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[bookmark: _Toc235100663][bookmark: _Toc235101006][bookmark: _Toc235101195]Introduction
The Brain Injury Waiver (BIW) is administered by the Missouri Department of Social Services (DSS), MO HealthNet Division (MHD), and operated by the Department of Health and Senior Services (DHSS), Division of Senior and Disability Services (DSDS), Bureau of Federal Programs (BFP). The authority for this program is a federally approved waiver under Section 1915(c) of the Social Security Act. Under this section, the Secretary of Health and Human Services (HHS) may approve by waiver the inclusion of Home and Community-Based Services (HCBS) not otherwise covered by a state’s Medicaid Plan (State Plan).
BIW was developed to provide a community-based alternative for participants 21 to 65 years of age with traumatic brain injuries who would otherwise be institutionalized in a nursing facility. Participants must have a traumatic brain injury (TBI) that results in functional limitations which have been clinically documented by a neuropsychologist or physician. The injury must temporarily or permanently impair the participant’s behavioral, cognitive, or physical functions.
[bookmark: _Toc173150938][bookmark: _Toc178772190][bookmark: _Toc178773024][bookmark: _Toc239769174]Section 1: Reimbursement Methodology 
Reimbursement for Brain Injury Waiver (BIW) services is made on a Fee-For-Service (FFS) basis. The maximum allowable fee for a unit of service has been determined by the MO HealthNet Division (MHD) to be a reasonable fee, consistent with efficiency, economy, and quality of care. Payment for covered services is the lower of the provider’s actual billed charge or the maximum allowable per unit of service.
The Centers for Medicare & Medicaid Services (CMS) approval and continued operation of the waiver is contingent upon ensuring that the average annual per capita BIW expenditures do not exceed the average annual per capita expenditures that would have been made under the State Plan had BIW not been implemented. To prove cost effectiveness, DSDS/BFP and MHD must demonstrate that the cumulative cost of BIW services and State Plan services for BIW participants does not exceed the cost of nursing home care and State Plan services that participants would require in the absence of the waiver.
[bookmark: _Toc380741423][bookmark: _Toc173150941][bookmark: _Toc178772193][bookmark: _Toc178773027][bookmark: _Toc239769175]1.1 Fee Schedule
Under a fee schedule, each procedure, service, medical supply, and equipment covered under a specific program has a maximum allowable fee established. MHD determines a maximum allowable fee for the services based upon the current appropriated funds. 
The Fee Schedule identifies covered and non-covered procedure codes, restrictions, allowed units, and the MHD allowable fee per unit. The Fee Schedule is updated monthly and is intended as a reference, not a guarantee for payment.
The Fee Schedule allows for the downloading of individual files or the search for a specific procedure code. Some procedure codes may be billed by multiple provider types. Categories within the Fee Schedule are set up by the service rendered and are not necessarily provider specific. 
Refer to Section 2 of this manual for program-specific benefits and limitations.
[bookmark: CSTAppforProDirDep][bookmark: _SECTION_13-BENEFITS_AND][bookmark: _Section_2:_Benefits][bookmark: _Toc178772194][bookmark: _Toc178773028][bookmark: _Toc239769176]Section 2: Benefits And Limitations
[bookmark: _2.1_General_Information]Some of the services offered under the Brain Injury Waiver (BIW) are already covered by MO HealthNet, but under the waiver, program limitations are removed or expanded to meet the extensive needs of participants.
Therapies available to adults under the State’s Medicaid Plan (State Plan) are limited to rehabilitation. Therapies in BIW are above and beyond what the State Plan provides and are more habilitative in nature. Habilitative therapy is not available under the State Plan.
BIW offers the following services: 
· [bookmark: _Hlk236048673]Waiver Personal Care (PC)
· Applied Behavior Analysis (ABA)
· Assistive Technology
· Cognitive Rehabilitation Therapy (CRT)
· Environmental Access and Modification
· Neuropsychological Evaluation
· Occupational Therapy (OT)
· Physical Therapy (PT)
· Speech Therapy (ST)
[bookmark: _Toc178772197][bookmark: _Toc178773031][bookmark: _Toc239769177]2.1 Waiver Personal Care	
Waiver PC services are medically oriented, maintenance services that assist with activities of daily living (ADLs) and are intended to meet personal requirements that enable the participant to remain in their home and maintain functional capacity by fulfilling needs that cannot be met by other resources. Waiver PC services are authorized when the participant requires hands-on assistance in one (1) or more of the following categories and exceeds the typical level of care (LOC) for an individual of that age: 
· Ambulating
· Bathing
· Bed mobility
· Dressing
· Eating
· Grooming
· Housekeeping
· Transferring
· Toileting
Waiver PC services are above and beyond the limitations for State Plan PC services. Before utilizing waiver PC service units, participants must first exhaust all State Plan PC service units. Waiver PC services may be utilized for care in the home and outside the home to support the performance of normal life activities when medically necessary. The scope and nature of waiver PC services do not differ from State Plan PC services, except that waiver PC may be provided outside the home. 
Providers must meet the same qualifications and training requirements as those for State Plan PC services. Refer to the Personal Care Provider Manual for detailed information regarding training requirements. Waiver PC services do not include skilled or nursing care. 
NOTE: Consumer-Directed Services (CDS) PC is not available in BIW.
Refer to the table below for the Waiver PC service procedure code, modifier, and description. 
	Proc Code
	Modifier
	Description
	Unit

