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(b) Reasons for prior authorization. Reasons for prior authorization are:

1. To safeguard against unnecessary 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 available ser-
vices and facilities; and

6. To curtail misutilization practices of providers and recipients.

(c) Penally for non-compliance. If prior authorization is not requested
and obtained before a service requiring prior authorization is provided,
reimbursement shall not be made except in extraordinary circumstances
such as emergency cases where the department has given verbal authori-
zation for a service.

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

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

2. The name and provider number of the provider who will perform the
service requested,

3. The person or provider requesting prior authorization;

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

6. A description of the service being requested, including the procedure
code, the amount of time involved, and dollar amount where appropri-
ate; and

6. Justification for the provision of the service.

(e) Departmental review criteria. In determining whether to approve or
disapprove a request for prior authorization, the department shall
consider:

1. The medical necessity of the service;

`	
2. The appropriateness of the service;

`.	 3. The cost of the service;

4. The frequency of furnishing the service;

ti. The quality and timeliness of the service;

6. The extent to which less expensive alternative services are available;

7. The effective and appropriate use of available services;

8. The misutilization practices of providers and recipients;
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9. The limitations imposed by pertinent federal or state statutes, rules,
regulations or interpretations, including medicare, or private insurance
guidelines;

10.The need to ensure that there is closer professional scrutiny for care
which is of unacceptable quality;

11. The flagrant or continuing disregard of established state and fed-
eral policies, standards, fees or procedures; and

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

(f) Professional consultants. The department or its fiscal agent may -use
the services of qualified professional consultants in determining whether
requests for prior authorization meet the criteria in par. (e).

(g) Authorization not transferrable. Prior authorization, once granted,
may not be transferred to another recipient or to another provider. In
certain cases the department may allow multiple services to be divided
among non-billing providers certified under one billing provider. For ex-
ample, prior authorization for 15 visits for occupational therapy may be
performed by more than one therapist working for the billing provider
for whom prior authorization was granted-In emergency circumstances
the service may be provided by a different provider.

.(h) Medical opinion reports. Medical evaluations and written medical
opinions used in establishing a claim in a tort action against a third party
may be covered services if they are prior-authorized. Prior authorization
shall be issued only where:

1. A recipient has sustained personal injuries requiring medical or
other health care services as a result of injury, damage or a wrongful act
caused by another person;

2. Services for these injuries are covered under the MA program;

3. The recipient or the recipient's representative has initiated or will
initiate a claim or tort action against the negligent third party, joining
the department in the action as provided under s. 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-au-
thorized services from the proceeds of any judgment, award, determina-
tion or settlement on the recipient's claim or action.

(4) COST-SHARING. (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.
HSS 106.04 (2), and services and recipients exempted from cost-sharing
requirements are listed under s. HSS 104.01 (12) (a).

(b) Notification of applicable services and rates. All services for which
cost-sharing is applicable shall be identified by the department to all re-
cipients and providers prior to enforcement of the provisions.

(d) Limitation on copayments for prescription drugs. Providers may not
collect copayments in excess of $5 a month from a recipient for prescrip-
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tion drugs if the recipient uses one pharmacy or pharmacist as his or her
sole provider of prescription drugs.

History: Or. Register, February, 1986, No. 362, off. 3-1-86; r. and reer. (1) and am. (14) (c)
12. and 13., Register, February, Mg, No. W. eff.3-1-88, cr. (4) (c)14., Register, April, 1988,
No. 388, eft. 7-1-88; r. and recr. (4) (c), Register, December, 1988, No. 396, eff.1-1-89; emerrgg.
am. (4) (a), r. (4) (c), eff.1-1-90; am. (4) (a) r. (4) (c), Register, September, 1990, No. 417, eff.

f '	 10-1-90.

