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Background And Explanation

Revisions to Medicaid Services Manual (MSM) Chapter 100— Medicaid Program are being
proposed to Sections 102 Provider Enrollment — Conditions of Participation, 103 Provider Rules
and Requirements, 106 Contract Terminations, and 107 Re-enrollment.

Throughout the chapter, grammar, punctuation and capitalization changes were made, duplications
removed, acronyms used and standardized, and language reworded for clarity. Renumbering and

re-arranging of sections was necessary.

Entities Financially Affected: All enrolled Nevada Medicaid provider types (PT).

Financial Impact on Local Government: No impact on local government known.

These changes are effective March 26, 2025.

Material Transmitted

Material Superseded

MTL 07/25

MTL 19/15, 3/23

MSM Chapter 100 - Medicaid Program

MSM Chapter 100 - Medicaid Program

Manual Section Section Title

Background and Explanation of Policy
Changes, Clarifications and Updates

102(A)(5) Provider Enrollment —
Conditions of
Participation

102(D)(4)

102.2(A)(1)(o) All Providers and
Applicants —

Language updated to reflect 30-day timeframe for
reporting any negative action.

Language updated to reflect 30-day timeframe for
reporting change of ownership and wording

changed from ‘shall’ to ‘may’ regarding
termination for listed items.

Removed Skilled Nursing Facilities (SNF) from
limited categorical risk.
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Manual Section

Section Title

Background and Explanation of Policy
Changes, Clarifications and Updates

102.2(A)(2)(d)

102.2(A)2)(I)

102.2(A)(3)(f-0)

102.2(F)(1-2)

102.2(G)

102.2(H)

103.3(A-B)

103.4(A)

106.2(A)

106.2(B)

106.3

106.4A(4-5)

107.1(A)

Conditions of
Participation

Provider Reporting
Requirements

Conditions of
Reporting

Conditions of Contract
Terminations

Sanction Periods

Administrative
Contract Terminations

Re-enrollment,
Conditions of Re-
enrollment

Added revalidating hospice organizations as
moderate risk.

Added revalidating SNF.

Added newly enrolling hospice organizations and
newly enrolling SNF.

Language added to include action taken should a
provider be listed within Data Exchange System
(DEX) or excluded for cause from any Medicaid or
Medicare program.

Language added regarding crimes/offenses which
may preclude enrollment as well as the disclosure
of these convictions.

Language added regarding disclosure of other
negative events/circumstance and the case-by-case
basis of evaluation of such disclosure.

Language updated to reflect new reporting
timeframes and requirements.

Language updated to reflect new reporting
timeframes and requirements.

Federal mandate language added as it relates to
immediate terminations.

Language added regarding potential for extension
of the 20-day notice of termination.

Language added regarding review of sanctions
imposed due to conviction or provider conduct.

Grammatical updates, addition of National
Provider Identifier (NPI) deactivation.

Language added regarding provider sanction and
subsequent addition to the Nevada Exclusions List
evaluation.
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100 INTRODUCTION

The purpose of this chapter is to provide an overview and description of the Nevada Medicaid
program administered under the authority of the Nevada Department of Health and Human
Services (DHHS) and the Division of Health Care Financing and Policy (DHCFP) and to establish
program policies and procedures.

The Medicaid Services Manual (MSM) has additional chapters regarding covered services,
policies, and procedures for all enrolled providers. Additionally, this publication has an Addendum
that defines terms such as Fiscal Agent, Quality Improvement Organization (Q10)-like Vendor,
Conviction, etc. All chapters of the MSM, including the Addendum, can be found at:
https://dhcfp.nv.gov/Resources/AdminSupport/Manuals/yMSM/MSMHome/.

A

The mission of the Nevada DHCFP (Nevada Medicaid) is to:

1.

purchase and provide guality health care services to low-income Nevadans in the
most efficient manner;

promote equal access to health care at an affordable cost to the taxpayers of Nevada;
restrain the growth of health care costs; and

review Medicaid and other State health care programs to maximize potential federal
revenue.

For the purposes of this chapter, individuals and/or entities that have never been enrolled with
Nevada Medicaid as a provider who submit an initial enrollment application and former
Nevada Medicaid providers who submit a re-enrollment application are considered
applicants. The term “Applicant” includes:

1.
2.

individuals;
groups and/or entities;

owners having 5% or more direct or indirect ownership or controlling interest in a
group and/or entity; and/or

authorized agents, authorized users or managing employees acting with authority on
behalf of an individual, group, entity and/or owner.

For the purposes of this chapter and the Nevada Medicaid and Nevada Check Up Provider
Contract, individuals and/or entities actively enrolled with Nevada Medicaid are considered
providers. The term “Provider” includes:

1.

individual providers;
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2. groups and/or entity providers;
3. owners having 5% or more direct or indirect ownership in a group and/or entity; and/or

4. authorized agents, authorized users or managing employees acting with authority on
behalf of an individual, group, entity and/or owner.

D. DHCEFP partners with our Fiscal Agent to conduct enrollment activities, including review
of all application types, verification of licensure and certification submissions,
maintenance of provider files, among other related activities.

Applicants and providers are required to obtain and maintain an active National Provider
Identifier (NPI) before submitting an enroliment request. There are two types of healthcare
provider NP1 numbers:

1. Type 1 (individual) - A healthcare provider who conducts business as an individual
or as a sole proprietor.

2. Type 2 (organizational) - A healthcare provider who conducts business as an
organization or a distinct subpart of an organization, such as a group practice, a
facility, or a corporation (including an incorporated individual).

Note: A healthcare provider rendering services as an individual and also conducting
business as an incorporated entity, must obtain a Type 1 NPI as an individual and also a
Type 2 NP1 as a corporation or limited liability company (LLC).

AUTHORITY

The Medicaid program in Nevada is authorized to operate under DHHS and DHCFP per Nevada
Revised Statutes (NRS) Chapter 422. Nevada Medicaid has a federally approved State Plan to
operate a Medicaid program under Title XIX of the Social Security Act (SSA). Regulatory and
statutory oversight of the program is found in Chapter 42 of the Code of Federal Regulations
(CFRs) as well as Chapter 422 of the NRS.

The MSM along with the Medicaid Operations Manual (MOM) is the codification of regulations
adopted by Nevada Medicaid based on the authority of NRS 422.2368, following the procedure at
NRS 422.2369. These regulations supplement other Medicaid program requirements including
laws, all applicable Federal requirements, and requirements in the Nevada State Plan for Medicaid.
The regulations provide the additional conditions which limit Medicaid providers’ program
participation and payment. The regulations also provide additional limitations on services provided
to Medicaid recipients. The Division administrator has authority under NRS 422.2356 to establish
policies and exceptions to policy for administration of the programs under Medicaid.

A. Below is a list (not all inclusive) of specific Authorities:
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1. Eligibility for Medicaid assistance is regulated by Section 1901(a) of the SSA, 42
CFR 8435, and Nevada Medicaid State Plan Section 2.1.

2. Payment for Medicaid services is regulated by Sections 1902(a) and 1923 of the
SSA, 42 CFR 8447, and Nevada Medicaid State Plan Sections 4.19 and 4.21.

3. Provider contracts/relations are regulated by 42 CFR 8431, Subpart C; 42 CFR
8483 and Nevada Medicaid State Plan Section 4.13.

4. Safeguarding and disclosure of information on applicants and recipients is
regulated by 42 United States Code (USC) 1396a(a)(7), and the associated
regulations: 42 CFR 8431, Subpart F; the Health Insurance Portability and
Accountability Act (HIPAA) and associated regulations: 45 CFR 8160, §162 and
8164 and the Health Information Technology for Economic and Clinical Health
(HITECH) Act of 2009; Nevada Medicaid State Plan Section 4.3, and NRS
422.290. Penalties for unauthorized use or disclosure of confidential information
are found within the HITECH Act and NRS 193.170.

5. Prohibition against reassignment of provider claims is found in 42 CFR 8§447.10
and Nevada Medicaid State Plan Section 4.21.

6. Exclusion and suspension of providers is found in 42 CFR §1002.203 and Nevada
Medicaid State Plan 4.30.

7. Submission of accurate and complete claims is regulated by 42 CFR 8455.18 and
8444.109.

8. Nevada Medicaid assistance is authorized pursuant to NRS, Chapter 422, DHCFP.

9. Third Party Liability (TPL) policy is regulated by Section 1902 of the SSA, 42 CFR
8433, Subpart D, and the Nevada Medicaid State Plan Section 4.22.

10.  Assignment of insurance benefits by insurance carriers is authorized pursuant to
NRS, Title 57, Insurance, based on the type of policy.

11.  Subrogation of medical payment recoveries is authorized pursuant to NRS 422.293.

12.  “Advance Directives” are regulated by 42 CFR 8489, Subpart | and NRS Chapter
449A, Care and Rights of Patients.

13. Worker’s compensation insurance coverage is required for all providers pursuant

to NRS Chapter 616A through 616B.

April 26, 2023
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14. Section 1902(a)(68) of the SSA establishes providers as ‘entities’ and the
requirement to educate their employees, contractors and agents on false claims
recovery, fraud and abuse.

15.  Offering gifts and other inducements to beneficiaries is prohibited pursuant to
Section 1128A(a)(5) of the SSA, enacted as part of the HIPAA.

16.  Section 6401(b) of the Affordable Care Act (ACA) amended Section 1902 of the
SSA to require states to comply with procedures established by the Secretary of
Health and Human Services for screening providers and suppliers. Section 6401(c)
of the ACA amended Section 2107(e) of the SSA to make the provider and supplier
screening requirement under Section 1902 applicable to the Children’s Health
Insurance Program (CHIP). The Centers for Medicare and Medicaid Services
(CMS) implemented these requirements with federal regulations at 42 CFR 8455
Subpart E.

17.  Provider Categorical Risk Levels are assigned, in part, under 42 CFR 8§424.518.

18.  Enhanced provider screening can be found under 42 CFR 8455.432 for site visits
and 42 CFR 8455.434 for criminal background checks.

19.  Citizenship/Lawfully Residing: Statute SSA 2105(c)(9); SSA 2107(e)(1)(M);
CHIP Reauthorization Act of 2009 (CHIPRA) 2009 Sections 211 and 214; 8 U.S.C.
Sections 1612, 1613 and 1641; 42 CFR 8457.320(b)(6), (d) and (e); and
8457.380(b).

20.  Suspension of payments in cases of fraud as required in 42 CFR 8455.23.

21.  Section 245A(h) of the Immigration and Nationality Act.

22. NRS Chapter 162C — Supported Decision-Making Act.

23. NRS Chapter 193 — Criminality Generally.

24, NRS Chapter 197 — Crimes by and Against the Executive Power of This State.

25. NRS Chapter 198 — Crimes Against the Legislative Power.

26.  NRS Chapter 199 — Crimes Against Public Justice.

27. NRS Chapter 200 — Crimes Against the Person.

28. NRS Chapter 201 — Crimes Against Public Decency and Good Morals.

29. NRS Chapter 232 — State Departments.
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30. NRS Chapter 454 — Poisons; Dangerous Drugs and Hypodermics.
31. NRS Chapter 432 — Public Services for Children.

32. NRS Chapter 449A — Care and Rights of Patients.

33. NRS Chapter 603A — Security and Privacy of Personal Information.

34 NRS Chapter 616D — Industrial Insurance: Prohibited Acts; Penalties, Prosecution.

100.2 CONFIDENTIAL INFORMATION

All individuals have the right to a confidential relationship with DHCFP. All information
maintained on Medicaid and CHIP applicants and recipients (“recipients”) is confidential and must
be safeguarded.

Handling of confidential information on recipients is restricted by 42 CFR 8431.301 — §431.305,
the HIPAA of 1996, the HITECH Act of 2009, NRS 422.290, and the Medicaid State Plan, Section

4.3.

Any ambiguity regarding the definition of confidential information or the release thereof will be
resolved by DHCFP, which will interpret the above regulations as broadly as necessary to ensure
privacy and security of recipient information.

A Definition of Confidential Information
For the purposes of this manual, confidential information includes:
1. Protected Health Information (PHI)
a. All individually identifiable health information held or transmitted by
DHCEFP or its business associates, in any form or media, whether electronic,
paper, or oral.
1. “Individually identifiable health information” is information,
including demographic data, that relates to:
a. the individual’s past, present or future physical or mental
health or condition;
b. the provision of health care to the individual,
C. the past, present, or future payment for the provision of
health care to the individual; or
April 26, 2023 MEDICAID PROGRAM Section 100 Page 5
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d. identifies the individual or for which there is a reasonable

6.

basis to believe it can be used to identify the individual.

b. Information which does not meet the requirements of de-identified data
defined in 45 CFR 164 § 514(b). This includes all elements of dates (except
year) for dates directly related to an individual, including birth date,
admission date, discharge date, date of death.

Information on social and economic condition or circumstances.
Division/Department evaluation of personal information.

Any information received for verifying income eligibility and amount of medical
assistance payments.

Any information received in connection with the identification of legally liable
third-party resources.

Personal information as defined by NRS 603A.040.

Limitations on Use and Disclosure

Disclosures of identifiable information are limited to purposes directly related to State Plan
administration. These activities include, but are not limited to:

1.

Establishing eligibility;

Determining the amount of medical assistance; payment activities as defined by
HIPAA,;

Determining third party liability;

Providing services (medical and non-medical) for recipients; treatment as defined
by HIPAA;

Conducting or assisting an investigation, prosecution, or civil or criminal
proceeding related to the administration of the Plan;

Health care operations as defined by HIPAA, which includes, but is not limited to:
quality assessment and improvement activities, including case management, and
care coordination, competency assurance activities, medical reviews, audits, fraud
and abuse detection, rate setting, business management and general administration;

For public interest and benefit activities within limits set under HIPAA, including,
but not limited to: disclosures required by law, public health activities, health

April 26, 2023
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oversight activities, judicial and administrative proceedings, essential government
functions, to comply with worker’s compensation laws, and to avoid serious threats
to the health and safety of recipients and others.

8. Per authorizations (as defined by HIPAA) from the recipient or their designated
representative.

Release of Information

Except as otherwise provided in these rules, no person shall obtain, disclose, use, authorize,
permit, or acquiesce the use of any client information that is directly or indirectly derived
from the records, files, or communications of DHCFP, except for purposes directly
connected with the administration of the Plan or as otherwise provided by federal and state
law.

1. Disclosure is permitted for purposes directly connected with the administration of
Medicaid between covered entities (as defined by HIPAA) for the purposes of
treatment, payment, and health care operations and may, in certain circumstances,
be done in the absence of an authorization or agreement. Such situations include
but are not limited to: verifying information with Medicaid program staff in other
states to verify eligibility status, disclosure to Medicare staff for coordination of
benefits or communications with providers for payment activities.

2. Access to confidential information regarding recipients will be restricted to those
persons or agencies whose standards of confidentiality are comparable to those of
DHCFP.

a. Those standards of confidentiality will be outlined in appropriate
agreements which DHCFP may require, including business associate
agreements and limited data set use agreements (as defined by HIPAA) data
sharing agreements, and other agreements deemed necessary by DHCFP.

3. In accordance with NRS 232.357, an individual’s health information may be shared
without an Authorization for Disclosure among the divisions of DHHS in the
performance of official duties and with local governments that help the Department
carry out official duties as long as the disclosure is related to treatment, payment or
health care operations.

4. DHCFP will make reasonable efforts to follow HIPAA’s “minimum necessary”
standard when releasing confidential information.

5. Detailed policies and procedures are found in DHCFP HIPAA Privacy and Security
Manuals, available for reference in hard copy form in the District Office and on the
DHCFP website.
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Penalties

Penalties for inappropriate use and disclosure of confidential information are:

1. The HITECH Act imposes civil and criminal penalties depending upon the nature
and scope of the violation, which range from $100 to $1.5 million dollars and up to
ten years in prison. This is enforced by the Office for Civil Rights. State Attorneys
General have the authority to bring civil actions on behalf of state residents for

violations of HIPAA Privacy and Security Rules.

2. Penalties under Nevada state law are found at NRS 193.170.

Ownership

All recipient information contained in DHCFP records is the property of DHCFP, and
employees of DHCFP shall protect and preserve such information from dissemination

except as provided within these rules

April 26, 2023
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101 OVERVIEW OF PROGRAMS

Health care coverage for low-income individuals and families in Nevada is provided through
Medicaid and Nevada Check Up (NCU). For purposes of this manual, Medicaid and NCU are
referred to as Medicaid. However, there are some differences in coverage between the two
programs. Please refer to the NCU Manual for an explanation of these differences.

A.

Medicaid

Medicaid applicants must apply for and meet the criteria of the appropriate assistance
program. Every person has the right to apply for assistance. A deceased person may have
an application filed on his or her behalf.

Requests for medical assistance under the Temporary Assistance for Needy Families
(TANF)-Related Medicaid (TRM), Child Health Assurance Program (CHAP), Medical
Assistance for the Aged, Blind, and Disabled (MAABD) programs and the Child Welfare
Services (as provided by NRS 432.075 are processed at one of the local Nevada Division
of Welfare and Supportive Services (DWSS) offices depending on the applicant’s
residence. Eligibility is established based on regulations stated in the DWSS policy
manuals. Inquiries are made at the nearest DWSS office and may be made verbally, in
writing, in person or by a representative. DWSS policy manuals are located on their website
at: www.dwss.nv.gov.

Children may also be covered by Medicaid through child welfare programs authorized
through the Division of Children and Family Services (DCFS).

Nevada Check Up (NCU)

The NCU program is Nevada’s name for the Federal Title XXI benefits administered under
CHIP. NCU provides low-cost health care coverage to uninsured children who do not meet
the conditions of Medicaid eligibility. Applicants must apply for and meet the criteria for
this program. The services for NCU recipients generally duplicate the services outlined for
Nevada Medicaid and the program uses the Nevada Medicaid Provider Panel. Refer to the
NCU Manual for a description of program differences.

State Plan Services under 1915(c) of the SSA

Section 1915(c) of the SSA permits states the option to waive certain Medicaid statutory
requirements in order to offer an array of Home and Community-Based Services (HCBS)
to eligible individuals who may require such services in order to remain in their
communities and avoid institutionalization. Each 1915(c) Waiver is designed to provide
eligible Medicaid waiver recipients access to both state plan services, as well as certain
extended Medicaid covered services unique to this waiver. The goal is to allow recipients
to live in their own homes, or community settings, when appropriate.
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D. State Plan Services under 1915(i) of the SSA

Section 1915(i) of the SSA allows states to provide traditional 1915(c) services as a
covered state plan benefit. 1915(i) services are available to certain Medicaid recipients who
meet the needs-based criteria and who reside in the community.

101.1 OUT-OF-STATE SERVICES

Nevada Medicaid may authorize payment for both mandatory and optional services if determined
to be medically necessary.

Section 1902(a)(16) of the SSA requires the out-of-state service equal in amount, duration and
scope to in-state service be reimbursed for eligible Nevada residents who are absent from the state

when:

A needed because of a medical emergency.

B. recipients’ health would be in danger by the travel back to Nevada.

C. Nevada Medicaid determines, on the basis of medical advice, that the needed medical
service or necessary supplementary resources are readily available in another state; or

D. provided to the children in out-of-state placement for whom Nevada makes adoption
assistance or foster care maintenance payments.

E. it is general practice for a recipient in a particular locality to use medical resources in

another state:

1. Nevada residents living near state lines or borders may be geographically closer to
out-of-state providers than in-state providers for both primary and specialty care.
In such cases, covered medically necessary services may be routinely provided by
out-of-state providers in what DHCFP refers to as the “primary catchment areas.”
Such services are treated the same as those provided within the state borders for
purposes of authorization and transportation. Refer to the billing manual for a list
of catchment areas.

2. The same services that are covered within the state of Nevada are available for
payment for any qualified provider, in the catchment area, who is or will be enrolled
with the plan.

Nevada Medicaid does not pay for medical services rendered by health care
providers outside of the United States.
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101.2 NEVADA MEDICAID AND NCU CARD

Medicaid and NCU recipients are issued a plastic identification card upon approval for benefits,
through the State Medicaid Management Information System (MMIS). The card is issued with
his/her full eleven-digit billing number, last name, first name, gender, and date of birth. The card
does not identify the category of eligibility, nor does it carry photographic or other individual
identifying information and it does not guarantee eligibility for benefits. The recipient is not
responsible to return the card when the case is closed, and they may use the same card for any
subsequent eligibility. A digital Medicaid card is also available through the NV Medicaid app. All
eligible Nevada Medicaid recipients are eligible to download and log into the app to receive this
and other information about their healthcare and eligibility. For additional information, please see
“NV Medicaid App” in Section 108, References.

101.2A ELIGIBILITY VERIFICATION AND CARD USE

1.

Information regarding the recipient, category of eligibility, managed care, recipient
restrictions and third-party payers is accessible, for any of the most recent 60 months,
through the Fiscal Agent’s Eligibility Verification System (EVS), by phone using the
Automated Voice Response System (AVRS), or by using a swipe card vendor. Providers
may contact the Fiscal Agent to receive information about enrolling for EVS system access
and alternative sources of eligibility verification.

EVS will identify individuals eligible for full Medicaid, full Medicare, full Medicaid and
Medicare coverage, and Qualified Medicare Beneficiary (QMB) coverage. Note: Medicaid
pays only the deductibles and co-insurance for QMB recipients up to Medicaid allowable
amounts.

Eligibility is determined on a month-to-month basis. Providers must always verify recipient
eligibility prior to providing services, as well as the identity of the individual through a
driver’s license, Social Security card or photo identification. Recipients must be prepared
to provide sufficient personal identification to providers and shall not allow any individual
to use their card to obtain medical services.

Note: Providing services without prior verification of identity is at the risk of the provider.
Payments for services rendered to an individual who is not eligible due to misidentification
or failure to verify eligibility may be subject to recoupment.

Newly approved Medicaid recipients may present a Notice of Decision (NOD) from DWSS
as proof of eligibility, prior to the EVS update.

Individuals may have more than one active billing number on file at the same time; e.g., a
child may be eligible through Child and Family Services and have a Welfare case at the
same time. When this happens, the Division’s District Office can advise the provider which
number to use for billing.
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101.2B

101.2C

5. Medicaid and NCU have contracts with Managed Care Organizations (MCOs) to provide
medical coverage to eligible categories of individuals in Clark and Washoe County.
Nevada Medicaid and NCU reimburse managed care providers a capitated monthly rate for
each enrollee and cannot reimburse any other provider independently for covered,
contracted services. Refer to MSM Chapter 3600, Managed Care for detailed information
about the Managed Care program.

6. Recipients enrolled in a Medicaid managed care plan must be sure to seek services only
from plan providers. Recipients should notify their providers as soon as they become
eligible for managed care. Refer to MSM Chapter 3600.

7. In most cases, managed care eligibility begins the date of approval. Medicaid prior medical
months are covered under Fee-for-Service (FFS). Refer to MSM Chapter 3600 for
additional information on Managed Care.

CHILD WELFARE RECIPIENTS

Payment for emergent or necessary medical services or care provided to a child who is in the
custody of a Public Child Welfare Agency may be covered by Nevada Medicaid or guaranteed by
the custodial public agency. A child eligible for coverage through one of these sources will receive
a Medicaid number and card.

If a child requires medical care before a Medicaid number and/or a Medicaid card is issued, the
custodial agency may prepare a letter verifying demographic information including the child’s
name, date of birth, Social Security number and the services requested. (If a Medicaid number has
been assigned but a card has not yet been issued, the letter should also contain the Medicaid
number.) The letter must be signed by an authorized staff member of the Public Child Welfare
Agency in whose custody the child is placed and must be printed on the agency’s official
letterhead.

RESTRICTIONS

1. Certain recipients who have inappropriately used medical services may have their access
to Medicaid services restricted by Medicaid Staff.

2. Before any non-emergency service is provided to a recipient, whose benefits have been
restricted, phone authorization must be obtained from the appropriate QIO-like vendor.
Providers will be asked to document the necessity of all services provided which are not
emergent. If approval is granted, a specific authorization number will be issued to the
provider. This number must then appear on the provider’s claim for payment for the service
dispensed. Claims submitted for a recipient whose benefits have been restricted without an
authorization number or documentation of an emergency will not be paid.
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A.

The following paragraphs in this section present highlights of detailed information outlined
in this chapter. The following information by no means absolves applicants or providers
from reading and comprehending this chapter in its entirety, along with any other chapters
specific to the services each will provide or currently provides. By signing the Provider
Application and/or Contract, or authorizing a person to sign on your behalf, all
applicants/providers agree to the Contract terms and to abide by the MSM, the NCU
Manual, and the MOM, all inclusive.

1.

All applicants and/or providers who sign, or designate a person to sign on their
behalf, or present to DHCFP or Fiscal Agent any information or documentation
accepts responsibility for the truth and accuracy of the information as well as an
ongoing obligation to update such information.

All individuals/entities who provide services to Nevada Medicaid recipients under
the FFS and/or Medicaid MCO program shall be enrolled as a Nevada Medicaid
provider in order to receive payment for services rendered.

All healthcare providers shall obtain an NPl number and provide this NPI to
Medicaid at the time of application, revalidation and/or change request submission.
To obtain an NPI or further information regarding NPI, see the National Plan and
Provider Enumeration System (NPPES) website at https://nppes.cms.hhs.gov.

With the exception of emergency services (in-state or out-of-state/out-of-
catchment), if an individual and/or entity chooses to provide services to Nevada
Medicaid recipients prior to being approved as a Nevada Medicaid provider, the
individual and/or entity chooses to do so with the understanding that enrollment,
and therefore reimbursement, is not guaranteed and could also be impacted by
timing and compliance with other policy requirements.

All applicants and providers shall be screened prior to, or for continued, enrollment.
Screening methods may utilize professional state boards, public access information,
or other state and/or federal databases. Any arrest, conviction, including suspended
sentence with probation, exclusion, revocation, or other similar negative action
against an applicant or provider as defined in this chapter, regardless of the current
status of such action or date of conviction, shall be disclosed for evaluation at the
time of application, revalidation, or change, or within 30 working days of such
negative action.

DHCEFP is not obligated to enroll, re-enroll, or re-validate all eligible applicants or
providers, and all types of enrollments are at the discretion of DHCFP.
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29 ¢¢

Providers whose mail is returned to DHCFP as “undeliverable,” “return to sender,”
“address unknown,” “unclaimed,” or any other reason noted by the U. S. Post
Office as a reason for which DHCFP mail was returned, may be terminated. It is
the responsibility of each provider to maintain all provider information including
all addresses in the Medicaid online provider enroliment (OPE) system. Provider
address information may be provided to CMS under provisions such as Section
1902(a)(27) of the SSA and will be based on current records.

All providers who are terminated shall have 90 days from the date of termination
to request a Fair Hearing and are required to follow the guidelines outlined in the
termination notice and MSM Chapter 3100, Hearings, when requesting a Fair
Hearing.

For all entities terminated and sanctioned by DHCFP under “for-cause” criterion,
the owner, managing employee/agent, and/or board member(s) shall also be
terminated, if applicable, and serve the same sanction time frame as the entity.

For all individuals terminated and/or sanctioned by DHCFP under “for-cause”
criterion, any entity which is enrolled with the sanctioned individual as an owner,
managing employee/agent, and/or board member shall also be terminated and serve
the same sanction time frame as the individual.

Medicaid may reimburse a provider who meets the following conditions:

1.

Completes and submits electronically the Nevada Medicaid Provider Application
and Contract, and if applicable, submits to and completes the Fingerprint-based
Criminal Background Check (FCBC) process and/or adheres to the requirements of
Provisional Enrollment;

Provides their NPI number on the application and requests for payment, maintains
their NPI in “Active” status in the NPPES Registry and updates all data elements,
per NPPES guidelines, when changes occur;

Meets all the professional credentialing requirements or other conditions of
participation for the provider type (PT);

Meets all the criteria to operate a business in Nevada or in the state in which the
business exists. This may include, but is not limited to, an active business license,
insurance binder with appropriate limits, agency licensure, permits, certifications,
and authority;

Receives notice from Nevada Medicaid that the credentialing requirements have
been met and the provider agreement has been accepted; and
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6. Electronically submits timely, complete, and accurate claims and obtains Prior

Authorization (PA) approval as outlined and required in policy.
C. CHANGE OF OWNERSHIP (CHOW)

A CHOW typically occurs when a Medicaid provider is purchased or leased by another

organization and or individual. A CHOW also includes a change in Board Member(s)

and/or anyone having 5% direct/indirect interest. The following list indicates examples (not

all inclusive) of a CHOW:

1. Partnership: In the case of a partnership, the removal, addition, or substitution of a
partner as permitted by applicable State law.

2. Unincorporated sole proprietorship: Transfer of title and property to another party.

3. Corporation: The merger of the provider corporation into another corporation, or
the consolidation of two or more corporations, resulting in the creation of a new
corporation. This includes the requirement to report changes to corporate structure
relating to ownership, officers, directors, and/or managers.

4. Leasing: The lease of all or part of a provider facility constitutes change of
ownership of the leased portion.

5. Sale/Transfer: The sale, gifting, purchase, or transfer of an existing provider or the
assets of an existing provider to an individual, relative and/or group.

6. LLC or Limited Liability Partnership (LLP), including Professional LLCs and
LLPs: The election or removal of a “Member” or “Managing Member” as defined
in the NRS or as defined by applicable law for an approved out-of-state provider.

7. All differences or discrepancies found in ownership or direct/indirect interest
between information submitted to Nevada Medicaid and information found in
Provider Enrollment, Chain, and Ownership System (PECOS) shall be reported to
CMS, when appropriate, and may delay Nevada Medicaid action on a CHOW or
other request. It is the responsibility of providers enrolled with CMS to report to
and update all changes with CMS.

D. CHOW Enrollment:

1.
2.

3.

is not guaranteed,
is considered a new enrollment,

must meet all enrollment requirements for the specified PT,
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4. must be reported within 30 days of completion.

Providers or applicants having (or formerly holding) a direct or indirect ownership or
controlling interest of 5% or more who purchase, sell and/or transfer such interest in an
entity in anticipation of (or following) any of the below may be terminated or have
enrollment denied and will serve, at minimum, a Tier 4 — 12-Month Sanction, unless a
higher tier sanction is applicable. Examples include but are not limited to:

5. a conviction;

6. an imposition of a payment suspension, civil money penalty or assessment;

7. an imposition of an exclusion and/or a “for cause” termination; and/or

8. any negative action against the professional license of an owner or person with

direct/indirect interest.

If there is a change in ownership or interest (direct or indirect), the new owner, person with
interest or designated agent shall submit a copy of the bill of sale, contract, or assignment,
copies of new licenses/certifications and/or verification of a change in the Federal
Employer Identification Number (FEIN). The incoming owner, person with interest, or
designated agent must also complete/submit an initial enrollment application and meet
Nevada Medicaid’s fitness criteria to remain enrolled with Nevada Medicaid and any
MCO.

When there is a CHOW, the terms and agreements of the original Contract are assumed by
the new owner, and the new owners shall, as a condition of participation, assume liability,
jointly and severally with the prior owner for any and all amounts that may be due, or
become due to the Medicaid program, and such amounts may be withheld from the
payment of claims submitted when determined.

If a CHOW is reported and returned with a request from the Fiscal Agent and/or DHCFP
with no reply or cooperation, the active provider may be terminated, and the CHOW
application denied if/when resubmitted.

PROHIBITED FROM ENROLLMENT CONSIDERATION

Applicants who are found to have provided false, untrue, or misleading/deceptive
information, who have omitted relevant information and/or have failed to comply with a
request for FCBC or permit a site visit are prohibited from enrollment consideration for a
period of 12 consecutive months from the date of application denial. Examples may
include, but are not limited to:
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1. Failure to disclose a judgment of conviction entered by a Federal, State, or local

court. The definition of conviction for purposes of Nevada Medicaid is defined in
42 CFR §1001.2 and should be disclosed regardless of whether:

a. There is a post-trial motion or an appeal pending; or
b. The judgement has been expunged, sealed, or otherwise removed; or
C. The charges were dismissed or set aside as a result of participation and

completion of a first offender, deferred adjudication, or other program.

2. Failure to properly and accurately disclose information regarding direct or indirect
ownership or controlling interest of 5% or more;

3. Falsified documentation is submitted to the Fiscal Agent or DHCFP with any type
of enrollment request;

4. Failure to disclose any exclusion from any state’s Medicaid program or the
Medicare program, regardless of whether that exclusion period has expired, or the
exclusion was stayed,;

5. Failure to complete and return the FCBC Consent form and/or complete the FCBC
process as requested;

6. Failure to permit a site visit;

7. Failure to properly and accurately disclose any surrender of, or negative action

taken against, any professional licensure or certification from any State or
governing Board; and/or

8. Failure to disclose current or previous state employment.

Actively enrolled providers who submit, or have submitted, any documentation or request
which is found through an investigation, audit, review, or survey to meet any of the criteria
in Section 102(E) may be terminated and sanctioned.

Providers who voluntarily terminate, are terminated for loss of contact, or who terminate
for failure to revalidate while under any form of suspension, investigation, audit and/or
review, may be sanctioned based on the results of the suspension, investigation, audit
and/or review.

Prior to receiving reimbursement, providers must meet the participation standards specified
for the program service area for which they are applying and must meet these standards for
the duration of the requested enrollment time period. All individuals and entities as defined
in this chapter shall comply with all federal, state, and local statutes, rules and regulations
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102.1

relating to the services being provided and meet business criteria for operation in the state,
county, and city in which the provider is located.

H. Providers will not receive reimbursement for services provided outside of the United States
per Section 101, Overview of Programs.

l. A moratorium may be implemented at the discretion of the federal DHHS or DHCFP. A
new enrollment application is required for enrollment consideration once the moratorium
is lifted or expires.

REQUEST FOR ENROLLMENT, RE-ENROLLMENT AND REVALIDATION -
CONDITIONS OF PARTICIPATION (2)

A request for enrollment means an applicant, who has never been a Nevada Medicaid provider,
submits an initial enrollment application; re-enrollment means a former Nevada Medicaid
provider, whose contract was terminated or deactivated and who is now eligible to “re-enroll,”
submits an initial enrollment application; and, revalidation means an active Nevada Medicaid
provider, who must validate their current enrollment to extend their agreement with Nevada
Medicaid, submits a revalidation application. Providers may submit a complete revalidation
application up to 365 days in advance of their revalidation due date.

An applicant and/or provider may request enrollment, including re-enrollment and revalidation, in
the Nevada Medicaid Program by completing the Enrollment Application and providing the
required verifications for their requested PT. All applications and supporting documents must be
submitted online through the Provider Portal.

DHCEFP is not obligated to enroll all eligible applicants or re-enroll all eligible providers, and all
types of enrollments are at the discretion of DHCFP. For additional information regarding
enrollment, the provider may contact the Provider Enrollment Unit or the Fiscal Agent. Refer to
Section 108, References for contact information.

The effective date of the provider contract is the date a complete enrollment request is received,
all verifications are completed, and it is determined the applicant meets all conditions of
participation. With the exception of urgent/emergent services, if an applicant renders services to
Nevada Medicaid recipients without an active provider contract in place, that individual or entity
assumes the responsibility for such services and understands enrollment, and subsequent payment
for services, is not guaranteed.

Exceptions to the effective date described in the previous paragraph may be allowed for up to six
months of retroactive enrollment to encompass dates on which the otherwise eligible provider
furnished services to a Medicaid recipient, if there is an explanation or circumstance as to why the
applicant was unable to enroll before services were furnished. If retroactive enrollment is
requested, the applicant shall provide a letter of justification and list of claims associated with the
retroactive time period. All approved Provider Contracts, unless otherwise withdrawn or
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102.2

terminated, shall expire 60 months from enrollment date, with the exception of Durable Medical
Equipment (DME) Contracts which shall expire 36 months from enrollment date, unless
withdrawn or terminated.

If the applicant/provider does not meet all State and Federal requirements at the time of the initial
request for participation, the effective date of the provider contract will be the date all requirements
are met. If the applicant/provider is serving a sanction period, they are not eligible for enroliment
or eligible to own, have interest in, or manage an enrolled entity.

A If discrepancies are found to exist during the pre-enrollment or revalidation review period,
DHCFP and/or the Fiscal Agent may conduct additional inspections prior to enroliment or
revalidation. Failure to provide complete and accurate information, or to resolve
discrepancies as prescribed by DHCFP and/or the Fiscal Agent, may result in denial of the
application.

The Fiscal Agent or DHCFP may complete additional screenings on applicants/providers
for the purpose of verifying the accuracy of information provided in the application and in
order to prevent fraud, waste, and/or abuse.

The screening may include, but is not limited to, the following:

1. on-site inspection prior to enroliment;
2. review of business records;

3. data searches; and/or

4. provisional enrollment.

ALL PROVIDERS AND APPLICANTS — CONDITIONS OF PARTICIPATION (3)

As a condition of new or continued enrollment, providers and applicants shall consent and submit
to criminal background checks, including fingerprinting, when required to do so under State law
or by the level of screening based on risk of fraud, waste or abuse as determined for the provider.

DHCFP and/or the Fiscal Agent shall screen all initial applications, applications for a new practice
location and any applications received in response to a re-enroliment or revalidation of enrollment
request based on a categorical risk level of “Limited,” “Moderate” or “High.” This screening also
applies to providers who DHCFP has adjusted to the highest level of risk after enrollment and
providers deemed “High” risk who add a person(s) with 5% or more direct or indirect ownership
interest in the provider. If a provider could be placed within more than one risk level, the highest
level of screening is applicable, and DHCFP has the authority to adjust a provider’s risk level to
ensure the fiscal integrity of the Medicaid program.

A. The following indicates categorical risk levels for providers:
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1. Limited categorical risk:
a. Physician or non-physician practitioners, including nurse practitioners,

m.

n.

a.

b.

Certified Registered Nurse Anesthetists (CRNAS), occupational therapists,
speech/language pathologists, and audiologists, and medical groups or
clinics.

Ambulatory surgical centers.
End-stage renal disease facilities.

Federally qualified health centers.

Histocompatibility laboratories.

Hospitals, including critical access hospitals, Department of Veterans
Affairs hospitals, and other federally owned hospital facilities.

Health programs operated by an Indian Health Program (IHP) or an urban
Indian organization that receives funding from the Indian Health Service
(IHS) pursuant to Title V of the Indian Health Care Improvement Act.

Mammaography screening centers.

Mass immunization roster billers.

Organ procurement organizations.

Pharmacies newly enrolling or revalidating via the CMS-855B application.
Radiation therapy centers.

Religious non-medical health care institutions.

Rural Health Clinics (RHC).

Moderate categorical risk:

Ambulance service suppliers.
Community mental health centers.
Comprehensive outpatient rehabilitation facilities.

Revalidating hospice organizations.

March 26, 2025

MEDICAID PROGRAM Section 102 Page 8




MTL 07/25

DIVISION OF HEALTH CARE FINANCING AND POLICY section: 102
Subject:
MEDICAID SERVICES MANUAL PROVIDER ENROLLMENT
e. Independent clinical laboratories.
f. Independent diagnostic testing facilities.
g. Physical therapists enrolling as individuals or as group practices.
h. Portable x-ray suppliers.
i Revalidating home health agencies.
J. Revalidating DME, Prosthetics, Orthotics and Supplies (DMEPOS)
suppliers.
K. Provisionally enrolled providers, unless placement in the “High”

categorical risk is applicable.

Revalidating skilled nursing facilities (SNF).

3. High categorical risk:

a.

b.

f.

g.

Newly enrolling home health agencies.
Newly enrolling DMEPOS suppliers.

All applicants/providers who fall under a moratorium are High Risk for six
months once the moratorium is lifted.

Newly enrolling Medicare Diabetes Prevention Program (MDPP) suppliers.

Newly enrolling opioid treatment program(s) which have not been fully and
continuously certified by Substance Abuse and Mental Health Services
Administration (SAMHSA) since October 23, 2018.

Newly enrolling hospice organizations.

Newly enrolling SNF.

Applicants are responsible for the accuracy and veracity of all information and
documentation submitted for enrollment consideration. Applicants are not removed from
this requirement/responsibility by virtue of assigning another the authority to submit a
request for enrollment on their behalf. Applicants who are found to have submitted falsified
documentation, provide false information to any question on any application, or who have
otherwise failed to properly and accurately disclose requested information, including any
person who holds authority, control, or interest of 5% or more in any entity, shall be denied
enrollment and serve a 12-month sit-out. The enrollment application is specific in its
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questions and does not limit the time frame for which convictions or other negative action
should or should not be disclosed. See MSM Addendum for the definition of “Convicted.”

