Executive Summary

In July 2004, APS Healthcare was selected by the Wyoming Department of Health, Office of Healthcare
Financing's EqualityCare (Medicaid) program to provide services to the state in two separate contracts.
The first contract includes oversight of the EqualityCare PRO/QIO Behavioral Health and Medical Utilization
Management (UM) program; the second contract is the Health Management Service program, Healthy
Together! Each program is discussed in this provider manual.

For more information on APS Healthcare’s Wyoming programs—as well as all utilization management
forms included in this manual—please visit http://www.wyoming.apshealthcare.com or
http://www.wyhealthytogether.com/.
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Referral Form

To refer an EqualityCare client into the Healthy Together! Health Management program please complete the information
below and fax it to 1-888-245-1928 or call_1-888-545-1710.

EqualityCare Client (Patient) Information Provider/Facility Information
Name: Referring staff name:
Address: Facility/Office:
City: Address:
State: Zip Phone:
Phone number(s): Fax:
DOB: Primary Care Physician:
EqualityCare # (optional): Client is aware of referral to Healthy Together!:
Primary DX: U Yes U No

Notes:

Reason for referral to Health Coach or Case Manager:

(1 Client needs education (disease, treatment plan)

[ Reinforce medication and/or treatment compliance

O Provide links to community resources

O Assist coordination of care and/or services

U Maternal/prenatal support: EDC Grav__ Para__
1 Other

APS Healthcare use only

Date rec'd Opened Deferred HC/CM

Healthy Together! is offered by the Wyoming Department of Health to all Wyoming EqualityCare clients at no cost. The program provides clients with one-on-one support from a nurse,
educational materials to encourage the self-management of their health and assistance in coordinating their care among multiple providers. Healthy Together! also provides
EqualityCare clients with information on weight loss, smoking cessation and how to adopt healthy lifestyles. Healthy Together! was named the Best Government Disease Management
Program by the Disease Management Association of America in 2005.

Healthy Together! is delivered by APS Healthcare

P
#7 APS HEALTHCARE
6101 Yellowstone Rd., Suite 320 ¢ Cheyenne, WY 82009 ¢ 307-433-0970 * 307-637-5276 fax * www.wyhealthytogether.com
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Wyoming EqualityCare Policy for Gastric Bypass Surgery

Description

Morbid obesity is defined as a body mass index (BMI) of 40 or above. It is a condition of persistent
and uncontrollable weight gain that is a potential threat to life. BMI = weight (kilograms)/height
(meters) squared.

Wyoming EqualityCare will consider coverage of Gastric Bypass surgery on a case-by-case basis with
the appropriate documentation if it is medically appropriate for the individual to have such surgery and
if the surgery is to correct a serious or potentially life-threatening condition.

Policy

Prior Authorization is required.

The surgeon performing the gastric bypass surgery must submit a written request, i.e. a prior
authorization form, documenting the ICD-9 and CPT-4 code(s) to be used.

The following documentation must be submitted with the prior authorization request:

e Height, weight, and Body Mass Index (BMI). The recipient must meet the weight
criteria for clinically severe obesity, which is a BMI equal to or greater than 40, have at
least one co-morbidity related to obesity, and have been previously unsuccessful with
the medical treatment of obesity.

e The primary physician must submit:
1. the complete patient history and physical examination notes;

2. aone-year record of the recipient’s weight and documented efforts to lose
weight by conventional means;

3. recipient’s goal weight

4. the proposed treatment plan.

« Documentation of a pre-operative psychological evaluation by a licensed clinical
psychologist within the last 90 days to determine if the patient has the emotional
stability to follow through with the medical regimen that must accompany the surgery.

e Documentation showing the recipient is actively participating in a clinically supervised
weight loss program which includes diet, exercise and life style changes.

e Documentation of the post-operative plan of care, which should include behavior
modification, dietary management, and clinician supervised exercise program.
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Surgical Procedures Covered

» Roux-en-Y Gastric Bypass (open or laparoscopic) occurs when a small tube of bowel connects the
top of the stomach directly to the middle of the small bowel. The rest of the stomach is either cut or
stapled, so food can fill only about 10% of the stomach.

 Gastric Partitioning (vertical-banded gastroplasty or gastric stapling) occurs when a row of
staples is placed across the stomach so food can only pass through a narrow part of the stomach. The
"band" is a ring that keeps the opening narrowed. Patients become full after only a small amount of
food is consumed.

e Laparoscopic Adjustable Gastric Banding (LABG) occurs when a band creating a gastric pouch
with a capacity of approximately 15 to 30 cc’s encircles the uppermost portion of the stomach. The
band is an inflatable doughnut-shaped balloon, the diameter of which can be adjusted in the clinic
by adding or removing saline via a port that is positioned beneath the skin.

CODING
CPT Codes

43644 Laparoscopic gastric restrictive procedure with gastric bypass with Roux-en-Y
gastroenterostomy.

43770 (HCPCS Code S2082) Laparoscopic gastric restrictive procedure with adjustable gastric band,
includes placement of subcutaneous port.

43842 Gastric restrictive procedure, without gastric bypass, for morbid obesity; vertical-banded
gastroplasty

43843 Gastric restrictive procedure, without gastric bypass, other than vertical-banded gastroplasty

43846 Gastric restrictive procedure, with gastric bypass with short limb (less than 150 cm) Roux-en-Y
gastroenterostomy

43847 Gastric restrictive procedure, with gastric bypass, with small intestine reconstruction to limit
absorption

43848 Revision of gastric restrictive procedure for morbid obesity (separate procedure)

HCPCS CODES

S2083 Adjustment of gastric band diameter via subcutaneous port by injection or aspiration of saline.
ICD-9 Codes
278.00-278.01 Obesity
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(TABLE 1)
1999 METROPOLITAN BMI INDEX

Body mass index (BMI) according to a variety of weights and heights. The BMI is calculated
by dividing weight in kilograms by height in meters squared. For example, a person who
weighs 180 and is 5'5" would have a BMI of 30.