HSS 107.03 Services not covered. The following services are not cov-
ered 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 particular provider that are considered ex-
perimental in nature;

(5) Procedures considered by the department to be obsolete, inaccu-
rate, unreliable, ineffectual, unnecessary, imprudent or superfluous;

(6) Personal comfort items, such as radios, television sets and tele-
phones, which do not contribute meaningfully to the treatment of an
illness;

(7) Alcoholic beverages, even if prescribed for remedial or therapeutic
reasons;

(8) Autopsies;

(9) Any service requiring prior authorization for which prior authori-
zation is denied, or for which prior authorization was not obtained prior
to the provision of the service except in emergency circumstances;

(10) Services subject to review and approval pursuant to ss. 150.21
and 150.61, Stats., but which have not yet received approval;

(11) Psychiatric examinations and evaluations ordered by a court fol-
lowing a person's conviction of a crime, pursuant to s. 972.15, Stats.;

(12) Consultations between or among providers, except as specified in
s. HSS 107,06 (4) (f);

(13) Medical services for adult inmates of the correctional institutions
listed in s. 53.01, Stats.;

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

t (15) Expenditures 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 diseases (IMD), unless the
person is 21 years of age, was a resident of the IMD immediately prior to
turning 21 and has been continuously a resident since then, except that
expenditures for a service to an individual on convalescent leave from an
IMD may be reimbursed by MA.

(16) Services provided to recipients when outside the United States,
except Canada or Mexico; and
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(17) Separate charges for the time involved in completing necessary
forms, claims or reports.

History: Cr. Register, February,1986, No. 362, elf. 3-1-86; emerg. r. and reer. (15), elf. 8-1-
88: r. and reer, (15), Register, December, 1988, No. 396, eft. 1-1-89; emerg, am. (16), elf. 6 .1-
89; am. (15), Register, February, I990, No. 410, eff. 3-1-90.

HSS 107 .035 Definition and identification of experimental service s. (1)	 ^.
DEFINITION. "Experimental in nature," as used in s. HSS 107.03 (4) and
this section, means a service, procedure or treatment provided by a par-
ticular provider which the department has determined under sub. (2) not
to be a proven and effective treatment for the condition for which it is
intended 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 medical community as
evidenced by medical research, studies, journals or treatises;

(b) The extent to which medicare and private health insurers recognize
and provide coverage for the service;
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2. Not more than one provider may be reimbursed for the same psy-
chotherapy session, unless the session involves a couple, a family group
or is a group therapy session. In this subdivision, "group therapy ses-
sion" means a session at which there are more than one but not more
than 10 recipients receiving psychotherapy services together from one or
2 providers. Under no circumstances may more than 2 providers be reim-
bursed for the same session.

3. Emergency psychotherapy may be performed by a provider for a
recipient without a prescription for treatment or prior authorization
when the provider has reason to believe that the recipient may immedi-
ately 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 paragraph, and subsequent treatment may be provided if par. (b) is
followed.

4. Diagnostic testing and evaluation for mental health, day treatment
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.

5. Services under this subsection are not reimbursable if the recipient is
receiving community support program services under sub. (6).

(d) Non-covered services. The following services are not covered
services:

1. Collateral interviews with persons not stipulated in par. (c) I., and
consultations, except as provided in s. HSS 107.06 (4) (d);

2. Psychotherapy for persons with the primary diagnosis of mental re-
tardation, except when they experience psychological problems that ne-
cessitate psychotherapeutic intervention;

3. Psychotherapy provided in a person's home;

4. Self-referrals. For purposes of this paragraph, "self-referral" means
that a provider refers a recipient to 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.

Note., For more information on non-covered services, see s. HSS 107.03.

(3) ALCOHOL AND OTHER DRUG ABUSE TREATMENT SERVICES. (a) Cov-
ered services. Outpatient alcohol and drug abuse treatment services shall
be covered when prescribed by a physician, authorized by the board for
the county in which the recipient resides, provided by a provider who
meets the requirements of s. HSS 105.23 and is employed by or is under
contract to the recipient's board for provision of these services, and when
the following conditions are met:

1. The treatment services furnished are AODA treatment services;
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2. Before being enrolled in an alcohol or drug abuse treatment pro-
gram, the recipient receives a complete medical evaluation, including di-
agnosis, summary of present medical findings, medical history and ex-
plicit recommendations by the physician for participation 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 treatment
plan which relates to behavior and personality changes being sought and
to the expected outcome of treatment;

4. Outpatient alcohol or other drug abuse treatment services of up to
$500 or 15 hours per recipient in a calendar year, whichever limit is
reached first, may be authorized by the board of the county in which the
recipient resides without prior authorization by the department;