The Fiscal Agent shall not enroll any provider or applicant (individual or entity having a
person with a 5% or greater direct or indirect ownership interest in the provider, including
management personnel) who has been convicted of a felony or misdemeanor under Federal
or State law for any offense which the State agency determines is inconsistent with the best
interest of recipients under the State plan.

Applicants/providers are responsible for the accuracy and veracity of all information and
documents submitted for enrollment and continued enrollment.

Failure to disclose a judgment of conviction entered by a Federal, State, or local court. The
definition of conviction for purposes of Nevada Medicaid is defined in 42 CFR §1001.2
and should be disclosed, regardless of whether:

1. There is a post-trial motion or an appeal pending; or
2. The judgment has been expunged, sealed, or otherwise removed; or
3. The charges were dismissed or set aside as a result of participation and

completion of a first offender, deferred adjudication, or other program.

Nevada Medicaid shall not enter into Contract with or shall terminate the active Contract
with any provider listed in the CMS Data Exchange System (DEX) where DEX indicates
an active enrollment bar (exclusion) under the following circumstances:

1. Any person with a 5% or more direct or indirect ownership interest who did not
submit timely and accurate information and cooperate with any screening methods
required under 42 CFR Part 455 Subpart E. 42 CFR 8455.416(a);

2. Provider is terminated or revoked for cause under separate Medicaid or Medicare
enrollment. Where the provider’s enrollment has been terminated or revoked “for
cause” by Medicare or another state’s Medicaid program and such termination has
been published in the DEX, the State Medicaid Agency shall terminate the
provider’s enrollment in its program. 42 CFR §455.416(c), §455.101.

The following list, though not exhaustive, provides examples of crimes and/or offenses
which indicate a provider or applicant may not be eligible for new or ongoing participation.
Providers and applicants are required to disclose convictions as requested on the Nevada
Medicaid application and required by policy and provide documentation for evaluation.
All convictions shall be evaluated on a case-by-case basis.

Any conviction of the following:
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1. Murder, voluntary manslaughter or mayhem;

2. Sexual assault, sexual seduction or any sexually related crime;

3. Robbery, attempt to Kill, battery with intent to commit a crime or administration of
a drug to aid commission of the crime;

4. Abuse or neglect of a child or contributory delinquency;

5. False imprisonment, involuntary servitude or kidnapping;

6. Abuse, neglect, exploitation or isolation of any older persons or vulnerable persons,
including a violation of any provisions of NRS Chapter 200, Crimes Against the
Person, or a law of any other jurisdiction that prohibits the same or similar conduct;

7. Any offense involving assault or battery, domestic or otherwise;

8. Conduct hostile or detrimental to the public health, morals, welfare and safety of
the people of the State of Nevada in the maintenance and operation of the premises
for which a provider contract is issued;

9. Conviction related to that person’s or entity’s involvement in any program
established under Medicare, Medicaid, CHIP (NCU) or the Title XX services
program or any other state or federally funded assistance program; or

10. Is a person who holds, or previously held, 5% or more direct or indirect control or

ownership in an entity which was convicted under any program established under
Medicare, Medicaid, CHIP (NCU) or the Title XX services program, or any other
state or federally funded assistance program.

The following list, though not exhaustive, provides examples of events and/or
circumstances which may indicate a provider or applicant may not be eligible for new or
ongoing participation. Providers and applicants are required to properly disclose negative
events or circumstances as requested on the Nevada Medicaid application and as required
by policy. All disclosures shall be evaluated on a case-by-case basis. Events and/or
circumstances which shall be disclosed and/or reported include, but are not limited to, the
following:

1.

Any entity or individual who incurs an overpayment or has an existing overpayment
which results in an outstanding balance with DHCFP and has not entered into a
State approved re-payment plan or an entity or individual who had an overpayment,
failed to enter into or defaulted on a re-payment plan and that debt was referred for
collection;
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10.

11.

12.

13.

An entity or individual has been placed on the Office of the Inspector General
(OIG) List, Excluded Parties List System (EPLS) exclusion list, any state’s
exclusions list, or is reported to CMS as being excluded;

An entity or individual has been terminated for cause, excluded, revoked, or is
under any form of suspension from a DHCFP contracted MCO Plan, Medicare,
Medicaid, CHIP (NCU), Title XX services program or any other State or Federally
funded assistance program;

An entity or individual using a financial institution outside of the United States of
America (excluding Guam, Puerto Rico, Mariana Islands and American Samoa);

An applicant or provider who is serving a sanction, suspension, or exclusion period
from any state or federally funded program;

A provider fails to provide information specific to the conditions of participation, a
PT or for continued enrollment. Re-enrollment may be considered upon receipt of
the requested information and following the submission of a new, complete
application for evaluation;

A provider fails, or refuses, to fully cooperate with any DHCFP request,
investigation, audit, review, or survey within the stated time frame;

An applicant or provider has a professional or other license or credential required
for enrollment restricted by a governing Board or entity;

An applicant or provider has been placed on a payment suspension for a credible
allegation of fraud (CAF) or willful disregard of policy or is a person or entity who
hold 5% direct or indirect control of an entity placed on payment suspension for a
CAF or willful disregard of policy;

Mail sent from DHCFP or the Fiscal Agent to a provider is returned with or without
a forwarding address, or any DHCFP Unit or the Fiscal Agent cannot make contact
with the provider through methods supplied by the provider, i.e. phone number or
e-mail address, and the provider has not attempted to update contact information;

DHCFP becomes aware that an applicant or provider has supplied false/falsified
information or documentation to DHCFP or Fiscal Agent to become enrolled in or
maintain enrollment with Nevada Medicaid,

DHCFP becomes aware that a provider has failed to report any change in
circumstance as outlined in MSM Chapter 100, all inclusive;

DHCFP becomes aware that a provider is utilizing a non-enrolled servicing
provider to render services to Medicaid recipients; or
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14.  The provider, as identified in the Chapter, is a person who holds, or previously held,
5% or more direct or indirect controlling interest or ownership in an entity which
was convicted under any program established under Medicare, Medicaid, CHIP
(NCU) or the Title XX services program, or any other state or federally funded
assistance program.

15.  The Fiscal Agent shall not enroll a provider or applicant who has been convicted
within the preceding ten years of (not all inclusive) any of the following (Note all
convictions shall be disclosed for evaluation, regardless of conviction date,
expungement, or removal):

a. Any offense involving arson, fraud, theft, embezzlement, burglary,
fraudulent conversion or misappropriation of property;

b. A violation of any federal or state law regulating the possession, distribution
or use of any controlled substance or any dangerous drug as defined in
Chapter 454 of the NRS;

C. Any offense involving the use of a firearm or other deadly weapon; or

d. Conviction of a criminal offense related to that person’s involvement in any
state or federally funded assistance program, this includes providers,
applicants, owners, managing employees, Board members and/or agents.

The Fiscal Agent shall not enroll a public institution unless it is a medical institution. The
Fiscal Agent shall never enroll a penal or correctional institution. This shall not preclude
Nevada Medicaid from enrolling a sister agency or other state agency.

The Fiscal Agent shall not enroll a group provider which is not structured according to the
group’s licensure as issued by the Secretary of State or other governing body. Applicants
and providers have the duty and responsibility to understand their own business model and
the appropriate and required local, state, and federal certifications and licenses necessary
to conduct business and to meet criteria required for enrollment. Applicants who are found
to have applied for enrollment with an incorrect NP1 number and/or business structure will
be denied.

All providers must provide and maintain workers’ compensation insurance as required by
law and provide proof of insurance as required through 616D, inclusive, of the NRS.

The enrollment of Out-of-State/Out-of-Catchment (OOS/OOC) area providers is at the
discretion of DHCFP, with the exception of Urgent/Emergent enrollment. As such,
0O0S/O0C enrollment or revalidation requests are reviewed for Program and recipient
need. Applicants and providers are not guaranteed enrollment with Nevada Medicaid, and
although full enrollment may be requested (at initial and/or revalidation), enrollment is at
the discretion of DHCFP. Example: an OOS provider, fully enrolled at initial application
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may have, at revalidation, enrollment limited to cross-over claims only. Conversely, an
OQS provider initially enrolled for cross-over claims only may be fully enrolled at
revalidation, if requested, all conditions of participation are met, and full enrollment is in
the best interest of the Nevada Medicaid Program and its recipients.

Providers may report circumstances which may require additional DHCFP staff oversight,
such as a pending court case, balance owed to DHCFP or other state agency, regulatory or
state agency investigation, or negative action taken against a business or professional
license required for continued enrollment. At such times, DHCFP may elevate a provider’s
risk level and/or notify the provider of Provisional Enrollment status.

All Nevada Medicaid providers must comply with information reporting requirements of
the Internal Revenue Code (26 U.S.C. 6041) which requires the filing of annual
information (1099) showing aggregate amount paid to provider’s service identified by
name, address, Social Security Number (SSN), Tax Identification Number (TIN) or FEIN.
A TIN/FEIN is the preferred identifier for entities, and an SSN is the preferred identifier
for individual servicing providers and those self-employed individuals in a sole
proprietorship who do not have a TIN/FEIN.

The provider is responsible for understanding and abiding by the requirements of this
Chapter, the Provider Contract and the Chapter governing their PT as stated in the Nevada
MSM, along with all local, state, and federal requirements. The provider should also be
familiar with MSM Chapter 3100 — Hearings and MSM Chapter 3300 - Program Integrity.

Providers are required to retain adequate documentation for services billed to the Division
and, upon request, must submit the documentation in a timely manner. Failure to do so may
result in recoupment/recovery of payments for services not adequately documented, and
may result in the suspension, termination, and/or sanction of the provider (as defined) from
participation with Nevada Medicaid

Any provider who is providing services to foster children, in any setting, must submit to a
full, fingerprint-based criminal history and Child Abuse and Neglect Screening (CANS) in
order to comply with the Adam Walsh Child Protection Act of 2006.

CANS reports are legally mandated and maintained by the Nevada DCFS. Names of
individuals are checked against names in the central registry to identify any substantiated
perpetrators of abuse. CANS employer information is limited to provision of the
substantiated status of a report and is released only by the Nevada DCFS (NRS 432.100).
Information may be released to an employer under NRS 432.100(3).

The completion of a request form and Authorization to Release Information must be
submitted to:

Nevada Division of Child and Family Services
Attn: Child Abuse and Neglect Records Check
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4126 Technology Way, 1st Floor
Carson City, NV 89706

For additional information and authorization forms please contact:

Nevada Division of Child and Family Services
(775) 684-7941

Site visits shall be conducted on all providers and/or applicants designated as “Moderate”
or “High” categorical risk. The purpose of the site visit is to verify that the information
submitted to the Fiscal Agent or DHCFP is accurate, the facility is operational and to
determine compliance with Federal and State enrollment requirements. Site visits may be:

1. conducted pre- or post-enrollment;
2. announced and/or unannounced; and/or
3. conducted as needed in conjunction with a Corrective Action Plan.

In addition to any other authority it may have, DHCFP may exclude an individual or entity
(applicant or provider) from participation in the Medicaid program for any reason for which
the secretary could exclude that individual or entity from participation in Medicare.

102.3 ENHANCED PROVIDER SCREENING — CONDITIONS OF PARTICIPATION (4)

A

CATEGORICAL RISK

Providers shall be placed in one of the following risk levels and submit to the necessary
screening, not all inclusive, for each risk level as follows:

1. Limited categorical risk:
a. provider meets applicable federal regulations and/or state requirements for
the PT;
b. provider’s license(s) is current, including in states other than Nevada,
C. there are no current limitations or restrictions on the provider’s license; and
d. provider initially and continues to meet enrollment criteria for their PT.
2. Moderate categorical risk:
a. provider meets the “Limited” screening requirements; and
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b. site visits, whether announced or unannounced, for any and all provider
locations.

3. High categorical risk:
a. provider meets the “Limited” and “Moderate” screening requirements;
b. provider consents to a criminal background check; and

C. provider submits a set of fingerprints in accordance with instructions from
DHCFP.

RISK LEVEL ADJUSTMENT

Once enrolled, providers or any person with a 5% or more direct or indirect ownership
interest in the provider, may have their categorical risk level adjusted from “Limited” or
“Moderate” to “High” for the following reason and/or reasons (not all inclusive):

1. A payment suspension on the individual or entity was imposed based on a credible
allegation of fraud, waste, or abuse. The risk level elevation shall include all
persons having 5% direct or indirect interest in the suspended entity and, therefore,
extend to any additional entities of which the person holds 5%, or more, interest.
The provider’s risk remains “High” for 10 years beyond the date of the payment
suspension;

2. A provider (individual or entity) incurs a Medicaid overpayment and has not
entered into a repayment plan or has defaulted on an agreed repayment plan; or

3. DHCFP or CMS in the previous six months lifted a temporary moratorium for the
particular PT and a provider that was prevented from enrolling based on the
moratorium applies for enrollment as a provider at any time within six months from
the date the moratorium was lifted.

Within 30 days of notification, providers and/or individuals or any person with 5% or more
ownership or direct or indirect interest in the provider whose risk level is elevated to
“High,” and any out-of-state provider required to submit to FCBC shall consent to and
provide proof of fingerprint capture and submission per the instructions provided by
DHCFP.

Approved providers whose categorical risk level is “High” shall complete the FCBC
requirements for any new person(s), having 5% or more ownership or direct or indirect
interest, who is added and/or not previously screened.

Providers subject to FCBC will be responsible for all costs associated with fingerprint
collection.
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F. Providers screened and placed in the “High” risk category by the Fiscal Agent or DHCFP
may be found to have met the FCBC requirements when the provider enrolled with

Medicare. DHCFP may rely upon Medicare’s screening if all of the following are verified:

1. The date of Medicare’s last screening of the provider occurred within the last five
years; and

2. The provider’s Medicaid enrollment information is a “positive match” with the
Medicare enrollment record.

102.4 PROVISIONAL ENROLLMENT — CONDITIONS OF PARTICIPATION (5)
A At the discretion of DHCFP, the Fiscal Agent may provisionally enroll applicants who
meet one or more of the following conditions (not all inclusive):

1. The applicant is part of an approved repayment program for an outstanding debt
owed to:

a. any State or the Federal Government;

b. Medicare;

C. Medicaid;

d. an MCO; and/or

e. a Prepaid Ambulatory Health Plan (PAHP).

2. The applicant discloses a conviction which would not automatically preclude the
applicant from enrollment.

3. The applicant is under investigation by any law enforcement, regulatory or state
agency at the time of application.

4. The applicant has an open or pending court case which is reported on the enrollment
application.

5. The applicant has been denied malpractice insurance or has ever had any
professional business or accreditation license/certificate denied, suspended,
surrendered, restricted or revoked.

6. All applicants for a PT for which a moratorium was lifted in the preceding 12
months.

7. Other circumstances which would not preclude enrollment but would require
additional oversight as documented.
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B. DHCFP may elevate an active provider to provisionally enrolled status if one or more of
the following occurs (not all inclusive):

1. The outcome of an open or pending court case or investigation by any law
enforcement, regulatory or state agency reported on the enrollment application
indicates a conviction for an offense not listed in Section 102.2(F), All Providers
and Applicants — Conditions of Participation (3).

2. The provider’s Categorical Risk level is elevated to “Moderate” or “High” after
enrollment has occurred.

3. The provider’s license required for enrollment with Medicare and/or Medicaid (in
Nevada or any other State) is restricted by the issuing Board or agency.

4. A Change of Ownership is reported and any of the purchasing and/or new
owners/officers report any conditions noted in Section 102.

5. Preliminary information is discovered where conditions under Section 102 would
not warrant termination but would require provisional enrollment.

C. At the discretion of DHCFP, the Fiscal Agent may provisionally enroll a re-validating

provider who meets one or more of the following (not all inclusive):

1.

The provider is part of an approved repayment program for an outstanding debt
owed to:

a. any State or the Federal Government;
b. Medicare;
C. Medicaid;

d. an MCO:; and/or

e. a PAHP

The provider discloses a conviction which would not automatically preclude the
provider from enroliment.

The provider is under investigation by any law enforcement, regulatory or state
agency at the time of re-validation.

The provider has an open or pending criminal court case.
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5. The provider has been denied malpractice insurance or has ever had any

102.5

professional, business or accreditation license/certificate denied, suspended,
restricted, or revoked.

D. Provisional enrollment will be for a period not more than 24 consecutive months for each
enrollment application. During the provisional enrollment period, the provider shall be
required to comply with all requirements within the MSM, including, but not limited to,

the following:
1. Permit site visits (announced or unannounced);
2. Provide any and all requested information regarding billing, billing practices and/or

policies and procedures in a complete and accurate manner by due date;

3. Attend provider training recommended by DHCFP;

4. Cooperate and comply with all terms of a corrective action plan by the due date;
and/or
5. Cooperate and comply with all quality of care compliance reviews.
D. Providers who fail to meet provisional enrollment requirements will be terminated “for

cause” and serve a Tier 4 — 12-Month Sanction unless termination criteria require a higher
level of sanction.

E. Backdating for provisionally enrolled providers shall not be permitted.
F. Revalidation date shall be the first day of full enrollment.

OUT OF STATE PROVIDER PARTICIPATION — CONDITIONS OF PARTICIPATION (6)

Out-of-state providers may request enroliment in the Nevada Medicaid program. PTs that require
Medicare and/or national certification, as defined in Federal regulations, must have the required
certifications. In addition, all providers must meet all licensure, certification, or approval
requirements in accordance with state law in the state in which they practice. Additional conditions
of participation may apply depending on where the services are rendered, and the type of service
being rendered.

Out-of-state enrollments may be temporary, full enrollment or enrollment for Medicare cross-over
claims only, and all enrollments are at the discretion of DHCFP. Please review the Conditions of
Participation in the Chapter for more information and Section 105.1(0), Medicaid Payment to
Providers, Letters of Agreement for details on payment to out-of-state providers.

Out-of-state providers requesting enrollment to provide ongoing services to Nevada Medicaid
recipients must meet one of the following criteria:
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A. The provider is providing a service which is not readily available within the state;

102.6

102.7

The provider is providing services to Medicaid recipients in a catchment (border) area; or
C. The provider is providing services to Medicare cross over recipients only.

Nevada Medicaid does not enroll providers to provide mail order delivery of
pharmaceutical or durable medical equipment or gases, except those providing services to
Medicare crossover recipients only.

URGENT/EMERGENT SERVICES OUTSIDE THE STATE OF NEVADA — CONDITIONS OF
PARTICIPATION (7)

A provider outside of the State of Nevada who furnishes authorized goods and services under the
Nevada medical assistance program to eligible Nevada residents visiting another state and urgently
requiring care and services shall be exempt from the full enroliment process as long as that provider
is properly licensed to provide health care services in accordance with the laws of the provider’s
home state and enrolled as a Medicaid provider in the provider’s home state to furnish the health
care services rendered. The intent of Urgent/Emergent enrollment is to pay claims to an out-of-
state provider who renders services to a single Nevada Medicaid recipient for a single instance of
care. Refer to the Provider Enrollment Information Booklet for enrollment instructions.

FACILITY DISCLOSURE — CONDITIONS OF PARTICIPATION (8)

Section 1902(a)(36) requires Nevada Medicaid to make available, for inspection and copying by
the public, pertinent findings from surveys made by the State survey agency, the Bureau of Health
Care Quality and Compliance (BHCQC). Such surveys are made to determine if a health care
organization meets the requirements for participation in the Medicare/Medicaid program.

Federal regulations require the disclosure by providers and fiscal agents of ownership and control
information and information on a facility’s owners and other persons convicted of criminal
offenses against Medicare, Medicaid, CHIP, NCU or the Title XX services program.

A. Documents subject to disclosure include:
1. survey reports, including a statement of deficiencies;
2. official notifications of findings based on the survey;
3. written plans of correction submitted by the provider to the survey agency;
4. ownership and contract information specified below; and
5. reports of post-certification visits and summaries of uncorrected deficiencies.
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Within the context of these requirements, the term “provider” or “discloser” excludes an
individual practitioner or group of practitioners unless specifically mentioned.

B. At the time of a periodic survey or renewal of a contract to participate in the program,
providers and fiscal agents must disclose:

1. name and address of each person with an ownership or control interest in the
discloser, or in any subcontractor in which discloser has direct or indirect ownership
of 5% or more;

2. whether any of the persons named is related to another as spouse, parent, child, or
sibling; and

3. name of any other disclosing entity in which a person with an ownership or
controlling interest in the discloser also has ownership or controlling interest.

C. Within 35 days of the date of request by the Secretary of DHHS, or the Medicaid agency,

a provider must submit full and complete information about:

1. ownership of any contractor with whom the provider has had business transactions
totaling more than $25,000 during the 12-month period ending on the date of the
request; and

2. any significant business transactions between the provider and any wholly owned
supplier, or between the provider and any subcontractor, during the five-year period
ending on the date of request.

102.8 PROVIDER DISCLOSURE — CONDITIONS OF PARTICIPATION (9)
A. To enter into and/or maintain a provider contract with the Medicaid or NCU programs, the
provider or any person who has ownership or a controlling interest (direct or indirect) of

5% or more, or who is an agent or managing employee of the provider must disclose and/or

report (if status changes during enrollment) any information listed below including, but not

limited to the following:

1. conviction of any offense related to that individual’s or entity’s involvement in any
program established under Medicare, Medicaid, CHIP (NCU), or Title XX services
program since the inception of the programs;

2. denial of enrollment or termination for cause, exclusion or any form of suspension
from Medicare, Medicaid, CHIP (NCU), any federal health care program or Title
XX services program since the inception of the programs;

3. conviction of any offense. Providers and/or applicants reporting convictions other
than those listed in Section 102.2(B), All Providers and Applicants — Conditions of
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102.10

Participation (3), are not automatically precluded from enrollment. The Fiscal
Agent will forward these applications or change forms to DHCFP Provider
Enrollment Unit for consideration on a case-by-case basis. Providers and/or
applicants must provide information, documentation, and explanation regarding
each conviction;

any current or previous investigation by any law enforcement, regulatory agency or
state agency, or restricted professional license. The Fiscal Agent will forward these
applications or change forms to DHCFP Provider Enrollment Unit for consideration
on a case-by-case basis. Providers and/or applicants must provide information,
documentation, and explanation regarding the investigation;

any current open/pending court cases;

any current or previous affiliation with a provider (as defined in this chapter), or
supplier who has uncollected debt in Nevada, or any other State;

if billing privileges have ever been denied or revoked with a federal or state health
care program;

if the provider’s and/or applicant’s license(s) required for enroliment with Medicare
and/or Nevada Medicaid has ever had negative action taken against it or has been
suspended, surrendered, inactivated and/or revoked by any licensing Board or State;
or

any change in contact information, including mail to and service addresses, phone
number, or e-mail address (changes must be reported within five business days).

DISPOSITION OF CONTRACT FOR PROVIDERS — CONDITIONS OF PARTICIPATION (10)

The Fiscal Agent and/or DHCFP will review the completed provider application to determine if the
applicant meets all the conditions of participation as stated in the Nevada MSM for the specified
PT/specialty and Nevada MSM Chapter 100, all inclusive.

Provisional licensure will be allowed based on Nevada State Board requirements of the specific
specialties within the scope of practice for licensed professionals. Provisional licensure will apply
only to licensed level professionals. Credentialed and paraprofessional level providers do not meet
the requirement for provisional licensure.

CERTIFICATION STATEMENT — CONDITIONS OF PARTICIPATION (11)

By signing the enrollment application, change form, checklist or any document submitted
for evaluation, or by authorizing someone to sign on your behalf, the provider attests and
agrees to all of the following:
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That payment will be from federal and state funds and that any falsification, or
concealment of a material fact, may be prosecuted under federal and state laws.

2

Under penalty of perjury, certifies as “true” information on the enrollment
application and/or Change Form to become enrolled in, maintain enrollment in
and/or update enrollment information with the Nevada Medicaid program.

With regard to provider groups, the group’s representative has the authority to bind
all member providers and agrees to provide Nevada Medicaid with the name(s) of
the individual(s) with authority to sign on behalf of the group.

With regard to groups which have multiple owners, Board members, or others with
5% or more direct/indirect interest, that the group’s representative has the authority
to bind all to the Enrollment Application, Change Form, Revalidation, Change of
Ownership Application, and/or Provider Contract.

With regard to submission of claims for payment, the provider represents as
following:

a. | certify that all information is true, accurate and complete, all submitted
claims represent services which comply with Medicaid policy and that | am
responsible for any and all claims submitted by employees and other
person(s) acting on my behalf; and

b. | certify that no individual other than the one whose NPI number appears
on the claim provided the services for the submitted claim.

With regard to remittance and receipt of payment, the provider agrees and
acknowledges:

a. to accept Medicaid payments as payment in full for services rendered and
under no condition, except for lawful patient liability, contact the patient or
members of the patient’s family for additional sums; and

b. that they have examined the remittance advice that accompanied the
payment, the payment represents amounts due, and the services listed
thereon have been rendered by the provider whose NP1 number was noted
on the claim.

102.11 CONTRACT APPROVAL

If conditions of participation are met and enrollment is approved, Nevada Medicaid will obtain the
necessary signatures to bind the contract.
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An enrollment approval letter, which will include the provider’s NPI, will be sent to the provider.
If the provider has been approved to provide more than one type of medical service, the PT will
be identified for each service type.

102.12 CONTRACT DENIAL

Denial means denial of an enrollment application submitted to Nevada Medicaid from any
applicant, including an individual, entity or group. DHCFP is not obligated to enroll all eligible
applicants/providers, and all types of enrollments are at the discretion of DHCFP.

A DHCFP will refuse to enter into a contract with an applicant for provider enrollment in the

Medicaid program if the applicant:

1. does not meet the conditions of participation as stated in this Chapter, all inclusive;

2. does not meet all the professional credentialing requirements or other conditions of
participation as required by the Nevada MSM for the specified PT;

3. has been terminated for cause, excluded or suspended, leading to revocation of an
agreement or contract with a provider by any other governmental or State program;

4. fails to submit information requested by DHCFP and/or Fiscal Agent;

5. submits false or falsified information;

6. fails to consent to the FCBC process and/or submit FCBC forms and fingerprints
as requested and instructed by the Fiscal Agent and/or DHCFP;

7. requests to enroll a new business, PT, or additional location and has a documented
history of “Waste” or “Abuse” as defined in the Addendum or is currently assigned
by DHCFP a Corrective Action Plan (CAP); or

8. fails to permit DHCFP staff or its agent(s) access to its facility or service location
to conduct a scheduled or unscheduled site visit.

B. The Fiscal Agent or DHCFP Provider Enrollment Unit will notify the provider of the
contract denial and dispute rights, if applicable. Refer to MSM, Chapter 3100 - Hearings.
102.13 VOLUNTARY TERMINATION

Nevada Medicaid may impose a sanction on any provider as defined in this chapter who requests
to voluntarily terminate, fails to revalidate, or terminates for any reason other than “for cause”
while under investigation, audit, review, survey, or payment suspension.
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102.14 ORDERING, PRESCRIBING, OR REFERRING (OPR) PROVIDERS

Ordering, prescribing, or referring (OPR) providers do not bill Nevada Medicaid for services
rendered, but may order, prescribe, or refer services/supplies for Nevada Medicaid recipients. For
Medicaid to reimburse for services or medical supplies resulting from a practitioner’s order,
prescription, or referral, the OPR provider must be enrolled in Nevada Medicaid. Enrolling as an
OPR provider is appropriate for practitioners who:

A. May occasionally see an individual who is a Medicaid recipient who needs additional
services or supplies that will be covered by the Medicaid program;
B. Do not want to be enrolled as another Nevada Medicaid PT; or
C. Do not plan to submit claims for payment of services rendered.
102.15 ENROLLMENT WITH MANAGED CARE ORGANIZATION (MCO) PROVIDERS

MCO, Prepaid Inpatient Health Plans (PIHP), PAHP, and Dental Benefits Administrator (DBA).

A

Applicants or providers who wish to contract with a Nevada Medicaid network provider
and who are eligible for enroliment with Nevada Medicaid are required to enroll with
Nevada Medicaid prior to enrolling with a network provider.

All network provider enrollments are at the discretion of the network Plan, with the
exception of network adequacy requirements, and the individual network Plan is not
obligated to credential, recredential or contract with a Nevada Medicaid enrolled provider,
regardless of eligibility.

Providers (individuals/entities) who are terminated for cause from the Nevada Medicaid
program shall be terminated immediately from all network Plans.

Providers (individual/entities) shall be terminated immediately from all network Plans
upon the expiration of the 120-calendar day period while awaiting an enrollment decision
from Nevada Medicaid or immediately during this period upon notification from Nevada
Medicaid that the provider does not meet the state’s enrollment requirements or will not be
enrolled, re-enrolled, or revalidated.
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103 PROVIDER RULES AND REQUIREMENTS

Under a program such as Medicaid, providers of medical services have responsibilities that may
not exist in a private patient relationship. The provider accepts a degree of responsibility not only
to the recipient but also to the paying agency, which in the end, is the community as a whole.

A.

If the provider has knowledge of over-utilization, inappropriate utilization, inappropriate
fraudulent business practices, use of the Nevada Medicaid card by a person not listed on
the card, unreasonable demands for services, or any other situation that the provider feels
is a misuse of medical services by a recipient, the provider shall inform the Nevada
Medicaid office within 48 hours of discovery via email to NPI@dhcfp.nv.gov .

A Medicaid provider who accepts a Medicaid recipient for treatment accepts the
responsibility to make certain the recipient receives all medically necessary Medicaid
covered services. This includes, but is not limited to, the following assurances:

1. referrals to other Medicaid providers are appropriate.
2. ancillary services are delivered by an actively enrolled Medicaid provider.

3. recipient(s) receives all medically necessary Medicaid covered services at no cost
to the recipient(s).

4. claims submitted are only for services rendered.

In addition, when the services require a PA and a PA number is obtained, the provider must
give that number to other relevant providers rendering service to the recipient.

All Medicaid providers who accept Medicaid reimbursement for treatment accept
responsibility for understanding and comprehending their provider contract and all
chapters of the MSM that pertain to their individual PT and services they provide. This
applies to all institutions and medical groups as well.

When termination occurs, those terminated providers as identified in the MSM, have the
obligation to refer recipients to other providers for ongoing services and/or care.

103.1 MEDICAL NECESSITY

A.

Medical Necessity is a health care service or product provided for under the Medicaid State
Plan and is necessary and consistent with generally accepted professional standards to:

1. diagnose, treat or prevent illness or disease;

2. regain functional capacity; or
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103.2

3. reduce or ameliorate effects of an illness, injury, or disability.

B. The determination of medical necessity is made on the basis of the individual case and
takes into account:

1. the type, frequency, extent, body site, and duration of treatment with scientifically
based guidelines of national medical or health care coverage organizations or
governmental agencies.

2. the level of service that can be safely and effectively furnished, and for which no
equally effective and more conservative or less costly treatment is available.

3. that services are delivered in the setting that is clinically appropriate to the specific
physical and mental/behavioral health care needs of the recipient.

4. that services are provided for medical or mental/behavioral reasons, rather than for
the convenience of the recipient, the recipient’s caregiver, or the health care
provider.

C. Medical necessity shall take into account the ability of the service to allow recipients to

remain in a community-based setting, when such a setting is safe, and there is no less costly,
more conservative or more effective setting.

AUTHORIZATION

Titles XI and XVIII of the Act provide the statutory authority for the board objectives and
operations of the Utilization and Quality Control QIO program. The Peer Review Improvement
Act of the Tax Equity and Fiscal Responsibility Act of 1982 established Utilization and Quality
Control QIO.

QIOs operate under contract with the Secretary of Health and Human Services (HHS) to review
Medicaid services, once so certified by CMS. They may also contract with Medicaid agencies and
private insurers. The utilization review/control requirements of 42 CFR 8456 are deemed met if a
state Medicaid agency contract with a Medicare certified QIO, designated under Part 475 to
perform review/control services (42 CFR 8§431.630).

PA review is conducted to evaluate medical necessity, appropriateness, location of service and
compliance with Medicaid’s policy, prior to the delivery of service.

A. Some services covered by Nevada Medicaid require PA for payment. When the provider
learns that a patient has been approved for Medicaid, authorization, as appropriate, must
be requested for services provided and/or being provided.
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For Medicaid recipients who have been discharged from an inpatient facility and are
approved for Medicaid eligibility retroactively, the provider has 90 days from the date of
the eligibility decision to submit a request for authorization, with the complete medical
record, to the appropriate QIO-like vendor. For recipients, still in the hospital when the
eligibility date of decision is determined, the facility is responsible for initiating the
admission and concurrent review authorization within ten working days.

For Medicare and Medicaid dual eligible, there is no requirement to obtain Medicaid PA
for Medicare covered services. If services are non-covered for Medicare, the provider must
follow Medicaid’s PA guidelines. PAs are not necessary for recipients who are eligible for
QMB only as Medicaid pays only the co-pay and deductible. If Medicare benefits are
exhausted (i.e. inpatient) a PA from Medicaid’s appropriate QlO-like vendor must be
obtained within 30 days of the receipt of the Medicare Explanation of Benefits (EOB).

Medicaid Eligibility may be determined for up to three months prior to an application for
assistance. Services provided during a period of retroactive eligibility are evaluated on a
case-by-case basis. The provider can verify eligibility through the EVS. Covered services
that meet the definition of “emergency services” reimbursed. A retrospective review for
services which require PA by Medicaid’s appropriate QIO-like vendor will determine
authorization for payment based on clinical information that supports medical necessity
and/or appropriateness of the settings.

If a PA is required, it is the responsibility of the provider to request before providing
services. Waiting until the claim is due before securing an approved PA will not override
the stale date. See Section 105.2B, Billing Time Frames (Stale Dates) for definition of Stale
Date. The PA number is required on the claim. See the appropriate MSM chapter for
program specific PA policy. All PA and supporting documents must be submitted online
through the Provider Portal.

Once an approved PA request has been received, providers are required to notify the
recipient in a timely manner of the approved service units and service period dates. It is the
provider’s responsibility to monitor PA utilization in accordance with the applicable

policy.

Each authorization is for an independent period of time as indicated by the start and end
date of the service period. If a provider believes it is medically necessary for services to be
rendered beyond the scope (units, time period or both) of the current authorization, the
provider is responsible for the submission of a new PA request. It is recommended that the
new request be submitted 15 days prior to the end date of the existing service period so the
newly authorized service may start immediately following the expiration of the existing
authorization. Exception: the 15-day recommendation does not apply to concurrent,
inpatient hospital stay authorizations.
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G.

It is the provider’s responsibility to submit the necessary paperwork to support the PA
request. PA requests submitted lacking the required information for the service/item will
be denied with a NOD to the recipient.

103.3 PROVIDER REPORTING REQUIREMENTS

A

Medicaid providers are required to report in writing, through the method described in the
online Provider Enrollment Information Booklet and within 30 calendar days, any change
and/or correction to address, addition or removal of practitioners or any other information
pertinent to the receipt of Medicaid funds. Change in ownership, including but not limited
to the removal, addition and/or substitution of a partner, must be reported within 30
calendar days by completing and submitting an enrollment application along with all
required documentation. Failure to report as outlined may result in termination of the
contract at the time of discovery. Refer to Section 102, Provider Enrollment, for further
guidance on CHOW.

Within 30 calendar days, providers are required to report changes which may affect
enrollment status. All changes are to be reported through the method described in the online
Provider Enrollment Booklet. All reported changes shall be evaluated to ensure the
conditions of participation continue to be met and no possible further action is required.
Below are examples of changes effective after enrollment which shall be reported (not all
inclusive):

1. change to licensure status;

2. indictment, arrest, criminal charge and/or conviction, with the exception of minor
traffic offenses (NRS 62A.220);

3. open and/or pending court case;

4. change in familial association with regard to ownership, managing employee and/or
authorized user or agent;

S. enrollment/disenrollment in another State’s Medicaid program,;

6. enrollment/disenrollment with Medicare;

7. denial of malpractice insurance;

8. open investigation by any law enforcement, regulatory or state agency; and/or
9. provider becomes a state or government employee.
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103.4 CONDITIONS OF REPORTING

A

All changes must be reported in writing within 30 calendar days through the method
described in the online Provider Enrollment Information Booklet and require the signature
of the provider. If the provider is a business, the change must include the signature of the
owner or administrator. Medicaid will not change any provider record without proper
signatures. Annual 1099 forms reflect the information in Medicaid’s records and may be
incorrect if changes are not reported timely.

Correct address, including email, banking information, phone numbers and other
information are necessary to assure receipt of all payments and provider notifications from
Nevada Medicaid. Address changes are required for any change, including the suite
number. Returned mail may be used by Medicaid to administratively terminate the provider
due to “loss of contact.”

When there is a change in ownership, the contract may be automatically assigned to a new
owner, as well as the payment amounts that may be due or retrospectively become due to,
or from Nevada Medicaid, by the prior owners. The assigned contract is subject to all
applicable statutes and regulations and to the terms and conditions under which it was
originally issued.

If there is a change in ownership, the provider must provide a copy of the bill of sale, copies
of new licenses/certifications and/or verification of a change in FEIN. The provider must
also complete/submit an initial enrollment application.

For a change in name only, the provider must provide copies of new license/certifications
and verification of change in FEIN. For a change in FEIN, the provider must provide
verification from the Treasury Department of the new number.

103.5 EMPLOYEE EDUCATION ABOUT FALSE CLAIMS

DHCFP is required to ensure entities receiving annual payments from Medicaid of at least
$5,000,000 have written policies for educating their staff on federal and state regulations pertaining
to false claims and statements, the detection and prevention of fraud and abuse, and whistleblowers
protections under law for reporting fraud and abuse in Federal health care programs. (1396a(a)(68)
of Title 42, USC).

A

These providers are required to:

1. adhere to federal and state regulations, and the provider agreement or contract, to
establish written policy of dissemination to their staff;

2. ensure policies are adopted by any contractor or agent acting on their behalf;
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3. educate staff on the regulations. Dissemination to staff should occur within 30 days
from the date of hire, and annually thereafter;

4. provide signed Certification Form, signed provider agreement, copies of written
policy and employee handbook, and documentation staff has been educated, within
the required timeframes;

5. maintain documentation on the education of staff, and make it readily available for
review by state or federal officials; and

6. provide requested re-certification within required timeframes to ensure ongoing
compliance.

103.6 COVERAGE AND LIMITATIONS
A. DHCFP has a program to identify providers that fit the criteria of being an entity and will
identify additional or new providers fitting the criteria at the beginning of each federal
fiscal year.
B. DHCFP will issue a letter advising an entity of the regulations and require the entity to:

1. submit a certification stating they are in compliance with the requirements;

2. sign a provider agreement or Managed Care Contract Amendment incorporating
this requirement;

3. provide copies of written policies developed for educating their staff on false
claims, fraud and abuse and whistleblowers protections under law; and

4. provide documentation of employees having received the information.

C. Re-certification of existing entities will be done annually for ongoing compliance.
D. DHCFP is authorized to take administrative action for non-compliance through non-
renewal of provider or contract or suspension or termination of provider status.
103.7 SAFEGUARDING INFORMATION ON APPLICANTS AND RECIPIENTS

Federal and state regulations including HIPAA of 1996, the HITECH Act of 2009 and
confidentiality standards within 42 CFR 8431.301 — 8431.305 restrict the use or disclosure of
information concerning applicants and recipients. The information providers must safeguard
includes, but is not limited to, recipient demographic and eligibility information, social and
economic conditions or circumstances, medical diagnosis and services provided, and information
received in connection with the identification of legally liable TPL)resources.
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103.8

103.9

In accordance with HIPAA, protected health information may be disclosed for the purposes of
treatment, payment, or health care operations. Most other disclosures require a signed
Authorization for Disclosure from the participant or designated representative. Details about
allowable uses and disclosures are available to participants in DHCFP Notice of Privacy Practices,
which is provided to all new Medicaid enrollees.

For penalties associated with impermissible use and disclosure of recipient information, see
Section 100.2(d), Confidential Information.

