
NOTICE OF PROPOSED RULE ADOPTION 

STATE OF MISSISSIPPI 
OFFICE OF THE GOVERNOR 

DIVISION OF MEDICAID 

Miss. Division of Medicaid 
c/o Ginnie McCardle, Spec. Proj. Officer 
Robert E. Lee Building 
239 N. Lamar Street 
Suite 801 
Jackson, MS 39201-1399 
(601) 359-6310 
http://www.dom.state.ms.us 

Specific Legal Authority authorizing the promulgation of 
Rule: Miss. Code Ann. 643-13-121f1972). as amended 

Reference to Rules repealed, amended or  suspended by the 
Proposed Rule : 
Provider Policy Manual Section 25.02-25.34 

Explanation of the Purpose of the Proposed Rule and the reason@) for proposing the rule: 
AP2006-72 These Provider Policy Updates to pages in Section 25 (Hospital Inpatient) regarding Prospective Payment 
Methods (APRIDRG) and creates a new pace (25.34) for future use. 

This rule is proposed as a H ~ i n a l  Rule, andlor a [7 Temporary Rule (Check one or both boxers as applicable.) 

Persons may present their views on the proposed rule by addressing written comments to the agency a t  the above 
address. Persons making comments should include their name and address, as well as other contact information, and 
if you are  an agent or  attorney, the name, address and telephone number of the party or  parties you represent. 

Oral  Proceeding: Check one box below: 

O A ~  oral proceeding is scheduled on this rule on Date: 
Place: 

Time: 

If you wish to be heard and present evidence at the oral proceeding you must make a written request to the agency at 
the above address at least day(s) prior to the proceeding to be placed on the agenda. The request should 
include your name, address, telephone number as well as other contact information; and if you are an agent or 
attorney, the name, address and telephone number of the party or parties yon represent. 

An oral proceeding is not scheduled on this rule. Where an oral proceeding is not scheduled, an oral proceeding 
will be held if a written request for an oral proceeding is submitted by a political subdivision, an agency or ten (10) 
persons. The written request should be submitted to the agency contact person at the above address within twenty 
(20) days after the filing ofthis notice of proposed rule adoption and should include the name, address and telephone 
nun~her of tile person(s) making the request; and if yon are an agent or attorney, tlie name, address and telephone 
number of the party or parties you represent. 

Economic Impact Statement: Check one box below: 

m ~ h e  agency lias determined that an economic impact statement is not required for this rule, or 

m ~ h e  concise summary of the economic impact statement required is attached 

The entire text ofthe Proposed Rule including the text of any rule being atnended or changed is attached 

Date Rule Proposed Effective Date of Rule: January 1,2007 

SOS FORM APA 001 
Effective Dale 07/29/2005 





When a orivate room is not medicallv necessarv but is furnished at the beneficiarv's reauest, the hosoital 
mav charae the oatient no more than the difference between the customarv charae for the - - - 

accommodations furnished and the customarv charae for the semi-orivate accommodations at the rate in 
effect at the time services are rendered. No such charae mav be made to the patient unless helshe 
requested the more expensive accommodations with the knowledae that helshe would be charaed the 
differential. The patient's account file, over the sianature of an authorized hospital emolovee, should 
reflect that the patient was informed and consent was aiven bv the beneficiarv for the differential charae 
in accommodations from semi-private to private room. 
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Division of Medicaid New: Date: 
State of Mississippi Revised: X Date: 44fQMS 
Provider Policy Manual Current: -----01/01/07 

Section: Hospital Inpatient Section: 25.03 
Pages: 1 

Subject: Discharge Against Medical Advice (AMA) Cross Reference: In~at ient  
Pros~ecthre Pavment Method 25.27 

Discharge Against Medical Advice (AMA) occurs when a beneficiary leaves a hospital against the advice 
or consent of a physician. Mississippi Medicaid will reimburse covered inpatient or outpatient hospital 
services rendered to the beneficiary even though the beneficiary leaves against medical advice. 
Reimbursement will be made in accordance with the transfer policv outlined in Section 25.27. 
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Division of Medicaid New: Date: 
State of Mississippi Revised: X Date: -l-UWM 
Provider Policy Manual Current: -01/01/07 
Seciion: Hospital Inpatient Section: 25.04 

. -=--. 
Subject: Ancillary Services Cross Referenoe. Inmatient 

Prosr~ective Pavmept Method 25.27 

Medically necessary ancillary services that are routinely furnished according to medically accepted 
standards of practice to inpatients by the hospital or by others under arrangements made by the hospital 
and in accordance with and subject to exclusions of this manual are covered services. Reimbursement - - ~p 

for ancillarv services is included within pavment calculated under the lnuatient urosuec~ive pavment 
method described in Section 25.27. 
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Division of Medicaid New: 4 Date: 
State of Mississippi Revised: X Date: 01/01/07 
Provider Policy Manual Current: 

Section: Hosoital inoatient Section; 25.05 - 
Pages: 1 

Subject: Disproportionate Share Hospltal (DSH) Cross Reference: 

The Mississippi Medicaid State Plan defines the Disproportionate Share Hospital (DSH) program and the 
qualifications for participation in the DSH program. > 
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Division of Medicaid Mew: Date: 
State of Missls$ippi Revised. X Date: 4#QWX 
Provider Policy Manual Current: -01101107 
Section: Hospital Inpatient Section: 25,06 

Pages: 1 
Sublect: Hospital Responsibllitles for Physician Services Cross.Rernnce: 

Physicians employed by or contracted with the hospital may not bill individually for services rendered to 
Medicaid beneficiaries. The hospital must bill for services provided by physicians employed by or 
contracted with the hospital (ex: hospitalists, lab directors, etc.). These services must be billed on the 
k l G A 4 W  professional claim 0.e.. CMS-1500 or X12N 837P1 with the physician's individual Medicaid 
provider number as the servicing provider and the hospital's Medicaid provider number as the billing 
provider. This includes services provided in the emergency room by physicians employed on a full-time or 
part-time basis by the hospital and other physicians employed by or with a contractual arrangement with 
the hospital. 