5. Alcohol and other drug abuse treatment services are performed only
in the office of the provider, a hospital outpatient clinic, an outpatient
facility, a nursing home or a school;

6. The provider who provides alcohol and other drug abuse treatment
services engages in face-to-face contact with the recipient for at least 5/6
of the time for which reimbursement is claimed; and

7. If reimbursement is also made to any provider for psychotherapy or
mental health services outlined in sub. (2) during the same year for the
same recipient, the hours reimbursed for these services shall be consid-
ered part of the $500 or 15-hour AODA limit before prior authorization
shall be required. If several AODA providers are treating the same recip-
ient during the year, all the AODA services shall also be considered in the
$500 or 15-hour total. However, if a recipient is hospitalized as an inpa-
tient in an acute care general hospital with a diagnosis of, or for a proce-
dure associated with, an AODA condition, reimbursement for any inpa-
tient AODA services is not included in the $500, 15-hour limit. For
hospital inpatients, the differential diagnostic examination for AODA
and the medical evaluation for psychotherapy or other mental health
treatment services are also not included in the limit.

(b) Prior authorization. 1. Reimbursement beyond 15 hours or $500 of
service may be claimed for treatment services furnished after receipt of
authorization from the recipient's board and prior authorization from
the department. Services reimbursed by any third-party payer shall be
included when calculating the 15 hours or $500 of service.

2. The department may authorize reimbursement for a specified
number of hours of additional outpatient AODA treatment services to be
provided to a recipient within the calendar year. The department shall
require periodic progress reports and subsequent prior authorization re-
quests as well as authorization by the county board in instances where
additional services are approved.

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

4. A prior authorization request shall include the following
information:
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HEALTH AND SOCIAL SERVICES	 169
HSS 107

a. The names, addresses and MA provider or identifier numbers of the
providers conducting the medical evaluation and performing AODA
services;

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

c. A copy of the treatment plan which shall relate to the findings of the
medical evaluation and specify behavior and personality changes being
sought; and

d. A statement of the estimated frequency of treatment sessions, the
estimated cost of treatment and the anticipated location 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 session involves a
couple, a family group or is a group session. In this paragraph, "group
session" means a session 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.

2. Services under this subsection are not reimbursable if the recipient is
receiving community support program services under sub. (6).

(d) Non-covered services. The following services are not covered
services:

1. Collateral interviews and consultations, except as provided in s.
HSS 107.06 (4) (d); and

2. Court appearances except when necessary to defend against
commitment.

Note: For more information on non-covered services, see s. HSS 107.03.

(3m) ALCOHOL AND OTHER DRUG ABUSE DAY TREATMENT SERVICES. (a)
Covered services. Alcohol and other drug abuse day treatment services
shall be covered when prescribed by a physician, provided by a provider
certified under s. HSS 105.25 and performed according to the recipient's
treatment program in a non-residential, medically supervised setting,
and when the following conditions are met:

1. An initial assessment is performed by qualified medical professionals
under s. HSS 61.61 (6) for a potential participant. Services under this
section shall be covered if the assessment concludes that AODA day
treatment is medically necessary and that the recipient is able to benefit
from treatment;

2. A treatment plan based on the initial assessment is developed by the
interdisciplinary team in consultation with the medical professionals
who conducted the initial assessment and in collaboration with the
recipient;

3. The supervising physician or psychologist approves the recipient's
written treatment plan;

4. The treatment plan includes measureable individual goals, treat-
ment modes to be used to achieve these goals and descriptions of ex-
pected treatment outcomes; and

Register, September, IMO, No. 417



170	 WISCONSIN ADMINISTRATIVE CODE
IISS 107

5. The interdisciplinary team monitors the recipient's progress, ad-
justing the treatment plan as required.

(b) Prior authorization. 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 programs department
under s. 51.42, Stats., shall be considered in review and approval of the
prior authorization request.

3. Department representatives who review and approve prior authori-
zation requests shall meet the same minimum training requirements as
those mandated for AODA day treatment providers under s. HSS
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 billed as psychotherapy,
AODA outpatient treatment, case management, occupational therapy
or any other service modality except AODA day treatment.

S. Reimbursement for AODA day treatment services may not include
time devoted to meals, rest periods, transportation, recreation 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 outpatient dollar or hour limit
under sub. (2) (a) 6 before prior authorization is required or the AODA
outpatient dollar or hour limit under sub. (3) (a) 4 before prior authori-
zation is required.