MEDICAL AND PSYCHOLOGICAL INFORMATION

A. Any psychological information received about an applicant or recipient shall not be shared
with that person. This ruling applies even if there is a written release on file from his or her
physician. If the applicant/recipient wishes information regarding his or her psychological
condition, he or she must discuss it with his or her physician.

B. Medical information, regardless of source, may be shared with the applicant or recipient
upon receipt of their written request. However, any other agency needing copies of medical
information must submit a Medicaid release stating what information is requested and
signed by the applicant or recipient in question or their authorized representative.

The exception to this policy is in the case of a fair hearing. Agency material presented at a
fair hearing constituting the basis of a decision will be open to examination by the
applicant/recipient and/or his or her representative.

C. The HIPAA of 1996 Privacy Rules permit the disclosure of a recipient’s health information
without their authorization in certain instances (e.g. for treatment, payment, health care
operations or emergency treatment; to make appointments to DHCFP business associates;
to recipient’s personal representatives; as required by law; for the good of public health;
etc.)

D. The HIPAA Privacy Rules assure the recipient certain rights regarding their health
information (e.g. to access/copy, to correct or amend, restrict access, receive an accounting
of disclosures and confidential communications).

E. A provider may not disclose information concerning eligibility, care or services given to a
recipient except as specifically allowed by state and federal laws and regulations.

NON-DISCRIMINATION AND CIVIL RIGHTS COMPLIANCE
Title VI of the Civil Rights Act of 1964, Section 504 of the Rehabilitation Act of 1973, the Age

Discrimination Act of 1975, the Americans with Disabilities Act (ADA) of 1990 and Nevada Law
prohibit discrimination on the basis of race, color, national origin, religion, sex, age, mental or
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physical disability (including acquired immune deficiency syndrome (AIDS) or related
conditions), religious beliefs, veteran status, pregnancy, genetic testing, gender expression, gender
identity, or any other class status protected by federal or state law or regulation by programs
receiving Federal Financial Participation (FFP). DHCFP service providers must comply with these
laws as a condition of participation in the Nevada Medicaid program in offering or providing
services to the Division’s program beneficiaries or job applicants and employees of the service
providers.

All service providers are required to follow and abide by DHCFP’s non-discrimination policies.
In addition, hospitals, nursing facilities and Intermediate Care Facilities for Individuals with
Intellectual Disabilities (ICF/I1D) will be reviewed by Medicaid periodically to assure they follow
requirements specific to them. Requirements for compliance:

A. Hospitals, nursing facilities and ICF/IIDs must designate an individual as having
responsibility for civil rights coordination, handling grievances, and assuring compliance
with all civil rights regulations. This person will serve as coordinator of the facility’s
program to achieve nondiscrimination practices, as well as be the liaison with Medicaid for
Civil Rights compliance reviews.

B. Notices/signs must be posted throughout a facility, as well as information contained in
patient and employee handouts, which notifies the public, patients and employees that the
facility does not discriminate with regards to race, color, national origin, religion, gender,
age or disability (including AIDS and related conditions) in:

1. admissions;
2. access to and provisions of services; or
3. employment.

There must also be posted a grievance procedure to ensure patients and employees of the
facility are provided notice of how to file a grievance or complaint alleging a facility’s
failure to comply with applicable civil rights and non-discrimination laws and regulations.

C. Medical facilities may not ask patients whether they are willing to share accommodations
with persons of a different race, color, national origin, religion, age or disability (including
AIDS and related conditions), or other class protected by federal law. Requests for transfers
to other rooms in the same class of accommodations must not be honored if based on
discriminatory considerations. (Exceptions due to valid medical reasons or compelling
circumstances of the individual case may be made only by written certification of such by
the attending physician or administrator).

D. Medical facilities must have policies prohibiting making improper inquiries regarding a
person’s race, color, national origin, religion, sex, age, or disability (including AIDS and
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related conditions) prior to making the decision to admit the person. Supervisory staff must
be aware of this policy and enforce it.

Admission to a facility and all services rendered and resources routinely used by all persons
in the facility (e.g., nursing care, social services, dining area, beauty salon, barber shop,
etc.) must be provided without regard to race, color, national origin, religion, sex, age, or
disability (including AIDS and related conditions). An acute hospital must have a
Telecommunications Device (TTY or TDD) for use by patients and staff who are deaf to
assure that its emergency room services are made equally available. All other hospitals,
Nursing Facilities (NF) and ICF/IIDs, which do not have a TDD, must have access to a
TDD at no cost or inconvenience to the patient or staff member wishing to use it.

Monitoring, tracking, evaluation, and reporting of services to Limited English Proficiency
(LEP) individuals is required per NRS 232.0081. The facility must assure equal availability
of all services to persons with LEP, hearing and sight-impaired patients and persons with
other communication limitations. For example, when a provider determines that a
particular non-English language must be accommodated, vital documents must be
available at no charge in the recipient’s preferred language. The provider must maintain a
list of vital documents and a definition of vital documents (a definition that may be used
as a guide can be found in Vital Documents in Section 108, References). All public forms
and documents considered vital will include information in multiple “safe harbor”
languages regarding how to obtain the documents in non-English languages. For a
definition of “safe harbor,” see the Vital Documents in Section 108, References. With
regard to sight-impaired individuals, the provider’s library or other reading service must
be made equally available through Braille, Large Print books or Talking books.

The facility must include assurances of nondiscrimination in contracts it maintains with
non-salaried service providers and consultants (e.g., physicians, lab or x-ray services, and
respiratory, occupational or physical therapists).

Displacement of a resident after admission to a facility on the basis of a change in payment
source is prohibited. A Medicaid participating facility cannot refuse to continue to care for
a resident because the source of payment has changed from private funds to Medicaid. A
facility must not terminate services to a resident based on financial rather than medical
reasons when payment changes from private funds to Medicaid.

A facility must not require a Medicaid-eligible resident or his or her legal guardian to
supplement Medicaid coverage. This includes requiring continuation of private pay
contracts once the resident becomes Medicaid eligible, and/or asking for contributions,
donations, or gifts as a condition of admission or continued stay. Complaints regarding
alleged economic discrimination should be made to the Aging and Disability Services
Division (ADSD) Long Term Care Ombudsman or to DHCFP.
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Medical facilities must have policies that prevent making improper inquiries regarding
race, color, national origin, religion, sex, age or disability (including AIDS and related
conditions) prior to making a decision to employ a person. Supervisory personnel must be
knowledgeable with regard to these policies and practices and must enforce them.

The facility must ensure that educational institutions which place students with the facility
do not discriminate regarding the selection or treatment of minority groups, disabled
(including AIDS and related conditions) or other protected classes of students. Facilities
must also assure they do not discriminate in their selection and placement of student
interns.

All providers (including medical facilities) must maintain a list of community-registered
sign language interpreters. These interpreters may be in-house and/or community based.
This list must be reviewed and revised, if necessary, at least annually. Facilities must also
have policies outlining how persons with hearing impairments and/or language barriers are
identified as needing interpretation services, and how these services can be accessed at no
cost to the recipient. These policies, lists, and reviews shall be provided at no cost to
DHCFP upon request.

All providers (including medical facilities) must provide persons who have LEP with
access to programs and services at no cost to the person. These providers must:

1. identify the non-English languages that must be accommodated among the
population served and identify the points of contact where language assistance is
needed,;

2. develop and implement a written policy that ensures accurate and effective
communication;

3. take steps to ensure staff understands the policy and is capable of carrying it out;
and

4. annually review the LEP program to determine its effectiveness and provide the

LEP review at no cost to DHCFP upon request.

Providers in need of additional guidance should refer to the LEP policy guidance document
provided by the CMS and the U.S. Office of Civil Rights (OCR). Among other things, the
document explains the criteria for identifying languages that must be accommodated and
includes methods of providing language assistance. A link to the policy document is
available via the Division’s Civil Rights web pages accessible from its Internet website:
www.dhcfp.nv.gov.

The facility must maintain, in systematic manner, and provide upon request to Medicaid,
information regarding race, color, national origin, and disability of patients and employees.
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103.10 ADVANCE DIRECTIVE (AD)

An AD is written instruction by an individual who is 18 years of age or older which is completed
in advance of a serious illness or medical condition. An AD allows the individual to direct their
health care decisions in the event of incapacitation. It may be in the form of a Living Will, Power
of Attorney for health care including psychiatric care, do-not-resuscitate order, or a Provider Order
for Life-Sustaining Treatment. More information can be found in NRS 449A, Care and Rights of

Patients.

A. Administration of Advance Directives

1.

Hospitals, Skilled Nursing Facilities, Home Health Agencies (HHA), Personal Care
Attendants (PCA) providers and hospices must maintain written policies and
procedures concerning ADs and provide written information to all adult individuals
(age 18 or older) upon admission or service delivery concerning the:

a.

individual’s rights under Nevada law to make decisions concerning their
medical care, including the right to accept or refuse medical or surgical
treatment, and the right to formulate ADs at the individual’s option.
Providers must update and disseminate amended information as soon as
possible but not later than 90 days from the effective date of changes per
Nevada law; and

written policies of the service provider respecting implementation of such
rights, including a clear and precise statement of limitation if the service
provider cannot implement an AD on the basis of conscience.

At a minimum, a service provider’s statement of limitations must:

a.

Clarify any differences between institution-wide conscience objections and
those that may be raised by individual physicians;

Identify the state legal authority permitting such objections (which in
Nevada is NRS 449A.457 and requires the prompt transfer of care of the
individual to another physician or provider of health care); and

Describe the range of medical conditions or procedures affected by the
conscience objection.

Document prominently in the individual’s medical records whether or not the
individual has an AD.
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10.

Providers cannot apply conditions to provisions of care or otherwise discriminate
against an individual based on whether or not they have executed an AD.

Ensure compliance with the requirements of Nevada law regarding ADs and inform
individuals that any complaints concerning AD requirements may be filed with the
state survey and certification agency.

Must ensure education of staff concerning its policies and procedures on ADs (at
least annually).

Provide for community education regarding issues concerning ADs as set forth in
paragraph (A)(1)(a) of this section (at least annually). This may be in concert with
other providers or organizations or directly. At a minimum, education presented
should define what constitutes an AD, emphasize an AD is designed to enhance an
individual’s control over medical treatment, and describe applicable Nevada law
concerning ADs. A provider must be able to document its community education
efforts.

Providers in this section are not required to provide care that conflicts with a valid
AD.

Providers must have follow-up procedures in place to provide the required
information about ADs to individuals directly if others are informed at the time of
admission or at the start of care under 42 USC §489.102E (2003).

Nevada Medicaid is responsible for monitoring/reviewing providers periodically to
determine whether they are complying with federal and state AD requirements.

103.11 SUPPORTED DECISION-MAKING

Supported Decision-Making (SDM) is a written agreement between an adult with disabilities (the
Principal) and one or more trusted Supporters to assist in making personal, health care, financial
or other decisions per NRS 162C, Supported Decision-Making Act. The Principal is the ultimate
decision-maker but is provided support from one or more persons who can provide assistance in
the making and communicating of decisions.

A. SDM aims to:

1.

Provide person-centered and directed assistance to an adult with a disability to
gather and assess information as well as make informed decisions and communicate
those decisions;
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Give Supporters legal status to be with the Principal and participate in discussion
with others when the Principal is making decisions or seeking to obtain
information; and

Enable Supporters to assist in making and communicating decisions for the
Principal but not to substitute as a decision-maker for the Principal.

Support services are a coordinated system of social or other services designed to
maintain the Principal’s independence and may involve certain Medicaid services.

B. Service providers must interpret SDM Agreements under the following principles:

1. An adult should be able to live in the manner they wish and accept or refuse
assistance as long as they do not harm others and can make decisions about such
matters;

2. An adult should be able to be informed and, to the best of their ability, participate
in the management of their affairs;

3. An adult should receive the most effective, yet least restrictive and intrusive, form
of assistance if unable to manage their affairs alone; and

4. The values, beliefs, wishes, cultural norms and traditions the adult holds should be
respected in the management of their affairs.

C. Providers are encouraged to include education regarding SDM in the education required
by Section 103.10(A)(6) and upon admission or provision of care for adults with
disabilities.

103.12 MUTUAL AGREEMENT IN PROVIDER CHOICE

Any individual eligible for Medicaid has free choice of provider from among those who have
signed a participating contract and are active Nevada Medicaid providers in the network in which
the recipient is enrolled. Such choice is a matter of mutual agreement between the recipient and
provider and in no way abrogates the right of the professional to accept or reject a given individual
as a private patient or to limit his or her practice as he or she chooses.

103.13 MEDICAL RECORD DOCUMENTATION

A.

Medical record documentation encompasses all records used to document any Medicaid-
billable service, as well as any documentation required by Nevada Medicaid policy and/or
state and federal statutes and regulations. Examples include, but are not limited to, service
records, progress notes, consent forms, plans of care, assessments, prescriptions, medical
orders, DME invoice, delivery receipts, and PA requests and approvals.
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Providers are required to complete and maintain patient medical records which adhere to
professional standards of practice to ensure continuity of care for Medicaid recipients.
Documentation must be completed as soon as practicable after the service is provided in
order to maintain an accurate and complete medical record. Records of services performed
must be maintained and accessible for a minimum of six years from the date of payment
for the specified service.

For all PTs, documentation must be completed and signed by the actual rendering provider.
This is true even for certain services and PTs that have specific billing rules where the
actual rendering provider is not necessarily included on the claim. If different components
of the service are performed by different individuals, each individual must complete and
sign the documentation for the components they performed. Additionally, if a supervisor
or team leader signs documentation for a service they did not personally perform, it must
clearly state the role in which they are signing.

Appropriate documentation is a necessary element of service provision. The actual
rendering provider must complete and sign the documentation before they, or the billing
provider (whether an individual or an organization), submits a claim to Medicaid for
reimbursement. The provider who receives payment from Medicaid is required to maintain
all medical record documentation.

Providers are required to keep records sufficient to establish medical necessity and to fully
disclose the basis for the type, extent and level of the services rendered to recipients. The
MSM includes specific PT policies, and these records must be in accordance with those
policies as well as state and federal statutes and regulations. Submitting claims and
receiving payment for services which the provider cannot validate with appropriate
documentation may lead to consequences such as recoupment of improper payments,
payment suspension, termination of Medicaid provider contract, enrollment sanctions, and
in some cases, criminal prosecution.

Records must be legible, with all original content visible, and should include, at a
minimum:

1. Recipient’s name;

2. Date of service;

3. Place of service;

4. Modality, such as telehealth audio-visual, audio-only, in-person;
5. Start and end time of service, as performed,;

6. Procedure code or type of service provided,
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7. Any additional requirements in the specific MSM PT policy and billing guides;
8. Name, credentials and signature of the actual rendering provider, including date of
signature; and
9. If the record consists of multiple pages, the recipient’s name, date of service and
page number must appear on each page.
G. Documentation may be recorded and maintained as either paper records or electronic health

records (EHR).

1.

Paper records require original ink signatures. Signature stamps are not allowed. The
completed, signed document may be scanned and maintained as an electronic file
such as a PDF. This is not considered EHR.

EHRs must be documented and maintained with specialized EHR software which
records the date, time, and author of each entry in an unalterable form.

If a provider is using EHR, all authorized users must have individual usernames
and passwords. Each user must sign an acknowledgement that they will not share
their login credentials. The provider organization must maintain this
acknowledgement in the employee’s/contractor’s file.

H. Regardless of whether documentation is a paper record or an EHR, documents must clearly
identify all original content, without deletion. Documents containing amendments,
corrections or addenda must:

1.

Clearly and permanently identify any amendment, correction, or delayed entry as
such; and

Clearly indicate the date and author of any amendment, correction, or delayed
entry; and

Clearly identify all original content, without deletion; and

If the amendment, correction, or delayed entry is made by someone other than the
original author:

a. The original author must also cosign and date the change; or

b. Documentation must be maintained with the record indicating why the
original author did not acknowledge the change.
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104 THIRD PARTY LIABILITY (TPL) - OTHER HEALTH CARE COVERAGE

Medicaid is generally the payer of last resort whenever there are any other responsible insurers or
programs for payment of health care services. Other Health Care Coverage (OHC) includes, but is
not limited to: Medicare, worker’s compensation insurance, private or group insurance, any self-
insured plans, and any adoption or surrogacy agreement/contracts between recipients and
adoptive/biological parent(s).

Recipients who have major medical insurance cannot participate in the NCU program. If a provider
discovers a participant in NCU has major medical insurance, the provider must report this finding
to DHCFP.

A

Providers should question all patients carefully regarding any other possible medical
resources. If coverage has lapsed, or if insurance is discovered when none is indicated on
the EVS, AVRS, or swipe card, please contact the necessary vendor found on the Nevada
Medicaid website, Contact Us page. See Section 108, References.

Providers are required to bill a recipient’s OHC prior to billing Medicaid.

Medicaid MCO is not considered an OHC. Providers should refer recipients enrolled in a
Medicaid MCO plan to the contact that is identified by the Fiscal Agent’s EVS or swipe
card vendor unless the provider is authorized to provide services under the plan.

If the provider does not participate in a recipient’s OHC plan, the provider must refer the
recipient to the OHC. Nevada Medicaid will deny payment for OHC services if the
recipient elects to seek treatment from a provider not participating in the OHC plan. If the
Medicaid recipient is informed by a provider not authorized by the OHC that both the OHC
and Medicaid may deny payment for the services, and the recipient then documents in
writing that they voluntarily elect to receive services from a provider who does not
participate in the recipient’s OHC plan, the recipient assumes the responsibility to pay for
the services personally.

The provider must inform the recipient, or responsible individual, before services are
provided that they will be financially responsible for the cost of services. If the recipient
chooses to continue with the service, the provider must secure a written and signed
statement at the time of the agreement which includes the date, type of services, cost of
service and the fact that the recipient, or responsible individual, has been informed
Medicaid will not pay for the services and agrees to accept full responsibility for the
payment. This agreement may not be in the form of a blanket authorization secured only
once (for example, at the time of consent for all treatment). It must be specific to each
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incident or arrangement for which the recipient, or responsible individual, accepts financial
responsibility.

A Medicaid provider cannot refuse to provide Medicaid covered services to a Medicaid
eligible recipient due to potential TPL coverage.

Providers are required to bill Medicare for services provided to Medicare beneficiaries and
must accept assignment if the recipient is a Medicare beneficiary and eligible for Medicaid,
including Medicare/Medicaid (dual eligible) and QMBs.

If providers are unable to pursue TPL, assistance may be requested within one year from
the date of service through the Fiscal Agent’s TPL Unit. See Section 108 References, for
contact information. Providers are requested to contact the Fiscal Agent’s TPL Unit within
four weeks after the date of service or TPL date of discovery. In many instances this prompt
action will result in additional insurance recoveries.

Providers should not release itemized bills to Medicaid patients. This will help prevent
prior resources from making payment directly to the patient. Providers are encouraged to
accept assignment whenever possible to lessen insurance problems by receiving direct
payments.

A pregnant recipient or gestational surrogate who is eligible for Nevada Medicaid is
entitled to Medicaid coverage for antepartum, labor and delivery, and postpartum care. If
the recipient chooses to put their baby up for adoption or is acting as a surrogate, the
adoptive parent(s)/biological parent(s) may be contractually obligated to cover the costs of
the pregnant recipient’s care, as adoption/surrogacy agreements/contracts often include a
provision stating that the adoptive parent(s)/biological parent(s) will cover the costs of
medical care for the pregnant recipient.

Nevada Medicaid will take all reasonable measures to ascertain the legal liability of third
parties, including adoptive parent(s)/biological parent(s) who are obligated by
agreement/contract, to pay for care and service under the Nevada Medicaid State Plan and
to seek reimbursement to the extent of the TPL. Additionally, the pregnant recipient, as a
condition of receiving Medicaid benefits, has assigned to Nevada Medicaid their right to
payment for medical care by the third party.

Nevada Medicaid shall review the adoption/surrogate agreement/contract to determine the
nature and extent of any contractual liability to pay for the pregnant recipient’s health care.
If Nevada Medicaid determines that such liability exists, it shall utilize the third-party
resource, either through cost avoidance or pay and chase claims processing, depending on
the claims processing requirements for the type of service as specified in 42 CFR 8§433.139.
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104.1 PAYMENT LIMITS AND EXCEPTIONS
A. The total combined payment of other insurance and Medicaid cannot exceed the Medicaid

maximum allowable. For Medicare services which are not covered by Medicaid, or for
which Nevada does not have an established rate, Medicaid will pay the Medicare co-
insurance and deductible amounts. In all instances, Medicaid payment, even a zero-paid
amount, is considered payment in full and no additional amount may be billed to the
recipient, his or her authorized representative or any other source.

Medicare recipients covered by Medicaid as QMB are entitled to have Medicaid pay their
Medicare premiums, co-insurance, and deductible amounts for regular Medicare benefits.
Some individuals may have this coverage as well as full Medicaid benefit coverage.

Some QMB only recipients may have a Health Management Organization (HMO) for their
Medicare benefits. Any services provided to a QMB only recipient by the HMO which
exceed the standard Medicare benefit package (i.e., prescription drugs) will not have co-
payments and deductible amounts paid by Medicaid for those added benefits.

Co-pays and/or deductibles, set forth by the OHC, cannot be collected from a Medicaid
recipient for a Medicaid covered service. Rather, the provider must bill Medicaid for the
co-pay and/or deductible. In no instance will Medicaid’s payment be more than the
recipient’s co-pay and/or deductible. Medicaid can make payments only where there is a
recipient legal obligation to pay, such as a co-pay and/or deductible. Exception: Medicaid
pays only co-payments and deductibles for regular Medicare benefits, even if provided
through a Medicare HMO.

Nevada Medicaid is not liable for payment of services if the recipient elects to seek
treatment from a provider outside the OHC network, or if the provider fails to follow the
requirements of the OHC. Exceptions to Medicaid liability policy for OHC coverage are:

1. the service(s) is/are not covered by the OHC plan;

2. the service is an emergency and the recipient is not given an option to choose/select
where they are taken; or

3. the recipient resides outside the service area of the OHC and accesses the nearest
Nevada Medicaid provider.

Providers who have entered into an OHC agreement agree to accept payment specified in
these agreements and must bill Medicaid for the recipient’s co-pay and/or deductible. In
no instance can the provider bill Medicaid for an amount that exceeds the patient’s legal
obligation to pay under the OHC agreement.
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If a provider is billing Nevada Medicaid a provider-specific encounter rate, the provider
must bill Nevada Medicaid for the encounter rate minus any TPL payment(s).

After receiving payment or a denial letter from the OHC, providers must submit the claim
to Nevada Medicaid with the appropriate information from the OHC. Billing information
can be found on the Fiscal Agent’s website at https://medicaid.nv.gov/. Providers are
required to maintain documentation to support the OHC’s determination per the retention
schedule. The current retention schedules can be located on the website for the Nevada
State Library and Archives at https://nsla.nv.gov/state-records-services/retention-
schedules.

If it is known that a specific service is not a covered benefit under the OHC policy, it is
only necessary to bill the OHC once per calendar year. For billing information, please refer
to the Fiscal Agent’s website at https://medicaid.nv.gov. If the recipient’s OHC is Medicare
and the service is not a covered Medicare service, the provider is not required to contact
Medicare.

Providers must bill Medicaid for all claims, regardless of the potential for tort actions,
within the specified time frame from the date of service or date of eligibility determination,
whichever is later. Time frames are according to the Medicaid stale date period when no
TPL resource has been identified; or 365 days, when a TPL resource exists. If there are
delays in pursuing payment from the OHC at no fault of the provider, Medicaid will allow
an additional 60 days from the date of the OHC’s explanation of benefits (EOB) to submit
a claim to the Fiscal Agent. See Section 105.2B, Billing Time Frames (Stale Dates) for
definition of Stale Date.

Not all medical benefit resources can be discovered prior to claims payment. Therefore, a
post payment program is operated. In these instances, Medicaid payment is recovered from
the provider and the provider is required to bill the OHC resource. If OHC has been
identified by the Medicaid system and the other resource has not been billed and the
service(s) is/are a covered benefit of the OHC, the payment will be denied. The insurance
carrier information will appear on the Medicaid remittance advice to enable the provider
to bill the OHC.

Exceptions to the TPL rule are:
1. IHS;
2. Children with Special Health Care Needs; and

3. State Victims of Crime.
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4. Recipients receiving services as per an Individualized Education Program (IEP) and

related programs, Title V, and WIC as per the SSA 1903(c).

Medicaid is primary payer to these three programs; however, this does not negate the provider’s
responsibility to pursue OHC. For specific information on Indian Health Service Tribal 638 Health
Facilities, please refer to MSM Chapter 3000 - Indian Health.

SUBROGATION — COST SAVINGS PROGRAM

In certain trauma situations, there may be a source of medical payments other than regular health
insurance. This source could be through automobile insurance, homeowner’s insurance, liability
insurance, etc. A provider may elect to bill or file a lien against those sources, or Medicaid may be
billed.

Nevada Medicaid will allow providers who accept(ed) a Medicaid payment for services directly
related to injuries or accidents to subsequently return that payment to Medicaid in order to seek
reimbursement directly from a liable third party.

Pursuant to NRS 422.293, subrogation cases are considered to be recovery of medical cost incurred
and are unusual in that collection is often not a straight-forward process. Subrogation is a Cost
Savings Program and resides in the Nevada MOM Chapter 800.

http://dhcfp.nv.gov/Resources/AdminSupport/Manuals/yMOM/MOMHome/

HEALTH INSURANCE PREMIUM PAYMENTS (HIPP)

Nevada Medicaid may pay insurance premiums through Employer-Based Group Health Plans for
individuals and families when it is cost effective for the agency. The HIPP program outline can be
found in DHCFP MOM 900.

April 26, 2023 MEDICAID PROGRAM Section 104 Page 5



http://dhcfp.nv.gov/Resources/AdminSupport/Manuals/MOM/MOMHome/

MTL 03/23

Section:
DIVISION OF HEALTH CARE FINANCING AND POLICY 105
Subject:
MEDICAID BILLING AND

MEDICAID SERVICES MANUAL

PAYMENT

105 MEDICAID BILLING AND PAYMENT

Medicaid payment must be made directly to the contracted person, entity or institution providing
the care or service unless conditions under Subsection B (below) are met. Federal regulations
prohibit factoring or reassignment of payment.

A. A provider may use a billing agent to complete Medicaid billing only if the compensation
for this service is:

1. related to the actual cost of processing the billing;

2. not related on a percentage or other basis to the amount that is billed or collected;
and

3. not dependent on the collection of the payment.

B. Medicaid payment for an individual practitioner may be made to:

1. the employer of a practitioner if the practitioner is required, as a condition of
employment, to turn over his fees to his employer;

2. the group if the practitioner and the group have a contract in place under which the
group submits the claims;

3. the facility in which the services are provided, if the practitioner has a contract
under which the facility submits the claims; or

4. a foundation, plan or similar organization operating an organized health care
delivery system if the practitioner has a contract under which the organization
submits the claims. An “organized health care delivery system” may be a public or
private HMO.

C. Payments will be from federal and state funds and any falsification, or concealment of a
material fact, may be prosecuted under federal and state law. Providers agree and accept
responsibility to:

1. accept Medicaid payments as payment in full for services rendered and under no
condition, except for lawful patient liability, contact the patient or members of the
patient’s family for additional monies; and

2. examine all remittance advices for accuracy and report to Medicaid within five days
any discrepancy found.
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105.1 MEDICAID PAYMENTS TO PROVIDERS
A As specified in federal regulations and the terms of all provider agreements, Medicaid

G.

payment is payment in full. Providers may not attempt to collect additional money directly
from recipients. This includes, but is not limited to, situations where the provider’s claim
is denied by Medicaid for failure to bill timely, accurately or when Medicaid payment
equates to zero because a third party’s payment exceeds Medicaid’s allowable amount.

Medicaid utilizes the CMS developed National Correct Coding Initiative (NCCI) to control
improper coding that leads to inappropriate payments. The NCCI edits are defined as edits
applied to services performed by the same provider for the same beneficiary on the same
date of service. Section 6507 of the Affordable Care Act requires each State Medicaid
program to implement compatible methodologies of the NCCI, to promote correct coding
and to control improper coding leading to inappropriate payment.

Nevada Medicaid utilizes a clinical claims editor program to enhance the adjudication
process for Nevada Medicaid/Check Up claims for professional services. The claims editor
program employs a nationally recognized standardized method of processing claims for
professional services using clinical logic based on the most recent Current Procedural
Terminology (CPT), Healthcare Common Procedure Coding System (HCPCS),
International Classification of Diseases (ICD), American Medical Association (AMA),
CMS and specialty societal guidelines. The claim editor results in consistent claims
adjudication for all providers of professional services and increased claims payment
turnaround time.

If an individual is pending Medicaid, it is requested that the provider await an eligibility
decision before billing for the service. If the provider decides not to wait for the decision,
he or she may request payment from the recipient while the decision is pending. Once the
recipient is found eligible for Medicaid, and the date of service for which payment was
collected is covered, the provider must return the entire amount collected to the recipient
before billing Medicaid. The payment subsequently received from Medicaid is payment in
full and no additional payment may be requested from the recipient, and no part of the
payment made by the recipient may be retained by the provider.

Providers are to bill their usual and customary fees unless otherwise specified in Medicaid
policy. For exceptions, refer to individual chapters. Billings are submitted according to
established Medicaid policies.

All claims submitted for payment must use the appropriate and current CPT, HCPCS, and
ICD codes, and the claims must adhere to national coding standards. Additionally, the
provider must comply with the Nevada Medicaid Billing Manual and Billing Guidelines.

Claims for payment are to be submitted electronically to Nevada Medicaid’s Fiscal Agent.
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It is the provider’s responsibility to submit clean, accurate and complete claims to assure
accurate payment within Medicaid billing time frames (Stale Date) as outlined in this
chapter. See Section 105.2B, Billing Time Frames (Stale Dates) for definition of Stale
Date.

Claims not meeting this criterion will be denied by the Fiscal Agent to the provider.

“Incident to” billing is not a reimbursable billing mechanism under the Nevada Medicaid
Program. Nevada Medicaid will neither accept nor reimburse professional billings for
services or supplies rendered by anyone other than the provider under whose name and
provider number the claim is submitted (e.g., a claim for an office visit submitted by a
physician when another physician, pharmacist, psychologist, or other personnel actually
provided the service). Individuals who do not meet Medicaid criteria for PTs cannot have
their services billed as through a physician/dentist to the Medicaid program for payment.
All providers must enroll into their designated PT and bill for the services they provided.
This does not include medical assistants or other qualified health care professionals who
are allowed to perform services under and for their supervising physician.

Medical residents do not meet Medicaid criteria for provider status. No service provided
by a medical resident is to be submitted by another licensed physician/dentist to the
Medicaid program for payment except by the teaching physician under the policy guidance
in MSM Chapter 600 - Physician Services.

Payments are made only to providers. (Recipients who provide transportation for
themselves and/or other recipients may be reimbursed as providers under certain
circumstances.) A provider cannot request payment from Medicaid recipients assuming
Medicaid will reimburse the recipient. Optional reimbursement to a patient is a
characteristic of the Medicare program, not the Medicaid program. Refer to MSM Chapter
1900 - Transportation Services for more specific guidance.

Providers are required to keep any records necessary to disclose the extent of services the
provider furnishes to recipients, in accordance with policy and the provider/DHCFP
Contract, and to provide these records, upon request, to the Medicaid agency, the Secretary
of HHS, or the state Medicaid Fraud Control Unit (MFCU).

When payment appears to be unduly delayed, a duplicate billing labeled “duplicate,” or
“tracer” may be submitted. Failure to indicate “duplicate” or “tracer” may be interpreted
as a fraudulent practice intended to secure improper double payment.

Group practices should make certain that rebilling shows the same service codes, the same
physician’s name, and the same Medicaid provider number. If it should be necessary to
alter the billing to show different codes or descriptors, providers are to submit an adjusted
or voided claim to the Fiscal Agent through the Provider Portal.
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Not all improper billings can be detected at the time of payment. All payments are subject
to post payment review.

Letters of Agreement

Pursuant to the conditions and limitations prescribed in the Nevada Medicaid State Plan,
DHCFP may negotiate reimbursement rates for out-of-state providers to serve FFS Nevada
Medicaid recipients. The services of these providers are often necessary to ensure access
to services for Nevada Medicaid and NCU recipients that may not otherwise be available
from in-state providers or in those instances where a recipient is in need of emergency care
while outside of the State of Nevada.

The following procedure will be used for all out-of-state providers requesting a provider-
specific rate. The procedure is applicable to out-of-state inpatient and outpatient acute,
psychiatric, and specialty hospital services and other services associated with such
treatment, including transportation and physician services.

All providers must complete a provider enrollment application and be approved as a
Nevada Medicaid provider in order to be reimbursed for services. All services provided
under the Letter of Agreement (LOA) must comply with any requirements set forth in the
MSM or claims submission requirements.

It is the provider’s responsibility to request an extended or additional LOA for continuing
care. Renewal requests must be submitted to the Rate Analysis and Development (RAD)
Unit prior to the expiration date listed on page one of the LOA. Late requests will not be
backdated, and providers will be reimbursed on the same basis as in-state providers for the
same service(s). Subsequent LOASs will require approval by DHCFP Administration.

A retroactive LOA will only be provided for emergencies or if the service occurred over
the weekend. It is the provider’s responsibility to request the LOA within three business
days of the service. The retroactive LOA will need to be approved by DHCFP
Administrator.

This letter does not exempt providers from the PA requirements and TPL reimbursement
policies defined in MSM Chapter 100.

The RAD Unit of DHCFP is responsible for administering the provision of this section.
The RAD Unit will negotiate a provider-specific reimbursement agreement within the
constraints of the Medicaid State Plan and the MSM. All agreements under this section are
not final until they are fully executed by the Division’s Administration. Additional and
detailed information related to LOA is available in MSM Chapter 700, Section 705, LOAs
or inquiries can be submitted to rates@dhcfp.nv.gov.

April 26, 2023

MEDICAID PROGRAM Section 105 Page 4



mailto:rates@dhcfp.nv.gov

MTL 03/23

Section:
DIVISION OF HEALTH CARE FINANCING AND POLICY 105
Subject:
MEDICAID BILLING AND

MEDICAID SERVICES MANUAL

PAYMENT

105.1A EXTENDED SERVICES

Services or treatment provided over an extended period of time require interim billing so that
claims will be received no later than the stale date:

1.

The discharge date or the last day of the month which service was provided, whichever
comes first, is considered the date of service for inpatient/residential claims. Each interim
monthly billing must be received no later than the stale date. See Section 105.2B, Billing
Time Frames (Stale Dates) for definition of Stale Dates.

Physicians, individual practitioners and clinics providing prolonged or extended treatment
should submit interim billings for each calendar month; e.g., therapists whose services have
been prior authorized for several months; and home health agencies authorized for ongoing,
long-term care.

A global payment will be paid to the delivering obstetrician when the pregnant woman has
been seen seven or more times by the delivering obstetrician and must be billed following
the delivery. The delivery date is considered the date of service in this instance. Bill all
other obstetrical claims as follows:

a. Prenatal laboratory panels must be billed before the stale date under rules of clinical
laboratory services;

b. Prenatal visits (three or fewer) must be itemized and submitted before the stale date;

C. Prenatal visits (four to seven or more) must be billed using appropriate obstetrical
codes and submitted before the stale date; and

d. If delivery is performed by someone other than the prenatal provider, prenatal care
is billed as above before the stale date.

105.2 REIMBURSEMENT

Nevada Medicaid reimburses qualified enrolled providers for services provided within program
limitations to Medicaid-eligible persons. Reimbursement rates and methodologies are established
by the Rates Unit at DHCFP. Rates and methodologies are based on, but not limited to, federal
regulations and fee studies prior to billed charges. Providers may appeal their rate of payment to
DHCFP, submit appropriate documentation and receive administrative review. Refer to MSM
Chapter 700, Rates and Supplemental Reimbursement for specific information.

105.2A LIMITATIONS

1.

Medicaid pays global or per diem rates to facilities.
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2. Most individual practitioners are paid computer-generated maximum allowable amounts
that are the result of multiplying a specific dollar amount times the relative unit value
assigned to a specific procedure code. Procedure code value lists and/or dollar factors are
available on DHCFP website at http://dhcfp.nv.gov.
3. Reimbursement for most providers is Medicaid’s maximum allowable amount or billed
charges, whichever is less.
4. Provider Preventable Conditions
If a Provider Preventable Condition (PPC) is discovered that has caused or will cause an
increase in incurred cost, DHCFP or its agents may deny payment, or recover any payments
already made, for such condition. The term "Provider Preventable Condition’’ is defined
as an undesirable and preventable medical condition that the patient did not have upon
entering a health care facility but acquired while in the medical custody of the facility.
Known risks associated with a procedure will not be considered to be a PPC; however, any
primary or secondary diagnosis code(s) caused by the care provided in the facility will be
subject to this policy. Examples of PPCs include, but are not limited to:
a. Wrong surgical or other invasive procedure performed on a patient.
b. Surgical or other invasive procedure performed on the wrong body part.
C. Surgical or other invasive procedure performed on the wrong patient.
d. Foreign object retained after surgery.
e. Air embolism.
f. Blood incompatibility.
g. Surgical site infection following:
1. Coronary artery bypass graft.
2. Bariatric surgery (laparoscopic gastric bypass, gastroenterostomy,
laparoscopic gastric restrictive surgery).
3. Orthopedic procedures (spine, neck, shoulder and elbow).
h. Stage 11l and IV pressure ulcers.
I Falls and trauma (fractures, dislocations, intracranial injuries, crushing injuries,
burns and electric shock).
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Manifestations of poor glycemic control (diabetic ketoacidosis, nonketotic
hyperosmolar coma, hypoglycemic coma, secondary diabetes with ketoacidosis,
secondary diabetes with hyperosmolarity).

Catheter-associated urinary tract infection.
Vascular catheter-associated infection.

Deep vein thrombosis/pulmonary embolism associated with total knee replacement
or hip replacement surgery other than in pediatric and/or obstetric patients.

If a PPC is caused by one provider or facility (primary) and is then treated by a
different facility or provider (secondary), payment will not be denied to the
secondary provider. DHCFP will make appropriate payments to the secondary
provider and may pursue recovery of all money in full, including legal expenses
and other recovery costs from the primary provider. This recoupment may be
recovered directly from the primary provider, or through subrogation of the injured
recipient's settlement. The anticipated costs of long-term health care consequences
to the recipient may also be considered in all recoveries.

Providers can request an appeal via the appropriate QIO-like vendor if they disagree
with an adverse determination related to a PPC. The appropriate Q1O-like vendor
appeal process must be exhausted before pursuing a Fair Hearing with DHCFP.
Refer to MSM Chapter 3100, Section 3105, Medicaid Provider Hearings for
additional information on Fair Hearings.

Individual agreements between managed care organizations and their providers
may vary from FFS limitations.

Nevada Medicaid may suspend Medicaid payments to a provider after the agency
determines there is a credible allegation of fraud for which an investigation is pending
under the Medicaid program against an individual and/or entity. This action may be taken
without first notifying the provider. Further information on payment suspensions is detailed
in MSM Chapter 3300 — Program Integrity.

105.2B BILLING TIME FRAMES (STALE DATEYS)

Providers must bill Medicaid for all claims within the specific time frame set by Medicaid. To be
considered timely, claims must be received by the Fiscal Agent within 180 days from the date of
service or the date of eligibility decision, whichever is later. For out-of-state providers or when a
TPL resource exists, the timely filing period is 365 days. Any claims submitted after the stale date
will be denied for payment. Providers have the right to appeal any claim denials. This section is
not related to WRAP Supplemental Payment Program. Federally Qualified Health Centers
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(FQHC) and RHCs, must refer to the respective Billing Guides for WRAP Supplemental Payment
Program timely filing guidelines.

Stale date criteria are strictly adhered to whether the claim is initially received or being appealed
for a stale date override. Re-submitted claims with one or more of the following criteria may be
authorized for payment:

1. The provider submits documentation that they delayed submitting the claims for payment
to Nevada Medicaid because they were pursuing payment from a TPL resource.

a. The Medicaid claim must be submitted within 60 days from the date the provider
was reimbursed or notified of non-coverage/denied services by the TPL vendor;
and

b. The provider must still submit the EOB and/or documentation from the primary

insurance carrier.

