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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)
— Identify 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
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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

Nevada Medicaid Hospice Provider Training
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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.

Nevada Medicaid Hospice Provider Training
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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.

Nevada Medicaid Hospice Provider Training
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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.

Nevada Medicaid Hospice Provider Training

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: | NP1

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:

T smtbor asie swyuant & sl o e of p ir g iy B i e o P
and cther lermn and pndees st St b ghe b preyeme. The oo we she e and om ™ anad amd in comdy o D moe o
B inlfvichae! o eniilles o on D G [ e reador of i v sl e o i ar ot o kv & e e ivmched i, e recier
B by ety Shant ey s st donribesue o cogeceng o Sus i waricily phibaead B shin - f am wrwor the eeadie chell sl sender

..ﬂmﬂww
FA-S5 FPage 10of 1

13



New Hospice Extended Care
Physician Review Form (FA-96)



v

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

Nevada Medicaid Hospice Provider Training

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,
mwMMMrMammmmaymmm The Information on this fam 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.
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Nevada Medicaid Hospicé Extended Care Physician Review Form

H O S p i C e P r O g ram A Ct i O n FO r m ?ET::T:B?I?;?:: ;ﬁﬁzmagﬁr:;ﬁ;zmindwmpaﬁenm who have a medical pregnosis to live no more

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 tereafter if the patient
FA - 1 continues o receive extended hospice care.

Hospice agencies should advise patients of this reguirement 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 mot submitted along with the
PA request or if this form indicates the patient does not continue to meet program eligibility requirements.

H . Instructions: Submit this form with the Hospice Prior Authorization Request (form FA-B5).
Rem In d ers. SECTION I: RECIPIENT INFDRH‘IA“DPN {fo be mmpl'eiedby;be provider]
« Each section must be filled out according to the Mmoo e
purpose of the form. Hospros Provder Name:
Hospice Provider NP
° Must Indlcate Purpose Of RequeSt DISCharge from fﬁﬂ?‘r Il: INDEPENDENT PHYSICIAN EVALUATION RESULTS (to be compileted by the independent
Hospice Services (includes recipient death), Change Doss this recipient have a teminliiness? [ Yes  [J No [ inconclusive
If you replied “Yes" please list the ierminal diagnosisies: (Please note: principal diagnoses of “debility™ or “adult
of Hospice Provider or Revocation of Hospice falre o hrive” il ot be 2ccspied 2 mesting the eligbiny criver for Medhcaid hocpice )
Services

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

Considering the normal course of e patient's diagnosisi/es, does it appear the patient's life expectancy is six

° 1 1 1 H {6) months or less if the ilness rurs its normal course?
The HOSplce prC)-Vlder representatlve must also Slgn ] ves O No 1 Inconclusive
and date aCCOrd|ng|y SECTION Ill: INDEPENDENT PHYSICIAN’S CERTIFICATION STATEMENT

I cerfify that | am a physician hcensed in the sfate of Nevada and that | am not affiliated with: the hospice agency
. listed in Section | above. | further certific that I for my staif) enfered the evaluation results lisied above and that
* Please do not forQEt. they are based on a face-fo- face evaluation performed on (date). The conclusions

. listed are unbiased and free from influence.
» Discharge Date

g . Phy=ician's Printed Name: License &
* RequeSUng pI‘OVIder NPI Physician’s Signature: Date:
« Recipient/Responsible Party signature i e s e e s e S St [ ettt et e vt s

.. attachments Is priviieged and confidential and Is anfy for the wse of the indhvidual or entiies named on this fomm. If the reader of this form & not the

° ReC|p|ent ID number nmmmﬂmnrmmyeearagenmmmmmxmmemmmrmp)emmemaaern hemby notiied hat any dsseminatan,
oisiribution or copying of this communication I strictly profibiied. I this communication Is recefved in emor, the reader shall notiy sender Immedately
and destroy &l information recedved.

Nevada Medicaid Hospice Provider Training FA-98 Pageiof1 17



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, I, 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.

— 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 Provider Training

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 Il
Admitting Terminal lliness ICD-10 Code(s):
ipi i Yes
Recipient is currently 7 U Facility: NP #:
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 Provider Training

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 [OYes [No |Name of Agency:

Private Duty Nursing Services [dyes [INo Name of Agency

Personal Care Services COYes [ONo |Name of Agency:

Elected Hospice Provider: NPI #

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 Page 2 of 2
Updated 02/23/2016
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Hospice Program Election Notice -Pediatric (FA-93)

Mevada Medicaid Hospice Program Election Notice - Pediatric

Reminders:

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

— Sections |, Il, 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

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

Nevada Medicaid Hospice Provider Training

Mevada Medicaid Hospice Program Election Notice - Pediatne

For quastions regarding this form, call; (B0 S25-2

Rlecipient Marme:

