement f o r  counsel ing and/or 
supply v i s i t s  rendered t o  males, p rov i d i ng  the  r e c i  p i en  
were e l i g i b l e  a t  the  t ime the  serv ices  were rendered. 

Annual V i s i t s  

Annual v i  s i  t s  are requ i  red f o r  a1 1 con t racep t i ve  r e c i  p i  ents . 
During these v i s i t s ,  a t  l e a s t  t he  f o l l o w i n g  serv ices  s h a l l  b 
provided : 

- 

a. I n t e r i m  hea l t h  h i s t o r y  t o  update a l l  medical and psychi  
a t r i c  in fo rmat ion  requ i red  i n  t he  i n i t i a l  h i s t o r y .  

b. Complete phys ica l  examination, by the phys ic ian  o r  ARNF 
i n c l ud ing  a1 1 procedures requ i r ed  du r i ng  the  i n i  t i  a1 
phys ica l  exam. 

c . Repeat o f  i n i t i a l  l abo ra to r y  and c l  i n i c a l  procedures 
d e t a i l e d  i n  Sect ion C.l.c., page 3.04. 

d .  Evaluat ion o f  use o f  cu r ren t  method o f  con t racep t i ve  ar 
change i n  p r e s c r i p t i o n  when ' ind icated.  Any change shal 
be based on i n t e r i m  medical and p s y c h i a t r i c  h i s t o r y ,  
phys ica l  examination and l abo ra to r y  t e s t s ,  and t he  re-  
c i p i e n t ' s  s a t i s f a c t i o n  and success w i t h  the  cu r ren t  
method. 
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e. Complete verbal and w r i t t e n  i ns t ruc t i ons  i f  presc r i  t i o n  P i s  changed. 

4. Fol low-Up Services. I 

5. Rev is i ts  by Recipient -- Unscheduled. I 

Any r e c i p i e n t  who f a i l s  t o  keep an appointment f o r  a 
contracept ive v i s i t ,  o r  who discontinues use o f  the 
contracept ive method, s h a l l  be contacted by agency persome1 
and the reason determined. Encouragement and any possib le 
s h a l l  be given t o  the r e c i p i e n t  t o  insure continued 
i n  the agency's program. The KMAP cannot reimburse the 
f o r  counseling v i s i t s  outside . a - c l i n i c  . set t ing .  

Recipients sha l l  be encouraged t o  r e t u r n  t o  the c l i n i c  
they have s p e c i f i c  problems re la ted  to  the contracept iv  
o r  wish addi t i o n a l  guidance, service, o r  contracept ive 

3 

scheduled 
prescribed 

a i d  
enrol lment 

vendor 

6. Voluntary S t e r i l i z a t i o n  

Counsel i n g  services invo lv ing  t ransmi t ta l  o f  complete i r  
mation regarding male and/or female s t e r i  1 i zat ion procecures 
s h a l l  be provided the i nd i v idua l  o r  couple requesting SL 

services, p l  us f u l l  in format ion concerning a1 te rna te  
contracept ion. These counsel i ng services sha l l  be prov- 
the physician, the reg is te red nurse, o r  the ARNP follow'ng. 

f o r -  

ch 
methods o f  

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

SECTION I I I - CONDITIONS OF PARTICIPATION 

a. The recipient's level of knowledge regarding reprod 
functions shall be assessed, and proper instruction 
where needed. 

b. A full discussion of reversible contraceptive metho 
shall be given. 

c. The recipient shall be made fully aware that the s t  
1 ization procedure will most likely be 

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

.e. The recipient shall be given complete 
cerning possible compl ications and 

f. The relative merits of male versus female steriliza ion 
shall be discussed w i t h  b o t h  partners, if both are 
available. 1 

g. The recipient shall be given information relating t 
fact that sterilization does not interfere with sex 
function or pleasure. 

h. The function of the counselor i s  t o  provide informa 
and he/she shall in no way seek t o  influence the re 
t o  be sterilized. 
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DEPARTMENT FOR HUMAN RESOURCES 
BUREAU FOR SOCIAL INSURANCE 
D I V I S I O N  FOR MEDICAL ASSISTANCE 

FAMILY PLANNING SERVICES MA UAL N 
SECTION I1  I - CONDITIONS OF PARTICIPATION 

The fol lowing condi t ions sha l l  be considered contraindica 
f o r  voluntary s t e r i l i z a t i o n :  

a. The rec ip ien t  has physical, mental, o r  emotional con i- 
t i ons  which could be improved by other treatment. e 

b. The rec ip ien t  i s  suf fer ing from temporary economic 
f i c u l t i e s  which may improve. . 

c. The rec ip ien t  o r  couple feel  t ha t  they are not  y e t  
t o  assume the responsibi l  i t i e s  o f  parenthood. 

d. The rec ip ien t  expresses possible wish t o  reverse t h  
procedure i n  case o f  a change o f  circumstances. 

I f  s te r i l i za t i on .  i s  not  desired, a1 ternate methods o f  co 
ception sha l l  be discussed. 

I f  the rec ip ien t  decides t o  be s te r i l i zed ,  the c l i n i c  sh 
responsible f o r  the re fe r ra l  t o  and acceptance o f  the r e  
by the proper medical source. I n  addit ion, the c l i n i c  s 

a. Inform the rec ip ien t  t ha t  i n  accordance wi th new Fe 
regulations, a 30 day wai t ing period i s  required f 
time the Consent t o  S t e r i l i z a t i o n  Form i s  signed. 

b. Provide information and ins t ruc t ions concerning nee f o r  
follow-up, pa r t i cu l a r l y  f o r  males. d 

c. Provide a1 1 males undergoing vasectomy w i t h  appropr 
post-operative semen analysis. 

I 
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3 DEPARTMENT FOR HUNAN RESOURCES 
BUREAU FOR SOCIAL INSURANCE 
D I V I S I O N  FOR MEDICAL ASSISTANCE 

FAMILY PLANNING SERVICES MAN AL 1 
SECTION I11  - CONDITIONS OF PARTICIPATION 

I f  the rec ip ien t  i s  married and resides w i th  the spouse, 
agency may also wish t o  obtain the wr i t ten  informed 
the spouse. 

NOTE: Family Planning C l in i cs  are no longer required t o  
the pa t ien t ' s  signature on a consent form t o  a t t e s t  t o  
C1 i n i c s  are, however, required t o  document, i n  de ta i l ,  
per t inent  counseling and re fe r ra l  information. 

7. I n f e r t i l  i t y  Services I 

a. Complete h is to ry  and physical examinations o f  both p r tners.  ii 

Provls ion sha l l  be made f o r  screening and diagnosis o f  
problems. Recipients requesting i n f e r t i l i t y  services sha l l  
receive complete physical exam and history,  sha l l  be giver1 
information concerning reproductive functions, ava i l  able 
and possible remedial procedures, and shal l  be referred t c  
accepted by a medical provider who can make avai lable a t  
the f o l  1 owi ng services: 

b. G.C. and serologic tes t ing o f  both partners. 

c. Basal body temperature m n i  tor ing. 

f e r t i l i t y  

f u l l  
t.ests , 

and 
l eas t  

d. Semen analysis. I 
e. Cervical mucus examination. 

f. Vaginal smear f o r  assessment o f  estrogen production. 

g. Endometrial biopsy. 

h. Hysterosal pingogram. 



DEPARTMENT FOR HUMAN RESOURCES 
BUREAU FOR SOCIAL INSURANCE 
D I V I S I O N  FOR MEDICAL ASSISTANCE 

SECTION I1  I - CONDITIONS OF PARTICIPATION i 

FAMILY PLANNING SERVICES MAN AL 'i 

8. Vagi nal In fec t ions 

The c l i n i c  sha l l  be responsible f o r  diagnosis and treatmen 
re fe r ra l  o f  rec ip ients  suf fer ing from vaginal infect ions. 

9. Emergency Services I 
Provis ion sha l l  be made f o r  hand1 i ng  emergencies re1 ated t 
contraceptive services when the c l i n i c  i s  not  i n  session. t 

10. Inpa t ien t  Services I 
Provis ion sha l l  be made for  inpa t ien t  care o f  rec ip ients  w ose 

i 
? 

hospi ta l  i za t ion  i s  necessitated by c m p l  ica t ions a r i s ing  f om 
contraceptive services provided. The agency sha l l  have on f i l  e 
a formal, wr i t ten  a f f i l i a t i o n  agreement with a t  leas t  one rea 
hospi ta l  . 

- )  

1 1 . Pregnancy Testi  ng 1 
The c l i n i c  sha l l  provide pregnancy tes t ing  on request by t 
recip ient ,  when indicated by the h is to ry  or physical exami 
nation, o r  when the prescribed method o f  contraception wou 
ind icate  need f o r  same. 

12. Referral s  1 
The c l i n i c  sha l l  be responsible f o r  r e fe r ra l  t o  the prope 
resource i n  the fo l lowing circumstances, and f o r  ensuring t ha t  
the rec ip ient  i s  accepted by the resource t o  which helshe i s  
referred. I 
a. Medical problems indicated by history, physical exami 

t ion,  or  laboratory o r  c l i n i c a l  test. 
na- 
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(3 DEPARTMENT FOR HUMAN RESOURCES 
BUREAU FOR SOCIAL INSURANCE 
DIVISION FOR MEDICAL ASSISTANCE 

FAMILY PLANNING SERVICES 

SECTION 111 - CONDITIONS OF PARTICIPATION -7 

b. For pregnancy re1 ated services when appropriate. 

1. Oral contraceptives 
2. Intrauterine devices 
3. Diaphragms 
4. Foams 
5. Thermometers for rhythm method 
6. Jel l ies and Creams 
7. Condoms 

c. For social case work not appropriately handled by dgency 

E. Medical Records I 

personnel . 
d. For abortion counseling. 

D. Supplies 

The family planning agency shall make available t o  the recipient, 
a continuing basis where applicable, a t  least the following 
ceptive supplies: 

The family planning agency shall maintain complete 
records, which shall contain b u t  not be 1 imited to 

1. Initial and interim histories -- medical, 
soci a1 . 

on 
contra- 

2. Record of ini t ial  and interim physical examinations. 

3. All laboratory reports. 

,,,: 
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DEPARTMENT FOR SOCIAL INSURANCE 
DIVISION OF MEDICAL ASSISTANCE 

FAMILY PLANNING SERVICES MA UAL I 
SECTION I11 - CONDITIONS OF PARTICIPATION I 

G .  Availability of Services 

Services of the family planning agency shall be avail able to  e ch 
and every person requesting same, regardless of sex, race, age 
income, number of children, marital status,  citizenship or mot ve. i 

H. Physical Faci l i t ies  

The agency shall be located in an area that 
and maintained to  insure the safety of the recipients and 
functional, sanitary environment. The area uti l ized by 
planning c l in ic  must be adequate in space 
non-surgical family planning services specified in 
se t t ing  and atmosphere to  insure respect for the 
0f:individuals during medical examinations, 

I .  Equipment 1 
The. agency shall have the necessary equipment to  provide the s 
vices detailed in Section 111. C. Available Services. 

J.  Termination of Participation 

1. Misrepresenting or concealing facts  in order to  receive o 
enable others to  receive benefits; 

2. Furnishing or ordering services under Medicaid that are s 
stantially.  in excess of the recipient 's  needs or that  fa i  
t o  meet professionally recognized health care standards; 

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

3. Misrepresenting factors concerning a f$ci 1 i ty ' s qua1 i f  ica ions 
as a provider; t 

part ic i-  
H~man 

of 
sus~end,  

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

FAMILY PLANNING SERVICES MAN AL I 
SECTION I I I - CONDITIONS OF PARTICIPATION 

4. F a i l u r e  t o  comply wi.th the terms and condi t ions f o r  vendor 
p a r t i c i p a t i o n  i n  the  program and t o  e f f e c t i v e l y  render ser  i c e  
t o  rec ip ien ts ;  o r  I 

5. Submitt ing f a l s e  o r  quest ionable charges t o  the agency. I 
The Kentucky Medical Assistance Program s h a l l  n o t i f y  a p rov ider  
w r i t i n g  a t  l e a s t  f i f t e e n  (15) days p r i o r  t o  the  e f f e c t i v e  date 
any dec is ion  t o  terminate, suspend, deny o r  no t  renew a prov ide 
agreement. The n o t i c e  w i l l  state:  

1. The reasons f o r  the  decision; 

6. The appeal r i g h t s  ava i l ab le  t o  the excluded par ty .  I 

2. The e f f e c t i v e  date; 

3. The ex ten t  o f  i t s  a p p l i c a b i l i t y  t o  p a r t i c i p a t i o n  i n  the  
Assistance Program; 

4. The e a r l i e s t  date on which the  Cabinet w i l l  accept a request 
f o r  reinstatement; 

5. The requirements and procedures f o r  reinstatement; and 

The prov ider  rece i v ing  such no t i ce  may request an ev iden t i a ry  
hearing. The request must be i n  w r i t i n g  and made w i t h i n  f i v e  ( 
days o f  r e c e i p t  o f  the  not ice.  

1 
Medical 

::I 

The hearing s h a l l  be he ld  w i t h i n  t h i r t y  (30) days o f  r e c e i p t  o f  
w r i t t e n  request, and a decis ion s h a l l  be rendered w i t h i n  t h i r t y  
days from the  date a l l  evidence and testimony i s  submitted. Te 
ru les  o f  evidence s h a l l  no t  apply. The hearing s h a l l  be he ld  b 
an i m p a r t i a l  decision-maker appointed by the  Secretary f o r  Huma 
Resources. When an ev iden t i a ry  hearing i s  held, the prov ider  i s  
e n t i t l e d  t o  the  fo l low ing:  

1. Timely w r i t t e n  n o t i c e  as t o  the  basis  o f  the  adverse dec is ion  
and d isc losure  o f  t he  evidence upon which the decis ion was 
based; 
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DEPARTMENT FOR HUMAN RESOURCES 
BUREAU FOR SOCIAL INSURANCE 
DIVISION FOR MEDICAL ASSISTANCE 

FAMILY PLANNING SERVICES 

SECTION IV - SERVICES COVERED 

IV . SERVICES COVERED 

The KMAP will make payment t o  participating family planning agen 
required services provided t o  a1 1 el igible Title XIX recipients. 
services are to be bi 1 led under the fol lowing categories. 

A. Initial C l in i cv i s i t  

The in i t ia l  cl inic -v i s i t  shall be bil led t o  the Program for 
provided a new recipient during his/her f i r s t  v i s i t  t o  the 
The recipient must be examined by the physician or ARNP,  wi 
services listed under III.C.l. being rendered. When the re 
requests other specifically covered services, such as volun 
s t e 4 1  ization or infer t i l i ty  services, additional requireme 
detailed in the appropriate section of I1 I .C .  Available Ser 
must also be met. 