A hospital that accepts a Medicaid beneficiary for treatment accepts the responsibility for making sure 
that the beneficiary receives all medically necessary services that are covered by Medicaid. The 
conditions ot participation that govern hospitals providing care to Medicare and Medicaid beneficiaries 
require that the governing body of the hospital assures accountability of the medical staff for the quality of 
care provided to beneficiaries. Accordingly, i f  a particular physician with whom the hospital contracts 
does not accept Medicaid, the hospital has the responsibility of assuring the delivery of these medically 
necessary services to a Medicaid beneficiary. 
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Pages: 1 
Subject: Blood and Blood Components Cross Reference: Inpatient 

Prosoective Pavment Method 25.27 

Medicallv necessarv blood and blood comoonents are covered services without limit. Reimbursement for 
these DrodUCtS is included within oavment calculated under the innatient orosoective oavment method 
described in Section 25.27. 
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Division of Medicaid New: Date: 
State of Mississippi Revised: X Date: -laKH& 
Provider Policy Manual Current: d l i O l i 0 7  
Section: Hospital inpatient Section: 25.08 

Pages: 2 
Subject: Newborn Child Eligibility Cross Reference: 

Beneficiary information 3.02 

Newborn children may become Medicaid beneficiaries effective on hislher date of birth. 

Newborn to a Medicaid-eliqible Mother 

A child born to a Medicaid-eligible mother may automatically be eligible for Medicaid coverage for one 
year, provided the newborn continues to live with the mother. Following the birth of a child of a Medicaid 
beneficiary and before the mother is discharged from the birthing facility, hospitals must complete the 
Request for Newborn Health Benefits Identification Number form. This form authorizes the hospital to 
release information to the Division of Medicaid (DOM). The completed form should be faxed to the 
appropriate Medicaid Regional Office that serves the county where the mother and baby will reside. The 
Medicaid Regional Office will process the newborn information and assign a permanent Medicaid ID 
number within 7-10 days of receipt and fax the form back to the birthing facility initiating the form. 

NOTE: Newborns adopted at birth are not automatically entitled to the one-year eligibility period. An 
application for the newborn must be filed with the appropriate certifying agency. 

A hospital can verify eligibility through the AVRS line at 1-800-884-3222 for any Medicaid beneficiary. 

Newborn Who Is Not Medicaid-eliciible at the Time of Birth 

Eligibility is established by submitting an application to the appropriate Medicaid Regional Office. 
Application forms are available at some hospitals, federally qualified health centers, health departments, 
and other provider offices as well as Medicaid regional offices. If eligibility criteria are met and there are 
unpaid bills, eligibility may be established for as much as three months prior to the date of application as 
described in Section 3.03 in this manual. 
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REQUEST FOR NEWBORN HEALTH BENEFITS IDENTIFICATION NUMBER 
(Please print or type) 

Regional Medicaid Office Hospital 

Fax Number Fax Number 

I. RELEASE OF INFORMATION - TO BE COMPLETED BY PARENT 

1, , hereby authorize 
(Name of Parent) (Name of Hospitai) 

to release to the Mississippi Division of Medicaid information regarding my newborn child, 

for purposes of enrolling my child in Medicaid or the 
(Name of Child As It Appears on Birth Certificate) 

Children's Health Insurance Program (CHIP). 

Signature of Parent Date 

II. IDENTIFYING INFORMATION -TO BE COMPLETED BY HOSPITAL 

Newborn's Date of Birth Sex Race ... - 

Cl Single Birth 
0 Multiple Births How many? 

Name and Address of Mother 

County of Residence 

Mother's Medicaid ID# Mother's SSN 
*Your SSN will be used to ensure will be used to ensure that Medicaid correctlv matches vour babv's record 
to vour record. Pursuant to the authoritv found in federal law at 42 U.S.C. 1320b-7(a) and federal reaulations 
at 42 CFR 435.910. vou are required to disclose the Social Securitv Number (SSN) for each uerson audvinq 
for Health Benefits. This is a mandatory reauirement in order to be eliaible for Medicaid benefits. If vou 
cannot recall the SSN for each auulicant or if the auulicant does not have a SSN, the aaencv can assist you 
in auDlvina for a SSN for each auulicant. If the auulicant has a well established reliqious obiection for not 
providina his or her SSN, he or she should state the basis for such obiection and the aaencv will review this 
request. The SSN will be used to verifv information such as income and insurance coveraae and to hele 
maintain files reaardina eliaibilitv uursuant to the authoritv described in federal reaulations 42 CFR 435.940 
throuah 42 CFR 435.960. The SSN mav also be used to match with records within the State Medicaid aaency 
and in other state, federal, andlor local aaencies, such as the Social Securitv Administration, Internal 
Revenue Services, and Emulovment Securitv. 

Were parental rights terminated? No Y e s  

Hospital representative furnishing Information 
Telephone number Date 

Ill. HEALTH BENEFITS INFORMATION - TO BE COMPLETED BY MEDICAID REGIONAL OFFICE 

Newborn is eligible for 0 Medicaid Children's Health Insurance 
Health ~enefits ID# Effective Date 
DOM Worker Date 

Revised 1110712006 
Division of Medicaid State of Mississippi 239 N. Lamar St. Suite 801 Jackson, MS 39201-1311 1-800-421-2408 
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Division of Medicaid New: Date: 
State of Mississippi Revised: X Date: 44AWW 
Provider Policy Manual Current: -01101107 
Section: Hospital Inpatient Swition: 25.09 

Subject: Maternity Epidurals 
Pages: 2 
Cross Reference: Conditlons of 
Participation 4.01 
inpatient ProsnecZive Pavrnent 
Method 25.27 

A maternity epidural is a covered procedure under Mississippi Medicaid for all pregnant Medicaid 
beneficiaries. All pregnant Medicaid beneficiar~es must have access to this anesthesia service. 
Mississippi Medicaid considers maternity epidurals as a medically necessary service for treatment of 
labor pain. A maternity epidural is not considered an elective procedure. Reimbursement for 
eoidurals is included with~n pavment calculated under the inpatient prospective uavment method 
described in Section 25.27. 

Phvsician Responsibilities 

A physician who is participating in the Mississippi Medicaid program must take all reasonable measures 
to ensure that maternity patients are instructed and offered an epidural as an available and covered 
service under Mississippi Medicaid as part of the patient's prenatal counseling. The patient's options for 
pain relief medication during childbirth must be explained to her. If she requests an epidural, she should 
be instructed that this is a covered service under the Mississippi Medicaid program. Beneficiary problems 
with access to epidurals should be reported to the Program Integrity Unit hotline number at 1-800-880- 
5920 or 601 -987-3962. 