Body Mass Index (BMI),
kg/m2*

WEIGHT (Ibs.)

120|130|140(150{160]170|180|190{200|210|220|230(240[250|260|270{280|290|300(310(320

4'10"[ 25127129 |31 (34 |36|38[40 (42|44 |46 48|50 52|54 |57 [59(61)|63]|65]67

4'11"[ 24 126 |28 |30 (32|34 |36 [38[40|43 14547 [49|51|53|55[57[59]|61]|63]65

50" [23 125|127 (2931 |33|35[37(39|41|43|45[47 49|51 |53 [55(57|59]|61]63

51" [ 2312527 |28 |30 323436 (3840|4244 (45|47 49|51 [53([55|57|59 |61

52" 12212426 (27 29|31 |33(35[37|38|40(42 4414648 (49|51 |53 555759

53" 121|123 [25[27 28|30 |32(34[36|37|39(41[43 144|146 [48 50|51 |53 (55|57

54" 12112224 (2628|2931 (33[34|36|38[40[41)143|45[46 48|50 |52 [53]55

55" 120|122 2325|2728 |30(32[33|35|37 (384042 |43 (45|47 1485052 |53

56" 119121 (232412627 |29(31[32|34|36(37[39]|40 |42 (4445|4749 (50|52

57" 119120 (22 (2425|127 |28 [30[31|33|35(36[38|39|41 (4244146 |47 [49][50

58" 11812021 (232412627 (293032 |34(35[37|38|40(41 43|44 1464749

59" 11811921 (222412527 (28|30 |31 |33(34[36|37|38[40 |41 |43 |44|46]|47

510" 17119120 (22 23|24 2627 2930|3233 [35]|36|37[39([40]42)|43[45]46

511" 17118120 (21 |22 |24 |25(27 28|29 |31(32[34|35|36|38[39|41)|42 (4345

6'0" 116|118 [19(20(22 23|24 (26|27 ]|29|30(31[33]|34|35(37[38]|39]|41([42]43

61" 116 |17 [19[20 (21|22 |24 [(25[26|28|29(30[32]|33|34(36[37]|38]|40/(41]42

62" 115|117 (181921122 |23[24 26|27 |28[30[31)32|33[35[36|37]|39[40]41

*Conversion Factors:

Weight in Ibs/2.2 = weight in kilograms (kg)
Height in inches x 0.0254 = height in meters (m)
1 foot = 12 inches
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Wyoming EqualityCare Policy for equalitycare

Bone Marrow/Stem Cell and Organ Transplant Services

The Wyoming EqualityCare Program will review all cases presented for bone marrow/stem cell and organ
transplantation for recipients under the age of 21. Transplants are limited to bone marrow/stem cell, kidney
and liver for recipients over 21 years of age. All cases for recipients over 21 years of age will also be
reviewed.

Prior authorization is required for all for bone marrow/stem cell and organ transplants

Policy
e All cases presented for organ transplantation (with the exception of Cornea) require prior authorization.
e Each case receives individualized review and is evaluated for medical necessity.

Medical necessity criteria

» Diagnostic confirmation by clinical laboratory studies of the underlying pathological process.

e Clinical and physiological verification of end stage failure that is unresponsive to applied treatment
regimens.

e Organ transplantation is the best available definitive treatment for the underlying pathological process and
end stage functional failure.

Long-range prognosis will be considered

= No coexisting conditions that could contraindicate undertaking organ transplantation.

e Management of the procedures at a medical center of expertise providing high quality care through all
necessary support systems and trained experienced staff.

Patient selection criteria
Before providing covered transplant services, the facility is required to submit its patient selection criteria,
including medical-physical indications and contra-indications and psycho-social criteria.

Evaluation and treatment at a transplant center

e All cases must undergo evaluation, study, and staging at a medical center specializing in transplantation.

» Wyoming EqualityCare clients may receive treatment only in approved Medicare facilities. A non-
Medicare facility could be approved, if treatment is recommended by the Department’s Peer Review
Organization (PRO), or medical consultant.

Eligibility
Medically necessary organ transplants must be pre-certified/prior authorized. Pre-certification/prior
authorization must be obtained before services are rendered.

Coordination of Care
Coordination of care will be provided by the case manager and the contracted QIO. The contracted QIO is
APS Healthcare.

Hospitals are required to obtain pre-certification/prior authorization for transplants listed below prior to
admission and procedure. APS will complete pre-certification/prior authorization.
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Types of Transplants
Covered transplants include:

e Bone marrow e Liver

e Heart e Lung

e Heart/Lung e Pancreas
e Kidney

* Transplants are limited to bone marrow, kidney and liver for recipients over 21 years of age.

Reimbursement

Medicaid reimburses for organ and bone marrow transplantation services provided by specialized transplant
physicians and facilities.

Transplant services will be reimbursed, after discharge, at fifty-five percent (55%) of billed charges.

Transplant services included

e |Initial evaluation

e Procurement/Acquisition (included on facility claim)

e Facility fees

« Professional fees (included on facility claim) when the physician is employed by the facility and there is
not a separate Medicaid physician group or provider number.

e Follow up care for inpatient transplants using Medicare’s standard global period. This period refers to the
time frame during which all services integral to the surgical procedure are covered by a single payment.

Services not included
Transportation — Transportation may be covered under travel reimbursement.