1. Program payment for the v i s i t  shall be considered paym 
full for the following. Any expenses incurred by the 
provision of these services or items, such as laborato 
vices rendered by another provider, shall be considere 
responsibi 1 i t y  of the agency, and neither the Program, 
recipient, nor any other source may be billed addition 
amounts for these services or items. 

a .  All services, including history, physical examina 
laboratory procedures and counsel i ng requi red und  
III.C.l. Initial Clinic Visit. 

b.  A1 1 supplies and materials used during the vis i t .  
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DEPARTMENT FOR HUMAN RESOURCES 
BUREAU FOR SOCIAL INSURANCE 
D I V I S I O N  FOR MEDICAL ASSISTANCE 

FAMILY PLANNING SERVICES MANU$. 

SECTION I V  - SERVICES COVERED 

c. A1 1 medications and contraceptive devices o r  supplies 
dispensed t o  the -recipient.  

d. Diagnosis and treatment o r  re ferra l  f o r  treatment o f  
vaginal i n fec t i  on. 

e. Pregnancy tes t ing  . 1 
f. S t e r i l  i t a t i o n  and i n f e r t i l i t y  counseling. 1 
g . Referral servi  ces . I 

8. Annual C l i n i c  V i s i t  

Payment w i l l  be made - f o r  an 
rec ip ient  must be examined by the 
shal l  ine l  ude a1 1 services requi red under 
V is i ts .  I f  the rec ip ien t  should 
* ical ly covered service, any 
to  that  service must also be met. - 

C. Follow-up V i s i t  With Pelvic Examination 

The follow-up v i s i t  wi th  pe lv ic  examination i s  t o  be b i l l e d  f o r  any 
v i s i t  to the agency other than the i n i t i a l  o r  annual v i s i t ,  during 
which the rec ip ient  i s  seen by the physician o r  ARNP and receiv s a. 
pe lv ic  examination. Such v i s i t s  may be follow-up v i s i t s  rou t i n  l y  
scheduled f o r  a given contraceptive method, or  may be i n i t i a t e d  by 
the rec i  p i  ent because o f  some contraception-re1 ated medi cal - pro 1 1 em. 
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FAMILY PLANNING SERVICES NUAL */ 
SECTION IV - SERVICES COVERED 

0. Fol low-Up Visit  Without Pelvic Examination I 
The followup v i s i t  without pelvic examination i s  to be bil led 
any v i s i t  to the agency during which the recipient i s  
the physician or ARNP b u t  does not receive a 
Such v i s i t s  may be follow-up v i s i t s  routinely 
contraceptive method, or may be i n i t i a t ed  by 
contracepti on-re1 a ted problems which requi re 
physician. 

E. Counseling Visit  I 

The counseling v i s i t  may involve taking of an interim 
blood pressure check, and other such services rendered 
paramedical s t a f f .  I t  may also be bil led ldhen the 
additional information from the physician, ARNP, or 
s t a f f  regarding the chosen contraceptive method, or 
assurance. 

Payment for a counseling v i s i t  may not be requested 
v is i t s  the agency for the sole purpose of obtaining 

substantial amount' o f  s ta f f  time. 
supplies, and has no contraception-related problems which r 

The counseling v i s i t  i s  to  be bil led for  any c l in i c  v i s i t  or 
v i s i t  during which counseling services are rendered the r e c i ~  
the pTysician or by other agency s t a f f .  Such v i s i t s  may be 

- vis i t s  routinely scheduled for  a given contraceptive method, 
be ini t ia ted by recipients whose contracep-tion-re1 ated probl 
not require examination by a physician. 

The KMAP cannot make reimbursement for  counsel i ng services 
outside a c l in ic  set t ing.  

follow-up 
ient by 

follow-up 
or may 

!ms do 
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D I V I S  I O N  FOR MEDICAL ASSISTANCE 

SECTION IV - SERVICES COVERED 1 

F. Supply Only Visit 

The supply only v i s i t  i s  to be billed when the recipient visi t 
agency for the sole purpose of obtaining contraceptive supplie 
Program payment for the supplies dispensed i s  t o  be considered 
payment in full for those supplies. 

NOTE: Dispensing of any family planning supplies-must be 
cordance w i t h  a1 1 appl icable laws and regulations. 

I f  the recipient vi s i t s  the agency for the purpose of 
supplies, b u t  has a contraception-related problem which 
physician or ARNP ' s attention or considerable counsel i ng 
from .other agency s taff ,  the appropriate type of vis i t ,  

- .  - a "Supply Only Visit" should be billed. 

G. Contraceptive Emergency Services - 

If emergenci es related t o  contraceptive - services occur when t h  
clinic is  not -in session, the Program wit 1 make payment t o  an 
propriate participating medical provider for the services 
items required, within the limitations of the particular Progra 
element. 

H. Inpatient Services 

I f  a clinic recipient requires inpatient care as a result of co p l i -  
cations arising from contraceptive services provided by the cl i ic ,  
the Program w i l l  make payment f o r  t h a t  care w i t h i n  the l imi t a t i  ns 
of the hospital inpatient element, contingent on the recipient' 
continuing technical eligibil i ty.  I 
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SECTION I V  - SERVICES COVERED 

I. Refe r ra l s  ~ 
The Program w i l l  make payment t o  t he  appropr ia te  medical 
f o r  covered serv ices  prov ided on r e f e r r a l  from the  f a m i l y  p l an  i n g  
agency, w i t h i n  t he  scope and p o l i c i e s  o f  the  Program. n 

J. L i m i t a t i o n s  o f  Covered Services ~ 
1. I n i t i a l  V i s i t  

The I n i t i a l  V i s i t  i s  t o  be b i l l e d  when a p a t i e n t  v i s i t s  t 
c l i n i c  f o r  t he  f i r s t  time. The p a t i e n t  should be,seen 
annua l l y  t h e r e a f t e r .  Therefore, t he  I n i t i a l  V i s i t  i s  
t o  one, pe r  pa t i en t ,  per  c l i n i c .  

2. M u l t i p l e  Services 

Family Planning Services a re  l i m i t e d  t o  one se rv i ce  per  d 
serv ice.  More than one c l i n i c  v i s i t  i s  n o t  a l lowed on t h  
day. 

3. Annual V i s i t  1 

The Annual Family Planning C l i n i c  V i s i t  i s  l i m i t e d  t o  
p a t i e n t  pe r  n i ne  months. There must be a t  l e a s t  n i ne  
between the  p a t i e n t ' s  I n i t i a l  V i s i t  and the  f i r s t  
and a t  l e a s t  n i ne  months between Annual V i s i t s .  

a. The Program w i l l  reimburse f o r  no more than one pres 
t i o n  pe r  day f o r  b i r t h  c o n t r o l  medicat ion per  
r e c i p i e n t .  

4. L i m i t s  on B i r t h  Contro l  Medicat ion 

The ' ~ e ~ a r t m e n t  f o r  Medicaid Services has adopted the  f o l  1 
po l  i c y  w i t h  regard t o  Program coverage f o r  b i r t h  c o n t r o l  
ca t ion .  Th is  p o l i c y  app l ies  t o  those p a t i e n t s  who must 
a p r e s c r i p t i o n  f o r  B i r t h  Contro l  medicat ions t h a t  a re  n o t  
r o u t i n e l y .  covered by the  c l  i n i c .  

,wing 
nedi-  

pcesent  



CABINET FOR HUMAN RESOURCES 
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FAMILY PLANNING SERVICES MAN 

c. Through the Program's Drug U t i l i z a t i o n  Review (DUR) sub- 
system, an in-depth review w i l l  be accomplished i n  a y 
instance where a Medicaid r e c i p i e n t  i s  rece i v ing  mor than 
the appropr iate amount o f  b i r t h  con t ro l  medicat ion ( i  .e, 
exceeds a t h i r t y  (30) day supply i n  a t h i r t y  (30) da 

the reason o f  the excess supply, and t o  recommend 
appropr iate a c t i o n  t o  address the excess supply. 

Z 
period).  The purpose o f  the review w i l l  be t o  de ter  i n e  

I 

JAL 

b. The Program w i l l  reimburse f o r  no more than a t o t a l  
p rescr ip t ions  i n  any calendar year f o r  a given Medicaid 
pa t i en t .  

SPECIAL NOTE: NON-COVERED SERVICES 

SECTION I V  - SERVICES COVERED 

of 13 

Counseling v i s i t s  rendered outs ide a c l i n i c  s e t t i n g  
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- 

SECTION V - REIMBURSEMENT 

B . Dupl i cate or Inappropriate Payments 

Any duplicate or  inappropriate payment by the WP, whether due 
erroneous b i  11 ing or payment system faul t s ,  must be refunded to  
KMAP. Refund checks should be made payable to  "Kentucky State 
Treasurer" and sent .  inmediately to: 

EDS 
P .O. Box 2009 
Frankfort, KY 40602 

ATTN: Cash/Finance U n i t  

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 functio 
provider of Medicaid services must actively participate i n  
identification of t h i r d  party resources for  payment on beh 
the recipient. A t  the time the provider obtains Medicaid 
bil l ing information from the recipient, he/she should dete 
i f  additional resources exist .  Providers have an obl i g a t i  
investigate and to report the existence of other insurance 
l iab i l i ty .  The provider's cooperation will enable the Ken 
Medicaid program to function efficiently.  

2. Identification of Third Party Resources 

Pursuant to ,  KRS 205.662, prior t o  bil l ing the Kentucky Med 
Assistance Program a7 1 participating vendors shall submit 
bil l ings for  medical services t o  a third party when such v 
has prior knowledge that such third party may be 1 iable fo 
payment of the services. 
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-- 

SECTION V - REIMBURSEMENT 

In order t o  identify those recipients who may be covered t h  
a variety of health insurance resources, the provider shoul 
inquire i f  the recipient meets any of the following conditi 

-If the recipient i s  married or working, inquire about 
health insurance through the recipient's o r  spouse's e 

-If  the recipient is a minor, ask about insurance the 
mother, father, or guardian may carry on the recipient 

- E e s  of active or ret i  red m i  l i tary personnel , reqL 
information about CHAMPUS coverage and social securitj 
number of the pol icyhol-der; 

-For people over 65 or disabled, seek a Medicare HIC nh 

-Ask i f  the recipient has health i n s u r a n c e a s  a ME 
Su leinent policy, cancer, accident, or indemnity poF 
*th or individual insurance, etc. 

Examine the recipient 's MAID card for an insurance code. I 
a code indicates insurance coverage, question the reci pi en1 
further regarding the insurance. - 
Following i s  a l i s t  of the insurance codes on the MAID carc 

A - Part A, Medicare only 
B - Part B,  Medicare only 
C - Both Parts A and B Medicare 
D - Blue Cross/Blue Shield 
E - Blue Cross/Blue Shield/Major Medical 
F - Private medical insurance 
G - Champus 
H - Health Maintenance Organization 
J - Other and/or unknown 
L - Absent Parent's insurance 
M - None 
N - United Mine Workers 
P - Black Lung 

rough 
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SECTION V - REIMBURSEMENT 

3. Bill ing Instructions for Clalms 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 t h i r d  party before Medicaid can be filed. 
Uhen payment i s  received, the provider should indicate on the 
claim form in the appropriate f ield 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 t o  
the Medicaid claim. 

Exceptions : 

*If the other insurance company has not made payment w i t h i n  120 
days of, date of f i l  ing a claim t o  the insurance company, submit 
w i t h  the Medicaid claim a copy of the other insurance claiq t o  
EDS indicating "NO RESPONSE" on the Medicaid claim form. Then 
forward a completed TPL Lead form to :  - 

EDS 
P .O. Box 2009 
Frankfort, KY 40602 
A t t n :  TPL U n i t  

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

*A le t ter  from the provider indicating that he/she contacted XYZ in- 
surance company and spoke with an agent t o  verify that the recipient 
was n o t  covered, can also be attached t o  the Medicaid claim. 
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SECTION V I  - COMPLETION OF INVOICE FORM 

V I .  COMPLETION OF INVOICE FORM 

A. General B i l l i n g  Informat ion 

The Health Insurance Claim Form (HCFA-1500) should be used t o  b i l l  
f o r  services rendered t o  e l i g i b l e  KMAP rec ip ien ts  by a p a r t i c i p a t i n g  
Family Planning Agency. Typing o f  the invo ice  form i s  s t rong ly  
urged, s ince an invo ice  cannot be processed and pa id  unless the 
in fo rmat ion  suppl ied i s  complete and l eg ib le .  

The o r i g i n a l  o f  the two p a r t  invo ice  s e t  should be submitted t o  EDS 
as soon as possib le a f t e r  serv ice i s  provided. The carbon copy o f  
the invo ice  should be re ta ined  by the  p rov ide r ' s  o f f i c e  as a record 
o f  c la im submit ta l  . 
Invoices should be mai led to:  

EDS 
P.O. Box 2018 
Frankfort ,  Kentucky 40602 

B. Procedural Coding 

On May 1, 1985, KMAP adopted f o r  procedural coding purpose, the 
HCFA Common Procedural Coding Sys tern (HCPCS) . 

C. Completion o f  HCFA-1500 

An example o f  a HCFA-1500 i s  shown i n  Appendix V I I .  I ns t ruc t i ons  fo r  
the proper completion o f  t h i s  form are presented below. 

A supply o f  HCFA-1500 may be obtained by contact ing: 

Blue Cross/Blue Sh ie ld  o f  Kentucky 
9901 L inn  S ta t i on  Road 
L o u i s v i l l e ,  Kentucky 40223 
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CABINET FOR HUMAN RESOURCES 
DEPARTMENT FOR MEDICAID SERVICES 

FAMILY PLANNING SERVICES MANUAL 

SECTION V I  - COMPLETION OF INVOICE FORM 

IMPORTANT: The p a t i e n t ' s  Kentucky Medical Assistance I d e n t i f i c a t i o n  
Card should be c a r e f u l l y  checked- t o  see t h a t  the  p a t i e n t ' s  name 
appears on the card and t h a t  the card i s  v a l i d  f o r  the per iod  o f  
t ime i n  which the medical services are t o  be rendered. You cannot 
be pa id  f o r  services rendered t o  an i n e l i g i b l e  person. 

Program payment w i l l  be made i f  the p a t i e n t  i s  e l i g i b l e  a t  the t ime 
the* ices rEiZra a n d i f t ~ c l a i m s  f o F s e r v i c e s  a E  Z E e G Z l  

Block 
No. Descr ipt ion 

1. RECIPIENT'S NAME: 

Enter the r e c i p i e n t ' s  l a s t  name, f i r s t  name, and middle i n i t i a l  as 
ind ica ted  on the MAID  Card. 

INSURED'S I D  NUMBER: 

Enter the r e c i p i e n t ' s  10 -d ig i t  M A I D  Number exac t ly  as i t  appears on 
the cur ren t  MAID  Card. 