(d) Ivan-covered services. The following are not covered services:

1. Collateral interviews and consultations, except as provided in s.
HSS 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 recreation-ori-
ented or which are provided in non-medically supervised settings. These
include but are not limited to sports activities, exercise groups, and ac-
tivities such as crafts, leisure time, social hours, trips to community ac-
tivities and tours;

4. Services provided to an AODA day treatment recipient which are
primarily social or only educational in nature. Educational sessions are
covered as long as these sessions are part of an overall treatment program
and include group processing of the information provided;

5. Prevention or education programs provided as an outreach service
or as case-finding; and

6. AODA day treatment provided in the recipient's home.

(4) DAY TREATMENT OR DAY HOSPITAL SERVICES. (a) Covered services.
Day treatment or day hospital services are covered services when pre-
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scribed by a physician, when provided by a provider who meets the re-
quirements of s. HSS 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 necessity for day treatment
and the person's . ability to benefit from it;

2. The supervising psychiatrist approves a written treatment plan for
each recipient and reviews the plan no less frequently than once every 60
days. The treatment plan shall be based on the initial evaluation and
shall include individual goals, and the treatment modalities to be used to
achieve these goals and the expected outcome of treatment;

3. Up to 90 hours of day treatment services in a calendar year may be
reimbursed without prior authorization if these services are authorized
by the board in the county in which the recipient resides. Psychotherapy
services or occupational therapy services provided as component parts of
a person's day treatment package may not be billed separately, but shall
be billed and reimbursed as part of the day treatment program;

4. Day treatment or day hospital services provided to recipients with
inpatient status in a hospital are limited to 20 hours per inpatient admis-
sion and shall only be available to patients scheduled for discharge to
prepare them for discharge;

5. Reimbursement is not made for day treatment services provided in
excess of 5 hours in any day or in excess of 120 hours in any month;

6. Day treatment services are covered only for the chronically men-
tally ill and acutely mentally ill who have a need for day treatment and
an ability to benefit from the service, as measured by the functional as-
sessment scale authorized by the department. At the time of authoriza-
tion, the board shall indicate on each claim form whether the recipient
has been determined to be acutely or chronically mentally ill; and

7. Billing for day treatment is submitted by the provider. Day treat-
ment services shall be billed as such, and not as psychotherapy, occupa-
tional therapy or any other service modality.

(b) Services requiring prior authorization. 1. Providers shall obtain au-
thorization from the department before providing the following services,
as a condition for coverage of these services:

a. Day treatment services provided beyond 90 hours of service in a
calendar year;

b. All day treatment or day hospital services provided to recipients
with inpatient status in a nursing home. Only those patients scheduled
for discharge are eligible for day treatment. No more than 40 hours of
service in a calendar year may be authorized for a recipient residing in a
nursing home;

c. All day treatment services provided to recipients who are concur-
rently receiving psychotherapy, occupational therapy or AODA
services;

d. Day treatment services for all persons age 18 and under with
psychotic disorders; and
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e. All day treatment services in excess of 90 hours provided to recipi-
ents who are diagnosed as acutely mentally ill.

2. The prior authorization request shall include:

a. The name, address, and MA number of the recipient;

b, The name, address, and provider number of the provider of the ser-
vice and of the billing provider;

c. A photocopy of the physician's original prescription for treatment;

d. A copy of the treatment plan and the expected outcome of
treatment;

e. A statement of the estimated additional dates of service necessary
and total cost; and

f. The demographic and client information form from the initial and
most recent functional assessment. The assessment shall have been con-
ducted 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) Other limitations. 1. All assessment hours beyond 6 hours in a calen-
dar year shall be considered part of the treatment hours and shall become
subject to the relevant prior authorization limits. Day treatment assess-
ment hours shall be considered part of the 6 hour per 2-year mental
health evaluation limit.

2. Reimbursement for day treatment services shall be limited to actual
treatment time and may not include time devoted to meals, rest periods,
transportation, recreation or entertainment.

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 provided to a recipient who is
acutely mentally ill shall be prior-authorized.

4.Services under this subsection are not reimbursable if the recipient is
receiving community support program services under sub. (6).

