Hospice Provider Training




Objectives
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Objectives

— Understand changes to the Nevada Medicaid Services Manual Chapter 3200

— Understand how to complete new Hospice Prior Authorization Request form (FA-95)
— ldentify common mistakes of additional forms and successfully complete all forms
— Properly navigate EVS Web Portal

— Understand how to submit Prior Authorization requests via the Web Portal



Policy Changes
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Policy Changes

New Policy effective February 23, 2017

— Reference Chapter 3200 of the Medicaid Services Manual (MSM)
— Section 3206.6 for Prior Authorization Information

— Updated language to better coincide with the Code of Federal Regulations
— Conditions of Participation for Non-Cancer Terminal Iliness

— Clarify criteria for pediatric hospice recipients
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Policy Changes for Prior Authorization for Hospice Services

— The hospice agency will not be reimbursed for hospice services unless all signed paperwork has been
submitted to the Quality Improvement Organization (QIlO)-like vendor (DXC Technology, which is
referred to as Nevada Medicaid) and prior authorization has been obtained. It is the responsibility of the
hospice provider to ensure that prior authorization has been obtained for services unrelated to the
hospice benefit. Authorization requests for admission to Hospice services must be submitted as soon as
possible, but not more than eight business days following admission.

— Please note: if the authorization request is submitted after admission, the Hospice provider is assuming

responsibility for program costs if the authorization request is denied. Prior authorization only approves
the existence of medical necessity, not recipient eligibility.
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Policy Changes for Prior Authorization for Extended Hospice Care

— Maedicaid hospice benefits are reserved for terminally ill recipients who have a medical prognosis to live
no more than six months if the illness runs its normal course.

— When an adult recipient (21 years of age or older) reaches 12 months in hospice care, an independent
face-to-face physician review is required. Independent reviews are subsequently required every 12
months thereatfter if the recipient continues to receive extended hospice care. Hospice agencies should
advise recipients of this requirement and provide the “Nevada Medicaid Independent Physician Review
for Extended Care” form to take with them to each independent review.

— Prior authorization requests for extended hospice care will be denied if this form is not submitted
along with the PA request or if this form indicates the recipient does not continue to meet program
eligibility requirements.

— The following medical professionals may conduct the Independent Physician Review:
1. Physician (MD)
2. Doctor of Osteopathic Medicine (D.O.)
3. Physician’s Assistant (PA)
4. Advanced Practice Registered Nurse (APRN)
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Policy Changes for Prior Authorization for extended Hospice Care,
continued

— The Independent Physician Review can occur at a physician’s office or at the recipient’s place of
residence, whether it be a private home or a nursing facility.

— The review must be completed no sooner than 30 days before the end of the recipient’s 12-month
certification period.

— In cases when the independent physician reviewer claims the recipient should no longer be appropriate
for hospice services, the hospice provider will be notified. The hospice physician has seven days to
submit a narrative update on the recipient to staff at the DHCFP Long Term Services and Supports
(LTSS) unit for further review.

— The Independent Physician review is not required for dual-eligible recipients.

— Due to concurrent care allowed for the pediatric recipient of hospice services, the Independent Physician
Review is required for the pediatric hospice recipient who has elected not to pursue curative treatment.
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Policy Changes for Non-Cancer Terminal lliness

Please review MSM Chapter 3200 Section 3209.1 (Non-Cancer Terminal llinesses) for guidance
on the following:

— Adult Failure to Thrive Syndrome

— Adult HIV Disease

— Adult Pulmonary Disease

— Adult Alzheimer’s disease, Dementia & Related Disorders
— Adult Stroke and/or Coma

— Adult Amyotrophic Lateral Sclerosis (ALS)

— Adult Heart Disease

— Adult Liver Disease

— Adult Renal Disease
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Policy Changes for clarification of pediatric hospice recipients

— Pediatric hospice care is both a philosophy and an organized method for delivering competent,

compassionate and consistent care to children with terminal illnesses and their families. This care
focuses on enhancing quality of life, minimizing suffering, optimizing function and providing
opportunities for personal and spiritual growth, planned and delivered through the collaborative efforts
of an interdisciplinary team with the child, family and caregivers as its center.

Recipients under the age of 21 are entitled to concurrent care under the Affordable Care Act (ACA); that
IS curative care and palliative care at the same time while an eligible recipient of the Medicaid Hospice
Program, and shall not constitute a waiver of any rights of the child to be provided with, or to have
payment made for services that are related to the treatment of the child's terminal iliness.

Upon turning 21 years of age, the recipient will no longer have concurrent care benefits and will be
subject to the rules governing adults who have elected Medicaid hospice care. Upon turning 21 years of
age, the recipient must sign a Nevada Medicaid Hospice Program Election Notice -Adult (FA-93),
continuing in the certification period currently in place.



New Hospice Prior Authorization Request
Form (FA-95)
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Hospice Prior Authorization Request Form (FA-95)

Reminders:

— Sections I, II, IV, V, VI, date of request and request type must be fully completed

— Section Il should be completed only if the recipient is in a nursing facility

Required Attachments:

— Individualized Plan of Care and Measurable Treatment Goals

— FA-92 Hospice Program Election Notice (Adult) or FA-93 Hospice Program Election Notice (Pediatric)
— FA-94 Hospice Program Physician Certification of Terminal lliness (CTI)

— For subsequent benefit periods: Labs, assessments, documented decline (or improvement) of
recipient health, mandating further hospice care.
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Hospice Prior Authorization
Request Form (FA-95)

If any information on the prior
authorization request form is missing,
the request will be pended back to the
provider. The provider will need to
update the information and resubmit
within 5 days.