Recipiart Medicaid D

SECTION IV
Recipient Name: Sarvices currently baing provided to reciplent by ofiver Agencles:
Ricipient Meica 1D Cabe of Eww Home Health Services Oves DOno |Mame of Agency:
Adaress: City'SteteZip
p— E— Privata Duby Mursing Services | (] Yas [ ko | Name of Agency
SECTION I Persaral Gars Services Oves Do | Name of Agency
I'We = the Pareats/Legal Guardiarsfgents of the Medicaid recipest idestified abave understand the iallowing:
Elected Hospice Prowidar HPI &

Hefshe hag 2 termiral iliness with a e cxpectancy of cir months or less, if the Biness were %o runits narmal
SoUnER.

Irifizls

Deale Hospice Elecion io Begin

That AMoedaDie Caite Act will @ntle e 10 cORCUTER: cang whie an ehgbe recpent of the Mehoaid
Hospoe Pro-gram, that i curalive care and paliaive care at the same trme. Lipon tuming 21 vears of age,
hefahe wil rea longer have concument cane berefs and will be subject to the rues povaiming aduls who
haue alacted Medizad Fospos eare Initisls:

Recipient andior Legal Representativaifgent Statemant

Tha aoal fer fhe hotpice cane prnvided will be e nsbal of pain and syreplom ranagemaend. Pedatns hospisa
=3ré & both 3 phlosaphy and an orgenized method for delvanng competent, comgassionate and congigtent
zarg iz chaldrgn with termingl liresses and that famiics This care I';;\:‘.seﬁm-;rmncn_g qualty of lifg,
minirmizirg sufierng, opbrizing function and providing ooporturities for persoral and spaitual gowds,
Fanned and gelirened INrough e coille0orative efTons of an inerdisciplinary beam with 1re child, lamiy and
CErEgYers 8 s s cerer Intizls

I, (Rrecipierd's M
dagument

Rrecipien| Sigralue

hiave 1ead and urdersiand the stabements in his

Ciate

IF ek rasmchas a poird of stabiliy and & fo larger considered tarmimlly il the phyeican wil ba urakle ta

rasarify haahar for hospos cate and hafehe will return 1o iraddisnal Medead berafite ntizls

Wie, =5 the PaentyLegal Guerdans/Agents, may revoke isher hospioe benefitat any ime by signing
SiiEment i (N2t efec!, specifying Me dile when e IBvocation i 1 De efledive 2nd submiting he
SR1EMEN 1o Ine NOSpIe provioer peor lothal daie Iribigls

I, {Legal Raprasentativaipent Nams)

far {Recipent's name|
thies dacurmeart
Ristationship to Regipient

Legal Representatveldgent Signature:,

@8 the Legal Representatveligent
hevee read snd understand the skatements in

The Hospice provider i resporsible foramy Home Health, Private Duty Mursing or Penscnal Cane Services if
relaied ho the recpenit’s termingl diagnosis and ihese sendces wil not be covened by the Tadiional Medicaid
Denett. The traditional Nedsasd banefit will cover hese services needed for condibons nol raiatad 1o he

Hosplee Frovider Statermnent

I, (Haspse Regnesanfahie Nams)

Frovider's Narma)
far the coondination of senices 10 ensurne here i no dugdistion of serices,

Hespice Represeriatra Tt
Signatura

Heapice Repressntative for (Aot
urderstand that the Hospoe prosidar is respansi bie

Diate

terrninal diagnoss. Initials
SECTION Iy

Admitting Temniral liness IC0-10 Codefs):

Recipient i currertly [0 es Ferilt F
sadwitid in hursing Faclity, | [ g s

Recipienl is barddessrg from | I Te8 |

anctFer Hos gies doensy One |5 HPY
=

;:f{'[f’” 00 [ M4st90days [2nd30cays [0 days|Start date of curent Cedlification Period:
Rpcipient hag an atterding O ves

physizian separate from the Ptrysician =T
hospice physecan, D Ha

Crsclamer P anaror e Lagal Rapresaniatvadgant of the mciienl idaenifed above, omtify thal ihe

récvant DRES NOT have an afending Shrscan sendrade from M hospios physinn Initigs

P35 Page 1ol
Updaned QarE3Eng

[ E-=r]
Updated Q223201 6

Faupe 2of2
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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 I, Il and IIl: 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 thereafter.

* 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.

