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Chapter HFS 107
COVERED SERVICES

HFS107.01 General statement of coverage. HFS 107.17  Occupational therapy

HFS 107.02  General limitations. HFS 107.18 Speech and language pathology services.

HFS 107.03  Services not covered. HFS 107.19  Audiology services.

HFS 107.035 Definition and identification of experimental services. HFS 107.20 Vision care services.

HFS 107.04  Coverage of out-of-state services. 'HFS 107.21  Family planning services.

HFS 107.05 Coverage of emgency services provided by a person not a<certiyFs 107.22  Early and periodic screening, diagnosis and treatment (EPSDT)
fied provider services.

HFS 107.06 Physician services. HFS 107.23  Transportation.

HFS 107.065 Anesthesiology services. HFS 107.24  Durable medical equipment and medical supplies.

HFS 107.07  Dental services.

HFS 107.08 Hospital services.

HFS 107.09  Nursing home services.
HFS 107.10 Drugs.

HFS 107.25 Diagnostic testing services.
HFS 107.26  Dialysis services.
HFS 107.27  Blood.

HFS 107.1 Home health services HFS 107.28 Health maintenance ganization and prepaid health plan-ser
HFS 107.12  Personal care services. vices. - )

HFS 107.13  Respiratory care for ventilator-assisted recipients. HFS 107.29  Rural health clinic services.

HFS 107.12  Private duty nursing services. HFS 107.30 Ambulatory sugical center services.

HFS 107.121 Nurse-midwife services. HFS 107.31  Hospice care services.

HFS 107.122 Independent nurse practitioner services. HFS 107.32  Case management services.

HFS 107.13 Mental health services. HFS 107.33  Ambulatory prenatal services for recipients with presumptive
HFS 107.14 Podiatry services. eligibility.

HFS 107.15 Chiropractic services. HFS 107.34  Prenatal care coordination services.

HFS 107.16  Physical therapy HFS 107.36  School-based services.

Note: Chapter HSS 107 as it existed on February 28, 1986 was repealeteamd 2 (2) NON-REIMBURSABLESERVICES. The department may reject

chapter HSS 107 was createféefive Marchl, 1986. Chapter HSS 107 was renum ; f : ; f
bered Chapter HFS 107 under s. 13.93 (2m) (b) 1., Stats., and correctionsydede paymentfor a service which ordma”ly would be covered if the

s.13.93 (2m) (b) 6. and 7., Stats., Regislanuary1997, No. 493. servicefails to meet program requiremenkson-reimbursable
servicesinclude:
HFS 107.01 General statement of coverage. (1) The (a) Services which fail to comply with program policies or

departmenshall reimburse providers for medically necessary arstiateand federal statutes, rules and regulations, for instance, steri
appropriatehealth care services listed in ss. 49.46 (2) and 49.4Zations performed without following proper informed consent
(6) (a), Stats., when provided to currently eligible medical assigroceduresor controlled substances prescribed or dispeitised
tancerecipients, including emgency services provided Iper  gally,
sonsor institutions not currently certified. The department shall (b) Services which the departmethie PRO review process or
alsoreimburse providers certified to provide case managemené department fiscal agestprofessional consultandgtermine
servicesas defined in s. HFS 107.32 to eligible recipients.  to be medically unnecessaigappropriate, in excess of accepted
(2) Servicesprovided by a student during a practicame standard®f reasonableness or less costly alternative services, or
reimbursableunder the following conditions: of excessive frequency or duration;

(a) The services meet the requirements of this chapter; (c) Non—-emagency services provided by a person who is not

(b) Reimbursement for the services is not reflected in prespé&gcertified provider; o o
tive payments tahe hospital, skilled nursing facility or intermedi  (d) Services provided to recipients who were not eligible on
atecare facility at which the student is providing the services; the date of the service, except as provided uaderepaid health

(c) The studentioes not bill and is not reimbursed directly foP/anor HMO;

his or her services; (e) Services for which records or other documentation were
(d) The student provideservices under the direct, immediatd'ot prepared or maintained, as required under s. HFS 106.02 (9);
on-premisesupervision of a certified provider; and ® Ser\_/ice§ provided by a provider who_ fails or reques to pre
(e) The supervisor documents in writing all services provideRfir€0r maintain records @ther documentation as required under
by the student. s.HFS 106.02 (9);
History: Cr. Register February1986, No. 362, &3-1-86; am. (1), Register (g) Services provided by a provider who fails or refuses to pro
February,1988, No. 386, &f3-1-88. vide access to records as required under s. HFS 106.02 @) (e)

L (h) Services for which the provider failed to meet any oofall

HFS 107.02 General limitations. (1) PAYMENT. (a) The therequirements of s. HFB6.03, including but not limited to the
department shall reject payment for claims which fail to meet PiRquirementsegarding timely submission of claims;

gramrequirements. Howevgetlaims rejected for this reason may (i) Services provided inconsistent wah intermediate sanc

beeligible for reimbursement if, upaesubmission, all program _. = F )
requirementsre met. g(r)]g or sanctions imposed by tdepartment under s. HFS 106.08;

(b) Medical assist_ance she_1|| pay the de_ductible czm'dsu () Services provided by provider who fails or refuses to meet
ranceamounts foservices provided under this chapter which are P it

not paid by medicarender 42 USC 1395 to 13952z, and shall pa%nd maintain any of the certification requirements under ch. HFS
the monthlypremiums under 42 USC 139Rayment of the coin 05 applicable to that provider

suranceamount for a service under medicare part BUSC (2m) SERVICESREQUIRING A PHYSICIAN'S ORDER OR PRESCRIP
1395jto 1395w may not exceed the allowable afor this ser  TION. (a) The following services require a physicsaatder or
vice under MA minus the medicare paymenteefive for dates Prescriptionto be covered under MA:

of service on or after July 1, 1988. 1. Skilled nursing services provided in a nursing home;
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2. Intermediate care services provided in a nursing home; (b) Reasons for prior authorizatiorReasons for prior autheri

3. Home health care services; zationare:

4. Independent nursing services; 1. To safeguard againghnecessary or inappropriate care and

5. Respiratorycare services for ventilator-dependent recip©'//¢€S: ‘
ents: 2. To safeguard against excess payments;

6. Physical and occupational therapy services; 3. To assess the quality and timeliness of services;

7. Mental health and alcohol and other drug al{A€DA) 4. To determine if less expensive alternatage, services or
services; suppliesare usable;

8. Speech pathology and audiology services; 5. To promote the mostfefctive and appropriate use of avail

9. Medical supplies and equipment, including rental ofdurgbleserwces a.nd facﬂ_lt.lest and . ) -
ble equipment, buhot hearing aid batteries, hearing aid accesso 6. To curtail misutilization practices of providers and recipi
riesor repairs; ents.

10. Drugs,except when prescribed by a nurse practitioner (¢) Penalty for non-compliancelf prior authorization is not
unders. HFS 107.122, a podiatrist under s. HFS 107.14nor requestednd obtained before a service requiring peigthoriza

advancedpractice nurse prescriber under s. HFS 107.10; tion is provided,reimbursement shall not be made except in
11. Prosthetic devices: extraordinarycircumstances such as egemncy cases where the

12. Laboratory di " diol dhaging test departmentas given verbal authorization for a service.
- Laporatory diaghosiic, radiology anmhaging test ser (d) Requied information. A request for prior authorization

vices, . . . submittedto the departmerr its fiscal agent shall, unless other
13. Inpatient hospital services; wise specified in chs. HFS 101 to 108, identify at a minimum:
14. Outpatient hospital services; 1. The name, address and MA number of the recipient for
15. Inpatient hospital IMD services; whomthe service or item is requested;
16. Hearing aids; 2. The name and provider number of the provider who will
18. Hospital private room accommodations; performthe service requested;
19. Personal care services; and 3. The person or provider requesting prior authorization;
20. Hospice services. 4. The attendingphysician$ or dentiss diagnosis including,

(b) Except awtherwise provided in federal or state statute¥/nereapplicable, the degree of impairment; S
regulationsor rules, a prescription or order shall be in writing or 5. A description of the service being requested, including the
begivenorally and later be reduced to writing by the provider fillprocedurecode, the amount of time involved, and dollar amount
ing the prescription or ordeand shall include the date of the-prewhereappropriate; and
scriptionor order the name and address of the prescriherpre 6. Justification for the provision of the service.
scriber’s MA provider numbey the name and address of the (g) pepartmental eview criteria. In determining whether to

recipient,the recipient MA eligibility number an evaluation of a5nrove or disapprove a request for prior authorization, the
the service tde provided, the estimated length of time req”'re‘ﬁepartmenshall consider:

the brand of drug or drug product equivalent medically required . . L
andthe prescribe’s signature. For hospital patients and nursing 1. The medlcal.necessny of the ser.wce,
homepatients, orders shall be entered intortfeslical and nurs 2. The appropriateness of the service,

ing charts and shall include the information required by thispara 3. The cost of the service;

graph.Services prescribed or ordered shall be provided within one 4. The frequency of furnishing the service;

yearof the date of the prescription. 5. The quality and timeliness of the service;

_(c) A prescription for specialized transportation services shall g e extent to which less expensive alternative services are
include an explanation of the reasdme recipient is unable to available:

travelin aprivate automobile, or a taxicab, bus or other common . . . —
carrier. A prescription for a recipient not declared legally bimd /- The efective and appropriate use of available services;
not determined to be indefinitely disabled, as defined under s. 8. The misutilization practices of providers and recipients;
HFS107.23 (1) (c) shall specify the length of time for which the 9. The limitations imposed by pertinent federal or state stat
recipientshall requirehe specialized transportation, which mayites,rules, regulations or interpretations, including medioare,
notexceed 90 days. private insurance guidelines;

(3) PrIORAUTHORIZATION. (&) Procedues for prior author 10. The need to ensure that there is closer professional scru
zation. The department may require prior authorization for coviny for care which is of unacceptable quality;
eredservices. In addition to services designated for prior authori 11 The flagrant or continuing disregard of established state
zationunder each service category in ttimpterthe department 5.4 federal policies, standards, fees or procedures; and

mayrequire priorauthorization for any other covered service for 12. The professional acceptability of unproven or experimen
anyreason listed in pagb). The department shall notify in writing Q' care, as determined by consultants to the department.

all affected providers of any additional services for which it hd - .
decidedto require prior authorization. The department or its fiscal (f) Professional consultantsThe department or its fiscal agent
agentshall act on 95% of requests for prior authorization withifay use the services of qualified professional consultartster
10 working days and on 100% of requests for prior authorizatidRining whether requests for prior authorization meet the criteria
within 20 working days from the receipt of all information necedn par (e).

saryto make the determination. The department or its fiscal agent(g) Authorization not transferablePrior authorization, once
shall make a reasonable attempt to obtain from the provider thented may not be transferred to another recipient or to another
information necessary for timely prior authorization decisiongrovider.In certain cases the department may allow multiple ser
Whenprior authorization decisions adelayed due to the depart vicesto be divided among non-billing providers certified under
ment’s need toseek further information from the provideéhe onebilling provider For example, prior authorization for ¢sits
recipientshall be notified by the providerf the reason for the for occupational therapy may be performed by more than one ther
delay. apistworking for the billingprovider for whom prior authoriza
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tion was granted. In emggncy circumstances the service may be (d) Limitation on copayments for gscription drugs.Provid
providedby a diferent provider ersmay not collect copayments in excess of $faath from a
(h) Medical opinion eports. Medical evaluations and written recipientfor prescription drugs if the recipienses one pharmacy
medical opinions used in establishing a claim in a tort actiod’ Pharmacist as his or her sole provider of prescription drugs.
againsta third party may be coveradrvices if they are prior-au History: Cr. RegisterFebruary1986, No. 362, €f3-1-86;r. and recr(1) and

. . . . . X am.(14) (c) 12. and 13., Registéebruary1988, No. 386, &f3-1-88; cr (4) (c)
thorized.Prior authorization shall be issued only where: 14.,Register April, 1988, No. 388, &7-1-88; r andrect (4) (c), RegisteDecem

ini i SR i iber,1988, No. 396, &f1-1-89; emay. am. (4) (a),.r(4) (c), ef. 1-1-90; am. (4) (a)
| 1 AhrecE)lerllthhasustalned personalll '”fl!”!es :jequmng MRedi>) (0), RegisterSeptembero80, No. 417, €110-1-90; am. (2) (b), 12) (),
calor other health care servicesaaesult of injurydamage or a renum.(2) (d) and (e) to be (2) (c) and (d), @m), RegisterSeptember1991, No.

wrongful act caused by another person; 429, ef. 10-1-91; emey. cr (3) (1), ef. 7-1-92; am. (2) (c) and (d)..¢R) () to ()
. L and(3) (i), RegisterFebruary1993, No. 446, £f3-1-93; r (2m) (a) 17., Register
2. Services for these injuries are covered under the MA prigovember,1994, No. 467, & 12-1-94;am. (2) (a), Registedanuary1997, No.

gram; 493, eff. 2-1-97correction in (4) (a) made under s. 13.93 (2m) (b) 7., Stats., Register
. . . - April, 1999, No. 520; correction in (3) (h) 3. made under s. 13.93((n), Stats.,
3. The recipient or the recipieatepresentative has initiated register,October 2000, No. 538CR 03-033: am. (2m) (a) 10. and (c) Register

or will initiate a claim or tort action against the negligent thir@ecember2003 No. 576, eff. 1-1-04
party, joining the department in the action @®vided under s.
49.89,Stats.; and HFS 107.03 Services not covered. The following ser

4. The recipient or the recipieatrepresentative agrees invices are not covered services under MA:
writing to reimburse the program in whole for all payments made (1) Chages for telephone calls;
for the prior-authorized services from the proceeds of any judg (2) Chages for missed appointments;
ment,award, determination @ettlement on the recipiesttlaim (3) Sales tax on items for resale;

or a.ctlo'n Lo . o (4) Servicegprovided by garticular provider that are consid
(i) Significance of prior authorization appval. 1. Approval eredexperimental in nature;

or modification by the department or its fiscal agent of a prior

it ; ; 5) Proceduregonsidered by the department to be obsolete
authorizationrequest, includingany subsequent amendments. ( - ; ) '
extensionsrenewals, or reconsideration requests: inaccurate,unreliable, indectual, unnecessagrymprudentor

) ) . superfluous;
a. Shall not relieve the providef responsibility to meet all P

: : 6) Personatomfort items, such as radios, television set$
requirementsf federal and state statutes and regulations, pr, ( ; " o
vider handbooks and provider bulletins; t%lephoneswhlch do not contribute meaningfully to the treatment

of an illness;
b. Shall not constitute a guarantee or promise of payment, in : . : :
whole or in part, with respect to any claim submitted under tf}ﬁe(gpgdgiglﬂgoggyerages’ even if prescribt remedial or

prior authorization; and 8) Autopsies:
c. Shall not beonstrued to constitute, in whole or in part, a (8) Au 0p5|e§, i, . o . .
discretionary waiver or variance under s. HFS 106.13. (9) Any service requiring prior authorization for which prior

. . . . authorization is denied, or for which prior authorizatieasnot
2. Subject to the applicabterms of reimbursement issued by, : . L X -
the department, covered services provided consistihta prior obtainedprior to theprovision of the service except in emency

authorization,as approved or modified by the departmenitor cwcumstancgs; . .
fiscal agent, are reimbursable provided: (10) Servicessubjectto review and approval pursuant to s.

o o . L 150.21,Stats., but which have not yet received approval;

a. The provide's approved or modified priauthorization . o :
requestand supporting information, including all subsequent (1) Psychiatricexaminations and evaluations orderedaby
amendmentstenewalsand reconsideration requests, is truthfugOurt following a persors conviction of a crime, pursuant $o
andaccurate; 7312“;”%&5" ltationsbet id t

b. The providets approved omodified prior authorization <) Lonsultalionsbetween or among providers, except as
requestand supporting information, including all subsequerfiPecifiedin s. HFS 107.06 (4) (e); _
amendmentsextensions, renewals and reconsideration requests,(13) Medical services foradult inmates of the correctional
completelyand accurately reveals all facts pertinent tordfmipi-  institutionslisted in s. 302.01, Stats.;
ent’s case and to the review process and criteria provided under 14) Medicalservices for a chilglaced in a detention facility;
HFS107.02 (3); (15) Expendituredfor any service to an individual who is an

c. The provider compliewith all requirements of applicable inmateof a public institution or for any service to a person 21 to
state and federal statutéise terms and conditions of the applica64 years of age who is a resident of an institution for mental dis
ble provider agreement pursuant to s. 49.45 (2) (a) 9., Stats.,ealkes (IMD), unless the person is 21 years of age, was a resident
applicablerequirements of ch$iFS 101 to 108, including but not of the IMD immediately prior to turning 21 and has been continu
limited to the requirements of ss. HFS 106.02, 106.03, 107.02, angkly a resident since then, except that expenditures for a service
107.03,and allapplicable prior authorization procedural instructo an individual on convalescent leave from an IMD may be-reim
tionsissued by the department under s. HFS 108.02 (4); bursedby MA.

d. The recipient is MA eligible on the date of service; and (16) Servicesprovided torecipients when outside the United

e. The provider is MA certified and qualified to provide th&tatesexcept Canada or Mexico;
service on the date of the service. (17) Separatechages forthe time involved in completing

(4) CosT-SHARING. (a) General policy The department shall Necessaryorms, claims or reports;
establishcost—-sharing provisionf®r MA recipients, pursuantto  (18) Servicesprovided by a hospital or professional services
s.49.45 (18), Stats. Cost—sharing requirements for providers grevidedto a hospital inpatient are not covered services unless
describedunder s. HFS 106.04 (2), asdrvices and recipients billed separately as hospital services under s. HFS 107.08 or
exemptedrom cost-sharing requiremergge listed under s. HFS 107.13(1) or as professional services under the approppiate
104.01(12) (a). vider type. No recipient may be billed for these services as non—

(b) Notification of applicable services and ratesll services covered;
for which cost-sharing is applicable shall be identified by the (19) Servicesdrugs and items thatre provided for the pur
departmento all recipients and providers pritar enforcement of poseof enhancing the prospects of fertility in males or females,
the provisions. including but not limited to the following:
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(a) Artificial insemination, including but not limited to intra— its exclusion from MA coverage aritle specific circumstances,

cervicaland intra—uterine insemination; if any, under which coverage will or may be provided.
(b) Infertility counseling; (4) REVIEW OF EXCLUSION FROM COVERAGE. At least once a
(c) Infertility testing, including but not limited to tubal Year following a determination under sub. (3), the department
patencysemen analysis or sperm evaluation; shall reassess services previously designated as experirtental

T : - ascertain whether the services have advanced through the
o Retersloffermal sterlzator, g but ot fpsearcand expermenalstage 0 bcorme esabished as proven
. ’ nd effective means of treatment for the particular condition

plasty; N . ) . conditionsfor which they are designed. tlie department cen
(e) Fertility-enhancinglrugs used for the treatment of infertil ¢)ydesthat a service should no longer be considered experimental,

ity; _ written notice of that determination shall be given to tHecaéd
() Reversal of vasectomies; providers.That notice shaiddentify the extent to which MA cev
(g) Office visits, consultations and other encounters @ragewill be recognized.

enhancdhe prospects of fertility; and History: Cr. RegisterFebruary1986, No. 362, &f3-1-86.
(h) Other fertility-enhancing services and items; HFS 107.04 Coverage of out-of-state services. Al

(20) Surrogateparenting and related services, including buion-emergencyput-of-state services require prior authorization,
not limited to artificial insemination and subsequent obstetricakcept where thprovider has been granted border status pursuant
care; tos. HFS 105.48.

21) Earlobe repair: History: Cr. Register February 1986, No.362, ef. 3-1-86; correction made
222; Tatt P l’ unders. 13.93 (2m) (b) 7., Stats., Regist&pril, 1999, No. 520.
attoo removal;

(23) Drugs, including hormone therapyassociated with ~ HFS 107.05 Coverage of emergency services pro -
transsexuasugery or medically unnecessary alteration of sexusiided by a person not a certified provider . Emepgencyser
anatomyor characteristics; vicesnecessary to prevetite death or serious impairment of the

(24) Transsexual sgery; healthof a recipient shall be covered services even if provided by
(25) Impotencedevices and services, including but not_”mapergon ?]Ot”a cgrtl_ftledd prOV|de:Q&tperstonﬂ¥vhé) IS n;)t a (;etrtlfleq[_fy
: ! - : : rovidershall submit documentation to the department to justi
ited to pdenllﬁ proslthezes and ex.terngl devices and to insertion glr’ visionof emegency services, according to the procedures out
geryand other related services; an linedin s. HFS 105.03. The appropriate consultant talépart

H(_26) T(e:stFiecu'Iar 'F:)rgs'fhelsggé o, 362, 613186 . mentshall determine whethersarvice was an engency service.
istory: 1. RegisterFebruary , No. , —1-86; emay. r. and recr History: - RegisterFeb 1986. No. 362. &f3-1-86.
(15), eff. 8-1-88; r and recr(15), RegisterDecember1988, No. 396, &/1-1-89; istory: Cr. RegisterFebruary1986, No. 362, & 6
emerg.am. (15), €f 6-1-89; am. (15), RegisteFebruary 1990, No. 410eff. .. .
3-1-90am. (10), (12), (16) and (17), ¢18), Registe Septemberi991, No. 429, ~ HFS 107.06 Physician services. (1) COVERED SER
eff. 10-1-91; am. (17) and (18), (£9) to(26), RegisterJanuary1997, No. 493, & vICES. Physician servicesovered by the MA program are, except
2 asSricorrection in (13) made under s. 13.93 (2m) (b5rs., RegisteOctober a5 otherwise limited in this chapteany medically necessary diag
,NO. . . . . e . .
nostic, preventive, therapeutic, rehabilitative or palliatser

HFS 107.035 Definition and identification of experi vicesprovided in a physicias’ofice, in a hospital, in a nursing

; p ; : » . home,in a recipiens residence or elsewhere, and performed by
mental services. (1) DeriNITION. “Experimental in nature,” as he di : L f a phvsici ithi
usedin s. HFS 107.03 (4) and this section, means a service; pr funder the direct, on-premises supervision of a physician within

: : { : %scope of the practice of medicine andysuy asdefined in s.

dure or treatment provided by a particular provider which th : 4 . X
: .01(9), Stats. These services shall be in conformity with gen
departmenhas determined under sub. (2) not to be a proven lly accepted good medical practice.

effective treatment for the condition for which it is intended o .
(2) SERVICESREQUIRINGPRIORAUTHORIZATION. The following

used. ) - e AN
(2) DEPARTMENTAL REVIEW. In assessing whether a servimghysmlanserwces requirprior authorization in order to be cov
’ 9 redunder the MA program:

providedby a particular provider is experimental in natuhe, L . . . e

departmentshall consider whether the service is a proven and éa) AII_covered physician tserwces if provu_jded Olr"]t gf statet
effectivetreatment for theondition which it is intended or used,UnNdernon-emegency circumstances by a provider wno does no
asevidenced by: haveborder status.r@nsportation to and from these services shall

(a) The current and historicaldgment of the medical commu ?rlsr?srsgrtgﬁogg%rvﬁjuggonzatlon, which shall be obtainedizy

nity as evidenced by medical research, studies, journals er trea(b) All medical, sugical, or psychiatric services aimeplecift

tises; cally at weight control or reduction, and proceduereverse the
(b) The extent to which medicare and private health inSurgs it of these services: '
recognizeand prov.lde coverage for the serwce,_ . . (c) Supical or othemedical procedures of questionable medi
(c) The current judgment of experts and specialists in the- megly| hecessity butieemed advisable in order to correct conditions
cal specialty area or areas in which the service is applicabletRit may reasonably be assuntedsignificantly interfere with a
used;and recipient’s personal orsocial adjustment or employabilitan
(d) The judgment of the MA medical audbmmittee of the exampleof which is cosmetic sgery;
statemedicalsociety of Wsconsin or the judgment of any other  (d) Prescriptions for those drugs listed in s. HFS 107.10 (2);

committeewhich maybe under contract with the department to (o) | jgation of internal mammary arteries, unilateral or bilat
perform health care services review within theeaning of s. -

146.37,Stats. _— . S
. . . (f) Omentopexy for establishing collateral circulation in portal
(3) ExcLusion oF covERAGE. If on the basis of its review the gpsiruction:

departmentletermines that a particular service provibdga par : ; ; : .
ticular provider is experimental inature and should therefore be @ 1 I_<|dney_ decapsulatlon, unilateral and bilateral;
deniedMA coverage in whole or ipart, the department shall send 2+ Peérirenal instiation; and _ ) )

written notice to physicians or otherfedted certified providers 3. Nephropexy: fixation or suspension of kidney (indepen
who have requested reimbursementtfa provision of the exper dentprocedure), unilateral,

imentalservice.The notice shall identify the service, the basis for (h) Female circumcision;
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(i) Hysterotomynon-—obstetrical or vaginal; 1. Heart;

()) Supracervical hysterectorrtat is, subtotahysterectomy 2. Pancreas;
with or without removal of tubes or ovaries or both tubes and ova 3. Bone marrow;
nes, 4. Liver;
. (k) Uterine suspension, with aiithout presacral sympathec 5. Heart-lung; and
omy;

N . . . . 6. Lung
(L) ngatlon of thyr0|d arteries as an mdependent pI’OCGdUI’eNote: For more information about prior authorization, see s. HFS 107.02 (3).

(m) Hypogastric or presacral neurectomy as an independentzn) Drugs identified by the department that are sometimes

procedure; usedto enhance the prospects of fertility in males or females,
(n) 1. Fascia lata by stripper when used as treatment for lowdrenproposed to be used for treatment of a non—fertility related
backpain; condition;
2. Fascia lata by incision and area exposure, with removal of (zo) Drugs identified by the department that are sometimes
sheetwhen used as treatment for lower back pain; usedto treat impotence, when proposed to be used for treatment
(0) Ligation of femoral vein, unilateral and bilateral, whe®f @ non-impotence related condition;
usedas treatment for post—phlebitic syndrome; (3) LIMITATIONS ON STERILIZATION. (@) Conditions for cover

(p) Excision of carotid body tumor without excision of carotidge. Sterilization is covered only if:
artery,or with excision of carotid arteryvhen used as treatment 1. The individual is at least 21 years old at the time consent

for asthma; is obtained;
(q) Sympathectomythoracolumbar or lumbaunilateral or 2. Theindividual has not been declared mentally incompetent
bilateral,when used as treatment for hypertension; by a federal, state or local court of competent jurisdiction te con
(r) Splanchnicectomyunilateralor bilateral, when used as Sentto sterilization;
treatmentfor hypertension; 3. The individual has voluntarily given informed consent in
(s) Bronchoscopy with injection of contrast medium for bronaccordancavith all the requirements prescribed in subd. 4. and
chographyor with injection of radioactive substance; par.(d); and
() Basal metabolic rate (BMR); 4. Atleast 30 days, but not more than 180 days, baseed”
(u) Protein bound iodine (PBI); betweerthe date of informed consent and the date of the steriliza

; ; . tion, except in the case of prematulelivery or emegency
8//\/)) ?Sghrsjts)(;igigram, abdominalsugery. An individual may be sterilized at the tiroe

NN . . . apremature delivery or enggncy abdominal sgery if at least
(x) Phonocardiogram witimterpretation and report, and with72 hours havepassed since he or she gave informed consent for

indirect carotid artery tracings or similar study; ~ thesterilization. In the case of prematutelivery the informed
(y) 1. Angiocardiographyutilizing CO2 method, supervision consentmust have been given at least 30 days before the expected
andinterpretation only; dateof delivery

2. Angiocardiographyeither single plane, supervision and (b) Sterilization by hystectomy. 1. A hysterectomy per
interpretationin conjunction withcineradiography or multi- formedsolely for the purpose of rendering an individual perma
plane,supervision and interpretation in conjunction with cineranently incapable of reproducing or which would not have been

diography; performedexcept to render the individual permanently incapable
(z) 1. Angiography — coronary: unilateral, selective injecof reproducing is a covered service only if:
tion, supervision and interpretation onjngle view unlesemer a. The person who secured authorization to perform the hys
gency; terectomyhas informed the individual and her representative, if
2. Angiography — extremity: unilateral, supervision anény, orally and in writing, that the hysterectomy will render the
interpretationonly, single view unless engency; individual permanently incapable of reproducing; and
(za) Fabric wrapping of abdominal aneurysm; b. The individual oher representative, if anlyas signed and
(zb) 1. Mammoplastyeduction or repositioning, one-stagedateda written acknowledgment of receipt that information
— bilateral: prior to the hysterectomy being performed.
2. Mammoplastyreduction orepositioning, two—-stage — 2. A hysterectomy may be a covered service if it is performed
bilateral; on an individual:
3. Mammoplasty augmentation, unilateral and bilateral; a. Already sterile prior to the hysterectomy and whose physi

cianhas provided written documentation, including a statement of
the reason for sterilitywith the claim form; or

b. Requiring a hysterectomy due to a life-threatening-situa
tion in which the physician determines that prior acknowledgment

4., Breast reconstruction and reduction.
(zc) Rhinoplasty;
(zd) Cingulotomy;

(ze) Dermabrasion; is not possible. The physician performing the operation shall pro
(zf) Lipectomy; vide written documentation, including a clear description of the
(zg) Mandibular osteotomy; natureof the emegency with the claim form.

(Zh) Excision or S@Cm planning for rhinophyma; Note: Documentation may include an operative note, op#ients medical his

. . i tory and report of physical examination conducted prior to thgesyr
(Z!) Rhytldectgmy, . ) 3. If a hysterectomy was performed for a reason stated under
(zj) Constructing an artificial vagina; subd.1. or 2. during a period of the individumtetroactive eligi
(zk) Repair blepharoptosis, lid retraction; bility for MA under s. HFS 103.08, the hysterectomy shall be cov
(zL) Any other procedure not identified the physicians’ eredif the physician who performed tigsterectomy certifies in
“current procedural terminology”, fourtadition, published by writing that:
the American medical association; a. The individual was informed before the operation that the

Note: The referenced publication is on file and may be reviewed in the depaﬁysterectomywould make her permanentigcapable of repro
ment'sdivision of health care financing. Interested persons may oateopy by

writing American Medical Association, 535 N. DearboweAue, Chicago, lllinois ducing;or . .
60610. b. The condition in subd. 2. was met. The physician shall
(zm) Transplants; ply the information specified in subd. 2.
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(c) Documentation.Beforereimbursement will be made for 3. The person securing the consent and the physician per
a sterilization or hysterectomghe department shall be given eocforming the sterilization shall certify by signing the consfenin
umentation showing that the requirements of this subsection wthat:
met. This documentation shall include a consent form, an a. Before the individual tde sterilized signed the consent
acknowledgmenof receipt of hysterectomy information or a phy form, they advised the individual tme sterilized that no federally
sician’scertification formfor a hysterectomy performed withoutfundedprogram benefitsvill be withdrawn because of the deci
prior acknowledgment of receipt of hysterectomy information. sion not to be sterilized;

Note: Copies of the consent form and the physisiaertification form are repro : ; ;
ducedin the Wisconsin medical assistance physician provider handbook. b. They eXpIamed orally the requirements for informed-con
sentas set forth on the consent form; and

d) Informed consentFor purposes of this subsection, an-indi ) . .
vidEJazI has given informed cgns%nt only if: c. To the best of their knowledge and belief, the individual to

. A be sterilized appearethentally competent and knowingly and
1. The person who obtainednsent for the sterilization pro voluntarily consented to be sterilized.

cedureoffered to answer any questions the individual teteet . .
4. a. Exceptin the cagé premature delivery or enggncy

lized may have had concerning the procedure, provided a copy ° > :
the consent form and provided orally alltbi following informa abdominalsugery the physician shall further certifiat at least

tion or advice to the individual to be sterilized: 30days have passed betweendae of the individuad'signature

. s . . . on the consenform and the date upon which the sterilization was
a. Advice that the individual is free to withhold or withdrawyarformed and that to the best of tipbaysicians knowledge and
consento the procedure at any time before the SteT'''Z""t'om"”ﬂgeIief, the individual appeared mentally competent and know
out afecting the right to future care or treatmant without loss ingly and voluntarily consented to be sterilized.

or withdrawal of any federalljunded program benefits to which b. In the case of premature delivery or y abdominal

theindividual might be otherwise entitled,; o o
e ) ' _surgeryperformed within 30 days of consent, the physician shall
b. A description of available alternative methods of familgertify that the sterilization was performed less than 30 days but

planningand birth control; not less than 72 hours after informed consent whtined
c. Information that the sterilization procedure is considerdsbcausef prematurelelivery or emagency abdominal sgery.

to be irreversible; In the case obrema}ture deliverythe physician.shall state the
d. A thorough explanation of the specific sterilization proceexpecteddate of deliveryln the case of abdominal gery, the

dureto be performed; physicianshall describe the engancy.
e. A full description of the discomforts and risks tinay 5. If an interpreter is provided, the interpresball certify that

accompanyor follow the performing of the procedure, includingh€ information and advice presented orally was translated, that

anexplanation of the type and possibléeefs of any anesthetic the consent form and its contents were explained to the individual
to be used: to be sterilized and that to the best of the interpretarowledge

f. A full description of the benefits or advantages that may be (4) OTHER LIMITATIONS. (@) Physiciars visits. A maximum
expectedas a result of the sterilization; and of onephysicians visit per month to a recipient confined to a aurs

. . ing home i ver nl the recipient h n t ndition
g. Advice that the sterilization will not be performed for a\tvg ome is covered unless the recipient has an acute conditio

g (e hich warrants more frequent care, in which case the recipient’
Ifast30 days, except under the circumstances specified.i@ar yedicalrecord shall document the necessitydditional visits.

The attending physician of a nursing home recipient, or the physi
2. Suitable arrangements were maalensure that the infor cian’sassistant, or a nurse practitioner under the supervision of a
mationspecified in subd. 1. wasfettively communicated to any physician,shall reevaluate the recipientieed for nursing home
individual who is blind, deaf, or otherwise handicapped; carein accordance with s. HFS 107.09 (4) (m).

3. An interpreter was providedtifie individual to be sterilized  (b) Services of a sgical assistant.The services of a sical
did not understand the language used on the consent form ordbsistantire not covered for procedures which normally do not
language used by the person obtaining consent; requireassistance at syary.

4. The individual to be sterilized wagrmitted to have a wit (c) Consultations. Certain consultations shall be covered if
nessof his or her choice present when consent was obtained;theyare professional services furnished to a recipient by a second

5. The consent form requirements of.{§a} were met; physicianat the request of the attending physici@ansultations

6. Any additional requirement of state or local law for Obtainshallinclude a written report which becomes a part of the recipi

ing consent, except a requirement for spousal consent, was flt SPermanent medical record. The name of the attending-physi
cian shall be included on the consultantlaim for reimburse

Iowid;lar;d d (i t obtained while the individual t bment.The following consultations are covered:
. Informed consent is not obtained while the individual to be . o : N
L 1. Consultation requiring limite@hysical examination and
Ste”“ZTd'l‘Q"b hildbirth- evaluationof a given system or systems;

a. Inia .or orchi .|rt ! n ) 2. Consultation requiring a history and direct patient-con

b. Seeking to obtain or obtaining an abortion; or frontationby a psychiatrist;

¢. Under the influence of alcohol other substances that 3. Consultation requiring evaluation &bzen sections or
affectthe individuals state of awareness. pathologicalslides by a pathologist; and

(e) Consent form.1. Consent shall be registered on a form pre 4. Consultation involving evaluation of radiologicildies
scribedby the department. or radiotherapy by a radiologist;

Note: A copy of the informedonsent form can be found in théséébnsin medical
assistanc@hysician provider handbook.

2. The consent form shall be signed and dated by:

(d) Foot cae. 1. Services pertaining to the cleaning, trim
ming, and cutting of toenails, ofteleferred to as palliative care,
maintenanceare, or debridement, shall be reimbursed no more

a. The individual to be sterilized; than one timdor each 31-day period and only if the recipient’
b. The interpreteif one is provided; conditionis one or more of the following:

c. The person who obtains the consent; and a. Diabetes mellitus;

d. The physician who performs the sterilization procedure. b. Arteriosclerosis obliterans evidenced by claudication; or
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c. Peripheral neuropathies involving the feet, which are-asso (d) As separatehages, preoperative and postoperativegisur
ciatedwith malnutrition or vitamin deficiengycarcinomadia  cal care, including d@ite visits for suture and cast remowahich
betesmellitus, drugs and toxins, multiple sclerosis, uremia @ommonlyare included in the payment of thegioal procedure;
cerebralpalsy (e) As separatehages, transportation expenses incurred by

2. The cutting, cleaning and trimming of toenails, corns, cah physician, to include but not limited to mileage;
lousesand bunions on multiple digits shall be reimbursed at one (f) Dab’s and Wnn’s solution;

inclusivefee for each service which includes either one or both (g) Except as provided in suf8) (b) 1., a hysterectomy if it
appendages. was performed solely for the purpose of rendering an individual

3. For multiple swical procedures performed on the foot opermanentlyincapable of reproducing ,Gf there was more than
the same daythe physician shall be reimbursed for the first proc@ne purpose to the procedure, it would not have been performed
dureat the full rate and the second ailldsubsequent proceduresbut for thepurpose of rendering the individual permanentlyinca
ata reduced rate as determined by the department. pableof reproducing;

4. Debridement of mycoticonditions and mycotic nails shall  (h) Ear piercing;
be a covered service in accordance with utilization guidelines (jy Electrolysis;
establishedand published by the department. () Tattooing:

5. The application of unna boots is allowed once every 2 (k) Hair tran'splantS'
weeks,with a maximum of 12 applicatiorfer each 12-month (L) Vitamin C injeCti’OI’]S'

period. . = >
(e) Second opinionsA second medical opinion is required, (ltnb) Lincocin (lincomycin) injections performed on an outpa
ient basis;

when a selected elective gjical procedure is prescribed for a
recipient.Onthis occasion the final decision to proceed with sur (") Orthopedic shoes and supportilevices such as arch sup
geryshall remain with the recipienegardless of the second opin ports,shoe inlays and pads;

ion. The second opinion physician may not be reimbursed if he or(o) Services directed toward the care aondrection of “flat
sheultimately performs theugery. The following procedures are feet”;

subjectto second opinion requirements: (p) Sterilization of a mentally incompetentinstitutionalized

1. Cataract extraction, with or without lens implant; person,or of a person who is less than 21 years of age;

2. Cholecystectomy; (a) Inpatient laboratoryests not ordered by a physician or

3. D. & C., diagnostic and therapeutic, or both; otherresponsible practitiongexcept in emgencies;

4. Hemorrhoidectomy; () Hospital care following admissi@n a Friday or Saturday

5. Hernia repajiinguinal; exceptfor emegencies, accident care or obstetrical cases, unless
: ’ the hospital can demonstrate to the satisfaatibtine department

6. Hysterectomy; thatthe hospital provides all of its services 7 days a week;

7. Joint replacement, hip or knee; (s) Liver injections;

8. Tonsillectomy or adenoidectomgr both; and (t) Acupuncture;

9. \aricose vein sgery. (u) Phonocardiogram with interpretation and report;

() Services performed under a physic&supervision.Ser (v) Vector cardiogram;

vicesperformed under the supervisioha physician shall comply
with federal and state regulatioredating to supervision of cev ;;
ered services. Specific documentation of the services $all () Separate chges for pump technician services

includedin the recipiens medical record. , ) i ;
| i . Note: For more information on non-covered services, see s. HFS 107.03.
(9) Dental servicesDental services performed by a physician History: Cr. RegisterFebruary1986, No. 362, &f3-1-86; cr(2) (cm), (4) (h)

shall be subject to all requirements for MA dental servicefiglg(? (g%,da?- é‘(lz)l)(?;fi ngféf&?&l;{?’ll%%% '\’f‘% 3388% %ff?%—_ll-_%%:. ??12-)((48 n(Sl)
describedn s. HFS 107.07. ahd.(y5).(y), t and recr(4) (h) RegisterDecémberi%é, No. 396, éfl—i—89; r(2)

(h) Obesity-elated pocedures. Gastric bypass or gastric (Z0). (zk), (20), (zp) and (4) (), renum. (2) (i) (zw) to be (zh) to (zs) and am.
staplingfor obesityis limited to medical emgencies, as deter L?J,‘_”L‘”;éf‘{e&_b’lg"_({‘ig‘i;bfa(;‘& (f‘e’g;’(z(?)(hﬁz;gg”tg)(‘(‘gff‘%zﬁg%;“ffcﬁP;?)T{’z‘ig?(gz};)'
minedby the department. (z) and (zs), renum. (2) (zd), (ze) to (zK), (zm), (20), (zr) and (zt) to be(zb), (zc) to

() Abortions. 1. Abortions, both sgically-induced and i, () (h) and (). Reqaieraniary 1057, No. 453, &o-1-07- corregiann
drug-inducedare limited to those that comply with s. 20.927(4) (2) made under s. 13.93 (2m) (b) 7., Stats., Regispeil, 1999, No. 520.

