Nursing Facility Add-On Training

When and How to Request Add-ons
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= As of July 1,2020, ARM 37.40.307 was updated to allow

I . Bariatric Care

. Traumatic Brain Injuries (TBI)

Add on Fees

2
3. Behaviors
4. Wound Care

= -Let’s go over in detail when these fees can be
requested and how to fill in the Add-On/Rate Request
form.
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Problem
Bariatric Care n'a $2.0% per day (350-600 Ibs.)
n'a 55,49 per day (600+ Ibs.)
Traumatic Brain verbal and/or physical $75.00 per day

. ageression, impulsivensss,
Injury (TBI) self-harm, diminizhed safety
TWArEHEss
Adverse Behavior verbal and'or physical $75.00 per dav

Management

ageression, impulsivensss,
self-horm, diminished safety
awareness, elopement risk (no
IEcHTe unit or wander-guard

Systemy
inapproprigte sexual I:I
behaviors $50.00 per dav
danger to self and'or others S100.00 per dav

requiring care planned
1:1staffing, supearvision, and

L]

support
Wound Care therapeutic intervention, 520.00 per day I:I
frequent dressing changes, payment for supplies that are

wound vac care and
Mainienance, paim
IARIZEMENT, DresIurs
reduction, mfection control

separately billable must be
pursued through other sources
of available benefit coverage

Department
Initiated

Unique'Complicated Cazes
eg Ventilator, Tracheostomy

Contact the Department

[ ]

Important: Examples provided are for infroductory and/or for evaluation purposes only;
therefore, exceptions will be evaluated in collaboration with the requestor and applied on a

rarca v rase hacic andior in the svant af emereency situations

Add-On’s Specific Criteria

This Fee Schedule will help
determine which Add-Ons you can
request.

Services must be Prior Authorized
for a specific date range.

Detailed, Itemized list for any add-
ons not listed on the fee schedule.

Medical Care Plan documentation
support, with current plan and care
dates in all columns, as well as a future
goal and date of goal.



ADD ON
First Page: straight forward. R EQU EST
Fill in Name
Medicaid ID FO R M
Facility Name
NPI

Resident name and info

Checklist for completion of info to submit

Projected Time Period for each type of request: (case
by case basis, and can be extended)

Wound Care: 1-3 months
Behavior: 6 months

TBI (Brain Injury): 6 months
Bariatric Care: 6 months
Tracheostomy: 3 months

Ventilator Care: 3 months

DPHHS Senior and Long Term Care Division (SLTC)
Medicaid Nursing Facility Add-on Rate Request Form

Requesting Facility Information

Initial Request (] Reevaluation []
Date of Request: Contact 1:
Facility Name: Phone:
Address: E-mail:
City:
State: Contact 2:
Zip: Phone:
NPL: E-mail:

Resident Demographic Detail

Resident Name: Male DOB:
Medicaid ID#: Female | S5N#:

Documentation check list to be submitted with this add-on request

Select Comments:

Face/Demographic Sheet

Current Medication and Treatment Orders

Applicable Progress Notes

Behavior ChartingTLog

Most Recent History and Physical

Care Plan

Misc. Supporting Documentation

N I

Brief Narrative and Justificafion:




ADD ON
REQUEST

FORM

The Add-On Fee schedule is fillable to select the right
Add-On pertaining to your request.

Make sure to fill out the daily rate totals below the
form.

Please use one form per request. Some residents may
have more than one request.

There are no facilities available for vent/trach in
Montana at this time, but facilities are allowed to sign
up to offer services if you are able. You must get
certified.

Vent/Trach requests are only allowed up to 90 days for
most requests before having to return to Montana.
Special circumstances can dictate longer stays with
approval from SLTC but must have prior approval
before the 90 days have ended.

Medicaid Nursing Facility Add-on Fee Schedule Selection

Initial Request: [ | ReevaluationExtension Request: [] Date of Previous Approval:

Imjury (TBI)

agaression, impulsiveness,
self-harm, diminizhed safety

AWArEness

Diagnosis or Example Rate Select
Problem Category
Bariatric Care nia £2.05 per day (350-600 Ibs.)
na $5.49 per day (600+ Ibs.)
Traumatic Brain verbal and'or physical $75.00 per dav

Management

Adverse Behavior

verbal and/or physical
ageression, impulsivensass,
self-harm, diminished safety
awareness, elopement risk (no
secure wit or wander-suard
syatem)

S75.00 per dav

L] Ot

inappropriate sexual
behaviors

S80.00 per dav

[]

danger to self and'or others

$100.00 per day

[]

wournd vac care and
Maintenances, pIin
MANIEEMERL, Pressure
reduction, infection conirol

separately billable nust be
pursued through other sources
of available bengfit coverage

requiring care planned
1:Istaffing, suparvision, and
support
Wound Care therapeutic intervention, $20.00 per day I:I
frequent dressing changes, payment for supplies that are

Department
Initiated

Lnigue/ Complicated Cases
e g Ventilator, Tracheostongy

Contact the Department

[ ]

Important. Examples provided are for infroductory and/or for evaluation purposes only,
thergfors, exceptions will be evaluated in collaboration with the requestor and applied on a
case by case basis and/or in the event of emergency situations.