Hospice Prior Authornzation Request
: To request prior authorization for Hospice services through the Nevada Medicaid program. This form must be
sl:rnilied with Hospice forms FA-B2 or FA-83, and FA-B4.
Required Attachhments: Please attach an Individualized Plan of Care and Measurable Treatment Goals. Nevada
Medicaid will requere that the other in-home senice providers (Private Duty Nursing., Home Health, Personal Care Services )
mn the murdnmeﬁnﬁzrld understand that the hospice prowider is the lead case coondinator. For recipients
under age 21 who have slech i and ca i mterventons, the Hospice Plan of Care should include all

necessary palliative interventons |Il nterventions provided for the purpose of symptom control, or to enable the recipient o

maintain Actwities of Daily Living (ADLs) and basic funcitional skills). Examples of these non-curative, mon-life prolonging

interventions inchude but are not Bmited to: bathing ! dressing [ diapering / transfeming / nebulizer treatments / chest west

treatments | applying braces | performing range of motion exercises / stander use.

For guestions regarding this form, call: (800) 525-2385

DATE OF REQUEST: I I

If this is an nitial request, a Pre-Admission face-to-face visit by a medical professional must have been conducted withan

the previows 15 days. Daie and tme of visi:
Mame of assessing medical professional:

REQUEST TYPE- [ Initial 20-Day Pericd O subsequent 00-Day Period O subsequent B0-Day Period
Current prior authorzation (PA) number, if applicable

SECTION I: RECIPIENT INFORMATION
Recipient Nanme:

Recipient ID: | Date of Birth:

Medicaid Eligibdity: [ | Healthy Kids (EPSDT) [| Katie Beckett [ | Waiver Program [ Managed Care
Medicare Insurance Eligibility: [ PartA [JPartB | Medicare ID#

Bypass Medicare: [Jves [IMNo

Other Insurance Mame: | Other Insurance D&
Bypass Other Insurance: []Yes []Mo

SECTION li: GUARDIAN INFORMATION (if other than the recipient)

Mame: IF'hu'le:

Address (include city, state, zip code):

iECTK)H Ii: LONG-TERM CARE FACILITY (i applicable)

[] Long-Term Care Facility | Facility Name:

Fadility Address:
Facility NPI: | contact Fax:

SECTION IV: ORDERING PROVIDER INFORMATION (i applicable)

MName: | NPT

Phone: | Fax

SECTION V: SERVICING PROVIDER INFORMATION

Name: | NP1

Phone: Fa:

Contact Name: Miles from Hospice Agency to Redpient’'s Home:

Where does this provider render senvices? [ In Nevada (indudes catchment areas) [ Outside Nevada
SECTION Vi: CLINICAL INFORMATION

Date of Registered Nurse Evaluation: |Dﬂscﬂ'LﬂtF‘lﬂdm‘ﬁm’t

Temminal Diagnoses ICD-10 Codes:
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New Hospice Extended Care
Physician Review Form (FA-96)
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Hospice Extended Care
Physician Review Form (FA-96)

« When an adult recipient (21 years of age or older)
reaches 12 months in hospice care, an independent
face-to-face physician review is required.

» |If any information on the form is missing, the request
will be pended back to the provider. The provider will
need to update the information and resubmit within 5
days.

Required Attachments:
» FA-95 Hospice Prior Authorization Request Form

Mevada Medicaid Hospice Extended Care Physician Review Form

Purpose: Medicaid hospice benefits are reserved for terminally ill patients who have a medical prognosis to ive no more
than six (@) months if the illness runs its normal course.

When an adult patient (21 years of age or older) reaches 12 months in hospice care, an independent face-to-face

physician review is required. Independent reviews are subsequently required every 12 months thereafter if the patient
continues fo receive extended hospies care.

Hospice agencies should advise patients of this requirement and provide this form to take with them to each independent
review. Prior authorization requests for extended hospice care will be denied if this form is not submitted along with the
P& request or if this form indicates the patient does not continue to meet program eligibility requirements.

Instructions: Submit this form with the Hospice Prior Authorization Reguest (form FA-B85).

SECTION I: RECIPIENT INFORMATION (fo be completed by Hospice provider)

Recipient First Name: | Recipient Last Name:

Recipient Medicaid 1D: | Recipient Date of Birth:

Hospice Provider Name:

Hospice Provider NP1

SECTION II: INDEPENDENT PHYSICIAN EVALUATION RESULTS (fo be completed by the independent
physician)

Does this recipient have a terminal illness? [ Yes O Mo O Inconclusive

If you replied “Yes™ please list the terminal diagnosisies: |Please note: principal diagnoses of “debility™ or “adult
failure to thrive™ will mot be accepted as meeting the eligibility criteria for Medicaid hospice. )

Considering the normal course of he patient's diagnosisfes, does it appear the patient's life expectancy is six
(6) months or less if the illness runs its normal course?