Stats.

2. Services, including drugs, directiglated to non-sgical HFS 107.065 Anesthesiology services. (1) CovERED
abortionsshall comply with s. 20.927, Stats., may only be préERVICES. Anesthesiology services covered by the MA program
scribedby a physician, and shall comply with MA policy gog- ~ areany medically necessary medisafvices applied to a recipi

ceduresas described in MA provider handbooks and buIIetins.gntto linduceathe loss og.seinsgti?n of pain as;ociatedswiglery,
(5) Non-coverRepSERVICES, The followingservices are not dentalprocedures or radiological services. These services are per

. formedby an anesthesiologist certified under s. HFS 105.05, or by
coveredser\{mes. ) ) anurse anesthetist or an anesthesiology assistant certified under
(a) Services and items that gpeovided for the purpose of s HES 105.055. Anesthesiology services shall include preopera

enhanCInghepI’OSpeCtS Of fertlllty In males or females, W|th|n thqive, intraoperative and postoperative evaluation mm']age

(w) Non-emagencygastric bypass or gastric stapling for-obe
;and

meaningof s. HFS 107.03 (19). _ mentof recipients as appropriate.
(b) Abortions performed which do not comply witr28.927,  (2) OrHeruMITATIONS. (&) A nurse anesthetist shall perform
Stats.; servicesin thepresence of a supervising anesthesiologist or per

(c) Services performed by means of a telephonebetiteen forming physician.
aphysician and a recipient, including those in which the physician (b) An anesthesiology assistant shall perform services only in
providesadvice or instructions tor on behalf of a recipient, or the presence of a supervising anesthesiologist.
betweenor among physicians on behalf of the recipient; History: Cr. RegisterSeptember1991, No. 429, &f10-1-91.
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HFS 107.07 Dental services. (1) COVERED SERVICES. 2. Gingival curettage for each quadrant.
(a) General. Covered dentadervices are the services identified (i) Oral suigery pocedures.Covered oral sgery procedures,
in this subsection and the MA dental provider handbook which afeluding anesthetics and routine postoperative care, are:
providedby orunder the supervision of a dentist or physician and 1 Simple extractions, including sutures;
within the scope of practice of dentistry as defined in s. 447.02, 2 Extracti fi ! ted teeth und ' .
Stats. except when limited under subs. (2) and (3). stanéeS'X raction ot impacted teeth under egency circum

(b) Diagnosticprocedures. Covered diagnostic procedures 3. Oral antral fistula closure and antral root recovery;

are: . .
1. Clinical oral examinations; and 4. B'OF_’S_V of oral tissue, hard or soft; L
5. Excision of tumors, but not hyperplastic tissue;

2. Radiographs:
grap 6. Removal of cysts and neoplasms, to include lacais

S' IEtrtaoraI I_ occlusal, smgletﬂlm; ituat d theticand routine postoperative care;
. Extraoral, in emegency or trauma situations ongn 7. Sugical incision:

excludingpanoramic films; and g . .
¢. Bitewing films, when required to substantiate prior autho ri)rala' Incision anddrainage of abscess whether intraoral or extra

zation. ’

(c) Preventive pocedures. Covered preventive procedures b. Sequestrectomy fp ' osteomy_e ltis; . .
are: ¢. Removal of reaction—producing foreitpodies from the

n or subcutaneous tissue and tisculo—skeletal system; and

. . S . ski
1. Dental prophylaxis — scaling and polishing, |nclud|n5’ . .
prophylaxistreatment paste, if used; and eigndbol\gs'xmary sinusotomy for removal of tooth fragment orfor

2. Space maintenance fixed unilateral, for premature loss © . . .
second primary molar only 8. Treatment of fractures — simple (maxillae, mandible,
(d) Restorative pycedures. Covered restorative proceduresmal‘"’"r‘alveOIUS and facial); .
9. Treatment of fractures — compound or comminuted {max

are: . : -
. . S . illae, mandible, malaraveolus and facial);
1. Amalgam restorations, includes polishing — primary an . . .
. 10. Reduction ofdislocation and management of temporo
permanenteeth; . o ;
mandibularjoint dysfunctions; and

2. Pin retention, exclusive of restoration; . -
Acrylic, plastic, silicate or composite restoration; and 11. Other oral sgery — suture of soft tissue wound or injury
' ylic, p ! p ! apartfrom other sugical procedure.

3
4. Crowns: _ _ _ (i) Orthodontic ecords. Orthodontic records applicabte
a. Stainless steel — primary cuspid and posteriors only; orthodonticcases only are covered.
b. Stainless steel — primary lateral and centrals; and (k) Adjunctive general serviceCovered adjunctive general
c. Recement crowns; and services are:
5. Recement inlays and facings. 1. Unclassified treatment, palliative (emency) treatment,
(e) Endodontic pocedures. Covered endodontic procedurePer visit; and
are: 2. Annual oralexamination for patients seen in a nursing
1. Vital or non-vital pulpotomy — primary teeth only; home.
2. Root canal therapy — gutta percha or silver points only: (2) SERVICESREQUIRINGPRIORAUTHORIZATION. (&) The dental
a. Anterior exclusion of final restoration: servicedisted under par(c) require prior authorization. In addi
b. Bicuspids exclusion of final restoration: tion, the department may require prior authorization for other cov
S ° > ’ ereddental servicewhere necessary to meet the program ebjec
c. Apexification or therapeutic apical closure; and tivesstated in s. HFS 107.02 (3).request for prior authorization
d. Molar, exclusive of final restoration; and of dental services submitted to the department by a dentist-or phy

3. Replantation and splinting of traumatically avulsed tootlsicianshall identify the items enumerated in s. HFS 107.0Q§3)
(f) Removable msthodontic pacedures.Coveredemovable 2andin addition:

prosthodontigprocedures are: 1. The age and occupation of the recipient;
1. Complete upper dentures, including 6 months’ postdeliv 2. The service or procedure requested;
ery care; 3. An estimate of the fee associated with the provision of the
2. Complete lower dentures, including 6 months’ postdeligervice,if requested by the department; and
ery care; 4. Diagnostic casts, dentiststatement, physicianstatement
3. Relining upper complete denture; andradiographs if requested by the department.
4. Relining lower complete denture; and (b) In determining whether t@pprove or disapprove a request

for prior authorizationthe department shall ensure consideration
of criteria enumerated in s. HFS 107.02 (3) (e).

(c) The following dental services require prior authorization
in order to be reimbursed under MA:

1. All covered dental services if provided out—of-state under
nonemergencgircumstances by non-border status providers;

2. Sugical or other dental procedures of a giaal dental

5. Repair damaged complete or partial dentures.

(g) Fixed posthodontic ppcedures.Covered fixed prostho
dontic procedures are:

1. Recement bridges;
2. Metallic, inlay onlaying cusps retainer;
3. Crown bridge retainers;

4. Bridge pontics; necessitybut deemed advisable dnder to correct conditions that
5. Cast or prefabricated post and core for bridge retainemay reasonably be assumed to significantly interfere wittcigp
only; ient's personal or social adjustment or employability;
6. Stress breakers. 3. Preventive procedures:
(h) Periodontic pocedures.Covered periodontiprocedures a. Fluoride treatments; and
are: b. Prophylaxis procedures for recipients who are physically
1. Gingivectomy or gingivoplasty; and handicapped, mentally handicapped or both, 4 times per year;
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4. Space management therapy: (c) Prophylaxis procedure shall be reimbursed for children
a. Fixed unilateral for first primary molars; and only onceper recipient per dentist during a 6-month period, and
b. Fixed bilateral type: for adults only once per recipiepér dentist during a 12-month
' - ! iod.

5. Restorative procedures: perio . .

2 Stainless stepel laterals and centrals, primary teeth: 1(d) Root canal therapy shall be limitedrézipients under age
b. Stainless steel crowns for the first permanent molars for o) An initial oral examination shall be reimbursed only once

childrenunder age 21 only;

) ) . duringthe lifetime of each recipient per dentist.
6. Endodontics, gutta percha or silver points only:

() Periodic oral examinations shall be reimbursed for children

Molars excluding final restoration; only onceper recipient per dentist during a 6-month period, and
Root amputation/apicoectomy — anteriors only; and  for adults only once per recipiepér dentist during a 12-month
Retrograde fillings; period.

Periodontics — sgical, including postoperative services: = (9) Oral examinationperformed in the nursing home shall be

Gingivectomy or gingivoplasty; and allowedonce a year per recipient per dentist.

Gingival curettage; ' (h) An orthodontia case shall be considered for prior approval
' only when the case is the result of an EPSDT referral.

8. Prosthodontics — removable, complete dentures orrelin 7. Amal torati . teeth I d .
ing complete dentures, includiriymonths postdelivery care. If (1) Amalgam restorations on primary teeth are allowed once in
gf)é;hlZ—month period for each tooth.

therequest is approved, the recipient shall be eligible on the date’’ ) A .
the authorized prosthodontic treatment is started, which is the date) Amalgam, composite and acrylic restorations on permanent
the final impressions were take®nce started, the service shalfeethare allowed once in each 36-month period for each tooth.
bereimbursed to completion, regardless of the recigietigibil- (k) Recementation of space maintainers shall be reimbursed
ity; for children under age 13.

9. Prosthodontics —fixed. Metallic inlay onlaying cusps = (L) Sugical exposure of impacted or unerupted teeth per

retainer,bridge pontics, cast or prefabricated post and core fi@grmedfor orthodonticreasons or to aid eruption is covered if the
bridgeretainers, crown bridge retainers and stress breakays individual is under age 21 and the case is the result of an EPSDT

T NoT o

be prior authorized only if the following conditions apply: referral.
a. The recipient cannot wear a removable partial or complete (M) Sugical extraction of impacted teeth is covered, provided
denture; that an operation report is submitted, in the following cireum

b. The recipient has periodontically healthy teeth; and ~ Stances: _ _ _ _
c. The recipient demonstrates good oral hygiene. 1. If the impactedooth is associated with pain, a cyst or tumor

. - . . which may cause ill éécts or a life—threatening condition if the
10. Oral sugery, including anesthetics and routine postoperg, i is not removed: or
tive care: '

T . . 2. If the impacted toots associated with fracture of the jaw
a. Sugical incision toremove a foreign body from skin or

from subcutaneousareoléissue, or to remove a foreign body_ (M) Diagnostic casts are covered onlhéé departmerd’dental
from hard tissues: ' consultantrequires thento review the case for prior authoriza

- L tion.
Iolitr?(')tgr);c;'smn of hyperplastic tissue, by quadrant or sextant; sia (0) Upper and lower acrylic partial dentursisall be reim
’ , . bursedonly if the recipient is under age 21 and the case is a result
c. Obturator for sugically excised palate; of an EPSDT referral.
d. Palatal lift prosthesis; (p) Panoramic x-rays shall be reimbursed only for diagnostic
e. Osteoplasty for orthognathic deformity if the case is afeedsin cases of emgency which require oral syery.
EPSDTreferral; () Temporomandibular joint sgery is acovered service only
f. Frenulectomy if the case is an EPSDT referral, and  whenperformed after all necessary non-gscal medical or den
g. Temporomandibular joint sgery when performed by a tal treatmenthas been provided by a multidisciplinary temporo
dentistwho meets the specific qualifications established by tmeandibularjoint evaluation program or clinic approved by the
departmentn a provider bulletin for this type of g@ry The prior departmentand that treatment has been determined unsuccessful.
authorizationrequest shall include documentation of all prior (4) Non-coverepsERvICES. The followingservices are not
treatmenbf the recipient for the condition and evidence of necegoveredservices:
sity for the sugery; (a) Dental implants and transplants;
11. Orthodontics. The diagnostic work-up shall be-per (p) Fluoride mouth rinse;
formedand Smeittethith the prior authorization relqu_elst. If tr;]e (c) Services for purely esthetic or cosmetic purposes;
e e, e eoiert = edre (o be SlObIe o7 () Overtay detus, partaldentres, dupicate detures and
stratedby the placement of bands for comprehensive orthodont?ef!JUStmemSj
Once started,the service shall be reimbursed to completion, (€) Cu-sil dentures;

regardlesf the recipiens eligibility; () Panoramic radiographs which include bitewings;

12. General services: (g) Training in preventive dental care;

a. General anesthesia; (h) Cement bases as a separate item;

b. Nonemegency hospitalization; and (i) Composite crowns (acid etch);

13. Adjunctive general services — hospital calls, limited to () Single unit crowns, except as otherwise stated in sub. (1) (d)
2 calls per hospital stay 4.and (g) 5.;

(3) OTHERLIMITATIONS. (a) A full-mouth intra—oral series of ~ (k) Precision attachments;
radiographsincluding bitewings, shall be reimbursed for children (L) Cast and prefabricated post and core;

only once per patient per dentist during a 3-year period. (m) Professional visits, other than file annual examination
(b) Bitewing films shall be reimbursed only when required fopf @ nursing home resident;
review of a prior authorization request. (n) Dispensing of drugs;
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(o) Adult full-mouth x-ray series; of admission of the cost di#rential, and if the recipientnder
(p) Adjunctive periodontal services; standsand agrees to pay thefeifential, then the recipient may be
(q) Sugical removal oferupted teeth, except as otherwis€hargedor the diferential.
statedin sub. (3); (b) Outpatient limitations.The following limitations apply to
() Alveoplasty and stomatoplasty; hospitaloutpatient services: _ _ _
(s) All non-sugical medical or dental treatment for a temporo 1. For services provided by a hospital on an outpatient basis,
mandibularjoint condition; the same requirements shall apply to the hospital as apply to MA-
(t) Osteoplastyexcept as otherwise stated in sub. (2); certified non—hospital providers performing the same services;

(u) Bitewingx-rays, except as otherwise stated in sub. (3); and 2- Outpatient services performed outside the hospital facility
(v) Diagnostic casts, except as otherwise stated in sub. (Sf_nay not be reimbursed "’?S hOSp'tf’"l outpatllent ser\{lces, and
Note: For more information about non-covered services, see s. HFS 107.03. 3. All CO\_/ered outpatient services pl'O\_/ll_jEd during a calendar
(5) UNUSUAL CIRCUMSTANCES. In certain unusual circum dayshall be included as one outpatient visit.
stanceshe departmenhay request that a non—covered service be (c) General limitations.1. MA-certified hospitals shall meet
performed,ncluding but not limitedo diagnostic casts, in orderthe requirements of ch. HFS 124.
to substantiate a prior authorization request. In these cases-the serp_ |f g hospital is certified and reimbursed as a type of provider

vicHetshaIICbeRre'irpbéersed. 1986, No. 362, €f3-1-86:am. (1) ©) 10. and otherthan a hospital, the hospital is subject to all coverage and
Istory: I. Registerrebruary , NO. , —1-cbjam. C .an H H 7
@) (0) 9.¢. and .. &(2) (c) 9. 9. and (3) (8). and recr(4) (q). RegisterFebruary reimbursementequirements for that type of provider

(15)8(%'\:8'(%8% g‘é 3(5)1(—c€;8i (r)atnod {gcg(%é((gll))a}ﬂ% (é)((\]/)), (raenntjc%(z)( é)C)(I?)- ;t:] 32(-'_ )and 3. On any given calendar day a patient in a hospital shall be

RegisterDecember1989, Nb. 408: &f1-1-90; correciion in (4.)' () made under's. considereckither a:n |npat|ent oran OUtpatlent’ but no; both. E”?er

13.93 (2m) (b) 7., Stats., RegistBecember1989, No. 408. gency room services shall be considered outpatient services

] ] unlessthe patient is admitted as an inpatient aadnted on the

HFS 107.08 Hospital services. (1) COVEREDSERVICES. midnightcensus. Patients who are same day admission and dis

(@) Inpatient services.Covered hospital inpatient services arghargepatients and who die before the midnight census shall be

thosemedicallynecessary services which require an inpatient stagnsiderednpatients.

ordinarily furnished by ehospital for the care and treatment of 4 Al covered serviceprovided during an inpatient stay

inpatients,and which are provided under the direction of a physi ; ; ; ;
cianor dentist in annstitution certified under s. HFS 105.07 Osréxceptprofessmnal services which are separately billed, shall be

considerechospital inpatient services.
105.21. . .
. ; : . . (4) Non-covereDSERVICES. (a) The following serviceare
(b) Outpatient servicesCoverechospital outpatient services not covered hospital services:
arethose medically necessapyeventive, diagnostic, rehabilita P ; o . . o
tive or palliative items or services provided by a hospital certified 1. Unnecessary or inappropriate inpatient admissions er por
unders. HFS 105.07 or 105.21 and performed by or under tH@nsof a stay; _ o _
directionof aphysician or dentist for a recipient who is not ahos 2. Hospitalizations or portions of hospitalizations disallowed

pital inpatient. by the PRO;
(2) SERVICESREQUIRINGPRIORAUTHORIZATION. The following 3. Hospitalizations either for or resulting in geries which
coveredservices require prior authorization: the department views as experimental due to questionable

(a) Covered hospital services if provided out-of-statder unprovenmedical efectiveness;
non-emergencgircumstances by non-border status providers; 4. Inpatient services and outpatient services for the same
(b) Hospitalization for non—emgency dental services; and patienton the same date of servigeless the patient is admitted

(c) Hospitalization for the following transplants; to a hospital other than the facility providing the outpatient care;
1. Heart; 5. Hospital admissions on Friday &aturday except for

2. Pancreas: emergenciesaccident or accident care and obstetrical cases,

3 Bone mar,rOW' unlessthe hospital can demonstrate to the satisfaction of the
I ! departmenthat thehospital provides all of its services 7 days a

4. Liver; _ week;and

5. Heart.—lung, 6. Hospital laboratorydiagnostic, radiology and imaging

6. Lung; and testsnot ordered by a physician, except in egeercies;

(d) Hospitalization for any other medical service noted in s. (b) Neither MA nor the recipient may be held responsile

HFS107.06 (2), 107.07 (2) (), 107.10 (2), 107.16 (2), 107'1.7.(%}'1argea)r services identified ipar (a) as non-covered, except
107.18(2), 107.19 (2), 107.20 (2) or 107.24 (3). The admlttlng]atarecipiem may be billed for chges under paga) 3. or 5., if

physicianshall either obtain the prior authorization direaily e recipient was notified in writing in advance of the hospital stay
ensurethat priorauthorization has been obtained by the attendifgst the service was not a covered service.

physicianor dentist.
Note: For more information on prior authorization, see s. HFS 107.02 (3).
(3) OTHERLIMITATIONS. (&) Inpatient limitations. The follow
ing limitations apply to hospital inpatient services:

(c) If hospital services for a patient are no longer medically
necessarand an appropriate alternative care setting is available
butthe patient refuses disciar the patient may be billed for con

. . . .. ... _tinuedservices if he or she receives written notification pri¢héo
1. Inpatient admissiofor non-therapeutic sterilization is a

coveredservice only if the procedures specified in s. HB3.06 time medically urjnecessary. services .are provided.
(3) are followed:; and (d) The following professional services are not covered as part

2. A recipients attending physician shaletermine if private of a hospital inpatient claim but shall be billegan appropriately

roomaccommodations are medically necess@hages for pri certified MA, provider, . ) ) . ) .
vate room accommodations shall be denied unless the private 1. Services of physicians, including pathologists, radiologists
room is medically necessary and prescribed by the recipien@ndthe professional-billed component of laboratory eamtiot
attendingphysician. When a private room is not medically nece89Y or imaging services, except that services by physician intern
sary neither MA nor the recipient mée held responsible for the @ndresidents services are included as hospital services;

costof the private room chge. If, however a recipient requests 2. Services of psychiatrists apdychologists, except when

a private room and the hospital informs the recipient at the tipperforminggrouptherapy and medication management, includ
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ing services provided to a hospital inpatietien billed by a hes routine nursing home services which are listed in the nursing

pital, clinic or other mental health or AODA provider; homepayment formula. If a recipient specifically requests a brand
3. Services of podiatrists; namewhich the nursindiome does not routinely supply and for
4. Services of physician assistants; which there is naequivalent or close substitute included in the

. o . . daily rate, the recipient, after having been informed in advance
en?j'er?uirj\:lsceessv(\?:]grl:rfsuengilgr\?ila/ esa,snilrJ]gsee g%cé'rt]'tongsiggg,m‘%at the equivalent or close substitute is not available without

P - " g P prov ' chargewill be expected to pay for that brand item at costobut

6. Services of certified registered nurse anesthetists; personal funds; and

7. Services of anesthesia assistants; (c) Indirect services provided by independent providers ef ser

8. Services of chiropractors; vice.

9. Services of dentists; Note: Copies of the Nursing Home Payment Formula may be obtéioed
. . RecordsCustodian, Division of Health Care Financing) .FBBox 309, Madison, W&-

10. Services of optometrists; consin53701L.

11. Services of hearing aid dealers [instrument specialist]; Note: Examples of indirect services provided independent providers of ser
vicesare services performed by a pharmacist reviewing prescription services for a

12. Services of audiologists; facility and services performed by an occupational therapist developing an activity
13. Any of the following provided on the date of disgfeafor ~programfor a facility

homeuse: (3) SERVICESREQUIRING PRIORAUTHORIZATION. The rental or
a. Drugs; purchaseof a specialized wheelchair farrecipient in a nursing

: : . home, regardless of the purchase or rental cost, requires prior
b. D_urable medlcal_ equnpme_nt, or authorizagtiorfrom the dep%rtment. d P
c. Disposable medical supplies; Note: For more information on prior authorization, see s. HFS 107.02 (3).
14. Specialized medical vehicle transportation; and (4) OTHER LIMITATIONS. (@) Ancillary costs. 1. Treatment
15. Air, water and land ambulance transportation. costswhich are both extraordinagnd unique to individual recip
(e) Professional services provided to hospital inpatients are #ffitsin nursing homes shall be reimbursegarately as ancillary
coveredhospital inpatient services but are rather professional se@sts,subject to any modifications made under sub. (2) (b). The
vicesand subject to theequirements in this chapter that apply tdollowing items are not includeid calculating the daily nursing

the services provided by the particular provider type. home rate but may be reimbursed separately:

() Neither a hospital nor a providperformingprofessional a. Oxygen in liters, tanks, drours, including tank rentals and
servicesto hospital inpatients may impoar unauthorized chge  monthly rental fees for concentrators;
on recipients for services covered under this chapter b. Tracheostomy and ventilatory supplies and related equip

(9) For provision of inpatient psychiatric care by a gerfasal ment, subject to guidelines and limitations published by the

pital, the services listed under s. HFS 107.13 (1) (f) are non—cdélgpartmentn the provider handbook;
eredservices. c. Transportation of a recipient to obtain health treatroent

Note: For more information on non-covered services, see s. HSS 107.03.  careif the treatment or care is prescribed by a physicianex
o e e ety o0, o202, L. (1) ane 0 - cally necessary and is performed at a physisiafice, diiic, or
unders. 13.93 (2m) (b) 7Stats., Registedune, 1990, No. 414; engerenum. (4) Otherrecognized medical treatment cepféthe transportation
to be (4) (a) and am. (4) (a) (intro.) 1., 2., 4., 6. and 7(4pb) to (f) ef. 1-1-91;  serviceis provided by the nursing home, in its controlled equip
r- and recrRegister Septemberl991, No. 429, éf10-1-91. mentand by itsstaf, or by common carrier such as bus or taxi, and
if the transportation service was provided prior to July 1, 1986.

n 5'1::5 1ot7i'0ng “aNH\SSIrt]? h?nq‘%f,,er:;"‘;ens' n(l)n DEF'N';'i(ZJN'd Transportatiorshall not be reimbursed as an ancillary service on
S section, “active treatme ans an ongouiganize or after July 1, 1986; and

effort to help each resident attain his or her developmental €apac d. Di . ided by ind d id ¢
ity through the residestregular participation, in accordance with . d- Diréct services provided by independent providers of ser

an individualized plan, in grogram of activities designed toVic® Only if the nursing home can demonstrate to the department
enablethe resident to attain the optimal physical, intellectuafh@tto pay for the service in question as an add-on adjustment to

socialand vocational levels of functioning of which he or she '€ nursing home daily rate is equal in cost or less costly than to
capable. reimbursethe independent service provider through a separate

billing. The nursing home may receive an ancillary add—on adjust
fnentto its daily rate in accordance with s. 49.45 (6m) (b), Stats.
Theindependenservice provider may not claim direct reimburse

hometo an inpatient angrescribed by a physician in a written ; : : . . ;
planof care The costs of all routine, day-to—day health care S%?tgtgg?li ?:{:'PO% ?ﬁ?:eef\ﬁ'c\’:s an ancillary add—on adjustment
| .

vicesand materials provide recipients by a nursing home shal : L e
be reimbursedwithin the daily rate determined for MA in aceor 2. The costs of services and materials identified in subd. 1.
dancewith s. 49.45 (6m), Stats. These services are the foIIowirmg'(r::a"ﬂﬁeprfov'ded to recipients shall be reimbursed in the fellow
a) Routine services and costs, namely: - . .
(1) Nursing services: y a. Claims shall be submitted under the nursing herpes
' 9 ' . . - vider number and shall appear on the same claim form used for
2 Spelual care serc\jncel_s,_ including activity thera@gre  claiming reimbursement at the daily nursing home rate;
ation, socia SEIVICes and religious services, . b. The items identified in subd. 1. shall have been prescribed
3. Supportive services, including dietayousekeeping, i writing by the attending physician, or the physiciaentry in
maintenanceinstitutional laundry and personal laundry service$ne medicai records or nursing charts shall make the need for the
but excluding personal dry cleaning services; itemsobvious:
4. Administrative and other indirect services; _ c. The amounts billed shall refletite fact that the nursing
5. Physical plant, including depreciation, insurance and-intdfomehas taken advantagetbe benefits associated with quantity
eston plant; purchasingand other outside funding sources;
6. Property taxes; and d. Reimbursement for questionable materials sexvices
7. Transportation services provided on or after July 1, 198¢hall be decided by the department;
(b) Personal comfort items, medical suppbesl special care e. Claims for transportation shall show the name and address
supplies.These are items reasonably associated with normal afdany treatment center to which the patient recipienttvears

(2) Coverep servicEs. Covered nursing home services ar
medically necessary services provided by a certififedsing

RegisterDecember 2003 No. 576


http://docs.legis.wisconsin.gov/code/admin_code

File inserted into Admin. Code 1-1-2004. May not be current beginning 1 month after insert date. For current adm. code see:
http://docs.legis.wisconsin.gov/code/admin_code
HFS 107.09 WISCONSINADMINISTRATIVE CODE 80

ported,and thetotal number of miles to and from the treatment 2. Examples of services which could qualify as eiidited
center;and nursingor skilled rehabilitation services are:

f. The amount chged for transportation may not include the a. Overall management and evaluation of the care plan. The
costof the facility’s staf time, and shall be for an actual mileagalevelopmentmanagement and evaluatioha patient care plan
amount. basedonthe physiciars orders constitute skilled services when,

(b) Independent mviders of service Whenevermnancillary in termsof the patiens physical O_I' mental Co_ndition, the develop
costis incurred under this subsection by an independent providiegnt, management and evaluation necessitate the involveshent
of service, reimbursement may be claimed only byinbdepen technicalor professional personnel to meet needs, promote-recov
dentprovider on its provider numheFhe procedures followed ery and actuate medical safefhis includes the management of

shall bein accordance with program requirements for that pr@ plan involving only a variety of personal care services wimere
vider specialty type. light of the patiens condition the aggregate thie services neces

sitatesthe involvement of technical or professional personnel.

(c) Services coved in a Christian Science sanatoriurSer Skilled planni d it tal i
vicescovered in a Christian Science sanatorahall be services SX!lled planning and managemeattivities are not always speci

ordinarily received by inpatients of a Christian Science sanatg@lly identified in the patiers clinical record. Inlight of this,
rium, but only to the extent that these serviaes the Christian Wherethe patiens overall condition supports a finding theov

Scienceequivalent oervices which constitute inpatient service§TY OF Safety can be assuredly if the total care required is
furnishedby a hospital or skilled nursing facility plannedmanaged, and evaluated by technical or professional per

(d) Wheelchairs. Wheelchairs shall be provided by skillecf/%lr&e.l’lt is appropriate to infer that skilled services are being pro

nursingand intermediate care facilities suficient quantity to . . .
meetthe health needs of patients whte recipients. Nursing __P- Observation and assessment of the pasiehinging con
homeswhich specialize in providing rehabilitative services anflition- When the patiers’ condition is such that the skills af
treatmentor the developmentally or physically disabled, or bottflurseor other technical or professional person are required to
shall provide thespecial equipment, including commodes; elddentify and evaluate thgatients need for possible modification
vatedtoilet seats, grab bars, wheelchairs adapted tethigients of treatment and the initiation of_a_lddltlonal medmal proce_dures
disability, and other adaptive prosthetiogthotics and equipment Until the patiens conditionis stabilized, the services constitute
necessanyor the provision of these services. The facility shafkilled nursing or rehabilitation services. Patients in addition

providereplacement wheelchaifsr recipients who have chang to their physical _problem_s exhibit acute psychological symptoms
ing wheelchair needs. suchas depression, anxiety or agitation may also require skilled

observatiorand assessmehy technical or professional person
whet_hera nursing service is skilled, the following criteria shall bgglfg(re:Ciigss?é:%raegdsw:l|Sk?;itgn?;r?{ggrg;hgspehggisc?;r’grge?se
applied: ) i i . or nursing or therapy notes; and

1. Where the inherent complexity of a service prescribed for c. Patient education. In cases where the use of technical or

apatient is such that it can be safelyd efectively performed fessionapersonnel is necessary to teagbatient self-mainte
only by or under the direct supervision of technical or professiorf%{l0 . . ary 1o . -
nance the teaching servicesnstitute skilled nursing or rehabili

personnelthe service shall constitute a skilled service; X .
tative services.

2. The restoration potential of a patient shall not beltuz (9) Intermediate caz facility services (ICF).1. Intermediate
ing factor in determiningvhether a service is to be considered g A . cllity > =
areservices include services that are:

skilled or nonskilled. Even where full recovery or medicat ; ) ]
improvements not possible, skilled care may be needed to pre _a. Considered appropriate by the department and provided by
vent, to the extent possible, deterioratiorthu condition or to sus & Christian Scienceanatorium either operated by or listed and
tain current Capacitiesl For examm’en though no potentia| for certified by the First Church of Christ Scientist, Boston, Mass.; or
rehabilitationexists, a terminal cancer patient may reqgsiiéed b. Provided by dacility located on an Indian reservation that
servicesas defined in this paragraph and. ggr and furnishes,on a regular basis, health-related services and is

3. A service that is ordinarily nonskilled shall be considerdifensedpursuant to s. 50.03, Stats., and ch. HFS 132.

askilled service where, because of medical complicationseits 2. Intermediate care services maglude services provided
formanceor supervision or thebservation of the patient necessiin an institution for developmentally disabled persons if:
tatesthe use of skilled nursing or skilled rehabilitation personnel. 5 Theprimary purpose of the institution is to provide health
Zﬁ’; %)é)aergﬂgf mgis;gtznrfge%f gjﬁ:?eséegaﬁ?tbﬂg snpzégﬁ{nv'vt%hggwrrehabiIitation services for developmentally disabled persons;
preexistingacute skin problem or with a nefet special traction b. The institution meets t_he standar@; IRIBS 105.12; and
of theinjured extremity might need to have technical or profes C- The developmentally disabled recipient for whom payment
sionalpersonnel properly adjust traction or obseéheepatient for IS requested is receiving active treatment and meetingthare
complicationsIn these cases, the complications and special sgfentsof 42 CFR 442.445 and 442.464, s. HFS 132.695 and ch.
vices involved shall bedocumented by physicianorders and HFS134.
nursingor therapy notes. 3. Intermediate care services niaglude services provided

(f) Skilled nursing services or skilledhabilitation services. in a distinct part of a facility other than an intermediate care facil
1. A nursing home shall provide either skilled nursing services @ if the distinct part:
skilled rehabilitation services om 7-day—a—-week basis. If, hew a. Meets all requirements for an intermediate care facility;
ever skilled rehabilitation services are not available on a 7-day- p_ |s an identifiable unit, such as an entire ward or contiguous
?h—weekbasfls, th?’ nutraﬂg home \{youtld tmeet tkt:e r((ellqwrlerllment\,},ﬁlrd,a wing, a flooror a building;

e case of a patient whose inpatient stay is based solely on the . P it
needfor skilled rehabilitation services if the patient needs and c. Consists of all beds and related facilities in the unit;

receiveshese services on at least 5 days a week. d. Houses all recipients for whom payment is being made for
Note: For example, where a facility providpbysical therapy on only 5 days a INtermediate care facility services, except as provided in subd. 4.;
weekand the patient in the facility requires and receives physical therapy on each of g |g clearly identified; and

thedays on which it is available, the requirement that skilled rehabilitation services . .
be provided on a daily basis would be met. f. Is approved in writing by the department.

(e) Determination of services as skilledin determining
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4. If thedepartment includes as intermediate care facility sehe nursing home unless the recipient remains in the hospital lon
vicesthose services provided by a distinct part of a facility othegerthan 15 days;
than an intermediate care facilitymay not require transfer af c. The first day that a recipient is consideatsent from the
recipientwithin or between facilities ifin the opinion of the homeshall be the day the recipient leaves the home, regardiess of
attendingphysician, transfer might be harmful to the physical Qhe time of day The day of return to the home does not casnt
mental health of the recipient. a bedhold dayregardless of the time of day;

(h) Determining the apipriateness of services at thkilled d. A staf member designated by the nursing home adminis
levelof cae. 1. In determining whether the services needed Bytor, such as the director of nursing service or social service
arecipient can only be provided in a skilled nurdiaglity on an  gjrector, shall document the recipiesabsence in the recipiesit’
inpatientbasis, consideration shall be given to the pasiethdi  ~hartand shall approve in writing each leave;

tion and to the availability and feasibility of using more econromi e. Claims for bedhold days may not be submitted when it is

cal alternative facilities and services. knownin advance that a recipient will not return to the facility fol

__2. Ifaneeded service is not available in the area in Whh |q\ing the leave. In the case where the recipient dies it
individual resides and transporting the person to the closest fagitajized, or where the facility is notifiethat the recipient is termi

ity furnishing the services would be an excessive physical hajfh|y i, or that due to changes in the recipientondition the
ship, the needed service may be provided skidied nursing facil — recipientwill not be returning to the facilitypayment may be
ity. This would be true even though the patiatndition might  ¢|aimedonly for those days prior to the recipiantieath or prior

not be adversely &cted ifit would be more economical or more, e noification othe recipient terminal condition or need for
efficient to provide the covered services in the institutional Seﬂischargeto another facility:

ting. L S
- — . f. For bedhold days for therapeutic visits or for participation
3. In determining the availability aflternative facilities and 4, therapeutic/rehabili){ative prog?ams, the recipkean;‘\ysicign
servicesthe availability of funds to pay for the services furnishegy, || record approva the leave in the physicianplan of care.
by these alternative facilities shall not be a fadtor instance, an ;g statement shall include the rationale for and anticipated goals

individual in need of daily physical therapy mighe able to o :
receivethe needed servicé®m an independent physical therapygztrg?iJﬁi\ﬁhislgvae\ufsagg y limitations regarding the frequency or

ractitioner. S .

P \ Resident t1. Each recipient who i ident i g. For bedhold days due to participation in therapeutic/reha
(i) Residens account.1. Each recipient who is a resident iny;yaiive programs, therogram shall meet the definition of thera

a public or privately-owned nursing home shall have an acCo ic rehabilitativeprogram under s. HFS 101.03 (175). Upon

establishedor the maintenance of earned or unearmemhey .. ,oqpf the department, the nursing home shall submit, in writ

paymentseceived, includingocial security and SSI payments;, - “intormation on the dates de prograng operation, the num

Thepayee for the account shall be the recipient, a fegaésenta rof participants, the sponsorship of firegram, the anticipated

tive of the recipientr a person designated by the recipient as %alsof the program and how these goals will be accomplished,

or her representative. and the leaders or faculty of the program and their credentials.