Claims submission/billing

LOC Transplant Revenue Code Principal Procedure — ICD9-CM
(internal) (Field 42 on UB-92) Procedure Code
(Field 80 on UB-92)
07 Kidney 367 Kidney transplant 55.69 Other kidney
transplantation
08 Heart 362 Organ transplant — other than kidney 375 Heart transplantation
Heart/Lung 33.6 Combined heart-lung
transplantation
09 Liver 362 Organ transplant — other than kidney 50.5X Liver transplant

50.51 Auxiliary liver transplant
50.59 Other transplant of liver

10 Bone marrow 362 Organ transplant — other than kidney 41.0X Bone marrow or
Stem Cell hematopoietic stem cell
transplant
41.00 - 41.09
16 Lung 362 Organ transplant — other than kidney 33.5X Lung transplant
33.50 — 33.52
17 Pancreas 362 Organ transplant — other than kidney 52.8X Transplant of pancreas

52.80 Pancreatic transplant, not
otherwise specified

52.82 Homotransplant of pancreas

52.83  Heterotransplant of
pancreas
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Procurement/Acquisition
Reimbursement will be 55% of charges when billed on the transplant claim by the hospital performing the
transplant.

Physicians employed by the hospital

The hospital performing the transplant will bill on a UB-92. The reimbursement for the UB claim is for
hospital and physician services and is reimbursed at 55% of charges. The physician does not need to enroll as
a WY Medicaid provider because the physician is an employee of the hospital. The hospital must bill for the
physician services on the UB-92 transplant claim using revenue code 969.

Physicians not employed by the hospital

The hospital performing the transplant will bill on a UB-92. The reimbursement for the UB claim is for
hospital services and is reimbursed at 55% of charges. The physician will bill on a HCFA-1500. The HCFA
reimbursement will be the appropriate physician fee schedule. The physician performing the service will need
to enroll as a WY Medicaid provider.

Outpatient stem cell/bone marrow
The hospital performing a bone marrow/stem cell transplant on an outpatient basis must bill using procedure
code 38240 or 38241 and will be reimbursed at 55% of charges.
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Wyoming EqualityCare Policy for equalitycare
Vagal Nerve Stimulation (VNS) for Epilepsy '

Wyoming EqualityCare has instituted the following policy for VVagal Nerve Stimulation for
epilepsy. This policy ahs been adopted in part from Medicare.

Prior authorization is required for all VNS Procedures

Many individuals who have seizures are treated with medications. However, in some cases there are individuals
whose seizures cannot be treated with medicine, either because the medicine does not work or because side effects
are too severe. Surgery might be an option in some cases, but is not indicated for all people. The vagal nerve
stimulation (VNS) system offers an option for individuals in this situation.

VNS is an EqualityCare covered service upon prior approval only for individuals who have been evaluated by a
Board Certified Neurologist and meet the following criteria:

1. Have been diagnosed with medically refractory partial onset seizures

2. For whom surgery is not a reasonable option or for whom surgery has failed

3. For whom there are no other treatment options to correct severely intractable epilepsy (to be evaluated on a
case by case basis only)

FDA-approval in 1997 limited use of VNS to patients 12 years of age and older. Since then, some trials and studies
report results supporting the safety of the device in children with certain types of epilepsy. EqualityCare covers
VNS for individuals age 12 and older. However, consideration will be applied on a case by case basis to individuals
who do not meet this age criteria.

Documentation Requirements:

1. Treating provider’s statement confirming diagnosis and detailed medical history, including other diagnoses
in addition to epilepsy

2. History of methods to improve seizures which have been tried and failed (i.e. medication, surgery)

3. Quality of Life (QOL) Assessment completed by the person who has epilepsy or their legal guardian

4. Other supporting documentation which substantiates the need for VNS versus other treatment methods, as
applicable to the patient

VNS Programming

The initial VNS prior approval authorizes 12 occurrences each of CPT codes for programming the device (CPT
95974 and 95975.) After 12 occurrences of these codes, a QOL Assessment and/or statement of patient progress
from the physician must be submitted. Failure to submit such documentation will result in denial of the claim until
the information is received.

Revised by WY EC December 2005
9/11/06 gb Page 1 of 1
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/‘ PRIOR AUTHORIZATION
APS HEALTHCARE GASTRIC BYPASS SERVICES

for Wyoming EqualityCare e {:*._Ufr—lli_t}if” re

Note: Certification DOES NOT quarantee payment or client eligibility

Date requested For APS Healthcare Use Only

Admission date Date received

Contact person Approved

Phone Procedure

Fax Reviewed By

Surgery center / hospital PA#

PROVIDER INFORMATION

Attending/referring physician (first and last name)

Physician provider 1D # Phone #
Address

PATIENT INFORMATION

Name EqualityCare ID #
Address Phone #
DOB SS# Sex: Male Female

Procedure description and CPT code(s):

ICD-9-CM code(s) (provide ALL code numbers as well as diagnosis names):

1. 4.
2. S.
3. 6.

Medical necessity: Submit documentation from primary bypass physician to support policy attached:

e Primary diagnosis and obesity-related comorbidity(ies) « One year record of other attempts to lose weight
= Medical history include height, weight, and BMI = Statement of patient’s ability to adhere to a
e Prognosis with and without gastric bypass disciplined medical regimen

e Plan of care pre and post op
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Page 2

Client Name Client EqualityCare 1D #

Physician Information: List ALL physicians who will be involved in the care of the patient.

e Surgeon name phone#

EqualityCare Provider #

« Assistant surgeon name phone#

EqualityCare Provider #

e Other physician name phone#

EqualityCare Provider #

Other contacts:

e Primary care physician phone#
e Registered dietician phone#
e Clinical psychologist phone#
e Physical therapist phone#

Financial Information:

Financial contact person phone#

Other Insurance (including Medicare) prior authorization obtained? Y / N / Not Required
Medicare? Y / N PartA? Y / N PartB? Y / N

EqualityCare is considered the payer of last resort. If no prior authorization is obtained from EqualityCare and
the primary insurance carrier does not reimburse, EqualityCare may deny the claim due to lack of prior
authorization.