Anesthesioloqist and CRNA Responsibilities 

Anesthesiologists/CRNAs may not refuse to provide a maternity epidural to a Medicaid beneficiary except 
when medically contraindicated. An anesthesiologisWCRNA who is participating in the Mississippi 
Medicaid program must make available and offer maternity epidural services to pregnant Medicaid 
beneficiaries and cannot require a pregnant Medicaid beneficiary to pay for an epidural. HeIShe must 
accept the Medicaid payment as payment in full and cannot require a co-payment for hislher services. 
Under federal Medicaid law, deductions, cost sharing, or similar charges are not permitted for Medicaid 
services furnished to pregnant women. Thus, a participating provider's demand for these additional 
payments would be in violation of the law. 

The decision to have an epidural is to be decided between the beneficiary and her 
anesthesiologisWCRNA in consultation with the obstetrician. No means of coercion, dissuasion, or refusal 
by an anesthesiologisWCRNA to provide an epidural to a beneficiary in labor shall be utilized in 
determining this decision. 

Hosuital Res~onsibilities 

A hospital that accepts a pregnant Medicaid beneficiary for treatment accepts the responsibility for 
making sure that the beneficiary has access to an epidural. If an anesthesiologist does not accept a 
Medicaid patient for treatment, the hospital has the responsibility of assuring the delivery of this service. 
A Pregnant beneficiary is entitled to receive the service from a provider who has accepted her as a patient 
without the imposition of deductibles, cost sharing, or similar charges. 

The conditions of participation that govern hospitals providing care to Medicaid beneficiaries require that 
the governing body of the hospital assures accountability of the medical staff for the quality of care 
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provided to patients. There must be an effective hospital-wide quality assurance program to evaluate the 
provision of patient care, and all organized services related to patient care, including services furnished 
by a contractor must be evaluated, and where deficiencies are identified, remedial action must be taken 
(42 CFR 482.12,21 & 22). 

As referenced in Section 4.01, Conditions of Participation, of this manual: "The provider must 
agree to accept as payment in full the amount paid by the Medicaid program for all services 
covered under the Medicaid program within the beneficiary's service limits with the exception of 
authorized deductibles, co-insurance, and co-payments. All services covered under the Medicaid 
program will be made available to the beneficiary. Beneficiaries will not be required to make 
deposits or payments on charges for services covered by Medicaid. A provider cannot pick and 
choose procedures for which the provider will accept Medicaid. At no time shall the provider be 
authorized to split services and require the beneficiary to pay for one type of service and Medicaid 
to pay for another. All services provided to Medicaid beneficiaries will be billed to Medicaid only 
where Medicaid covers said service, unless some other resources, other than the beneficiary or 
the beneficiary's family, will pay for the service." 
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Division of Medicaid New: Date: 
State of Mississippi Revbed: X Date: 444CpiW 
Provider Policy Manual Current: -01101fO7 
Section: Hospital Inpatient Sbctiog: 25.10 

?ages.:, . . : , $ ~  
Subject: Take Home'Drugs, Supplies, and Equipment Sfesr):&%@feriice: Implantable 

~rograttimabte Baolofen'Pumps 
2520 
peatlent. Proswcthre Pavment 
Method-2527~ 

Druns 

. . 
Reimbursement for drugs provided during an inpatient stav is included within 

pavment calculated under the inpatient Prospective ~a.vment method described in Section 25.27. Take 
home drugs are NOT covered. A beneficiary may, upon discharge from the hospital, take home 
remaining amounts of drugs that have been supplied for himlher either on prescription or doctor's order, if 
continued administration is necessary, since they already would have been charged to hislher account by 
the hospital. 

Rethnmbursement for suppl~es used durinq an inwatient stav IS 

Included w~thin pavment calculated under the inpatlent prospective pavment method descr~bed in Sectlon 
25 Supplies and appl~ances furnished to a benefic~ary for use solely outside the hospital are NOT 
covered. 

Implantable Pumps 

Refer to Sect~on 25.20, Implantable Programmable Bacloien Pumps, In this manual 

. . birrlhn. Reimbursement for oxvaen used durina an inpatient stav is 
included within pavment calculated under the inpatient wrospective pavment method described in Section 
25.27. Oxygen furnished to a beneficiary for use solely outside the hospital is NOT covered. 

Durable Medical Equipment 

. . 
Reimbursement for durable medical eauioment used durina an 

~p ~~p -- 

inpatient stav is included within pavment caiiilated under the inpatient prospective wavment method 
described in Section 25.27. Equipment furnished to a beneficiary for use solely outside the hospital is 
NOT covered. 
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Division of Medicaid Ngw: Date: 
Slate of Misstssippl Revlsed: X Date: #fEUlQ4 
Provider Policy Manual Current: -01/01/07 

Section: Hospital Inpatient Section: 25.1 1 
Pages: 2 

Subject: Transolants CrossReference: Transplants 

Mississippi Medicaid benefits are provided for the following transplants if the facility obtains prior approval 
and satisfies all criteria: 

PROCEDURE 

Cornea 

Heart 

Kidney * 

Liver 

Lung - Single 

Lung - Bilateral 

Yes 

Yes 

Yes 

Yes 

Yes 

Yes 

Yes 

Marrow or Peripheral Hematopoietic Yes 
Stem Cell: Autologous, Syngeneic, or 
Allogeneic 

Pancreas 

Yes 

Yes 

Yes 

Yes 

Yes 

Yes 

Small Bowel Yes Yes 

* A kidney transplant done in conjunction with pancreas will be reimbursed as a kidney 
transplant only. 

. . 
Requests for prior approval should be sent to DOM's Utilization 
Manaaement and Qualitv ImDrovement Oraanization (UMIQIO). Physicians are urged to submit their 
requests as soon as it is determined that the patient may be a potential candidate for transplant. 

All transplant benefits are contingent upon: 

1. The beneficiary's continued eligibility for Mississippi Medicaid; 

2. The beneficiary's application for the transplant being approved by D O M ' s ~ U M I Q I O :  

3. All inpatient days being certified by DOM'sPBe UMIQIO; 

4. All conditions of third party liability procedures being satisfied; 

& All providers of services completing requirements for participation in the Mississippi Medicaid . . . .  . . 
program; 
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6. All claims being comoleted according to the reauirements of the Mississiopi Medicaid oroaram; 

7. All charges, both facility and physician, relating to procurement/storage must be billed by the 
transplant facility on thsW9? institutional claim [e.a.. UB92, UB-134, X12N 8371) under the 
appropriate revenue code; 

8. The transplant facility providing appropriate medical records, progress or outcome reports as 
requested by DOM, the PBe- UMIQIO or the fiscal agent; and 

9. The transplant procedure being performed at the requesting facility. 

All terms of the Mississippi Medicaid program, including timely filing requirements, are applicable. 