OTHER HEALTH INSURANCE, _IF APPLICABLE: 

Complete i f  the r e c i p i e n t  has any o ther  k ind  o f  hea l th  insurance ap- 
p l i c a b l e  t o  t h i s  service, other  than Med.icare. Enter the name and 
address o f  the i nsu re r  and the p o l i c y  number. The amount pa id  by 
the  insurance company should be l i s t e d  i n  Block #28. Pr iva te  
insurance must be b i l l e d  p r i o r  t o  b i l l i n g  the KMAP. 

19. REFERRING PHYSICIAN: 

Required f o r  r e f e r r e d  KenPAC and Lock-In rec ip ien ts .  Enter the 
8 - d i g i t  KMAP prov ider  number o f  the r e f e r r i n g  KenPAC o r  
Lock-In prov ider .  Enter only  one r e f e r r i n g  KenPAC prov ider  number. 

DIAGNOSIS OF NATURE OF ILLNESS: 

Enter the ICD-9-CM diagnosis code f o r  the diagnosis t h a t  was t reated.  
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Block 
No. Desc r i p t i on  

24A. DATE OF SERVICE: 

Enter  the  da te  o f  se rv i ce  i n  numeric month, day, year  order .  

24B. PLACE OF SERVICE: 

Use the  codes on the back o f  t he  b i l l i n g  form which i d e n t i f y  
where t he  se rv i ce  was performed. The codes are: 

1 I n p a t i e n t  Hosp i ta l  A  Independent ~ a b o r a t o r y  
2  Outpa t ien t  Hosp i ta l  B Ambulatory Surg ica l  Center 
3 Docto r ' s  O f f i c e  ' C Res iden t ia l  Treatment Center 

*-Y 

-3 
4 P a t i e n t ' s  Home D Specia l  i z e d  Treatment Faci 1  i t y  
5 Day Care F a c i l i t y  E Comprehensive Outpa t ien t  
6 N igh t  Care F a c i l i t y  R e h a b i l i t a t i o n  Faci l i ty  
7 Nursing Home F  Independent Kidney Disease 
8 S k i l l e d  Nursing F a c i l i t y  Treatment Center 
9 Ambulance 
0  Other Loca t ion  

24C. PROCEDURE CODE: 

Enter  the  appr.opriate procedure code f o r  the se rv i ce  t h a t  was 
performed. 

Family Planning p rov iders  w i l l  en te r  the  8 - d i g i t  p rov ide r  number o f  
the  p ro fess iona l  render ing  t he  se rv i ce  i n  d e s c r i p t i o n  area o f  24C, i f  
d i f f e r e n t  than the b i l l i n g  p rov ide r  l i s t e d  i n  f i e l d  31 on the  c l a im  
form. 

24D. DIAGNOSIS CODE: . 

Trans fe r  a  1, 2, o r  3 f rom i t em 23.A t o  i n d i c a t e  which d iagnosis  
i s  be ing t rea ted .  -- DO NOT en te r  t he  ac tua l  ICD-9-CM code i n  t h i s  
block. 
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24E. CHARGES: 

Enter the usual and customary charges for. each procedure. 

24F. DAYS/UNITS: 

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

24H. LEAVE BLANK: 

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 t o  
EDS for processing. 

27.  TOTAL CHARGES: 

Enter the total  charges from a l l  l ines of the claim. 

28. .AMOUNT PAID: 

Required i f  private insurance payment was made. 

BALANCE DUE: 

Required i f  private insurance payment was made. Subtract the 
payment from the. tota1 charges and enter the balance due. 
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31. PROVIDER NAME, ADDRESS, AND PROVIDER NUMBER: 

Enter the provider's name and address. 

ID NO.: 

Enter the provider's KMAP 8-digit provider number. 

36. CLAIM NO.: 

Enter the claim number, i f  different from the pre-printed number on 
the claim form. EDS will return the f i rs . t  seven digi ts  as an invoice 
number on the remittance statement. 
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SECTION VI I - REMITTANCE STATEMENT 

V I I . REMITTANCE STATEMENT 

A. General 

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

The f i r s t  section provides an accounting of those claims which are 
being paid by the KMAP w i t h  the accompanying payment check. 

The second section provides a l i s t  of claims which have been rejected 
(denied) i n  total  by the KMAP w i t h  the corresponding Explanation of 
Benefit (EOB) code. 

The third section provides a l i s t  of claims EDS Federal Corporation 
received which d i d  not complete processing as of the date indicated 
on the Remittance Statement. 

The fourth section provides a l i s t  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 l e t t e r  that  explains the reasons for  the return. 

The f i f t h  section includes the summation of claims payment activity 
as of the date indicated on the Remittance Statement and the year- 
to-date claims payment ac t iv i t ies .  

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

Claims appearing i n  any section of the Remittance Statement will be 
in alphabetical .order according to  the patient 's  l a s t  name. 
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SECTION VI I - 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-i tern explanations of each individual entry appearing on 
this section of the Remittance Statement. 

EXPLANATION OF REMITTANCE STATEMENT 
FOR FAMILY PLANNING SERVICES 

ITEM - 
i 

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 

I .  

INTERNAL The internal control number (ICN) assigned to the claim for 
CONTROL NO. identification 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 f o r  the services on . 
this claim f o r m  

CHARGES NOT Any portion,of the provider's billed charges that are not being 
COVRD paid, (examples: rejected 1 ine item, reduction in billed amount 

to allowed charge) 
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SECTION VII - REMITTANCE STATEMENT 

AMT. FROM 
OTHER SRCS 

CLAIM PMT 
AMOUNT 

' LINE NO. 

PS 

PROC 

The amount indicated by the provider as received from a source 
other than the Medicaid program for  services .on th is  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 l ine on the claim being printed 

Place of service code depicting the location of the 
rendered service 

The HCPCS ~r.oced"re for  the l ine item. 

''4T1 QTy The number of procedures/supply for that l ine item charge 
.* 

LINE ITEM The charge submitted by the provider for  the procedure in 
CHARGE the l ine item 

LINE ITEM PMT The amount being paid by the Medicaid program to the 
provider for  a particular l ine item 

EOB Explanation of benefit code which identifies the payment 
process used to  pay the l ine item 

C .  Section I1 - Denied Claims 

The second section of the Remittance Statement appears whenever one 
or more claims are rejected in to t a l .  This section l i s t s  a l l  such 
claims and indicates the EOB code explaining the reason for  each 
claim rejection. Appendix VIII-B. 

All items have been previously defined in the descriptions of 
the paid claims section of the Remittance Statement. 
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SECTION VI I - REMITTANCE STATEMENT 

D. Section 111 - Claims in Process 

The third section of the Remittance Statement (Appendix VII I-C) 1 i s t s  
those claims which have been received by EDS Federal b u t  which were 
not adjudicated as of the date of th i s  report. A claim in th i s  
category usually has been suspended from the normal processing cycle 
because of data errors or the need for  further review. A claim only 
appears i n  the Claims In Process section of the Remittance Statement 
as long as i t  remains i n  process. A t  the time a final determination 
can be made as t o  claim disposition (payment or rejection) the claim 
will appear i n  Section I or I1 of the Remittance Statement. 

E.  Section IV - Returned Claims 
# 
:a' 

The fourth section of the Remittance Statements (Appendix VIII-D) 
1 i s t s  those. claims which have been received by EDS Federal and . ",, 

returned to  the provider because required informati on i s  mi ss i  ng ,I 
from the claim. The claim has been returned to  the provider w i t h  a 
cover sheet which indicates the reason(s) that the claim has been 
returned. 

F. Section V - Claims Payment Summary 

This section i s  a summary of the claims payment ac t iv i t ies  as of the 
date indicated on the Remittance Statement and the year-to-date (YTD) 
claims payment ac t iv i t ies .  

CLAIMS PAIDIDENIED 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 act ivi ty  

AMOUNT PAID the total  amount of claims that paid as cf the date on the 
Remittance Statement and the .YTD summation of payment 
act ivi ty  
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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 
<say,,, 13 y 

Each EOB code that appeared on the dated Remittance Statement will 
have a corresponding written explanation pertaining to payment, 
denial, suspension and return for a particular claim (Appendix 
VIII-E). 

TRANSMITTAL #10 Page 7.5 



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

FAMILY PLANNING SERVICES MANUAL 

- - 

SECTION V I I I  - GENERAL INFORMATION - EDS FEDERAL 

A. Correspondence Forms I n s t r u c t i o n s  

Type o f  
Information Time Frame 
Requested f o r  Inqui ry  

Inquiry 6 weeks a f t e r  
b i l l i n g  

Adjustment 

Refund Imnediately 

Mailing Address 

EDS Federal  
P.O.*Box 2009 
Frankfor t ,  KY 40602 
ATTN : bmmunications Unit 

EDS Federal 
P. 0. Box 2009 
Frankfor t ,  KY 40602 
ATTN : Adjustments Unit 

EDS Federal 
P. 0. Box 2009 
Frankfor t ,  KY 40602 
ATTN: Cash/Finance Unit 

Type of 
Information 
Requested Necessary Information, 

Inqui ry  

I 

1. Completed Inquiry Form 
2. Remittance Advice o r  Medicare EOMB, when 

app l i cab l e  
3. Other suppor t ive  docmen ta t i on ,  when needed, 

such a s  a photocopy o f  t h e  Medicaid claim 
when a c la im has  no t  appeared on an R/A 
within a reasonable  amount o f  time 
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SECTION VIII - GENERAL INFORMATION - EDS FEDERAL 

5 P e  of 
Information 
Requested Necessary Information 

Adjustment 1. Completed Adjustment Form 
2. Photocopy of  the  claim in  question 
3. Photocopy o f  the  applicable portion of  the  

RIA i n  question 

Refund I. Refund Check 
2. Photocopy o f  the  applicable portion o f  the  

WA in question 
3. Reason for  refund 

B. Telephoned 1nquiry Information 

What is Needed? 

- Provider number 
- Pat ient ' s  Medicaid I D  number 
.- Date of  service  
- Billed amount 
- Your name and telephone number 

When t o  Call? 

- When claim is not showing on paid, pending or  denied sec t ions  
o f  the  WA within 6 weeks 

- When the  s t a t u s  o f  claims a re  needed and they do not exceed 
f i v e  in  number 

Where to Call? 

- Toll-free number 1-800-372-2921 (within Kentucky) 
- Local ( 502 1 227-2525 
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C. F i l i n g  L i m i t a t i o n s  

New Claims - 12 months from date o f  se rv i ce  

Medicare/Medicaid 
Crossover Claims - 12 months from da te  o f  se rv i ce  

NOTE: I f  t he  c l a i m  i s  a Medicare - 
crossover  c l a i m  and i s  rece ived  by 
EDS more than 12 months from date o f  
se rv ice ,  b u t  l ess  than 6 months from 
the  Medicare a d j u d i c a t i o n  date, EDS 
cons iders  t h e  c l a i m  t o  b e - w i t h i n  the  
f i  1 i ng 1 i m i t a t i o n s  and w i  11 proceed 
w i t h  c la ims processing. 

Th i  rd-Par ty  
L i a b i l i t y  Claims 

Adjustments 

- 12 months from da te  o f  se rv i ce  

NOTE: I f  the  o t h e r  insurance company has 
n o t  responded.wi th in  120 days o f  t he  
date a c l a im  i s  submi t ted t o  the  insurance 
company, submit  the  c l a i m  t o  EDS i n d i c a t i n g  
"NO RESPONSE" from the  o t h e r  insurance 
company. 

12 months from date t he  pa id  c l a i m  
appeared on t h e  RIA 
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SECTION V I I I  - GENERAL INFORMATION - EDS 

D. Provider  I n q u i r y  Form 

The Provider I n q u i r y  form should be used f o r  i n q u i r i e s  t o  EDS 
regarding p a i d  o r  denied claims, b i  11 i n g  concerns, and c la im  status.  
( I f  request ing more than one c la im status, a Provider I n q u i r y  form 
should be completed f o r  each s ta tus  request.) The Provider  I n q u i r y  
form should be completed i n  i t s  e n t i r e t y  and mai led t o  the fo l l ow ing  
address : 

EDS 
P.O. Box 2009 
Frankfor t ,  KY 40602 

Supplies o f  the Provider  I n q u i r y  form may be obtained by w r i t i n g  t o  - 
the above address.or contact ing EDS Provider Relat ions U n i t  a t  
1-(800) -372-2921 o r  1-(502) -227-2525. 

1 
,,I 

Please rem i t  both copies o f  the Provider I n q u i r y  form t o  EDS. Any 
add i t i ona l  documentation t h a t  would help c l a r i f y  your i n q u i r y  should 
be attached. EDS w i l l  enter  t h e i r  response on the form and the 
ye l low copy w i l l  be returned t o  the  prov ider .  

It i s  not necessary t o  complete a Provider I n q u i r y  form when r e s u b m i t t i ~ g  
a denied claim. 

Provider I n q u i r y  forms may not be used i n  1 i e u  o f  KMAP c la im  forms, 
Adjustment. forms, o r  any o ther  document requ i red  by KMAP. 

I n  c e r t a i n  cases i t  may be necessary t o  r e t u r n  the I n q u i r y  form t o  
the prov ider  f o r  add i t i ona l  in fo rmat ion  i f  the i n q u i r y  i s  i l l e g i b l e  
o r  unclear. 

I ns t ruc t i ons  f o r  completing the Provider I n q u i r y  form are found on 
the next page. 
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SECTION VIII - GENERAL INFORMATION - EDS 

Following are field by field instructions for completing the Provider Inquiry 
form: 

Field Number Instructions 

1 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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E. Adjustment Request Form 

The Adjustment Request form i s  t o  be used when request ing a change on 
a prev ious ly  pa id  claim. This  does not  inc lude denied claims o r  
claims returned t o  the prov ider  f o r  requested add i t i ona l  in format ion 
o r  documentation. 

For prompt a c t i o n  and response t o  the  adjustment requests, please 
complete a l l  items. COPIES OF THE CLAIM AND THE APPROPRIATE PAGE OF 
THE R/A MUST BE ATTACHED TO THE ADJUSTMENT REQUEST FORM. I f  i tems are 
no t  completed, the  form may be returned. 

F i e l d  Number Descr ip t ion  

Enter the  1 3 - d i g i t  c l a im  number f o r  the 
p a r t i c u l a r  c la im  i n  question. 

2 -Enter  the r e c i p i e n t ' s  name as i t  appears on 
the  R/A ( l a s t  name f i r s t ) .  

Enter the complete r e c i p i e n t  i d e n t i f i c a t i o n  
number as i t  appears on the R/A. The complete 
Medicaid number contains 10 d i g i t s .  

Enter the p rov ide r ' s  name, address and complete 
prov ider  number. 

Enter the "From Date o f  Service" f o r  the c la im 
i n  question. 

Enter the "To Date o f  Service" f o r  the c la im 
i n  question. 

