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SECTION 1-CLIENT CONDITIONS OF PARTICIPATION

1.1 INDIVIDUALS ELIGIBLE FOR MO HEALTHNET, MANAGED CARE
OR STATE FUNDED BENEFITS

MO HealthNet, benefits are available to individuals who are determined eligible by the local Family
Support Division (FSD) office. Each eligibility group or category of assistance has its own eligibility
determination criteria that must be met. Some eligibility groups or categories of assistance are
subject to Day Specific Eligibility and some are not (refer to Section 1.6.A).

1.1A DESCRIPTION OF ELIGIBILITY CATEGORIES

The following list includes a simple description and applicable ME codes for all categories of
assistance:

1.1.A(1) MO HealthNet

ME CODE DESCRIPTION

01, 04, 11, 12, 13, Elderly, blind and disabled individuals who

14,15, 16 meet the MO HealthNet eligibility criteria
in the community or a vendor facility; or
receive a Missouri State Supplemental
Conversion or Supplemental Nursing Care
check.

03 Individuals who receive a Supplemental
Aid to the Blind check or a Missouri State
Supplemental check based on blindness.

55 Individuals who do not qualify for a public
assistance program but who meet the
Qualified Medicare Beneficiary (QMB)
eligibility criteria.

23,41 Children in a Nursing Facility/ICF/MR.

28, 49, 67 Children placed in foster homes or
residential care by DMH.

33,34 Missouri  Children with Developmental
Disabilities (Sarah Jean Lopez) Waiver.
General Manual
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83

84

85

86

Women under age 65 determined eligible
for MO HealthNet based on Breast or
Cervical Cancer Treatment (BCCT)
Presumptive Eligibility.

Women under age 65 determined eligible
for MO HealthNet based on Breast or
Cervical Cancer Treatment (BCCT).

Ticket to Work Health Assurance Program
(TWHAP) participants--premium

Ticket to Work Health Assurance Program
(TWHAP) participants--non-premium

1.1.A(2) MO HealthNet for Kids

ME CODE

05, 06

60

40, 62

18, 43, 44, 45, 61

07, 29, 30, 37, 38,
50, 63, 66, 68, 69,
70

Archived - 02#£2009

DESCRIPTION

Eligible children under the age of 19 in MO
HealthNet for Families (based on 7/96
AFDC criteria) and the eligible relative
caring for the children including families
eligible for Transitional MO HealthNet.

Newborns (infants under age 1 born to a
MO  HealthNet or managed care
participant).

Coverage for non-CHIP children up to age
19 in families with income under the
applicable poverty standard.

Pregnant women who meet eligibility
factors for the MO HealthNet for Pregnant
Women Program.

Children in custody of the Department of
Social Services (DSS) Children's Division
who meet Federal Poverty Level (FPL)
requirements and children in residential
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36, 56

71,72

73

74

75

80

81
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care or foster care under custody of the
Division of Youth Services (DYS) or
Juvenile Court who meet MO HealthNet for
Kids non-CHIP criteria.

Children who receive a federal adoption
subsidy payment.

Children's Health Insurance Program covers
uninsured children under the age of 19 in
families with gross income above the non-
CHIP limits up to 150% of the FPL. (Also
known as MO HealthNet for Kids.)

Covers uninsured children under the age of
19 in families with gross income above
185% of the FPL. (Also known as MO
HealthNet for Kids.)

Covers uninsured children under the age of
19 in families with gross income above
225% of the FPL. (Also known as MO
HealthNet for Kids.)

Covers uninsured children under the age of
19 in families with gross income above
225% of the FPL up to 300% of the FPL.
(Also known as MO HealthNet for Kids.)
Families must pay a monthly premium.

Uninsured women who do not qualify for
other benefits, and lose their MO HealthNet
for Pregnant Women eligibility 60 days
after the birth of their child, will continue to
be eligible for family planning and limited
testing and treatment of  Sexually
Transmitted Diseases, regardless of income,
for one year after the MO HealthNet for
Pregnant Women coverage ends.

Temporary medical eligibility code. Used
for individuals reinstated to MHF for 3
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months (January-March, 2001), due to loss
of MO HealthNet coverage when their
TANF cases closed between December 1,
1996 and February 29, 2000. Used for
White v. Martin participants and used for
BCCT.

87 Children under the age of 19 determined to
be presumptively eligible for benefits prior
to having a formal eligibility determination
completed.

10, 19, 21, 24, 26 Individuals eligible for MO HealthNet
under the Refugee Act of 1980 or the
Refugee Education Assistance Act of 1980.

NOTE: Providers should encourage pregnant women with an ME code of 71, 72,
73, or 80 to apply for regular MO HealthNet. The advantage to the woman is the
elimination of the copay requirement (ME code 80) or receipt of more services
including Non-Emergency Medical Transportation (NEMT). The advantage to the
provider is that under regular MO HealthNet the provider does not collect copay,
nor is copay deducted from the reimbursement amount of the claim.

1.1.A(3) TEMPORARY MO HEALTHNET DURING PREGNANCY
(TEMP)

ME CODE DESCRIPTION

58 Pregnant women who qualify under the
Presumptive Eligibility (TEMP) Program
receive limited coverage for ambulatory
prenatal care while they await the formal
determination of MO HealthNet eligibility.

59 Pregnant women who received benefits
under the Presumptive Eligibility (TEMP)
Program but did not qualify for regular MO
HealthNet benefits after the formal
determination. The eligibility period is from
the date of the formal determination until

General Manual
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1.1.A(4)

ME CODE
02

08

52

57

64
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the last day of the month of the TEMP card
or shown on the TEMP letter.

NOTE: Providers should encourage women
with a TEMP card to apply for regular MO
HealthNet.

Children seventeen (17) years of age or
younger in need of mental health treatment
whose parent, legal guardian or custodian
has signed an out-of-home care Voluntary
Placement Agreement (VPA) with the
Department of Social Services (DSS)
Children's Division.

State Funded MO HealthNet

DESCRIPTION

Individuals who receive a Blind Pension
check.

Children and youth under age 21 in DSS
Children's Division foster homes or who are
receiving state funded foster care.

Children who are in the custody of the
Division of Youth Services (DYS-GR) who
do not meet MO HealthNet for Kids non-
CHIP criteria. (NOTE: GR in this instance
means general revenue as services are
provided by all state funds. Services are not
restricted.)

Children who receive a state only adoption
subsidy payment.

Children who are in the custody of Juvenile
Court who do not qualify for federally
matched MO HealthNet under ME codes
30, 69 or 70.
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65 Children placed in residential care by their
parents, if eligible for MO Healthnet on the
date of placement.

1.1.A(B) Missouri Rx

ME CODE DESCRIPTION

82 Participants only have pharmacy Medicare
Part D wrap-around benefits through the
MoRXx.

1.1.A(6) ME Codes Not in Use
The following ME codes are not currently in use:

09, 17, 20, 22, 25, 27, 31, 32, 35, 39, 42, 46, 47, 48, 51, 53, 54, 76, 77, 78, 79

1.2 MO HEALTHNET AND MO HEALTHNET MANAGED CARE ID
CARD

The Department of Social Services issues a MO HealthNet ID card or MO HealthNet Managed Care
ID Card for each MO HealthNet or managed care eligible participant. For example, the eligible
caretaker and each eligible child receives his/her own ID card. Providers must use the card that
corresponds to each individual/child to verify eligibility and determine any other pertinent
information applicable to the participant. (Refer to Section 1.2.C for a listing of MO HealthNet/MO
HealthNet Managed Care Eligibility (ME) codes identifying which individuals receive a MO
HealthNet ID card and which receive a MO HealthNet Managed Care ID Card.

An ID card does not show eligibility dates or any other information regarding restrictions of benefits
or Third Party Resource (TPR) information. Providers must verify the participant’s eligibility status
before rendering services as the ID card only contains the participant’s identifying information (1D
number, name and date of birth). As stated on the card, holding the card does not certify eligibility
or guarantee benefits.

The local Family Support Division (FSD) office issues an approval letter for each individual or
family at the time of approval to be used in lieu of the ID card until the permanent ID card can be
mailed and received by the participant. The card should normally be received within a few days of
the caseworker’s action. Replacement letters are also furnished when a card has been lost, destroyed
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or stolen until an ID card is received in the mail. Providers may accept these letters to verify the
participant’s ID number.

The card carrier mailer notifies participants not to throw the card away as they will not receive a new
ID card each month. The participant must keep the ID card for as long as the individual named on
the card qualifies for MO HealthNet or managed care. Participants who are eligible as spenddown
participants are encouraged to keep the ID card to use for subsequent spenddown periods.
Replacement cards are issued whenever necessary as long as the participant remains eligible.

Participants receive a new ID card within a few days of the caseworker’s action under the following
circumstances:

* The participant is determined eligible or regains eligibility;
* The participant has a name change;
« A file correction is made to a date of birth which was invalid at time of card issue; or

* The participant reports a card as lost, stolen or destroyed.

1.2.A FORMAT OF MO HEALTHNET AND MO HEALTHNET MANAGED
CARE ID CARD

The plastic MO HealthNet ID card and MO HealthNet Managed Care ID Card are red on the
face side and white on the reverse. The state seal appears on the MO HealthNet ID card and
"MO HealthNet Managed Care" appears in white across the top of the MO HealthNet
Managed Care ID Card underscored by a gold bar. Each card contains the participant’s name,
date of birth and MO HealthNet or managed care ID number. The reverse side of the card
contains basic information and the Participant Services Hotline number.

An ID card does not guarantee benefits. It is important that the provider always check
eligibility and the MO HealthNet/Managed Care Eligibility (ME) code on file for the date of
service. The ME code helps the provider know program benefits and limitations including
copay requirements.

1.2.B ACCESS TO ELIGIBILITY INFORMATION

The original 1D card may be “swiped” through a point of service terminal to access the
participant’s eligibility and benefit information. For those providers that still use the point of
service (POS) terminal the new white and blue MO HealthNet identification card does not
scan through the POS terminal. The participant's eligibility must be verified either via the
Internet or through the interactive voice response (IVR).

Providers who choose to use a point of service (POS) terminal receive a response on the POS

eligibility terminal screen. The screen information may be printed on a ticket that provides

11
General Manual

Archived - 02##2009 Last Updated - 06/27/2008



Archived MoHeaith 3 Net

Section 1 - Client Conditions of Participation

the maximum participant information available. The POS terminal carrier furnishes
participating providers with a “Point of Service Eligibility Verification User Manual” that
provides instructions for making eligibility inquiries, explains the different options available
and provides an explanation of the different responses received from the system. Click here
for a Sample Ticket Layout and Field Description from a POS terminal.

Providers who do not use a point of service terminal must verify eligibility via the Internet or
by using the interactive voice response (IVR) system by calling (576) 635-8908 and keying
in the participant ID number shown on the face of the card. Providers who choose to use the
Internet or IVR to verify eligibility receive the same information provided via the POS
terminal. All MO HealthNet enrolled providers receive the “Interactive Voice Response
(IVR) System User Manual” which provides instructions for making eligibility inquiries, and
explains the different options available and the different responses received. Refer to Section
3 for information regarding the POS carriers, the Internet and the I\VVR inquiry process.