Current Medicaid Daily Rate

Current Out-of-State Per Diem Rate

Total Add-on Daily Rate Requested

Total Daily Rate Requested

hittps Amedicaidprovider. mi_gov/26




ADD ON REQUEST
FORM:

EXAMPLE
‘Plan of Care”

Diale indinted: OB2042001
Revison on: (8242021

+ Monitor skin per shower on weeky basis-per nurse and chart any nofed problems. CHA
Monitor skin for changes with dressing and boike ting for next 80 days. Nsg
Diate indtiated: DRS00 1
Rievision on: DR24M021
- Preventalive care as folows: hurn andlor reposition 3 1o 4 times per shift and PRN, LPN
assess positioning in bed and wheelchair, air maliress to bed, apply lotion for comfort GNA
and skin ntegrity, thonough peri cam after each episode of inconfinence, dietary RN
consult as neaded e

= Wallle cushion in chair and wheelchair
Dale Indisled: DO

Focus Goal InterentonsTasks Positlon  Frog/Rosoived|
"Hn&n;““ potential for allered skin + fladidard will have no new sfs of [=Cushion io chairs when sitting in them. Wa#le EHOE cushion. CHa
integrity £/t lirmited movement and siage 3 |Skin bréakdown at all times Dot inifiated: D&M3rE: i : N
Fpm“m ulcars 1o the sacrum [ pressure | through nest S0day review « Dressing changes b sagum as indcated by wound clnic Hsg
areas 1o sacrum and butlocks wpon Duwie Inilisled: DAZOEOH D i e : OWO1 2021
admission) Revision on- 0VOUZ021 aviipon (.
Date indisted: OM202021 Target Daty: 11/10/200 + Encowrage good nutritional and orl Nuidintake f::
Revision on: 10042021 Diabe Indiabed: DASHAIZ e,
Diel
* Insped skin for pallor, redness, and breakdown. Areas lo assess include Msg
skin in conlac! with wound drainage, and lape. ChHA
Manitor heels for mushy lexiure and fioal when present.
Dale Indintec: DB/20Z0H
Revision anc 0222021
+ Monior for sis of infection egc redness, wammith, sweling, drainage, odor or eleva led LPH
of pressure areas and report 1o wound clnc RN

D.O.B

=Y

e




ADD ON REQUEST
APPROVAL/DENIAL
LETTERS

When approved for Add-On Fees, your approval letter
will come with instructions on how to bill.

The example to the right is a page that will
accompany your approval letter and tells you what
code to bill, what authorization number you must use
on your claim and for how long the authorization is
good for.

You MUST send in another request form with new
medical info before your authorization is up if you
wish to continue with your Add-On.

Authorizations cannot be backdated.

Denial letters will be sent if there is missing
information that is not received by the due date, as
well as if your Add-On does not meet the
qualifications.

DPHHS Senior and Long Term Care Division (SLTC)

Approval Determination of Add-on Request

The Department Concurs | 0 |Date:

The continuation of Add-on Prier Autherizations will require a reevaluation process to cccur
pricr to the date(s) mdicated below.

Providers who wish to extend resident add-on suthorizations, please submit a reevaluation
request following the process outlined within the Medicaid MNursing Facility Add-on Bate

Fequest Form.
Eeevaluation Required 3 L] Eeevalnation Due
Months Months SLTCD & Provider Tracking

Banatric Care X Due:
Traumztic Brain Injury {TEI) X Dhue:
Adverse Behavior Manasement X Diue:
Wound Care X Due:
Tracheostomy Care X Dhue:
WVentilator Care X Due:
Complicated Case Staffing Support X Due:

Prior Authorization Communication

Resident Name: Facility:
Medicaid ID# PID#:
Service | Dmly Rate Claim Type Claim Instructions
Add-On 5 CMS 1300 | Prior Authorization #:
Effective Date: End Date:
Provider IDE: State Medicaid Rate:

Add-on Procedure Code: ASSHD

Claims/Billing Form: MA3

This Authonization 1s not a determinafion of Montana Medicaid eligibility.

Department
Signature

Date:

CC. Barb 8mith, Admimiztrator

Till Bark, Burean Chief
Denk Sapp, SLTC Facilitv-Bazed Services Section Lead
Dee Burnham, MNursing Facility Program Officer







" PRIOR AUTHORIZATION!

What does this mean for facility requests?



AUTHORIZATIONS

All Add-On requests require prior authorization.
v Protects Medicaid
v Protects Facility

If Add-Ons are approved, an approval letter with a prior
auth number is sent to the facility.