Approval will not be given for: 

Transplant procedures for which medical necessity has not been proven; 

Transplant procedures which are still investigative, experimental, or still in clinical trial: 

Transplant procedures performed in a facility not approved by DOM; 

Inpatient or outpatient admissions for transplant procedures on which certification or re- 
certification is not obtained from the PBe- UMIQIO. 
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Division of Medicaid New: Date: 
State of Mississippi Revised: X Date: W@MM 
Provider Policy Manual Current: ----01/01/07 
Section: Hospital Inpatient Section: 25.12 

Subject: Transportation of Patients 
Pages: 1 
Cross Reference: Ambulance 
8.03 aRa8.04 

Refer to Ambulance, Sections 8.03 and 8.04, and bET&sWx *?." !!'.??, e W k w m & N o n -  - 
Emeraencv Transportation, Section 12.0, of he Medicaid policv manual. 

Nursinq Facilitv Residents 

If a nursing facil~ty resident is transferred from a nursing facility to a hospital, remains hosp~talized for 
longer than fifteen (15) days, and is discharged from the nursing facility, transportation for these residents 
should be arranged by the hospital. 

If there has not been a final discharge from the nursing facility and the resident had a hospital stay of less 
than fifteen (15) days, transportation back to the nursing facility must be arranged by the nursing facility 
staff. 
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Division of Medicaid New: Date: 
State of Mlsslssi~~i  Revised: X Date: 
Provider Policy ~Hnual  Current: -01/01/07 
Section: Hospital Inpatient Section: 25.13 

Subject: Change of Ownership 
Pages: 1 
Cross Reference: Change of 

Refer to Section 4.03, Change of Ownership, in #iwwm&-in the Medicaid ~ol icv manual. 
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Division of Medicaid New: Date: 
State of Mississippi Revised: X Date: 4%WM 
Provlder Policy Manual Cur.fept: -"1/0110T 
Sactiah: His$ijital tijgatient , ,,. . , , ' 9ei.G: : : 

' 2  
Subject: Documentation Requirements Cross Reference: Maintenance of 

All professional and institutional providers participating in the Medicaid program are required to maintain 
records that will disclose services rendered and billed under the program and, upon request, make such 
records available to representatives of DOM or the Office of the Attorney General in substantiation of any 
or all claims. These records should be retained a minimum of five (5) years in order to comply with all 
state and federal regulations and laws. 

In order for DOM to fulfill its obligations to verify services rendered to Medlcaid beneficiaries and paid for 
by Medica~d, the hospital must maintain legible and auditable records that will substantiate the claim 
submitted to Medicaid. At a minimum, the records must contain the following on each patient: 

Date of service; 

A comprehensive history and physical assessmenVreport, including the patient's presenting 
complaint; 

Diagnos~s(es) to substantlate the hospitalization and all treatments/procedures rendered during 
the hosp~tallzation; 

The specific namehype of all diagnostic studies (x-ray, lab, etc.) and the medical indication and 
resultdfinding of the studies; 

Documentation and consult reports to substantiate treatmenVprocedures rendered, the patient's 
response to the treatmentlprocedure, and the signature or initials of the appropriate health care 
worker providing the treatmenVprocedure (physician, nurse, therapist, dietitian, etc.); 

The name, strength, dosage, route (IM, IV, PO, topical, enteral, intracatheter, etc.), date and time, 
indication for, and the administration of all medications administered to the patient; 

Discharge planning and instructions, including the signature or initials of the health care worker 
performing the instruction, the name of the person being instructed, date, and time of instruction; 
whether the instructions are given in writing, verbally, by telephone or other means; and how 
much instruction was comprehended by the beneficiary, including level of proficiency on return 
demonstration when a procedure is being taught; 

Discharge orders for medications, treatments/procedures. etc., that indicate whether the 
orders/prescriptions are issued in writing, verbally, or by telephone, and to whom the orders are 
issued; 

Signed physician orders for all medications, treatments, and procedures rendered to the patient. 

DOM requires that all x-ray images (films, digital images, etc.) be accessible at all times for 
review. In addition, DOM requires that the films or images be of such quality that they can be 
clearly interpreted. 

Providers must maintain proper and complete documentation to verify the services provided. The 
provider has full responsibility for maintaining documentation to justify the services provided. 
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DOM, the W UMIQIO, andlor the fiscal agent have the authority to request any patient records at any 
time to conduct a random sampling review andlor documentation of any services billed by the provider. 

If a provider's records do not substantiate services paid for under the M~ssissippi Medicaid program, as 
previously noted, the provider will be asked to refund to the M~ssissippi Medicaid program any money 
received from the program for such non-substantiated services. If a refund is not received within 30 days, 
a sum equal to the amount paid for such services may be deducted from any future payments that are 
deemed to be due the provider, unless other arrangements are made and approved by DOM. 

Any hospital provider who knowingly or willfully makes, or causes to be made, false statement or 
representation of a material fact in any application for Medicaid benefits or Medicaid payments 
may be prosecuted under federal and state criminal laws. A false attestation can result in civil 
monetary penalties as well as fines, and may automatically disqualify the hospital provider as a 
provider of Medicaid services. 

Refer to Section 7.0. General Poiicv for additional documentation reauirements. 
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Division of Medicaid New: Date: 
State of Mississippi Revised: X Date: IUBUBS, 
Provider Policy Manual Current: -p1/01/07 

Section: Hospital Inpatient Section: 25.16 
Pages: 1 

Subject: Therapy Cross Reference: Innatient 
Pros~ective Pavment Method 25.27 

. . > 
hospital, or bv others under arranaements made bv the hospital, is included within wavment calculated 
under the inwatient ~roswective pavment method described in Section 25.27. These covered services 
include services not otherwise listed as covered inpatient services. 

lnpatient services rendered by a psychologist or a therapist who is employed by the hospital and whose 
services are normally included in the billing of the hospital are covered on a reasonable basis in the same 
manner as the services of other non-physician hospital employees. 
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Divlsion of Medicaid New: Date: 
Stale of Mlsslssiool Revised: X Date: 4kQWEU 
Provider Pollcy ~ a n u a l  Current: 4 1 / 0 1 / 0 7  

Section: Hospital Inpatient Section: 25.17 
Pages: 1 

Subject: Out of State Facilities Cross Reference: Inpatient 
Prospective Payment Method 25.27 