(d) Nora-covered services. The following services are not covered
services;

1.Day treatment services which are primarily recreation-oriented and
which are provided in non-medically supervised settings such as 24 hour
day camps, or other social service programs. These include sports activi-
ties, 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 educational in
nature, in addition to having recreational programming. These shall be
considered non-medical services and therefore non-covered services re-
gardless of the age group served;
Register, September, 1990, No. 417



HEALTH AND SOCIAL SERVICES	 173
HSS 107

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 outreach service,
case-finding, and reading groups;

5. Aftercare programs, provided independently or operated by or
under contract to boards;

6. Day treatment for recipients with a primary 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 against
commitment.

Note: For more information on non-covered services, see s. HSS 107.03.

(6) COMMUNITY SUPPORT PROGRAM (CSP) SERVICES. Covered services.
Community support program (CSP) services shall be covered services
when prescribed by a physician and provided by a provider certified
under s. HSS 105.255 for recipients who can benefit from the services.
These non-institutional services make medical treatment and related
care and rehabilitative services available to enable a recipient to better
manage the symptoms of his or her illness, to increase the likelihood of
the recipient's independent, effective functioning in the community and
to reduce the incidence and duration of institutional treatment otherwise
brought about by mental illness. Services covered are as follows;

1. Initial assessment. At the time of admission, the recipient, upon a
psychiatrist's order, shall receive an initial assessment conducted by a
psychiatrist and appropriate professional personnel to determine the
need for CSP care;

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 to include all of the following areas:

a. Evaluation of psychiatric symptomology and mental status;

b. Use of drugs and alcohol;

c. Evaluation of vocational, educational and social functioning;

d, Ab
il

ity to live independently;

e. Evaluation of physical health, including dental health;

f. Assessment of family relationaships; 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 psychiatrist. The plan
shall be developed by the treatment team with the participation of the
recipient or recipient's guardian and, as appropriate, the recipient's fam-
ily. Based on the initial and in-depth assessments, the treatment plan
shall specify short-term and long-term treatment and restorative goals,
the services required to meet these goats and the CSP staff or other agen-
cies providing treatment and psychosocial rehabilitation services. The
treatment plan shall be reviewed by the psychiatrist and the treatment
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team at least every 30 days to monitor the recipient's progress 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 emer-
gency 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 interventions to alleviate
problem behaviors; and supportive services to assist the recipient with
grooming, personal hygiene, acquiring appropriate work clothing, daily
preparation for work, on-the-job support and crisis assistance;

b. Social and recreational skill training. This training consists of group
or individual counseling and other activities to facilitate appropriate be-
haviors, and assistance given the recipient to modify behaviors which
interfere with family relationships and making friends;

c. Assistance with and supervision of activities of daily living. These
services consist of aiding the recipient in solving everyday problems; as-
sisting the recipient in performing household tasks such as cleaning,
cooking, grocery shopping and laundry; assisting the recipient to develop
and improve money management skills; and assisting the recipient in us-
ing available tranaportation;

d. Other support services. These services consist of helping the recipi-
ent obtain necessary medical, dental, legal and financial services and liv-
ing accomodations; providing direct assistance to ensure that the recipi-
ent obtains necessary government entitlements and services, and
counseling the recipient in appropriately relating to neighbors, land-
lords, medical personnel and other personal contacts; and

6. Case management in the form of ongoing monitoring and service
coordination activities described in s. HSS 107.32 (1) (d).

(b) Other limitations. 1. Mental health services under s. HSS 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.

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 reimbused for group
therapy.

(c) Non-covered services. The following CSP services are not covered
services:
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1. Case management services provided under s. HSS 107.32 by a pro-
vider not certified under s, HSS 105.255 to provide CSP services;

2. Services provided to a resident of an intermediate care facility,
skilled nursing facility or an institution for mental diseases, or to a hospi-
tal patient unless the services are performed to prepare the recipient for

f	 discharge form the facility to reside in the community;

3. Services related to specific job-seeking, job placement and work
activities,

4. Services performed by volunteers;

6. Services which are primarily recreation-oriented; and

6. Legal advocacy performed by an attorney or paralegal.
Ilisforp: Cr, Register, February,1986, No. 362, of. 3-1-86; am. (1) (f) 8., Register, Febru-

a
,1988, No. 386, eff. 3-1-88; emerg. or. (3m), eff.3-9-89; cr. (3m), Register, December, 1989,
 408, eff. 1-1-90; emerg. er . (2) (c) 5., (3) (c) 2„ (4) (c) 4. and (6), eff. 1-1-90; or. (2) (c) 6.,

(3) (c) 2., (4) (c) 4, and (6), Register, September, 1990, No. 417, eff. 10-1-90.