	T1019
	HB
	Waiver Personal Care
	15 minutes


Refer to Section 5.2 of this manual for more information on procedure codes and modifiers.
[bookmark: _Toc178772198][bookmark: _Toc178773032][bookmark: _Toc239769178]2.2 Applied Behavior Analysis
Applied Behavior Analysis (ABA) short-term services are designed to help participants who demonstrate significant challenges in behavior, social, and communication skills acquire functional skills in their homes and communities and/or prevent hospitalization or institutionalization. ABA services may be provided to help a participant learn a new behavior directly related to existing challenging behaviors or to develop functionally equivalent replacement behaviors for identified challenging behaviors. Services may also be provided to increase or reduce existing behavior, or to elicit behavior under precise environmental conditions. Developing functional skills in the participant and their family (including guardians and caregivers) is a key component of ABA services. 
It is essential that the strategies developed are adapted to more typical support strategies so that the treatment plan, called the Behavior Support Plan (BSP), is replaced with these more typical strategies as the service is successful. 
The BSP outlines strategies and procedures to generalize and maintain the effects of the BSP and to collect data to assess the plan’s effectiveness and the fidelity of its implementation. The BSP includes data collection by staff, family, and/or caregivers, who are the primary implementers of the plan. 
Primary implementers of the plan are the individuals directly responsible for ensuring the participant’s needs are met. The service shall include data monitoring from ongoing assessments of the participant’s skills in the following areas: learning, communication, social competence, and self-care. Data collected from the BSP shall guide the development of the care plan, which must include separate, measurable goals and objectives with clear definitions of what constitutes mastery. 
Reports regarding the service must include data presented in a graphical format, with relevant environmental variables that might affect the target behaviors indicated on the graph. The graph provides an indication of analysis by including environmental variables, such as medications and changes in medications, baseline or pre-intervention levels of behavior, and strategy changes.
Performance-based training for guardians, caregivers, and significant others in the participant’s life is also included in the behavior analysis services if these individuals are integral to implementing or monitoring the plan.
ABA services are provided in compliance with the Home and Community-Based Services (HCBS) settings requirements at 42 CFR 441.301(c)(4)-(5).
When an ABA service limit has been met, the Division of Senior and Disability Services (DSDS) service coordinator can submit an exception request to exceed the limit to the DSDS, Bureau of Federal Programs (BFP) BIW Program Manager for review.
ABA services consist of assessment and adaptive behavior treatment components, described below. 
[bookmark: _Toc239769179]Assessment Component 
ABA services are based on an assessment that identifies functional relationships between behavior and the environment, including contextual factors, establishing operations, antecedent stimuli, contributing and controlling consequences, and possible physiological or medical variables related to challenging behaviors or situations. 
[bookmark: _Toc239769180]Behavior Identification Assessment
A behavior identification assessment can be conducted by a physician or other Qualified Health Care Professional (QHCP) during a face-to-face meeting with the participant and their caregiver(s). This service includes administering the following:
· Standardized and non-standardized tests
· Detailed behavioral history
· Participant observation and caregiver interview
· Interpretation of test results
· Discussion of findings and recommendations with the primary guardian(s)/caregiver(s)
· Report preparation
A unit is 15 minutes, with a limit of eight (8) units per year.
[bookmark: _Toc239769181]Behavior Identification Supporting Assessment
A behavior identification supporting assessment can be performed by a Registered Behavior Technician (RBT) under the direction of a QHCP that is a Licensed Behavior Analyst (LBA), by a QHCP under the direction of an LBA, or by an LBA.
A unit is 15 minutes, with a limit of 32 units per day, 100 units per year.
[bookmark: _Toc239769182]Exposure Adaptive Behavior Treatment Follow-Up Assessment
Exposure adaptive behavior treatment follow-up assessments are administered by a QHCP with the assistance of one (1) or more technicians. The follow-up assessment includes the QHCP's interpretation of results, discussion of findings, recommendations for primary caregiver(s), and report preparation. 
Participants in need of these services typically include those with specific, severe destructive behaviors (e.g., self-injurious behavior, aggression, property destruction). These behaviors are assessed using structured testing to examine the events, cues, responses, and consequences associated with the behavior. Exposure behavioral follow up assessment involves exposing the participant to a series of social and environmental conditions associated with the destructive behavior(s). 
Assessment methods include tests designed to examine triggers, events, cues, responses, and consequences associated with maladaptive behaviors. The assessment is conducted in a structured, safe environment.
A unit is 15 minutes, with a limit of 16 units per day. 
[bookmark: _Toc239769183]Adaptive Behavior Treatment Component
Adaptive behavior treatment addresses the participant’s specific target problems and treatment goals, as defined in prior assessments. It is based on principles that include analyzing and altering contextual events and motivating factors, using stimulus-consequence strategies and replacement behaviors, and monitoring outcomes. Goals of adaptive behavior treatment may include reducing repetitive and aberrant behavior and improving communication and social functioning. 
Adaptive behavior skill tasks are often broken down into small, measurable units, and each skill is practiced repeatedly until the participant masters it. Adaptive behavior treatment may occur at multiple sites and in social settings (e.g., controlled treatment programs with one (1) participant or in a group setting, at home, or in other natural environments). 
[bookmark: _Toc239769184]Adaptive Behavior Treatment by Protocol
All adaptive behavior treatment by protocol services must be performed by an RBT or a Licensed Assistant Behavior Analyst (LaBA) under the direction of a QHCP that is an LBA. This service must be provided concurrently with adaptive behavior treatment with protocol modification services by an LBA for at least five percent (5%) of the total units provided by an RBT. Refer to Adaptive Behavior Treatment by Protocol Modification below for more information on those services. 
The QHCP directs the treatment by designing the overall sequence of stimulus and response fading procedures, analyzing the RBT-recorded progress data to help the RBT adhere to the protocol, and judging whether the protocol is producing adequate progress.
A unit is 15 minutes, with a limit of 32 units per day, 160 units per week, and 600 units per month.
[bookmark: _Adaptive_Behavior_Treatment][bookmark: _Toc239769185]Adaptive Behavior Treatment with Protocol Modification
Adaptive behavior treatment with protocol modification services are delivered by a QHCP or LaBA in face-to-face sessions with a participant. The service may include demonstrating the new or modified protocol to an RBT, guardian(s), and/or caregiver. The QHCP demonstrates the modified treatment protocol to the new caregiver, showing how to apply the protocol(s) to facilitate the desired behavior.
Extensions may be approved by the DSDS BIW Program Manager or a designee. Ten percent (10%) of units authorized for this service must be utilized for protocol modification and data analysis. These units require documentation, as with all other units, including the written modified protocol and a graphic display of current data. A progress report describing the analysis and its effects on related intervention strategies is also required and must be documented. 
A unit is 15 minutes, with a limit of 32 units per day, 120 units per week, and 270 units per year.
[bookmark: _Toc239769186]Exposure Adaptive Behavior Treatment with Protocol Modification
Exposure adaptive behavior treatment with protocol modification services are provided to participants with one (1) or more specific severe destructive behaviors (e.g., self-injurious behavior, aggression, property destruction). Treatment requires direct supervision by a QHCP and the presence of two (2) or more RBTs face-to-face with the individual to ensure safe treatment. 
RBTs elicit behavioral effects by exposing participants to specific environmental conditions and treatments and record all occurrences of targeted behaviors. The QHCP previews and analyzes data and refines the therapy using single-case designs. Ineffective components are modified or replaced until discharge goals are achieved (e.g., reducing destructive behaviors by at least ninety percent (90%), generalizing the treatment effects across caregivers and settings, or maintaining treatment effects over time). 
The treatment is delivered in a structured, safe environment. Precautions may include environmental modifications and/or protective equipment to ensure the safety of the participant and RBTs. These services are often provided in intensive outpatient, day treatment, or inpatient settings, depending on the level of risk associated with the behavior. 
This service must receive prior approval from the DSDS BIW Program Manager. 
A unit is 15 minutes, with a limit of 34 units per day, 130 units per week, and 320 units per month.
[bookmark: _Toc239769187]Adaptive Behavior Treatment Social Skills Group
Adaptive behavior treatment social skills group is delivered face-to-face by a QHCP or LaBA to multiple participants, focusing on social skills training and on identifying and targeting individual participants’ social deficits and problem behaviors. The QHCP or LaBA monitors participants’ needs and adjusts the therapeutic techniques during the group as needed. Services to increase target social skills may include modeling, rehearsal, corrective feedback, and homework assignments. Adjustments are made in real time rather than in a subsequent service. 
No more than eight (8) participants may be in attendance for a unit to be billed. This service can be provided concurrently with any of the other treatment services. A unit is 15 minutes, with a limit of six (6) units per day, 30 units per week, and 60 units per month. 
[bookmark: _Toc239769188]Family Adaptive Behavior Treatment Guidance
Family adaptive behavior treatment guidance is delivered face-to-face by a QHCP or LaBA to family members (which may include guardians and caregivers) to teach the family to utilize treatment protocols designed to reduce maladaptive behaviors and/or skill deficits. No more than eight (8) family members may be present for a unit to be billed. This service can be concurrent with any of the other treatment services.
A unit is 15 minutes, with a limit of four (4) units per day, 20 units per week, and 40 units per month. 
[bookmark: _Toc239769189]Applied Behavior Analysis Procedure Codes
Refer to the table below for the ABA service procedure codes, modifiers, descriptions, and limitations. Each unit for all listed ABA services below is 15 minutes. 
	Proc Code
	Modifier
	Description
	Limitations

	97151
	HO HB
	Behavior Identification Assessment, by Physician or QHCP
	8 units per year

	97152
	HM HB
	Behavior Identification Supporting Assessment, by Technician at less than a Bachelor’s degree level
	32 units per day, 100 units per year

	97152
	HN HB
	Behavior Identification Supporting Assessment, by Technician with Bachelor’s degree
	32 units per day, 100 units per year

	97152
	HO HB
	Behavior Identification Supporting Assessment, by Physician or QHCP
	32 units per day, 100 units per year

	0362T 
	HO HB
	Exposure Adaptive Behavior Treatment Follow-Up Assessment, by Physician or QHCP
	16 units per day

	97153
	HM HB
	Adaptive Behavior Treatment by Protocol, by Technician at less than a Bachelor’s degree level
	32 units per day, 160 units per week, 600 units per month