Enter the t o t a l  charges submitted on the o r i g i n a l  
claim. 
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I I. CABINET FOR HUMAN RESOURCES 

DEPARTMENT FOR MEDICAID SERVICES 

KENTUCKY MEDICAL ASSISTANCE PROGRAM ( W!P ) SERVICES 

Ambulatory Surgical Center Services 

. Medicaid covers medically necessary services performed in ambulatory surgical 
centers. 

Birthinq Center Services 

Covered birthing center services include ai7 in i t ia l  prenatal v i s i t ,  foll  ow-up 
prenatal visi ts ,  delivery and up t o  two follow-up postnatal v is i t s  within 4-6 
weeks of the delivery date. 

Dental Services 

Coverage i s  limited b u t  includes X-rays, f i l l inps ,  simple extractions, and 
emergency treatment for pain, infection and hemorrhage. Preventive dental care 

'x?il 
i s  stressed for individuays under age 21. 

<&# 

Fami 1 y Plann ing  Services 

Cokprehensive family planni.ng services are available t o  a1 1 eligible Title XIX 
recipients of childbearing age and those minors who can be considered sexually 
active. These services are offered through participating agencies such as 
1 ocal county health departments and independent agencies, i .e., PI anned 
Parenthood Centers. Services are also available through private physicians. 

A complete physical examination, counseling , contraceptive education and 
educational materi a1 s , as we1 1 as the prescribing of the appropriate ccntra- 
ceptive method, are avail able through the Family Planning Services element of 
the KMAP. Follow-up visi ts  and emergency treatments are a1 so provided. 

Hearing Services 

Hearing evaluations and single hearing aids, when indicated, are paid for by 
the program for eligible recipients, t o  the age of  21. Follow-up vis i t s ,  a s  
well as check-up visi ts ,  are covered through the hearing services element. 
Certain hearing aid repairs are also paid through the program. 



APPENDIX I 

CABINET FOR HUPAN RESOURCES 
DEPARTMENT FOR MEDICAID SERVICES 

KENTUCKY MEDICAL ASSISTANCE PROGRAM ( KMAP) SERVICES 

Home Health Services 

Ski1 l e d  nursing services, physical therapy, speech therapy, occupational 
therapy and aide services are covered when necessary t o  help the pa t ien t  remain - 

a t  home. Medical socia l  worker services are covered when provided as p a r t  o f  
these services. Home Health coverage a1 so includes disposable medical suppl i es  ; 
and durable medical equi pment , appl iances and cer ta in  prosthet ic  devices on a 
preauthorized basis. Coverage f o r  home heal th  services i s  no t  l i m i t e d  by age. 

Hospital Services 

Inpat ient  Services 

* 
KMAP benef i ts  include reimbursement f o r  admissions t o  acute care hospi ta ls f o r  . 

the management 05 an acute i l l ness ,  an acute phase o r  complications of a 
chronic ill ness, i n j u r y ,  impairment, necessary diagnostic procedures, materni ty 
care, and acute psych ia t r ic  care. A1 1 non-emergency hosp i ta l  admissions must 

--I 
be preauthori zed by a Peer Review Organization. Certain surgical  procedures 
are not  covered on an inpa t ien t  basis, except when a l i fe - threaten ing s i t u a t i o n  - 
ex is ts ,  there i s  another primary purpose for  admission, o r  the physician - 

c e r t i f i e s  a medical necessity requ i r ing admission t o  the hosp i ta l  . Elect ive 
and cosmetic procedures are outside the scope of program benefits. 
Reimbursement i s  l im i t ed  t o  a maximum o f  fourteen (14) days per admission. 

Outpatient Services 

Benefi ts o f  t h i s  program element include diagnostic, therapeutic, surgical  and 
rad io log ica l  services as ordered by a physician; c l i n i c  v i s i t s  , selected 
b io log ica l  and blood consti tuents , emergency room services i n  emergency 
s i tuat ions as determined by a physician; and services o f  hospital-based 
emergency room physicians : 

There are no 1 imi ta t ions on the number o f  hospi ta l  outpat ient  v i s i t s  or  
services avai 1 abl e t o  program recipients. 
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CABINET FOR HUMAN RESOURCES 
DEPARTMENT FOR MEDICAID SERVICES 

KENTUCKY MEDICAL ASSISTANCE PROGRAM ( KMAP) SERV I CES 

B. Services provided t o  recipients who are also medically eligible for 
Medicare benefits in the skilled nursing faci l i ty.  

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

- F u l l  cost for the full  length of stay after  the 100th day i f  
24-hour skilled nursing care i s  s t i  11 required., 

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

,Intermediate Care Facility Services 

The KMAP can make payment t o  intermediate care faci l i t ies  for: 

A. Services provided t o  recipients who require intermittent ski Iled nursinr: 
care and continuous personal care supervision.* 

B. Services provided to-Medicaid recipients 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 n o t  provided by 
community resources .** 

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

**Need for the ICF/MR/G 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 i s  no limit on 
length of stay; however, the need for inpatient psychiatric hospital services 
must be verified th rough  the utilization control mechanism. 
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KENTUCKY MEDICAL ASSISTANCE PROGRAM ( KMAP ) SERVI CES 

Comnunity Mental Health Center Services 

Comnunity mental health-mental retardation centers serve recipients of a l l  ages 
i n  the community sett ing. 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 possibly avoid hospitalization. 
.There are fourteen (14) major centers, w i t h  many sate1 1 i t e  centers avai 1 able; 
Kentucky Medical Assistance Program reimburses private practicing psychiatrists 

d') C* 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 i s  available for  services performed by a participating 
Advanced Registered Nurse Practitioner - Nurse Midwife. Covered services 
include an in i t i a l  prenatal visit,  follow-up prenatal v i s i t s ,  del ivery and u p  
to two follow-up post partum v i s i t s  w i t h i n  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 i l lnesses are covered by the 
KMAP. The Department i s  a'dvised regarding the outpatient drug coverage by a 
formulary subcommittee composed of persons from the medical and pharmacy 
professions. A Drug List i s  available to individual pharmacists and physicians 
upon request and routinely sent t o  participating pharmacies and long-term care 
f ac i l i t i e s .  The Drug List i s  distributed quarterly with monthly updates. 
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CABINET FOR HUMAN RESOURCES 
DEPARTMENT FOR MEDICAID SERVICES . 

KENTUCKY MEDICAL ASS I STANCE 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 Preauthorization Program. 

Physician Services 

Covered services include: 

Office visi ts ,  medically indicated surgeries, elective sterilizations*, 
deliveries, chemotherapy, radio1 ogy services, emergency room care, anesthesi- 
ology services, hysterectomy procedures*, consul tations , second opinions prior 
t o  surgery, assistant surgeon services, oral surgeon services , psychiatric 
services. 

'3 
*Appropriate consent forms must be canpleted prior t o  coverage o f  these procedures. 

Non-covered services i ncl ude: 

Injections, imnunizations, supplies, drugs (except anti-neoplastic drugs), 
cosmetic procedures, package obstetrical care, contact 1 enses , IUDs, 
diaphragms, prosthetics , various administrative services, miscel lane~us 
studies, post mortem examinations, surgery not medically necessary or 
indicated. 

Limi ted coverage : 

One comprehensive office vis i t  .per twelve (12) month period, per patient, per 
physician. 



,( --, 
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CABINET FOR HUMAN RESOURCES 
DEPARTMENT FOR MEDICAID SERVICES 

APPENDIX I 

KENTUCKY MEDICAL ASSISTANCE PROGRAM ( KMAP ) SERVICES 

Physician Services (Continued) 

The f a l l  owing 1 aboratory procedures are covered when performed i n  the office by 
an M.D. or osteopath. 

Ova and Parasites (feces) 
Smear fo r  Bacteria, stained 
Throat Cultures (Screening) 
Red Blood Count 
Hemoglobin 
White Blood Count 
Differential Count 
Bleeding Time 
Electrolytes 
Glucose To1 erance 
Skin Tests for: 

H i  stop1 asmosi s 
Tuberculosis 
Coccidioidomycosis 
Mumps 
Bruce1 1 a 

Complete Blood Count 
Hematocri t 
Prothrombin Time 
Sedimentation Rate 
Glucose (Blood) 
Blood Urea Nitrogen (BUN) 
Uric Acid 
Thyroid Profile 
Platelet  Count 
Urine Analysis 
Creatinine 

Podiatry Services 

Selected services provided by licensed podiatrists are covered by the Kentucky 
- 

Medical Assistance Program. Routine foot care i s  covered only for certain 
medical conditions where such care requires professional supervision. 

Primary Care Services 

A primary care center i s  a comprehensive ambulatory health care f ac i l i t y  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 1 imitations appl icable to  individual program benefits 
are generally applicable when the services are provided by a primary care 
center. 

;;;a > ' 
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CABINET FOR HUMAN RESCURCES 
DEPARTMENT FOR MEDICAID SERVICES 

KENTUCKY MEDICAL ASSISTANCE PROGRAM ( WAP ) SERVICES 

Renal Dialysis Center Services 

Renal service benefits include renal dialysis , certain suppl ies and home 
equipment . 
Rural Health Clinic Services 

Rural health clinics are ambulatory health care faci l i t ies  located in rural, 
medically underserved areas. The program enphasizes preventive and maintenance 
health care for people of al l  ages. The clinics, t h o u g h  physician directed, 
must also be staffed by Advanced Registered Nurse Practitioners. The concept 
of rural health clinics i s  the utilization of mid-level practitioners t o  
provide quality health care in areas where there are few physicians. Covered 

P ; 

services include basic diagnostic and therapeutic services, basic laboratory 
services , emergency servf ces , services provided through agreement or 
arrangements, visiting nurse services and other ambulatory services. ,) 
Screening Servi ces 

Through the screening service element, eligible recipients, age 0-thru birth 
month of 21st birthday, may receive the following tests  and procedures as 
approppiate for age and health history when provided by participating providers: 

Medical H i  story Tuberculin S k i n  Test 
Physical Assessment Dental Screening 
Growth and Developmental Assessment Screening for Veneral Disease, 
Screening for Urinary Problems As Indicated 
Screening f o r  Hearing and Assessment and/or Updating 

Vision Problems o f  Immunizations 

Transportation Services 

Medicaid may cover transportation t o  and from Title XIX-covered medical services 
by ambulance or other approved vehicle i f  the patient's condition requires 
speci a1 transportation. A1 so covered i s preauthori zed non-emergency medical 
transportation t o  physicians and other non-emergency , Medi caid-covered rcedical 
services. Travel t o  pharmacies i s  not covered. . . 
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CABINET FOR HUMAN RESOURCES 
DEPARTMENT FOR MEDICAID SERVICES 

KENTUCKY MEDICAL ASSISTANCE PROGRAM ( KJAP) SERVICES 

Vision Services 

Examinations and certain diagnostic procedures performed by ophthalmologists and 
optometrists are covered for recipients of a1 1 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 Fami 1 ies 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 each time a service is received. 

c!??:: 
;;;:;:;; J ?,.,? AES/MR: The A1 ternative Intermediate ServicesjMental '~etardation (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). Comnunity mental health centers arrange fcr and provide 
these services. 

HCB: A home- and community-based services project provides 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 i l l  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 
i n  the hospice care scope of benefits. 

'3 
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CABINET FOR HUMAN RESOURCES 
, , > ~ $  '.! "2 DEPARTMENT FOR SOCIAL INSURANCE 

DIVISION OF MEDICAL ASSISTANCE 

ELIGIBILITY INFORMATION 

Programs 

The Department for  Social Insurance, Division of Field Services local office 
s ta f f  have primary responsi bi 1 i ty  for  accepting and processing appl i cations for  
benefit programs administered by the Cabinet for  Human Resources, De.partment 
for  Social Insurance. These programs, which include el igi bi 1 i ty for  Medicaid, 
i ncl ude: 

AFDC (Aid to  Famil ies  with Dependent Children) 

AFDC Re1 ated Medical Assistance 

State Supplementation of the Aged, Blind, or Disabled 

Aged, Bl i nd , .or Disabled Medical ~ s s i  stance 

Refugee Resettlement Programs 
?*. i.3 

Any individual has the right to  apply for  Medicaid and have e l ig ib i l i t y  de- 
termined. Persons wanting to  apply for  Medicaid benefits should be referred 
to  the local Department for  Social Insurance, Division of Field Services office 
in the county in which they live.  Persons unable to  v i s i t  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  v i s i t  the office. 

In addition to  the programs administered by the Department for  Social Insurance, 
persons el igi ble for  the federal ly administered Supplemental Security Income 
(SSI) program also receive Medicaid through the Kentucky Medical Assistance 
Program. El igibil  i t y  for  SSI i s  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, bl indness , or disabi l i ty ,  in addition to other e l ig ib i l i t y  requirements. 
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DIVISION OF MEDICAL ASSISTANCE 

ELIGIBILITY INFORMATION 

MAID Cards 

Medical Assistance Identification (MAID) cards are issued monthly to  recipients 
w i t h  ongoing el igi  b i  1 i ty  . These cards show a month-to-month el i gi bi 1 i ty 
period. 

Eligible individuals with excess income for  ongoing el igi  b i  1 i ty may be el  igtble 
as a "spend down" case i f  incurred medical expenses exceed the excess income 
amount. Individuals e l igible  as a "spend down" case receive one MAID card 
indicating the specific period o f  el igibi 1 i ty .  After th i s  e l ig ib i l i t y  period 
ends, the person may reapply fo r  another "spend down" e l ig ib i l i t y  period. 

MAID cards may show a retroactive period of e l ig ib i l i ty .  Depending on the 
individual circumstances of e l ig ib i l i t y ,  the retrospective period may include 
several 'months. 

Duplicate MAID cards may be issued for  individuals whose original card i s  l o s t  
or stolen. The recipient should report the los t  o r  stolen card to  the local 

I 
Department for  Social Insurance, Division of Field Services worker responsible 
for the case. 

Verifying El ig ib i l i ty  

The local Department for  Social Insurance, Division of Field Services s taff  
may provide e l ig ib i l i t y  information to  providers requesting MAID numbers and 
e l ig ib i l i t y  dates for  active, inactive or pending cases. 

