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‘HF$107.01 Genera! statement of coverage. (1) The
department shall reimburse providers for medically necessary and
appropriate health care services listed in ss, 49.46 (2) and 49.47
(6) (a), Stats., when provided to currently ellglble medical assis-
tance recipients, including emergency services provided by per-
sons or institutions not currently certified. The department shall
also reimburse providers ceriified to provide case management
services as defined'in s. HFS 107.32 to eligible recipients.

{2) Services provided by a student during a practlcum are
rermbursable under the following conditions:

(a) The services meet the requirements of this chapter;

(b) Reimbursement for the services is not reflected in prospec-
tive payments to the hospital, skilled nursing facility or intermedi-
ate care facility at which the student is providing the services;

(c) The student does not bill and is not relmbursed dlrectly for
his or her services; -

{d} The student provrdes gervices under the direct, 1mmed1ate
on-premises supervision of a certified provider; and

{e) The supemsor documents in writing all. servrces provrded
by the student. '

History! Cr. Register, February, 1986 No. 362 eff. 3-1-86; am. (1), Reglster,
February, 1988, No. 386, eff. 3-1-88.

HFS 107.02 General ilmitations. (1) PAYMENT. {a) The
department shall reject payment for claims which fail to meet pro-
gram requirements. However, claims rejected for this reason may
be eligible for reimbursement if, upon resubmission, a!l program
requirements are met. . :

(b) Medical assistance shall pay the deducuble and coinsu-
rance amounts for services provided under this chapter which are
not paid by medicare under 42 USC 1395 to 1395zz, and shall pay
the monthly premiums under 42 USC 1395v. Payment of the coin-
surance amount for a service under medicare part B, 42 USC
1395 to 1395w, may not exceed the allowable charge for this ser-
vice under MA minus the medicare payment, effectlve for dates
of service on or after July 1, 1988, .

{2} NoN-REIMBURSABLE SERVICES. The department may reject
payment for & service which ordinarily would be covered if the
service-fails to meet program requrrements Non—rermbursable
services include: :

(a) -Services which fail to comply with program pohc;es or
state and federal statutes, rules and regulations, for instance, ster-
ilizations performed without following proper informed consent
procedures, or controlied substances prescnbed or dispensed itle-
gally, ‘

“{b} Services which the department, the PRO review process or
the department fiscal agent s professional consultants determine
16 be miedically unnecessary, inappropriate, in excess of accepted
standards ‘of reasonableness or less costly alternatwe servrces, or
of excessive frequency or duration; '

(¢) Non-emergency semces provrded by a person who is not
a certified prov;der'

(d) Services provrded to recrpxents who were not eligible on
the date of the service, except as provided under a prepaid health
plan or HMO;

(e) Services for which records or:other documentatmn were
not prepared or maintained, as required under s. HFS 106, 02 (9%

() Services provided by a provider who fails or refuses to pre-
pare or maintain records or other documentatlon as requrred under
s. HFS 106.02 (9);

{g) Services provided by a provider who fails or refuses to pro-
vide access to records as required under s. HES 106.02 (9 (e) 4;

(h) Services for which the provider failed to meet any or all of
the requirements of s. HES 106.03, including but not limited to the
requirements regarding timely submission of claims;

(i} Services provided inconsistent with an intermediate sanc-
tion or sanctions 1rnposed by the department under s, HES 106.08;
and '

) Services provided by ] provuier who falls orrefuses to meet
and maintain any of the certification requlrements under ch. HES
105 applicable to that provider.

(2m) SERVICES REQUIRING A PHYSICIAN'S ORDER OR PRESCRIP-
TION, (a) The following services require a physician’s order or
prescription to be covered under MA:

1. Skilled nursing services provided in a nursing home-
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2. Intermediate care services provided in a nursing home;
3. Home health care services;
4. Independent nursing services;

5. Respiratory care services for venulator-dependent recipi-
ents;

6. Physical and occupational therapy services;

7. Mental health and alcohol and other drug abuse (AODA)
services;

8. Speech pathology and audmlogy services;

9. Medical supplies and equipment, including rental of ﬂura-
ble eqmpment but not hearing aid batteries, hearmg aid accesso-
ries of repairs;

10. DPrugs, except when prescribed by a nurse practitioner
under s. HFS 107.122, or a podiatrist under 5. HFS 107.14;

11. Prosthetic devices;’
' 12. Laboratory, diagnostic, radiology and i xmagmg test ser-
vices; .
13, Inpatient hospital services;
14, Outpatient hospital services;
15. Inpatient hospltal IMD servxces,
16. Hearing aids; :
18. Hospital private room accommodations;
19. Personal care services; and ‘
20. Hospice services.

(b) Except as otherwise provided in federal or state statutes,
regulations or rules, a prescription or order shall be in writing or
be given orally and later be reduced to writing by the provider fill-
ing the prescription or order, and shall include the date of the pre-
scription or order, the name and address of the prescriber, the pre-
scriber’s MA provider number, the name and address of the
recipient, the recipient’s MA eligibility number, an evaluation of
the service to be provided, the estimated length of time required,
the brand of drug or drug product equivalent medically required
and the prescriber’s signature. For hospltal patients and nursing
home patients, orders shall be entered info the medjcal and nurs-
ing charts and shall include the information required by this para-
graph, Services prescribed or ordered shail be prowded withinone
year of the date of the prescription. .

(¢) A prescription for specialized transportatmn services for a
recipient not declared Iegally blind or not determined to be perma-
nently disabled shall include an explanatmn of the reason the
recipient is unable to travel in a private automobile, or a taxicab,
bus or other common carrier. The prescnpnon shall specify the
length of time for which the recipient shall reqmre the specialized
transportation, which may not exceed 80 days.” ~ -

(3) PRIOR AUTHORIZATION. (a) Procedures for prior autho-
rization. The department may require prior authorization for cov-
ered services. In addition to services designated for prior autho-
rization under each service category in this chapter, the
depariment may require prior authorization for any other covered
service for any reason listed in par. (b}, The department shall
notify in writing all affected providers of any additional services
for which it has decided to require prior authorization, The depart-
mentor its fiscal agent shall act on 95% of requests for prior autho-
rization within 10 working days and on 100% of requests for prior
authorization within 20 working days from the receipt of all
information necessary to make the determination. The department
or its fiscal agent shall make & reasonable attempt to obtain from
the provider the information necessary for timely prior authoriza-
tion decisions. When prior authorization decisions are delayed
due to the department’s need to seek further information from the
provider, the recipient shall be notified by the provlder of the rea-
son for the delay.

(b) Reasons for prior authar:zarmn Reasons for prior autho-
rization are: :
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1. To safegnard againstunnecessary or inappropriate care and
services;

2, To safeguard against excess payments;

"3, To assess the quality and timeliness of services;

4, To determine if less expensive alternative care, services or
supplies are usable;

5. To promote the most effective and appropriate use of ava.d~
able services and facilities; and

6. To curtail misutilization practices of providers and rec1p1-
enis.

(c) Penaity for nqn—camplrance. If prior authorization is not
requested and obtained before a service requiring prior authoriza-
ton is provided, reimbursement shall not be made except in
extraordinary circumstances such as emergency cases where the
department has given verbal authorization for a service, =

(d) Required information. A request for prior authorization
submitted to the department or its fiscal agent shall, unless other-
wise specified in chs. HFS 101 to 108, identify at a minimum:

1. The name, address and MA number of the rec1p1ent for
whom the service or item is requested;

2. The name and provider rumber of the pmwder who w:ll
perform the service requested;

3. The person or provider requestmg prior authorization;

4. The attending physician’s or dentist’s diagnosis including,
where applicable, the degree of impairment;

5. A description of the service being requested, including the
procedure code, the amount of time mvolved and dollar amount
where appropnate, and U0

6. Justification for the prowsmn of the service. =

(¢) Departinental review criteria. In detenmnmg whether to
approve or :disapprove ‘a request for: pnor authonzatlon, the
department shall consider: : ;

-1, The medical necessnty of the service; Lo

2, The appropnateness of the servu:e,

3 The cost of the service; ‘

4. The frequency of furnishing the semce, _

5. The quality and timeliness of the service; - -

6. The extent to which Iess expenswe aItematwe services are
available;

7. The effective and appropnate use of ava;]able services;

8. The misutilization practices of providers and recipients;

- 9. The limitations imposed by pertinent federal or state stat-
utes, rules, regulations or interpretations, 1ncludmg medicare, or
private insurance guidelines; |

10. The need to ensure that there is closer professmnal scru-
tiny for care which is of unacceptable quality;

11. "The flagrant or continuing disregard of established state
and federal policies, standards, fees or procedures; and |

12. The professional acceptability of unproven or experimen-
tal care, as determined by consultants to the department.

(D Professional consultants. The department or its fiscal agent
may use the services of qualiﬁed professional consultants in deter-
mmmg whether requests for prior authorization rneet the cn!cna
in par. (e).

(g) Authorization not transferable. Prior authorlzaiion, oice
granted, may not be transferred to another recipient or to another
provider. In certain cases the department may allow muliiple ser-
vices to be divided among non-billing providers-certified under
one bilting provider. For example, prior authorization for 15 visits
for occupational therapy may be performed by more than one ther-
apist working for the billing provider for whom prior authoriza-
tion was granted. In emergency circumstances the servme may be
provided by a different provider,

(h) Medical opinion reports. Medical evaluations and wntten
medicat opinions used in establishing a claim in-a tort action
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against a third party may be covered services if they are prior-au-
thorized. Prior authorization shall be issued onty where:

1. Arecipient has sustained personal injuries requiring medi-
cal or other health care services as a result of i mjury, damage or a
wrongful act caused by another person;

2. Services for these injuries are cevered under the MA pro-
gram,;

3. The recipient or the recipient’s representatwe has initiated
or will initiate a claim or tort action against the negligent third

party, joining the department in the action as prowded under &
49.65, Stats.; and

4. The recipient or the recipient’s representative agrees in
writing to reimburse the program in whole for all payments made
for the prior—authorized services from the proceeds of any judg-
ment, award, determination or settlement on the rec;plent s claim
or action.

(i) Significace of prior auﬂzor;zatran’ approval. 1. Approval
or modification by the depariment or its fiscal agent of a prior
autfiorization request, including any subsequent amendments,
extensions, renewals, or reconsideration requests:

a. Shall not relieve the provider of responsibility to meet all
requirements of federal and state statutes and regulations, pro-
vider handbooks and provider bulletins;

b. Shal not constitute a guarantee or promise of payment, in
whole or in part, with respect {o any claim submitted under the
prior authorization; and

c. Shali not be constmed to constitute, in whole or in part; a
discretionary waiver or variance under 8. HFS 106.13.

2. Subject to the applicable terms of reimbursement issued by
the department, covered services provided consistent with a prior
authorization, as approved or modified by the department or 1ts
fiscal agent, are reimbursable provided:

a. The provider’s approved or modified prior authorization
request and supporting information, including all subsequent
amendments, renewals and reconsideration requests, 1s truthful
and accurate,

b. The provider’s approved or modified prior authorization
request and supporting information, including all subscquent
amendments, extensions, renewals and reconsideration requests,
completely and accurately reveals all facts pertinent to the recipi-
ent’s case and to the review process and criteria provided under 8.
HFS 107.02 (3);

¢. The provider complies with all requxrements of apphcable
state and federal statutes, the terms and conditions of the applica-
ble provider agreement pursuant to s. 49.45 (2) (a) 9., Stats,, all
applicable requirements of chs, HFS 101 to 108, including butnot
limited to the requirements of ss, HES 106.02, 106.03, 107.02, and
107.03, and all applicable prior authorization procedural instruc-
tions issued by the department under s. HES 108.02 (4);

d. The recipient is MA eligible on the date of service; and

e. The provider is MA certified and qualiﬁed to pr0v1de the
service on the date of the service.

{4} CostsHARING, {(a) General policy. The department shall
establish cost-sharing provisions for MA recipients, pursuant to
s. 49,45 (18), Stats. Cost—sharing requirements for providers are
described under s. HES 106.04 (2), and services and recipients
exempted from cost—sharing requirements are listed under s, HSS
104.01 (12} (a).

{b) Notification of apphcab!e services and raies. All services
for which cost-sharing is applicable shall be identified by the
department to all recipients and providers prior to enforcement of
the provisions.

{d) Limitation on copayments for prescription drugs. Provid-
ers may not collect copayments in excess of 35 a month from.a

HFS 107.03

recipient for prescription drugs if the recipient uses one pharmacy
or pharmacist as his or her sole provider of prescription drags.

- History: Cr. Register, Pebruary, 1986, No, 362, eff. 3-1-86; r. and recr, (1) and
am. (14) (c) 12. and 13., Register, Fcbruary, 1988, No. 386, eff, 3-1-88; cr. (1) (c)
14,, Register, April, 1988 No, 388, eff. 7-1-88; 1. andrdcr. (4)(0) Register, Decem-
be:-, 1988, No, 396, eff. 1--1-8%; emerg. am. (4)(a),r (4) {c), eff. 1-1-90; am. (4} (a)
t, {4) (c), Register, September, 1990, No, 417, eff, 10-1-90; am, ( )(b),r (3 (e,
renum. (2) {d} and (¢} to be (2) (c) and (d), cr. (2m), Register, September, 1991, No.
429, eff. 10-1-91; emerg, co. (3 (1), off. 7-1-92; am. (2) (c) and (d), cr. (2} () to (])
and (3) (i), Regtstcr February, 1993, No. 446, eff, 3-1-93; 1. (2m) () 17., Register,
November, 1994, No, 467, eff. 12-1 -94 am.(Z) {a), Register, January, 199‘1’ No.
493, eff, 2-1-97.

HFS 107.03 :Services not covered The followmg ser-
vices are not covered services under MA:

(1) Charges for telephone calls;
(2) Charges for missed appointments;
(3) Sales tax on items for resale;

{4) Services provided by a pamcular prov1der that are consid-
ered experimental in nature;

{5) Procedures considered by the department to be ‘obsolete,
inaccurate, unreliable, ineffectual, unnecessary, :mpmdent or
superfluous;

{6) Personal comfort items, such as radios, television séts and
telephones, which do not contnbute meanmgfully to the treatment
of an illness;

{7} Alcoholic beverages, even 1f prescribed for remedml or
therapeutic reasons;’
{8) Autopsies; : _

*(8) Any service requiring prior authorization for which prior
authorization is denied, or for which prior authorization was not
obtained prior to the provision of the semce exceptin emergency
cxrcumslances,

(10) Services subject to review and approval pursuant to s,
150.21, Stats,, but which have not yet received approval;

(11) Psychiatric exammatlons and evaluations ordered by a
court following a person’s conviction of a crime, pursuant to s.
972.15, Stats.;

(12) Consultations between or among providers, except as
specified in s, HFS 107.06 (4} (e); .

" (13) Medical services for adult inmates of the correctlonal
institutions listed in 5. 53.01, Stats.;-

(14) Medical services for achild placed in a detention facility;

(15) Bxpenditures for any service to an individual who is an
inmate of a public institution or for any service to a person 21 to
64 years of age who is a resident of an institution for mental dis-
eases (IMD), unless the person is 21 years of age, was a resident
of the IMD immediately prior to turning 21 and has been continu-
ously a resident since then, except that expenditures for a service
to an individual on convalescent leave from an IMD may be reim-
bursed by MA.

{16) Services provided to tecipients when outsnde the United
States, except Canada or Mexico;’

(17) Separate charges for the time involved in compietmg
necessary forms, claims or reports;

(18) Services provided by a hospital or professmnai services
provided to a hospital inpatient are not covered services unleéss
billed separately as hospital services under s, HFS 107.08 or
107.13 (1) or as professional services under the appropriate pro-’
vider type. No recipient may be bl].lcd for these services as non—
covered;

{19) Services, drugs and items that are provided for the pur-
pose of enhancing the prospects of fertility i in males or females,
including but not limited to the following:.,

(a) Artificial insemination, including but not limited to 1ntra—
cervical and intra—uterine insemination;

(b) Infertility counseling;
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{c) Infertility testing, including but notlimited to tubal patency.
semen analysis ot sperm evaluation;

(d) Reversal of female sterilization, including but not fimlted
to tubouterine 1mplantat1un, tubotubal anastomoses or fimbrio-
plasty, :

(e) Fertmty—enhancmg drugs used for the treatment of infertil-
y; .

- Reversal of vasectoniies;

{g) Office visits, consultations and other encounters to enhance
the prospects of fertility; and

(h) Other fertility-enhancing services and items;

(20) Surrogate parenting and related services, including but
not limited to artificial insemination and subsequent obstetrical
care, . R

(21) Ear lobe repair;

(22) Tawoo removal;

(23) Drugs, mcIudmg hormone _therapy, assocmted with
transsexual surgery or medically unnecessary alteration of sexual
anatomy or characteristics;

(24) Transsexual surgery;

(25) Impotence devices and services, including but not Em-
ited to penile prostheses and external devices and to insertion sur-
gery and ofher related services; and

(26) Testicular prosthesis. .

History: Cr. Register, February, 1986, No. 362, cff 3-1-86; emerg. . and Iecr.
{15), eff, 8-1-88; 1, and recr. (lS),Reglsier, December, 1988, No. 396, eff. 1-1-89,
emerg. am. (IS), eff. 6-1-89; am. (15), Register, Febroary, 1990, No, 410, eff,
3-1-90; am, {10, {12), (16} and (7, c1. (18), Register, Septembes, 1951, No. 429,

cg‘ &1*91 ant, (17} and (18). Cr. (19) to (26), Regisler,Jlnuary, 1997 l\o 493,
P 07..

"HFS 107.035 Deflnition and identification of exper-
imental services. (1) DerNITION. “Expenmental in nature,”
asused in s. HES 107.03 (4) and this séction, means a service, pro-
cedure or tréatment provided by a particular provider which the
department has determined under sub: {2) not to be a proven and
effectivée treatment for the condition for which it is 1ntcnded or
used.

(2) DePARTMENTAL REVIEW. In assessing whether a service
provided by a particular provider is experimental in nature, the
department shall consider whether the service is a proven and
effective treatment for the condition which it is intended or used,
as evidenced by:

(a) The current and historical Judgment of the medlcal commu-
nity as evidenced by medical research, studies, journals or trea-
tises; '

{b) The extent to whwh medlcare and pmrate hea]th insurers
recognize and provide coverage for the service;

- {¢} The current judgment of experts and specialists in the medi--

cal specialty area or areas in which the service is applicable or
used; and

(d) . The judgment of the MA medical audit committee of the
state medical society of Wisconsin or the judgment of any other
committee which may be under contract with the department to
perform health care services review within the meaning of s,
146.37, Stats.

(3) ExcLusioN or COVERAGE Ifon the basis of its review the
department determines that a pamcular service provided by a par-
ticular provider is expenmental in nature and should therefore be

denied MA coverage in whole or in part, the department shall send

wrilten notice to physicians or other affected certified providers
who have requested reimbursement for the provision of the exper-
imental service. The notice shall identify the service, the basis for
its exclusion from MA coverage and the specific circumstances,
if any, under which coverage will or may be provided.

{4) Review OF EXCLUSION FROM COVERAGE. At least once a
year following a determination under sub. (3); the department
shall reassess services previously designated as experimental to
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ascertain whether the services have advanced through the
research and experimental stage to become established as proven
and effective means of treatment for the particular condition or
conditions for which they are designed. If the department con-
cludes that a service should no longer be considered experimental,
written notice of that determination shall be given to the affected
providers. That notice shall identify the extent to which MA cov-
erage will be recognized.
History: Cr. Register,Pebruaxy, 1986, No. 362, eff, 3-1-§6.

HFS 107.04 Coverage of out—of-state services, All
non-emergency out-of-state services require prior authorization,
except where the provider has been granted bnrder status pursuant
tos. HSS 10548,

History: Cr. Register, February, 1986, No. 362.eff. 3-1-86,

HFS 107.056 Coverage of emergency services pro-
vided by a person not a certified provider, Emergency ser-
vices necessary to prevent the death or serious impairment of the
health of arecipient shall be covered services even if provided by
a person not a certified provider. A person who is not'a certified
provider shall submit documentation to the department to justify
provision of emergency services, according to the procedures out-
lined in s: HFS 105.03. The appropriate consultant to the depart-
ment shall determine whether a service wasan emergcncy servwe

History: Cr. Register, February, 1986, No, 362, ff, 3-1-86. :

HFS 107.06 Physwlan services. (1) COVERED SER-
VICES. Physwlan services covered by the MA program are, except
as otherwise limited in this chapter, any medically necessary diag-
nostic, preventive, therapeutic, rehabilitative or palliative ser-
vices provided in a physician’s office, in a hospital, in a nursing
home, in a recipient’s residence or elsewhere, and performed by
orunider the direct, on-premises supervision of a physician within
the scope of the practice of medicine and surgery as defined in s.
448.01 (9), Stats. These services shall be in conformity with gen-
eraily accepted good medical practice.

{2) Services REQUIRING PRIOR AUTHORIZATION. The followmg
physm:an services require prior authorization in order to be cov-
ered under the MA program:

(a) - All covered physician services if provided out—of-state
under non-emergency circumstances by a provider who does not
have border status. Transportation to and from these services shall
also require prior authorization, which shall be obtamed by the
transportation provider;

(b) Allmedical, surgical, or psychiatn‘c services aimed speciﬁ-
cally at weight control or reduction, and procedures to reverse the
result of these services; -

* () Surgical or other medical procedures of questlonable. medi-
cal necessity but deemed advisable in order to correct conditions
that may reasonably be assumed to significantly interfere with a
recipient’s personal or social adjustment or employability, ‘an
example of which is cosmetic surgery;

(d) Prescriptions for those drugs listed in s HFS 107.10 (2);

{e) Lxgatmn of mtemal mammary arteries, unilateral or bilat-
eral;

(f) Omentopexy for estabhshmg collaterat ctrculallon in portal
obstruction;

{g) 1. Kidney decapsulatlon umlateral and bllateral

2. Perirenal insufffation; and - -~ - -
3. Nephropexy: fixation or suspension of kidney (mdepen-
dent procedure), unilateral;

(h) Female circumcision;

(i} Hysterotomy, non-obstetrical or vaginal;

“{j) Supracervical hysterectomy, that is, subtotal hysterectomy,
with or without removal of tubes or ovaries or both tubes and ova-
ries;

(k) Uterine suspension, with or without presacral sympathec-
fomy;
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(1) Ligation of thyroid arteries as an independent procedure;
{m) Hypogastrtc or presacral neurectcmy as an independent
procedure;

(n) 1. Fascia lata by stripper when used as treatment for lower
back pain;

- 2. Pascia lata by incision and area exposure, with removal of
sheet, when used as treatmeiit for lower back pain;:

(o) Ligation of femoral vein, unilateral and bilateral, when
used as treatment for post-phlebitic syndrome;

(p) Excision of carotid body tumor without excision of carotid
artery, or with exc1snon of carotid artery, when used as treatment
for asthma;

(q) Sympathectomy, thoracolumbar or lumbar, unilateral or
bilateral, when used as treatment for hyperteénsion;

(r) Splanchnicectomy, unilaieral or bilateral, when used as
treatment for hypertension;

(s) Bronchoscopy with injection of contrast medium for bron-
chography or with injection of radioactive substance; -

" (£) Basal metabolic rate (BMR); '
-(u) Protein bound iodine (PBI);

{v) Ballistocardiogram; .

(w) Icterus index; : :
“(x) Phonocardiogram with interpretation and report, and with
indirect carotid artery tracings or similar study; -

(y) 1. Angmcardtography. tthzmg COZ method, supervision
and interpretation only;

2. Angzocardmgraphy, ‘either single ple_me, supervision and
mterpretatlon in conjunction with cmeradxography or multi-
plane, superwsmn and interpretation in conjunction with cinera-
diography;

(zy 1. Aﬁgiography — coronary: unilateral, selective injec-
tion, superv151on and mterpretauon only, smgle vnew unless emer-
gency;

2. Angiography — extretmty unilateral, superv;smn and
mterpretatwn only, smgle view unless emergency;

(zay 'Fabric wrapping of abdominal aneurysm;

(zb) 1. Mammoplasty, reduction or repositioning, one-stage
— bilateral;

2, Mammoplasty, reductlon or reposmomng, lwo—stage —

- bilateral;

3. Mammoplasty augmentatton umlateral and bﬂateral

. 4, Breast reconstruction and reduction. :

(zc) Rhinoplasty;

- {zd) Cingulotomy;-

(z¢) Dermabrasion;

- {zf) Lipectomy;

(zg) Mandibular osteotomy;

(zh) Excision or surgical planning for rhlnophyma. )

(zi) Rhytidectomy; '

(zj) Constructing an artificial vagina;

(zk) Repair blepharoptosis, lid retraction; _

(z1) Any other procedure notidentified in the phystclans cu_r_-
rent procedural terminolegy”, fourth edition, published by the
American medical association;

t 1)

Note: The referenced publication is on file and hay be reviewed in the déparb '

ment's bureau of health care financing. Intercsted persons may oblain acopy by writ-
ing Amcrican Medical Assocmnen, 535 N, Dea:bom Avenue, Chicago, IHinols
60610.

(2111) Transplants;
1. Heart;

. Pancreas;

. Bone marrow;

. Liver;

. Heart-lung; and

BT W - S ]
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6. Lung
Note: For more information about prior authonzauon, seq s, HES 107.02 (3).
(zn) Drugs identified by the depariment that are sometimes
used to enhance the prospects of fertility in males or females,
when proposed to be used for treatment ofa non—femhty related
condition;

fzo) Drugs identified by thé department that are sometimes
used to treat impotence, when proposed to bé used for treatment
ofa nonuimpotence related condition;

(3) LIMITATIONS ON STERILIZATION. (a) Conditions for cover'
age. Sterilization is covered only if:

1. The individual is at least 21 years old at the time consent
is obtained;

2. The individual has not been declared mentally mcompetent
by a federal, state or local court of competent jurisdiction to con-
sent to sterilization;

3, The individual has voluntanly glven informed consent in
accordance with all the requuements prescnbed in subd. 4. and
par. (d); and

4, Atleast 30 days, but not more than 180 days, have passed
between the date of informed consent and the date of the steriliza-
tion, except in the case of premature delivery or emergency
abdominal surgery. An individual may be sterilized at the time of
a premature delivery or emezgency abdominal surgery if at least
72 hours have passed since he or she gave informed consent for
the sterilization, In the case of premature delivery, the informed
consent must have been given atleast 30 days before the expected
date of delivery.

(b) Sterilization by hysterectomy, 1. A hysterectomy per-
formed solely for the purpose of rendering an individual perma-
nently incapable of reproducing or which would not have been
performed except to render the individual permanently incapable
of reproducing is a covered gervice only if:

a.. The person who secured authorization to perform the hys- -
terectorny has informed the Individual and her representative, if
any, orally and in writing, that the hysterectomy will render the
individual permanently mcapable of reproducing; and

b. The individual or her representative, if any, has signed and
dated a written acknowledgment of receipt of that information
prior to the hysterectomy being performed.

2. Ahysterectomy may bea covered serv1ce ifit is performed
on an individual;

a. Already sterile prior to the hyst'erectomy and whose physi-
cian has provided written documentation, including a statement of
the reason for sterility, with the claim form; or

b. Requiring a hysterectomy dueto a ljfe—threatemng situa-
tion in which the physician determines that prior acknowledgment
is not possibie The physician performing the operation shall pro-
vide written documentation, including a clear description of the

nature of the emergency, with the claim form.

Note: Documentztion may inctude an operative n0te, or the patient’s medlcal his-
tory and report of physical examination conducted prior to the surgery.

3. If a hysterectomy was performed for a reason stated under
subd. 1. or 2. during a period of the individual's retroactive eligi-
bility for MA-under s. HES 103,08, the hysterectomy shall be cov-
ered if the physician who performed the hysterectomy certifies in
writing that: ‘

a. The individual was informed before the operation that the
hysterectorny would make her permanently incapable of repro-
ducing; or

b. The condition in subd: 2. was met. The physwlan shall sup-
ply the information specified in subd. 2.

(¢} Documentation. Before reimbursement will be made for
a sterilization or hysterectomy, the department shall be given doc-
umentation showing that the requirements of this subsection were
met. ‘This documentation shall include a consent form, an
acknowledgment of receipt of hysterectomy information or a phy-
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sician’s certification form for a hysterectomy performed without
prior acknowledgment of receipt of hysterectomy information.
Note: Copics of the consent form and the physician®s certification form are repro-
duced in the Wisconsin medical assistance physician provider handbook.
(d) Infanned consent. For purposes of this subsection, an indi-
vidual has given informed consent only if:

1. The person who obtained consent for the stenllzatlon pro-
cedure offered to answer any questions the individual to be steril-
ized may have had concerning the procedure, provided a copy of
the consent form and provided orally all of the following informa-
tion or advice to the individual to be sterilized:

a. Advice that the individual is free to withhold or wlthdraw

consent to the procedure at any time before the sterilization with-

out affecting the right to future care or treatment and without loss
or withdrawal of any federally funded program benefits to which
the individual might be otherwise entitled;

b. A description of available alternative methods of famlly
planning and birth control;’

c. Information that the sterilization proccdure is considered
to be irreversible;

d, A thorough explanauon of the specific sterilization proce-
dure to be performed;.

e.. A full description of the d;scomforts and risks that may
accompany or follow the performing of the procedure, including
an explanation. of the type and possﬂ)le effects of any anesthetic
{0 be used;

. {. A full description of the benefits or advantages that may be
expected as a result of the sterilization; and

g. Advice that the sterilization will not be performed for at
least 30 days, except under the circuinstances specified in par. (a)

2. Suitable arrangements were made to ensure that the
_ information specified in subd. 1. was effectively communicated
to any individual who is blind, deaf, or othérwise handicapped;
3. Aninterpreter was prowdedlf the individual to be sterilized
did not understand the language used on the consent form or the
language used by the person obtaining consent; .
“ 4, The individual to be sterilized was permitted to have a wit-
ness Of his or her choice present when consent was obtained;

5. The consent form requirements of par. (¢) were met;

" '6. Any additional requirement of state or local law for obtain-
ing consent, except a reqmrement for spousal consent, was fol-
lowed; and

7. Informed consent is not obtamed while the mdmdual to be
sterilized is: .
a In labor or chxldbmh
b. Seeking to obtain or obtmmng an abortion; or
c. Under the influence of alcohol or other substances that
affect the individual’s state of awareness,
(&) Consent form. 1. Consent shall be registered on a form pre-

sctibed by the department.

Note: Acopy of theinformed consent formcanbe found:ntheWsconsm medical
assistance physician provider handbook.

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

. The individual to be sterilized;

. The interpreter, if one is provided;

. The person who obtains the consent; and .
. The physician who performs the sterilization procedure.

" The person securing the consent and the physician per-
forrmng the sterilization shall certlfy by sngmng the consent form
that:

a.” Before the individual io be stenhzcd s1gned lhe consent
form, they advised the individual to be sterilized that no federally
funded program benefits wﬂl be w1thdrawn because of the deci-
sion not to be sterilized; - :

LW o
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b. They explained orally the requirements for informed con-
sent as set forth on the consent form; and

c. To the best of their knowledge and belief, the individual to
be sterilized appeared mentally competent and knowingly and
voluntarily consented to be sterilized.

4. a. Exceptin the case of premature delivery or emergency
abdeminal surgery, the physician shall further certify that at least
30 days have passed between the date of the individual’s signature
on the consent form and the date upon which the sterilization was
performed, and that to the best of the physician’s knowledge and
belief, the individual appeared mentally competent and know-
ingly and voluntarily consented to be sterilized.

b. In the case of premature delivery or emergency abdommal
surgery performed within 30 days of consent, the physician shall
certify that the sterilization was performed less than 30 days but
not less than 72 hours after informed consent was obtained
because of premature delivery or emergency abdominal surgery.
In the case of premature delivery, the physician shall state the
expected date of delivery, In the case of abdominal surgery, the
physician shall describe the emergency. '

5. If an interpreter is provided, the intetpreter shall certify that
the information and advice presented orally was translated, tisat
the consent form and its contents were explained to the individual
to be sterilized and that to the best of the interpreter’s knowledge

(4) OTHER LIMITATIONS, (@) -Physician’s visits. A maximum
of one physician’s visit per month to arecipient confined to a nurs-
ing home is covered unless the recipient has an acute condition
which warrants more frequent care, in which case the recipient’s
medical record shall document the necessity of additional visits.
The attending physician of a nursing home recipient, or the physi-
cian's assistant, or a nurse practitioner under the supervision of a
physwum, shall reevaluate the recipient’s need for nursing | home
care in accordance with s. HFS 107.09 (3) (m).

(b) Services of a surgical assistant. The services of a surgical
assistant are not covered for procedures which normally do not
require assistance at surgery. .

{c) Consultations, Certain consultat{ons shall be covered if
they are professional services furnished to a recipient by a second
physician at the request of the attending physician. Consultations
shall include a written report which becomes a part of the recipi-
ent’s permanent medical record, The nate of the attending physi-
cian shall be included on the consnitant’s claim for reimburse-
ment, The following consultations are covered:

1. Censultation requiring limited physical examination and
evaluation of a given system or systems;

2. Consultation requiring a history and direct patlent con-
frontation by a psychiatrist;

3. Consultation requiring evaluation of frozen sections or
pathological slides by a pathologist; and .

4, Consultation involving evaluation of radiological studies
or radiotherapy by a radiologist;

(d) Foot care. 1. Services pertaining to the cieamng,
ming, and cutting of toenails, often referred to as paihatwc care,
maintenance care, or debridement, shall be reimbursed no more
thian one time for each 31-day period and only if the recipient’s
condition is one or more of the foilowmg. '

a. Diabetes mellitus;.
- b, Arteriosclerosis obliterans ewdenccd by claudlcalton, or

c. Peripheral neuropathies mvolvmg the feet, which are
associated with malnutrition or vitamin deficiency, carcinoma,
diabetes mellitus, drugs and toxins, multiple sclerosis, uremia or
cercbral palsy.

2. The cutting, cleaning and trimming of {oenails, corns, cal-
louses and bunions on multiple digits shall be reimbursed at one
inclusive fee for each service which includes either one or both
appendages.
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3. For multiple surgical procedures performed on the foot on
the same day, the physician shall be reimbursed for the first proce-
dure at the full rate and the second and all subsequent procedures
at a reduced rate as determined by the department, .

4. Debridement of mycotic conditions and mycotic nails shall
be a covered service in accordance with utilization guidelines
established and published by the department. ;

5. The apphcatxon of unna boots is allowed once every 2
weeks, with a maximum of 12 applications for each [2-month
period,

(&) Second opinions. A second medlcal opnmon is requu'ed

when a selected elective surgical procedure is prescribed for a

recipient. On this occasion the final decision to proceed with sur-
gery shall remain with the recipient, regardless of the second opin-
ion. The second opinion physician may not be reimbursed if he or
she ultimately performs the surgery. The following procedures are
subject to second opinion reqmrements

1. Cataract extraction, with or without lens implant;
. Cholecystectomy; | '
. D, & C,, diagnostic and therapeutic, or both
. Hemorrhoidectomy;
. Hernia repair, inguinal;
. Hysterectomy;
. Joint replacement, hip or knee;
. Tonsillectomy or adeaoidecti:mj#, or both; and
9. Varicose vein suzgery. '

(f) Services performed under a phystctan 5 supervmon Ser—
vices performed under the supervision of a physician shall comply
with federal and state regulations relating to supervision of cov-
ered services. Specific docurnentation of the services shaIl be
included in the recipient’s medical record.

{g) Dental services. Dental services performed by a physwlan
shall be subject to all requirements for MA dental services
described in 5. HFS 107.07,

(h) Obestty—related pmcedures Gastric bypass or gastric
stapling for obesity is limited to medical emergencies, as deter-
mined by the department.

(D Abortions. 1. Abortions, both surglcallywmduced and drug--
induced, are limited to those that comply with s. 20,927, Stats.
2. Services, including drugs, directly related to non-surgical
abortions shall comply with s, 20,927, Stats., may only be pre-
scribed by a physician, and shall comply with MA policy and pro-
cedures as described in MA provider handbooks and bulletins.
-(5) NoN-covereD SERVICES. The foillowing services are not
covered services;

(@) Services and items that are provided for the purpose of
enhancing the prospects of fertility in males or females, within the
meaning of s, HES 107.03 (19).

(b) Abortions performed which do not comply with s. 20,927,
Stats.;

(c) Services performed by means of a telephone call between

a physician and a recipient, including those in which the physician
provides advice or instructions to or on behalf of a rempnent, or
between or among physmlans on behalf of the recipient; -

(d) Asseparate charges, preoperative and postoperative surgi-
cal care, including office visits for suture and cast removal, which
commonly are included in the payment of the surgical procedure;
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(e) As separate charges, transportation expenses incurred by
. a physician, to include but not Hmited to mileage; :

()} Dab’s and Wynn'’s solution;

(g) Except as provided in sub. (3) (b) 1., a hysterectomy if it
was performed solely for the purpose of rendering an individual
permanently incapable of reproducing or, if there was more than
one purpose to the procedure, it would not have been performed

HFS 107.07

but for the purpose of rendering the mdmdual permanently inca-
pable of reproducmg,

(h) Ear piercing; -

(1) Electrolysis;

(§) Tattooing; -

(k) Hair transplants;

() Vitamia C injeciions;

{m) Lincocin (lincomycin) mjecnons performed on an oulpa-
tient basis;

{n) Orthopedic shoes and supportive devices such as arch sup—
ports, shoe inlays and pads;

(o) Services directed toward the care and correction of “flat
feet™;

(p) Sterilization of a mentally incompetent or institutionalized
person, or of a person who is less than 21 years of age;

(q) Inpatlcnt laboratory tests not ordered by a physician or
other responsible practitioner, except in emergencies;

(r} Hospital care following admission on a Friday or Saturday,
except for emergencies; accident ¢are or obstetrical cases, unless
the hospital can demonstrate to the satisfaction of the department
that the hospital provides all of its services 7 days a week;

. (8). Liver injections;

(t) Acupuncture;

(u) Phonocardiogram with interpretation and report;

(v) Vector cardiogram; :

(w) Non—emergency gastric bypass or gastric staplmg for abe-
sity; and ‘

(x) Separate charges for pump technician services, .