	97153
	HN HB
	Adaptive Behavior Treatment by Protocol, by Technician with Bachelor’s degree
	32 units per day, 160 units per week, 600 units per month

	97155
	HN HB
	Adaptive Behavior Treatment with Protocol Modification, by Technician
	32 units per day, 120 units per week, 270 units per year

	97155
	HO HB
	Adaptive Behavior Treatment with Protocol Modification, by Physician or QHCP
	32 units per day, 120 units per week, 270 units per year

	0373T
	HO HB
	Exposure Adaptive Behavior Treatment with Protocol Modification, by Physician or QHCP
	34 units per day, 130 units per week, 320 units per month

	97158
	HN HB
	Adaptive Behavior Treatment Social Skills Group, by Technician
	6 units per day, 30 units per week, 60 units per month

	97158
	HO HB
	Adaptive Behavior Treatment Social Skills Group, by Physician or QHCP
	6 units per day, 30 units per week, 60 units per month

	97156
	HN HB
	Family Adaptive Behavior Treatment Guidance, by Technician
	4 units per day, 20 units per week, 40 units per month

	97156
	HO HB
	Family Adaptive Behavior Treatment Guidance, by Physician or QHCP
	4 units per day, 20 units per week, 40 units per month


Refer to Section 5.2 of this manual for more information on procedure codes and modifiers.
[bookmark: _Toc239769190]2.3 Assistive Technology
Assistive technology includes adaptive equipment, technologies, items, and products that can be used, modified, or customized to increase, maintain, or improve the functional capabilities of participants with disabilities. Examples include: 
· Determination of the participant’s need for assistive technology 
· Services consisting of the acquisition of assistive technology devices, including        purchasing or leasing services 
· Services consisting of selecting, designing, fitting, customizing, adapting, and applying   assistive technology devices 
· Services consisting of maintaining, repairing, or replacing assistive technology devices not covered by the standard warranty or after the warranty expires
· Coordination and use of necessary therapies, interventions, or services, including assistive technology devices as needed
· Training or technical assistance for the participant or their representative, as appropriate 
· Training or technical assistance, as needed for professionals or other individuals who provide services to, employ, or are otherwise substantially involved in the participant’s major life functions  
Items purchased with waiver funds shall be in addition to any medical equipment and supplies furnished under the State Plan and shall exclude items that are not of direct medical or remedial benefit to the participant. This service is limited to an annual cost cap of $5,000 per participant. 
To provide assistive technology services in BIW, providers must have a DHSS contract as an assistive technology provider, be enrolled with MO HealthNet as a BIW provider and be registered with and in good standing with the Missouri Secretary of State. For information on enrolling as a MO HealthNet provider, refer to Missouri Medicaid Audit and Compliance (MMAC) Provider Enrollment. 
Refer to the table below for the Assistive Technology service procedure code, modifier, and description. 
	Proc Code
	Modifier
	Description

	A9999
	HB
	Assistive Technology


Refer to Section 5.2 of this manual for more information on procedure codes and modifiers.
[bookmark: _Toc178772199][bookmark: _Toc178773033][bookmark: _Toc239769191]2.4 Cognitive Rehabilitation Therapy
Cognitive rehabilitation therapy (CRT) is a range of treatments aimed at restoring cognitive function. It focuses on retraining and strengthening specific cognitive skills, such as attention, memory, and processing speed, and may also include compensatory strategies to support optimal functioning. This service is needed by certain BIW participants whose independent living is at risk due to impaired cognitive function. 
CRT includes goal-oriented counseling to maximize strengths and reduce behavior problems and/or functional deficits that interfere with a participant’s personal, familial, and vocational or community adjustment. It can be provided to participants and their families when the participant is present with the family. This service is not available to adults when State Plan psychology services are appropriate to meet the participant’s needs.
CRT includes psychological testing, initial assessment, periodic outcome evaluation, coordination with family members, caretakers, and other professionals, in addition to direct counseling. This service is needed by certain BIW participants whose living arrangements, job placements, or daily activities are at risk due to maladaptive behavior or poor adjustment.
Services can be provided in the home or in a professional clinic or office outside the participant’s home.
The planning team (the participant, providers, service coordinators, and anyone else the participant chooses) ensures that this service does not duplicate any other services provided to the participant and is not duplicated by any other services. Counseling is a cost-effective alternative to nursing home placement.
To provide CRT services in BIW, providers must have a DHSS contract as a CRT provider and be enrolled with MO HealthNet as a BIW provider. An individual may enroll as a CRT provider if they are a licensed psychologist, counselor, or social worker licensed in accordance with RSMo Chapter 337. An agency may enroll as a CRT provider if it employs licensed psychologists, counselors, or social workers. Refer to MMAC Provider Enrollment for information on enrolling as a MO HealthNet provider. 
Refer to the table below for the CRT service procedure codes, modifiers, and descriptions. 
	Proc Code
	Modifier
	Description
	Unit

	97129
	HB
	Therapeutic Interventions, Cognitive Functioning (initial 15 minutes)
	15 minutes

	97130
	HB
	Therapeutic Interventions, Cognitive Functioning (each additional 15 minutes)
	15 minutes


Refer to Section 5.2 of this manual for more information on procedure codes and modifiers.
[bookmark: _Toc178772200][bookmark: _Toc178773034][bookmark: _Toc239769192]2.5 Environmental Access and Modification
The environmental access and modification service consists of physical adaptations required by the participant's care plan to ensure the participant’s health, welfare, and safety, or to enable the participant to function with greater independence in the community, and without which the participant would require institutionalization. Refer to Section 3.2 of this manual for information on the care plan.
Such adaptations may include installing ramps, widening doorways, modifying bathroom facilities, or installing specialized electrical and plumbing systems to accommodate the medical equipment and supplies necessary for the participant’s welfare. Environmental access and modifications shall exclude adaptations or improvements to the home that are not of direct medical or remedial benefit to the waiver participant (e.g., carpeting, roof repair, central air conditioning). Adaptations that increase the home’s total square footage are excluded from this benefit unless necessary to complete an adaptation. 
Adaptations may be approved for living arrangements (e.g., houses or apartments) where the participant lives, whether owned or leased by the participant, their family, or their legal guardian. These modifications may apply to the participant’s home or vehicle.
The following vehicle adaptations are specifically excluded under BIW: 
· Adaptations or improvements to the vehicle that are of general utility and not of direct medical or remedial benefit to the participant
· Purchase or lease of a vehicle
· Regularly scheduled upkeep and maintenance of a vehicle, except for the upkeep and maintenance of the modification
All adaptations must be recommended by an occupational or physical therapist. Plans for installations should be coordinated with the therapist to ensure the adaptations meet the participant’s needs in accordance with the recommendation. All services must comply with applicable State or local building codes. This service is limited to an annual cost cap of $5,000 per participant. 
To provide environmental access and modification services in BIW, providers must have a DHSS contract, possess an applicable business license, comply with applicable building codes, and be enrolled as a MO HealthNet BIW provider. Refer to MMAC Provider Enrollment for information on enrolling as a MO HealthNet provider.
[bookmark: _Toc239769193]Environmental Access and Modification Procedure Code
Refer to the table below for the Environmental Access and Modification procedure code, modifier, and description. 
	Proc Code
	Modifier
	Description