Out-of-state hospitals are reimbursed under the inpatient orospective pvment method described in section 
25.27. 
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Division of Medicaid New: Date: 
State of Mississippi Revised: X Date: =I4MAN 
Provider Policy Manual Current: 01/07/07 

Section: Hospital Inpatient Section: 25.19 
Pages: 1 

Subject: NonCovered Procedures Cross Reference: 

In keeping with the Mississippi Medicaid policy for not providing reimbursement for services that are non- 
covered, any non-covered procedure performed in an inpatient or outpatient setting will result in this 
portion, or possibly the entire claim, being disallowed. Certification of a procedure by the .PBe UMIQIO 
for Mississippi Medicaid does not guarantee payment or the amount of payment for Medicaid services. 
Eligibility for and payment of Medicaid services are subject to all terms and conditions and limitations of 
the Medicaid program. 
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Division of Medicaid New: -X Date: 4#WW 
State of Mlssisslppi Revised: X Date: 01/01/07 
Provider Policy Manual Current: 

Section: Hospital Inpatient Section: 25.20 
Pages: 1 

Subject: Implantable Programmable Badofen Pumps Cross Reference: 

, The cost of the implantable oroarammable baclofen druq pumps used to treat 
-ntebin . . an in~atient hos~ital settinv will be reimbursed outside the hmpttal 

in~atient orosoective payment method. Hospitals must submit a paper claim with 
a copy of the invoice and product description that validates that it is an implantable pump and an 
attachment that verifies the cost of the pump to the hospital. Hospitals must remove the cost of these 
pumps from the cost report filed with Medicaid. Reimbursement is limited to $10,000 per state fiscal year 
(July 1- June 30) per Medicaid beneficiary. Claims submitted for beneficiaries who have exhausted their 
inpatient benefit limit or for non-certified days will be denied. 
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Division of Medicaid New: Datk 
State of Mississippi Revised: X Date: 1UBUB1 
Provider Policy ~ a n u a l  Current: ----0lM1/07 
Section: Hospital Inpatient Section: 25.23 

Paues: 1 
Subject: ~ r &  ~eference: 

Reserved for Futureuse 

Section 25.23 is RESERVED FOR FUTURE USE. 
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Division of Medicaid New: Date: 
State of Misslssippi Revlsed: X Date: -UIQU$1. 
Provider Policy Manual Current: 01/01/07 

Section: Hosuital Inuatient Section: 25.24 
Paaes: 1 

Subject: Psych iMc Sewkesl- ~ r &  Reference: 
Geriatric Psvchiatrlc UnR 

. . Geriatric Psvchiatric Unit 
. . 

Mississippi Medicaid does not cover services provided in a geriatric psvchiatric (Geri. 
g=g&) unit of a hospital. 

Inpatient Psvchiatric Services 

DOM covers inpatient acute psychiatric services in acute freestanding psychiatric facilities and in a 
psychiatric unit of a medical-surgical facility. Limitations apply to these services and are outlined below 
by facility type: 

Acute Freestanding Psychiatric Facility 

The services are available for children up to age 21 - The service must be medically necessary, as determined by the @R€LUM/QiO 

Psychiatric Unit at a Medical Surgical Facility 

The services are available to children or adults 

The service must be medically necessary, as determined by thePBe-UMIQIO 

Services are applied to the limit of thirty (30) inpatient hospital days per fiscal year 
(services for children may be extended if medically necessary, as determined by t h e m  
UMIQIO) 
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Prior Authorization Process 

When prior authorization is reauired. the hosoital must contact the UMIQIO as identified in Section 1.10 of -- 

the Medicaid Policv ManLal. Lelters of approval wil be sent lo [he provider ino'catina the aoproveo 
treatment author~zarion number (TAN) and dates of service. This information should be ~ s e d  when filinq 
the claim form. Cert'fication acknowledqes onlv the medical necessitv and a~oropriateness of the setting 
and does not auarantee pavment. 

Reauests for reconsideration of a denied reauest mav be sent with additional information that iustifies the 
need for reauested servicek) to the UMIQIO within thirtv (30) calendar davs of the date of the denial 
notice, or in certain situations, three (3) business davs for an exoedited reconsideration. 

The UMlQlO will nolifv all :nvolveo parties in writ~na of the reconsideration rev:ew determiliarion. If the 
denial ;s ~Dhe~d.  rhe notice will conrain information for the facility and the ohvs;cian that the Med~caia 
benefic,arv has tne riaht to reauesr an AdministratveA~peal ro DOM within 15 calendar oavs o l  the 
notification date and directions for how the beneficiarv mav reauest such an atmeal. 

Medicaid beneficiaries in hospitals mav be billed for inpatient care occurrina after thev have received 
written notification of Medicaid non-aoproval of hospital services. If the notice is issued prior to the 
beneficiarv's admission, the beneficiarv is liable for full oavment if helshe enters the hosoital. If the notice 
is issued at or after admission. the beneficiary is responsible for pavment for all services provided after 
receipt of the notice. 

In the event that the UMIQlO's retrosoective review determines that the admission did not meet the 
inoatient care criteria, Medicaid beneficiaries mav not be billed for inoatient stav. 

Medicaid beneficiaries mav not be billed for innatient care because the hosoital failed to obtain the 
reauired admission and continued stav authorization. 

This does not aoolv to Medicaid non-covered services such as Geriatric Psvchiatric services. 

Authorization for Admission 

A person is considered an inpatient if formallv admitted as an inoatient with the expectation that 
helshe will remain at least overniaht and occuov a bed even thouah it later develops that helshe 
can be discharaed or is transferred to another hos~ital and does not actuallv use a hospital bed 
overniaht. 

When a beneficiarv :s initiallv adm'lted to o~roat~ent status, and subsea~entlv is converteo ro 
inparient status, the oate of admisson is uefined as the date the 0enefic.a~ is converteo to 
inoatient status as documented bv the ohvsician's order. 
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Emerqent and urqent admissions must be authorized on the next workinq dav after admission. 

In qeneral. all admissions reauire prior authorization. with two exceptions. 

o Vaainal deliveries with lenath of stav less than three davs and cesarean deliveries with 
lenath of stav less than five days do not require prior authorization. These admissions 
must. however, be reported to the UMIQIO in accordance with the reauirements set by 
the UMIQIO. 