Note: For more information on non—covered services, see s, HES 107,03,

History: Cr. Register, February, 1986, No. 362, eff, 3-1-86; cr. (2) (cm), (4} (h)
and (5) (v), am, (4) () 3. Register, February, 1988, No. 386, eff. 3-1-88; am. (4) (2)
L.c. p.and g, cr. (4) (a) 1. r,, Register, Apnii, 1988 No, 388, eff. 7-1-88; 1. (2} {cm)
and {3) (y), r. and recr. (4) (h), Register, December, 1988, No 396, eff, 1-1-89;r.(2)
{zh), (zk), {z0), (zp7) and {4} (), renum. (2) (20} to (zw} to be (zh) to (zs) and ant,
renum. (4)(b)to (h}tobe (4) (a) to(g), cr. (2) (21), 1. (4) (a), Register, September, 1991,
No. 429, eff. 10-1-91; r. and recr, (2) (W) and (5) (), & (2) (2h), (zc), 21), (zn), (zp),
(zaq) and {z8), renum. (2} (2d), (ze} to (zk), (zm), (zo}, (zv) and {zt) to be(zh}, (zc)
to (1), {z)), {zk), (21} and (zm) and am.(2) (zc) and (zm), am. {5} (w) and {x), cn.
{2) {zn) and (zo}, (4} (h) and (i}, Register, January, 1997, No, 493, eff, 2-1-97,

HFS 107.065 Anesthesiology services. (1) Coverep
SERVICES. Anesthesiology services covered by the MA program
are any medically necessary medical services applied to a recipi-
ent to induce the loss of sensation of pain associated with surgery,
dental procedures or radiological services, These services are per-
formed by an anesthesiologist certified under s. HES 105.05, or by
a nurse anesthetist or an anesthesiology assistant certified under
s. HFS 105.055. Anesthesiology services shall include preopera-
tive, intraoperative and postoperative evaluation and manage-
ment of recipients as appropriate.

(2) OTHER LIMITATIONS. {a) A nurse anesthetist shall perform
services in the presence of a supervising anesthesmloglst oF per-
forming physician.

(b) An anesthesiology assistant shall perform services only in-
the presence of a supervising anesthesiologist.

History: Cr. Register, September, 1991, No, 429, off. 10-1-51.

HFS 107.07 Dental services. (1) COVERED SERVICES.
(a) General, Covered dental services are the services identified
in this subsection and the M A dental provider handbook which are
provided by or under the supervision of a dentist or physician and
within the scope of practice of dentistry as defined in s. 447.02,
Stats., except when limited under subs. (2) and (3).

(b) Diagnostic procedures. Covered diagnostic procedures
are: -

1. Clinical oral examinations; and
2. Radiographs:

a. Intraoral — occlusal, single film;
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b. Extraoral, in emergency or trauma srtuatrons oniy and
excluding panoramic films; and -

c¢. Bitewing films, when required to substantiate pnor autho-
rization.

{c) Preventive procedures. Covered preventrve procedures
are:
1. Dental prophylaxis — scaling and_polishing, including
prophylax1s treatment paste, if used; and
2. Space maintenance fixed unilateral, for premature loss of
second primary molar only.
" (d) Restorative procedures. Covered restoratlve procedures
are:
] 1. Amalgam restorations, ‘includes polishing — pnmary and
permanent teeth;
. Pin retcntlon, exclusrve of restoratlon, '
- Acrylic, plastlc, srhcate or composne restoratlon, and
. Crowns:
. Stainless steel — pnmary cuspid and posterrors only;
. Stainless steel — primary lateral and centrals; and
. Recement crowns; and :
. Recement inlays and facings. .
(e) Endodontic procedures. Covered endodontic procedures
are: :

th & oD LNM

. Vital or non—vital pulpotomy — primary teeth only;
. Root canal therapy — gutta percha or silver points only:
. Anterior exclusion of final restoration; .
. Bicuspids exclusion of final restoration;
. Apexification or therapeutic apical closure; and
. Molar, exclusive of final restoration; and
" 3. Replantation and splinting of traumatically avulised tooth,
(f) Removable prosthodontic procedures. Covered removable
prosthodonti¢ procedures are:
t. Complete upper dentures, including 6 months® postdehv-
ery care;
2. Complete lower dentures, lnciudmg 6 months postdelrv-
ery care;
3. Relining upper complete denture;
4, Relining lower complete denture; and
5. Repair damaged complete or partial dentures.

(8) Fived prosthodoniic procedures. Covered fixed prostho-
dontic procedures are; - '
1. Recement bridges;
2. Metallic, inlay, onlaying cusps retainer;
3. Crown bridge retainers;
4, Bridge pontics; o
5. Cast or prefabricated post and core for bridge retainers
only;
6. Stress breakers.

(h) Periodontic procedures. Covered periodontic procedures
are: c
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1. Gingivectomy or gingivoplasty; and
2. Gingival curettage for each quadrant. :
(i) Oral surgery procedures. Covered oral surgery procedures,

including anesthetics and routine postoperative care, are:
" - 1. Simple extractions, including sutures;

2. Extraction of impacted teeth uvnder emergency circurm-
stances;

3, Oral antral fistula closure and antral root recovery,

4. Biopsy of oral tissue, hard or soft;

3. Excision of tumors, but not hyperplastic tissue;

6. Removal of cysts and neoplasms, to include local anes-
thetic and routine postoperative care;
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7. Surgical incision: :
a. Incrsron and drainage of abseess whether 1nlra0ra1 or extra-
oral; -
b. Sequestreciomy for osteomyehtis,
" ¢. ' Removal of reaction-producing foreign bodies from the
skin or subcutanéous tissue and the musculo-skeletal system; and

d. Mamllary smusotomy for removal of tooth fragment or for-

‘eign body; -

8. Treatment of fractures — simple (maxillae, mandible,
malar, alveolus and facial);

9. Treatment of fractures — compound or commmuted (max-
illae,, rnandrble, malar, aveolus and facial); :

10, Reduction of dislocation and management of temporo-
mandibular joint dysfunctions; and

o 1L Other oral surgery — suture of soft tissue wound or mjury

apart from other surgical procedure. :

() Orthedontic records. Orthodontrc records applicable to
orthodontic cases only are covered.

(k) Adjunctive general serwces Covered ad}unctlve general
services are:

1. Unclassified treatment, palhanve (emergency) treatment
per visit; and

2. Annual oral examination for patlents seen in & nursing
home,

(2) SERVICES REQUIRING PRIOR AU'I'HORI?A’I'{ON (a) The dental
services listed under par. (¢) require prior authorization. In addi-
tion, the department may require prior authorization for other cov-
ered dental services where necessary to meet the program objec-
tives stated in 5. HFS 107.02 (3}, A request for prior authorization
of dental services subiitted to the department by a dentist or phy-
sician shall identify the items enumerated ins. HFS 107 02 (3) (d),
and in addition:

1, “The age and occupation of the recipient;

2. The service or procedure requested;

3. An estimate of the fee associated with the provrsron of the
service, if requested by the department; and

4, Diagnostic casts, dentist's statement, physician’s statement
and radicgraphs if requested by the department

(b} In determining whether to approve or disapprove arequest
for prior authorization, the department shall ensure consideration
of criteria enumerated in s; HES 107,02 (3) (e). -

(¢) 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
nonemergency circumstances by non-border status providers;

2. Surgical or other dental procedures of a marginal dental
necessity but deemed advisable in order to correct conditions that
may reasonably be assumed to significantly interfere with arecip-
ient’s personal or social ad_]ustment or employabﬂlty,

3. Preventive procedures:

a. Fluoride treatments; and

b. Prophylaxis procedures for recipients who are physically
handicapped, mentally handicapped or both, 4 times per yeat;

4. Space management therapy:

a. Pixed unilateral for first primary molars, and

b. Fixed bilateral type;

5. Restorative procedures:

a. Stainless steel, laterals and centrals, primary teeth;

Stainless steel crowns for the first permanent molars for
chlldren under age 21 only;

6. Endodontics, guita percha or snlver points only:

a. Molars excluding final restoration;

b. Root amputation/apicoectomy — anteriors only, and
c. Retrograde fillings;

D‘
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7.-Periodontics — surgical, including postoperative services:

a. Gingivectomy or gingivoplasty; and

b. Gingival curettage;

8. Prosthodontics — removable, complete dentures or relin-
ing complete dentures, including 6 months postdelivery care, If
the request is approved, the recipient shall be eligible on the date
the authorized prosthodontic treatment is started, which is the date
the final impressions were taken. Once started, the service shall
be reimbursed to complenon, regardless of the remplent’s ehgibﬂ—
ity; '

9, Prosthodontics — fixed. Metallic inlay onlaying cusps
retainer, bridge pontics, cast or prefabricated post and core for
bridge retainers, crown bridge retainers and stress breakers may
be prior authorized onIy if the following conditions apply:

‘a. The recipient cannot wear A removable partial or complete
denture;

b. The recipient has periodontically healthy teeth; and

¢. The recipient demonstrates good oral hygiene. .

10. Oral surgery, including anesthetics and routine postopera-
tive care:

. a. Surgical incision to remove a foreign body from skm or
from subcutaneousareclar tissue, or to remove a foreign body
from hard tissues;

b. Excision of hyperplastic tlssue, by quadrant or sextant sia-
lolithotomy; _

_..¢. Obturator for surgically excised palate;

d. Palatal lift prosthesis;

e. Osteoplasty for orthognathlc deformity if the case is an
EPSDT referral; .

f.- Frenulectomy if the case is anEPSDT referral; and

" g Temporomandibular joint siirgery when performed by a
dentist who meets the specific gualifications established by the
department in a provider bulletin for this type of surgery. The prior
authorization request shall include documentation of all prior
treatment of the recipient for the conditlon and ev1dencc of neces-
sity -for the surgery; ,

11. - Orthodontics. The d;agnostlc work—up shalI be per-
formed and submitted with the prior authorization request. If the

request is approved, the recipient is required to be eligible on the |

date the authorized orthodontic treatment is started as demon-
strated by the placement of bands for comprehensive orthodontia.
Once started, the service shall be reimbursed to completion,
regardless of the recipient’s ehglblhty, s

+12. General services:

a. General anesthesia;

b.  Nonemergency hospitalization; and

13. Adjunctive general services — hospital calls, limited to
2 calls per hospital stay.

(3) OTHER LIMITATIONS. (2) A full-mouth intra—oral series of
radiographs, including bitewings, shall be reimbursed for children
only once per patient per dentist during a 3-year period,

(b) Bltewmg films shall be reimbursed only when required for
review of a prior authorization request. '

{c) Prophylaxis procedure shall be relmbursed for children
only once per recipient per dentist during a 6-month period, and
for adults only once per recipient per dentist during a 12-month
period.

{d) Root canal therapy shall be limited to recipients under age
21 .

{¢) Aninitial oral examination shall be reimbursed only once
during the lifetime of each recipient per dentist. _

{f) Periodic oral examinations shall be reimbursed for children
only once per recipient per dentist during a 6—month period, and
for adults only once per recipient per denttst during a I2-month
period.
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(g) Oral examinations performed in the nursing home shall be
allowed once a year per recipient per dentist,

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

(i) Amalgam restorations on primary teeth are allowed once in
each I2-month period for each tooth.

() Amalgam, composite and acrylicrestorations on permanent
teeth are allowed once in each 36-rmonth period for each tooth.

(k) Recementation of space maintainers shall be reimbursed
for children under age 13.

(I} Surgical exposure of impacted or unerupted teeth. per-
formed for orthodontic reasons or to aid eruption is covered if the
individual is under age 21 and the case is the result of an BPSDT
referral.

" (m) Surgical extraction of 1mpacted teethis covered prowded
that an operation report is submitted, in the following circum-
stances:

1. If the impacted tooth is associated Wwith pain, a cyst or tumor
which may cause ill effects or a 1|fe~threatenmg cond:tion if the
tooth is not removed; or

* 2. If the impacted tooth is associated with fracturé of the jaw.

(n) Diagnostic casts are covered only if the department s dental
consultant requn'es them to review the case for pnor authorlza-
tion. :

(o) Upper and lower acryltc partial dentures shall be reim-
bursed only if the recipient is under age 21 and the case is a result
of an EPSDT referral. /v

(p) Panoramic x-rays shall be reimbursed only for diagnostic
needs in cases of emergency which require oral surgery. .

(q) Temporomandibular joint surgery is a covered service only
when performed after all necessary non—surgical medical or den-
tal freatmment has been provided by a muitidisciplinary temporo-
mandibular joint evaluation program or clinic approved by the
department, and that treatment has been determined unsuccessful.

(4) Nod-coverep services. The following services are not
covered services:

(a) Dental implants and transplants,

(b) Fluoride mouth rinse;

(c) Services for purely esthetic or cosmetic purposes;

(d) Overlay dentures, partial dentures dupllcate dentures and
adjustments;

(¢) Cu-sil dentures;

(f) Panoramic radiographs w}nch 1nclude bitewings;

(g) Training in preventive dental care;

(h) Cement bases as a separate item;

(i) Composite crowns (acid etch); :

(j) Singleunit crowns, except as otherwise stated in sub. (1) (d)
4.and (g} 5,; :

(%) Precision attachments;

(1) Cast and prefabricated post and core;

(m) Professional visits, other than for the annual examination
of a nursing home resident;

(n} Dispensing of drugs; .

(o) Adult full-mouth x—ray series;

(p} Adjunctive periodontal services;

{q) Surgical removal of erupted teeth, except as otherw:sc
stated in sub (3); .

() Alveoplasty and stomatoplasty;

¢s) Allnon-surgical medical or dental treatment for a tcrnporo—
mandibular joint condition;

{t) Osteoplasty, except as otherwnse stated in sub, (2)
(u) Bitewing x-rays, except as otherwise stated in sub. (3); and

(v) Diagnostic casts, except as otherwise stated in sub. (3).
Nole: Por more information about non—covered sedvices, see s. HFS 107.03.
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" (5) UNUSUAL. CIRCUMSTANCES, In certain unusual circum-
stances the department may request that a non—covered service be
performed, including but not limited to diagnostic casts, in order
to substantiate a prior anthorization request. In these cases the ser-
vice shail be reimbursed.

Hls!ory Cr. Register, Februa.ry 1986, No 362 eff. 3—1-86 &l (1) (c) 10, and
(2} % c.and £, er (2) (¢} 9. g and (3) (S), T, and recr. . {4) (q}, Register, February,
1988, No, 386, eff. 3-1-88; r, and recr. (1) (g) and (4) (j), renum, (2) {c) 9. to 12, and
@& o B tobe(2)(c) 10. to 13, and (4) (m}to (v), cr. (2) () 9., (4) (k) and (1), Regis-
ter, December, 1989, No. 408, eff. 1-1-90; comrection in (4) {J) made under s. 13.93
(2m) (b) 7., Stats., Register, December. 1989, No. 408,

HFS 107.08 Hospital services. (1 )} COVERED SERVICES.
(2) Inpatient services. Covered hospital inpatient services are
those medically necessary services which require an inpatient stay
ordinarily furnished by a hospital for the care and treatment of
inpatients, and which are provided under the direction of a physi-
cian or dentist in an institution certified under s. HFS 105.07 or
105.21.

(b) Outpatient services. Covered hospital outpatient services
are those medically necessary preventive, diagnostic, rehabilita-
tive or palliative items or services provided by a hospital certified
under s. HES 105.07 or 105,21 and performed by or under the
direction of a physician or dentist for a recipient who is not a hos-
pital inpatient.

(2) Services REQUIRING PRIOR AU’IHORIZATIO\{ The foliowmg
covered services require prior authorization:

¢ (a) Covered hospital services if provided out-of-state under

non—emergency circumstances by non-border status providers; .

(b} Hospitalization for non-emergency dental services; and
(c) Hospitalization for the followmg transplants
1. Heart; -
2. Pancreas;
.. 3. Bone marrow;
4. Liver; . ..
- 5. Heart—lung;
6. Lung; and

(d) Hospitalization for any other medical service noted in s.
HFS 107.06 (2), 107.07 (2) (c), 107.10(2), 107.16 (2), 107.17 (2),
107.18 (2), 107.19 (2), 107.20 (2) or 107.24 (3). The admitting
physician shall either obtain the prior authorization directly or
ensure that prior autherization has been obtamed by the attending
physician or dentist.

Note: For more information on prior authorization, see s, HFS 107 02 (3.

(3} OTHER LIMITATIONS, (2} Fipatient limitations, The follow-
ing limitations apply to hospital inpatient services:

1. Inpatient admission for non—therapeutic sterilization is a
covered service only if the procedures specrﬁed ins, HFS 107.06
(3) are followed; and

2. Arecipient’s attending physician shall determine if private
room accommodations are medically necessary. Charges for pri-
vate room accommodations shall be denied unless the private
room is medically necessary and prescribed by the recipient’s
attending physician. When a private room is not medically neces-
sary, neither MA nor the recipient may be held responsibie for the
cost of the private room charge, If, however, a recipient requests
a private room and the hospital informs the recipient at the time
of admission of the cost differential, and if the recipient under-
stands and agrees {6 pay the differential, then the recipient may be
charged for the differential.

(b) Outpatient limitations. The following limitations apply to
hospital outpatient services:

1. For services provided by a hospital on an outpatient basis,
the same requirements shall apply to the hospital as apply to MA—
certified non-hospital providers performing the same services;

2. Outpatient services performed outside the hospital facility
may not be reimbursed as hospital outpatient services; and

Register, January, 1997, No. 493

WISCONSIN ADMINISTRATIVE CODE : 72

3. All covered outpatient services provided during a calendar
day shall be included as one oulpatient visit.

(¢} General limitations. 1. MA—cerlified hospitals shall meet
the requirements of ch. HFS 124.

2. If ahospital is certified and relmbursed asa type of provider
other than a hospital, the hospital is subject to all coverage and
reimbursement requirements for that type of provider,

3. Onany given calendar day a patient in a hospital shall be
considered either aninpatient or an outpatient, but not both, Emer-
gency room services shall be considered outpatient services
unless the patient is admitted as an inpatient and counted on the
midnight census. Patients who are same day admission and dis-
charge patients and who die hefore the nndmght census shall be
considered inpatients,

4, All covered services provided durmg an mpauent stay,
except professional services which are separately billed, shall be
considered hospital inpatient services.

(4) NON-COVERED SERVICES, (&) The followmg services are
not covered hospital services:

" 1. Unnecessary or inappropriate inpatient admissions or por-
tions of a stay;
" 2. Hospitalizations or portions of hospitalizations dlsallowed
by the PRO;

3. Hosp1tal1zatxons either for or resulting in surgeries which
the department views as experimental due to questlonable or
unproven medical effectiveness;

4. Inpatient services and outpatlent services for the same
patient on the same date of service unless the patient is admitted
to a hospital other than the facility providing the outpatient care;

5. Hospital admissions on Friday or Saturday, except for
emergencies, accidént or accident care and obstetrical cases,
unless - the hospital can demonstrate to the satisfaction of the
department that the hospltal provrdes all of its services 7 days a
week; and

6.. Hospital laboratory, d1agnost1c, radro]ogy and imaging
tests not ordered by a physician; except in emergencies;

(b) Neither MA nor the recipient may be held responsible for
charges or services identified in par. (a)} as non—covered, except
thata recipicnt may be billed for charges under par. (a) 3. or 5., if
the rec1plent was notified in writing in advance of the hosp1tal stay
that-the service was not a covered service.

(c) ‘If hospital services for a patient are no longer medicaily
necessary and an appropriate alternative care setting is available
but the patient refuses discharge, the patient may be billed for con-
tinued services if he or she receives writtennotification prior to the
time medically unnecessary services are provided. .

(d) The following professional services are not covered as part
of a hospital inpatient claim but shall be billed by an appropriately
certified MA provider;

1. Services of physicians, including pathologlsts radmlogrsts
and the professional-billed component of laboratory and radiol-
ogy or imaging services, except that services by physician intern
and residents services are included as hospital services;

2. Services of psychiatrists and psychelogists, except when
perfcrmmg group therapy and medication management, includ-
ing services provided to a hospital inpatient when billed by a hos-
pital, clinic or other mental health or AODA provider,

3. Services of podiatrists;

4. Services of physician assistants;

5. Services of nurse midwives, nurse practitioners and inde-
pendent nurses when functioning as independent providers;

6. Services of certified registered nurse anesthetists,

7. Services of anesthesia assistants;

8. Services of chiropractors; .

9, Services of dentists;

10. Services of optometrists;
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" 11. Services of hearing aid dealers;
12. Services of audiologists;

13. Any of the following provided on the date of dxscharge for
home use:

a. Drugs;

b. Durable medical equipment; or

¢, -Disposable medical supplies; :
14. Specialized medical vehicle Eransportatmn and
15. Air, water and land ambulance transportation.

(¢) Professional services provided to hospital inpatients are not
covered hospital inpatient services but are rather professionai ser-
vices and subject to the requirements in this chapter that apply to
the services provided by the particular provider type.

(D Neither a hospital nor a provider performing professional
services to hospital mpattents may impose an unauthorized charge
on recipients for services covered under this chapter.

(g) For prov1snon of inpatient psychiatric care by a general hos-
pital, the services lrsted under s. HES 107. 13 03} (f) are non-cov-
ered services. '

Note: For more inforfation onl non—covered services, s s, HSS 107.03,

History: Cr. Register, February, 1986, No. 362, eff. 3-1-86; am. (4) {e} and (f),
cr. (4) (g}, Re%ister, Pebru , 1988, No, ‘388 eff, &1438 correction in (3) (g) made
under s. 13.93 (2m) (b) ‘7 a1s., Reglster, Tune, 1990, No. 414; emerg. renum. (4}
to be (4} (a) and am. (4) (a) {intro.} 1., 2., 4., 6. and 7., cr. (4) ({b)io (f) eff, 1-—1—91
r. and recr. Register, September, 1991 I\o 429 eff, IILIJ)

HFS 107.09 Nursing home services. (1) DEFINITION.
In'thig section, “active treatment” means an ongoing, organized
effort to help each resident attain his or her developmental capac-
ity through the resident’s regular participation, in accordance with
an individualized plan, in a program of activities designed to
enable the resident to attain the optimal physical, intellectual,
social and vocauonal levels of functromng of which he or she is
capable,

{2) Covereb sERVICES. Covered nursing home services are
medically necessary services provided by a cériified nursing
home tc an inpatient and prescribed by a physician in a written
plan of care. The costs of all routine, day—te—day health care ser-
vices and materials provided to recipients by a nursing home shall
be reimbursed within the daily rate determined for MA in accor-

dance with s, 49.45 {6m), Stats. These services are the following:.

.

(a) Routine services and costs, namely:

1. Nursing services; :

2. Special care services, including activity therapy, recre-
ation, social services and religious services;

3. Supportive services, including dietary, housekeeping,
maintenance, institutional laundry and personal laundry servrces,
but excluding personal dry cleaning services; :

4, Administrative and other indirect services;

5. Physical plant, mcludmg depreciation, insurance and inter-
est on plant;

6. Property taxes; and

7. Transportation services provrded on or after July 1, 1986;

. (b) Personal comfort items, medical supplies and special care
supplies, These are items reasonably associated with normal and

routine nursing home services which are listed in the nursing

home payment formula. If arecipient specifically requests abrand
name which the nursing home does not routinely supply and for
which there is no equivalent or close substitute included in the
daily rate, the recipient, after having been informed in advance
that the ‘équivalent or close substitute is not available without
charge, wiil be expected to pay for that brand item at cost out of
personal fuads; and |

{c) Indirect services provided by mdependent providers of ser-
vice.

Note: .Coples of the Nursrng Home Payment Formula may be obiained from
Records Custodian, Bu.reau of Health Care Financing, P.O. Box 309, Madison, Wis-
consin 53701.
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Note: Examplcs of indirect services provided by independcnt pmvidm of ser-
vices are services performied by a pharmacist reviewing prescdption services for a
facility and services performed by an occupational- tbemplst dev c]opmg an activity
program for a facility.

{3) SERVICES REQUIRING PRICR AUTHORIZATION. The rental or
purchase of a specialized wheelchair for a recipient in a nursing
home, regardless of the purchase or rental cost, requires prior
authorization from the department, '

Note: For more infermation on prior authorization, see s. HES 107.02 (3).

{4) OtHer LnvaTATIONS. (8) Ancillary costs. 1. Treatment
cosls which are both extraordinary and unique to individual recip-
ients in nursing homes shall be reimbursed separately as ancillary
costs, subject to any modifications made under sub. (1) (b). The
following items are not included in ¢aleuiating the daily nursing
home rate but may be reimbursed separately:

a. Oxygenmhters tanks, or hours, including tank rentals and
monthly rental fees for concentrators;

b. Tracheostomy and ventilatory supplies and related equip-
ment, subject to guidelines and limitations published by the
department in the provider handbook;

¢. Transportation of a remprent to obtain health treatment or
care if the treatment or care is prescribed by a physician as medi-
cally necessary and is performed at a physician’s office, clinic, or
other recognized medical treatment center, if the transportation
service is provided by the nursing home, in its controlled equip-
ment and by its staff, or by comimon carrier such as bus or taxi, and
if the transportation service was provided prior to July 1, 1986,
Transportation shall not be reimbursed as an ancillary service on
or after July 1, 1986; and '

d. Direct services pr0v1ded by independent provrders of ser-
vice only if the nursing home can demonstrate to the department
that to pay for the service in question as an add—on adjusiment to
the nursing home’s daily rate is equal in cost or less costly than to
reimburse the mdependent service provider through a separate
billing, The nursing home may receive an ancillary add—on adjust-
ment to its daily rate in accordance with s. 49,45 (6m) (b), Stats,
The independent service provider may not claim direct reimburse-
ment if the nursing home receives an ancillary add—on adjustment
to its daily rate for the service,

2. The costs of services and rnatenals 1dentlfied in subd 1.
which are provided to recipients shail be reimbursed in the follow--
ing manner:

a. Claims shall be submitted under the nursing home s pro-
vider number, and shall appear on the same claim form used for
claiming reimbursement at the daily nursing home rate;

b.: The items identified in subd. 1. shall have been prescribed
in writing by the attending physician, or the physiciait’s entry in
the medical records or nursmg charts shall rnake the need for the
items obvious;

¢. The amounts billed shall reflect the fact that the nursing
home has taken advantage of the benefits associated with quantity
purchasing and other outside funding sources;

d. Reimbursement for questionable materials and services
shall be decided by the department;

e. Claims for transportation shall show the_name and address
of any treatment center to which the patient recipient was trans- |
ported, and the total number of miles to and from the treatment
center; and _ -

f. 'The amount charged for transportation may not include the
cost of the facility’s staff time, and shall be for an actual mileage
amount. )

(b) Independent providers of service. Whenever an ancillary
cost is incurred under this subsection by an independent provider .
of service, reimbursement may be claimed only by the indepen-
dent provider on its provider number. The procedures followed
shall be in accordance with program reqmrements for that pro-
vider specialty type.

Register, January, 1997, No. 493



HFS 107.09

(c) Services covered in a Christian Science sanatorium.  Ser-
vices covered in a Christian Science sanatorium shall be services
ordinarily received by inpatients of a Christian Science sanato-
rium, but only to the extent that these services are the Christian
Science equwalcnt of services which constitute inpatient services
furnished by a hospital or skilled nursing facility.

(dy Wheelchairs. Wheelchairs shalt be provided by skﬂled
nursing and intermediate care facilities in sufficient quantity to
meet the health needs of patients who are recipients. Nursing
homes which specialize in providing rehabilitative services and
treatment for the developmentally or physically disabled, or both,
shall provide the special equipment, including commodes, ele-
vated toilet seats, grab bars, wheelchairs adapted to the recipient’s
disability, and other adaptive prosthetics, orthotics and equipment
necessary for the provision of these services. The facility shall
provide replacement wheelchairs for recipients who have chang-
‘ing wheelchair needs.

(e) Derenmnatmn of services as skilled. In deterrmmng
whether a nursing service Is skilled, the following cnterla shall be
applied:

1. Where the inherent complexity of a service prescribed for
a patient is such that if can be safely and effectively performed
only by or under the direct supervision of technical or professional
personnel, the service shall constitute ‘a skilled service;

‘2. Theé restoration potential of a patient shall not be the decid-
ing factor in determining whether a service is to be considered
skilled or nonskilled.” Even where full recovery or medical
improvement is not possible, skilled care may be needed to pre-
vent, to the extent possible, deterioration of the condition or to sus-
tain current capacities. For example, even though no potentia! for
rehabilitation exists, a terminal cancer patient may require skllled
services as defined in this paragraph and par. (f); and

3. A service that is ordinarily nonskilled shall be considered
a skilled service where, because of inedical comphcatlons, its per—
formance or supervision or the observation of the patient necessi-
tates the use of skilled nursing or skilled rehabilitation personnel.
For example, the existence of a plaster cast on an extremity gener-

ally does not indicate a need for skilled care, but a patient with a’

preexisting acute skin problem or with a need for special traction
of the injured extremity might need to have technical or profes-
sional personnel properly adjust traction or observe the patient for
complications. In these cases, the complications and special ser-
vices involved shall be documented by physician’s orders and
nursing or therapy notes. .

(f) Skilled nursing services or skilled rehabilitation services.
1. A-nursing home shall provide either skilled nursing services or
skilled rehabilitation services or a 7-day-a~week basis. If, how-
ever, skilled rehabilitation services are not available on a 7-day—

a-week basis, the nursing home would meet the requirement in

the case of a patient whose mpatxent stay is based solely on the
need for skilled rehabilifation services if the patient needs and
receives these services on at least 5 days a week,

Note: For example, where a facility provides physical therapy on only 5 days a
week and the patient in the facility requires and receives physical therapy on each of
the days on which it {s available, the requiremeat that skilled rehabilitation services
be provided on a daily basis would be met.

2. Examples of services which could qualify as either skilled
niirsing or skilled rehabilitation services are:

a. Overall management and evaluation of the care plan. The
development, management and evaluation of a patient care plan
based on the physician's orders constitute skilled services when,
in terms of the patient’s physical or mental condition, the develop-
ment, management and evaluation necessitate the involvement of
technical or professional personnel to meet needs, promote recov-
ery and actuate medical safety. This includes the management of
a plan involving only a variety of personal care services where in
light of the patient's condition the aggregate of the services neces-
sitates the involvement of technical or professional personnel.
Skilled planning and management activities are not always specif-
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ically identified in the patient's clinical record, In light of this,
where the patient’s overall condition supports a finding that recov-
ery or safety can be assured only if the total care required is
planned, managed, and evaluated by technical or professional per-
saonnel, itis appropriate to infer that skilled services are being pro-
vided; _ _ o ‘

b. Observation and assessment of the patient’s changing
condition. When the patient’s condition is such that the skills of
a nurse or other fechnical or professional person are required to
identify and evaluate the patient’s need for possible modification
of treatment and the initiation of additional medical procedures
until the patient’s condition is stabilized, the services constitute
skilled nursing or rehabilitation services. Patients who in addition
to their physical problems exhibit acute psychological symptoms
such as depression, anxiety or agitation may also require skilled
observation and assessment by technical or professional person-
nel for their safety and the safety of others. In these cases, the spe-
cial services required shatl be documented by a physxcxan s crders
or nirsing or therapy notes; and

" ¢. Patient education. In cases where the use of techmcal or
professional personnel is necessary to teach a patient self-mainte-
nance, the teaching serv1ces constltute skilled nursing or rehatnh—
tative servxces

(g) Intermediate care Jacility services (ICF), 1, Intermedlate
care services include services that are:

a. Considered appmpnate by the department and provided by
a Christian Science sanatorium either operated by or listed and
certified by the First Church of Christ Scientist, Boston, Mass.; or

b. Provided by a facility located on an Indian reservation that
furnishes, on a regular basis, health-related services and is
licensed pursuant to s. 50.03, Stats., and ch. HES 132,

2. Intermediate care services may include services provided
in an institution for developmentally disabled persons if:

a, The primary purpose of the institution is to provide health
or rehabilitation services for developmentally disabled persons;

b, The institution meets the standards in s, HFS 105,12; and

¢. The developmentally disabled recipient for whom payment
is requested is receiving active treatment and meeting the require-
ments of 42 CFR 442.445 and 442.464, s. HFS 132.695 and ch.
HFS 134, '

3, Intermediate care services may include services provided
in a distinct part of a facility other than an intermediate care facil-
ity if the distinct part:

a, Meets all requirements for an 1ntermed1ate care facility;

b. Is an identifiable unit, such as an entire ward or contiguous
ward, a wing, a floor, or a building; - :

c. Consists of all beds and related facilities in the unit;

d. Houses all recipients for whom payment is being made for
intermediate care facility services, except as provided in subd. 4;

e. Is clearly identified; and .

{. TIs approved in writing by the department.

4. If the department includes as intermediate care facility ser-
vices those services provided by a distinet part of a facility other
than 4n intermediate care facility, it may not require transfer of a
recipient within or between facilities if, in the opinion of the
attending physician, transfer might be hannful to the physical or
mental health of the recipient.

(h) Determining the appmpnateness ‘of services at the skilled
level of care. 1. In detemumng whether the services needed by
arecipient can only be provided in a skilled nursing facility on an
inp’alient basis, consideration shall be given to the patient’s condi-
tion and to the availability and feasﬂnhty of using more economl~
cal alternative facilities and services.

2. If a needed service is not available in the area in which the
individual resides and transporting the person to the closest facil-
ity furnishing the services would be an excessive physical hard-
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ship, the needed service may be provided in a skilled nursing facil-
ity, This would be true even though the patient’s condition might
not be adversely affected if it would be more economical or more
efficient to provide the covered services in the institutional set-
ting.

3. In detenmmng the avaﬂablhty of altematlve facﬂmes and
services, the availability of funds to pay for the services furnished
by these alternative facilities shall not be a factor. For instance, an
individual in need of daﬁy physical therapy might be able to
receive the needed services from an mdependent physwal therapy
practitioner.

(i) Resident’s account. 1. Bach recipient who is a resident in
a public or privately-owned nursing home shall have an ac¢ount
established for the maintenance of earned or uncartted money
payments received, including social security and SSI payments.
The payee for the account shall be the recipient, a legal representa-
tive of the recipient or a person desxgnated by the recipient as his
or her representative.

2. If it is determined by the agency making the money pay-
ment that the recipient is not competent to handle the payments,
and if no other legal representative can be appointed, the nursing
home administrator may. be designated as the representative
payee. The need for the representative payee shall be reviewed
when the annual review of the recipient’s eligibility status is made.

. 3. Therecipient’s account shall include documentation of all
deposits and withdrawals of funds, indicating the amount and date
of deposit and the amount, date and purpose of each withdrawal:

-4, Upon the death or permanent transfer of the resident from

the facility, the balance of the resident’s trust account and a copy

of the account records shall be forwarded to the recipient, the

recipient’s personal representative or to the legal guardian of the

recipient. No facility or any of its employes ot representatives may

benefit from the distribution of a deceased recipient’s personal

funds unless they are specifically named in the recipient’s will or
constitute an heir-at-law.

5. The department’s determmatlon thata factllty has vmlated
this paragraph shall be cause for the facﬂlty to be decertified from

() Bedhold (1) Bedhcld payments shall be made to a nursmg
home for an eligible recipient during the recipieat’s temporary
absence for hospital {reatment, a therapeutic visit or to participate
in a therapeutic rehablhtauve program, if the follewmg cntena are
met: :
a, The facility’s occupancy level meets the requtrements for
bedhold reimbursement under the nursing home reimbursement
formula. The facility shall maintain adequate records regarding
occupancy ‘and provide these records to the department upon
request;

b. For bedholds resulting from hospitalization of a reclplent
reimbursement shall be available for a period not to exceed 15
days for each hospital stay. There is no limit on the number of stays
per year, No recipient may be administratively discharged from
the nursing home unless the reciptent remains in the hosplta}
longer than 15 days;

c. The first day that a recipient is considered absent from the
home shall be the day the recipient leaves the home, regardless of
the time of day. The day of return to the home does not count as
a bedhold day, regardless of the time of day; :

d. A staff member designated by the nursing home adminis-
trator, such as the director of nursing service or social service
director, shall document the recipient’s absence in the recipient’s
chart and shall approve in writing each leave;

. Claims for bedhold days may not be submitied when it is’

known in advance that a recipient will not return to the facility fol-

lowing the leave. In the case where the recipient dies while hos-’

pitalized, or where the facility is notified that the recipient is termi-
nally ill, or that due to changes in the recipient’s condition the
recipient will not be returning to the facility, payment may be
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claimed only for those days prior to the recipient’s death or prior
to the notification of the recipient’s terminal condition or need for
discharge to another facility;

f. For bedhold days for therapeutic visits or for parthIpation
in therapeutic/rehabilitative programs, the recipient’s physician
shall record approval of the leave in the physician’s plan of care.
This statement shall include the rationale for and anticipated goals
of the leave as well as any limitations regarding the frequency or
duration of the leave; and _ ' '

-g. For bedhold days due to participation in thérapeutic/reha-
bilitative programs, the program shall meet the definition of thera-
peulic/rehabilitative program under s, HFS 101.03 (175). Upon
request of the department, the nursing home shall submit, in writ-
ing, information on the dates of the program’s operation; the num-
ber of participants, the spongsorship of the program, the anticipated
goals of the program and how these goals will be accomplished,
and the leaders or faculty of the program and their credentials.

2. ‘Bedhold days for therapeutic visits and therapeutic/reha-
bilitative programs and hospital bedhold days which are not sepa-
rately reimbursed to the facility by MA in accordance with s.
49.45 (6m), Stats, may not be bllled to the rectplent or the reclpl—
ent’s family.

(k) Private rooms. Private rooms shall not be a covered service
within the daily rate reimbursed to a nursing home, except where
requiréd under s, HFS 132.51 (2} (b). However, if a recipient or
the recipient’s legal representative chooses a private room with
full knowledge and acceptance of the financial liability, the recipi-
ent may reimburse the nursing home for-a private room if the fol-
lowing conditions are met:

1. At the time of admission the recxptent or legal representa-
tive is informed of the personal financial liability encumbered if
the recipient chooses a private room;

2; Pursuant to s.- HFS 132,31 (1) (d}, the recipient or legal

representative documents the private room choice in writing;

3. The recipient or legal representative is personally liable for
no more than the difference between the nursing home’s private
pay rate for a semi—private room and the private room rate; and

4. ‘Pursuant tos’, HFS 132.31 (1) (d), if at any time the differ-
ential rate determined under subd. 3. changes, the recipient or
legal representative shall be notified by the nursing home admin-
istrator within, 15 days and a new.consent agreement shall be
reached. .

- (1) Assessment. No nursmg home may admlt any patientuniess
the patient is assessed in accordance with s. 46.27 (6}, Stats.

(m) Physician certification of need for SNF or ICF inpatient
care. 1. A physician shall certify at the time that an applicant or
recipient is admitted to a nursing home or, for an individual who
applies for MA while in a nursing home before the MA ‘agency
authorizes payment, that SNF or ICF nursing home services are
or were needed.