[ Yes [ Mo [ Inconclusive

SECTION Iz INDEPENDENT PHYSICIAN'S CERTIFICATION STATEMENT

I ceriify that | am a physician icensed in the siafe of Nevada and that | am not affiliated with the hospice agency
listed in Section | above. | further cerfifir that | for my stalfl enfered the evaluafion resulls lisled above and that
they are based on a face-fo- face evalualion perforrmed on (dafe). The conclusions
listed are uhiased and free from influence.

Physician's Printed Name: License i

Physician’s Signature: Date:

This review Is nof 3 guaranfes of payment. Payment is contingent upon eighilly, awvalable benefls, contaciual teans, Imitatons, exclusions,
coondination of benefis and other ferms and condifions sef forth by the benef program. The Information on s famm and on accompanying
attachments Is prviieged and confidential and i only for the use of the sl or eiiies on this fom. IT ihe reader of his form is ol the
Intended reciplent or the emplayee or agent Esponsibie fo deliver & to the ifended reciplent, he reader is hereby notfied hat any dissemination,
oisEIbution or copying of this Commumication I Sinctly profibted. If TS commuTication is receied in emy, he reader shall Doty sender Immediately
and destroy ail information receked.




Hospice Program Action Form
Nevada Medicaid

(FA-91)
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Mevada Medicaid Hospicé Extended Care Physician Review Form

L] L]
I Iosplce Prog ral I I ACtlon I Orl I l Purpose: Medicaid hospice benefits are reserved for teminally il patients who have a medical pregnasis to ive no more
than six (6) months if the illness runs its nomal course.
When an adult patient (21 years of age or clder) reaches 12 months in hospice care, an independent face-to-face
- physician review is required. Independent reviews are subseguently required every 12 months thereafter if the patient
continues o receive extended hospies care.

Hospice agencies should advise patients of this requirement and provide this form to take with them to each independent
review. Prior authorization requests for extended hospice care will be denied if this form is not submitted along with the
P& request or if this form indicates the patient does not continue to meet program eligibility requirements.

Rem i n d erS : Instructions: Submit this form with the Hospice Prior Authorization Request (form FA-DS).
SECTION I: RECIPIENT INFORMATION (fo be completed by Hospice provider)
« Each section must be filled out according to the Recipient First Name: | Recipient Last Name: _
Recipient Medicaid ID: | Recipient Date of Birth:
purpose of the form. T —r———
. . . Hospice Provider NP1
e Must Indlcate Purpose Of Reque5t: DISCharge from SECTION Il: INDEPENDENT PHYSICIAN EVALUATION RESULTS (to be completed by the independent
- - - - - p\ﬁysman)
Hospice Services (includes recipient death), Change Does this recipient have a forminalilness? ] Yes Ol No [ Inconclusive
of Hospice Provider or Revocation of Hospice Peore s heive wll o€ e s0cted 56 mecting e cHOMbAEy orfert for Meebeots hospme ) ! ety or "adult
Services

« This form must be signed and dated by the recipient
or legal representative/DPOA

« The Hospice provider representative must also sign (6) months or lass e fincss rurs 15 normal course? T s e CPeCiancy fs st
. O Yes O Mo O Inconclusive
and date aCCOFdlngly SECTION Ill: INDEPENDENT PHYSICIAN'S CERTIFICATION STATEMENT
. Ica'ﬂrj-r that I_am a physiciarn ﬁc&r.lsed_ir.l the sfate of Nevada and that | amnm‘_aﬁ:fated w:mf' the hospice agency
e Please do not forget_ listed in Section | above. | further certify that | (or my staff) entered the evaluation results lisied above and that
. DISCharge Date mﬁﬁf&;mﬁ;ﬁmammm (dafe). The conclusions
. . Physician’s Printed Name: License #:
* Requesting provider NPI ohysicias Signature: —
hd REClplGﬂt/RGSpOﬂSIb'G Party Slgnature Thts ’Emgwwgmﬁnmmmh mﬁmmmnmm%ﬁaﬂﬁmﬁ :ma;%m
. . aifachments Is piwieged and confidential and Is only for the use of e individual or eniiiies named on this fomm. I he reader of s form s naf the
* Recipient ID number o o oy o P e & o PrAREACe. 3 o & et s e e ey S ety

and destroy ail informalion receied.

FA-DE Page 1af 1



Nevada Medicaid Hospice
Program Election Notice — Adults
(FA-92)



Hospice Program Election
Notice —Adults
(FA-92 Form)

Be sure to use this required form. Nevada
Medicaid will return requests to provider when old
forms are submitted.

Sections I, II, Il and IV must be filled out
completely.

This form must be signed and dated by the
recipient or legal representative/DPOA and
Hospice representative.

The original notice of election can be resubmitted
for all subsequent PA/benefit periods.
Recipient/responsible party/hospice representative
does not need to sign a new FA-92 for each
certification period. Be clear on the benefit period
being requested.