Participants may be subject to Day Specific Eligibility. Refer to Section 1.6.A for more
information.

1.2.C IDENTIFICATION OF PARTICIPANTS BY ELIGIBILITY CODES

1.2.C(1) MO HealthNet Participants

The following ME codes identify people who get a MO HealthNet approval letter
and MO HealthNet ID card:

01, 02, 03, 04, 11, 12, 13, 14, 15, 16, 23, 28, 33, 34, 41, 49, 55, 67, 83, 84

1.2.C(2) MO HealthNet Managed Care Participants

MO HealthNet Managed Care refers to:
 some adults and children who used to get a MO HealthNet ID card

 people eligible under the MO HealthNet for Kids (SCHIP) and the
uninsured parent's program

* people enrolled in a MO HealthNet managed care health plan*

The following ME codes identify people who get a MO HealthNet Managed Care
health insurance approval letter and MO HealthNet Managed Care 1D Card

05, 06, 07, 08, 10, 18, 19, 21, 24, 26, 29, 30, 36, 37, 40, 43, 44, 45, 50, 52, 56, 57,
60, 61, 62, 63, 64, 65, 66, 68, 69, 70, 71, 72, 73, 74, 75

*An individual may be eligible for managed care and not be in a MO HealthNet managed care health
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plan because they do not live in a managed care health plan area. NOTE: ME code 80 is the only
managed care category that does not get services from a managed care health plan when the individual
lives in a managed care health plan area. Individuals enrolled in MO HealthNet Managed Care also get a
MO HealthNet Managed Care health plan card issued by the managed care health plan. Refer to Section
11 for more information regarding Missouri's managed care program.

General Manual

1.2.C(3) TEMP

A pregnant woman who has not applied for MO HealthNet can get a white
temporary MO HealthNet ID card. The TEMP card provides limited benefits
during pregnancy. The following ME codes identify people who have TEMP
eligibility.

58, 59

1.2.C(4) Temporary Medical Eligibility for Reinstated TANF Individuals

Individuals who stopped getting a Temporary Assistance for Needy Families
(TANF) cash grant between December 1, 1996 and February 29, 2000 and lost
their MO HealthNet/MO HealthNet Managed Care benefits had their medical
benefits reinstated for three months from January 1, 2001 to March 31, 2001.

ME code 81 identifies individuals who received an eligibility letter from the
Family Support Division. These individuals are not enrolled in a MO HealthNet
managed care health plan.

1.2.C(5) Presumptive Eligibility for Children

Children in families with income below 225% of the Federal Poverty Level (FPL)
determined eligible for MO HealthNet benefits prior to having a formal eligibility
determination completed by the Family Support Division (FSD) office. The
families receive an MO HealthNet for Kids Presumptive Eligibility Authorization
(PC-2) notice which includes the MO HealthNet for Kids number(s) and effective
date of coverage.

ME code 87 identifies children determined eligible for Presumptive Eligibility for
Children.

1.2.C(6) Breast or Cervical Cancer Treatment Presumptive Eligibility

Women determined eligible by the Department of Health and Senior Services'
Breast and Cervical Cancer Control Project (BCCCP) providers for benefits under
the Breast or Cervical Cancer Treatment (BCCT) Presumptive Eligibility (PE)

13
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1.2.D

Program receive a BCCT Temporary MO HealthNet Authorization letter which
provides for limited MO HealthNet benefits while they wait for a formal eligibility
determination by the FSD.

ME code 83 identifies women receiving benefits through BCCT PE.

1.2.C(7)  Voluntary Placement Agreement

Children determined eligible for out-of-home care, per a signed Voluntary
Placement Agreement (VPA), require medical planning and are eligible for a
variety of children's treatment services, medical and psychiatric services. The
Children's Division (CD) worker makes appropriate referrals to CD approved
contractual treatment providers. Payment is made at the MO HealthNet or state
contracted rates.

ME code 88 identifies children receiving coverage under a VPA.

THIRD PARTY INSURANCE COVERAGE

When the MO HealthNet Division (MHD) has information that the participant has third party
insurance coverage, the insurance coverage code, relationship code and the full name and
address of the third party coverage are identified. A provider must always bill the other
insurance before billing MO HealthNet unless the service qualifies as an exception as
specified in Section 5. For additional information, contact Provider Communications at
(573) 751-2896 or the TPL Unit at (573) 751-2005.

NOTE: The provider must always ask the participant if they have third party insurance
regardless of information on the participant file. It is the provider’s responsibility to obtain
from the participant the name and address of the insurance company, the policy number,
policy holder and the type of coverage. See Section 5, Third Party Liability.

General Manual

1.2.D(1) Medicare Part A and Part B

The eligibility file (IVR/POS/Internet) provides an indicator if the MO HealthNet
Division has information that the participant is eligible for Medicare Part A and/or
Medicare Part B.

NOTE: The provider must always ask the participant if they have Medicare
coverage, regardless of information on the participant file. It is also important to
identify the participant’s type of Medicare coverage. Part A provides for nursing
home, inpatient hospital and certain home health benefits; Part B provides for
medical insurance benefits.
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1.3 MO HEALTHNET, STATE FUNDED MEDICAL ASSISTANCE AND
MO HEALTHNET MANAGED CARE APPLICATION PROCESS

If a patient who has not applied for MO HealthNet, state funded Medical Assistance or MO
HealthNet Managed Care benefits is unable to pay for services rendered and appears to meet
eligibility requirements, the provider should encourage the patient or the patient’s representative
(related or unrelated) to apply for benefits through the Family Support Division in the patient’s
county of residence. Applications for MO HealthNet Managed Care may be requested by phone by
calling (888) 275-5908. The county office accepts and processes the application and notifies the
patient of the resulting determination.

Any individual authorized by the participant may make application for MO HealthNet Managed
Care, MO HealthNet and other state funded Medical Assistance on behalf of the client. This includes
staff members from hospital social service departments, employees of private organizations or
companies, and any other individual designated by the client. Clients must authorize non-relative
representatives to make application for them through the use of the IM Authorized Representative
form. A supply of this form and instructions for completion may be obtained from the Family
Support Division county office.

1.4  AUTOMATIC MO HEALTHNET ELIGIBILITY FOR NEWBORN
CHILDREN

A child born to a woman who is eligible for and is receiving MO HealthNet or under a federally
funded program on the date the child is born, is automatically eligible for MO HealthNet. Federally
funded MO HealthNet programs that automatically cover newborn children are MO HealthNet for
Families, Pregnant Women, Supplemental Nursing Care, Refugee, Supplemental Aid to the Blind,
Supplemental Payments, MO HealthNet for Children in Care, Children's Health Insurance Program,
and Uninsured Parents.

Coverage begins on the date of birth and extends through the date the child becomes one year of age
as long as the mother remains continuously eligible for MO HealthNet or who would remain eligible
if she were still pregnant and the child continues to live with the mother.

Notification of the birth should be sent immediately by the mother, physician, nurse-midwife,
hospital or managed care health plan to the Family Support Division office in the county in which
the mother resides and should contain the following information:

» The mother’s name and MO HealthNet or Managed Care ID number
» The child’s name, birthdate, race, and sex
 Verification of birth.
15
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If the mother notifies the Family Support Division office of the birth, that office verifies the birth by
contacting the hospital, attending physician, or nurse-midwife.

The Family Support Division office assigns a MO HealthNet ID number to the child as quickly as
possible and gives the ID number to the hospital, physician, or nurse-midwife. Family Support
Division staff works out notification and verification procedures with local hospitals.

The Family Support Division office explores the child’s eligibility for other types of assistance
beyond the newborn policy. However, the eligibility determination for another type of assistance
does not delay or prevent the newborn from being added to the mother’s case when the Family
Support Division staff is notified of the birth.

14.A NEWBORN INELIGIBILITY

The automatic eligibility for newborns is not available in the following situations:
» The mother is eligible under the Blind Pension (state-funded) category of assistance.

» The mother has a pending application for assistance but is not receiving MO
HealthNet at the time of the child's birth.

* The mother has TEMP eligibility, which is not considered regular MO HealthNet
eligibility. If the mother has applied for and has been approved for a federally funded
type of assistance at the time of the birth, however, the child is automatically eligible.

* MO HealthNet spenddown: if the mother’s spenddown amount has not been met on
the day of the child’s birth, the child is not automatically eligible for MO HealthNet. If
the mother has met her spenddown amount prior to or on the date of birth, the child is
automatically eligible. Once the child is determined automatically eligible, they
remain eligible, regardless of the mother’s spenddown eligibility.

» Emergency Medical Care for Ineligible Aliens: The delivery is covered for the mother,
however the child is not automatically eligible. An application must be filed for the
newborn for MO HealthNet coverage and must meet CHIP or non-CHIP eligibility
requirements.

* Women covered by the Extended Women's Health Services Program.

1.4.B NEWBORN ADOPTION

MO HealthNet coverage for an infant whose birth mother intends to relinquish the child
continues from birth until the time of relinquishment if the mother remains continuously
eligible for MO HealthNet or would if still pregnant during the time that the child continues
to live with the mother. This includes the time period in which the child is in the hospital,
unless removed from mother’s custody by court order.
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1.4.C MO HEALTHNET MANAGED CARE HEALTH PLAN NEWBORN
ENROLLMENT

The managed care health plan must have written policies and procedures for enrolling the
newborn children of program members effective to the time of birth. Newborns of program
eligible mothers who were enrolled at the time of the child’s birth are automatically enrolled
with the mother’s managed care health plan. The managed care health plan should have a
procedure in place to refer newborns to an enrollment counselor or Family Support Division
to initiate eligibility determinations or enrollment procedures as appropriate. A mother of a
newborn may choose a different managed care health plan for her child; unless a different
managed care health plan is requested, the child remains with the mother’s managed care
health plan.

» Newborns are enrolled with the mother’s managed care health plan unless a different
managed care health plan is specified.

» The mother’s managed care health plan shall be responsible for all medically
necessary services provided under the standard benefit package to the newborn child
of an enrolled mother. The child’s date of birth shall be counted as day one. When the
newborn is assigned an ID number, the managed care health plan shall provide
services to the child until the child is disenrolled from the managed care health plan.
The managed care health plan shall receive capitation payment for the month of birth
and for all subsequent months the child remains enrolled with the managed care health
plan.

* If there is an administrative lag in enrolling the newborn and costs are incurred during
that period, it is essential that the participant be held harmless for those costs. The
managed care health plan is responsible for the cost of the newborn.

1.5 PARTICIPANTS WITH RESTRICTED/LIMITED BENEFITS

Participants may have restricted or limited benefits, be subject to administrative lock-in, be managed
care enrollees, be hospice beneficiaries or have other restrictions associated with their category of
assistance. Participants with restrictions or limitations are identified on the point of service terminal
(POS) response, the Internet or on the 1VR informational response.