C. These TPL claims only have up to two years from the ending date of service to
submit these claims.

2. In order to submit claims for which eligibility was determined after the date of service
within the required time frame, providers should query the EVS every 30 days until the
determination of eligibility is obtained.

DISPUTED PAYMENT

The Fiscal Agent is responsible for research and adjudication of all disputed payments. This
includes claims for which the provider is requesting an override even though the claim has not
been previously submitted and denied.

Requests for adjustments to paid claims, including zero-paid claims, must be received by the Fiscal
Agent no later than the Medicaid stale date period.

Providers can request an appeal of denied claims through the Fiscal Agent. All requests shall be
submitted electronically through the Provider Portal. Claim appeals must be requested no later
than 30 days from the date of the initial Remittance Advice (RA) listing the claim as denied. An
additional 30 days to appeal a denied claim will not be allowed when an identical claim has been
subsequently submitted.

Claims that have been denied due to a system error, as identified by web announcement on the
Fiscal Agent website, do not need to be resubmitted or appealed.

1. Providers who request an appeal must follow the appeal process outlined in the Billing
Manual for Nevada Medicaid and NCU.
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A NOD will be sent by the Fiscal Agent to the provider advising them of the appeal
decision.

Claims appealed due to a provider’s dissatisfaction with reimbursement for specific
procedure codes are first researched by the appropriate QIO-like vendor. If there is a need
for policy clarification or a question of policy change, the Fiscal Agent will send the appeal,
along with the full documentation of research, to Nevada Medicaid’s Compliance Unit.

Providers must exhaust the appropriate QIO-like vendor appeal process prior to pursuing
a Fair Hearing with the Division.

Refer to MSM Chapter 3100 for additional information on Fair Hearings.

105.3 BILLING MEDICAID RECIPIENTS

A

As specified in federal regulations, terms of all provider agreements, Section 105(C),
Medicaid Billing and Payment, and Section 105.1(A), Medicaid Payments to Providers,
Medicaid payment is payment in full. Providers may not attempt to collect additional
money directly from recipients. Providers are not allowed to bill recipients for any covered
services or remaining balances. All covered services must be billed to Nevada Medicaid.

A provider may bill a recipient when a Medicare/Medicaid patient elects not to use lifetime
reserve days for hospital inpatient stays. In these cases, the patient must be informed that,
due to this election, Medicaid coverage will not be available.

When a service is provided by a Medicaid provider, which is not a Medicaid covered
service, the recipient is only responsible for payment if a signed written agreement is in
place prior to the service being rendered. The signed written agreement must include the
date, type of service, cost of service, and the fact that the recipient or responsible individual
has been informed. Nevada Medicaid will not pay for the services and agrees to accept full
responsibility for the payment. This agreement may not be in the form of a blanket
authorization secured only once (for example, at the time of consent for all treatment). It
must be specific to each incident or arrangement for which the recipient, or responsible
individual, accepts financial responsibility.

1. A service not covered by Medicaid includes the following:

a. Any service not currently approved under Nevada Medicaid’s State Plan.

b. Any service above and beyond a service limitation that does not meet the
medical necessity requirements for an override.

April 26, 2023

MEDICAID PROGRAM Section 105 Page 9




MTL 03/23

Section:
DIVISION OF HEALTH CARE FINANCING AND POLICY 105
Subject:
MEDICAID BILLING AND

MEDICAID SERVICES MANUAL

PAYMENT

2.

Services provided to undocumented/non-citizens that have Federal
Emergency Services Program (also known as Emergency Medicaid Only)
that are not covered under this plan.

1. Refer to MSM 200 - Hospital Services, Attachment A, Policy #02-
02, Federal Emergency Services Program for policy regarding
Emergency Medicaid Only and the services this aid category covers.

2. Refer to ICD-10-CM Emergency Diagnosis Codes for Non-Citizens
with Emergency Medicaid Only Coverage for a list of ICD codes
that are automatically covered. This list can be found at
https://www.medicaid.nv.gov/Downloads/provider/ICD-
10_Emergency_Diagnosis_Codelist.pdf.

Follow-up care to non-covered services such as surgical procedures deemed
experimental, not well established, or not approved by Medicare or
Medicaid. See list of definitive non-covered services in MSM 603.11(F)(3).
However, if an emergency medical situation arises from a non-covered
service, the emergency condition may be covered if medically necessary.

Providers cannot require a recipient to receive a non-covered service, for which
they must pay, in order to receive a covered service.

D. When all of the criteria under Subsection 1. or 2. below are met, a patient may be billed for
all or a portion of an acute hospital admission.

1. Preadmission Denial — The appropriate QIO-like vendor issues a denial for the
admission as not being medically necessary or not a Medicaid benefit; and
a. The physician chooses to admit the patient, nonetheless;

b. The recipient is notified in writing before services are rendered that he or
she will be held responsible for incurred charges; and

C. A document signed by the recipient or designee acknowledging the
responsibility is accepted by a recipient.

2. Denial of a portion of the admission — the appropriate QIO-like vendor issues a
denial for a portion of the admission as no longer medically necessary for acute
care; and
a. The recipient is furnished with the denial notice prior to services being

rendered which are to be billed;
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b. The physician orders the discharge of the patient;

C. No requested administrative days have been approved by the appropriate
QIO-like vendor; and

d. The recipient refuses to leave.

Recipients may not be billed for acute hospital admissions or a portion of the stay if certain
conditions exist. The following are examples and may not be all inclusive:

1. The admitting physician fails to acquire a PA from the appropriate QIO-like vendor
in cases other than emergency, except when the hospital admission comes directly
from the emergency department.

2. The appropriate QIO-like vendor has reduced the level of care from acute to an
administrative level.

3. The hospital and patient receive a retrospective denial by the appropriate QlO-like
vendor after service has been rendered.

In any case where the hospital neglects to follow Medicaid policies, courts have
upheld the position that hospitals should be knowledgeable of rules and regulations
and may not look to Medicaid or the recipient for payment when the rules or
regulations are not followed.

If the payment for services is made by the recipient’s other health care coverage directly to
the recipient or his or her parent and/or guardian, he or she is responsible to submit the
payment to the provider. If the recipient, or his or her guardian, fails to do so, the provider
may bill the recipient for the services, but may not collect more than the exact dollar
amount paid by the OHC for services rendered.

Providers may bill Medicaid recipients when the recipient does not disclose Medicaid
eligibility information at the time the service is provided. As a rule, all providers seek
payment source information from recipients/patients before services are rendered. Any
recipient not declaring their Medicaid eligibility or pending eligibility and thus denying the
provider the right to reject that payment source, is viewed as entering into a “private
patient” arrangement with the provider.

If a provider has billed a Medicaid recipient erroneously, the provider must refund the
money to the recipient and bill Medicaid for the amount. Medicaid claims showing a
"patient paid" amount, when the recipient was not responsible for payment, will be returned
to the provider. Once the refund has been made to the recipient, the claim may be
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106.2

resubmitted with a copy of the refund check and the Fiscal Agent will process the claim
for payment.

l. Providers are prohibited from billing Medicaid or the recipient when no service has been
provided. This includes billing a deposit for a scheduled appointment or for a missed
appointment. CONTRACT TERMINATIONS

Termination means termination of the Medicaid Provider Contract (standard or provisional)
between Nevada Medicaid and the actively enrolled provider.

A provider whose contract is terminated by Nevada Medicaid may request a fair hearing in
accordance with NRS 422.306 and MSM Chapter 3100, Hearings, Medicaid Provider Hearings.

Nevada Medicaid will not reimburse a provider for services rendered to Medicaid recipients on or
after the Medicaid contract has been terminated or suspended.

Individuals/entities enrolled with Nevada Medicaid who are terminated or who voluntarily
terminate shall be terminated by all Medicaid MCO plans and PAHPs.

All entities/individuals who terminate from the Nevada Medicaid program have the responsibility
to assist in the care coordination for the Medicaid recipients they serve, to ensure continuity of
care and access to needed support services, and to ensure patients have access to their own medical
records, this includes PAs.

TERMINATION FOR CONVENIENCE

The Medicaid provider contract can be terminated for convenience by either party upon 90 days’
prior written notification of the other party.

CONDITIONS OF CONTRACT TERMINATIONS
A. Immediate Terminations

Unless mandated by state or federal policy, DHCFP may decide to immediately terminate
a provider contract if any of the following occurs, is discovered, or reported:

1. The provider is convicted of a criminal offense related to the participation in the
Medicare/Medicaid program.

2. The provider’s professional or business license, certification, accreditation, or
registration is inactive, surrendered, suspended, revoked, expired, or enrollment
with CMS or any State is revoked, terminated for cause, or suspended.

April 26, 2023 MEDICAID PROGRAM Section 105 Page 12




MTL 03/23

Section:
DIVISION OF HEALTH CARE FINANCING AND POLICY 106
Subject:
MEDICAID SERVICES MANUAL CONTRACT TERMINATIONS

3. DHCEFP is notified that the provider is placed on the OIG’s Exclusion List (42 CFR
1002), revoked by CMS or any State’s licensing Board, or terminated/sanctioned
by any State’s Medicaid program.

4. The provider is deceased.

5. DHCFP, the Nevada DHHS, or any agency within DHHS, has determined that the
quality of care of services rendered by the provider endangers the health and safety
of one or more recipients.

6. The provider is no longer licensed in Nevada or, through a Settlement, has been
ordered or agrees, to stop doing business in Nevada.

7. The provider has failed to disclose or report information or circumstance listed in
MSM Chapter 100, Section 102, Provider Enrollment — Conditions of Participation
and all sub sections, and Section 103, Provider Rules and Requirements and all sub-
sections.

8. The identity of the provider cannot be proven.

9. The provider has been terminated for cause by an MCO plan and/or PAHP
contracted with DHCFP.

10.  The provider, or any person with a 5% or greater direct or indirect ownership or
interest in the provider, fails to consent to FCBC and/or to submit sets of
fingerprints in the form and manner as instructed by the Fiscal Agent and/or
DHCFP.

11.  Credible allegations of fraud, waste, or abuse have been discovered and/or reported
and immediate action is deemed necessary.

12.  The provider has been convicted of a misdemeanor and/or felony that is
incompatible with the mission of DHCFP.

13. DHCFP becomes aware that the provider failed to provide required information
and/or provided false information on the enrollment application.

14.  The provider is convicted of any offense related to participation in a Social Services
program administered by any State or the Federal Government, including, but not
limited to, Supplemental Nutrition Assistance Program (SNAP) or TANF.

15.  The seller and/or buyer having 5%, or more direct or indirect ownership or interest

of any active provider entity/group is found to have sold, transferred, or purchased
the provider entity/group in anticipation of (or following) a conviction, imposition
of a civil money penalty or assessment or imposition of an exclusion.
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16.

17.

18.

19.

20.

The provider is owned, operated, or has direct/indirect interest by a sanctioned
individual and/or entity.

The provider fails to fully cooperate with any DHCFP investigation, audit, review,
or survey.

The provider has an existing overpayment and has not entered into and/or
maintained an approved repayment plan.

The provider is the owner of, has direct or indirect interest in, or is the managing
employee/authorized agent of a group/entity convicted of any offense related to the
participation in a DHHS program administered by any State or the Federal
Government.

CMS or another State has terminated the provider (individual/owner/group) for-
cause.

Advance Notice of Termination

An advance Notice of Intent (NOI) to terminate must be mailed no less than 20 days from
the intended action date if DHCFP determines to terminate the contractual relationship. If
it is in the best interest of the Nevada Medicaid Program or its recipients, DHCFP may
extend the 20-day advance notice timeframe.

Advance notice is required for the following reasons (not all inclusive), unless immediate
termination is warranted:

1.

Termination, exclusion or suspension of an agreement or contract by any other
governmental, state or county program is reported or discovered.

The provider no longer meets the conditions of participation as stated in Chapter
100 all-inclusive of the Nevada MSM.

The provider no longer meets all of the requirements or other conditions of
participation as required by the Nevada MSM for the specified PT.

The provider fails to submit requested information by the required due date.

The provider is under investigation by a law enforcement or state agency for
conduct that it is deemed incompatible with the mission of DHCFP, with the rules
and governances of their licensure, or with any rule, law, or regulation associated
with DHHS.

The Division has determined that the results of any investigation, audit, review or
survey necessitate termination;
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7. An administrative contract termination has been performed,;
8. The provider’s NPI number is deactivated and/or the provider’s data elements in
NPPES are no longer current; and/or
9. Providers whose mail is returned to DHCFP as “undeliverable,” “return to sender,”

106.3

29 ¢

“address unknown,” “unclaimed,” or any other reason noted by the U.S. Post Office
as a reason for which mail was returned.

SANCTION PERIODS

Providers who are terminated from the Nevada Medicaid program “for cause” will serve a sanction
period that begins with the effective date of the termination. Sanctioned providers will not be
reimbursed for any services provided on or after the date of termination, and those sanctioned are
ineligible to operate on, or otherwise have interest in any business enrolled with Nevada Medicaid
for the duration of their sanction. Providers who have not been permanently sanctioned from the
Nevada Medicaid program may resubmit a new Provider Enroliment Application for evaluation at
the end of the sanction period.

DHCEFP is not obligated to enroll, re-enroll, or re-validate all eligible applicants or providers, and
all types of enrollments are at the discretion of DHCFP.

When a sanction is imposed upon an entity, the same tier sanction will also apply to any individual
having a 5% or greater direct or indirect ownership or interest in the entity, as well as any
individual who functions as an agent or managing employee of the entity.

All sanctions are evaluated on a case-by-case basis. This evaluation includes, at minimum, the
level of conviction, nature of conviction, age of conviction, number of convictions, or the
provider’s conduct. This evaluation does not prevent Nevada Medicaid’s authority from imposing
a sanction due to a first offense.

When a sanction is imposed upon an individual, the same tier sanction will also apply to any
entities in which the sanctioned individual has 5% or greater direct or indirect ownership or
interest, or for which the sanctioned individual is an agent or a managing employee.

A. Tier 1 — Permanent Sanction
1. Provider is on the OIG exclusion list.

2. Provider has been convicted of an offense related to that person’s or entity’s
involvement in any program established under Medicare, Medicaid, CHIP (NCU),
the Title XX services program or any other state or federally funded assistance
program.
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Provider has been terminated for cause, excluded or is under any form of

suspension from Medicare, Medicaid, CHIP (NCU), the Title XX services program
or any other state or federally funded assistance program.

a.

b.

Provider has been convicted of any offense listed below:

Murder, voluntary manslaughter, mayhem or kidnapping;
Sexual assault, sexual seduction or any sexually related crime;

Robbery, attempt to kill, battery with intent to commit a crime or
administration of a drug to aid commission;

False imprisonment or involuntary servitude;
Criminal neglect of patients per the NRS 200.495;
Abuse or neglect of children per NRS 200.508 through 200.5085;

Abuse, neglect, exploitation, isolation, or abandonment of older persons or
vulnerable persons under NRS 200.5091 through 200.5099;

Any offense against a minor under NRS 200.700 through 200.760;

Any offense against public decency and good morals under a provision NRS
201.015 through NRS 201.56;

A violation of any federal or state law regulating the possession, distribution
or use of any controlled substance, or a violation of any dangerous drug as
defined in chapter 454 of NRS.

DHCFP may choose to allow re-enrollment if the United States DHHS or Medicare notifies
DHCEFP that the provider may be reinstated.

Tier 2 — 10-Year Sanction

1. Provider has been terminated due to quality-of-care issues, inappropriate and/or
fraudulent billing practices, or willful disregard of policy as identified as a result of
an investigation, audit, review, or survey.

2. The provider has failed to produce records as requested while under payment
suspension, investigation, audit, review, or survey.

3. Provider has been convicted of any offense listed below:
a. Assault or battery;

April 26, 2023

MEDICAID PROGRAM Section 106 Page 5




MTL 03/23
Section:
DIVISION OF HEALTH CARE FINANCING AND POLICY 106
Subject:
MEDICAID SERVICES MANUAL CONTRACT TERMINATIONS
b. Any offense involving arson, fraud, theft, embezzlement, burglary,

fraudulent conversion or misappropriation of property;
C. Harassment or stalking;

d. Any offense against the executive power of the State in violation of NRS
197;

e. Any offense against the legislative power of the State in violation of NRS
198;

f. Any offense against public justice in violation of NRS 199; and/or

g. Any other felony involving the use of a firearm or other deadly weapon.

Tier 3 — Three-Year Sanction

1.

Provider was terminated at revalidation due to omitting information regarding
criminal background or ownership and/or supplying false information on the
Provider Enrollment Application or any form required for continued enrollment;

Provider was terminated as a result of an investigation, audit, review, or survey not
related to quality of care or inappropriate fraudulent billing practices;

Provider was terminated due to not meeting the conditions of participation as stated
in Chapter 100 all-inclusive of the Nevada MSM or other conditions of
participation as required by the Nevada MSM for the specified PT;

Provider was terminated due to being under investigation by a law enforcement or
state agency for conduct that is deemed incompatible with the mission of DHCFP
or as outlined in Section 102, Provider Enrollment — Conditions of Participation;

Provider was terminated due to conviction of a misdemeanor, gross misdemeanor
or felony, not listed in Tier 1 or Tier 2, which is incompatible with the mission of
DHCFP or as outlined in Section 102, Provider Enrollment — Conditions of
Participation;

It is reported or discovered that the provider falsified information on and/or
supplied false information/documentation with any Enrollment Application or any
document submitted to the Fiscal Agent or DHCFP, unless a higher sanction tier is
applicable;

It is reported or discovered that the provider omitted information on any Enrollment
Application, or any document submitted to the Fiscal Agent or DHCFP, unless a
higher sanction tier is applicable;
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10.

The provider failed to report any change to enrollment as outlined in Chapter 100
(all inclusive);

Provider voluntarily terminated, failed to revalidate, or terminated for any other
reason while under payment suspension, investigation, audit, review, or survey;
and/or

Provider was terminated due to an investigation, audit, review, or survey resulting
in quality-of-care issues, inappropriate and/or fraudulent billing practices, or willful
disregard of policy, unless a higher tier sanction is applicable.

D. Tier 4 — 12-Month Sanction

1.

Provider has failed to follow through with their DHCFP approved corrective action
plan;

Provider has a restriction placed on their professional license;

Provider failed to successfully meet Provisional Enrollment conditions of
participation;

Provider failed to report/provide required information in the time frame set forth in
the Enrollment Application, Provider Contract and/or the MSM (all inclusive), such
as:

a. CHOW;

b. Change to the status of any license required for enrollment or continued
enrollment with the Nevada Medicaid program;

C. indictment, arrest, criminal charge and/or conviction of any provider,
owner, agent and/or authorized user (unless a higher tier sanction is
applicable); and/or

d. result(s) of a pending legal case or investigation (as reported on the
Enrollment Application or Change Form) resulted in a “for cause”
termination not listed in Tier 1, Tier 2 or Tier 3.

Provider failed to consent and submit to Enhanced Provider Screening
requirements, such as a site visit and/or FCBC.

Provider fails to provide required and/or requested information specific to
participation for their PT, or a provider voluntarily terminates without providing
required and/or requested information specific to participation for their PT.
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E. Immediate Re-Application

1. Providers whose contracts have been terminated for the following reasons may
reapply for enrollment evaluation at any time:
a. Loss of contact;
b. No payments made to provider within the prior 24 months; or
C. When the sole issue is a change in federal law and the law has been repealed.

2. DHCEFP is not obligated to enroll, re-enroll, or re-validate all eligible applicants or
providers, and all types of enrollment are at the discretion of DHCFP.

106.4 PROCEDURES FOR TERMINATION AND NON-RENEWAL

If DHCFP decides to terminate or not renew a provider contract in the Nevada Medicaid Program:

An Immediate Termination Letter, Notice of Intent to Terminate or Non-renew Letter will be sent
to the provider at the last known mailing address via U.S. mail. The notice will include:

A. a description of proposed action;
B. the effective date of the proposed action;
C. the basis for the proposed action, citing the appropriate Medicaid policy, federal regulation
and/or state law;
D. the effect of the action on the provider’s participation in the Nevada Medicaid Program,;
E. the provider’s right to a fair hearing, in accordance with NRS 422.306; and
F. the tier and length of sanction imposed, if applicable.
106.4A ADMINISTRATIVE CONTRACT TERMINATIONS

Administrative contract terminations are not based on a disciplinary action or program deficiency.
An administrative termination is required to ensure accurate statistics within the agency.

A Provider contract can be terminated for administrative reasons when deemed necessary and
includes:

1.

2.

death of the provider;

loss of contact;
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3. no payments made to provider within the prior 24 months;
4. when the sole issue is a change in federal law; and/or
5. Deactivation of a provider’s NPI number.
106.5 MEDICAID AGENCY ACTION AFTER REVIEW, AUDIT OR INVESTIGATION

DHCFP may initiate a corrective action plan against a provider as the result of an investigation,
audit and/or review.

Investigations, audits or reviews may be conducted by one or more of the following (not all
inclusive):

A. U.S. DHHS;

B U.S. Department of Justice;
C. Nevada Medicaid SUR staff;
D

MFCU;

E. Nevada Medicaid Program Integrity staff;
F. Nevada Medicaid audit staff;

G. DHCFP Audit Contractors;

H. Fiscal Agent staff;

l. ADSD staff; or

J. Other state and/or county agencies.

Refer to MSM Chapter 3300, Program Integrity for information regarding SUR investigations.

106.5A CORRECTIVE ACTIONS
1. In determining appropriate action to be taken, the following will be considered:
a. Corrective action necessary to eliminate the problem(s);
b. Seriousness of the problem(s);
C. Number of current and past violations;
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d. Past sanctions applied; and
e. Other available services.

DHCFP may take one or a combination of the possible corrective actions such as, but not
limited to:

a.

Educational contact may be used when minor errors are detected and may be in the
form of a telephone call, on-site visit or a letter by DHCFP or Fiscal Agent staff.
Educational contact is made for the purpose of instructing a provider in policy
compliance, correct billing procedures, program benefit limitations and to correct
identified errors in billing or requests for services not covered by Medicaid.

Warning letters may be prepared by DHCFP staff in cases where an investigation
or program compliance review has revealed a violation occurred, but the extent of
the violation is not substantial enough to warrant stronger administrative action or
referral for civil/criminal action. Warning letters are intended to assist the provider
in rectifying the problem and will include notice of potential consequence if the
problem reoccurs.

The agency may impose special requirements on a Medicaid provider as a condition
of participation. These include, but are not limited to the following:

1. All services provided to Medicaid recipients must be prior authorized by
DHCEFP to be eligible for Medicaid reimbursement.

2. Selected provider services must be prior authorized to be eligible for
Medicaid reimbursement;

3. Medical records must be submitted with all claims; and/or

4. A second opinion from an independent peer must be obtained to confirm
the need for the service to be eligible for Medicaid reimbursement.

Suspending the provider from accepting and billing for new Medicaid recipients.

Implementing a payment suspension in accordance with 42 CFR 455.23. Refer to
MSM Chapter 3300, Program Integrity for further information.

If corrective action is initiated against a provider, the provider is required to cooperate and
comply with the terms of the corrective action plan. Failure to cooperate and/or comply
with the terms of the corrective action plan may result in the termination of the provider’s
contract.

If the provider disagrees with the action recommended, they may request a fair hearing.
Refer to MSM Chapter 3100, Section 3105 for additional information.
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106.6 SUSPENSION

Suspension means Nevada Medicaid will not reimburse the provider for billed services for a
specified period. Alternatively, a provider may be suspended from accepting and billing for new
Medicaid recipients as the result of an audit, review or investigation until corrective action is
initiated.

A

A provider may be suspended from the Medicaid program when:

1.

found to be providing items or services at a frequency or amount not medically
necessary;

found to be providing items or services of a quality that does not meet
professionally recognized standards of health care in a significant number of cases;

an audit, review or investigation reveals failure to comply with program policies.

a recycle results in a provider negative balance and all attempts to collect are
exhausted; or

a recycle results in a provider negative balance and the provider stops paying on
this balance.

B. Suspension may be applied to any person who has ownership or controlling interest in the
provider or who is an agent or managing employee of the provider. All persons affected by
the exclusion must be notified in the original notice of exclusion.

C. A provider whose contract is suspended may request a fair hearing pursuant to MSM
Chapter 3100, Hearings. Refer to Chapter 3100, Section 3105, Medicaid Provider Hearings
for additional information.

106.6A PROCEDURES FOR SUSPENSION

If DHCFP determines through an audit, review, or investigation to suspend a provider contract, a
notice of the intended action will be mailed to the provider via U.S. mail to the last known address.
The notice will include:

1.
2.

a description of proposed action;

the effective date of the proposed action;

the length of suspension;

basis for the proposed action, citing the appropriate Medicaid policy, federal regulation
and/or state law;

April 26, 2023
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5. the effect of the action on the provider’s participation in the Nevada Medicaid Program;
and

6. the provider’s right to a fair hearing in accordance with NRS 422.306.
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107 RE-ENROLLMENT

A Medicaid provider who has been previously terminated, excluded, or suspended may be
evaluated for re-enrollment upon completion of the Provider Enrollment Application, Medicaid
Provider Contract, submission of the required verifications and meeting all conditions of
participation noted elsewhere in this chapter.

Re-enrollment is at the discretion of the Division and DHCFP is not obligated to enroll, re-enroll,
or re-validate all applicants or providers.

A provider who voluntarily terminates enroliment is not eligible for re-enrollment for a period of
365 days from the date of termination, unless an access to care issue exists, or a sanction is
imposed.

107.1 CONDITIONS OF RE-ENROLLMENT

A.

Providers, owners, those with 5% or more direct or indirect ownership or interest, and/or
managing employees who are sanctioned by the Nevada Medicaid program and placed on
the Nevada Exclusions List may submit a formal request for re-enrollment consideration
at the end of the sanction period. Each request will be evaluated on a case-by-case basis,
and through the evaluation process if re-enrollment is approved, the group’s and or
individual’s name listed on the Nevada Exclusions List will be removed.

If a termination was for administrative reasons (e.g., loss of contact, failure to return
updated agreement, failure to provide requested information to determine whether
conditions of participation are met, etc.) Nevada Medicaid may re-enroll the provider upon
receipt of a completed updated agreement, information request form and/or any other
information requested to determine that conditions of participation are met.

If termination, suspension, exclusion or non-renewal was due to fraud, abuse, falsification
of information, etc., the length of the sanction will be in accordance to the letter of
notification and the provider is eligible to apply for re-enrollment consideration after
serving their sanction period.

Nevada Medicaid may re-enroll the provider only if it is reasonably certain the fraudulent
and/or abusive acts which led to the adverse action by Nevada Medicaid will not be
repeated. Factors which will be considered include, but are not limited to:

1. Whether the provider has been convicted in a federal, state, or local court of other
offenses related to participation in the Medicare or Medicaid programs which were
not considered in the development of the Medicaid suspension, exclusion, or
termination; and

2. Whether the state or local licensing authorities have taken any adverse action
against the provider for offenses related to participation in the Medicare or

March 26, 2025
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Medicaid programs which was not considered in the development of the Medicaid

suspension, exclusion, or termination.

If the provider has been suspended, excluded, or terminated from Medicare or at the
direction of the Secretary of HHS, Nevada Medicaid will not re-enroll the provider until

federal HHS notifies Nevada Medicaid it is permissible to do so, and the provider

completes all enrollment applications and contracts.

If Nevada Medicaid approves the request for re-enrollment, it must give written notice to
the suspended, excluded, or terminated provider and to all others who were notified of the
adverse action and specify the date on which Medicaid program participation may resume.

Nevada Medicaid Fiscal Agent will give written notice to the suspended, excluded, or

terminated provider of the status of their re-enrollment request.

March 26, 2025
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108

REFERENCES

Vital Documents definition from Health Resources and Serviced Administration (HRSA):
https://www.hrsa.gov/sites/default/files/hrsa/about/organization/bureaus/ocrdi/written-
translation-vital-documents.pdf

NV Medicaid App:
https://dhcfp.nv.gov/Resources/MDPResource/

Nevada DHCFP:
https://dhcfp.nv.gov/

Contact Information:
Please refer to the Contact Us Page on the FFS Nevada Medicaid Website at
https://www.medicaid.nv.gov/contactinfo.aspx
This includes contact information for:
e Managed Care Organizations
* EFS

Customer Service Center
Electronic Billing

General Information
PASRR/LOC

Pharmacy

Prior Authorization

Provider Enrollment

Provider Training

Public Hearings

TPL Identification and Recovery

O O O O O O O O 0 O

Nevada Medicaid Pharmacy Portal:
https://nevadamedicaid.magellanrx.com/home/contact

DWSS:
https://dwss.nv.gov/
Access Nevada - https://accessnevada.dwss.nv.gov/public/landing-page

CMS:
https://www.cms.qov/
https://www.medicaid.gov/
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110 NEVADA MEDICAID PTS

For current Nevada Medicaid PTs and specialties, please view the Provider Enrollment

Information Booklet at

https://www.medicaid.nv.gov/Downloads/provider/NV_Provider_Enrollment_Information_Book

let.pdf.
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Medicaid Services Manual
Transmittal Letter

December 26, 2023

To: Custodians of Medicaid Services Manual
Casey Angres
From: Casey AngI’ES Casey Angres (Jan 29, 2024 08:59 PST)

Chief of Division Compliance

Subject: Medicaid Services Manual Changes
Chapter 200 —Hospital Services

Background And Explanation

Pursuant to the passage of Senate Bill (SB) 385 in the Nevada 82" legislative session, revisions to
Medicaid Services Manual (MSM) Chapter 200 — Hospital Services Policy is being updated to add
Rural Emergency Hospitals.

Throughout the chapter, grammar, punctuation, and capitalization changes were made,
duplications removed, acronyms used and standardized, and language reworded for clarity.
Renumbering and re-arranging of sections was necessary.

Entities Financially Affected: No entities financially affected.

Financial Impact on Local Government: No impact on local government known.

These changes are effective January 1, 2024.

| Material Transmitted || Material Superseded
MTL 14/23 MTL 05/20
MSM Chapter 200 — Hospital Services MSM Chapter 200 — Hospital Services
Background and Explanation of Policy
Manual Section Section Title Changes, Clarifications and Updates
206.1D Coverage and Added language to include Rural Emergency
Limitations Hospitals including the definition.
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INTRODUCTION

Inpatient and outpatient hospital services are a federally mandated Medicaid benefit. A hospital is
an inpatient medical facility licensed as such to provide services at an acute Level of Care (LOC)
for the diagnosis, care, and treatment of human illness primarily for patients with disorders other
than mental diseases.

Medicaid Services Manual (MSM) Chapter 200 describes the following hospital services:
inpatient, swing bed, outpatient, ambulatory surgical, long-term acute care, inpatient rehabilitation
specialty hospital, freestanding birthing centers, federal emergency services program including
dialysis, and outpatient observation services.

The Division of Health Care Financing and Policy (DHCFP) may reimburse hospitals for
providing medically necessary services, as defined in MSM Section 100 under Medical Necessity,
including, but not limited to: medical/surgical/intensive care, maternity, newborn, neonatal
intensive care, pediatric care, emergency care, trauma level I, inpatient rehabilitation, long-term
acute care specialty, administrative skilled or intermediate days, emergency psychiatric, substance
abuse treatment, and acute medical detoxification.

In Nevada, hospitals are licensed by the Bureau of Health Care Quality and Compliance (HCQC)
within the Nevada Division of Public and Behavioral Health (DPBH).

All Medicaid policies and requirements (such as prior authorization, etc.) are the same for Nevada
Check Up (NCU), except those listed in the NCU Manual, Chapter 1000.
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201 AUTHORITY
A. In 1965, the 89" Congress added Title XI1X of the Social Security Act authorizing varying
percentages of federal financial participation for states that elect to offer medical programs.
The states must offer at least 11 basic required medical services. Two of these services are
inpatient hospital services (42 Code of Federal Regulations (CFR) 440.10) and outpatient
hospital services (42 CFR 440.20).
B. Other authorities include:

1.

10.

11.

12.
13.

14.

Sections 1861 (b) and (e) of the Social Security Act (Definition of Services);

42 CFR Part 482 (Conditions of Participation for Hospitals);

42 CFR Part 456.50 to 456.145 (Utilization Control);

Nevada Revised Statutes (NRS) 449 (Classification of Hospitals in Nevada);

29 CFR Part 2590.711 (Standards Relating to Benefits for Mothers and Newborns);

Section 2301 of the Affordable Care Act (ACA) (Federal Requirements for
Freestanding Birthing Centers);

NRS Chapter 449 (Hospitals, Classification of Hospitals and Freestanding Birthing
Center Defined);

Nevada Administrative Code (NAC) Chapter 449 (Provision of Certain Special
Services-Obstetric Care);

42 CFR Part 440.255 “Limited services available to certain aliens;”

NRS Chapter 422 Limited Coverage for certain non-citizens including dialysis for
kidney failure;

42 CFR 435.406 (2)(i)(ii) (permitting States an option with respect to coverage of
certain qualified non-citizens subject to the five-year bar or who are non-qualified
non-citizens who meet all Medicaid eligibility criteria);

42 CFR 441, Subpart F (Sterilizations);

42 CFR 447.253(b)(1)(ii)(B) (Other requirement); and

Newborns’ and Mothers’ Health Protection Act (NMHPA).
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A Inpatient hospital services are services ordinarily furnished in a hospital for the care and

treatment of an inpatient under the direction of a physician or dentist and furnished in an
institution that:

1. Is maintained primarily for the care and treatment of patients with disorders other
than mental disease;

2. Is licensed as a hospital by an officially designated authority for state standard-
setting;

3. Meets the requirements for participation in Medicare; and

4. Has in effect a Utilization Review (UR) plan, applicable to all Medicaid recipients,

that meets the requirements of 42 CFR 482.30 and 42 CFR 456.50-456.145.

Inpatient hospital services do not include Skilled Nursing Facility (SNF) or Intermediate Care
Facility (ICF) services furnished by a hospital with a swing bed approval (42 CFR 440.10).

A hospital is an inpatient medical facility licensed as such to provide services at an acute LOC for
the diagnosis, care and treatment of human illness primarily for patients with disorders other than
mental diseases. For purposes of Medicaid, a hospital meets the requirements for participation in
Medicare as a hospital and does not include an Institution for Mental Diseases (IMD), a Nursing
Facility (NF), or an ICF for Individuals with Intellectual Disabilities (11D), regardless of name or
licensure.

B.

Out-of-State Acute Hospital Services

Non-emergency out-of-state acute inpatient hospital care requires prior authorization by
the Quality Improvement Organization (QIO)-like vendor for Medicaid eligible recipients.
Out-of-state inpatient hospital services may be authorized for specialized medical
procedures not available in Nevada. The referral for out-of-state services must come from
the referring/transferring Nevada physician and/or hospital. Reference MSM Chapter 100,
Out-of-State Services and Out-of-State Provider Participation.

In-State and Out-of-State Acute Hospital Transfers

The attending physician who is transferring a Medicaid recipient from an acute hospital to
any other acute hospital (general, medical/surgery, psychiatric, long-term acute care
(LTAC) specialty, inpatient rehabilitation specialty) in or out-of-state is responsible to
request authorization prior to the transfer. It should be noted that inherent in the decision
to authorize transfers to another in-state or out-of-state hospital, the Q10-like vendor must
make a determination regarding the availability of such services at the referring hospital or

February 1, 2020
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within another facility in the state. This decision is also based on the appropriate level or
quality of medical care not being available at the transferring facility.

It is always the receiving hospital’s responsibility to confirm with the QIO-like vendor
whether the transferring physician/hospital obtained authorization for a non-emergent
transfer from the QI1O-like vendor prior to the transfer and prior to the receiving hospital’s
agreeing to accept/admit the recipient.

Newborns and Neonatal Intensive Care Unit (NICU)

The DHCFP utilizes InterQual*, MCG? and the Uniform Billing (UB) Editor® to define
LOCs needed for each infant and revenue billing codes. These LOCs and revenue codes
indicate the nursing care provided to newborn and premature infants in nursery
accommodations. These revenue codes range from a healthy newborn to intensive care.

The following newborn UB revenue codes are utilized by the DHCFP to reimburse
hospitals for the LOC provided to newborns for inpatient hospital stays. The LOC should
be clinically evaluated on a daily basis, typically based on the resources provided to the
infant. Please note that the levels identified below reference the LOC provided and not the
licensure level of the facility. Licensure level of hospitals for newborn care is per Nevada
Administrative Codes 442.380, 442.390, 442.401, and 442.405. LOCs are defined in the
UB Editor. Levels I11 and IV are paid at the same rate due to the fluctuation of a newborn’s
health status. The revenue code of the newborns’ highest LOC reached during a calendar
day shall be billed by the hospital for that day. The intention of the DHCFP is to reimburse
for the highest LOC per day based upon clinical documentation and review.

1. 0170 = General.

2. 0171 = Newborn—UB Level I: This level reflects routine care of apparently normal
full-term or preterm neonates (considered to be newborn nursery).

3. 0172 = Newborn — UB Level II: This level reflects low birth-weight neonates who
are not sick but require frequent feeding, and neonates who require more hours of
nursing than do normal neonates (considered to be continuing care).

4. 0173 = Newborn — UB Level IlI: This level reflects sick neonates who do not
require intensive care but require six to 12 hours of nursing each day (considered
to be intermediate care).

5. 0174 = Newborn — UB Level IV: This level reflects newborns who need constant
nursing and continuous cardiopulmonary and other support for severely ill infants
(considered to be intensive care).

The following table is a crosswalk from InterQual and MCG LOCs, to the UB Editor for
LOCs and revenue codes for reimbursement. Hospitals will submit authorization requests

February 1, 2020
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in the Provider Web Portal at the most appropriate InterQual or MCG LOC and UB revenue
code(s) based upon the table below:

LOCs LOCs UB Revenue Codes*
by InterQual', MCG? by UB Editor? by UB Editor?
Newborn Nursery Level | 0170/0171
InterQual 1 / MCG Level | / Transitional Care Level Il 0172
InterQual 11/ MCG Level 1l Level I11 0173
InterQual 111 & IV / MCG Level 1l & IV Level IV 0174

InterQual is published by Change Healthcare. All rights reserved.

2MCG. All rights reserved.

3Uniform Billing Editor is published by Optum360°. All rights reserved.

“Correspond with National Uniform Billing Committee revenue code descriptions and guidelines by the Uniform Billing Editor
published by Optum360°.

InterQual is proprietary, nationally recognized standard utilized by Nevada Medicaid’s QIO-like vendor to perform utilization
management, determine medical necessity and appropriate LOC. Many hospitals in Nevada also use this same selected tool for self-
monitoring. However, hospitals may also use MCG to perform the same tasks.

203.1 COVERAGE AND LIMITATIONS
A. Admission
1. Admission Criteria
The DHCFP considers the recipient admitted to the hospital when:

a. A physician provides the order for admission at the time of admission or
during the hospital stay, as verified by the date and time;

b. Acute care services are rendered;

C. The recipient has been transferred to, or is awaiting transfer to, an acute care
bed from the emergency department, operating room, admitting department,
or other hospital services; and

d. The admission is certified by the QIO-like vendor based on pertinent
supporting documentation/submitted by the provider with the admission
authorization request.

Before admission to any in-state or out-of-state acute inpatient hospital (e.g. general,
critical access, inpatient rehabilitation, or LTAC specialty hospitals) or before
authorization of payment, a physician and other personnel involved in the care of the
recipient must establish a written plan of care for each applicant or recipient. Reference
MSM Chapter 200, Admission Medical Record Determination, Plan of Care.
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Admission Order

Physician orders for admission must be written and signed at the time of admission
or during the hospital stay. Admission orders written after discharge are not
accepted. Verbal and telephone orders written by other allied personnel must be co-
signed by the physician within the timeframes required by law.

The role of the Q1O-like vendor is to determine whether an admission is medically
necessary based on the medical record documentation, not to determine physician
intent to admit.

Admission Date

The admission date must be reflected on the authorization as the date and time the
admission order was written during hospitalization. If the date and time of the
physician admission orders are not clear or available, the QIO-like vendor applies
provision of acute care services. The QIO-like vendor makes every effort to identify
the documented admission date; however, it is ultimately the hospital’s
responsibility to provide complete and accurate admission information.