HSS 107.15 Chiropractic services, (1) DEFINITION. In this section,
it of illness" means a condition characterized by the onset of a spinal
subluxation. "Subluxation" means the alteration of the normal dynam-
ics, anatomical or physiological relationships of contiguous articular
structures. A subluxation may have biomechanical, pathophysiological,
clinical, radiologic and other manifestations.

(2) COVERED SERVICES. Chiropractic services covered by MA are man-
ual manipulations of the spine used to treat a subluxation. These services
shall be performed by a chiropractor certified pursuant to s. HSS 105.26.

(3) SERVICES REQUIRING PRIOR AUTHORIZATION. (a) Requirement. 1.
Prior authorization is required for services beyond the initial visit and 20
spinal manipulations per spell of illness. 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 purchase or rental price
of a support is over $75. Rental costs under $76 shall be paid for one
month without prior approval.

(h) Conditions justifying spelt of illness designation. The following con-
ditions may justify designation of a new spell of illness if treatment for
the condition is medically necessary:

1. An acute onset of a new spinal subluxation;

2. An acute onset of an aggravation of pre-existing spinal subluxation
r	 by injury; or

3. An acute onset of a change in pre-existing spinal subluxation based
on objective findings.

(c) Onset and terininaiion of spell of illness. The spell of illness begins
with the first day of treatment or evaluation following the onset of a con-
dition under par. (b) and ends when the recipient improves so that treat-
ment by a chiropractor for the condition causing the spell of illness is no
longer medically necessary, or after 20 spinal manipulations, whichever
comes first.
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(d) Documentation. The chiropractor shall document the spell of illness
in the patient plan of care.

(e) Non-transferability of treatment daps. Unused treatment days from
one spell of illness shall not be carried over into a new spell of illness.

(f) Other coverage. Treatment days covered by medicare or other third- 	 ^.
party insurance shall be included in computing the 20 spinal manipula-
tion per spell of illness total.

(g) Department expertise. The department may have on its staff quali-
fied chiropractors to develop prior authorization criteria and perform
other consultative activities.

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

(4) OTHER LIMITATIONS. (a) An x-ray or set of x-rays, such as anterior-
posterior and lateral, is a covered service only for an initial visit if the x-
ray is performed either in the course of diagnosing 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 initial office
visit when related to the diagnosis of a spinal subluxation, or when veri-
fying a symptomatic condition beyond the scope of chiropractic.

(c) The billing for an initial office visit shall clearly describe all proce-
dures performed to ensure accurate reimbursement.

(5) NoN-COVERED mizvicm Consultations between providers regard-
ing a diagnosis or treatment are not covered services.

Note: For more information on non covered services, see s. HSS 107.03.

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

HSS 107.15 Physical therapy. (1) C ovsRED SpftvICES. (a) General. Cov-
ered physical therapy services are those medically necessary modalities,
procedures and evaluations enumerated in pars. (b) to (d), when pre-
scribed by a physician and performed by a qualified physical therapist
(PT) or a certified physical therapy assistant under the direct, immedi-
ate, on-premises supervision of a physical therapist. Specific services per-
formed by a physical therapy aido under par. (e) are covered when pro-
vided in accordance with supervision requirements under par. (e) 3.

(b) Evaluations. Covered evaluations, the results of which shall be set
out in a written report to accompany the test chart or form in the recipi-
ent's medical record, are the following:

1. Stress test;

2. Orthotic check-out; 	 ^.

3. Prosthetic check-out;

4. Functional evaluation;

5. Manual muscle test;

6, Isokinetic evaluation;

7. Range-of-motion measure;
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S. Length measurement;

9. Electrical testing:

a. Nerve conduction velocity;

b. Strength duration curve — chronaxie;

c. Reaction of degeneration;

d. Jolly test (twitch tetanus); and
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