It is the provider’s responsibility to determine if the participant has restricted or limited coverage.
Restrictions can be added, changed or deleted at any time during a month. The following
information is furnished to assist providers to identify those participants who may have
restricted/limited benefits.
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15.A

LIMITED BENEFIT PACKAGE FOR ADULT CATEGORIES OF
ASSISTANCE

Senate Bill 539 was passed by the 93rd General Assembly and became effective August 28,
2005. Changes in MO HealthNet Program benefits were effective for dates of service on or
after September 1, 2005. The bill eliminated certain optional MO HealthNet services for
individuals age 21 and over that are eligible for MO HealthNet under one of the following
categories of assistance:

ME CODE

01
04
05
10
11
13
19
21
24
26
83
84
14
16
85
86

DESCRIPTION

MO HealthNet for the Aged

Permanently and Totally Disabled (APTD)

MO HealthNet for Families - Adult (ADC-AD)

Vietnamese or Other Refugees (VIET)

MO HealthNet - Old Age (MHD-OAA)

MO HealthNet - Permanently and Totally Disabled (MHD-PTD)
Cuban Refugee

Haitian Refugee

Russian Jew

Ethiopian Refugee

Presumptive Eligibility - Breast or Cervical Cancer Treatment (BCCT)
Regular Benefit - Breast or Cervical Cancer Treatment (BCCT)
Supplementa Nursing Care - MO HealthNet for the Aged
Supplemental Nursing Care - PTD (NC-PTD)

Ticket to Work Health Assurance Program (TWHAP) --premium
Ticket to Work Health Assurance Program (TWHAP) -- non-premium

MO HealthNet coverage for the following programs or services has been eliminated or
reduced for adults with a limited benefit package. Providers should refer to Section 13 of the
applicable provider manual for specific restrictions or guidelines.

General Manual
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» Comprehensive Day Rehabilitation
» Dental Services

* Diabetes Self-Management Training Services
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Durable Medical Equipment (DME)

Hearing Aid Program

Home Health Services

Outpatient Therapy

Physician Rehabilitation Services

* Podiatry Services

NOTE: MO HealthNet participants residing in nursing homes are able to use their surplus to
pay for federally mandated medically necessary services. This may be done by adjudicating
claims through the MO HealthNet claims processing system to ensure best price, quality, and
program integrity. MO HealthNet participants receiving home health services receive all
federally mandated medically necessary services. MO HealthNet children and those in the
assistance categories for pregnant women or blind participants are not affected by these
changes.

1.5.B  ADMINISTRATIVE PARTICIPANT LOCK-IN

Some MO HealthNet participants are restricted or locked-in to authorized MO HealthNet
providers of certain services to help the participant use the MO HealthNet Program properly.
When the participant has an administrative lock-in provider, the provider’s name, MO
HealthNet provider number, and telephone number are identified on the Internet, IVR, or
point of service terminal when verifying eligibility.

Payment of services for a locked-in participant is not made to unauthorized providers for
other than emergency services or authorized referral services. Emergency services are only
considered for payment if the claim is supported by an attached Certificate of Medical
Necessity and/or medical records documenting the emergency circumstances.

When a physician is the designated/authorized provider, they are responsible for the
participant’s primary care and for making necessary referrals to other providers as medically
indicated. When a referral is necessary, the authorized physician must complete a Medical
Referral Form of Restricted Participant (P1-118) and send it to the provider to whom the
participant is referred. This referral is good for 30 days only from the date of service. This
form must be mailed or submitted via the Internet (Refer to Section 23) by the unauthorized
provider. The Referred Service field should be completed on the claim form. These referral
forms are available from the MO HealthNet Division, Program Integrity Unit, P.O. Box
6500, Jefferson City, Missouri 65102.

If a participant presents an ID card that has administrative lock-in restrictions to other than
the authorized provider and the service is not an emergency, an authorized referral, or if a

19
General Manual

Archived - 02##2009 Last Updated - 06/27/2008



Archived MoHeaith 3 Net

Section 1 - Client Conditions of Participation

provider feels that a participant is improperly using benefits, the provider is requested to
notify the MO HealthNet Division, Program Integrity Unit, P.O. Box 6500, Jefferson City,
Missouri 65102.

1.5.C MO HEALTHNET MANAGED CARE PARTICIPANTS

Participants who are enrolled in MO HealthNet's Managed Care programs are identified on
the Internet, IVR, or point of service terminal when verifying eligibility. The response
received identifies the name and phone number of the participant’s selected managed care
health plan. The response also includes the identity of the participant’s primary care provider
in the managed care program areas. Participants who are eligible for MO HealthNet and who
are enrolled with a managed care health plan must have their basic benefit services provided
by or prior authorized by the managed care health plan.

MO HealthNet Managed Care health plans may also issue their own individual health plan
ID cards. The individual must be eligible for MO HealthNet and enrolled with the managed
care health plan on the date of service for the managed care health plan to be responsible for
services. MO HealthNet eligibility dates are different from managed care health plan
enrollment dates. Managed care enrollment can be effective on any date in a month.
Sometimes a participant may change managed care health plans and be in one managed care
health plan for part of the month and another managed care health plan for the remainder of
the month. Managed care health plan enrollment can be verified by the IVR/POS/Internet.

Providers must verify the eligibility status including the participant's ME code and managed
care health plan enrollment status on all MO HealthNet participants before providing service.

The following information is provided to assist providers in determining those participants
who are eligible for inclusion in MO HealthNet Managed Care Programs. The participants
who are eligible for inclusion in the health plan are divided into five groups.* Refer to
Section 11 for a listing of included counties and the managed care benefits package.

» Group 1 and 2 have been combined and are referred to as Group 1. Group 1 generally
consists of the MO HealthNet for Families population (both the caretaker and
child[ren]), the children up to age 19 of families with income under the applicable
poverty standard, Refugee MO HealthNet participants and pregnant women. NOTE:
Previous policy stated that participants over age 65 were exempt from inclusion in
managed care. There are a few individuals age 65 and over who are caretakers or
refugees and who do not receive Medicare benefits and are therefore included in
managed care.

The following ME codes fall into Group 1: 05, 06, 10, 18, 19, 21, 24, 26, 40, 43, 44,
45, 60, 61 and 62.
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» Group 3 previously consisting of General Relief recipients has been deleted from
inclusion in the managed care program at this time.

» Group 4 generally consists of those children in state care and custody. The following
ME codes fall into this group: 07, 08, 29, 30, 36, 37, 38, 50, 52, 56, 57, 63, 64, 66, 68,
69, 70, and 88.

» Group 5 consists of uninsured children.

The following ME codes for uninsured children are included in Group 5: 71, 72, 73,
74 and 75.

* Participants who are identified as eligible for inclusion in the the managed care program are not enrolled with a

managed care health plan until 15 days after they actually select or are assigned to a managed care health plan. When
the selection or assignment is in effect, the name of the managed care health plan appears on the IVR/POS/Internet
information. If a managed care health plan name does not appear for a particular date of service, the participant is in a
fee-for-service status for each date of service that a managed care health plan is not listed for the participant.
"OPT" OUT POPULATIONS: The Department of Social Services is allowing participants, who are currently in the
managed care program because they receive SSI disability payments, who meet the SSI disability definition as
determined by the Department of Social Services, or who receive adoption subsidy benefits, the option of choosing to
receive services on a fee-for-service basis or through the managed care program. The option is entirely up to the
participant, parent or guardian.

General Manual

1.5.C(1) Home Birth Services for the MO HealthNet Managed Care
Program

If a managed care health plan member elects a home birth, the member may be
disenrolled from the managed care program at the request of the managed care
health plan. The disenrolled member then receives all services through the fee-for-
service program.

The member remains disenrolled from the managed care health plan if eligible
under the MO HealthNet for Pregnant Women category of assistance. If the
member is not in the MO HealthNet for Pregnant Women category and is
disenrolled for the home birth, she is enrolled/re-enrolled in a managed care health
plan six weeks post-partum or after a hospital discharge, whichever is later. The
baby is enrolled in a managed care health plan once a managed care health plan
number is assigned or after a hospital discharge, whichever is later.
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15b— GENERAL RELIEFRECIIENTS (text del. prior to 7/08)

15E HOSPICE BENEFICIARIES

MO HealthNet or participants not enrolled with a managed care health plan who elect
hospice care are identified as such on the Internet, IVR or POS terminal. Hospice providers
are identified on the Internet, POS terminal and IVVR file by provider lock-in numbers that
begin with an “82.” The name and telephone number of the hospice provider are identified on
the Internet, IVR or POS terminal information.

Hospice care is palliative not curative. It focuses on pain control, comfort, spiritual and
emotional support for a terminally ill patient and his or her family. To receive MO HealthNet
covered hospice services the participant must:

* be eligible for MO HealthNet on all dates of service;

* be certified by two physicians (M.D. or D.O.) as terminally ill and as having less than
six months to live;

» elect hospice services and waive active treatment for the terminal illness; and

* obtain all services related to the terminal illness from a MO HealthNet-participating
hospice provider, the attending physician, or through arrangements by the hospice.

When a participant elects the hospice benefit, the hospice assumes the responsibility for
managing the participant's medical care related to the terminal illness. The hospice provides
or arranges for services reasonable and necessary for the palliation or management of the
terminal illness and related conditions. This includes all care, supplies, equipment and
medicines.

Any provider, other than the attending physician, who provides care related to the terminal
illness to a hospice participant must contact the hospice to arrange for payment. MO
HealthNet reimburses the hospice provider for covered services and the hospice reimburses
the provider of the service(s).

Curative or active treatment of the terminal illness is not covered by the MO HealthNet
Program while the patient is enrolled with a hospice. If the participant wishes to resume
active treatment, they must revoke the hospice benefit for MO HealthNet to provide
reimbursement of active treatment services. The hospice is reimbursed for the date of
revocation. MO HealthNet does not provide reimbursement of active treatment until the day
following the date of revocation.
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Services not related to the terminal illness are available from any MO HealthNet-
participating provider of the participant’s choice. Claims for these services should be
submitted directly to Infocrossing Healthcare Services.

Refer to the Hospice Manual, Section 13 for a detailed discussion of hospice services.

1.5.F QUALIFIED MEDICARE BENEFICIARIES (QMB)

To be considered a QMB an individual must:
* be entitled to Medicare Part A
* have an income of less than 100% of the Federal Poverty Level

* have resources of less than $4000 (or no more than $6000 if married)

Participants who are eligible only as a Qualified Medicare Beneficiary (QMB) are eligible
for reimbursement of their Medicare deductible and coinsurance amounts only for Medicare
covered services whether or not the services are covered by MO HealthNet. QMB-only
participants are not eligible for MO HealthNet services that are not generally covered by
Medicare. QMB-only participants are identified on the POS terminal with an ME code *“55”
printed in red on the POS ticket. The POS terminal manual may show this type of participant
as “catastrophic.”

Some participants who are eligible for MO HealthNet covered services under the MO
HealthNet or MO HealthNet spenddown categories of assistance may also be eligible as a
QMB participant and are identified on the IVR/POS/Internet by a QMB indicator “Y.” If the
participant has a QMB indicator of “Y” and the ME code is not “55” the participant is also
eligible for MO HealthNet services and not restricted to the QMB-only providers and
services.