Nevada Medicaid Hospice Program Election Notice - Adults

Fax this form to: (866) 480-9903 For questions regarding this form, call: (800) 525-2385

SECTION |

Recipient Name:

Recipient Medicaid ID: Date of Birth:

Address: City/State/Zip:

Email Phone #

SECTION Il

| and/or the Legal Representative/Agent of the Medicaid recipient identified above understand the following:

| have a terminal illness with a life expectancy of six months or less, if the iliness were to run it's normal

course.
Initials

The goal for the hospice care given will be the relief of pain and symptom management and that no

extraordinary life sustaining measures will be initiated. The Nevada Medicaid Hospice Benefit and Services

have been explained to me and/or my legal representative. Initials

Any service(s) received related to the care of the terminal iliness for which hospice was elected for will not

be covered by the traditional Medicaid benefit .
Initials

| may revoke the hospice benefit at any time by signing a statement to that effect, specifying the date when

the revocation is to be effective and submitting the statement to the hospice prior to that date. | understand

my rights to other Medicaid services will resume at that time, if | continue to be Medicaid eligible. Initials

If | reach a point of stability and can no longer be certified as terminally ill, | will return to the traditional

Medicaid benefit. .
Initials

The Hospice provider is responsible for any Home Health, Private Duty Nursing or Personal Care Services if

related to my terminal diagnosis and these services will not be covered by the traditional Medicaid benefit.

The traditional Medicaid benefit will cover these services needed for conditions not related to the terminal

diagnosis Initials

SECTION Ill

Admitting Terminal lliness ICD-10 Code(s):

ipi i Yes

Rec|p|entr is ourrently 7 | Facility: =

admitted in a Nursing Facility. | ] No

Recipient is transferring from O ves . .

another Hospice Agency. [ No Agency: NPl

See:itglc;:.atmn [ 1st90days []2nd90days []60 days|Startdate of current Certification Period:

Recipient has an attending [ Yes

physician separate from the Physician: NPI #:

hospice physician L1 No

Disclaimer. | andror the Legal Representative/Agent of the recipient identified above, certify that the

recipient DOES NOT have an attending physician separate from the hospice physician. Initials

FA-92 Page 1 of 2
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Hospice Program Election
Notice — Adults (FA-92)

— Section I: Recipient information (ID, name, date of birth)

— Section II; Initials

— Section Illl: LTC information (if the nursing facility box

— Is checked, include LTC name and NPI)

— Section llI: Transfer from another agency information

— Section llI: Certification period designation or start date

of hospice service

— Section IV: Elected hospice provider and NPI, date to

begin

— Section IV: Names and signatures

Nevada Medicaid Hospice Program Election Notice - Adults

Recipient Name: Recipient Medicaid ID:

SECTION IV

Services currently being provided to recipient by other Agencies:

Home Health Services [Jyes [JNo |Name of Agency

Private Duty Nursing Services Oyes [No Name of Agency

Personal Care Services [Jyes [No Name of Agency

Elected Hospice Provider NP #:

Date Hospice Election to Begin:

Recipient and/or Legal Representative/Agent Statement

|, (Recipient's Name) , have read and understand the statements in this
document
Recipient Signature: Date

|, (Legal Representative/Agent Name)

as the Legal Representative/Agent

for (Recipient’s name) , have read and understand the statements in

this document.

Relationship to Recipient:

Legal Representative/Agent Signature: Date:

Hospice Provider Statement

|, (Hospice Representative Name) , Hospice Representative for (Hospice
Provider's Name) understand that the Hospice provider is responsible

for the coordination of services to ensure there is no duplication of services.

Hospice Representative Title:
Signature: Date

FA-92
Updated 02/23/2016

Page 2 of 2




Nevada Medicaid Hospice Program
Election Notice — Pediatric

(FA-93)



Hospice Program Election Notice -Pediatric (FA-93)

Reminders:

— Be sure to use this required
form. Nevada Medicaid will
cancel requests back to provider
when old forms are submitted

— Sections |, Il, lll and IV must be
filled out completely.

— This form must be signed and
dated by the recipient or legal
representative/DPOA and
Hospice Representative

— Section IV: Services currently
being provided to recipient by
other agencies must be entered

Mevada Medicaid Hospice Program Election Motice - Pediatric

Mevada Medicaid Hospice Program Election Notice - Pediatric

Faut this farmte: (365} 4205603 Farquestians regarding this form, call: (300) 525-23%5 Recipient Mame: Recipiant Medicaid 1D
E - i

Recipient Name: Services cumrently being provided to reciplent by other Agencies;

Feapen Medizsn 10 —ae W B Home Healih Servces Oves Owo  |name of Agency.

Addrens: Siy'StcteTip

p— E— Privata Duty Mursing Services | [JYas [ ko | Name of Agency

SECTION I Persaral Cars Services Oves OHa |MName of Agency

I'We s the Pareats/Legal GuardiarsAgents of the Medicaid recipiest ideatified above understand the iallowing:

Blectad Hospice Prowidar HPI#

Hedehe hae 2 termiral ilinees with a lfe axpoctansy of cir montihe or lees, if the inese wors % runits narmal
Sounsa.