2. Ifitis determined by the agency making the money pay 2. Bedhold days for therapeutic visits and therapeutic/reha

mentthat the recipient is not competent to handle the payments, - . .
; . : ; tative programs and hospital bedhaldys which are not sepa
andif no other legal representative can be appointedyting ely rei%bgrsed to the fapt):ility by ngin accordance w?t% S.

home administrator may be designated as the representaﬁ . i e
payee.The need for the representative paghell be reviewed enti?é?nr“)y Stats., may not be billed to the recipient or the recipi

whenthe annual review of the recipiengligibility status is made. : . .
(k) Private moms. Private rooms shall not be a covered service

3. Therecipients account shall include documentation of al jthin the daily rate reimbursed to a nursing home, except where
depositsand withdrawals of funds, indicating the amount and da (ﬂuiredunder s. HES 132.51 (2) (b). Howeviér recipient or

of deposit and the amount, date and purpose of each withdrayat.=" =" ¢ . .
: the recipients legal representative chooses a private room with
4. Upon the death or permanent transfer of the resident frgfjy knowledge andcceptance of the financial liabilitpe recipi
thefacility, the balance of the residesitrust account and@py  entmay reimburse the nursing home for a private room if the fol
of the account records shall be forwarded to the recipient, § fing conditions are met:
recipient’'spersonal representative orttee legal guardian of the he ti f ission th - legal
recipient.No facility or any of its employees or representatives 1 At the time of admission the recipient or legal representa
may benefit from the distribution of a deceased recipiquer  Uve i informed of the personal financigibility encumbered if
sonalfunds unlesshey are specifically named in the recipient (€ recipient chooses a private room;
will or constitute an heir-at—-law 2. Pursuantto s. HFS 132.31 (1) (d), the recipient or legal rep
5. The departmert’determination thatfacility has violated resentativedocuments the private room choice in writing;
this paragraph shall be cause for the facility to be decertified from 3. The recipient or legal representativ@éssonally liable for
MA. no more than the diérence between theursing homes private

() Bedhold. 1. Bedhold payments sha made to a nursing pay rate for a semi—private room and the private room rate; and
homefor an eligiblerecipient during the recipiesttemporary 4. Pursuantto s. HFS 132.31 (1) (d), if at any time ttierelif
absencdor hospital treatment, a therapeutic visit or to participagntial rate determined under sulil. changes, the recipient or
in a therapeutic rehabilitative prograifrthe following criteria are legalrepresentative shall be notifibg the nursing home admin
met: istrator within 15 days and a new consent agreement shall be

a. Thefacility’s occupancy level meets the requirements fégached.
bedholdreimbursement under the nursing horaenbursement (L) Assessment.No nursing home may admit any patient
formula. The facility shall maintain adequate records regardingnlessthe patients assessed in accordance with s. 46.27 (6), Stats.
occupancyand provide these records to the department upon(m) Physician certification of need for SNI ICF inpatient
request; care. 1. A physician shall certifgt the time that an applicant or

b. For bedholds resulting from hospitalization of a recipientgcipientis admitted to a nursing home &or an individual who
reimbursemenshall be available for a period not to exceed 1&ppliesfor MA while in a nursing home before the MA agency
daysfor each hospital sta§here is no limit on the number of staysauthorizespayment, that SNF or ICF nursing home services are
peryear No recipientmay be administratively disclggrd from  or were needed.
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2. Recertification shabbe performed by a physician, a physiphysician’splan of care shall be submitted to the department
cian’sassistant, or a nurse practitioner under the supervision aaeneverthe recipiens condition changes.
physicianas follows: 2. A physicians plan of care shall be required at the tisfie

a. Recertification of need for inpatient care in an SNF shalpplicationby a nursing home resident for MA benefits. If a physi
takeplace 30, 60 and 90 days after the date of initial certificatiaian’s plan of care is natubmitted to the department by the nurs
andevery 60 days after that; ing home at the time that a resident applies for MA benefits, the

b. Recertification of need for inpatient care in an ICF shafiepartmenshall not certify the level of care of the recipient until
takeplace no earlier than 60 days and 180 days after initial certHfi€ physicians plan of care has been received. Authorization shall

cation,at 12, 18 and 24 montater initial certification, and every becovered only for the period of 2 weeks prior to the date of sub
12 months after that; and missionof the physiciars plan of care.

c. Recertification shall be considered to have been done on 3. The physiciars plan of care shall include diagnosis, symp
atimely basis if it was performed no later thandeys after the toms, complaints and complications indicatirtpe need for
date required under subd. 2. a. or b. , as appropriate ttend admissiona description of the functional leved the individual;
departmentetermines thathe person making the certificationobjectives;any orders for medications, treatments, restorative and
hada good reason for not meeting the schedule. rehabilitative services, activities, therapies, social services or diet,

(n) Medical evaluation and psychiatric and social evaluatio SPecial procedures recommended for the health and safety of
— SNF 1. Before a recipient idmitted to an SNF or before pay € patient; plans for continuing care, including review and modi
mentis authorized for a resident who applies for MA, the attenfication to the plan of care; and plans for disfear

ing physician shall: 4. The attending or sfgbhysician and a physician assistant
a. Undertake a medical evaluation of each applisaot’ andother personnehvolved in the recipiers’ care shall review
recipient’sneed for care in the SNF; and the physicians plan of care at least every 60 days for SNF recipi

entsand at least every 90 days for ICF recipients.

(r) Reports of evaluations and plansaaifre — ICF and SNF
A written report of each evaluati@nd the physiciags’plan of

b. Devise a plan of rehabilitation, where applicable.

2. A psychiatric and a social evaluation of an applicaot’
Ler]ccliglregtljggefofgrzc;re shall be performed by a prowatetified careshall be made part of th.e applicantr recipiens record:
3. Each medical evaluation shall include: diagnosis,-sum L At thg t'm_e of gdmlssmn., or o .
mary of present medical findingsedical historydocumentation 2. If the individualis already in the facilityimmediately upon
of mental and physical status and functional capagignosis, Ccompletionof the evaluation or plan.
anda recommendation by the physician concerning admission to(s) Recovery of costs of servicesll medicare—certified SNF
the SNF or continued care in the SNF facilities shall recover all medicare—allowable costs of services
(0) Medical evaluation and psychological and social evalugProvidedto recipients entitled to medicare benefits prior to billing
tion — ICF 1. Before a recipient is admitted tol@F or before MA. Refusal to recover these costs may result in a fine of not less
authorizatiorfor paymenin the case of a resident who applies fofhan$10 nor more than $100 a dag determined by the depart
MA, an interdisciplinary team of health professionals shall maKkeent.
acomprehensive medical and social evaluation and, where-appro(t) Prospective payment systefrovisions regarding services
priate,a psychological evaluation of the applicarirecipients andreimbursement contained in this subsection are subject to s.
needfor care in the ICF within 48ours following admission 49.45(6m), Stats.
unlessthe evaluation was performed moore than 15 days before () Active teatment. All developmentally disabletesidents
admission. of SNF or ICF certified facilities who require active treatment
2. In an institution fomentally retarded persons or personshall receive active treatment subject to the requirements of s.
with related conditions, the team shall also make a psychologief#S 132.695.
evaluationof need for care. The psychological evaluation shall be () permanenteduction in MA payments when an IM&#
madebefore admission or authorization of payment, but may n@éntis relocated to the communityf a facility determined by the
bemade more than 3 months before admission. federalgovernment or the department to be an institutiomen
3. Each evaluation shaiiclude: diagnosis; summary of pres tal diseases (IMD) or by the department to be at risk of being deter
entmedical, social and, where appropriate, developméntil minedto be an IMD under 42 CFR 435.1009 or s. 49.43 (6m),
ings; medicaland social family history; documentation of menta$tats.,agrees under s. 46.266 (9), Stats., to recepermanent
and physical status anfilinctional capacity; prognosis; kinds oflimitation on its payment under s. 49.45 (6m), Stats., for each resi
servicesneeded; evaluation by an agency worker of the resoureRstwho is relocated, the following restrictions apply:
availablein the home, family and community; and a recommenda ;  \A payment to a facility may natxceed the payment
tion concerning admission to theF or continued care in the ICF |\ hich would otherwise be issued for the number of patieons
4. If thecomprehensive evaluation recommends ICF servicggondingto the facilitys patient day cap sby the department.
for an applicant or recipient whose needs could be met by altermgie capshall equal 365 multiplied by the number of MA—eligible
serviceghat are not then available, the facility shall enter this fagisidentson the date that the facility was found to be an IMD or
in the recipiens record and shall begin to look for alternative sefvasdetermined by the department to be at risk of being found to
vices. bean IMD, plus the dference between tHeensed bed capacity
(p) MA agency eview of need for admission to an SNF or.ICPFof the facility onthe date that the facility agrees to a permanent
Medical and other professional personnel of the agency or ligiitation on its payments and the number of residents on the date
designeeshall evaluate each applicantrrecipients need for thatthe facility was found to be an IMD or was determinedhiay
admissiorto an SNF or ICF by reviewing and assessing the evallepartmento be at risk of being found to be an IMD. The patient
ationsrequired under pars. (n) and (0). daycap may be increased by the patient days corresponding to the
(q) Physicians plan of cae for SNFor ICF resident. 1. The numberof residents ineligible for MA at the time of the determina
level of care and services to be received by a recipient from fign but who later become eligible for MA.
SNF or ICF shall be documented in the physicatan of care 2. The department shall annually compare the MA patient
by the attending physician and approvedioy department. The daysreported in the facilitg most recentost report to the patient
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day cap under subd. 1. Payments for patient days exceeding thé3) OTHERLIMITATIONS. (&) Dispensing of schedulg IV and

patient day cap shall be disallowed. V drugs shall be limitetb the original dispensing plus 5 refills,
(5) NON-COVEREDSERVICES. The f0||owingservices are not Or 6 mqnths from the date of the original prescription, whichever
coveredservices: comesﬁr;t. _ o
(a) Services of private duty nurses when provided in a nursing (P) Dispensing of non-scheduled drugs shall be limited to the
home; original dispensing plusilrefills, or 12 months from the date of
(b) For Christian Science sanatoria, custodial care andnest (e 0riginal prescription, whichever comes first. .
study; (c) Generically-written prescriptions for drugs listed in the

(c) Inpatient nursing care for ICF personal cane ICF resi federalfood and drug administration approved drug products pub

dentialcare to residents who entered a nursing home after Septgﬁ‘?tiqn shall be filled with a generic drug included in that list- Pre
ber30. 1981 form Scriptionorders written for brand name drugs which have a lower

stcommonly available generitrug equivalent shall be filled

. . _.c

(d) ICF-level services provided to a developmentally d'sabl%?th the lower cost drug product equivalent, unless the prescrib
personadmitted after September 15, 1986, tdG# facility other ;g hrovider under sub. (1) writes “brand medically necessary” on
thanto a facility certified under s. HFS 105.12 as an |ntermedlq§§geface of the prescription.

carefacility for the mentally retarded unless the provisions of s. (d) Except as provided in pae), legend drugs shall be dis

HFS 132.51 (2) (d) 1. have been waived for that person; and :
© Inpatie(ni ée)rvices for residents betw ehmnagFe)s of 21 and plensedn the full amounts prescribed, not to exceed a 34-day sup
ply.

64 when provided by an institution for mental disease, exbept (€) The following drugs may be dispendedmounts up to but

servicesmay be provided to a 21 year old resident of an IMD if - : L
the person was a resident of the IMD immediately prior to turnirlPt {0 €xceed a 100-day suppas prescribed by a physician:
21 and continues to be a resident after turning 21. 1. Digoxin, digitoxin, digitalis;

Note: For more information about non—-covered services, see s. HFS 107.03. 2. Hydrochlorothiazide and chlorothiazide;

History: Cr. RegisterFebruary1986,No. 362, eff 3—1-86; renum. (1) to (4) to . s
be(2) to (5) and am. (4) (g) 2. and (5) &)d (c), cr(1) (4) (u), (5) (d) and (e), Regis 3. Prenatal vitamins;
ter, February 1988, No. 386, &f3-1-88; emay. cr. (4) (v), ef. 8-1-88; cr (4) (v), 4. Fluoride:
Register December1988, No. 396, &f1-1-89;correction in (4) (a) 1. intro. made !
unders. 13.93 (2m) (b) 7., Stats., Registpril, 1999, No. 520; corrections in (4) 5

6

. Levothyroxine, liothyronine and thyroid extract;
(v) (intro.) made under s. 13.93 (2m) (b) 7., Stats., RegBttober 2000, No. 538.

. Phenobarbital;

HFS 107.10 Drugs. (1) CovERED SERVICES. Drugs and 7. Phenytoin; and
drug products covered by MA include legend and non-legend 8. Oral contraceptives.
drugsand supplies listed in thei¥¢onsin medicaid drug index (f) Provision ofdrugs and supplies to nursing home recipients
which are prescribed by a physician licensed under s. 448.8#all comply with the departmestpolicy on ancillary costs in s.
Stats. by a dentist licensed under s. 447.05, Sthysa, podiatrist HFS 107.09 (4) (a).
licensedunder s. 448.04, Stats., by an optometrist licensed under, ) Provision of special dietary supplemented for tube
ch. 449, Stats., by an advanced practice nurse prescriber lice ing or oral feeding of nursing home recipients stz

unders. 441.16, Stats., or when a physician delegates the presGHB|ydedin the nursing home daily rate pursuant to s. HE®09
ing of drugs to a nurse practitioner or to a physisiassistant cer ) ().

tified under s. 448.04, Stats., and the requirements sntle8.03

Ig:]{]sgéergreatlctltloners and undeied 8.08 for physician assis shallbe used irthe treatment of a diagnosable medical condition

Note: The Wsconsin medicaid drug indés available from the Division of Health and be. a rational part of an accepted medical treatment plan. The
CareFinancing, RD. Box 309, Madison, WI 53701. following general categories of non-legend drugs are covered:
(2) SERVICESREQUIRINGPRIORAUTHORIZATION. The following . Antacids;
drugsand supplies require prior authorization: . Analgesics;

1
2
(b) All schedules Il and IV stimulant drugs; 3. Insulins;
4
5

(h) To be included as a covered service, a non-legend drug

(c) Medically necessaygpecially formulated nutritional sup . Contraceptives;
plementsand replacement products, including enteral @areén e
teral products usedbr the treatment of severe health conditions 6. goﬁghh Frgp?rgtl_ons, - and
suchas pathologies of the gastrointestinal tract or metabolic-disor ©: ©PNthalmic lubricants; an
ders,as described in the MA provider handbooks and bulletins. 7. Iron supplements for pregnant women.

(d) Drugs the department has determined entail substantial 8. Non-legenddrugs not within one of the categories
cost or utilization problems for the MA program. These drugiescribedinder subds. 1. @ that previously had legend drug-sta
shallbe noted in the Wconsin medicaid drug index; tusand that the department has determined to be destieé in

(e) Any drug produced by a manufacturer who has not entefég@tingthe condition for which the drugs are prescribed.
into a rebate agreement with the federal secretary of health andi) Any innovator multiple-source drug is a covesetvice
humanservices, as required by 42 USC 1396r-8, if the prescribiagly if the prescribing provider undsub. (1) certifies by writing
providerundersub. (1) demonstrates to the departnsesutisfac  the phrase “brandnedically necessary” on the prescription to the
tion that noother drug sold by a manufacturer who complies withharmacistthat the innovator brand drug, ratftean a generic
42 USC 1396r-8 is medically appropriate and cogeetive in  drug, is medically necessarylhe prescribing provider shalbcu
treatingthe recipiens condition; mentin the patiens record the reason why the innovator brand

(f) Drugs identified by the department that are sometimes u&kH9 is medically necessaryrhe innovators ofultiple source
to enhance the prospects of fertility in males or females, when pfUgare identified in the W§consin medicaid drug index.
posedto be used for treatment of a condition not related to fertility; (i) A drug produced by a manufacturer who dogtsmeet the
and requirement®f 42 USC 1396r-8 may ksecovered service if the

(g) Drugs identified by the department that are sometimes uS§partmentetermines that therug is medically necessary and
to treat impotencenhen proposed to be used for the treatment gpst—effectiven treating the conditiofor which it is prescribed.
acondition not related to impotence. (k) The departmentay determine whether or not a drug

Note: For more information on prior authorization, see s. HFS 107.02 (3).  judgedby the U.S. food and drugdministration to be “less than
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effective”shall be reimbursed under the program based on the (b) The pharmacist shallfef to discuss with each MA recipi
medicalappropriateness and costfeetiveness of the drug. ent, therecipients legal representative or the recipiemaregiver

(L) Services, including drugs, directly related to nongisat Who presents the prescription, matters which, in the exercise of the
abortionsshall comply with s. 20.927, Stats., may only be préharmacist'professional judgment and consistent with state stat
Scribedby a physician’ and shall Comp|y with MA po“cy qm@. Utes.and rules g.OVe.r:r"ng p_rOVISI_OnS of this |nf9rmat|0n, the -phar
ceduresas described in MA provider handbooks and bulletins.macistdeems significant, including the following:

(4) NON-COVEREDSERVICES. The department may create a list 1. The name and description of the medication;
of drugs or drug categories to be excluded from coverage, known 2. The route, dosage form, dosage, route of administration,
asthe medicaid negative drug list. These non—covered drugs naendduration of drug therapy;

includedrugs determined “less tharfeftive” by the U.S. food 3. Specific directions and precautions for preparation, admin
anddrug administration, drugs not covered by 42 USC 1396r-8trationand use by the patient;

drugs restricted under 42 USC 1396r-8 (d) (2) and experimental 4 ~,mmon severe sidefefts or adverse fefcts orinterac

o(rj(cj)_ttk_\er dtLUQ? ‘I’l"h'c.h have not medlca(ljly accepted indicatlans. s "and therapeutic contraindications that may be encountered,
addition, the foflowing areé not Covered services: including how to avoid them, and the action requifatiey occur;

(@) Claims of a pharmacy providéor reimbursement for ; _ T .
drugsand medical supplies included in the daily rate for nursing 5. Techniques for self-monitoring drug therapy;

home recipients; 6. Proper storage;

(b) Refills of schedule Il drugs; 7. Prescription refill information; and

(c) Refills beyond the limitations imposed undeb. (3) (@) 8- Action to be taken in the event of a missed dose.
and(b); (c) The pharmacisshall make a reasonabldaet to obtain,

(d) Personal care items such as non-therapeutic bath oilsecordand maintain at least the following information regarding

(€) Cosmetics such as non—therapeutic sifions and sun eachMA recipient for whom the pharmacist dispensags

underthe MA program:

screens; o )
bar(l?i—aci:dosmmon medicine chest items suah antiseptics and birt#b?ggéngalcljdg:rllzgﬁme’ address, telephone numbate of

. . 2. The individuals history wherssignificant, including any
(9) Personal hygiene items such as tooth paste and baftsn  jiseasestate or states, known afies and drug reactions, and a

(h) “Patent” medicines such as drugs or other medical prepagamprehensive list of medications and relevant devices; and

tionsthat can be bought without a prescription; 3. The pharmacist’ comments relevant to the individsal’
(i) Uneconomically small package sizes; drug therapy

() Items which are in the inventory of a nursing home; (d) Nothing in this subsection shall benstrued as requiring
(k) Drugs not listed in the medicaid index, including overa pharmacist to provide consultation when an MA recipient, the
the—countedrugs not included in sub. (3) (h) and legend drugsecipient’slegal representative or the recipisrtaregiver refuses

(L) Drugs included in the medicaid negative drug formularj® consultation.

; ; . History: Cr. RegisterFebruary1986, No. 362, €f3-1-86; am. (3) (h), Register
maintainecby the department; and February,1988, No. 386, &f3-1-88; emay. am. (2) (e) and (f), (4) (K)..€2) (q),

(m) Drugs produced by a manufacturer who does not meet t%)&i) ain% ék), éﬁ% L), ez‘fz ;1(—62)7;%1: (rza)\rzg ;ﬁgr(Rt)egisg;[(th)e%irgkze;l?%l(ﬁ;lgh ?13(31’)
. #ff. 1-1-92. and recr| s . e), cr ,
requirementsof 42 USC 1396r-8, unless sub. (2) (e) or (3) (J;n) to (1), RegisterJanuary1997, No. 493, &2-1-97:CR 03-033 am’ (1, @y,
applies. (3) (b) to (d), (h) (intro.), (i), (4) (L) and (5) (a), r (2) (a), cr (3) (h) 8.Register
(n) Drugs provided for the treatmenft males or females for Pecember2003 No. 576, eff. 1-1-04
infertility or to enhance the prospects of fertility;

(o) Drugs provided for the treatment of impotence;

(p) Drugs, including hormone theramssociated with trans

sexualsugery or medically unnecessary alteration of sexuatan :
omy or characteristics: Brescribedn s. 50.01 (1g), Stats.

S L (b) “Home health aide services” means medically oriented
in d(L?ge 2[)%%3 Oc:]rscovflnhlgRaa]oensagﬂ%sn;h%toa:%?dcrgrlrr:|s|ter\’lt\ag?htotasks, assistance with activities of dailiving and incidental
20.927 Stats an’d s. HFS 107.10 (3) (L) Ply householdtasks required to facilitate treatmesfta recipiens

Food: medicalcondition or to maintain the recipientiealth.
(r) Food, ... (c) "Home health visit” or “visit” means a period of time of any

(S) Infant formula, except when the product and recimentyyrationduring which home health services are provittedugh
healthcondition meet the criteria establl_sHepIthe department personalcontact by agency personnel of less than 8 hours a day
undersub. (2) (c) to verify medical need; and in the recipient place of residence for the purpose of providing

() Enteral nutritional products that do not meet the critereacovered home health service. Téervices are provided by a
establishedy the departmentnder sub. (2) (c) to verify medical homehealth provider employed by a home health agelngya
need,when an alternative nutrition source is available, or that dieme health provider under contract to a home health agency
solely for the convenience of the caregiver or the recipient.  accordingto the requirements of s. HFS 133dt%y arrangement

(5) DRUG REVIEW, COUNSELINGAND RECORDKEEPING. In addi ~ With @ home health agenck visit begins when the home health
tion to complying with ch. Phar 7, a pharmacist shall futfie Provider enters the residence to provide a covered service and
requirement®f 42 USC 1396r-8 (g) (2) (A) as follows: endswhen the worker leaves the residence.

(a) The pharmacist shall review the diihgrapy before each (d) “Home health provider” means a person vib@n RN,
prescriptionis filled or delivered to an MA recipient. The review-PN, home health aide, physical or occupational therapist, speech
shall include screening for potential drug therapy problenfd@thologistcertified physical therapy assistant or certified eccu
including therapeutic duplication, drug—diseasentraindica Pationaltherapy assistant.
tions, drug—drug interactions, including serious interactiaite (e) “Initial visit” means the first home health visit of any dura
non-legendirugs, incorrect drug dosage or duration of drug-tredton in a calendar day provided by a registered nurse, licensed
ment,drug—allegy interactions and clinical abuse or misuse. practicalnurse, home health aide, physical or occupational-thera

HFS 107.11 Home health services. (1) DEFINITIONS.
In this section:

(a) “Community—based residential facility” has the meaning

RegisterDecember 2003 No. 576


http://docs.legis.wisconsin.gov/code/admin_code

File inserted into Admin. Code 1-1-2004. May not be current beginning 1 month after insert date. For current adm. code see:

http://docs.legis.wisconsin.gov/code/admin_code
85 DEPARTMENT OF HEALTH AND FAMILY SER/ICES HFS 107.11

pistor speech antinguage pathologist for the purpose of delivewhosemedical conditiorhas exacerbated during care activities
ing a covered home health service to a recipient. sometimein the past 6 months is considered to have a condition
(f) “Subsequent visit” means each additional visit of any-dur#hich may worsen when assistance is provided. Activities of
tion following the initial visit in a calendar day provided by an RNdaily living include, but are not limited to, bathing, dressing,
LPN or home health aide for the purpose of delivering a covergtpomingand personal hygiene activities, skin, foot and ear care,

homehealth service to a recipient. eating,elimination, ambulation, and changing bed positiamnst
(g) “Unlicensed caregiverfneans a home health aide or-per 3. Household tasks incidental to direct care activities
sonalcare worker describedn subds. 1. and 2.

. . . Note: For further description of home health aide services, refer to igEWéin
(2) CoveREDSERVICES. Services provided by an agency eertiyegical Assistance Home Health Agency Provider Handbook, Part L, Division II.

fied under s. HFS 105.16 which are covered by MA are those rea (c) 1. These are servicgsovided in the recipierg’home
sonableand medicallynecessary services required in the home {onich can only be safely andfettively performedby a skilled
treatthe recipiens condition. Covered services are: skilled AUrSherapistor speech pathologist by a certified therapy assistant

ing services, home health aide services and medical suppl\ﬁﬁo receives supervision by the certified therapistording to 42
equipmentand appliances suitable for use in the recierime, cEg 484 .32 for g recipient)i:onfined to his or her homg.

andtherapy and speech pathology services which the agency Is C
certified to provide. These services are covered only when per .2: Based on the assessment by the recisiehysician of the

formedaccording to the requirements of s. HES 105.16 and pigCiPientsrehabilitation potential, services provided are expected
vided in a recipient place of residence which is other than a hogoblr‘rmterh&_llly g\lﬂpr_ove the rt(ejuplestcondltlon within a fglasﬁn ‘
pital or nursing home. Home health skilled nursing tiretapy ;,are ictable time period, or are fneCﬁssary_ to establish a safe
servicesare covered only when provided to a recipient who, gae ective Imaln.tenar.wce program or the recipient.

certified in writing by the recipiens physician, is confined to a 3. In conjunction with the written plan of care, a therapy-eval
placeof residenceexcept that intermittent, medically necessar)t-)'at'onSha” be conducted prior to the provision of these services
skilled nursing or therapy services avered if they are required PY the therapist or speech pathologist who will provide the ser
by a recipient who cannoéasonably obtain these services outsiddcesto the recipient.

theresidence or from a more appropriate provider. Home health 4. The therapist or speech pathologist shall provide a sum
aideservices may be provided taecipient who is not confined mary of activities, including goaland outcomes, to the physician
to the homebut services shall be performed only in the recipentat least every 62 days, and upon conclusion of therapy services.
home.Services are coveramhly when included in the written plan  (3) PrIOR AUTHORIZATION. Prior authorization is required to

of care with supervision and coordination ofralrsing care for review utilization of services and assess thedical necessity of
therecipient provided by a registered nurse. Home health servigeaitinuingservices for:

include: (a) All home health visits whethe total of any combination

(a) Skilled nursing services provided in a recipiefitbme of skilled nursing, home health aidehysical and occupational
undera plan of care which requires less than 8 hours of skill@gerapistand speech pathologist visiig all providers exceeds 30
nursingcare per calendar day and specifies a level ofwhieh visits in a calendar yeaincluding situations when the recipient’
the nurse is qualified to provide. These are: careis shared among several certified providers;

1. Nursing services performed by a registered nurse, or by a(b) All home health aide visits when the services are provided
licensedpractical nurse under the supervision ofegistered in conjunction with private duty nursing under s. HFS 107.12 or
nurse,according to the written plan of care and accepted standatigs provision of respiratory care services under s. HFS 187.1
of medical and nursing practice, in accordance with ch. N 6; (c) All medical supplies and equipment for which paothe

2. Services which, due to the recipisntedical condition, rizationis required under s. HFS 107.24;

may be only safely and ffctively provided by an RN or LPN; (4) All home health aide visits when 4 or more hours of centin
3. Assessments performed only by a registered nurse; angbuscare is medically necessary; and

4. Teaching and training dhe recipient, the recipiestfant (e) All subsequent skilled nursing visits.

ily or other caregivers requiring the skills on an RN or LPN.  (4) Orher LimimaTIONs. (a) The written plan of care shall be

Note: For a further description of skilled nursing services, refer to tisedfisin ; ; i
Medical Assistance Home Health Agency Provider Handbook, Part L, Division II(.:IeVGIOpecand reweweai:oncurrently with and in support of other

(b) Home health aide services are: healthsustaining dbrts for the recipient in the home.

1. Medically oriented tasks which cannot be safely delegatesrelJ (g)"egsnhgh‘ rr?]kélgt mgdrlgghi?grl#gmse r(‘)tf :;mﬁlgllss %57615 llle medical
by anRN as determined and documented by the RN to a person . . - . .
careworker whohas not received special training in performing_(C) Services provided to a recipient who is a resident of a com
tasks for the specific individual, and which may include, but ac}lﬁunlty—t_)asede&dentlal facility shall be rendered accordiog
not limited to, medically oriented activities directly supportive of '€ réquirements of ch. HFS 83 and shall not duplicate services
skilled nursing services provided to the recipient. These m&jAtthe facility has agreed to provide. _
includeassistance with and administration of oral, rectal and topi (d) 1. Except as provided in subd. 2., home health skilled nurs
cal medicationsordinarily self-administered and supervised byng services provided by one or more providers are limitéeist
anRN according to 42 CFR 483.36 (d), chs. HFS 133 and N 6, dh@n 8 hours per day per recipient as required by the recigient
assistancevith activities directly supportive of current and activénedicalcondition.
skilled therapy and speech pathology services and further 2. If the recipient medical condition worsens so that 8 or
describedin the Wsconsin medical assistance home healtmorehours of direct, skilled nursing services are required in-a cal
agencyprovider handbook; endarday a maximum of 30 calendar days of skilled nursing care

2. Assistancewith the recipient activities of daily living May continue to be reimbursed as home health services, beginning
only when provided on conjunctiosith a medically oriented task onthe day 8 hours or more of skilled nursing services became nec
thatcannot be safely delegated to a personal care workieterss €ssary.To continue medically necessary services after 30 days,
minedand documented by the delegating RN. Assistance with dor authorization for private duty nursing is required ursler
recipient’sactivitiesof daily living consists of medically oriented HFS107.12 (2).
taskswhen a reasonablgrobability exists that the recipiest’ (e) An intake evaluation is a covered home health skilled nurs
medicalcondition will worserduring the period when assistanceng service only if, during the course of the initial visit to the recip
is provided, as documented by the delegating RN. A recipident, the recipient imdmitted into the agensytare and covered
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skilled nursing services are performed according to the written (c) Morethan one initial visit per day by a home health skilled

physician’sorders during the visit. nurse,home health aide, phy§ical or occupational therapist or
(f) A skilled nursing ongoing assessmémta recipient is a SPeechand language pathologist;
coveredservice: (d) Private dutynursing services under s. HFS 107.12, unless

1. When theecipients medical condition is stable, the reeipi the requirements of sub. (4) (d) 2. apply;
ent has not received eovered skilled nursing service, covered (e) Services requiring prior authorization that are provided
personakareservice, or covered home visit by a physician servisgithout prior authorization;

within the past 62lays, and a skilled assessment is required to re—(f) Supervision of the recipient when supervision is the only
evaluate the continuing appropriateness of the plan of care. In #¥$viceprovided at the time;

paragraph;medically stable” means the recipienghysical con (g) Hospice care provided under s. HFS 107.31;

?r:'g%rllj;feﬂ?gkagute, without substantial change or fluctuation at (h) Mental health and alcohol or other drug abuse services pro
’ videdunder s. HFS 107.13 (2), (3), (3m), (4) and (6);

2. When thelrec!g|ers_ medécal Cf)ndltlot? reqmdrefs sk|||e(_jb| (i) Medications administration by a personal care worker or
nursingpersonnel to identify and evaluate the need for possi 8ministrationby a homehealth aide which has not been dele

modificationof treatment; a . >
3. When the recipiers’ medical condition requires skilled gatedby an RN according to the relevant provisions of ch. HFS

nursingpersonnel to initiate additional medical procedures until

e ; o ; ()) Skilled nursing services contracted for by a home health
ltgﬁgrggﬁggté;;?;t?gfnégfeg|rg1ren stabilizes, but is not part Ofé'ligencyunless the requirements s. HFS 133.19 are met and

S — . approvedby the department;
4. If there is a likelihood ofomplications or an acute episode. (K) Occupational therapy physical therapy or speech

(9) Teaching and training activities are covered services ofl4thologyservices requiring onlghe use of equipment without
whenprovided to the recipient, recipiesifamily or other care  the skills of the therapist or speech pathologist;
giverin conjunctionwith other covered skilled nursing care fpro (L) Skilled nursing visits:

videdto the recipient. . -
(h) A licensed nurse shall administer medications to a mingr 1. Solely for the purpose of ensuring that a recipient who has

child or to anadult who is not self-directing, as determined by th%.(iﬁTh%nsmtreaéecgthésntgryrgibrgﬁlrnpllance over 30 days complies
physician,to direct or administer his or her own medicationé’,vI ', _' prog S o . .
when a responsible adult is nptesent to direct the recipiest’ 2. To administer or assist with medication administration of
medicationprogram. an adult recipientvho is capable of safely self-administering a
(i) Services provided by an LPN which are not delegated Bw))edlcathn_as detern.1|r.1ed and chumented by the RN; N
anRN under s. N 6.03 are not covered services. 3. To inject a recipient who is capable of safely self-injecting

()) Skilled physicaland occupational therapy and speecﬁ medlcatlon,.as dgscrlbed and QOpumented by the RN; .
pathologyservices are not to include activities provided for the 4. To prefill syringes for self-injection when, as determined
generalwelfare of the recipient or activities provide diversion a@nddocumented by thBN, the recipient is capable of prefilling
for the recipient or to motivate the recipient. or a pharmacy is available to prefil; and

(k) Skilled nursing services may be provided for a recifignt S T0 Set up medication for self-administration whes,
oneor more home health agencies or by an agency contractl erminedand documented by the RN, the rec!plent is capable or
with a nurse or nursemly if the agencies meet the requirement@ Pharmacy is available to assist the recipient;
of ch. HFS 133 and are approved by the department. (m) Home health services to a recipient who is eligible for cov

(L) RN supervision and administrative costs associated wigfedservices under the medicare program or any other insurance
the provision of services under this section are not separat&fdby the recipient;
reimbursableMA services. (n) Services that are not medically appropriate. In this-para

(m) Home health aide service limitations are the following:9raph,‘medicallyappropriate’means a service that is proven and
. . . . . - effective treatment for the condition for which it is intended or
1. A home health aide mayovide assistance with a reeipi

ent's medications only if the writteplan of care documents theused; .
nameof the delegating registered nurse and the recipient is aged®) Parenting;
18 or more; (p) Services to other members of the recipgehtusehold;

2. Home health aide services arimarily medically oriented (@) A visit made by a skilled nurse, physical or occupational
tasks asdetermined by the delegating RN, when the instability #ferapistor speectpathologist solely to train other home health
the recipients conditionas documented in the medical record iworkers;
suchthat the recipieng’ care cannot be safely delegated to a per (r) Any home health service included in the daily rate of the
sonalcare worker under s. HFS 10721 community—basedesidential facility where the recipient is resid

3. A homehealth aide visit which is a covered service shallg;
include at least one medically oriented task performed during a (s) Services when provided to a recipient by the recigent’
visit which cannotin the judgment of the delegating RN, be safelgpouseor parent if the recipient is under age 18;
delegatedo a personal care worker; and (t) Skilled nursing and therapy services provided to a recipient

4. A home healtraide, rather than a personal care warkewho is not confined to a place of residence wkervices are rea
shall always provide medically oriented services for recipientonablyavailable outside the residence;

who are under age 18. (u) Any service which is performed in a plazther than the
(5) Non-covereDSERVICES. The followingservices are not recipient’sresidence; and
coveredhome health services: (v) Independent nursing services under sub. (6).
(a) Services that are not medically necessary; (6) UNAVAILABILITY OF A HOME HEALTH AGENCY. (@) Defini-
(b) Skilled nursing services provided for 8 or more hours p&on. In this subsection, “part-time, intermittent care” means
recipientper day; skilled nursing services provided in a recipierntome under a
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plan of care which requires less than 8 hours of skilled care in a 2. Dischage of a recipient fromursing care under this sub
calendarday sectionshall be made in accordance with s. HFS 105.19 (9).

(b) Coveed services.l. Part-time, intermittent nursing care 3. The limitations under sub. (4) apply

may be provided by an independentrse certified under s. HES 4. Registered nurse supervision of an LBMot separately
105._19when an existing homteealth agency cannot provide there_imbursable.

servicesas appropriately documented by the nurse, and the-physi ) Non-coveed services.The following services are not cov
cian’s prescription specifies that the recipient requires less&hag edservices under this subsection:

hoursof skilled nursing care per calendar day and calls for a level

of care which the nurse is licensed to provide as documented to thel' Se_rwces listed |n_sub. (5)_;
department. 2. Private duty nursing services under s. HFS 107.12; and

2. Services provided bgn MA—certified registered nurse are  3- Any service that fails to meet the recipientiedical needs
thoseservices prescribed byphysician which comprise the prac or places the re(:|p|e£1t at risk for a ne‘gatlve treazment outcome.
. . . . History: Cr. RegisterFebruary1986, No. 362, &f3-1-86; r and recrRegister
tice of professmnahursmg_as descr_lbed under s. 441.001 (4Apri,' 1988, No. 388, 6(7-1-88; am. (3) (d) and (e), ¢8) (), RegisterDecember
Stats.,and s. N 6.03Services provided by an MA-certified 1988, No. 396, &f1-1-89; emay. r. and recreff. 7-1-92; rand recrRegisterFeb

H P ; i : ruary,1993, No. 446, &f3-1-93; emag. ct. (3) (ag), &f 1-1-94;correction in (6)
I|censedpract|cal nurse are those services which Comphee (b) 1. made under 43.93 (2m) (b) 7., Stats., Registapril, 1999, No. 520; correc

practiceof practical nursing under s. 441.0@&), Stats., and s. N tionsin (1) (c), (2) (b) 1. and (5) (i) and (j) made under s. 13.93 (2m) (b) 7., Stats.,

6.04.An LPN may provide nursing services delegated by an R;%egist?r,ogobertégog, No. g%%zc?\‘rrecgg)g ::r; gg ((l% gnade U(%C)ie&) )5-513#{93 ,(2tm) (b)
: : ats., rRegisterebruary 0. — sam. . Register
anE|egatEd nursing acts under the requirements of ss. N 6.03 gg@mberZOOﬁ% No. 576, eff. 1-1-04; ccections in (6) (b) 2. made under s. 13.93

6.04and guidelines established by the state board of nursing.(2m) (b) 7., Stats., Register December 2003 No. 576.