QMB coverage includes the services of providers who by choice do not participate in the MO
HealthNet Program and providers whose services are not currently covered by MO
HealthNet but who are covered by Medicare, such as chiropractors and independent
therapists. Providers who do not wish to enroll in the MO HealthNet Program for MO
HealthNet participants and providers of Medicare-only covered services may enroll as QMB-
only providers to be reimbursed for deductible and coinsurance amounts only for QMB
eligibles. Providers who wish to be identified as QMB-only providers may contact the
Provider Enrollment Unit via their e-mail address: providerenrollment@dss.mo.gov

Providers who are enrolled with MO HealthNet as QMB-only providers need to ascertain a
participant’s QMB status in order to receive reimbursement of the deductible and
coinsurance amounts for QMB-only covered services.
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15.G  CHILDREN'S HEALTH INSURANCE PROGRAM/MC+ FOR KIDS

Title XXI, of the Social Security Act, established the Children's Health Insurance Program
(CHIP), to assist state efforts to provide health care coverage to uninsured, low-income
children. This program is known as MO HealthNet for Kids regardless of whether services
are provided through an MC+ managed care health plan or on a fee-for-service basis. Some
families are required to pay a premium for coverage.

The uninsured low-income children eligible for health coverage under Title XXI ME codes
71 and 72 receive all services. ME codes 73, 74 and 75 receive all services, except Non-
Emergency Medical Transportation (NEMT). All limits and prior authorization requirements
of all programs and services apply when providing services.

Refer to information in specific provider manuals regarding copay requirements.

15.G CHILDREN'S HEALTH INSURANCE PROGRAM/MO HEALTHNET FOR
KIDS

Title XXI, of the Social Security Act, established the Children’'s Health Insurance Program
(CHIP), to assist state efforts to provide health care coverage to uninsured, low-income
children. This program is known as MO HealthNet for Kids regardless of whether services
are provided through a managed care health plan or on a fee-for-service basis. Some families
are required to pay a premium for coverage.

The uninsured low-income children eligible for health coverage under Title XXI ME codes
71, 72, 73, 74 and 75 receive all services except Non-Emergency Medical Transportation
(NEMT). All limits and prior authorization requirements of all programs and services apply
when providing services.

Refer to information in specific provider manuals regarding copay requirements.
15 H—UNINSURED-PARENTS (text del. prior to 7/08)

151  SERVICES FOR WOMEN FOLLOWING THE END OF PREGNANCY
(ME CODE "'80")

* Services for ME code "80" are provided on a fee-for-service basis only.

* Services for ME code "80" are limited to family planning, and testing and treatment of
Sexually Transmitted Diseases (STDs) including:

* approved methods of birth control including sterilization and x-ray services
related to the sterilization

» family planning counseling and education on birth control options
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» testing and treatment for Sexually Transmitted Diseases (STDs)

 pharmacy, including birth control devices & pills, and medication to treat
STDs (excluding antiretrovirals)

 Pap Test and Pelvic Exams

The treatments of medical complications occurring from the STD are not covered for this
program.

1.5.1(2) Services Covered for ME *'80"

Claims for services for ME code "80" must contain a diagnosis code in the
following ranges: (Reference the ICD-9 for the appropriate 4th and/or 5th digits)

V25 - V259 Encounter for contraceptive management

V723 Gynecological examination

V73 -V7388 Special Screening examinations for viral and chlamydial diseases
V745 Venereal Disease

05410 - 05419 Genital herpes

091 -0912,092 -0929 Syphilis
098-09819 Gonococcal Infections

099-0999 Other venereal diseases

Pap tests, tests to identify an STD, urinalysis, and blood work related to family
planning or STD's are covered for ME code "80."

Prescriptions for rebatable birth control products, antibiotics, specific antivirals,
vaginal antifungals and pediculocides are covered. Covered NDC's are determined
by drug class. Drug classes covered are:

* Birth Control Products:
» Progestational Agents Contraceptives, Implantable
» Contraceptives, Oral Contraceptives, Injectable
* Drugs used to Treat STD's:
* Keratolytics Penicillins
* Vaginal Antifungals Cephalosporins Absorbable Sulfonamides
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* Vaginal Antibiotics Tetracyclines Antifungal Agents

* Topical Antiparasitics Macrolides Antifungal Agents
 Topical Antivirals Aminoglycosides Antivirals, General
* Probenecid Lincosamides

 Quinolones

1.5.1(2) Services For Women Following The End of Pregnancy (Medical
Eligibility Code (ME) "'80")

The following are the only procedures covered for ME code "80".

A4260
A4261
A4266
J1055
37300
37302
J7303
Qo111
T1015
11975
11976
11977
58300
58600
58605
58611
58615
58671
99070
99201 - 99215
99383 - 99387
99393 - 99397

1.5J TEMP PARTICIPANTS

The purpose of the Temporary MO HealthNet During Pregnancy (TEMP) Program is to
provide pregnant women with access to ambulatory prenatal care while they await the
formal determination of MO HealthNet eligibility. Certain qualified providers, as determined

by the Family Support Division, may issue TEMP cards. These providers have the
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responsibility for making limited eligibility determinations for their patients based on
preliminary information that the patient’s family income does not exceed the applicable MO
HealthNet for Pregnant Women income standard for a family of the same size.

If the qualified provider makes an assessment that a pregnant woman is eligible for TEMP,
the qualified provider issues her a white paper temporary ID card. The participant may then
obtain ambulatory prenatal services from any MO HealthNet-enrolled provider. If the woman
makes a formal application for MO HealthNet with the Family Support Division during the
period of TEMP eligibility, her TEMP eligibility is extended while the application is
pending. If application is not made, the TEMP eligibility ends in accordance with the date
shown on the TEMP card.

Infants born to mothers who are eligible under the TEMP Program are not automatically
eligible for MO HealthNet benefits. Information regarding automatic MO HealthNet
Eligibility for Newborn Children is addressed in this manual.

Providers and participants can obtain the name of MO HealthNet enrolled Qualified
Providers in their service area by contacting the local Family Support Division Office.
Providers may call Provider Relations at (573) 751-2896 and participants may call
Participant Services at (800) 392-2161 for questions regarding TEMP.

15J(1) TEMP ID Card

Pregnant women who have been determined presumptively eligible for Temporary
MO HealthNet During Pregnancy (TEMP) do not receive a plastic MO HealthNet
ID card but receive a white paper TEMP card. A valid TEMP number begins with
the letter "P" followed by seven (7) numeric digits. The 8-character temporary
number should be entered in the appropriate field of the claim form until a
permanent number is issued to the participant. The temporary number appearing on
the claim form is converted to the participant's permanent MO HealthNet
identification number during claims processing and the permanent number appears
on the provider's Remittance Advice. Providers should note the new number and
file future claims using the permanent number.

A white paper TEMP card can be issued by qualified providers to pregnant women
whom they presume to be eligible for MO HealthNet based on income guidelines.
A TEMP card is issued for a limited period but presumptive eligibility may be
extended if the pregnant woman applies for public assistance at the county Family
Support Division office. The TEMP card may only be used for ambulatory prenatal
services. Because TEMP services are limited, providers should verify that the
service to be provided is covered by the TEMP card.
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15K

The start date (FROM) is the date the qualified provider issues the TEMP card, and
coverage expires at midnight on the expiration date (THROUGH) shown. A TEMP
replacement letter (IM-29 TEMP) may also be issued when the TEMP individual
has formally applied for MO HealthNet and is awaiting eligibility determination.

Third party insurance information does not appear on a TEMP card.

15J(2) TEMP Service Restrictions

TEMP services for pregnant women are limited to ambulatory prenatal services
(physician, clinic, nurse midwife, diagnostic laboratory, x-ray, pharmacy, and
outpatient hospital services). Risk Appraisals and Case Management Services are
covered under the TEMP Program. Services other than those listed above (i.e.
dental, ambulance, home health, durable medical equipment, CRNA, or psychiatric
services) may be covered with a Certificate of Medical Necessity in the provider's
file that testifies that the pregnancy would have been adversely affected without the
service. Proof of medical necessity must be retained in the patient’s file and be
available upon request by the MO HealthNet Division. Inpatient services, including
miscarriage or delivery, are not covered for TEMP participants.

Other noncovered services for TEMP participants include; global prenatal care,
postpartum care, contraceptive management, dilation and curettage and treatment
of spontaneous/missed abortions or other abortions.

1.5.J(3) Full MO HealthNet Eligibility After TEMP

A TEMP participant may apply for full MO HealthNet coverage and be determined
eligible for the complete range of MO HealthNet-covered services. Regular MO
HealthNet coverage may be backdated and may or may not overlap the entire
TEMP eligibility period. Approved participants receive an approval letter that
shows their eligibility and type of assistance coverage. These participants also
receive an ID card within a few days of approval. The services that are not covered
under the TEMP Program may be resubmitted under the new type of assistance
using the participant's MO HealthNet identification number instead of the TEMP
number. The resubmitted claims are then processed without TEMP restrictions for
the dates of service that were not included under the TEMP period of eligibility.

CARE MANAGEMENT ORGANIZATION (CMO) PARTICIPANTS

The Interdepartmental Initiative for Children with Severe Needs and their Families (the
Initiative) is managed (operated) by the Department of Social Services, Family Support
Division. The Initiative represents the shared interests and objectives for children with severe
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behavioral health needs and their families. The Initiative integrates funding to support a
comprehensive, coordinated system of behavioral health care for children through a Care
Management Organization (CMO), responsible for organizing and developing a locally
organized system of services and supports for children and families

General Manual

1.5.K(1) CMO Target Population

The Initiative targets those children and families with disruption in their family
lives that is likely to result in long-term residential care. Children with severe
behavioral health needs generally have behavioral health issues that present in the
context of household instability and placement disruption resulting from the
complex interaction of mental health, social, economic and medical issues.

The CMO population to be served includes children and youth, ages 4-18 (entering
the system by the age of 18, receiving services through the age of 21) who:

* reside in the CMO project service area;
* have serious behavioral health needs; and

e are in, at serious risk of, or have been in out-of-home placement.

Lock-in information is available to providers through the interactive voice response
(IVR) system at (573) 635-8908 as well as the point of service (POS) units and
Internet. A CMO lock-in provider is recognized by an "87" provider number.

The CMO lock-in period is a minimum of six months, and then may be extended at
two, three or six month intervals based on individual needs and the care plan for
the child.

NOTE: Some CMO participants may be locked-in to a managed care health plan
and a CMO for the same period of time.

1.5.K(2) CMO Project Service Area

The CMO project service area includes St. Louis City and the counties of: Audrain,
Boone, Callaway, Camden, Cole, Cooper, Franklin, Gasconade, Howard, Jefferson,
Laclede, Miller, Moniteau, Montgomery, Morgan, Osage, Pettis, Randolph, St.
Charles, St. Louis and Warren.

1.5.K(3) CMO Enrollment

All referrals for enrollment of eligible children and families are made by Family
Support Division staff.
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MO HealthNet-eligible children enrolled with the CMO, who are otherwise eligible
for fee-for-service reimbursement for certain behavioral health needs, are "locked-
in" to the CMO. The CMO is responsible for all behavioral health care, including
inpatient psychiatric care as well as outpatient services, but excluding pharmacy
benefits.