Inifizls

Date Hospice Elecion fo Begin

Thir Affordaiie Cae A0 will enile msiher 1o conounent cane whie an ehgbie recipent of the Medcaid
Hpepce Pro-gram, that i curaiive care and paliaive cane At the same brre Lipon timing 11 vears of age,
e wil rea lnnger have concument cane berefts and wil e subject o Ihe rdes povaimng aculs who
rwe elacled] Medicad hospos cane Initizle

Recipient andfor Legal Representativeidgent Statemant

The goal for The hekpice cane provided will be e rebal of pain and syrrplom managemend. Pedatnic hospios
=3re & both 2 phlogophy ard an organized mathod lor delvanng compatont, compagsionste and cangictant
zarg 12 childron with terminal ilresses and thai famiics. Thes cars fosuses on arhancng qualty of lifa,
minimiging syllzrng, opbmicdng funclion end providing ooporturities for persural and spaiual growd,
panred and delirered through e eleborative effons of an inerdisciplinany team with ie child, lamiy and
CAreguens 2 s its cener Initizls

|, (Recipien!'s N have 1ead and urdenstand e stabements in his
dosument
Regipien! Soralue Diate:

If harfehha reaches a poirt of stabilty and & no larger corsiderad termimally ill, the phyeican wil be unable ta

recerify hemaher for hospos care and hefehe will return o iraddional Medcaid berefie niials

Wi, =5 ihe PaentsLegal Guerdans/Agents, may revoke hisfher hospce benefit at any ime by sgning &
SIIEMENT i (N2t efec!, Specifying Me dale when e IEvOcation i 10 De eflédlive 2nd submiting he
Sitement b he hosphee provder pagr igihal date Iribigls

|, fLagal Reprascntativadigant ifams)
far (Recipent's name|
thits documert

a6 the Legal Regrasentaiveligent

herve read and understand the skatements in

Fislationship to Regipient
Lagal Represantatvetdgent Sigrature: Diater

The Hospice provider s resporsible (oramy Home Health, Private Duty Musing or Perscrnal Cae Sevices il
reated o the recpent's termingl diagnosis and these sendces wil nol be covered by the tradidonal Medicaid
bereft. The traditional Nedicasd banefitwill cover hese Services needed for candibans nat related 1o the

Hosplea Provider Staterment

I, (Hespis Rapnesaniahie Nams) Heapice Reprasantative for (Hogscs
Frawider's Nama) urderstand thaf the Hospioe prosidar is rsponsibie
Tar Ehe: CoORDINEton of SEnites 10 ensure Tefe & no U iGEtion of services,

Hespace Represeriatia Tl
Signatura Date.

terrninal dianoss. Initiais
SECTION Il

Admitting Temiral liness IC0-90 Codels)

Rueiplent i eumartly O fes Fality R

admithed ina hursng Faclity. M ¥

Recipient is bandersngfrom | JYes |

anether Heg giee Agensy Ot Agency FIPI @

=

I‘,‘:':"{'[fa O | J1stonoays [ 2nd80cays  []60 days| Start date of current Cenification Period:

Rociplent haig on atterding [ ves
phiysiian separaie from the

Pirysician P
hospice phymecan, M

Crsclaimer f anaior ihe Lagal Rapvessniatiadagant of tha mciownl idantfiod abows, ootify il ihe

recvenl DRES NOT have an afending Shrscian sendvad from P hospios physinn Inikals

P35 Fage 1ol
Updaned Q2rE32mS

Fa-53 Fage 2 of2
Updated 0223001 6




Nevada Medicaid Hospice Program
Physician Certification of Terminal lliness

(FA-94)
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FA-94 - Physician Certification
of lliness

This form must indicate the Purpose of Request (Initial
Certification, 60 Day Certification, 1st 90 Day Certification or
2nd 90 day or Subsequent Certification) and the Effective Date
of Certification

« Sections |, Il and lll: Must be filled out completely if not completed the
prior authorization will be pended for five business days requesting
additional information.

« Section Il, PHYSICIAN EVALUATION RESULTS: Must include a brief
narrative explanation of the clinical findings that supports a life
expectancy of six months or less as part of the certification and re-
certification.

» Section Il PHYSICIAN CERTIFICATION STATEMENT: The face-to-
face encounter must occur no more than 30 calendar days prior to the
180th day benefit period recertification and no more than 30 calendar
days prior to every subsequent recertification thereatfter.

Must include Attending Provider license #, signature and date. If no
attending provider, then Exclusion Statement must be signed and dated by
Hospice Medical Director and Hospice Representative.

Mevada Medicaid Hospice Program Physician Certification of Terminal lliness

Fax this form ta: (865) 480-00903 For questions regarding this form, call: (200) 525-2305
PURPOSE OF REQUEST

[ 1 Initial Cerification [ &0 Day Certifisation [ 1st a0 Day Gertification [ 2nd a0 Day Certification

Effective Date of Certification:
EECTION I: PATIENT INFORMATION

Reciplert Hame

Feciplent Medicald D Cate of Birth
FarentLegal Relationship
[Guardianffgent to Recipient:
Hospice Provider Mame: Hospice Provider NP

TIOM II: FHYSICIAN EVALUATION RESULTS (Flease nore: Principal diagnoses of “delylity ™ or "aduit fafiure to
hirive " will noel be accepled as meeting the eligibility criteria for Medicaid hospice care.)