	S5165
	HB
	Environmental Access and Modification


Refer to Section 5.2 of this manual for more information on procedure codes and modifiers.
[bookmark: _Toc178772201][bookmark: _Toc178773035][bookmark: _Toc239769194]2.6 Neuropsychological Evaluation
To provide neuropsychological evaluation services, a provider must have a DHSS contract, be a licensed psychologist with at least one (1) year of experience working with individuals with a traumatic brain injury (TBI), have a specialty in neuropsychology, and be enrolled as a MO HealthNet provider. Refer to MMAC Provider Enrollment for information on enrolling as a MO HealthNet provider.
Neuropsychological evaluation consists of administering and interpreting a standardized battery of neuropsychological tests to provide information about a participant’s cognitive strengths and weaknesses following TBI. This service includes consultation with the participant, guardian, family, or other key persons designated by the participant and BIW staff for information gathering and/or interpretation of results. The evaluation must produce a report.
Evaluations must be adapted to the participant’s and their family’s cultural, ethnic, linguistic, and communication backgrounds. 
Neuropsychological evaluations may be provided in the following circumstances: 
· A neuropsychological evaluation has not been completed previously, and the planning team needs information to identify a feasible long-term goal.
· Significant changes in the participant’s functional status have occurred, and information from a previous neuropsychological evaluation no longer reflects current functioning. The planning team needs information to help identify a feasible long-term goal.
[bookmark: _Toc239769195]Approved Tests
The following tests are approved as usual and customary for the neuropsychological evaluation:
· Animal Naming
· Beck Anxiety Inventory (BAI-II) 
· Beck Depression Inventory (BDI-II) 
· Boston Naming Test (BNT)
· Brief Visual Memory Test (BVMTR) 
· California Verbal Learning Test (CVLT-2) 
· Category Test
· Controlled Oral Word Association Test (COWAT) 
· Developmental Neuropsychological Assessment (NEPSY)
· Finger Agnosia 
· Grip Strength
· Grooved Peg Board
· Halstead-Reitan Battery
· Judgment of Line Orientation (JOLO) 
· Luria-Nebraska Battery 
· Rey Complex Figure (Copy) 
· Stroop
· Symbol Digit Modality Test (SDMT) 
· Test of Premorbid Functioning (TOPF)
· Trail Making Test Parts A and B 
· Wechsler Adult Intelligence Scale (WAIS-IV) 
· Wechsler Memory Scale (WMS-IV) 
[bookmark: _Toc239769196]Evaluation Report
The following abilities must be addressed in the evaluation report:
· Intelligence
· Academic functions
· Memory
· Attention
· Language
· Visual-Spatial skills
· Executive Functions
· Motor Skills
· Sensory Perception
· Emotional-behavioral functioning
· Speed of information processing
[bookmark: _Toc239769197]Neuropsychological Evaluation Procedure Codes
Refer to the table below for the neuropsychological evaluation service procedure codes, modifiers, and descriptions. 

	Proc Code
	Modifier
	Description
	Unit

	96132
	HB
	Neuropsychological Testing by Psychologist or Physician (initial hour)
	1 hour

	96133
	HB
	Neuropsychological Testing by Psychologist or Physician (each additional hour)
	1 hour

	96136
	HB
	Neuropsychological Testing Administration and Scoring by Psychologist or Physician (initial 30 minutes)
	30 minutes

	96137
	HB
	Neuropsychological Testing Administration and Scoring by Psychologist or Physician (each additional 30 minutes)
	30 minutes


[bookmark: _Toc178772202][bookmark: _Toc178773036]Refer to Section 5.2 of this manual for more information on procedure codes and modifiers.
[bookmark: _Toc239769198]2.7 Occupational Therapy
Occupational therapy (OT) assists participants in learning or regaining skills for daily living. 
OT requires a prescription from a physician or other licensed practitioner of the healing arts and an evaluation by a certified occupational therapist. The service includes evaluation, plan development, direct therapy, consultation, and training for caretakers and others who work with the participant. 
Examples of OT include the use of adaptive equipment, proper positioning, and therapeutic exercises across a variety of settings. 
Services can be provided in the home or in a professional clinic or office outside the home.
Refer to the table below for the OT service procedure code, modifier, and description. 
	Proc Code
	Modifier
	Description
	Unit

	97535
	HB
	Occupational Therapy
	15 minutes


Refer to Section 5.2 of this manual for more information on procedure codes and modifiers.
[bookmark: _Toc178772203][bookmark: _Toc178773037][bookmark: _Toc239769199]2.8 Physical Therapy
Physical therapy (PT) treats physical motor dysfunction using various modalities, as prescribed by a physician or other licensed practitioner of the healing arts and following a physical motor evaluation. It is provided to participants who demonstrate developmental, habilitative, or rehabilitative needs in acquiring skills for adaptive functioning at the highest possible level of independence.
PT requires a prescription from a physician or other licensed practitioner of the healing arts and an evaluation by a certified physical therapist. The service includes evaluation, plan development, direct therapy, consultations, and training for caretakers and others who work with the participant. Services may be provided by a licensed physical therapist or a licensed physical therapist assistant (PTA) under the supervision of a physical therapist.
This service may include clinical consultation provided to participants, parents, primary caregivers, and other programs or habilitation service providers. 
Services can be provided in non-institutional, community-based settings, such as the participant’s home or in a professional clinic or office outside the home.
Refer to the table below for the PT service procedure code, modifier, and description. 
	Proc Code
	Modifier
	Description
	Unit

	97110
	HB
	Physical Therapy
	15 minutes


[bookmark: _Toc178772204][bookmark: _Toc178773038]Refer to Section 5.2 of this manual for more information on procedure codes and modifiers.
[bookmark: _Toc239769200]2.9 Speech Therapy
Speech therapy (ST) is for participants with speech, language, or hearing impairments. 
Services may be provided by a licensed speech language therapist. The participant’s need for this therapy must be determined through a speech/language evaluation conducted by a certified audiologist or a state certified speech therapist. The need for services must be identified in the care plan and prescribed by a physician or other licensed practitioner of the healing arts. Refer to Section 3.2 of this manual for information on the care plan.
ST provides treatment for delayed speech, stuttering, spastic speech, aphasic disorders, and hearing disabilities that require specialized auditory training, lip reading, signing, or the use of a hearing aid. Services can be provided in the home or in a professional clinic or office setting outside the home.
Services may include consultations for families, other caretakers, and habilitation service providers.
Refer to the table below for the ST service procedure code, modifier, and description. 
	Proc Code
	Modifier
	Description
	Unit

