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SECTION 2-PROVIDER CONDITIONS OF PARTICIPATION  

2.1 PROVIDER ELIGIBILITY 

To receive MO HealthNet reimbursement, a provider of services must have entered into, and 
maintain, a valid participation agreement with the MO HealthNet Division as approved by the 
Missouri Medicaid Audit and Compliance Unit (MMAC). Authority to take such action is contained 
in Missouri Code of State Regulations 13 CSR 70-3.020. Each provider type has specific enrollment 
criteria, e.g., licensure, certification, Medicare certification, etc., which must be met. Refer to 
Section 13, Benefits and Limitations, for specific enrollment criteria. 

2.1.A QMB-ONLY PROVIDERS 

Providers who want to enroll in MO HealthNet to receive payments for only the Qualified 
Medicare Beneficiary (QMB) services must submit a copy of their state license and 
documentation of their Medicare ID number. They must also complete a short enrollment 
form. For a discussion of QMB covered services refer to Section 1. 

2.1.B NON-BILLING MO HEALTHNET PROVIDER 

MO HealthNet managed care health plan providers who have a valid agreement with one or 
more managed care health plans but who are not enrolled as a participating MO HealthNet 
provider may access the Internet or interactive voice response (IVR) system or point of 
service (POS) terminal only if they enroll with MO HealthNet as a “Non-Billing MO 
HealthNet Provider.” Providers are issued a provider identifier that permits access to the 
Internet, IVR or POS; however, it is not valid for billing MO HealthNet on a fee-for-service 
basis. Information regarding enrollment as a “Non-Billing MO HealthNet Provider” can be 
obtained by contacting the Provider Enrollment Unit at: providerenrollment@dss.mo.gov.  

2.1.C PROVIDER ENROLLMENT ADDRESS  

Specific information about MO HealthNet participation requirements and enrollment can be 
obtained from: 

Provider Enrollment Unit 
Missouri Medicaid Audit and Compliance Unit 
P. O. Box 6500 
Jefferson City, Missouri 65102 
providerenrollment@dss.mo.gov  
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2.1.D ELECTRONIC CLAIM/ATTACHMENTS SUBMISSION AND INTERNET 
AUTHORIZATION 

A provider wishing to submit claims or attachments electronically or access the Internet web 
site, www.emomed.com, must be enrolled as an electronic billing provider. Providers 
wishing to enroll as an electronic billing provider may contact the Wipro Infocrossing Help 
Desk at (573) 635-3559 or the Provider Enrollment Unit at: providerenrollment@dss.mo.gov. 

Providers wishing to access the Internet web site, www.emomed.com, must complete the on-
line Application for MO HealthNet Internet Access Account. Please reference  
http://dss.missouri.gov/mhd/ and click on the Apply for Internet Access link. Providers are 
unable to access www.emomed.com without proper authorization. An authorization is 
required for each individual user.  

2.2 NOTIFICATION OF CHANGES 

A provider must notify the Provider Enrollment Unit within five (5) days by certified mail of: 

• Change of provider address. This is necessary to ensure that all checks and correspondence 
are received promptly. Indication of change of address on a claim form is not sufficient. 

• Change of ownership of business. A new participation agreement is required. 

• Change of Licensure. 

• Change of direct deposit information. 

2.3 RETENTION OF RECORDS 

MO HealthNet providers must retain for 5 years (7 years for the Nursing Home, CSTAR and 
Community Psychiatric Rehabilitation Programs), from the date of service, fiscal and medical 
records that coincide with and fully document services billed to the MO HealthNet Agency, and 
must furnish or make the records available for inspection or audit by the Department of Social 
Services, Missouri Medicaid Audit and Compliance Unit, or its representative upon request. Failure 
to furnish, reveal and retain adequate documentation for services billed to MO HealthNet may result 
in recovery of the payments for those services not adequately documented and may result in 
sanctions to the provider’s participation in the MO HealthNet Program. This policy continues to 
apply in the event of the provider’s discontinuance as an actively participating MO HealthNet 
provider through change of ownership or any other circumstance. 

Production - 11/1/2011

Prev Section Next Section

/collections/collection_asc/General_Section01.pdf
/collections/collection_asc/General_Section03.pdf


Section 2 - Provider Conditions of Participation      

 

General Manual 
4

2.3.A ADEQUATE DOCUMENTATION 

All services provided must be adequately documented in the medical record. The Code of 
State Regulations, 13 CSR 70-3.030, Section(2)(A) defines “adequate documentation” and 
“adequate medical records” as follows: 

Adequate documentation means documentation from which services rendered and 
the amount of reimbursement received by a provider can be readily discerned and 
verified with reasonable certainty. 

Adequate medical records are records which are of the type and in a form from 
which symptoms, conditions, diagnoses, treatments, prognosis and the identity of 
the patient to which these things relate can be readily discerned and verified with 
reasonable certainty. All documentation must be made available at the same site at 
which the service was rendered. 

2.4 NONDISCRIMINATION POLICY STATEMENT 

Providers must comply with the 1964 Civil Rights Act, as amended; Section 504 of the 
Rehabilitation Act of 1973; the Age Discrimination Act of 1975; the Omnibus Reconciliation Act of 
1981 and the Americans with Disabilities Act of 1990 and all other applicable Federal and State 
Laws that prohibit discrimination in the delivery of services on the basis of race, color, national 
origin, age, sex, handicap/disability or religious beliefs. 