3. A written plan of care shall be established for every recipi
ent admitted for care and shall be signed by the physician andHFS 107.112 Personal care services. (1) CoveRED
incorporatednto the recipieng medical record. A written plan of SERVICES. (a) Personal care services are medically oriented-activi
careshall be developed by the registered nurse or therapist witfigs related to assisting a recipient with activit@sdaily living
72 hours after acceptance. The written plan of care shall be defgicessaryo maintain the recipient in his or her place of residence
opedby the registered nurse or therapist in consultation with tiiethe communityThese services shall be provided upon written
recipientand the recipiers’ physician and shall be signed by th@rdersof a physician by a provideertified under s. HFS 105.17
physician within 20 working daysfollowing the recipient andby a personal care worker employed by the provider or under

admissiorfor care. The written plan of care shall include, in addfontractto the provider who is supervised by a registered nurse
tion to the medication and treatment orders: accordingto a written plan of care. The personal care worker shall

L o . be assigned by the supervisinegistered nurse to specific reeipi
a. Measurable t'm? specmc goals; ... entsto do specific tasks for those recipients for which the personal
'b. Methods for delivering needed care, and an indication @ reworker haseen trained. The personal care wotkénaining
which, if any, professional disciplines are responsible for delivefor these specific tasks shall be assured by the supervising regis

ing the care; terednurse. The personal care worker is limited to performing
c. Provision for careoordination by an RN when more tharpnly those tasks and services as assigned for each recipient and for
onenurse is necessary to $tife recipiens case; which he or she has been specifically trained.

d. Identification of all other parties providing care to the (b) Covered personal care services are:
recipientand the responsibilities of each party for that care; and 1. Assistance with bathing;

e. A descriptionof functional capabilities, mental status, 2. Assistance with getting in and out of bed;
dietaryneeds and allgies. 3. Teeth, mouth, denture and hair care;

4. The written plan of care shall be reviewed, signed and dated 4. Assistancavith mobility and ambulation including use of
by the recipiens physician as often as required by the recigentyalker, cane or crutches:
conditionbut at least every 62 days. The RN shall promptly notify g Changing the recipiesstbed and laundering the bed linens
the physician of any change in the recipisrtondition that sug  4nqihe recipient personal clothing;
gestsa need to modify the plan of care. : . )

. ) 6. Skin care excluding wound care;

5. a. Except as provided in subd. 5. b., dramggtreatment 7 C f | d heari ids-
shall be administered by the RN or LPN only as ordered by the - arg oreyeg .asses ap earing aids; ]
recipient'sphysician or his or her designee. The nurse shallimme 8. Assistance with dressing and undressing;
diatelyrecord and sign oral ordesind shall obtain the physician’ 9. Toileting, including use and care of bedpan, urinal,-com
countersignaturevithin 10 working days. modeor toilet;

b. Drugs may be administerey an advanced practice nurse ~ 10. Light cleaning in essential areas of the home used during
prescriberas authorized under ss. N 8.06 and 8.10. personakare service activities;

6. Supervision of an LPN by an RN or physician shall be per 11. Meal preparation, food purchasing and meal serving;
formedaccording to the requirements under ss. N 6.03 and 6.04 12. Simple transfers including bed to chair or wheelchair and
andthe resultof supervisory activities shall be documented aneverse;and
communicatedo the LPN. 13. Accompanying the recipient to obtain medical diagnosis

(c) Prior authorization. 1. Prior authorization requirementsandtreatment.
undersub. (3) applyo services provided by an independent nurse. (2) ServICES REQUIRING PRIOR AUTHORIZATION. (@)  Prior

2. Arequest for prior authorization of part-time, intermittentuthorizationis required for personal care services in excess of
careperformed by an LPN shall include the name hoehse 250hours per calendar year
numberof the registered nurse supervising the LPN. (b) Prior authorization is required under .p@) for specific

(d) Other limitations. 1. Each independent RN or LPN shaliserviceslisted in s. HFS 10711(2). Services listed in $iFS
document the care and services provided. Documentatioh07.11(2) (b) are covered personal care services, regardiess of the
requiredunder par (b) of the unavailability of a home healthrecipient'sage, only when:
agencyshall include names of agencies contacted, dates of contactl. Safely delegated to a personal care worker by a registered
andany other pertinent information. nurse;

RegisterDecember 2003 No. 576


http://docs.legis.wisconsin.gov/code/admin_code

File inserted into Admin. Code 1-1-2004. May not be current beginning 1 month after insert date. For current adm. code see:
http://docs.legis.wisconsin.gov/code/admin_code
HFS 107.112 WISCONSINADMINISTRATIVE CODE 88

2. The personal care worker is trained and supervised by theentilator for at least 6 hours per day shall be covered services
providerto provide the tasks; and whenthese services apgovided to the recipient in the recipient’

3. The recipient, parent or responsible person is permittedit@me.A recipient receiving these services is one who, if the ser
participatein the training and supervision of the personal catéceswere not available in the home, would require them as an
worker. inpatient in a hospital or a skilled nursing facilihas adequate

(3) OTHER LIMITATIONS. (@) Personal care services shall b ocialsupport to be treated at home and desires to be cared for at
performedunder the supervision of a registered nurse by a p&°me.and isone for whom respiratory care can safely be provided
sonalcare worker who meets the requirements of s. HFS 105/i2he home. Respiratory care shall be provided as required under

3) and who is emplo or is under contract to a provider certj SS-HFS 105.16 and 105.19 and according to a written plan of care
1£ie)d under s. HFSploxge.l%. P undersub. (2) signed by the recipienphysician for a recipient

(b) Services shall be performed according to a written plangpp lives in a residence thati®t a hospital or a skilled nursing

carefor the recipient developed by a registered nurse for purpo g'"ty' Resplratory care mcludes.l . )

of providing necessargnd appropriate services, allowing appro (@) Airway management, consisting of:

priate assignment of a persosate worker and setting standards 1. Tracheostomy care: all available types of tracheostomy
for personal care activities, giving full consideration to the recigiubes stoma care, changing a tracheostomy tube, ancgeney
ent's preferences for service arrangements and choice of perséfigfeduresfor tracheostomy care including accidental extuba
careworkers. The plan shall be based on the registered surd®n;

visit to the recipiens home and shall include: 2. Tracheal suctioning technique; and
1. Review and interpretation of the physiciaatders; 3. Airway humidification;
2. Frequency and anticipated duration of service; (b) Oxygen therapy: operation of oxygsystems and auxil

3. Evaluation of the recipiestheeds and preferences; andiary 0xygen delivery devices; _ o _

4. Assessmertf the recipient social and physical environ __ (€) Respiratory assessment, including but not limitetdoi
ment,including familyinvolvement, living conditions, the recipi toring of breath soundgatient colorchest excursion, secretions
ent'slevel of functioning and any pertinent cultural factors sucAndvital signs;
aslanguage. (d) \entilator management, as follows:

(c) Review of the plan of care, evaluation of the recipgent 1. Operation of positive pressure ventilator by means of tra
condition and supervisory review of the personal care work&h€ostomyto include, but not limited to, dérentmodes of ven
shallbe made by a registered nurse at least every 60 days. ffiaéion, types of alarms and responding to alarms, troubleshoot
review shall include a visit to the recipiesifiome, review of the ing ventilator dysfunction, operation and assembly of ventilator
personalcare worke's daily written record and discussion withcircuit, that is, the delivery system, and proper cleaning and-disin
the physician of any necessary changes in the plan of care. fectionof equment; .

(d) Reimbursement for registered nurse supervisory visits is 2. Operation of a manual resuscitator; and
limited to one visit per month. 3. Emegency assessment and management inclutirgjo

(e) No more thamne~third of the time spent by a personal caflImonaryresuscitation (CPR);
workermay be in performing housekeeping activities. (e) The following modes of ventilatory support:

(4) Non-coverepservices. The followingservices are not 1. Positive pressure ventilation by mearfis nasal mask or
coveredservices: mouthpiece;

(a) Personal care services provided in a hospital or a nursing 2. Continuous positive airway pressure £B} by means of
home or in a community-based residential fagikity defined in atracheostomy tube or mask;

s. 50.01 (1), Stats., with more than 20 beds; 3. Negative pressure ventilation — iron lung, chest shell or

(b) Homemaking services and cleaning of areas not used deilmowrap;
ing personal care service activities, unless directly related to the 4. Rocking beds;
careof the person and essential to the recipsein¢alth; 5. Pneumobelts; and

(c) Personal care services not documented in the plan of care;6. Diaphragm pacing;

(d) Personal care services provided by a responsible relative(f) Operation and interpretation of monitoring devices:

unders. 49.90, Stats.; 1. Cardio-respiratory monitoring;
(e) Personal care servicpsovided in excess of 250 hours per 2. Pulse oximetry; and
calendaryear without prior authorization; 3. Capnography;
(f) Services other than those listed in subs. (1) (b) and (2) (b);(g) Knowledge of and skills in weaning from the ventilator;
(9) Skilled nursing services, including: (h) Adjunctive techniques:
1. Insertion and sterile irrigation of catheters; 1. Chest physiotherapy; and
2. Giving of injections; 2. Aerosolized medications; and
3. Application of dressings involving prescriptioredication () Case coordination activities performed by thgistered
anduse of aseptic techniques; and nurse designated in the plan of care as case coordifiase
4. Administration of medicine that is not usually self-activitiesinclude coordination of health care services provided to
administeredand therecipient at home and coordinatiohthese services with any
(h) Therapy services. otherhealth or social service providers serving the recipient.

History: Cr. RegisterApril, 1988, No. 388, &f7-1-88; renum. (2) to be (2) (),  (2) PLAN OF CARE. A recipients writtenplan of care shall be

cr. (2) (b), am. (3) (e), Registdbecember1988, No. 396, &f1-1-89; r and recr ici iQj ini
@) (), £ 3) (. am. (4) (7 RegisteFebruary1093, No. 446, f3-1-03: emeg. basedon the orders of gphysician, a visit to the recipiesthome

am.(2) (@), @ (e), &f 1-1-94. by the registered nurse and consultation with the family and other
householdmembers. The plan of care established by a home
HFS 107.113 Respiratory care for ventilator-as - healthagency or independent provider for a recipient to be dis

sisted recipients. (1) CoveERED SERVICES. Services, medical chargedfrom a hospital shall consider the hospgalischage
suppliesand equipment necessary to provide life support forpdanfor the recipient. The written plaof care shall be reviewed,
recipientwho has been hospitalized for at least 30 consecutisignedand dated by the recipienphysician and renewed at least
daysfor his or her respiratory condition and wisalependent on every 62 days and whenever the recipisntondition changes.
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Telephoneorders shalbe documented in writing and signed bytherecipients plan of caras provided under sub. (2) and request

the physician within 10 working days. The written physicg&an’prior authorization under sub. (3).

plan of care shall include: (g) Travel, recordkeeping and RN supervision of a licensed
(a) Physician orders for treatments provided by the necesspracticalnurse are not separately reimbursable services.

disciplinesspecifying the amount and frequency of treatment;  (5) Non-coverepservices. The followingservices are not

(b) Medications, including route, dose and frequency; coveredservices:
(c) Principal diagnosis, sgical procedureand other pertinent () Parenting;

diagnosis; (b) Supervision of the recipient when supervision is the only
(d) Nutritional requirements; service provided,
(e) Necessary durable medical equipmamd disposable med ~ (€) Services provided without prior authorization;

ical supplies; (d) Services provided by one individual in excess of 12 contin
(f) Ventilator settings and parameters; uoushours per day or 60 hours per week;

(g) Procedures to follow in the evesftaccidental extubation; _ (€) Services provided in a setting other than rieipients

(h) Identification of back—-ups in the event schedyedson placeof res_ldence; and . .
nel are unable to attend the case: (f) Services that are not medically appropriate.

. . . . History: Cr. RegisterFebruary1993, No. 446, €f3-1-93; correction in (4)c)
(i) The name of the registered nurse designated as the reGHateunder s. 13.93 (2m) (b) 7., Stats., Regjsipril, 1999, No. 520.

ent’s case coordinator;
(i) A plan for medical emeency to include: HFS 107.12 Private duty nursing services. (1) Cov-
1. Description of back-up personnel needed: ERED SERVICES. (&) Private duty nursing is skilled nursing care

o . availablefor recipients with medical conditions requiringpre
2. Provision for reliable, 24-hour a daydays a week emer ¢qntinyousskilled care than can be provided on a part-time -inter

gencyservice for repair and delivery of equipment; and mittent basis. Only a recipient who requires 8 or more hours of
3. Specification of an emgency power source; and skilled nursingcare and is authorized to receive these services in

(k) A plan to move the recipient to safety in the event of firéhe home setting may make use of the apprdweuts outside of
flood, tornadowarning or other severe weather any other con that setting duringthose hours when normal life activities take
dition which threatens the recipienimmediate environment. him or her outside of thagetting. Private duty nursing may be-pro

(3) PRIORAUTHORIZATION. (a) All services covered under subYided according to the requirements under ss. HFS 105.16 and
(1) and all home health services under s. HFS 10Fdvided to 105.19whenthe written plan of care specifies the medical neces
arecipient receiving respiratory cashall be authorized prior to Sity for this type of service.
the time the services are rendered. Prior authorization shall be(b) Private duty nursing services provided by a certifeggis
renewedevery 12 calendar months if the respiratory care undé@rednurse in independent practice are those serpiescribed
this section is still needed. The prior authorization request shayl a physiciarwhich comprise the practice of professional aurs
include the name of the registered nurse who is responfible ing as described under s. 441.001 (4), Stats., and s. N 6.03. Private
coordinationof all care provided undehe MA program for the duty nursing services provided by a certified licensed practical
recipientin his or her home. Independent MA—certified respirahurseare those services whiclomprise the practice of practical
tory therapists or nurses in private practice who arempioyees nursingunder s. 441.001 (3), Stats., and s. N 6.04. An by
of or contractedo a home health agency but are certified und@rovide private duty nursing services delegated by a registered
s.HFS 105.19 (1) (b) to provide respiratory care shall incinde nurseas delegated nursing acts under the requirements of ch. N 6
the prior authorization request the name and license number @hgguidelines established by the state board of nursing.
registerednurse whaowill participate, on 24-hour call, in emer  (c) Servicesnay be provided only when prescribed by a physi
gencyassessment and management and who will be availableitn and the prescription calls for a level of cagich the nurse
the respiratory therapist for consultation and assistance. is licensed and competent to provide.

(4) OTHERLIMITATIONS. (&) Services under this section shall (d) 1. A written plan of care, including a functional assess
not be reimbursed if the recipient is receiving respiratory cameent, medication and treatment orders, shall be established for
from an RN, licensed practical nurse or respiratory therapist whwgeryrecipientadmitted for care and shall be incorporated in the
is providing theseservices as part of the rental agreement forracipient’s medical record within 72 hours after acceptance in
ventilatoror other respiratory equipment. consultationwith the recipient and the recipienphysician and

(b) Respiratory care provided to a recipient residing in a corghallbe signed by the physician within 20 working digf®wing
munity—-basedesidential facility (CBRF) as defined in s. 50.01he recipients admission for care. The physiciplan of care
(1g), Stats., shall be in accordance with the requirements of ghallinclude, in addition to the medication and treatment orders:

HFS83. a. Measurable time—specific goals;

(c) Durable medical equipment and disposable medigal b. Methods for delivering needed care, and an indication of
plies shall be provided in accordance with conditions set out invghich other professional disciplines, if grgre responsible for
HFS 107.24. deliveringthe care;

(d) Respiratory care services provided by a licensed practical €. Provision for careoordination by an RN when more than
nurseshall be provided under tiseipervision of a registered nurseonenurse is necessary to $tefe recipient case; and
andin accordance with standards of practice set outins. N 6.04. d. A description of functional capabilitymental status,

(e) Case coordination services provided by the designated céigdaryneeds and allgies.
coordinatorshall be documented in the clinical record, including 2. The written plan of care shall be reviewed and signed by
the extent and scope of specific care coordination provided. the recipients physician as often as required by the recigent’

(f) In the event that a recipient receiving services at home wé@ndition, but not less often than every 62 days. The RN shall
is dischaged from the care of one respirataare provider and Promptly notify the physician of any change in the recipgeotn
admittedto the care of another respiratmare provider continues dition that suggests a need to modify the plan of care.
to receive services at home under this section, the admitting pro (€) 1. Except as provided in subd. 2., drugs and treatsheiit
vider shall coordinate services with the disdiag provider to beadministered by the RN or LPN only as ordered by the recipi
ensurecontinuity of care. The admitting provider sheditablish ent’s physician or his or hatesignee. The nurse shall immediately
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recordand sign oral orders arsthall obtain the physiciamtoun a licensed physician by a written protocol developed with the

tersignaturewithin 10 working days. nursepractitioner pursuant tthe requirements set forth in s. N
2. Drugs may be administereg an advanced practice nurseéf.03(2) and guidelines set forth by the medical examitiogrd
prescriberas authorized under ss. N 8.06 and 8.10. andthe board of nursing. General nursing proceduresarered

services when performed by a certified nurse practitioneliror
cal nurse specialist in accordance with the requiremainss N
: PP . 6.03 (1).These services may include those medically necessary
for(gl)l T\'/ZEAEL':O'?I'S?ST;SN'Sé?\)/isé?r authorization is required diagnostic,preventive, therapeutic, rehabilitative qualliative
p Y 9 ) servicesprovided in a medical setting, the recipisntomeor

(b) Private duty nursindor which prior authorization is e|sewhere.Specific reimbursable delegated medical acts and
requesteds limited to 12 continuous hours in each 24 hour periggrsingservices are the following:

andno more than 60 hours in a calendar week for the number of(a) Under assessment and nursing diagnosis:
weekscare continues to be medically necessahenprovided 1. Obtaini - lete health hist ) d d
by asingle provider for all recipients combined who are receiving < = é;\_mmg_ arecipiericomplete ﬁa IStory and recor
servicedrom the providerA prior authorization requefir 2 con Ing the fin ings In a systemat_lc,ganlze manner,
secutivel2—hour periods shall not be approved. 2. Evaluating and analyzing a health history critically;

(c) A requestor prior authorization of private duty nursing _ 3- Performing a complete physical assessment using tech
servicesperformed by an LPN shall include the name and licen§édu€sof observation, inspection, auscultatipalpation and per
numberof the registered nurse or physician supervising the L pPRUssionordering appropriate laboratory and diagnostic tests and

(d) A request for prior authorization for care for a recipier{fecordmgfmdmgs ina systemgtlc manner, .
who requires more than one privataty nurse to provide medi __4- Peérforming and recording a developmental or functional
cally necessary care shall include the name and license number@fus evaluation andental status examination using stanelard
the RN performing care coordination responsibilities. ized procedures; and o ) _ _

(3) OTHERLIMITATIONS. (a) Dischage of a recipient from pri 5. Identifying anddescribing behavior associated with devel

vateduty nursing care shall be made in accordance with s. HRRMentalprocesses, aging, life style and family relationships;
105.19(9). (b) Under analysis and decision—making:

(b) An RN supervising an LPN performing services under this 1. Discriminating between normal and abnorrfiatlings
sectionshall supervise the LPN as often as necessary under #gociateavith growthand development, aging and pathological
requirement®f s. N 6.03during the period the LPN is providing PrOCESSEs;
servicesand shall communicate the results of supervigotivi 2. Discriminating between normal and abnormal pattefns
tiesto the LPN. These activities shall be documented by the Rpghavior associated with developmentalocesses, aging, life

(c) Each private duty nurse shall document the nature a#feand family relationships as influenced by ilness;
scopeof the care and services provided to the recipient in the 3. Exercising clinical judgmerin differentiating between
recipient'smedical record. situationswhich the nursepractitioner can manage and those

(d) Services performed in two consecutive 12-hour perio§élich require consultations or referral; and .
undersub. (2) (b) are not reimbursable. 4. Interpreting screening and selected diagnostic tests;

(e) Travel time, recordkeeping and RN supervision of an LPN (¢) Under management, planning, implementation taeak
arenot separately reimbursable services. ment:

(4) NON-COVEREDSERVICES. The followingservices are not 1. Providing preventive health care and health promotion for
coveredservices: adultsand children;

(a) Any services not included in the physicaplan of care; 2. Managing common self-limiting @pisodic health preb
(b) Any services under s. HFS 10T.1 lemsin recipients according to protocol and other guidelines;

. . . - 3. Managing stabilized illness problems in coloration with
or [()cgresnlil:i‘etﬂenLrjgili?)?ei?ri\g%ﬁjg?ggrem;ﬁ by a recipiespiouse physiciansand other health care providers according to protocol;

(d) Services that were provided but not documented; and defi4' Prescribing, regulating and adjusting medications as

i . L ; nedby protocol;
(e) Any service that fails tmeet the recipiert'medical needs 5 gacommending symptomatic treatments and nor—pre
or places the recipient at risk for a negative treatment OUtCOME,. i

History: Cr. Register February1986, No. 362, &3-1-86; emay. r. and recr ption med|C|_nes, .. . -
eff. 7-1-90; r and recrRegisterJanuary1991,No. 421, ef 2-1-91; emay. . and 6. Counselingecipients and their families about the process

recr. eff. 7-1-92; r andrecr Register February 1993, No. 446, &f3-1-93,CR  of growth and development, aging, life crises, common ilinesses,
03-033:am. (1) (e) Register December 2003 No. 576, eff. 1-1-04; eations in

(1) (b) made under s. 13.93 (2n{p) 7., Stats., Register December 2003 No. 576. risk factors a_nd aCCi_d?ntS; . .
7. Helping recipients and their families assume greater
HFS 107.121 Nurse—midwife services. (1) Coverep responsibilityfor their own health maintenance and iliness bgre
SErvices. Covered services provided bycertified nurse—mid providing instruction, counseling and guidance;
wife may include the care of mothers and their bathiesughout 8. Arranging referrals for recipients with heafthoblems
the maternity cycle, including pregnandgbor normalchildbirth  who need further evaluation or additional services; and
andtheimmediate postpartum period, provided that the nurse— g Modifying the therapeutic regimen so that it is appropriate
midwife services are provided within the limitations establisheg the developmentaind functional statuses of the recipient and
ins.441.15 (2), Stats., and ch. N 4. the recipients fam”y’
(2) LimiaTioN.  Coverage for nurse-midwife services for (d) Under evaluation:
managemenand care of the mother and newborn child shall end 1’ Predicting expected outcomes of therapeutic regimens:
afterthe sixth week of postpartum care.
History: Cr. RegisterJanuary1991, No. 421, &f2-1-91.

(f) Medically necessary actual tinspent in direct care that
requiresthe skills of a licensed nurse is a covered service.

2. Collecting systematic data for evaluating the response of
arecipient and the recipiestfamily to a therapeutic regimen;
HFS 107.122 Independent nurse practitioner ser - 3. Modifying the plan of care according to the response of the
vices. (1) CovERED SERVICES. Services provided by a nurserecipient;
practitioner,including a clinical nurse specialist, which arecov 4. Collecting systematidata for self-evaluation and peer
eredby the MA program arthose medical services delegated byeview; and
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5. Utilizing an epidemiological approach in examinithg 2. General conditions. Inpatient hospital mental hesith
healthcare needs of recipients in the nurse practitisreaseload; AODA services provided in a hospital IMIr recipients under

(e) Physician services described under s. HFS 107.06 that @@&21 shall be provided under the directioragbhysician and,
underprotocol; if the recipient was receiving the services immediately before

(f) Services under $iFS 107.08 performed for an inpatient irreachingage 21, coverage shall extend to the earlier of the follow
Ing:

a hospital; o ) )
(g) Outpatient hospitalervices, as described in s. HFS 107.08 @ The date the recipient no longer requires the services; or
1) (b); b. The date the recipient reaches age 22.

(h) Family planning services, as described in s. HFS 107.21; 3. Certification ofneed for services. a. For recipients under

N Earl d iodi ; di ; d treatme?fi€21 receiving services in a hospital IMD, a team specified in
(Elgl)SDTﬁsre¥v§:rés %G')s“geg(::ristfergeiﬁlgghFggl%(;sllzsz.an reaim subd.3. b. shall certify that ambulatory care resources do not meet

() Prescriptions for dr nd recipient transportation: an hetreatment needs of the recipigmtyper treatment of the recipi
Scriptions for drugs and recipient transportation, anGyyp.g heychiatric condition requiresrvices on an inpatient basis
(k) Disposable medical supplieas described in s. HFS ynderthe direction of a physician, and the services can reasonably

107.24. be expected to improve the recipientonditionor prevent further
(2) PrIORAUTHORIZATION. (&) Services under sub. (1) (e) taegressiorso that the services will be needed in reduced amount

(k) are subject to applicable prior authorization requirements for intensity or no longer be needed. The certification specified in

those services. this subdivision satisfies the requirement for physidartifica
(b) Requests for prior authorization shall be accompanied #9n in subd. 7. In this subparagraph, “ambulatory care resources”
the written protocol. meansany covered service except hospital inpatient care or care

(3) OTHER LMITATIONS. () No services under this sectiorPf @ resident in a nursing home.

may be reimbursed without a written protocol developed and b. Certification under subd. &. shall be made for a recipient
signedby the nursepractitioner and the delegating physicianywhenthe person is admitted to a facility or program by an indepen
exceptfor general nursing procedures described under's. N 6 @@ntteam that includes a physician. The tesdrall have compe
(1). The physician shall review a protocol according to th€ncein diagnosis and treatment of mental iliness, preferably in
requirementsof s. 448.03 (2) (e), Statsaand guidelines estab child psychologyand have knowledge of the recipisrgituation.
lishedby the medicaéxamining board and the board of nursing, c. For a recipient who applies for MA eligibility while in a
but no less than once each calendar.y&avritten protocol shall facility or program, the certification shall be made by the team

be organized as follows: describedn subd. 5. b. and shall cover any period before applica
1. Subjective data; tion for which claims are made.
2. Objective data; d. For emegency admissions, the certification shall be made
3. Assessment: by the team specified in subd. 5. b. within 14 days aftenission.
4. Plan of care; and 4. Active treatment. Inpatienpsychiatric services shall

5. Evaluation involve active treatment. An individual plan of care described in
X L - sybd.5. shall be developed and implemented no later than 14 days
(b) Prescriptions for drugs are limited to those drugs allowggter admission and shall be designed to achieve the recipient’
underprotocol for prescription by a nurse practitioréscceptthat  gischargefrom inpatient status at the earliest possible time.
controlled substances may not be prescribed by a nurse -pract 5. Individual plan of care. a. The individual plan of care shall

tioner. . bebased on a diagnostic evaluation that includes examination of
(4) Non-covereDSERVICES. Non-covered services are: the medical, psychological, social, behavioral alesrelopmental
(a) Mental health and alcohol and other drug abuse servicaspectof the recipieng situation and reflects the need for inpa
(b) Services provided to nursing home residentiampital tient psychiatric care; be developed by a team of professionals
inpatientswhich are included in the daily rates for a nursing honspecifiedunder subd. 5. b. in consultation with the recipient and
or hospital; parents,legal guardians or others into whose carerdupient
(c) Rural health clinic services; will bereleased after discly; specify treatment objectives; pre
(d) Dispensing durable medical equipment; and scribean integrated program of therapies, activities, and experi
. . ) ._._enceddesigned to meet the objectives; and include, at an appropri
(¢) Medical acts for which the nurse practitioner or clinicalie time, post-dischae plans and coordination of inpatient
nursespecialist does not have written protocols as specified in tQisiceswith partial dischage plans and related community-ser

section In thisparagraph, “medical acts” means acts reserved Qas to ensure continuity of care with the recipisrtamily,
professionaltraining and licensure to physicians, dentists ang-hooland community upon disclge.

odiatrists. s .
P History: Emeg. cr eff. 7-1-90; cr RegisterJanuary1991, No. 421, &éf2-1-91; . b .The individual plan of care shall be. d.evebped bymer_ .
correction in (1) (¢) made under s. 13.93 (2m) (b) 7., Stats., Registibr1999, No.  disciplinaryteam that includes a board—eligible or board-certified
520. psychiatrist;a clinical psychologist who has a doctorate and a
) physicianlicensed to practice mediciime osteopathy; or a physi
HFS 107.13 Mental health services. (1) INPATIENT cjanlicensed to practice medicilme osteopathy who has speeial
CAREIN A HOSPITALIMD. (@) Coveed services.Inpatient hospital jzed training and experience in the diagnosis and treatment of
mentalhealth andAODA care shall be covered when DTESCI'Ibe%entakjiseasegind a psych0|ogist who has a mastdegree in
by a physician and when provided within a hospital institution f@flinical psychology or who is certified by the state. The team shall
mentaldisease (IMD) which is certified under ss. HFS 105.07 aRgkoinclude a psychiatric social workexregistered nurse with
105.21,except as provided in pdb). specializedraining or one yeas experience in treating mentally
(b) Conditions for coverage okcipients undeRl years of ill individuals, an occupational therapist who is certified by the
age. 1. Definition. In this paragraph, “individual plan of care”oAmericanoccupation therapy association and who has special
“plan of care” means a written plan developed for each recipidredtraining or one year of experience in treating mentally ilkindi
under 21 years of age who receives inpatient hospital mentatiuals,or a psychologist who has a masedegree in clinical
healthor AODA care in a hospital IMD for the purpose of improvpsychologyor who has been certified by the state. Based
ing the recipiens condition to the extetlhat inpatient care is no educationand experience, preferably including competence in
longernecessary child psychiatrythe team shall be capable of assessing the recipi
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ent'simmediate and long-randkerapeutic needs, developrmenofficer except that a legal representative employed by a county
tal priorities, and personal strengths and liabilities; assefising departmenbf socialservices or the department may not receive
potential resources of the recipiestfamily; setting treatment paymentslf the payee of the residesticcount is a legally autho
objectives;and prescribingherapeutic modalities to achieve theized representative, the payee shall submit an annual report
plan’s objectives. the account tothe U.S. social security administration if social
c. The plan shall be reviewed every 30 days by the team sp&§curityor SSI payments have been paid into the account.
fied in subd. 5. b. to determine that services being provided are or(e) Professional services gvided tohospital IMD inpatients.
wererequired on an inpatient basis, and to recommend changek addition to meeting the conditions for provision of services
the plan as indicated by the recipientiverall adjustment as anlistedunder s. HFS 107.08 (4), including separate billing, the fol
inpatient. lowing conditions apply to professional services provided te hos
d. The development and review of the plan of care under tfial IMD inpatients:
subdivisionshall satisfy the utilization control requirements for 1. Diagnostic interviews with the recipiesimmediate fam
physiciancertification and establishment and periodic revidw ily members shall be covered services. In this subdivi§iome-
the plan of care. diatefamily members” means parents, guardian, spouse and chil
6. Evaluationa. Before a recipient is admitted to a psychiatriir€nor. for a child in a foster home, the foster parents;
hospitalor before payment is authorized for a patient who applies 2. The limitations specified in s. HFS 107.08 (3) shall apply;
for MA, the attending physician or stathysician shall make a and
medicalevaluation of each applicasir recipient need for care 3. Electroconvulsive therapy shall be a covered service only
in the hospital, and appropriate professional personnel shall makeenprovided by a certified psychiatrist in a hospital setting.
apsychiatric and social evaluation of the applicaottecipients (f) Non—-coveed services.The following services are not cov
needfor care. eredservices:
b. Each medical evaluation shall include a diagnosisina 1. Activities which are primarily diversional in nature such

mary of present medical findings, medical histdhe mentabnd  asservices which act as socialrecreational outlets for the recipi
physicalstatus and functional capagciéyprognosis, and a recem ent;

mendatiorby a physician concerning admission to the psychiatric
hospitalor concerning continued care in the psychiatric hOSpitﬁbseof relievin g Ay ; [
R . e ) g the recipierd’ anxiety or insomnia;

for an individual who applies for MA while in the hospital. 3. Consultation with other providers about the recipient

7. Physician certification. a. A physician shall certify angge-

recertify for each applicant or recipient thapatient services in 4. Conditional leave, convalescent leave or transfer days from

a psychiatric hospital are or were needed. psychiatrichospitals for recipients under the age of 21;

~ b. The certificatiorshall be made at the time of admissian or 5. Psychotherapy or AODA treatment services whepa
if an individual applies for assistance whilaipsychiatric hospi rately billed and performed by masters level therapis@DA

2. Mild tranquilizers or sedatives provided solely for the pur

tal, before the_ gge_ncy authorizes payment. counsellorscertified under s. HFS 105.22 or 105.23;
c. Recertification shall beade at least every 60 days after ¢ Group therapy services amedication management for
certification. :

- o _hospitalinpatients whether separately billed by an IMD hospital
8. Physiciars plan of care. a. Before a recipient is admittegr by any other provider as an outpatient claim for professional
to a psychiatric hospital obefore payment is authorized, theservices:

attendingphysician or stdfphysician shall documerind sign a 7. Court appearances, except when necessary to defend
written plan of care for the recipient or applicant. Pgysicians againstcommitment; and

plan of care shall include diagnossymptoms, complaints and . . -
complicationsindicating the neetbr admission; a description of ., V?helﬂpa:gsirgesde[)wc:i;%r I;fa(:ll?l:/?[r;tsel))(itevv??i?atthge?\%§250:n2;- eg:ed
the functional levelof the individual; objectives; any orders for 0 'dedt% a2l eayr old reg'dent of’a hosp'tal IMD if ﬁfmfsony
medications treatments, restorativend rehabilitative services,gvag’; Csident ofythat institu;ion immediatglly prior ti) turning 21
activities, therapies, sociaservices, diet or special procedure ; . . !

. : i At ndcontinues to be a resident after turning 21. A hospital IMD
recommendedor the health and safety of the patient; plans f@ratientwho is 21 to 64 years of age g eligible for MA bene

continuingcare, including review and modification to the plan of; . ;
care;and plans for dischge. Oﬁts while on convalescent leave from a hospital IMD.

X o Note: Subdivision 8 applies only to services for recipient$a?@4 years of age
b. The attending or sthjphysician and other personnelwhoare actually residing in a psychiatric hospital or an IMD. Services provided to

|nvolved |n the reC|p|ens care Sha” rev|ew each plan Of cate arecipient who is a patient in onéthese facilities but temporarily hospitalized else
leastevery 30 days wherefor medical treatment or temporarily residing at a rehabilitation facility or

anothertype of medical facility are covered services.
9. Record entries. A written report of each evaluatinder Note: For moreinformation on non-covered services, see ss. HFS 107.03 and
subd.6. and the plan of care under subd. 8. shall be entered infe?84)-

applicants or recipient record at the time of admission ibthe ~_ (2) OUTPATIENT PSYCHOTHERAPYSERVICES. (a) Coveed sef
individual is already in the facilitymmediately uporrompletion Vices. Outpatient psychotherapy services shallcovered ser
of the evaluation or plan. viceswhen prescribed by a physician, when provided by a pro

(c) Eligibility for non—institutional servicesRecipients under vider who meets the requirements oft§:S 105.22, and when the

age 22 or over age 64 wheeinpatients in a hospital IMD are €li following C.Ond'tlons are met: . S
gible for MA benefits for services not provided through thatinsti 1 A differential diagnostie@xamination is performed by a

tution and reimbursed to the hospital as hospital services undef&itified psychotherapy provideA physicians prescription is
HES 107.08 and this subsection. not necessary to perform the examination;

(d) Patients account.Each recipient who is a patient in a state, 2: Before the actuaprovision of psychotherapy services, a
county,or private psychiatric hospital shall have an account estdlysicianprescribes psychotherapy in writing;
lished for the maintenance of earned or unearned money pay 3. Psychotherapy is furnished by:
mentsreceived, including social security and SSI payméftts. a. A provider who is a licensed physician or a licensed
accountfor a patient in a state mental health instishtall be kept psychologistas provided under s. HFS 105.22 (1) (a) ordhj
in accordance with s. 46.07, Stats. The payee for the account mvap is working in an outpatient facility under s. HFS 105.22 (1)
be the recipient, if competent, or a legapresentative or bank (c) or (d); or who is working in private practice; or
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b. A provider under s. HFS 105.22 (3) who is working in an e. A statement of the estimated frequency of treatment ses
outpatientfacility under s. HFS 105.22 (1) (a) (d) which is certi  sions,the estimated cost of treatment and the anticipated location

fied to participate in MA,; of treatment.
4. Psychotherapy is performed only in: 5. Thedepartmens decision on a prior authorization request
a. The diice of a provider; shallbe communicated to the provider in writing.
b. A hospital outpatient clinic; (c) Other limitations. 1. Collateral interviews shall be limited
c. An outpatient facility; to members of the recipiestimmediate familyThese are par
d. A nursing home: ents,spouse and children,dor children in foster care, foster par
' ’ ents.
. A school; or . .
€. A schoo ’_0 2. No more than one provider may be reimbursed for the same
f. A hospital;

. psychotherapygession, unless the session involvesuple, fam

5. The provider who performs psychotherapy shall engagejfygroup or is a group therapy session. In this subdivision, “group
face—to-faceontact with the recipient for at least 5/6 of the t'mfherapysession" means a session not conducted in a hofpital
for which reimbursement is claimed under MA; __ aninpatient recipient at which there amere than one but not

6. Outpatient psychotherapy servicesipfto $500 per recipi more than 10 individuals receiving psychotherapy services
ent in a calendar year for hospital outpatient service providers bilgetherfrom one or 2 providers. Undeo circumstances may
ing on the hospital claim form, or 15 hours$%00 per recipient morethan 2 providers be reimbursed for the same session.
in a calendar year for non—hospital outpatient providehsch- 3. Emegency psychotherapy may be performed by a pro
everlimit is reached first, mape provided without prior autheri yiger for a recipient without a prescription for treatment or prior
zationby the department; and _ authorizationwhen the provider has reason to believe that the

7. If reimbursement is also made to any provider for AODAecipientmay immediately injure himself or herself any other
treatmentservices under sub. (3) during the same year for therson. A prescription forthe emegency treatment shall be
samerecipient, the hours reimbursed for these services shall igainedwithin 48 hours of the time the ergency treatment was
considerecpart of the500 or 15-hour psychotherapy treatmenjrovided, excluding weekends and holiday3ervices shall be
servicedlimit before prior authorization is required. Ruwspital  incorporatedithin the limits described in pagb) and this para
outpatientproviders billing on the hospital claim form, these segraph,and subsequent treatment may be provided .i{ippis fok
vicesshall be included in the $500 lintiefore prior authorization [owed.
is required. If several psychotherapy or AODA treatment service 4 Diagnostic testing and evaluation foental health, day

providersare treating theame recipient during the yeafl the  yoatmenmnd AODA services shall be limitéd 6 hours every 2
psychotherapyand AODAtreatment services shall be cqnsujere_gears per recipient as a unique procedure. Any diagnostic testing
in the $500 or 15-hour total limit before prior authorization ignqeyauation in excess of 6 hours shall be counted toward the

required However if a recipient ishospitalized as an inpatient inyheranyprior authorization limitand maytherefore, be subject
anacute care general hospital or IMD witfdiagnosis of, or for ;4 5idr authorization.

aprocedure associated with, a psychiatric or alcohol or other dru 5 Services under this subsection are not reimbursable if the

abusecondition, reimbursement famy inpatient psychotherapy .= ~~ e : .
or AODA treatment serviceis not included in the $500 15_hourrecb|p(|g)ntls receivingcommunity support program services under
; sub.(6).

limit before prior authorizatiois required for outpatient psycho ) ) ) )
therapyor AODA treatment services. For hospital inpatients, the 6. Professional psychotherapy servipesvided to hospital
differential diagnostic examination for psychotherapy and tH8Patientsin general hospitals, other than group therapy and-medi
medical evaluation for AODAtreatment services also are nofationmanagement, are not consideigghtient services. Reim
includedin the limit before prior authorization is required. bursemenshall be made to the psychiatrist or psycholdgiing

(b) Prior authorization. 1. Reimbursement may be claimedroviderscertified under s. HFS 105.22 (1) (a) or (b) who provide
for treatment services beyond 15 hours or $500, whichever ”,ﬂ'{sntalh_ealth professional services to hospital inpatienteaur
is attained first, after receipt of prior authorization frahe Oancewith requirements of this subsection.
departmentServices reimbursed by any third—party payer shall (d) Non—coveed servicesThe following services are not cov
beincluded when calculating the 15 hours or $500 of service.eredservices: _ _ _ _ _

2. Thedepartment may authorize reimbursement for a speci 1. Collateral interviews with persons not stipulated in {r
fied number of additional hoursf non-hospital outpatient care orl., and consultations, except as provided in s. HFS 107.06 (4) (d);
visits for hospital outpatient services to be provided to a recipient 2. Psychotherapy for persons with the primary diagnosis of
with the calendar yeaThe department shall require periodianentalretardation.except when they experience psychological
progressreports and subsequent prior authorization requestspiroblemsthat necessitate psychotherapeutic intervention;
instancesvhere additional services are approved. 3. Psychotherapy provided in a persomome;

3. Persons who review prior authorization requests for the 4. Self-referrals. For purposesthfs paragraph, “self-refer
departmenshall meet the same minimum training thedviders  ra"meansthat a provider refers a recipient to an agency in which

areexpected to meet. the provider has a direct financial interest, or to himself or herself
4. A prior authorization request shall include the followingictingas a practitioner in private practice; and
information: 5. Court appearances except when necessary to defend

a. The names, addresses and MA provider or identifier nurigainstcommitment.
bersof the providers conducting the diagnostic examination orNote: For more information on non—covered services, see s. HFS 107.03.
medicalevaluation and performing psychotherapy services; (3) ALCOHOL AND OTHERDRUG ABUSE OUTPATIENT TREATMENT

b. A copy of the physicias’prescription for treatment; SERVICES. (a) Coveed services. Outpatient alcohol and drug

c. A detailed summary of the tiifential diagnostic examina abusetreatment services shall be covered when prescribed by a
tion, setting forth the severity of the mental iliness or medical@hysician,provided by a provider who meets the requirements of
significantemotional or social dysfunction, the medinatessity S-HFS 105.23, and when the following conditions are met:
for psychotherapy and the expected outcome of treatment; 1. The treatment services furnished are AODA treatrsent

d. A copy of the treatment plan which shall relate to the findfIC€S;
ings of the diagnostic examination or medical evaluation and 2. Before being enrolled in an alcohol or drug alitsatment
specifybehavior and personality changes being sought; and program,the recipient receives a complete medical evaluation,
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including diagnosis, summary of present medical findings,medi 5. Thedepartmeng decision on a prior authorization request
cal history and explicit recommendations by figysician for par  shallbe communicated to the provider in writing.
ticipationin the alcohol or other drug abuse treatment program. A (c) Other limitations. 1. No more than one provider may be
medical evaluation performed for this purpose within 60 daygimbursedor the same AODA treatment session, unless the ses
prior to enroliment shall be valid for reenroliment; sioninvolves a couple, tamily group or is a group session. In this
3. Thesupervising physician or psychologist develops a-tregiaragraph,“groupsession” means a session gohducted in a
ment plan which relates to behavior and personatityanges hospitalfor an inpatient recipient at which there are more than one
beingsought and to the expected outcome of treatment; but not morethan 10 recipients receiving services together from
4. Outpatient AODA treatment services of up to $500 or 181€0r 2 providers. No more than 2 providers may be reimbursed
hoursper recipient in a calendgiear whichever limit is reached for the same session. No recipient may be held responsible for
first, may be provided without prior authorization by the deparghargesfor services in excess of MA coverage under this-para

ment; graph.