	92507
	HB
	Speech Therapy
	15 minutes


Refer to Section 5.2 of this manual for more information on procedure codes and modifiers.
[bookmark: _Toc173150944][bookmark: _Toc178772205][bookmark: _Toc178773039][bookmark: _Toc239769201]2.10 Participant Conditions of Participation
To participate in BIW, a participant cannot receive services under another waiver. In addition, the participant must: 
· Have medical documentation of a TBI
· Be MO HealthNet-eligible
· Have a federally matched Medicaid Eligibility (ME) code (refer to the General Sections Manual for state-only funded ME Codes)
· Require medical care equivalent to the LOC received in a nursing home
[bookmark: _Hlk214961262]The participant must be eligible for MO HealthNet benefits on the day the service is delivered; otherwise, the provider will not be reimbursed by the MO HealthNet Division (MHD). This requirement applies even if the service was prior authorized. It is the provider’s responsibility to verify eligibility by contacting Provider Communications at (573) 751-2896, toll-free at (833) 222-7916, or online via eMOMED. Refer to the General Sections Manual for further information. 
Refer to Section 3.1 of this manual for more information on prior authorization.
[bookmark: _Toc363026918][bookmark: _Toc398131288][bookmark: _Toc154653693][bookmark: _Toc173150945][bookmark: _Toc178772206][bookmark: _Toc178773040][bookmark: _Toc239769202]Participant's Rights and Procedures
The provider shall have a written statement of the participant's rights, which shall be provided to each participant/responsible party(ies) at the time service is initiated and shall include, at a minimum, the right to:
· Be treated with respect and dignity
· Have all personal and medical information kept confidential
· Have direction over the services provided, to the extent possible, within the authorized care plan
· Know the procedure to report abuse, neglect, or exploitation
· Receive service without regard to race, creed, color, age, sex, or national origin
· Receive a copy of the written statement of the participant’s rights
[bookmark: _Toc173150946][bookmark: _Toc178772207][bookmark: _Toc178773041][bookmark: _Toc239769203]2.11 Participant Assessment
An assessment for BIW is conducted by a DSDS Service Coordinator. During the assessment, the DSDS Service Coordinator determines the participant’s current LOC and the medical necessity for continued services. The assessment process includes a discussion of all possible alternatives the participant/responsible party(ies) may choose, including nursing home placement. 
To participate in BIW, the participant must require nursing home LOC. Once nursing home LOC is established, the DSDS Service Coordinator and the participant/responsible party work together to develop a care plan. Refer to Section 3.2 of this manual for information on the care plan.
[bookmark: _Toc173150947][bookmark: _Toc178772208][bookmark: _Toc178773042][bookmark: _Toc239769204]2.12 Case Management Requirements
The DSDS Service Coordinator provides the following case management services to participants enrolled in BIW:
· Process the referral to determine eligibility
· Ensure waiver slot availability, as slots are limited; if a slot is not available, add the participant to the waiver enrollment wait list
· Complete the assessment and discuss service options with the participants
· Authorize appropriate services with approval from the DSDS BIW Program Manager
· Contact the participant monthly
· Conduct annual home visits
· Complete the following every 12 months or whenever there is a significant change in the participant's condition:
· Client assessment
· LOC determination summary
· Care plan
· Prior authorization request
[bookmark: _2.5_Provider_Participation][bookmark: _Toc173150948][bookmark: _Toc178772209][bookmark: _Toc178773043][bookmark: _Toc239769205]2.13 Provider Participation
Prospective providers must contract with DHSS by completing a Brain Injury Waiver Participation Agreement and a Business Entity Certification, Enrollment Documentation, and Affidavit of Work Authorization.  Questions regarding contracting with DHSS shall be directed to the DHSS Waivers email at Waivers.LTSS@health.mo.gov.
After contracting with DHSS, providers must enroll as a MO HealthNet provider (provider type 85) with the Missouri Medicaid Audit and Compliance (MMAC) Unit. Refer to MMAC Provider Enrollment for more information. 
[bookmark: _Toc173150949][bookmark: _Toc178772210][bookmark: _Toc178773044][bookmark: _Toc239769206]Personnel Record
Providers must maintain an individual personnel record for each employee. A personnel record is confidential and shall be protected from damage, theft, and unauthorized inspection. An individual personnel record shall, at a minimum, include the following:
· Employment application with the employee’s signature, including date of birth, education, work experience, and the dates of employment with and termination from (if applicable) the service provider
· All documentation of criminal history screenings conducted 
[bookmark: _Toc239769207][bookmark: _Toc164160261][bookmark: _Toc178772211][bookmark: _Toc178773045]Criminal History Screening
BIW providers must complete an Employee Disqualification List (EDL) screening, as required by statute at 192.2490 RSMo, and a criminal record review through the Missouri State Highway Patrol (MSHP) for all new applicants prior to employment in positions involving contact with participants. 
No person who left or was discharged from employment with any other employer due to abuse or neglect of patients, participants, or clients and whose dismissal or departure has not been reversed by any tribunal or agency, may be employed or volunteer in any capacity. 
BIW providers are also required to conduct periodic checks of the EDL to determine whether any current employee, contractor, or volunteer has been added to it recently. If a provider finds that a current employee has been added to the EDL, that employee will not be allowed to be employed as a caregiver. Providers must comply with the rules set forth in 19 CSR 30-82.060 regarding ineligible employees. 
Providers may satisfy these screening requirements by conducting an investigation through the Family Care Safety Registry (FCSR), provided there is sufficient documentation showing the screened person’s identity, the date the screening was required and completed, and the screening outcome. The FCSR accesses the following background information from Missouri data only, obtained through the following cooperating state agencies:
· State criminal background records maintained by MSHP
· Sex Offender Registry information maintained by MSHP
· Child abuse/neglect records maintained by DSS
· EDL maintained by DHSS
· Employee Disqualification Registry maintained by the Missouri Department of Mental Health (DMH)
· Child-Care facility licensing records maintained by DHSS
· Foster parent licensing records maintained by DSS
DHSS is responsible for maintaining the FCSR and EDL. Refer to DHSS Background Information for additional information.
[bookmark: _Toc239769208]Electronic Visit Verification
In accordance with the 21st Century CURES Act and 13 CSR 70-3.320, providers are required to utilize an electronic visit verification (EVV) system to document services rendered for Medicaid-funded in-home personal care services. EVV requirements do not apply to services provided in residential or group settings, such as Residential Care Facilities (RCFs) or Assisted Living Facilities (ALFs). 
The EVV system must collect the following data elements:  
· Type of service performed
· Individual receiving the service
· Date of the service
· Location of the service delivery when it begins and ends
· Individual providing the service
· Time the service begins and ends
The EVV system must have the ability to exchange data with the EVV Aggregator Solution (EAS) designated by the Department of Social Services (DSS). Each provider is responsible for registering their contracted EVV vendor, logging into the EAS at least weekly to verify that the vendor sends timely and accurate visit data to the EAS, and reporting any suspected falsification of data to MMAC. Agencies with no data in the EAS for participants who have received Medicaid-funded in-home personal care services are out of compliance with EVV requirements. 
During claims processing, claims for personal care services are matched to EVV data. The fields matched include the following:
Participant designated client number (DCN)/MO HealthNet identification number (ID)
· Date of service 
· Procedure code and/or modifier combination
· MO HealthNet provider ID
[bookmark: PER13.1.E]All EVV data must be available for inspection by DSS and DHSS. Providers found to be out of compliance with EVV requirements will be subject to administrative actions by MMAC. Refer to Electronic Visit Verification for more information, such as administrative rules and other announcements. For questions about EVV, contact AskEVV@dss.mo.gov.
[bookmark: _Toc239769209]Cancellation of Authorized Services by a Provider Agency 
Service providers must give at least 21 days’ written notice to the participant and/or parent(s)/responsible party(ies) and to BIW staff before discontinuing services, except in the case of an unsafe environment for the provider staff. The existing provider agency must continue to provide care in accordance with the care plan for these 21 days or until BIW staff, the participant, and/or parent(s)/responsible party(ies) can make alternate arrangements. The DSDS Service Coordinator must assist the participant and/or parent(s)/responsible party(ies) in making appropriate arrangements to locate and transfer care (if possible and necessary) to a new provider. 
Reasons the provider may decide to discontinue services may include, but are not limited to: 
· Noncompliance by the participant and/or parent(s)/responsible party(ies) with the agreed upon care plan; refer to Section 3.2 of this manual for information on the care plan 
· Provider is no longer able to meet the participant’s service needs 
· Participant/family requests a change 
The provider must notify the BIW staff within 72 hours of case closure in the following circumstances: 
· Death of the participant 
· Participant’s admission to a health care facility 
· Participant no longer needs care 
· Environment has become unsafe for the provider staff
[bookmark: _Toc154653707][bookmark: _Toc173150951][bookmark: _Toc178772212][bookmark: _Toc178773046][bookmark: _Toc239769210][bookmark: _Hlk174515527]2.14 Abuse, Neglect, and Exploitation
Providers must report all instances of possible adult abuse, neglect, and exploitation (ANE) to the Adult Abuse and Neglect Hotline by calling (800) 392-0210 or by submitting a report through the Missouri Adult Abuse and Neglect Hotline Online Reporting System. Providers must also report any suspected ANE by a caretaker, including BIW staff.
[bookmark: _Toc173150952][bookmark: _Toc178772213][bookmark: _Toc178773047][bookmark: _Toc239769211]2.15 Home and Community-Based Services Settings Requirements
In accordance with 42 CFR 441.301(c)(4), the setting in which HCBS are provided must be integrated in and support full access to the greater community for individuals receiving HCBS. This includes opportunities to seek employment and work in competitive, integrated settings, to engage in community life, to control personal resources, to choose where they live, and to receive community services to the same extent as individuals who do not receive HCBS.
According to 42 CFR 441.301(c)(4), providers must comply with and maintain continued compliance with the following requirements:
· Be integrated in and support full access to the greater community
· Provide opportunities to seek employment, work in competitive, integrated settings, engage in community life, and control personal resources
· Ensure the individual receives community services to the same extent of access as individuals who do not have MO HealthNet coverage
· Be selected by the individual from the available settings options, including non-disability specific settings and options for a private unit in a residential setting
· Ensure an individual’s rights to privacy, dignity, respect, and freedom from coercion and restraint
· Optimize individual initiative, autonomy, and independence in making life choices, including but not limited to daily activities, the physical environment, and with whom to interact
· [bookmark: 2.8_Termination_of_Waiver_Participation][bookmark: _bookmark26]Facilitate individual choice regarding services and supports, and who provides the services
[bookmark: _Toc173150953][bookmark: _Toc178772214][bookmark: _Toc178773048][bookmark: _Toc239769212]2.16 Termination of Waiver Participation
A participant may be terminated from BIW if the participant:
· Elects to exit BIW
· Turns 65 years of age (they may transition to the Aged and Disabled Waiver)
· Cannot be maintained at home utilizing BIW services
· Is assessed to no longer need BIW services
· Has needs that are better met by another HCBS waiver
· Moves out of Missouri
· [bookmark: 2.9_Participant_Case_Record][bookmark: _bookmark27]Is no longer MO HealthNet-eligible
Refer to the Aged and Disabled Waiver Provider Manual for additional information. 
[bookmark: _Toc173150954][bookmark: _Toc178772215][bookmark: _Toc178773049][bookmark: _Toc239769213]Section 3: Special Documentation Requirements  
[bookmark: _3.1_Prior_Authorization][bookmark: _Toc173150955][bookmark: _Toc178772216][bookmark: _Toc178773050][bookmark: _Toc239769214]3.1 Prior Authorization
[bookmark: PDNHomeHealthCertificationandPlanofTreat]All Brain Injury Waiver (BIW) services must be prior authorized by the Division of Senior and Disability Services (DSDS) within the Department of Health and Senior Services (DHSS). The DSDS Service Coordinator completes the Prior Authorization (PA) Request.
The DSDS Service Coordinator may prior authorize up to six (6) months of BIW services in advance. The authorization is then reviewed and, if appropriate, approved by the DSDS BIW Program Manager. Subsequent authorization periods depend on reassessment of the participant’s individual needs. DSDS has ultimate authority to approve requests for BIW services. Procedures for obtaining PA are:
· Participant/responsible party advises the DSDS Service Coordinator of their chosen provider(s) for services and/or supplies
· The DSDS Service Coordinator prepares PA Requests for submission to the DSDS BIW Program Manager. Procedure codes and service types are identified on the PAs for services and supplies. Refer to Section 5 of this manual for information on procedure codes. 
· DSDS BIW Program Manager submits approved and denied PAs to the fiscal agent for entry into the system to ensure proper claim processing. If the provider has questions about PA status, they should call Provider Communications at (573) 751-2896 or toll-free at (833) 222-7916.
Before delivering BIW services, the provider must receive PA approval from the DSDS Service Coordinator. That PA will specify which services are authorized and the quantity approved for each participant they serve, for a specific period. 
[bookmark: _3.2_Plan_of][bookmark: _Toc173150956][bookmark: _Toc178772217][bookmark: _Toc178773051][bookmark: _Toc239769215]3.2 Care Plan
A care plan for each BIW participant must be maintained at the facility where services are provided and made available for audit purposes at any time. The MO HealthNet Division (MHD) does not require a specific form for the care plan. Services must be provided in accordance with the care plan.
A participant’s care plan must be evaluated at regular intervals in accordance with standard medical practice guidelines. The care plan must specify the following: 
· Diagnosis
· Desired outcome
· Nature of the treatment and/or services
· Frequency of treatment (number of minutes per day/per week/per month) 
· Duration of treatment (weeks or months) 
[bookmark: PDNHCYProviderMonitoringLog][bookmark: _SECTION_15-BILLING_INSTRUCTIONS][bookmark: _Toc173150957][bookmark: _Toc178772218][bookmark: _Toc178773052][bookmark: _Toc239769216]Section 4: Billing Instructions
[bookmark: _Hlk200006461][bookmark: _Hlk200006351][bookmark: _Hlk200006375]Providers exchanging electronic transactions with the MO HealthNet Division (MHD) should access the ASC X12N Implementation Guides adopted under the Health Insurance Portability and Accountability Act (HIPAA). For Missouri-specific information, including connection methods, the biller’s responsibilities, forms to be complete prior to submitting electronic information, as well as supplemental information, reference the X12 Version v5010 and  NCPDP Telecommunication D.0 & Batch Transaction Standard V.1.1 Companion Guides. 
[bookmark: _Toc395251019][bookmark: _Toc143092180][bookmark: _Toc239769217][bookmark: _Toc380738414][bookmark: _Toc173150959][bookmark: _Toc178772220][bookmark: _Toc178773054]4.1 Electronic Data Interchange
Providers may submit claims online via eMOMED. To access eMOMED, providers are required to register. Each individual provider, billing staff, or billing service/clearing house representative must be approved to access eMOMED.  
The following claim types can be used in online applications: Medical (NSF), Inpatient and Outpatient (UB-04), Dental, Nursing Home, and Pharmacy. For convenience, some of the input fields are set as indicators or accepted values in drop-down boxes. Providers have the option to input and submit claims individually or in a batch submission. A confirmation file is returned for each transmission.
Refer to the General Sections Manual for more information.
[bookmark: _Toc239769218]4.2 CMS-1500 Claim Form
The CMS-1500 claim form is used to bill MHD for Brain Injury Waiver (BIW) services unless a provider bills those services electronically. Instructions on how to complete the CMS-1500 claim form are below.
The CMS-1500 claim form should be typed or legibly printed. It may be duplicated if the copy is legible. MHD claims should be mailed to:
Wipro Infocrossing 
P.O. Box 5600
Jefferson City, MO 65102
NOTE: An asterisk (*) beside field numbers indicates required fields. These fields must be completed, or the claim will be denied. All other fields should be completed as applicable. Two (2) asterisks (**) beside the field number indicate a field is required in specific situations.