Planned and Transfer Admissions

For those instances in which the admission order was written (as defined above)
before the recipient arrives at the hospital (planned elective admission), a signed
physician order meets the requirements for admission. For transfers from other
acute care hospitals, a signed physician order (as defined above) must be contained
in the accepting facility’s record. The admission date and time for the authorization
is based on documentation most relevant and available to the admission
determination contingent upon provision of acute care services and admission
certification by the QIO-like vendor. Reference MSM Chapter 200, Provider
Responsibilities, In-State or Out-of-State Hospital Transfers regarding provider
responsibilities related to in-state and out-of-state acute hospital transfers.

Inpatient Admission from Observation

Inpatient admission from observation begins at the time and on the calendar date
that a physician writes an inpatient admission order.

Veterans’ Hospitals
Inpatient hospital admission at a Veteran’s Hospital is not a Medicaid benefit.

Obstetric Admissions for Early Induction of Labor (EIOL) Prior to 39 Weeks
Gestation.
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To be eligible for reimbursement, an obstetric hospital admission for EIOL prior to
39 weeks gestation must be medically necessary and prior authorized by the QIO-
like vendor.

Obstetric Admissions for Elective/Non-Medically Necessary Cesarean Delivery

Coverage/reimbursement of obstetric admissions for elective/non-medically
necessary cesarean section (e.g., performed for the convenience of the physician or
recipient) is not a covered service.

Reference ICD-10 Diagnosis Codes Accepted by Nevada Medicaid Supporting
Medical Necessity for Cesarean Section for a list of ICD-10 diagnosis codes which
have already been determined to support the medical necessity for a cesarean
section.

Reference MSM Chapter 600, Physician Services for criteria related to professional
services.

Authorization Requirements

Authorization review is conducted to evaluate medical necessity, appropriateness, location
of service, and compliance with the DHCFP’s policy. All inpatient hospital admissions
must be authorized by the QIO-like vendor for reimbursement by the DHCFP. The QIO-
like vendor certifies LOC and length of stay.

Reference MSM Chapter 100, Medical Necessity regarding criteria related to medical
necessity.

1.

All inpatient QlO-like vendor determinations are based on pertinent medical
information documented initially by the requesting physician and provided to the
QIO-like vendor by a hospital with the request for admission. Pertinent information
supporting the medical necessity and appropriateness of an inpatient admission
must be submitted in the format and timeframes required by the QIO-like vendor
as part of the authorization request. Failure of a provider to submit the required
medical documentation in the format and within the timeframes specifically
required by the QIO-like vendor will result in an authorization denial.

Authorization refers only to the determination of medical necessity and
appropriateness. Authorization does not guarantee service reimbursement. Service
reimbursement is also dependent upon the recipient’s eligibility status and is subject
to all other coverage terms and conditions of the Nevada Medicaid and NCU
programs.

Services requiring authorization which have not been authorized by the QIO-like
vendor are not covered and will not be reimbursed. An authorization request
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inappropriately submitted for inpatient admission after an unauthorized, planned,
elective inpatient procedure or surgery is performed, will be rejected, and returned
without consideration. Concurrent services related to these unauthorized
admissions will also be rejected and returned without consideration, unless the
services are specifically related to stabilization of an emergency medical condition
that develops. Once the emergency medical condition is stabilized, no additional
services related to this unauthorized elective admission will be reimbursed.

An authorization is only valid for the dates of service authorized. If the service
cannot be provided for any reason during authorized service dates (e.g. a recipient
has a change of condition), the authorization becomes invalid. A new or updated
authorization must be obtained for reimbursement of corresponding dates of
service.

When available, in-state providers and facilities should be utilized. Out-of-state
inpatient admission authorization determinations will be considered when
appropriate services are not available in-state or when out-of-state resources are
geographically and/or fiscally more appropriate than in-state resources. Reference
MSM Chapter 100, Out-of-State Services.

Inpatient Admission Requiring Prior Authorization

Prior authorization is authorization obtained before services are delivered.
Additional inpatient days must be requested within five business days of the last
day of the current/existing authorization period.

Providers must submit pertinent clinical information and obtain prior authorization
from the QIO-like vendor for the following non-emergent services:

a. Any surgery, treatment, or invasive diagnostic testing unrelated to the
reason for admission; or days associated with unauthorized surgery,
treatment, or diagnostic testing.

b. Hospital admissions for EIOL prior to 39 weeks gestation.

C. Antepartum admissions for the purpose of delivery when an additional
elective procedure is planned (excluding tubal ligations).

d. Dental admissions. Two prior authorizations for inpatient hospitalization
for dental procedure are necessary:

1. The Medicaid dental consultant must prior authorize the dental
procedure; and
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2. The QIO-like vendor must authorize it is medically necessary for

the recipient to be hospitalized for the dental procedure.

An admission for a family planning procedure (e.g., a tubal ligation or
vasectomy).

Non-emergency admissions to in-state and out-of-state facilities. An out-of-
state non-emergency admission may be denied by the QIO-like vendor if
the service is available in Nevada.

Psychiatric admissions to a free-standing psychiatric hospital IMD for
recipients age 65 or older or under age 21 or to a psychiatric wing of a
general acute hospital, regardless of age. Reference MSM Chapter 400 for
authorization requirements.

All changes in LOC and/or transfer between units (e.g., medical/surgical,
intensive care, obstetrics, newborn, neonatal intensive care, trauma level 1,
psychiatric/detoxification, inpatient rehabilitation, administrative, and
outpatient observation.) Per diem reimbursement amounts are based on the
LOC authorized by the QIO-like vendor.

Substance abuse detoxification and treatment (inpatient) admissions. This
includes transfers from detoxification to treatment within the same hospital.
Reference MSM Chapter 400 for authorization requirements.

Swing bed admissions in a rural or critical access hospital (CAH).
Reference MSM Chapter 200, Attachment A, Policy #02-03, Hospital with
Swing Beds.

A leave of absence or therapeutic pass from an acute or inpatient
rehabilitation specialty hospital expected to last longer than eight hours or
involving an overnight stay. Reference MSM 200, Leave of Absence.

Admission when Third Party Liability (TPL) insurance, other than
Medicare Part A, is the primary payment source. Reference MSM Chapter
100, Third Party Liability (TPL), Other Health Care Coverage.

Non-Medicare covered days within 30 days of the receipt of the Medicare
Explanation of Benefits (EOB) indicating Part A Medicare benefits are
exhausted. Reference MSM Chapter 100, Authorization.

Admissions resulting from Early and Periodic Screening, Diagnostic and
Treatment (EPSDT) screening.
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Inpatient Admission Requiring Authorization Within Five Business Days of
Admission

Providers must submit pertinent clinical information and request authorization from
the Q10-like vendor within five business days for the following services:

a.

An emergency inpatient admission, emergency transfer to another in-state
and/or out-of-state facility or unit, or emergency change in LOC. Reference
MSM Chapter 400 regarding emergency psychiatric or alcohol/substance
use disorder treatment admission requirements.

An obstetric admission which, from date of delivery, exceeds two calendar
days for vaginal or four calendar days for a medically necessary cesarean
delivery. After each scenario has been exceeded, the authorization must be
submitted within five business days.

A newborn admission which, from date of delivery, exceeds two calendar
days for vaginal or four calendar days for a medically necessary cesarean
delivery. After each scenario has been exceeded, the authorization must be
submitted within five business days.

When delivery of a newborn occurs immediately prior to arrival at a hospital
for an obstetric/newborn admission.

Any newborn/neonate admission or transfer to a NICU.

A direct inpatient admission initiated through an emergency department
and/or observation status as part of one continuous episode of care
(encounter) at the same facility when a physician writes an acute inpatient
admission order (rollover admissions).

The following criteria applies:

1. Observation and ancillary services resulting in a direct inpatient
admission provided as part of one continuous episode of care on the
same calendar date and at the same facility as the inpatient
admission are included in the first inpatient day per diem rate.
Observation and ancillary services rendered on a calendar date
preceding the rollover inpatient admission date can be billed
separately.

2. Emergency department services resulting in a direct inpatient
admission at the same facility and provided as part of one continuous
episode of care are included in the first inpatient hospital day per
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diem rate, even if the emergency services are provided on the
calendar date preceding the admission date.

g. Admission to hospitals without a Psychiatric Unit or Alcohol/Substance
Abuse Treatment Unit. Refer to MSM Chapter 400.

All inpatient hospital admissions must be authorized by the QIO-like vendor,
except for:

a. Medicare and Medicaid dual eligible, there is no requirement to obtain
Medicaid authorization for Medicare covered services. If services are non-
covered for Medicare, the provider must follow Medicaid’s authorization
guidelines. Authorizations are not necessary for recipients who are eligible
for Qualified Medicare Beneficiary (QMB) only since Medicaid pays only
the co-pay and deductible. If Medicare benefits are exhausted (i.e.,
inpatient), an authorization from Medicaid’s QIO-like vendor must be
obtained within 30 days of the receipt of the Medicare EOB. Reference
MSM 100 for authorization timeframes related to non-Medicare covered
days for a dual eligible recipient.

b. A length of stay not exceeding either two obstetric and newborn inpatient
days for a vaginal delivery performed at or after 39 weeks gestation or four
obstetric and newborn days for a medically necessary cesarean delivery.
This does not apply to neonatal intensive care days. All NICU days must be
authorized. Reference MSM 200, Inpatient Admission Requiring
Authorization Within Five Business Days regarding newborn authorization
requirements.

Utilization Review (UR) Process

The QIO-like vendor evaluates the medical necessity, appropriateness, location of
service and compliance with the DHCFP’s policy related to inpatient admission
requests. The QIO-like vendor reviews if services furnished or proposed to be
furnished on an inpatient basis could (consistent with provision of appropriate
medical care) be safely, effectively, and more economically furnished on an
outpatient basis, in a different type of inpatient health care facility or at a lower
LOC within a general hospital. Once the QIO-like vendor is provided pertinent
clinical admission information, a review of the medical information from the
facility is conducted to determine the appropriate LOC and authorized time period
for the length of stay.

a. Concurrent Review

Concurrent Review is a review of clinical information to determine whether
the services will be approved during the time period services are being
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C.

provided. Initially the QIO-like vendor assigns a length of stay based on the
diagnosis and condition of the recipient. For complex cases, additional days
may be authorized to manage the medical condition through the concurrent
review process. Additional inpatient review days must be requested within
five business days of the last day of the current/existing authorization
period. If the clinical condition does not support the medical necessity or
appropriateness of the setting, services are denied or reduced.

Retrospective Review

Retrospective review is a review of clinical information to determine
whether the services will be approved after services are delivered.
Retrospective review, for the purpose of this chapter, refers to cases in
which eligibility is determined after services are provided. If the clinical
information does not support the medical necessity or appropriateness of
the setting, services are denied or reduced. The provider is notified when
the QlO-like vendor’s reviewer determines clinical information supports
either a reduction in LOC, discharge or denial of days.

Leave of Absence

1. Absences from an acute hospital inpatient or rehabilitation specialty hospital are
allowed:
a. In special circumstances, such as when a recipient is in the hospital on a

long-term basis and needs to be absent for a few hours for a trial home visit
or death of an immediate family member; or

b. Up to, but not exceeding 32 hours from an inpatient rehabilitation specialty

hospital for therapeutic reasons, such as preparing for independent living.
2. Prior authorization must be obtained for a leave of absence expected to:

a. Last longer than eight hours from an acute hospital; or last longer than eight
hours or involving an overnight stay from an inpatient rehabilitation
specialty hospital.

3. A leave of absence from an acute hospital is not covered if a recipient does not

return to the hospital by midnight of the day the leave of absence began (a reserved

bed).

For a therapeutic leave of absence, the following information must be documented

in a recipient’s medical record:

a.

A physician’s order specifying the number of hours for the pass;
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b. The medically appropriate reason for the pass prior to issuance of the pass;
and

C. An evaluation of the therapeutic effectiveness of the pass when the recipient
returns.

203.2 PROVIDER RESPONSIBILITIES

A

Conditions of Participation
1. To be enrolled with the DHCFP, providers must:
a. Be in compliance with applicable licensure requirements.

b. Be certified to participate in the Medicare program. Hospitals currently
accredited by the Joint Commission or by the American Osteopathic
Association (AOA) are deemed to meet all of the conditions of participation
in Medicare. Centers for Medicare and Medicaid Services (CMS) makes the
final determination of whether a hospital meets all Medicare criteria based
on the recommendation of the state certifying agency (42 CFR Part 482).

C. Have a Provider Contract with the DHCFP. Refer to MSM Chapter 100,
Provider Enrollment.

2. Termination

The DHCFP may terminate a provider contract for failure of a hospital to adhere to
the conditions of participation, reimbursement principles, standards of licensure, or
to conform to federal, state and local laws. Either party may terminate its agreement
without cause at any time during the term of agreement by prior written notice to
the other party.

Loss of Medicare certification results in concomitant loss of a Medicaid contract.

Refer to MSM Chapter 100, for termination, lockout, suspension, exclusion, and
non-renewal of Medicaid provider enrollment.

Utilization Review (UR)

Parts 456.100 through 456.145 of Section 42 CFR prescribe the requirements for a written
UR plan for each hospital providing Medicaid services. The UR plan is deemed met for
Medicare and Medicaid if a QIO-like vendor is conducting binding review.

CFR 482.30 provides that hospitals participating in the Medicaid program must have in
effect a UR program under a QIO-like or CMS has determined the UR procedures
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established by the Medicaid program are superior to the procedures under the QIO-like
vendor and meet the UR Plan requirements under 42 CFR 456.50 through 456.145.

Quality Assurance — Hospital Medical Care Evaluation Studies

The purpose of hospital medical care evaluation studies is to promote the most effective
and efficient use of available health facilities and services consistent with recipient needs
and professionally recognized standards of care. (CFR 456.141 to 456.145)

As part of the conditions of participation in the Medicaid Title XIX program, a minimum
of one medical care evaluation study must be in progress at any time. Additionally, one
study must be completed each year. The completed study must be submitted to the QIO-
like vendor at the end of each calendar year along with the study in progress topic. (A
report summarizing the study topics will be submitted to Nevada Medicaid by the QIO-
like vendor.)

Hospitals may design and choose their own study topic or, at the request of Medicaid,
perform a topic designed by Medicaid and forward a copy of the completed study to the
QIO-like vendor office within the specified time frames.

Civil Rights Compliance

As recipients of federal funding, hospitals must assure compliance with the provisions of
Title VI of the Civil Rights Act of 1964, Section 504 of the Rehabilitation Act of 1973
(including HIV, AIDS, and AIDS-related conditions), the Age Discrimination Act of 1975
and the Americans with Disabilities Act (ADA) of 1990.

Patient Self-Determination Act (Advance Directives) Compliance

Pursuant to the Omnibus Budget Reconciliation Act of 1990 (OBRA 90) and federal
regulations at 42 CFR 489.100, hospitals which participate in and receive funding for
Medicare and/or Medicaid must comply with the Patient Self Determination Act (PSDA)
of 1990, including Advance Directives. The DHCFP is responsible for
monitoring/reviewing hospitals periodically to determine whether they are complying with
federal and state advance directive requirements.

Form 3058 (Admit/Discharge/Death Notice)

All hospitals are required to submit Form 3058 to their local Nevada Division of Welfare
and Supportive Services (DWSS) District Office whenever a hospital admission, discharge
or death occurs.

Failure to submit this form could result in payment delay or denial. To obtain copies of
Form 3058, please contact the local DWSS.

Patient Rights
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Pursuant to 42 CFR 482.13, a hospital must protect and promote each patient’s rights.
Hospitals are also required to comply with Nevada Revised Statues (NRS) 449.730
pertaining to patient’s rights.

Claims for Denied Admissions

After having an inpatient service authorized by the QIO-like vendor, hospitals are not
permitted to submit the claim to the fiscal agent as an outpatient service. The only exception
to this is if an outpatient or non-inpatient related service was truly rendered prior to the
inpatient admission order by the physician but the inpatient stay was denied by the Q10-
like vendor (e.g., admit from ED or rollover from observation days).

Hospital Responsibilities for Services

Any hospital receiving authorization from the QIO-like vendor to admit and provide
services for a recipient is responsible for the recipient’s service and treatment needs. If a
hospital does not have the proper or functional medical equipment or services and must
transfer a recipient temporarily to another hospital or other medical service provider
(generally for only a portion of that day) for testing, evaluation and/or treatment, it is the
transferring hospital’s responsibility to fund the particular services and transportation if
necessary.

Admission Medical Record Documentation

1. Pre-Admission Authorization
The physician (or his/her staff) must obtain prior authorization from the QIO-like
vendor for all non-emergency, elective, planned hospital procedures/admissions.
Lack of a prior authorization for an elective procedure or admission results in an
automatic denial which cannot be appealed. Reference MSM Chapters 200 and 600.

Dental, oral, and maxillofacial surgeons must also secure prior authorization from
the DHCFP dental consultant to assure payment for the procedure. Reference MSM
Chapter 200, Inpatient Hospital Services Policy, Coverage and Limitations,
Authorization Requirements and MSM Chapters 600 and 1000 regarding covered
dental benefits.

2. Physician Certification

A physician’s order, written prior to or at the time of admission, is required for all
inpatient admissions. If a recipient applies for assistance while in the hospital, a
physician’s order for inpatient admission is required before reimbursement is
authorized.

A physician, physician’s assistant, or advanced practice registered nurse acting
within the scope of practice, as defined by state law and under the supervision of a
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physician, must re-certify for each applicant or recipient that inpatient services in a
hospital are medically necessary. Re-certification must be made at least every 60
calendar days after the initial order. (42 CFR 456.60)

Plan of Care

Before admission to a hospital or before authorization for payment, a physician and
other personnel involved in the recipient’s care must establish a written plan of care
for each applicant or recipient. (42 CFR 456.80)

The plan of care must include:

a. Diagnoses, symptoms, complaints and complications indicating the need for
admission;

b. A description of the functional level of the recipient;

C. Any orders for medications, treatments, restorative and rehabilitative

services, activities, social services and diet;
d. Plans for continuing care, as appropriate; and

e. Plans for discharge, as appropriate.

Discharge Planning

A hospital must ensure the following requirements are met:

1.

There is documented evidence that a discharge evaluation is initiated as soon as
practical after admission and in a manner to prevent discharge delays for: a recipient
identified as likely to suffer an adverse health consequence upon discharge if
adequate discharge planning is not initiated and completed; a recipient or a person
acting on the behalf of a recipient requesting a discharge evaluation; or when
requested by a physician.

A registered nurse, social worker or other appropriately qualified personnel reviews
all Medicaid admissions and develops or supervises the development of a discharge
plan. The discharge plan must specify goals and resolution dates, identify needed
discharge services, and be developed with input from the primary care staff,
recipient and/or family, and physician as applicable.

Re-evaluation of a recipient’s condition and needs is conducted, as necessary,
during the discharge planning process and the plan must be updated with changes
identified.

The discharge plan includes documented evidence of:
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a. All attempts to discharge the recipient to an alternative appropriate setting,

when applicable, and reasons and timeframes for unavoidable delays (e.g.,
awaiting assignment of a court-appointed guardian or for a court hearing
related to out-of-state placement). Dates of service lacking documented
evidence of comprehensive discharge planning or unavoidable delay
reasons and timeframes, when applicable, are not reimbursed.

b. An alternate plan when a specific discharge intervention or placement effort
fails.
C. Significant contacts with the recipient, family, or legally authorized

representative, when applicable.

d. A recipient’s understanding of his/her condition, discharge evaluation
results and discharge plan.

e. Reasonable efforts seeking alternatives to NF placement (e.g., home health
services, homemaker services, placement with family, subsidized housing,
meals programs, group care, etc.), when applicable.

f. NF contacts and contact results, when NF placement is required NF
placement efforts need to concentrate on facilities capable of handling a
recipient’s needs. Resolution of the placement problem must be briefly
described before the medical record is closed.

g. Refusal by a recipient or recipient’s family, physician, or legally responsible
representative to cooperate with discharge planning efforts to either find or
accept available appropriate placement. Inpatient acute or administrative
days are not reimbursed effective the date of the refusal.

h. A physician’s discharge order. Any readmission following a discharge is
treated as a new/separate admission, even if the readmission occurs within
24 hours of the discharge.

Prior to NF placement, the following documents are completed and in recipient’s
medical record:

a. A LOC, a pre-admission screening and resident review (PASRR) Level 1
screening.

b. A PASRR Level Il screening and a Summary of Findings letter, when
applicable.

Refer to MSM Chapter 500 for NF screening requirements.
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6. Hospitals must be in compliance with discharge planning requirements specified in
42 CFR 482.43.

7. The day of discharge is not reimbursed except when discharge/death occurs on the
day of admission.

Financial and Statistical Data Reports

Providers must maintain sufficient financial records and statistical data for proper
determination of costs payable under the DHCFP program.

All providers shall permit any representative of the single state agency to examine the
records and documents necessary to determine the proper amount of payments due. These
records shall include, but are not limited to, provider ownership, organization, and
operation; fiscal, medical, and other record keeping systems; federal income tax status;
asset acquisition, lease, sale, or other action; franchise or management arrangements;
patient service charge schedules; costs of operation; amounts of income received, by source
and purpose; flow of funds and working capital; statistical and other reimbursement
information.

Medicare/Medicaid Crossovers

Concurrent review is not conducted for Medicare/Medicaid crossover admissions unless
acute days have been exhausted and/or there has been a termination of Medicare benefits
and the recipient is at an acute or administrative LOC. Medicaid authorization is provided
for acute and administrative days only.

A provider must:

1. Notify the QIO-like vendor whenever there is a reason to believe that Medicare
coverage has been exhausted.

2. Attach a copy of the Medicare EOB (if obtained from Medicare) or other supporting
documentation that clearly indicates that acute care hospital days have been
exhausted when requesting a QIO-like vendor review.

3. Obtain prior authorization from the DHCFP’s QIO-like vendor in accordance with
the MSM Chapter 200, Coverage and Limitations, Authorization Requirements.

QMB claims denied by Medicare are also denied by the DHCFP.
Maternity/Newborn Federal Length of Stay Requirements

The Newborns’ and Mothers’ Health Protection Act (NMPHA) and 29 CFR 2590.711
allows a recipient receiving maternity care or a newborn infant receiving pediatric care to
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remain in the hospital for no less than two days after a normal vaginal delivery or four days
after a cesarean section delivery except when an attending physician, in consultation with
the birthing person, makes a decision to discharge a birthing person or newborn infant prior
to these timeframes.

Sterilization Consent Form

Providers must ensure a valid sterilization consent form meeting all federal requirements
is obtained prior to performing a sterilization procedure. Reference the QIO-like vendor’s
Sterilization and Abortion Policy under Provider, Billing Instructions, Billing Information
for requirements related to these procedures.

1. An inpatient day during which sterilization is performed without a valid
sterilization form is a non-covered service.

2. Medically necessary inpatient days within the same episode of care, not including
the day of the sterilization, may be reimbursed when the sterilization consent form
was not obtained. An episode of care is defined as the admission date to date of
discharge. All applicable inpatient coverage rules apply.

In-State or Out-of-State Hospital Transfers
1. Non-Emergency Transfers

a. It is the responsibility of the transferring physician/facility to obtain prior
authorization for nonemergent transfers between in-state and out-of-state
facilities, prior to the transfer of the recipient and to give the authorization
number to the receiving hospital.

b. A receiving hospital is responsible for verifying that the transferring
hospital obtained prior authorization for a non-emergency transfer, prior to
agreeing to accept or admitting the recipient and prior to the transfer.

2. Emergency Transfers

A receiving hospital is responsible for obtaining authorization for an emergency
transfer within five business days of the inpatient admission.

Admissions to Hospitals Without a Psychiatric Unit or Alcohol/Substance Abuse
Treatment Unit

1. Reference MSM Chapter 400 — Mental Health and Alcohol/Substance Abuse
Services.
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Maintain and submit to the QIO-like vendor documentation demonstrating
comprehensive efforts to expeditiously transfer a recipient to an appropriate
alternate setting (e.g. a freestanding psychiatric hospital or a general hospital with
a psychiatric unit or to an alcohol/substance abuse treatment hospital or a general
hospital with a specialized alcohol/substance abuse treatment unit), upon request or
when applicable.

Submission of Medical Documentation

1.

Providers must identify and submit all pertinent (relevant and significant)
supporting documentation for an inpatient admission with an authorization request
and/or with a request for a QIO-like vendor reconsideration review. This
information must be provided in the format required by the QIO-like vendor. In
addition, any documentation specifically requested by the Q10-like vendor must be
submitted within time frames specified by the QIO-like vendor. Failure to provide
all pertinent medical information in the format and within time frames required by
the QIO-like vendor will result in authorization denial.

Adverse Determination

An adverse action or determination includes, but is not limited to, a denied or reduced
authorization request.

1.

If a provider does not agree with the DHCFP QIO-like vendor’s adverse
determination, a peer-to-peer review or a reconsideration review can be requested.
Reference the QIO-like vendor’s/DHCFP’s Billing Manual for details.

A provider must submit all additional pertinent documentation or information not
included with the authorization request supporting services requested (e.g.
documentation related to severity of illness, intensity of services, a physician’s risk
assessment) to the QIO-like vendor by the date of the reconsideration review. This
information must be provided in the format required by the QIO-like vendor.

Pertinent medical information not provided to the QIO-like vendor in the required
format by the reconsideration date of decision, will not be subsequently considered
by the QIO-like vendor.

a. Verbal information provided by an individual other than a recipient’s
attending physician must be supported by either written attestation of this
information in the medical record specifically provided to the QIO-like
vendor with the authorization or reconsideration review request.

b. If a provider disagrees with the results of the QlO-like vendor’s peer-to-
peer and/or reconsideration review, the provider may request a fair hearing

February 1, 2020

HOSPITAL SERVICES Section 203 Page 18




MTL 05/20

DIVISION OF HEALTH CARE FINANCING AND POLICY

Section:

203

MEDICAID SERVICES MANUAL

Subject:

POLICY

through the DHCFP, within the required timeframe. A provider must utilize

internal grievance processes available through the QIO-like vendor.

Adherence to Requirements

To receive reimbursement for covered services, a hospital must adhere to all conditions
stated in the Provider Contract, all applicable DHCFP policies related to the specific
service provided, all state and federal requirements, the QlO-like vendor/DHCFP billing
requirements and current International Classification of Diseases, Current Procedural
Terminology (CPT), and Healthcare Common Procedure Coding System (HCPCS) billing

guidelines.
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204 ADMINISTRATIVE DAY POLICY

Administrative days are inpatient hospital days reimbursed at a lower per diem rate when a
recipient’s status no longer meets an acute LOC. If discharge is ordered, a recipient’s medical
record must contain documentation that alternative appropriate placement is not available, despite
a hospital’s comprehensive discharge planning efforts.

204.1 COVERAGE AND LIMITATIONS

A COVERED SERVICES

1.

The DHCFP reimburses two levels of administrative days when authorized by the
QIO-like vendor in increments usually not exceeding seven calendar days per
request: a skilled nursing care level (skilled administrative days) and an
intermediate care level (intermediate administrative days).

At least one acute inpatient hospital day must immediately precede an initial request
for skilled or intermediate administrative days. Reimbursement is not available for
direct admission to an administrative LOC or for admission to an administrative
LOC from an outpatient setting (e.g., emergency department, observation status, a
physician’s office, urgent care or clinic).

Skilled administrative (Skilled Nursing Level) days are covered in an acute
inpatient hospital or CAH as a reduction in LOC for:

a. A recipient waiting for evaluation and/or placement in a NF/extended care
facility, group home, residential treatment center (RTC) IMD, psychiatric
or alcohol/substance abuse treatment hospital or unit or other treatment
settings (e.g., hospice) for continuity of medical services.

b. Delays in discharge related to durable medical equipment availability, home
equipment set up, home health, or hospice service arrangements.

C. A newborn with medical complications (not requiring acute care services)
waiting for placement.

d. A recipient requiring medical interventions not meeting acute care criteria
that prevents the recipient from leaving the hospital (e.g., monitoring
laboratory results, obtaining cultures, a specific treatment/workup).

e. Preparation for a surgery unrelated to the original reason for admission that
does not meet acute care criteria.
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4.

Intermediate administrative (intermediate care level) days are covered in an
inpatient or CAH when:

a. Services do not meet an acute LOC;
b. The days are authorized by the QlO-like vendor; and

C. A recipient cannot be discharged for social reasons (e.g., a stable newborn
either waiting for adoption or for the mother to be discharged, a recipient
waiting for medical assisted transportation, a recipient requiring evaluation
after being a victim of crime).

B. NON-COVERED SERVICES

Administrative days are not covered when:

1. At least one acute inpatient hospital day did not immediately precede the initial
request for administrative days.

2. The days are only for the convenience of the recipient, recipient’s family or
physician.

3. A recipient, a recipient’s family, legally authorized representative, or physician
refuse to cooperate with discharge planning efforts or refuse placement at a NF,
psychiatric facility or other available alternative setting.

4. A discharge order is written, and a hospital has not provided documented evidence
of a comprehensive discharge plan or an acceptable reason and timeframe for an
unavoidable delay, such as awaiting a specifically identified court date for court
appointed guardianship related to out-of-state NF placement.

204.2 AUTHORIZATION REQUIREMENTS
A. Prior authorization is required.
B. Retrospective authorization must be obtained when Medicaid eligibility is determined after
admission to, or discharge from, an inpatient bed.
C. Administrative day policy is consistent with the inpatient prior authorization and utilization
review policies.
204.3 PROVIDER RESPONSIBILITIES
A. Submit all pertinent discharge planning information to the QIO-like vendor with a prior

authorization request, when applicable, and obtain authorization for administrative days
within timeframes required by the QI1O-like vendor.
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Notify the QlO-like vendor when there is a reduction in LOC to administrative days.

Maintain documentation of appropriate, comprehensive discharge planning in recipients’
medical records. This includes, but is not limited to:

1.

2.

All placement efforts, contacts and contact results;

Discharge planning notes from applicable social workers, case managers and/or
nurses;

Physicians’ orders and/or progress notes;
Modification to the discharge plan, whenever applicable; and

Acceptable reason and timeframes of unavoidable discharge planning delay.
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205 SWING BED SERVICES POLICY

Reference Chapter 200, Attachment A, Policy #02-03, Hospital with Swing Beds.
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206 OUTPATIENT HOSPITAL SERVICES POLICY

General Medical/Surgical Hospitals commonly provide several outpatient services, included but
not limited to general, clinic, office, emergency department, ambulatory surgery center and
observation services.

206.1 COVERAGE AND LIMITATIONS

A

Outpatient hospital services provided by hospitals are subject to the same service
limitations as other outpatient service providers. Providers must refer to Medicaid/DHCFP
service manuals relevant to the specific services being provided. The following is a list of
some of the chapters a hospital should reference:

1. For physician, advanced practitioner of nursing, physician assistants, urgent care
sites and outpatient hospital clinic visits, refer to MSM Chapter 600.

2. For radiologic services, refer to MSM Chapter 300.
3. For pharmaceutical services, refer to MSM Chapter 1200.

4. For Partial Hospitalization Program (PHP) — Policy on an outpatient alternative to
an inpatient psychiatric care program with services furnished under a medical
model by a hospital or Federally Qualified Health Center (FQHC). Refer to MSM
Chapter 400 — Mental Health and Alcohol/Substance Abuse Services for PHP

policy.
This is not an all-inclusive list. The MSM in its entirety needs to be reviewed.
Emergency Department Services

Emergency department services are defined as a case in which delay in treatment of more
than 24 hours could result in severe pain, loss of life, limb, eyesight or hearing, injury to
self or bodily harm to others.

Non-emergent services provided in an emergency department are a covered service for
recipients with full Medicaid eligibility. Providers are expected to follow national coding
guidelines by billing at the most appropriate level for any services provided in an
emergency department setting.

Laboratory and radiological services ordered during the course of emergency department
services (when it is an emergency diagnosis and not a clinic diagnosis) are payable without
prior payment authorization.

Charges made for stat performance of laboratory or radiological procedures ordered during
a hospital’s normal operating hours in the applicable department are not a DHCFP benefit.
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Patients requiring mental health services while in the emergency department may receive
such services if medically appropriate but must first be stabilized. Every effort must be
made to transfer the patient to a psychiatric hospital or unit, accompanied by a physician’s
order. Authorization from the DHCFP’s QIO-like vendor is also required.

Outpatient Observation Services
Reference Chapter 200, Attachment A, Policy #02-04, Outpatient Observation Services.

Rural Emergency Hospital (REH) Services

Rural Emergency Hospital (REH) Services are defined in 42 CFR Part 485 Subpart E
8485.502. These providers will furnish emergency department and observation care, and
other specified outpatient medical and health services, if elected by the REH that do not
exceed an annual per patient average of 24 hours. These providers must have a transfer
agreement in effect with a Level 1 or Level Il trauma center. Enrolled REH must meet
Nevada licensure per NRS 449.0302.
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207

207.1

AMBULATORY SURGICAL CENTER SERVICES POLICY

Ambulatory Surgical Centers refers to freestanding or hospital based licensed ambulatory surgical
units that can administer general anesthesia, monitor the recipient, provide postoperative care, and
provide resuscitation as necessary. These recipients receive care in a facility operated primarily
for performing surgical procedures on recipients expected to return safely home within 24 hours.

By contrast, physician office (MD Office) services refer to a setting limited to use of local
anesthesia, including private physician office, emergency department, urgent care centers and
clinic settings.

Observation/Medical short stay refers to the “ambulatory” recipient with a coexisting medical
condition or some unforeseen medical situation who may remain in a hospital environment for an
extended period. This extended stay, called observation or medical short stay can be used to assure
recipient stability without an inpatient admission. The recipient may occupy any hospital unit.
Observation recipients may be rolled over for inpatient admission any time the patient requires
acute care services. All rollovers to inpatient care require QIO-like vendor’s authorization within
24 hours of the admission/rollover. Observation stays which do not rollover to inpatient status are
limited to 48 hours.

COVERAGE AND LIMITATIONS

A. The DHCFP reimburses for services provided in a freestanding ambulatory surgical center
or an ambulatory surgical setting within a general hospital. Some ambulatory surgical
center services require QIO-like vendor authorization Reference MSM Chapter 200,
Ambulatory Surgical Services Policy, Authorization Process.

B. Ambulatory surgical services are not reimbursable when:

1. The recipient’s medical condition or treatment needs meet acute inpatient
guidelines and standards of care.

2. The recipient requires preoperative diagnostic testing that cannot be performed in
an outpatient setting.

3. The recipient requires therapeutic interventions (measures) that can only be
performed in an acute hospital setting.

4. The probability of significant, rapid onset of complications is exceptionally high.
Actual manifestation of such complications would require prompt
intervention/measures available only in an inpatient setting.

5. Complications occur during or following an outpatient procedure that requires
acute inpatient treatment and intervention.
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6. Services are not reasonable and medically necessary for diagnosis or treatment of

a recipient when provided for the convenience of the recipient, recipient’s family
or the physician.

7. Services are ordered as inpatient by the admitting physician.

8. Services can be provided in a less restrictive setting (e.g., physician office,
emergency department, clinic, urgent care setting).

C. Higher Setting of Service Delivery
When any listed procedure is planned in a higher setting, the physician or his/her office
staff must contact the QIO-like vendor for prior authorization of the setting. These
procedures are listed in the booklet entitled “Surgical Procedures Recommended for an
Ambulatory Setting (including inpatient prior authorization guidelines).”

D. Non-Covered Procedures
Reference MSM Chapter 600, Ambulatory Centers (ASC) Facility and Non-Facility Based.

E. Approval Process
The procedure approval process is designated to establish the medical necessity and
appropriateness for:
1. Procedures to be performed in a higher care setting;
2. Procedures that would not routinely be covered by the DHCFP; and
3. Procedures to be performed outside Nevada.
The requesting physician must provide the QIO-like vendor with the medical
documentation and justification to establish medical necessity and appropriateness.

207.2 PROVIDER RESPONSIBILITIES

Please reference MSM Chapter 200, Inpatient Hospital Services Policy, Provider Responsibilities
for service provider responsibility.

207.3 AUTHORIZATION PROCESS

The provider must contact the QIO-like vendor 48 hours prior to the procedure date.

A

Provider must submit the required authorization form.

February 1, 2020

HOSPITAL SERVICES Section 207 Page 2




MTL 05/20

Section:
DIVISION OF HEALTH CARE FINANCING AND POLICY 207
Subject:
MEDICAID SERVICES MANUAL POLICY

B. A copy of Medicaid card to confirm that the physician’s office has verified the recipient’s
eligibility.

C. All supporting medical documentation the requesting physician would like considered.

D. Procedure pre-approval requests:
1. Cannot be accepted from the facility/hospital personnel.
2. Require up to two working days to process.
3. Date of Service (DOS) must be within 30 days from the Prior Authorization’s date

of issue.

E. Retroactive Eligible Recipients
For those recipients who applied for Medicaid eligibility after services were rendered, the
QIO-like vendor must be contacted for retro eligible authorization.
The QIO-like vendor reviews the information for medical necessity, appropriateness of the
procedure and compliance with Medicaid program benefits. Written notification of the
review determination is sent to the physician and facility within 30 days of receipt of all
required documentation.

F. Prior Authorization Is Required When:

1.

A procedure indicated as “MD Office” is planned for a setting other than a
physician’s office, emergency department or clinic. This includes an ambulatory
surgery facility, a hospital-based outpatient surgery department or inpatient
treatment at an acute care hospital.

A procedure indicated as “Amb Surgical” is planned to be done on an inpatient
basis.

A procedure appearing on the list is planned for a recipient who is currently being
treated in an acute care hospital and the procedure is unrelated to the original reason
for admission. Authorization is not required if the procedure is for treatment related
to the admitting diagnosis.

The physician can provide compelling evidence that non-covered procedure is not
cosmetic but is medically necessary.

The Medicaid coverage is secondary to any other private, non-Medicare insurance
plans.
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6. A listed procedure(s) requiring prior authorization is to be performed in conjunction
with a procedure(s) exempt from authorization.
7. Any procedure is to be performed out-of-state that requires a prior authorization in-
state.
8. Any procedure that is to be performed on an inpatient basis.
9. A recipient is going to be rolled over from ambulatory or observation status to an

acute inpatient admission.

Prior Authorization is Not Required When:

1. A procedure is covered by Medicare Part B and Medicaid (QMB eligible) is only

required to pay coinsurance, up to the DHCFP allowable maximum.
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208 LONG TERM ACUTE CARE (LTAC) SPECIALTY HOSPITAL SERVICES POLICY

LTAC specialty hospitals meet Medicare inpatient hospital Conditions of Participation, maintain
an average length of stay greater than 25 days and provide comprehensive long-term acute care to
individuals with complex medical conditions and/or an acute illness, injury or exacerbation of a
disease process. Most commonly, specialty or LTAC hospitals treat patients who require
ventilator, wound care, or stroke-related services.

208.1 COVERAGE AND LIMITATIONS

A

B.

1.

COVERED SERVICES

The DHCFP reimburses medically necessary services meeting coverage
requirements, provided in either a freestanding long-term acute care hospital or a
long-term acute unit of a general hospital.

All of the following criteria must be met:

a. Frequent, specialized, therapeutic interventions are required on an inpatient
basis.
b. Services are ordered and supervised by a physician or another individual

authorized by State licensure law to prescribe treatment.

C. Services include skilled nursing services, with 24-hour, on-site, registered
nurse availability.

d. Services are provided in accordance with a multidisciplinary, coordinated
plan of care.
e. Services are authorized as medically necessary by the QlO-like vendor.

NON-COVERED SERVICES

Services are not covered in a long-term acute care hospital when:

1.
2.

A recipient does not meet eligibility requirements;

The services do not meet medical necessity requirements or are only for the
convenience of a recipient or a recipient’s family or physician; or

The services are limited to only rehabilitation, coma stimulation or pain
management interventions (e.g., relaxation techniques, stress management,
biofeedback).
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208.2 PRIOR AUTHORIZATION

A

Prior Authorization is required, except for Medicare and Medicaid dual eligible recipients

when Medicare benefits are not exhausted. Reference MSM Chapter 100, Authorization.

Authorization must be obtained on a retrospective basis when Medicaid eligibility is

B.
determined after admission to or discharge from an LTAC specialty hospital.
C. LTAC specialty hospital’s policy is consistent with applicable inpatient prior authorization
and utilization review policies, MSM Chapter 200, Inpatient Hospital Services Policy,
Coverage and Limitations, Authorization Requirements.
208.3 PROVIDER RESPONSIBILITIES

Providers must:

A

B.