2. Recertification shall be performed bya phystclan, a phy51~
cian’s assistant, or a nurse practitioner under the superwston ofa
physician as follows:

a. Recertification of need for mpauent care in an SNF shall
take place 30, 60 and 90 days after the date of initial certification -
and every 60 days after that;

b. Recertification of need for inpatient care in an ICF shall
take place no earlier than 60 days and 180 days after initial cextifi-
cation, at 12, 18 and 24 months after initial certification, and every
12 months after that; and

¢. Recertification shall be conSIdered to have been done on
a tlmely basis if it was performed no later than 1Q days after the
date required under subd. 2. a. or b.., as appropriate, and the .
department determines that the person making the certification
had a good reason for not meeting the schedule,

-(n) Medical evaluation and psychiatric and social evaluation
— SNF, 1. Before arecipient is admitted to an SNF or before pay- -
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ment is authorized fora re31dent who applles for- MA the atteud-
ing physictan shall: :

a. Undertake a medical evaluatlon of each appl:cant s or
recipient’s need for care in the SNF; and

‘'b. Devise a plan of rehabilitation, where apphcable

2 A psychlatrxc and a social evaluation of an applicant’ s o
recipient’s need for care shall be performed bya pmwder certified
under s. HES 105.22,

3. . Each medical evaluation shall mclude diagnoms sum-
mary of present medical findings, medical history, documentation
of mental and physical status and functional capac1ty. prognosis,
and a recommendation by the physician concerning admission to
the SNF or continued care in the SNE.. -

(0) Medical evaluation and psycholaglcal and sacral eva!ua-
tlon — ICF, 1, Before a recipient is admitted to an ICF or before
authorization for payment in the case of a resident who applies for
MA, an interdisciplinary team of health professionals shall make
a comprehensive medical and social evaluation and, where
appropriate, a psychological evaluation of the applicant’s or recip-
ient’s need for care in the ICF within 48 hours following admis-
sion unless the evaluation was performed not more than 15 days
before admission.

2 In an institution for mentally retarded persons Or-persons
with related conditions, the team shall also make a psychological
evaluation of need for care. The psychological evaluation shall be
made before admission or authorization of payment, but may not
be made more than 3 months before admission. : :

3. Each evaluation shall include: diagnosis; summary of pres-
ent medical, social and, where appropriate, developmental find-
ings; medical and social family history; documentation of mental
and physical status and functional capacity; prognosis; kinds of

services needed; evaluation by an agency worker of the resources

available in the home, family and community; and a recotnmenda-
tion concerning admission to the ICF or continued care in the ICE.

4. If the comprehensive evaluation recommends ICF services
for an applicant or recipient whose needs could be met by alternate
services that are not then avatlable, the facility shall enter this fact
in the recipient's record and shall begm o look for altematwe ser-
vices.

(P} MA agency review ofneed for adm:ssmn to an SNF orICF
Medical and other professional personnel of the agency or its
designees shall evaluate each applicant s Or remplcnt s need for
admission to an SNF or ICF by reviewing and assessmg the evalu-'
ations required under pars, {n) and (0).

() Physician’s plan of care for SNF or ICF residens. 1. The
level of care and services to be received by a recipient from the
SNF or ICF shall be documented in the physician’s plan of care
by the attending physician and approved by the department. The
physician’s plan of care shall be submitied to the department
whenever the recipient’s condition changes.

2. A'physician’s plan of care shall be reguired at the time of

application by anursing home resident for MA benefits. If a physi-’

cian’s plan of care is not submitted o the department by the nurs-
ing home at the time that a resident applies for MA benefits, the
department shall not certify the level of care of the recipient untit
the physician's plan of care has been received. Authorization shall
be covered only for the period of 2 weeks prior to the date of sub-
mission of the physician's plan of care.

3. The physician's plan of care shall include diagnosis, symp-
toms, complaints and complications iridicating the need for
admission; a description of the functional level of the individual;
cbjectives; any orders for medications, treatments, restorative and

rehabilitative services, activities, therapies, social services or diet,

or special procedures recommended for the health and safety of
the patient; plans for continuing care, including review and modi-
fication to the plan of care; and plans for discharge.
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4. The attending or staff physician and a physician assistant
and other personnel involved in the recipient’s care shall feview
the physician’s plan of care at least every 60 days for SNF ICCIPI-
ents and at least every 90 days for ICF recipients. - g

(1) Reports of evaluations and plans of care — ICF and SNF
A written report of each evaluation and the physician’s pan of
care shall be made part of the applicant’s or recnplent 8§ record

1, At the time of admission; or

2. Ifthe individual is already in the fs;c;hly, 1mmed1ateiy upon
completion of the evaluation or plan.

(s) Recavery of costs of services. All medlca:e—certtﬁed SNF
facilities shall recover all medicare—-allowable costs of services
provided to recipients entitled to medicare benefits prior te billing
MA. Refusal to recover these costs may result in a fine of not less
than $10 nor, more than $100 a day, as determined by the depart-
ment.

(t} Prospective payment .system Provwmns regardln gservices
and reimbursement contained in this subsection are subject to s.
49.45 (6m), Stats. .

~{u): Active treatment. All developmentally disabled resndents
of SNF or ICF certified facilities who require active treatment
shall receive ‘active treatment subject to Lhe requarements of s.
HFS 132.695.

(v) Permanent reduction in MA payments when an IMD resi-
dent Is relocated to the cormmunity. If a facility determined by the
federal government or the department to be an institution for men-
tal diseases (IMD) or by the department to be at risk of being deter-
mined to be an IMD under 42 CFR 435.1009 or s. 49.45 (6g) (d),
Stats., agrees under:s. 46.266 (1) (am), Stats., to recelve a perma-
nent limitation on its payment under s. 49.45 (6m), Stats., foreach
resident who is relocated, the following restrictions apply:

1." MA payment to a facility may not excesd the payment
which would otherwise be issued for the number of patients corre-
sponding to the facility’s patient day cap set by the department.
The cap shall equal 365 multiplied by the number of MA-eligible
residents on the date that the facility was found to be an IMD or
was determined by the department to be at risk of being found to
be an IMD, plus the difference between the licensed bed capacity
of the facility on the date that the facility agrees to a permanent
limitation on its payments and the number of residents on the date
that the facility was found to be an IMD or was determined by the
department to be at risk of being found to be an IMD. The patient
day cap may be increased by the patient days corresponding to the
number of residents ineligible for M A at the time of the defermina-
tion but who later become eligible for MA,

" 2. The department shall annually compare the MA patient
days reperted in the facility’s rost recent cost report to the patient
day cap under subdiv. 1, Payments for pauent days exceedmg the
pduent day cap shall be disallowed.

(6) Non-—covereb SERVICES, Thé followmg services are not
covered services:

(a) Services of private duty nurses when prowded ina nursmg
home;

(b} For Chﬁstlan Science sanatoria, custodml care and rest and
study;

(c) Inpatient nursing care for ICF personal care and ICF resi-
dential care to residents who entered a nursing home after Septem-
ber 30, 1981; form

(d) ICF-level services providedtoa developmentally disabled
person admitted after Sepiember 15, 1986, to an ICF facility other
than to a facility certified under s. HFS 105.12 as an intermediate
care facility for the mentally retarded unless the provisions of s.
HFS 132,51 (2) (d) 1. have been waived for that person; and

(e} Inpatient services for residents between the ages of 21'and
64 when provided by an institution for mental disease, except that
services may be provided to a 21 year old resident of an IMD if
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the person was a resident of the IMD immediately prior to furning
21 and continues to be a resident after turning 21,
. Note: Por more information about non—covered services, see s, HFS 107,03,
History: Cr. Register, February, 1986, No. 362, off. 3-1-86; reaum. (1) to (4} to
be (2) to (5) and am. (4} () 2. and (5) (6} and (chen (1) (@) (u), (5) {d) and {c}, Regis-
ter, February, 1988, No. 386, eff. 3-1-88; emerg. cr. (4) (v), eff. 8-1-88; cr. (4) (v),
Register, December, 1988 Mo, 396, eff. 1-1-8 9,

HFS 107.10 Drugs. (1) Coverep SERVICES. Drugs and
drug products covered by MA include legend and non-legend
diugs and supplies listed in the Wisconsin medicaid drug index
which are prescribed by a physician licensed under s. 448.04,
Stats., by a dentist licensed under s. 447,05, Stats., by a podiatrist
licensed under s. 448.04, Stats., or by an optometrist licensed
under ch, 449, Stats., or when a physician delegates prescription
of drugs to a nurse practitioner or to a physician’s assistant certi-
fied under s. 448.04, Stats., and the requirements under s. N 6.03
for nurse practitioners and under s. Med 8.08 for physician assis-
tants are met.

Note: The Wisconsin medicaid drug index is available from the State 0f Wlsconsm
Document Sales, P.O. Box 7840, Madison, WI53707. -

(2) SERVICES REQUIRING PRIOR AUTHORIZATION. The followmg
drugs and supplies require prior authorization; -

- (@) All schedule II stimulant drugs, except methylphemdate,

" (b) All schedules Y and IV stimulant drugs;

(¢) Medically necessary, specially formulated nutritional sup-
plements and replacement products, including enteral and paren-
teral products used for the treatment of severe health conditions
such as pathologies of the gastrointestinal tract or metabolic disor-

. ‘ders, as described in the MA provider handbooks and builetins.

{d) Drugs which have been demonstrated to entail substantial
cost or utilization problems for the MA program, including anti-
biotics which cost $100 or more a day. These drugs shall be noted
in the Wisconsin medicaid drug index;

(e) Any drug produced by a manufacturer who has not entered
into a rebate agreement with the federal secretary of health and
human services, as required by 42 USC 1396r-8, if the prescribing
provider under sub. {1) demonsirates to the department’s satisfac-
tion that no other drug sold by a manufacturer who complies with
42 USC 1396r-8 is medically appropridfe and cost-eﬁectwe in
treating the recipient’s condition;

{f) Drugs identified by the department that are sometimes used
to enhance the prospects of fertility in males or fernales, when pro-
posed to be used for treatment of a condition notrelated to femhty,
and

() Drugs identified by the department that are somettmes used
to treat impotence, when proposed to.be used for the treatment of
a condition not related to m:potence

Note: For more information on prior authorization, sée s, HES 107,02 (3)

{3) OTHERLIMITATIONS. (a) Dispensing of schedule IFL, IV and
V drugs shall be lirnited to the original dispensing plus 5 refills,
or 6 months from the date of Lhe original prescnptlon whxchever
comes first.

(b) Dispensing of non— scheduled legend drugs shall be hrmted
to the original dispensing plus 11 refills, or 12 months from the
date of the original prescription, whichever comes first.

©)" Generically—written prescriptions for drugs listed in the
federal food and drug administration approved drug products pub-
lication shall be filled with a generic drug included in that list, Pre-
scription orders written for brand name drugs which have a lower
cost generically available drig equivalent shall be filled with the
lower cost drug’ product equivalent, unless the prescnbmg pro-
vider under sub, (1) writes“brand medlcaliy necessary” on the
face of the prescnphon ) '

(d) Except as provided in par‘ {e), legend dmgs shall be dis-
pensed in amounts not {o exceed a 34-day supply.

. (e) The following drugs may be dispensed in amounts up to but,
not to exceed a 100-day supply, as prescribed by a physwxaw

1. Digoxin, digitoxin, digitalis;
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. Hydrochlorothiazide and chlorothiazide;

. Prenatal vitamins;

Fluoride;

. Levothyroxine, l1othyromne and thyrotd extract
. Phenobarbital;

. Phenytoin; and

. Oral contraceptives.

{f) Provision of drugs and supplies to nursing home rec1pients
shall comply with the department’s pohcy on ancxllary costsin s,
HFES 107.09 (4) (a).

(g) Provision of special dtetary supplements used for tube

feeding or oral feedmg of nursing home recipients shall be
included in the nursing home daily rate pursuant to s. HFS 107 09
(2) (b).
.- {h) To be included as a covered service, an over—the—counter
drug shalt be used in the treatment of a diagnosable condition and
be a rational part of an aceepted medical treatment plan. Only the
following general categories of over—the—counter drugs are ¢ cov-
ered:

OOHJO\M;&MN

. Antacids;
. Analgesics;
. Insulins;
. Contraceptives;
. Cough preparations;
. Ophthalmic lubricants; and
7. Iron supplements for pregnant women.

(i} Any innovator multiple-source drug is a covered service
only if the prescribing provider under sub. (1) certifies by writing
the phrase “brand medically necessary” on the prescription to the
pharmacist that a specific brand drug, rather than a generic drug,
is medicalty necessary. The prescribing provider shall document
the reason why the drug is medically necessary in the patient’s
record. In this paragraph, “innovator multiple source drug” means
a multiple source drug that was originally marketed under an orig-
inal new drug application approved by the U.S. food and drug
administration, .

(]) A drug produced by a manufacturer who does not meet the
requirements of 42 USC 1396:-8 may be a covered service if the
department determines that the drug is medically necessary and
cost-effective in treating the condition for which it is prescribed.

(k) The department may determine whether or not a drug
Jjudged by the U.S. food and drug adiinistration to be “less than
effective”shall be reimbursed under the program based on-the
medical appropriateness and cost~effectiveness of the drug,

(1) Services, including drugs, directly related {0 non-surgical
abortions shall comply with s, 20,927, Stats., may only be pre-
scribed by a physician, and shall comply with MA policy and pro-
cedures as described in MA provider handbooks and bulletins.

* (4) NoN-cOVERED SERVICES. The department may create a list
of drugs or drug categories to be excluded from coverage, known
as the medicaid negative drug list. These non—covered drugs may
include drugs determined “less than effective” by the U.S. food
and drug administration, drugs not covered by 42 USC 1396r-8,
drugs restricted under 42 USC 1396r-8 (d) (2) and experimental
or other drugs which have no medically accepted indications, In
addition, the following are not covered services:

(a) Claiths of a pharmacy provider for reimbursement for
drugs and medical supplies included in the da:ly rate for nursmg
home recipients;

(b) Refills of schedule Il drugs;

(c) Refills beyond the limitations xmposed under sub, (3) (a)
and (b);

{d) Personal care items such as nonﬁtherapeuttc bath 01Is,

(e) Cosmetics such as non-therapeutic skin lotions and sun
screens;

[ Y R S
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(f) Commen medicine chest items such as antiseptics and
band-aids;

(g) Personal hygiene items such as tooth paste and cotton balls;

(h) “Patent” medicines such as drugs or other medical prepara-
tions that can be bought without a prescription;

(i) Uneconontically small package sizes;

(i) Ttems which are in the inventory of a nursing home;

(k) Drugs not listed in the medicaid index, including over-the—
counter drugs not included in sub. (3) (h) and legend drugs;

() Drugs included in the medicaid negative drug list main-
tained by the department; and )

(m) DPrugs produced by a manufacturer who does not meet the
requirements of 42 USC 1396r-8, unless sub. {2} (e) or (3) (})
applies.
~{n} Drugs provided for the treatment of males or females for
infertility or to enhance the prospects of fertility;

{0} Drugs provided for the tréatment of impotence; _

{p) Drugs, including hormone therapy, associated with trans-
sexual surgery or medically unnecessary alferation of sexual anat-
omy or characteristics;

(@) Drugs or combinations of drugs that are administered to
induce abortions, when the abortions do not comply with s.
20.927, Stats., and 5. HFS 107.10(3)(D). :

(r) Food;

(s) Infant formula, except when the product-and recipient’s
health condition meet the criteria established by the department
under sub. (2} (c) to verify medical need; and

(t) Enteral nutritional products that do not meet the criteria
established by the department under sub. (2} (¢} to verify medical
need, when an alfernative nutrition source is available, or that are
solely for the convenience of the caregiver or the recipient. -

(5) DRUG REVIEW, COUNSELING AND RECORDKREPING. In addi-
tion to complying with ch. Phar 7, a pharmacist shall fulfill the
requirements of 42 USC 1396128 {g) (2) (A) as follows:

(a) The pharmamst shall prov1de for a review of drug therapy
before each presctiption is filled or delivered to an MA recipient.
The review shall include screening for potential drug therapy
problems due to therapeutic duplication, drug-disease contrain-
dications, drug-drug interactions, including serious interactions
with non-prescription or over-the—counter drugs, incorrect drug
dosage or duration of dmg treatment, dmg—allergy mteractions
and clinical abuse of misuse.

(b) The pharmacist shall offer to discuss with each MA recipi-
ent, the recipient’s legal representative or the recipient’s caregiver
who presents the prescription, matters which, in the exercise of the
pharmacist’s professional judgment and consistent with state stat-
utes and rules governing provisions of this information, the phar—
macist deems significant, including the following:

1. The name and description of the medication;

2. The rouite, dosage form, dosage, route of administration,
and duration of drug therapy;

3. Specaﬁc directions and precautions for preparation, admin-
istration and use by the patient;

- 4, Common severe side effects or adverse effects or 1merac~
tions and therapeutic contraindications that may be encountered,
including how to avoid them, and the action required if they occur;

5. Techniques for self-monitoring drug therapy;

6. Proper storage;

7. Prescription refill information; and

8. Action to be taken in the event of a missed dose.

(¢) The pharmacist shall make a reasonable effort to obtain,
record and maintain at least the following information regarding
each MA recipient for whom- the pharmacist dispenses drugs
under the MA program:
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1, The individual’s name, address, telephone number, date of
birth or age and gender;

2. The individual’s history where significant, including any
disease state or states, known allergies and drug reactions, and a
comprehensive list of medications and reievant devices; and

3. The pharmacist's comments relevant to the individual’s
drug therapy.

{d) Nothing in this subsection shall be construed as requiring
a pharmacmt to provide consultation when an MA recipient, the
recipient’s legal representative or the recipient’s caregiver refuses
the consultation.

History: Cr. Register, February, 1986, No. 362, off. 3—1-86; am. (3) (b}, Register,
February, 1988, No. 386, eff, 3-1-88; emerg. am. (2) (¢) and (@), (4) (k), cr. (g) (g),
(3) i)} and {k3; (4) (1), off. 4-27-91: v, and recr. Register, Decambet, 1991,

fi. 1-1-92, . and recr. (2) (c), am. (2) (d) and {£}, ¢ (2) (1) and (g, (3} (1) aud
(4) (n) to (t}, Reglster, January, 1.997 No. 493, eff. 2-1-97.

HFS 107.11 'Home health services. '(1) DEFINTTIONS.
In this section: _

{a) “Community-based residential facility” has the meaning
prescribed in 5. 50.01 (1g), Stats. :

{b) "Home health aide services” means medically oriented
tasks, assistance with. activities of daily living and incidental
household tasks required to facilitate treatment of a recipient’s
medical condition or to maintain the recipient’s health.

© “Home health visit” or “visit” means aperiod of time of any
duration during which home health services are provided through
personal contact by agency personnel of less than 8 hours a day
in the recipient’s place of residence for the purpose of providing
a covered home health service. The services are provided by a
home health provider employed by a home health agency, by a
home health provider under contract to 2 home health agency
according to the requirements of 5. HSS 133.19 or by arrangement
with a home health agency. A visit begins when the home health
provider enters the residence to provide a covered senuce and
ends when the worker Ieaves the residence.

IG) “Home health provider” means a person who is an RN,
LPN, home health aide, physical or occupational therapist, speech
pathologist, certified physical therapy assistant or certified
occupational therapy assisiant,

(e) “Initial visit” means the first home health visit of any dura-
tion in a calendar day provided by a registered nurse, licensed
practical nurse, home health aide, physical or occupational thera-
pist or speech and language pathologist for the purpose of deliver-
ing a covered home health service to a reciptent.

(f) “Subsequent visit” means each additional visit of any dura-
tion following the initial visitin a calendar day provided by an RN,
LPN or home health aide for the purpose of delivering a covered
home health service to a recnpxent

{g) “Unlicensed categivcr means a homc health aide or per-
sonal care worker.

(2) Coverep SERVICES. Services provided by an agency certi-
fied under s. HFS 105.16 which are covered by MA are those rea-
sonable and medically necessary services required in the home to
treat the recipient’s condition. Covered services are: skilled nurs-
ing services, home health aide services and medical supphes,
equipment and appliances suitable for use in the recipient’s home,
and therapy and speech pathology services which the agency is
certifled to provide. These services are covered only when per-
formed according to the requirements of s. HES 105.16 and pro-
videdina rec1plcnt s place of residence which is other than a hos-
pital or nursing home, Home healch skilled nursing and therapy
services are covered only when provided fo a recipient who, as
certified in writing by the recipient’s physician, is confined to a
place of residence except that intermittent, medically necessary,
skilled nursing or therapy services are covered if they are required
by arecipient who cannotreasonably obtain these services outside
the residence or from a more appropriaté provider. Home health
aide services may be provided to a récipient who is not confined

o
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to the home, but services shall be performed only in the recipient’s
home. Services are covered only when included in the written plan
of care with supervision and coordination of all nursing care for
the recipient provided by a registered nurse. Home health services
include: .

{a) Skilled nursing services prov1ded ina rec;pient s home
under a plan of care which requires tess than 8 hours of skilled
nursing care per calendar day and specifies a level of care which
the nurse is qualified to provide. These are: -

1. Nursing services performed by a registered nurse, or by a
licensed practical nurse under the supervision of a registered
nurse, according to the written plan of care and accepted standards
of medical and nursing practice; in accordance with ch. N 6;

2. Services which, due to the recipient’s medical condition,
may-be only safely and effectively provided by an RN or LPN;

3. Assessinents performed only by a registered nurse; and

4, Teaching and trammg of the recipient, the recipient’s fam-
ily or other caregivers requiring the skills on an RN or LPN.’
Note: For a further description of skilled nursing services, refer to the Wisconsin
Medical Assistance Home Health Agency Provider Handb-ook PartL, Dmston 10
(b) Home health aide services are:

1. Medically oriented tasks which cannot be safely delégated
by an RN as determined and documented by the RN fo a personal
care worker who has not received special training in performing
tasks for the specific individual, and which may include, but are
not iimited to, medically oriented activities directly supportive of
skilled nursing services provided to the recipient. These may
inciude assistance with and administration of oral, rectal and topi-
cal medications ordinarily self~administered and supervised by
an RN according to 42 CFR 483.36 (d), ch. HSS 133 and ch. N 6,
and assistance with activities directly supportive of current and
active skilled therapy and speech pathology services and further
described in the Wisconsin medical assistance home health
agency provider handbook;

2, - Assistance with the remprent ] actmtres of daily hwng
only when provided on conjunction with a medically oriented task
that cannot be safely delegated to a personal care worker as deter-
mined and documented by the delegatmg RN. Assistance with the
recipient’s activities of daily living consists of medically oriented
tasks when a reasonable probability exists that the rcclplent 5
edical condition will worsen during the period when assistance
is provided, as documented by the delegating RN. A récipient
whose medical condition has exacerbated during care activities
sontetime in the past 6 months is considered to have a condition
which may worsen when assistance is provided. Activities of
daily Iiving include, but are not limited to, bathing, dressing,
gmommg and personal hygiene activities, skin, foot and ear care,
eating, ehmmatwn, ambulatmn, and changing bed posmons, and

3.  Household tasks. 1nc1dental to direct care activities
described in subds. 1. and 2. N
Notet For further description of home health aide services, refer to the Wisconsin
Medical Assistance Home Health Agency Provider Handbook, Part L, Division II.
(¢) " 1. These are services provided in the recipient’s home
which can only be safely and effectively performed by a skilled
therapist or speech pathologist or by a certified therapy assistant
who receives supervision by the certified therapist according to 42
CER 484,32 for a recipient confined to his or her home.

2. Based on the assessment by the recipient’s physician of the
recipient’s rehabilitation potential, services provided are expected
to materially improve the recipient’s condition within a reason-
able, predictable time period, or are necessary to establish a safe
and effective maintenance program for the recipient.

3. In conjunction with the written plan of care, a therapy evai-
uation shall be conducted prior to the provision of these services
by the therapist or speech pathologist who will provide the ser-
vices to the recipient.

HFS 107.11

4. ‘The therapist or speech pathologist shall provide a sum-
mary of activities, including goals and outcomes, to the physician
at least every 62 days, and upon conclusion of therapy services.

(3) PRIOR AUTHORIZATION. Prior authorization is required to
review-utilization of services and assess the medlcal necessity of

-continuing services for:

(a) All home health visits when the total of any combination
of skilled nursing, home health aide, physical and occupational
therapist and speech pathologist visits by all providers exceeds 30
visits in'a calendar year, including situations when the remplent ]
care is shared among several certified providers; . -

*(b) Allhome health aide visits when the services are provided
in conjunction with private duty nursing under s. HES 107.12 or
the provision of respiratory care services under s. HFS 107.113;

{c} All medical supplies and equipment for which pnor autho-
rization is required under s. HFS 107.24;

{d) AH home health alde visits when 4 or more hours of contin-
uous care is medically necessary, and

(e) All subsequent skilled nursing visits. .

{4) OTHER LiMITATIONS. {a) The written plan of care shall be
developed and reviewed concurrenily with and in supportof other
health snstaim’ng efforts for the recipient in the home, =

. (b) All durable medical equipment and disposable medical
supplies shall meet the requirements of s. HES 107.24.

(c) Services provided to a recipient who is a resident of a com-
munity—based residential facility shall be rendered according to
the requirements of ch. HFS 83 and shall not duplicate services
that the facility has agreed to provide.

(d) 1. Exceptas provided in subd. 2., home health skﬂled nugs-
ing services provided by one or more provrders are limited to less
than 8 hours per day per recipient as required by the remprent s
medical condition,

2. If the recipient's medu:al condmon WOrsens so that 8 or
more hours of direct, skilled nursing services are required in a cal-
endar day, a maximum of 30 calendar days of skilled nursing care
may continue to be reimbursed as home health services, beginning
on the day 8 hours or more of skilled nursing services became nec-
essary. To continue medically necessary services after 30 days,
prior authorization for prwate duty nursing is reqmred under s.
HFS 107.12 (2).

(e) Anintake evaluation is a covered home health skzlled nurs-
ing service only if, dunng the course of the initial visit to the recip-
ient, the recipient is admitted into the agency’s care and covered
skilled nursing services are performed according to the written
physician’s orders durmg the visit. '

{f) " A skilled nursing ongomg assessment for a recipient is a
covered service:

1. When the recipient’s medical condition is stable, the recipi-
ent has not received a covered skilled nursing service, covered
personal care service, or covered home visit by a physician service
within the past 62 days, and a skilled assessment is required to re—
evaluate the continuing appropriateness of the plan of care. In this
paragraph, “medically stable” means the recipient’s physical
condition is non-acute, without substantial change ot fluctuation
at the current time. |

2. When the rectplent ] medlcal condltlon reqm:es skrlled
nursing personnel to identify and evaluate the need for poss1ble
modification of treatment;

3. When the recipient’s medical condition. requires skilled
nursing personnet to initiate additional medical procedures until
the recipient’s treatment regimen stabilizes, but is not part of a
longstanding pattern of care; or

4, T there is a likelihood of complications or an acute episode.

(g) Teaching and training activities are covered services onty
when provided to the recipient, recipient’s family or other care-
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giver in conjunction with other covered skilled nursmg care pro-
vided to the recipient.

(h) A licensed nurse shail admmxster medlcatwns to a minor
child or {o an adult who is not self-directing, as determined by the
physician, to direct or administer his or her own medications,
when a responsible adult is not present to direct the recipient’s
medication program. .

(i) Services provided by an LPN whlch are not delegated by
an RN under s. N 6.03 are not covered services,

“{f) - Skilled physical and occnpatmnal therapy and speech
pathology services are not to include activities provided for the
generai welfare of the recipient or activities to provide diversion
for the recipient or to motivate the recipient. :

¢ (k) SkiHed nursing services may beprovided fora remplent by
one or more home health agencies or by an agency contracting
with a nurse or nurses only if the agencies meet the requirements
of ch. HSS 133 and are approved by the department.

() RN supervision and administrative costs associated with
the provision of services under this section are not separately
reimbursable MA services,

(m) Home health aide service I;mitatmns are the foilowing.

1.” A home health aide may prowde asmstance with a recipi-
ent’s medications only if the written plan of care documents the
name of the delegating registered nurse and the recipient is aged
18 or more;

* 2. Home health aide services are primarily medicatly oriented
tasks, as determined by the delegating RN, when the instability of
the recipient’s condition as documented in the medical record is
such that the recipient’s care cannot be safely delegatcd toa per—
sonal care worker under s. HES 107.112; :

3. A home health aide visit which is a coveréd service shail
include at least one medically oriented task performed during a
visit which cannot, in the judgment of the deIegatngN be safely
delegated to a personal care worker; and -+

4. A home health aide, rather than a personal care worker,
shaill always provide med:cally oriented servxces for reczpwnts
who are under age 18,

{5} NON-COVERED SERVICES, ’I'he followmg serv1ces ate not
covered home health services:

@) Services that are not mcdlcaliy necessary, o

(b} Skilled nursing servxces prov1ded for 8 or more hours per
recipient per day,

{c) More than one initial v1s:t per day by a home health skilled

nurse, home health aide, physical or occupational therapist or
speech and langvage pathologist; . i

{d) Private duty nursing services under s. HFS 107 12 unless
the requirements of sub. (4) (d) 2. apply; )

{e) Services requiring prior authonzanon that are provided
without prior authorization; .

(f) Supervision of the recipient when superws:on is the only
service provided at the time; - .

(g) Hospice care provided under s, I—EFS 107. 31

" {h) Mental hiealth and alcoho! or other drug abuse services pro-
vided under $;. HFS 107.13 (2), (3), (3m), (4) and (6);

(i) Medications administration by a personal care worker or
administration by a home health aide which has not been dele-

gated by an RN according to the relevant provnslons of ch. HSS

133.

(§) - Skilled nursing services contracted for by a home health
agency unless the requirements of s, HS8S 133.19 are met and
approved by the department; -

(k) Occupational therapy, physical therapy or speech
pathology services requiring only the use of equipment without
the skills of the therapist or speech pathologtst

(1) Skilled nursing visits:
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1. Solely for the purpose of ensuring that a recipient who has
a demonstrated history of noncompliance over 30 days complies
with the medications program;

2. To administer or assist with medication administration of
an adult recipient who is capable of safely self-administering a
medication as determined and documented by the RN;

3. Toinject a recipient who is capabie of safely seIf—mjecting
a medication, as described and documented by the RN;

4. To prefill syringes for self—mjecuon when, as determmed
and documented by the RN, the recipient is capable of prefilling
or a pharmacy is avatlable to prefill; and -

=5, ‘To set up medication for self—admmlstrahon when, as
determined and documented by the RN, the recipient is capable or
a pharmacy is available to assist the recipient;

{m} Home health services to arecipient who is eligible for cov-
ered services under the medicare program or any other insurance
held by the rec:p1ent,

(n) Services that are not medlcally appropnate In this para-
graph,“medically appropriate” means a service that is proven and
effective treatment for the condition for which it is intended or
used; . .

. {0) Parenting; :

- {p) Services to other members of the rempxent s housel:old

- {q) A visit made by a skilled nurse, physical or occupational
therap1st or speech pathologlst solely to train other home health
workers; .-

(r) Any home health service included in the dally rate of the
cemmumty—based res:denual faclhty where the rec1p1ent is res;d-
ing; :

(s) “Services when provided to a recipient by the recxpfent s
spouse or parent if the recipient is under age 18;

() Skilled nursing and therapy services provided to a recipient
who is not confined to a place of residence when servxces are rea-
sonably available ontmde the residence; '

) Any service which is performed ina place other than the
remplent s residence; and -

v} Independent nursing services under sub. (6)

(6) UNAVAILABILITY OF A HOME HEALTH AGENCY (=) Def nition.
In this subsection, “part-time, 1ntenmttent care” means skilled
nursing services provided in a recipient’s home under a plan of
care which requires less than 8 hours of skilled care in a calendar
day. )

(b) Covered services. 1 Part—tlme, intermittent nursmg care
may be provided by an independent nurse certified under s. HSS
105.19 when an existing home health agency cannot provide the
services as appropriately documented by the nurse, and the physi-
cian’s prescription specifies that the recipient requires less than 8
hours of skilled nursmg care per calendar day and calls for a Jevel
of care which the nurse is licensed to provide as documented tothe
department,

‘2. Services provided by an MA—certified registered nurse are
those services prescribed by a physician which comprise the prac-
tice of professional nursing as described under s. 441.11 (3),
Stats., and s. N 6,03, Services provid_ed by an MA—certified
licensed practical nurse are those services which comprise the
practice of practical nursing under s, 441.11 (4), Stats., and s. N
6.04. An LPN may provide nursing services delegated by an RN
as delegated nursing acts under the requirements of s5. N 6.03 and
6.04 and guidelines established by the state board of nursing.

3. A written plan of care shall be established for every recipi-
ent admitted for care and shall be signed by the physician and
incorporated into the recipient’s medical record. A written plan of
care shall be developed by the registered nurse or therapist within
72 hours after acceptance. The written plan of care shall be devel-
oped by the registered nurse or therapist in consultation with the
recipient and the recipient’s physician and shall be signed by the
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physician -within 20 working days following the recipient’s
admission for care. The written ptan of care shall include, in addi-
tion to the medication and treatment orders:

a. Measurable time—specific goals;

b. Methods for delivering needed care, and an indication of
which, if any, professional disciplines are responsible for deliver-
ing the care;

¢. Provision for care coordination by an RN when more than
one nurse is necessary to staff the recipient’s case;

d. Identification of all other parties providing care to the
recipient and the responsibilities of each party for that care; and

e. A description of functional capabihues, mental status,
dietary needs and allergies.

4. The written plan of care shall be revnewed 31gned and dated
by the recipient’s physician as often as required by the recipient’s
condition but at least every 62 days. The RN shall promptly notify
the physician of any change in the recipient’s condition that sug-
gests a need to modify the plan of care. _

5. Drugs and treatment shall be administered by the RN or
LPN only as ordered by the recipient’s physician or his or her
designee, The nurse shall immediately record and sign orat orders
and shall obtain the physxcjan s countermgnature within 10 work-
ing days.

6. Supervision of an LPN by an RN or physician shall be per-
formed according to the requirements under ss. N 6.03 and 6.04
and the resulis of supervisory activities shall be documented and
communicated to the LPN.

{¢) Prior authorization. 1. Prior authorization requirements
nnder sub. (3) apply to services provided by an independent nurse,

2. A request for prior authorization of part-time, intermittent
care performed by an LPN shdll include the name and license
number of the registered nurse supervising the LPN,

{d) Other limitations. 1. Bach independent RN or LPN shall
document the care and services provided. Documentation
required under par. (b) of the unavailability of a home health
agency shall include names of agencies contacted, dates of contact
and any other pertinent information.

. 2. Discharge of a I’eClplent from nursing care under this sub-
section shall be made in accordance with s. HES 105.19 (9).

3. The limitations under sub. {(4) apply.
4. Registered nurse supervision of an LPN is not separately
reimbursable.
{e) Non—covered services. The following services are not cov-
ered services under this subsection: :

1. Services listed in sub. (5}
2. Private duty nursing services under s. HES 107.12; and

3. Any service that fails to meet the recipient’s medical needs

or places the recipient at risk for a negative treatment outcome.

History: Cr. Register, February, 1986, No. 362, eff. 3-1-86; 1. and reer. Register,
April, 1988, No. 388, eff. 7-1-88; am, (3) (d) and (¢}, cr. (3) (), Register, December,
1988, No. 396 cff, 1-1-89; emerg. r. and recr. eff. 7-1-92; 1. and necr, Regiiter, Feb-
ruary, 1993, No, 446, eff, 3~1A93; emerg. cr, {3} {ag), eff. 1-1-94.

HFS 107.112 Personal care services. (1) Coverep
SERVICES, {a) Pérsonal care services are medically orjented activi-
ties related to assisting a recipient with activities of daily living
necessary to maintain the recipientin his or her place of residence
in the community, These services shall be provided upon written
orders of a physician by a provider certified under s, HES 105.17
and by a persenal care worker employed by the provider or under
contract to the provider who is supervised by a registered nurse
according to a written plan of care. The personal care worker shall
be assigned by the supervising registered nurse to specific recipi-
ents to do specific tasks for those recipients for which the personal
care worker has been trained, The personal care worker’s training
for these specific tasks shall be assured by the supervising regis-
tered nurse. The personal care worker is limited to performing
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only those tasks and services as assigned for each recipient and for
which he or she has been specifically trained.

{b) Covered personal care services are:
1. Assistance with bathing;
2. Assistance with getting in and out of bed;
3. Teeth, mouth, denture and hair carg;
4, Assistance with moblllty and ambulation including use of
walker, cane or crutches;
5. Changing the recipient’s bed and laundering the bed linens
and the recipient’s personal clothing; =~
6, Skin care excluding wound care;
7. Care of eyeglasses and hearing aids;
" 8, Assistance with dressing and undressing;
9, Toileting, including use and care of bedpan, urinal, com-
mode or toilet; ] ]
10. Light cIéaning in essential areas of the home used during
personal care service activities;

11. Meal preparation, food purchasing and meal servmg,
. 12, Simple transfers including bed to chair or wheelchair and
reverse; and
- 13, Accompanying the remplent to obtam medtcal diagnosis
and treatment.

{2} SERVICES REQUIRING PRIOR AUTHORIZATION. (a) Prior
authorization is required for personal care services in excess of
250 hours per calendar year. _

(b) Prior authorization is required under par. (a) for specxﬁc
services listed in s. HFS 107.11 (2). Services listed in s, HFS
107.1% (2) (b) are covered personal care services, regardless of the
recipient’s age, only when: =~

1. Safely delegated to a personal care worker by a registered
nurse, )
2. The personal care worker is tramed and superwscd by the
prov:der to provide the tasks; and
3. The rempient, parent or resp’onsible person is permitted to
participate in the trainmg and supervision of the personal care
worker. :

(3) OTHER LIMITATIONS. () Personal care services shall be
performed under the supervision of a registered nurse by a per-
sonal care worker who meets the requirements of s. HES 105.17
(3) and who is employed by or is under conlract to aprovnder cerli-
fied under s. HFS 103.17.

(b) Services shall be performed according to a written plan of
care for the recipient developed by a registered nurse for purposes
of providing necessary and appropriate services, allowing
appropriate assignment of a personal care worker and setting stan-
dards for personal care activities, giving full consideration to the
recipient’s preferences for service arrangements and choice of
personal care workers. The plan shall be based on the registered
nurse’s visit to the recipient’s home and shall include:

1. Review and interpretation of the physician’s orders;

2. Frequency and anticipated duration of service;

3. Evaluation of the recipient’s needs and preferences; and

4. Assessment of the recipient’s social and physical environ-
ment, including family involvement, living conditions, the recipi-
ent’s level of functioning and any pertment cultural factors such
as language,

(c) Review of the plan of care, evaluation of the recipient’s
condition and supervisory review of the personal care worker
shall be made by a registered nurse-at least every 60 days. The
review shall include a visit to the recipient’s home, review of the
personal care worker’s daily written record and discussion with
the physician of any necessary changes in the plan of care.

{d) Reimbursement for registered nurse supervisory vxs:ts is
limited to one visit per month. : ;
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{e} No more than one—third of the time spent by a personal care
worker may be in performing housekeeping activities.

{4) NON-COVERED SERVICES, The followmg services are not
covered services:

(a) Personal care services provnded ina hospltal ora nursmg
home or in a community—-based residential facnhty, as defined in
5, 500 (I}, Stats., with more than 20 beds; _

{b) Homemaking services and cleanmg of areas not used dur-
ing persenal care service activities, unless directly related to the
care of the person and essential to the recipient’s health;

{¢) Personal care services not documented in the plan of care;

(d) Personal care services provxded by a responsible relative
under s, 49.90, Stats.;

(¢) Personal care services provided in excess of 250 hours per
calendar year without prior authorization;

(f) Services other than those listed in subs. (1) (b) and (2) (b);
(g) Skilled nursing services, including:
1. Insertion and sterile irrigation of catheters;
2, Giving of injections; _ :
3. AppHcation of dressings involving prescription medication
and use of aseptic techniques; and
4. Administration of medicine that is not usually self-admin-
istered; and

(h) Therapy services.