Fax form to APS Healthcare toll-free @ 1- 888- 245-1928

Forms can be found on-line at www.wyoming.apshealthcare.com

Version: 10_12_07 gb Page 2 of 2



EmE——
/AP HEALTH ARE PRIOR AUTHORIZATION
S . G . TRANSPLANT SERVICES

for Wyoming EqualityCare {—\{:*..U:—l],]_t_}:f'” rc

Note: Certification DOES NOT quarantee payment or client eligibility

Date requested For APS Healthcare Use Only

Admission date Date received

Hospital Approved Denied

Hospital EqualityCare 1D # Procedure

Phone # PCN#

Fax #

Attending/referring physician (first and last name)

Physician Wyoming EqualityCare ID # Phone #

Address
You have ONE working day from date of admission to notify APS Healthcare of admission Auth # will be issued.

PATIENT INFORMATION

Name EqualityCare #

Address Phone #

DOB SS# Sex:  Male Female
Medical history: Type of transplant Date of disease onset

Procedure description and CPT Codes(s):

ICD-9-CM code(s) (provide ALL code numbers, as well as diagnosis names):

1. 4.
2. S.
3. 6.

Medical necessity: Submit information from primary transplant physician including the following:

« Diagnosis per transplant specialist evaluation e Plan of care

e Clinical indications for procedure e Medical and/or surgical management of
diagnosis including alternative therapies

e Medical History including comorbidities
e Statement of patient’s ability to adhere to a

e Prognosis with and without transplants disciplined medical regimen
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Client Name Client EqualityCare ID#

Transplant center: Hospital name Phone #
Address EqualityCare#

Physician Information: List ALL physicians who will be involved in the care of the transplant patient.

« Medical physician name Phone#

EqualityCare #

e Transplant surgeon name Phone#

EqualityCare #

e Assistant surgeon name Phone#

EqualityCare #

« Anesthesiologist name Phone#

EqualityCare #

e QOther physician name Phone#

EqualityCare #

Other contacts:

= Transplant coordinator Phone#

e Transplant nurse Phone#

Financial Information:

Financial contact person Phone#

Other insurance (including Medicare) precertification obtained? Y / N / Not required
Medicare? Y / N PartA? Y / N PartB? Y / N

EqualityCare is considered the payer of last resort. 1f no precertification is obtained from EqualityCare and the
primary insurance carrier does not reimburse, EqualityCare may deny the claim due to lack of precertification.

Fax form to APS Healthcare toll-free @ 1- 888- 245-1928.

Forms can be found on-line at www.wyoming.apshealthcare.com
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VAGAL NERVE STIMULATOR (VNS) € Q.Uf'—lli‘!rif Aare
for Wyoming EqualityCare

Note: Prior Authorization DOES NOT guarantee payment or client eligibility

Date requested For APS Healthcare Use Only

Admission date Date received

Hospital/Surgery Center Approved Denied

Hospital/Surgery Center Medicaid ID # Reviewed By
PA#

Attending/referring physician (first and last name)

Physician Wyoming EqualityCare ID # Phone #

Address

PATIENT INFORMATION

Name EqualityCare ID #
Address Phone #
DOB SS# Sex: Male Female

ICD-9-CM code(s) (provide ALL code numbers as well as diagnosis names) & surgery codes

1. 4.
2. 5.
3. 6.

Medical necessity: Supporting documentation to include the following:

Physician statement confirming diagnosis

Detailed medical history including other diagnoses besides epilepsy

Quality of Living Assessment (QOL)

Other therapies tried including anti-epilepsy medication trials and surgeries

Clear explanation of the need for VNS in patients under 12 years of age

Clear explanation of why VNS is more appropriate than other methods of treatment for seizures that

are not partial onset seizures.
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Client name Client EqualityCare 1D #

Physician Information: List ALL physicians who will be involved in the care of the patient.

 Neurosurgeon Name: Phone#
Provider (individual) #

OR
Group Practice Name: Group Practice Provider ID #:
e Neurologist Name: Phone#
Provider (individual) #
OR
Group Practice Name: Group Practice Provider ID #:
e Other Physician Name Phone#
Provider (individual) #
OR
Group Practice Name: Group Practice Provider ID #:
Other contacts:
e Name Phone#
Relationship:
Financial Information:
Financial contact person Phone#
Other Insurance? Y / N  Name of Company OED:
Medicare? Y / N PartA? Y / N PartB? Y / N

EqualityCare is considered the payer of last resort. If no prior authorization is obtained from EqualityCare and
the primary insurance carrier does not reimburse, EqualityCare may deny the claim due to lack of prior
authorization.

Fax form to APS Healthcare toll-free @ 1- 888- 245-1928

Forms can be found on-line at www.wyoming.apshealthcare.com
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Wyoming EqualityCare Policy for B« e
Physical Rehabilitation Services CQUQAILyCdre

Physical rehabilitation services may be provided in an inpatient rehabilitation facility or an acute

care hospital rehabilitation unit.

e Inpatient rehabilitation in the State of Wyoming is generally provided by hospital-based
rehabilitation units.

e Specialized intensive inpatient rehabilitation services for spinal cord dysfunction and
traumatic brain injury are available through participating out-of-state facilities.

e Outpatient rehabilitation services are provided by Comprehensive Outpatient Rehabilitation
Facilities.

Preadmission Certification

A review of medical necessity is required for admission to inpatient rehabilitation as follows:

1. Admissions involving transfers from an acute hospital setting to an external rehabilitation
facility or unit.

2. Admissions from home, long-term care or other living arrangements.

When the review is completed and the medical necessity requirements are met, a pre-certification
number will be issued to the facility. Continued stay reviews are required bi-weekly or more
frequently at the discretion of the reviewer.

** PLEASE NOTE: Admissions from an acute care hospital unit to rehabilitation services
within the same facility do not require a review of medical necessity or pre-certification. The
facility will be reimbursed the level of care at admission for the entire stay. **

Medical Necessity

The general threshold recognized by CMS for establishing the need for inpatient rehabilitation is
the need for “rehabilitation services (physical and/or occupational therapy or other skilled
rehabilitative modalities) that are provided at least three hours a day and 5 days a week.”