1.5.K(4) Fee-For-Service Behavioral Health Providers

MO HealthNet reimbursement is not made to any other behavioral health provider
during the CMO lock-in period.

15.K(5) MO HealthNet Managed Care Health Plan Providers

Those children enrolled with the CMO whose behavioral health needs are the
obligation of the managed care heath plans continue to receive behavioral health
care services through their managed care health plans. Services are coordinated by
the CMO in cooperation with the managed care health plans. Pharmacy benefits are
the responsibility of the managed care health plans.

15.L PROGRAM FOR ALL-INCLUSIVE CARE FOR THE ELDERLY (PACE)

Missouri and the Centers for Medicare & Medicaid (CMS) have entered into a three-way
program agreement with Alexian Brothers Community Services (ABCS) of St. Louis. PACE
is an integrated service system that includes primary care, restorative therapy, transportation,
home health care, inpatient acute care, and even long-term care in a nursing facility when
home and community-based services are no longer appropriate. Services are provided in the
PACE center, the home, or the hospital, depending upon the needs of the individual. Refer to
Section 11.13.E.

The target population for this program includes individuals age 55 and older, who are
identified by the Missouri Department of Health and Senior Services, Division of Senior
Services and Regulation through a health status assessment with specific types of eligibility
categories and at least 24 points on the nursing home level of care assessment. These targeted
individuals must reside in the St. Louis area within specific zip codes. Refer to Section
11.13.A.

Lock-in information is available to providers through the Internet, Interactive Voice
Response (IVR) and the point of service (POS) units. The PACE lock-in provider is
recognized by an "89" provider number. Enroliment in a PACE program is always voluntary
and participants have the option to disenroll and return to the fee-for-service system at any
time. Refer to Section 11.13.D.
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1.5.M  MISSOURI'S BREAST AND CERVICAL CANCER TREATMENT (BCCT)
ACT

The Breast and Cervical Cancer Mortality Prevention Act of 1990 (Public Law: 101-354)
established the National Breast and Cervical Cancer Early Detection Program (NBCCEDP),
to reduce the morbidity and mortality rates of breast and cervical cancers. The NBCCEDP
provides grants to states to carry out activities aimed at early screenings and detection of
breast and/or cervical cancer, case management services, education and quality assurance.
The Missouri Department of Health and Senior Services, Division of Chronic Disease
Prevention and Health Promotion's grant application was approved by the Centers for
Disease Control and Prevention (CDC) to provide funding to establish the Missouri Breast
and Cervical Cancer Control Project (BCCCP), known as Show Me Healthy Women.
Matching funds were approved by the Missouri legislation to support breast and cervical
cancer screening and education for low-income Missouri women through the Show Me
Healthy Women project. Additional federal legislation was signed allowing funded programs
in the NBCCEDP to participate in a new program with the MO HealthNet Breast and
Cervical Cancer Treatment (BCCT) Act. State legislation authorized matching funds for
Missouri to participate.

Most women who are eligible for Show Me Healthy Women, receive a Show Me Healthy
Women-paid screening and/or diagnostic service and are found to need treatment for either
breast and/or cervical cancer, are eligible for MO HealthNet coverage. For more information,
providers may reference the Show Me Healthy Women Provider Manual at
http://www.dhss.mo.gov/BreastCervCancer/providerlist.pdf .

1.5.M(1) Eligibility Criteria
To qualify for MO HealthNet based on the need for BCCT, all of the following
eligibility criteria must be met:

» Screened by a Missouri BCCCP Provider;

» Need for treatment for breast or cervical cancer including certain pre-
cancerous conditions;

 Under the age of 65 years old;
» Have a Social Security Number;
» Citizenship or eligible non-citizen status;

» Uninsured (or have health coverage that does not cover breast or cervical
cancer treatment);

* A Missouri Resident.

31
General Manual

Archived - 02##2009 Last Updated - 06/27/2008



Archived MoHeaith 3 Net

Section 1 - Client Conditions of Participation

1.5.N

1.5.M(2) Presumptive Eligibility

Presumptive Eligibility (PE) determinations are made by BCCCP MO HealthNet
providers. When a BCCCP provider determines a woman is eligible for PE
coverage, a BCCT Temporary MO HealthNet Authorization letter is issued and
provides for temporary, limited MO HealthNet benefits. A MO HealthNet ID Card
is issued and should be received in approximately five days. MO HealthNet
coverage under PE begins on the date the BCCCP provider determines the woman
i in need of treatment. This allows for minimal delays for women in receiving the
necessary treatment. WWomen receiving coverage under Presumptive Eligibility are
assigned ME code 83. PE coverage continues until the last day of the month that
the regular MO HealthNet application is approved or BCCT is no longer required,
whichever is later.

1.5.M(3) Regular BCCT MO HealthNet

The BCCT MO HealthNet Application must be completed by the PE eligible client
and forwarded as soon as possible to a managed care Service Center or the local
Family Support Division office to determine eligibility for regular BCCT MO
HealthNet benefits. The PE eligible client receives information from MO
HealthNet for the specific services covered. Limited MO HealthNet benefits
coverage under regular BCCT begins the first day of the month of application, if
the woman meets all eligibility requirements. Prior quarter coverage can also be
approved, if the woman was eligible. Coverage cannot begin prior to the month the
BCCCP screening occurred. No coverage can begin prior to August 28, 2001
(although the qualifying screening may have occurred prior to August 28, 2001).
MO HealthNet benefits are discontinued when the treating physician determines
the client no longer needs treatment for the diagnosed condition or if MO
HealthNet denies the BCCT application. Women approved for Regular BCCT MO
HealthNet benefits are assigned ME code 84.

1.5.M(4) Termination of Coverage

MO HealthNet coverage is date-specific for BCCT cases. A date-specific
termination can take effect in the future, up to the last day of the month following
the month of the closing action.

TICKET TO WORK HEALTH ASSURANCE PROGRAM

Implemented August 28, 2007, the Ticket to Work Health Assurance Program (TWHAP)
eligibility groups were authorized by the federal Ticket to Work and Work Incentives
Improvement Act of 1999 (Public Law 106-170) and Missouri Senate Bill 577 (2007).

General Manual
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TWHAP is for individuals who have earnings and are determined to be permanently and
totally disabled or would be except for earnings. They have the same MO HealthNet fee-for-
service benefits package and cost sharing as the Medical Assistance for the Permanently and
Totally Disabled (ME code 13). An age limitation, 16 through 64, applies. The gross income
ceiling for this program is 300% of the Federal Poverty Level (FPL) for an individual or a
Couple. Premiums are charged on a sliding scale based on gross income between 101% -
300% FPL. Additional income and asset disregards apply for MO HealthNet. Proof of
employment/self-employment is required. Eligible individuals are enrolled with ME code 85
for premium and ME code 86 for non-premium. Eligibility for the Ticket to Work Health
Assurance Program is determined by the Family Support Division.

General Manual

1.5.N(1) Disability

An individual must meet the definition of Permanent and Total Disability. The
definition is the same as for Medical Assistance (MA), except earnings of the
individual are not considered in the disability determination.

15.N(2) Employment

An individual and/or spouse must have earnings from employment or self-
employment. There is no minimum level of employment or earnings required. The
maximum is gross income allowed is 250% of the federal poverty level, excluding
any earned income of the worker with a disability between 250 and 300% of the
federal poverty level. "Gross income™ includes all income of the person and the
person's spouse. Individuals with gross incomes in excess of 100% of the federal
poverty level shall pay a premium for participation.

1.5.N(3) Premium Payment and Collection Process

An individual whose computed gross income exceeds 100%, but is not more than
300%, of the FPL must pay a monthly premium to participate in TWHAP.
TWHAP premium amounts are based on a formula specified by State statute. On
new approvals, individuals in the premium group must select the beginning date of
coverage, which may be as early as the first month of the prior quarter (if otherwise
applicable) but no later than the month following approval. If an individual is not
in the premium group, coverage begins on the first day of the first month the client
is eligible.

Upon approval by Family Support Division, the MO HealthNet Division (MHD)
sends an initial Invoice letter, billing the individual for the premium amount for
any past coverage selected through the month following approval. Coverage does

not begin until the premium payment is received. If the individual does not send in
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the complete amount, the individual is credited for any full month premium amount
received starting with the month after approval and going back as far as the amount
of premium paid allows.

Thereafter, MHD sends a Recurring Invoice on the second working day of each
month for the next month's premium. If the premium is not received prior to the
beginning of the new month, the individual's coverage ends on the day of the last
paid month.

MHD sends a Final Recurring Invoice after the individual has not paid for three
consecutive months. It is sent in place of the Recurring Invoice, on the second
working day of the month for the next month's premium. The Final Recurring
Invoice notifies the individual that the case will be closed if a payment is not
received by the end of the month.

MHD collects the premiums as they do for the Medical Assistance (MA)
Spenddown Program and the MC+ managed care program.

1.5.N(4)  Termination of Coverage

MO HealthNet coverage end dates are the same as for the Medical Assistance
Program. TWHAP non-premium case end dates are date-specific. TWHAP
premium case end dates are not date-specific.

1.5.0 PRESUMPTIVE ELIGIBILITY FOR CHILDREN

The Balanced Budget Act of 1997 (The Act) created Section 1920A of the Social Security
Act which gives states the option of providing a period of presumptive eligibility to children
when a qualified entity determines their family income is below the state's applicable MO
HealthNet or SCHIP limit. This allows these children to receive medical care before they
have formally applied for MO HealthNet for Kids. Missouri selected this option and effective
March 10, 2003, children under the age of 19 may be determined eligible for benefits on a
temporary basis prior to having a formal eligibility determination completed.

Presumptive eligible children are identified by ME code 87. These children receive the full
range of MO HealthNet for Kids covered services subject to the benefits and limitations
specified in each MO HealthNet provider manual. These children are NOT enrolled in
managed care health plans but receive all services on a fee-for-service basis as long as they
are eligible under ME code 87.

1.5.0(1) Eligibility Determination
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The Act allows states to determine what type of Qualified Entities to use for
Presumptive Eligibility determinations. Currently, Missouri is limiting qualified
entities to children's hospitals. Designated staff of qualified entities make
Presumptive Eligibility determinations for children by determining the family
meets the income guidelines and contacting the MO HealthNet for Kids Phone
Centers to obtain a MO HealthNet number. The family is then provided with a MO
HealthNet Presumptive Eligibility Authorization (PC-2) notice that includes the
MO HealthNet number and effective date of coverage. This notice guarantees a
minimum of five days of coverage with day one being the beginning date. After the
five days, providers must check eligibility as for any client. Coverage for each
child under ME code 87 continues until the last day of the second month of
Presumptive Eligibility, unless the Family Support Division determines eligibility
or ineligibility for MO HealthNet for Kids prior to that day. Presumptive Eligibility
coverage ends on the date the child is approved or rejected for a regular MO
HealthNet Program. Presumptive Eligibility is limited to one period during a
rolling 12 month period.