The Division of Medical Assistance, El igi  bi 1 i ty Services Section a t  (502) 
564-6885 may a1 so verify el i gi b i  1 i ty for  providers. 
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CABINET FOR HUUn RESOURCES 
DEPARTMEWI FOR SOCIAL INSURAWCE 
DIVISION OF MEDICAL ASSISTANCE 

KUCNCKY MEDICAL ASSISTANCE IDENTIFICATION (M.A. 1 .Do) CARD 

(FRONT OF CARD) 
Oepartmcnt for Social I 

J 

q Insurance case numbcr. Medical Insurance 

~ ~ i g i b i l l t y  Period 1s the This i s  NOT the M i c a 1  Coda f ndicaks 

m t h . .  day and year of Assistance Ident i f icat ton type of fnsurance 
coverage. - 

I(MAP e l  1 g i  b i  1 I ty  represent- Number. 
ed by t h i s  card. "Fromu 

b 

date i s  P f r s t  day of e i i g i -  
b i  1 i t y  o f  t h i s  card. "To" b Medical Assistance Ident i f icat ion 
date i s  the day e l i g i b i l i t y  Number (MID) i s  the 10-digi t 
of this card ends and i s  not number required f o r  b i  11 i ng  
included as an e l i g i b l a  day. medical services on the claim 

form. . 
I 

rn.R 
I Y n  
m 

\ 06-01-85 / 
TO 07-01-85 037 C 000123456 

CML Wf AN0 Aoon(SSS 
8 0 

Smith, Jane 123456789a 2 0353' M I  
Smith, Kim 2345678912 2 1284 

Jane Smith 
400 Block Ave. 
Frankfort, KY 
10601 

Case name and address show t o  
whom the card i s  mailed. 
name i n  th is  block may be that 
of a re la t i ve  or  other interested 
party and may not be an e l i g ib le  

N m s  of manbe- el ig i  ble Date of B i r t h  shows 

fir Medical Assf s t m u  month and year of 

a m ~ r u .  t ) r a ~ ~  
b i r t h  o f  each member. 

: penons rhos* nurnr arr Refer to  th is  block 

, tn t h i s  block a n  el iglbfe 
when providing services 

Y.H.A.P. b e f i t s  l imi ted to age. 
i 
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CABINET FOR HUMAN RESOURCES 
DEPARTMENT FOR SOCIAL INSURANCE 
DIVISION OF MEDICAL ASSISTANCE 

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

(BACK OF CARD) 

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

I 

-0- 
m m m * D w m . y . n  

a r v  
1111.nI-L 

m m - 0 w - m  1040- 
mu* . r l ) u o m m -  
- ~ w m - l - m M m N D - - *  
).IIIL~--__IILIm(..-- - M C w m  

011(11~-1- 

oky...)-- 

I - a T n  -- 
& m & C *  0.' 
b m r a  # r r  

I . 0 1 W W "  c m m m r r a -  
* raw- -  L - - n  
t.mC)IYmmU- I - *UII.III 
P.-(YI-  L I I  W 

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

meclnon w T a n m m m ~ w u r * . ) - - " m ~ F . n C m m m ~ m . l r ~  

~ r r r w c r a o u r r r ~ V a m ~ ~ r k C  
m m m m m ~ ~ m m w n ~ a m m m w - m n  

RIUCICNT W 
L n a ~ , m I r m r r n m r r ~ ,  

- a u - C n r r r v m ~  
HIII1111111l1m1II)W-o 
- q m C - - - J - a a  
---I--- _- - .  . . 

a m a - m ~ a ~ ~  
mum..-1).11),.*. 

L h l - e N w * W t U . ) . I ) I I ) m u m ( ~ a  
U ~ * . ) ~ - ~ . ) W L ~  
L - I ~ I ~ Y N H ~ v w -  
m ~ a ~ . l l m a - ~ . r r r m . a r r .  

L * - 3 - a m - k  
L I , , , a . ) - v - - -  

- W O N - - -  U U -  

$1- 
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CABINET FOR HUMAN RESOURCES 
DEPARTMENT FOR MEDICAID SERVICES 

APPENDIX 11-B 

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. 

I Thrs card cemfies that the Denon liStw on me front of this card is ellglDle dunng Me penod indicated for current benefits of Me Kentucky Medical 
Assistance Program. Payment for physictin and pharmacy servlces 1s limited to ..- the pnysluan and pharmacy appearing on the front of this card. I 
In the event of an' emergency. payment can be made to any participating ph\lslccar or part~c~pating pharmacy render~ng service to thls person. if 
it IS a covered service The patlent 1s not restrlctw w~th regard to other servres. hswever. pavment can only be made wcthln the xope of Program 
oenehts Rec~p~ent ternporanly out of state may recetve emergency medtca~d services bv havlro the provlder Contact the Ken!uC@ Cabinet for HumaP 
Resources. OVISIO~ of MedlcaI Assstance ~YBSUOPS regardmng scope of servlces shor,~; 5e directed lo the Lock-In h r d ~ n a t o r .  call iy Us ) 
502-564-5560 

I ./ou are hereby notified that under State Law. KRS 205 624. your r~ght to th~rd pam Udynta ! has been assigned to the Cab~net for the amount of 
inedlcal assistance paid on your benalf I - --.- - -. . --- - 

Insurance Igd~l~l~~11~w~ - , . . -a:  :ri s ~ .  ,e .ntormatlon and agree wnh 

: . 1.: i Meo,rdraGnly G. ina l l ou~  *:.+ ~,.:,.mt,,bs ~UIIIIW ana erpluneo lo me 

= C 3 7 5  MwrareGnly v- *+a I- M j w l t n  ..c ,I . .  -.: . 
:.Born PansP d 6M1cart .I. and of : i r k w w ~  

C 3tueC:oss Blue Sh~eo L. Aosan Parents ~~~sufatt:e 

i 81~e i t " ss  &.,a Snwa Malor MNme 
MEU . N unolh; Mne vr'arxerr 

F i r  . i ~ e  Mea.cal lns~rance P E)I~CI ~ u r q  
-. .. --- 

Sqngnoture JI R-t of QeprwuIutnm Dne 
--- - -- - - - - - . . - - . -. - - . . - . . - - 

\ R&.,1)0!EkI .is je9'JlCEj 

Federal law provides 000 fine or ~rnprisonment tor e year. or botlr for anyone who willfully gi 
for medical asslstanc report changes relating to eligiallity. or petn~rtr use of the card by an i 

Notification to recipient of 
assignment to the Cabinet for 
Human Resources of third party not requi red. 
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CABINET FOR. HUMAN RESOURCES 
DEPARTMENT .FOR MEDICAID SERVICES 

KENTUCKY PATIENT ACCESS AND CARE (KENPAC) SYSTEH CARD 

Department for Social Insurance case 
(FRONT OF CARD) number. This is NOT the Medical 

-+ Assistance Identification Number. 

Eligibility Period shows dates of 
el i gi bi 1 i ty represented by thi s card. 
"Fromu date is first day o f  eligi- 

1 -- I I M". , ; , -" I*' m-" I,., - 

ATENTION SHOW THIS U R O  TO VENWRS W E N  
APPLYING FOR MEOICAL BENEFITS 

the card is mailed. This person 
may be a relative or other 

Medical Assistance Identification 
Number (MAID) is the 10-digit number 
requi red for bi 1 1  ing medical services 
on the claim form. 

L 
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CAe?hET FOR HUWN RESOURCES 
DEPARTMENT - FOR MEDICAID SERVICES 

KENTUCKY PATIENT ACCESS AND CARE (KENPAC) SYSTEM CARD 

(BACK OF CARD) 

Information to Recipients, including 
Insurance Identification codes which 1 irni tations , coverage and emergency 
indicate type of f nsurance coverage care through the KenPAC system. 
as shown on the front of the card 

1. r r * o r g r W U n P r C 0 n n ~ l 0 0 n ~ ~ ~ u . ( ~ m ~ . m t 6 * O m # ¶ a v ~  c4wuwl nowas4 
ma ouwcm.  norno noam a#*. ~amrr ton wnaurtwr sur#uc c r t w  wmwr  cwr  cmcu  
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P.L. 92-653 LAGS OF 92nd C0:iG.--2nd S i S S .  (As Gzended) 

PEtlALTlES 

Sect ion 1909. (a) Uhoever-- 

'l 

(I) knowingly and w i l l f u l l y  makes o r  Causes t o  be made any fa:se s t a t e n r n t  2r  representatron o f  a  m a t e r ~ a i  

f a c t  i n  any app l i ca t ion  f o r  any b e n e f i t  o r  payment under a State p lan approved under this t i t l e ,  
( 2 )  a t  any time knodingly and w i l l  f u l  I y  makes o r  causes t o  be made any fa lse  statement o r  representat ion 

of a  mater ia l  f a c t  f o r  use i n  determining r i y h t s  t o  such b e n e f i t  o r  payment. 
(3 )  having knowledge o f  the occurrence of any event a f fec t tng  ( A )  h i s  i n i t i a l  o r  continued r r g n t  t~ any 

- such bene f i t  o r  paymer.t,- o r  (8 )  the i n i t i a l  o r  continued r i g h t  t o  any such bene f l t  o r  payment o f  any other  
indiri&&-in whose behalf-  he has appl ied f o r  o r  i s  receiv ing such b e n e f i t  o r  paylent,  conceals o r  f a i l s  t o  
d isc lose  such event w i th  an i n t e n t  f raudu len t l y  t o  secure such b e n e f i t  o r  payment e i t h e r  i n  a greater  amunt  o r  
q u a n t i t y  than i s  due o r  when no such benef i t  o r  Paynlent i s  authorized, o r  

( 4 )  having rnade app l i ca t ion  t o  receive any such b e n e f i t  o r  payment f o r  the use and b e n e f i t  o f  another and 
having received it, knowingly and w i l l f l ~ ' ' ~  Convsrts such b e n e f i t  o r  payment o r  any p a r t  thereof t o  a use other  
than f o r  the use and bene f i t  o f  surli ' .  . .,.SUII, 

s h a l l  ( i )  i n  the case of such ? statsan2nt, r e v r e ~ e n t a t i o n ,  concealnent. fai:i.ire, o r  conver;ion 5y any person i n  
connection w i t h  the furn ish ing (by tha t  person) of i ten5 O r  services f o r  which paytnan: i s  o r  cay be nade ~jnder t h i s  

t i t l e .  be g u i l t y  of a  felony and upon conv ic t ion  thereof f ined n o t  lsoro tnan 525.000 o r  imprisoned f o r  no t  more tnan 
f' lve years o r  both, o r  ( i i  ) i n  the case of such a statement, representat ion, conceal~aent, f a i l u r e ,  o r  conversion by 
any other  person, be g u i l t y  of a  misdemeanor and upon conv ic t ion  thereof f i ned  no t  more than S10,CtOO o r  imprisoned . 
f o r  n o t  more than one year, o r  both. I n  addi t ion,  i n  any case *here an i n d i v i d u a l  who i s  o ther r i se  e l i g i b l e  f o r  
assistance under a State p lan approved under t h i s  t i  tie i s  convicted o f  an offense under the p r e c e d i n ~  prov is ions 
a f  t h i s  subsection, the State may a t  i t s  op t ion  (notwi thstanding any o ther  p rov is ion  o f  t h i s  t i t l e  . I .  or sucn p lan)  
l i m i t ,  r e s t r i c t ,  o r  suspsnd the e l i g i b i l i t y  of t h a t  i nd iv idua l  f o r  such per iod (not  exceeding one yu.~t-) d;  i t  deeens 
appropriate; bu t  the imposi t ion . o f  a 1 im i ta t ion ,  r e s t r i c t i o n ,  o r  suspenston w i t h  respect t o  the e l i g i b i l i t y  o f  any 
ind iv idua l  under t h i s  sentence s h a l l  n o t  a f fec t  the e l i g i b i l i t y  of any other  person f o r  assistance under the plan, 
regardless o f  the re la t ionsh ip  between :hat i n d i v i d u a l  and such other  person. 

(b)  ( I )  Whoever knowingly and. w i l  l f u l l y  s o l i c i t s  o r  receives any remuneration ( inc lud ing  any kickback. br ibe.  
o r  rebate)  d i r e c t l y  o r  i n d i r e c t l y .  o v e r t l y  o r  cover t l y ,  i n  cash G r  i n  kind--, 

(A) i n  r e t u r n  f o r  r e f e r r i n g  an i n d i v i d u a l  t o  a person f o r  the fu rn ish ing  o r  arranging f o r  the fu rn ish ing  
o f  any itern o r  serv ice f o r  which payrnent may be made i n  whole o r  i n  p a r t  urider t h i s  t i t l e ,  o r  - (8)  i n  r e t u r n  f o r  pur-chasing, leasing, ordering, o r  arrangi5g f o r  o r  reco:a~::ending purchasing, leasing., o r  

o rder ing  any good, f a c i l i t y ,  service, o r  i tem fo r -wh ich  paynent may be made i n  *hole o r  i n  p a r t  under t h i s  
t i t l e .  

s h a l l  be g u i l t y  of a  felony and upon conv ic t ion  thereof, sha l l  be f ined no t  more than 525,000 o r  imprisoned f o r  flu:. 
more tnan f i v e  years. o r  both. 

(2 )  Whoever knowingly and w i l l f u l l y  o f fers  o r  pays any r r i u n e r a t i o n  ( i n c l u a i n ~  any kickback, br iba,  o r  rebat?)  
d i r e c t l y  o r  i n d i r e c t l y .  o v e r t l y  o r  cover t l y ,  i n  cash o r  i n  k ind t a  any p o r i c f l  :CJ induce s ~ c h  p?-s3n-- 

( A )  t o  r e f e r  an ind iv idua l  t o  a person f o r  the fu rn ish ing  o r  arranging f o r  the furn isn ing o f  any i tem o r  
serv ice f o r  which payment may be made i n  whole o r  i n  p a r t  urider t h i s  t i  t l c ,  o r  

( 6 )  t o  purchdse. lease. order, o r  arrange f o r  o r  r e c m e n d  purchasinq. leasing, o r  ordering any goad, 
f a c i l i t y ,  service, o r  itetn f o r  which payment may be made i n  whole o r  i n  p a r t  under t h i s  t i t l e ,  

s h a l l  he g u i l t y  o f  a  felony and upon conv ic t ion  thereof sha l l  be f i n e d  n o t  more than Si5.000 o r  i~nprisoned f o r  no t  
more than f i v e  years, o r  both. 