[Terminal Ciagnoses [CO-10 Codes:

Explanation of the clinical findings supporting a life expectancy of 6 months or less if the terminal iness were 1o run
s normal course. | Yoo may subit narrative as an attachmant i more foom 15 needad)

JEECTION IlI: PHY SICIAN CERTIFICATION STATEMENT

certify that | am a physician hoernsed in the State of Mevada | further certify that | entered the evaluation results listed
pbove and that they are based on a fage to face evaluation parformed on (dala of cartiffcalion)
[The conclusions listed are unbiased and free from influence. | cedify that this reciplent has a life expectaney of &

jonths or less if the terminal iiness runs its normal courss,

fatte nding Prowvider Licensea i;
[Signature Date
Hospice Medical Director License #:
[Signature: Date:

[Exclusion Statement
cartify that the recipient identified abowe DOES NOT have an altending physician separate from the hospice physician.

Hospice Medical Director Licerse #:
Fignature: Date:
Hospice Representative Title:
[Signature Date

F o -84 Page 1 af 1I
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FA-94 Physician Certification of lliness, continued

— Purpose of recertification and start date

— Needs to be checked and date listed. If certification period requested does not correspond with Medicaid service
history (recipient has already received hospice and new provider is asking for 1st 90 days), prior authorization will be
pended for five business days requesting additional informatiop.

— Section | Patient Information
— If the request is missing information, such as hospice name and National Provider Identifier (NPI), prior authorization
will be pended for five business days requesting additional information.
— Section |l Physician Evaluation Results
— If FA-94 is not completed as required, and agency CTI with detailed information NOT attached, prior authorization
request will be pended for five business days requesting additional information.
— Section lll Physician Certification Statement

— One of the two physicians (attending or hospice medical director) have to timely sign and date the FA-94 within two
calendar days of initiation of care. If a signature cannot be obtained, a verbal order must be obtained within this two
calendar day timeframe and a written order obtained no later than eight calendar days after care is initiated. If not
signed within eight calendar days, only the signature date forward will be considered allowable days.

— If agency CTl is signed/authenticated timely, but provider did not sign FA-94 timely, the prior authorization will be
pended for five business days requesting additional information.



Prior Authorization (PA) Submission
How to submit a PA via the Web Portal
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Accessing the Provider Web Portal EVS System

* Navigate to Provider Web Portal at www.medicaid.nv.gov
« Select “EVS” tab from blue tool bar at top

« Highlight and select either User Manual or Provider Login (EVS)

#& Providers- EVS- Pharmacy~ Prior Authorization- Quick Links~ Calendar

' User Manual
Announcement

Welcome

WIElWaXalalsl¥lal* proyider Login (EVS)
Test- Please igno
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Accessing the provider web portal EVS System

Select “User Manual” to access step-by-step instructions concerning the use of the EVS and its benefits

EVS User Manual

The Nevada Medicaid HIPAA-compliant Electronic Verification System (EVS) provides Internet
access to:

+ Recipient ehgibility

+ The status of submitted claims

» Prior authonzation requests and inquiries, including pharmacy pricr authonzations
» Provider payment amounts and remittance advice (RA) access

Title

Chapter 1: Getting Started

Chapter 2: Eligibility Benefit Verification

Chapter 3: Claim Status Verification

Chapter 4: Prior Authorization

Chapter 5: Searching Payment History and RA Access
Chapter 6: Search Fee Schedule

Chapter 7: Search Provider

Chapter 8: Upload Files

Chapter 9: Treatment History




Accessing the provider web portal EVS System

Select “Provider Login (EVS)” to bring up secure web portal for providers

Nevada Department of sy ede
Health and Human Services

Division of Health Care Financing and Policy Provider Portal

Home
Home Friday 02/03/2017 12:18 PM PST
I Provider Login What can you do in the Provider Portal
*User ID Through this secure and easy to use internet portal, healthcare providers can inquire on the status of their claims and payments,
inquire on a patient’s eligibility, process prior authorization requests and access Remittance Advices. In addition, healthcare
| | providers can use this site for further access to contact information for services provided under the Nevada Medicaid program.
Log In

Forgot User ID?
> Register Now

Where do I enter my password?

I Web Announcements

Web Announcement 1304

1 Attention Provider Type 22 with Specialty
e ' S e r Code 079 (Orthodontist): Training
Scheduled Regarding MSM Chapter 1000

Policy Changes for Medical Necessity for
Orthodontia Services

Web Announcement 1303
Attention Provider Type 29: Reimbursement
Rates Adjusted

Web Announcement 1302

Attention Provider Types 20 (Specialty 170) » 3
and 22: Update Regarding Dental Website Requirements
Anesthesia Codes D9223 and D9243

Sarvice Liraton Prior Authorization Quick Reference Guide [Review]

Wab Ahnoincernane 1861 Provider Web Portal Quick Reference Guide [Review]

Attention Provider Types 30 and 83: New
Federal Regulation Requiring the Use of an




v

Tips Before You Begin

— When submitting the Prior Authorization via the secure web portal, fill out all necessary forms and save them to your
computer in a folder that is easily accessible so that the forms can be attached onto the Prior Authorization

— Be sure that you save the forms with the required signatures.
Remember the forms to submit are:

- FA-92 or FA 93 Hospice Program Election Notice — Adult or Pediatric
- FA-94 — Hospice Program Physician Certification of Terminal lliness
- FA-95 — Hospice Prior Authorization Request Form

- FA-96 — Extended Care Physician Review Form

Please note, your current paperwork submission for prior authorization
will no longer be accepted via fax as of April 1, 2017.