Qualified entities making temporary eligibility determinations for children
facilitate a formal application for MO HealthNet for Kids. Children who are then
determined by the Family Support Division to be eligible for MO HealthNet for
Kids are placed in the appropriate MO HealthNet eligibility category (ME code),
and are subsequently enrolled with a MO HealthNet Managed Care health plan if
residing in a managed care health plan area and under ME codes enrolled with
managed care health plans.

15.0(2) MO HealthNet for Kids Coverage

Children determined presumptively eligible for MO HealthNet for Kids receive the
same coverage during the presumptive period. The children active under
Presumptive Eligibility for Children are not enrolled in managed care. While the
children must obtain their presumptive determination from a Qualified Entity (QE),
once eligible, they can obtain covered services from any enrolled MO HealthNet
fee-for-service provider. Coverage begins on the date the QE makes the
presumptive eligibility determination and coverage ends on the later of:

* the 5th day after the Presumptive Eligibility for Children determination date;
* the day a MO HealthNet for Kids application is approved or rejected; or

* if no MO HealthNet for Kids application is made, the last date of the month
following the month of the presumptive eligibility determination.
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A presumptive eligibility period has no effect on the beginning eligibility date of
regular MO HealthNet for Kids coverage. Prior quarter coverage may be approved.

In many cases the MO HealthNet for Kids begin dates may be prior to the begin
date of the presumptive eligibility period.
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1.5.P MO HEALTHNET COVERAGE FOR INMATES OF A PUBLIC
INSTITUTION

Changes to eligibility requirements may allow incarcerated individuals (both juveniles and
adults), who leave the public institution to enter a medical institution or individuals who are
under house arrest, to be determined eligible for temporary MO HealthNet coverage.
Admittance as an inpatient in a hospital, nursing facility, juvenile psychiatric facility or
intermediate care facility interrupts or terminates the inmate status. Upon an inmate's
admittance, the Family Support Division office in the county in which the penal institution is
located may take the appropriate type of application for MO HealthNet benefits. The
individual, a relative, an authorized representative, or penal institution designee may initiate
the application.

When determining eligibility for these individuals, the county Family Support Division office
considers all specific eligibility groups, including children, pregnant women, and elderly,
blind or disabled, to determine if the individual meets all eligibility factors of the program for
which they are qualifying. Although confined to a public institution, these individuals may
have income and resources available to them. If an individual is ineligible for MO HealthNet,
the application is rejected immediately and the appropriate rejection notice is sent to the
individual.

MO HealthNet eligibility is limited to the days in which the individual was an inpatient in the
medical institution. Once the individual returns to the penal institution, the county Family
Support Division office verifies the actual inpatient dates in the medical institution and
determines the period of MO HealthNet eligibility. Appropriate notification is sent to the
individual. The approval notice includes the individual's specific eligibility dates and a
statement that they are not currently eligible for MO HealthNet because of their status as an
inmate in a public institution.

Some individuals may require admittance into a long term care facility. If determined
eligible, the period of MO HealthNet eligibility is based on the length of inpatient stay in the
long term care facility. Appropriate MO HealthNet eligibility notification is sent to the
individual.

15.P(1) MO HealthNet Coverage Not Available

Eligibility for MO HealthNet coverage does not exist when the individual is an
inmate and when the facility in which the individual is residing is a public
institution. An individual is an inmate when serving time for a criminal offense or
confined involuntarily to a state or federal prison, jail, detention facility or other

penal facility. An individual voluntarily residing in a public institution is not an
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inmate. A facility is a public institution when it is under the responsibility of a
government unit, or a government unit exercises administrative control over the
facility.

MO HealthNet coverage is not available for individuals in the following situations:

* Individuals (including juveniles) who are being held involuntarily in
detention centers awaiting trial,

* Inmates involuntarily residing at a wilderness camp under governmental
control;

* Inmates involuntarily residing in half-way houses under governmental
control;

* Inmates receiving care on the premises of a prison, jail, detention center, or
other penal setting; or

 Inmates treated as outpatients in medical institutions, clinics or physician
offices.

1.5.P(2) MO HealthNet Benefits

If determined eligible by the county Family Support Division office, full or limited
MO HealthNet benefits may be available to individuals residing in or under the
control of a penal institution in any of the following circumstances:

* Infants living with the inmate in the public institution;
* Paroled individuals;
* Individuals on probation;

* Individuals on home release (except when reporting to a public institution
for overnight stay); or

* Individuals living voluntarily in a detention center, jail or county penal
facility after their case has been adjudicated and other living arrangements
are being made for them (for example, transfer to a community residence).

All specific eligibility groups, including children, pregnant women, and elderly,
blind or disabled are considered to determine if the individual meets all eligibility
factors of the program for which they are applying.
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1.5.Q VOLUNTARY PLACEMENT AGREEMENT, OUT-OF- HOME
CHILDREN'S SERVICES

With the 2004 passage of House Bill 1453, the Voluntary Placement Agreement (VPA) was
introduced and established in statute. The VPA is predicated upon the belief that no parent
should have to relinquish custody of a child solely in order to access clinically indicated
mental health services. This is a written agreement between the Department of Social
Services (DSS)/Children's Division (CD) and a parent, legal guardian, or custodian of a child
under the age of eighteen (18) solely in need of mental health treatment. A VPA developed
pursuant to a Department of Mental Health (DMH) assessment and certification of
appropriateness authorizes the DSS/CD to administer the placement and out-of-home care for
a child while the parent, legal guardian, or custodian of the child retains legal custody. The
VPA requires the commitment of a parent to be an active participant in his/her child's
treatment

1.5.Q(1) Duration of Voluntary Placement Agreement

The duration of the VPA may be for as short a period as the parties agree is in the
best interests of the child, but under no circumstances shall the total period of time
that a child remains in care under a VPA exceed 180 days. Subsequent agreements
may be entered into, but the total period of placement under a single VPA or series
of VPAs shall not exceed 180 days without express authorization of the Director of
the Children's Division or his/her designee.

1.5.Q(2) Covered Treatment and Medical Services

Children determined eligible for out-of-home care, (ME88), per a signed VPA, are
eligible for a variety of children's treatment services, medical and psychiatric
services. The CD worker makes the appropriate referrals to CD approved
contractual treatment providers. Payment is made at the MO HealthNet or state
contracted rates. Providers should contact the local CD staff for payment
information.

1.5.Q(3) Medical Planning for Out-of-Home Care

Medical planning for children in out-of-home care is a necessary service to ensure
that children receive the needed medical care. The following includes several
medical service alternatives for which planning is necessary:

* Routine Medical/Dental Care;

* Human Immunodeficiency Virus (HIV) Screening;
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» Emergency and Extraordinary Medical/Dental Care (over $500.00);
* Children's Treatment Services;

» Medical/Dental Services Program;

 Bureau for Children with Special Health Care Needs;

» Department of Mental Health Services;

* Residential Care;

* Private Psychiatric Hospital Placement; or

» Medical Foster Care.

1.6 ELIGIBILITY PERIODS FOR MO HEALTHNET PARTICIPANTS

Most participants are eligible for coverage of their services on a fee-for-service basis for those
retroactive periods of eligibility from the first of the month of application until approval, or until the
effective date of their enrollment in a MO HealthNet managed care health plan. This is often referred
to as the period of “backdated eligibility.”

Eligibility for MO HealthNet participants (except ME codes 71, 72,73, 74, 75 and 80) is from the
first day of the month of application through the last day of each subsequent month for which they
are eligible unless the individual is subject to the provisions of Day Specific Eligibility. Some MO
HealthNet participants may also request and be approved for prior quarter coverage.

Participants with ME codes 71, 72 and 80 are eligible for MO HealthNet benefits from the date of
application and are subject to the provisions of Day Specific Eligibility. Codes 71 and 72 are eligible
from date of application. Code 80 is Extended Women's Health Care and eligibility begins the
beginning of the month following the 60 day post partum coverage period for MPW (if not insured).

MO HealthNet for Kids participants with ME codes 73, 74, and 75 who must pay a premium for
coverage are eligible the later of 30 days after the date of application or the date the premium is paid.
Participants with an ME code 75 are not subject to the provisions of Day Specific Eligibility. The 30
day waiting period does not apply to children with special health care needs. Codes 73 and 74 are
eligible on the date of application or date premium is paid, whichever is later. Code 75 is eligible for
coverage the later of 30 days after date of application or date premium is paid. All three codes are
subject to day specific eligibility (coverage ends date case/eligibility is closed).

MO HealthNet participants with ME code 83 are eligible for coverage beginning on the day the
BCCCP provider determines the woman is in need of treatment for breast or cervical cancer.
Presumptive Eligibility coverage continues until the last day of the month that the regular MO
HealthNet application is approved or BCCT is no longer required, whichever is last.
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MO HealthNet participants with ME code 84 are eligible for coverage beginning the 1st day of the
month of application. Prior quarter coverage may also be approved, if the woman is eligible.
Coverage cannot begin prior to the month the BCCCP screening occurred. No coverage can begin
prior to August 28, 2001.

MO HealthNet children with ME code 87 are eligible for coverage during the presumptive period
(fee-for-service only). Coverage begins on the date of the presumptive eligibility determination and
ends on the later of 5th day after the eligibility determination or the day a MO HealthNet for Kids
application is approved or rejected or if no MO HealthNet for Kids application is made, the last day
of the month following the month of the presumptive eligibility determination.

For those participants who reside in an MO HealthNet managed care county and are approved for a
category of assistance included in MO HealthNet managed care, the reimbursement is fee-for-
service or covered services for the period from the date of eligibility until enrollment in a managed
care health plan. Once a participant has been notified they are eligible for assistance, they have 15
days to select a managed care health plan or have a managed care health plan assigned for them.
After they have selected the managed care health plan, they are not actually enrolled in the managed
care health plan for another 15 days.

The ID Card is mailed out within a few days of the caseworker’s eligibility approval. Participants
may begin to use the ID Card when it is received. Providers should honor the
approval/replacement/case action letter until a new card is received. MO HealthNet and managed
care participants should begin using their new ID Card when it is received.

1.6.A DAY SPECIFIC ELIGIBILITY

Certain MO HealthNet participants are subject to the provisions of Day Specific Eligibility.
This means that some MO HealthNet participants lose eligibility at the time of case closure,
which may be anytime in the month. Prior to implementation of Day Specific Eligibility
participants in all categories of assistance retained eligibility through the last date of the
month if they were eligible on the first of the month. As of January 1, 1997, this varies for
certain MO HealthNet participants.

As with all MO HealthNet services, the participant must be eligible on the date of service.
When the participant is in a Day Specific Eligibility category of assistance, the provider is
not able to check eligibility on the Internet, IVR or POS terminals for a future date during the
current month of eligibility.

In order to convey to a provider that a participant’s eligibility is day specific, the MO
HealthNet Division prints a message on the Point of Service (POS) ticket and provides a
verbal message on the interactive voice response (IVR) system. The Internet also advises of
day specific eligibility.
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Immediately following the current statement, “The participant is eligible for service on
MONTH, DAY, YEAR through MONTH, DAY, YEAR with a medical eligibility code of
XX,” the IVR says, “This participant is subject to day specific eligibility.” The Internet gives
this information in the same way as the IVR.