( 3 )  Paragraphs (1 )  and (2 )  s h a l l  not  apply to-- 
( A )  a discount o r  o ther  reduct ion i n  p r i c e  obtained by a 2rov ider  of services o r  other enti;, under tn!s 

t i t l e  i f  the reduct ion i n  p r i ce  i s  proper ly  disclosed and appropr ia te ly  re f lec ted  i n  the costs c1ai:~ed o r  cnarges 
made by tne p r o v i d r r  o r  e n t i t y  under t h i s  t i t l e ;  and 

( 3 )  any amount paid b y a n  employer t o  an e.nployee (dho has a bona f i d e  eaploy!nent r e l a t i o n s h i p  d i t n  sucn 
eeployer) f o r  employment i n  the p rov is ion  o f  covered i t e m  o r  services. 
( c )  k'hoever knowingly and  illf fully makes o r  causes to  be made, o r  irrduces o r  seeks to  inlh,ce t9e ~ndring o f ,  

any fa l se  statement o r  representat ion o f  a  mater ia l  f a c t  ni:h respect t o  the condi t ions O r  op2rf:iun af atry i n s t 1 r ~ t i : ~ n  
o r  f a c i l i t y  i n  order tha t  such i n s t i t u t i o n  o r  f a c i l i t y  may q u d l i f y  ( e i t s e r  up\)n i n i t i a l  c c r t i f i c a t l o n  o r  u p m  r e c c r t i -  
f i c ~ t i o n )  as a hosp i ta l .  s k i  l led nlrrs rnij f a c i l  i tv.  in tcn!~cct ia t~:  care fcrci l i ty.  o r  tlo.~c t i c ~ l  t t ~  dcj1~11cy jG15 itio:~! tvr'::,. dre 
r~nploycd i n  t h i s  t i t l e )  slid1 1 be g u i l t y  of a  f e l u ~ ~ y  and upon convic t ior i  t t~e reo f  s r ~ d l  1 ae f ined 81o.t !:lore tt:ari S:':.IJLJ 
o r  i~nprisoned f o r  not  oiore than f i v e  years, o r  both. . 

( d )  Vnoevcr knovinglg and w i l l f u l l y - -  
( 1 )  cn,lrqes. f o r  any service provide.1 tu  a pa t ien t  uc~der .> S:at? ;]!,I!: ,1;.i!rP,fed under t n i s  t i  t i e ,  :::onPy- C'r 

o ther  considerat ion a t  a  r a t e  i n  excess o f  r a t e r  rs:ab) isheC by :he Stat-2, ' J r  

( 2 )  charges, s o l i c i t s .  accepts. o r  receives, i n  add i t i on  t o  any anlor~nt o t r l c rd l ie  rezjuired :o t l @ i  p a i r i  .Jrl;r?r 

a State ?Ian approved under t h i s  t i t l e .  any p i f t .  wney ,  danation, o r  0tr1or  ~3n:l . j?r3t l ;n !~:rror t'rarr 3 ~ n ? r :  :dale, 
re1 igious, o r  ph i lanthropic  c o n t r i b u t i o n  frcin an organizat ion o r  froin a per;an unrelated to  the ;3:ienr. 1 - -  

( A )  as a precondi t ion o f  admi t t ing a p a t i e n t  t o  a hosp i ta l ,  s k i l l e d  nursiny f a c i l i t y ,  a r  i n temedra te  
care f a c i l i t y ,  o r  

( 0 )  as a requirement f o r  the p a t i e q t ' s  continuad stay i n  such a f a c i ? i : j .  
when the cost  o f  the services provided there in  t o  the p a t i e n t  i s  pa id f o r  ( i n  M o l e  o r  i n  p a r t )  unaer :he State ~\ 
plan, 

s h a l l  be g u i l t y  of a  felony and upon conv ic t ion  thereof sha l l  be f inea no: [ lore tnan $25,000 o r  i .q r i ssned  f o r  no t  
,) 

more than f i v e  years, o r  both. -. - 
*. 



APPENDIX I V  -A 

KENTUCKY MEDICAL ASS1 STANCE PROGRAM 

Prov ide r  Informa t i o n  

- 1. Name: 
Y--rp. 

2. 
S t r e e t  Address, P.O. Rox, Qoute Number ( I n  Care of ,  A t ten t ion ,  etc.)  

- 3 .  - 
c i  t~ Sta te  Z i p  Code . 

. . 
Area Code Telephone Number 

5. 
Pay to, I n  Care of, A t ten t ion ,  e t c .  ( I f  d i f f e r e n t  from above) 

- 
Pay t o  Address ( I f  d i  f f e r e n t  from. above) . . 

Federal 61nployer I D  Number: 

Soci d l  Securi t y  Number: 

License Plumber: 

L icens ing Board ( I f  App l i cab le ) :  

O r i g i n a l  L icense Date:. 

KMAP Prov ider  iJumber ( I f  Known) : 

Medicare Prov ider  Plumber ( I f  Appl icab le) :  

P rov ider  Type o f  P rac t i ce  Organizat ion:  

f /  - Corporat ion ( P u b l i c )  f /  - I n d i v i d u a l  P rac t i ce  /I/ Hospi tal-Based Phys ic ian 

c/ Corporat ion (Pr ib iate) /I/ Par tnersh ip  r /  - Group P rac t i ce  

/_/ Heal t h  Maintenance f /  - P r o f i t  
Orgdni za t i o n  

r /  Non-Prof i t - 

15. If group p rac t i ce ,  Number o f  Prov iders  i n  Group ( s p e c i f y  p rov i de r  type) :  



16. If corporation, name, address and telephone nunber o f  Home Of f ice :  ,2' 
Name : 

Ad dres s : 

Telephone Number: 

Name and Address o f  Off icers: 

17. I f  Partnership, name and address o f  Partners: 

18. Nat ional  Pharmacy Number ( I f  Applicable):  
(Seven-Oigi t Number Assigned by 
National Pharmaceutical Associ a t i o n )  

19. Physici an/Professional Specialty:  

--- - 

20. Physici an/Professional Speci a1 ty  C e r t i f i c a t i o n :  



31, Yanagement Firm ( I f  Appl icable)  

Name : 

Address: 

32. Lessor ( I f  Appl icable)  

Name : 

Address: 

33. O l s t r i b u t i o n  o f  Beds i n  F a c i l i t y  --Complete f o r  a l l  l e v e l s  o f  care 

Tota l  T i t l e  X I X  
Total  Licensed Seds C e r t i f i e d  Beds 

Hos p i  t a l  Acute Care 

Hospi t a l  Psych ia t r i c  

Hosp i ta l  TB/Upper 
2espi ra t o r y  O i  sease 

. S k i  1 l e d  Nursing Faci 1 i ty 

I n t e n e d i  a t e  Care Faci 1 i ty 

I C  F/MR /DO 

Personal Care F a c i l i t y  

34. SNF, ICF, ICF/MR/OO Owners w i t h  5% o r  More Ownership: 

Name - Address 
Percent o f  
Owners h i p 



35, I n s t i t u t i o n a l  Review Committee Members ( I f  Appl icable) :  

36. Providers o f  Transportat ion Services: 

Yo. o f  Ambulances i n  Operation: No. of Wheelchair Vans i n  Operation: 

Total  No. o f  Employees: (Enclose l i s t  of names, ages, experience h t ra in ing . )  

Current Rates : 

A. Basic Rate $ (Includes up t o  miles.) 

B. Per M i l e  s ' - 
C. Oxygen $ E. Other 

D. Extra Pat ient  $ $ 

37. Provider Authorized Signature: 

Name : 

T i  t l e :  

Date: 



APPENDIX V 

DEPARTMENT FOR HUMAN RESOURCES 
BUREAU FOR SOCIAL INSURANCE 
D I V I S I O N  FOR MEDICAL ASSISTANCE 

ADMINISTRATIVE POLICIES AGREEMENT 

- - 

I. Agreement o f  Par t i c ipa t ion  

A f t e r  endorsement by the f o r  the 

t o  par t i c ipa te  i n  the 

. KMAP Family Planning Program, and p r i o r  t o  implementation o f  the Program, 
an Agreement o f  P a r t l c i  pat ion and Statement o f  Agency Authorization, i f  
applicable, signed by the Appointing Authori ty, w i l l  be submitted t o  the 
Di rec tor  o f  the Kentucky Medical Assistance Program, Bureau f o r  Soci a1 
Insurance. 

I I. Governing Body 

The i s  t o  serve as the 
governing body l e g a l l y  responsible for  the conduct of the KMAP Family 
Planning Program. 

I 11. Medical and/or Administrat ive Director  

i s  t o  serve as Director  and w i l l  
be responsible f o r  the Family Planning Program and the establishment o f  
administrat ive po l ic ies .  

I V .  Sta f f  

1. (Nurse) i s  designated t o  be responsible for  
the implementation o f  the Family Planning Program. 

2 .  The fo l lowing personnel w i  11 
par t i c ipa te  i n  the fami ly planning c l i n i c s  on a regular  basis w i th  
changes t o  be made as necessary: 

( L i s t  personnel, pos i t ion c lass i f i ca t ion ,  and descr ipt ion o f  as- 
signed duti'es.) 
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APPENDIX V 

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

ADMINISTRATIVE POL I C I  ES AGREEMENT 

Professional s t a f f  w i l l  assume r e s p o n s i b i l i t y  f o r  t he  technical  t r a i n i n g  
o f  paraprofessional c l  i n i c  s t a f f  and w i  11 provide necessary supervi s i  on 
fo r  delegated a c t i v i t i e s .  

3. I f  physic ian attendance i s  deemed necessary, t h i s  w i l l  be provided 

by , M.D. 

V. Avai lable services 

The KMAP Family Planning Program w i  11 provide, but  no t  be 1 im i ted  to ,  
t he  fo l l ow ing  basic services f o r  e l  i g i b i e  rec ip ien ts :  

I n i t i a l  C l i n i c  V i g i t  
Rev is i t s  by Contraceptive Pat ients -- Scheduled 
Annual V i  s i  t s  
Fol low-up Services 
Rev is i t s  by Pat ien t  -- Unscheduled - 

Voluntary S t e r i  1 i zat ion  Counsel i n g  
I n f e r t i  1 i t y  Services 
Vaginal I n fec t i ons  (Diagnosis and Treatment o r  Re fe r ra l )  
Emergency Services 
Inpa t ien t  Services -- ( A f f i  1 i a t i o n  Agreement On1 y ) 
Pregnancy Test i  ng 
Referra ls  

The "Kentucky Medical Assistance Program Pol i c i  es and Procedures f o r  
Family Planning Services" w i l l  be used as reference f o r  techniques and 
procedures. 

V I  . Referra l  Responsi b i  1 i t y  

The c l i n i c  sha l l  be responsible fo r  r e f e r r a l  t o  the proper resource i n  
the  fo l l ow ing  circumstances, and f o r  ensuring t h a t  the  r e c i p i e n t  i s  
accepted by the'resource t o  which he/she i s  referred.  

a. Medical problems ind ica ted by h is tory ,  physical examination, o r  
labora tory  o r  c l i n i c a l  tes t .  

TRANSMITTAL #1 APPENDIX v , Page 2 > 



APPENDIX V 

DEPARTMENT FOR HUMAN RESOURCES 
BUREAU FOR SOCIAL INSURANCE 
D I V I S I O N  FOR MEDICAL ASSISTANCE 

ADMINISTRATIVE POL1 C I  ES AGREEMENT 

b. For pregnancy-re1 ated services when appropriate. 

c. For socia l  case work not  appropr iate ly handled by agency personnel. 

V I I .  Follow-UP 

When the physician's r e f e r r a l  has been completed and returned t o  the 
agency, follow-up services w i  11 be provided as indicated. 

V I  11. Equipment and Supplies 

Par t ic ipat ing c1 i n i  cs sha l l  have the equipment and supplies necessary t o  
provide the services deta i led i n  Section 11-C, Available Services --KMAP 
Pol i c i  es and Procedures f o r  Fami 1 y P l  anni ng Services . " 

I X .  Program Implementation 

1. A1 1 services w i l l  be provided as out1 ined i n  the KMAP Po l i c ies  and 
Procedures Manual. 

2. The par t i c ipa t ing  agency w i  11 be responsible f o r  no t i f y i ng  e l i g i b l e  
rec ip ients  regarding appointments o r  schedules. 

3.  Cl in ics  w i l l  be scheduled i n  such a manner so as t o  avoid undue 
wai t ing f o r  the patient. 

4. C l i n i c  procedures w i l l  be developed as deemed advisable by the 
governi ng body o f  the agency. 

5. Each member o f  the nursing s t a f f  w i l l  be thoroughly f am i l i a r  w i th  
c l i n i c  routines t o  assure cont inu i ty  o f  services i n  case o f  staff  
absences. 
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APPENDIX v 

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

ADMINISTRATIVE POLICIES AGREEMENT 
- 

X. Medical Records 

The shall maintain the required 
Kentucky Medical Assi stance records for  each recipient with a1 1 entries 
kept current, dated and signed. 

1. Patient History (Medical, Psychiatric and Social ) 
2. Physical Examination Records 
3. Laboratory Report 
4. Description of Visits 
5. Referral Records 
6. Fol 1 ow-up Records 
7. Written consent i f  a patient i s  to be s ter i l ized 

In addition, appropriate reco.rds w i  11 be ini t ia ted,  or existing records 
used, for  each recipient. Results of t e s t s  and other services will be 

. recorded as indicated. -> 
1. Retention 

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

2 .  Availability 

A1 1 medical and f i nanci a1 records, pertai ni ng to services rendered 
in the KMAP Family Planning Program, w i  11 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. 
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Append i x V I -A 
HCPCS Local Fami l y  Planning Serv i  ces 

Procedure/Supply Codes 

Physician 
Medi ca 1 Medical 
R e v i s i t  o r  R e v i s i t  o r  Coun- 

Type o f  In take Follow-up Follow-up s e l  i n g  
Contraceptive or  V i s i t  With V i s i t  Coun- w i t h  a 

I Dispensed - I n i t i a l  P e l v i c  Ex- Without s e l  i n g  3 Mo. 
T t ~ i s  V i s i t  V i s i t  aminat ion Pe lv i c  Exam. V i s i t  Supply 

Coun- 
s e l  i n g  
w i t h  a 
6 mo. 
Supply 

Annual 
R e v i s i t  
and Ex- 
aminat ion 

B i r t h  Control  
P i l l s  

I n t rau te r i ne  
Device 

D i  aphram 
Foam/Condoms 
Rhythm 
I n j e c t i o n  
Referral  f o r  
S t e r i l i z a t i o n  

Other(Speci f y  ) 
None Dispensed 
This V i s i t  



CT, a 
m l l l l l  I t  I 

E - w X  0 QI l l l l l  1 1  I 
3- V)*X 6 1 l 1 1 1  1 1  I 
0 a-.r 
U V)> 2tOL4 X I I I I I  I I  I 

F - . r X C ,  
m m u  (0 
1- C 
E > w -  
E a E E  

e Q C  e 4 

I EC, 00000 00 0 , 

C - r  2 ( U C 3 b V ) h  COQ, 0 
1r- V) d **deb bb b 
0 a8.r * dddbb ed d 
U V)> X  X X X X X  X X  X  

i 
X  
w 2 00000 00 0 

N r n * V ) h  00- 0 
o m m m m m  - m m  m 
e - d * b w r t  brt d 
X  X X X X X  X X  X 

00000 00 0 2 N C 3 d m h  COQ) O 
U1 muammLC) mu3 ua * d-bddd ee d 
X X X X X X  X X  X 

2 00000 00. 0 
NCr)*u)h 0003 0 

N N W N C U N  W N  rU 
6 d d d d c r  *b d 
X X X X X X  X X  X 

00000 00 0 2 N m b m h  
,,A-, 2s 2 

b *ebb* -4.- e 
X  X X X X X  X X  X  



* 
F I I t e r n 1  I Q I  1  

I ~ m m t  ~m r 
'I- 2 1 I I O ? l  1 0  1  
'I- 1  1 0  1  
d 1 %  I 

0 
0 1  1 0 0  1  00 0 
4 I lev) I a m  0 
b I I b b l  d 
(U I I N N  I a g  CU 
X 1  l X X  1  X X  x 



APPENDIX \/I I =-= 
HEALTH INSURANCE CLAIM FORM 
(CHECK APPLICABLE PROGRAM BLOCK B t x o m  

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

Form CHAMWS-SO1 F o ~  ARB-1500 

MEDICARE MEDlCAlO M M P U S  UtAMPVA FEW BUC* LUNG • l M ~ m c A ~ ~  ,MEOICAIO UO I IYONSORS SSW N mLE NO I 0 Iu*~ PCTEH~ECATE SSN) BLUE SHlELD 

PATIENT AND INSURED (SUBSCRIBER) INFORMATION ";I t P4r 'ENrs  N A v c  \ A M  sans? MAME w o o L c  1 *s,atD 5 *rue .As' '.rut i \ rv i  a/ ::.t -. ' ; 0.- t\* S :A'E 36 3IRl*  -L. 