Normal newborn aomissions require ne~ther author'zarion nor reporlina to the UMIQi0. A 
normal newoorn is detined as a patient born wlhin the treating hospital with lenqtn of stay 
less than five davs. In situations where the lenqth of stav for a normal newborn is five 
davs or more because the mother has not been discharqed (babv is considered 
"boardinq in"), the hospital must contact the UMIQIO. 

0 

When lenath of stav exceeds two davs lvaqlnal dellvervl or f o ~ r  davs (cesarean dellverv or 
normal newborn) the hospifa must contacl the UMIQIO for aulhor.zat~on of contin~ed inpat ent 
care. - 
For admissions of newborns delivered outs~de the hospital, the admittina hospital must contact 
the UMIQIO for authorization of inpatient care. 

. When seekinq author~zat~on for newborns, the infant's full name must be aiven to the UMIQIO. 
Babv Boy or Babv G~rl 1s not acceptable. The infant's name qiven to the UMIQIO must be the 
same as the name on the clalm submitted to Med~caid 

Authorization for Lenath of Stay 

In qeneral, authorization of lenath of stav is not reauired. The exceution is that authorization for additional 
davs is reauired if the stav extends past the Lona Stav Threshold value that will be Specified bv DOM. 
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Division of Medicaid New: Date: 
State of Mississippi Revlsed: X Date: 44A34KU 
Provider Pollcy Manual Current: ----01/01/07 
Section: Hospital Inpatient . $eotioni 2S26 

' Pages 1 
Subject: Split BiNlng Cross Reference: 23 Hour 

Observation Sewices 26.14 

Mississiooi Medicaid will accept interim billina for a sinale hosoital admission in the followina situations: 

When the initial claim is billed to Medicare and Medicare exhausted davs are billed to Medicaid. 

When the lenqth of stav exceeds the DRG Interim Claim Threshold as determined bv DOM. In 
this instance, an interim claim will be paid an interim Der diem rate for the initial bill times the 
number of davs. At the time the patient is discharaed, the hosoital must reolace or void the 
interim claim or claims and submit a sinale admit-throuah-discharoe claim for which oavment will 
be calculated under the inoatient orosoective oavrnent method. 

Providers are no lonaer reauired to do solit billina for inaatient stavs that soan the Medicaid fiscal year. 

For Miss~ssiooi Medicaid. the 23-hour observation stav ;s not consloereo a s ~ l i t  oill. See 23 Hour 
Observation Services. Seclion 26.14. In tne Meoicaio vol~cv manual for detailed bil ina instrucriois. 
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Division of Medicaid New: Date: 
State of Mississippi Revised: X Date: -88/8-UB(i 
Provider Policy Manual Current: -01101107 
Section: Hospital Inpatient Section: 25.27 

- -u--- . . 
Sub]ect.- Cross Reference: 

Pros~ective Pavment Method 

Except as specified in this paraarapn. the inparlent prospective pavment method appies lo all inpanent 
Stavs for all acure care services in qeneral. rehabilitarion and freestandina osvchiatric nosoitals. It does 
not applv to stavs where Medicare is the orimarv paver or to "swina b e d  stavs. It also does not applv to 
Indian Health Services hospitals, where pavment is made on a per-diem basis per federal law. 

Primacv of Medicaid Policy 

Manv features of the Medicaid inpatient prospective pavment method are patterned after the similar 
~~p ~- ~- 

method used bv the Medcare proqram. When specific detais of theoavment methoo dlffer oelween 
Medicaid ana Medlcare, rnen the Medicaid policv prevails. 

Diaqnosis Related Groups 

Under the inpatient prospective pavment method, the most important step in determinina payment is the 
classification of each patient's case into a diaqnosis related aroup (DRG). The case is assiqned to a DRG 
based on informat~on contained in each beneficiarv's claim includinq d~aanoses and Procedures 
performed as wel. as aqe. sex, and d;scharae status. The information is processed lhrouoh the All Patient 
Refjned Diaanos's Relaled Group (APR-DRG) qrouper proqram that assians a sinale APR-DRG to each 

APR-DRG Relative Weiahts 

For each APR-DRG, a relative weiaht factor is assianed. The relative weiaht is awolied to determine the 
APR-DRG Base Pavment that will be paid for each admit-throuah-discharqe case reaardless of the 
specific services ~rovided or the exact number of davs of care. The APR-DRG relative weiaht reflects the 
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tvoical resources consumed oer case. 

APR-DRG relative weiahts are reviewed and uudated periodicallv bv DOM. The weights are adapted from - - 
nat,ona, databases of mtlitons of Inpatlent stavs and then "re-centere's0 that the averaae M~ss,ss~up~ 
Mea cala stav n a oase vear has a wetqht of 1 00 When DOM determ,nes that aalustments ro relatlve 
welahls for suec~flc APR-DRG's are appropriate to meet Medlcald uollcv goals a 'pollcv adlustor may be 
applied to increase or decrease these relative weights. 

APR-DRG Base Price 

The same base price is used for all stavs in all hospitals. The base price will be reviewed and uudated 
periodically 

APR-DRG Base Pavment 

For each stav, the APR-DRG Base Pavment equals the APR-DRG Relative Weight multiplied bv the 
APR-DRG Base Price. Additional oavments and adiustments are made as described below. 

Cost Outlier Pavments 

It is recoanized that there are occasional cases that are extraordinarilv costlv in relation to other cases 
within the same APR-DRG because of the severitv of the illness or comulicatinq conditions. These 
variations are recoanized bv the cost outlier uavment that is an add-on pavment for expenses that are not 
predictable bv the diagnosis. procedures performed. and other statistical data captured bv the APR-DRG 

The additional uavment for a cost outlier is determined bv calculating the hosuital's estimated loss. The 
estimated loss is determined bv multiplvinq the billed charge bv the hospital's cost-to-charae ratio minus 
the APR-DRG base pavment. If the estimated loss is sreater than the APR-DRG cost outlier threshold 
established bv the DOM, then the cost outlier uavment equals the estimated loss times the APR-DRG 
Marqinal Cost Percentaqe. 

Stavs assiqned to mental health APR-DRGs are not eliqible for cost outlier uavments. 

Dav Outlier Pavments 

Onlv stavs assigned to mental health APR-DRGs are eliqible for dav outlier uavments, in recoqnition of 
the fact that exceotionallv exuensive mental health stavs tend to be characterized bv lonq lengths of stav. 