"History: Cr. Register, April, 1988, No. 388 eff. 7-1-88; renum. (2) to b (2) (a),
cr, (2) (b}, am, (3) (e), Register, December, 1988, No. 396, eff. 1-1-8%; . and recr.
{2} (b}, 1. (3) (D), am. {4) (D), chlstcr Fcbruary, 1993 No. 446, eff, 3-1-93; emerg,
am, (2) (a}, {4) (e, eff. 1-1-94. )

HFS 107.113 Respiratory care for venﬂiator—as’-
sisted reciplents. (1) Coverep servicES, Services, medical
supplies and equipment necessary {o provide life support for a
recipient who has been hospitalized for at least 30 consecutive
days for his or her respiratory condition and who is dependent on
a ventilator for at least 6 hours per day shall be covered services
when these services are provided to the recipient in the recipient’s
home. A recipient receiving these services is one who, if the ser-
vices were not available in the home, would require them as an
inpatient in a hospital or a skilled nursing facility, has adequate
sacial support to be treated at home and desires to be cared for at
home, and is one for whom respiratory care can safely be provided
in the home. Respiratory care shall be provided as required under
ss. HES 105.16 and 105.19 and according to a written plan of care
under sub. (2) signed by the recipient s physician for a recipient
who lives in a residence that is not 2 hospital or a skilled nursing
facility, Respiratory care includes:

(). Airway management, consisting of:

1. Tracheostomy care; all available types of tracheoétomy
tubes, stoma care, changing a tracheostomy tube, and emergency
procedures for tracheostomy care mcludmg accidental extuba-
tion;

2. Tracheal suctioning techmque, and

3. Airway humidification; :

(b) Oxygen therapy: operation of oxygen systems and auxil-
iary oxygen delivery devices; .

(c) Respiratory assessment, 1ncludmg but not limited to moni-
toring of breath sounds, patient color, chest excursion, secretions
and vital signs;

(d) Ventilator management, as follows:

1. Operation of positive pressure ventilator by means of tra-
cheostomy to include, but not limited to, different modes of ven-
tilation, types of alarms and responding to alarms, troubleshoot-
ing ventilator-dysfunction, cperation and assembly of ventilator
circuit, that is, the delivery system, and proper cleaning and disin-
fection of equipment;

2. Operation of a manual resuscltator, and

Register, January, 1997, No. 493

" WISCONSIN ADMINISTRATIVE CODE : 82

3. Emergency assessment and management including cardlo-
pulmonary resuscitation (CPR);

(e} The following modes of ventilatory support:

1. Positive pressure venttiatlon by means of a nasal mask or
mouthpiece;
2. Continuous positive airway pressure (CPAP) by means of
a tracheostomy tube or mask;
3. Negative pressure ventilation — iron lung, chest sheli or
pulmowrap;
4, Rocking beds;
5. Pneumobelts; and
6. Diaphragm pacing;
(f) Operation and interpretation of monitoring devices:
1. - Cardio-respiratory monitoring;
2. Pulse oximetry; and
3. Capnography; ‘
(g) Knowledge of and skills in weaning from the ventilator;
(h} Adjunctive techniques:
1. Chest physiotherapy; and
2. Aerosolized medications; and

{i) Case coordination activities performed by the registered
nurse designated in the plan of care as case coordinator, These
activities include coordination of health care services provided to
the recipient at home and coordination of these services with any
other health or social service providers serving the recipient,

(2) PLAN OF CARE. A recipient’s written plan of care shall be
based on the orders of a physician, a visit to the recipient’s home
by the registered nurse and consultation with the family and other
household members. The plan of care established by a home
health agency or independent provider for a recipient to be dis-
charged from a hospital shall consider the hospital’s discharge
plan for the recipient. The written plan of care shall be reviewed,
signed and dated by the recipient’s physician and renewed at least
every 62 days and whenever the recnplent s condition changes.
Telephone orders shall be documented in writing and signed by
the physician within 10 working days. The written physician’ s
plan of care shall include:

(2) Physician orders for treatments provided by the necessary
disciplines specifying the amount and frequency of treatment;

(b) Medications, including route, dose and frequency;

(¢} Principal diagnosis, surgical procedures and other pertmem
diagnosis;

(d) Nufritional requirements; I

(¢} Necessary durable medical equnpment and dlspos ablc med-
ical supplies;

() Ventilator settings and parameters,

(g) Procedures to follow in the event of accidental extubation;

(1) Identification of back—ups in the event scheduled person-
nel are unable to attend the case;

(i) The name of the registered nurse des:gnated as the I‘eclpl-
ent’s case coordinator;

(i) A plan for medical emergency, to include:

1. Descnptlon of backfup personnel needed
_ 2. Provision for reliable, 24-hour a day, 7 _days aweek emer-
gency service for repair and delivery of equipment; and
3. Specification of an emergency power source; and

(k) A plan to move the recipient to safety in the event of fire,
flood, tornade waring or other severe weather, or any other
condition which threatens the recipient’s immediate environment.

(3) PRIOR AUTHORIZATION. (a) All services covered under sub.
(1) and all home health services under s, HES 107,11 provided to
a recipient receiving respiratory care shall be authorized prior to
the time the services are rendered. Prior authorization shall be

-renewed every 12 calendar months if the respiratory care under

this section is still needed. The prior authorization request shall
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include the name of the registered nurse who is responsible for
coordination of all care provided under the MA program for the
recipient in his or her home. Independent MA-certified respira-
tory therapists or nurses in private practice who are not employes
of or contracted to a home health agency but are certified under
s. HFS 105.19 (1) (b) to provide respiratory care shall include in
the prior authorization request the name and license number of a
registered nurse who will participate, on 24-hour call, in emer-
gency assessment and management and who will be available to
the respiratory therapist for consultation and assistance.

{4) OtHEr LIMITATIONS. (a) Services unider this section shali
not be reimbursed if the recipient is recelving respiratory care
from an RN, licensed prachcal nurse or respiratory therapist who
is providing these services as part of the rental agreement for a
ventilator or other respiratory equipment.

(b) Respiratory care provided to a recipient residing in a com-
munity-based residential facility (CBRF) as defined in s. 50.01
(1g), Stats., shail bc in accordance with the reqmrcments of ch
HFS 83.

(c)- Durable medxcal equlpment and disposable medical sup-

- plies shall be provided in accordance with condmons set outins.
HSS 107.24. :

() Resp1ratory care services prov1ded bya hcensed pract:cal
nurse shall be provided under the supervision of a registered nurse
and in accordance with standards of practice set out in s. N 6.04.
(&) Case coordination services provided by the designated case
coordinator shall be documented in the clinical record, including
the extent and scope of specific cate coordination provided.

{f) Inthe event that a recipient receiving services at home who
is discharged from thé care of one respiratory care provider and
admitted to the care of another respiratory care provider continues
to receive services at home under this section, the admitting pro-
vider shall coordinate services with the discharging provider to
ensure conlmuity of care. The admitting provider shall establish
the recipient’s plan of care as provided under siib. (2) and requcst
prior authorization under sub. (3).

{g) Travel, recordkeeping and RN supervision of a licensed
practical nurse are not separately reimbursable services.:

(5) NON-COVERED SERVICES. The followmg serv1ces are not
covered services:

(a) Parenting:

(b) ‘Supervision of the re01p1ent when supervision is the only
service provided;

(¢) Services provided w1thout prior authorization;

(d) Services provided by one individual in excess of 12 contin-
uous hours per day or 60 hours per week;

(e) Services provided in a settmg other than the rec1p1ent s
place of residence; and

“(f) Services that are not medically appropriate.
Illstory Cr. chlstcr, Febmary, 1993, No, 446, off. 3-1-93.

HFS 107 12 Prwate duty nursmg servlces. (1) Cov-
ERED SERVICES. {a) Private duty nursing is skilled nursing care
available for recipients with medical conditions requiring more
continuous skilled care than can be provided on a part-—time, inter-
mittent basis. Only a recipient who requires 8 or more hours of

skilled nursing care and is authorized to receive these servicesin,

the home setting may make use of the approved hours outside of
that setting during those hours when normal life activities take
him or her outside of that setting. Private duty nursing may be pro-
vided according to the requirements under ss. HFS 105.16 and
105.19 when the written plan of care specifies the medical neces-
sity for this type of service. '

(b) Private duty nursing services provided by a certified regis-
tered nurse in independent practice are those services prescribed
by a physician which comprise the practice of professional nurs-
ing as described under s, 441.11 (3), Stats., and s, N 6.03. Private
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duty nursing services provided-by a certified licensed practical
nurse are those services which comprise the practice of practical
nursing under s 441.11 (4), Stats., and s, N 6.04. An LPN may pro-
vide private duty nursing sevices delegated by a registered nurse
as delegated nursing acts under the requtremcuts of ch. N 6 and
guidelines established by the state board of nursing.

(c) Services may be provided only when prescribed by 2 physx-
c¢ian and the prescription calls for a level of care whlch the nurse
is licensed and competent to provide.

(d} 1. A written plan of care, including a functional assess-
ment, medication and treatment orders, shall be established for
every recipient admitted for care and shall be incorporated in the
recipient’s medical record within 72 hours after acceptance in
consultation with the recipient and the recipient’s physician and
shall be signed by the physician within 20 working days following
the recipient’s admission for care, The physician’s plan of care
shall include, in addition fo the medication and treatment orders:

a. Measurable time-specific goals;

b, Methods for delivering needed care, and an mdlcauon of
which other professional discsphncs, if any, are responsxble for
delivering the care; ‘

¢. Provision for care coordmauon by an RN when more than
one nurse is necessary to staff the recipient’s case; and -

“d. A description of functional capability, mental status,
dietary needs and allergies.

2, The written plan of care shall be reviewed and Slgned by
the recipient’s physician as often as required by the recipient’s
condition, but not less often than every 62 days The RN shall
promptly notify the physician of any change in the re01p1ent s
condmon that suggests 4 need to modify the plan of care.

(e) Drugs and treatment shall be admmlstered by the RN or
LPN only as ordered by the recipient’s physician or his or her
designee. The nurse shall immediately record and sign oral orders
and shall obtain the physician’s countersngnature within 10 work-
ing days.

(f) Med:cally necessary actual time. spent in direct care that
requlres the skills of a licensed nurse is a covered service,

(2) Prior AuTHOREZATION. (@) Prior authonzatmn is reqmrcd
for all private duty nursing services, .

(b}’ Private duty nursing for which pnor authonzauon is
requested is limited to 12 continucus hours in each 24 hour period
and no more than 60 hours in a calendar week for the number of
weeks care continues fo be medically necessary, when provided
bya s'mgle provider for all recipients combined who are receiving
services from the provider. A prior authorization requestfor 2 con-
secutive 12-hour penods shall not bé approved.

(c) A réquest for prior authonzauon of private duty nursmg
services performed by an LPN shall include the name and license
number of the registered nursé or physician supervising the LPN.

(d) A Tequest for prior authorization for care for a rec1plcnt
who requires more than one private duty nurse to provide medi-
cally necessary care shall include the name and license number of
the RN performing care coordination responsibilities.

{3) OTHER LIMITATIONS. (a) Discharge of a recipient from pri-
vale duty nursing care shall be made in accordance thh 8 HFS
105.19 (9).

"(b) An RN supervising an LPN performing services under this
section shall supervise the LPN as often as necessary under the
requirements of s, N 6.03 during the period the LPN is providing
services, and shall communicate the results of supervisory activi-
ties to the PN, These activities shall be documented by the RN,

() Bach private duty nurse shall document the nature and
scope of the care and services provided to the recipient in the
recipient’s medical record.

(d) Services performed in two consecutive 12-hour pcrlods
under sub, (2) (b) are not reimbursable.
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{e) Travel time, recordkeeping and RN superwston of an LPN
are not separately reimbursable services.

(4) NoN-COVERED SERVICES, The foliowmg servnces are not
covered services;

(a) Any services not included in the physrcran 5 plan of care;
(b} Any services under s, HES 107.11;

(¢} Skilled nursing services performed by a recxprent $ spouse
or patrent if the recipient is under age 21;

. {d) Services that were provided but not documcnted and

“{e) Any service that fails to meet the recipienit’s medical needs
or places the recipient at risk for a negative treatment outcome.

History; Cr, Register, Febmuary, 1986, No. 362, eff, 3-1-86; emerg. r. and recr.
cff. 7-1-90; r. and recr. Register, January. 1991, No. 421, eff. 2-1-91; emerg. r. and
TeCr. eff 7 -1-92; 1, andrecr. Regrster Pebruary, 1993, No., 448, eff, i 1-93,

" HFS 107.121 Nurse-midwife services. (1) COVERED
SERVICES. Covered services provided by a certified nurse-mid-
wife may include the care of mothers and their babies throughout
the maternity cycle, including pregnancy, tabor, normal childbirth
and the immediate postpartum period, provided that the nurse—~
midwife services are provided within the limitations estabhshed
in s, 441.15 (2), Stats., and ¢ch. N 4,

(2) EnaratioN. Coverage for nurse-midwife services for
management and care of the mother and newborn child shall end
after the sixth week of postpartum care, o

History: Cr‘Regis_ter,'Innuary. 1991 No, 421, eff, 2-1-91,

.. HFS 107.122 . Independent nurse practitioner ser-
vices. (1) CoverED SERVICES. Services provided by a nurse
practitioner, including a clinical nurse specralxst which are cov-
ered by the MA program are those medical services delegated by
a licensed physrc;an by a writted protocol developed with the
nutse practitioner pursilant to the requirements set forth in s. N
6.03 (2y and gurdelrnes set forth by the medical examining board
and the board of nursing. General nursing procedures are covered
services when performed by a certified nurse practitioner or clini-
cal nurse specialist in accordance with the requirements of s, N
6.03 (1). These services may include those medically necessary
diagnostic, preventive, ‘therapeutic, rehabilitative or palliative
services provided in a medical setting, the recipient’s home or
elsewhere, Specific reimbursable deiegated medical acts and
nursing services are the following: . N -y

(a) Under assessment and nursing dxagnosss

‘1. Obtarmng arecipient’s complete health hrstory and record-
mg the findings ina systernatrc, orgamzed manner;

"2, Bvaluating and analyzmg a health history critically; _

3, Performing a compIete physrcal assessment using tech-
mques of observation, inspection, auscultation, palpation and per-
cussion, ordering appropnate laboratory and diagnostic tests and
recording findings in a systematic manner;

4. Performing and recording a deve]opmental or functronal

status evaluation and menlal staiis examination using standard-

ized procedures, and .
5. Identrfymg and descnbmg behavror assocrated wrth deveI-
.opmental processes, aging, life style and family relauonshrps,
(b) Under analysis and decrsron—makmg

1. Discriminating between normal and abnormal ﬁndmgs
associated with growth and development, agmg and patho!oglcal
processes; .

2. Discriminating. between normal and abnormal patterns of
behavior associated with developmental processes, aging, life
style, and family relationships as influenced by illaess;

- 3. Bxercising clinical judgment in differentiating between sit-
uations which the nurse practitioner can manage and those whrch
require consultations or referral; and

4. Interpreling screening and selected diagnostic tests.
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“(c) Under management, planning, :mplementatron and treat-
ment;

1, Provrdmg preventive health care and health promouon for
adults and children;

" 2. Managing common seIf—lmntrng or gpisodic health prob-
lems in recipients according to protocol and other guidelines;

3. Managing stabilized illness problems in coloration with
physicians and other health care providers according to protocol;

4. Prescribing, regulating and adjusting medications as
defined by protocol;

3. Recommending symptomauc treatments and non—pre»
scription medicines;

6. Counseling rec1p1ents and thenr famlltes about the process
of growth and development, aging, life crises, common ilinesses,
risk factors and accidents;

{7, Helping recipicnis and therr farmlres assume greater
responsrbrhty for their own health maintenance and iliness care by
providing instruction, counseling and guidance;

8. Arranging referrals for recipients with health problems
who need further evaluation or additional services; and-

9. Modifying the therapeutic regiren so that it is appropriate
to the developmental and functional statuses of the rcmprent and
the recipient’s family; - : :

(d) Under evaluation: - :

1. Predicting expected outcomes of therapeutic regimens;

2. Collecting systematic daia for evaluating the response of
a recipient and the recipient’s family to a therapeutic regunen, ‘

3. Modlfymg the plan of care according to the response of the
reciplent )

"4, Collecting systematic data for seIf—evaEuauon and peer
review: and ]

-5, Utilizing an eptdemlologlcal approach in examining the
health care needs of recipients in the nuzse practitioner's caseload;

(e) Physician services described under s. HSS 107.06 that are
under protocol;

(f} Services under s. HFS 107 08 perfonned for an mpattentm
a hospital; .

(g} Outpatient hospital services, as descnbed ins, HFS 107.08
(1) (b},

() Family planning services, as described in s. HFS 107.21;

(i) Early and periodic screening, diagnosis and treatment
(EPSDT) services, as described in s. HES 107.22;

...(j) Prescriptions for drugs and recipient transportation; and

&) DrsposabIe medical supplies, as described in s. HFS
107.24, .

(2) PRIOR AUTHORIZATION. (a) Servrces under sub, (1) (&) ta
(k) are subject to applicable prior authonzatmn requirernents for
those services,

(b) Requests for prior authorization shall be accompamed by
the written protocol.

(3) OTuER LIMITATIONS. {a) No services under this section
may be reimbursed without a written protocol developed and
signed by the nurse practitioner and the delegating physician,
except for general nursing procedures described under s. N 6.03
(1). The physician shall review a protocol according to the
requirements of 5. 448,03 (2) (¢), Stats;, and guidelines estab-
lishéd by the medical examining board and the board of nursing,
but no less than once each calendar year. A written protocol shall
be organlzed as follows:'

1. Subjective data;

2, Objective data;

3. Assessment;

- 4, Plan of care; and

5. Bvatuation.
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(b) Prescriptions for drugs are limited {o those drugs allowed
under protocol for prescription by a nurse practitioner, except that
controlled substances may not be prescribed by a nurse practitio-
ner. -

. {4) NON-COVERED SERVICES. Non-covered services are:
(2) Mental health and alcohol and other drug abuse services;
®) Services provided to nursing home residents or hospital

‘inpatiénts which are mc]uded in the daily rates for a nursmg home

or hospital;
(c) Rural health clinic serwccs, .
(d) Dispensing durable medical equipment; and

(e} Medical acts for, which the nurse practitioner or clinical
nurse specialist does not have written protocols as specified in this
section. In this paragraph, “medical acts” means acts reserved by
professional training and licensure to physicians, dentists and
podiatrists.

His!ory. Emery. e, eff, 7-1-90; cr, chlster. Ianuary.l991 No.421, eff. ‘2—-1-91

. HFS 107.13 .Mental health services. (1) INPATIENT
CAREIN A HOSPITAL IMD. (&) Covered services. Inpatient hospitat
mental health and AODA care shall be covered when prescribed
by a physician and when provided withina hospital institution for
miental disease (IMD) which is certified under ss, HFS 105 07 and
105.21, except as provided in par. (b).

“(b) Conditions for coverage of vecipients under 21 years of
age. 1. Definition, In this paragraph, “individual plan of care”or
“plan of care” means a written plan developed for each recipient
under 21 years of age who receives inpatient hospital mental
health or AODA care in 2 hospital IMD for the purpose of improv-
ing the recipient’s condition to the extent that mpatlent care isno
Ionger necessary.

2. General conditions. Inpatient hospital mental health and
AOQODA services provided in a hospital IMD for recipients under
age 21 shail be provided under the direction of a physician and,
if the recipient was receiving the services immediately before
reaching age 21, coverage shall extend to the earlier of the follow-
ing: .
a. The date the recipient no longer requires the services; or
b. The date the recipient reaches age 22.

3, Certification of need for services. a. For recipients under
age 21 receiving services in a hospital IMD, a team specified in
subd, 3. b. shall certify that ambulatory care resources do not meet
the freatment needs of the recipient, proper treatment of the recipi-
ent’s psychiatric condition requires services on an inpatient basis
under the direction of a physician, and the services can reasonably
be expected to improve the recipient’s condition or prevent further
regression so that the services will be needed in reduced amount
or intensity or no longer be needed. The certification specified in
this subdivision satisfies the requirement for physician certiﬁca—
tion in subd. 7, In this subparagraph, “ambulatory care resources”
means any covered service except hospital inpatient care or care
of a resident in a nursing home.

b, Certification under subd, 3. 2. shall be made for a recipient
when the person is admitted to a facility or program by an indepen-
dent team that includes a physician. The team shall have compe-
tence in diagnosis and treatment of mental illness, preferably in
child psychology, and have knowledge of the recipient’s situation,

c. For a recipient who applies for MA eligibility while in a
facility or program, the certification shall be made by the team

- described in subd. 5. b, and shall cover any period before applica-

tion for which claims are made.
d. For emergency admissions, the certification shall be made
by the team specified in subd. 5. b. within 14 days after admission.
4. Active treatment. Inpatient psychiatric services shall
involve active treatment. An individual plan of care described in

subd, 5. shall be developed and implemented no later than 14 days.
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after admission and shall be designed to achieve the recipient’s
discharge from inpatient status at the earliest possible time.

*5. Individual plan of care. a. The individual plan of care shall
be based on a diagnostic evaluation that includes examination of
the medical; psychological, social, behavioral and developmental
aspects of the recipient’s situation and réflects the need for inpa-
tient psychiatric care; be developed by a team of professionals
specified under subd. 5. b. in consultation with the recipient and
parents, legal guardians or others into whose care the recipient
will be released after discharge; specify treatment objectives; pre-
scribe an integrated program of therapies, activities, and experi-
ences designed to meet the objectives; and include, at an appropri-
ate time, post—discharge plans and coordination of inpatient
services with partial discharge plans and related community ser-
vices to ensure confinuity of care with the reciplent 5 farmly,
school and community upon discharge.

- b. The individual plan of care shall be developed by an inter-
disciplinary team that includes a board—eligible or board-certified
psychiatrist; a clinical psychologist who has a doctorate and a
physician licensed to practice medicine or osteopathy; or a physi-
cian Heensed to practice medicine or osteopathy who has special-
ized training and experience in the diagnosis and treatment of
mental diseases, and a psychologist who has a master’s degree in
clinical psychology or who is certified by the state, The team shall
also include a psychiatric social worker, a registered nurse with
specialized training or one year's experience in treating mentally
ill individuals, an occupational therapist who is certified by the
American occupation therapy association and who has special-
ized training or one year of experience in lrcatmg mentally ill indi-
viduals, or a psychologist who has a master’s degree in clinical
psychology or who has been certified by the state. Based on
education and experience, preferably including competence in
child psychiatry, the team shall be capable of assessing the recipi-
ent’s immediate and long-range therapeutic needs, developmen-
tal priorities, and personal strengths and liabilities; assessing the
potential resources of the recipient’s family; selting treatment
objectives; and prescribing therapeutic modalities to achieve the
plan’s objectives.

¢. The plan shall be reviewed every 30 days by the team speci-
fied in subd. 5. b. to determine that services being provided are or
were required on an inpatient basis, and to recommend changes in
the plan as indicated by the recipient’s overall adjustment as an
inpatient.

d. The development and review of the plan of care under this
subdivision shall satisfy the utilization control requirements for
physician certification and establishment and periadic review of
the plan of care.

6. Evaluation. a. Before arecipientis adnntted toapsychiatric
hospital or before payment is authorized for a patient who applies
for MA, the attending physician or staff physician shall make a
medical evaluation of each apphcant s or recipient’s need for care
in the hospital, and appropriate professional personnel shall make
a psychiatric and social evaloation of the applicant’s or rcc;plent 5
need for care.

b. Each medical evaluation shall include a diagnosis, a sum-
mary of present medical findings, medical history, the mental and
physical status and functional capacity, a prognosis, and arecom-
mendation by a physician concerning admission to the psychiatric
hospital or concerning continued care in the psychiatric hospital
for an individual who applies for MA while in the hospital.

7. Physician cerfification. a. A physician shall certify and
recertify for each applicant or recipient that inpatient services in
a psychiatric hospital are or were needed.

b, The certification shall be made at the fime of adnussmn or,
if an individual applies for assistance whileina psychlatrlc hospi-
tal, before the agency authorizes payment.

¢. Recettlification shall be made at least every 60 days after
certification,

Register, January, 1997, No. 493



HFS 107.13

8. Physician’s plan of care. a. Before a recipient is admitted
to a psychiafric hospital or before payment is anthorized, the
attending physician or staff physician shall document and sign a
written plan of care for the recipient or applicant. The physician’s
plan of care shall include diagnosis, symptoms, complaints and
complications indicating the need for admission; a description of
the functional level of the individual; objectives; any orders for
medications, treatments, restorative and rehabilitative services,
activities, therapies, social services, diet or special procedures
recommended for the health and safety of the patient; plans for
continuing care, including review and modification to the plan of
care; and plans for discharge.

b, The attending or staff physwlan and other personnel
involved in the recipient’s care shall review cach plan of care at
least every 30 days.

9. Record entries. A writlen report of each evaluation under
subd. 6. and the plan of care under subd. 8. shall be entered in the
applicant’s or recipient’s record at the time of admission or, if the
individual is already in the facility, 1mmed1ately upon completion
of the evaluation or plan,

{c) Eligibility for non—institutional services. Recipients under
age 22 or over age 64 who are inpatients in & hospital IMD are eli-
gible for MA benefits for services not provided through that insti-
tution and reimbursed to the hospital as hospitat services under s,
HFS 107.08 and this subsection.

(d) Patient’s account. Eachrecipient who is a patienti ina state,
county, or private psychiatric hospital shall have an account estab-
lished for the maintenance of earited or unearned money pay-
ments received, including social security and SSI payments, The
account for a patient in a state mental health institute shall be kept
in accordance with s.'46.07, Stats, The payee for the account may
be the recipient, if competent, or a legal representative or bank
officer except that a Iegal representative employed by a county
depa.rtment of social services or the department may not receive
payments, If the payee of the resident’s account is a legally autho-
rized representative, the payee shall submit an annual report on
the account to the U.S. social security administration if social
security or SSI payments have been paid into the account.

(e} Professional services provided to hospital IMD inpatients.
In addition to meeting the conditions for provision of services
Hsted under s. HFS 107.08 (4), including separa'te billing, the fol-
lowing conditlions apply to professional services provided to hos-
pital IMD inpatients:

1. Diagnostic interviews with the recipient’s immediate fam-
ily members shall be covered services. In this subdivision,
“immediate family members” means parents, guardian, spouse
and children or, for a child in a foster home, the foster parents;

2. The Hmitations specified in s, HFS 107.08 (3) shall apply;
and . S

3, Electroconvulsive therapy shall be a covered service only
when provided by a certified psychiatrist in a hospital setting.

(f) Non-covered services. The following services are not cov-
ered services:

1. Activities which are primarily diversionai in nature such
as services which act as social or recreational outlets for the recipi-
ent; .
2. Mild tranquilizers or sedatives provided solely for the pur-
pose of relieving the recipient’s anxiety or insomnia;

3. Consultation with other providers about the recipient’s
care;

4, Conditional leave, convalescent leave or transfer days from
psychiatric hospitals for recipients under the age of 21;

- 5. Psychotherapy or AODA treatment services when sepa-
rately billed and performed by masters level therapists or AODA
counseliors certified under s. HFS 105.22 or 105.23;

6. Group therapy services or medication management for
hospital inpatients whether separately billed by an IMD hospital
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or by any other provider as an outpatient claim for professional
services;

7. Court appearances, except when necessary to defend
against commitment; and

8. Inpatient services for recipients between the ages of 21 and
64 when provided by a hospital IMD, except that services may be
provided to a 21 year old resident of a hospital IMD if the person
was a resident of that institution immediately prior to turning 21
and continues to be a resident after turning 21. A hospital IMD
patient who is 21 to 64 years of age may be cligible for MA bene-
fits while on convalescent leave from a hospital IMD., - :

Notet Subdivision 8 apphes only to services for recipients 21 to 64 years of age
who are aciua.][y residing in a psychiatric hospital or an IMD. Services provided to
arecipient who is a patient in one of these facilities but temporatily hospitalized else-
where for medical treatment or temporarily residing at a rehabilitation facility or
another type of medical facility are covered services, - |

Note: For more information on non-covered services, see ss. HFS 107.03 and

"107.08 (4).

(2) OUTPATIENT.PSYCHOTHERAPY SERVICES. {(a) Covered ser-
vices. QOutpatient psychotherapy services shall be covered ser-
vices when prescribed by a physician, when provided by a pro-
vider who meets the requirements of s, HFS 105 22, and when the
following conditions are met: :

1. A differential diagnostic examination is performed by a
certified psychotherapy provider. A physrcran s prescraptlon is
not necessary to perform the examination;

2. Before the actual provision of psychotherapy servnces a
physician prescnbes psychotherapy in writing;

3. Psychotherapy is furnished by:

- a, A provider who is a licensed physician or a hcensed
psychologist as provided under s. HES 105.22 (1) (a) or (b), and
who is working in an outpatient facility under s. HFS 105.22 (1)
{c) or (d); or who is working in private practice; or

b. A provider under s. HES 105.22 (3) who is working in an
outpatient facﬂlty under s, HES 105.22 (1) (c) or (d) whichis certi-
fied to participate in MA;

4. Psychotherapy is performed only in: -

a. The office of a provider;

b. A hospital outpatient clinic;

¢. An outpatient facility;

d. A nursing home;’

e. A school; or

f. A hospital;

. 5. The provider who performs psychotherapy shall engage in
face-to-face contact with the recipient for at least 5/6 of the time
for which reimbursement is claimed under MA;

* 6. Ouipatient psychotherapy services of up to $500 per recipi-
entin a calendar year for hospital outpatient service providers bill-
ing on the hospital claim form, or 15 hours or $500 per recipient
in a calendar year for non-hospital outpatien{ providers, which-
ever limit is reached first, may be provided without prior autho-
rization by the department; and

7. If reimbursement is also made to any provider for AODA
treatment services under sub. (3} during the same year for the
same recipient, the hours reimbursed for these services shall be
considered part of the $500 or 15-hour psychotherapy treatment
services limit before prior authorization is required. For hospital
outpatient providers billing on the hospital claim form, these ser-
vices shall be included in the $500 limit before prior authorization
is required. If several psychotherapy or AODA treatment service
providers are treating the same recipient during the year, all the
psychotherapy and AODA treatment services shall be considered
in the $500 or 15-hour total limit before prior authorization is
required. However, if a recipient is hospitalized as an inpatient in
an acute care general hospital or IMD with a diagnosis of, or for
a procedure associated with, a psychiatric or alcohol or other drug
abuse condition, reimbursement for any inpatient psychotherapy
or AODA freatment services Is not included in the $500, 15-hour
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Timit before prior authorization is required for outpatient psycho-

“therapy or AODA treatment services, For hospital inpatients, the

differential diagnostic examination for psychotherapy and the
medical evaluation for AODA treatment services also are not
included in the limit before prior authorization is required.

(b)) Prior authorization, 1. Reimbursement may be claimed

for treatment services beyond 15 hours or $500, whichever limit
is aitained first, after receipt of prior authorization from the
departmient. Services reimbursed by any third—party payer shall
be included when calculating the 15 hours or $500 of service.

‘2. The department may authorize retmbursement for a speci-
fied number of additional hours of non-hospital oltpatient care or
visits for hospital outpatient services to be provided to a recipient
with the calendar year, The department shall require periodic
progress reports and subsequent prior authorization requests in
instances where additional services are approved.

3. Persons who review prior authorization requests for the
departmenr shalt meet the same minimum training that providers
are expected to meet,

4, A prior authorization request shall mclude the foliowmg
information:-

> a, The names, addresses and MA prov1der or 1dentif“1er nurm-
bers of the providers conducting the diagnostic examination or
medical evaluation and performing psychotherapy services;

. b. A copy of the physician’s prescription for treatment;

¢. A detailed summary of the differential diagnostic examina-
tion, setting forth the severity of the mental illness or medically
significant emotional or social dysfunction, the medical necessity
for psychotherapy and the expecicd outcome of treatment;

d. A copy of the treatment plan which shall relate to the find-
ings of the diagnostic examination or medical evaluation and
specify behavior and personality changes being sought; and

& A statement of the estimated frequency of treatment ses-
sions, the estimated cost of treatment and the anticipated 1 location
of treatment,

5. The department s declsmn on a prior authonzatron request
shall be communicated to the provider in writing.

(c) Other limitations. 1. Collateral interviews shall be limited

to members of the recipient’s immediate family. These are par-
ents, spouse and children or, for chlldren in foster care, foster par-
ents.

. 2. Nomore than one provider may be rermbursed for the same
psychotherapy session, unless the session involves a couple, fam-
ity group or is a group therapy session. In this subdivision, “group
therapy session” means a session not conducted in a hospital for
an inpatient recipient at which there are more than one buf not
more than 10 -individuals receiving - psychotherapy services
together from one or 2 providers. Under no circumstances may
more than 2 providers be reimbursed for the same session.

3. Emergency psychotherapy may be performed by a pro-
vider for a recipient without a prescription for treatment or prior
authorization when the provider has reason to believe that the
recipient may immediately injure himself or herself or any other
person, A prescription for the emergency treatment shall be
obtained within 48 hours of the time the emergency treatment was
provided, excluding weekends and holidays. Services. shall be
incorporated within the limits described in par. (b) and this para-
graph, and subsequent {reatment may be provided if par. (b) is fol-
lowed.

4. Diagnostic testing-and evaluauon for mental health, day
treatrnent and AODA services shall be limited to 6 hours every 2
years per recipient as a unique procedure, Any diagnostic testing
and evaluation in excess of 6 hours shall be counted toward the
therapy prior authorization limits and may, therefore, be subject
to prior authorization.
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-5. Services under this subsection are not reimbursable if the
recipient is receiving cornrnumty support program services under
sub. (6). '

“6. Professional psychotherapy services provided to hospltai
inpatients in general hospitals, other than group therapy and
medication management, are not considered inpatient services,
Reimbursement shall be made to the psychiatrist or psychologist
billing providers certified under s. HES 105.22 (1) (a) or (b} who
provrde mental health professional services to hospital mpatrents
in accordance with requrrements of this subsection.

“(d) Non—covered servzces The following servnces are not cov-
ered services:

1. Collateral interviews with persons not st:pu]ated in par. (¢}
1., and consultations, except as provided in s. HFS 107.06 (4) (d);

2, Psychotherapy for persons with the. pnmary diagnosis of
mental retardation, except when they experience psychological
problems that necessitate psychotherapeutic intervention;

3, Psychotherapy provided in a person’s home;

4, Self—referrals. For purposes of this paragraph, “self-refer-
ral”means that a provider refers a recipient {o an agency in which
the provider has a direct financial interest, or to himself or herself
acting as a practitioner in private practice; and

5. - Court’ appearances except when necessary to defend
against commitment,

Nete: For more information on non—covered services, see s. HFS 107.03.

(3) ALCOHOL AND OTHER DRUG ABUSE OUTPATIENT TREATMENT
sERvICES. (a) Covered services. Oulpatient alcohol and drug
abuse treatment services shall be covered when prescribed by a
physician, provided by a provider who meets the requirerents of
s. HFS 105.23, and when the following conditions are met:

1. The treaiment services furnished are AODA treatment ser-
vices; -

2. Before being enrolied in an alcohol ordrug abuse tréatment
program, the recipient receives a complete medical evaluation,
including diagnosis, summary of present medical findings, medi-
cal history and explicit recommendations by the physician for par-
ticipation in the alcohol or other drug abuse treatment program, A
medical evaluation performed for this purpose within 60 days
prior to enrollment shall be valid for reenrollment;

3. The supervising physician or psychologist develops a treat-
ment plan which relates to behavior and personality changes
being sought and to the expected outcome of treatment;

" 4, Outpatient AODA treatment services of up to $500 or 15
hours per recipient in a calendar year, whichever limit is reached
first, may be provided without prior authorization by {he depart-
ment;

5. AODA treatment services are performed only in the office
of the provider, a hospital or hospital outpatient clinic, an‘outpa-
tient facility, a nursing home or a school; '

~ 6. The provider who provides alcohio! and other drug abuse
treatment services engages in face~to-face contact with the recip-
ient for at least 5/6 of the tnne for whrch rennbnrsement is
claimed; and

" 7. X reimbursement is also made to any provrder for psycho-
therapy or mental health services under sub, (2) during the same
year for the same recipient, the hours reimbursed for these ser-
vices shall be considered part of the $500 or 15-hour AODA treat-
ment services limit before prior authotization is required. For hos-
pital outpatient service providers blllmg on the hospital claim.
form, these services shall be included in the $500 limit before
prior authorization is required. If several psychotherapy or AODA
treatment service providers are treating the same recrplent during
the year, all the psychotherapy or AODA treatment services shall
be considered in the $500 or I5-hour total limit before prior
authorization is required, However, if a recipient is hospitalized
as an inpatient in an acute care general hospital or IMD with a

Register, Janvaty, 1997, No. 493



‘HFS 107.13

diagnosis of, or for a procedure associated with, a psychiatric or
alcohol or other drug abuse condition, reimbursement for any
inpatient psychotherapy or AODA treatment services is not
included in the $500, 15-hour limit before prior authorization is
required, For hospital inpatients, the .differential diagnostic
examination for psychotherapy or AODA treatment services and
the medical evaluation for psychotherapy or other mental health
treatment or AODA treatment services are also not included in the
hrmt before prior authorization is required,

(b} Prior authorization. 1. Reimbursement beyond 15 hours
or $500 of service may be claimed for treatment services fur-
nished after receipt of prior authorization from the department,
Services reimbursed by any third—party payer shall be 1ncIuded
when calculating the 15 hours or $500 of service.

2. The department may authorize reimbursement for a speci-
fied additional number of hours of outpatient AODA treatment
services or visits for hospital outpatient services to be provided to
arecipient in a calenddr year. The department shall require peri-
odic progress reports and subsequent prior authorization requests
in instances where additional services are approved,

3. Persons who review prior authorization requests for the
department shall meet the same minimum trammg requtrements
that providers are expected to meet.

4. A prior authorization request shall include the following
information:

a. The names, addresses and MA provider or identifier num-
bers of the providers conducting the medlcal evaluauon and per~
forming AODA services;

b. A copy of the physician’s prescnptron for treatment,

¢. A copy of the treatment plan which shall relate to the find-
ings of the medical eviluation and specify behavror and personal-
ity changes being sought; and -

d. A statement of the estimated frequency of treatment ses:
sions, the estimated cost of treatment and the antrcrpated locatlon
of treatment.