Nevada Medicaid Hospice Provider Training

MNevada Medicaid Hospice Program Physician Certification of Terminal lliness

Fax thiz form ta: (865) 420-0903 For questions regarding this form, call: (800 525-2305
PURPOSE OF REQUEST
|1 Initial Certification [ &0 Day Certification [T 1st 90 Day Certification [ 2nd 50 Day Certification

Effective Date of Certfication:
JFEECTION I: PATIENT INFORMATION

Feoiplert Hame

Fecipient Medicaid |0 Diate of Birth
FarentiLegal Relationship
[Guardiansfgent 10 Reciplant.
Hospice Provider Name: Hospice Frovider MNP

FECTION II: PHYSICIAN EVALUATION RESULTS (Fiease nofe: Principal diagnoses of “debility ™ or “aduir faiure fo
phriva” will nel Be accoplod as mealing e algibilily eriteria for Medicaid haspica care.)

[Terminal Diagnoses 2010 Codes:

Fxplanation of the clinical findings supporting a life expectancy of § months or less f the terminal |iness were to run
= normal course. (Yow may subet narative as an atfachmant i more foom 15 nesdadd)

JEECTION Ili: PHYSICIAN CERTIFICATION STATEMENT

certify that | am a physician icernsed in the State of Nevada | further certify that | entered the evaluation results listed
pbave and that they are basad ona Tace 1o Tace evaluation perfarmed on (dale of cartiffcalion)

[The conclusions listed are unbiased and free from influence. | certify that this recipient has a life expectancy of &
months or less if the ierminal iliness runs its normal courss,

jatte nding Provider License &
[Eignature Date
Hospice Medical Director Licenses #:
[Sigrature: Date:

Exclusion Statement
cartify that the recipient identified above DOES NOT have an attending phwsician separate from the hospice physician.

Hospice Medical Direclor Licenses #:
Eignature: Diate:
Hospice Representative Title:
[Signature Date

-5 Pagea 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 information.

— 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 Il Physician Evaluation Results
— If FA-94 is not completed as required, and agency CTI with detailed information NOT attached, prior authorization
reguest 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.

Nevada Medicaid Hospice Provider Training



Prior Authorization (PA) Submission
How to submit a PA via the Web Portal



v

Accessing the Provider Web Portal EVS

* 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)

' User Manual
Announcement

Web Announcii ¥R a R RIRS)
Test- Please igno

Nevada Medicaid Hospice Provider Training

A Providers~ EVS~ Pharmacy~ Prior Authorization~

mm System Requirements

To access EVS, you must have
internet access and a computer
with a web browser. (Microsoft
Internet Explorer 9.0 or higher,
Mozilla Firefox, or Google Chrome
recommended.)

Quick Links~ Calendar

Welcome
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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

Nevada Medicaid Hospice Provider Training
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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

Nevada Medicaid Hospice Provider Training
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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.

Nevada Medicaid Hospice Provider Training 30



Secure Web Portal

My Home

Nevada Department of
Health and Human Services

Division of Health Care Financing and Policy Provider Portal

LG GO Eligibility Claims Care Management Upload Files Resources Switch Provider

Contact Us |

Thursday 02/09/2017 04:41 PM PST

Delegate for

& Provider
Welcome
Name
Provider ID
Location ID
» My Profile

»  Switch Provider

|/ Provider Services

P Member Focused Viewing

Welcome Health Care Professional!

We are committed to make it easier for physicians and other providers to

., Contact Us

> Secure Correspondence

All Claim Inquiries should be submitted

to the following Address:

Nevada Medicaid Administration

P.O.Box 30042
Reno, NV 89520-3042

Nevada Medicaid Hospice Provider Training
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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; viewed are listed below. Click on the member name below to access the Member Focus View.
[ T
Recipient 1D 2 Recipient Gender Birth Date City | Z1P Code

........... JHN SMITH Male LAS VEGAS 89120-0000
""""""" g Female LAS VEGAS 89106-0000
........... Female LAS VEGAS 89121-0000
"""""" Fermale 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.

Nevada Medicaid Hospice Provider Training
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Secure Web Portal - Eligibility Information, continued

Member Focus Search

Last Members Viewed | Search

* Inchcates a requered heid

Emter the Recpient 1D or Last Name, First Name and Birth Date.
Recipient TD

Last Name First Name Birth Date
City ZIP Code g

O —

Search results display on the Search Results screen.

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

Member Focus Search

Last Members Viewed Search

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

Last Name Doe First Name Jane Birth Date
City ZIP Code

02/23/1954

Search Results

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

Rocipient 1D Rocipient a I Gender Birth Date I City

ZIP Code

Nevada Medicaid Hospice Provider Training
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Secure Web Portal — Recipient Information

MemberinFocus: MaryPoppins Change

Other Details

ID: 00001234567

- Member Details
Recipient ID
Name
Birth Date
City
state
Gender
P,ima,y Language

@ Your Member Claims

Medical/Dental

¥, Coverage Details

Elighiity Verfication Information for MARY POPPINS from D8/01/2016 10 06/30i2016

CloseMemberFocus

Recpent D 0001234567 Birh D 01011900
Coverage Efiectie Dae End Dete Frimary Cae Provider
MEDICAID FFS 0011116 06/30/2015 0000000000
(0 I 06011116 06/30/2016 | 2345000000
|

(fher Insurance Detal Information

There are no claims for this member.