To demonstrate medical necessity, documentation of the following is required:

1. Physician referral.

2. Rehabilitation consultation by a licensed doctor of medicine or osteopathy. Credentials or
expertise in rehabilitation medicine is preferred but not required.

Diagnosis appropriate for inpatient physical rehabilitation.

Stable medical status to allow active participation in three hours of therapy five days per
week.

Need for close daily medical supervision by physician and 24-hour rehab nursing.
Rancho Los Amigos Scale: Level 5.

Evidence of potential to show significant functional improvement.

Treatment plan developed by a multidisciplinary team with signed approval of supervising
physician. Minimal components of the rehab team are a physician, rehab nursing and
occupational and/or physical therapist.

> w

N oo
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.SKILLED NURSING EXTRAORDINARY CARE CQ_UillTL‘rif'”l"C
For Wyoming EqualityCare

Extraordinary Recipients: MDS Activities of Daily Living Sum score of ten (10) or more and require special care or
clinically complex care as recognized under the Medicare RUG 111 classification system for those conditions which
have been prior authorized by the Department.

Required 1) PASRR & Date 4) History & Physical (<1 yr old) 7) Progress notes
Documentation: 2) LT 101 less than 45 days old 5) Drug history 8) Itemized cost

3) MDS assessment 6) Nursing Care Plan 9) MD statement w/Dx
Ventilator Dependent? Y / N & expected LOS

Note: Preadmission certification DOES NOT guarantee payment or client eligibility

Date requested For APS Healthcare Use Only
Admission date Date received

Hospital Approved Denied

Hospital EqualityCare ID # Certified Through

Hospital UR rep Reviewed By

Phone # PCN#

Fax #

Attending/referring physician (first and last name)

Physician Wyoming EqualityCare ID # Phone #
Address

PATIENT INFORMATION

Name EqualityCare ID #
Address Phone #
DOB SS# Sex: Male Female
ICD-9-CM code(s) (provide ALL code numbers as well as diagnosis names)

1. 4,

2. 5.

3. 6.

HCPCS code(s) (provide ALL code numbers as well as diagnosis names)

1. 4,

2. 5.

3. 6.

Fax form to APS Healthcare toll-free @ 1- 888- 245-1928

Forms can be found on-line at www.wyoming.apshealthcare.com
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APS HEALTHCARE PHYSICAL REHABILITATION i el
/ getn for Wyoming EqualityCare L{l}._uf—llqj_tjr} dare

Note: Certification DOES NOT quarantee payment or client eligibility

Date requested For APS Healthcare Use Only
Admission date Date received

Hospital Approved Denied

Hospital EqualityCare ID # Certified Through

Hospital UR rep Reviewed By

Phone # PCN#

Fax #

You have one working day from date of admission to notify APS Healthcare of admission and for a PCN# to be issued.

Attending/referring physician (first and last name)

Physician Wyoming EqualityCare 1D # Phone #
Address
PATIENT INFORMATION
Name EqualityCare ID #
Address Phone #
DOB SS# Sex:  Male Female
ICD-9-CM code(s) (provide ALL code numbers as well as diagnosis names)
1. 4.
2. 5.
3. 6.

Please attach current multi-disciplinary team notes.
1. Rehabilitation consult completed? Y / N Please enclose copy.
. Reason for rehabilitation/type of injury (date)

2

3. Rehabilitation will help restore to his/her max function or independence? Y / N

4. Medically stable and able to endure active participation in at least three (3) hours of therapy per day five (5) days
per week? Y / N

Ranchos Amigos scale of at least five (5)? Y / N List level

Will receive two (2) modalities of therapy 5-6 days perwk? Y / N
Requires close daily medical supervision by physicians, 24 hr. rehab nursing and/or other services? Y / N

© N o v

Participate in interdisciplinary team meetings? Y / N Day of week and frequency

9. Include treatment plan based on measured goals and realistic expectations
10. Member will discharge home / skilled nursing facility / return to lower level of care? Y / N

Fax form to APS Healthcare toll-free @ 1- 888- 245-1928.
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PSYCHIATRIC SERVICES
For Wyoming EqualityCare

Certification DOES NOT guarantee payment or client eligibility C‘*:}.Uf’—l]ﬂ]i_ﬁﬁ(“ e

/APSHEALTHCARE ADMISSION CERTIFICATION E

Date requested For APS Healthcare Use Only
Admission date Date received

Facility Approved Denied

Facility UR rep Certified Through/LCD

Phone # Reviewed By

Fax # PCN

Attending physician (first and last name)

Physician Address

Physician Phone #

Timelines for clinical information to be faxed to APS Healthcare and Authorization # to be issued:
Acute and Extended Psychiatric: You have ONE Working Day from date of admission
Residential Treatment: You have FOURTEEN Calendar Days from the date of admission

PATIENT INFORMATION

Name Med)icaid ID #

Address Phone #

DOB Age SS# Sex: Male Female
Who is patient’s Legal Guardian? Phone #:

Guardian’s Address:

Parent’s Name: Phone #

DSM 1V code(s) (provide ALL code numbers as well as diagnosis names)
AXxis I..

Axis Il

Axis I11:

AXis 1V:

AXis V:

1. DFS Custody and/or court ordered treatment? Y N

2. Type of admission (circle one) Voluntary / Involuntary (Title25: Y N)

Requested level of care: A) Acute Psychiatric Stabilization, Adult.
B) Acute Psychiatric Stabilization, Child/Adolescent.
C) Extended Psychiatric Treatment, Under Age 21
D) Residential Psychiatric Treatment, Child/Adolescent
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Client name EqualityCare ID #

CLINICAL.:
Precipitating Event and information / Signs & symptoms (including mental status): Why is patient coming to

treatment at this time?