5. The department’s decision on a prior authorization request
shall be communicated to the provider in writing.

{c) Other limitations.” 1, No more than one provider may be
reimbursed for the same AODA treatment session, unless the ses-
sion involves acouple, a family group or is & group session. In this
paragraph,“group session” means a session not conducted in a
hospital for an inpatient recipient at which there are more than one
but not more than 10 recipients receiving services together from
one or 2 providers. No more than 2 providers may be reimbursed
for the same session. No recipient may be held responsible for
charges for services in excess of MA coverage under this para-
graph.,

2. Services under this subsection are not reimbursable if the

recrplent is receiving community support program services under.

sub. {6).

3. Professional AQDA treatment services other than group
therapy and medication management provided to hospital inpa-
tients in general or to inpatients in IMDs are not considered inpa-
tient services. Reimbursement shall be made to the psychiatrist or
psychologist billing provider certified under s. HES 105.22 (1) (a)
or (b) or 105.23 who provides AODA treatinent services to hospi-
tal inpatients in accordance with requtrements under thrs subsec-
tion.

4. Medical detoxlﬁcatron servrces are not considered inpa-

tient services if provrded outside an inpatient general hospltal or

IMD.

(d) Ntm—.covered services. The following services are not cov.—:

ered services:

1. Coliateral interviews and consultatlons exceptas provrded

in s. HES 107.06 (4) (d);

- 2. Court appearances except when necessary to defend

against commitment; and
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3. Detoxification provided in a social settmg. as descnbed in

s. HES 61.58, is not a covered service,
Note: For more information on non—covered services, see s, HFS 107.03.

(3IM)} ALCOHOL AND OTHER DRUG ABUSE DAY TREATMENT SER-
VICES. .{a) Covered services. Alcohol and other drug abuse day
treatment services shall be covered when prescribed by.a physi-
cian, provided by a provider certified under s. HFS 105.25 and
performed according to the recipient’s treatment program in &
non-residential, medxcaliy supervrsed setting, and.when, the fol-
lowing conditions are met:

1. An initial assessment is pcrformed by quallﬁed medical
professionals under 5, HFS 61.61 (6) for a potential participant,
Services under this section shall be covered if the assessment con-
cludes that AODA day tréatment is medically necessary and that
the recipient is able to benefit from treatment;

2. A treatmeit pIan based on the initial assessment is devel-
oped by the interdisciplinary team in consultation with the medi-
cal professionals who conducted the initial assessment and in col-
laboration with the recipient;

3. The supervising physician or psychotog:st approves the
recipient’s written treatment plan;- -

4. The treatment plan includes measurabIe individual goals,
treatment modes to be used to achieve these goals and descnptrons
of expected treatment outcomes; and

5. The interdisciplinary team monitors the reerp1ent’s prog-
ress, adjusting the treatment plan as required. :

(b) Prior awthorization. 1. All AODA day treatment services
except the initial assessment shall be prior authorized, :

2. Any recommendation by the county human services
department under s. 46.23, Stats., or the county community pro-
grams department under s. 51.42, Stats., shall be considered in
review and approval of the prior authonzatron request, .

3. Department representatives who review and approve prior
authorization requests shall meet the same minimum training
requirements as those mandated for AODA’ day treatment provid-
ers under s, HES 105,25,

(c) Other limitations. 1. AODA day treatment services in
excess of 5 hours per day are not reimbursable under MA,

2. AODA day treatment services may not be bitied as psyeho-
therapy, AODA outpatient treatment, case management, occupa-
tional therapy or any other servrce modality except AODA day
treatment,

3. Reimbursement for AODA day treatinent services may not
include time devoted to meals, rest penods, transportatron, recre-
ation or entertainment,

4. Reimbursement for AODA day treatment assessment for
a recipient is limited to 3 hours in a calendar year. Additional
assessment hours shall be counted towards the mental health out-
patient doliar or hour limit under sub. (2) (a) 6. before prior sutho-
rization is required or the AODA oulpatiént doHar or hour limit
under sub. (3} (a) 4. before prior authorization is required.

(d) Non~covered services. The followmg are not covered ser-
vices: :

1. Collateral interviews and consultations, except as provided
in s. HES 107.06 (4) (d);

- 2. Time spent in the AODA day treatment setting by affected
family members of the recipient;

3. AODA day treatment services which are primarily recre-
atiori—oriented or which are provided in non-medically super-
vised settmgs These include but are not limited to sports activi-
ties, exercise groups, and activities such as crafts, leisure time,
social hours, trips to community activities and fours; -

4. Services provided to an AODA day treatment recipient
which are primarily social or only educational in nature. Educa-
tional sessions are covered as long as these sessions are part of an
overall treatment program and include group processing of the
information provided,;



89 DEPARTMENT OF HEALTH AND FAMILY SERVICES

5. Prevention or education programs provided as an outreach
service or as case—finding; and

6. ‘AODA day treatment provided in the recipient’s hore.

(4) MENTAL HEALTH DAY TREATMENT OR DAY HOSPITAL SER-
VICES. (a) Covered services, Day treatment or day hospital ser-
vices are covered services when prescribed by a physician, when
provided by a provider who meets the requirements of s. HES
105.24, and when the following conditions are met:

1. Before becoming involved in a day treatment program, the
recipient is evaluated through the use of the functional assessment
scale provided by the department to determine the medical neces-
sity for day treatment and the person’s ability to benefit from it;

2. The supervising psychiatrist approves, signs and dates a
written treatment plan for each recipient and reviews and signs the
plan no less frequently than once every 60 days. The treatment
plan shall be based on the initial evaluation and shall include the
individual goals, the treatment modatities inciuding identification
of the specific group or groups .to be used to achieve these goals
and the expected outcome of treatment; S

3. Up to 90 hours of day treatment services in a calendar year
may be reimbursed without prior authorization. Psychotherapy
services or.occupational therapy services provided as component
parts of a person’s day treatment package may not be billed sepa-
rately, but shall be billed and reimbursed as part of the day treat-
ment program;

4. Day treatment or day hospital services provided to recipi-
ents with inpatient status in a hospitat are limited to 20 hours per
inpatient admission and shall only be available to patients sched-
uled for discharge to prepare them for discharge;

5. Reimbursement is not made for day treatment services pro-
vided in excess of 5 hours inany day or in excess of 120 hours in
any month;

6. Day treatment services are covered only for the chronicatly
mentally ill and acutely mentally ilf who have aneed for day treat-
ment and an ability to benefit from the service, as measured by the
functional assessment scale provided by the department; and

7. Billing for day ireatment is submitted by the provider. Day
treatment services shall be billed as such, and not as psychother-
apy, occupational therapy or any other service modality.

8. The groups shall be led by a qualified professional staff
member, as defined under s, HES 105.24 (1) (b) 4. a, and the staff
member shall be physically present th:oughout the group sessions
and shall perform or direct the service.

(b} Services requiring prior authorization, 1. Prov1ders shall
obtain authorization from the department before providing the
following services, as a condition for coverage of these services:

a. Day treatment services provided beyon'd 90 hours of ser-
vice in a calendar year; :

b. All day treatment or day hospltal services provided to
recipients with inpatient status in a nursing home, Only those
patients scheduled for discharge are cligible for day treatment, No
more than 40 hours of serviee in a calendar year may be authonzed
for-a recipient residing in a nursmg home;

c. All day treatment services provided to fecipients who are
concurrentiy receiving psychotherapy, occupational therapy or
AODA services;

d. All day treatment services in excess of 90 hours provided
to recipients who are diagnosed as acutely mentaily ill.

2. The prior authorization request shall include:

., The name, address, and MA number of the recipient;

b The name, address, and provider number of the prov1der
of the service and of the billing provider;

¢. A photocopy of the physician’s original prescription for
freatment;

d. A copy of the treatment plan and the expected outcome of
treatment;

~HFS 107.13

e. A statement of the estimated addmonal dates of service
necessary and total cost; and

f. The demographic and client information form from the ini-
tial and most recent functional assessment. The assessment shall
have been conducted within 3 months prior to the authorization
request,

3, The department’s decision on a prior authorization request
shall be communicated to the provider in writing. If the request is
denied, the department shall provide the recipient with a separate
notification of the denial.

(c) Orher limitations. 1. All assessment hours beyond 6 hours
in a calendar year shall be considered part of the treatment hours
and shall become subject to the rélevant prior duthorization Hmits.
Day treatment assessment hours shall be considered pari of the 6
hour per 2—year mental health evaluation limit.

2. Reimbursement for day treatment services shatl be limited
to actual treatment time and may not include time devoted to
meals, rest pericds, transportation, recreation or enfertainment.

. 3. Reimbursement for day treatment services shall be limited
to no more than 2 series of day treatment services in one calendar
year related to separate episodes of acute mental illness, All day
treatment services in excess of 90 hours in a calendar year pro-
vided to a recipient who is acutely mentally il shall be prior—au-
thorized.

4. Services under this subsecuon are not reimbursable if the
recipient is receiving community support program services l_mder
sub (6). '

(d) Non—covered services, The fo]lowmg servwes aré not cov-
ered services:

1. Day treatment services which are primarily recreation—ori-
ented and which are provided in non-medically supervised set-
tings such as 24 hour day camps, or other social service programs,
These include sports activitles, exercise groups, activities such as
craft hours, leisure time, social hours, meal or snack time, trips to
community activities and tours;

2. Day treatment services which are primarily social or educa-
tional in nature, in addition to having recreational programming.
These shall be considered non—medical services and therefore
non-covered services regardless of the age group served;

3, Consultation with other providers or service agency staff
regarding the care or progress of a recipient;

4, Prevention or education programs provided as an ouu'each
service, case—finding, and reading groups;

5. Aftercare programs, provided mdepenciently or operated
by or utider contract to boards;

6. Medical or AODA day treatment for recipients wuh a pri-
mary diagnosis of alcohol or other drug abuse;

7. Day treatment provided in the recipient’s home; and

8.  Court’ appearances except when necessary to defend
agamst commitment.

Note: For more information on nion-covered services, see s, HES 107.03.

(6) ComMmunITY SUPPORT PROGRAM (CSP) SERVICES. (a) Cov-
ered services. Community support program (CSP) services shall
be covered services when prescribed by a physician and provided
by a provider certified under 5. HF'S 105.255 for recipients who
can benefit from the services. These non—institutional services
make medical treatment and related care and rehabilitative ser-
vicés available to enable a recipient to better managé the symp-
toms of his or her illness, to increase the likelihood of the recipi-
ent’s independent, effective functioning in the community and to
reduce the incidence and duration of institutional treatment other-
wise brought about by mental illness. Servxces covered are as fol-
lows; :

1, Initial assessment. At the time of adrmsswn, the recipient,
upon a psychiatrist’s order, shall receive an initial assessment con-
ducted by a psychiatrist and appropriate professmnal personnel to
determine the need for CSP care; :
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2. In—depth assessment. Within one month following the
recipient’s admission to a CSP, a psychiatrist and a treatment team
shall perform an in—depth assessment o mclude all of the follow-
ing areas:

- a. Bvaluation of psyc}uatnc symptomology and mental sta-
tus;

b. Use of drugs and alcohol;

* ‘¢. Evaiuation of vocational; educational and social function-
ng; . s ' !
d. Ability to live independently;
e. Evaluation of physical health, including dental health;
f.” Assessment of family relationships; and
g. Identification of other specific problems or needs;
3. Treatment plan. A comprehensive written treatment plan
shall be developed for each recipient and approved by a psychia-
trist. The plan shall be developed by the treatment team with the
parttmpatmn of the recipient or recipient's guardian and, as
appropriate, the recipient’s family. Based on the initial and in—
depth assessments, the treatment plan shall specify short—ter:_n
and long—term - treatment and restorative goals, the services
required to meet these goals and the CSP staff or other agenc:es
providing treatment and psychosocial rehabilitation services. The
treatment plan shall be reviewed by the psychiatrist and the treat-
ment team at least every 30 days to momtor the recipient’s prog-
ress and status;

"4, Treatment services, as follows:

a. Family, individual and group psychotherapy;

b. Symptom management or supportive psychotherapy;

c¢. Medication prescription, administration and monitoring;

d. Crisis intervention on a 24-hour basis, including short—
term emergency care at home or elsewhere in the community; and

“e. Psychiatric and psychological evaluations;

5. Psychological rehabilitation services as follows;

a. Employment-related services. These services consist of
counseling the recipient to identify behaviors which interfere with
seeking and maintaining employment; development of interven-
tions to alleviate problem behaviors; and supportive services to
assist the recipient with grooming, personal hygiene, acquiring
appropriate work clothmg, daily preparation for work, on—the—_]ob
support and crisis assistance; -

- b. Social and recreational skill training. This training consists
of group or individual counseling and other activities to facilitate
appropriate behaviors, and. assistance given the recipient to
modify behaviors which interfere with family relatmnsmps and
making friends;

¢. Assistance with and supervision of activities of daily living.
These services consist of aiding the recipient in solving everyday
problems; assisting the recipient in performing household tasks
such as cleaning, cooking, grocery shopping and laundry; assist-
ing the recipient to develop and improve money management
skills; and assisting the recipient in using available transportation;

4. Other support services. These services consist of helping
the recipjent obtain necessary medical, dental, legal and financial
services and living accommodations; providing direct assistance
to ensure that the recipient obtains necessary government entitle-
ments and services, and counseling the recipient in appropriately
relating to neighbors, landlords, medical persormel and other per-
sonal contacts; and

6. Case management in the form of ongomg monitcnng and
service coordination activities described in s. HES 107.32 (1) (d).

(b) Other limitations. 1. Mental health services under s, HFS
107.13 (2) and {4} are not reimbursable for recipients receiving
CSP services. :

2. An initial assessment shall be reimbursed only when the
recipient is first admitted to the CSP and following discharge from
a hospital after a short-term stay.
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3. Group therapy is limited to no more than 10 persons in a
group. No more than 2 professionals shall be reimbursed for a
single session of group therapy. Mental health technicians shall
not be reimbursed for group therapy. :

(c} Non—covered services. The following CSP services are not
covered services: .

1. Case management services provided under s. HFES 107.32
by a provider not cemﬁed under s. HES 105.255 to provide CSP
serwces,

2. Services provaded to 2 resident of an mtermednate care
facility, skilled nursing facility. or an institution for mental dis-
eases, of to a hospital patient unless the services are performed to
prepare the recipient for dlschargc form the facility to reside in the
community;

3. Services re]ated fo specnﬁc Job—seekmg, gob placement and
work activities; ;

- 4. Services performed by volunteers; .

* 5. Services which are primarily recreation—oriented; and

6. Legal advocacy performed by an attorney or paralegal,

History: Cr, Register, February, 1986, No. 362, ff. 3-1-86; anw. {1} {£} 5., Reais-
ter, February, 1988, No, 386, eff, 3-1-88; emerg, cr. (3m), eff. 3-9-89; cr. (3m), Reg-
ister, December, 1989, No. 408 eff. 1-1-90; emerg. cr, (2) () 5., (3) {©2,@{{©)
4, and (6), eff. 1-1-90; cr. (2) () 5., (3) (c)2 ) (c}4 and {6), Reglsler September
1990, No. 417, cff. 10-1-90; emerg. 1. and recr. (1} (b) 3., am. (1) (D 6., eff. 1—1—91
am, (1) (a), (b} L. and 2., (c), () 5., 6. and 8., (2) (2 1., 3. a and bn, 4. £., 6., 7., (5)
1. and 2, (©) 2., (3) (@) (mtro ), 4., 5 7.(b) 1.and 2, (c) 1.(3) (@) i.and2. {d) (&)
3. and 6. and {d) 6., 1. and recr. (1) (b) 3,and (e), 1. (4) (b) 1. d., renum. (4)(b) Le.

tobed,crn (2} (c)6 (3) (€} 3. and 4,, (3) (1) 3., Register, Sep!ember, 1991, No, 429,
eff. 1&1—91 an, {4) (a) 2., <. 4 (a) B, Reglster, Februa.ry, 1993, No. 446, eff,

- HFS 107.14 Podiatry services. (1) Coverep SERVICES.
(a} Podiatry services covered by medical assistance are those
medically necessary services for the diagnosis and treatment of
the feet and ankles, within the limitations described in this section,
when provided by a certified podiatrist.

(b) ‘The following categories of services are covered services
when performed by a podiatrist: .

1. Office visits;
. Home visits;
. Nursing home visits;
. Physical medicine;
. Surgery;
. Mycotic conditions and nails;
. Laboratory;’
. Radiology;
. Plaster or other cast material used in cast procedures and
strapping or tape casting for treating fractures, dislocations,
sprains and open wounds of the ankle, foot and toes;
10. Unna boots; and
11. Drugs and injeclions.

(2) OTHer LIMITATIONS. () Podiatric services pertaining to
the cleaning, rimming and cutting of toenails, often referred to as
palliative or maintenance care, shall be reimbursed once per 61
day period only if the recipient is under the active care of a physi-
cian and the recipient’s-condition is one of the following:

1. Diabetes mellitus;
2. Arteriosclerosis obliterans evidenced by claudication;
3. Peripheral neuropathies involving the feet, which are
associated with: , .
a. Malnulnuon or vitamin deﬁclency,
. Diabetes mellitus;
. Drugs and toxins;
. Multiple sclerosis; or
Uremia; .
. Cerebral palsy;
. Multiple sclerosis;
. Spinal cord injuries;
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7. Blindness;

8. Parkinson’s disease;

9. Cerebrovascular accident; or

10, Scleroderma. ;

-(b) ‘The cutting, cleaning and trimming of toenails, corns, cal-
louses and bunions on multiple digits shall be reimbursed at one
fee for each service which includes either one or both feet.

(c) Initial diagnostic services are covered when performed in
connection with a specific symptom or complaint if it seems likely
that treatment would be covered even though the resulting diagno-
sis may be one requiring non-covered care.

(d) Physical medicine modalities may include, but are not lim-
ited to, hydrotherapy, ultrasound, iontophoresis, transcutaneous
neurostimulator (TENS) prescription, and electronic bone stimu-
lation. Physical medicine is limited to 10 modality services per
calendar year for the following diagnoses only:

1. Osteoarthritis;
. Tendinitis;
. Enthesopathy;
. Sympathetic reflex dystrophy;
. Subclacaneal bursitis; and
. Plantar fascitis, as follows:
. Synovitis;
. Capsulitis;
. Bursitis; or
d. Edema. o

(e) Services provided during a nursing home visit to cut, clean
or tritn toenails, corns, callouses or bunions of more than one resi-
dent shall be reimbursed at the nursing home single visit rate for
only one of the residents seen on that day of service. All other
claims for residents seen at the nursing home on the same day of
service shall be reimbursed up to the multiple nursing home visit
rate. The podiatrist shall identify on the claim form the single resi-
dent for whom the nursing home single visit 1ate is applicable, and
the residents for whom the multlple nursmg home visit rate is
applicable.

(f) Debridement of mycotic conditions and mycotic nails is a
covered service provided that utilization gouidelines estabhshed by
the department are followed.

(3) Non-coverep serviCes, The following are not covered
services:

(a) Procedures which donot relate tothe dtagnosm or treatment
of the ankle or foot;

(b} Palliative or maintenance care, except under sub. (2);

(c) All orthopedic and orthotic services except plaster and
other material cast procedures and strapping or tape casting for
treating fractures, dislocations, sprains or open weunds of the
ankle, foot or toes;

{d} Orthopedic shoes and supportlve devnces such as arch sup-
ports, shoe inlays and pads;

{e) Physical medicine exceedmg the limits spec1fied under
sub, (2} (d);

{f) Repairs made to orthopedic and orthottc appltances,

{g) Dispensing and repairing corrective shoes;

(h) Services directed toward the care and correction of “ﬂat
feet;” .

{i) Treatment of subluxation of the foot; and

{i) All other services not speclfically identified as covered in
this section.

O B bbbk Wk

History: Emerg.cr eff. 7-1~90 Cr Reglster,]anuary, 1991, No. 421, eff 2-1-91,

HFS107.15 Chiropractic services. (1) DernrmioN. In
this section, “spell of illness” means a condition characterized by
the onset of a spinal subluxation.“Subluxation” means the alter-
ation of the normal dynamics, anatomical or physiological rela-
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tionships of contiguous articular structures. A subluxation may
have biomechanical, pathophysmlogmal clinical, radiologic and
other manifestations,

(2) Coverep sERVICES. Chiropractic services covered by MA
are manual manipulations of the spine used to treat a subluxation.
These services shall be performed by a chuopractor certified pur-
suant (o s, HFS 105.26,

(3) SERVICES REQUIRING PRIOR AUTHORIZATION. (&) Reqmre-
ment. 1, Prior authorization is required for services beyond the
initial visit and 20 spinal manipulations per spell of iliness. The
prior authorization request shall include a justification of why the
condition is chronic and why it warrants the scope of service being
requested.

2. Prior authorization is required for spinal supports which
have been prescribed by a physician or chiropractor if the pur-
chase or rental price of a support Is over $75. Rental costs under
$75 shall be paid for one month without prior approval.

(b) Conditions justifying spell of illness designation. The fol-
lowing conditions may justify designation of a new spell of illness
if treatment for the condition is medically necessary:

I. An acute onset of & new spinal subluxation;

2. An acute onset of an aggravatmn of pre—exrstmg spinal
subluxation by injury; or

3. Anacute onset of a change in pre—exnstmg spinal subluxa-
tion based on objective findings.

(c) Onset and termination of spell of illness. The spell of ill-
ness begins with the first day of treatment or evaluation following
the onset of a condition under par. (b) and ends when the recipient
improves so that treatment by a chiropractor for the condition
causing the spell of iliness is no longer medically necessary, or
after 20 spinal manipulations, whichever comes first,

{d) Documentation. The chiropractor shall document the spell
of illness in the patient plan of care.

(e) Non-transferability of treatment days. Unused treatment
days from one spell of illness sha]l notbe eamed over into a new
spell of illness,

(£) Other coverage. Treatment days covered by medlca:e or
other third—party insurance shall be included in computing the 20
spinal manipulation per spell of illness total. .

(g) Department expertise.. The depa.rtment may have on its
staff qualified chiropractors to develop prior authorization criteria
and perform other consultative activities.

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

{4) OTHER LIMITATIONS. {2} AnXx-tay or set of x-rays, such as
anterior—posterior and lateral, is a covered service only for an ini-
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
other medical conditions beyond the scope of chiropractic.

{b) A diagnostic urinalysis is a covered service only for an ini-
tial office visit when related to the diagnos‘is of a spinal subluxa-
tion, or when verifying a symptomanc condmon beyond the scope
of chiropractic.

{c) The billing for an initial office visit shall clearIy describe
all procedures performed to ensure accurate reimbursement. -

(5) NoN-coverepsSERVICES. Consultations between providers
regarding a diagnosis or treatment are not covered services,

Note: For more information on non—covered services, sce s, HES 107, 03
History: Cr. Register, February, 1986, No 362 eﬁ’ 3- 1—86

HFS 107.16 Physlcal therapy. (1) COVERED SERVICES.
(a) General. Covered physical therapy services are those medi-
cally necessary modalities, procedures and evatuations enumer-
ated in pars. (b} to (d), when prescribed by a physician and per-
formed by a qualified physical therapist (PT) or a certified
physical therapy assistant under the direct, immediate, on-ptem-
ises supervision of a physical therapist. Specific services per-
formed by a physical therapy aide under par. {e) are covered when

Register, January, 1997, No. 493
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provided in accordance wuh supenqsxon requu‘ements uncier par. a. Hubbard tank, unsupervised; and
@3 - b, Whirlpool;

(b) Evaluations, Covered evaluatmns, thc resuits of which 2. Electrotherapy:
shall be set out in a written report to accompany the test chart or a. Biofeedback; and

form lnstthe re::iptlem s medical record, are the following: b Elcctncalstlmulatlon—»lranscutaneous nerve snmulatlon,
<1, Stress tes ‘ : )

10. Respiratory assessment,
11. Sensory evaluation;
12. Cortical integration evatuation,
13. Reflex testing;
14. Coordination evaluation; .
15. Posture analysis;
16, Gait analysis;
" 17. Cruich fitting;
18. Cane fitting;
19. . Walker fitting;
20. Splint fitting;
21. Cormrective shoe fitting or orthopedlc shoe fittmg, .
- 22. Brace fitting assessment;
23. Chronic—obstructive puimonary dlsease evaluauon,
24. ‘Hand evaluation;
25, Skin temperature measurement
26. Oscillometric test;
27. Doppler peripheral-vascular ¢valuation;
28. Developmental evaluation:
.- Millani-Comparetti evaluation;
.- Drenver developmental;
Ayres;
Gessell; .
. Kephart and Roach;
. Bagelfon scale;
. Bailey scale; and
. Lincoln Osteretsky motion development scale,
29, Neuro-muscular evaluation;

30. Wheelchair fitting — cvaluatlon, prescnpuon modifica-
tion, adaptation;

31. Jobst measurement;
32. Jobst fitting;
33. Perceptual evaluation;
34. Pulse volume recording;
35. Physical capacities testing; - -
36. Home evaluation; ’
37. Garment fitting; o
© 38. Pain; and S
39. Arthrokmematlc
(c) Modalities, Covered modalities are.the foilowmg:
1. Hydrotherapy: - :

SEemhe.aEo o

Register, January, 1997, No. 493

FRm OO AN PSR R 0D 0

ma_n o -

B W D LG o

graim;
. & Codmans’s exerctse,

1 medcolator;
2. Orthotic check-out; 3. Exercise therapy:
"3 Pr_osthetic check-out; a. Finger ladder,; '
. 4. Functional evaluation; b. Overhead pulley,
5. Manual muscle test; - " ¢. Restorator;
6. Isokinetic evaluation; d. Shoulder wheel;
7. Range—of-motion measure; e. Stationary bicycle; ,
- 8. Length measurement; _f. Wall weights; .
‘9. Electrical testing: £. Wand exercises;
a. Nerve conduction velocity; h. Static stretch;
b‘. Strength duration curve — chronaxne, i. Elgin table;
¢. Reaction of degeneration; o j- N-k table;
d. Jolly test (twitch tetanus); and k. Resisted exercise;
e. "H"” test; L. Progressive resistive exercise;

m. Weighted exercise; .

. Orthotron;

. Kinetron;

. Cybex;

. Skate or powder board;

Sling suspension modalities; and

. Standing table;

Mechanical apparatus: -

. Cervical and lumbar traction; and
“Vasoneumatic pressure treatment;

. Thermal therapy: ‘

Baker; )

R Cryotherapy — ice immersion or cold packs;
. Diathermy; | :
. Hot pack — hydrocollator pack;
Infra-red;

. Microwave;

. Moist air heat; and

. Paraffin bath.

~ (d) Procedures. Covered procedures are the foIlowmg

. Hydrotherapy:

. Contrast bath;

. Hubbard tank, supervised;

. Whirlpool, supervised; and

.. Walking tank;

. Blectrotherapy:

. Biofeedback;

. Electrical stimulation, supemsed

. Iontophoresis (ion transfer); :

. Transcutaneous nerve stimulation {TNS), superv1sed
Electrogalvanic stimulation;

. Hyperstimulation analgesia; and

. Interferential current;

. Exercise:

. Peripheral vascular exercises (Beurger—Allen);

. Breathing exercises;

c Cardlac rehabilitation — immediate post-discharge from

hospital; *

d. Cardiac rehabilitation — conditioning rehablhtatlon pro-

f. Coordination exercises;
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8 Exer01se~therapeuuc (actwe, passive, active asmstwe,
resistive),

h. Frenkel’s exercise;
i. In—water exercises; -
j. Mat exercises;
k. Neurodevelopmental exercise;
"1, Neurcmuscular exercise;
m. Post—natal exercise;
n. Postural exercises; .
Pre-natal exercises;
Range—of-motion exercises;
Relaxation exercises;
Relaxation techniques;
Thoracic outlet exercises;
Back exercises;
Stretching exercises;
Pre—ambulation exercises;
Pufmonary rehabilitation program, and
" Stalt bar exercise; ’
Mechanical apparatus:
. Intermittent positive pressure breathing;
.'Filt or standing table; -
Ultra-sonic nebulizer;
Ultra—violet; and
Phonophoresis;
Thermal:
Cryotherapy -— ice massage, supemsed
Medcasonulator; and
Ultra~sound; .
Manual application:
Acupressure, also known as shiatsu;
Adjustment of traction apparatus;
Application of traction apparatus;
 Manual traction;
Massage;
Mobilization;
Perceptual facilitation;
Percussion (tapotement), vibration;
‘Strapping — taping, bandaging;
Stretching; '
Splinting; and
Casting;
Neuromuscular tcchmques
Balance training;
Muscle reeducation;
Neurodevelopmental techniques — PNR, Rood Temple—
Fay, Doman-Delacato, Cabot, Bobath;
. Perceptual training;
. Sensori—stimulation; and
. Facilitation techniques;
. Ambulation training:
. Gait training with crutch, cane or walker;
. Gait training for level, incline or stair climbing; and
. Gait training on parallel bars; and ‘
. Miscellaneous:
. Aseptic or sterile procedures;

b. Functional training, also known as activities of daily living
— self-care training, transfers and wheelchair 1ndependence,

¢. Orthotic training;
d. Positioning;
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“e. Posture training;

f. Preprosthetic training — desensitization;

g. Preprosthetic training — strengthening;

h. Preprosthetic training — wrapping;

i. Prosthetic training; '

j. Postural drainage; and

k. Home program,

(e) Physical therapy aide services. 1. Services which are reim-
bursable when performed by a physical therapy aide meeting the
requirements of subds. 2. and 3. are the fellowing:

a. Performing simple activities required to prepare arecipient
for treatment, assist in the performance of treatment, or assist at
the conclusion of 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 reciplent to or from the areain whichtherapy services
ase provided is not reimbursable.

b. Assemblmg and drsassembhng equlpment and accessories
in preparation for treatment or after treatment has taken place;
‘Note: BExamples of activitics are adjustment of restorator, N.K, table, cybcx

welghts and weight boots for the patient, and the filling, c]canmg and empiying of
whirlpools,

¢. Assisting with the use of equipment and performing snmple
modalities once the recipient’s program has been established and
the recipient’s response to the equipment or modality is highly
predictable; and

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

d. Providing protective assistance during exercise, activities
of daily living, and ambulation activities related to the develop-
ment of strength and refinement of activity. -

Note: Examples of activities are improving recipient’s gait safety and funciional
distance technique through repetitions gait training and increasing recipient’s
strength through the use of such techniques as weights, pulleys, and cane exercises.

2. The physical therapy aide shall be trained in a manner
appropriate to his or her job duties. The supervising therapist is
responsible for the training of the aide or for securing documenta-
tion that the aide has been trained by a physical therapist. The
supervising therapist is responsible for determining and monitor-
ing the aide’s competency to perform assigned duties, The super-
vising therapist shall document in writing the mcdah'ties or activi-
ties for which the aide has received training.

3. a. The physical therapy aide shall prowde services under
the direct, immediate, one~to-one supervision of a physical thera-
pist. In this subdivision, “direct immediate, one-to—one supervi-
sion” means one—to-one supervision with face—to-face contact
between the physical therapy aide and the supervising therapist
during each treatment session, with the physical therapy aide
assisting the therapist by providing services under subd, 1. The
direct immediate one-to—one supervision requirement does not
apply to non-billable physical therapy aide services.

b. The department may exempt a facility providing physical
therapy services from the supervision requirement under subd. 3.
a. if it determines that direct, immediate one-to—one supervision
is not required for specific assignments which physical therapy
aides are performing at that facility. If an exemption is granted, the
department shall indicate specific physical therapy aide services
for which the exemption is granted and shall set asupervigionratio
appropriate for those services,

Note: For example, facilities providing significant amounts of h) dmthe:apy may

be eligible for an exemption to the direct, immediate ochHmc super\nston requue-
ment for physical therapy aides who fill or clean tubs. :

4. Physical therapy aides may not bill or be reimbursed

directly for their services.
(2) SERVICES REQUIRING PRIOR AUTHORIZATION, (a) Definition.

In this subsection, “spell of illness” means a condition character-
ized by a demonstrated loss of functional ability to perform daily
living skills, caused by a new disease, injury or medical condition
or by an increase in the severity of a pre-existing medical condi-
tion. For a condition to be classified as a new spell of illness, the
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recipient must display the potential to reachieve the skill level that
he or she had previously.

(b)- Requirement. Prior authorization is reqmred under this
subsection for physical therapy services provided to an MA recip-
ient in excess of 35 treatment days per spell of illness, except that
physical therapy services provided to an MA recipient who is a
hospital inpatient or who is receiving physical therapy services
provided by a home health agency are not subject to prior authe-
rization under this subsection.

Note: Physical therapy services provided by a home health agency are subject to
prior authorization under s, HES 107.11 (3).

(c) Conditions justifying spell of illness designation. The fol-
lowing conditions may justify designation of a new spell of ill-
ness:

1. An acute onset of a new disease, i mgury or condition such
as:

a. Neuwromuscular dysfunction, including stroke-hemipare-
sis, multiple sclerosis, Parkinson’s disease and diabetic neuropa-
ty; . A ;

" b. Musculosketetal dysfunction, including fracture, amputa-
tion, strains and sprains, and complications associated with surgi-
cal procedures; or

c. Problems and complications associated with physiologic
dysfunction, including severe pain, vascular conditions, and car-
dio—pulmonary conditions,

2. Anexacerbation of a pre—existing condmon, mcIudmg but
not limited to the following, which requires physical therapy
intervention on an intensive basis;

a. Multiple sclerosis;

b. Rheumatoid arthritis; or

c. Parkinson’s disease,

3. A regression in the recipient's condition due to lack of
physical therapy, as indicated by a decrease of functional ability,
strength, mobility or motion.

(d) Onset and termination of spell of iliness. The speil of ill-
ness begins with the first day of treatment or evaluation foliowing
the onset of the new disease, injury or medical condition or
increased severity of a pre—existing medical condition and ends
when the recipient improves so that treatment by a physical thera-
pist for the condition causing the spel of illness is no longer
required, or after 35 treatment days, whichever comes first.

(e} Documentation. “The physical therapist shall document the
spell of iliness in the patieat plan of care, including measurable
evidence that the recipient has incurred a demonstrated functlonal
Ioss of ability to perform daily living skills,

(f) Non—transferability of treatment days. Unused treatment
days from one spell of illness may nct be carried over mto anew
spell of illness.

(g) Other coverage. Treatment days covered by medicare or
other third-party insurance shall be mcluded in computing the
35-day per spell of iliness total.

(h) Department expertise. The department may have on its
staff qualified physical therapists to develop prior authorization
criteria and perform other consultative activities,

Naotet For more mt’ormauon on prior autherization, see s. HES 107.02 (3)

(3) OTHER LIMITATIONS. {a) Plan of care for therapy services.
Services shall be furnished to a recipient under a plan of care
established and periodically reviewed by a physician. The plan
shall be reduced to writing before treatment is begun, either by the
physician who makes the plan available to the provider or by the
provider of therapy when the provider makes a written record of
the physician’s oral orders. The pian shall be promptly signed by
the ordering physician and incorporated into the provider's per-
manent record for the recipient. The plan shall:

1. State the type, amount, frequency and duration of the ther-
apy services that are to be furnished the recipient and shall indicate
the diagnosis and anticipated goals. Any changes shall be made in
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writing and signed by the physician, the provider of therapy ser-
vices or the physician on the staff of the provider pursuant to the
attending physician’s oral orders; and

2. Be reviewed by the attending physician in consultation
with the therapist providing services, at whatever intervals the
severity of the recipient’s condition requires, but at least every 90
days. Each réview of the plan shall be indicated on the plan by the
initials of the physician and the date performed. The plan for the
recipient shall be retained in the provider’s file.

(b) Restorative therapy services. Restorative therapy services
shall be covered services, except as provided in sub, (4) (b).

(c) Maintenance therapy services. Preventive or maintenance
therapy services shall be covered serv1ces only when one of the
following conditions are met;

1. The skills and training of a theraplst are required to execute
the entire preventive and maintenance program;

2. The specialized knowledge and judgment of a physical
therapist are required to establish and monritor the therapy pro-
gram, including the initial evaluation, the design of the program
appropriate to the individual recipient, the instruction of nursing
personnel, family or recipient, and the necessary re.—evaluatmns,
or

3. When, dug to the severity or complexity of the recipient S
condition, nursing personnel cannot handle the recxplent safely
and effectively.

(d) Evaluations, Bvaluations shall be covered services. The
need for an evaluation or re—evaluation shall be documented in the
plan of care. Evaluations shall be counted toward the 35—day per
spell of illness prior authorization threshold.

{(e) Extension of therapy services. Extension of therapy ser-
vices shall not be approved beyond the 35-day per spell of illness
prior authorization threshold in any of the followmg chcum—
stances:

1. The recipient has shown no progress toward meeting or
maintaining established and measurable treattnent goals over a
6-—month period, or the recipient has shown no abthy within 6
months to carry over abilities gained from treatment in a facility
to the recipient’s home;

2. The recipient’s chronological or developmental age, way
of life or home situation indicates that the stated therapy goals are
not appropriate for the recipient or serve no functional or mainte-
NANCe purpose; ‘ o

3. The recipient has achieved independence in daily activities
or can be supervised and assisted by restorative nursing person-
nel; '

4. The evaluation indicates that the recipient’s abilities are
functional for the person’s present way of life;

5. The recipient shows no motivation, interest, or desire to
participate in therapy, which may be for reasons of an ovemdmg
severe emotional disturbance;

6. Other therapies are providing sufﬁclent services to meet
the recipient’s functioning needs; or

7. The procedures requested are not medical in nature or are
not covered services. Inappropriate diagnoses for therapy services
and procedures of questionable medical necessity may notreceive
departmental authorization, depending upen the individual cir-
cumstances. ) )

(4) Nown-coverep SERVICES. The following services are not
covered services: ‘

(a) Services related to activities for the general good and wel-
fare of recipients, such as general exercises to promote overall fit-
ness and flexibility and activities to provide diversion or gencral
motivation;

(b} Those services that can be performed by restorative nurs-
ing, as under s. HFS 132.60 (1) (b) through (d);
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(c) ‘Activilies such as end-of—the—day ¢lean-up time, trans-
portation time, consultations and required paper reports. These
are considered components of the provider’s overhead costs and
are not covered as separately reimbursable items;

(d) Group physical therapy services; and -

(¢} When performed by a physical therapy aide, interpretation
of physnc;an referrals, patient evaluation, evaluation of proce-
dures, initiation or adjustment of treatment, assumption of respon-
sibility for planning pauent care, or makmg entries in patient
records,

Note: For more information on non—covered services, see s, HSS 107,03,
History: Cr. Register, February, 1986, No 362, eff, 3-1-86; emerg. am. @) @),

(d), (g}, (3) (d)and (@) iniro.), eif. 7-1-38; am. (2) (b), (d).(g). AW aﬂd (e)(intro.),
Register, December, 1988, No. 396, eff. 1-1-89.