5. AODA treatment services are performed only in tieef 2. Services under this subsection are not reimbursable if the
of the providera hospital or hospital outpatient clinic, ampa recipientis receivingcommunity support program services under
tient facility, a nursing home or a school; sub. (6).

6. The provider who provides alcohol and other drug abuse 3. Professional AODA treatment services other theoup
treatmentervices engages in face—to—face contact witnettip- ~ therapy and medication management providelaspitalinpa:
ient for at least 5/6 of théime for which reimbursement is tientsin general or to inpatients in IMDs are not considered-inpa
claimed:;and tient services. Reimbursement shall be made to the psychiatrist or
7. If reimbursement is also made to any provider for psyChgsycholog|sIb|II|ng provider certified under s. HFS 105.22 (4)

therapyor mental health services under sub. (2) during the safe(P) or 105.23 who provides AODA treatment services to hospi
yearfor the same recipient, the hours reimbursed for these & Inpatients in accordance with requiremeumsier this subsec
vicesshall be considered part of the $500 or 15—-hour AODA-tredton-
mentservices limitoefore prior authorization is required. Forhos 4. Medical detoxification services anet considered inpa
pital outpatient service providers billing on the hospital clairtient services if provided outsiden inpatient general hospital or
form, these services shale included in the $500 limit before IMD.
prior authorization is required. If several psychotherapy or AODA (d) Non-coveed services.The following services are not cov
treatmenterviceproviders are treating the same recipient duringredservices:
the yeayall the psychotherapy or AODA treatment services shall 1~ collateral interviews and consultations, except as provided
be considered in the $500 or 15-hour toliatit before prior i, s HES 107.06 (4) (d):
authorizationis required. Howeveif a recipient is hospitalized > Court ' t wh to defend
asaninpatient in an acute care general hospital or IMD with g__<:  ©OUrt appeéarances except when necessary to deten
diagnosisof, or for a procedure associated with, a psychiatric agalnstcomnjl.tme.nt, and . . . . . )
alcohol or other drug abuse condition, reimbursement for any 3. Detoxification provided in a social setting, as described in
inpatient psychotherapy or AODA treatment services is ndt HFS 75.09, is not a covered service.
includedin the $500, 15-hour limit before prior authorization is Note: For more information on non—covered services, see s. HFS 107.03.
required. For hospital inpatients, the fhfential diagnostic (3m) ALCOHOL AND OTHER DRUG ABUSE DAY TREATMENT SER
examinatiorfor psychotherapy or AOD#reatment services and VICES. (a) Coveed services.Alcohol and other drug abuse day
the medical evaluation for psychotherapy or other mental heaffigatment serviceshallbe covered when prescribed by a physi
treatmenbr AODA treatment services are also not included in ttan, provided by a provider certified under s. HFS 105.25 and
limit before prior authorization is required. performedaccording to the recipiesttreatment program in a
(b) Prior authorization. 1. Reimbursement beyond i6urs Non—residentiaimedically supervised setting, and when the fol
or $500 of service may belaimed for treatment services fur 10Wing conditions are met:
nishedafter receipt of prior authorizatidnom the department. 1. An initial assessment is performed by qualified medical
Servicesreimbursed by any third—party paysmall be included professionalsinder s. HFS 75.03 (12) (a) to (e) éopotential par
whencalculating the 15 hours or $500 of service. ticipant. Services under this section shall be covered if the assess
2. Thedepartment may authorize reimbursement for a spefient concludes tha#tODA day treatment is medically necessary
fied additional number of hours of outpatient AODA treatmerfindthat the recipient is able to benefit from treatment;
servicesor visits for hospital outpatient services to be provided to 2. A treatment plan based on the inii@lsessment is devel
arecipient in acalendar yeaiThe department shall require peri opedby the interdisciplinary team in consultatinith the medi
odic progress reports and subsequmitr authorization requests cal professionals who conducted the initial assessarehin col
in instances where additional services are approved. laborationwith the recipient;

3. Persons who review prior authorization requests for the 3. The supervising physician or psychologist apprdhes
departmenshall meet the same minimum training requirementgcipient'swritten treatment plan,

thatproviders are expected to meet. 4. The treatment plan includes measurable individual goals,
4. A prior authorization request shall include the followingreatmenimodes to be used to achieve these goals and descriptions
information: of expected treatment outcomes; and

a. The names, addresses and MA provider or identifiernum 5. The interdisciplinary team monitors the recipiemitog
bersof the providers conducting the medical evaluation and peess,adjusting the treatment plan as required.

forming AODA services; (b) Prior authorization. 1. All AODA day treatment services
b. A copy of the physicias’prescription for treatment; exceptthe initial assessment shall be prior authorized.
c. A copy of the treatment plan which shall relat¢he find 2. Any recommendation by the county human services
ings of themedical evaluation and specify behavior and personaepartmentnder s. 46.23, Stats., or the county commuprity
ity changes being sought; and gramsdepartment under s. 51.42, Stats., shallconsidered in

d. A statemendf the estimated frequency of treatment segeviewand approval of the prior authorization request.
sions,the estimated cost of treatment and the anticipated location 3. Department representatives who review and approve prior
of treatment. authorizationrequests shall meet the same minimtraining
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requirementss those mandated for AODA day treatment provid 6. Day treatment services avevered only for the chronically

ersunder s. HFS 105.25. mentallyill and acutely mentally ill who have a nefed day treat
(c) Other limitations. 1. AODA day treatment services inment and an ability to benefit from the service, as measyré

excesof 5 hours per day are not reimbursable under MA.  functionalassessment scale provided by the department; and

2. AODA day treatment services may notdiked as psycho 7. Billing for day treatment is submitted by the provideay
therapy,AODA outpatient treatment, case management, oecuggeatmentervices shall be billed as such, awod as psychother
tional therapy or any other service modality except AODA da§PYy: occupational therapy or any other service modality
treatment. 8. The groups shalbe led by a qualified professional $taf

3. Reimbursement for AODA day treatmeetvices may not memberas defined under s. HFS 105.24 (1) (b) 4. a., and ttie staf

includetime devoted to meals, rest periods, transportation,-recfa€mbershall be physicallpresent throughout the group sessions
ation or entertainment. andshall perform or direct the service.

4. Reimbursement for AODA day treatment assessment for () Servicesequiring prior authorization.1. Providers shall
a recipient is limited to 3 hours in a calendar yefdditional obtain authorization from the department before providing the

assessmeritours shall be countddwards the mental health eut following services, as a condition for coverage of these services:

patientdollar or hour limit under sub. (2) (a) 6. before prior autho . Day treatment services provided beyond 90 hours ef ser
rization is required or the AODA outpatient dollar hour limit  Vicein a calendar year;

undersub. (3) (a) 4. before prior authorization is required. b. All day treatment or day hospital services provided to
(d) Non—coveed services The following arenot covered ser 'ecipients with inpatient status in a nursing home. Qhtse
vices: patientsscheduled for dischge areeligible for day treatment. No

rethan 40 hoursf service in a calendar year may be authorized

1. Collateral interviews and consultations, except as provid%fa recipient residing in a nursing home;

in s. HFS 107.06 (4) (d); . . -
) (d) c. All day treatment services provided to recipients who are

2. Time spent irthe AODA day treatment setting byfexdted o f
family members of the recipient: Z?Birrsenrt\l}i/égggmng psychotherapyccupational therapy or

3. AODA day treatment services which are primarily recre
ation—orientedor which are provided in hon—-medically super e ; :
visedsettings. These includaut are not limited to sports activi 0 re20|p1|_ints vyho arﬁ dl.agr!osed as acutt:e l)lll r_neln t:”}’ ll
ties, exercise groupsand activities such as crafts, leisure time, 2+ The prior authorization request shall include:
socialhours, trips to community activities and tours; a. The name, address, and MA number of the recipient;

4. Services provided to an AODA day treatment recipient b. The name, address, and provider number of the provider
which are primarily social or only educational in nature. Educ®f the service and of the billing provider;

d. All day treatment services in exces®6fhours provided

tional sessions are covered as long as these sessiqgreataréan c. A photocopy of the physiciam'original prescription for

overall treatment program and include group processing of ttreatment;

information provided; d. A copyof the treatment plan and the expected outcome of
5. Prevention or education programs provided as an outredatment;

serviceor as case-finding; and e. A statemenof the estimated additional dates of service
6. AODA day treatment provided in the recipisrtiome.  necessarynd total cost; and
(4) MENTAL HEALTH DAY TREATMENT OR DAY HOSPITAL SER f. The demographic and client information form from the ini

viCcES. (a) Coveerd services.Day treatment oday hospital ser tial and most recertinctional assessment. The assessment shall

vicesare covered services when prescribed by a physisizer; havebeen conducted within 3 months prior to the authorization

provided by a providerwho meets the requirements of s. HF$equest.

105.24,and when the following conditions are met: 3. Thedepartmens decision on a prior authorization request
1. Before becomingnvolved in a day treatment program, theshallbe communicated to the provider in writing. If the request is

recipientis evaluated through the usetloé functional assessmentdenied, the department shall provide teeipientwith a separate

scaleprovided by the departmetat determine the medical neees hotification of the denial.

sity for day treatment and the persoability to benefit from it; (c) Other limitations. 1. All assessment hours beyond 6 hours
2. The supervising psychiatriapproves, signs and dates an a calendar year shall be considered part of the treatment hours

written treatment plan for each recipient and reviand signs the andshall become subject to the relevant prior a.UthOI'IZB.tIOI’] limits.

planno less frequently than onegery 60 days. The treatmentDay treatmentssessment hours shall be considered part of the 6

planshall be based on the initial evaiuation and shall include tAgUrper 2-year mental health evaluation limit.

individual goals the treatment modalities including identification 2. Reimbursement for day treatment servistesll be limited

of the specific group or groups to be used to achieve these gtalactual treatment time and may not include time devoted to

andthe expected outcome of treatment; meals,rest periods, transportation, recreation or entertainment.

3. Up to 90hours of day treatment services in a calendar year 3. Reimbursement for day treatment servistesll be limited
may be reimbursed withoyprior authorization. Psychotherapyto no more thar? series of day treatment services in one calendar
servicesor occupational therapy services provided@sponent Yyearrelated to separatpisodes of acute mental iliness. All day
parts of a persos’day treatment package may nobilked sepa  treatmentservices in excess of 90 hours ieaendar year pro
rately, but shall be billed and reimbursed as part of the day tredidedto a recipient who is acutely mentally ill shall be prior-au
mentprogram; thorized.

4. Day treatment or day hospital services provided to recipi  4- Se_rvices_ u_nder this sqbsection are not reimbu_rsable if the
ents with inpatient status in a hospiaglimited to 20 hours per recipientis receivingcommunity support program services under
inpatientadmission and shall onlye available to patients sched sub.(6).
uled for dischage to prepare them for dischar (d) Non—coveed services.The following services are not cov

5. Reimbursement is not made for degatment services pro eredservices:
videdin excess of 5 hours in any dayin excess of 120 hours in 1. Day treatment services which are primarédgreation—ofri
any month; entedand which argrovided in non—medically supervised-set
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tingssuch as 24 hour day camps, or other social service programs.d. Crisis intervention o 24—hour basis, including short—
Theseinclude sports activities, exercise groups, activities such t@smemegency care at home or elsewhere in the commuamiiy;
crafthours, leisuréime, social hours, meal or snack time, tripsto e psychiatric and psychological evaluations;
communityactivities and tours;

2. Day treatment services which are primarily social or educa
tionalin nature, in addition to having recreatiopabgramming.
Theseshall be considered non-medical services tuedefore
non-covereaervices regardless of the age group served;

5. Psychological rehabilitation services as follows;

a. Employment-related services. Thesgvices consist of
counselinghe recipient to identify behaviovghich interfere with
seekingand maintaining employment; development of interven
. . . . tionsto alleviate problem behaviors; and supportive sentices
3. Consultation with other providers service agency sfaf aggisthe recipient with grooming, personal hygiene, acquiring

regardingthe care or progress of a recipient; . appropriatevork clothing, daily preparation for worn—the—job
4. Prevention or education programs provided as an outreagipportand crisis assistance;

service case—finding, and reading groups; b. Social and recreational skill training. This training consists
5. Aftercare programs, provided independently or operatef group or individual counseling and ottemtivities to facilitate

by or under contract to boards; appropriate behaviors, and assistance given the reciptent

6. Medical or AODA day treatment for recipients with a primodify behaviors whichnterfere with family relationships and
mary diagnosis of alcohol or other drug abuse; makingfriends;

7. Day treatment provided in the recipisritome; and c. Assistance with and supervision of activitislaily living.

8. Court appearances except when necessary to defdigseservices consist of aidirtge recipient in solving everyday
againstcommitment. problems;assisting the recipient in performing household tasks

Note: For more information on non-covered services, see s. HFS 107.03. _Suchasclea_ni_ng, cooking, grocery _ShOpping and laundry; assist
(6) COMMUNITY SUPPORTPROGRAM(CSB SERVICES. () Cov- Ing the recipient to develop and improve money management
eredservices.Community support program (CSP) services shaikills; and assisting the recipient in using available transportation;
be covered services when prescribed by a physician and providedd. Other support services. These services conststlipfng
by a provider certifiedunder s. HFS 105.255 for recipients whahe recipient obtain necessary medical, dental, legal and financial
can benefit from the service§.hese non-institutional servicesservicesand living accommodationpyoviding direct assistance
makemedical treatment and related care and rehabilitative s&r ensurehat the recipient obtains necessary government entitle
vicesavailableto enable a recipient to better manage the symmentsand services, and counseling the recipient in appropriately
tomsof his orher illness, to increase the likelihood of the recipirelatingto neighbors, landlords, medical personnel and other per
ent'sindependent, &fctive functioning in the community and tosonalcontacts; and
reducethe incidence and duration of institutional treatment ether g - case management in the form of ongoing monitoring and

wise brought about by mental illness. Services covareds fol  geryjcecoordination activities described in s. HFS 107.32 (1) (d).

lows: (b) Other limitations. 1. Mental health services undeHES

1. Initial assessment. Atetime of admission, the recipient, 107.13(2) and (4) are not reimbursable for recipiemtseiving
upona psychiatriss ordey shall receive an initial assessment-Cor-gpgervices.

ductedby a psychiatrist and approprigiefessional personnel to L .
determir):ethg r¥eed for CSP chr)e; prigte P 2. An initial assessment shall be reimbursed only when the

- s . recipientis first admitted to the CSP afallowing dischage from
2. In—-depth assessment. ithih one month following the ahospital after a short-term stay

recipient'sadmission to a CSBpsychiatrist and a treatment team L .
shallperform an in-depth assessment to include all of the follow 3- Group therapy is limited to no more than 10 persons in a

ing areas: group.No more than 2 professionadall be reimbursed for a
. - ingle sessiorof group therapyMental health technicians shall
a. Evaluation of psychiatric symptomology and mental St%ot be reimbursed for group therapy

tus;

b. Use of drugs and alcohol; (c) Non-coveed services.The following CSP services are not

coveredservices:

~c Evaluation of vocational, educational and softiattion 1. Case management services provided under s. HFS 107.32
ng: . L by a provider not certified under s. HFS 105.255 to provide CSP
d. Ability to live independently; services:
e. Evaluation of physical health, including dental health; 5 = geyices provided to a residentaf intermediate care
f. Assessment of family relationships; and facility, skilled nursing facility or an institution for mental dis
g. Identification of other specific problems or needs; easesor to a hospital patient unless the servenesperformed to

3. Treatment plan. A comprehensiwgitten treatment plan Preparethe recipient for dischge form the facility to reside in the
shallbe developed for each recipient and approved by a psyctigmmunity;
trist. The plan shall be developed by the treatment team with the 3. Services related to specific job—seeking, job placement and
participationof the recipient or recipieistguardian and, as appro work activities;
Dececamentdhe treament plan shadpecily short-torm and ~ Services performed by volunieers;

i - , - L - ; )
long—termtreatment and restorative goals, the services required 5. Services which are primarily recreation—oriented; and
to meet these goals and the CSPfstabther agencies providing 6. Legal advocacy performed by an attorney or paralegal.
treatmentand psychosocial rehabilitation services. Tieatment ,_History: Cr. RegisterFebruary1986, No. 362, é3-1-86,am. (1) (/) 8., Regis

: o ter, February1988, No. 386, €f3—-1-88; emdg. cr. (3m), ef. 3-9-89; cr(3m), Reg
planshall be reviewed by thesychiatrist and the treatment teanister, December1989, No. 408, &f1-1-90; emay. ct (2) (c) 5., (3) (2., (4) (¢)
at least every 30 days to monitor the recipgeptogress and sta 4.and (6), e 1-1-90; cr(2) (c) 5., (3) (¢) 2., (4) (®). and (6), RegisteSeptember

tus: 1990,No. 417, f 10-1-90; emay. r. and recr(1) (b) 3., am. (1) (f) 6., f1-1-91;
! . am.(1) (a), (b) 1. and 2., (¢), () 5., 6.and 8., (2) (a) 1., 3. a. and b., 4. f., 6., 7., (b)
4, Treatment services, as follows: % ang é (c)d 2('&)(%) (a) C(iintro.z,l)él.(b 1)35 7., (g)( 1) ?(2?(%)' gc)dl. (3) (d) 1(.4 ??g)zi’ 4) (a)
PRI . .and 6. an ., and recr .and (e), . d., renum. . C.
a. Family individual and group psychotherapy; tobe d. r(2) ()6, (3) () 3. and 4. (3)(¢) 3, Regisfmpterber1os, o, 420,
i - eff. 10-1-91; am. (4) (a) 2.,.cf4) (a) 8., RegisteiFebruary 1993, No. 446,
b. Sym.pto.m manage.m.em or SU_ppOrtl\{e psychothe.rap.y, 3—1—93porrections(in)(g))(d& ;ﬁd) ((Sr)n) @ 1.?11ade undersy. 13.93 (2m) (b) 7., Stats.,
c. Medication prescription, administration and monitoring;RegisterFebruary 2002 No. 554.
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HFS 107.14 Podiatry services. (1) COVEREDSERVICES. (e) Services provided during a nursing home visit todegn
(a) Podiatry services covered by medical assistance are thos&im toenailscorns, callouses or bunions of more than one resi
medically necessary services for the diagnosis and treatafentdentshall be reimbursed at the nursing home single visifoate
thefeet and ankles, within the limitations described in this sectiaonly one of the residents seen on that day of service. All other

whenprovided by a certified podiatrist. claimsfor residents seen at the nursing hamehe same day of
(b) The following categories of services are covered servicggrviceshall be reimbursed up toe multiple nursing home visit
whenperformed by a podiatrist: rate. The podiatrist shall identifgn the claim form the single resi
1. Ofice visits: dent for whorrthe nursing home single visit rate is applicable, and
2. Home visits" the residents for whom the multiple nursing home visit rate is
' . o applicable.
3. NurS|_ng home_ \./Isns' (f) Debridement of mycotic conditions and mycotic naila is
4. Physical medicine; coveredservice provided that utilization guidelines established by
5. Sugery; the department are followed.
6. Mycotic conditions and nails; (3) Non-covereDsERvICES. The following are notovered
7. Laboratory; services:
8. Radiology; (a) Procedures which do not relate to the diagnosis or treatment

9. Plaster or other cast material used in cast procedures &hthe ankle or foot;
strapping or tape casting fotreating fractures, dislocations, (b) Palliative or maintenance care, except under sub. (2);

sprainsand open wounds of the ankle, foot and toes; (c) All orthopedic and orthotic servicecept plaster and
10. Unna boots; and othermaterial cast procedures and strapping or tape casting for
11. Drugs and injections. treating fractures, dislocations, sprains or open wounds of the

(2) OTHER LIMITATIONS. (a) Podiatric services pertaining to?nkle,foot or toes; o
the cleaning trimming and cutting of toenails, often referred to as (d) Orthopedic shoes and supportilevices such as arch sup
palliative or maintenance care, shall be reimbursed oncébperPorts,shoe inlays and pads;
day period only if the recipient is under the active care of a physi (e) Physical medicine exceeding the limits specified under
cianand the recipierd’condition is one of the following: sub.(2) (d);

1. Diabetes mellitus; (f) Repairs made to orthopedic and orthotic appliances;

2. Arteriosclerosis obliterans evidenced by claudication;  (g) Dispensing and repairing corrective shoes;

3. Peripheral neuropathies involving the feet, which are-asso (h) Services directed toward the care aodrection of “flat

ciatedwith: feet;”

a. Malnutrition or vitamin deficiency; (i) Treatment of subluxation of the foot; and

b. Diabetes mellitus; () All other services not specifically identifiexs covered in

c. Drugs and toxins; this section. _

d. Multiple sclerosis: or History: Emeg. cr eff. 7-1-90; crRegisterJanuary1991, No. 421, &2-1-91.

e. Uremia; HFS 107.15 Chiropractic services. (1) DEerINITION. In

4. Cerebral palsy; this section, “spell of illness” means a condition characterized by

5. Multiple sclerosis; the onset of a spinal subluxation.“Subluxation” meansaiter

6. Spinal cord injuries; ation of the normal dynamics, anatomical or physiological-rela
- ) ' tionshipsof contiguousarticular structures. A subluxation may

7. Bllnd_ness, i havebiomechanical, pathophysiological, clinical, radiologic and

8. Parkinsors disease; other manifestations.

9. Cerebrovascular accident; or (2) CoverebpseRviCES. Chiropractic services covered by MA

10. Scleroderma. are manual manipulations of the spirsed to treat a subluxation.

(b) The cutting, cleaning and trimming of toenails, corns, calhese services shall be performed by a chiropractor certified pur
lousesand bunions on multiple digits shall be reimbursed at osgantto s. HFS 105.26.
fee for each service which includes either one or both feet. (3) SERVICESREQUIRING PRIORAUTHORIZATION. (@) Require-

(c) Initial diagnostic services are covered when performed inent. 1. Prior authorization is required for services beyond the
connectiorwith a specific symptom or complaint if it seems likelynitial visit and 20 spinal manipulations per spell of illness. The
that treatment would be covereden though the resulting diagno prior authorization request shall include a justification of ey
sismay be one requiring non—covered care. conditionis chronic and why it warrants the scope of service being

(d) Physical medicine modalities may include, &t not lim ~ 'equested.
ited to, hydrotherapyultrasound, iontophoresiganscutaneous 2. Prior authorization is required for spinal supports which
neurostimulato{ TENS) prescription, and electronic bone stimuhavebeen prescribed by a physician or chiropractor if the pur
lation. Physical medicine is limited to 10 modality services pethaseor rental priceof a support is over $75. Rental costs under

calendaryear for the following diagnoses only: $75 shall be paid for one month without prior approval.
1. Osteoarthritis; (b) Conditions justifying spell of illness designatiorhe fot
2. Tendinitis; lowing conditions may justify designation of a new spell of illness
3. Enthesopathy; if treatment for the condition is medically necessary:
4: Sympathetic r;eflex dystrophy: 1. An acute onset of a new spinal .subluxation; o .
5. Subclacaneal bursitis: and bI2. An ak;:ut_e_ons.et of an aggravation of pre—existing spinal
6. Plantar fascitis, as follows: subluxationby injury; or . - .
. ' 3. An acute onset of a change in pre—existing spinal subluxa
a. Synovitis; tion based on objective findings.
b. Capsulitis; (c) Onset and termination of spell of illnesshe spell of il
c. Bursitis; or nessbegins with the first dagf treatment or evaluation following
d. Edema. the onset of a condition under p@r) andendswhen the recipient
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improvesso that treatment by a chiropractor for the condition
causingthe spell ofiliness is no longer medically necessay
after 20 spinal manipulations, whichever comes first.

(d) Documentation.The chiropractor shatlocument the spell
of illness in the patient plan of care.

(e) Non-transferability of teatment daysUnusedreatment
daysfrom one spell of illness shall not be carried over imewa
spellof illness.

(f) Other coverage.Treatment days covered by medicare or
otherthird—party insurancehall be included in computing the 20
spinalmanipulation per spell of illness total.

(g) Department expertiseThe department may have &
staff qualified chiropractors to develop prior authorization criteria
andperform other consultative activities.

Note: For more information on prior authorization, see s. HFS 107.02 (3).

(4) OTHERLIMITATIONS. (@) An x-ray or set of x—rays, such as
anterior—posterioand lateral, is a covered service oftlyan ink
tial visit if the x—ray is performed either in the course of diagnos
ing a spinal subluxation or in the course of verifying symptoms of
othermedical conditions beyond the scope of chiropractic.

(b) A diagnostic urinalysis is a covered service only for an ini
tial office visit when relatedo the diagnosis of a spinal subluxa
tion, or when verifying a symptomatic condition beyond the scope
of chiropractic.

17.
18.
19.
20.
21.
22.

Crutch fitting;

Cane fitting;

Walker fitting;

Splint fitting;

Corrective shoe fitting or orthopedic shoe fitting;
Brace fitting assessment;

23. Chronic—obstructive pulmonary disease evaluation;
24. Hand evaluation;

25. Skin temperature measurement;

26. Oscillometric test;

27. Doppler peripheral-vascular evaluation;

28. Developmental evaluation:

a. Millani-Comparetti evaluation;

b. Denver developmental;

c. Ayres;

d. Gessell;

e. Kephart and Roach;

f. Bazelton scale;

g. Bailey scale; and

h. Lincoln Osteretsky motion development scale;

29. Neuro—-muscular evaluation;
30. Wheelchair fitting — evaluation, prescription, modifica

(c) The billing for an initial dfce visit shall clearly describe tion, adaptation;

all procedures performed to ensure accurate reimbursement.

(5) Non-covEREDSERVICES. Consultations between providers
regardinga diagnosis or treatment are not covered services.
Note: For more information on non—-covered services, see s. HFS 107.03.
History: Cr. RegisterFebruary1986, No. 362, &f3-1-86.

HFS 107.16 Physical therapy . (1) COVERED SERVICES.
(a) General. Covered physicaherapy services are those medi
cally necessary modalities, procedures and evaluations enumer
atedin pars. (b)o (d), when prescribed by a physician and per

formed by a qualified physical therapist (PT) or a certified 39. o » )
(c) Modalities. Covered modalities are the following:

physicaltherapy assistant under tiieect, immediate, on—prem
ises supervision of a physical therapist. Specific services per
formedby a physical therapy aide unger (e) are covered when
providedin accordancevith supervision requirements under.par
(e)3.
(b) Evaluations. Covered evaluations, the resultsvdiich

shallbe set out in a written report &@company the test chart or
form in the recipiens medical record, are the following:

Stress test;

Orthotic check—-out;
Prosthetic check-out;
Functional evaluation;
Manual muscle test;
Isokinetic evaluation;
Range-of-motion measure;
Length measurement;
Electrical testing:

Nerve conduction velocity;
Strength duration curve — chronaxie;
Reaction of degeneration;
Jolly test (twitch tetanus); and
“H” test;

. Respiratory assessment;

. Sensory evaluation;

. Cortical integration evaluation;
. Reflex testing;

. Coordination evaluation;

. Posture analysis;

. Gait analysis;

P20 T OONORAWONE

e ol el
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31.
32.
33.
34.

Jobst measurement;

Jobst fitting;

Perceptual evaluation;
Pulse volume recording;
35. Physical capacities testing;
36. Home evaluation;

37. Garment fitting;

38. Pain; and
Arthrokinematic.

1.
a.
b

Hydrotherapy:
Hubbard tank, unsupervised; and
. Whirlpool;

. Electrotherapy:

. Biofeedback; and

. Electrical stimulation — transcutaneous nerve stimulation,
colator;

. Exercise therapy:

. Finger ladder;

. Overhead pulley;

. Restorator;

. Shoulder wheel,

. Stationary bicycle;

. Wall weights;

. Wand exercises;

. Static stretch;

. Elgin table;

. N-k table;

k. Resisted exercise;

L. Progressive resistive exercise;

m. Weighted exercise;

n. Orthotron;

0. Kinetron;

p. Cybex;

g. Skate or powder board;

r

s

4

2
a
b
d

3
a
b
Cc
d
e
f
g
h
i

j

. Sling suspension modalities; and
. Standing table;
. Mechanical apparatus:
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a. Cervical and lumbar traction; and a. Cryotherapy — ice massage, supervised;
b. Vasoneumatic pressure treatment; b. Medcosonulator; and
5. Thermal therapy: c. Ultra—sound,;
a. Baker; 6. Manual application:
b. Cryotherapy — ice immersion or cold packs; a. Acupressure, also known as shiatsu,
c. Diathermy; b. Adjustment of traction apparatus;
d. Hot pack — hydrocollator pack; c. Application of traction apparatus;
e. Infra-red; d. Manual traction;
f. Microwave; e. Massage;
g. Moist air heat; and f. Mobilization;
h. Pardin bath. g. Perceptual facilitation;
(d) Procedures.Covered procedures are the following: h. Percussion (tapotement), vibration;
1. Hydrotherapy: I Strappmg—taplng, bandaging;
a. Contrast bath; j. Stretching;
b. Hubbard tank, supervised; k. Splinting; and
c. Whirlpool, supervised; and L. Casting; _
d. Walking tank; 7. Neuromusgul_ar techniques:
2. Electrotherapy: a. Balance training;
a. Biofeedback: b. Muscle reeducation; _
b. Electrical stimulation, supervised; Fafﬁﬁ;{,‘lﬁi'gg}?fgﬁgﬁcgg‘gqa‘{ﬁf — PNR, Roatifile-
c. lontophoresis (ion transfgr); _ _ d. Perceptual training;
d. Transcutaneogs nerve s.tlmulatlon (TNS), supervised; e. Sensori-stimulation: and
e. Electrogalvamc stlmulathn; f. Facilitation techniques;
f. Hyperstlmu_latlon analgesia; and 8. Ambulation training:
g. Interferential current; a. Gait training with crutch, cane or walker;
3. Exercise: b. Gait training for level, incline or stair climbing; and
a. Peripheral vascular exercises (BeutAllen); c. Gait training on parallel bars; and
b. Breathing exercises; 9. Miscellaneous:
c. Cardiac rehabilitation- immediate post-dischge from a. Aseptic or sterile procedures;
hospital; b. Functional training, also known as activities of daily living
d. Cardiac rehabilitation — conditioninghabilitationpro- _ self-care training, transfers and wheelchair independence;
gram, _ c. Orthotic training;
e. Codmanrs exercise; d. Positioning:
f. Coordination exercises;

e. Posture training;

g. Exercise — therapeutic (active, passive, active assistive, f, preprosthetic training — desensitization;
resistive); '

h.

PO OToPRAXS<CcTHTWOWTOTOSICXT T

Frenkels exercise;
In—water exercises;
Mat exercises;

. Neurodevelopmental exercise;
. Neuromuscular exercise;

. Post—natal exercise;

. Postural exercises;

. Pre—natal exercises;

. Range-of-motion exercises;

. Relaxation exercises;

Relaxation techniques;

. Thoracic outlet exercises;

Back exercises;

. Stretching exercises;

. Pre—ambulation exercises;

. Pulmonary rehabilitation program; and
. Stall bar exercise;

. Mechanical apparatus:

. Intermittent positive pressure breathing;
. Tilt or standing table;

Ultra—sonic nebulizer;

. Ultra—violet; and
. Phonophoresis;
. Thermal:

g. Preprosthetic training — strengthening;
h. Preprosthetic training — wrapping;

i. Prosthetic training;

j. Postural drainage; and

k. Home program.

(e) Physical therapy aide services. Services which are reim
bursablewhen performed by a physical therapy aide meeting the
requirement®f subds. 2. and 3. are the following:

a. Performing simple activities required to prepareapient
for treatment, assist in the performance of treatment, or assist at
the conclusiorof treatment, such as assisting the recipient to dress
or undress, transferring a recipient to or from a mat, and applying
or removing orthopedic devices;

Note: Transportation of the recipient to or from the area in which therapy services
areprovided is not reimbursable.

b. Assembling and disassembling equipment and accessories
in preparation for treatment or after treatment has taken place;

Note: Examples of activities are adjustmeftrestoratarN.K. table, cybex,
weightsand weight boots for the patieand the filling, cleaning and emptying of
whirlpools.

c. Assisting with the usef equipment and performing simple
modalitiesoncethe recipiens program has been established and
the recipients response to the equipment or modality is highly
predictable;and

Note: Examples of activities are application of hot or cold packs, application of
parafin, assisting recipient with whirlpool, tilt table, weights and pulleys.

d. Providingprotective assistance during exercise, activities
of daily living, and ambulation activities related to the develop
mentof strength and refinement of activity
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Note: Examples of activities are improving recipiengait safety anélinctional b. Rheumatoid arthritis; or
distancetechnique through repetitious gait training and increaseapients . .
strengththrough the usef such techniques as weights, pulleys, and cane exercises. C. Parkinsors disease.
2. The physical therapy aide shall be trained in a manner 3. A regression irthe recipiens condition due to lack of
appropriateto his or her job duties. The supervising theraigist physicaltherapy as indicated by a decreasfefunctional ability
responsibldor the training of the aide or for securing documentatrength,mobility or motion.

tion that the aide has been trainieyl a physical therapist. The  (d) Onsetand termination of spell of illnesshe spell of il
supervisingtherapist is responsible for determining and monitohesshegins with the first dagf treatment or evaluation following
ing the aides competency to perform assigned duties. The supgie onsetof the new disease, injury or medical condition or
vising therapist shall document in writing the modalities or activincreasedseverityof a pre—existing medical condition and ends
tiesfor which the aide has received training. whenthe recipient improveso that treatment by a physical thera
3. a. The physical therapy aide shall provide services ungsst for the condition causing the spell of illness is no longer
the direct,immediate, one—to—one supervision of a physical thereequired,or after 35 treatment days, whichever comes first.
pist. In this subdivision, “direct immediate, one-to-caupervi (e) Documentation.The physical therapishall document the
sion” means one-to-one supervisiath face—-to—face contact gpe|of llness in the patient plan of care, includimgasurable
betweenthe physical therapy aide atite supervising therapist eyjigencethat the recipient has incurradiemonstrated functional
during each treatment session, with the physical therapy aigggof ability to perform daily living skills.
assistingthe therapist by providing services under subd. 1. The (f) Non-transferability of teatment daysUnused treatment

directimmediate one—-to—one supervision requirement chags davsf I ofill tb ied e
applyto non-billable physical therapy aide services. aysirom one Spell ot liness may not be carried over imewa
sroellof illness.

b. The department may exempt a facility providing physica (g) Other coverage.Treatment days covered by medicare or

therapyservices from the supervision requirement under subd. hird— ; hall be included i ina th
a.if it determines that direct, immediate one—to—one supervisi@i'€" third—partyinsurance shall be included in computing the
—dayper spell of illness total.

is not required for specific assignments which physical thera ) )
aidesare performingat that facility If an exemption is granted, the ~ (h) Department expertiseThe department may have ite
departmenshall indicate specific physical therapy asgvices staff qualified physical therapists to develop prior authorization
for which theexemption is granted and shall set a supervision ragigteriaand perform other consultative activities.

appropriatefor those services. Note: For more information on prior authorization, see s. HFS 107.02 (3).

Note: For example, facilities providing significant amounts of hydrotherapy may (3) OTHER LIMITATIONS. (a) Plan of cae for therapy services.
beeligible for an exemption to the direct, immediate one-to-one superisjaite Servicesshall be furnished to a recipient under a plan of care
mentfor physical therapy aides who fill or clean tubs. . o . ..

. . . . establishedcand periodically reviewed by a physician. The plan

. 4'| fhyi'cal therapy aides may not bill or be relmburseéﬁa”be reduced to writing before treatment is begun, either by the

directly for their services. o physicianwho makes the plan available to the provider or by the

(2) SERVICESREQUIRINGPRIORAUTHORIZATION. (&) Definition.  providerof therapy when the provider makes a written record of
!n thIS SUbSQC“On, “Spell of IllneSS" means a C.Ondltlon Cha.FaCtQhe phys|c|ans oral orders. The p|an shall be prompﬂy Signed by
|Zed by a demonstrated IOSS Of fUnCt|Ona| abtht)perform da”y the Ordering physician and incorporated inhe provide}s peF
living skills, caused by a new disease, injury or medical conditighanentrecord for the recipient. The plan shall:

? ' byFan increag,_(t';j in tthebsevlerityf_ofda pre—existlilngfr_ﬂedicaltﬁondi 1. State the type, amount, frequency and duration of the ther
ion. For a condition to be classified as@w spell of illness, the h ’ i o -
P : : h : services that are to be furnishted recipient and shall indicate
|rqeupleﬂtmhus(tj display thle potential to reachieve the skill level thﬁfgdiagnosis and anticipated goals. Anypchanges shall beimade
eor she had previously writing andsigned by the physician, the provider of therapy ser

(b) Requirement. Prior authorization is required under thisjicesor the physician on the staff the provider pursuant to the
subsectiorfor physical therapy services providecatoMA recip ﬁttendingphysicians oral orders; and

ientin excess of 35 treatment days per spell of iliness, except t at2 B . d by the attendi hvsician i Itati
physicaltherapy services provided to an MA recipient who is a_ <: °€ réviewed by the attending physician in consuitation
hospitalinpatient or who is receiving physical therapy servicedith the therapisproviding services, at whatever intervals the
providedby a home health agency are not subject to prior authotf Verityof the recipiens condition requiresjut at least every 90
zationunder this subsection. days.Each review of the plan shék indicated on the plan by the

Note: Physical therapy services provided by a home health agency are subjeépﬂyals of the physman and the date performed. The plan for the

prior authorization under s. HFS 10Z.(8). recipientshall be retained in the providefile.

(c) Conditions justifying spell of illness designatiorhe fol (b) Restorative therapy serviceRestorative therapy services
lowing conditions may justify designation of a new spell of illshallbe covered services, except as provided in sub. (4) (b).
ness: (c) Maintenance therapy serviceBreventive or maintenance

1. An acute onset of a new disease, injury or condition suttierapyservices shall be covered services only when one of the
as: following conditions are met:
a. Neuromuscular dysfunction, includistroke—hemipare 1. The skills and trainingf a therapist are required to execute

sis, multiple sclerosis, Parkinsantlisease and diabetic neurepathe entire preventive and maintenance program;

thy; 2. The specialized knowledge and judgment of a physical
b. Musculoskeletal dysfunction, including fracture, amputaherapistare required to establish and monitor the therapy pro
tion, strainsand sprains, and complications associated witi-sur gram, including theinitial evaluation, the design of the program
cal procedures; or appropriateto the individuarecipient, the instruction of nursing
c. Problems and complicatiomssociated with physiologic personnelfamily or recipient, and the necessary re—evaluations;
dysfunction,including severe pain, vascular conditions, and ca®r
dio—pulmonaryconditions. 3. When, due to the severity complexity of the recipierst’
2. An exacerbation of a pre—existing condition, including condition, nursing personnetannot handle the recipient safely
not limited to the following, which requires physical therapyandeffectively.
interventionon an intensive basis: (d) Evaluations. Evaluations shall be covered services. The
a. Multiple sclerosis; needfor an evaluation or re—evaluation shall be document#tin
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planof care. Evaluations shall be counted toward the 35pday 4. Endurance/tolerance; and
spellof illness prior authorization threshold. 5. Balance;
(e) Extension of therapy servicegExtension of therapy ser  (b) Sensory integrative skills, as follows:
vicesshall notbe approved beyond the 35-day per spell of illness "1 Reflex/sensory status;
prior authorization threshold in any of the following circum 2. Body concept;
stances: ' N . .
- . 3. Msual-spatial relationships;

1. The recipienhas shown no progress toward meeting or Posture and body integration: and
maintainingestablished and measurable treatment goals over a i ody integ T
6-monthperiod, or the recipient has shown no ability within 6 - Sensorimotor integration;
monthsto carry over abilities gained from treatment in a facility (€) Cognitive skills, as follows:
to the recipiens home; 1. Orientation;

2. The recipiens chronological or developmental age, way 2. Attention span;
of life or home situation indicates that the stated therapy goals are 3. Problem-solving;
notappropriate for the recipient or serve no functional or mainte 4. Conceptualization; and
nancepurpose, _ _ S 5. Integration of learning;

3. Therecipient has achieved independence in daily activities (d) Activities of daily living skills, as follows:
or can be supervised and assisted by restorative nursing perso 1 Self . ' '
nel: - Self-care;

4. Theevaluation indicates that the recipiendlbilities are 2. Work s!«lls, anq .
functionalfor the persors present way of life; 3. Avocational skills; _ .