Further, all parties agree to comply with Title VII of the Civil Rights Act of 1964 which prohibits 
discrimination in employment on the basis of race, color, national origin, age, sex, 
handicap/disability, and religious beliefs. 

2.5  STATE’S RIGHT TO TERMINATE RELATIONSHIP WITH A 
PROVIDER 

Providers of services and supplies to MO HealthNet participants must comply with all laws, policies, 
and regulations of Missouri and the MO HealthNet Division, as well as policies, regulations, and 
laws of the federal government. A provider must also comply with the standards and ethics of his or 
her business or profession to qualify as a participant in the program. The Missouri Medicaid Audit 
and Compliance Unit may terminate or suspend providers or otherwise apply sanctions of 
administrative actions against providers who are in violation of MO HealthNet Program 
requirements. Authority to take such action is contained in the Missouri Code of State Regulations 
13 CSR 70-3.030. 
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2.6  FRAUD AND ABUSE 

The Department of Social Services, Missouri Medicaid Audit and Compliance Unit is charged by 
federal and state law with the responsibility of identifying, investigating, and referring to law 
enforcement officials cases of suspected fraud or abuse of the Title XIX Medicaid Program by either 
providers or participants. Section 1909 of the Social Security Act contains federal penalty provisions 
for fraudulent acts and false reporting on the part of providers and participants enrolled in MO 
HealthNet. 

Fraud is defined as an intentional deception or misrepresentation made by a person with the 
knowledge that the deception could result in some unauthorized benefit to him or herself or some 
other person. It includes any act that constitutes fraud under applicable Federal and State laws, 
regulations and policies. 

Abuse is defined as provider, supplier, and entity practices that are inconsistent with sound fiscal, 
business, or medical practices, and result in an unnecessary cost to the Medicaid program, or in 
reimbursement for services that are not medically necessary or that fail to meet professionally 
recognized standards for health care.  It also includes participant practices that result in unnecessary 
costs to the Medicaid program. 

Frequently cited fraudulent or abusive practices include, but are not limited to, overcharging for 
services provided, charging for services not rendered, accepting bribes or kickbacks for referring 
patients, and rendering inappropriate or unnecessary services. 

The penalties for such acts range from misdemeanors to felonies with fines not to exceed $25,000 
and imprisonment up to 5 years, or both. 

Procedures and mechanisms employed in the claims and payment surveillance and audit program 
include, but are not limited to, the following: 

• Review of participant profiles of use of services and payment made for such. 

• Review of provider claims and payment history for patterns indicating need for closer 
scrutiny. 

• Computer-generated listing of duplication of payments. 

• Computer-generated listing of conflicting dates of services. 

• Computer-generated overutilization listing. 

• Internal checks on such items as claims pricing, procedures, quantity, duration, deductibles, 
coinsurance, provider eligibility, participant eligibility, etc. 

• Medical staff review and application of established medical services parameters. 
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• Field auditing activities conducted by the Missouri Medicaid Audit and Compliance Unit 
or its representatives, which include provider and participant contacts. 

In cases referred to law enforcement officials for prosecution, the Missouri Medicaid Audit and 
Compliance Unit has the obligation, where applicable, to seek restitution and recovery of monies 
wrongfully paid even though prosecution may be declined by the enforcement officials. 

2.7 OVERPAYMENTS 

The Missouri Medicaid Audit and Compliance Unit routinely conduct postpayment reviews of MO 
HealthNet claims. If during a review an overpayment is identified, the Missouri Medicaid Audit and 
Compliance Unit is charged with recovering the overpayment pursuant to 13 CSR 70-3.030. The 
Missouri Medicaid Audit and Compliance Unit maintains the position that all providers are held 
responsible for overpayments identified to their participation agreement regardless of any extrinsic 
relationship they may have with a corporation or other employing entity. The provider is responsible 
for the repayment of the identified overpayments. Missouri State Statute, Section 208.156, RSMo 
(1986) may provide for appeal of any overpayment notification for amounts of $500 or more. An 
appeal must be filed with the Administrative Hearing Commission within 30 days from the date the 
notification is mailed to the provider. 

2.8 POSTPAYMENT REVIEW 

Services reimbursed through the MO HealthNet Program are subject to postpayment reviews to 
monitor compliance with established policies and procedures pursuant to Title 42 CFR 456.1 
through 456.23. Non-compliance may result in monetary recoupments according to State Regulation 
13 CSR 70-3.030 (5) and the provider may be subjected to prepayment review on all MO HealthNet 
claims. 

2.9 PREPAYMENT REVIEW 

MMAC may conduct prepayment reviews for all providers in a program, or for certain services or 
selected providers. When a provider has been notified that services are subject to prepayment 
review, the provider must follow any specific instructions provided by MMAC in addition to the 
policy outlined in the provider manual. In the event of prepayment review, the provider must submit 
all claims on paper. Claims subject to prepayment review are sent to the fiscal agent who forwards 
the claims and attachments to the MMAC consultants. 

MMAC consultants conduct the prepayment review following the MO HealthNet Division’s 
guidelines and either recommend approval or denial of payment. The claim and the recommendation 
for approval or denial is forwarded to the MO HealthNet fiscal agent for final processing. Please 
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note, although MMAC consultants recommend payment for a claim, this does not guarantee the 
claim is paid. The claim must pass all required MO HealthNet claim processing edits before actual 
payment is determined. The final payment disposition on the claim is reported to the provider on a 
MO HealthNet Remittance Advice. 
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