HFS 107.17 'Occupational therapy {1) Covirep ser-
vices. Covered occupatmnal therapy services are the following
médically necessary services when prescribed by a physician and
performed by a cettified occupational therapist (OT) or by a certi-
fled occupational therapist assistant (COTA) under the direct,
immediate, on—premises supervision of a certified occupational
therapist or, for services under par. (d), by acertified occupational
therapist assistant under the general supervision of a certified
occupational therapist pursuant to the requirements of s, HFS
105.28 (2): .

-(8)- Motor skills, as follows: .-
. Range-of-motion;
Gross/fine coordination;
. Strengthening;
. Endurance!tolerance“ and
. Balance;
Sensory integrative skills, as follows:
Reﬂex/sensory status, '
Body concept
. Visual-spatial reIatlonshlps,
. Posture and body integration; and -
. Sensorimotor integration;
Cognitive skills, as fo]lows o
. Orientation; :
. Attention span;
. Problem-—solving; =
. Coneeptualization; and
~ 5. Integration of learning; B

(d) Activities of daily living skills, as follows:
1. Self-care; o '

2. Work skills; and |
3. Avocational skills;

{e). Social interpersonal skills, as follows:

1. Dyadlc interaction skills; and
... 2. Group interaction skills; -

() Psychological intrapersonal skills, as follows:
1.- Self-identity and self—concept; :
-2, Coping skills; and
3. Independent living skills;

" (g) Preventive skills, as follows:

1, Energy conservation;

2. Joint protection;

3. Edema control; and

4, Positioning;

(h) Therapeutic adaptions, as follows:
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"1. Orthotics/splinting;

2, Prosthetics; .

¢ 3 Assxstwe/adapuvc equxpment and
4, Environmental adaptations;
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(i) Environmental planning; and

(i) Evaluations or re-evaluations. Covered evaluations, the
results of which shall be set out in a written report attached to the
test chart or form in the recipient’s medical record, are the follow-
ing: ‘ oo :

1. Motor skills;

Range—of-motion;
. Gross muscle test;
Manual muscle test; _
. Coordination evaluation; .
Nine hole peg test;
Purdue pegboard test;
. Strength evaluation; .
. Head-trunk balance evaluation;
Standing balance — endurance; -
-Sitting balance — endurance;
. Prosthetic check—out;
Hemiplegic evaluation;
. Arthritis evaluation, and
. Hand evaluation — strength and range—of—motxon,
. Sensory integrative skills: ' :
Beery test of visual motor integration;
. Southern California kinesthesia and tactile perception test;
A, Milloni—-Comparetti developmental scale;
. Gesell developmentatl scale;
Southern California perceptual motor test battery;
Marianne Frostig developmental test of visual perceptlon,
. Reflex testing; : : :
. Ayres space test;
Sensory evaluation; - -
Denver developmental test;
. Perceptual motor evaluation; and’
. Visual field evaluatlon, .
. Cognitive skills:
. Reality orientation assessment; and .
. Level of cognition evaluation; .
.- Activities of daily living skills: -
. Bennet hand tool evaluation; .
. Crawford small parts dexterity test;
. Avocational interest and skill battery;
. Minnesota rate of manipulation; and
. ADL evaluation \ men and women;
Soc1_al interpersonal skills — evaluation of response in
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Psychologxcal intrapersona skills:

. Subjective assessment of current emotional status;

. Azima diagnostic battery; and

. Goodenough draw—a—man test;

. Therapeutic adaptions; and

. Environmental planning — environmental evaiuatlon

(2) SERVICES REQUIRING PRIOR AUTHORIZATION, (a) Definition.
In this subsection, “spell of illness” means a condition character-
ized by a demonstrated loss of functional ability to perform daily
living skilis, caused by a new disease, injury or medical condition
or by an increase in the severity of & pre—existing medical condi-
tion, Fora condition to be classified as a new spell of illness, the
recipient must display the potential toreachieve the skill level that
he or she had previously. :

(b} Requirement. Prior authorization is requued under this
subsection for occupational therapy services provided to an MA
recipient in excess of 35 treatment days per spell of illness, except
that occupational therapy services provided to an MA recipient
who is a hospital inpatient or who is receiving occupational ther-
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apy services provided by a home health agency are not subject to
prior authorization under this subsection. .
Note: Occupational therapy services provided by a home health agerey are sub-
ject to prior authorization under s. HFS 107,11 (3).
(c¢) Conditions justifving spell of illness desrgnalwn. The fol-
lowing conditions may justify designation of a new spell of ill-
ness:

1. An acute onset of a new disease, injury or condition such
as:

a. Neuwromuscular dysfunction, including stroke-hemipare-
sis, muitiple sclerosis, Parkinson’s disease’ and diabetic neuropa-
thy; _

b. Musculoskeletal dysfunction, including fracture, amputa-
tion, strains and sprains, and comphcauons associated with surgi-
cal procedures;

¢. Problems and complications associated with physiologic
dysfunction, including severe pain, vascular conditions, and car-
dio—-pulmenary conditions; or

d. Psychological dysfunction, 1ncludmg thought drsorders,
organic conditions and affective disorders;

2. Anexacerbation of a pre—ex1stmg condition includmg but
not limited to the following, which requires oceupauonal therapy
intervention on an intensive basis:

. & Multiple sclerosis; =
b. Rheumatoid arthritis;
c. Parkinson’s disease; or
d. Schizophrenia; or -

=3, A regression in the recipient’s condition due to lack of
occupational therapy, as indicated by a decrease of functional
ability, strength, mobility or motion,

(d) Onset and ternination of spell of iliness. The spell of iil-
ness begins with the first day of treatment or evaluation following
the onset of the new disease, injury or medical condition or
increased severity of a pre—existing medical condition and ends
when the recipient improves so that treatment by an ‘occupational
therapist for the condition causing the spell of illness is no longer
required, or after 35 treatment days, whichever comes first.

(e) Documentation. The occupational therapist shall docu-
ment the spell of illness in the patient plan of care, including mea-
surable evidence that the recipient has incurred a demonstrated
functional loss of ability to perform daily living skills. -

(1) Non-transferability of treatment days.- Unused treatment
days from one spell of iliness may not be carried over into a new
spell of illness.

. (g) Other coverage, Treatment days covered by medlcare or
other third-party insurance shall be included in computing the
35—day per spell of illness total,

(h) Department expertise. The department may have on its
staff qualified occupational therapists to develop prior authoriza-
tion criteria and perform other consultative activities.

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

(3) OtHER LIMITATIONS. (a) Plan of care for therapy services.
Services shall be furnished to a recipient under a plan of care
established and periodically reviewed by a physician. The plan
shail be reduced to writing before treatment is begun, either by the
physician who makes the plan available to the provider or by the
provider of therapy when the provider makes a written record of
the physician’s oral orders, The plan shall be promptly signed by
the ordering physician and incorporated into the provider’s per-
manent record for the recipient, The plan shall:

1. State the type, amount, frequency, and duration of the ther-
apy services that are to be furnished the recipient and shall indicate
the diagnosis and anticipated goals. Any changes shall be madein
writing and signed by the physician, the provider of therapy ser-
vices or the physician on the staff of the provider pursuant to the
attending physician’s oral orders; and :

Register, January, 1997, No. 493

WISCONSIN ADMINISTRATIVE CODE 96

2. Be reviewed by the attending physician in consultation
with the therapist providing services, at whatever intervals the
severity of the recipient’s condition requires, but at least every 90
days. Bach review of the plan shall be indicated on the plan by the
initials of the physician and the date performed. The plan for the
recipient shall be retained in the provider’s file.

(b) Restorative therapy services. Restorative therapy services
shall be covered services except as provided under sub. (4) (b).

{¢) Evaluations. Evaluations shall be covered services. The
need for an evaluation or re—evaluation shall be documented in the
plan of care. Evaluations shall be counted toward the 35—day per
spell of iliness prior authorization threshold. :

(d) Maintenance therapy services. Preventive or malntenance
therapy services shall be covered services only when one or more
of the foliowmg conditions are met;

1. The skills and training of atherapist are requucd to execute
the entire preventive and maintenance program; :

-2, The specialized knowledge and judgment of an occupa-
tional therapist are required fo establish and monritor the therapy
program, including the initial evaluation, the design of the pro-
gram appropriate to the individual recipient, the instruction of
nursing personnel; family or recipient, and the re—evaluauons
required; or

3. When, due to the severity or complexity of the reclplent s
condition, nursing personnel cannot handle the reenplent safely
and effectively.

(e} Extension of therapy services. Extension of therapy ser-
vices shall not be approved beyond the 35—day per spell of illness
prior authorization threshold in any of the following circum-
stances:

1. The recipient has shown no progress toward meetmg or
maintaining established and measurable treatment goals over a
6-month period, or the recipient has shown no ability within 6
months to carry over abilities gained from treatment in 'a fac;l:ty
to the recipient’s home; '

2. The recipient’s chronological or developmental age, way
of life or home situation indicates that the stated therapy goals are
not appropriate for the recipient or serve no functional or mainte-
nasce purpose;

3. The recipient has achieved mdependence in dally activities
or can be supervised and assisted by restorative nursing person-
nel;

4. The evaluation indicates that the rcc1plent’s abllltles are
functional for the pérson’s present way of life; -

3. The recipient shows no motivation, interest, or desire to
participate in therapy, which may be for reasons ‘of an overriding
severe emotional dlsturbance,

6, Other therapies are providing sufﬁcxent serv1ces to meet
the recipient’s functioning needs; or

7. The pracedures requested are not medical in nature or are
niot covered services. Inappropriate diagnoses for therapy services
and procedures of questionable medical necessity may notreceive
departmental authorization, depending upon the individual cir-
cumstances. ;

(4) NON-COVERED SERVICES. The following services are not
covered services:

(a) Services related to activities for the general good and wel-
fare of recipients, such as general exercises to promote overall fit-
ness and flexibility and activities to provide dwerswn or general
motivation;

(b} Services that can be performed by ;es_to’fative nursing, as
under s, HES 132,60 (1) (b) to (d); _

{c) Crafts and other supplies used in occupational therapy ser-
vices for inpatients in an institutional program, These are not bill-
able by the therapist; and



97 - DEPARTMENT OF HEALTH AND FAMILY SERVICES

(d) Activities such as end—of—the—day clean—up time, trans-
portation time, consultations and required paper reports. These
are considered components of the provider’s overhead costs and
are not covered as separately reimbursable items.

Note: For more information on non—covered services, see 5. HES 107.03,
History: Cr, Register, Pebruary, 1986, No, 362, eff, 3-1-86; emerg. am, (2} (b),

(d). (8),{3) (¢) and (¢) (intro.}, off. 7-1-88; am. (2) (b} (d), (g) (3) {c) and (¢} (intro.},
Register, December, 1988, No. 396, eff, 1—1—8 B

HFS 107.18 Speech and language pathology ser-
vices. (1) CoVERED SERVICES. (a) General. Covered speech and
language pathology services are those medically necessary diag-
nostic, screening, preventive or corrective speech and language
pathology services prescribed by a physician and provided by a
certified speech and 1anguagc pathologist or under the direct,
immediate on-premises supervision of a certified speech and lan-

. guage pathologist.

. (b) Evaluation procedures, Evaluation or re—evaluation pro-
cedures shall be performed by cerlified speech and language
pathologists. Tests and measurements that speech and language
pathologists may perform mclude the fo]lowmg

1. Expressive language

a. Aphasia evaluation (examples of tests are Eisenson, PICA,
Schuell); _ o .

b. Articulation evaluation (examples of tests 'aro Arizona
articulation, proficiency scale, Goldman—Fristoe test of articula-
tion, Tcmphn—Darley scrcenmg and diagnostic tests of artlcu}a-
llon),

¢. Copnitive assessment (examples are tests of clasmﬁcaﬂon,
conservation, Piagetian concepts);

d. Language concept evaluation (examples are tests of tempo-
ral, spatial, and guantity concepts, envuomnental concepts, and
the language of direction);

e. Morphological evaluation (examples are the Mﬂlcr—Yoder
test and the Michigan inventory);

f. Question evaluation — yes—no, is—are, where, who, why,
how and when,

g. Stuttering evalnation;

h. Syntax evaluation;

i. Vocabulary evaluation;

j- Voice evaluation;

k. Zimmerman pre-school language scale; and

1. Hlinois test of psycholinguistic ablllf.lcs, :

2. Receptive language:

a. ACLCor assessment of chﬂdren s language comprchen—
sion;

b. Aphasia evaluation {examples of tests are Elsenson PICA
Schuell);

c. Audltory discrimination evaluation (cxampics are the
Goldman—Fristoe—Woodcock test of auditory discrimination and
the Wepman test of auditory discrimination); -

d. Auditory memory (an example is SpenceeracGraciy
memory for sentences test); -

. ‘Auditory processing evaluation;

f. Cognitive assessment (examples are tests of one—to—one
correspondence, and seriation classification conservation);

g. Language concept evaluation (an example is the Boehm
test of basic concepts);

h., Morphological evaluation (examples are BeliuglﬁKlima
grammatical comprehensmn tests, Michigan inventory, Mlllerm
Yoder test);

i. Question evaluation;

j. Syntax evaluation;

k. Visual discrimination evaluation;

1. Visual memory evaluation;

m. Visual sequencing evaluation;
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n. Visual processing evaluation;

0. Vocabulary evaluation (ant example is the Peabody picture
vacabulary test);

p. Zimmermnan pre—school language scale; and

. Iltinois test of psycholinguistic abxlmcs,

. Pre—school speech skills:

. Diadochokinetic rate evaluation; and

. Oral peripheral evaluation; and

. Hearing-auditory training:

. Auditory screening;

. Informal hearing evaluation;

. Lip-reading evaluation;

. Auditory training evaluation;

. Hearing-aid orientation evaluation; and
Non-verbal evaluation.

(c) Speech procedure treatments. The follbi_.'i'ing speech proce-
dure treatments shall be performed by a certified speech and lan-
guage pathologist or under the direct, immediate, on-premises
supervision of a certified speech and language pathologist: .

1, Expressive language:

- a. Arficulation;

b. Fluency;

¢. Voice; -

d. Language strucmre, including phonology, morphology,
and syntax; -

e. Languagc content, including range of abstraction in mean-
ings and cognitive skills; and '

f. Language functions, mcludmgverbal non-verbal andwnt-
ten communication;

2. Receptive language )

a. Auditery processing — attention span, aculty or percep-
tion, recognition, discrimination, memory, sequencing and com-
prehension; and . :

b. Visual processmg — attention span, acmty or perception,
recognition, discrimination, memory, sequencmg and compre-
hcns1on,

3. Pre-speech skills:

. Oral and peri—oral structure;

. Vegetative function of the oral motor skills; and
. Volitional oral motor skills; and

. Hearing/auditory training:

Hearing screening and referral;

. Auditory training;

. Lip reading;

. Hearing aid orientation; and

..e. Non-verbal communication.

(2). SERVICES REQUIRING PRIOR AUTHORIZATION. (a) Definition. -
In this subsection, “spell of illness™ means a condition character-
jzed by a demonstrated loss of functional ability to perform daily
living skills, caused by a new disease, injury or medical condition
or by an increase in the severity of a pre—existing medical condi-
tion. For a condition to be classified as a new spell of illness, the
recipient must display the potential to reachieve the skil level that
he or she had previously.

(b) Requirement, Prior authonzanon is required under this .
subsection for speech and language pathology services provided
to an MA recipient in excess of 35 treatment days per spell of ill-
ness, except that speech and language pathology services pro-
vided to an MA recipient who is a hospital inpatient or who is
receiving speech therapy services provided by a home health
agency are not subject to prior authorization under this subsection,

Note: Speech and language pathology sérvices provided by a home health agency
are subject to prior authorization under s. HES 107.11 (3).

e A0 oD RO R W

2

a0 o Ao op

Register, January, 1997, No. 493



HFS 107.18

() Conditions justifving spell of illness designation. The fol-
lowing conditions may justify designation of a new spell of ill-
ness;

1. An acute onset of a new disease, injury or condition such
as: :

a. Neuromuscular dysfunction, including stroke-hemipare-
sis, muitiple sclerosis, Parkinson’s disease and diabetic neuropa-
thy;

b. Musculoskeletal dysfunction, including fracture, amputa-
tion, strains and sprains, and comphcatlons associated with surgi-
cal procedures; or

¢. Problems and comphcattons associated with physiologic
dysfunction, including severe pain, vascular condmons, and car-
dio—-pulmonary conditions;

2. Anexacerbation of a pre—ex1stmg condmon mcludmg but
not limited to the following, which requires speech therapy inter-
vention on an intensive basis:

a.;Mult:pI_e sclerosis; . -
b. Rhewmmatoid arthritis; or _
c. Parkinson’s disease; or

3. A regression in the recipient’s condition ‘due to lack of
speech therapy, as indicated by a decrease of functional ability,
strength, mobility or motion.

(d) Onset and termination of spell of illness. The spell of ill-
ness begins with the first day of treatment or evaluation following
the onset of the new disease, injury or medical condition or
increased severity of a pre-existing medical condition and ends
when the recipientimproves so that treatment by a speech and lan-
guage pathologist for the condition causing the spell of illness is
no longer required, or after 35 treatment days, whichever comes
first.

(e) Documentation. The specch and language pathologist
shall document the spell of illness in the pattent plan of care,
including measurable evidence that the recipient has incurred a
demonstrated functional loss of ability to perform dally lving
skills,

(f) Non—transferability of treatment days Unused treatment
days from one spell of illness shall not be carried over 1nt0 anew
spell of illness.

(g) Other coverage. Treatment days covered by medicare or
other third-party insurance shall bé included in computmg the
35-day per spell of iliness total.

(h) Department expertise. The department may have on its
staff qualified speech and language pathologists to develop prior
authorization criteria and perform other consultative activities,

Note: For more information on prior anthorization, see s. HES 107,02 (3).

(3) OTHER LIMITATIONS, {a) Plan of care for therapy services.
Services shall be furnished to a recipient utider a plan of care
established and periodically reviewed by a physician, The plan
shall be reduced to writing before treatment is begun, either by the

physician who makes the plan available to the provider or by the:

provider of therapy when the provider makes a written record of
the physician’s oral orders. The plan shall be promptly signed by
the ordering physician and incorporated into the provider’s per-
manent record for the recipient, The plan shall:

1. State the type, amount, frequency, and duration of the ther-

apy services that are to be furnished the recipient and shall indicate
the diagnosis and anticipated goals. Any changes shall be made in
writing and signed by the physician or by the provider of therapy
. services or physician on the staff of the provider pursuant to the
attending physxcmn s oral orders; and

2. Be reviewed by the attending physwian, in consultation
with the therapist providing services, at whatever intervals the
severity of the recipient’s condition requires but at least every 90
days. Each review of the plan shall contain the initiats of the physi-
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cian and the date performed. The plan for the recipient shall be
retained in the provider’s file.

(b} Restorative therapy services. Restorative therapy services
shall be covered services except as provided under sub. (4) (b).

(¢} Evaluations. Evaluations shall be covered services, The
need for an evaluation or re—evaluation shall be documented in the
plan of care. Evaluations shall be counted toward the 35—day per
spell of iliness prior authorization threshold.

(d) Maintenance therapy services. Preventive or maintenanice
therapy services shall be covered services only when one or more
of the following conditions are met;

1. The skiils and training of a therapist are requ:red to execute
the entire preventlve and maintenance program;

2. The specialized knowledge and _]udgment of aspeech ther-
apist are required to establish and monitor the therapy program,
including the initial evaluation, the 'design of the progfam
appropriate to the individual recipient, the instruction of nursing
personnel, faniily or remplent and the re-evaluations required; or

3. When, due to the severity or complexity of the recipient’s
condition, nursing personnel cannot handle the recipient safely
and effectively, -

(e} Extension of therapy services. Extension of therapy ser-
vices shall not be approved in any of the following circumstances:

. 1, The recipient has shown no progress toward meeting or
maintaining established and measurable treatment goals over.a
6-month period, or the recipient has shown no ability within 6
months to carry over abilities gained from treatment in a facility
to the recipient’s home,

2. The recipient’s chronologlcal or devciopmental age, way
of hfe or home situation indicates that the stated therapy goals are
not appropriate for the recipient or serve no funct:onal or mainte-
nance purpose;

3. The recipient has achieved mdependence in datly activities
or can be supervised and assisted by restorative nursing person-
nel; -

4. The evaluation indicates that the recipient’s abilities are
functional for the person’s present way of life;

5. The recipient shows no motivation, interest, or desire to
participate in therapy, which may be for reasons of an overriding
severe emotional disturbance;

6. Other therapies are providing suffiment serwces to meet
the recipient’s functioning needs; or

7. The procedures requested are not medical in nature or are
not covered services. Inappropriate diagnoses for therapy services
and procedures of questionable medical necessity may not receive
departmental authorization, dependmg upon the individual cir-
cumstances.

(4) NON-COVERED servicEs. The followmg services are not
covered services:

(@) Services which are of questlonable therapeutlc value ina
program of speech and language pathology. For example, charges
by speech and language pathology providers for “language devel-
opment — facial physical,” “voice therapy — facial physical” or
“appropriate outlets for reducing stress”;

(b) Those services that can be performed by restorative nurs-
ing, as under s, HFS 132.60 (1) (b} to (d); and

(c) Activities such as end—of-the-day clean—up time, trans-
portation time, consultations and required paper reports. These
are considered components of the provider’s overhead costs and
are not covered as separately reimbursable items.

Note: For more information on non-covered services, see s, HFS 107,03,

History: Cr Register, February, 1986, No. 362, off. 3-1-86; am. (1) (a), (b)
{intro.}, (¢} {intro.} (2) (b}, (), {c), (k) and (4) (a), Register, February 1988, No. 386,
off. 3-1-88; emerg, am. (2) (b), (d), (g) and (3} (c), ff. 7-1-88; am. (2} (b), (@), (&),
and (3) (c), Register, December, 1988, No. 396, eff. 1-1-89.
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HFS 107.19 Audiology services. (1) CovereD SER-
vICES, Covered audiology services are those medically necessary
diagnostic, screening, preventive or corrective audiology services
prescribed by a physician and provided by an audiologist certified
pursuant to s. HFS 105.31, These services include;

(a) Audiological evaluation;

(b) Hearing aid or other assistive listening device evaluation;

(c) Hearing aid or other assistive l:stemng device performance
check; :

(d) Audiological tests;

(e) Audiometric techniques;

(H Impedance audiometry;

(g) Aural rehabilitation; and

(h) Speech therapy.

(2) PRIOR AUTHORIZATION. () Services requiring prior atitho-

rization. The following covered serv:ces requlrc prior authonza—
tion from the department:

1. Speech therapy;

. Aural rehabilitation:

. Use of residuat hearing;

. Speech readmg or lip reading;

. Compensation techniques; and

Gestural communication techniques; and

3. Dlspensmg of hearmg aids and other agsistive lnstenmg
devices.

(b) Conditions for review of requesits for prior amhonzar:on
Reguests for prior authorization of audiologicat services shall be
reviewed only if these requests contain the following information;

1. The type of treatment and number of treatment days
requested;

2. The naime, address and MA number of the recipient;
3. The name of the provider of the requested service;
4. The name of the person or agency making the request;

5. The attending physician’s diagnosis, an indication of the
degree of impairment and justification for the requested service;

- 6. Anaccurate cost estimate if the request is for the rental, pur-
chase or repair of an item; and

. 7. i out—of-state non-emergency service is requested ajus-
tification for obtaining service outside of Wisconsin, including an
explanation of why the service cannot be obtained in the state.

Note: For more information on prior authorization, see s, HES 107,02 (3},

(3) OTHER LIMITATIONS. (2) Plan of care for therapy services.
Services shall be furnished to a recipient under a plan of care
established and periodically reviewed by a physician. The plan
shall be reduced to writing before the treatment is begumn, either by
the physician who makes the plan available to.the provider or by
the provider of therapy when the provider makes a written record
of the physician’s oral orders. The plan shall be promptly signed
by the ordering physician and incorporated inte the provider’s
permanent record for the recipient. The plar: shall: '

1. State the type, amount, frequency, and duration of the ther-
apy services thatare to be furnished the recipient and shall indicate
the diagnosis and anticipated goals. Any changes shall be miade in
wntlng and signed by the physician or by the provider of therapy
services or physician on the staff of the provider pursuant to the
attending physician’s oral orders; and

2. Be reviewed by the attendmg physician in consultation
with the therapist providing services, at whatever intervals the
severity of the recipient’s condition requires but at least every 90
days. Each review of the plan shall contain the initials of the physi-
cian and the date performed. The plan for the recipient shall be
retained in the provider’s file. .

(b) Restorative therapy services. Restorallve therapy services
shall be covered services.
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(c) Maintenance therapy services. Preventive or maintenance
therapy services shall be covered services only when one of the
following conditions are mef: _

1. The skills and trammg of an audmlogxst are reqmred to
execute the entire preventive or maintenance program;

2. The specialized knowledge and judgment of an audiologist
are required to establish and monitor the therapy program, includ-
ing the initial evaluation, the design of the program appropriate to
the individual recipient, the instruction of nursing personnel, fam.
ily or recipient, and the re—evaluations required; or

3. When, due to the severity or complexity of the recipient’s
condition, nursing personnel cannot handle the rec1plcnt safely
and effectively.

(d) Evaluations, Evaluations shall be covered services. The
need for an evaluation or a re—evaluation shall be documented in
the plan of care.

(¢) Extension of rherapy services. Extension of therapy ser-
vices shall not be approved in the following circumstances:

1. The recipient has shown no progress toward meeting or
maintaining established and measurable treatment goals over a
6-month period, or the recipient has shown no ability within 6
months to carry over abilities gamed from treatment in a facility
to the recipient’s home;

2, The recipient’s chronological or de\_felopmentai age, way
of Tife or home situation indicates that the stated therapy goals are
not appropriate for the recipient or serve no functional or mainte-
nance purpose;

3. The recipient has achieved independence in daﬁy activities
or can be supervised and assisted by restorative nursing person-
nel; . . o

4. The evaluation indicates that the recipient’s abilities are .
functional for the person’s present way of life;

5. The recipient shows no motivation, interest, or desire to
participate in therapy, which may be for reasons of an overriding
severe emolional disturbance;

6. Other therapies are providing sufficient servwes o meet
the recipient’s functioning needs; or

7. The procedutes requested are not medical in nature or are
not covered services. Inappropriate diagnosés for therapy services
and procedures of questionable medical necessity may not receive
departmental authorization, depending upon the individual cir-
cumstances, o

{4) Non-covereD SERVICES. The following services are not
covered services:

(&) "Activities such as end—-of-the-day clean-up time, trans-
portation time, consultations and required paper reports. These
are considered components of the provider’s overhead costs and
are not covered as separately reimbursable items; and

(b) Services perfomned by individuals not ccrtlﬁed under s,
HES 105.31.

Nofe: For more information on non-covered services, see . HFS 107.03.

History: Cr. Register, February, 1986, No. 362, eff. 3—1—86 am. (1} (b), {c) and
(h}, (2) (a) 1. and 3., Register, May, 1990, No. 413 eff, 6-1-90

HFS 107.20 Vision care services. {1) COVERED SER-
vices. Covered vision care services are eyeglasses and those med-
jcally necessary services provided by licensed optometrists within
the scope of practice of the proféssion of optometry as defined in
s. 449,01, Stats., who ate certified under 5. HFS 105.32, and by
opticians certiﬁed_ under s. HES 105.33 and physicians certified
under s. HES'105.05." _

{2) SERVICES REQUIRING PRICR AUTHORIZATION. The following
covered services require prior authorization by the department:

(a) Vision training, which shall only be approved for patients
with one or more of the following conditions:

1. Amblyopia;
2. Anopsia;
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3. Disorders of accommodation; and
4. Convergence insufficiency; '

(b) Aniseikenic services for rec1plents whose eyes have
unequal refractive power;

(c) Tinted eyeglass lenses, accupational frames, high index
glass, blanks (55 mm. size and over) and photochromic lens;
'(d) Eyeglass frames and all other vision materials which are
not obtained through the MA vision care volume purchase plan;
Note: Under the department’s vision care volume purchase plan, MA-—certified
vision care providers nnst order all eyeglasses and component parts prescribed for

MA recipients directly from a supplier under contract with the department to supply
those items.

{e) All contact lenses and all contact lens therapy, including
related materials and services, except where the recrprent ) dlag-
nosis is aphakia or keratoconus;

(f) Ptosis crutch services and materials;

(g) Eyeglass frames or lenses beyond the original and one
unchanged prescription replacement parr from the same provrder
in a 12-meonth periobd; and

(h) Low vision services. :

Note: For more information on prior auLhonzauon sce s, HES 107.02 (3).

(3) OtHER LIMITATIONS. “(a) REyeglass frames, lenses, and
replacement parts shall ‘be provided by dispensing opticians,
optometrists and ophthalmologists in accordance with the depart-
ment’s vision care volume purchase plan. The department may
purchase from one or more optical laboratories’ some or all oph-
thalmic materials for dispensing by opticians, optometrists or
ophthalmologists as benefits of the program.

{b) Lenses and frames shall comply with ANSI standards.

(c) ‘The dispensing provider shall be reimbursed only once for
dispensing a final accepted appliance or component part,

(d) The depaﬂment may define minimal preseription levels for
lenses covered by MA, These limitations shall be pubhshed by the
department in the MA vision care provider handbook.

(4) NoN-cOVERED SERVICES. The followmg services and
materials are not covered services:

(a) Anti-glare coating; '

{b) Spare cyeglasses or sungIasseS' and

(c) Services provided principally for convenience or cosmetic
reasons, including but not limited to gradient focus, custom pros-
thesis, fashion or cosmetic tints, engraved lenses and anti-scratch
coating.

Note: For more information on non—covered services, see s, HES 107.03.
Histary: Cr. Register, Febnuzary, No, 362, eff, 3-1-86, -

HFS 107.21 Family planning services, (1) Coverep
SERVICES. (a} General. Covered family planning services are the
services included in this subsection when prescribed by a physi-
cian and provided to a recipient, including initial physical exam
and heaith history, annual office visits and follow—up office visits,
laboratory services, prescribing and supplying contraceptive sup-
plies and devices, counseling services and prescribing medication
for specific treatments, All family planning services performed in
family planning clinics shall be prescribed by a physician, and fur-
nished, directed or supervised by & physician, registered nurse,
nurse practitioner, licensed practical nurse or nurse mldwrfeunder
5. 441,15 (1) and (2) (b}, Stats.

{b) Physical examination. An initial physrcal examination
with health history is a covered service and shall include the fol-
lowing:

1. Complete obstetrical history includi_ng menarche,
mensfrual, gravidity, parity, pregnancy outcomes and complica-
tions of pregrancy or delivery, and abortion history;

2. History of significant illness—morbidity, hospitalization
and previous medical care, particularly in relation to thromboem-
bolic disease, any breast or genital neoplastn, any diabetic or pre-
diabetic condition, cephalalgia and migraine, pelvic inflamma-
tory disease, gynecologic disease and venereal disease;
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3. History of previous contraceptive use;

4, Family, social; physical health, and mental health history,
inctuding chronic 1i]nesses, genetlc aberratmns and mental
depression;

5. Physical examination.
examination are:

a, ‘Thyroid palpation; ‘

b. Examination of breasts and axrllary glands;

. Auscultation of heart and lungs;
. Blood pressure measurement;
. Height and weight measurement;

Abdominal examination;
. Pelvic examination; and
. Examination of extremities, =

(c) Laboratory and other diagnostic services. Labcratory and

other diagnostic services are covered services as indicated in this
paragraph, These services may be performed in conjunction with
an initial examination with health history, and are the following:

1. Routinely performed procedures; .

a. CBC, or hematocrit or hemoglobin;

b. Urinalysis; '

c. Papanicolaou smear for females between the ages of 12and
65;

d. Bacterial smear or_culture {gonorrhea, trichomenas, yeast,
ete.) including VDRL. — syphilis serology with positive gonor-
rhea cultures; and

e. Serology, :

2, Procedures covered if mdlcated by the recipient’ s health
hlstory s
~'a. Skin test for TB;

b. Vaginal smears and wet mounts for suspected vaginal
infection;”

c. Pregnancy test,

d. Rubela titer;

e, Sickle—cell screening; -

. Post-prandial blood glucose; and

g. Blood test for cholesterol, and tnglycendes when related
to oral contraceptive prescription;

3. Diagnostic and other procedures not for the purpose of
enhancing the prospects of fertility in males or females;

a, Endometrial biopsy when performed after a hormone blood
test; ) ) '

b. Laparoscopy; .

.¢. Cervical mucus exam;

d. Vasectomies; :

¢. Culdoscopy; and

f. Colposcopy;

4. Procedures relating to genetrcs, mcludmg
. Ultrasound;
. Amniocentesis;
. Tay--Sachs screening;
. Hemophilia screening;
. ‘Muscular dystrophy screening; and
. Sickie—cell screening; and ° :

5. Colposcopy, culdoscopy, and laparoscopy procedures
which may be either diagnostic or treatment procedures,

(d) Counseling services. Counseling services in the clinic are
covered as indicated in this paragraph. These services may be per-
formed or supervised by a physician, registered nurse or licensed
practical nurse. Counseling services may be provided as a result
of request by a recipient or when indicated by exam precedures
and health history. These services are limited to the foklowmg
arcas of concern:

Recommended procedures for
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1. Instruction on reproductive anatomy and physiology;

- 2. Overview of available methods of contraception, including
natural family planning. An explanation of the medical ramjﬁca-
tions and effectiveness of each shall be provided; -

3. Counscling about venereal disease; '

4. Counseling about sterilization accompanied by & full
explanation of sterilization procedures including associated dis-
comfort and risks, benefits, and frreversibility; '

5. Genetic counseling accompanied by a full explanation of
procedures uiilized in genetic assessment, including information
regarding the medical ramifications for unborn children and plan-
ning of care for unborn children with either diagnosed or possible
genetic abnormalities;

6. Information regarding teratologlc evaluations; and

7. Information and education regarding pregnancies at the
request of the rccxpxcnt mcludmg pre—natal counseling and refer-
ral.

(e) Contraceptive methoa's Procedures related to the prescrip-
tlon of a contraceptive method are covered services. The contra-
ceptive method selected shall be the choice of the recipient, based
on full information, except when in conflict with sound medical
practice. The following procedures are covered:

1. Those related to intrauterine devices (IUD):

 a. Furnishing and fitting of the device;

" b. Localization procedures limited to sonography, and up to
2 x-rays with interpretation;

¢. A follow-up office visit once w:thm the first 90 days of
insertion; and

d. Bxtraction;

2. Those related to diaphragms:

a. Furnishing and fitting of the device; and

b. A follow—up office visit once within 90 days after furnish-
ing and fitting;

3, Those related to contraceptive pills:

a, Furnishing and instructions for taking the pills; and

b. A follow-—up office visit once during the first 90 days after
the initial prescription to assess physiological changes. This visit
shall include taking blood pressure and weight, mterlm history
and laboratory examinations as necessary. -

(f) Office visits. Follow—up office visits performed by either
anurseora physxcxan and an annual physical exam and hea]th his-
tory are covered services.

(g) Supplies. The following supphes are covered when pre-
seribed: -

1. Oral contraceptives;

2. Diaphragms;

3. Jellies, creams, foam and suppositories;

4, Condoms; and

5. Natural family planning suppl:es such as charts,

- (2) SERVICES REQUIRING PRIOR AUTHORIZATION, All steriliza-
tion procedures require prior authorization by the medical consul-
tant to the department, as well as the informed consent of the recip-
ient. Informed consent requests shall be in accordance withs. HFS
107.06 (3).

Note: Por more information on prior authonzauon, see HFS 107.02 (3).

{3) Non-coveren services. The followmg services are not
covered services:

(a) The sterilization of a recaplent undcr the ageof 21 orof a
recipient declared legally incapable of consenting to such a proce-
dure;

(b) Services and items that are provided for the purpose of
enlancing the prospects of fertility in males or females, including
but not limited to:

1. Artificial insemination, including but not limited to intra—
cervical or intra—uterine insemination;

HFS 107.22

2. Infertility counseling;

3. Infertility testing, including but not limited to tubal
palency, semen analysis or sperm evaluation;

4. Reversal of female sterilizations, including but not limited
to tubouterine implantation, tubotubal anastomoses or fimbrio-
plasty;

5. Femhtywnhancmg drugs prov1ded for the treatment of
infertility;

6. Reversal of vasectomles,

7. Office visits, consullauons and other encounters to enhance
fertility; and ‘

8. Other fertility—enhancing services and items;

(c) Impotence devices and services, including but not limited
to penile prostheses and external devices and to msemon surgery
and other related services;

(d) Testicutar prosthesis; and

() Services that are not covered under ss. HFS 107.03 and
107.06 (5).

Note: Por more information on non—covered services, see s. HES 107.03.

History: Cr. Register, February, 1986, No, 362, £ff. 3-1-86; r. and recr. (1} {c)
3, (3), r, (1) {@) 4., renum, (1) (d) 5. to 8. to be () {d) 4. to 7.

HFS 107.22 Early and perfodic screening, diagno-
sis and treatment (EPSDT) services. (1) COvERED SER-
vices. Barly and periodic screening and diagnosis to ascertain
physical and mental defects, and the provision of treatment as pro-
vided in sub. (4) to correct or ameliorate the defects shall be cov-
ered services for all recipients under 21 years of age when pro-
vided by an EPSDT clinic, a physician, a private clinic, an HMO
or a hospital certified under s. HFS 105.37.

{2} EPSDTHEALTH ASSESSMENTAND EVALUATION PACKAGE. The
EPSDT health assessment and evaluation package shall include
atleast those procedures and tests required by 42 CFR 441,56, The
package shall include the following: _

(a) A comprehensive health and developmental history,

{b) A comprehensive unclothed physical examination;

{¢) A vision fest appropriate for the person being assessed;

{d) A hearing test appropriate for the person being assessed,

(e) Dental assessment and evaluation services furnished by
direct referral to a dentist for children beginning at 3 years of age;

(f) Appropriate immunizations; and :

(g) Appropriate laboratory tests,

(3) SUPPLEMENTAL TESTS. Selection of additional fests to sup-
plement the health assessment and evaluation package shalt be
based on the health needs of the target population, Consideration
shall be given to the prevalence of specific diseases and condi-
tions, the speciﬁc racial and ethnic characteristics of the popula-
tion, and the existence of treatment programs for each condition
for which assessment and evaluation is provrded

(4) OTiER NEEDED sErvICEs, In addition to diagnostic and
treatment services covered by MA, the following services pro-
vided to EPSDT patients are covered if the EPSDT health assess-
ment and evaluation indicates that they are needed:

{) Diagnosis and treatment for defects in vision and hearing,
mcludmg eyeglasses and hearing aids; and

{b) Dental care, at as early an age as necessary, for the relief
of infection, restoration of tecth and maintenance of dental health.

{5) REASONABLE STANDARDS OF PRACTICE. Services under this
section shall be provided in accordance with reasonable standards
of medical and dental practice determined by the department after
consultation with the medical society of Wisconsin and the Wls-
consin dental association.