5. The recipient shows no motivation, interest, or desire to ©) Soua_l |r_1terpers_,onal S.kl|.|S, as follows:
participatein therapywhich may be for reasons of an overriding 1. Dyadic interaction skills; and
severeemotional disturbance; 2. Group interaction skills;

6. Other therapies are providing ficient services to meet  (f) Psychological intrapersonal skills, as follows:
the recipients functioning needs; or 1. Self-identity and self-concept;

7. The procedures requested are not medical in nature or are2. Coping skills; and
not covered services. Inappropriate diagnoses for therapy services3. Independent living skills;
and procedures afuestionablenedical necessity may not receive (q) Preventive skills, as follows:
departmentabuthorization,depending upon the individual €ir 1. Enegy conservation:

~

cumstances. . .
. . 2. Joint protection;

(4) Non-covereDSERVICES. The followingservices are not 3 Edema control: and
coveredservices: : ’

(a) Services related to activities fthre general good and wel ﬁ Pgsmonlng; . foll .
fare of recipients, such as general exercises to promote overall fit (1) Therapeutic adaptions, as follows:
nessand flexibility and activitieso provide diversion or general 1. Orthotics/splinting;

motivation; 2. Prosthetics;

(b) Those services that can be perforrogdestorative nurs 3. Assistive/adaptive equipment; and
ing, as under s. HFS 132.60 (1) (b) through (d); 4. Environmental adaptations;

(c) Activities such as end-of-the-day clean—up titnens (i) Environmental planning; and

portationtime, consultations and required paper reports. These(j) Evaluationsor re—evaluations. Covered evaluations, the
areconsidered components of the providesverhead costs andresultsof which shall be set out in a written report attached to the
are not covered as separately reimbursable items; testchart or form in the recipiestmedical record, are the follew
(d) Group physical therapy services; and ing:
(e) When performed by physical therapy aide, interpretation 1. Motor skills:
of physician referrals, patient evaluation, evaluation of proce a. Range—of-motion;
duresiinitiation or adjustmentf treatment, assumption of respon . Gross muscle test:
sibility for planning patient care, or making entriespitient ¢. Manual muscle test:

records. d. Coordination evaluation;
Note: For more information on non—-covered services, see s. HFS 107.03. o !
History: Cr. RegisterFebruary1986,No 362, ef. 3-1-86; emag. am. (2) (b), e. Nine hole peg test;

(d), (9), (3) (d) and (e) (intro.), ©f7-1-88; am. (2) (b), (d), (g), (3) (d) and (&) (intro.),
9

Register December1988, No. 396, &1-1-89. f. Purdue pegboard test;

g. Strength evaluation;

HFS 107.17 Occupational therapy . (1) COVEREDSER h. Head-trunk balance evaluation;
vices. Covered occupational therapy services are the following i. Standing balance — endurance;
medicallynecessary services when prescribed by a physician and; - sitting balance — endurance;
performedby a certified occupational therapi§iT) or by a cerii k. Prosthetic check-out:
fied occupational therapist assistant (@QTunder the direct, L. Hemioleai luati .
immediate,on—premises supervision of a certified occupational — emiplegic evaluation,
therapistor, for services under pad), bya certified occupational M- Arthritis evaluation; and
therapistassistantunder the general supervision of a certified n. Hand evaluation — strength and range—of-motion;
occupational therapist pursuant to the requirements of s. HFS 2. Sensory integrative skills:

105.28(2): a. Beery test of visual motor integration;
(a) Motor skills, as follows: b. Southern California kinesthesia and tactile perception test;
1. Range-of-motion; c. A. Milloni-Comparetti developmental scale;
2. Gross/fine coordination; d. Gesell developmental scale;
3. Strengthening; e. Southern California perceptual motor test battery;
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f. Marianne Frostig developmental test of vigueiception; 3. A regression irthe recipiens condition due to lack of
g. Reflex testing; occupationaltherapy as indicatedoy a decrease of functional
h. Ayres space test: ability, strength, mobility or motion.
i. Sensory evaluation; (d) Onsetand termination of spell of illnesS he spell of it
. ' . nessbhegins with the first dagf treatment or evaluation following
J. Denver developmental te;t, ) the onsetof the new disease, injury or medical condition or
k. Perceptual motor evaluation; and increasedseverityof a pre—existing medical condition and ends
L. Visual field evaluation; whenthe recipient improves gbat treatment by an occupational
3. Cognitive skills: therapist for the condition causing thgellof illness is no longer
a. Reality orientation assessment; and required,or after 35 treatment days, whichever comes first.
b. Level of cognition evaluation; (e) Documentation. The occupational therapist shall decu
4. Activities of daily living skills: mentthe spell of illness in the patient plan of care, including-mea

' B t hand tool luati : surableevidence that the recipient has incurred a demonstrated
a. envr\‘/? an I(I)O evaluation, ] functionalloss of ability to perform daily living skills.
b. Cra qrd sma parts dexte_rlty test; _ () Non-transferability of teatment daysUnused treatment
¢. Avocational interest and skill battery; daysfrom one spell of iliness may not be carried over intew
d. Minnesota rate of manipulation; and spellof illness.
e. ADL evaluation \ men and women; (g) Other coverage.Treatment days covered by medicare or
5. Social interpersonal skills — evaluation of response wtherthird—partyinsurance shall be included in computing the
group; 35-dayper spell of iliness total.
6. Psychological intrapersonal skills: (h) Department expertiseThe department may have &
a. Subjective assessment of current emotional status; ~ staff qualified occupational therapistsdevelop prior authoriza
b. Azima diagnostic battery; and tion criteria anq perfqrm other _consultatiye activities.
Goodenough draw-a—man test; Note: For more information about prior authorization, see s. HFS 107..02 3).

¢ ; L ’ (3) OTHERLIMITATIONS. (&) Plan of cae for therapy services.
7. Therapeutic adaptions; and Servicesshall be furnished to a recipient under a plan of care

8. Environmental planning — environmental evaluation. establishedand periodically reviewed by a physician. The plan
(2) SERVICESREQUIRINGPRIORAUTHORIZATION. (@) Definition.  shallbe reduced to writing before treatment is begun, either by the
In this subsection, “spell of illness” means a condition charactg@hysicianwho makes the plan available to the provider or by the
ized by a demonstrated loss of functional abiiitpperform daily providerof therapy when the provider makes a written record of
living skills, caused by a new disease, injury or medical condititime physicians oral orders. The plan shall be promptly signed by
or by an increase in the severity of a pre—existing medical €ontlie ordering physician and incorporated ith@ provideis per
tion. For a condition to be classified asew spell of iliness, the manentrecord for the recipient. The plan shall:
recipientmust display the potential to reachieve the skill level that 1. State the typemount, frequengyand duration of the ther
heor she had previously apy services that are to be furnishie recipient and shall indicate
(b) Requirement. Prior authorization is required under thighe diagnosis and anticipated goals. Any changes shall beimade
subsectiorfor occupational therapy services provided to an Mivriting andsigned by the physician, the provider of therapy ser
recipientin excess of 35 treatment days per spell of illness, excafitesor the physician on the staff the provider pursuant to the
that occupational therapy services provided to an MA recipieattendingphysicians oral orders; and
whois a hospital inpatient avho is receiving occupational ther 2. Be reviewed by the attending physician in consultation
apy services provideoly a home health agency are not subject {gith the therapisproviding services, at whatever intervals the
prior authorization under this subsection. severityof the recipient condition requiredut at least every 90
Note: Occupational therapservices provided by a home health agency are SU@ays.Each review of the plan shak indicated on the plan by the

jectto prior authorization under s. HFS 1QI7(B). P .
" L ; . . initials of the physician and the date performed. The plan for the
(c) Conditions justifying spell of illness designatiofhe fol recipientshall be retained in the providefile.

lowing conditions may justify designation of a new spell of il (b) Restorative therapy serviceRestorative therapy services

ness: ; ’

ess . - . snall be covered services except as provided under sub. (4) (b).
1. An acute onset of a new disease, injury or condition suc ; X .

as: (c) Evaluations. Evaluations shall be covered services. The

a Neuromuscular dvsfunction. includistroke—hemipare needfor an evaluation or re—evaluation shall be documenttfein
e lur lus u Pyi'u Id' » Inclu 'Bgd' - P planof care. Evaluations shall be counted toward the 35pday

tsrl]?'mu Ipie sclerosis, Farkinsandisease and diabetic neur{)paspellof illness prior authorization threshold.
' (d) Maintenance therapy serviceBreventive omaintenance

b. Musculoskeletal dysfunction, including fracture, aranUtEl‘herapyservices shall be covered services only when one or more

tion, strainsand sprains, and complications associated wnj;l—surof the following conditions are met:

cal procedures; . L . .
P L . . . . 1. The skills and trainingf a therapist are required to execute
c. Problems and complicatiomssociated with physiologic [rhe entire preventive and maintenance program:

dysfunction,including severe pain, vascular conditions, and ca o .
dio—pulmonaryconditions; or 2. The specialized knowledge and judgment of an occupa

. . . . . ional therapist are required &stablish and monitor the therapy
or shiczf)%%ri]t?cl)?lgsl(gﬂddgésg?icgtg)igbrlgglrgqmg thought dlsorder%Jrogram,including the initial evaluation, the design of the-pro
9 ’ ram appropriateto the individual recipient, the instruction of

2. An exacerbation of a pre-existing condition including blﬂursing personnel, family or recipienaind the re-evaluations
not limited to the following, which requires occupational therap}’equired;or

interventionon an intensive basis:

. . 3. When, due to the severity complexity of the recipiers’
a. Multiple sclerosis; oy plexity p

condition, nursing personnatannot handle the recipient safely

b. Rheumatoid arthritis; andeffectively.
c. Parkinsors disease; or (e) Extension of therapy servicegxtension of therapy ser
d. Schizophrenia; or vicesshall notbe approved beyond the 35-day per spell of iliness
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prior authorization threshold in any of the following circum  d. Languageoncept evaluation (examples are tests of tempo
stances: ral, spatial, and quantity concepts, environmental conceapts,
1. The recipienhas shown no progress toward meeting dhe language of direction);
maintainingestablished and measurable treatment goals over a e. Morphological evaluation (examples are the Milleoe¥r
6—monthperiod, or the recipient has shown no ability within éestand the Michigan inventory);
monthsto carry over abilities gained from treatment in a facility f. Question evaluation — yes—no, is-are, where, Wiy,
to the recipiens home; how and when;
2. The recipiens chronological or developmental age, way g. Stuttering evaluation;
of life or home situation indicates that the stated therapy goals are. Syntax evaluation;
notappropriate for the recipient or serve no functional or mainte ;. Vocabulary evaluation:

nangepTuhrposg;_ o hioved ind q i daily activit j. Voice evaluation;
. erecipient has achieveda indepenaence In daily actvitues k. Zimmerman pre—school Ianguage scale; and

or can be supervised and assisted by restorative nursing person

nel: L. lllinois test of psycholinguistic abilities;
4. Theevaluation indicates that the recipisndbilities are 2. Receptive language: _
functionalfor the persors present way of life; a. ACLC or assessment of childrenlanguage comprehen

5. The recipient shows no motivation, interest, or desire t°"" . . .
participatein therapywhich may be for reasons of an overridin% b. Aphasia evaluation (examples of temts Eisenson, PICA,
severeemotional disturbance; chuell?ﬁ,\ i discriminati wation ( I e
6. Other therapies are providing fcient services to meet G- Auditory discrimination evaluation (examples &
the recipients funct?oning nepedS' org Goldman-Fristoe—Wbodcodkest of auditory discriminatioand

L the Wepman test of auditory discrimination);
7. The procedures requested are not medical in nature or ared Audit leis S _MacGrad
not covered services. Inappropriate diagnoses for therapy servicesd: Auditory memory (arexample is Spencer-MacGrady

and procedures afuestionablenedical necessity may not receivd1€moryfor sentences test); -
departmentabuthorization,depending upon the individual <ir e. Auditory processing evaluation;

cumstances. f. Cognitive assessment (examples are testa@®fto—one
(4) Non-covEREDSERVICES. The followingservices are not correspondencegnd seriation classification conservation);
coveredservices: g. Language concept evaluation (an example is the Boehm

(a) Services related to activities ftre general good and wel t€Stof basic concgpts); . o
fare of recipients, such as general exercises to promote overall fit ". Morphological evaluation (examples are Bellugi-Klima
nessand flexibility and activitieso provide diversion or general grammaticalcomprehension tests, Michigan inventdiiller—

motivation; Yod_ertest); _ _
(b) Services that can be performedrbgtorative nursing, as - Question evalu_anon;
unders. HFS 132.60 (1) (b) to (d); j. Syntax evaluation;

(c) Crafts and other suppliesed in occupational therapyser K. Visual discrimination evaluation;
vices for inpatients in an institutional program. These are net bill L. Visual memory evaluation;
ableby the therapist; and m. Msual sequencing evaluation;

(d) Activities such as end-of-the—-dalean-up time, trans n. Msual processing evaluation;

portationtime, consultations and required paper reports. These q \pcabulary evaluation (an examplelie Peabody picture
areconsidered components of the provideverhead costs andy,gcapularytest);

are ngt covere_d as separately relmburse}ble items. p. Zimmerman pre-school language scale; and
Note: For more information on non—-covered services, see s. HFS 107.03. L . I o
History: Cr. RegisterFebruary1986, No. 362, &3-1-86; emag. am. (2)b), g. llinois test of psycholinguistic abilities;
(d), (9), (3) (c) and (e) (intro.), &f/-1-88; am. (2) (b) (d), (g) (3) (c) and (e) (intro.), — ills-
RegisterDecember1988, No. 396, &f1-1-89. ' Pre SChOO_I Sp_eeCh skills: .
. Diadochokinetic rate evaluation; and
. Oral peripheral evaluation; and
. Hearing—auditory training:
. Auditory screening;
. Informal hearing evaluation;
. Lip-reading evaluation;
. Auditory training evaluation;

HFS 107.18 Speech and language pathology ser-
vices. (1) CovereDSERVICES. (&) General. Covered speech and
languagepathology services are thosedically necessary diag
nostic, screening, preventive or corrective speech and language
pathologyservices prescribed by a physician and provided by a
certified speech and language pathologist or underditect,
immediateon—premises supervision of a certified speech and lan ; i " )
guagepathologist. . Hearing—aid orientation evaluation; and

(b) Evaluation pocedures.Evaluation or re—evaluation pro Non-verbal evaluation.
ceduresshall be performed by certifiespeech and language (c) Speech mcedue treatments.The following speech proce
pathologists Tests and measurements that speechlanmgliage duretreatments shall bgerformed by a certified speech and-lan
pathologistsmay perform include the following: guagepathologist or under the direct, immediate;-premises

1. Expressive language: supervisionof a certified speech and language pathologist:

a. Aphasia evaluation (examples of temts Eisenson, PICA, 1. Expressive language:

SO O 0T AT W

Schuell); a. Articulation;

b. Articulation evaluation (examples of tests are Arizona D. Fluency;
articulation,proficiency scale, Goldman—Fristtest of articula c. \bice;
tion, Templin—Darley screening and diagnoggsts of articula d. Language structure, including phonolpgyorphology
tion); andsyntax;

c. Cognitive assessment (examplestasts of classification, e. Language content, including range of abstractionéan
conservationPiagetian concepts); ingsand cognitive skills; and
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f. Language functions, including verbal, non—verbal and wriho longerrequired,or after 35 treatment days, whichever comes
ten communication; first.
2. Receptive language: (e) Documentation. The speech and language pathologist

a. Auditory processing — attention spacuity or percep Shall document the spell of iliness in the patient plan of care,
tion, recognition, discrimination, memgrgequencing and com including measurable evidence that the recipient has incarred
prehension; and demonstratedunctional loss of ability to perform daily living

b. Visualprocessing — attention span, acuity or perceptioﬁ',‘”'s- -
recognition, discrimination, memotysequencing and compre  (f) Non-transferability of teatment daysUnused treatment

hension; daysfrom one spell of iliness shall not be carried over imewa
3. Pre-speech skills: spellof ilness.
a. Oral and peri-oral structure; (g) Other coverage.Treatment days covered by medicare or
b. \egetative function of the oral motor skills: and otherthird—partyinsurance shall be included in computing the
' - . ’ 35-dayper spell of illness total.
c. \litional oral motor skills; and . .
. . o (h) Department expertiseThe department may have &
4. Hearing/auditory training: staff qualified speech and language pathologists to develop prior
a. Hearing screening and referral; authorizationcriteria and perform other consultative activities.
b. Auditory training; Note: For more information on prior authorization, see s. HFS 107.02 (3).
c. Lip reading; (3) OTHERLIMITATIONS. (&) Plan of cae for therapy services.
d. Hearing aid orientation; and Servicesshall be furnished to a recipient under a plan of care

L establishecand periodically reviewed by a physician. The plan
e. Non-verbal communication. . shallbe reduced to writing before treatment is begun, either by the
(2) SERVICESREQUIRINGPRIORAUTHORIZATION. (d) Definition.  physicianwho makes the plan available to the provider or by the

In this subsection, “spell of illness” means a condition charact@foviderof therapy when the provider makes a written record of

ized by a demonstrated loss of functional abttitperform daily = the physicians oral orders. The plan shall be promptly signed by

living skills, caused by a new disease, injury or medical conditighe ordering physician and incorporated i@ provide's per

or by an increase in the severity of a pre-existing medical cong{anentrecord for the recipient. The plan shall:

tion. For a condition to be classified asew spell of iliness, the .

P : : : . 1. Statethe't mount, frequengyand duration of the ther
recipientmust display the potential to reachieve the skill level th%tpyservices that )g;g:; to be furnis?tbd rce%ipient and shall indicate
heor she ha.d prewous[y N . . thediagnosis and anticipated goals. Any changes shall beimade

(b) Requirement. Prior authorization is required under th'SWriting and signed by thehysician or by the provider of therapy

subsectiorfor speech and language pathology services providegicesor physician on the stadf the provider pursuant to the
to an MA recipient in excess of 35 treatment days per speltof i ttendingphysicians oral orders; and

ness,except that speech and language pathology services pro

i e ; R : '~ 2. Be reviewed bythe attending physician, in consultation
videdto an MA recipient who is a hospital inpatient or who I?{/ﬁh the therapist providing services, at whatever intervals the

receiving speech therapy services provided by a home hea verityof the recipiens condition requirebut at least every 90

agencyare not subject to prior authorization under this subsectiir. f ; o .
Note: Speech anthnguage pathology services provided by a home health age QVS'EaChreV'eW of the plan shall contain the initials of the physi

aresubject to prior authorization under s. HFS 1073). cian and the date performed. The plan for the recipient shall be
(c) Conditions justifying spell of illness designaticfhe fol ~ retainedin the providets file.

lowing conditions may justify designation of a new spell of ill  (b) Restorative therapy serviceRestorative therapy services

ness: shallbe covered services except as provided under sub. (4) (b).
1. An acute onset of a new disease, injury or condition such (c) Evaluations. Evaluations shall be covered services. The

as: needfor an evaluation or re—evaluation shall be documenttgin

a. Neuromuscular dysfunction, includistroke—hemipare planof care. Evaluations shall be counted toward the 35pday
sis, multiple sclerosis, Parkinsantlisease and diabetic neuropaspell of illness prior authorization threshold.
thy; (d) Maintenance therapy serviceBreventive omaintenance
b. Musculoskeletal dysfunction, including fracture, amputdherapyservices shall be covered services only when one or more
tion, strainsand sprains, and complications associated withi-sur of the following conditions are met:
cal procedures; or 1. The skills and trainingf a therapist are required to execute
c. Problems and complicatiomssociated with physiologic the entire preventive and maintenance program;
dysfunction,including severe pain, vascular conditions, and car 2. The specialized knowledge and judgment of a speech ther
dio—pulmonaryconditions; apistare required to establish and monitor the therapy program,
2. An exacerbation of a pre—existing condition including buhcludingthe initial evaluation, the design of the program appro
not limited to the following, which requires speech therapy intepriate to the individual recipient, the instruction of nursing-per

ventionon an intensive basis: sonnel,family or recipient, and the re—evaluations required; or
a. Multiple sclerosis; 3. When, due to the severity complexity of the recipiers’
b. Rheumatoid arthritis; or condition, nursing personnetannot handle the recipient safely
c. Parkinsors disease; or andeffectively.

3. A regression irthe recipient condition due to lack of (&) Extension of therapy service&xtension of therapy ser
speechtherapy asindicated by a decrease of functional ab”itywcesshall not be approved any of the following circumstances:
strength,mobility or motion. 1. The recipienhas shown no progress toward meeting or

(d) Onsetand termination of spell of illnesThe spell of it Maintainingestablished and measurable treatment goals over a
nessbegins with the first dagf treatment or evaluation following 6—-monthperiod, or the recipient has shown no ability within 6
the onsetof the new disease, injury or medical condition oftonthsto carry over abilities gained from treatment in a facility
increasedseverityof a pre—existing medical condition and end0 the recipiens home;
whenthe recipient improves so that treatment by a speech and lan 2. The recipiens chronological or developmental age, way
guagepathologist for the condition causing the spell of iliness ©f life or home situation indicates that the stated therapy goals are
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not appropriate for the recipient or serve no functional or mainte 2. The name, address and MA number of the recipient;
nancepurpose; 3. The name of the provider of the requested service;

3. Therecipient has achieved independence in da”y activities 4. The name of the person or agency making the request;
or can be supervised and assisted by restorative nursing persong  1ha attending physiciasdiagnosis, amdication of the

nel; degreeof impairment and justification for the requested service;

4. Theevaluation indicates that the recipiengbilities are . : .
: e 6. An accurate cost estimate if the request is for the rental, pur
functionalfor the persors present way of life; chaseor repair of an item; and

5. The recipient shows no motivation, interest, or desire to 7. If out—of—state non-emgency service is requested, ajus
participatein therapywhich may be for reasons of an OvelrrIOIInQification for obtaining service outside ofi¥¢onsin, including an

severeemotional d|§turbance, . - . explanationof why the service cannot be obtained in the state.

6. _O_ther theraples_ are providing fcient services to meet Note: For more information on prior authorization, see s. HFS 107.02 (3).
therecipients functioning needs; or o (3) OTHERLIMITATIONS. (&) Plan of cae for therapy services.

7. The procedures requested are not medical in nature or gkgvicesshall be furnished to a recipient under a plan of care
not covered services. Inappropriate diagnoses for therapy servigggblishecand periodically reviewed by a physician. The plan
and procedures afuestionablenedical necessity may not receiveshallbe reduced to writing before the treatment is begun, either by
departmentabuthorization depending upon the individual €ir the physician who makes the plan available to the provider or by
cumstances. the provider of therapy when the provider makes a writezord

(4) Non-covereDsERVICES. The followingservices are not of the physiciars oral orders. Thplan shall be promptly signed
coveredservices: by the ordering physician and incorporated into pheviders

(@) Servicesvhichare of questionable therapeutic value in @ermanentecord for the recipient. The plan shall:
programof speech and language patholdgyr example, chges 1. State the typeamount, frequengynd duration of the ther
by speech and language pathology providers for “language-deady services that are to be furnistted recipient and shall indicate
opment— facial physical,” “voice therapy — facial physical” orthe diagnosis and anticipated goals. Any changes shall beimade

“appropriateoutlets for reducing stress”; writing and signed by theghysician or by the provider of therapy
(b) Those services that can be perforrhgdestorative nurs Servicesor physician on the stabf the provider pursuant to the
ing, as under s. HFS 132.60 (1) (b) to (d); and attendingphysicians oral orders; and
(c) Activities such as end-of-the-day clean-up titnans 2. Be reviewed by the attending physician in consultation

portationtime, consultations and required paper reports. Theagh the therapisproviding services, at whatever intervals the

areconsidered components of the providesverhead costs andseverityof the recipient condition requirebut at least every 90

are not covered as separately reimbursable items. days.Eachreview of the plan shall contain the initials of the physi
Note: For more information on non-covered services, see s. HFS 107.03.  cianand the date performed. The plan for the recipient shall be

_History: Cr Register February 1986, No. 362, &f3-1-86; am. (1) (a), (b) retainedin the provide's file.
g?f.trs?'—)iics)s(;"grrgé;.(gn(}) 2’2)«35),(6(21')((3; gr?g 8)) éca)) 3‘%???32[%?,?_ (12%%%’)%85%?’ (b) Restorative therapy serviceRestorative therapy services

and(3) (c), RegisterDecember1988, No. 396, éf1-1-89. shallbe covered services.

(c) Maintenance therapy serviceBreventive or maintenance

HFS 107.19 Audiology services. =~ (1) COVERED SER yharanvservices shall be covered services only when one of the
vices. Covered audiology services are those medically necessamowing conditions are met:

diagnostic,screening, preventive or corrective audiology services ) - . . .
prescribecby aphysician and provided by an audiologist certified _ 1: The skills and training of an audiologist are required te exe
pursuanto s. HFS 105.31. These services include: cutethe entire preventive or maintenance program;
(a) Audiological evaluation: 2. The specialized knowledge and judgment of an audiologist
. - NS . . ._are required to establish and monttwetherapy program, includ
(b) Eear.lng a'(? or otthher ass_,lst_tlvel_Iliter_ungddeyme evfaluatlo g the initial evaluation, the design of the program appropriate to
(c) Hearing aid or other assistive listening device performanggs individual recipient, the instruction afirsing personnel, fam

check; ily or recipient, and the re—evaluations required; or
(d) Audiological tests; 3. When, due to the severity complexity of the recipierst’
(e) Audiometric techniques; condition, nursing personnatannot handle the recipient safely
(f) Impedance audiometry; andeffectively.
(9) Aural rehabilitation; and (d) Evaluations. Evaluations shall be covered services. The
(h) Speech therapy needfor an evaluation or a re—evaluation shall be documented in

(2) PRIORAUTHORIZATION. (a) Servicesequiring prior authe e Pplan of care. _ _
rization. The following covered services require prior autheriza (€) Extension of therapy service€xtension of therapy ser

tion from the department: vicesshall not be approved in the following circumstances:
1. Speech therapy; 1. The recipienhas shown no progress toward meeting or
2. Aural rehabilitation: maintainingestablished and measurable treatment goals over a
a. Use of residual hearing: 6—-monthperiod, or the recipient has shown no ability within 6
' . ng, monthsto carry over abilities gained from treatment in a facility
b. Speech reading or lip reading; to the recipient home;
c. Compensation techniques; and 2. The recipieng chronological or developmental age, way
d. Gestural communication techniques; and of life or home situation indicates that the stated therapy goals are
3. Dispensing of hearing aids and other assistive listeningt appropriate for the recipient or serve no functional or mainte
devices. nancepurpose;
(b) Conditions for eview of equests for prior authorization. 3. Therecipient has achieved independence in daily activities

Requestdor prior authorization of audiological services slml or can be supervised and assisted by restorative nursing person
reviewedonly if these requests contafre following information: nel;

1. The type of treatment and numbef treatment days 4. Theevaluation indicates that the recipisngbilities are
requested; functionalfor the persors present way of life;
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5. The recipient shows no motivation, interest, or desire to (d) The department may define minimal prescription levels for
participatein therapywhich may be for reasons of an overridindenses covered by MA. These limitations shall be published by the

severeemotional disturbance; departmentn the MA vision care provider handbook.
6. Other therapies are providing ficient services to meet  (4) NoN-COVERED SERVICES. The following services and
the recipients functioning needs; or materialsare not covered services:

7. The procedures requested are not medical in nature or aréd) Anti—glare coating;
not covered services. Inappropriate diagnoses for therapy servicegb) Spare eyeglasses or sunglasses; and
and procedures afuestionablenedical necessity may not receive  (c) Services providegrincipally for convenience or cosmetic
departmentabuthorization depending upon the individual €ir reasonsincluding but not limitedo gradient focus, custom pros

cumstances. thesis fashion or cosmetic tints, engraved lenses and anti—scratch
(4) Non-covereDsERVICES. The followingservices are not coating.
coveredservices: Note: For more information on non-covered services, see s. HFS 107.03.

L. . History: Cr. RegisterFebruary1986, No. 362, &f3-1-86.
(a) Activities such as end—-of-the—day clean—up timens y giste i

portationtime, consultations and required paper reports. TheseHFS 107.21 Family planning services. (1) COVERED
areconsidered components of the providesverhead costs and servicks. (a) General. Covered family planningervices are the

are not covered as separately reimbursable items; and servicesincluded in this subsection when prescribed by a physi
(b) Services performed by individuals not certified under sianand provided to a recipient, including initial physical exam
HFS 105.31. andhealth historyannual dice visits and follow-up dice visits,

Note: For more information on non—covered services, see s. HFS 107.03.  laboratoryservices, prescribing and supplying contraceptiye

History: Cr. RegisterFebruary1986, No. 362, &f3-1-86; am. (1) (b), (c) and pliesand devices, counseling services and prescribing medication
(M), (2) (8) 1. and 3., Registdviay, 1990, No. 413, éf6-1-90. for specific treatments. All family plannirggrvices performed in

. ) family planning clinics shalbe prescribed by a physician, and fur
HFS 107.20 Vision care services. (1) COVEREDSER  nished,directedor supervised by a physician, registered nurse,

vices. Covered vision care services are eyeglasses and those m@gsepractitioner licensed practical nurse ourse midwife under
ically necessary services provided by licensed optometrists witking41.15 (1) and (2) (b), Stats.
the scope of practice of the professioihoptometry as defined in b) Physical examination.An initial physicalexamination

s.449.01, Stats., who are certified under s. HFS 105.32, and : : : :

opticians certified under $IFS 105.33 and physicians certified@winﬁalth history is a covered service and shall include the fol

unders. HFS 105.05. . 1. Complete obstetrical history including menarche,
(2) SERVICESREQUIRINGPRIORAUTHORIZATION. The following  menstrual gravidity, parity, pregnancy outcomes and complica

coveredservices require prior authorization by the departmentijons of pregnancy or delivepand abortion history;

(a) Vision training, which shall only be approved for patients 2 History of significant illness-morbidityhospitalization

with one or more of the following conditions: andprevious medical care, particularlyriglation to thromboem
1. Amblyopia; bolic disease, any breast or genital neoplasm, any diabetic-or pre
2. Anopsia; diabetic condition, cephalalgia and migraine, pelvic inflamma

tory disease, gynecologic disease and venereal disease;
3. History of previous contraceptive use;

4. Family, social, physical health, amdental health history

(b) Aniseikonic services for recipients whose eyes haygqyding chronic illnesses, genetic aberrations and mental
unequalrefractive power; depression:

(c) Tinted eyeglass lenses, occupational frames, high index 5 physical examination.Recommended procedures for
glass,blanks (55 mm. size and over) and photochromic lens; aysminatiorare:
(d) Eyeglass frames and all other vision materials which are 3. Thyroid palpation;

not obtained through the MA vision care volume purchase plan; p  Eyamination of breasts and axillary glands;

Note: Under the departmestVvision care volume purchase plan, MA—certified . .
vision care providers must ordall eyeglasses and component parts prescribed for  C. Auscultation of heart and lungs;
MA recipients directly from a supplier under contract with the department to supply . Blood pressure measurement;

thosettems. e. Height and weight measurement;
e) All contact lenses and all contact lens therapgludin ' , L '
() 4 9 f. Abdominal examination;

relatedmaterialsand services, except where the recipgediag : ettt
nosisis aphakia or keratoconus; g. Pelvic examination; and

(f) Ptosis crutch services and materials; h. Examination of extremities. .
(g) Eyeglass frames or lenses beyond the original and on c¢) Laboratoryand other diagnostic servicetaboratory and

unchangegrescription replacement pair from the same provid@therdiagnostic services are coversgtvices as indicated in this
in a 12-month period; and paragraph. These services may be performed in conjurveition

(h) Low vision services aninitial examination with health histargnd are the following:

Note: For more information on prior authorization, see s. HFS 107.02 (3). L Rou“nely performgd procedures:_

(3) OTHER LIMITATIONS. (@) Eyeglass frames, lenses, and & CBC, or hematocrit or hemoglobin;
replacementparts shall be provided by dispensing opticians, b. Urinalysis;
optometristsand ophthalmologists in accordance with the depart c¢. Papanicolaou smear for females between the agesaofil2
ment’svision care volumeurchase plan. The department mag5;

3. Disorders of accommodation; and
4. Convegence instfciency;

purchaserom one or more optical laboratories soaneall oph d. Bacterial smeaor culture (gonorrhea, trichomonas, yeast,
thalmic materials for dispensing by opticians, optometrists @fc.)including VDRL — syphilis serology with positive goror
ophthalmologistas benefits of the program. rheacultures; and

(b) Lenses and frames shall comply with ANSI standards.  e. Serology;

(c) The dispensing provider shall be reimbursed only once for 2. Procedures covered if indicated by the recipsehéalth
dispensinga final accepted appliance or component part. history:
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a. Skin test for TB; 2. Those related to diaphragms:
~b. Vaginal smears and wet mounts for suspected vaginal a. Furnishing and fitting of the device; and
infection; b. A follow-up ofice visit once within 9@lays after furnish

c. Pregnancy test; ing and fitting;

d. Rubella titer; 3. Those related to contraceptive pills:

e. Sickle—cell screening; a. Furnishing and instructions for taking the pills; and

f. Post—prandial blood glucose; and b. A follow-up ofice visit once during the fir90 days after

g. Blood test for cholesterol, and triglycerides when relatgbieinitial prescription to assess physiological changes. This visit
to oral contraceptive prescription; shallinclude taking blood pressure and weight, intehistory

3. Diagnostic and other procedures not tioe purpose of andlaboratory examinations as necessary _
enhancinghe prospects of fertility in males or females; (f) Office visits. Follow—up ofice visits performed by either

a. Endometriabiopsy when performed after a hormone bloo@ NUrseor a physician and an annual physical exam and heaith his
test: tory are covered services.

b. Laparoscopy; (9) Supplies. The following supplies are covered when-pre

c. Cervical mucus exam; scribed: )

d. \asectomies: 1. Oral contraceptives;

e. Culdoscopy; and 2. Dlaphragms; o

f. Colposcopy: 3. Jellies, creams, foam and suppositories;

4. Procedures relating to genetics, including: 4. Condoms; and _ _

a. Ultrasound: 5. Natural family planning supplies such as charts.

b. Amniocentesis: (2) SERVICESREQUIRING PRIORAUTHORIZATION. All steriliza-

' Tav—Sach . tion procedures require prior authorizationtbg medical consul

C. lay=-achs screening; tantto the department, as well as thfermed consent of the reeip

d. Hemophilia screening; ient. Informed consent requests shall be in accordance with s. HFS

e. Muscular dystrophy screening; and 107.06(3).

f. Sickle—cell screening; and Note: For more information on prior authorization, see HFS 107.02 (3).

5. Colposcopy culdoscopy and laparoscopy procedures (3) Non-coverepservices. The followingservices are not
which may be either diagnostic or treatment procedures. coveredservices:

(d) Counseling servicesCounseling services in the clinic are (&) The sterilization of a recipient unde age of 21 or of a
coveredas indicated in this paragraph. These services may be pgfipientdeclared legally incapable obnsenting to such a prece
formedor supervised by a physician, registered nurse or licen$ed€:
practicalnurse. Counseling services may be provided as a result(b) Services and items that are provided for the purpbse
of request by a recipient or when indicated by exam proceduggthancinghe prospects of fertility in males or females, including
and health history These services are limited to the followindout not limited to:

areasof concern: 1. Artificial insemination, including but not limited to intra—
1. Instruction on reproductive anatomy and physiology; cervicalor intra—uterine insemination;
2. Overview of available methods of contraceptionjuding 2. Infertility counseling;
naturalfamily planning. An explanation of the medical ramifica 3. Infertility testing, including but not limited to tubal
tionsand efectiveness of each shall be provided; patencysemen analysis or sperm evaluation;
3. Counseling about venereal disease; 4. Reversal of female sterilizations, including but not limited

4. Counseling about sterilization accompanied by a fulb tubouterine implantation, tubotubal anastomoses or fimbrio
explanationof sterilization procedureascluding associated dis plasty;

comfortand risks, benefits, and irreversibility; 5. Fertility—enhancing drugs provided for the treatment of
5. Genetic counseling accompanied by a full explanation iofertility;

proceduresitilized in genetic assessment, including information g, Reversal of vasectomies:

regardingthe medical ramifications for unborn children gotah 7

ning of care for unborn children with either diagnosed or pOSSibé%hahc

geneticabnormalities;

6. Information regarding teratologic evaluations; and

7. Information and education regarding pregnancies at t{Be

requesbf the recipient, including pre—natal counseling and mfe&ndother related services:
ral. ;

(e) Contraceptive method$?rocedures related to theescrip (d) Testlr_:ular prosthesis; and
tion of a contraceptive method are covered services. The eontra(€) Services that are not covered under ss. HFS 107.03 and

ceptivemethod selected shall be the choice of the recigiasted 107.06(5).

: : : : : : Note: For more information on non—covered services, see s. HFS 107.03.
on full information, except when in conflict with sound medical History: Cr. RegisterFebruary1986, No. 362, f3-1-86: r and recr(l) (¢) 3.

practice.The following procedures are covered: @3).r. (1) (d) 4., renum. (1) (d) 5. to 8. to be (1) (d) 4. tR@gister January1997,
1. Those related to intrauterine devices (IUD): No. 493, ef 2-1-97.

a. Furnishing and fitting of the device;

Office visits, consultations andther encounters to
dertility; and

8. Other fertility—enhancing services and items;

(c) Impotencealevices and services, including but not limited
penile prostheses and external devices and to insettipery

R - HFS 107.22 Early and periodic screening, diagno -
b. Localization procedures limited to sonogragnd U0 gig' ang treatment (E)Ié’SDT)pservices. 1) %OVEF?ED SER
2 x-rays with interpretation; . _ vices. Early and periodic screening adihgnosis to ascertain
~ ¢. Afollow-up ofice visit once within the first 90 days of physicalandmental defects, and the provision of treatment as pro
insertion;and videdin sub. (4) to correct or ameliorate the defects shall be cov
d. Extraction; eredservices for all recipients under 21 yearagé when pro
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videdby an EPSDT clinic, a physician, a private clinic, an HMO b. From a hospital to a nursing home;

or a hospital certified under s. HFS 105.37. c. From a nursing home to another nursing home, a hospital,
(2) EPSDTHEALTH ASSESSMENTAND EVALUATION PACKAGE. ahospice care facilityor a dialysis center; or

The EPSDT health assessment aewhluation package shall d. From a recipient residence or nursing home thaspital

include at least thoserocedures and tests required by 42 CFR; 5 physiciars or dentists ofice, if the transportation is to obtain

441.56.The package shall include the following: , a physicians or dentist services which require special equip
(a) A comprehensive health and developmental history; mentfor diagnosis or treatment that cannot be obtaineithén
(b) A comprehensive unclothed physical examination; nursinghome or recipiens' residence.