P View more claims for this member

» | Your Member Authorizations

\

[ Submit an Authorization

Nevada Medicaid Hospice Provider Training
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Secure Web Portal - Recipient Information after PA Submission

Eligihiity Verification Information for My Poppins from 09/01/2016 %0 09/30/2016

Recipient I 00001234567 Birth Date 01/01/1500
Coverage | Effatieddte | End Date _ Primary Cane Provider
Medicaid FFS 09/01/2016 09/30/2016 0000000000
KIX HOSP SVC 09/15/2016 09/30/20t6 0000000000
XIX HOSP R4B 09/15/2016 09/30/2016 0000000000
XIX NF 09/01/2016 09/15/2016 0000000000
Other Insurance Detail Information

Nevada Medicaid Hospice Provider Training
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Secure Web Portal — Creating a Prior Authorization

Create Authorization: Step 1

* Indicates a required field.

|Requesting Provider Information

General Provider Header Instructions

Provider ID ID Type NPI Name

chmh-:r Information and Authorization Type

IGeneraI Member and Auth Type Instructions
*Recipient ID

|'m123456?

“Last Name [ Poppins *First Name lmn
“Birth Date® | 01/01/1000 zl
*Authorization Type [w/s Inpatient v/

lFacilit\r Information

IGeneraI Facility Header Instructions

Select from Favorites | ) ) v
“Provider ID | ] Q‘ *ID Type | v/ Name Add to Favorites [
*Facility Type | e v

Nevada Medicaid Hospice Provider Training



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 (v “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

Add | | Cancel

Nevada Medicaid Hospice Provider Training
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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

Nevada Medicaid Hospice Provider Training



Secure Web Portal — Confirmation Page

Nevada Department of
Health and Human Services

Jyinion of Health Care Financing and Policy Provider Party

Create Authoraation | View Athanpation Slatus | Marty m Favarde Provders | Aultonmatior Criere

P

» Confimm &uthargator Friday 02/10/2017 01:11 PM PST

Delegate for Role 103 Provider - In Network - Loeation
[NFT)

Membar in Focus:

Confiem Aulhorieation 7]
Gerenl Auih Slep d Irstnctinns Pupand 41 | Colapss 41
Regquesting Provider Information E
Prowider 1D ID Typw MM Mame SEVEN HILLS BEmAVIORAL
INSTITUTE
Member Information snd Authorization Type ::‘
Reciplent 1D
Retipient ”lﬁ' Papplnn Gendei Mema
Bir ik Dake A41/004 Aulthoricabion Tyge M5 lsgatest
Facility Information o
et
T Ll Ganelt )
Provider 1D 1234000000 10 Type N Mame e H |
Facility Type "aspse Mospdsl Desed)

Nevada Medicaid Hospice Provider Training
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W -
Panse »2te Dal P 13 detrene enlirnd @ eomadend b be P el (ormany ) Deorena (oe
Diagnonia Type Dagneais Code
BED-0LN D0Newd Mo maal ol o b e Pout mimd
S
Fram Qole T Diyy | Theouph Dok Code
£ RAavRe “ WL derron W 3-Fovpoy Sarverronpoy Boem | bow ‘
W Prodedures euol be (o authonsabon
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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 fo 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

orint preview | copy | _New

Nevada Medicaid Hospice Provider Training
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Prior Authorization Number

— Provider types 64 (Hospice) and 65 (Hospice, Long Term Care) are instructed to not include the
prior authorization number on their claim.

— Leave Field 63 A-C blank on the UB-04 Claim Form.

— Please retain the prior authorization information for your records.

Nevada Medicaid Hospice Provider Training
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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:
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
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Contact Us — Nevada Medicaid
Customer Service

TN TN
Customer Service Telephone: Prior Authorization Telephone:
877-638-3472 800-525-2395
\/ \/
T
EDI Help Desk:

877-638-3472

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

~_ -

Nevada Medicaid Hospice Provider Training
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Contact Nevada Medicaid
Provider Training — Field Service Representatives

77N TN

Contact the Provider

Training Unit Upcoming Training Events Email Us
Team Te?ritories 2017 Provider Training NevadaProviderTraining
Registration Website @dxc.com

www.medicaid.nv.gov

N

]

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

Nevada Medicaid Hospice Provider Training
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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