I I 
4 VA1IENr.S AOOREU { S i R l E I  O N  SlA1E .W CODE) 5 PAliENl'S SEX a !NSURED'S : C W FOR sROORAM WECnED A b O V T  l*CLUOE UL 

LETEOSI 

i 

u h r r  SIGNED 

PHYSICIAN OR SUPPLIER INFORMATION 
IWESS .i is' S'IUP-Cut JL .kJCiRI .) ;A~E rmST CCIISll.':; r o c  F i n  ' - 5  .* .I =411€%: -IS PAC SAYS CP 9 0 .  EMEPGEWCV 

'A OAlE J F  
( X C l O t h l ,  MI MSGhANCV ..Yn C D N U r n N  ywua UNES ;a . ~ X L R V  GIVE G C ~ E S  I- t~n - E ~ E  

.? 3AT€ SIlIEW7 4 U  10 1. DATES 0 6  '.:-A. ; 5.0.- rr DATES O f  PARTIAL MY- 

ilE7URN 7 0  a111 

lWIOUG* rm-u l a c : .  j- to<" 

I@ 
NAME 3F  REFiQa.%G .*lrSbC.ANOII ;I-€. SOURCE 14;  =.SclC -€a:- G E W "  T ::: SE5.5ES R(-b*i: .S *.)SR:AdA:lOh 5.6 

I -- - : J r b u Z A l D N  5ArES 

SEL* SPOUSE , OULO 01*€n 

- C ; E h O h E  uc 
o 0 : ~ E n  -EAL.- .IS.RAN~E C c b E ~ l i E  EI'ER %AYE 51 ~ o ~ h i n O ( 0 E R  10 *AS C O N D W h  'E-r'E: '0 

' P 21 NAN ~ N C  .?ORES5 OF ~ACIL.~.  l E a r * C E j  iE.LCIEC to6 37mER TnAN HOME OR OF1CE. 

HEALTH PLAN COPY 

0 A l l  

1) TOUR PA11ENlS A C C W N l  NO 

\j,at3 Z r;c-PESS STSEE: C:tV SrA'E ZIP ',?OEb 

.;,.--:f . 

UU) R A N  NAN€ AN0 ADDRESS AN0 r O W V  3 R  MEDICAL L U l S T A N U  
WLMLI)) 

: SC-aOiL: 

13 A OIAirhCScS 011 N4TURE 51 +ihESS OR 'h4uRr 9E.A.E 3~A ihG51S  :O 'SOCLOLIPL 'h CDL i lY I l  0 8v  RPERENCE ViiUBEaS ' I 1 

ETC :@ 5 r  COOE 

1 1 E S S i l  

C4HCV PUNNING .ES 

s VOLR EM.L IVE I  1 0  NO 

p *AS LABORA~CRI -5111 %aF3aMCJ W t S l M  TOUR OFFICE? 

ygs am WAIGES 

4 

ID m 

A M W N l 3  EUROVUCNT 

- a c a  
Au:ffiflZATlON NO 

-r-5?"0-.< '.' 