(c) A vision test appropriate for the person being assessed; (c) Transport by specialized medical vehicle (SMY).In this

(d) A hearing test appropriate for the person being assesspdragraph,“indefinitelydisabled” means a chronic, debilitating

(e) Dental assessment and evaluasenvices furnished by physicalimpairment which includes an inability ®@mbulate
directreferralto a dentist for children beginning at 3 years of ag#/ithout personal assistance or requires the use of a mechanical aid

(f) Appropriate immunizations; and suqh asa Wheelch@a V\(alker or prutches, or a mental impairment

(g) Appropriate laboratory tests. which includes an inability to reliably and safely use common car

) " rier transportation because ofyjanic conditions &kcting cogri
(3) SuPPLEMENTALTESTS. Selection of additional tests to sup b b g cog

: iye abilities or psychiatric symptoms that interfere with the reci
plementthe health assessment and evaluation package shalu?ﬁ, psy ymp b

. ! ; s safety or that might result in unsafe or unpredictable
basedbn the health needs of theget population. Consideration behavior.Thyese sympton?s and behaviors rirfude thginabil
shall be given to the prevalence of specifiseases and condi .

tions, the specific racial and ethnic characteristics of the pepu 1o remain oriented to correct embarkation and debarkation
tion, and the existence of treatment programs for each conditi ré?]tg:rr;%??:s gp g JZﬁAnablllty to remain safely seated in a com
for which assessment and evaluation is provided. o o "
(4) OTHER NEEDED SERVICES. In additionto diagnostic and __, 2- SMV transportation shalie a covered service if the reeipi.
treatmentservices covered by MA, the following services-proent is legally blind or is indefinitely disabled as documented in

videdto EPSDT patientare covered if the EPSDT health asses¥//ting by a physician, physician assistant, nurse midwifeuese
mentand evaluation indicates that they are needed: practitioner.The necessity for SMV transportation shall be docu

(a) Diagnosis andreatment for defects in vision and hearingmemecjby a physician, physiciaq assistaryt;r;e midwife or
including eyeglasses and hearing aids; and nursepractitioner The documentation sha_ll |nd|cate_ ina format
' ) determinedby the departmenthy the recipiens condition con
(b) Dental care, at as early an age as necedsamhe relief aingicatedransportation by a common carrés defined under
of infection, restoration of teeth and maintenaoicéental health. par (d) 1., including accessible mass transit services, or by a pri

(5) REASONABLE STANDARDSOF PRACTICE. Services undehis  vate vehicle and shatlesigned and dated by a physician, physi
sectionshall be provideth accordance with reasonable standard§an assistant, nurse midwife or nurse practitiorféor a legally
of medical and dental practice determinedti®/department after pjind or indefinitely disabled recipient, the documentation shall
consultatiornwith the medical society of iatonsin and the W~ pe rewritten annuallyThe documentation shall be placed in the
consin dental association. file of the recipient maintained by the provider within 14 working
(6) RererrAL. When EPSDT assessment and evaluation indiaysafter the date ahe physiciars, physician assistast’nurse
cates that a recipient needs a treatment service not available unsl@ivife’s or nurse practitionés signing of the documentation

MA, the department shakfer the recipient to a provider willing andbefore any claim foreimbursement for the transportation is
to perform the service at little or no expense to the recipifartt  sypmitted.

y- . 3. If the recipient has not been declared legally blind or has
_ (7) No cHaRGE FoR sErVICES. EPSDT services shall be pro not heendetermined by a physician, physician assistant, nurse
vided without chage to recipients under 18 years of age. midwife or nursepractitioner to be indefinitely disabled, the trans

History: Cr. RegisteyFebruary1986, No. 362, éf3-1-86. portationprovider shall obtain and maintain a physicaphysi

cian assistans, nurse midwifes or nurse practition&s written
cd\pcumentatiorior SMV transportation. The documentation shall
dicatein a format determined by the department why the recipi
ent’s condition contraindicates transportation by a common car
rier, including accessible mass transit services, or by a private
vehicleand shall state the specific medical problem prevettiig
useof a common carrieas defined under pdd) 1., and the spe
cific period of time the serviamay be provided. The documenta
tion shall be signed and dated by a physician, physician-assis

HFS 107.23 Transportation. (1) COVEREDSERVICES. (a)
Purpose. Transportation by ambulance, specialized medic
vehicle (SMV) or county—approved or tribe—approved commo
carrieras defined under pdad) 1., is a covered service when-pro
videdto a recipient in accordance with this section.

(b) Transport by ambulanceAmbulance transportation shall
bea covered service if the recipient isfedfg from an iliness or
injury which contraindicates transportation @ther means, but

onlylwrllen provided: hen | di dical tant's, nurse midwife or nurse practitiondhe documentation

- Foremegency care, when immediate medical treatment Qf, ) he valid for a maximum of 90 days from the date of the physi
examinationis needed to deal with or guard against a worseniig, s physician assistasst’ nurse midwife or nurse practition

of the recipient con.d|.t|on,. . . . er's signature. The documentation shall be placed in the file of the
a. From the recipiers'residence or the site of an illness ofecipient maintained by the provider within wérking days after

accidentto a hospital, physicias'ofice, or emegency care cen the date of the physicias)’physician assistant, nurse midvsfet

ter; _ ) nursepractitionets signing of the documentation and befany
b. From a nursing home to a hospital, claim for reimbursement for the transportation is submitted.
c. From a hospital to another hospital; and 4. SMV transportation, including the return trip, is covered

2. For non—emeyency care when authorized by a physiciaronly if the transportation is to a location at which the recipient
physicianassistant, nurse midwife or nurse practitioner by writtereceivesan MA-covered service on that d&MV trips by cot or
documentatiorwhich stateghe specific medical problem requir stretcher are covered if they have been prescribed by a physician,

ing the non—emeyency ambulance transport: physicianassistantnurse midwife or nurse practitionen this
a. Froma hospital or nursing home to the recipiengsi  subdivision,“cotor stretcher” means a bed-likevice used to
dence; carrya patient in a horizontal or reclining position.
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5. Chages for SMV unloaded mileage are reimbursable onfycommon carrierif the provider is a common carrjéhe state
whenthe SMV travels more than 20 miles by the shortest routeentof need shall be maintained tye county or tribal agency
availableto pick up a recipient and there is no other passengeminits designated agency authorizing the transportation. If the
thevehicle, regardless of whether or not that passenger is an MAgth of attendant care igver 4 weeks in duration, the depart
recipient.In this subdivision, “unloaded mileage” means the milementshall determinghe necessary expenses for the attendant or
agetravelled by the vehicl® pick up the recipient for transportattendantsfter the first 4 weeks and at 4-week intervals thereaf
to or from MA-covered services. ter. In this subdivision, “attendant” means a person needéleby

6. When a recipient does not meet the critarider subd. 2., transportatiorprovider to assist with tasks necessary in transport
SMV transportation may be provided under. gdyto an ambuta  ing the recipient and that cannot be done by the driver or a person
tory recipient who needs transportation servicesrtoom MA—-  traveling with the recipierit order to receive training in the care
coveredservices if no other transportation is available. The trarf the recipient, and “relative” means a paregtandparent,
portationprovider shall obtaimnd maintain documentation as tegrandchild, stepparent,spouse, son, daughtestepson, step
the unavailability of othetransportation. Records and ajes for daughterprother sister half-brother or half-sistewith this rela
the transportation of ambulatory recipients stolkept separate tionshipeither by consanguinity or direcffiafty.
from records and chges for non—ambulatory recipients. Reim 5. If a recipient for emgency reasons beyond that person’
bursemenshall bemade under the common carrier provisions afontrolis unable to obtain the county or tribal agesay’ desig
par. (d). nee’sauthorization for necessary transportation prior to the-trans

(d) Transport by county—apjaved or tribe—appovedcommon  portation,such as for a trip to a hospital egency room ora
carrier. 1. In this paragraph, “common carrieneans any mode Weekendthe county or tribal agency or its designee may provide
of transportation approved by a county or tribal agency or desfgtroactiveauthorization. The county or tribal agency or its desig
natedagency except an ambulance or an SMV unless the SMyeemayrequire documentation from the medical service provider
is functioning under subd. 5. or the transportation providesr both, to establish that the trans

2. Transportation of an MA recipient by a common carger Portationwas necessary
aWisconsin provider to receive MA—covered services shall be a (2) SERVICESREQUIRINGPRIORAUTHORIZATION. The following
coveredservice if the transportation is authorized by the coungpveredservices require prior authorization from the department:
or tribal agency or its designated agerRgimbursement shall be  (a) All non—emegency transportation of a recipient by water
for the chages of the common carrjdor mileage expenses or aambulancédo receive MA—covered services;
contractedamount the county or tribal agency or its designated (p) All non—emegency transportation of a recipient by fixed—
agencyhas agreed to pay a common carrfecounty or tribal wing air ambulance to receive MA—covered services;
agencymay develop its own transportation system or may enter ) aj| non—emegency transportation of a recipient by heli
into contracts W|t_h common carriers, individuals, private 'busbopterambulance to receive MA—covered services:
nessesSMV providers anather governmental agencies to-pro . | btain phvsical th
vide common carrier services. A county or tribe is limited in mak. (d) Trips by ambulance to obtain physical thetapgcupa
ing this type of arrangement by sub. (3) (c). ional therapy speech therapyudiology services, chiropractic

. - . services, psychotherapymethadone treatment, alcohabuse
3. Transportation of an MA recipient by a common cartger

. i h treatment,other drug abustreatment, mental health day treat
anout-of-state provideexcluding a border—status providey : e
- ; : mentor podiatry services;
receiveMA-covered services shall be covered if the transporta Trios b bul ¢ ina h dialvsi )
tion is authorizedy the county or tribal agency or its designated (&) TriPs by ambulance from nursing homes to dialysis centers;

agencyThecounty or tribal agency or its designated agency m&y! ) ) )
approvearequest only if prior authorization has been received for (f) All SMV transportation to receive MA-covered services,
the nonemegency medical services as required under s. Hpegceptfor services to be received out of state for which prior
107.04.Reimbursement shall be ftire chages of the common authorizationhas already been received, that is over 40 rfoles
carrier for mileage expenses or a contracted amount the cougtpne-way trip in  Brown, Dane, Fond du Lac, Kenosha, La
or tribal agencyor its designated agency has agreed to pay théosseManitowoc, Milwaukee, Outagamie, Sheboygan, Racine,
commoncarrier Rock andWinnebago counties from a recipientesidence, and

4. Related travel expenses may be covered when theneg&m"es for a one—way trip in all other counties from a recigent’
sarytransportation is other than routine, such as transportatiod §1dence. _ _ o
receivea service that is available orilyanother countystate or Note: For more information on prior authorization, see s..HFS 107.02 (3).
country,and the transportation is prior authorized by the couny 3) Ll'M'TA;'ONS: (é") Amb.ulaqulce transportafuonlh. When a
or tribal agency or its designated ageritiiese expenses mayfospital-to- osfplta_ r nudrS|rE)g omg—lto—nursrllng Obmf non-
includethe cost of meals and commercial lodging enroukdfe ~ €Mergencytranster is made by ambulance, the ambulgmoe
coveredcare, while receiving the care and when returfiingn ~ vider shall obtain, before the transferitten certification from
the care, and the cost of an attendant to accompany the recipi}./€cipients physician, physician assistant, nurse midwife
The necessityior an attendant, except for children under 16 yeapslrsepractitioner explaining why theischaging institution was
of age, shall be determined byphysician, physician assistant,10t @n appropriate facility for the patiesittondition and the
nursemidwife or nurse practitioner with that determination docifdmittinginstitution is appropriate for that condition. Ttkecu
mentedand submitted to the county tribal agency Reimburse ~mentshall be signed by the recipienphysician, physician assis
mentfor the cost of an attendant may include the atterstaatis tant, nurse midwife or nurse practitioner and shall include details
portation,lodging, meals and salarly the attendanis a relative of the recipiens condition. This document shall be maintained by
of the recipient, reimbursed costs direited to transportation, theambulance provider _
commerciallodging and meals. Reimbursement for the costs of 2. If a recipient residing at home requires treatment at a nurs
meals and commercial |Odg|ng shall be no greater thiaem NG home, the trans_portatlon prOVI_der shall obtain a W_rlttt_an-sftate
amountspaid by the state to its employees for those expenses. THentfrom the providewho prescribed the treatment indicating
costsof more than onattendant shall be reimbursed only if théhattransportation by ambulance is necessting statement shall
recipient’s condition requires the physicptesence of another be maintained by the ambulance provider
person.Documentation stating the need for the second attendant 3. For other non—emgency transportation, the ambulance
shall be froma physician, physician assistant, nurse midwife grovider shall obtain documentation for the service signed by a
nursepractitioner and shall explain the need for the attendant guitlysician, physician assistant, nurse midwife, dentist or nurse
be maintained by the transportation provider if the provider is nptactitioner. The documentation shall include the recip®nt’
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namethe date of transport, tlietails about the recipiesttondi 4. SMV services may only be provided to recipients identified
tion that preclude transport by any other means, the specific ecindersub. (1) (c).

cumstancesequiring that the recipient be transported to tfieef 5. Atrip to a sheltered workshop or other nonmedsility

or clinic to obtain a service, the servicpsrformed and an s covered only when the recipient is receiving an MA—covered
explanatiorof why the service could not be performedhe hos  service there on the dates of transportation and the medieal ser
pital, nursing home or recipiestresidence. Documentatioh yjicesare ofthe level, intensity or extent consistent with the medi
the physician, dentist, physiciassistant, nurse midwife or nurseca| need defined in the recipiesiplan of care.
practitionerperforming theservice shall be signed and dated and
shall be maintained by the ambulance providany order
receivedby the transportatioprovider by telephone shall be
repeatedn the form of written documentatiamthin 10 working
daysof the telephone order or prior to the submission of the clai
whichevercomes first.

4. Services of more than the 2 attendants required unde[) dif there i th in th hicle wheth t
146.50(4), Stats., are covered only if the recipiergbndition oo >SAl tNEre IS any ofher passenger in the vehicle whether or no
requiresthe physical presence of more than 2 attendants fer pmatpassenger Is an MA reglplent. . .
posesof restraint or lifting. Medical personnel not employed b¥ 8. When 2 or more recipients are being caraethe same
the ambulance provider wheare for the recipient in transit shalltime, the department may adjust the rates.
bill the program separately 9. Additional chages for services at night or on weekends or

5. a. If a recipient is pronounced deadsblegally authorized holidaysare not covered chges.
personafter an ambulance is requested but before the ambulance10. A recipient confined to a cot or stretcher may only be
arrivesat the pick—up site, enmggncy service only to the point of transportedn an SMV if the vehicle igquipped with restraints
pick—-upis covered. which secure the cot or stretcher to the sidethadoor of the

b. If ambulance service is provided to a recipient who is prehicle. The recipient shall be medically stable and no monitoring
nounceddeadenroute to a hospital or dead on arrival at the hosir administration of non-emgency medical services or prece
tal by a legally authorized person, the entire ambulance servicdligesmay be done by SMV personnel.
covered. (c) County-appoved or tribe—appoved transportation. 1.

6. Ambulance reimbursement shall include payment for-addion—-emergencyransportation of a recipient by common carrier
tional services provided by an ambulance provider such as f8subject to approval by the county or tribal agency or its designee
drugsused in transit or for starting intravenous solutions, EK@eforedeparture. The reimbursement shall be no more than an
monitoringfor infection control, ch@es forreusable devices and amountset by the department and shalllées per mile than the
equipment,chages for sterilization of a vehicle including afterratespaidby the department for SMV purposes. Reimbursement
carrying a recipient with a contagious disease, and additiorf@F urgent transportation is subject to retroactive approval by the
chargedor services provided at night or on weekends, or or hofiountyor tribal agency or its designee.
days.Separate payments for these gearshall not be made. 2. The county otribal agency or its designee shall reimburse

7. Non-emegency transfers by ambulance that are for thée recipient or the vendor for transportation service only if the
convenienceof the recipient or the recipiest’family are reim  serviceis notprovided directly by the county or tribal agency or
bursedonly whenthe attending physician documents that the paits designee.

6. Trips to school for MA—covered services shall be covered
only if the recipient is receiving services on the day of the trip
underthe Individuals with Disabilities Education Act, 20 USC 33,
ﬁ‘nd the MA-covered services are identified in the recipgent’
individual education plan and are delivered at the school.

7. Unloaded mileage as defined in sub. (1) (c) 5. is notreim

ticipation of the family in the recipiert’care is medicallpeces 3. Transportation provided by a county or tribal agencysor
saryand the recipient would def hardship if the transfer were designeeshall involve the least costly means tainsportation
not made by ambulance. which the recipient is capable of using and which is reasonably

(b) SMV transportation.1. Transportation by SMV shall be availableat the time the service is required. Reimbursement to the
coveredonly if the purpose of the trip is to receive an MA—coveretkcipientshall be limited to mileage to the nearest divider
service. Documentation of the nanand address of the servicewho can provide the service if the recipient has reasonable access
providershallbe kept by the SMV provideAny order received to health care of adequate quality from that proviBeimburse
by the transportation provider by telephone shall be repeatedhientshall be made in the mosbst—efective manner possible
the form of written documentation within 10 working daystted  andonly after sources for free transportation sasHamily and
telephoneorder or prior to the submission of the claim, whichevdriendshave been exhausted.
comesfirst. 4. The county or tribal agency or its designee mexuire

2. Chages for waiting timere covered chges. Witing time  documentatiorby the service provider that an MA—covered ser
is allowable only when a to—and-return trip is being billedit¥v vice was received at the specific location.
ing time may only be chged for one recipient when the trans 5 No provider may be reimbursed more for transportation
portationprovider or driver waits fomore than one recipient at providedfor an MA recipient than the providsrusual and cus
onelocation in close proximity to where the MA-covesIvices tomarychage. In thissubdivision, “usual and customary aipeit
areprovided and no other trips are made by the vehicle or driy@eansthe amount therovider chages or advertises as a ajar
while the service iprovided to the recipient. In this subdivision for transportation except to county or trilglencies or non—profit
“waiting time” means timevhen the transportation provider iszgencies.

waiting for the recipient to receive MA covered services an (4) NON-COVERED services. The following transportation
returnto thg vehicle. . servicesand chages related to transportation services are non—
3. Services of a second SMV transportation attendant are Ce4yeredservices:

eredonly if the recipiens condition requires the physical pres
enceof another person for purposekrestraint or lifting. The : X
transportatiorprovider shall obtain a statemenftthe appropri Sgﬁg dt,’y a legally authorized person hefore the ambulance
atenessof the second attendant frothe physician, physician ' . o )
assistantnurse midwife or nurse practitioner attesting to the need () Transportation of a recipiestpersonal belongings only;
for the service and shall retain that statement. (c) Transportation of a laboratory specimen only;

(a) Emegencytransportation of a recipient who is pronounced
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(d) Chages for excess mileage resultingm the use of indi  conditions.Examples are patient lifts, hospital beds and traction
rectroutes to and from destinations; equipment.

(e) Transport of a recipierst’relatives other than as provided 5. Oxygen therapy equipment. This is medical equipment
in sub. (1) (d) 4.; usedin a recipiens home for the administration of oxygen or

f) SMV transport provided by the recipient or a relative Agedicalformulas or to assist with respiratory functions. Examples
definedin sub. (1) (d) 4., of the recipient; ' “area nebulizera respirator and a liquid oxygen system.
(g) SMV transport of an ambulatory recipient, except an 6. Physical therapy splinting or adaptive equipment. This is

ambulatoryrecipient under sub. (1) (c) 1., to a methadone clinfgedicalequipment used in a recipientiome to assistdisabled

or physicians clinic solely to obtain methadone o relasedvices PErsonto achieve independence jrerforming daily activities.
suchas drug counseling or urinalysis; Examplesare splints and positioning equipment.

. ; 7. Prostheses. These are devices which replace all afpart
(h) Transportation by SMV to a pharmacyttave a prescrip A e
P . : ot : " abody ogan to prevent or correatphysical disability or malfunc
gglnstljl:oeFﬂig;refllled or to pick up medication or disposabled tion. Examples arartificial arms, artificial legs and hearing aids.

. . . . . 8. Wheelchairs. These are chairs mounted on wheels usually
ent(? oT:':tneSr?(;)trtgztrlgn by cSo'\ljlr\wl Sglri%wdg? Zﬁle%ttﬁ ecromie_l Cgvr:rcézgpecially designed to accommodate individual disabilitzes
appointmentand Py 9 y provide mobility. Examples are a standard weight wheelglzair

s . . lightweightwheelchair and an electrically—-powered wheelchair
()) Transportation to any location where no MA-covesed

. . h S el : (d) Categories of medical suppliesOnly approved items
vice was prowded elther at the destlnathn or pick-up point. within the following generic categories of medical supplies are
Note: For more information on non—-covered services, see s. HFS 107.03.

History: Cr. RegisterFebruary1986, No. 362, &f3-1-86; am. (1) (c) and (4) covered: . .
(5), RegisterFebruary1988, No. 386, &f3-1-88; rand rect RegisterNovember 1. Colostomyurostomy and ileostomy appliances;

1994.No. 467, e 12-1-94. Contraceptive supplies;

Diabetic urine and blood testing supplies;

Dressings;

Gastric feeding sets and supplies;

Hearing aid or other assistive listening devices batteries;
Incontinence supplies, catheters and irrigation apparatus;

HFS 107.24 Durable medical equipment and medi -
cal supplies. (1) DeriNITION. In this chapter‘medical sup
plies” means disposable, consumalelependable or nondurable
medically necessary supplies which havevery limited life
expectancyExamples are plastic bed pans, cathetelestric

ads,hypodermic needles, syringes, continence padexygen -
gdmini)sl?ratiomircuits. yrng P Parenteral-administered apparatus; and

(2) CovEREDSERVICES. (a) Prescription and povision. Dura 9. Tracheostomy and endotracheal care supplies.
ble medical equipment (DME) and medical supplies are covered (3) SERVICESREQUIRINGPRIORAUTHORIZATION. The following
servicesonly when prescribed by a physician and when providégrvicesrequire prior authorization:
by a certified physician, clinic, hospital outpatient department, (a) Purchase ddll items indicated as requiring prior authoriza
nursinghome, pharmagyiome health agenciherapist, orthotist, tion in the Wsconsin DME and medicaupplies indices, pub
prosthetist,hearinginstrument specialist or medical equipmenlishedperiodically and distributed to appropriate providers by the
vendor. department;

(b) Items covexd. Covered services are limited to items-con (b) Repair or modification of an item which excedtis
tainedin the Wsconsindurable medical equipment (DME) anddepartment-establishedaximum reimbursement without prior
medicalsupplies indices. Itemarescribed by a physician whichauthorizationReimbursement parameters are publighedbdi
arenot contained in one of these indices or in the listingoof- cally in the DME and medical supplies provider handbook;
coveredservicesn sub. (5) require submittal of a DME additional (c) Purchase, rental, repair or modification of any item not con
requestShould the item bdeemed covered, a prior authorizationainedin the current DME and medical supplies indices;

requestmay be required. (d) Purchase of items in excess of department—established fre
(c) Categories of durablenedical equipmentThe following quenciesor dollar limits outlinedn the current Wéconsin DME
arecategories of durable medical equipment covered by MA: and medical supplies indices;

1. Occupational therapy assistive or adaptive equipment. (e) The second and succeeding months of rental use, with the
This is medical equipment used in a recipistitometo assist a exceptionthat allhearing aid or other assistive listening device
disabledperson to adapt to the environment or achieve indepérntalsrequire prior authorization;
dencein performing daily personal functions. Examples are-adap (f) Purchase of any item whichrist covered by medicare, part
tive hygiene equipment, adaptive positioning equipment amdwhen prescribed for a recipient who is also eligible for medi
adaptiveeating utensils. care;

2. Orthopedic or corrective shoesThese are any shoes (g) Any item required by a recipient in a nursing home which
attachedo abrace for prosthesis; mismatched shoes involvingraeetsthe requirements of sub. (4) (c); and
differenceof a full size or more; or sho#sat are modified to take (h) Purchase or rental of a hearing aid or other asslistheer
into account discrepancy in limb lengdh a rigid foot deforma  ing device as follows:
tion. Arch supports are not considered a brace. Examptershaf 1. A request for prior authorization of a hearing aid or other

pedicor corrective shoes are supinator and pronator shogs, SUR| b ‘shall be reviewed only if the request consists of an otological
cal shoes for braces, and custom-molded shoes. reportfrom the recipieng physician and an audiologiaalport
3. Orthoses. These are devices which limit or assist motipdm an audiologist or hearing instrument specialist, is on forms
of any segment of the human bodiyey are designed to stabilizedesignatedby the department and contains all information
aweakened part aorrect a structural problem. Examples are armequestedy the department. A hearing instrument specialist may
bracesand leg braces. performan audiological evaluation and a hearing aid evaluation
4. Other home health care durable medical equipment. THgPe included irthe audiological report if these evaluations are
is medical equipment used in a recipierfiome to increase the Prescribecby a physician who determines that:
independenc®f a disabled person or modify certain disabling a. The recipient is over the age of 21;

© N UMW
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b. Therecipient is not cognitively or behaviorally impaired; (f) Orthopedic or corrective shoes or foot orthoses shalide
and vided only for postsugery conditions, gross deformities, or when
c. The recipient has no special negtich would necessitate attachedo a brace or bairhese conditions shall be described in

eitherthe diagnostic tools of an audiologist or a comprehensi#€ Prior authorization request. _ o
evaluationrequiring the expertise of an audiologist; (g) Provision of hearing aid accessories shall be limitddlas

2. After a new or replacement hearing aid or other ALD hd@WS: o o
beenworn for a 30—day trial period, the recipient shall obtain a 1. For recipients under age 18ed@rmolds per hearing aid, 2
performancecheck from a certified audiologist,certified hear ~singlecords per hearing aid and 2 Y—cords per recipient per year;
ing instrument specialist or at a certified speant hearing cen 2. For recipients over age 18: one earmold per hearing aid,
ter. The department shall provide reimbursement for the costa@fesingle cord per hearing aid and one Y-cped recipient per
the hearing aid or other ALD after the performance check hgsar;and
shownthe hearing aid or ALDo be satisfactoryor 45 days has 3. For all recipients: onkarness, one contralateral routing of
elapsedwith no response from the recipient; signals(CROS) fitting, one new receiver per hearing aid and one

3. Special modifications other thahose listed in the MA bone-conductiomeceiver with headband per recipient per year
speectandhearing provider handbook shall require prior authori  (h) If a prior authorization request is approved, the person shall
zation;and beeligible for MA reimbursement for the service on the date the

4. Provisionof services in excess of the life expectancies &nal ear mold is taken.
equipmentenumerated in the MA speech and hearing provider (5) Non-coveReDSERVICES. The followingservices are not
handbook requirgrior authorization, except for hearing aid ocoveredservices:
otherALD batteries and repair services. (a) Foot orthoses or orthopedic or corrective shoes for the fol

Note: For more information on prior authorization, see s. HFS 107.02 (3).  Jowing conditions:

(4) OTHER LIMITATIONS. (@) Payment for medical supplies 1. Flattened arches, regardless of the underlying pathology;
orderedfor a patient in a medicaistitution is considered part of 5 ,complete dislocation or subluxation metatarsalgia with
theinstitution's cost and may not be billed directly to the programy, sssociated deformities:
by a provider Durable medical equipmeahd medical supplies 3. Arthritis with no as;‘,ociated deformities: and
providedto a hospital inpatient to take home on the date of dis - . o '
chargeare reimbursed as part of the inpatient hospital services. No 4- Hypoallegenic conditions;
recipient may be held responsible for ¢femor services in excess  (b) Services denied by medicare for lack of medical necessity;,
of MA coverage under this paragraph. (c) ltems which are not primarily medical in nature, such as

(b) Prescriptions shall be provided in accordance wities dehumidifiersand air conditioners;
107.02(2m) (b) and may not be filled more than one year fiteen (d) Itemswhich are not appropriate for home usage, such as
datethe medical equipment or supply is ordered. oscillatingbeds;

(c) The services covered under this section are not covered foe) Iltems which are not generally accepted by the meplioal
recipientswho are nursing home residents except for: fessionas being therapeuticallyfetive, such as a heat and mas

1. Oxygen. Prescriptions for oxygen shall provide th&2gefoam cushion pad;
requiredamount of oxygen flow in liters; _ (f_) Iltems which are for comfort and convenience, suc_:h as cush

2. Durable medical equipment which is personalized 3" lift power seats or elevators, or luxury features which do not

natureor custom-made for a recipient and is to be used by tﬁ%n'_[“bu'[eto the improvement of the recipientnedicalcondi
recipienton an individual basifor hygienic or other reasons. on; . ) o
Theseitems are orthoses, prostheses including hearing aids o{9) Repair maintenance or modification of renteldrable
otherassistive listeninglevices, orthopedic or corrective shoegnedicalequipment;

special adaptive positioning wheelchairs and electric wheel (h) Delivery or set-up chges for equipment as a separate ser
chairs.Coverage of apecial adaptive positioning wheelchair owice;

electricwheelchair shall be justified by tillagnosis and progno (i) Fitting, adaptingadjusting or modifying a prosthetic or-ort

sis and the occupational or vocational activities of the resideimbtic device or corrective or orthopedic shoes as a separate ser
recipient;and vice;

3. A wheelchair prescribed by a physician if the wheelchair (j) All repairs of a hearing aid or othessistive listening device
will contribute towards the rehabilitationtbe resident recipient performedby adealer within 12 months after the purchase of the
throughmaximizing his or her potential for independence, and lifearingaid or other assistive listening device. These are included
the recipient has a long-term or permanent disability and tlirethe purchase payment and are not separately reimbursable;
wheelchairrequested constitutes basic and necessary health cargk) Hearing aid or other assistive listening device batteries
for therecipient consistent with a plan of health care, or the recipihich areprovided in excess of the guidelines enumerated in the
entis about to transfer fror nursing home to an alternate andA speech and hearing provider handbook;

moreindependent setting. (L) Items that are provided for the purpose of enhancing the
(d) The provider shall weigh the costs and benefits of thprospectof fertility in males or females;

equipmentand supplies wheoonsidering purchase or rental of  (m) Impotence devices, including but not limited to penile
DME and medical supplies. prostheses;

Note: The prograns listing of covered services and the maximum allowable : e
reimbursemenschedules are based on basic necegsityough the program does (n) Testicular prostheS|s,
notintend to exclude any manufacturer of equipment, reimbursement is batbed on (o) Food; and

cost-benefiof equipment when comparable equipment is marketiedsatost. Sev "
eralmedical supply items are reimbursed according to generic pricing. (p) Infant formula and enteral nutritional products except as

: : : owedunder s. HFS 107.10 (2) (c).
(e) The department may determine whether an item is to B%ﬂistory: Cr. Register February1986, No. 362, &€f3-1-86; emag. r. and recr

rentedor purchased on behalf of a recipient. In most cases-equ# (h) 1. and 2., é7-1-89; am. (2) (d) 6., (3) (€), () 4., (4) &) (5) (j) and (K),
mentshall be purchased; howeyar those cases where short—z 1alsnd ;feCé(sl) (S()) (Introg, 1. arzg)Z-( esndR(4),(gt), gt) (th), ﬁegfgtg;\/le;\)f 19492055 N#O-
i ini =S , ell. 6—1-90; r and recr a), RrRegisterseptemoer , NO. er.
termuse only is needed or the recipisrtognosis is poponly 757 %g; 21 5)() o (K), o) (L) to (p)? Registgraanuarylggz No. 493 €f
rentalof equipment shall be authorized. 2-1-97;correction in (4) (b) made under s. 13.93 (2m) (b) 7., Stats., Refejdtns
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ary 2002 No. 554CR 03-033: am. (2) (), (3) (h) 1. (intx), 2., and (5) () Register (9) Provide that the department may audit and inspect any of
December2003 No. 576, eff.1-1-04 the contractots records that pertain to services performed and the
HFS 107.25 Diagnostic testing services. (1) Cov- determinatiorof amounts payable under the contract and stipulate

: : : : . ___therequired record retention procedures;

ERED SERVICES. Professional andiechnical diagnostic services . .
coveredby MA are laboratory services provided by a certifieq (") Provide that the contractor safeguards recipient informa
physicianor under thephysicians supervision, or prescribed byton;
aphysician and provided by an independent certified laboratory (i) Specify activities to be performed by the contractorahat
and x-ray services prescribed by a physician and provided byrelatedto third—party liability requirements; and
underthe general supervision of a certified physician. (i) Specify which functions or services may be subcontracted

(2) OtHER LIMITATIONS. (a) All diagnosticservices shall be andthe requirements for subcontracts.
prescribecbr ordered by a physician or dentist. (3) OTHERLIMITATIONS. Contracted @anizations shall:

(b) Laboratory tests performed which are outside the laborato (3) Allow eachenrolled recipient to choose a health profes
ry’s certified areas are not covered. sionalin the oganization to the extent possible and appropriate;
(c) Portable x-ray services are covered only for recipients who 5y 1. provide that all medical services that are coveneer

residein nursing homes and only when provided in & nursinge contract and that are requiredamemegency basis are avail

home. . . . . . ableon a 24-hour basis, 7 days a week, either in the contgactor
(d) Reimbursement for diagnostic testing services shall bedn facilities or through arrangements, approgcthe depast
accordance with limitations set byt P98-369, Sec. 2303. ment,with another provider; and

History: Cr. RegisteyFebruary 1986, No. 362, éf3-1-86. 2. Provide for prompt paymetuly the contractorat levels

HFS 107.26 Dialysis services. Dialysis services are approvedby the department, for all services that are required by

coveredservices when provided by facilities certified pursuant t§€ contract, furmnishedy providers who do not have arrange
s. HES 105.45. mentswith the contractor to provide the services, and are-medi

History: Cr. RegisterFebruary1986, No. 362, &3-1-86. Ca”y_necessary t_O aVOid.endangering the reciaieh_éalth OI’_ .
causingsevere pain and discomfort that would occur if the recipi

HFS 107.27 Blood. The provision of blood is a coveredenthad to use the contractstfacilities;
servicewhen provided to a recipient bypaysician certified pur (c) Provide for an internal grievance procedure that:
suantto s. HFS 10505, ablOOd bank certified pUrSUan“ﬂFg 1. Is approved in Wrmng by the department;
105.460r a hospital certified pursuant to s. HFS 105.07. 2. Provides for prompt resolution of the grievance; and

History: Cr. RegisterFebruary1986, No. 362, &f3-1-86. L. . N . i
3. Assureghe participation of individuals with authority to

HFS 107.28 Health maintenance organization and requirecorrective action;
prepaid health plan services. (1) COVERED SERVICES. (a) (d) Provide for an internal quality assurance system that:
HMOs. 1. Except as provided in subd. 2., all health maintenance 1, |s consistent with the utilization control requirements
organizationgHMOs) that contract with the department shall prsstaplishedy the department and set forth in the contract;
vide to enrollees all MA services that are covered services at the 2. Providesfor review by appropriate health professionals of
time the medicaid HMOcontract becomes feftive with the the process followed in providing health services:

exceptionof the following: : . .
a. EPSDT outreach services: 3. Provides for systematiata collection of performance and
. ' patientresults;

b. County transportation by common carrier; . . . . .
y transp . y 4. Provides for interpretation of this data to the practitioners;
c. Dental services; and and

g' _(I_Z:lrgpracttlc setrwces. it an HMO t ide | th 5. Provides for making needed changes;
e departmen may perrmit an 0 provide jess than (e) Provide that the ganization submit marketing plans, pro

C_omprehensi\_/@overage, bUt only if there is adequate justifica eduresand materials to th@epartment for approval before usin
tion and only if commitmenis expressed by the HMO to progresf P pp 9

to comprehensive coverage. heplans; _ o
(b) Prepaid health plansPrepaid health plans shall provide _ () Provide that the HMO advise enrolled recipients about the
oneor more of the services covered by MA. properuse of health cargervices and the contributions recipients

. - L canmake to the maintenance of their own health;

(c) Family cae benefit A care managementganization . . .
under contract with the department to provide the family care (9) Provide for development of a medical record-keeping sys
benefitunder s. HFS 10.41 shall provide those MA servicesspeti™M
fied in its contract with the department and shadlet all applica 1. Collects all pertineninformation relating to the medical
ble requirements under ch. HFS 10. managementf each enrolled recipient; and

(2) ConTRACTS. The department shall establish written-con 2. Makes that information readily availatittemember health
tractswith qualified HMOsand prepaid health plangamizations careprofessionals;

which shall: (h) Provide that HMO-enrolled recipients may be excluded
(a) Specify the contract period; from specific MA requirements, including but not limited to
(b) Specify the services provided by the contractor; copaymentsprior authorization requirements, and the second

(c) Identify the MA population covered by the contract; ~ Surgicalopinion program; and

(d) Specify any procedures for enroliment or reenrollment of (i) Provide that if a recipient who is a member of an HMO or
the recipients: otherprepaid plan seeks medical services from a certified pro

. : _ vider who is not participatingn that plan without a referral from
to SZ) C(S)egfgé/.the amount, duration and scope of medieaiices aproviderin that plan, or in circumstances other than gercy
0 Provide‘ that the department may evaluate through iﬂspc}ércumstanceas defined in 42 CFR 434.30, the recipient shall be
. . . L HY ble for the entire amount ctged for the service.
tion _or other means the qualigppropriateness and timeliness o History: Cr. RegisterFebruary1986, No. 362, &f3-1-86; cr (1) (c), Register
servicesperformed under the contract; October,2000, No. 538, &f11-1-00.
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HFS 107.29 Rural health clinic services. Covered 13. Hydrocele resection;
rural health clinic services are the following: 14. Laparoscopyperitoneoscopy or other sterilization meth

(1) Servicedurnished by a physician within the scope of pracods;
tice of the profession under state Jafthe physician performs the 15. Pilonidal cystectomy;
servicesn the clinic or the services are furnished away ftben 16. Procto-colonoscopy;
clinic and the physician has an agreement with the clinic provid ;- Tympanoplasty:
ing that the physician will be paid by it for these services; 18. \asectomy: '

(2) Servicedurnished by a physician assistant or nurse practi 19. Wlvar cystectomy; and

tionerif the services are furnished in accordance with the require -
mentsspecified in s. HFS 105.35; 20. Any other sugical procedure that the department deter

6nines shalbe covered and that the department publishes notice
Iof in the MA provider handbook; and

(b) Laboratory pocedures.The following laboratory proece
duresare covered but only when performed in conjunction with

(3) Servicesand supplies that are furnished incidental te pr
fessionalservices furnished by physician, physician assistant o
nursepractitioner;

(4) Part-timeor intermittentvisiting nurse care and related - )
medicalsupplies, other than drugs and biologicals, if: acoi/ergd smg{u:tal Elrocgdure ;Jnggrcpga)-
(a) The clinic is located in an area in which there is a shortage 2' Hompel eb' _OO count ( )
of home health agencies; - Remoglobin;

(b) The services are furnished by a registered nurse or licensedS: Hematocrit
practicalnurse employed by or otherwise compenstiethe ser 4. Urinalysis;
viceshy the clinic; 5. Blood sugar;

(c) The services are furnished under a wrifitem of treatment 6. Lee white coagulant; and
thatis established and reviewed at least every 60 lo\apgssuper 7. Bleeding time.

vising physician otthe clinic, or that is established by a physician, (2) ServiCESREQUIRING PRIORAUTHORIZATION. Any sugical
physician assistant or nurse practitionand reviewed and procedureunder s. HFS 107.06 (2) requires prior authorization.
app_roveobt leasevery 60 days by a supervising physician of the note: For more information on prior authorization, see s. HFS 107.02 (3).
clinic; and (3) OTHERLIMITATIONS. (&) A sterilization is a covered service

(d) The services are furnished to a homebound recigient.only if the procedures specified in s. HFS 107.06 (3) are followed.
this paragraph, *homebound recipient” means, for purpo$es (b) A sugical procedure under sub. (1) (a) which requires a
visiting nurse care, a recipient who is permanently or temporardgcondsuigical opinion, as specified in s. HFS 104.04, is a cov
confinedto a place of residence, other thahaspital or skilled eredservice onlywhen the requirements specified by the depart
nursingfacility, because of a medical or health condition. The pahentand published in the MA provider handbook are followed.
sonmay be considered homebound if the person leaves the placgc) Reimbursement for ambulatory gigal center services
of residence infrequently; and . shallinclude but is not limited to:
clinic. In this subsection, “other ambulatory services” means ' - e
ambulatoryservices other than the services in subs. (1), (2), and 2. Use of ambula}tory ng.al center facmtles, . .