The POS ticket provides a line that states, “subject to day specific eligibility,” when a
participant’s eligibility may end on any day of the month.

If neither the Internet, IVR, nor the POS ticket contains a message that the participant is
subject to day specific eligibility, the participant’s eligibility continues through the last day of
the current month. Providers are able to check eligibility for future dates for the participants
who are not subject to day specific eligibility.

It is important to note that the message regarding day specific eligibility is only a reminder to
providers that the participant’s type of assistance is such that should his/her eligibility end, it
may be at any time during that month. The Internet, IVR and POS will verify the
participant’s eligibility in the usual manner.

Providers must also continue to check for managed care health plan enrollment for those
participant’s whose ME codes and county are included in managed care health plan
enrollment areas, because participant’s enrollment or end dates can occur any date in the
month.

1.6.B SPENDDOWN

In the MO HealthNet for the Aged, Blind, and Disabled (MHABD) Program some
individuals are eligible for MO HealthNet benefits only on the basis of meeting a periodic
spenddown requirement. Effective October 1, 2002, eligibility for MHABD spenddown is
computed on a monthly basis. If the individual is eligible for MHABD on a spenddown basis,
MO HealthNet coverage for the month begins with the date on which the spenddown is met
and ends on the last day of that month when using medical expenses to meet spenddown. MO
HealthNet coverage begins and ends without the case closing at the end of the monthly
spenddown period. The MO HealthNet system prevents payment of medical services used to
meet an individual's spenddown amount.

The individual may choose to meet their spenddown by either of the following options:

* submitting incurred medical expenses to their Family Support Division (FSD)
caseworker; or

* paying the monthly spenddown amount to the MO HealthNet Division (MHD).
Individuals have the option of changing the method in which their spenddown is met each
month. A choice is made to either send the payment to MHD or to send bills to the FSD
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caseworker. For those months that the individual does not pay-in or submit bills, no coverage
is available.

General Manual

1.6.B(1)  Notification of Spenddown Amount

MHD mails a monthly invoice to active spenddown cases on the second working
day of each month. The invoice is for the next month's spenddown amount. The
invoice gives the participant the option of paying in the spenddown amount to
MHD or submitting bills to FSD. The invoice instructs the participant to call the
MHD Premium Collections Unit at 1 (877) 888-2811 for questions about a
payment.

MHD stops mailing monthly invoices if the participant does not meet the
spenddown for 6 consecutive months. MHD resumes mailing invoices the month
following the month in which the participant meets spenddown by bills or pay-in
for the current month or past months.

1.6.B(2)  Notification of Spenddown on New Approvals

On new approvals, the FSD caseworker must send an approval letter notifying the
participant of approval for spenddown, but MO HealthNet coverage does not begin
until the spenddown is met. The letter informs the participant of the spenddown
amount and the months for which coverage may be available once spenddown is
met. If the caseworker has already received bills to meet spenddown for some of
the months, the letter includes the dates of coverage for those months.

MHD sends separate invoices for the month of approval and the month following
approval. These invoices are sent on the day after the approval decision.
Notification of the spenddown amount for the months prior to approval is only sent
by the FSD caseworker.

1.6.B(3)  Meeting Spenddown with Incurred Expenses

If the participant chooses to meet spenddown for a month using incurred medical
expenses, MO HealthNet coverage begins on the date the incurred expenses equal
the spenddown amount. The bills do not have to have been paid. In order to
determine whether or not the participant has met spenddown, the FSD caseworker
counts the full amount of the valid medical expenses the participant incurred to
establish eligibility for spenddown coverage. The caseworker does not try to
estimate amounts, or deduct estimated amounts, to be paid by the participant's
insurance from the amount of an incurred expenses. The QMB Program provides
MO HealthNet payment of the Medicare premium, and coinsurance and
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deductibles for all Medicare covered services. Therefore, the cost of Medicare
covered services cannot be used to meet spenddown for participants approved for
QMB.

Upon receipt of verification that spenddown has been met with incurred expenses
for a month, FSD sends a Notification of Spenddown Coverage letter to inform the
participant spenddown was met with the incurred expenses. The letter informs the
participant of the MO HealthNet start date and the amount of spenddown met on
the start date.

1.6.B(4) Preventing MO HealthNet Payment of Expenses Used to Meet
Spenddown

On spenddown cases, MO HealthNet only reimburses providers for covered
medical expenses that exceed a participant's spenddown amount. MO HealthNet
does not pay the portion of a bill used to meet the spenddown. To prevent MO
HealthNet from paying for an expense used to meet spenddown, MHD withholds
the client liability amount of spenddown met on the first day of coverage for a
month. The MHD system tracks the bills received for the first day of coverage until
the bills equal the participant's remaining spenddown liability. For the first day of
coverage, MHD denies or splits (partially pays) the claims until the participant's
liability for that first day is reduced to zero. After MHD has reduced the liability to
zero for the first day of coverage, other claims submitted for that day of spenddown
coverage are paid up to the MO HealthNet rate. Claims for all other days of
spenddown coverage process in the same manner as those of non-spenddown
participants. MHD notifies both the provider and the participant of any claim
amount not paid due to the bill having been used to meet spenddown.

When a participant has multiple expenses on the day spenddown is met and the
total expenses exceed the remaining spenddown, the liability amount may be
withheld from the wrong claim. This can occur if Provider A submits a claim to
MHD and Provider B does not (either because the bill was paid or it was a non-MO
HealthNet covered service). Since the MHD system can only withhold the
participant liability from claims submitted, the liability amount is deducted from
the bill of the Provider A. Provider B's bill may have been enough to reduce the
liability to zero, which would have allowed MO HealthNet to pay for Provider A's
claim. MHD Participants Services Unit authorizes payment of the submitted claim
upon receipt of verification of other expenses for the day which reduced the
liability to zero. The Participant Services Unit may request documentation from the
case record of bills FSD used to meet spenddown on the day it was met.
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1.6.B(5)  Spenddown Pay-In Option

The pay-in option allows participants to meet spenddown requirements by making
a monthly payment of the spenddown amount to MHD. Participants who choose to
pay-in may pay by sending a check (or money order) each month to MHD or
having the spenddown amount automatically withdrawn from a bank account each
month. When a participant pays in, MHD creates a coverage period that begins on
the first day of the month for which the participant is paying. If the participant pays
for the next month prior to the end of the current month, there is no end date on the
coverage period. If a payment has been missed, the coverage period is not
continuous.

Participants are given the option of having the spenddown amount withdrawn from
an existing bank account. Withdrawals are made on the 10th of each month for the
following month's coverage. The participant receives a monthly notification of
withdrawal from MHD.

In some instances, other state agencies, such as Department of Mental Health, may
choose to pay the spenddown amount for some of their clients. Agencies interested
in this process work with MHD to identify clients the agency intends to pay for and
establish payment options on behalf of the client.

1.6.B(6)  Prior Quarter Coverage

The eligibility determination for prior quarter MO HealthNet coverage is separate
from the eligibility determination for current MO HealthNet coverage. A
participant does not have to be currently eligible for MO HealthNet coverage to be
eligible for prior quarter coverage. Prior quarter coverage can begin no earlier than
the first day of the third month prior to the month of the application and can extend
up to but not including the first day of the month of application. The participant
must meet all eligibility requirements including spenddown/non-spenddown during
the prior quarter. If the participant becomes eligible for assistance sometime during
the prior quarter, the date on which eligibility begins depends on whether the
participant is eligible as a non-spenddown or spenddown case.

MO HealthNet coverage begins on the first day in which spenddown is met in each
of the prior months. Each of the three prior quarter month's medical expenses are
compared to that month's spenddown separately. Using this process, it may be that
the individual is eligible for one, two or all three months, sometimes not
consecutively. As soon as the FSD caseworker receives bills to meet spenddown
for a prior quarter month, eligibility is met.
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1.6.B(7) MO HealthNet Coverage End Dates

MO HealthNet coverage is date-specific for MO HealthNet for the Aged, Blind,
and Disabled (MHABD) non-spenddown cases at the time of closing. A date-
specific closing can take effect in the future, up to the last day of the month
following the month of closing. For MHABD spenddown cases MO HealthNet
eligibility and coverage is not date-specific at the time of the closing. When an
MHABD spenddown case is closed, MO HealthNet eligibility continues through
the last day of the month of the closing. If MO HealthNet coverage has been
authorized by pay-in or due to incurred expenses, it continues through the last day
of the month of the closing.

1.6.C PRIOR QUARTER COVERAGE

Eligibility determination for prior quarter Title XIX coverage is separate from the eligibility
determination of current Title XIX coverage. An individual does not have to be currently
eligible for Title XIX coverage to be eligible for prior quarter coverage and vice versa.

Eligible individuals may receive Title XIX coverage retroactively for up to 3 months prior to
the month of application. This 3-month period is referred to as the prior quarter. The
effective date of prior quarter coverage for participants can be no earlier than the first day of
the third month prior to the month of the application and can extend up to, but not include,
the first day of the month of application.

MO HealthNet for Kids (ME codes 71-75) who meet federal poverty limit guidelines and
who qualify for coverage because of lack of medical insurance are not eligible to receive
prior quarter coverage.

The individual must have met all eligibility factors during the prior quarter. If the individual
becomes eligible for assistance sometime during the prior quarter, eligibility for Title XIX
begins on the first day of the month in which the individual became eligible or, if a
spenddown case, the date in the prior 3-month period on which the spenddown amount was
equaled or exceeded.

Example of Prior Quarter Eligibility on a Non-Spenddown Case: An individual applies for
assistance in June. The prior quarter is March through May. A review of the eligibility
requirements during the prior quarter indicates the individual would have been eligible on
March 1 because of depletion of resources. Title XIX coverage begins March 1 and extends
through May 31 if an individual continues to be eligible during April and May.
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1.6.D EMERGENCY MEDICAL CARE FOR INELIGIBLE ALIENS

The Social Security Act provides MO HealthNet coverage for emergency medical care for
ineligible aliens, who meet all eligibility requirements for a federally funded MO HealthNet
program except citizenship/alien status. Coverage is for the specific emergency only.
Providers should contact the local Family Support Division office and identify the services
and the nature of the emergency. State staff identify the emergency nature of the claim and
add or deny coverage for the period of the emergency only. Claims are reimbursed only for
the eligibility period identified on the participant's eligibility file. An emergency medical
condition is defined as follows:

After sudden onset, the medical condition (including emergency labor and delivery)
manifests itself by acute symptoms of sufficient severity (including severe pain) that the
absence of immediate medical attention could reasonably be expected to result in:

* Placing the patient’s health in serious jeopardy; or
» Serious impairment to bodily functions; or

» Serious dysfunction of any bodily organ or part.

NOTE: All labor and delivery is considered an emergency for purposes of this eligibility
provision.