Secure Web Portal

Nevada Department of Contact Us | Logout

Health and Human Services

Division of Health Care Financing and Policy Provider Portal

A G Eligibility Claims Care Management Upload Files Resources Switch Provider

Thursday 02/09/2017 04:41 PM PST

My Home
Delegate for Role IDs Location
Welcome Health Care Professional!
& Provider \, Contact Us
Welcome
Name

> Secure Correspondence

Provider ID

Location ID
All Claim Inquiries should be submitted

» My Profile
to the following Address:

»  Switch Provider
-— Nevada Medicaid Administration
P.O.Box 30042
Reno, NV 89520-3042

|| Provider Services

» Member Focused Viewing We are committed to make it easier for physicians and other providers to

£ 2 P
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Secure Web Portal — Eligibility Information

The Member Focus Search page displays two tabs. If you have previously viewed members,
the Last Member Viewed tab displays up to the last 10 searches. If no members have been
previously viewed, then only the Search tab displays. Selection of an individual member from

either tab displays the Member In Focus bar at the top of the page, and summary information
below, including their recent activity.

2. Click the name that is listed on the Member Focus Search screen.
-OR-

3. Click the Search tab and enter in required information.

Member Focus Search

Last Members Viewed Search
The most recent memb; wviewed are listed below. Click on the member name below to access the Member Focus View.

Recipient 1D 2 Recipient Gender Birth Date City \ Z1P Code
........... JHN SMITH Male LAS VEGAS 89120-0000
““““““ Female LAS VEGAS 89106-0000
----------- Female LAS VEGAS 89121-0000
"""""" Female LAS VEGAS 89110

The Search tab allows you to search for members and select a member to view. When searching
for members, you must enter complete information. Partial information will not generate a search.

= To avoid generating a large number of search results, you should enter as
much information as possible to limit your searches.




Secure Web Portal - Eligibility Information, continued

Member Focus Search
Last Members Viewed Search
* Inchcates a reguireg heid
Enter the Recapient ID or Last Name, First Name and Birth Date.
Recipient ID

Last Name First Name Birth Date =
City ZIP Code g

@ —

Search results display on the Search Results screen.

5. Click member's name in the search results for Member in Focus details.

Member Fococus Search

Last Members Viewed Search

* Indicates & required held.
Enter the Recprent 1D or Last Name, First Name and Burth Date.
Reciplient 1D

Last Name Doe First Name Jane Birth Date
Civy ZIP Code g,

02/23/1954 =

Click on the maember nar ow to sccess the Member Focus View

Rocipient 1D Rocipient a [ Gender Birth Dot 1 City ZIP Code




Secure Web Portal — Recipient Information

MemberinFocus: MaryPoppine  Change

Other Details

Secure Cnrresaaodeace
Review previously sent messages ar
snd raw sedire messages

& Member Details
Recipient [D
Name
Birth Date
City
state
Gender
P,ima,y Language

@ Your Member Claims

Medical/Dental

¥, Coverage Details

Eligibiity Veriicaton Information for MARY POPPINS from 06/01/2016 1o 0673012016

CloseMemberFocus

Recipent 1D 00001234567 Erh Cae 0101190
Coverage Efictive Dute Ed D Primary Ca Provider
MEDICAD FF3 060111 )06 06/30/2018 0000000000
i 1 0601111 6 0530201 12545000000

Qther Insurance Detal Information

There are no claims for this member.

k  View more claims for this member

g Your Member Authorizations

*  Submit an Authorization
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Secure Web Portal - Recipient Information after PA Submission

Eligibility Verification Information for Mary Poppins from 09/01/2016 t0 09/30/2016

Recipient ID 00001234567 Birth Date 01/01/100
Coverage Effective Date End Date Primary Care Provider
Medicaid FFS 09/01/2016 09/30/2016 0000000000
XIX HOSP SVC 09/16/2016 09/30/20t6 0000000000
XIX HOSP R&B 09/15/2016 09/30/2016 0000000000
XIX NF 09/01/2016 09/15/2016 0000000000
Other Insurance Detail Information



Secure Web Portal — Creating a Prior Authorization

Create Authorization: Step 1

* Indicates a required field.

|I1equestiug Provider Information

General Provider Header Instructions

Provider ID ID Type NPI Name

|Hemb:r Information and Authorization Type

IGeneraI Member and Auth Type Instructions

"Recipient ID | 40001514567

“Last Name [ Poppins *“First Name [M.an.-

*Birth Date® | 01/01/1000 EI

*Authorization Type [ /s Inpatient v/

IFacilitv Information

IGeneraI Facility Header Instructions

Select from Favorites | |

“Provider ID | ] C\ “ID Type |- »w Name Add to Favorites [

*Facility Type Hespice (hospital based hd




Secure Web Portal — Recipient Diagnosis Information

Please note that the 1st diagnosis entered is considered to be the principal (primary) Diagnosis Code.
Insert decimals as needed.
Click the Removwve link to remove the entire row.