Please Attach Predisposition Report
Treatment History (levels of care, medication trials, current providers, history of SI/ HI, attempts & self harm

behaviors)

Substance use/ abuse issues:

Abuse History:

Was Abuse Reported? Yes No (explain)
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Client name EqualityCare ID #

Family/ Social History (including history of Psych & CD issues in the family):

Family therapy (include specific issues currently being addressed):

Medications ordered on Admission (dosages & frequency; for prn meds, specify reason and how often used):

1. 6.
2. 7.
3. 8.
4, 9.
5. 10.

Patient specific treatment plan w/goals (include: level of observation, interventions, frequency of interventions)

Support System and Availability of Local Services:

Discharge Plan (Include providers):

Estimated length of stay:

Fax form to APS Healthcare toll-free @ 1- 888- 245-1928.
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=
/ HEM ARE ADMISSION CERTIFICATION
APS THC _ CHEMICAL DEPENDENCY SERVICES

for Wyoming EqualityCare
Certification DOES NOT guarantee payment or recipient eligibility

equalitycare

Date requested For APS Healthcare Use Only
Admission date Date received
Facility Approved Denied
Facility EqualityCare ID # Certified Through/LCD
Phone #
PCN
Fax #

Attending/referring physician (first and last name)

Physician Wyoming EqualityCare ID # Phone #
Address

Timelines for clinical information to be faxed to APS Healthcare and Authorization # to be issued:
Acute and Extended Psychiatric: You have One Working Day from date of admission
Residential Treatment: You have Fourteen Calendar Days from the date of admission

PATIENT INFORMATION

Name Medicaid ID #

Address Phone #

DOB Age SS# Sex: Male Female
Who is patient’s Legal Guardian? Phone #:

Guardian’s Address:

Parent’s Name: Phone #

DSM 1V code(s) (provide ALL code numbers as well as diagnosis names)
Axis I

Axis II:

Axis IlI:

Axis IV:

Axis V:

1. DFS Custody and/or court ordered treatment? (circle one) Y N

2. Type of admission (circle one): Emergent / Elective

3. Voluntary/ Involuntary (circle one); Title 25 (Y or N)

4. Requested level of care (circle one): A) Residential Chemical Dependency Treatment, Under 21
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Client name Client EqualityCare 1D #

CLINICAL:

Precipitating Event and information / Signs & symptoms (including mental status): Why is patient coming to
treatment at this time?

Substance Use History (first use, current use, last use- for each substance):

Consequences of use (family, legal, occupational, educational):

Family History (of Psych and/or CD issues):
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Client name Client EqualityCare 1D #

Treatment History (levels of care w/ dates; attempts to stop usage, medical trials):

DSM 1V Criteria for Substance Dependence (check any that apply):
___Tolerance, as defined by:
__Aneed for markedly increased amounts of the substance to achieve intoxication or desired effect.
__Markedly diminished effect with continued use of the same amount of the substance.
___Withdrawal, as manifested by:
___The characteristic withdrawal syndrome for the substance
____The same (or closely related) substance is taken to relieve or avoid withdrawal symptoms.
____The substance is often taken in larger amounts or over a longer period than was intended.
___There is a persistent desire or unsuccessful efforts to cut down or control substance use.
____Agreat deal of time is spent in activities necessary to obtain, use, or recover from use of substance.
___Important social, occupational, or recreational activities are given up or reduced because of substance use.
____The substance use is continued despite knowledge of having a persistent or recurrent physical or
psychological problem that is likely to have been caused or exacerbated by the substance.

Medications ordered on Admission (dosages & frequency; for prn meds, specify reason and how often used):

1. 6.
2 7.
3 8.
4. 9.
5 10.

Discharge Plan (Include providers):

Estimated length of stay:
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Page 4
Client name Client EqualityCare 1D #

Dimension 1 (Acute Intoxication/Withdrawal Potential):

Risk associated with current levels of intoxication, previous withdrawal complications, blood
alcohol/breathalyzer, blood pressure/pulse, and CIWA score. Circle letters that apply:

Level I11.5
Adolescent: A a b c d e f g
Adult: A B C D E F G

Brief Clinical Rationale for Opinion Required:

Treatment Plan:

Dimension 2 (Biomedical Conditions and Complications):

Risk associated with current physical illnesses, other than withdrawal, that needs to be addressed or that may
complicate treatment. Circle letters that apply:

Level II1.5
Adolescent: A B
Adult; A B

Brief Clinical Rationale for Opinion Required:

Treatment Plan:
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Client name Client EqualityCare 1D #

Dimension 3 (Emotional, Behavioral, or Cognitive Conditions and Complications:

Risk associated with comorbid or substance related psychiatric conditions warranting specific mental health

treatment. Circle letters that apply:

Level 111.5
Adolescent: A B C D E
Adult: A B C D E

Brief Clinical Rationale for Opinion Required:

Treatment Plan:

Dimension 4 (Readiness to Change):

____Pre-contemplation (no problem).

____Contemplation (some recognition of problem)

___Determination (prepared to work on issues)

___Action (committed to specific action)

____Maintenance (previously in active recovery)

___Patient is compliant to avoid negative consequences (external motivation), or distressed in a self-motivated
way (internal motivation) — Please specify if primary motivation is External or Internal in Rationale.

Circle the letters that apply:

Level 111.5
Adolescent: A B C
Adult: A B C

Brief Clinical Rationale for Opinion Required:

Treatment Plan:
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Client name Client EqualityCare 1D #

Dimension 5 (Relapse/Continued Use or Continued Problem Potential):

__Patient has recognition of, understanding of, and/or skills with which to cope with addiction problems.

___Severity of problems and further distress will potentially continue or reappear of the patient is not
successfully engaged in treatment at this level of care.

Circle the letters that apply:

Level I11.5
Adolescent: A B C D
Adult; A B C D

Brief Clinical Rationale for Opinion Required:

What strategies have been successful or unsuccessful in previous abstinence attempts?  Brief explanation:

Treatment Plan:

Dimension 6 (Recovery Environment):

There are family members, significant others, living situations, or school/working situations that pose a threat

to treatment engagement and success.