	Field Number
	Field Name
	Instructions for Completion

	1
	Type of Health Insurance Coverage
	Show type of health insurance coverage applicable to this claim by checking the appropriate box. For example, if a Medicare claim is being filed, check the Medicare box, if a MO HealthNet claim is being filed, check the Medicaid box and if the participant has both Medicare and MO HealthNet, check both boxes.

	1a*
	Insured’s ID Number
	Enter the participant’s eight (8)-digit MO HealthNet (DCN) or MO HealthNet Managed Care ID number as shown on the participant’s ID card

	2*
	Patient’s Name
	Enter last name, first name, middle initial in that order as it appears on the ID card

	3
	Patient’s Birth Date
Sex 
	Enter month, day and year of birth
Mark appropriate box 

	4**
	Insured’s Name
	If there is individual or group insurance besides MO HealthNet, enter the name of the primary policyholder. If this field is completed, Fields 6, 7, 11, and 13 are also completed. If no private insurance is involved, leave blank.

	5
	Patient’s Address
	Enter address and telephone number, if available

	6**
	Patient’s Relationship to Insured
	Mark appropriate box if there is other insurance. If no private insurance is involved, leave blank.

	7**
	Insured’s Address
	Enter the primary policyholder’s address; enter policyholder’s telephone number, if available. If no private insurance is involved, leave blank.

	8
	Patient Status
	Not required

	9**
	Other Insured’s Name
	If there is other insurance coverage in addition to the primary policy, enter the secondary policyholder’s name. For private insurance only, if no private insurance is involved, leave blank.