1.7  PARTICIPANT ELIGIBILITY LETTERS AND CLAIMS
CORRESPONDENCE

It is common for MO HealthNet participants to be issued an eligibility letter from the Family
Support Division or other authorizing entity that may be used in place of an ID card. Participants
who are new approvals or who need a replacement card are given an authorization letter. These
letters are valid proof of eligibility in lieu of an ID Card. Dates of eligibility and most restrictions are
contained in these letters. Participants who are enrolled or who will be enrolled in a managed care
health plan may not have this designation identified on the letter. It is important that the provider
verify the managed care enrollment status for participants who reside in a managed care service area.
If the participant does not have an ID Card or authorization letter, the provider may also verify
eligibility by contacting the IVR, POS, or the Internet if the participant’s MO HealthNet number is
known. Refer to Section 3.3.A

The MO HealthNet Division furnishes MO HealthNet participants with written correspondence
regarding medical services submitted as claims to the division. Participants are also informed when a
prior authorization request for services has been made on their behalf but denied.
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1.7A  NEW APPROVAL LETTER

An Approval Notice (IM-32, IM-32 MAF, IM-32 MC, IM-32 MPW or IM-32 PRM, IM-32
QMB) is prepared when the application is approved. Coverage may be from the first day of
the month of application or the date of eligibility in the prior quarter until the last day of the
month in which the case was approved or the last day of the following month if approval
occurs late in the month. Approval letters may be used to verify eligibility for services until
the ID Card is received. The letter indicates whether an individual will be enrolled with a
MO HealthNet managed care health plan. It also states whether the individual is required to
pay a copay for certain services. Each letter is slightly different in content.

Spenddown eligibility letters cover the date spenddown is met until the end of the quarter in
which the case was approved. The eligibility letters contain Yes/No boxes to indicate Lock-
In, Hospice or QMB. If the “Yes” box is checked, the restrictions apply.

1.7.A(1) Eligibility Letter for Reinstated TANF (ME 81) Individuals

Reinstated Temporary MO HealthNet for Needy Families (TMNF) individuals
have received a letter from the Family Support Division that serves as notification
of temporary medical eligibility. They may use this letter to contact providers to
access services.

1.7.A(2) BCCT Temporary MO HealthNet Authorization Letter

Presumptive Eligibility (PE) determinations are made by Breast and Cervical
Cancer Control Project (BCCCP) MO HealthNet providers. When a BCCCP
provider determines a woman is eligible for PE coverage, a BCCT Temporary MO
HealthNet Authorization letter is issued which provides for temporary, full MO
HealthNet benefits. A MO HealthNet ID Card is issued and should be received in
approximately five days. MO HealthNet coverage under PE begins on the date the
BCCCP provider determines the woman is in need of treatment.

1.7.A(3)  Presumptive Eligibility for Children Authorization PC-2 Notice

Eligibility determinations for Presumptive Eligibility for Children are limited to
qualified entities approved by the state. Currently only children's hospitals are
approved. Upon determination of eligibility, the family is provided with a
Presumptive Eligibility Authorization (PC-2) notice that includes the MO
HealthNet number and effective date of coverage. This notice guarantees a
minimum of five days of coverage with day one being the beginning date. After the
five days, providers should be checking eligibility as for any client.
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1.7.B REPLACEMENT LETTER

A participant may also have a replacement letter, which is the MO HealthNet Eligibility
Authorization (IM-29, IM-29 QMB and IM-29 TEMP), from the Family Support Division
county office as proof of MO HealthNet eligibility in lieu of a MO HealthNet ID card. This
letter is issued when a card has been lost or destroyed.

There are check-off boxes on the letter to indicate if the letter is replacing a lost card or letter.
A provider should use this letter to verify eligibility as they would the ID Card. Participants
who live in a managed care service area may not have their managed care health plan
identified on the letter. Providers need to contact the IVR, POS, or the Internet to verify the
managed care health plan enrollment status.

A replacement letter is only prepared upon the request of the participant.

1.7.C NOTICE OF CASE ACTION

A Notice of Case Action (IM-33) advises the participant of application rejections, case
closings, changes in the amount of cash grant, or ineligibility status for MO HealthNet
benefits resulting from changes in the participant’s situation. This form also advises the
participant of individuals being added to a case and authorizes MO HealthNet coverage for
individuals being added.

1.7.D PARTICIPANT EXPLANATION OF MO HEALTHNET BENEFITS

The MO HealthNet Division randomly selects 300 MO HealthNet participants per month to
receive a Participant Explanation of MO HealthNet Benefits (PEOMB) for services billed or
managed care health plan encounters reported. The PEOMB contains the following
information:

* Date the service was provided,;
* Name of the provider;
* Description of service or drug that was billed or the encounter reported; and

* Information regarding how the participant may contact the Participant Services Unit
by toll-free telephone number and by written correspondence.

The PEOMB sent to the participant clearly indicates that it is not a bill and that it does not
change the participant’s MO HealthNet.

The PEOMB does not report the capitation payment made to the managed care health plan in
the participant’s behalf.
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1.8

1.7.E PRIOR AUTHORIZATION REQUEST DENIAL

When the MO HealthNet Division must deny a Prior Authorization Request for a service that
is delivered on a fee-for-service basis, a letter is sent to the participant explaining the reason
for the denial. The most common reasons for denial are:

* Prior Authorization Request was returned to the provider for corrections or additional
information.

* Service or item requested does not require prior authorization.
 Authorization has been granted to another provider for the same service or item.
* Our records indicate this service has already been provided.

* Service or item requested is not medically necessary.

The Prior Authorization Request Denial letter gives the address and telephone number that
the participant may call or write to if they feel the MO HealthNet Division wrong in denying
the Prior Authorization Request. The participant must contact the MO HealthNet Division,
Participant Services Unit, within 90 days of the date on the letter, if they want the denial to
be reviewed.

Participants enrolled in a managed care health plan do not receive the Prior Authorization
Request Denial letter from the MO HealthNet Division. They receive notification from the
managed care health plan and can appeal the decision from the managed care health plan.
The participant's member handbook tells them how to file a grievance or an appeal.

1.7.F PARTICIPANT SERVICES UNIT ADDRESS AND TELEPHONE NUMBER
A participant may send written correspondence to:

Participant Services Agent
P.O. Box 3535
Jefferson City, MO 65102

The participant may also call the Participant Services Unit at (800) 392-2161 toll free, or
(573) 751-6527. Providers should not call the Participant Services Unit unless a call is
requested by the state.

TRANSPLANT PROGRAM

The MO HealthNet Program provides limited coverage and reimbursement for the transplantation of
human organs or bone marrow/stem cell and related medical services. Current policy and procedure
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is administered by the MO HealthNet Division with the assistance of its Transplant Advisory
Commiittee.

1.8.A COVERED ORGAN AND BONE MARROW/STEM CELL TRANSPLANTS

With prior authorization from the MO HealthNet Division, transplants may be provided by
MO HealthNet approved transplant facilities for transplantation of the following:

Bone Marrow/Stem Cell

Heart

Kidney

Liver

Lung

Small Bowel

Multiple organ transplants involving a covered transplant

1.8.B PATIENT SELECTION CRITERIA

The transplant prior authorization process requires the transplant facility or transplant
surgeon to submit documentation that verifies the transplant candidate has been evaluated
according to the facility’s Patient Selection Protocol and Patient Selection Criteria for the
type of transplant to be performed. The patient must have been accepted as a transplant
candidate by the facility before prior authorization requests can be considered for approval
by the MO HealthNet Division.

Bone Marrow/Stem Cell transplant candidates must also meet the general diagnosis and
donor guidelines established by the Bone Marrow/Stem Cell Transplant Advisory
Committee.

All transplant requests for authorization are reviewed on a case-by-case basis. If the request
is approved, an agreement is issued to the transplant facility that must be signed and returned
to the MO HealthNet Division.

1.8.C CORNEAL TRANSPLANTS

Corneal transplants are covered for eligible MO HealthNet participants and do not require
prior authorization. Corneal transplants have certain restrictions that are discussed in the
physician and hospital manuals.
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1.8.D ELIGIBILITY REQUIREMENTS

For the transplant facility or related service providers to be reimbursed by MO HealthNet, the
transplant patient must be eligible for MO HealthNet on each date of service. A participant
must have an ID card or eligibility letter to receive MO HealthNet benefits.

Human organ and bone marrow/stem cell transplant coverage is restricted to those
participants who are eligible for MO HealthNet. Transplant coverage is NOT available for
participants who are eligible under a state funded MO HealthNet ME code. (See Section 1.1).

Individuals whose type of assistance does not cover transplants should be referred to their
local Family Support Division office to request application under a type of assistance that
covers transplants. In this instance the MO HealthNet Division Transplant Unit should be
advised immediately. The MO HealthNet Division Transplant Unit works with the Family
Support Division to expedite the application process.

1.8.E MANAGED CARE PARTICIPANTS

Managed care members receive a transplant as a fee-for-service benefit reimbursed by the
MO HealthNet Division. The transplant candidate is allowed freedom of choice of Approved
MO HealthNet Transplant Facilities

The transplant surgery, from the date of the transplant through the date of discharge and
related transplant services (procurement, physician, lab services, etc.) are not the managed
care health plan’s responsibility. The transplant procedure is prior authorized by the MO
HealthNet Division. Claims for the pretransplant assessment and care are the responsibility
of the managed care health plan and must be authorized by the MO HealthNet managed care
health plan.

Any outpatient, inpatient, physician and related support services rendered prior to the date of
the actual transplant surgery must be authorized by the managed care health plan and are the
responsibility of the managed care health plan.

The managed care health plan is responsible for post-transplant follow-up care. In order to
assure continuity of care, follow-up services must be authorized by the managed care health
plan. Reimbursement for those authorized services is made by the managed care health plan.
Reimbursement to non-health plan providers must be no less than the current MO HealthNet
FFS rate.

The MO HealthNet Division only reimburses providers for those charges directly related to
the transplant including the organ or bone marrow/stem cell procurement costs, actual
inpatient transplant surgery costs, postsurgery inpatient hospital costs associated with the
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transplant surgery, and the transplant physicians’ charges and other physicians’ services
associated with the patient’s transplant.

1.8.F MEDICARE COVERED TRANSPLANTS

Kidney, heart, lung, liver and certain bone marrow/stem cell transplants are covered by
Medicare. If the patient has both Medicare and MO HealthNet coverage and the transplant is
covered by Medicare, the Medicare Program is the first source of payment. In this case the
requirements or restrictions imposed by Medicare apply and MO HealthNet reimbursement is
limited to applicable deductible and coinsurance amounts.

Medicare restricts coverage of heart, lung and liver transplants to Medicare-approved
facilities. In Missouri, St. Louis University Hospital, Barnes-Jewish Hospital in St. Louis, St.
Luke’s Hospital in Kansas City, and the University of Missouri Hospital located in
Columbia, Missouri are Medicare-approved facilities for coverage of heart transplants.
Barnes-Jewish Hospital and St. Louis University are also Medicare-certified liver transplant
facilities. Barnes-Jewish Hospital is a Medicare approved lung transplant facility. Potential
heart, lung and liver transplant candidates who have Medicare coverage or who will be
eligible for Medicare coverage within six months from the date of imminent need for the
transplant should be referred to one of the approved Medicare transplant facilities. MO
HealthNet only considers authorization of a Medicare-covered transplant in a non-Medicare
transplant facility if the Medicare beneficiary is too ill to be moved to the Medicare
transplant facility. Refer to Section 13.2.E.
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