Auth number needs to be used when billing for the
services requested for the dates requested.

A new auth number will be given for all extensions that
may be granted.

Please note: for current residents who develop behavior
problems or severe wounds, Add-Ons can be requested,
but approvals will not be backdated.




» Prior to resident’s arrival date, or prior to expected date of billing for Add-Ons, the Add-On Rate Request Form and
applicable records needs to be sent to Jenifer Thompson at: Jenifer. Thompson@mt.gov.

» EPass is a secure email you can send your request and documents. Secure email is the fastest and most accurate
way to get all medical documents to us. It’s a simple set up.

» All documents required to process your application need to be included with the request face sheet. We will
contact you if we need any more information, or the information is needing any corrections.

» Ensure that a Level Of Care (LOC) is submitted to Mountain Pacific Quality Health (MPQH) for eligibility
determination to be made first.

» Nursing Home Spans are required for all Swing Bed and Nursing home facilities and need to be in place before
any Add-Ons can be billed/paid.

» Please make sure to note if resident has any Medicare days on the level of care. Medicaid is a payor of last resort,
and if they have any info that the resident has Medicare, Medicare will have to be billed first before you can bill
Medicaid for any Add-Ons.

» If Medicare is exhausted, claims will be filed to Medicaid as normal.

» APPROVAL OF ADD-ONS IS NOT AN APPROVAL OF MEDICAID ELIGIBILITY.


mailto:Jenifer.Thompson@mt.gov

Billing for Add-Ons

[/ / / /

In order to expect payment, we must approve your application, and
Medicaid must also approve your resident.

Takes from 3 days up to a week to review your application.

If resident is accepted into a facility before approval, and is denied,

facility will not be paid for any provided services.
Add-On Charges need to be billed on a CMS 1500 form. (See example.)

You will be allowed to bill after you get your prior auth letter and
number.

All highlighted text must be filled out or claims will get denied.

CMS-1500 02/12

2)3 0000 iz 3 g

(4]
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Trach and Vent
Requests

If resident needs tracheostomy assistance, they will need to
go out of state. There is no facility within Montana that is
certified to take a trach patient.

There is no longer a need for the facility to find 20 denials
of other facilities to send the trach resident to an out of
state facility for rehabilitation.

Out of state placements are temporary. Usually 90 days.
The resident needs to have plans to return to a facility or
home after rehab, and it needs to be discussed and prior
authorized before going out of state or before the 90 days
are up.

If resident IS in need of care for longer than 90 days, an
extension can be requested, or they must apply for the out
of state Medicare (or some other type of care) to continue
to be eligible for their stay at the out of state facility.



" Emailing Via E-Pass

Secure email set up. Better than a fax!



MONTANA.GOV SERVICES  AGENCIES  LOGIN  SEARCHMONTANA GOV \..,\

OFFICIAL STATE WEBSITE

Setting up E-Pass

. ﬂ Home » Welcome to ePass Montana
Get on to the state website at:

ePass Montana s  convenient and secure way to access Montana govemment sevices.

At the top right of the screen, click on “Login”

The left box has a link under “here” to start a new account, click on “here” e e o Feea

Fill out the form with your info and use an email for your facility that you
can easily access. -

: : : : i vith ePass Montana jn with State Employee Accourt
Once you have filled it out and can get into your account, OKTA is now the g log e
new “File Transfer Service” and you will have to Slg n in there. g / Login with your ePass Montana account, If you do Login with the username and password you use for

ot have an account, you can create one here, the state network,

If you already have an Epass account, OKTA will have a “Login

[TRY THE DEMO| OQMM



https://montana.gov/
https://okta.loginmt.com/app/UserHome

i Remove Selected File(s)

=+ Send a New File(s)

‘ [Iselect All ‘ Mame =

/

Sending a Secure Document e

o e Ferane cham b s e 12 e apicied unkcad Fiew a1 0 sl

2l e 1 o M

A ——— -
To email a recipient, you must click on the ITSD File Transfer

Service Square on the bottom right.

The next screen has an email type page, at the top you can “Send a
new File”.

Please select the appropriate link below:

General
A new window will open with a drop box where you can upload your

files to be sent. Click continue when finished.

| State Employee or ePass Montana Customer

Choose the “state employee or ePass Montana Customer” button.

Unclaimed Property Reports
Enter the email exactly as it is shown. If the email is incorrect, it will Holder Reports Unlocatable Mineral Holder Reports Audit Holder Reports
not go to the right recipient.
Audit Unlocatable Mineral Holder Reports State Reciprocity Reports
Enter any message in the box to the right if you need to.

Unclaimed Froperty Holder Reporting is now available in our TransAction Portal (TAP), letting you submit your reports and

\ make e-check payments in one place. Files submited through TAP are checked for formatting as you submit them, saving
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