	9a**
	Other Insured’s Policy or Group Number 
	Enter the secondary policyholder’s insurance policy number or group number, if the insurance is through a group such as an employer, union, etc. For private insurance only, if no private insurance is involved, leave blank.

	9b**
	Other Insured’s Date of Birth
	Enter the secondary policyholder’s date of birth and mark the appropriate box for sex. For private insurance only, if no private insurance is involved, leave blank.

	9c**
	Employer’s Name
	Enter the secondary policyholder’s employer name. For private insurance only, if no private insurance is involved, leave blank.

	9d**
	Insurance Plan Name or Program Name
	Enter the other insured's insurance plan or program name
If the insurance plan denied payment for the service provided, attach valid denial from the insurance plan. For private insurance only, if no private insurance is involved, leave blank.

	10a-10c**
	Is Condition Related to:
	If services on the claim are related to a participant’s employment, auto accident, or other accident, mark the appropriate box. If the services are not related to an accident, leave blank. For private insurance only, if no private insurance is involved, leave blank.

	10d
	Reserved for Local Use
	May be used for comments/descriptions

	11**
	Insured’s Policy Group or FECA Number
	Enter the primary policyholder’s insurance policy number or group number, if the insurance is through a group, such as an employer, union, etc.  For private insurance only, if no private insurance is involved, leave blank.

	11a**
	Insured’s Date of Birth, Sex
	Enter primary policyholder’s date of birth and mark the appropriate box reflecting the sex of the primary policyholder. For private insurance only, if no private insurance is involved, leave blank.

	11b**
	Employer’s Name
	Enter the primary policyholder’s employer name. If no private insurance is involved, leave blank. 

	11c**
	Insurance Plan Name
	Enter the primary policyholder’s insurance plan name. If the insurance plan denied payment for the service provided, attach valid denial from the insurance plan. For private insurance only, if no private insurance is involved, leave blank.

	11d**
	Other Health Plan
	Indicate whether the participant has another health insurance plan; if so, complete Fields 9, 9a, 9b, 9c, and 9d with the secondary insurance information. For private insurance only, if no private insurance is involved, leave blank.

	12
	Patient’s Signature
	Leave blank

	13**
	Insured’s Signature
	This field should be completed only when the participant has another health insurance policy. Obtain the policyholder’s or authorized person’s signature for assignment of benefits. The signature is necessary to ensure the insurance plan pays any benefits directly to the provider of MO HealthNet. Payment may otherwise be issued to the policyholder requiring the provider to collect insurance benefits from the policyholder. 

	14
	Date of Current Illness, Injury, or Pregnancy
	Leave blank 

	15
	Date Same/Similar Illness
	Leave blank 

	16
	Dates Patient Unable to Work
	Leave blank 

	17**

	Name of Referring Provider or Other Source
	Enter the name of the referring MHD-enrolled primary care provider


	17a**
	Other ID #
	Enter the Provider Taxonomy qualifier ZZ in the first shaded area if the provider reported in 17b is required to report a Provider Taxonomy Code to MHD. Enter the corresponding 10-digit Provider Taxonomy Code in the second shaded area for the provider reported in 17b.

	17b**
	NPI
	Enter the National Provider Identifier (NPI) number of the referring or ordering provider

	18
	Hospitalization Dates
	Leave blank

	19
	Reserved for Local Use
	Providers may use this field for additional remarks/descriptions

	20
	Lab Work Performed Outside Office
	Leave blank

	21*
	Diagnosis
	Enter the complete current International Classification of Diseases, Clinical Modification (ICD-M) diagnosis code(s). Enter the primary diagnosis under No. 1, the secondary diagnosis under No. 2, etc.

	22**
	MO HealthNet Resubmission
	For timely filing purposes, if this is a resubmitted claim, enter the Internal Control Number (ICN) of the previous related claim or attach a copy of the original Remittance Advice indicating the claim was initially submitted timely.

	23
	Prior Authorization Number
	Leave blank 

	24a*
	Date of Service
	Enter the date of service under ‘from’ in month/day/year format, using six (6)-digit format in the unshaded area of the field. All line items must have a from date.
The six (6) service lines have been divided to accommodate submission of both the NPI and another/proprietary identifier during the NPI transition and to accommodate the submission of supplemental information to support the billed service. The top area of the service lines is shaded and is the location for reporting supplemental information. It is not intended to allow the billing of 12 lines of service. 

	24b*
	Place of Service
	Enter the appropriate place of service (POS) code in the unshaded area of the field. Refer to Section 4.4 of this manual for POS code information.

	24c*
	EMG-Emergency
	Leave blank

	24d*
	Procedure Code
	Enter the appropriate Current Procedural Terminology (CPT) or Health Care Procedure Coding System (HCPCS) code and applicable modifiers, if any, corresponding to the service rendered in the unshaded area of the field. (Field 19 may be used for remarks or descriptions.) See Section 5 of this manual for applicable procedure codes. 

	24e*
	Diagnosis Pointer
	Enter 1, 2, 3, 4 or the actual diagnosis code(s) from Field 21 in the unshaded area of the field 

	24f*
	Charges
	Enter the provider’s charge for each line item in the unshaded area of the field. This should be the total charge if multiple days or units are shown. 

	24g*
	Days or Units
	Enter the number of days or units of service provided for each detail line in the unshaded area of the field. The system auto populates a ‘1’ if the field is left blank. 

	24h**
	EPSDT/Family Planning
	If the service is: 
· Early Periodic Screening Diagnosis and Treatment (EPSDT)/Healthy Children and Youth (HCY) screening service or referral, enter ‘E’ 
· Family Planning-related, enter ‘F’ 
· Both EPSDT/HCY and Family Planning, enter ‘B’

	24i**
	ID Qualifier
	A provider taxonomy code must be reported if providers have one (1) NPI for multiple legacy MO HealthNet provider numbers. If the rendering provider is required to report a Provider Taxonomy Code to MHD, enter the Provider Taxonomy qualifier ZZ in the shaded area. 

	24j**
	Rendering Provider ID
	If the Provider Taxonomy qualifier (ZZ) was reported in Field 24i; enter the corresponding 10-digit Provider Taxonomy Code in the shaded area.
Enter the 10-digit NPI number of the individual rendering the service in the unshaded area

	25
	SS #/Fed Tax ID
	Leave blank

	26
	Patient Account Number
	For the provider’s own information, a maximum of 12 alpha and/or numeric characters may be entered here 

	27
	Assignment
	Not required on MHD claims 

	28*
	Total Charge
	Enter the sum of the line item charges

	29
	Amount Paid
	Enter the total amount received by all other insurance resources, excluding previous MHD payments, Medicare payments, cost sharing, and copay amounts

	30
	Balance Due
	Enter the difference between the total charge (Field 28) and the amount paid (Field 29)

	31
	Provider Signature 
	Not required 

	32**
	Name and Address of Facility
	If services were rendered in a facility other than the home or office, enter the name and location of the facility. This field is required when the POS is other than home or office.

	32a**
	NPI#
	Enter the 10-digit NPI number of the service facility location reported in Field 32

	32b**
	Other ID#
	A provider taxonomy code must be reported if providers have one (1) NPI for multiple legacy MO HealthNet provider numbers. If the provider is required to report a Provider Taxonomy Code to MHD, enter the Provider Taxonomy qualifier ZZ and corresponding 10-digit Provider Taxonomy code for NPI number reported in Field 32a. Do not enter a space, hyphen, or other separator between the qualifier and code.

	33*
	Provider Name/Number/Address
	Enter the provider’s name, phone number, and address 

	33a**
	NPI#
	Enter the NPI number of the billing provider in Field 33

	33b**
	Other ID#
	If the provider is required to report a Provider Taxonomy Code to MHD, enter Provider Taxonomy qualifier ZZ and corresponding 10-digit Provider Taxonomy Code for the NPI number reported in Field 33a. Do not enter a space, hyphen, or other separator between the qualifier and code. 