There are legal, vocational, social service agency or criminal justice mandates that may enhance the patient’s
motivation for treatment engagement.
Circle letters that apply:

Level 111.5
Adolescent: A B C D
Adult; A B C D
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Client name Client EqualityCare 1D #

Brief Clinical Rationale for Opinion Required:

What environmental options are available to separate the patient from high-risk cues? Brief explanation:

Treatment Plan:

Fax form to APS Healthcare toll-free @ 1-888-245-1928.
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CONTINUED STAY REVIEW FORMS




/ ‘
APS HEALTHCARE _
/ { CONTINUED STAY cq_u;ﬂ@;f‘;a re

SKILLED NURSING EXTRAORDINARY CARE
for Wyoming EqualityCare
Extraordinary Recipients: MDS Activities of Daily Living Sum score of ten (10) or more and require special care or
clinically complex care as recognized under the Medicare RUG 111 classification system for those conditions which
have been prior authorized by the Department.

Note: Certification DOES NOT quarantee payment or client eligibility

Date requested For APS Healthcare Use Only
Admission date Date received
Hospital Approved Denied
Hospital EqualityCare ID # Certified Through
Hospital UR rep Reviewed By
Phone # PCN#
Fax #
PATIENT INFORMATION
Name EqualityCare ID #

Please include current: 1) MDS assessment  2) Progress notes  3) Nursing Care Plan 4) MD orders

Ventilator Dependent? Y / N

New ICD-9-CM code(s) (provide ALL code numbers as well as diagnosis names)

1. 4.
2. 5.
3. 6.

HCPCS code(s) (provide ALL code numbers as well as diagnosis names)

1. 4.
2. S.
3. 6.

Fax form to APS Healthcare toll-free @ 1- 888- 245-1928
Forms can be found on-line at www.wyoming.apshealthcare.com
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P-.
/ APS HEALTHCARE CONTINUED STAY

PHYSICAL REHABILITATION C{]__LIL}lT_,hj(‘HI'L‘
for Wyoming EqualityCare )

Note: Certification DOES NOT quarantee payment or client eligibility

Date requested For APS Healthcare Use Only
Admission date Date received
Hospital Approved Denied
Hospital EqualityCare ID # Certified Through
Hospital UR rep Reviewed By
Phone # PCN#
Fax #
PATIENT INFORMATION
Name EqualityCare ID #

ICD-9-CM code(s) (provide NEW code numbers as well as diagnosis names)
1. 3.
2. 4.

Please attach current multi-disciplinary team notes.

1. Patient continues to receive three (3) hours of therapy per day five (5) days aweek? Y / N
2. Patient continues to receive two (2) therapy modalities per day? Y / N
List therapies

3. Members progress (PT, OT, ST notes, new goals)

4. Treatment plan reviewed and/or revised every week? Y / N
5. Anticipated discharge date and needs

Fax form to APS Healthcare toll-free @ 1- 888- 245-1928.
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/‘ CONTINUED STAY
APSHFALTHCARE ~ psYCHIATRIC SERVICES
Uty Logetn for Wyoming EqualityCare C(]_Llﬂ”t‘f_lf'ﬂlll‘

Certification DOES NOT guarantee payment or client eligibility

Date requested For APS Healthcare Use Only
Admission date Date received

Facility: Approved Denied

Facility ID # Certified Through/LCD

Facility UR rep Reviewed By

Phone #

Fax # PCN

CSR should be received by APS Healthcare on the last covered day, from previous review, to avoid any
gaps in covered days.

PATIENT INFORMATION
Name EqualityCare ID #
DOB

Current DSM 1V code(s) (provide ALL code numbers as well as diagnosis names; include any changes)
AXis I

Axis Il

Axis IlI:

Axis IV:

Axis V:

Requested level of care (circle one):  A) Psychiatric Extended Treatment, Under age 21
B) Residential Psychiatric Treatment, Child/Adolescent

Include additional pages of information if needed; include any internal documents that would be helpful to show need for
continued care (ie: updated treatment plans)

Current clinical: What services has the member received since admission?
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Client name Client EqualityCare 1D #

CLINICAL: Current information / Signs & symptoms: What are the signs and symptoms that the patient is
currently exhibiting & progress toward goals? Please include clinical for each of the following area of
treatment: Individual Therapy, Group Therapy, Unit Milieu (including interactions with staff/ peers),
School, and Therapeutic Passes. Justification for continued treatment:

Family therapy (include specific issues currently being addressed):

Medications (dosages & frequency; for Psych PRN meds, specify reason and how often used, include any
meds started or discontinued with dates and reason for change):

1. 6.
2. 7.
3. 8.
4 9.
5 10.

Patient specific treatment plan w/goals (include: level of observation, interventions, frequency of interventions)

Discharge Plan (Include providers):

Estimated length of stay:

Fax form to APS Healthcare toll-free @ 1- 888- 245-1928

Forms can be found on-line at www.wyoming.apshealthcare.com
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=
/ CONTINUED STAY
APS HEALTHCARE CHEMICAL DEPENDENCY SERVICES

for Wyoming EqualityCare
Certification DOES NOT guarantee payment or recipient eligibility

equalitycare

Date requested For APS Healthcare Use Only
Admission date Date received
Hospital Approved Denied

Hospital Medicaid ID # Certified Through/LCD

Hospital UR rep Reviewed By
Phone # PCN
Fax #

CSR should be received by APS Healthcare on the last covered day, from previous review, to avoid any

gaps in covered days.

PATIENT INFORMATION

Name EqualityCare ID #

DOB
DSM 1V code(s) (provide ALL code numbers as well as diagnosis names)

Axis I:

Axis Il:

Axis I11:

Axis IV:

AXxis V:

1. Type of admission (circle one): Voluntary / Involuntary

Requested level of care (circle one):  A) Residential Chemical Dependency Treatment, Child/Adolescent
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Client name Client EqualityCare ID #

CLINICAL.:
Precipitating event and information / Signs & symptoms (including mental status): What are the signs and

symptoms the patient is currently exhibiting and progress towards goals?