{6) REFERRAL. When EPSDT assessment and evaluation indi-
cates that a recipient needs a treatment service not available under
MA, the department shall refer the recipient to a provider willing
to perform the service at little or no expense to the recipient’s fam-

ily.
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(7) No cHARGE FOR SERVICES. EPSDT services shall be pro-
vided without charge to recipients under 18 years of age.
History: Cr. Register, February, 1986, No. 362, eff. 3-1-86.

HFS 107.23 Transportation. (1) CovERED SERVICES.
(a) Purpose. Transportation by ambulance, specialized medical
vehicle (SMV) or county—approved or trihe—approved common
carrier as defined under par. (d) 1., is a covered service when pro-
vided to a recipient in accordancc with this section,

(b) Transport by ambulance. Ambulance transportation shall
be a covered service if the recipient is suffering from an illness or
injury which contraindicates transportat;on by other means, but
only when provided:

1. For emergency care, when unmedlate medical treatment or
examination is needed to deal with or guard against a worsening
of the recipient’s condition;

a. From the recipient’s residence or the site of an illness or
accident to a hospital, physician’s office, or emergency care cen-
ter;

b. From a nursing home to a hospital;

¢. From a hospital to another hospital; and

2. TFor non-emergency care when authorized by a physician,
physician assistant, nurse midwife or nurse practitioner by written
documentation which states the specific medical problem requir-
ing the non-emergency ambulance transport;

‘a. From a hospital or nursmg home to the recipient’s resn-
dence;
b. From a hospital to a nursing home;

c. From a nursing home to another nursing home, a hospltai
a hospice care facility, or a dialysis center; or
. d. From a recipient’s residence or nursing home to a hospital
or a physician’s or dentist’s office, if the transportation is to obtain
a physician’s or dentist’s services which require special equip-
ment for diagnosis or treatment that cannot be obtained in the
nursing home or recipient’s residence,

(c) Transport by specialized medical vehicle (SMV). 1. Inthis
paragraph,“indefinitely disabled” means a chronic, debilitating
physical impairment which includes an inability to ambulate
without personal assistance or requires the nse of a mechanical aid
such as a wheelchair, a walker or crutches, or a mental impairment
which includes an inability to reliably and safely use common car-
rier transportation because of organic conditions affecting cogni-
tive abilities or psychiatric symptoms that interfere with the recip-
fent’s safety or that might result in unsafe or unpredictable
behavior. These symptoms and behaviors may inchide the inabil-
ity to remain oriented to correct embarkation and debarkation
points and times and the inability to remam safely seated in acom-
mon carrier cab or coach.

2. SMV transportatmn shallbe a covered service if the recipi-
ent is legally blind or is indefinitely disabled as documented in
writing by a physician, physician assistant, nurse midwife or nurse
practitioner, The necessity for SMV transportation shatl be docu-
mented by a physician, physician assistant, nrurse midwife or
nurse practitioner. The documentation shall indicate in a format
determined by the department why the recipient’s condition con-
traindicates fransportation by a common carrier as defined under
par. (d) 1., including accessible mass transit services, or by a pri-
vate vehicle and shaii be signed and dated by a physician, physi-
cian assistant, nurse midwife or nurse practitioner. For a legally
blind or indefinitely disabled recipient, the documentation shall
be rewritten annually. The documentation shall be placed in the
file of the recipient maintained by the provider within 14 working
days after the date of the physician’s, physician assistant’s, nurse
midwife’s or nurse practitioner’s signing of the documentation
and before any claim for reimbursement for the transportation is
submitted.

3. If the recipient has not been declared legally blind or has
not been determined by a physician, physician assistant, nurse
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midwife or nurse practitioner to be indefinitely disabled, the trans-
portation provider shall obtain and maintain a physician’s, physi-
cian assistant’s, nurse midwife's or nurse practitioner’s written
documentation for SMV transportation, The documentation shall
indicate in 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
vehicle and shall state the specific medical problem preventing the
use of 2 common carrier, as defined under par. (d) 1., and the spe-
cific period of time the service niay be provided. The documenta-
tion shall be signed and dated by a physician, physician assis-
tant’s, nurse midwife or nurse practitioner. The documentation
shall be valid for amaxinium of 90 days from the date of the physi-
cian’s, physician assistant’s, nurse midwife’s or nurse practitio-
ner’s signature. The documentation shall be placed in the file of
the recipient maintained by the provider within 14 working days
after the date of the physician’s, physician assistant, nurse mid-
wife’s or nurse practitioner’s signing of the documentation and
before any claim for re:mbursement for thc transportation is sub-
mitted,

4, SMV transportation, Including the return trip, is covered
only if the transportation is to a location at which the reciplent
receives an MA~covered service on that day. SMV trips by cot or
stretcher are covered if they have been prescribed by a physician,
physician assistant, nurse midwife or nurse practitioner. In this
subdivision,”cot or stretcher” means a bed-like device used to
carry a patient in a horizontal or reclining position,

5. Charges for SMV unloaded mileage are reimbursable only
when the SMV travels more than 20 miles by the shortest route
available to pick up a recipient and there is no other passenger in
the vehicle, regardless of whether or not that passenger is an MA
recipient, In this subdivision, “unloaded mileage” means the mile-
age travelled by the vehicle to pick up the recipient for transport
to or from MA-covered services.

6. When arecipient does not meet the criteria under subd. 2.,
SMYV transportation may be provided under par. (d) to an ambula-
tory recipient who needs transportation services to or from MA~
covered services if no other fransportation is available, The trans-
portation provider shall obtain and maintain documentation as to
the unavailability of other transportation. Records and charges for
the transportation of ambulatory recipients shall be kept separate
from records and charges for non—ambulatory recipients. Reim-
bursement shall be made under the common carrier provisions of
par. {d).

(d) Transport by cozmty—approved or tribe—approved common
carrier. 1. Inthis paragraph, “common carrier” means any mode
of transportation approved by & county or tribal agency or desig-
nated agency, except an ambulance or an SMV unless the SMV
is functioning under subd. 5.

2. Transportation of an MA recipient by a common carrier to
& Wisconsin provider to receive MA-covered services shall be a
covered service if the transportation is authorized by the county
or trihal agency or its designated agency. Reimbursemerit shall be
for the charges of the common carrier, for mileage expenses or a
confracted amount the county or tribal’agency or its designated
agency has agreed to pay a common carrier. A county or tribal
agency may develop its own transportation system or may enter
into contracts with common carriers, individuals, private busi-
nesses, SMV providers and other governmental agencies to pro-
vide common carrier services. A county or {ribe is liniited in mak-
ing this type of arrangement by sub. (3) {c).

3. Transportation of an MA recipient by a common carrier to
an out-of-state provider, excluding a border—status provider, to
receive MA—covered services shall be covered if the transporta-
tion is authorized by the county or tribal agency or its designated
agency. The county or tribal agency or its designated agency may
approve a request only if prior authorization has been received for
the nonemergency medical services as required under’s. HFS
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107.04, Reimbursement shall be for the charges of the common
carrier, for mileage expenses or a contracted amount the county
or tribal agency or its designated agcncy has agreed to pay the
COIMINON Carrier. :

4. Related travel expenses may be covered when the neces-
sary transportation is other than routine, such as transportation to
receive a service that is available only in another county, state or
country, and the transportation is prior authorized by the county
or tribal agency or its designated agency. These expenses may
include the cost of meals and commercial lodging enroute to MA-
covered care, while receiving the care and when returning from
the care, and the cost of an attendant to accompany the recipient,
The necessity for an attendant, except for children under 16 years
of age, shall be determined by a physician, physician assistant,
nurse midwife or nurse practitioner with that determination docu-
mented and submitted to the county or tribal agency. Reimburse-
ment for the cost of an attendant may include the attendant’s trans-
portation, lodging, meals and salary. If the attendant is a relative
of the recipient, reimbursed costs are limited to transportation,
commtercial lodging and meals. Reimbursement for the costs of
meals and comimercial lodging shall be no greater than the
amounts paid by the state to its employes for those expenses. The

. costs of more than one attendant shall be reimbursed only if the

recipient’s condition requires the physical presence of another
person. Docamentation stating the need for the second attendant
shall be from a physician, physician assistant, nurse midwife or
nurse praclitioner and shall explain the need for the attendant angd

’be maintained by the transportation provider if the provider is not
‘a common carrier. If the provider is a common carrier, the state-

ment of need shall be maintained by the county or tribal agency
or its designated agency authorizing the transportation. If the
fength of attendant care is over 4 weeks in duration, the depart-
ment shall determine the necessary expenses for the attendant or
attendants after the first 4 weeks and at 4—week intervals thereaf-
ter. In this subdivision, “attendant™ means a person needed by the
transportation provider to assist with tasks necessary in transport-
ing the recipient and that cannot be done by the driver or a person
traveling with the recipient in order to receive training in the care
of the recipient, and “relative” means a parent, grandparent,
grandchild, stepparent, spouse, son, daughter, stepson, step-
daughter, brother, sister, half-brother or half—sister, with this rela-
tionship either by consanguinity or direct affinity.

5. If arecipient for emergency reasons beyond that person s
control is unable to obtain the county or tribal agency’s or desig-
nee’s authorization for necessary transportation prior to the trans-
portation, such as for a trip to a hospital emergéncy room on a
weekend, the county or tribal agency or its designee may provide
retroactive authorization. The county or tribal agency or its desig-
nee may require documentation from the medical service provider
or the transportation provider, or both, to estabhsh that the trans-
portation was necessary.

(2) SERVICES REQUIRING PRIOR AUTHORIZATION. The following
covered setvices require prior authorization from the department;

(@) All non—emergency transportauon ofa recxplent by water
ambulance to receive MA—covered services;

(b) All non-emergency transportatmn ofa re01p1ent by fixed-
wing air ambulance to receive MA-covered services;

(c) All non—emergency transportation ofa remplent by heh—
copter ambulance to receive MA-covered services; _

(d) . Trips by ambulance to obtain physical therapy, occupa-
t1ona1 therapy, speech therapy, audiology services, chiropractic
services, psychotherapy, methadone treatment, alcohol abuse
treatment, other drug abuse treatment, mental health day treat-
ment or podiatry services; '

(&) Trips by ambulance from nursmg hemes to d1a1ys1s centers;
and

() AlSMYV transportatlon to receive MA—covered services,
except for services to be received out of state for which prior
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authorization has already been received, that is over 40 miles for
a one-way trip in  Brown, Dane, Fond du Lac, Kenosha, La
Crosse, Manitowoc, Milwaukee, Outagamie, Sheboygan, Racine,
Rock and Winnebago counties from a recipient’s residence, and
70 miles for a one~way tnp in all other counties from a recipient’s
residence.

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

(3) Livitamions. (a) Ambulance transportation, 1, When a
hospital-to-hospital - or nursing home-te-nursing home non-
emergency transfer is made by ambulance, the ambulance pro-
vider shall obtain, before the transfer, written certification from
the recipient’s physician, physician assistant, nurse midwife or
nurse praciitioner explaining why the discharging institution was
not an appropriate facility for the patient’s condition and the
admitting institution is appropriate for that condition. The docu-
ment shail be signed by the recipient’s physician, physician assis-
tant, nurse midwife or nurse practitioner and shall include details

-of the recipient’s condition. This document shali be maintained by

the ambulance provider, -

2. If a recipient re31d1ng at home requires treatment at a nurs-
ing home, the transportation provider shall obtain a written state-
ment from the provider who prescribed the treatment indicating
that transportation by ambulance is necessary. The statement shall
be maintained by the ambulance provider.

3. For other non—emergency transportation, the ambulance
provider shall obtain documentation for the service signed by a
physician, physician assistant, nurse midwife, dentist or nurse
practitioner. The documentation shall include the recipient’s
hame, the date of transport, the details about the recipient’s condi-
tion that preclude transport by any other means, the specific cir-
cumstances requiring that the recipient be transported to the office
or clinic to obfain a service, the services performed and an
explanation of why the service could not be performed in the hos-
pital, nursing home or recipient’s residence. Documentation of
the physician, dentist, physiclan assistant, nurse midwife or nurse
practitioner performing the service shall be signed and dated and
shall be mainfained by the ambulance provider. Any order
received by the transportation provider by telephone shall be
repeated in the form of written documentation within 10 working
days of the telephone order or prior to the. submlssmn of the claim,
whichever comes first,

4. Services of more than the 2 attendants required under s.
146.50 (4), Stats., are covered only if the recipient’s condition
requires the physical presence of more than 2 attendants for pur-
poses of restraint or lifiing. Medical personnel not employed by
the ambulance provider who care for the recipient in transit shall
bill the program separately.

. 5. a, Ifarecipientis pronounced dead by a legally authorized
person after an ambulance is requested but before the ambulance
arrives at the pick-up site, emergency service only to the point of
pick—up is covered.

b. If ambulance service is provlded to a recipient who is pro-
nounced dead enroute to a hospital or dead on arrival at the hospi-
tal by a legally authorized person, the entire ambulance service is
covered.

. -6. Ambulance reimbursement shall mclude payment for addi-
tional services provided by an ambulance provider such as for

_drugs used in transit or for starting intravenous solutions, EKG

monitoring for infection control, charges for reusable devices and
equipment, charges for sterilization of a vehicle including after
carrying a recipient with-a contagious disease, and additional
charges for services provided at night or on weekends, or on holi-
days. Separate payrents for these charges shall not be made,

7. Non-emergency transfers by ambulance that are for the
convenience of the recipient or the recipient’s family are reim-
bursed only when the attending physician documents that the par-
ticipation of the family in the recipient’s care is medically neces-
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sary and the recipient would suffer hardship if the transfer were
not made by ambulance.

“(b) SMV transportation. ‘1. Transportation by SMV shall be
covered only if the purpose of the trip is to receive an MA—covered
service.Documentation of the name and address of the service
provider shail be kept by the SMV provider. Any order received
by the transportation provider by telephone shall be repeated in
the form of written docomentation within 10 working days of the
telephone order or prior to the submlss;on of the claim, whichever
cones first,

2. Charges for waiting time are covered charges. Waiting time
is allowable only when a to-and-return trip is being billed. Wait-
ing time may only be charged for one recipient when the trans-
portation provider or driver waits for more than one recipient at
one location in close proximity to where the MA-covered services
are provided and no other trips are made by the vehicle or driver
while the service is provided to the recipient. In this subdivision,

“waiting time” means time when the transportation provider is
waiting for the recipient to receive MA covered services and
return {o the vehicle, .

3. Services of a second SMV transportatmn attendant are cov-
ered only if the recipient’s condition requires the physical pres-
ence of another person for purposes of restraint or lifting. The
transportation provider shall obtain a statement of the appropri-
ateness . of the second attendant from the physician, physician
assistant, nurse midwife or nurse practitioner attesting to the need
for the service and shall retain that statement,

- 4, SMV services may only be prov1ded to recipients 1dent1ﬁed
under sub. (1) (c).

+ 5. A trip to a sheltered workshop or other nonmedical fac1hty
is covered only when the recipient is receiving an MA—covered
service thete on the dates of transportation and the medical ser-
vices are of the level, intensity or extent consistent with the medt-
cal need defined in the recipient’s plan of care.

6. Trips to school for MA—covered services shall be covered
only if the recipient is réceiving services on the day of the trip
under the Individuals with Disabilities Education Act, 20 USC 33,
and ' the MA-covered services are identified in the recipient’s
individual education plan and are delivered at the school.

"7. Unloaded mileage as defined in sub. (1Y {c} 5. is not reim-
bursed if there is any other passenger in the véhicle whether or not
that passenger is an MA rccipient ’

8. “When 2 or more recipients are being carried at the same
time, the dcpartment may adjust the rates.”

9. Additional charges for servu:es at night or on weekends or
holidays are not covered charges.

10. A recipient confined to a cot or stretcher may only be :

transported in an SMYV if the vehicle is equipped with restraints
which secure the cot or streicher to the side and the floor of the
vehicle, The recipient shall be medically stable and no monitoring
or administration of non-emergency medical services or proce-
dures may be done by SMV personnel. -

(c) County—approved or tribe—approved transportation. 1.
Non—ernergency transportation of a recipient by common carrier
is subject to approval by the county or tribal agency or its designee
before departure,The reimbursement shall be no more than an
amount set by the department and shall be less per mile than the
rates paid by the department for SMV purposes. Reimbursement
for urgent transportation is subject to retroactive approval by the
county or tribal agency or its designee.

2. The county or tribal agency or its designee shall reimburse
the rccipient or the vendor for transportation service only if the
service is not provided duectly by the county or trlbai agency or
its designee. :

3, Transportation prov1ded by a county or tribal agency or its
desngnee shall involve the least costly means of transportation
which the recipient s capable of using and which is reasonably
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-available at the time the service is required, Reimbursement to the

recipient shall be limited to mileage to the nearest MA provider
who can provide the service if the recipient has reasonable access
to health care of adequate quality from that provider. Reimburse-
ment shall be made in the most cost—effective manner possible
and only after sources for free fransportation such as family and
friends have been exhausted.

4. The county or tribal agency or its des1gnee may require
documentation by the service provider that an MA—covered ser-
vice was received at the specific location.

- 5. No provider may be reimbursed more for transportation
provided for an MA recipient than the provider’s usual and cus-
tomary charge. In this subdivision, “usual and customary charge”
means the amouitt the provider charges or advertises as a charge
for transportation except to county or lrlbal agenc;es or non—proﬁt
agencies.

(4) NON_COVERED SERVICES. The followmg transportation
services and charges related to transportation services are non—
covered services:

(a) Emergency transportation of arecipientwhois pronounced 7
dead by a legally authorized person before the ambulance is
called;. :

(b} Transportation of a recipient’s personal belongmgs only;
(c) Transportation of a laboratery specimen only; _
(d) Cliarges for excess mileage resultmg from the use of indi-

‘rect_ routes to and from destinations;

() Transport of a recipient’s relatives other than as provided

in sub. (1) {(d) 4;

(f) SMV transport provided by the recxpxent ora relatlve, as
defined in sub. (1} {d) 4., of the recipient;

(g) SMYV transport of an ambulatory reo1p1ent except an
ambulatory recipient under sub. (1) (¢) 1., t6 a methadone clinic
or physician's clinic solely to obtain methadone or re]ated services
such as drug counseling or urinalysis; :

(h) Transportation by SMV to a pharmacy to have & prescrip-
tion filled or refilled orto plck up medxcatlon or disposable medi-
cal supplies;

(1) Transportation by SMV provided soIely o compel arecipi-
ent to attend therapy, counseling or any other MA-covered
appointment; and

(i) Transportation to any Tocation where no MA-covered ser-
vice was provided either at the destination or pick—up point.
Note: Por more information on non-covered services, see s. HFS 107,03,
History: Cr. Régister, February, 1986, No. 362, eff. 3—-1-86; am. (1} (c) anid (4}
(5), Register, February, 1938, No. 386, eﬁ° 3-1-88; r andrecr,; Regasler, November,
1994, No. 467, eff. 12-1-94,

HFS 107 24 Durab!e med[cal equipment and medi-
cal supplies. (1) DeewvirioN. In this chapter, “medical sup-
plies” means disposable, consumable, expendable or nondurable
medically necessary supplies which have a very limited life
expectancy. Examples are p]astic bed pans, catheters, electric
pads, hypodermic needles, syringes, continence pads and oxygen
administration circuits.

(2) COVERED SERVICES. (a) Prescnptwn and provision. Dura-
ble medical equipment (DME) and medical supplies are covered
services only when prescribed by a physician and when provided
by a certified physician, clinic, hospital outpatient department,
nursing home, pharmacy, home health agency, therapist, orthotist,
prosthetist, hearing aid dealer or medical equipment vendor,

(b) ftems covered. Covered services are limited to items con-
tained in the Wisconsin durable medical equipment (DME}) and
medical supplies indices. Items prescribed by a physician which
are not contained in one of these indices or in the listing of non—
covered services in sub. (5) require submittal of a DME additional
request. Should the item be deemed covered, a prior authorization
request may be required.
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(c) Categories of durable medical equipment. The following
are categories of durable medical equipment covered by MA:

1. CGccupational therapy assistive or adaptive equipment.
‘This is medical equipment used in a recipient’s horne to assista
disabled person to adapt to the environment or achieve indepén-
dence in perform'mg daily personal functions. Examples are adap-
tive hygiene equipment, adaplive posmomng equtpment and
adaptive eating utensils,

2. Orthopedic or corrective shoes. ‘These are any shoes
attached to a brace for prosthesis; mismatched shoes involving a
difference of a full size or more; or shoes that are modified to take
into account discrepancy in limb length or a rigid foot deforma-
tion, Arch supports are not considered a brace. Examples of ortho-
pedic or corrective shoes are supinator and pronator shoes surgi-
cal shoes for braces, and custom-molded shoes. :

3. Orthoses. These are devices which limit or assist motion
of any segment of the human body. They are designed to stabilize
a weakened part or correct a structural problem. Examples are arm
braces and leg braces.

4. Other home health care durable medical equ1pmcnt This
is medical equipment used in a recipient’s home to increase the
independence of a disabled person or modify certain disabling
conditions. Examples are patient lifts, hospital beds and traction
equipment.

5. Oxygen therapy equipment. This is med1ca1 eqmpment
used in a recipient’s home for the administration of oxygen or
medical formulas or to assist with respiratory functions, Examples
are a nebulizer, a respu'ator anda llquid oxygen'system.

6. Physwal therapy sphntmg or adaptive equipment. This is
medical equipment used ina rec1pxent s home to assist a disabled
person to achieve independence in performing daily act1v1t1es
Examples are splints and positioning equipment.

7. Prostheses, These are dévices which replace all or part of
abody organ to prevent or correct a physical disability or malfunc-
tion. Examples are artificial arms, artificial legs and hearing aids.

8, Wheelchairs, These are chairs mounted on wheels usually
specially designed fo accommodate individual disabilities and
provide mobility. Examples are a standard weight wheelchair, a
lightweight wheelchair and an electrically-powered wheelchair.

(4} Categories of medical supplies. Only approved items
within the followmg genenc calegones of medical suppltes are
covered:

1. Colostomy, urostomy and 1leostomy apphances,

. Contraceptive supplies;

. Diabetic urine and blood testing supplies;:

. Dressings; -

. Gastric facdmg sets and supplies;

. Hearing atd or other assistive lstening dev1ce.s batteries;
. Incontinence supplies, catheters and irrigation apparatus‘
8 Parenteral—admlmstered apparatus; and _

9. Tracheostomy and endotracheal care supplies.

(3) SERVICES REQUIRING PRIOR AUTHORIZATION, The following
services require prior authorization:

{a) Purchase of all iterms indicated as tequiring prior authoriza-
tion in the Wisconsin DME and medical supplies indices, pub-
lished periodically and distributed to appropnate prov1ders by the
department;

{b) Repair or modification of an item which exceeds the
department—established maximum reimbursement without prior
authorization. Reimbursement parameters are published periodi-
cally in the DME and medical supplies provider handbook;

{¢) Purchase, rental, repair or modification of any item not con-
tained in the current DME and medical supplies indices;

- T N T
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(d) Purchase of items in excess of department—established fre-
quencies or doltar limits outlined in the current Wisconsin DME
and medical supplies indices; -

(e) The second and succeeding months of rental use, with the
exception that all hearing aid or other ass:stwe hstemng device
rcntals require prior authorization;

_(f) Purchase of any item which is not covered by medicare, part
b, when prescribed for a recipient who is also eligible for medi-
care;

(g) Any item required by a rec1p1ent in a nursing home which
meets the requirements of sub. (4) (¢); and

(h) Purchase or rental of a hearing ald or other assistive hslen—
ing device as follows:

1. A request for prior authorization of a hearmg aid or other
ALD shall be reviewed only if the request consists of an otological
report from the recipient’s physician and an audiological report
from an andiologist or hearing aid dealer, is on forms designated
by the department and contains all infermation requested by the
department, A hearing aid dealer may perform an audiological
evaluation and a hearing aid evaluation to be included in the audi-
ological report if these evaluatmns are prescnbcd by a physician
who determines that:

a. The recipient is over the age of 21,

b. The recipient is not cogmtlvely or behaviorally impaired;
and

¢. The recipient has no special need which would necessitate
either the diagnostic tools of an audiologist or a comprehensive
evaluation requiring the expertise of an audiologist;

2, After a new or replacement hearing aid or other ALD has
been worn for a 30-day trial period, the reciplent shall obtain a
performance check from a certified audiologist, a certified hear-
ing aid dealer or at a certified speech and hearing center. The,
department shall provide reimbursemient for the cost of the hear-
ing aid or other ALD after the performance check has shown the
licaring aid or ALD to be satisfactory, or 45 days has elapsed with
no response from the recipient;

3. Special modifications other than those llsted in the MA
speech and hearing provider handbook shall require prior autho-
rization; and

4. Provision of services in excess of the life expectancies of
equipment enumerated in the MA speech and hearing provider
handbook require prior authorization, except for hearing aid or .
other ALD batteries and repair services.

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

(4) OTHER LIMITATIONS. (a) Payment for medical supplies
ordered for a patient in a medical institution is considered part of
the institution’s cost and may not be billed directly to the program
by a provider. Durable medical equipmerit and medicat supplies
provided to & hospital inpatient to take home on the date of dis-
charge are reimbursed as part of the inpatient hospital services. No
recipient may be held responsible for charges or services in excess
of MA coverage under this paragraph.

(b) Prescriptions shall be provided in accordance with s. HES
107.06 (4) {(a) 2, and may not be filled more than cne year from
the date the medical equipment or supply is ordered.

(c) The services covered under this section are not covered for
recipients who are nursing home residents except for:

1. Oxygen. Prescriptions for oxygen shaill provide the
reguired amount of oxygen flow in liters;

2." Durable medical equipment which-is personalized in
nature or custom-iade for a recipient and is to be used by the
recipient on an individual basis for hygienic or other reasons.
These items are orthoses, prostheses including hearing aids or
other assistive listening devices, orthopedic or corrective shoes,
special adaptive positioning wheelchairs and electric wheel-
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chairs, Coverage of a special adaptive positioning wheelchair or
electric wheelchair shall be justified by the diagnosis and progno-
sis and the occupational or vocational activities of the resident
recipient; and

3. A wheelchair prescrlbed by a physician if the wheelchair
will contribute towards the rehabilitation of the resident recipient
through maximizing his or her potential for independence, and if
the recipient has a long—term or permanent disability and the
wheelchair requested constitutes basic and necessary health care
for the recipient consistent with a plan of health care, or the recipi-
ent is about to transfer from a nursing home to an alternate and
more independent setiing,

{d) The provider shall wergh the costs.and benefits of the
equipment and supplies when considering purchase or rental of
DME and medical supplies,

Note: The programt’s listing of covered services and the maximum allowable
reimbursement schedales are based on basic necessity, Although the program does
notintend to exclude any manufacturer of equ.ipment reimbursertent is based on the
cost-benefit of equipment when comparable equipment is marketed at less cost. Sev-
etal medical supply items are reimbursed according to generic pricing.

(e) The department may determine whether an item is to be
rented or purchased on behalf of & recipient. In most cases equip-
ment shall be purchased; however, in those cases where short-
term use only is needed or the recipient’s prognosis is poor, only
rental of equipment shall be authorized. .

{f) Orthopedic or corrective shoes or feot orthoses shall be pro-
vided only for postsurgery conditions, gross deformities, or when
attached to a brace or bar. These conditions shall be descnbed in
the prior authorization request.

(g) Provision ofhearmg aid accessories shall be hmited as fol-
lows:

1. For recipients under age 18: 3 earmolds per hearing aid, 2
single cords per hearing aid and 2 Y—cords per recrprent per year;

2. For recipients over age 18: one earmold per hearmg aid,
one single cord per heanug ald and one Y%ord per rec:prent per
year;and

3. For all recipients: one harniess, one contralateral routing of
signals (CROS) ﬁttmg, one new receiver per hearing aid and one
bone-conduction receiver with headband per recipient per year.

(h) If a prior authorization request is approvcd ‘the person shall

be eligible for MA reimbursement for the service on the date the

final ear mold is taken,

(5) NoN-COVERED SERVICES. ‘The fo]]owmg services are not
covered services:

' ‘(a) Foot otthoses or orthopedic or correctlve shoes for the fol—.

lowing conditions:
N Flattened arches, regardless of the underlymg pathology;

2. Incomplete dislocation or subluxation metatarsalgia with.

no associated defomntres,
3. Arthrms with no associated deformmes, and
4; Hypoallergenic conditions; ‘ .
- (b) Services denied by medicare for lack of medrcal necessrty,

(¢) Kems which are not primarily medical in nature, such as
dehumidifiers and air conditioners;

(d). Items which are not appropnate for home usage, such as

oscillating beds; - =

(¢} Items which are not generally accepted by the medical pro-
fession as being therapeuucally eifectwe, suchasa heat and mas-
sage foam cushion pad;

{f) Ttems which are for comfort and convenience, such as cush-
ion lift power seats or elevators, or luxury features which do not
contribute to the improvement of the recipient’s medical condi-
tion;

(2) Repair, mamtcnance or modlﬁcatron of rented durab]e
medical equipment;

(h) Delivery or set-up charges for equ1pment asa separate ser-
vice;
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(i) Fitting, adapting, adjusting or modifying a prosthetic or ort-
hotic device or corrective or orthopedic shoes as a separate ser-
vice; .

. {j) Allrepairs of a hearing aid or other assistive listening device
performed by a dealer within 12 months after the purchase of the
hearing aid or other assistive listening device. These are included
in the purchase payment and not as separate services;

(k) Hearing aid or ofher assistive listening device batteries
which are provided in excess of the guidelines enumerated in the
MA speech and hearing provider handbook; ,

(1) Items that are provided for the purpose of enhancmg the
prospects of fertility in males or females;

_{m} Impotence devmes, including but not limited to pemle
prostheses,

{n) Testicular prosthesrs;

(o) Food; and -

(p) Infant fonnula and enteral nutnlronal products except as
allowed under s. HES 107.10 (2} (c).

History: Cr. Register, February, 1986, No. 362, eff. 3-1-86; emerg. r. and recr,
(3) () 1. and 2, eff. 7-1-89; am, (2) (d) 6., (3} (&), (b) 4, (4) (©) 2, (5) () and (0,

1. and recr. (3) ('h) (intro.), . and 2, and (4) (g), cr. (4) (b}, Register, May, 1990, No.
413, eff. 6-1-90; 1. and recr. (4) {(a), Register, September, 1991, No, 429, eff,

1(L1~91 am, (5) (j) to (K), er. (5) Q1) to (p), Register, January, 1997, No. 493 eff,
2-1-97. AdA S ! ! . ; .

HFS 107.25 Diagnostlc testing services. (1) Cov-
ERED SERVICES, Professional and technical diagnostic services
covered by MA are laboratory services provided by a certified
physician or under the physician’s supervision, or prescribed by
a physician and provided by an independent certified laboratory,
and x—ray services prescribed by a physician and provided by or
under the general supervision of a certified physician,

(2) Orser LiviTATIONS. (a) All diagnostic services shall be
prescribed or ordered by a physician or dentist.

(b) Laboratory tests performed which are outside the laborato-
ry’s certified areas are not covered,

(c) Portable x-ray services are covered only for recipients who
reside in nursing homes and only when provided in a nursing
home,

(d) Reimbursement for diagnostic testing services shall be in
accordance with limitations set by P.L. 98-369, Sec. 2303.

History: Cr. Register, FPebruary, 1986, No. 362, eff. 3-1-86.

HFS 107.26 Dialysis services. Dialysis services are
covered services when provided by facilities certified pursuant to
s. HFS 105.45. .

History: Cr. Register, February, 1986, No. 362, eff, 3-1-86.

HFS 107.27. Blood. The provision of blood is a covered
service when provided to a recipient by a physiclan certified pur-
suant to s, HES 105.05, a blood bank certified pursuant to s, HES
105.46 or a hospital certified pursuant to s. HFS 105.07.

History: Cr. Register, February, 1986, No. 362, eff. 3-1-86,

HFS 107.28 Health maintenance organization and
prepaid health plan services. {1} CovereD SERVICES. (a)
HMOs. 1. Except as provided in subd. 2., all health thaintenance
organizations (HMOs) that contract with the department shall pro-
vide to enroflees all MA services that are covered services at the
time the medicaid HMO contract becomes effective with . the
exception of the following:

a. EPSDT ouireach services;

b. County transportation by common carrier;

¢. Dental services; and

“d. Chiropractic services.

2. The department may permit an HMO to provide less than
comprehensive coverage, but only if there is adequate justifica-
tion and only if commitment is expressed by the HMO to progress
to comprehensive coverage.
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(b) Prepaid health plans. Prepaid health plans shall provide
one or more of the services covered by MA.

{2). ContrACTS. ‘The department shall establish written con-
tracts with qualified HMOs and prepaid health plan organizations
witich shall:

(a} Specify the contract period;

(b) Specify the services provided by the contractor;

_ (¢} Identify the MA population covered by the contract;

-{d) Specify any procedures for enrollment or reenrollment of
the recipients;

(e) Specify the amount, duranon and scope of medlcal services
to be covered;

(f) Provide that the department may evaluate through inspec-
tion or other means the quality, appropriateness and timeliness of
services performed under the contract;

{g) Provide that the department may audit and inspect any of

the contractor’s records that pertain to services performed and the

determination of amounts payable under the contract and stipulate
the required record retention procedures;

(h) Provide that the contractor safeguards recrplent mforma-
l.lOl‘l,

(i) Specafy act:vrtrcs to be performed by the contractor that are
related to third-party liability requirements; and

(i) Specify which functions or services may.be subcontracted
and the requirements for subcontracts. )

(3) OTHER LIMITATIONS. Contracted organizations shall

(2) Allow each enrolled recipient to choose a health profes-
sional in the organization fo the extent possible and appropriate;

(b} 1. Provide that all medical services that are covered under
the contract and that are required on an emergency basis are avail-
able on a 24-hour basis, 7-days'a week, either in the contractor’s
own facilities 'or through arrangements, approved by the depart—
ment, with another provider; and :

2. Provide for prompt payment by the contractor, at }evels
approved by the department, for all services that are required by
the contract, furnished by providers who do not have amrange-
ments with the coniractor te provide the services, and are medi-
cal]y necessary to avoid endangering the recipient’s health or
causing severe pain and discomfort that would occur 1f the recipi-
ent had to use the contractor’s facilities; .

. {€) Provide for an internal grievance procedure that:

1. Is approved in writing by the department;

"' 2. Provides for prompt resolution of the grievance; and

3. Assures the parnmpatron of mdrvlduals wrth authority to
require corrective action; - - -

(d) Provide for an internal quality assurance system that:

1. Is consistent with the utilization control requrrements
established by the department and sct forth in the contract;

2. Provides for review by appropriate health professionals of
the process followed ini providing health services;

3. Provides for systematic data collection of performance and
patient results;

4. Provides for interpretation of thls datato the practitioners;
and

5. Provides for making needed, cha_nges;

(e) Provide that the organization submit marketing plans, pro-
cedures and materials to the &epartment for approval before using
the plans;

(f) Provide that the BMO adv1se enrolled recipients about the
proper use of health care services and the contributions recipients
can make to the maintenance of: their own health;

(&) Provrde for development ofa mecilcal record—keeping sys-
tem that:

L. Collects all pertment information reIatmg to the medical
management of each enrolled recipient; and

HFS 107.30

. 2. Makes that information readily available to member heaith
care professionals;

(h) Provide that HMO-enrolled recrprents may be excluded
from specific MA requirements, including but not limited to
copayments, prior authorization requirements, and the second
surgical opinion program; and

(i) Provide thatifa recrprent who is a member of an HMO or
other prepaid plan seeks medical services from 4 certified pro-
vider who is not participating in that plan without a referral from
a provider in that plan, or in circumstances other than emergency
circumstances as defined in 42 CFR 434,30, the recipient shall be
liable for the entire amount charged for the service.

History: Cr. Register, February, 1986, No. 362, eff, 3-1-86.

HFS 107.29 Rural health clinlc services. Covered
rural health clinic services are the following:

{1) Services furnished by a physician within the scope of prac-
tice of the profession under state law, if the physician performs the
services in the clinic or the services are fumished away from the
clinic and the physician has an agreement with the ¢linic provid-
ing that the physician will be paid by it for these services;

(2} Services furnished by a physician assistant ot nurse practi-
tioner if the services are furnished in accordance w1th the require-
ments specified in s, HES 105.35;

(3) Services and supplies that are furmished mcrdental to pro-
fessional services furnished by a physician, physician assistant or
nurse practrtroner, )

(4) Part-time or intermittent vrsmng nurse care and related
medical supplies, other than drugs and biologicals, if:

() The clinic is located in an area in which there isa shortage
of homie health agencies;

(b) The services are furnished by a registered nurse or licensed
practrcal nurse employed by or otherwise compcnsated forthe ser-
vices by the clinic;

{c) The services are furnished under a written plan of treatment
that is established and reviewed at least every 60 days by a super-
vising physician of the clinic, or that is established by a physician,
physician assistant or nurse practitioner and reviewed and
approved at least every 60 days by a supervrsmg physician of the
clinic; and

“(d) ‘The services are furnished to a homebound recipient. In
this paragraph, “homebound recipient” means, for purposes of
visiting nurse caré, a recipient who is permanently or temporarily
confined to a place of residence, other than & hospital or skilled
nursing facility, because of a medical or health condition, The per-
son may be considered homebound-if the person leaves the place
of residence Infrequently; and

{56) Other ambulatory services furnished by a rurat health
clinic. In this subsection,, “other ambulatory services'” means
ambulatory services other than the services in subs. (1), (2), and
(3) that are otherwrse included in the written plan of treatment and
meet specific state plan requrrement.s for furmshmg those ser-
vices. Other ambulatory services furnished by a rural health clinic
are not subject to the physrcran supervision requrrements under 8
HES 105,35.

History: Cr. Register, February, 1986, No, 362, eff, 3-1-86.

HFS 107.30 Ambulatory surgical center services.
(1) Coverep services. Covered ambulatory surgical center
(ASC) services are those medically necessary services identified
in this section which are provided by or under the supervision of
a certified physician in a certified ambulatory surgical center, The
physician shall demonstrate that the recipient requires general or
local anesthesia, and a postanesthesia observation time, and that
the services could not be performed safely in'an office setting.
These services shall be performed in conformance with general-
ly-accepted medical practice. Covered ambulatory surgical cen-
ter services shall be limited to the following procedures: -

Register, January, 1997, No. 493
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- (a) Surgical procedures: 1. Adenmdectomy or tonsﬂiectomy,
2, Arthroscopy;
3. Breast biopsy;
"4, Bronchoscopy;
5. Carpal nnel;
6. Cervix biopsy or conization; .
7. Circumcision; '
8. Dilation and curettage;
9, Bsophago—gastroduodenoscopy,
10. Ganglion fesection; ‘
11. Hernia repair;
12. Hernia — umbilical;
13.. Hydrocele resection; :
14, Laparoscopy, per1toneoscopy or otller sterilization meth-

15. Pilonidal cystectomy;
.16, Procto—colonoscopy; -
17. Tympanoplasty;
18. Vasectomy;
* 19, Vulvar cystectomy; and :
20. Any other surgical procedure that the department deter-

mines shall be covered and that the department publishes notice
of in the MA provider handbook; and

(b) Laboratory procedures. The fol]owing lab'oi‘atory proce-
dures are covered but only when perfonned in conjunction with
a covered surgical procedure under | par. (a) :

1. Complete blaod count (CBC), o
. Hemoglobin; ** o
. Hematoerit;

. Urinalysis; =~

. Blood sugar;

. Lee white coagulant; and

1. Bleedmg time.

(2) SERVICES REQUIRING PRIOR AUTHORIZATION, Any surgical
procedure under s, HES 107,06 (2) requires prior authorization,
i Note: For more information on prior anthorization, see s. HES 107.02 (3).