Be in compliance with provider responsibilities specified in the MSM Chapter 200,

Inpatient Hospital Services Policy, Provider Responsibilities.

Maintain evidence of Medicare certification and state licensure as an LTAC.
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209 INPATIENT REHABILITATION SPECIALTY HOSPITAL SERVICES POLICY

Inpatient rehabilitation specialty hospitals and distinct inpatient rehabilitation units in a general or
CAH provide intensive, multidisciplinary, coordinated rehabilitation services (e.g., physical,
occupational, speech or prosthetics/orthotics therapy) to restore optimal function following an
accident or illness, (e.g., spinal cord injury, brain injury, stroke, neurologic disorders, congenital
deformity, burns, amputation, major multiple trauma, fractures of the femur or hip, severe
advanced osteoarthritis, active polyarticular rheumatoid arthritis, systemic vasculitis with joint
inflammation, knee or hip replacement). Inpatient rehabilitation involves both retraining and
relearning to achieve the maximal level of function possible, based on a recipient’s abilities and
disabilities.

209.1 COVERAGE AND LIMITATIONS
A COVERED SERVICES

1. The DHCFP reimburses medically necessary, intensive, inpatient rehabilitation
services meeting coverage requirements, provided in either a freestanding inpatient
rehabilitation hospital or an inpatient rehabilitation unit of a general or CAH.

2. All the following criteria must be met:
a. Services are ordered and provided under the direction of a physician with
specialized training or experience in rehabilitation.
b. Services are authorized as medically necessary by the QI1O-like vendor.
C. The inpatient admission is from an acute hospital or NF and is within one

year from the initial injury or illness or most recent surgery/hospitalization
as a result of the initial illness or injury.

d. Active and ongoing therapeutic interventions from multiple therapy
disciplines are required on an inpatient basis.

e. Rehabilitative service is provided a minimum of either three hours per day,
five days per week, or 15 hours within each seven-consecutive day period,
beginning the date of admission.

f. Physical and/or occupational therapy must be a component of rehabilitative
services provided.

g. Inpatient rehabilitation is only ordered when a recipient is capable of
making significant, measurable, functional improvement in activities of
daily living within a specified period of time.
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B.

A brief exception to the intensity of service requirement, during which a recipient
IS unable to participate in the intensive therapy program due to an unexpected
clinical event (e.g., severe flu symptoms, bed rest due to signs of deep vein
thrombosis, prolonged intravenous chemotherapy or blood transfusions), covered
when:

a. The exception is limited to once per admission and does not exceed three
consecutive days;

b. Comprehensive documentation of the unexpected clinical event is provided
to the QIO-like vendor; and

C. A preadmission screening, post admission physician evaluation and the plan
of care support that the recipient was initially able to actively participate in
the inpatient rehabilitation program.

In cases of brain injury, a recipient can be admitted on a trial basis lasting no longer
than seven days if a comprehensive preadmission assessment supports that the
recipient could reasonably be expected to benefit from an inpatient stay with an
interdisciplinary team approach to the delivery of rehabilitation services.
Additional days can be requested if assessments during the trial period demonstrate
the recipient will benefit from inpatient rehabilitation services.

A leave of absence not exceeding 32 hours for a therapeutic reason (e.g., preparing
for independent living) is covered when authorized by the QIO-like vendor and
when the following information is documented in a recipient’s medical record:

a. A physician’s order that specifies the number of hours for the leave;

b. The medically appropriate reason for the leave; and an evaluation of the
therapeutic effectiveness of the leave.

NON-COVERED SERVICES

Inpatient rehabilitation services are not covered when:

1.

The services do not meet authorization or other policy coverage requirements (e.g.,
a preadmission screening demonstrates a recipient cannot participate with intensive
rehabilitation services);

The level of rehabilitative care required can be safely and effectively rendered in
an alternate, less intensive setting, such as an outpatient rehabilitation department
or a SNF; or
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3. Treatment goals necessitating inpatient services are achieved or further progress

toward established rehabilitation goals is not occurring or is unlikely to occur.

209.2 PRIOR AUTHORIZATION

A

Prior Authorization is required, except for Medicare and Medicaid dual eligible recipients
when Medicare benefits are not exhausted. Refer to MSM Chapter 100, Authorization.

Prior Authorization is also required for a leave of absence expected to last longer than eight
hours or involving an overnight stay or a brief exception to the intensity of service rule.

Authorization must be obtained on a retrospective basis when Medicaid eligibility is
determined after admission to, or discharge from, an inpatient rehabilitation hospital.

Inpatient rehabilitation hospital policy is consistent with applicable inpatient prior
authorization and utilization review policies, MSM Chapter 200, Inpatient Hospital
Services Policy, Coverage and Limitations, Authorization Requirements,

209.3 PROVIDER RESPONSIBILITIES

A

Providers must be in compliance with Provider Responsibilities specified in the MSM
Chapter 200, Hospital Inpatient Services Policy, Provider Responsibilities.

Providers must ensure the following documentation is maintained in a recipient’s medical
record and submitted to the QlO-like vendor, as applicable:

1. A preadmission screen specifying the condition that caused the need for
rehabilitation, the recipient’s level of function, functional improvement goals and
the expected frequency and duration of treatments required to accomplish these
goals, any risk for clinical complications and the anticipated post discharge
destination.

2. A post-admission assessment performed by a rehabilitation physician documenting
a recipient’s status and any discrepancies between this assessment and the
preadmission screening.

3. Evidence of no less than 15 hours of therapy being provided per week, beginning
with the date of admission, unless comprehensive documentation is provided to the
QIO-vendor regarding an unexpected clinical event that meets the exception to
intensity of service criteria.

Providers must ensure that the rehabilitation plan of care is:
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Comprehensive, developed, and managed by a coordinated multidisciplinary team
that includes, but is not limited to, a physician and nurse with special training or
experience in the field of rehabilitation and a physical and/or occupational therapist;

Individualized and specify the intensity, frequency, and duration of therapies and
the anticipated, quantifiable treatment goals; and

Modified with changes in medical or functional status, as applicable.
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210 HEARINGS

Reference MSM Chapter 3100 — Hearings for the hearings process.
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POLICY #02-01 FREESTANDING BIRTHING CENTERS February 1, 2020

EFFECTIVE DATE:

DESCRIPTION

Section 2301 of the Affordable Care Act (ACA) requires coverage of services furnished at freestanding
birthing centers. A freestanding birthing center is described as a health facility that is not a hospital or
physician’s office, where childbirth is planned to occur away from the pregnant woman’s residence. The
freestanding birthing center must be in compliance with applicable state licensure and nationally
recognized accreditation organization requirements for the provision of prenatal care, labor, delivery, and
postpartum care. Freestanding birthing center complies with Section 2301 of the ACA freestanding
birthing center requirements related to the health and safety of recipients provided services by licensed
freestanding birthing centers.

POLICY

The DHCFP freestanding birthing center coverage and reimbursement is limited to medically necessary
childbirth services which use natural childbirth procedures for labor, delivery, postpartum care, and
immediate newborn care. Freestanding birthing center coverage and reimbursement are limited to women
admitted to a freestanding birthing center in accordance with adequate prenatal care, prospect for a normal
uncomplicated birth defined by criteria established by the American College of Obstetricians and
Gynecologists and by reasonable generally accepted clinical standards for maternal and fetal health.

Refer to the Maternity Care section of MSM Chapter 600 — Physician Services, for comprehensive
maternity care coverage provided by physicians and/or nurse midwives.

PRIOR AUTHORIZATION IS NOT REQUIRED
COVERAGE AND LIMITATIONS
1. COVERED SERVICES

a. Freestanding birthing center reimbursement includes childbirth services for labor, delivery,
post-partum and immediate newborn care when the following pregnancy criteria are met:

1. An uncomplicated low-risk prenatal course is reasonably expected to result in a
normal and uncomplicated vaginal birth in agreement with licensed freestanding
birthing center protocol;

2. Completion of at least 36 weeks gestation and not more than 42 weeks gestation.
b. Freestanding birthing centers are not eligible for reimbursement if:
1. The pregnancy is high-risk.

2. There is history of major uterine wall surgery, cesarean section or other obstetrical
complications which are likely to recur.

3. The recipient is discharged prior to delivery.

2. NON-COVERED SERVICES
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a. Emergency treatment as a separately billed service provided by the freestanding birthing
center. For emergency treatment provided in a hospital — refer to policy in MSM Chapter
200 — Hospital Services; and

b. Emergency medical transportation as a separately billed service provided by the
freestanding birthing center. For policy related to emergency transportation — refer to MSM
Chapter 1900 — Transportation Services.

E. PROVIDER REQUIREMENTS
Freestanding birthing centers must meet the following criteria:

1. Have a provider contract with the DHCFP. Refer to MSM Chapter 100 — Medicaid Program,
Provider Enrollment.

2. Meet applicable state licensing and/or certification requirements in the state in which the center is
located.

3. Licensure from Health Care Quality and Compliance (HCQC) as a freestanding birthing center.

4. Informed consent: Each recipient admitted to the freestanding birthing center will be informed in
writing at the time of admission of the nature and scope of the center’s program and of the possible
risks associated with maternity care and childbirth in the center.

For billing instructions and a list of covered procedure and diagnosis codes, please refer to the QIO-like
vendor’s Billing Manual.
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POLICY #02-02 FEDERAL EMERGENCY SERVICES PROGRAM December 1, 2023

EFFECTIVE DATE:

A

INTRODUCTION

The Nevada State Plan provides that certain non-United States (U.S.) citizens, who otherwise meet the
requirements for Title XIX eligibility, are restricted to receive only emergency service as defined by 42
CFR 440.255, titled “Limited Services Available to Certain Aliens.” Provision of outpatient emergency
dialysis health care services through the Federal Emergency Services (FES) Program is also deemed an
emergent service for this eligibility group. The FES Program is also known as Emergency Medicaid Only
(EMO).

DEFINITIONS

For the purpose of this chapter, the following definitions apply:

1.

Federal Emergency Service (FES) Program — The DHCFP will reimburse only for the non-citizens
care and services which are necessary for the treatment after sudden onset of an emergency
condition. As defined in 42 CFR 440.255, an emergency condition means a medical condition
(including emergency labor and delivery) manifesting itself by acute symptoms of sufficient
severity (including severe pain) such that the absence of immediate medical attention could
reasonably be expected to result in:

a. Placing the FES recipient’s health in serious jeopardy;
b. Serious impairment to bodily functions; or
C. Serious dysfunction of any bodily organ or part.

FES recipient — Means a qualified or non-qualified non-citizen as described by 42 CFR 435.406(c)
and 42 CFR 436.406(c) who receives services pursuant to 42 CFR 440.255.

Acute — Means symptoms that have arisen quickly, and which are short-lived.

Chronic — Means a health-related state that is not acute persisting for a long period of time or
constantly recurring. The only chronic condition covered by the FES Program is ESRD.

End Stage Renal Disease (ESRD)/Dialysis Services — Means the method by which a dissolved
substance is removed from the body of a patient by diffusion, osmosis, and convection from one
fluid compartment to another fluid compartment across a semipermeable membrane (i.e.,
hemodialysis, peritoneal dialysis, and other miscellaneous dialysis procedures). This chronic
condition is covered.

Stabilized — With respect to an emergency medical situation, means that no material deterioration
of the condition is likely, within reasonable medical probability, to result from or occur during the
transfer of the individual from a facility.

COVERAGE AND LIMITATIONS

1.

Refer to ICD-10-CM Emergency Diagnosis Codes for Non-Citizens with Emergency Medical Only
Coverage for a list of diagnosis codes that may meet the criteria of EMO services.

Any acute emergency medical condition that meets the definition of FES Program as identified
above in the definitions described and 42 CFR 440.255.
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EFFECTIVE DATE:
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3. Outpatient dialysis services for a FES recipient with ESRD are covered as an emergency service
when the recipient’s treating physician signs and completes the certification stating that in his/her
medical opinion the absence of receiving dialysis at least three times per week, would reasonably

be expected to result in any one of the following:

a. Placing the FES Program recipient’s health in serious jeopardy;
b. Serious impairment of bodily functions; or
C. Serious dysfunction of a bodily organ or part.

D. PRIOR AUTHORIZATION

1. Authorization requirements for all emergency services under 42 CFR 440.255 must follow
authorization requirements as outlined in MSM Chapter 200.

2. Prior authorization is not required for ESRD services.

3. Refer to “Provider Requirements” Section for treating physician ESRD certification form

requirements.

E. NON-COVERED SERVICES

1. FES Program — dialysis for an eligibility group not qualified under 42 CFR 435.406(2)(i)(ii).

2. Services covered prior to the coverage date of this policy.
3. Services deemed non-covered when:
a. The “FA 100 — Initial Emergency Dialysis Case Certification” form is incomplete and/or

missing from the FES recipient’s medical record.

b. The “FA 101 — Monthly Emergency Dialysis Case Certification” form is incomplete and/or

missing from the FES recipient’s medical record.

F. ESRD PROVIDER REQUIREMENTS

1. Treating physicians must complete and sign the “FA 100 — Initial Emergency Dialysis Case
Certification” form and the “FA 101 — Monthly Emergency Dialysis Case Certification” form.
These forms must be maintained in the FES recipient’s medical record. These forms are found on

the QlO-like vendor website.

2. The DHCFP may audit FES Program recipient medical records to ensure compliance with the

initial and monthly requirement.

3. For billing instructions, please refer to the QIO-like vendor’s Billing Manual and/or PT45 and 81

Billing Guide.
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POLICY #02-03 HOSPITAL WITH SWING BEDS February 1, 2020

EFFECTIVE DATE:

DESCRIPTION

A swing bed is a bed in a rural or CAH, certified as a swing bed by CMS, which can be used to provide
either acute care or post-acute skilled nursing services. A recipient admitted to a swing bed for post-acute
skilled nursing services following discharge from acute inpatient care, does not have to change beds or
locations in a facility, unless required by the facility.

POLICY

This policy is specific to an acute inpatient bed that provides post-acute NF services. The DHCFP
reimburses post-acute/NF swing bed days when: a recipient receiving acute inpatient hospital services for
at least three consecutive calendar days (not including the day of discharge) requires post-acute, skilled
nursing services seven days a week and no NF placement is available or the recipient or family refuses
NF placement outside the rural area. The three-day qualifying acute inpatient stay does not have to be
from the same facility as the swing bed admission. Placement in a swing bed must be on a temporary (not
long-term) basis.

PRIOR AUTHORIZATION

Prior authorization is required, except for Medicare and Medicaid dual eligible recipients when Medicare
benefits are not exhausted. Refer to MSM Chapter 100, Authorization.

Authorization must be obtained on a retrospective basis when Medicaid eligibility is determined after
admission to or discharge from a swing bed.

Services not included in the per diem rate may require prior authorization. Reference the MSM Chapter
applicable to the service type regarding authorization requirements.

COVERAGE AND LIMITATIONS
1. COVERED SERVICES

a. The DHCFP covers medically necessary, post-acute, NF LOC services provided on an
inpatient basis and reimbursed at a per diem rate. The per diem rate includes routine
services and supplies, including a regular room, dietary services, nursing services, social
services, activities, medical supplies, oxygen and the use of equipment and facilities

b. The following services are separately reimbursed when the service meets policy
requirements specific to that service:

1. Drugs available by prescription only, including compounded prescriptions and TPN
solution and additives.

2. Nutritional supplements in conjunction with tube feedings.

3. Personal appliances and devices, if recommended by a physician, such as
eyeglasses, hearing aids, braces, prostheses, etc.

4. Customized durable medical equipment.

5. Emergency transportation.
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POLICY #02-03 HOSPITAL WITH SWING BEDS February 1, 2020
6. Physical, occupational and speech therapy services.
7. Physician services.
8. Laboratory, portable x-ray and other diagnostic services.
9. Repair of medical equipment and appliances which belong to the recipient.
2. NON-COVERED SERVICES

a. Swing bed placement when NF placement is available in the rural area where the hospital
is located or in another rural or urban area acceptable to the recipient or family.

b. Swing bed days not authorized by the QI1O-like vendor.

E. PROVIDER RESPONSIBILITIES

1.

Ensure compliance with Provider Responsibility requirements specified in Chapter 200, Section
203.2, federal and state swing bed requirements and the DHCFP coverage and authorization
requirements.

Utilize available NF beds prior to requesting swing bed placement, unless NF placement is outside
the rural area and there is documented evidence that a recipient or family objects to placement
outside the rural community.

Transfer a recipient to the first available NF bed.

Reference Chapter 500 for Pre-Admission Screening and Resident Review (PASRR) and NF LOC
screening requirements prior to a recipient being transferred from a swing bed to a NF bed within
the hospital or at another facility.

F. DOCUMENTATION

1.

Notify and submit required documentation to the QIO-like vendor to initiate admission and
concurrent review authorizations when a recipient is retro eligible.

Submit the following documentation to the QIO-like vendor with the initial authorization request:

a. A history and physical or acute inpatient discharge summary indicating the need for skilled
nursing services;

b. A physician acute hospital discharge order and swing bed admission order;

C. NF placement efforts with documentation regarding NF bed unavailability or recipient or
family refusal of NF placement outside the rural area; and any additional documentation
requested by the QI10-like vendor.

Submit the following documentation to the QIO-like vendor with a concurrent swing bed
authorization request no less frequently than monthly (when applicable):
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POLICY #02-03

EFFECTIVE DATE:
HOSPITAL WITH SWING BEDS February 1, 2020

a.

Ongoing NF placement efforts and either the reasons NF bed placement is not available or
recipient or family refusal of NF placement outside the rural area;

A monthly nursing assessment summary indicating a recipient continues to meet a skilled
LOC; and

Any additional documentation requested by the QIO-like vendor.

February 1, 2020
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POLICY #02-04 OUTPATIENT OBSERVATION SERVICES February 1, 2020

EFFECTIVE DATE:

A

DESCRIPTION

Outpatient observation services are physician ordered, clinically appropriate, short term hospital
outpatient services including diagnostic assessment and treatments provided when a recipient’s medical
needs do not meet acute inpatient care guidelines. A recipient’s condition is further evaluated to determine
if inpatient admission is required, or the recipient can be safely discharged. Outpatient observation services
do not have to be provided in a designated hospital observation unit. Outpatient observation services can
be provided in any area of a hospital, such as on an obstetric unit or an intermediate/progressive coronary
care unit.

POLICY

Outpatient observation services are reimbursed when ordered by a physician or other clinician authorized
by State licensure law and hospital staff bylaws to order services and at an hourly basis up to 48 continuous
hours.

Medically necessary ancillary services (e.g. laboratory, radiology and other diagnostics, therapy and
pharmacy services) that meet the coverage and authorization requirements of the MSM applicable to the
service are separately reimbursed.

Observation and ancillary services provided at the same facility and on the same calendar date as an
inpatient admission, as part of one continuous episode of care, are included in the first inpatient day, per
diem rate (a rollover admission). Observation hours (not exceeding the observation 48-hour limit) and
ancillary services rendered on the calendar date(s) preceding the rollover inpatient admission date are
separately reimbursed.

PRIOR AUTHORIZATION IS NOT REQUIRED for hourly outpatient observation.

Medically necessary ancillary services may require prior authorization. Reference the MSM Chapter
applicable to the service type regarding authorization requirements.

COVERAGE AND LIMITATIONS

1. COVERED SERVICES

a. Observation begins the date and time specified on the physician’s observation order, not
when the recipient is placed in an observation bed. Observation ends when the 48-hour
policy limit is reached or at the date and time the physician writes an order for either
inpatient admission, transfer to another healthcare facility or discharge.

b. Observation days are covered when:
1. A recipient is clinically unstable for discharge from an outpatient setting due to
either:
a. A variance from generally accepted, safe laboratory values;
b. Clinical signs and symptoms above or below normal range requiring an

extension of monitoring and further evaluation;
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EFFECTIVE DATE:

POLICY #02-04 OUTPATIENT OBSERVATION SERVICES February 1, 2020
C. An unstable presentation with vague symptoms and no definitive diagnosis;
or
d. An uncertain severity of illness or condition in which a change in status

requiring medical intervention is anticipated.

e. A significant adverse reaction occurs subsequent to a therapeutic service
(e.g., blood or chemotherapy administration, dialysis);

f. The medically necessary services provided meet observation criteria, a
provider is notified that inpatient admission is denied because it does not
meet acute inpatient LOC criteria, a physician writes an order for
observation status and patient rights and utilization review federal
requirements are met pertaining to changing an inpatient admission to
outpatient observation status.

2. NON-COVERED SERVICES

Observation hours exceeding the 48-hour limit.

Services rendered without a signed, dated physician order or documentation in the medical
record that specifies the date and time observation services were initiated and discontinued.

Diagnostic testing or outpatient procedures prescribed for medically stable individual or
services deemed by the DHCFP, the DHCFP’s QIO-like vendor or other authorized agency
as not medically necessary or appropriate.

Observation status when either a recipient’s medical condition or treatment needs meet
acute inpatient guidelines/standards of care or the probability of a significant, rapid onset
complication is exceptionally high requiring prompt interventions available only in an
inpatient setting.

Services that can be safely and effectively provided in a less restrictive setting (e.g., a
physician’s office, emergency department, clinic, urgent care setting).

Services limited to a therapeutic procedure (e.g., outpatient blood transfusion, intravenous
fluids, chemotherapy administration, dialysis) when no other service is required or in the
absence of a documented adverse reaction.

Services that are routine preparation prior to or monitoring after a diagnostic test, treatment,
procedure or outpatient same-day surgery.

Services immediately preceding an inpatient admission for elective induction of labor
(EIOL) prior to 39 weeks’ gestation when the EIOL is not authorized as medically
necessary.

Services provided solely for the convenience of a recipient, recipient’s family or physician.

Services provided to an individual not eligible (concurrently or retrospectively) for
Medicaid or NCU on the date of service or not covered by or performed in compliance
with this or any other MSM Chapter.

February 1, 2020
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POLICY #02-04

OUTPATIENT OBSERVATION SERVICES

EFFECTIVE DATE:
February 1, 2020

3. DOCUMENTATION REQUIREMENTS

Ensure the following information is maintained in a recipient’s medical record:

a.

b.

A physician’s order, clearly indicating the dates and times that observation begins and ends.

Comprehensive documentation that supports medical necessity and describes, when

applicable:

1. A significant complication or adverse reaction that requires services that would
normally be included in a recovery or post-procedure period; or

interventions available in an observation setting.

A high probability of a significant, rapid onset complication requiring prompt

February 1, 2020
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MEDICAID SERVICES MANUAL
TRANSMITTAL LETTER

August 27, 2019

TO: CUSTODIANS OF MEDICAID SERVICES MANUAL
FROM: TAMMY MOFFITT, CHIEF OF OPERATIONS
SUBJECT: MEDICAID SERVICES MANUAL CHANGES

CHAPTER 300 - RADIOLOGY SERVICES

BACKGROUND AND EXPLANATION

Revisions to Medicaid Services Manual (MSM) Chapter 300 — Radiology Services are being
proposed to remove prior authorization requirements for medically necessary Magnetic Resonance
Imaging (MRI), Magnetic Resonance Angiography (MRA), Magnetic Resonance Spectroscopy
(MRS) and Positron Emission Tomography (PET) scans.

Entities Financially Affected: Outpatient Hospitals (PT 12), Physician, M.D., Osteopath (PT 20),
Advanced Practice Registered Nurse (PT 24), Radiology (PT 27) and Physician Assistant (PT 77).

Financial Impact on Local Government: Overall impact will be budget neutral.

These changes are effective September 1, 20109.

| MATERIAL TRANSMITTED | | MATERIAL SUPERSEDED
MTL 17/19 MTL 16/18
MSM 300 - RADIOLOGY SERVICES MSM 300 - RADIOLOGY SERVICES

Background and Explanation of Policy
Manual Section Section Title Changes,
Clarifications and Updates

303.1A(1) COVERAGE AND  Replaced Nurse Practitioner with Advanced Practice
LIMITATIONS Registered Nurse.

303.1A(5) COVERAGE AND Removed prior authorization requirements for
LIMITATIONS medically necessary Magnetic Resonance Imaging
(MRI), Magnetic Resonance Angiography (MRA),
Magnetic Resonance Spectroscopy (MRS) and
Positron Emission Tomography (PET) scans.
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MTL 02/11

Section:
DIVISION OF HEALTH CARE FINANCING AND POLICY 300

Subject:
MEDICAID SERVICES MANUAL INTRODUCTION

300 INTRODUCTION

Diagnostic testing and radiologic services are federally mandated Division of Health Care
Financing and Policy (DHCFP) Medicaid and Children’s Health Insurance Program (CHIP)
benefits. This chapter presents policy diagnostic services provided in outpatient hospitals,
diagnostic centers or mobile units.

The DHCFP reimbursement is based on the need to establish a diagnosis and to prescribe
treatment. Reimbursement is also provided for progressive follow-up or staging. Diagnostic
studies are rendered according to the written orders of the Physician, Physician’s Assistant or an
Advanced Practitioner of Nursing (APN) and must be directly related to the presenting symptoms.

All Medicaid policies and requirements (such as prior authorization, etc.) are the same for Nevada
Check Up (NCU), with the exception of the four areas where Medicaid and NCU policies differ
as documented in the NCU Manual Chapter 1000.
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DIVISION OF HEALTH CARE FINANCING AND POLICY 301

Section:

MEDICAID SERVICES MANUAL REGULATORY AUTHORITY

Subject:

301
301.1

301.2

301.3

301.4

REGULATORY AUTHORITY

The citation denoting the amount, duration and scope of services are found in 42 Code of Federal
Regulations (CFR), Part 435 and Sections 1902 (a) (10) (A) (1) (1V) and (V1), 1902 (a) (10) (A) (ii)
(XI), 1902 (a) (10) (E), 1902 (1) and (m), 1905 (p), (q) and (s), 1920, and 1925 of the Act. Title
XVIII of the Social Security Act (SSA), 1862 (a) (1) (A), 411.15 et. seq. Title XVIII of the SSA,
1862 (a) (7), 405.1411-1416.

The State Legislature sets forth standards of practice for licensed professionals in the following
Nevada Revised Statutes (NRS):

Chapter 454 — Poisons; Dangerous Drugs and Hypodermics (Section 454.213);
Chapter 457 — Cancer;
Chapter 630 — Physicians and Assistant;

Chapter 639 — Pharmacists and Pharmacy (Sections 639.008, 639.0095, 639.0097, 639.0105,
639.0125 and 639.0143.)

Also cited, Title XXI State Plan Attachment 1.2-B, 101.9 E (Page 7) of Title XIX State Plan.

The Food and Drug Administration (FDA), Mammography Quality Standards Act (MQSA) of
1992.
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DIVISION OF HEALTH CARE FINANCING AND POLICY

Section:
302

MEDICAID SERVICES MANUAL

Subject:
RESERVED

302 RESERVED
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Section:
DIVISION OF HEALTH CARE FINANCING AND POLICY 303
Subject:
MEDICAID SERVICES MANUAL POLICY
303 MEDICAID POLICY
303.1 RADIOLOGICAL STUDIES

The DHCFP medical assistance programs will reimburse for those covered services that are
considered to be medically necessary for the diagnosis and treatment of a specific illness, symptom,
complaint or injury or to improve the functioning of a malformed body part without prior payment
authorization. The investigational use for any radiological test is not a Medicaid covered benefit

303.1A COVERAGE AND LIMITATIONS

1.

A licensed physician or other licensed persons working within the scope of their practice
must request radiology services (e.g., Advanced Practice Registered Nurse, Physician
Assistant, Podiatrist, etc.).

Payment for X-rays and other radiological examinations will only be allowed for those
services that are considered to be reasonable and necessary for the diagnosis and treatment
of a specific illness, symptom, complaint or injury or to improve the functioning of a
malformed body part.

An annual screening mammography is a covered benefit without prior authorization for
women age 40 and older and/or a woman between the ages of 35-39 considered a high risk
for breast cancer. High risk is defined as one or more of the following conditions:

a. Personal history of breast cancer;

b. Personal history of biopsy — proven beginning breast disease;
C. A mother, sister or daughter had breast cancer; and/or

d. A woman who has not given birth prior to age 30.

Diagnostic and/or treatment mammography’s are not restricted to age or sex and do not
require prior authorization.

The choice of the appropriate imaging modality or combination of imaging modalities
should be determined on an individual level. Prior authorization is not required for
medically necessary Magnetic Resonance Imaging (MRI), Magnetic Resonance
Angiography (MRA), Magnetic Resonance Spectroscopy (MRS) or Positron Emission
Tomography (PET) scans and the determination of medical necessity is based on nationally
recognized evidenced based clinical guidelines. Examples include but are not limited to:
MCG/McKesson/Interqual Criteria. Always use other modalities or less expensive tests
such as CT, ultrasound or standard X-ray, etc., when they will achieve the required results.

September 1, 2019
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DIVISION OF HEALTH CARE FINANCING AND POLICY 303

Section:

MEDICAID SERVICES MANUAL POLICY

Subject:

Use of approved modalities for investigational/experimental reasons are not a Medicaid
benefit. Prior authorization will not be required for initial testing and tumor staging. Other
repeated testing will require prior authorization.

6. The DHCFP medical assistance programs cover certain types of X-rays and cover skeletal
films for arms, legs, pelvis, vertebral column, skull, chest and abdominal films that do not
involve the contrast material and electro cardiograms furnished by a portable X-ray supplier
in a residence used as a recipient’s home. These services must be performed under the
general supervision of a physician. All licensing conditions and health and safety conditions
must be met. Coverage of portable services are defined in 42 CFR 486.

7. Documentation must be available in the clinical record to support the reasonable and
necessary indications for all testing.

8. The following exception requires prior authorization:

All non-emergency services referred and/or provided out-of-state.

9. See Billing Manual for Diagnostic Test prior authorization schedule.

303.1B PROVIDER RESPONSIBILITY

Providers are responsible for the following:

1.

Verify program eligibility each month (e.g., Qualified Medicaid Beneficiary (QMB),
Managed Care Organization (MCO), etc.) and comply with the program requirements.
Example: A QMB only recipient never requires a Medicaid payment authorization.

The provider must allow, upon the request of proper representatives of the DHCFP, access
to all records which pertain to Medicaid or CHIP recipients for regular review, audit or
utilization review.

Evidence to support medical necessity for the procedures must be clearly documented in the
clinical record. Duplicative testing when previous results are still pertinent is not a covered
benefit.

The ordering physician is responsible for forwarding appropriate clinical data to the
diagnostic facility.

September 1, 2019
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DIVISION OF HEALTH CARE FINANCING AND POLICY 303

Section:

MEDICAID SERVICES MANUAL POLICY

Subject:

303.1C

303.1D

303.2

303.2A

303.3

RECIPIENT RESPONSIBILITY
The DHCFP medical assistance program recipient must:
1. present a current Medicaid card to service providers at each encounter.

2. notify providers immediately for any change in eligibility status, e.g. pending status to
eligible or Fee-for-Service to managed care.

PRIOR AUTHORIZATION

Providers must submit the following documentation to substantiate a prior authorization request:
the date, place and results of previous diagnostic tests performed. Fax or mail all information to the
Quality Improvement Organization (QIO)-like vendor.

SCREENING MAMMOGRAPHY
Screening mammograms are radiological procedures furnished to a woman without signs or
symptoms of breast disease, for the purpose of early detection of breast cancer, and include a

physician’s interpretation of the results. The service must be at a minimum, a two-view exposure
(that is, a cranio-caudal and medial lateral oblique view) of each breast.

The DHCFP pays for routine screening mammograms annually for women over age 40. For women
aged 35-39, a baseline mammogram is allowed once during this period of time. All facilities
providing mammography services are required to have a certificate issued by the FDA, assuring the
mammography provider meets national quality standards in accordance with the MQSA of 1992.
COVERAGE AND LIMITATIONS

A doctor’s prescription or referral is not necessary for the procedure to be covered. It is required
that there be 365 days from the date of the last mammogram until the next mammogram.

ELECTRODIAGNOSTIC TESTING/NEUROPHYSIOLOGICAL STUDIES
A neurological evaluation must proceed diagnostic testing.
a. ELECTROENCEPHALOGRAM (EEQG)

Routine EEG tests measure and record the electrical impulses from the cortex of the brain.
A diagnosis can only be made with correlating clinical findings.
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DIVISION OF HEALTH CARE FINANCING AND POLICY 303

Section:

MEDICAID SERVICES MANUAL POLICY

Subject:

303.3A

303.4

b. 24-HOUR ELECTROENCEPHALOGRAPHIC RECORDING

Intensive EEG recording (24-hours) is a safe and clinically effective method of diagnosis,
classification and localization for seizure disorders and other factors precipitating individual
seizures. Results can indicate which category of medication may be the most successful.

C. EEG BRAIN MAPPING

EEG brain mapping is a term commonly used for several quantitative EEG techniques.
These include:

1. EEG frequency analysis;

2. topographic display;

3. statistical comparisons to a normative database; and

4. other similar computer-based calculations based on EEG or evoked potentials.

Prior authorization requests must be reviewed by a Physician Advisor highly skilled in
clinical electroencephalographic testing for services which are provided by physician
specialists in clinical electroencephalography. A specific correlating diagnosis has not been
established.

COVERAGE AND LIMITATIONS:

EEG testing is covered when supported by sufficient information that its use was medically
appropriate considering the patient’s symptoms and preliminary diagnosis.

24-hour EEG recordings and EEG mapping require prior payment authorization.
ELECTROMYOGRAPHY (EMG), NERVE CONDUCTION STUDIES (NCS) DESCRIPTION:

Electromyoneurography is the combined use of electromyography (EMG) and
electroneurography/NCS. These studies are done to detect neuromuscular abnormalities by
measuring the nerve conduction and muscle potentials. F-wave studies assess motor nerve function
along each nerve. An impulse generated at the stimulating electrode travels up the motor nerves to
the motor neuron cell bodies in the spinal cord, on to the neuromuscular junction and the muscle.
H-reflex studies are entirely separate from F-wave studies. H-reflex studies assess sensory and
motor nerve function and their connections in the spinal cord. The EMG/NCS testing in
combination with evaluating the range of motion, motor power, sensory defects and reflexes can
differentiate between neuropathy and myopathy.
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Section:
DIVISION OF HEALTH CARE FINANCING AND POLICY 303
Subject:
MEDICAID SERVICES MANUAL POLICY
303.4A COVERAGE AND LIMITATIONS:

1. EMG measures the electrical activity of muscles at rest and during contractions.

2. NCS - Diagnostic nerve conduction studies include amplitude which differentiates nerve
conduction studies from screening studies performed with devices which only measure
latency.

3. F-wave studies are usually performed in conjunction with conventional motor nerve
conductions studies of the same nerve. F-wave studies assess motor nerve function along
the entire extent of each selected nerve.

4. Reflex Tests — H-reflex testing is unilateral and usually involves assessment of the tibial
motor nerve and the gastrocnemius-soleus muscle complex. They are not often performed
in conjunction with conventional nerve conduction studies of this nerve-muscle pair.
Typically, only one or two H-reflex studies are performed on a patient during a given
encounter.

5. Neuromuscular junction testing
COVERED DIAGNOSIS:

Carpal Tunnel Syndrome Neuritis
Diabetic Neuropathy Neuromuscular conditions
Disorders of the Peripheral Nervous System Pain in Limb
Disturbance of Skin Sensation Plexopathy
Fasciculation Joint Pain Radiculopathy
Muscle Weakness Spinal Cord Injury
Myopathy Swelling and Cramps
Myositis Trauma to Nerves
Nerve Root Compression Weakness
See Billing Manual for prior authorization requirements.

303.5 EVOKED POTENTIALS (EPs):

SHORT-LATENCY SOMATOSENSORY EVOKED POTENTIAL STUDY (SSEP)
VISUAL EVOKED POTENTIAL (VEP)
AUDITORY EVOKED POTENTIALS (AEP)

DESCRIPTION: EPs are time-locked responses of the nervous system to external stimuli.
Somatosensory evoked potentials (SEPs) are one type of EP, which are generated by stimulation of
afferent peripheral nerve fibers elicited by electrical, tactile or other stimuli. “Short-latency” SEP
(SSEP) refers to that portion of the waveform of an SEP normally occurring within a specific time

February 15, 2012
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Section:
DIVISION OF HEALTH CARE FINANCING AND POLICY

303

Subject:
MEDICAID SERVICES MANUAL

POLICY

lapse variable after nerve stimulation. SEP abnormalities are not disease specific but can indicate

afferent conduction impairments associated with certain disorders.

303.5A COVERAGE AND LIMITATIONS

1. The SEP study is separated into upper and lower limbs to recognize that switching from the
upper to lower limbs requires an increase in work because many stimulating and recording
electrodes must be moved and the patient must be stimulated many more times to perform

the additional testing.

2. SEP studies performed on the trunk or head are completely separate tests from the upper

and lower limb studies.

3. The visual evoked potential codes are clinical neurophysiologic studies.

4, The auditory evoked potential procedure codes can be a clinical neurophysiologic study as

well as an audiology study.

COVERED DIAGNOSIS

SEP/SSEP: VER:

Spinal Cord Lesions Lesions of Optic Nerve/Optic Tracts
Stroke Multiple Sclerosis (MS)

Extremity numbness and weakness

ABR:

Lesions in the Brain Stem including Tumor Cerebellopontine Angle Lesions
Evaluate Hearing in Infants, Children, Adults Infarctions

Evaluation for peripheral Hearing Loss MS

See Billing Manual for prior authorization requirements.

303.6 MAGNETOENCEPHALOGRAPHY (MEG)
INTRAOPERATIVE NEUROPHYSIOLOGY MONITORING

DESCRIPTION: MEG is a highly refined noninvasive technique that measures the magnetic fields
obviate the need for depth
electrodes in the precise localization of epileptogenic foci. MEG Non-invasive use of MEG and
MEG - EEG have been able to help focus subdural electrodes for a chronic intracranial presurgical
evaluation in recipients with medically intractable epilepsy and comparison of epileptic activity

generated by active groups of nerve cells in the brain which would

with normal evoked responses may help localize epileptic zones.
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DIVISION OF HEALTH CARE FINANCING AND POLICY 303

Section:

MEDICAID SERVICES MANUAL POLICY

Subject:

303.6A

303.7

303.7A

Intraoperative neurophysiology/electrophysiologic monitoring of the nervous system is now widely
used to help prevent complications and to identify structures during neurosurgical and other
procedures. These techniques include EEG, evoked potentials, EMG and nerve conduction velocity
(NCV) testing and monitoring.

COVERAGE AND LIMITATIONS:

MEG - The procedure is limited to localization of the seizure zone in medically intractable partial
epilepsy for recipients being considered for surgical intervention.

Intraoperative electrophysiologic monitoring — EEG or SEP to monitor for cerebral ischemia;
electrocorticography (ECoG) and SEP sensory cortex identification to define the limits of cortical
resection; SEP spinal cord monitoring; Brainstem Auditory Evoke Potential (BAEP) and cranial
nerve EMG monitoring during posterior fossa procedures; functional localization of cortex with
direct cortical stimulation in expert hands; and EMG and compound muscle and nerve action
potential measurements of various peripheral nervous system structures.

1. COVERED DIAGNOSIS:
Partial intractable epilepsy, without mention of impairment of consciousness.
See Billing Manual for prior authorization requirements.

2. DOCUMENTATION REQUIREMENTS

Documentation supporting medical necessity for any of the above procedures must be
clearly documented in the recipient’s medical record and submitted when a prior
authorization is required.

SLEEP STUDY SERVICES
SLEEP STUDY DESCRIPTION

1. According to the U.S. Department of Health and Human Services, National Institutes of
Health (NIH), sleep studies are tests that measure how well someone sleeps and how the
body responds to sleep problems. Sleep studies are necessary because untreated sleep
disorders can raise risk for heart disease, high blood pressure, stroke and other medical
conditions. Sleep disorders have also been linked to an increased risk of injury, such as
falling in the elderly and automobile accidents.

a. The following sleep study tests are covered benefits: Polysomnography (PSG) is the
scientific evaluation of sleep that involves a physiologic recording of brain waves,
oxygen level in blood, heart rate and breathing and eye and leg movements.
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b. The multiple sleep latency test (MSLT) is performed to measure daytime sleepiness.