Medications (dosages & frequency; for prn meds, specify reason and how often used):

1. 6.
2 7.
3. 8.
4 9.
5 10.

Discharge Plan (Include providers)

Estimated Length of Stay:
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Page 3

Client name Client EqualityCare ID #

Please Provide Updated information for each dimension.

Dimension 1 (Acute Intoxication/Withdrawal Potential):

Risk associated with current levels of intoxication, previous withdrawal complications, blood

Alcohol/breathalyzer, blood pressure/pulse, and CIWA score. Circle letters that apply:

Level I11.5
Adolescent: A a b c d e f g
Adult: A B C D E F G

Brief Clinical Rationale for Opinion Required:

Dimension 2 (Biomedical Conditions and Complications):

Risk associated with current physical illnesses, other than withdrawal, that needs to be addressed or that may

complicate treatment. Circle letters that apply:

Level I11.5
Adolescent: A B
Adult; A B

Brief Clinical Rationale for Opinion Required:
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Page 4
Client name Client EqualityCare ID #

Dimension 3 (Emotional, Behavioral, or Cognitive Conditions and Complications:

Risk associated with comorbid or substance related psychiatric conditions warranting specific mental health
treatment. Circle letters that apply:

Level I11.5
Adolescent: A B C D E
Adult: A B C D E

Brief Clinical Rationale for Opinion Required:

Dimension 4 (Readiness to Change):

__Pre-contemplation (no problem).

__Contemplation (some recognition of problem)

__Determination (prepared to work on issues)

___Action (committed to specific action)

__Maintenance (previously in active recovery)

__Patient is compliant to avoid negative consequences (external motivation), or distressed in a self-motivated
way (internal motivation)

Circle the letters that apply:

Level 111.5
Adolescent: A B C
Adult; A B C

Brief Clinical Rationale for Opinion Required:
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Page 5
Client name Client EqualityCare 1D #

Dimension 5 (Relapse/Continued Use or Continued Problem Potential):

__Patient has recognition of, understanding of, and/or skills with which to cope with addiction problems.
__Severity of problems and further distress will potentially continue or reappear of the patient is not
successfully engaged in treatment at this level of care.

Circle the letters that apply:

Level 111.5
Adolescent: A B C D
Adult: A B C D

Brief Clinical Rationale for Opinion Required:

What strategies have been successful / unsuccessful in previous abstinence attempts? Brief explanation:

Dimension 6 (Recovery Environment):

There are family members, significant others, living situations, or school/working situations that pose a threat
to treatment engagement and success. There are legal, vocational, social service agency or criminal justice
mandates that may enhance the patient’s motivation for treatment engagement.

Circle letters that apply:

Level I11.5
Adolescent: A B C D
Adult; A B C D

Brief Clinical Rationale for Opinion Required:
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Client name Client EqualityCare 1D #

(Dimension 6 Continued)

What environmental options are available to separate the patient from high-risk cues? Brief explanation:

Fax form to APS Healthcare toll-free @ 1- 888- 245-1928.

Forms available online at www.wyoming.apshealthcare.com
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RETROSPECTIVE REVIEW FORM




#7APS HEALTHCARE

RETROSPECTIVE REVIEW for SERVICES eoualitvcare
for Wyoming EqualityCare JUIILYS
Certification DOES NOT guarantee payment or client eligibility

Date requested For APS Healthcare Use Only
Admission date Date received

Hospital Approved Denied

Hospital EqualityCare ID # Certified Through

Hospital UR rep Reviewed By

Phone #

PCN#

Fax #

Attending/referring physician (first and last name)

Physician Wyoming EqualityCare ID # Phone #
Address

Type of Review: (Include admit date for each level of care)
Physical Rehab Transplant SNF Extraordinary VNS
Gastric Bypass Extended Psych RTC Acute Psych

REASON FOR REQUESTING REVIEW (Check applicable statement)
Patient was made eligible for EqualityCare benefits retrospectively. What date did you confirm eligibility
and/ or receive client’s ID number? (mm/dd/yyyy)

Facility received provider number retrospectively. What date did you receive the facility’s Wyoming
EqualityCare provider number? (mm/dd/yyyy)

Primary Insurance is maxed, EqualityCare is Secondary. What date did you confirm primary insurance was
maxed? (mm/dd/yyyy)

The retrospective review form and the complete medical record must be submitted to
APS Healthcare within 30 days of receipt of notification of eligibility as noted above.

PATIENT INFORMATION

Name EqualityCare ID #
Address Phone #
DOB SS# Sex: Male Female

Primary diagnosis codes:

Diagnosis description:

Mail Form and Medical Record to : APS Healthcare
404 N 31° Street Suite 410
Billings, MT 59808
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APPENDIX H

DISCHARGE FORM FOR PSYCHIATRIC
OR CHEMICAL DEPENDENCY ADMISSION




APS HEALTHCARE £
DISCHARGE FORM equalityca

PSYCHIATRIC OR CHEMICAL DEPENDENCY SERVICES
for Wyoming EqualityCare

Client name: DOB:

Client EqualityCare #:

Hospital: Hospital UR Representative:
Phone #: Fax #:

Admission Date: Discharge Date:

Discharge Location: (where/ with whom)

Phone number:
Address:

Discharge Plan: (providers with appointment dates/times)

Discharge Meds (with dosages/ frequency):

0 N o

9.
10.

SAEIE N

Medication Management Follow-up: (provider with appointment date/ time)

Community Collaboration: To whom did facility send discharge information to ensure success in the
community? What information was sent?
OP Providers:

Schools:

Other:

Fax form to APS Healthcare toll-free @ 1- 888- 245-1928

Forms can be found on-line at www.wyoming.apshealthcare.com

APS WY Discharge Form 10_12_07 gb