[bookmark: _Toc380738415][bookmark: _Toc173150960][bookmark: _Toc178772221][bookmark: _Toc178773055][bookmark: _Toc239769219]4.3 Resubmission of Claims
Any line item on a claim that resulted in a zero (0) payment can be resubmitted if it denied due to a correctable error. The error that caused the claim to be denied must be corrected before resubmitting the claim. The provider may resubmit electronically or on a CMS-1500 claim form. If a line item on a claim paid but the payment was incorrect, do not resubmit that line item. For instance, if a provider bills the incorrect amount for a service, the claim cannot be resubmitted. It will deny it as a duplicate. Refer to the General Sections Manual for an explanation of the adjustment request process.
[bookmark: _4.4_Place_of][bookmark: _Toc239769220]4.4 Place of Service Codes
BIW services may be rendered in the following locations, and the appropriate POS code must be entered when submitting a claim:
	[bookmark: RANGE!A2]POS Code
	Description
	[bookmark: RANGE!B2]Definition

	[bookmark: RANGE!A3]04 
	Homeless Shelter
	A facility of location whose primary purposes is to provide temporary housing to homeless individuals (e.g., emergency shelters, individual or family shelters)

	[bookmark: RANGE!A4]11 
	Office
	[bookmark: RANGE!B4]Location, other than a hospital, skilled nursing facility (SNF), military treatment facility, community health center, state or local public health clinic or nursing facility (NF), or intermediate care home, where the health professional routinely provides health examinations, diagnosis and treatment of illness or injury on an ambulatory basis

	12 
	Home
	Location, other than a hospital or other facility, where the participant receives care in a private residence

	22 
	Outpatient Hospital
	A portion of the hospital which provides diagnostic, therapeutic (both surgical and non-surgical), and rehabilitation services to sick or injured persons who do not require hospitalization or institutionalization

	99 
	Other Unlisted Facility
	Other places of service not identified


[bookmark: _Toc380738419][bookmark: _Toc173150964][bookmark: _Toc178772225][bookmark: _Toc178773059]Refer to the General Sections Manual for more information on POS codes.
[bookmark: _Toc239769221]4.5 Insurance Coverage	
Participant eligibility and third-party liability (TPL) information may be verified via eMOMED or    by calling Provider Communications at (573) 751-2896 or toll-free at (833) 222-7916. Providers must always ask participants if they have third party insurance regardless of the TPL information given by Provider Communications or eMOMED. It is the provider’s responsibility to obtain from the participant the name and address of the insurance company, the policy number, and the type of coverage. For additional TPL information, refer to the General Sections Manual.
[bookmark: _Toc343781473][bookmark: _Toc194331760][bookmark: _Toc239769222]4.6 Diagnosis Codes
[bookmark: _Hlk200008828]The diagnosis code must be entered on the claim form exactly as it appears in the applicable ICD-CM. Note that the appropriate code(s) may be up to seven (7) characters, depending upon the participant’s diagnosis and applicable ICD code version. 
Claims may be denied if the applicable version of ICD diagnosis code is not used. The applicable ICD-CM should be used as a guide in the selection of the appropriate diagnosis code. 
Additional information regarding the ICD-CM may be found on the CDC website.
[bookmark: _Section_5:_][bookmark: _Section_5:_Procedure][bookmark: _Toc173150966][bookmark: _Toc178772227][bookmark: _Toc178773061][bookmark: _Toc239769223]Section 5: Procedure Codes 
[bookmark: _Toc239769224]5.1 Procedure Codes
All services listed in this section must be prior authorized for Brain Injury Waiver (BIW) participants by the Division of Senior and Disability Services (DSDS).
Procedure codes used by the MO HealthNet Division (MHD) are identified as Health Care Procedure Coding System (HCPCS) codes. The HCPCS is divided into two (2) subsystems, referred to as Level I and Level II. Level I is comprised of Current Procedural Terminology (CPT) codes that are used to identify medical services and procedures furnished by physicians and other health care professionals. Level II is comprised of the HCPCS National Level II codes that are used primarily to identify products, supplies, and services not included in the CPT codes. 
Reference materials regarding the HCPCS CPT may be obtained through the American Medical Association.
Refer to the table below for information on BIW procedure codes, modifiers, descriptions, and units. Refer to Section 2 of this manual for additional information on services and limitations. 
The HB modifier must be used when billing BIW procedure codes, in addition to any other applicable modifier(s). Refer to Section 5.2 of this manual for more information on each modifier listed. 
	Proc Code
	Modifier
	Description
	Unit

	0362T
	HO HB
	Exposure Adaptive Behavior Treatment Follow-Up Assessment, by Physician or Qualified Health Care Provider (QHCP)
	15 minutes

	0373T
	HO HB
	Exposure Adaptive Behavior Treatment with Protocol Modification, by Physician or QHCP
	15 minutes

	A9999
	HB
	Assistive Technology
	N/A

	S5165
	HB
	Environmental Access and Modification
	N/A 

	T1019
	HB
	Waiver Personal Care
	15 minutes

	92507
	HB
	Speech Therapy
	15 minutes

	96132
	HB
	Neuropsychological Testing by Psychologist or Physician (initial hour)
	1 hour

	96133
	HB
	Neuropsychological Testing by Psychologist or Physician (each additional hour)
	1 hour

	96136
	HB
	Neuropsychological Testing Administration and Scoring by Psychologist or Physician (initial 30 minutes)
	30 minutes

	96137
	HB
	Neuropsychological Testing Administration and Scoring by Psychologist or Physician (each additional 30 minutes)
	30 minutes

	97110
	HB
	Physical Therapy
	15 minutes

	97129
	HB
	Therapeutic Interventions, Cognitive Functioning (initial 15 minutes)
	15 minutes

	97130
	HB
	Therapeutic Interventions, Cognitive Functioning (each additional 15 minutes)
	15 minutes

	97151
	HO HB
	Behavioral Identification Assessment, by Physician or QHCP
	15 minutes

	97152
	HM HB
	Behavioral Identification Support Assessment, by Technician
	15 minutes

	97152
	HN HB
	Behavioral Identification Support Assessment, by Technician
	15 minutes

	97152
	HO HB
	Behavioral Identification Support Assessment, by Physician or QHCP
	15 minutes

	97153
	HM HB
	Adaptive Behavior Treatment, by Technician
	15 minutes

	97153
	HN HB
	Adaptive Behavior Treatment, by Technician
	15 minutes

	97155
	HN HB
	Adaptive Behavior Treatment with Protocol Modification, by Technician
	15 minutes

	97155
	HO HB
	Adaptive Behavior Treatment with Protocol Modification, by Physician or QHCP
	15 minutes

	97156
	HN HB
	Family Adaptive Behavior Treatment Guidance, by Technician
	15 minutes

	97156
	HO HB
	Family Adaptive Behavior Treatment Guidance, by Physician or QHCP
	15 minutes

	97158
	HN HB
	Adaptive Behavior Treatment Social Skills Group, by Technician
	15 minutes

	97158
	HO HB
	Adaptive Behavior Treatment Social Skills Group, by Physician or QHCP
	15 minutes

	97535
	HB
	Occupational Therapy
	15 minutes


[bookmark: _5.2_Brain_Injury][bookmark: _5.2_Modifiers][bookmark: _5.2_Modifiers_1][bookmark: _Toc239769225]5.2 Modifiers
Claims must be submitted using the appropriate modifier(s). The HB modifier must be used when billing BIW procedure codes, in addition to any other applicable modifier(s), listed below.
	[bookmark: _Hlk236233517]Modifier
	Description

	HB
	BIW

	HM
	Less than a Bachelor’s degree level 

	HN
	Bachelor’s degree level

	HO
	Master’s degree level
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