Also known as a daytime nap study, the MSLT is the standard tool used to diagnose
narcolepsy and idiopathic hypersomnia.

2. Sleep study services are performed with physician review, interpretation and report.

303.7B PRIOR AUTHORIZATION

1. The PSG and MSLT sleep study tests are limited to two services in a 12-month period
without prior authorization. If the services exceed limitations, a prior authorization is
required.

2. Prior authorization for MSLT includes authorization for a PSG performed on the preceding
night to be valid.

3. Documentation supporting medical necessity for sleep study services must be clearly
documented in the recipient’s medical record and submitted when a prior authorization is
requested.

303.7C COVERAGE AND LIMITATIONS
1. Sleep studies are covered services in the following settings:
a. a certified or accredited sleep disorder facility; or
b. an in-home (unattended) setting in conjunction with a comprehensive sleep
evaluation by a physician board certified in sleep medicine.

2. A licensed physician or other licensed professional working within the scope of their
practice must request the appropriate test.

3. The ordering provider is responsible for forwarding appropriate clinical data to the
diagnostic facility.

4. The need for diagnostic testing is confirmed by medical evidence, e.g. recipient history,
physician examination and other laboratory tests.

5. Reference Medicaid Services Manual (MSM) Chapter 1300, Durable Medical Equipment,
for coverage and limitation guidelines for the positive airway pressure device services.

6. Polysomnography (PSM) minimum requirements include the following:

a. EEG,;
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8.

9.

b.

C.

Electro-oculography (EOG); and

EMG.

Additional parameters of sleep which may be monitored include:

J-

k.

EKG;
Airflow;

Ventilation and respiratory effort;

Gas exchange by oximetry, transcutaneous monitoring or end tidal gas analysis;

Extremity muscle activity, motor activity-movement;

Extended EEG monitoring;
Penile tumescence;

Gastroesophageal reflux;

Continuous blood pressure monitoring;

Snoring; and

Body positions, etc.

A PSG must be recorded and staged.

MSLT’s are covered only when symptoms suggest a diagnosis of narcolepsy.

303.7D UNATTENDED SLEEP STUDIES

1.

Portable monitoring (PM) for the diagnosis of obstructive sleep apnea (OSA) should be

performed only in conjunction with a comprehensive sleep evaluation.

Clinical sleep evaluations following PM must be supervised and evaluated by a physician

board certified in sleep medicine.

PM may be used as an alternative to PSG for the diagnosis of OSA in recipients with a high

pretest probability to moderate to severe OSA.

July 15, 2016
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4. PM should not be used for the following recipients:
a. with significant comorbid medical conditions that may degrade the accuracy of PM,

including moderate to severe pulmonary disease, neuromuscular disorders, asthma,
stroke, severe hypertension or congestive heart failure.

b. suspect of having other sleep disorders, including central sleep apnea, periodic limb
movement disorder, insomnia, parasomnias, circadian rhythm disorders or
narcolepsy.

5. PM should not be used for general screening of asymptomatic recipients.

6. PM may be indicated for the diagnosis of OSA in recipients for whom in-laboratory PSG
is not possible by virtue of immobility, safety or critical illness.

7. At a minimum, the PM must record airflow, respiratory effort and blood oxygenation. The
type of biosensors used to monitor these parameters for in-laboratory PSG are
recommended for use in PM.

8. Unattended sleep studies are considered medically necessary using one of the following
diagnostic techniques for recipients with symptoms suggestive of OSA when the home
sleep study is used as part of a comprehensive sleep evaluation:

a. Sleep monitoring using a Type Il device, minimum of seven channels (e.g. EEG,
EOG, EMG, ECG, airflow, respiratory effort, oxygen saturation);

b. Sleep monitoring using a Type Ill device, minimum of four monitored channels
including ventilation or airflow (at least two channels of respiratory movement or
airflow), heart rate or ECG and oxygen saturation; or

C. Sleep monitoring using a Type IV device, measuring at least three channels. Type
IV devices must allow channels that allow direct calculation of an apnea-hypopnea
index (AHI) or respiratory disturbance index (RDI) as the result of measuring
airflow or thoracoabdominal movement.

9. An experienced sleep technician, sleep technologist or appropriately trained healthcare
provider must perform the application of PM sensors or directly educate the recipient in
correct application of the sensors.

10. Due to the known rate of false negative PM tests, in-laboratory PSG should be performed
in cases where PM is technically inadequate or fails to establish the diagnosis of OSA in
recipients with a high pretest probability.
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11. If a PM test is technically inadequate or does not provide the expected result, in-laboratory
PSG should be performed. Documentation supporting medical necessity for the repeat
services must be clearly documented in the recipient’s medical record.

303.7E NON-COVERED SLEEP STUDY SERVICES

1. Actigraphy and SleepStrip® are considered investigational/experimental and are not
covered benefits.

2. Repeat studies are not covered when documentation for a repeat study does not indicate
medical necessity (e.g. no new clinical documentation indicating the need for a repeat
study).

303.8 RADIOPHARMACEUTICALS AND CONTRAST AGENTS
303.8A RADIOPHARMACEUTICALS AND CONTRAST AGENTS DESCRIPTION

1. According to the FDA, radiopharmaceuticals and contrast agents are used in diagnostic
imaging procedures or for therapeutic purposes. Agents enhance the quality of MRI, MRA,
CT scans, PET, x-ray and other modalities. Agents are also used to monitor treatment effect.
Radiopharmaceuticals and contrast agents may be dispensed to the recipient in several
different ways, i.e. by mouth or injection or placed into the eye or bladder. They may also
be used for nuclear medicine.

303.8B COVERAGE AND LIMITATIONS

1. The DHCFP will reimburse covered, medically necessary radiopharmaceuticals and
contrast agents.
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Medicaid Services Manual
Transmittal Letter

March 25, 2025

To: Custodians of Medicaid Services Manual
Casey Angres
From: Casey Angres Casey Angres (Apr 21, 2025 23:22 PDT)

Chief of Division Compliance

Subject: Medicaid Services Manual Changes MSM Chapter 400—Mental Health
Services

Backaround And Explanation

Revisions to Medicaid Services Manual (MSM) Chapter 400 — Mental Health Services, Section
403.61 — Mobile Crisis Response Delivered by Designated Mobile Crisis Team (DMCT) are being
proposed to remove the peer requirement to the Mobile Crisis Response Delivered by DMCT, as
well as remove the Division of Health and Human Services (DHHS) and Division of Public and
Behavioral Health (DPBH) certification requirements.

Throughout the chapter, grammar, punctuation and capitalization changes were made, duplications
removed, acronyms used and standardized, and language reworded for clarity. Renumbering and
re-arranging of sections was necessary.

Entities Financially Affected: This proposed change affects all Medicaid-enrolled providers
delivering crisis services. Those provider types (PT) include but are not limited to: Behavioral
Health Outpatient Treatment (PT 14), DMCT (PT 87, Specialty 31, and Specialty 32), School
Health Services (SHS) (PT 60), and Certified Community Behavioral Health Centers (CCBHC)
(PT 17, Specialty 188).

Financial Impact on Local Government: No financial impact is expected.

These changes are effective March 26, 2025.

| Material Transmitted || Material Superseded

MTL 05/25 MTL 14/24
MSM Chapter 400 — Mental Health Services MSM Chapter 400 — Mental Health Services

Manual Section Section Title Background and Explanation of Policy
Changes, Clarifications and Updates

403.61(2)(e) Mobile Crisis Removed DHHS requirements for endorsement or
Response credentialing.
Delivered by
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Manual Section Section Title Background and Explanation of Policy
Changes, Clarifications and Updates

Designated
Mobile Crisis
Team (DMCT)

403.61(3)(b)(7) Removed language regarding peer supporters being
mandatory team providers.

403.61(3)(c)(3)(a) Removed language regarding DHHS oversite
requirements.

403.61(4)(a) Removed language regarding endorsement/
certification by DHHS.

403.61(4)(c)(8) Corrected to Peer Support Specialist.
403.61(4)(e)(2) DMCT Removed language of DHHS.
Provider
Eligibility
Requirements
403.61 (4)(f)(1) Removed language of DHHS.
403.61 (4)(N)(7)(a) Removed language of endorsement and
certification.
403.61(6)(c) Authorization Removed language of DHHS.
Process and
Clinical
Documentation
of Service
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MENTAL HEALTH SERVICES

400

INTRODUCTION

Nevada Medicaid reimburses for community-based and inpatient mental health services to both
children and adults under a combination of mental health rehabilitation, medical/clinical and
institutional authority. The services must be recommended by a physician or other licensed
practitioner of the healing arts, within their scope of practice under state law for the maximum
reduction of a physical or mental disability and to restore the individual to the best possible
functioning level. The services are to be provided in the least restrictive, most normative setting
possible and may be delivered in a medical professional clinic/office, within a community
environment, while in transit and/or in the recipient’s home. All services must be documented as
medically necessary and appropriate and must be prescribed on an individualized Treatment Plan.

Mental health rehabilitation assists individuals to develop, enhance and/or retain psychiatric
stability, social integration skills, personal adjustment, and/or independent living competencies in
order to experience success and satisfaction in environments of their choice and to function as
independently as possible. Interventions occur concurrently with clinical treatment and begin as
soon as clinically possible.

Alcohol and substance use treatment and services are aimed to assist recipients who struggle with
alcohol and drug use to achieve mental and physical restoration. To be Medicaid reimbursable,
while services may be delivered in inpatient or outpatient settings (inpatient substance use hospital,
general hospital with a substance use unit, mental health clinic, or by an individual psychiatrist or
psychologist), they must constitute a medical-model service delivery system.

All Medicaid policies and requirements (such as prior authorization, etc.) except for those listed
in the Nevada Check Up (NCU) Chapter 1000, are the same for NCU. Medicaid Services Manual
(MSM) Chapter 400 specifically covers behavioral health services and for other Medicaid services
coverage, limitations, and provider responsibilities, the specific MSM needs to be referenced.

Nevada Medicaid’s philosophy assumes that behavioral health services shall be person-centered
and/or family driven. All services shall be culturally competent, community supportive, and
strength based. The services shall address multiple domains, be in the least restrictive environment,
and involve family members, caregivers, and informal supports when considered appropriate per
the recipient or legal guardian. Service providers shall collaborate and facilitate full participation
from team members including the individual and their family to address the quality and progress
of the individualized care plan and tailor services to meet the recipient’s needs. In the case of child
recipients, providers shall deliver youth guided effective/comprehensive, evidence-based
treatments and interventions, monitor child/family outcomes through utilization of Child and
Family Team meetings, and continuously work to improve services in order to ensure overall
fidelity of recipient care. (Reference Addendum — MSM Definitions).
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401

AUTHORITY

In 1965, the 89th Congress added Title XIX of the Social Security Act (SSA) authorizing varying
percentages of federal financial participation (FFP) for states that elected to offer medical
programs. States must offer the 11 basic required medical services. Two of these are inpatient
hospital services (42 Code of Federal Regulations (CFR) 440.10) and outpatient hospital services
(42 CFR 440.20). All other mental health and substance use services provided in a setting other
than an inpatient or outpatient hospital are covered by Medicaid as optional services. Additionally,
state Medicaid programs are required to correct or ameliorate defects and physical and mental
ilinesses and conditions discovered as the result of an Early and Periodic Screening, Diagnosis and
Treatment (EPSDT) screening for children 21 years or younger, whether or not such services are
covered under the state plan (Section 1905(a)).

Other authorities include:

. Section 1902(a)(20) of the SSA (State Provisions for Mental Institution Patients 65 and
Older)

o Section 1905(a)(13) of the SSA (Other Diagnostic Screening, Preventative and
Rehabilitative Services)

. Section 1905(h) of the SSA (Inpatient Psychiatric Services to Individuals Under Age 21)
. Section 1905(i) of the SSA (Definition of an Institution for Mental Diseases)
. Section 1905(r)(5) of the SSA (Mental Health Services for Children as it relates to EPSDT)

. Section 1947 of the SSA (Qualifying Community-Based Mobile Crisis Intervention
Services)

o 42 CFR 435.1009 (2) (Definition of Institution for Mental Diseases (IMD))

o 42 CFR 435.1010 (Definitions Relating to Institutional Status)

o 42 CFR 440.160 (Inpatient Psychiatric Services to Individuals Under Age 21)

o 42 CFR 440.2(a) (Specific Definitions of Services for Inpatient versus. Outpatient)

o 42 CFR 441.150 to 441.156 and 441.184 (Inpatient Psychiatric Services for Individuals
under age 21 in Psychiatric Facilities or Programs)

o 42 CFR, Part 456 (Utilization Control)

o 42 CFR, Part 456, Subpart G (Inpatient Psychiatric Services for Individuals Under Age 21:
Admission and Plan of Care (POC) Requirements)

February 26, 2025 MENTAL HEALTH SERVICES Section 401 Page 1




MTL 02/25

Section:

DIVISION OF HEALTH CARE FINANCING AND POLICY 401

Subject:

MEDICAID SERVICES MANUAL AUTHORITY

42 CFR, Part 482 (Conditions of Participation for Hospitals)

42 CFR, Part 483, Subpart G (Condition of Participation for the use of Restraint or
Seclusion in Psychiatric Residential Treatment Facilities Providing Inpatient Psychiatric
Services to Individuals Under Age 21)

42 CFR, PART 435 (Eligibility in the States, District of Columbia, the Northern Mariana
Islands and American Samoa), 440.130 (Definitions relating to institutional status)

42 CFR, PART 440 (Services: General Provisions), 440.130 (Diagnostic, screening,
preventive and rehabilitative services)

CMS 2261-P, Centers for Medicare and Medicaid Services (CMS) (Medicaid Program;
Coverage for Rehabilitative Services)

CMS State Medicaid Manual, Chapter 4, Section 4390 (Requirements and Limits
applicable to Specific Services (IMD))

CMS State Operations Manual (SOM), 100-07, (Chapter 2 provides guidance on CMS
PRTF Certification)

Nevada Administrative Code (NAC) 449.410-449.4495 (Psychiatric Residential
Treatment Facilities—General Provisions, Licensing, Administration and Operation, and
Provision of Services)

Nevada Revised Statute (NRS), Chapter 629 (Healing Arts Generally)

NRS 432.B (Protection of Children from Abuse and Neglect)

NRS, Chapter 630 (Physicians, Physician Assistants and Practitioners of Respiratory Care)
NRS Chapter 632 (Nursing)

NRS 433.B.010 to 433.B.350 (Mental Health of Children)

NRS 433.A.010 to 433.A.750 (Mental Health of Adults)

NRS 433.704(2) (Mobile Crisis Teams)

NRS 449 (Medical and other Related Facilities)

NRS 449.01566 (Peer Support Services Defined)

NRS 449.0915 (Endorsement of Hospital as a Crisis Stabilization Center)

February 26, 2025
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NRS 641 (Psychologists)
NRS 641.A (Marriage and Family Therapists and Clinical Professional Counselors)
NRS 641B (Social Workers)

NRS 695C.194 (Provision of Health Care Services to Recipients of Medicaid or enrollees
in Children’s Health Insurance Program: Requirement for Health Maintenance
Organizations (HMOs) to contract with hospitals with endorsements as Crisis Stabilization
Centers)

NRS 695G.320 (Provision of Health Care Services to Recipients of Medicaid or enrollees
in Children’s Health Insurance Program: Requirement for Managed Care Organizations
(MCOs) to contract with hospitals with endorsements as Crisis Stabilization Centers)

Nevada State Plan, Section 4.19-A, Page 10 and 14 (Psychiatric/Substance Use Treatment
Rate Development and Administrative Day Rate Development and Psychiatric Residential
Treatment Facilities)

Nevada Medicaid Inpatient Psychiatric and Substance Use Policy, Procedures and
Requirements. The Joint Commission Restraint and Seclusion Standards for Behavioral
Health.

February 26, 2025
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403 POLICY

403.1 OUTPATIENT SERVICE DELIVERY MODELS

Nevada Medicaid reimburses for outpatient mental health and/or mental health rehabilitative
services under the following service delivery models:

A

Behavioral Health Community Networks (BHCN)
Public or private entities that provides or contracts with an entity that provides:

1. Outpatient Mental Health (OMH) services, such as assessments, therapy, testing
and medication management, including specialized services for Nevada Medicaid
recipients who are experiencing symptoms relating to a covered, current
International Classification of Diseases (ICD) diagnosis or who are individuals with
a mental illness and residents of its mental health service area who have been
discharged from inpatient treatment;

2. 24-hour per day emergency response for recipients; and
3. Screening for recipients under consideration for admission to inpatient facilities.

BHCNSs are a service delivery model and are not dependent on the physical structure of a
clinic. BHCNSs can be reimbursed for all appropriate services covered in this chapter and
may make payment directly to the qualified provider of each service. BHCNs must
coordinate care with individual Rehabilitative Mental Health (RMH) providers.

Independent Behavioral Health Professionals — are independently licensed in the State of
Nevada as Psychiatrists, Psychologists, Advanced Practice Registered Nurses (APRN),
Physician Assistants (PA), Clinical Social Workers (CSW), Marriage and Family
Therapists (.MFT), and Licensed Clinical Professional Counselors (LCPC). These
providers are directly reimbursed for the professional services they deliver to Medicaid-
eligible recipients in accordance with their scope of practice, state licensure requirements,
expertise, and enrollment with Nevada Medicaid.

Behavioral Health Rehabilitative Treatment providers must meet the provider
qualifications for the specific behavioral health service. Individual RMH providers arrange
for supervision with an independently licensed Behavioral Health Professional under an
agency/entity/group. enrolled with Nevada Medicaid; only an individual RMH provider
enrolled as a Qualified Mental Health Professional (QMHP) and functioning as a Clinical
Supervisor is not required to have an arrangement for supervision. Individual RMH
providers are not directly reimbursed by Nevada Medicaid and must contract witha BHCN,
Behavioral Health Rehabilitative Treatment, or other behavioral health provider to deliver
Services.
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403.2 PROVIDER STANDARDS
A. All providers must:

1.

2.

Provide medically necessary services;

Adhere to the regulations prescribed in this chapter and all applicable Division
chapters;

Provide only those services within the scope of their practice and expertise;
Ensure care coordination to recipients with higher intensity of needs;

Comply with recipient confidentiality laws and Health Insurance Portability and
Accountability Act (HIPAA);

Maintain required records and documentation;

Comply with requests from the Qualified Improvement Organization (QlO)-like
vendor;

Ensure client’s rights; and

Cooperate with the Division of Health Care Financing and Policy’s (DHCFP’s)
review process.

BHCN providers must also:

1.

Have written policies and procedures to ensure the medical appropriateness of the
services provided;

Operate under Clinical Supervision and ensure Clinical Supervisors operate within
the scope of their license and expertise and have written policies and procedures to
document the prescribed process;

Ensure access to psychiatric services, when medically appropriate, through a
current written agreement, job description or similar type of binding document;

Utilize Clinical Supervision as prescribed in this chapter and have written policies
and procedures to document the process to ensure Clinical Supervision is performed
on aregular, routine basis at least monthly and the effectiveness of the mental health
treatment program is evaluated at least annually;
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5. Work on behalf of recipients in their care to ensure effective care coordination and

discharge planning within the state system of care among other community mental
health providers and other agencies servicing a joint recipient;

C. Recipient and Family Participation and Responsibilities
1. Recipients or their legal guardians and their families (when applicable) must:
a. Participate in the development and implementation of their individualized
Treatment Plan;
b. Keep all scheduled appointments; and
C. Inform their Medicaid providers of any changes to their Medicaid
eligibility.
403.2A SUPERVISION STANDARDS
1 Clinical Supervision — The documented oversight by a Clinical Supervisor to ensure the

mental and/or behavioral health services provided are medically necessary and clinically
appropriate. Clinical Supervision includes the on-going evaluation and monitoring of the
quality and effectiveness of the services provided, under ethical standards and professional
values set forth by state licensure, certification, and best practice. Clinical Supervision is
intended to be rendered on-site. Clinical Supervisors are accountable for all services
delivered and must be available to consult with all clinical staff related to delivery of
service, at the time the service is delivered. LCSW, LMFT, Clinical Professional
Counselors (CPC) and QMHP, excluding Interns, operating within the scope of their
practice under state law, may function as Clinical Supervisors. Clinical Supervisors must
have the specific education, experience, training, credentials, and licensure to coordinate
and oversee an array of mental and behavioral health services. Clinical Supervisors assume
professional responsibility for the mental and/or behavioral health services provided by
clinical staff, including Independent Professionals, QMHPs, and Individual RMH
providers, including Qualified Mental Health Associates (QMHA) and Qualified
Behavioral Aides (QBA). Clinical Supervisors can supervise other LCSWSs, LMFTs, CPCs,
QMHPs, QMHAs and QBAs. Clinical Supervisors may also function as Direct Supervisors.

Individual RMH providers, who are LCSWs, LMFTs, CPCs, and QMHPs, excluding
Interns, may function as Clinical Supervisors over RMH services. However, Individual
RMH providers, who are QMHPs, including interns, may not function as Clinical
Supervisors over OMH services, such as assessments, therapy, testing, and medication
management. Clinical Supervisors must ensure the following:

a. An up to date (within 30 days) case record is maintained on the recipient; and
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A comprehensive mental and/or behavioral health assessment and diagnosis is
accomplished prior to providing mental and/or behavioral health services (withthe
exception of Crisis Intervention services); and

A comprehensive and progressive Treatment Plan is developed and approved by
the Clinical Supervisor and/or a Direct Supervisor, who isa QMHP, LCSW, LMFT,
or CPC; and

Goals and objectives are time specific, measurable (observable), achievable,
realistic, time-limited, outcome driven, individualized, progressive, and age and
developmentally appropriate; and

The recipient and their family/legal guardian (in the case of legal minors)
participate in all aspects of care planning, the recipient and their family/legal
guardian (in the case of legal minors) sign the Treatment Plan and the recipient and
their family/legal guardian (in the case of legal minors) receive a copy of the
Treatment Plan(s); and

The recipient and their family/legal guardian (in the case of legal minors)
acknowledge in writing that they understand their right to select a qualified provider
of their choosing; and

Only qualified providers provide prescribed services within scope of their practice
under state law; and

Recipients receive mental and/or behavioral health services in a safe and efficient
manner.

Direct Supervision — Independent Professionals, QMHPs, and/or QMHAs may
function as Direct Supervisors within the scope of their practice. Direct Supervisors
must have the practice-specific education, experience, training, credentials, and/or
licensure to coordinate an array of OMH and/or RMH services. Direct Supervisors
ensure servicing providers provide services in compliance with the established
Treatment Plan(s). Direct Supervision is limited to the delivery of services and does
not include treatment and plan(s) modification and/or approval. If qualified, Direct
Supervisors may also function as Clinical Supervisors. Direct Supervisors must
document the following activities: Their face-to-face and/or telephonic meetings
with Clinical Supervisors.

1. These meetings must occur before treatment begins and periodically
thereafter;
2. The documentation regarding this supervision must reflect the content of
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the training and/or clinical guidance; and
3. This supervision may occur in a group and/or individual settings.
Their face-to-face and/or telephonic meetings with the servicing provider(s).

1. These meetings must occur before treatment/rehabilitation begins and, at a
minimum, every 30 days thereafter;

2. The documentation regarding this supervision must reflect the content of
the training and/or clinical guidance; and

3. This supervision may occur in group and/or individual settings;
k. Assist the Clinical Supervisor with Treatment Plan reviews and evaluations.
403.2B DOCUMENTATION

1.

Individualized Treatment Plan

a

A written individualized Treatment Plan, referred to as Treatment Plan, is a
comprehensive, progressive, personalized plan that includes all prescribed
Behavioral Health (BH) services, to include RMH and OMH services. A Treatment
Plan is person-centered, rehabilitative and recovery oriented. The Treatment Plan
addresses individualized goals and objectives. The objective is to reduce the
duration and intensity of BH services to the least intrusive level possible while
sustaining overall health. BH services are designed to improve the recipient’s
functional level based on achievable goals and objectives as determined in the
Treatment Plan that identifies the amount and duration of services. The Treatment
Plan must consist of services designed to achieve the maximum reduction of the
BH services required to restore the recipient to a functional level of independence.

Each prescribed BH service within the Treatment Plan must meet medical necessity
criteria, be clinically appropriate, and must utilize evidence-based practices.

The prescribed services within the plan must support the recipient’s restoration of
functioning consistent with the individualized goals and objectives.

A Treatment Plan must be integrated and coordinated with other components of
overall health care.

The person-centered Treatment Plan must establish strength-based goals and
objectives to support the recipient’s individualized rehabilitative process. The BH
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services are to accomplish specific, observable changes in skills and behaviors that
directly relate to the recipient’s individual diagnosed condition(s). BH services
must be rehabilitative and meet medical necessity for all services prescribed.

Treatment Plan Development

a

The Treatment Plan must be developed jointly with a QMHP and:

1 The recipient or the recipient’s legal representative (in the case of legal
minors and when appropriate for an adult);

2 The recipient's parent, family member, guardian or legal representative with
given consent from the recipient if determined necessary by the recipient;

All BH services requested must ensure that the goal of restoring a recipient’s
functional levels is consistent with the therapeutic design of the services to be
provided under the Treatment Plan.

All requested BH services must ensure that all involved health professionals
incorporate a coherent and cohesive developed Treatment Plan that best serves the
recipient’s needs.

Services should be developed with a goal that promotes collaboration between other
health providers of the recipient, community support including, but not limited to,
community resources, friends, family or other supporters of the recipient and
recipient identified stakeholders to ensure the recipient can receive care
coordination and continuity of care.

The requested services are to be specific, measurable, and relevant in meeting the
goals and objectives identified in the Treatment Plan. The QMHP must identify
within the Treatment Plan the scope of services to be delivered and are not
duplicative or redundant of other prescribed BH services.

Required information contained in the Treatment Plan

a

Treatment Plans are required to include, but are not limited to, the following
information:

1 Recipient’s full name;
2 Recipient’s Medicaid/Nevada Check Up billing number;

3 Intensity of Needs determination;
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4. Severe Emotional Disturbance (SED) or Serious Mental Illness (SMI)
determination;
5 Date of determination for SED or SMI;
6. The name and credentials of the provider who completed the determination.

Goals and Objectives of the Treatment Plan

1

The individualized Treatment Plan (ITP) must demonstrate an improvement
of the recipient’s medical, behavioral, social, and emotional well-being of
the effectiveness of all requested BH services that are recommended in
meeting the plan's stated rehabilitative goals and objectives documenting
the effectiveness at each reevaluation determined by the QMHP.

Requested Services:

1

Services: Identify the specific BH service(s) (i.e., family therapy, individual
therapy, medication management, basic skills training (BST), day
treatment, etc.) to be provided;

Scope of Services and Duration: Identify the daily amount, service duration,
and therapeutic scope for each service to be provided,;

Providers: Identify the provider or providers who are responsible for
implementation of each of the plan's goals, interventions, and services;

Rehabilitative Services: Document that the services have been determined
to be rehabilitative services consistent with the regulatory definition;

Care Coordination: When multiple providers are involved, the plan must
identify and designate a primary care coordinator. The primary care
coordinator develops the care coordination plan between the identified BH
services and integration of other supportive services involved with a
recipient’s Services;

Strength-Based Care: Collaboratively develop a treatment POC involving
the strengths of the recipient and family (when applicable);

Declined Services: If the recipient declines recommended service(s), this
act must be documented within the Treatment Plan.

Discharge Plan — A Treatment Plan must include a discharge plan that identifies:
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1 The planned duration of the overall services to be provided under the
Treatment Plan;
2 Discharge criteria;
3 Recommended aftercare services for goals that were both achieved and not
achieved during duration of the Treatment Plan;
4, Identify available agency(ies) and independent provider(s) to provide

aftercare  services (i.e. community-based services, community
organizations, nonprofit agencies, county organization(s), and other
institutions) and the purpose of each for the recipient’s identified needs
under the Treatment Plan to ensure the recipient has access to supportive
aftercare.

4. Required Signatures and Identified Credentials
a Signatures, along with the identified credentials, are required on all Treatment Plans,
modifications to Treatment Plans, and reevaluations of Treatment Plans include:
1 The clinical supervisor and their credentials;
2 The recipient, recipient’s family, or their legal representative (in the case of
legal minors and when appropriate for an adult);
3 The individual QMHP and their credentials responsible for developing and
prescribing the plan within the scope of their licensure.

5. Treatment Plan Reevaluation: A QMHP must evaluate and reevaluate the Treatment Plan
at a minimum of every 90 days, or a shorter period as determined by the QMHP. Every
reevaluated Treatment Plan must include a brief analysis that addresses the services
recommended, the services actually provided pursuant to the recommendations, a
determination of whether the provided services met the developed goals and objectives of
those services, and whether or not the recipient would continue to benefit from future
services and be signed by the QMHP.

a If it is determined that there has been no measurable restoration of functioning, a
new recipient-centered Treatment Plan must be developed by the QMHP.

b. All recommendations and changes to the treatment goals, objectives, strategies,
interventions, frequency, or duration; any change of individual providers, or any
recommendation to change individual providers; and the expected duration of the
medical necessity for the recommended changes must be identified in the new plan.
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C The new Treatment Plan must adhere to what is identified in Sections 403.2B(1) and

403.2B(2) under ITP and Treatment Plan Development.

Progress Notes: Progress notes for all BH services including RMH and OMH services are
the written documentation of treatment services, or services coordination provided to the
recipient pursuant to the Treatment Plan, which describes the progress or lack of progress
towards the goals and objectives of the Treatment Plan.

a All progress notes documented with the intent of submitting a billable Medicaid
behavioral health service claim must be documented in a manner that is sufficient
to support the claim and billing of the services provided and must further document
the amount, scope, and duration of the service(s) provided as well as identify the
provider of the service(s).

b. A Progress Note is required for each day that the service was delivered; it must be
legible and must include the following information:

1

The name of the individual receiving the service(s). If the services are in a
group setting, it must be indicated;

The place of service;

The date the service was delivered,

The actual beginning and ending times the service was delivered,;
The name of the provider who delivered the service;

The credentials of the person who delivered the service;

The signature of the provider who delivered the service;

The goals and objectives that were discussed and provided during the time
the services were provided; and

A statement assessing the recipient's progress towards attaining the
identified treatment goals and objectives requested by the QMHP.

C Temporary, but clinically necessary, services do not require an alteration of the
Treatment Plan; however, these types of services, and why they are required, must
be identified in a progress note. The note must follow all requirements for progress
notes as stated within this section.
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Discharge Summary: Written documentation of the last service contact with the recipient,
the diagnosis at admission and termination, and a summary statement describing the
effectiveness of the treatment modalities and progress, or lack of progress, toward
treatment goals and objectives as documented in the Treatment Plan. The discharge
summary documentation must include the reason for discharge, current intensity of needs
level and recommendations for further treatment.

a Discharge summaries are to be completed no later than 30 calendar daysfollowing
a planned discharge and 45 calendar days following an unplanned discharge.

b. In the case of a recipient’s transfer to another program, a verbal summary must be
given by the current health professional at the time of transition and followed with
a written summary within seven calendar days of the transfer. This summary will
be provided with the consent from the recipient or the recipient’s legal
representative.

403.3 PROVIDER QUALIFICATIONS

A

QBA — an individual who has an educational background of a high-school diploma or
General Education Development (GED) equivalent and has been determined competent by
the overseeing Clinical Supervisor, to provide RMH services. These services must be
provided under direct contract with a Behavioral Health Community Network (BHCN), a
Behavioral Health Rehabilitative Treatment, or other behavioral health provider under
which a QBA is able to deliver services. A QBA must have the documented competencies
to assist in the provision of individual and group rehabilitative services, delivered under
the Clinical Supervision of an Independent Behavioral Health Professional who may be
enrolled as a QMHP and the Direct Supervision of a QMHP or QMHA,; the supervising
professional(s) assume(s) responsibility for their supervisees and shall maintain
documentation on this supervision in accordance with MSM 403.2A Supervision
Standards.

1. QBAs must also have experience and/or training in the provision of services to
individuals diagnosed with mental and/or behavioral health disorders and have the
ability to:

a. Read, write, and follow written and oral instructions; and
b. Perform RMH services as prescribed on the rehabilitative Treatment Plan;
and;
C. Identify emergency situations and respond appropriately; and
d. Communicate effectively with recipient and recipient’s support system;
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and
e. Document services provided according to Chapter 400 Documentation

requirements; and
f. Maintain recipient confidentiality.

For QBAs who will also function as Peer-to-Peer Service Specialists (hereinafter
referred to as “Peer Supporters”), services are delivered under Clinical Supervision
provided by an independently licensed QMHP-level mental health professional,
LCSW, LMFT, or LCPC; this supervision shall be provided and documented at
least monthly by the supervising professional.

a. Peer Supporter cannot be the legal guardian or spouse of the recipient.

b. The primary role of the Peer Supporter is to model skills based on lived
experience to help individuals meet their rehabilitative goals.

Initial Competency Training

a. Before QBAs can enroll as Medicaid providers, they are required to
successfully complete an initial 16-hour competency training program. This
training must be interactive, not solely based on self-study guides or
videotapes and ensures that a QBA will be able to interact appropriately with
individuals with behavioral health disorders and their support systems. This
training is intended to be delivered by the agency/entity/group providing
supervision over the QBA. At a minimum, this training shall include the
following core competencies:

1. Case file documentation (including Chapter 400 Documentation
requirements for Progress Notes); and

2. Recipient rights (including rights of parents and guardians, as
appropriate); and

3. Client confidentiality pursuant to state and federal regulations
(including releases of information and mandated reporting); and

4. Communication skills (verbal, non-verbal, written with children and
adults); and
5. Problem solving and conflict resolution skills (including mediation,

de-escalation, crisis, suicidality); and
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Communication techniques for individuals with communication or
sensory impairments (citing evidence-based practice); and

Understanding the components of a rehabilitation plan; and

Cardiopulmonary resuscitation (CPR) certification (verification
with certification card is necessary to fulfill requirement). Up to two
hours of initial competency training may be used for CPR
certification and must be outlined in enrollment documentation.

b. Certificates of initial competency must include all of the following
information:
1. Name and signature of the enrolling QBA provider who received
training; and
2. Name and signature of the individual trainer who provided the
training; and
3. Name and signature of responsible Clinical Supervisor for the
agency/entity/group; and
4. Date of training shall not be more than 365 days prior to the
requested effective date of the submitted application for enrollment;
and
5. Outline of all course content as indicated by the core competencies
above. Note: The amount of time assigned to each competency must
be identified separately and must add up to at least 16 hours.
4. In-Service Training
a. QBAs require two hours of in-service training per quarter for continued

enrollment. The purpose of the in-service training is to facilitate the
development of specialized skills or knowledge not included in the basic
training and to review or expand skills or knowledge included in the initial
competency training. Consideration must be given to topics suggested by
recipients. This training must include any single competency or
combination of the following competencies:

1. Basic living and self-care skills — assisting recipients to regain skills
to manage their daily lives, helping them to learn safe and
appropriate behaviors; and/or
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2. Social skills — assisting recipients to regain skills to identify and

comprehend the physical, emotional, and interpersonal needs of
themselves and of others, helping them to learn how to interact with
others, and/or

3. Communication skills — assisting recipients to regain skills to
communicate their physical, emotional, and interpersonal needs to
others (expressive), helping them also learn listening skills and to
identify the needs of others (receptive); and/or

4, Parental training — facilitating parentand guardian skills and abilities
to maintain the recipient’s RMH care in home and community-based
settings; and/or

5. Organization and time management skills — assisting recipients to
regain skills to manage and prioritize their daily activities; and/or

6. Transitional living skills — assisting recipients to regain necessary
skills to establish partially-independent and fully-independent lives,
as appropriate.

Documentation of all the completed in-service training and achieved
competencies shall be maintained by the agency/entity/group providing
supervision over the QBA. It is the intent that training be delivered by the
agency/entity/group contracted to supervise the QBA. Training
documentation must total eight hours annually. Documentation and/or
certificates for in-service training are required for continued enrollment as
a Medicaid provider. Documentation of competency training must include
all the following information:

1. Name and original signature of the enrolling QBA provider who
received training; and

2. Name and original signature of the Clinical or Direct supervisor of
the training; also, must include the name and original signature of
the individual who provided the training, if training is not delivered
by the agency/entity/group providing supervision over the QBA,;
and

3. Date of training must be within 365 days prior to the requested
effective date of the submitted application for continued enroliment;
and
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4. Outline of course content related to the competencies above.

Official transcripts for education credits earned as in-service training
(individually or as part of a degree program) must be submitted with
additional explanation and correspondence to outline the course content
related to the core competencies above.

QBAs serving as Peer Supporters must complete the Initial Competency
Training and the two hours of In-Service Training per quarter.
Documentation of all the completed training and achieved competencies
shall be maintained by the agency/entity/group providing supervision. Peer
Supporters must submit training documentation, as listed above for the
QBA, for initial and continued enrollment with Nevada Medicaid. Quarterly
in-service training for Peer Supporters must also include any single
competency or combination of the following competencies:

1. Helping to stabilize the recipient; and/or

2. Helping the recipient access community-based mental and/or
behavioral health services; and/or

3. Assisting during crisis situations and with crisis interventions;
and/or

4. Providing preventative care assistance; and/or

5. Providing personal encouragement, self-advocacy, self- direction

training and peer mentoring.

All Applicants must have a Federal Bureau of Investigation (FBI) criminal
background check before they can enroll with Nevada Medicaid. Applicants must
submit the results of their criminal background checks to the BHCN, Behavioral
Health Rehabilitative Treatment, or other applicable behavioral health entity
providing supervision over the QBA. The BHCN, Behavioral Health Rehabilitative
Treatment, and/or other applicable behavioral health entity must maintain both the
requests and the results of the FBI criminal background check with the applicant’s
personnel records. Upon request, the BHCN Behavioral Health Rehabilitative
Treatment, and/or other applicable behavioral health entity must make the criminal
background request and results available to Nevada Medicaid DHCFP for review.

Refer to MSM Chapter 100, Medicaid Program, under Conditions of
Participation for all Providers. In addition, the following criteria will
exclude applicants from becoming an eligible provider:
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1. Conduct or practice detrimental to the health or safety of the

occupants or employees of the facility or agency; and

2. Any other offense determined by DHCFP to be inconsistent with the
best interest of all recipients.

b. The BHCN, Behavioral Health Rehabilitative Treatment, or other
behavioral health entity, upon receiving information resulting from the FBI
criminal background check, or from any other source, may not continue to
employ a person who has been convicted of an offense as listed above, and
as cited within MSM Chapter 100.

C. If an applicant believes that the information provided as a result of the FBI
criminal background check is incorrect, they must immediately inform the
BHCN, Behavioral Health Rehabilitative Treatment, or other behavioral
health entity in writing with the incorrect information. The BHCN,
Behavioral Health Rehabilitative Treatment, or other behavioral health
entity must inform DHCFP within five days of the discovery of the incorrect
information; DHCFP shall give the QBA provider a reasonable amount of
time, but not more than 60 days from the date of discovery, to provide
corrected information before denying an application, or terminating the
contract of the QBA provider pursuant to this section.

All applicants shall have had tuberculosis (TB) screening or testing with negative
results documented or medical clearance documented, as outlined in NAC
441A.375 and the Centers for Disease Control and Prevention (CDC), prior to the
initiation of service delivery. Documentation of TB screening, testing, and results
shall be maintained in the provider personnel record by the BHCN, Behavioral
Health Rehabilitative Treatment, or other behavioral health entities. TB screening,
testing, and results must be completed for initial enrollment and thereafter as
indicated by NAC 441A.375. For further information, contact the CDC or the
Nevada TB Control Office at the Department of Health and Human Services
(DHHS).

B. QMHA - an individual who meets the following documented minimum qualifications:

1. Professional licensure as a Registered Nurse (RN) issued by the Nevada State
Board of Nursing; and/or

2. Official documentation of a bachelor’s degree in Human Services from an
accredited college or university with additional understanding of outpatient
treatment services, rehabilitative treatment services, and case file documentation
requirements; or
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Official documentation of an associate’s degree in Human Services from an
accredited college or university and additional understanding of outpatient
treatment services, rehabilitative treatment services, and case file documentation
requirements, demonstrated through four years of relevant professional experience
by proof of past or current enrollment as a Nevada Medicaid provider delivering
direct services to individuals with behavioral health disorders; or

Official documentation of a bachelor’s degree from an accredited college or
university in a field other than Human Services and additional understanding of
outpatient treatment services, rehabilitative treatment services, and case file
documentation requirements, demonstrated by four years of relevant professional
experience by proof of resume.