3. Drugs, biologicals, sgical dressings, suppliesplints,

(3) that are otherwise included in the written plan of treatraect stsand appliances, and equipment directly related to the-provi

meet specific state plan requirements for furnishing those séf? f ical dure:
vices.Other ambulatory services furnished by a rural health clin®®" 0" & sugical procecure;

arenot subject to the physician supervision requirements under s, 4- Diagnostic or therapeutic servicesitems directly related

HFS 105.35. to the provision of a sgical procedure;
History: Cr. RegisterFebruary1986, No. 362, &3-1-86. 5. Administrative, recordkeepingnd housekeeping items
andservices; and
HFS 107.30 Ambulatory surgical center services. 6. Materials for anesthesia.

(ASC) services are those medically necessary services identified,ices and items for which payment may be made under other

in this section which are provided by or under the supervision g, isionsof this chapter are not covered services. These include:
a certified physician in a certified ambulataygical centerThe - o
1. Physician services;

physicianshall demonstrate that the recipient requires general >
local anesthesia, and a postanesthesia observation time, and thag- Laboratory services;

(1) Coverebp serviceEs. Covered ambulatory sgical center 'gﬁq‘dr) NON-COVEREDSERVICES. (a) Ambulatory sugical center

the services could not be performed safely in dicefsetting. 3. X-ray and other diagnostiprocedures, except those
Theseservices shall be performed in conformance with generalirectly related to performance of the gizal procedure;
ly—accepted medical practice. Covered ambulatorgisaircen 4. Prosthetic devices;
ter services shall be limited to the following procedures: 5. Ambulance services;

(a) Sumgical procedures:1. Adenoidectomy or tonsillectomy; 6. Leg, arm, back and neck braces;

2. Arthroscopy; 7. Atrtificial limbs; and

3. Breast biopsy; 8. Durable medical equipment for use in the recipsembme.

4. Bronchoscopy; Note: For more ipformation on non-covered services, see s. HFS 107.03.

g History: Cr. RegisterFebruary1986, No. 362, &f3-1-86.

5. Carpal tunnel;

6. Cervix biopsy or conization; HFS 107.31 Hospice care services. (1) DEFINITIONS.

7. Circumcision; (a) “Attending physician” means a physician who is a doctor of

8. Dilation and curettage: medicineor osteopathy certified undsr HFS 105.05 and identi

9 Esophago-gastrod d . fied by the recipient akaving the most significant role in the

- ESOphago—gastroauodenoscopy, determinatiorand delivery of his or hemedical care at the time

10. Ganglion resection; the recipient elects to receive hospice care.

11. Hernia repair; (b) “Bereavement counseling” means counseling services pro

12. Hernia — umbilical; videdto the recipiens family following the recipiens death.
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(c) “Freestanding hospice” means a hospice that is not & physi(c) Core services. The following services are core services
cal part of any other type of certified provider which shall beprovided directly by hospice employees unless the
(d) “Interdisciplinary group” means a group of persons desi§onditionsof sub. (3) apply:
natedby a hospice to provide or supervise care and services and1. Nursing care by or under the supervision of a registered
madeup of at least a physician, a registered nurse, a medicairse;
workerand a pastoral counselor or other counsalbof whom 2. Physician services:

areemployees of the hospice. 3. Medical social services provided bgacial worker under

(e) "Medical director” means a physician who is an employege direction of a physician. The social worker shall have at least
of the hospice and igsponsible for the medical component of the bachelors degree in social work from a college or university
hospice’spatient care program. accreditedoy the council of social work education; and

(f) “Respite care” means services provided hesidential 4. Counseling services, including but not limited to bereave
facility that is an alternate place for a terminally ill recipient to stayientcounseling, dietary counseling and spiritual counseling.
to temporarily relieve persons caring for the recipient in the recipi (d) Other services Other services which shall be provided as
ent'shome or caregivés home from that care. necessargre:

(9) “Supportive care” means services provided to the family 1. physical therapy;
and other individuals carindor a terminally ill person to meet 2. Occupational therapy:
their psychological, social andpiritual needs during the final ' o
stagesof theterminal illness, and during dying and bereavement, 3 SPeech pathology; _
including personal adjustment counseling, financial counseling, 4. Home health aide and homemaker services;
respitecare and bereavement counseling and follow-up. . Durable medical equipment and supplies;

(h) “Terminally ill” means that the medical prognosis for the 6. Drugs; and
recipientis that he or she is liketp remain alive for no more than 7. Short-term inpatient care for pain control, symptom-man
6 months. agementnd respite purposes.

(2) CovereDsERVICES. (a) General. Hospice services cev (3) OTHER LIMITATIONS. (@) Short-term inpatient car. 1.
eredby the MA program ééctive Julyl, 1988 are, except asGeneralinpatient care necessary for pain control and symptom
otherwiselimited in this chaptethose services provided to an eli managemenshall be provided by hospital, a skilled nursing
gible recipient by a provider certified under s. HFS 105.50 whidicility certified undetthis chapter or a hospice providing inpa
arenecessary for the palliaticand management of terminakill tient care inaccordance with the conditions of participation for
nessand related conditions. These services include supportiviedicareunder 42 CFR 418.98.
careprovided tathe family and other individuals caring for the ter o Inpatient care for respite purposes shalptmvided by a

o0 bhWw

minally ill recipient. facility under subd. 1. or by an intermediate care facility' which
(b) Conditions for coverageConditions for coverage of hos meetstheadditional certification requirements regardingfsigf
pice services are: patient areas and 24 hour nursing service for skilled nursing facili

1. Written certification by the hospice medical directbie  ties under subd. 1. An inpatient stay for respite care may not
physicianmember of the interdisciplinary team or tieeipients ~exceeds consecutive days at a time.
attendingphysician that the recipient is terminally ill; 3. The aggregate number of inpatient days mayemoeed

2. An election statement shall be filed with the hospice byZ9% of the aggregate total numbmfrhospice care days provided
recipientwho has been certified as terminally ill under subd. 10 all MA recipients enrolled in the hospictiring the period
andwho elects to receive hospice care. The electtatement beginningNovember 1 of any year and ending October 31 of the
shall designate the fefctive date of the election. A recipient whofollowing year Inpatient days for persons with acquired immune
files an election statement waives any Mavered services per deficiencysyndrome (AIDS) areot included in the calculation
tainingto his or her terminal illness anelated conditions other Of 2ggregate inpatient days and aa¢ subject to this limitation.
wise provided under this chaptexcept those servicgsovided (b) Care during periods of crisisCare maybe provided 24
by an attending physician not employed by the hospice. Howevieursa day during a perioof crisis as long as the care is predomi
the recipient may revoke the election of hospice care at any timatelynursing care provided by a registered nurse. Other care may
and thereby have all MA services reinstated. A recipiealy be provided by a home health aide or homemaker during this
chooseto reinstate hospice care services subsequent to revaeeriod.“Period of crisis” means a period during which an individ
tion. In that event, the requirements of this section again applyal requires continuous care to achieve palliation or management

3. A written plan of care shall be established by the attendiRfacute medical symptoms. _ _
physician,the medical director or physician designee &l (c) Sub-contracting for servicesl. Services required under
interdisciplinaryteam for a recipient who elects to receive hospicb. (2) (c) shall be provided directly by the hospice unless an
serviceprior to care being provided. The plan shall include:  emergencyor extraordinary circumstance exists.

a. An assessment of the needs of the recipient; 2. A hospice may contract for services re?uired undersub. )

: P : : : . (d). The contract shall include identification of services to be pro
mar?égggzrlgfe ngé%a;;?;to;%rg;;sptt&: ?eﬁécf).\”ded’ InCluo"ngvided,the qualifications of the contractsipersonnel, the role and
- ' . responsibilityof each party and a stipulation that all services pro
¢. A description of thescope and frequency of services 10 thgigeqd will be in accordance with applicable state and federal stat

recipientand the recipierg’family; and utes,rules and regulations and will conform to accepted standards
d. A schedule foperiodic review and updating of the plan;of professional practice.
and 3. When a resident of a skilled nursing facility or an inter

4. A statement of informed consent. The hospice shall obtairediatecare facility elects to receive hospice care services, the
the written consent of the recipient or recipientépresentative hospiceshall contract with that facility to provide thecipients
for hospice care on a consent form signed by the recipient or recgiom and board. Room and board includes assistance in activities
ient’s representative that indicates that the recipient is informefl daily living and personal care, socializing activities, adminis
aboutthe type of care and services that may be provided to himti@tion of medications, maintaining cleanliness of the recipent’
her by the hospice during the course of illness and fieetedf the roomand supervising and assisting in the use of durable medical
recipient’swaiver of regular MA benefits. equipmentand prescribed therapies.

RegisterDecember 2003 No. 576


http://docs.legis.wisconsin.gov/code/admin_code

File inserted into Admin. Code 1-1-2004. May not be current beginning 1 month after insert date. For current adm. code see:
http://docs.legis.wisconsin.gov/code/admin_code
HFS 107.31 WISCONSINADMINISTRATIVE CODE 116

(d) Reimbursement for services. The hospice shall lbeim- a. The recipient is eligible for and receiving services in-addi
bursedfor care of a recipient at per digmtes set by the federal tion to case management from an agency or through medical assis
healthcare financing administration (H8F tancewhich enable theecipient to live in a community setting;

2. A maximum amount, or hospice capall be established and
by the department for aggregate payments made to the hospiceb. The agency has a completed case plan on file for the-recipi
duringa hospice cap period. A hospice papiod begins Novem ent.
ber 1 of each year arhdsOctober 31 of the following yedPay 4. Thestandardspecified in s. 46.27, Stats., for assessments,
mentsmade to the hospice provider by thepartment in excess caseplanning and ongoing monitoring and service coordination
of the cap shall be repaid to the departmenthieyhospice pro  shallapply to all covered case management services.
vider. _ _ _ _ _ (b) Case assessmen comprehensive assessment of a recipi
3. The hospice shaleimburse any provider with whom it hasent's abilities, deficits and needs is a covered case management
contractedor service, including a facility providing inpatient careservice The assessment shall be made hyalified employee of
underpar (a). the certified casenanagement agency or by a qualified employee
4. Skilled nursing facilities and intermediate care facilitiesf an agency under contract to the case management agaacy
providing room and board for residents who have eletted assessmershall be completed writing and shall include face—
receivehospice care services shall be reimbursed for that roderfacecontact with the recipient. Persons performasgess

andboard by the hospice. mentsshall possess skills and knowledge of the needs and dys
5. Bereavement counseling and services and expenses of figactionsof the specific tayet population in which the recipient
pice volunteers are not reimbursable under MA. is included. Persons from other relevant disciplines shall be

History: Cr. RegisterFebruary1988, No. 386, £/3-1-88; emay.am. (2) (a) included when results of the assessmene interpreted. The
and(3) (d) 1., randrecr(3) (a) 3., renum. (3) (d) B 4. to be 3. 10 5. and.¢B) (d) ~ assessmenshall document gaps in service and the recigient’
2l Tohaam @) G OV and ) Land i) ()3, enn 99 unmetneeds, to enable the case managernent provider o act as an

advocatdor therecipient and assist other human service provid
ersin planning and program development on the recigent’
\pehalf.All services which are appropriate to the recipenteds

allbe identified in the assessment, regardless of availability or
cessibilityof providers or their ability to provide the needed ser
Be. The written assessment of a recipient shall include:

HFS 107.32 Case management services. (1) Cov-
EREDSERVICES. (a) General. 1. Case management services-co
eredby MA are services described in this section and provided B
anagency certified under s. HFS 105.51 or by a qualified persﬁ
undercontract to an agency certified under s. HFS 105.51 to héf

a recipient, and, when appropriate, theipients family gain 1. Identifying information;
accesgo, coordinate or monitor necessary medical, social, educa 2. A record of any physical or dental health assessments and
tional, vocational and other services. consideratiorof any potential for rehabilitation;

2. Casemanagement services under pars. (b) and (c) are pro 3. A record of the multi-disciplinary team evaluation
videdunder s. 49.45 (25), Stats., as benefits to those recipientsdiquiredfor arecipient who is a severely emotionally disturbed
acounty in which case management services are provideanehochild under s. 49.45 (25), Stats.;
overage 64, are diagnosed as having Alzheisngisease or other 4. A review of the recipiens’ performance in carrying out
dementiaor are members of one orore of the following tayet  activitiesof daily living, including moving about, caring for self,
populations:developmentally disabled, chronically mentélly doing househoid chores and conducting personal business, and
who are age 2br oldey alcoholic or drug dependent, physicallithe amount of assistance required;
olrlsec?sorybdigatl)led;]r_undebrdthf_s agne of 21 ?nd severel;qlerréetion 5. Social status and skills:
ally disturbed. In this subdivisiorfseverely emotionally dis o ' .
turbed”’meanshaving emotional and behavioral problems which; 6. Psychiatric symptomatologgnd mental and emotional

. Status;
a. Are expected to persist for at least one year, 7. ldentification of social relationships and supportfas

b. Havesignificantly impaired the persanfunctioning for 6 |qys:
monthsor more and, without treatment, are likedycontinue for
a year or more. Areas of functioning includéevelopmentally d
appropriateself-care; ability to build or maintain satisfactor . .
relationshipswith peers and adults; self-direction, including 0. Formal service providers;
behavioralcontrols, decisionmaking, judgment and value sys 8. Significant issues in the recipientelationships ansocial
tems;capacity to live in a family or family equivalent; and learnenvironment;
ing ability, or meeting the definition of “child with exceptional 9. A description of the recipiemst'physical environment,
educationaheeds” under ch. Pl 1 and 45176 (3), Stats.; especiallyin regardio safety and mobility in the home and aeces
c. Require the person to receive services from 2 or more of 8iBility;
following service systems: mental health, social services, child 10. The recipient need for housing, residential support,
protectiveservices, juvenile justice and special education; andadaptiveequipment and assistance with decision-making;

d. Include mental or emotional disturbances diagnosable 11. An in—-depth financial resource analysis, includihent
underDSM-III-R. Adult diagnostic categories appropriate fofication of insurance, veterans’ benefits and other sources of
childrenand adolescents areganicmental disorders, psycheac financialand similar assistance;
tive substance use disorders, schizophren@nd disorders, schi 12. If appropriate, vocational and educational status, irclud
zophreniformdisorders, somatoform disorders, sexdisbrders, ing prognosis for employment, rehabilitation, educational and
adjustmentlisordey personality disorders and psychological facygcationalneeds, and the availability and appropriateness of edu
tors affecting physicakondition. Disorders usually first evidentcational,rehabilitation and vocational programs;
in infancy childhood and adolescence include pervadexelop 13. If appropriate, legal status, including whether there is a

(r:nh‘?lgtﬁgz)ﬁg:d:éz IfeAs)g:r:cl:)é (;%rédtli’gt d(iiéso%%e:{snmety disorders of 4 \ardianand any other involvement with the legal system:
Note: DSM-111-R isthe 1987 revision of the 3rd edition (1980) of the Diagnostic 14. Accessibility to community resourcesich the recipient

andStatistical Manual of Mental Disorders of the American Psychiatric Associationeedsor wants; and

3. Case management services under(gurare available as 15. Assessment of drug and alcohol use and misuse, for
benefits to a recipient identified in subd. 2. if: AODA tamget population recipients.

a. Informal caregivers, such as famiiends and volunteers;
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(c) Case planning.Following the assessmentth its deter  of residence has changed, in which case a second assessment
minationof need for case management services, a written plancakeplan may be reimbursed.
care shall be developed to address the needs of the recipient(b) Reimbursement for ongoing monitoring and sercioer
Developmenbf the written plan of care is a covered case managfinationshall be limited to one claim for each recipient by county
mentservice. © the maximum extent possible, the developmepier month and shall be only for the services of the recipidas
of a care plan shall becallaborative process involving the reeipi ignatedcase manager
ent, the family or other supportiyeersons and the case manage () Ongoing monitoring or service coordination is not avail
mentprovider The plan of care shall be a negotiated agreemefHjeto recipientsesiding in hospitals, intermediate care or skilled
onthe short and long term goals of care and shall include:  yrsingfacilities. In these facilities, case management is expected

1. Problems identified during the assessment; to be provided as part of that facilisyfeimbursement.

2. Goals to be achieved; (d) Case management services are not reimbursable when ren

3. Identification of all formal services to be arranged for thderedto a recipient who, on the date of service, is enrolled in a
recipientand their costs and the names of the service providel“k‘??lt)hmamtenanﬁe ganization under T HFS 137%8-
i i inti e) Persons who require institutional care and who receive ser
of tr?é r%i}'gfnpg”]ﬁ?gr?;; zﬂgggrrtt ?{,itteenn?, Includirdeacription vicesbeyond those available under the MA state planihuth
5. Identification of individuals who participated develop arefunded by MA under a fed_eral waiver are ineligible dase
mentof the plan of care; managemenservices under this section. Case management ser
T ) vicesfor these persons shalké reimbursed as part of the regular
_ 6. Schedules of initiation and frequency of the various sgser diem available under federal waivers and included as part of
vicesto be made available to the recipient; and the waiver fiscal report.
7. Documentation of unmet needs and gaps in service. (f) A recipient receiving case management services, or the
(d) Ongoing monitoring and serviamoodination. Ongoing recipient'sparents, if the recipient is a minor child, or guardian,
monitoring of services and service coordination are covered caéghe recipient has been judged incompetent by a court, may
managemenservices when performed by a single and identifiabhoosea case manager to perform ongoing monitoring and ser
employeeof the agencyr person under contract to the agencyice coordination, and may change case managers, subject to the
who meets the requirements under s. HFS 105.5(b)2Yhis per ~casemanagels or agency capacity to provide services under this
son, the case managshall monitor services @nsure that quality section.
serviceis beingprovided and shall evaluate whether a particular (3) NoN-COVERED SERVICES. Services not covered as case
serviceis efectively meeting the clierd’needs. Where possible,managemenservices or included in the calculation of overhead
the case manager shall periodicatlyserve the actual delivery of chargesare any services which:
servicesand periodically have the recipient evaluateghality, (a) Involve provision of diagnosis, treatment or other direct
relevancyand desirability of the services he or sheeiseiving.  servicesjncluding:
The case managshall record all monitoring and quality assur 1 Diagnosis of a physical or mental illness;
anceactivities and place the original copies of these records in the > Monitori £ clinical t .
recipient’sfile. Ongoing monitoring of servicemd service coer - Monttoring ot clinical Symptoms,
dinationinclude: 3. Administration of medications;
1. Face to face and phone contacts with recipients for the pur 4 Client education and training;
poseof assessing or reassessing their needs or planning or moni 5. Legal advocacy by an attorney or paralegal;
toring services. Included in this activity are travel time to see a 6. Provision of supportive home care;

recipientand other allowable overhead costs thast be incurred 7. Home health care;
to provide the service; _ 8. Personal care: and
2. Face to face and phone contact with collaterals for the pur ¢ Any other professional service which is a covered service

his chapter and which is provided by an MA certified or
rtifiable provider including time spent in a sfafg or case con
Fencefor the purpose of case management; or

(b) Involve information and referral services which act

basedon a plan of care.
History: Cr. RegisterFebruary1988, No. 386, &f3-1-88.

posesof mobilizing services and support, advocating on behalf Bde'rt
a specificeligible recipient, educating collaterals on client neecE'se
andthe goals and services specified in the plan, and coordinatrg
servicesspecifiedin the plan. In this paragraph, “collateral”
meansanyone involved with the recipient, including a ppid-
vider, a family membera guardian, a housemageschool repre
sentative, a friend or a volunte@ollateral contacts also include
casemanagement staime spent ortase—specific stfigs and — Hrs 107.33  Ambulatory prenatal ~ services for recip -
formal case consultation withunit supervisor and other profes jents with presumptive eligibility . (1) COVERED SERVICES.
sionalsregarding the needs of a specific recipient. All contacjgmbulatory prenatal careservices are covered services. These
with collaterals shall be documented and rimgjude travel time seryjcesinclude treatment of conditions or complications that are
andother allowable overhead costs that must be incurred o pggsechy, exist or are exacerbateg a pregnant womasipreg
vide the service; and nantcondition.

3. Recordkeeping necessary for case planning, sémjme-  (2) Prior AUTHORIZATION. An ambulatory prenatal service
mentation coordination and monitoring. This includes preparingnhay be subject to a prior authorization requirement, when appro
courtreports, updatingase plans, making notes about case-actiyriate,as described in this chapter
ity in the client file, preparing and responding to correspondence 3) or.er Limitarions.  (a) Ambulatory prenatatervices
with clients and collaterals, gathering datal preparing appliea gpa|ihe reimbursed onlif the recipient has been determined to

tion forms for community programand reports. All ime spent p5yepresumptive MA eligibility under €19.465, Stats., by a qual
on recordkeeping activities shalle documented in the casegag provider under s. HFS 103.1

record.A provider howevey may not bill for recordkeeping activ
ities if there was no client or collateral contact during the biIIabI(le
month. €

(2) OTHER LIMITATIONS. (&) Reimbursement for assessment
andcase plan development shall be limitecho more than one  HFS 107.34 Prenatal care coordination services.
eachfor a recipient in a calendar year unless the recigieatinty (1) CoverREDSERVICES. (@) General. 1. Prenatal care coordina

(b) Services under this section shall be provided by a provider
rtified under ch. HFS 105.
History: Cr. RegisterFebruary1988, No. 386, &f3-1-88.
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tion services covered Oy are services described in this section 3. Description of the recipierst’informal support system,
thatare provided by an agency certifiedder s. HFS 105.52 or including collaterals as defined ar (e) 1., and any activities to
by a qualified person under contract with an agency certifiestrengtherit;

unders. HFS 105.52 thelp a recipient and, when appropriate, the 4. |dentification of individualsvho participated in the devel
recipient'sfamily gain access to medicabcial, educational and opmentof the plan of care;

otherservicemeeded for a successful pregnancy outcome.-Nutri 5. Arrangements made for and frequency of the various ser

tion counseling and health education are covered services Wjgn.s1, he made available to the recipient and the expected out
medicallynecessary to ameliorate identified high-risk factors f%rome for each service:

the pregnancyIn this subdivision,“successful pregnancy -out . . .
come” means the birth of a healthy infant to a_healthy mother ~ 6. Documentation of unmet needs and gaps in service; and

2. Prenatal care coordination services are available as an MA 7- Responsibilities of the recipient.
benefitto recipients who are pregnant, from the beginnini@f () Ongoing cae coodination. 1. In this paragraph, “collater
pregnancyup to the sixty—firstlay after deliveryand who are at als” means anyone who is in direct supportbemtact with the
high risk for adverse pregnancy outcomes. In this subdivisioigcipientduring the pregnancy such as a service provédiamily
“high risk for adverse pregnancy outcome” means that a pregnér@mberthe prospective father or any person acting as a parent,
womanrequires additional prenatal care services and follow—@guardian, a medical professional, a housemate, a seimel
becausef medical or nonmedical factorsiich as psychosocial, sentative or a friend .
behavioral.environmental, educational or nutritional facttirat 2. Ongoing coordination is a covered prenatal care coordina
significantlyincrease her probability of having a low bivtkight  tion service when performday an employee of the agency or-per
baby,a preterm birth or other negative birth outcome. “Low birtgonunder contract tthe agency who serves as care coordinator
weight” means a birth weighess than 2500 grams or 5.5 poundand who is supervised by the qualified professional required
and“preterm birth” means a birth befotiee gestational age of 37 unders. HFS 105.52 (2) (b) 2. The care coordinator shall fol
weeks. The determination of high risk for adverse pregnaney oldgiv—upthe provision of services to ensure that quality service is
comeshall be made by use of the risk assessment tool under paing provided and shall evaluate whether a particular service is
(©). effectively meeting the recipier#t’needs as well @se goals and

(b) Outreach. Outreach is a covergulenatal care coordination objectivesof the care plan. The amount of service provided shall
service.Outreach isctivity which involves implementing strate be commensurate witthe specific risk factors addressed in the
giesfor identifying and informing low—-income pregnant womerplanof care and the overall level of risk. Ongoing cawerdina
who otherwise might not baware of or have access to prenatdion services include:
careand other pregnancy-related services. a. Face-to—face and phone contacts with recipients for the

(c) Risk assessmenA risk assessment afrecipients preg ~ purposeof determining if arranged services have been received
nancy-relatedieeds is a covered prenatal care coordination s@ndare efective. This shall include reassessing needs and-revis
vice. The assessment shall be perforrbgcan employee of the ing the written plan of caref-ace-to-face and phone contact with
certified prenatal care coordination agency or by an employeegsillateralsare included for the purposes of mobilizing services
an agency under contract with thgrenatal care coordination andsupport, advocatingn behalf of a specific eligible recipient,
agencyThe assessment shall be completed in writing and shalliBtorming collateral of client needs and the goals and services spe
reviewedand finalized in dace—to-face contact with the recipi cified in the care plan ancbordinating services specified in the
ent. All assessments performed shall be reviewed by a qualifieareplan. Covered contacts also include prenatal care coerdina
professionalunder s. HFS 105.52 (2) (a). The risk assessmdi@n staf time spent on case-specific $tafis regarding the needs

shall be performed with the risk assessment tool developed @fda specific recipient. All billed contacts with a recipient or a
approvedby the department. collateral and stdings related tothe recipient shall be docu

(d) Care planning. Development of an individualized plan ofmentedin the reC|p|.ent prenatal ca.re coordination f”.ef and
carefor a recipient is a covered prenatal care coordination service b. Recordkeeping documentation necessary arfitisut to
whenperformed by a qualified professional as defined kS maintainadequate records of services provided to the recipient.
105.52 (2) (a), whether that person is an employee of the agefiBjs may include verificatiorof the pregnancyupdating care
or under contract with the agency under s. HFS 105.52 (2). Til@ns,making notes abouhe recipiens compliance with pro
recipient'sindividualized written plan of carghall be developed gramactivities in relation to the care plan, maintaining copies of
with the recipient. The plan shadlentify the recipiens needs and Written correspondenct® and for the recipient, noting of all con
problemsand possible serviceghich will reduce the probability tactswith the recipient and collateral, ascertaining and recording
of the recipient having a preterm birth, low birth weight baby Pregnancyoutcome including the infaistbirth weight and health
other negativebirth outcome. The plan of care shall include aftatusand preparation of required reports. All plan of care-man
possibleneeded services regardless of funding source. Serviceg@gmentctivities shall belocumented in the recipiestrecord
the plan shall be related to the risk factors identified in the asse¥luding the date of service, the person contacted, the purpose
ment.To the maximum extent possible, the developroéatplan andresult of the contaend the amount of time spent. A care eoor
of care shall be done in collaboratinith the fam||y or other sup dination prOVIder shall nOt_ bill for rgcordkeeplng activities if there
portive persons. The plan shall be signed by the recipient and #&sno client contact during the billable month.
employeeresponsible for the developmenttioé plan and shallbe  (f) Health education.Health education, either individually or
reviewedand, ifnecessaryupdated by the employee in consultain a group setting, is a covered prenatal care coordination service
tion with the recipient at least every 60 days. Any updating of tihen provided by an individual who is a qualified professional
planof care shall be in writingnd shall be signed by the recipientunders. HFS 105.52 (2) (a) and who by educatioatdeast one
Theplan of care shall include: yearof work experience has tlexpertise to provide health educa

1. Identification and prioritization of all risks found duringtion. Health education is a covered service if the medical need for

the assessment, with attached copy of the risk assessment undéris identified in the risk assessment and the Stl’ategies and goals

par. (c); for it are part of the care plan to ameliorate a pregnant weman’
2. Identification and prioritization of all services to bellcd)\?vri]rtllg'ed risk factorsin areas including, but not limited to, the-fol

arrangedor the recipient by the care coordinator under (@r2. ) . )
andthe namesf the service providers including medical previd 1. Education and assistance to stop smoking;
ers; 2. Education and assistance to stop alcohol consumption;
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3. Education and assistance to stop usélioit or street (b) Client vocational training;
drugs; (c) Legal advocacy by an attorney or paralegal;

4. Education and assistance to stop potentially dangerougd) Care monitoringnutrition counseling or health education
sexualpractices; not based on a plan of care;

5. Educationon environmental and occupational hazards (e) Care monitoring, nutrition counselig health education
relatedto pregnancy; which is not reasonable and necesstryameliorate identified

6. Lifestyle management consultation; prenatalrisk factors; and

8. Reproductive health education; (f) Transportation.

9. parenting education; and History: Cr. RegisterJune, 1994, No. 462,fe7-1-94.

10. Childbirth education. o HFS 107.36 School-based services. (1) COVERED

(9) Nutrition counseling. Nutrition counseling is a covered sgryices. (a) General. 1. School-based services covered by the
pl’enatalcare Coord|natlon service |f pI’OVIded elther |nd|V|dUa”NA program are services described in this section that are pro
or in a group setting by an individual who is a qualified profesjided by a school district or CESA.
sionalunder s. HFS 105.52) (a) with expertise in nutrition coun 2 The school district or CESA shall ensthatindividuals

selingbased on education or at least one year of work EXPenentio deliver the services, whether employed directly by or under

Nutrition counseling is a covered prenatal care coordination Sepyiract with theschooldistrict or CESA, are licensed under ch.
vice if the medical need for it is identified in the risk assessMedi 3 fians 301 or ch. 441. Stats ’

andthe strategies and goals for it aeat of the care plan to ame 3. Notwithstanding s. HFS 106.13 (intro.) and (1) (), regire

!:?éalt)i? n%rte ﬁ]rgigtdvllg T@Eﬁ{g&'ﬁ%r isk factors in areascluc mentsunder chsHFS 101 to 108 as they relate to school-based
’ ’ ’ services,to the extent consistent with 42 CFR ch, ivay be

1 Weight and_ weight g_qin; . . waivedif they are inconsistent with othfederal education man

2. A biochemical condition such as gestational diabetes; gates.

3. Previous nutrition-related obstetrical complications; 4. Consultation, case monitoring and coordination related to
4. Current nutrition—related obstetrical complications; developmentaltesting under the individuals wittlisabilities

5. Psychological problemsfeéting nutritional status; educationact, 20 USC 140® 1485, are included in the MA—cov

6. Dietary factors #cting nutritional status; and eredservices described in this subsection when an IEP results

from the testing. Consultation, case monitoring and coordination

- Reproductive hlstoryﬁa‘ctlng ”“”'“0“"?" status. for IEP services are also included in the covesedvices
(2) Limitations. (a) Reimbursement for risk assessment afhscribedn this subsection.

g:‘éﬁ;g?g?gg;?erﬁ?geef L;zjlrr;gsngi”c;)e limited to no more thag (b) Speech,anguage, hearing and audiological services.
. ; ) Speechlanguage, hearing araidiological services for a recipi

(b) Reimbursement of a provider for on—-going prene&® ent with a speech, language hearing disorder that adversely
coordination and health educatiandnutrition counseling pro  afectsthe individuals functioning are covered school-based ser
videdto a recipient shall be limited to one claim for each recipiepices. These services include evaluation and testing to determine
per month and only if the provider has had contact with the fecigie individual's need for the serviceecommendations for a
entduring the month for which services are billed. courseof treatment and treatment. The services may be delivered

(c) Prenatal careoordination is available to a recipient residto an individual or to a group of 2 to 7 individuals. The services
ing in an intermediate care facility or skilled nursfagility or as  shallbe performed by or under the direction of a speechaamnd
aninpatient in a hospital only to the extent that it is not includegliagepathologisticensed by the department of public instruction
in the usual reimbursement to the facility unders. Pl 3.35 or by an audiologist licensed by department

(d) Reimbursement of a provider for prenatal care coordinaf public instruction under s. Pl 3.355, and shall be identified in
tion services provided to a recipient after delivery shall only be recipients IER
madeif that providerprovided prenatal care coordination services (c) Occupational therapgervices.Occupational therapy ser
to that recipient before the delivery viceswhich identify treat, or compensafer medical problems

(e) A prenatal care coordination service provisleall not ter that interferewith age—appropriate functional performance are
minateprovision of services to a recipient it has agreed to provideveredschool-based services. Thesvices include evalua
servicedfor during the recipiens’ pregnancy unless thecipient tion to determine the individual'needor occupational therapy
initiates or agrees to the termination. If services are terminategcommendation$or a course of treatment, and rehabilitative,
prior to delivery of the child, the termination shall be documenteittive or restorative treatment services. The services beay
in writing and the recipient shadign the statement to indicatedeliveredto an individual or to a group of 2 to 7 individuals. The
agreementlf the provider cannot contact a recipient in ortter servicesshall be performed by or under the direction of an occupa
obtaina signature fothe termination of services, the provider willtional therapist licensed by the department of pulsigtruction
documentall attempts to contact the recipient through telephongders. Pl 3.36 and shall be identified in the recipetER
logs and certified mail. (d) Physical therapy services?hysical therapy servicagich

() Reimbursement for prenatal care coordination servicitentify, treat, or compensate for medical problemscaneered
shall be limited to a maximum amount per pregnancestab school-basedservices. These services include evaluation to

~

lishedby the department. determinethe individuals need for physical therapgcommen
(3) NON-COVEREDSERVICES. Services not covered as prenatajationsfor a course of treatment, and therapeutic exereisds
carecoordination services are the following: rehabilitativeprocedures. The services may be delivereanto

; ; ; - individual or to a group of 2 to 7 individuals. The services shall
@) D!agnos!s and treatment, |nclud|ng. . be performed by or under theirection of a physical therapist
1. Diagnosis of a physical or mental iliness; licensedby the department of public instruction under s. Pl 3.37
2. Follow-up of clinical symptoms; andshall be prescribed by a physician when required byhis
3. Administration of medications; and cal therapists diliated credentialing board and identified in the
4. Any other professional serviaexcept nutrition counseling recipient'siEP
or health education, which is a covered service by an MA certified (€) Nursing servicesProfessional nursing services relevant
or certifiable provider under this chapter; to the recipients medical needs are covered school-based ser
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vices. These servicemclude evaluation and management seif the need for the equipment is identified in the recipgdafR the
vices, including screens and referrals for treatmentheélth equipments recipient-specific, the equipment is not duplicative
needs; treatment; medication management; and explanatiooBequipment the recipient currently owns and the equipment is for
given of treatments, therapies and physimamental conditions the recipients use at school and home. Only durable medical
to family members or schodistrict or CESA stdf The services equipmentrelated to speech-language patholquyysical ther
shallbeperformed by a registered nurse licensed under s. 441.8fy or occupational therapy will be covered under the school
Stats. or a licensed practical nurse licensed ursddd1.10, Stats., basedservices benefit. Thecipient, not the school district or the
or be delegated under nursing protoqmlssuant to ch. N 6. The CESA, shall own the equipment.

servicesshall be prescribed or referred by a physician or an (2) LimiTaTions.. (a) Age limit. School-based services may
advancecpractice nurse as defined under s. N 8.02 (1) with prgnly be provided to MA-eligible recipients between 3 and 21
scribingauthority granted under s. 441.16 (2), Stats., and shall\gearsof age, or fothe school term during which an MA-eligible
identifiedin the recipient IEP recipientbecomes 21 years of age.

(f) Psychologicalcounseling and social work serviceBsy (b) Medically necessarySchool-based serviceball be med
chological counseling and social work servicedevant to the ically necessary|n this paragraph “medically necessary” has the

recipient’s mental health needs with the intent to reaso”ab%eaningprescribed in s. HFS 101.03 (96m) and in additi@ans
improvethe recipient functioning are covered school-based segegryiceghat:

vices. These services include testirgsessment and evaluation . .
that appraise cognitive, emotional and social functioning ar:rg 1t lldentliy treiat, mﬁna_gelodr_ adt()j_lr_?s.s a medical problem or a
self-concepttherapy or treatment that plans, manages and p ental, em.o |on.af or_p ysical disability;

videsa program of psychological counseling or social work ser 2. Are identified in an IEP;

vicesto individuals with psychological or behaviogoblems; 3. Are necessary for a recipient to benefit from special educa
andcrisis intervention. The services may be delivéoegh indi  tion, as defined in s. PI 3.01 (36); and

vidual or to a group of 2 to 10 in_dividuals. The services shall be 4. Are referred or prescribed by a physiciradvanced prac
performedby a schoopsychologist, school counselor or schoolice nurse, as defined under s. N 8.02 (1), with prescribing author
social worker licensed by the department of pulifistruction ity granted under s. 441.16 (2), Stats., whapspropriate, or a
underch. PI 3. The services shall be identified in the individualpsychologistwhere appropriate.

IEP. . (3) NOoN-COVEREDSERVICES.. Services not covered as school-
e amepenatesng B sesesmets e O ecsecesas e lowr:

with disabilities education act (IDEA), 20 USC 1400 to 1485, are (@) Art, musm and recrgatlonal theraples, .
coveredschool-based services when an IEP results. These serP) Serviceshat are strictly educational, vocational or pre—
vicesinclude evaluations, tests and related activities that are pépcationalin nature, or that are otherwise without a defined medi
formed to determine if motpspeechlanguage or psychological ¢al component;

problemsexist, or to detect developmental lags for the determina (c) Services that are not in the recipisiEP or IFSP;

tion of eligibility under IDEA. The services are also covered (d) Services performed by a provider not specifically certified
whenperformed by @herapist, psychologist, social workeourr  ynders. HFS 105.53;

seloror nurse licensed by the department of public instruction ; ; P

underch. Pl 3, as part of their respective duties. (f) SGefngraI (l:lassroom instruction and programming;
(h) Transportation. Transportation services provided to indi (f) Staf deve Opm‘?“t'

viduals who require special transportation accommodations are () In—school services to school étafd parents;

coveredschool-based services if the recipient receives a school-(h) General research and evaluation of tifectizeness of

basedservice other than transportation on the day transportat@hoolprograms;

is provided. These services include transportation from thetecipi (i) Administration or coordination of gifted and talented-pro

ent's home to and frorechoolon the same day if the school-basegramsor student assistance programs;

serviceis provided in the school, and transportation from school () Kindewarten or other routine screening provided free of

to a service site and back to school or hafrike school-based hargeunless resulting in an IEP or IFSP referral:

serviceis provided at @on—school location, such as at a hospita?. . o ’

Transportatiorshall be performed by a school district, CESA or (k) Diapering; _

contractedprovider Theservice shall be included in the IEFhe (L) Durable medical equipment covered under s. HFS 107.24;

coveredservice that the recipientiisansported to and from shalland

meetMA requirements for that service under ch. HFS 105tlaisd (m) Non-medical feeding.
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(i) Durable medical equipmenDurable medical equipment ;25602 No. 5540R 03-033: am. (1) () 4., (b) to (), (2) (@) and (b) 2. Register
except equipment covered in s. HFS 107.24 is a covered senng&mber2003 No. 576, eff. 1-1-04
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