A stav becomes a dav outlier stav when it exceeds the DRG Long Stav Threshold determined bv the 
DOM. In addition to the APR-DRG base pavment, all certified davs after the threshold are oatd per diem 
at the APR-DRG Day Outlier Statewide Amount. 

Transfer Pavment Adiustment 

The transfer uavment adiustment auplies (1) when a uatient is transferred to another hosuital or to a 
distinct unit within the same hospital. other than a federal health care facilitv. for Mississiuui Medicaid 
covered acute care services, or 12) when a patient is discharaed aqainst medical advice. 

Transfers to another hosp'ta or distlnct unlt are dlstlnq~isned bv the fo lowlnq dlscharse status codes ro 
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indicate the transfer status: 
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APRIDRG benefits will be paid 

Hospital lor Inpatient Miss iss i~~ i  Medicaid hospital 
provider for onlv covered acute 
care services as certified by 

Left Against Medical 

admitting hospital 
beneficiarv is hospitalized 
less than the national 

APRIDRG benefits will be  aid 

63 - 

65 - 

Rehabilitation Facility 
[IRF) lncludinq 
Rehabilitation Distinct 
Part Units of a Hospital 

Discharaedrransferred 
to a Medicare Certified 
Lona Term Care Hospital 
(LTCH) 

DischaraedlTransferred 
to a Psvchiatric Hospital 
or Psvchiatric Distinct 
Part Unit of a Hospital 

discharaina 1 transferrinq 
hospital if the beneficiarv is 
hospitalized less than the 
national averaae length of 
& 

Beneficiarv must be 
discharaed and readmitted 
to a separate inpatient rehab 
hospital or distinct rehab unit 
within the same hospital. 

The transfer pavment 
adiustment will appl\l to the 
discharqina I transferring 
hospital if the beneficiarv is 
hospitalized less than the 
national averaae lenqth of 
& 

The transfer wavment 
adiustment will applv to the 
discharaina I transferrinq 
hospital if the beneficiarv is 
hospitalized less than the 
national averaae lenath of a 

Mississiopi Medicaid hospital 
provider for onlv acute care 
covered services as certified 
bv the UMIQIO. 

APRIDRG benefits will be paid 
to hospitals enrolled as a 
Mississippi Medicaid hospital 
provider for onlv covered acute 
care services as certified by 
the UMIQIO. 

APRIDRG benefits will be paid 
to hospitals enrolled as a 
Mississipoi Medicaid hospital 
provider for onlv covered acute 
care services as certified bv 
the UMIQIO. 

Mississipoi Medicaid does not 
reimburse for inpatient 



The transfer pavment adiustment does not aowlv when a oatient is moved to a "scatter b e d  within the 
same hoswital. The transfer pavment adiustment does not awplv when a patient is discharaed to a wost- 
acute settina such as a skilled nursina facilitv. 

66 - 

The wolicv on wavment for transfer cases is based on the rationale that, in aeneral, the transferrinq 
hospital provides a limited amount of treatment in comoarison to the final discharaina hospital. The 
receivina hoswital is not impacted bv the transfer oavment wolicv unless it transfers the oatient to another 
hosoital. 

In the transfer oavment adiustment. oavment is calculated as if the beneficiarv was not a transfer. and 
then pavment is adiusted. The oavment is divided bv the nationwide averaae lenath of stav for that APR- 
DRG to arrive at a wer diem amount. The per diem amount is then multiolied bv the actual lenath of stav, 
except that wavment is doubled for the first day. If the transfer wavrnent adiustment results in a oavment 
amount areater than the amount without the adiustment. then the transfer pavment adiustment is 
disreaarded. 

DischaraeslTransfers to 
a Critical Care HosDital 
(Effective Januarv 1, 

Prorated Pavment Adiustment 

Situations sometimes arise either when a beneficiarv has coveraqe for fewer davs than the lenath of stav. 
~ - ~- - - 

oecause the 'ndividua4 exhausts h:s or her annual inwatienl oenefit or because the individ~al has Medicaid 
eliaibil;tv for only some davs of ihe srav. 

Beneficiarv must be 
discharaed and readmitted to 
a osvchiatric hospital or 
psvchiatric distinct Dart unit 
of a hosoital. 

The transfer pavment 
adiustment will aowlv to the 
discharaina I transferring 
hosoital if the beneficiarv is 
hosoitalized less than the 
national averaae lenath of 
aav. 

In the ororated oavment adiustment. pavment is calculated as if the beneficiarv had coveraae for all davs, 
and then pavment is prorated. The oavment is divided bv the nationwide averaae lenath of stav for that 
APR-DRG to arrive at a per diem amount. The per diem amount is then multiolied bv the actual lenath of 
stav, except that oavment is doubled for the first dav. If the ororated wavment adiustment results in a 
pavment amount areater than the amount without the adiustment, the ororated oavment adiustment is 
disreaarded. 

geriatric osvchiatric services. 

MisSis~iP~i Medicaid does not 
reimburse for rehabilitation 
services for substance abuse. 

The APRIDRG methodoloav is 
not aoplicable to a Psvchiatric 
Residential Treatment Facilitv 
0. 

APRIDRG benefits will be paid 
to hosoitals enrolled as a 
Mississiopi Medicaid hosoitai 
provider onlv for acute care 
services as certified bv the 
UMIQIO. 
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APR-DRG Pavment, Allowed Amount and Paid Amount 

The APR-DRG Pavment eauals the APR-DRG Base Pavment. plus outlier pavments if applicable, with 
transfer andlor prorated adiustments made if ao~licable. The allowed amount equals the APR-DRG 
Pavment plus apolicable add-on oavments such as medical education or DSH. The Paid Amount equals 
the Allowed Amount minus co-pavments or third-party. 

Diaanostic services provided to a beneficiarv bv the admittinq hospital or bv an entitv whoilv owned or 
operated bv the hospital or under arranqements with the hospital within three davs prior to the date of 
admission are deemed to be inpatient and are included in the inoatient APR-DRG oavment. Additionallv, 
non-diaqnostic services provided durino the three-dav window are deemed inpatient if the principal 
diaanosis billed is identical for both the inpatient and outpatient services. When a patient is admitted 
throuah the emeraencv room. the ER services are not pavable seoaratelv. 

Exclusion to the three-dav window is dialvsis services. 