(3) OTHERLIMITATIONS, () A sterilization is a covered service
only if the procedures specified in s. HFS 107.06 (3) are followed.
5 (b) A surgical procedure under sub. (1) (2) which requires a
second surgical opinion, as specified in s. HFS 104,04, is a cov-
ered service only when the requirements specified by the depart-
ment and published in the MA provider handbook are followed.

{c) Reimbursement for ambulatory surgical center services

shall include but is not limited to:
1. Nursing, technician, and related services;

- 2. Use of ambulatory surgical center facilities;

3. Drugs, biclogicals, surgical dressings, supplies, splmts,
casts and appHances, and equipment directly related to the provi-
sion of a surgical procedure;

C 4, DlﬁgllOSth or therapeutic services, or items directly related
to the provision of a surgical procedure;

5. Admnmstratlve, recordkeeping and housekeepmg 1tems
and services; and

6. Materials for anesthesia. :

‘{4) NoN-coverep SERVICES, Ambulatory surgical center ser-
vices and items for which payment may be made under other pro-
visions of this chapter are not covered services. 'I'hese mclude

‘L Physmlan services;

2, Laboratory services;

3. X-ray and other diagnosuc proccdures, except those
directly related to performance of the surgwal proeedure,

4.. Prosthetic devices; -

5. Ambulance services;

o LA B W B
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6. Leg, arm, back and neck braces,
7. Artificial limbs; and

8. Durable medical equipment for use in the recipient’s home,

Note: For more information on non—covered services, see s. HFS 107.03.
History: Cr. Register, Febmary, 1986, No, 362, off, 3-1-86.

HFS 107.31 . Hospice care services, (1) DerNiTIONS.
(a) “Attending physician” means a physician who is a doctor of
medicine or osteopathy certified under s, HES 105.05 and identi-
fied by the recipient as having the most significant role in the
determination and dellvery of his or her medical care at the time
the recipient elects to receive hospice care. :

{b) “Bereavement counseling” means counseling services pro-
vided to the recipient’s family following the recipient’s death.

() “Freestanding hospice” means a hosplce that is not a phys:-
cal part of any other type of certified provider.

(d) “Interdismplmary‘gtoup means a group of persons desig-
nated by a hospice to provide or supervise care and services and
made up of at least a physician, a registered nurse, a medical

worker and & pastoral counselor or other counselor, all of whom
are employes of the hospice.

(e) “"Medical director” means a physician who is an employe
of the hospice and is responsible for the medlca] component of the
hospice’s patlent care program.

(D) “Respite care” means services provided by a residential
facility that is an alternate place for a terminally ill recipient to stay
totemporarily relicve persons caring for the recipient in the recnpz—
ent’s home or caregiver’s home from that care.-

(g} “Supporiive care” means services provided to the family
and other individuals caring for a terminally ill person to meet
their psychological, social and spiritual needs during the final
stages of the terminal illness, and during dying and bereavemesrit,
including personal adjustment counseling, financial counseling,
respite care and bereavement counseling and follow—up.

- (h) “Terminally Il means that the medical prognosis for the
recipient is that he or she is likely to remam alive forno more than
6 months, - "

(2) CoVERED SERVICES. (8) Geneml Hospwe services cov-
ered by the MA program effective July 1, 1988 are, except as
otherwise limited in this chapter, those services provided fo an eli-
gible recipient by a provider certified under s. HES 105,50 which
are necessary for the paliiation and management of terminal iil-
ness and related conditions, These services include supportive
care provided to the family and otherindividuals caring for the ter-
minally il recipient.

(b) Conditions for coverage. Condltlons for, coverage of hos-
pice services are:

1. Written cernﬁcauon by, the hospwc medical director, the
physwlan member of the interdisciplinary team or the recipient’s
attending physician that the recipient is terminally ill;

2. An election statement shall be filed with the hospice by a
recipient who has been ceriified as terminally ilf under subd. 1 and
who elects to receive hospice care. The election statement shall
designate the effective date of the election. A recipient who files
an election statement waives any MA covered services pertaining
to his or her terminal illness and related conditions otherwise pro-
vided under this chapter, except those services provided by an
attending physician not employed by the hospice. However, the
recipient may revoke the election of hospice care at any time and
thereby have all MA services reinstated. A recipient may choose
to reinstate hospice caré services subsequent to revocation. In that
event, the requirements of this section again apply;

3. A written plan of care shall be established by the attending
physician, the medical director or physician designee and the
interdisciplinary team for a recipient who elects to receive hospice
service prior to care being provided. The plan shall include:

a. Anassessment of the needs of the recipient; -
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b. The identification of services to be provided, mcludmg
management of discomfort and symptom relief;

¢. A description of the scope and frequency of services to the
recipient and the recipient’s family; and

d. A schedule for periodic review and updating of the plan;

4. A statement of informed consent, The hospice shall obtain
the written consent of the recipient or recipient’s representative
for hospice care on a consent form signed by the recipient or recip-
fent's representative that indicates that the recipient is informed
about the type of care and services that may be provided to him or
her by the hospice during the course of iliness and the effect of the
recipient’s waiver of regular MA benefits,

{(¢) Core services. The following services are core services
which shall be provided directly by hospice emp]oyes unless the
conditions of sub. (3) apply:

1. :Nursing care by or under the supemsmn of a reglstered
nurse;

2. Physician services;

3. Medical social services provided by a social worker under
the direction of a physician, The social worker shall have at least
a bachelor’s degree in social work from a college or university
accredited by the council of social work education; and

4. Counse]jng services, including but not limited to bereave-
ment counseling, dietary counseling and spiritual counseling.

(d) Other services. Other services which shall be provided as
necessary are:

1. Physical therapy;

2, Occupational therapy;

. 3. Speech pathology;

4. Home health aide and homemaker services;

5, Durable medical equipment and supplies;

6. Drugs; and

7. Shorl-term inpatient care for pain control, symptom man-
agement and respite purposes : :

{3} OTHER LIMITATIONS. (a) Shori—term mpauem care. 1.
General inpatient care necessary for pain control and symptom
management shall be provided by a hospital, a skilled musing
facility certified under this chapter or a hospice providing inpa-

tient care in accordance with the conditions of participation for
Medicare under 42 CFR 418,98,

2. Inpatient care for respite purposés shall be provided by a
facility under subd. 1. or by an intermediate care facility which
meets the additional certification requirements regarding staffing,
patlefit arcas and 24 hour nursing service for skilled nursing facili-
ties under subd. 1. 'An inpatient stay for respite care may not
exceed 5 consecutive days at a time,

3. The aggregate number of inpatient days may not exceed
20% of the aggregate total number of hospice care days provided
to all MA recipients enrolled in the hospice during the period
beginning November 1 of any year and ending October 31 of the
following year. Inpatient days for persens with acquired immune
deficiency syndromé (AIDS) are not included in the calculation
of aggregate inpatient days and are not subject to this limitation.

(b) Care during periods of erisis. Care may be provided 24
hours a day during a period of crisis as long as the care is predomi-
nately nursing care provided by aregistered nurse. Other care may
be provided by a home health aide or homemaker during this
period. “Period of crisis” means a period during which an individ-
ual requires continuous care to achieve palllatton or management
of acute medical symptoms.

{c) Sub—contracting for services. 1. Services required under
sub. (2) (c) shall be provided directly by the hospice unless an
emergency or extraordinary circumstance exists.
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2. A hospice may coniract for services required under sub. (2)
{d). The contract shall include identification of services to be pro-
vided, the qualifications of the contractor’s personnel, the role and
responsibility of each party and a stipulation that all services pro-
vided will be in accordance with applicable state and federal stat-
utes, rules and regulations and will conform fo accepted standards
of professional practice.

3. When a resident of a skilled nursing facility or an inter-
mediate care facility elects to receive hospice care services, the
hospice shall contract with that facility to provide the recipient’s
room and board. Room and board includes assistance in activities
of daily living and personal care, socializing activities; adminis-
tration of medications, maintaining cleanliness of the recipient’s
room and supervising and assisting in the use of durable medwal
equipment and prescribed therap1es

(d) Reimbursement for services, 1. The hospice shall be reim-
bursed for care of a recipient at per diem rates set by the federal
health care financing administration (HCFA). -

2. A maximum amount, of hospice cap, shall be established
by the department for aggregate payments made to the hospice
during a hespice cap period. A hospice cap period begins Novem-
ber 1 of each year and ends October 31 of the following year. Pay-
ments made to the hospice provider by the department in excess
of the cap shall be repaid to the department by the hosptce pro-
vider.

3. The hospwe shall reimburse any provider wnth whom it has
contracted for service, including a facility providiag mpauent care
under par. (a).

4. Skilled nursing facilities and mtennedtate care fac:lttles
pr0v1dmg room and board for residents who have elected to
receive hospice care services shall be relmbursed for that room
and board by the hospice.

5. Bereavement counseling and sérvices and expenses of hos-
pice volunieers are not reimbursable under MA.,

History: Cr. Register, February, 1988, No. 386, eff, 3-1-88; emerg. am. (2) (a)
and (3) (d) 1., . and recr. (3) () 3., renum. {3} ()} 2. 104, to be 3, to 5, and er. (3} (d)
2, eff. 7—1-88 am. (2} (a), (3) (a) 1. and (d} 1., r. and recr, {3} (a) 3., renvm. (3) {d)
2.104.10be3.105. and er. (3)(d) 2., Register, Decembcr, 1988, No, 396, eif. 1-1-89.

HFS 107.32 Case management services, (1) Cov-
ERED SERVICES. (a) General. 1. Case management services cov-
ered by MA are services described in this section and provided by
an agency certified under s. HFS 105,51 or by a qualified person
under contract to an agency certified under s. HFES 105.51 to help
a recipient, and, when appropriate, the recipient’s family gain
access to, coordinate or monitor necessary medtcal social, educa-
tional, vocational and other services.

2. Case management services under pars, (b) and (c) are pro-
vided under s, 49.45 (25), Stats., as benefits to those recipients in
a county in which case management services are provided who are
over age 64, are diagnosed as having Alzheimer’s disease or other
dementia, or are members of one or more of the following target
populations: developmentally disabled, chronically mentally ill
who are age 21 or older, alcoholic or drug dependent, physically
or sensory disabled, or under the age of 21 and severely emotion-
atly disturbed, In this subdivision, “severely emotionally dis-
furbed"means having emotional and behavioral problems which:

a. Are expected to persist for at least one year;

b. Have significantly impaired the person’s functioning for 6
months or more and, without treatment, are likely to continue for
a year or more, Areas of functioning include: developmentally
appropriate self-care; ability to build or maintain satisfactory
relationships with peers and adults; self-direction, including
behavioral controls, decisionmaking, judgment and value sys-
tems; capacity to live in a family or family equivalent; and learn-
ing ability, or meeting the definition of “child with exceptional
educational needs” under ch, PI 1 and 115.76 (3), Stats.;
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- ¢. Require the person to receive services from 2 or more of the
following service systems: mental health, social services, child
protective services, juvenile justice and special education; and

d. Include mental or emotional disturbances diagnosable
under DSM-III-R. Adult diagnostic categories appropriate for
‘children and adolescents are organic mental disorders, psychoac-
five substance use disorders, schizophrenia, mood disordets, schi-
zophreniform disorders, somatoform disorders, sexual disorders,
adjustment disorder, personality disorders and psychological fac-
tors affecting physical condition. Disorders usually first evident
in infancy, childhood and adolescence include pervasive develop-
mental disorders (Axis II), conduct disorder, anxiety disorders of
childhood or adolescence and tic disorders.

Note: DSM—111-Ris the 1987 revision of the 3rd edition {1980) of the Diagnostic
and Statistical Manual of Mental Disorders of the American Psychiatric Association.

. 3. Case management services under par. {d) are available as
benefits {o a recipient identified in subd, 2. if:

a. The recipient is eligible for and receiving services in addi-
tion 1o case management from an agency or through medical assis-
tance which enable the recipient to live in a community seifing;
and

b. The agency has a comp]eted case plan on file for the recnpl-
emnt.

C 4, The standards specnﬁed ins. 46 27, Stats for assessments,
case planning and ongoing monitoring and service coordination
shall apply to all covered case management services.

(b) Case assessment. A comprehensive assessment of arecipi-
ent’s abilities, deficits and needs is a covered casé management
service. The assessment shall be made by a qualified employe of
the certified case management agency or by a qualified employe
of an agency under contract to the case management agency. The
assessment shall be completed in writing and shall include face—
* to-face contact with the recipient. Persons performing assess-
ments shall possess skills and knowledge of the needs and dys-
functions of the specific target population in which the recipient
is included. Persons from other relevant disciplines shall be
included when results of the assessment are interpreted. The
assessment shall document gaps in service and the recipient’s
unmet needs, to enable the case management provider to act as an
advocate for the recipient and assist other human service provid-
ers in planning and program development on the recipient’s
behalf. All services which are appropriate to the recipient’s needs
shall be identified in the assessment, regardless of availability or
accessibility of providers or their ability to provide the needed ser-
vice, The written assessment of a recipient shall include;

1. Identifying information;

2. Arecord of any physical or dental health assessments and
consideration of any potential for rehabilitation;

3. A record of the multl—dxscxplmary team evaluation
required for a recipient who is a severely emot:onally disturbed
child under s. 49.45 (25), Stats.;

4. A review of the recipient’s performance in carrying out
activities of daily lving, including moving about, caring for seif,
doing household chores and conducting personal busmess, and
the amount of assistance required;’

5. Social status and skills;

6. Psychiatric symptomatology, and mental and emotional
status;

7. Identification of social relatlonshjps and support, as fol-
lows: _ " :

-a. Informal caregivers, such as family, friends and volunteers;
and

b. Formal service providers;

8. Significant issues in the recipient’s relationships and socml
environment;
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-9 A description of the recipient’s physical environment,

‘especially in regard to safety and mobility in the home and acces-

sibility;

10. The rec1p1ent s need for housing, residential support,
adaptive equipment and assistance with decision-making;

11. Anin—depth financial resource analysis, including identi-
fication of insurance, veterans’. benefits and other sources of
financial and similar assistance;

12. If appropriate, vocational and educational status, includ-
ing prognosis for employment, rehabilitation, educational and
vocational needs, and the availability and appropriateness :of
educational, rehabilitation and vocational programs; :

13. If appropriate, legal status, including whether there is a
guardian and any other involvement with the legal system;

14. Accessibility to commiinity resources wh1ch the rec:pmnt
needs or wants; and

15. -Assessment of drug and alcohol use and misuse, for
AQDA target population recipients.

(c) Case planning. Following the assessment with its deter-
mination of need for case management services, a written plan of
care shall be developed to address the needs of the recipient.
Development of the written plan of care is a covered case manage-
ment service. To the maximum extent possible, the d_evelopment
of a carg plan shall be a coliaborative process involving the recipi-
ent, the family or other supportive persons and the case manage-
ment provider. The plan of care shall be a negotiated agreement
on the short and long term goals of care and shall mclude

1. Problems identified during the assessment
2. Goals to be achieved;

3. Identification of all formal services to be arrangcd for the
recipient and their costs and the names of the service providers;

4. Development of a support system, including a description
of the recipient’s informal support system;

5. Identification of individuals who participated in develop-
ment of the plan of care;

6. Schedules of initiation and frequency of. the various ser-
vices to be made available to the recipient; and

7. Documentation of unmet needs and gaps in senrlce

(d) Ongoing monitoring and service coordination. Ongoing
monitoring of services and service coordination are covered case
management services when performed by a single and identifiable
employe of the agency or person under contract to the agency who
meets the requirements under s, HFS 105,51 (2) (b). This person,
the case manager, shall monitor services to ensure that quality ser-
vice is being provided and shall evaluate whether a particular ser-
vice is effectively meeting the client’s needs. Where possible, the
case manager shall periodically observe the actual delivery of ser-
vices and periodically have the recipient evaluate the quality, rele-
vancy and desirability of the services he or she is receiving. The
case manager shall record all monitoring and quality assurance
activities and place the original copies of these records in the
rec:1p1ent’s file. Ongoing momtormg of services and servwe coor-
dination include:

1, Face to face and phone contacts with recipients for the pur-
pose of assessmg or reassessmg their needs or planning or moni-
toring services. Included in this activity are travel time to see a
recipient and other allowable overhead costs that must be mcurred
to provide the service;

2, Face to face and phone contact with collaterals for the pur-
poses of mobilizing services and support, advocating on behalf of
a specific eligible recipient, educating collaterals on client needs
and the goals and services specified in the plan, and coordinating
services specified in the plan. In this paragraph, “collateral”
means anyone involved with the recipient, including a paid pro-
vider, a family member, a guardian, a housemate, a school repre-
sentative, a friend or a volunteer. Collateral contacts also include
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case management staff time spent on case—specific staffings and
formal case consultation with a unit supervisor and other profes-
sionals regarding the needs of a specific recipient.” All contacts
with collaterals shall bé documented and may include travel time
and other allowable overhead costs that must be incurred to pro-
vide the service; and ‘

3. Recordkeeping necessary for case planmng, service 1mple~
mentation, coordination and monitoring. This includes preparing
court reports, updating case plans, making notes about case activ-
ity in the client file, preparing and responding to correspondence
with clients and collaterals, gathering data and preparing applica-
tion forms for community programs, and reports, All time spent
on recordkeeping activities shall be documented in the case
record. A provider, however, may not bill for recordkeeping acti-
vities if there was no client or collateral contact durmg the billable
month, :

.-(2) OTHER LIMITATIONS, (a) Re1mbursement for assessment
.and case.plan development shall be limited to no more than one
cach for a recipientin a calendar year unless the recipient’s county
of residence has changed, in which case a second assessment or
case plan may be reimbursed.

A{b) Reimbursement for ongoing monitoring and service coor-
dination shall be limited to one claim for each recipient by county
per month and shall be only for the servxces of the remplent s des-
ignated case manager.

{c) Ongoing monitoring or service coordination is not avail-
able to recipients residing in hospitals, intermediate care or skilled
nursing facilities. In these facilities, case management is expected
‘to be provided as part of that facility’s reimbursement.

{d) Case management services are not reimbursable when ren-
dered to a recipient who, on the date of service, is enrolled in a
health maintenance organization under s, HFS 107.28.

{e) Persons who require institutional ¢are and who receive ser-
vices beyond those available under the MA state plan but which
are funded by MA under a federal waiver are ineligible for case
management services under this section. Case management ser-
vices for these persons shall be reimbursed as part of the regular
per diem available under federal waivers and included as part of
the waiver fiscal report.

(f) A recipient receiving case management services, or the
recipient’s parents, if the recipient is a minor child, or guardian,
if the recipient has been judged incompetent by a court, may
choose a case manager to perform ongoing moniforing and ser-
vice coordination, and may change case managers, subject to the
case manager’s or agency ] capa(:lty to provide services under this
section.

(3) NON-COVERED SERVICES. Services not covered as case
management services or included in the caleulation of overhead
charges are any services which:

(a) Involve provision of dlagnosm treatment or other direct
servwes, mcludmg

. 1. Diagnosis ofa physu‘:al or mental xlluess,

. Monitoring of clinical symptoms;

. Administration of medications;

. Client education and training;

Legat advocacy by an attorney or paralegal;
. Provision of supportive home care;

. Home heatth care;

. Personal care; and

9. Any other professional service which is a covered service
under this chapter and which is provided by an MA certificd or
certifiable provider, including time spent in a staffing or case con-
ference for the purpose of case management; or

(b)- Involve mformatmn and referral services whlch are not

based on a plan of care, -
History: Cr. Register, February, 1988, No, 386, eff. 3-1-88.
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-HFS 107.33 * Ambulatory prenatal services for reclp-
ients with presumptive eligibility. (1) Coverep sprvices.
Ambulatory prenatal care services are covered services, These
services include treatment of conditions or complications that are
caused by, exist or are exacerbated bya pregnant woman'’s preg-
nant condition.

"(2) PriOR AUTHORIZATION. An ambulatory prenatal service
may be subiect to a pnor authorization requ:rement when
appropriate, as described in this chapter,

(3) OTHER LMITATIONS. (a) Ambulatory prenatal services
shall be reimbursed only if the recipient has been detetmined to
have presumptive MA eligibility under s. 49, 465 Stats by aqual-
ified provider under s. HFS 103.11,

{b) Services under this section shall be provxded by a provider
certified under ch, HES 105,
History. Cr. Register, February, 1988 No. 386, eff. 3-1-88.

HFS 107.34 Prenatal care coordination services.
(1) CovErED SERVICES, (a) General. 1. Prenatal care coordina-
tion services covered by M A are services described in this section
that are provided by an agency certified under s. HFS 105.52 or
by a qualified person under contract with an agency certified
under s. HFS 105,52 to help a recipient and, when appropriate, the
recipient’s family gain access to medical, social, educational and
other services needed for a successful pregnancy outcome, Nutri-
tion counseling and health education are covered services when
medically necessary to ameliorate identified high—risk factors for
the pregnancy. In this subdivision,“successful pregnancy out-
come” means the birth of a healthy infant to a_ healthy mother.

2. Prenatal care coordination services are available as an MA
benefit to recipients who are pregnant, from the beginning of the
pregnancy up to the sixty—first day after delivery, and who are at
high risk for adverse pregnancy outcomes. In this subdivision,
“high risk for adverse pregnancy outcome” means that a pregnant
woman requires additional prenatal care services and follow-up
because of medical or nonmedical factors, such as psychosocial,
behavioral, environmental, educational or nutritional factors that
significantly increase her probability of having a low birth weight
baby, a preterm birth or other negative birth outcome. “Low birth
weight” means a birth weight less than 2500 grams or 5.5 pounds
and “preterm birth” means a birth before the gestational age of 37
weeks. The determination of high risk for adverse pregnancy out-
come shall be made by use of the nsk assessment tool under par,
©)..

(b) Oumeack Outreachisa covered prenatal care coordmatmn
service. Outreach is activity which involves implementing strate-
gies for identifying and informing low—income pregnant wornen
who otherwise might not be aware of or have access to prenatal
care and other pregnancy—related services.

(¢) Risk assessment. A risk assessment of a recipient’s preg-
nancy—related needs is a covered prenatal care coordination ser-
vice. The assessment shall be performed by an employe of the cer-
tified prenatal care coordination agency or by an employe of an
agency under contract with the prenatal care coordination agency.
The assessment shall be completed in writing and shall be
reviewed and finalized in a face—to—face contact with the recipi-
ent, All assessments performed shall be re\_fiewed by a qualified
professional under s. HFS 105,52 (2) (a). The risk assessment
shall be performed with the risk assessment tool developed and
approved by the department,

(d) Care planning. Development of an individualized plan of
care for a recipient is a covered prenatal care coordination service
when performed by a qualified professional as defined in 5. HFS
105.52 £2) (a), whether that person is an employe of the agency or
under contract with the agency under s. HES 10552 (2). The
reciplent’s individualized written plan of care shall be developed
with the recipient. The plan shall identify the recipient’s néeds and
problems and possible services which will reduce the probability
of the recipient having a preterm birth, low birth weight baby or
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other negative birth outcome, The plan of care shall include all
possible needed services regardless of funding source, Services in
the plan shall be related to the risk factors identified in the assess-
ment. To the maximum extent possible, the development of a plan
of care shall be done in collaboration with the family or other sup-
portive persons. The plan shall be signed by the recipient and the
employe responsible for the development of the plan and shall be
reviewed and, if necessary, -updated by the employe in consulta-
tion with the recipient at least every 60 days. Any updating of the
plan of care shall be in writing and shall be signed by the recrprent
The plan of care shall include:

1. Identification and prioritization of all nsks found durmg
the assessment, with an attached copy of the risk assessment under
par..(c); :

2. Idenuﬁcatron and pnontnzalron of all services to. be

arranged for the recipient by the care coordinator under par. (e) 2.
and the names of the servrce provrders including medical provid-
ets;

3. Description of the recrprent s informal support syslem,
inctuding collaterals as deﬁned in par. (e) 1., and any actlvrtres to
strengthen it;

4. Identification of mdwrduals who partxclpated inthe devel~
opment of the plan of care;

5. Arrangements made for and frequency of the various ser-
vices to be made available to the recipient and the expected out-
come for each service;

6. Documentation of unmet needs and gaps in service; and

7. Responsibilities of the recipient.-

{e) Ongoing care coordination. 1. Inthis paragraph, “collater-
als’ means anyone who is in direct supportive contact with the
recipient during the pregnancy such as a service provider, a family
member, the prospective father or any person acting as a parent,
a guardian, a medical professrona! a housemate, a school repre-
sentative or a friend .

2. Ongomg coordinationis a covered prenatal care coordma-
tion service when performed by an’ employe of the agency or per-
son under coniract to the agency who serves as care coordinator
and who is supervised by the qualified professional required
under s, HES 105,52 (2} ¢b) 2. The care ‘coordinator shall fol-
low—up the provision of services to ensure that quality service is
being provided and shall evaluate whether a particular service is
effectively meeting the recipient’s needs as well as the goals and
objectives of the care plan. The amount of service provided shall
be commensurate with the specific risk factors addressed in the
plan of care and the overall level of risk. Ongoing care coordina-
tion services include:

‘a. Face—o—face and phone contacts with recipients for the
purpose of determining if arranged services have been received
and ar¢ effective. This shall include reassessing needs and revis-
ing the written plan of care. Face-to-face and phone contact with
collaterals are included for the purposes of mobilizing services
and support, advocating on behalf of a specific eligible recipient,
informing cotlateral of client needs and the goals and services spe-
cified in the care plan and coordinating services specified in the
care plan. Covered contacts also include prenatal care coordina-
tion staff time spent on case—specific staffings regarding the needs
of a:‘specific recipient. All billed contacts with a recipient or a
collateral and staffings related to the recipient shall be docu-
mented in the recipient prenatal care coordination- file; and

b. Recordkeeping documentation necessary and sufficient to-

maintain adequate records of:services provided to the recipient.
This may-include verification of the pregnancy, updating care
plans, making notes-about the recipient’s compliance with pro-
gram dctivities in relation to the care plan, maintaining copies of
written correspondence to and for the recipient, noting of all con-
tacts with the recipient and collateral, ascertaining and recording
pregnancy outcome including the infant’s birth weight and health
status and preparation of required reports. All plan of care man-
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agement activities shall be documented in the recipient’s record
including the date of service, the person contacted, the purpose
and resuit of the contact and the amount of time spent. A care coor-

-dination provider shall notbill forrecordkeeping actwmes lf there

was no client contact during the billabie month.

(Y Health education. Health education, elther mdlvrdually or
in a group setting, is a covered prenatal care coordination service
when provided by an individual who is a qualified professional
under s, HFS 105.52 (2) (a) and who by education or at least one
year of work experience has the expertise to provide health educa-
tion. Health education is a covered service if the medical need for
it is identified in the risk assessment and the strategies and goals
for it are part of the care plan to ameliorate a pregnant woman’s
identified risk factorsin areas mcludmg, but not limited to the fol-
lowing;

1. Educatfon and assistance to stop smokmg,
2. Bducation "and assistance to stop alcohol consumption;
3. Education and assistance to stop use of fllicit or strest
drugs;
4, Education and assrstance to stop potentlally dangerous
sexual practices;
5. " Education on’environmentat and occupauonal hazards
related to pregnancy;
6. Lifestyle management consullation:
‘8. Reproductive health education;
-9, Parenting education; and
10. Childbirth education.

(8) Nutrition counseling. Nutrition counsehng isa covered
prenatal care coordination service if provided either individually
or in a group setting by an individual who is a qualified profes-
sional under s. HES 105.52 (2) (a) with expertise in nutrition coun-
seling based on education or at least one year of work experience.
Nutrition counseling is a covered prenatal care coordination ser-
vice if the medical need for it is identified in the risk assessment
and the strategies and goals for it are part of the care plan to ame-
liorate a pregnant woman’s identified risk factors in areas mclud—
ing, but not limited to, the following:

. Weight and weight gain; :
. A biochemical condition such as gestatronai diabetes;

. Previous nutriion—related obstetrical complications;

. Current nutrition-related obstetrical complications;

. Psychological problems affecting nutritional status;
. Dietary factors affecting nutritional status; and

. Reproductive history affecting nutritional status,

{2) Limrrations, (a) Reimbursement for risk assessment and
development of a care plan shall be limited to no more than one
each for a recipient per pregnancy.

(b} Reimbursement of a provider for on—gomg prenatal care
coordination and health education and nutrition counseling pro-
vided to a recipient shall be limited to one claim for each recipient
per month and only if the provider has had contact with the recipi-
ent during the month for which services are billed,

{c) Prenatal care coordination is available to a recipient resid-
ing in an intermediate care facility or skilled nursing facility or as
an inpatient in a hospital only to the extent that it is not included
in the usual reimbursement to the fac1llty

{d) Reimbursement of a provider for prenalal care coordma—
tion services provided to a recipient after delivery shall on]y be
made if that provider provided prenatal care coordination services
to that recipient before the delivery.

{e)} A prenatal care coordination service provider shall not ter-
minate provision of services to a recipient it has agreed to provide
services for during the recipient’s pregnancy uniess the recipient
initiates or agrees to the termination. If services are ferminated
prior to delivery of the child, the termination shall be documented
in writing and the recipient shall sign the statement to indicate

O W B
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agreement, If the provider cannot contact a recipient in order to
obtain a signature for the termination of services, the provider will
document zall attempts to contact the recipient through telephone
logs and certified mail.

{f)- Reimbursement for prenatal care coordination services
shall be limited to a maximum amount per pregnancy as estab-
lished by the department. -

(3) Non-cOviReD SERVICES. Services not covered as prenatal
care coordination services are the following:
{a) Diagnosis and treatment, including:

1. Diagnosis of a physical or mental illness;

2. Follow—up of clinical symptoms;

3. Administration of medications; and

4. Any other professional service, except nuirition counseling
or health education, which is a covered service by an MA certified
or certifiable provider under this chapter; :

(b) Client vocational training;

(¢} Legal advocacy by an attorney or paralegal;

(d) Care monitoring, nutrition counselmg or health education
not based on a plan of care;

(e} Care monitoring, nutrition counseling or health cducatlon
which is not reasonable and necessary to amehorate 1dent1ﬁed
prenatat risk factors; and

() Transportation.
History: Cr. Register, June, 1994, No. 462, eff, 7-1-94.

HFS 107.36 School-based services. (1) Coverep SER-
VICES, (a) General. 1. School-based services covered by the MA
program are services described in this section that are provided by
a school district or CESA.

2. The school district or CESA shall ensure that individuals
who deliver the services, whether employed directly by or under
contract with the school district or CESA, are lcensed under
ch. P13, ch. 441, Stats., or Trans 301.

3. Notwithstanding s. HES 106.13 (intro.) and (1){c), require-
ments under chs, HFS 101 to 108 as they relate to school-based
services, to the extent consistent with 42 CFR ch. IV, may be
waived if they are inconsistent with other federal education man-
dates.

4. Consultation, case monitoring and coordination related to
developmental testing under the individuals with disabilities
education act, 20 USC 1400 to 1485, are included in the MA—cov-
ered services described in this subsection when an IEP or IFSP
results from the testing. Consultation, case monitoring and coor-
dination for IEP or IFSP services are also included in the covered
services described in this subsection.

(b) Speech, language, hearing and audiological services.
Speech, language, hearing and audiological services for a recipi-
ent with a speech, language or hearing disorder that adversely
affects the individual’s functioning are covered school-based ser-
vices. These services include evaluation and testing to determine
the individual’s need for the service, recommendations for a
course of freatment and treatment. The services may be delivered
to an individual or to a group of 2 to 7 individuals. The services
shall be performed by or under the direction of a speech and lan-
guage pathologistlicensed by the department of public instruction
under s. PI 3,35 or by an audiologist licensed by the department
of public instruction under s. PI 3.3535, and shall have a physician
referral and be identified in the recipient’s IEP or IFSP.

(¢) Occupational therapy services. Occupational therapy ser-

" vices which identify, treat, or compensate for medical problems

that interfere with age—appropriate functional performance are
covered school-based services. These services include evalua-
tion to determine the individual’s need for occupational therapy,
recommendations for a course of treatment, and rehabilitative,
active or restorative treatment services. The services may be
defivered to an individuat or to a group of 2 to 7 individuals. The
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services shall be performed by or under the direction of an occupa-
tional therapist licensed by the depariment of public instruction
under s. P13.36 and shall be prescribed by a physician and identi-
fied in the recipient’s 1EP or IFSP.

(d) Physical therapy services. Physical therapy services
which identify, treat, or compensate for medical problems are cov-
ered school-based services. These services include evaluation to
determine the individual’s need for physical therapy, recommen-
datlons for a course of treatment, and therapeutic exercises and
rehabilitative procedures. The services may be delivered to an
individual or to a group of 2 to 7 individuals. The services shall
be performed by or under the direction of a physical therapist
licensed by the department of public instruction under s: PI 3.37
and shall be prescribed by a phys:man and identified in the recipi-
ent’s IBP or IFSP.

() Nursing services. Professional nursing services relevant
to the recipient’s medical needs are covered school-based ser-
vices. ‘These services include evaluation and management ser-
vices, including screens and referrals for treatment of health
needs; treatment; medication management; and explanations
given of treatments; therapies and physical or mental conditions
to family members or school district or CESA staff. The services
shall be performed by a registered nurse licensed under s, 441.06,
Stats., or alicensed practical nurse licensed unders. 441.10, Stats.,
or be delegated under nursing protocols pursuant to ch. N 6. The
services shall be prescribed or referred by a physician or an
advanced practice nurse as defined under s, N 8.02(1) with pre-
seribing authority granted under s. 441,16(2), Stats,, and shall be
identified in the recipient’s IEP or IESP,

() Psychological counseling and social work services, Psy-
chological counseling and social work services relevant to the
recipient’s mental health needs with the intent to reasonably
improve the recipient’s functioning are covered school-based ser-
vices. These services include festing, assessment and evaluation
that appraise cognitive, emotional and social functioning and
self-concept; therapy or treatment that plans, manages and pro-
vides a program of psychological counseling or social work ser-
vices to individuals with psychological or behavioral problems;
and crisis intervention. The services may be delivered to an indi-
vidual or to a group of 2 to 10 individuals. The services shall be
performed by a school psychologist, school counselor or schoot
social worker licensed by the department of public instruction
under ch. PI 3. The services shall be prescribed or referred by a
physician or a psychologist licensed under s. 455.04(1), Stats.,
and shall be identified in the individual’s IEP or IFSP.

(g) Developmental testing and assessments under IDEA.
Developmental testing and assessments under the individuals
with disabilities education act (IDEA), 20 USC 1400 to 1483, are
covered school-based services when an IEP or IFSP results.
These services include evaluations, tests and related activities that
are performed to determine if motor, speech, language or psycho-
logical problems exist, or to detect developmental lags for the
determination of eligibility under IDEA. The services shall be
performed by a special education teacher, diagnostic teacher or
other school district staff licensed by the department of public
instruction under ch. P13, The services are also covered when per-
formed by a therapist, psychologist, social worker, counselor or
nurse licensed by the department of public instruction under ch.
PI 3, as part of their respective duties.

(h) Transportation. ‘Transportation services provided to indi-
viduals who require special transportation accommodations in
vehicles equipped with a ramp or 1ift are covered school-based
services if the recipient receives a school-based service on the day
transportation is provided. These services include transportation
from the recipient’s home to and from school on the same day if
the school-based service is provided in the school, and transporta-
tion from school to a service site and back to school or home if the
school-based service is provided at a non-school location, such
as at a hospital. Transportation shall be performed by a school dis-
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trict, CESA or contracted provider using vehicles equipped with
aramp or lift. A prescription from a physician or advanced prac-
tice nurse, as defined under s. N 8.02(1), with prescribing aunthor-
ity granted under s, 441,16(2), Stats., is required fo demonstrate
the recipient’s need for special fransportation. The service shall
be included in the IEP or IFSP. The covered service that the recipi-
ent is fransporied to and from shall meet MA requirements for that
service under ch, HES 105 and this chapter.

(i) Durable medical eqmpmei:r Durable miedical equlpment
.except equipment covered in s. HES 107.24 is a covered service
if the need for the equipment is identified in the recipient’s IEP or
IESP, the equipment is recipient~specific, the equipment is not
duplicative of equipment the recipient currently owns and the
equipment is for the recipient’s use at school and home. The recip-
ient, not the school district or the CESA, shall own the equipment.

{2) LviTaTions. (a) Age limit. School-based services may
only be provided to MA—eligible recipients under 21 years of age,
or for the school term during which an MA—ehglble recipient
becomes 21 years of age.

(b) Medically necessary. School-based services shall be med-
ically necessary. In this paragraph “medically necessary” has the
meaning prescnbed ins, HFS 101. 03 (96m) and inaddition means
services that:

1 Identify, ireat, manage or address a medical problem ora
mental, emotional or physical disability;

2, Are identified in an IEP or an IESP;

3. Are necessary ‘for a recipient to beneﬁt from spcmal educa-
tio, as defined in s. PI 11.02(48); and '
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4, Arereferred or prescribed by a physician or advanced prac-
tice nurse, as defined under s. N 8.02(1), with prescribing author-
ity granted under s. 441.16(2), Stats., where appropriate, or a
psychologist, where appropriate.

(3) NON-COVERED SERVICES. Services not covered as school—
based services are the following: - :

(a) Art, music and recreational theraples, P

{b) Services that are strictly educational, vocational or pre—
vocational in nature, or that are otherwwe withouia defined medi-
cal component;

(c) Services that are not in the recmlent s IEP or IFSF;

(d) Services performed by a provider not spemﬁcally certified
under s, HFS 105.53;

{e} General classrcom instruction and programmmg,

(f) Staff development;”

(g) In-school services to school staff and parents,

(h) General research and evaiuatmn of the effectiveness of
school programs;
. (i) Administration or coordination of gifted and talented pro-
grams or student assistance programs;

(i) Kindergarten or other routine screening promied free of
charge unless resulting in an IEP or IFSP referral;

(k) Diapering;

(1) Durable medical equipment covered under 5. I—LFS 107 24,
and

(m) Non-medical feeding.
History: Cr., Register, January, 1997, No. 493, off, 2-1-97.
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