Diagnosis Type Diagnosis Code Action
[E Click to collapse
“Diagnosis Type | ICD-10-CM W “Diagnosis Code®
| Add | | Cancel

Bed Information — |

Click '+' to view or update the details of a row. Click '-' to collapse the row. Click Copy to copy or Remowve to remove the entire row.

| From Date | # of Days | Through Date | Code ‘ Action

[E] Click to collapse

*From Date® ‘ ‘Ll *# of Days I:l Code Type Revenue *Code®

*Medical
Justification
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Secure Web Portal — Adding Attachments (Forms)

Attachments —|

To include an attachment electronically with the Inpatient prior authorization request, browse and select the attachment, select an Attachment Type and then click
on the Add button. The system assigns a control number for future tracking.

Prior Authorization Forms

If vou will not be sending an attachment electronically, but you have information about files that were sent using another method, such as by fax or that are
available on request, select the appropriate Transmission Method and enter all the fields displayed.

Click the Removwve link to remove the entire row.

Transmission Method File Attachment Type Action
[ Click to collapse
*Transmission Method | EL-Electronic Only v‘
“Upload File Browse...

“Attachment Type

Add Cancel




Secure Web Portal — Confirmation Page

Nevada Department of
Health and Human Services

Fyrsion of Health Care Financing and Policy Prownde

My Home Eligibility Claims QTP PRI Upload Files

pa s ol Crpals foftesrabiss ] > Confiem Authartibon

Kreate Liftgrgation | Vies Auihgnpstion Slatys | Mpnte o Favorte Providens | Attgrgation Crierg

Parta

Resources Switch Provider

Fridavy 0210/

01:21 P4 PST

Role 1D Provider - ln Matmork
[NFDY

Mambar in Foe

Conlirm Aulhirisabion

Gereryl Atk Slwp d Irain o ry Pupans Lols pas 40
Reguesting Provider nfermation E
Previder 1D 10 Type N& Name
Member Information and Authorization Type :::
Recipleat ID
Recipient leg‘ Pﬁpplnl Gender Fem gl
Birth Date AUH/4004 Authorication Type M5 [rpatest
Facility Information [=]
Provider 1D 1234000000 10 Type n& Name o e Hospital
Facility Type Hospse Mo bamd)

| |
0 -
Punsr role Pal e ls! Savrenn erlred o comdemd b be Degrecesl (ormany ) Duorena (ol
Dagrons Type Buagrosn Code
1ED-a0LN D00 d e maal ol fome & e Pouae mamd
I Bed Inbormatse H
Theowgh Dot Lot

Frem Dale ¢ Qum

: sHird Tty H WAL eewon 435 movper Sarvow-monpon Raom b biw ‘

o Pracedures enal br (v authenaation
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Prior Authorization — Tracking Number

Authorization Receipt Page

The Authorization Receipt page will display the Authorization Tracking number; this number is
used tfo track your authorization in the portal.

Authorization Receipt

Your Authorization Tracking Number 200002 was successfully submitted.

Click Print Preview to view authorization details and receipt.
Click Copy to copy member data or authorization data.
Click New to create a new authorization for a different member.

General Authorization Receipt Instructions

Cornprevien | Copy | hew




Resources
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Additional Resources

— For forms, including the new FA-95 form: https://www.medicaid.nv.gov/providers/forms/forms.aspx
— For EVS General Information: https://www.medicaid.nv.gov/providers/evsusermanual.aspx
— For secure EVS Web Portal: https://www.medicaid.nv.gov/hcp/provider/Home/tabid/135/Default.aspx

— Chapter 3200 of the Medicaid Services Manual and Fee Schedules located on the DHFCP website:
dhcfp.nv.gov

— DHCFP CONTACT INFORMATION:
Rosanne Hoff
Health Care Coordinator Il RN | Nursing Facilities Unit Supervisor
Nevada Department of Health and Human Services
Division of Health Care Financing and Policy | Long Term Services & Supports
1100 E. William Street, Suite 222 | Carson City, NV 89701
T: (773) 684-3757 |F: (773) 687-8724 | E: rhoff@dhcfp.nv.gov
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Contact Nevada Medicaid

Customer Service

RN

Customer Service Center
Telephone: 877-638-3472

N7

N

EDI Help Desk
877-638-3472

EDI, option 2, then select option 0 and
then select option 3 to speak with an
EDI Coordinator

N7
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Contact Us — Nevada Medicaid
Prior Authorization

T

Customer Service Telephone:
877-638-3472

~_ -

T

Prior Authorization Telephone:
800-525-2395

~_ -

44
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Contact Nevada Medicaid
Provider Training — Field Service Representatives

TN N N

Contact the Provider Upcoming Training Events Provider Services Email Us
Training Unit 2017 Provider Training NevadaProviderTraining
Team Territories Registration Website @dxc.com

N N

[l 5

Onsite Virtual Self-paced
training instructor-led Web-based course


https://hpe.sharepoint.com/teams/NevadaCallCenter/_layouts/15/start.aspx#/SitePages/Home.aspx
http://www.cvent.com/events/2017-nevada-medicaid-provider-training-registration-site/event-summary-29f3a82abe4a45a89c2cd819ab329289.aspx
mailto:NevadaProviderTraining@hpe.com

Thank You