Graduate Medical Education 

Graduate Medical Education costs will be paid to qualified hospitals as defined bv DOM. 
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Division of Medicaid New: Date: 
State of Mississippi Revised: X Date: M f W W  
Provider Policy Manual current: ------01161107 
Section: Hospital inpatient Section: 1528 

Pages: 2 
Subject: Cost Reports Cross Reference: 

Each hospital participating in the Mississippi Medicaid Hospital Program will submit a Uniform Cost 
Report to DOM. The year-end adopted for the purpose of this program shall be the same as for Title 
XVlll (Medicare). Any deviations to the reporting year such as a Medicare approved change in fiscal year 
end should be submitted to DOM in writing. 

be the same as thosefor Title XVlll unless specifically outlined in the Hospital State Plan. 

Each facility must submit a cost report on or before the last day of the fifth (5'') month following the close 
of the reporting period. Should the due date fall on a weekend, a State of Mississippi holiday, or a federal 
holiday, the due date shall be the first business day following such weekend or holiday. DOM will not 
grant extensions for cost reports, 7 unless granted by Medicare, beyond the five (5) 
months given to complete the cost report. 

Cost reports that are either postmarked or hand delivered after the due date will be assessed a penalty in 
the amount of $50.00 per day the cost report is delinquent. 

A hospital that does not file a cost report within six (6) calendar months after the close of its reporting 
period may be subject to cancellation of its Provider Agreement at the discretion of DOM. 

All cost reports are required to detail tkeiF entire reporting --making appropriate adjustments 
as required by the Hospital State Plan for determination of allowable costs. The cost report must be 
prepared iftasseKlaRse-witk usinq the methods of reimbursement and cost findings in accordance with 
Title XVlll (Medicare) Principles of Reimbursement, except where further interpreted by the Provider 
Reimbursement Manual, Section 24.14 or as modified by the State Plan. 

All cost reports must be filed with DOM. When it is determined, upon initial review for completeness, that 
a cost report has been submitted without all the required information, providers will be allowed a specific 
period of time to submit the requested information without incurring a penalty for a delinquent cost report. 
For cost reports submitted by the due date, ten (10) working days from the date of the provider's receipt 
of the request for additional information will be allowed for the provider to submit the additional 
information. If there is no response to the request, an additional five (5) working days will be allowed for 
submission of the requested information. 1 

For cost reports submitted after the due date, five (5) working days from the date of the provider's receipt 
of the request for additional information will be allowed for the provider to submit the additional 
information. If there is no response to the request, an additional five (5) working days will be allowed for 
submission of the requested information. 3 

Cost reports that are incomplete will be subject to the penalty provisions for delinquent cost reports until 
the requ~red additional informailon is submitted. All cost reports must be filed Using the appropr~ate 
MedicarelMedicaid forms and instructions. The cost reports and the related information should be mailed 
to: 

Division of Medicaid 
Attn: Bureau of Reimbursement 
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Division of NlFldlcaid New: Date: 
State of Mississippi Revised: X Date: 4.#WM 
Provider Policy Manqal Currenk 4 1 1 Q 1 1 0 7  
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Pages: 2 
Subject: Newborn Hearlng Screens Cross Reference: Inpatient 

Prospective Payment Method 25.27 
MalntaKIance of Records 7.03 

Hearing screens should be conducted on all newborns to detect hearing impairment and to alleviate the 
adverse effects of hearing loss on speech and language development, cognitive and social development, 
and academlc performance. Screening conslsts of a test or battery of tests administered to determine the 
need for in-depth diagnost~c evaiuatlon. Screens may be performed using auditory bra~nstem response, 
evoked otoacoustlc emissions, or other appropriate technology approved by the United States Food and 
Drug Admin~stration. 

Newborn hearing screens should be administered as follows: 

The initial screen should be conducted during the same hospital admission as the infant's birth 

If the infant fails the initial screen, a second screen should be administered prior to hospital 
discharge. 

If the infant fails the second screen, a third screen should be scheduled in a setting other than 
inpatient hospital. 

If the infant fails the third screen, the infant should be referred to a physician or audiologist for 
diagnost~c testing. 

Hearing screens are a covered service for all Medicaid eligible infants. No prior authorization is required. 

Billina Reauirements for Newborn Screens 

inpatient Hospital - Hearing screens performed during the same hospital admission as the infant's birth 
must be billed on t h e m  institutional claim (e.a.. UB-92, UB-04, X12N 83711 using revenue 
code 470. Reimbursement is included . ,  within the Davment calculated 
under the in~atient prospective Davment method described in Section 25.27. 

Outpatient Hospital - Hearing screens performed after discharge in the outpatient department of a 
hospital must be bilied on the 7 institutional- using revenue code 470. The hospital 
receives an outpatient reimbursement rate. 

Non-Hospital Based Providers - Hearing screens performed in the office of a physician or audiologist 
must be billed on theSMS-WN ~rofessional claim h ( e . a . .  CMS-1500 or X12N 837P1 using HCPCS 
V5008. Physicians and audiologists receive fee for service reimbursement. 

Billina Requirements for Diaanostic Testinq 

Infants failing three (3) hearing screens should be referred to a physician or audiologist for in-depth 
diagnostic testing. 

InpatientIOutpatient Hospital - Diagnostic testing performed in the hospital (inpatient or outpatient) must 
be bilied on the W392 inDatient claim using revenue code 471. Reimbursement for inpatient 
services is included in the hospital's  prospective Davment rate. Reimbursement for 
outpatient services is made according to the hospital's outpatient reimbursement rate. 
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Non-Hospital Based Providers - Diagnostic testing performed in the office of a physician or audiologist 
must be billed on the CMS-1500 claim form using the appropriate code(s). Physicians and audiologists 
receive fee for service reimbursement. 

Documentation 

In order for DOM to fulfill its obligation to verify services rendered to Medicaid beneficiaries and paid for 
by Medicaid, the provider must maintain legible and auditable records that will substantiate the claim 
submitted to Medicaid. At a minimum, medrcal record documentation must contain the following on each 
beneficiary: 

Date(s) of service; 

8 Demographic iniormation (Example: name, Medicaid number, date of birth, etc.); 

Reason for testing (i.e., universal or hearing loss risk factors); 

lnterpretationlResults of testing; 

Recommendations; 

Follow-up, if applicable; 

Parent's or guardian's refusal of services, if applicable; AND 

Provider's signature or initials. 

Records must be maintained a minimum of five (5) years to comply with all state and federal regulations 
and laws. DOM, t h e m ,  and/or the fiscal agent have the authority to request patient records at any 
time to conduct a random review and/or documentation of services billed by the provider. 

Refer to Section 7.0, General Policv for additional documentation information. 
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