B 82 1. , . - - - - - - - - - - - - - - - - - - - - - - -  - 

~~~G-GSIS 
cc :S 

I 

c h ~ i s ~ s  
I 

I 

I 

1 

I 
I 

I 

I 

I 

I 

I 

j 

1 ' 

Ir A 

DATE 06 SEovICE 

10 rq~u 

I ' 

:' 
- 3 3  

F 
3AVS 

on w s r s  
a,-3&:: -- 
i- 

SERVICE 

C ?JL.. 2LSCU!aE DSCCEDCPES. UEO'CA. iERVICES i n  S U W I L S  
..e.. SYF: 5.5- jr.2 j i v ~ ~  

I .  

- L A V E  

, 
;a<:::--= ;:;t 
,CL%'.S. 

. .. 

,EXUIN UNI~WII . i s a w c ~ s  o n  CI.CU~S-~*CES: 

I I .- . _ ____ __ . .- 1 L _- . I i .  I 

a A"o".( i.: , 3 nAG4hCE >.! 

I 

- . .  I I :  I 

r :CiA, Ch,SI I 

I 

. . 
vUo o w  

f V W R  XY-UL SECURl~r  

a SIGNA~I~E .JF P-?SCAN .ie supo..cn 1hc.uo1~0 OEGPEESSI 3~ 
UIEDENIIALSI 01 CE011. ThE SIAIEUENTS O N  W E  OEYERSE A 7 9 '  7 .  

r u t s  BILL rho .at W.CL =.a: - * ~ R C O F O  

2, h.vi.rr. s Sb-S4 :; l rk0,W GROLP ASChCSS. ;IF :OcE 
*a :ELLWNL" 

a .;:ips r ~ ~ h u ( h -  ;.;~Eahu€*' 
:;,US i l u v :  .SEE 9AC* 



PLACE OF SERVICE CODES 

1 - (IH) - Inpatient Hospital 

2 - (OH) - Outpatient Hospital 

3 - (0) - Doctor's Office 

4 - (H) - Patient's Home 

5 - - Day Care Facility (PSY) 

6 - - Night Care Facility (PSY) 

7 - (NH) 
8 - (SNF) 
9 - 
0 - (OL) 
A - (IL) 
B - (ASC) 
C - (RTC) 
D - (STF) 
E - (COR) 

F - (KDC) 

- Nursing Home 

- Skilled Nursing Facility 

Ambulance 

Other Locations 

Independent Laboratory 

Ambulatory Surgical Center 

Residential Treatment Center 

Specialized Treatment Facility 

Comprehensive Outpatient 
Rehabilitation Facility 

Independent Kidney Disease 
Treatment Center 



APPENDIX VII-A 

Registrat ion No t i f i ca t i on  fo r  Advanced Registered Nune Pract i  t ioner  

This ' i s  t o  c e r t i f y  t ha t  has 

been c e r t i f i e d  by t o 
(professional organization) 

prac-tice i n  the expanded r o l e  o f  an Advanced Registered Nune Prac t i t i oner  

(ARNP) i n  a Family Planning Cl in ic .  

The services provided by (ARNP ) 

i n  w i l l  be i n  accordance 
(agency) : 

wi th  the Guide1 ines f o r  Advanced Registered Nurse Pract i t ioner  i n  a 

Family Planning C l i n i c  and the Pol ic ies  and Procedures set  f o r t h  i n  the 

Kentucky Medical Assistance Family Planning Services Manual. 

(Physician) 

I~dvanced  Registered Nurse Pract i t ioner)  

(Date) 



APPEP.IDIX VII-B 

Po l i cy  and Gu ide l ine s  on U t i l i t a t  ion o f  r\l<NL's i n  Family 
p lann ing  C l i n i c s  : 

The fo l l owing  g u i d e l i n e s  have been developed f o r  t h e  use  
o f  community h e a l t h  a g e n c i e s  t o  e f f e c t i v e l y  u t i l i z e  t h e  
ARNP i n  p rov id ing  f ami ly  p l ann ing  s e r v i c e s .  Those a g e n c i e s  
r e c e i v i n g  Fede ra l  monies f o r  t h e  implementat ion o f  Family 
P lann ing  Programs are  expec ted  t o  fo l l ow  t h e s e  g u i d e l i n e s .  

P r i o r  t o  p r o v i d i n g  s e r v i c e s  w i t h i n  c l i n i c s  F e d e r a l l y  funded 
f o r  f ami ly  p l ann ing  and annua l ly  by June  1 t h e r e a f t e r ,  each 
Advanced R e g i s t e r e d  Nurse P p a c t i t i o n e r  must submit  t o  t h e  
D iv i s ion  f o r  Maternal  and C h i l d  H e a l t h - S e r v i c e s ,  Family 
P lann ing  Program, a  copy o f  h i s / h e r  c u r r e n t  Kentucky r e g -  
i s t r a t i o n  a s  an ARNP. 

A copy O F  t h e  medical  p r o t o c o l  agrccd  on b y  t h c  AlLUP and 
c o l l a b o r a t i n g  p h y s i c i a n  must be submi t t ed  t o  t h e  D iv i s ion  

, f o r  Maternal  and C h i l d  Hea l th  S e r v i c e s ,  Family Planning 
Program. T h e r e a f t e r ,  on ly  changes i n  t h e  p r o t o c o l  must 
be submi t ted .  The p r o t o c o l  must he comprehensive i n  n a t u r e  ''I and be applicable t o  a l l  normal s i t u a t i o n s  which thc,  Yursc. 
P r a c t i t i o n e r  may encoun te r  i n  t h e  Family P lann ing  C l i n i c .  
S p e c i f i c  i n s t r u c t i o n s  a s  t o  o r a l  c o n t r a c e p t i v e  recommended 
ir! ensil s i t u a t i o n  a r e  t o  be o u t l i n e d .  3lanagement of  ininor 
gyneco log ica l  problems must be o u t l i n e d  and b e  s p c c i f i c  
f o r  t h e  problem. 

Thc mcdical  p r o t o c o l  must bc rcvicwcd and updiatcd a t  least 
n i ~ n u a l l y  by tile A R N P  and t h e  . p h y s i c i a n  who a u t h o r i z e s  h e r  
t ~ )  p r a c t i c c  i n  t h c  cxpanded r o l c .  

Each medical  r eco rd  i n d i c a t i n g  A R N P  s e r v i c e s  r e f l e c t i n g  
t he  expanded r o l e ,  must be reviewed and co - s igned  by  t h e  
c o l l a b o r a t i n g  p h y s i c i a n .  Phys i c i an  emergency c o n s u l t 3 t i o n  
must be r e a d l l y  a v a i l a b l e  f o r  t h e  ARNP prov id ing  s e r v i c e s  
i n  Family Planning C l i n i c s .  
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Legal Aspects  : 

The Advanced R e g i s t e r e d  Nurse P r a c t  i t i o n e r  f u n c t i o n s  w i t h i n  
t h e  framework o f  t h e  Nurse P r a c t i c e  Act.  T h i s  a c t  was 
r e v i s e d  i n  1978 and p e r m i t s  t h e  r e g i s t r a t i o n  of  Advanced 
R e g i s t e r e d  Nurse P r a c t i t i o n e r s  (KRS 314) .  The Kentucky 
Board o f  Nurs ing r e g u l a t i o n  (201 KAR 20:056),  sets  t h e  
requ i rements  f o r  r e g i s t r a t i o n  a s  an  AMP. Any r e g i s t e r e d  
nu r se  f u n c t i o n i n g  a s  a nu r se  p r a c t i t i o n e r  i n  a  Family 
P lann ing  C l i n i c  must be r e g i s t e r e d  by t h e  Board i n  a c c o r -  
dance w i t h  t h e  r e g u l a t i o n .  The Board o f  S u r s i n g  r e g u l a t i o n  
(201 KAR 20:057) adop t s  t h e  Ob/Gyn Nurse P r a c t i t i o n e r  scope 
o f  p r a c t i c e  a s  d e f i n e d  by t h e  c e r t i f y i n g  o r g a n i z a t i o n .  
Each Ob/Gyn Nurse P r a c t i t i o n e r  i n  a Family P lann ing  C l i n i c  
i s  expec ted  t o  p r a c t i c e  i n  t h e  expanded r o l e  w i t h i n  h i s /  
h e r  own e d u c a t i o n a l  and c l i n i c a l  background and w i t h i n  
t h c  r o l c  and f u n c t i o n  d c r i n i t i o n s  u s  dcscribcd by NAACOC. 

A 1975 j o i n t  s t a t e m e n t  by NAACOG and .\COG on nu r se  p r a c t i t i o n e r  
f u n c t i o n s  r ecogn izes  t h a t  t h e  p h y s i c i a n  cannot  under  a l l  
c i r cums tances  be p h y s i c a l l y  p r e s e n t .  Ilowevcr, it i s  c s s  n t i - 1 1  
t h a t  the  A R N P  f u n c t i o n  w i t h i n  thc  rrnmcwork o r  a incdica L I .' 
d i r e c t e d  s e r v i c e ,  w i t h  r e a d i l y  a v a i l a b l e  medical  c o l l a b o r a r i o n .  ,I 
A c u r r e n t  medica l ly  approved p r o t o c o l  agreed  on by t h e  i i~ iSP a n l  
:I s p e c i f i c  phys i c i an  must be a v a i l a b l e  a t  each c l i n i c  s i t e  iihsro 
thc  11llNP practices. 

The p r o t o c o l  shou ld  p rov ide  f o r  a l l  s i t u a t i o n s  expec ted  
t o  be encounte red ,  and shou ld  l i m i t  t h e  a c t i v i t y  o f  t h c  
.iR?IP t o o n l y  t h o s e d u t i e s  f o r w l r i c h h e / s h e i s  p r o p e r l y  . 

prepared .  I t  s h a l l  be t h e  r e s p o n s i b i l i t y  o f  t h e  ngcncy 
t i ,  w e l l  as t h e  n u r s e  t o  comply w i t h  t h e s e  l e g a l i t i e s .  
I t  i s  impe ra t i ve  t h a t  each ARSP prov ide  f o r  l ~ i r n s e l f / l r c r s e l i ,  
o r  have prov ided  f o r  h im/her ,  l i a b i l i t y  i n s u r a n c c  

Def in i t . ion  of  an Ob/Gyn A R N P :  

An Ob/Gyn ARNP i s .  a  r e g i s t e r e d  nu r se  who is  q u a l i f i e d  
th rough  e d u c a t i o n ,  e x p e r i e n c e ,  and c e r t i  E i c a t i o n  by a  
n a t i o n a l  ' c e r t i f y i n g  body, t o  p rov ide  h igh?y  competent 
and comprehensive n u r s i n g  s e r v i c c s  i n  h c a l  t h  m o i n t c n a ~ ~ c c  , 
d i s e a s e  p r e v e n t i o n ,  p sycho- soc i a l  and p h y s i c a l  a s se s smen t ,  
and management f o r  h e a l t h - i l l n e s s  needs i n  t h e  primary 
c a r e  of women. This practitioner f u n c t i o n s  w i t h  c o n s i d e r -  
a b l e  independence i n  i n i t i a t i n g  and managing c l i n i c a l  
s e r v i c e s  w i t h i n  e s t a b l i s h e d  regimens,  bu t  a l s o  f u n c t i o n s  
i n t e r d e p e n d e n t l y  w i t h  o t h e r  c o l l e a g u e s  i n  t h e  h e a l t h  c a r e  
system. 
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Legal Aspects :  

For an Advanced Reg i s t e r ed  Nurse P r a c t i t i o n e r  t o  f u n c t i o n  
i n  a Family P lann ing  C l i n i c ,  he / she  must b e  e d u c a t i o n a l l y  
and c l i n i c a l l y  p repa red  t o  p rov ide  family  p l ann ing  and gyn- 
e c o l o g i c a l  care. Advanced R e g i s t e r e d  Nurse P r a c t i t i o n e r s  
who have been p repa red  i n  s p e c i a l i t i e s  o t h e r  t h a n  Ob/Gyn 
must p r a c t i c e  on ly  w i t h i n  t h e  l i m i t a t i o n s  o f  t h e i r  s p e c i a l t y  
d e s i g n a t i o n  under  a  c l e a r l y  d e f i n e d  medical  p r o t o c o l  ag reed  
on by t h e  ARNP and t h e  s u p e r v i s i n g  phys i c i an .  The p r o t o c o l  
must be a v a i l a b l e  a tb  t h e  c l i n i c  s i t e .  The r e g u l a t i o n  d e f i n -  
i n g  t h e  r e g i s t r a t i o n  p roces s  (201 KAR 20:OSd) S e c t i o n  10 (9 )  
limits t h e  nu r se  p r a c t i t i o n e r ' s  p r a c t i c e  t o  t h e  s p e c i a l t y  t o  
which he / she  has  been d e s i g n a t e d  and t h e  r e g u l a t i o n  201 KAR- 
20:057 adopts  t h c  nu r se  p r a c t i t i o n e r  scopcs  o f  p r a c t i c e  dc-  
f i n e d  by t h e  c e r t i f y i n g  o r g a n i z a t i o n s ,  such a s  AVA, NAPNAP. 

The Family Nurse P r a c t i t i o n e r  and t h e  P e d i a t r i c  Nurse P ? - a c t i t i o n e r  
o r  Assoc i a t e  may have had a  p r e p a r a t i o n  c.omponent i n  women's/ 
a d o l e s c e n t  h e a l t h  c a r e .  I t  i s  impera t ive  t h a t  t h e  ARNP d e s i g -  
n a t e d  a s  a Family Nurse Practitioner o r  P e d i a t r i c  Nursc 
P r a c t i t i o n e r  f u n c t i o n  i n  a  Family P lann ing  C l i n i c  on ly  w i t h i n  
h e r  e d u c a t i o n a l  and c l i n i c a l  p r e p a r a t i o n .  Such ARNP and h i s /  
h e r  s u p e r v i s i n g  phys i c i an  w i l l  bc rcspons  i l ~ l c  f o r  c l e a r l y  
d e f i n i n g  t h e  expec ted  r o l e  i n  a  Family P lann ing  C l i n i c  on ly  
w i t h i n  t h e s e  paramete rs .  1.t i s  e s s e n t i a l  t h a t  each Advanced 
Reg i s t e r ed  Nurse P r a c t i t i o n e r  p rov ide  f o r  h i m s e l f / h e r s e l £  o r  
lravc provided f o r  h im/her ,  l i o h  i l i t y  insurance For tlrc expand- 
e d  r o l e .  

Po l i cy  and Guide l ines  on U t i l i z a t i o n  o f  ARYPs i n  Familv 
Planning C l i n i c s  

The fo l l owing  g u i d e l i n e s  have been developed f o r  t h e  use 
o f  community h e a l t h  agenc ies  t o  e f f e c t i v e l y  u t i l i z e  t h e  
ARNP i n  providi.ng family  p lann ing  s e r v i c e s .  Those agencles 
r e c e i v i n g  Federa l  monies f o r  t h e  i m p l e ~ e n t a t i o n  o f  Family 
P lann ing  Programs a r c  expec ted  t o  fol low t l lcsc  g u i d c l  i a c s .  

I 
P r i o r  t o  p rov id ing  s e r v i c e s  w i t h i n  c l i n i c s  F e d e r a l l y  Eundcd 
f o r  fami ly  p lann ing  and annua l ly  by June  1 t h e r e a f t e r ,  each  
Advanced Reg i s t e r ed  Nurse P r a c t i t i o n e r  must submit  t o  t h e  

3 
Divis ion-  f o r  Maternal  and Chi ld  Heal th  S e r v i c e s ,  Family 

I,.,.) 

p' 
Planning  Program, a  copy of h i s / h e r  c u r r e n t  Kentucky r eg -  
i s t r a t i o n  a s  an  ARNP. H i s / h e r  s p e c i a l t y  d e s i g n a t i o n  (Family 

I 
Nurse P r a c t i t i o n e r ,  P e d i a t r i c  Nurse P r a c t i t i o n e r ,  e t c . )  must 
a l s o  be  i d e n t i f i e d .  



APPENDIX VII-B 
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'l 
CLINIC (Cant.) 

A copy of  t h e  medical p ro toco l  agreed on by  t h e  AKNP and 
c o l l a b o r a t i n g  phys ic ian  must be submit ted t o  t h e  Divis ion 
f o r  Maternal and Chi ld  Health Se rv ices ,  Family Planning 
Program. Therea f t e r ,  only changes i n  the  p ro toco l  must 
be submitted.  The p r o t o c o l  must be comprehensive i n  n a t u r e  
and be app l i cab le  t o  a l l  normal s i t u a t i o n s  which t h e  Advanced 
Regis tered  Nurse P r a c t i t i o n e r  may encounter i n  t h e  Family 
Planning Cl in ic .  S p e c i f i c  i n s t r u c t i o n s  a s  t o  o r a l  c o n t r a -  
c e p t i v e  recommended i n  each s i t u a t i o n  a r e  t o  be o u t l i n e d .  
Management of minor gynecological  problems must be o u t l i n e d  
and be s p e c i f i c  f o r  t h e  problem. 

The medical p ro toco l  must be reviewed and updated a t  l e a s t  
annual ly by  t h e  ARYP and t h o  phys ic ian  who a u t h o r i z e s  him/ 
h e r  t o  p r a c t i c e  i n  t h e  expanded r o l e .  

Each medical record  i n d i c a t i n g  ARNP s e r v i c e s  r e f l e c t i n g  
the  expanded r o l e ,  must be reviewed and co-signed by the  
c o l l a b o r a t i n g  phys ic ian .  

Physician enrergency c o n s u l t a t i o n  must be r e a d i l y  a v a i l a b l e  
f o r  t h e  ARNP providing s e r v i c c s  i n  Family Planning C l i n i c s .  



APPENDIX VII-C 

REGISTRATION NOTIFICATION 

FOR 

ADVANCED REGISTERED NURSE PRACTITIONER-NURSE MIDWIFE 

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

CERTIFIED BY AND THE KENTUCKY BOARD OF NURSING 
(proiessional organization) 

TO PRACTICE IN THE EXPANDED ROLE OF AN ADVANCED REGISTERED NURSE 

PRACTITIONER-NURSE MIDWIFE. 

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

ACCORDANCE WITH THE POLICIES AND PROCEDURES SET FORTH IN THE KENTUCKY 

MEDICAL ASSISTANCE NURSE MIDWIFE SERVICES MANUAL. 

MEDICAL PROTOCOL ON FILE? 
YES NO 

DO YOU HAVE A VALID PERMIT TO 
PRACTICE MIDWIFERY IN THE STATE 
OF KENTUCKY? 

PHYSICIAN 
(signature) 

ARNP - CNM (signature) 

KY. Registered Nurse 
License Number 

ARNP-CNM Certification 
Number 

Date 
YES - NO 
CERTIFICATE NUMBER 



APPENDIX VII-D 

. KENTUCKY MEDICAL ASSISTANCE PROGRAM 
S T A T M T  OF AUTHORIZATION 

(Please Wint  A l l  Requested Infomutton) 

I hereby declare that I, , 
4- - (Licensed Professional) 

have entered into a contractual agreement with 
(Facili ty Name) 

(City, State, Zip) 
/ 

t o  provide professional services. I authorize payment t o  
lkac i l  i ty Name) 

, f r m  the Kentucky Hedical Assistance Program. fo r  

covered services rendered by me and specified by the c r i t e r i a  of our 

contract. I understand tha t  I,  personally, cannot b i l l  the Kentucky - 

Medical Assistance Program f o r  any service tha t  is reimbursed t o  

as. part of our contractual 
- T F B C I ~ ~ ~  Name) 

agreement. 

Signature of Professional E S i  gned 

License and/or Certification Number Speci a1 t y  

Date Contract Effective 



AS OF 01/06/84 KENTUCKY MEDICAL ASSISTANCE TITLE X I X  REMITTANCE STATEMENT Page 1 

RA NUMBER 
RA SEQ NUMBER 2 

PROVIDER NAME 
PROVIDER NUMBER 

CLAIM TYPE: FAMILY PLANNING SERVICES , 

* PAID CLAIMS * 

CHARGES AMT. FROM 
I N V O I C E  -RECIPIENT IDENTIFICATION- . INTERNAL CLAIM TOTAL NOT OTHER CLAIM PMT EOB 
NUMBER NAME NUMBER CONTROL NO. SVC. DATE CHARGES COVERED SOURCES AMOUNT 

023 104 DONALDSON R 3834042135 9883324-552-580 111783-11 1783 50.00 2.00 0.00 48.00 365 
01 PS 6 PROC 01234 QTY 1 111783-111783 30.00 0.00 30.00 6 1 
02 PS 6 PROC 12345 QTY 1 111783-111783 20.00 2.00 18.00 365 

CLAIMS P A I D  I N  THIS CATEGORY: 1 TOTAL BILLED: 50.00 TOTAL PAID: 48.00 



AS OF 01 /06 /84  KENTUCKY MEDICAL ASSISTANCE T I T L E  X I X  REMITTANCE STATEMENT 

RA NUMBER PROVIDER NAME 
RA SEQ NUMBER 2 PROVIDER NUMBER 

CLAIM TYPE: FAMILY PLANNING SERV.ICES 

* DENIED CLAIMS * 

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

023104 JONES R 4321712345 9838348-552-010 111783-1  11783  30 .OO 
0 1  PS 6 PROCEDURE 11122 QTY 1 111783-111783 30.00 

CLAIMS DENIED I N  THIS CATEGORY: 1 TOTAL BILLED: 30.00 

Page  2 

EOB 

2 5 4  



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

RA NUMBER 
RA SEQ NUMBER 2 

PROVIDER NAME 
PROVIDER NUMBER 

CLAIM TYPE: FAMILY PLANNING SERVICES 

DESCRIPTION OF EXPLANATION CODES LISTED ABOVE 

06 1 PAID IN FULL BY MEDICAID 
254 THE RECIPIENT IS NOT ELIGIBLE ON DATES OF SERVICE 
260 ELIGIBILITY .DETERMINATION I S  BENG MADE 
365 FEE ADJUSTED TO MAXIMUM ALLOWABLE 
999 REQUIRED INFORMATION NOT PRESENT 

Page 5 



I3ROVIDEn lNQUIl . iY 

1 
x. r,- -A ~~W v--- .& P , , r-7- ) ". n APPENDIX VI 11 

i i  I 1u 2 2  t I 1 . IIWL+IL1-..J I ;:J U L ,  A L -  I PROVIDER NAME AND AllDi7ESS 

: x C A L  AGENT O F  KMAP 

P.O. DOX 2009 I 

Attention: Provider Services L 
( PROVIDER NUMBER: 

1. TYPE OF CLAIM (CHECK ONE) 
1. O HOSPITAL-INPATIENT 5. D HOME HEALTH 9. C3 TnANSPORTATlON 

2. 0 HOSPITAL-OUTPATIENT 6. O PRIMARY CARE 1 0 . 0  PHARMACY 

3. r-3 LONG TERM CARE 7 .  0 VISION 11. O MEDICARE X-OVER 

7. YOUR ACCOUNT NUMBER 

4. 0 PHYSICIAN &. 0 DENTAL 12. 0 OTHF3 .--.-.-. . - . . . - - - - - . -  

I - - 
8. PROVIDER'S MESSAGE 

2. RECIPIENT NAME (LAST, FIRST, MI.) 

-- SIGNATURE DATE 

9. MEDICAID RESPONSE 

-- 
3. MEDICAL ASSISTANCE NUMBER 



APPENDIX IX 

I 
- -4 .  Provider Naae/Nmber/Address 15. Frm Date Service 16. To Date Service 

MAIL TO: EDS FEDERAL CORPORATION 

$3 
P.O. Rox 2009 
FRAIJKFORT, KY 40602 

AWUSTIIENT REQUEST FORM , 

I 
7. Billed Amt. 8. Paid Amt. 9. R.A. Date 

1. Original Internal Control Nunber ( I. C. N. ) 

I f I 1 - 1  1 .  I I I I I f 

2. Recipient Nane 

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

# 

EDS FEDERAL USE ONLY 
hi  ' 

1.' 

3. Recipient Medicaid Nunber 

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 ME CLAIM AND REMITTANCE ADVICE TO BE ADJUSTED. 

12. Signature , 13. Date 

EDSF USE ONLY---DO NOT WRITE BELOW THIS LINE 

Field/Line: 

New Data: 

Previous .Data: 

New Data: 

'. ,. 
Previous Da'ta: ' t . . 

Other Actions/Remarks: 



PROVIDER INQUIRY FORM 

,.:;'3 EDS 
::I:::, P.O. BOX 2009 .... :.:: '.:., , 
'" Frankfort, Ky. 40602 

APPENDIX X 

Please remit both 
copies of  the Inquiry 

Form to EDS. 
A .  -- -. --. - ----- - 

1. Prov~der Number 1 i Reclp~ent Name (lirst. last) 

-. -.- .-.-- . .-.- -- 
2. Provlder Name and Address 4. Medical Assistance Number 

5. Billed Amount 

I 7 .  w\ Date l * l n t ~ L a l  Control Number 

9. Provider's Message U - L L L L L L L u U - L  

10. 
Signature Date 

Dear Provider: 
<: ~,::, :3 This claim has been resubmitted for possible 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 €08 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 i f  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. 

EDS Oate 