A QMHA with experience and training will demonstrate the ability to:

a. Direct and provide professional therapeutic interventions within the scope
of their practice and limits of their expertise; and

b. Identify presenting problem(s); and

C. Participate in Treatment Plan development and implementation; and

d. Coordinate treatment; and

e. Provide parenting skills training; and

f. Facilitate discharge plans; and

g. Effectively provide verbal and written communication on behalf of the

recipient to all involved parties.

A QMHA delivers services under the Clinical and Direct Supervision of a mental
health provider(s) within the appropriate scope of practice; the Supervisor(s)
assume(s) responsibility for their supervisees and shall maintain documentation on
supervision in accordance with MSM 403.2A Supervision Standards.

Initial Competency Training

a. Before QMHAs can enroll as Medicaid providers, they are required to
successfully complete an initial 16-hour competency training program. This
training must be interactive, not solely based on self-study guides or
videotapes, and ensures that a QMHA will be able to interact appropriately
with individuals with behavioral health disorders and their support systems.
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This training is intended to be delivered by the agency/entity/group
providing supervision over the QMHA. At a minimum, this training must
include the following core competencies:

1.

Case file documentation (including Chapter 400 Documentation
requirements for Progress Notes); and

Recipient rights (including rights of parents and guardians, as
appropriate); and

Client confidentiality pursuant to state and federal regulations
(including releases of information and mandated reporting); and

Communication skills (verbal, non-verbal, written with children and
adults); and

Problem solving and conflict resolution skills (including mediation,
de-escalation, crisis, suicidality); and

Communication techniques for individuals with communication or
sensory impairments (citing evidence-based practice); and

Understanding the components of a rehabilitative Treatment Plan;
and

CPR certification (verification with certification card is necessary
to fulfill requirement). Up to two hours of initial competency
training may be used for CPR certification and must be outlined in
enrollment documentation.

Certificates of initial competency must include all the following
information:

1.

Name and signature of the enrolling QMHA provider who received
training; and

2. Name and signature of the individual trainer who provided the
training; and
3. Name and signature of responsible Clinical Supervisor for the
agency/entity/group; and
4. Date of training shall not be more than 365 days prior to the
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requested effective date of the submitted application for enroliment;
and

5. Outline of all course content as indicated by the core competencies
above. Note: The amount of time assigned to each competency must
be identified separately and must add up to at least 16 hours.

8. In-Service Training

a. QMHAs require two hours of in-service training per quarter for continued
enrollment. The purpose of the in-service training is to facilitate the
development of specialized skills or knowledge not included in the basic
training and to review or expand skills or knowledge included in the initial
competency training. Consideration must be given to topics suggested by
recipients. This training must include any single competency or
combination of the following competencies:

1. Basic living and self-care skills — assisting recipients to regain skills
to manage their daily lives, helping them to learn safe and
appropriate behaviors; and/or

2. Social skills — assisting recipients to regain skills to identify and
comprehend the physical, emotional, and interpersonal needs of
themselves and of others, helping them to learn how to interact with
others; and/or

3. Communication skills — assisting recipients to regain skills to
communicate their physical, emotional, and interpersonal needs to
others (expressive), helping them also learn listening skills and to
identify the needs of others (receptive); and/or

4. Parental training — facilitating parent and guardian skills and
abilities to maintain the recipient’s RMH care in “home” and
community-based settings; and/or

5. Organization and time management skills — assisting recipients to
regain skills to manage and prioritize their daily activities; and/or

6. Transitional living skills — assisting recipients to regain necessary
skills to establish partially-independent and fully-independent lives,
as appropriate.

b. Documentation of all the completed training and achieved competencies
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shall be maintained by the agency/entity/group providing supervision over
the QMHA. It is the intent that training be delivered by the
agency/entity/group contracted to supervise the QMHA. Training
documentation must total eight hours annually. Documentation and/or
certificates for in-service training required for continued enrollment as a
Medicaid provider. Certificates of competency must include all the
following information:

1 Name and original signature of the enrolling QMHA provider who
received training; and

2. Name and original signature of the Clinical or Direct supervisor of
the training; also, must include the name and original signature of
the individual who provided the training, if training is not delivered
by the agency/entity/group providing supervision over the QMHA;
and

3 Date of training must be within 365 days prior to the requested
effective date of the submitted application for continued enrollment;
and

4 Outline of course content related to the competencies above.

Official transcripts for education credits (earned separately or as part of a
degree program) must be submitted with additional explanation and
correspondence to outline the course content related to the core
competencies above.

All applicants must have an FBI criminal background check before they can enroll
with Nevada Medicaid. Applicants must submit the results of their criminal
background checks to the BHCN, Behavioral Health Rehabilitative Treatment, or
other applicable behavioral health entity providing supervision over the QMHA.
The BHCN, Behavioral Health Rehabilitative Treatment, and/or other applicable
behavioral health entity must maintain both the requests and the results of the FBI
criminal background check with the applicant’s personnel records. Upon request,
the BHCN, Behavioral Health Rehabilitative Treatment, and/or other applicable
behavioral health entity must make the criminal background request and results
available to DHCFP for review.

Refer to MSM Chapter 100, Medicaid Program, under Conditions of
Participation for all Providers. In addition, the following criteria will
exclude applicants from becoming an eligible provider:
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1. Conduct or practice detrimental to the health or safety of the

occupants or employees of the facility or agency; and

2. Any other offense determined by DHCFP to be inconsistent with the
best interest of all recipients.

The BHCN, Behavioral Health Rehabilitative Treatment, or other
behavioral health entity, upon receiving information resulting from the FBI
criminal background check or from any other source, may not continue to
employ a person who has been convicted of an offense as indicated above,
and as cited within MSM Chapter 100.

If an applicant believes that the information provided as a result of the FBI
criminal background check is incorrect, they must immediately inform the
BHCN, Behavioral Health Rehabilitative Treatment, or other behavioral
health entity in writing with the incorrect information. The BHCN,
Behavioral Health Rehabilitative Treatment, or other behavioral health
entity must inform DHCFP within five days of the discovery of the incorrect
information; DHCFP shall give the QMHA provider a reasonable amount
of time, but not more than 60 days from the date of discovery, to provide
corrected information before denying an application or terminating the
contract of the QMHA provider pursuant to this section.

10. All applicants shall have had TB screening or testing with negative results
documented or medical clearance documented, as outlined in NAC 441A.375 and
CDC, prior to the initiation of service delivery. Documentation of TB screening,
testing, and results shall be maintained by the BHCN or Behavioral Health
Rehabilitative Treatment provider personnel record. TB screening, testing, and
results must be completed for initial enroliment and thereafter as indicated by NAC
441A.375 For further information, contact the CDC or the Nevada TB Control
Office at DHHS.

QMHP - An individual who meets the definition of a QMHA and also meets the following
documented minimum qualifications:

1. Holds any of the following independent licensure with educational degrees:

a.

Licensed Psychiatrist or Licensed Physician, M.D., Osteopath, D.O., with
clinical experience in behavioral health treatment,

Licensed PA with clinical experience in behavioral health treatment.

Doctorate Degree in Psychology and Licensed Psychologist (Psychological
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Assistants, Interns, and Trainees are not able to deliver services under a
psychologist enrolled as a QMHP).

d. APRN with a focus in psychiatric-mental health.

e. Independent Nurse Practitioner (NP) with a focus in psychiatric-mental
health.

f. Graduate degree in Social Work and licensed as a CSW.

g. Graduate degree in Counseling and licensed as an MFT or as a CPC.

Whose education and experience demonstrate the competency to identify
precipitating events, conduct a comprehensive mental health assessment, diagnose
a mental or emotional disorder and document a current ICD diagnosis, determine
intensity of service needs using tools required by Nevada Medicaid (including
Child and Adolescent Screening Intensity Instrument (CASII), Level of Care
(LOC) Utilization System (LOCUS), and service-specific assessment tools),
establish measurable goals, objectives and discharge criteria, write and supervise a
Treatment Plan and provide direct therapeutic treatment within the scope and limits
of their expertise. Competency shall be supplemented by ongoing training provided
through Clinical and Direct Supervision, per MSM 403.2A Supervision Standards.

Interns

Reimbursement for clinical Interns is based upon the rate of a QMHP, which
includes the Clinical and Direct supervision of services by an independently licensed
supervisor of the entity/agency/group with which the QMHP is enrolling; this
supervising clinician assumes responsibility for their licensed intern supervisees
and shall maintain documentation on this supervision in accordance with MSM
Chapter 400 Section 403.2A Supervision Standards.

Interns are excluded from functioning as a clinical supervisor.
The following interns may enroll as QMHPs:

a. Clinical Social Work Interns are licensed as Master Social Work (MSW) post-
graduate interns and meet the requirements under a program of internship
pursuant to the State of Nevada Board of Examiners for Social Workers
(NAC 641B).

b. LMFT and LCPC Interns are licensed as Master-level Interns and meet the
requirements under a program of internship pursuant to the State of Nevada
Board of Examiners for MFT and CPC.
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All applicants must have an FBI criminal background check before they can enroll
with Nevada Medicaid. Applicants must submit the results of their criminal
background checks to the BHCN, Behavioral Health Rehabilitative Treatment, or
other applicable behavioral health entity providing supervision over the QMHP.
The BHCN, Behavioral Health Rehabilitative Treatment, and/or other applicable
behavioral health entity must maintain both the requests and the results of the FBI
criminal background check with the applicant’s personnel records. Upon request,
the BHCN, Behavioral Health Rehabilitative Treatment, and/or other applicable
behavioral health entity must make the criminal background request and results
available to DHCFP for review.

a. Refer to MSM Chapter 100, Medicaid Program, under Conditions of
Participation for all Providers. In addition, the following criteria will
exclude applicants from becoming an eligible provider:

1. Conduct or practice detrimental to the health or safety of the
occupants or employees of the facility or agency; and

2. Any other offense determined by DHCFP to be inconsistent with the
best interest of all recipients.

b. The BHCN, Behavioral Health Rehabilitative Treatment, or other
behavioral health entity, upon receiving information resulting from the FBI
criminal background check or from any other source, may not continue to
employ a person who has been convicted of an offense as indicated above,
and as cited within MSM Chapter 100.

C. If an applicant believes that the information provided as a result of the FBI
criminal background check is incorrect, they must immediately inform the
BHCN, Behavioral Health Rehabilitative Treatment, or other behavioral
health entity in writing the incorrect information. The BHCN, Behavioral
Health Rehabilitative Treatment, or other behavioral health entity must
inform DHCFP within five days of the discovery of the incorrect
information; DHCFP shall give the QMHP provider a reasonable amount
of time, but not more than 60 days from the date of discovery, to provide
corrected information before denying an application or terminating the
contract of the QMHP provider pursuant to this section.

All applicants shall have had TB screening or testing with negative results
documented or medical clearance documented, as outlined in NAC 441A.375 and
the CDC, prior to the initiation of service delivery. Documentation of TB screening,
testing, and results shall be maintained in the provider personnel record by the
BHCN, Behavioral Health Rehabilitative Treatment, or other behavioral health
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D.

entity. TB screening, testing, and results must be completed for initial enrollment
and thereafter as indicated by NAC 441A.375. For further information, contact the
CDC or the Nevada TB Control Office at DHHS.

Licensed Psychologists — An individual independently licensed through the Nevada Board
of Psychological Examiners.

1.

Psychologists licensed in Nevada through the Board of Psychological Examiners
may supervise Psychological Assistants, Psychological Interns and Psychological
Trainees pursuant to NRS and NAC 641. A Supervising Psychologist, as defined
by NRS and NAC 641, may bill on behalf of services rendered by those they are
supervising within the scope of their practice and under the guidelines outlined by
the Psychological Board of Examiners. Assistants, Interns and Trainees must be
linked to their designated Supervising Psychologist, appropriate to the scope of
their practice, under which their services are billed to Medicaid.

Psychological Assistants registered through the Nevada Board of Psychological
Examiners and have a designated licensed Psychologist through the Board of
Psychological Examiners may render and their supervisor may bill for their services
pursuant to NRS and NAC 641.

Psychological Interns registered through the Nevada Board of Psychological
Examiners and have a designated licensed Psychologist through the Board of
Psychological Examiners may render and their supervisor may bill for their services
pursuant to NRS and NAC 641.

Psychological Trainees registered through the Nevada Board of Psychological
Examiners and have a designated licensed Psychologist through the Board of
Psychological Examiners may render and their supervisor may bill for their services
pursuant to NRS and NAC 641.

403.4 OMH SERVICES

These services include assessment and diagnosis, testing, basic medical and therapeutic services,
crisis intervention, mental health therapies and therapeutic interventions (partial hospitalization
and intensive outpatient), medication management and medication training/support, and case
management services. For case management services, refer to MSM Chapter 2500 for Non-SED
and Non-SMI definitions, service requirements, service limitations, provider qualifications and
documentation requirements.

A.

Assessments are covered for problem identification (diagnosis) and to establish measurable

treatment goals and objectives by a QMHP or designated QMHA in the case of a Mental
Health Screen.
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Mental Health Screen — A behavioral health screen to determine eligibility for
admission to treatment program.

Comprehensive Assessment — A comprehensive evaluation of a recipient’s history
and functioning which, combined with clinical judgment, is to include a covered,
current ICD diagnosis and a summary of identified rehabilitative treatment needs.
Health and Behavior Assessment — Used to identify the psychological, behavioral,
emotional, cognitive, and social factors important to the prevention, treatment, or
management of physical health needs. The focus of the assessment is not on the
mental health needs, but on the biopsychosocial factors important to physical health
needs and treatments. The focus of the intervention is to improve the recipient’s
health and well-being utilizing cognitive, behavioral, social and/or psycho-
physiological procedures designed to ameliorate specific disease related needs.
This type of assessment is covered on an individual basis, family with the recipient
present or family without the recipient present.

Psychiatric Diagnostic Interview — Covered once per calendar year without prior
authorization. If there is a substantial change in condition, subsequent assessments
may be requested through a prior-authorization from the QIO-like vendor for
Nevada Medicaid. A psychiatric diagnostic interview may consist of a clinical
interview, a medical and mental history, a mental status examination, behavioral
observations, medication evaluation and/or prescription by a licensed psychiatrist.
The psychiatric diagnostic interview is to conclude with a written report which
contains a current ICD diagnosis and treatment recommendations.

Psychological Assessment — Covered once per calendar year without prior
authorization. If there is a substantial change in condition, subsequent assessments
may be requested through a prior-authorization from the QIO-like vendor for
Nevada Medicaid. A psychological assessment may consist of a clinical interview,
a biopsychosocial history, a mental status examination and behavioral observations.
The psychological assessment is to conclude with a written report which contains
a current ICD diagnosis and treatment recommendations.

Functional Assessment — Used to comprehensively evaluate the recipient’s skills,
strengths and needs in relation to the skill demands and supports required in the
particular environment in which the recipient wants or needs to function; as such,
environment is consistent with the goals listed in the recipient’s individualized
Treatment Plan. A functional assessment is used to assess the presence of functional
strengths and needs in the following domains: vocational, education, self-
maintenance, managing illness and wellness, relationships, and social.

A person-centered conference is covered as part of the functional assessment to
collaboratively develop and communicate the goals and objectives of the
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B.

6.

7.

8.

individualized Treatment Plan. The conference must include the recipient, a QMHP,
family or legal representative, significant others and case manager(s). The case
manager(s) or lead case manager, if there are multiple case managers, shall provide
advocacy for the recipient’s goals and independence, supporting the recipient’s
participation in the meeting and affirming the recipient’s dignity and rights in the
service planning process.

Intensity of Needs Determination - A standardized mechanism to determine the
intensity of services needed based upon the severity of the recipient’s condition.
The Intensity of Needs determination is to be utilized in conjunction with the clinical
judgment of the QMHP and/or trained QMHA. This assessment was previously
known as a LOC assessment. Currently, DHCFP recognizes LOCUS for adults and
CASII for children and adolescents. There is no LOC assessment tool recognized
by DHCFP for children below age six, however, providers must utilize a tool
comparable to the CASII and recognized as a standard of practice in determining
the Intensity of Needs for this age group.

SED Assessment - Covered annually or if there is a significant change in
functioning. The SED assessment is a tool utilized to determine a recipient’s
eligibility for higher levels of care and Medicaid service categories.

SMI Assessment - Covered annually or if there is a significant change in
functioning. The SMI assessment is a tool utilized to determine a recipient’s
eligibility for higher levels of care and Medicaid service categories.

Neuro-Cognitive, Psychological, and Mental Status Testing

1

2

3

Neuropsychological testing with interpretation and report involves assessment and
evaluation of brain behavioral relationships by a neuropsychologist. The evaluation
consists of qualitative and quantitative measurement that consider factors such as
the interaction of psychosocial, personality/emotional, intellectual, environmental,
neurocognitive, biogenetic, and neurochemical aspects of behaviors in an effort to
understand more fully the relationship between physiological and psychological
systems. This service requires prior authorization from the QI10O-like vendor.

Neurobehavioral testing with interpretation and report involves the clinical
assessment of thinking, reasoning and judgment, acquired knowledge, attention,
memory, visual spatial abilities, language functions, and planning. This service
requires prior authorization.

Psychological testing with interpretation and report is the administration,
evaluation and scoring of standardized tests which may include the evaluation of
intellectual functioning, clinical strengths and needs, psychodynamics, insight,
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motivation and other factors influencing treatment outcomes.

Mental Health Therapies

Mental health therapy is covered for individual, group and/or family therapy with the
recipient present and for family therapy without the recipient present and described as
follows:

1

Family Therapy

Mental health treatment service provided to a specific recipient by a QMHP using
the natural or substitute family as the means to facilitate positive family interactions
among individuals. The recipient does not need to be present for family therapy
services; however, the services must deal with issues relating to the constructive
integration/reintegration of the recipient into the family.

Group Therapy

Mental health treatment service facilitated by a QMHP within their scope of
licensure or practice, which utilizes the interactions of more than one individual
and the focus of the group to address behavioral health needs and interpersonal
relationships. The therapy must be prescribed on the Treatment Plan and must have
measurable goals and objectives. Group therapy may focus on skill development
for learning new coping skills, such as stress reduction, or changing maladaptive
behavior, such as anger management. Participation in group therapy must be
documented on the clinical record. Minimum group size is three and maximum
therapist to participant ratio is one to ten. Group therapy can be less than three but
more than one based on unforeseen circumstances such as a no-show or
cancellation but cannot be billed as individual therapy. Group therapy may also
include a family without the recipient present and/or multi-family groups.

Individual Therapy Services

Mental health treatment service provided to a specific recipient for a presenting
need by an individual therapist for a specified period of time. The amount, scope
and duration of individual therapy services may vary depending on the stage of the
presenting mental health need, treatment program and recipient’s response to the
treatment approach. Individual is one recipient. Each direct one-on-one episode
must be of a sufficient length of time to provide the appropriate skilled treatment
in accordance with each patient’s treatment/rehabilitative plan.

Neurotherapy
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Neurotherapy is individual psychological therapy incorporating
biofeedback training combined with psychotherapy as a treatment for
mental health disorders. Medicaid will reimburse medically necessary
neurotherapy when administered by a licensed QMHP within the scope of
their practice and expertise. A certified Biofeedback Technician may assist
in the provision of biofeedback treatment; however, a QMHP must provide
the associated psychotherapy. Reimbursement for biofeedback treatment
provided by a Biofeedback Technician is imbedded in the QMHP rate.

Prior authorizations through the QIO-like vendor are required for all
neurotherapy services exceeding the below identified session limits for the
following covered ICD Codes:

1. Attention Deficit Disorders (ADD) — 40 sessions
Current ICD Codes: F90.0, F90.8 and F90.9

2. Anxiety Disorders — 30 sessions
Current ICD Codes: F41.0 and F34.1

3. Depressive Disorders — 25 sessions
Current ICD Codes: F32.9, F33.40, F33.9, F32.3 and F33.3

4. Bipolar Disorders — 50 sessions
Current ICD Codes: F30.10, F30.9, F31.0, F31.10, F31.89, F31.30,
F31.60, F31.70, F31.71, F31.72, F31.9 and F39

5. Obsessive Compulsive Disorders (OCD) — 40 sessions
Current ICD Codes: F42

6. Opposition Defiant Disorders (ODD) and/or Reactive Attachment
Disorders —
50 sessions

Current ICD Codes: F93.8, F91.3, F94.1, F94.2, F94.9 and F98.8

7. Post-Traumatic Stress Disorders (PTSD) — 35 sessions
Current ICD Codes: F43.21, F43.10, F43.11 and F43.12

8. Schizophrenia Disorders — 50 sessions
Current ICD Codes: F20.89, F20.1, F20.2, F20.0, F20.81, F20.89,
F20.5, F25.0, F25.1, F25.8, F25.9, F20.3 and F20.9

Prior authorization may be requested for additional services based
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upon medical necessity.

Mental Health Therapeutic Interventions

1.

Partial Hospitalization Program (PHP) — A restorative program encompassing
mental and behavioral health services and psychiatric treatment services designed
for recipients who require a higher intensity of coordinated, comprehensive, and
multidisciplinary treatment for mental health disorders. These services are
furnished under a medical model by a hospital in an outpatient setting or by a
Federally Qualified Health Center (FQHC) that assumes clinical liability and meets
the criteria of a Certified Mental Health Clinic (CMHC). A hospital or an FQHC
may choose to offer PHP through an enrolled Substance Abuse Prevention and
Treatment Agency (SAPTA)-certified clinic or an enrolled BHCN
agency/entity/group, and the hospital or FQHC must enter into a contract with this
provider which specifically outlines the roles and responsibilities of both parties in
providing this program. The contract must be submitted to DHCFP and reported to
its fiscal agent prior to the delivery of these services to the recipient. These services
are intended to be an alternative to inpatient psychiatric care and are generally
provided to recipients experiencing an exacerbation of a severe and persistent
mental illness and/or substance use disorder (SUD). PHP services include active
therapeutic treatment and must be targeted to meet the goals of alleviating
impairments and maintaining or improving functioning to prevent relapse or
hospitalization. PHP is provided to individuals who are determined as SED or SMI.

a. Scope of Services - PHP services may include:
1. Individual Therapy
2. Group Therapy

3. Family Therapy

4. Medication Management

5. Behavioral Health Assessment
6. BST

7. Psychosocial Rehabilitation

8. Peer-to-Peer Support Services
9. Crisis Services
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PHP requires around-the-clock availability of 24/7 psychiatric and psychological
services. These services may not be billed separately by the same provider as PHP
is an all-inclusive rate, however, the recipient may require additional medical
services that are not provided by the PHP. To support the recipient in gaining access
to the necessary medical services, coordination must be made by the PHP provider.
These services are requested following established prior authorization and coding
requirements.

b.

Service Limitations: PHP services are direct services provided in a
mental/behavioral health setting for at least three days per week and no
more than five days per week; each day must include at least four hours of
direct services as clinically indicated based on a patient-centered approach.
If more/fewer hours and/or more/fewer days are indicated, the recipient
should be reevaluated. PHP delivered through a BHCN will always require
prior authorization and must be reauthorized every three weeks.

PHP Utilization Management: Evaluation of the patient’s response to
treatment interventions and progress monitoring toward Treatment Plan
goals must include ongoing patient assessments, including Intensity of
Needs determinations using American Society of Addiction Medicine
(ASAM)/LOCUS/CASII at regularly scheduled intervals and whenever
clinically indicated.

Provider Qualifications: Direct services are face-to-face interactive services
led by licensed staff and components of this service can be performed by
qualified, enrolled health care workers practicing within their scope under
the Direct Supervision of a QMHP-level professional, including Interns.
Interns can provide PHP services under Clinical Supervision. Direct
Supervision requires that a licensed professional practicing within the scope
of their Nevada licensure be onsite where services are rendered. Each
component of the PHP must be provided by enrolled and qualified
individuals within the scope of their practice.

Documentation: Patient assessments must document the individual patient
response to the Treatment Plan, progress toward goals, changes in identified
goals and objective based on progress and substantiate continued stay at the
current intensity/frequency of services. Resolution of issues necessitates
transfer to a higher or lower intensity/frequency of services or discharge
from treatment as no longer meeting medical necessity at any level. Transfer
and discharge planning must be evidence-based and reflect best practices
recognized by professional and advocacy organizations and ensure
coordination of needed services, follow-up care and recovery supports. The
direct provider of each service component must complete documentation
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for that component. Further information on documentation standards is
located within the section “Documentation” within this chapter.

1.

2.

7.

8.

Non-Covered Services in PHP include, but are not limited to:

Non-evidence-based models;
Transportation or services delivered in transit;

Club house, recreational, vocational, after-school or mentorship
program;

Routine supervision, monitoring or respite;

Participation in community-based, social-based support groups
(e.g., Alcoholics Anonymous (AA), Narcotics Anonymous (NA));

Watching films or videos;
Doing assigned readings; and

Completing inventories or questionnaires.

Intensive Outpatient Program (IOP) — A comprehensive interdisciplinary program
of direct mental/behavioral health services which are expected to improve or
maintain an individual’s condition and functioning level for prevention of relapse
or hospitalization. IOP is provided to individuals who are determined as SED or
SMI. IOP group sizes are required to be four to 15 recipients.

a. Scope of Services - IOP may include the following direct services:
1. Individual Therapy
2. Group Therapy
3. Family Therapy
4. Medication Management
5. Behavioral Health Assessment
6. BST
7. Psychosocial Rehabilitation
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8. Peer-to-Peer Support Services

9. Crisis Services

IOP requires around-the-clock availability of 24/7 psychiatric and psychological
services. These services may not be billed separately by the same provider as IOP
is an all-inclusive rate, however, the recipient may require additional medical
services that are not provided by the IOP. To support the recipient in gaining access
to the necessary medical services, coordination must be made by the IOP provider.
These services are requested following established prior authorization and coding
requirements.

b.

Service Limitations: IOP services delivered in a mental/behavioral health
setting are direct services provided three days per week, each day must
include at least three hours and no more than six hours of direct service
delivery as clinically indicated based on a patient-centered approach. If
more/fewer hours and/or more/fewer days are indicated, the recipient
should be reevaluated. IOP delivered through a BHCN will always require
prior authorization and must be reauthorized every three weeks.

IOP Curriculum and Utilization Management: A curriculum and a schedule
for the program delivered through a BHCN must be submitted with each
prior authorization request (PAR); this information may also be provided
with enrollment and the description of 10P services. The curriculum must
outline the service array being delivered including evidence-based
practice(s), best practice(s), program goals, schedule of program and times
for service delivery, staff delivering services, and population served in the
program.

IOP program recipients must receive on-going patient assessments, at
regularly scheduled intervals and whenever clinically indicated, including
intensity of needs determinations using LOCUS/CASII to evaluate the
recipient’s response to treatment interventions and to monitor progress
toward Treatment Plan goals. Recipient assessments must document the
individual’s response to the Treatment Plan, identify progress toward
individual and program goals, reflect changes in identified goals and
objectives, and substantiate continued stay at the current
intensity/frequency of services. An updated Treatment Plan must be
completed to justify a transfer to a higher or lower intensity/frequency of
services or discharge from treatment as no longer meeting medical necessity
at any level.

Provider Qualifications: Direct services are face-to-face interactive services
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provided by qualified, enrolled providers, including both licensed staff. and
other health care workers practicing within their scope under the Direct
Supervision of a QMHP-level professional, including Interns. Interns can
provide IOP services under Clinical Supervision. Direct Supervision
requires that a licensed professional practicing within the scope of their
Nevada licensure be onsite where services are rendered. Each component
of the 1OP must be provided by enrolled and qualified individuals within
the scope of their practice.

Documentation: Patient assessments must document the individual patient
response to the Treatment Plan, progress toward goals, changes in identified
goals and objective based on progress and substantiate continued stay at the
current intensity/frequency of services. Resolution of issues necessitates
transfer to a higher or lower intensity/frequency of services or discharge
from treatment as no longer meeting medical necessity at any level.
Transfer and discharge planning must be evidence-based and reflect best
practices recognized by professional and advocacy organizations and
ensure coordination of needed services, follow-up care, and recovery
supports. The direct provider of each service component must complete
documentation for that component. Further information on documentation
standards is located within the section “Documentation’ within this chapter.

Non-Covered services in IOP include, but are not limited to:

1. Non-evidence-based models;

2. Transportation or services delivered in transit;

3. Club house, recreational, vocational, after-school, or mentorship
program;

4. Routine supervision, monitoring, or respite;

5. Participating in community based, social based support groups (i.e.
AA, NA);

6. Watching films or videos;

7. Doing assigned readings; and

8. Completing inventories or questionnaires.

Medication Management — A medical treatment service using psychotropic
medications for the purpose of rapid symptom reduction, to maintain improvement
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in a chronic recurrent disorder or to prevent or reduce the chances of relapse or
reoccurrence. Medication management must be provided by a psychiatrist or
physician licensed to practice in the State of Nevada and may include, through
consultation, the use of a physician’s assistant or a certified nurse practitioner
licensed to practice in the State of Nevada within their scope of practice.
Medication management may be used by a physician who is prescribing
pharmacologic therapy for a recipient with an organic brain syndrome or whose
diagnosis is in the current ICD section of Mental, Behavioral, and
Neurodevelopmental Disorders and is being managed primarily by psychotropic
drugs. It may also be used for the recipient whose psychotherapy is being managed
by another mental health professional and the billing physician is managing the
psychotropic medication. The service includes prescribing, monitoring the effect of
the medication and adjusting the dosage. Any psychotherapy provided is minimal
and is usually supportive only. If the recipient received psychotherapy and drug
management at the same visit, the drug management is included as part of that
service by definition and medication management should not be billed in addition.

Medication Training and Support — This service must be provided by a professional
other than a physician and is covered for monitoring of compliance, side effects,
recipient education and coordination of requests to a physician for changes in
medication(s). To be reimbursed for this service, the provider must be enrolled as:
a QMHP, an LCSW, an LMFT, or a CPC. An RN enrolled as a QMHA may also
provide this service if billed with the appropriate modifier. Medication Training
and Support is a face-to-face documented review and educational session by a
qualified professional, focusing on a member's response to medication and
compliance with the medication regimen. The review must include an assessment
of medication compliance and medication side effects. Vital signs must be taken
including pulse, blood pressure, and respiration and documented within the medical
or clinical record. A physician is not required to be present but must be available
for consult. Medication Training and Support is designed to maintain the member
on the appropriate level of the least intrusive medications, encourage normalization
and prevent hospitalization. Medication Training and Support may not be billed for
members who reside in Intermediate Care Facility for Individuals with Intellectual
Disabilities (ICF/IID) facilities.

a. Service Limitations: Cannot exceed two units per month (30 minutes), per
recipient without a prior authorization.

b. Documentation Requirements: Documentation must include a description
of the intervention provided and must include:

1 If the recipient was present or not;
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2 Recipient’s response to the medication;

3 Recipient’s compliance with the medication regimen;

4 Medication benefits and side effects;

5. Vital signs, which include pulse, blood pressure, and respiration; and

6. Documented within the progress notes/medication record.

C. Non-covered services in Medication Training and Support include, but are
not limited to:

1 Medication Training and Support is not allowed to be billed the
same day as an evaluation and management (E/M) service provided
by a psychiatrist.

2. If medication management, counseling or psychotherapy is
provided as an outpatient behavioral health service, and medication
management is a component, Medication Training and Support may
not be billed separately for the same visit by the same provider.

3 Coaching and instruction regarding recipient self-administration of
medications is not reimbursable under this service.

4, Medication Training and Support may not be provided for
professional caregivers.

403.5 OMH SERVICES - UTILIZATION MANAGEMENT

A. INTENSITY OF NEEDS DETERMINATION
The assessed level of needs and the amount, scope and duration of RMH services required
to improve or retain a recipient’s level of functioning or prevent relapse. The determination
cannot be based upon the habilitative needs of the recipient. Intensity of needs
determination is completed by a trained QMHP or QMHA. Intensity of needs
determinations are based on several components consistent with person and family
centered treatment/rehabilitation planning. Intensity of Needs redeterminations must be
completed every 90 days or anytime there is a substantial change in the recipient’s clinical
status.
These components include:
1. A comprehensive assessment of the recipient’s level of functioning; The clinical
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B.

2.

judgment of the QMHP; and

A proposed treatment and/or rehabilitation plan.

INTENSITY OF NEEDS GRID

1.

The intensity of needs grid is an approved LOC utilization system, which bases the
intensity of services on the assessed needs of a recipient. The determined level on
the grid guides the interdisciplinary team in planning treatment to improve or retain
a recipient’s level of functioning or prevent relapse. Each Medicaid recipient must
have an intensity of needs determination completed prior to approval to transition
to more intensive services (except in the case of a physician or psychologist
practicing as independent providers). The intensity of needs grid was previously
referred to as level of services grid.

Intensity of Need for Children:

CASII

Service Criteria

Level I

¢ Significant Life Stressors and/or current ICD Codes, Z55-Z65,

Basic Services: Recovery
Maintenance and Health

R45.850 and R45.821 that does not meet SED criteria (excluding
dementia, intellectual disabilities and related conditions or a

Management primary diagnosis of a SUD, unless these conditions co-occur with
a mental illness).
Level 11 Current ICD diagnosis in  Mental, Behavioral and

Outpatient Services

Neurodevelopmental Disorders that does not meet SED criteria
(excluding Z55-7Z65, R45.850 and R45.821 Codes, dementia,
intellectual disabilities and related conditions, or a primary
diagnosis of a SUD, unless these conditions

co-occur with a mental illness).

Level 11
Intensive Outpatient Services

Current ICD diagnosis in Mental, Behavioral and
Neurodevelopmental Disorders (excluding Z55-Z65, R45.850and
R45.821 Codes, dementia, intellectual disabilities and related
conditions, or a primary diagnosis of a SUD, unless these
conditions co-occur with a mental illness); and

SED Determination.

Level IV
Intensive Integrated Services

Current ICD diagnosis in  Mental, Behavioral and
Neurodevelopmental Disorders (excluding Z55-Z65, R45.850 and
R45.821 Codes, dementia, intellectual disabilities and related
conditions, or a primary diagnosis of a SUD,

unless these conditions co-occur with a mental illness); and SED
Determination.
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Level V
Non-secure, 24-hour Services
with Psychiatric Monitoring

Current ICD diagnosis in Mental, Behavioral and
Neurodevelopmental Disorders (excluding Z55-Z65, R45.850and
R45.821 Codes, dementia, intellectual disabilities and related
conditions, or a primary diagnosis of a SUD, unless these
conditions co-occur with a mental illness); and

SED Determination; and

Requires specialized treatment (e.g., sex offender treatment, etc.).

Level VI
Secure, 24-hour Services with
Psychiatric Management

Current ICD diagnosis in Mental, Behavioral and
Neurodevelopmental Disorders (excluding Z55-Z65, R45.850and
R45.821 Codes, dementia, intellectual disabilities and related
conditions, or a primary diagnosis of a SUD, unless these
conditions co-occur with a mental illness); and

SED Determination; and

Requires inpatient/secured LOC.

3. Intensity of Needs for Adults:

LOCUS

Service Criteria

Level |
Basic Services: Recovery
Maintenance and Health

Current ICD diagnosis in  Mental, Behavioral and
Neurodevelopmental Disorders, including Z55-265, R45.850 and
R45.821 Codes, that do not meet SMI criteria (excluding

Low Intensity Community
Based Services

Management dementia, intellectual disabilities and related conditions, or a
primary diagnosis of a SUD, unless these conditions co-occur with
a mental illness).

Level Il e Current ICD diagnosis in Mental, Behavioral and

Neurodevelopmental Disorders, including Z55-Z65, R45.850 and
R45.821 Codes that do not meet SMI criteria (excluding dementia,
intellectual disabilities and related conditions, or a primary
diagnosis of a SUD, unless these conditions co-occur with a
mental illness).

Level 111
High Intensity Community
Based Services (HCBS)

Current ICD diagnosis in  Mental, Behavioral and
Neurodevelopmental Disorders (excluding Z55-Z65, R45.850 and
R45.821 Codes, dementia, intellectual disabilities and related
conditions, or a primary diagnosis of a SUD, unless these
conditions co-occur with a mental illness); and

SMI determination.
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Level IV e Current ICD diagnosis in Mental, Behavioral and
Medically Monitored Neurodevelopmental Disorders (excluding Z55-Z65, R45.850 and
Non-Residential Services R45.821 Codes, dementia, intellectual disabilities and related

conditions, or a primary diagnosis of a SUD, unless these
conditions co-occur with a mental illness); and
e SMI determination.

Level V e Current ICD diagnosis in Mental, Behavioral and
Medically Monitored Neurodevelopmental Disorders (excluding Z55-Z65, R45.850 and
Residential Services R45.821 Codes, dementia, intellectual disabilities and related

conditions, or a primary diagnosis of a SUD, unless these
conditions co-occur with a mental illness); and

e SMI determination; and

e Requires specialized treatment (e.g. sex offender treatment, etc.).

Level VI e Current ICD diagnosis in Mental, Behavioral and
Medically Managed Neurodevelopmental Disorders (excluding Z55-Z65, R45.850 and
Residential Services R45.821 Codes, dementia, intellectual disabilities and related

conditions, or a primary diagnosis of a SUD, unless these
conditions co-occur with a mental illness); and

e SMI determination; and

e Requires inpatient/secured LOC.

C. Utilization Management for outpatient mental health services is provided by the DHCFP
QIO-like vendor as follows:

1. For BHCN, all service limitations are based upon the Intensity of Needs Grid in the
definitions. The recipient must have an Intensity of Needs determination to
supplement clinical judgment and to determine the appropriate service utilization.
The provider must document in the case notes the level that is determined from the
Intensity of Needs grid;

2. Independent psychologists are not subject to the service limitations in the Intensity
of Needs Grid. The following service limitations are for psychologists:

a. Assessments — two per calendar year, additional services require prior
authorization from the QIO-like vendor; and

b. Therapy (group, individual, family) — Up to 26 visits per calendar year are
allowed without prior authorization. Additional services require prior
authorization demonstrating medical necessity from the QIO-like vendor.

3. Independent psychiatrists are not subject to the service limitations in the Intensity
of Needs grid. No prior authorization is required for this particular provider.
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4. Medicaid Behavioral Health Intensity of Needs for Children and Adolescents.

CASII Intensity of Services
(Per Calendar Year?)
Level | e Assessment: two total sessions (does not include Mental Health

Basic Services: Recovery Maintenance

and Health Management

Screen)
e Individual, Group or Family Therapy: 10 total sessions;
e Medication Management: six total sessions

Level Il
Outpatient Services

e Assessments: four total sessions (does not include Mental
Health Screen)

e Individual, Group or Family Therapy: 26 total sessions

e Medication Management: eight total sessions

Level 11
Intensive Outpatient Services

All Level Two Services Plus:

e Assessments: four total sessions (does not include Mental
Health Screen)

e Individual, Group or Family Therapy: 26 total sessions

e Medication Management: eight total sessions IOP

Levels IV
Intensive Integrated Services

All Level Three Services

e Assessments: four total sessions (does not include Mental
Health Screen)

¢ Individual, Group or Family Therapy: 26 total sessions

e Medication Management: eight total sessions

e PHP

Level V
Non-secure, 24-Hour Services with
Psychiatric Monitoring

All Level Four Services

e Assessments: four total sessions (does not include Mental
Health Screen)

e Individual, Group or Family Therapy: 26 total sessions

e Medication Management: eight total sessions

e PHP

Level VI
Secure, 24-Hour, Services with
Psychiatric Management

All level Five services

A prior authorization demonstrating medical necessity will be required and may be
requested from the QIO-like vendor for additional services above the service
limitations for all levels.

a. Service provision is based on the calendar year beginning on January 1.

b. Sessions indicate billable codes for this service may include occurrence-
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based codes, time-based or a combination of both. Session equals each time
this service occurs regardless of the duration of the service.

5. Medicaid Behavioral Health Intensity of Needs for Adults.

Medicaid Behavioral Health Intensity Intensity of Service
of Needs for Adults. LOCUS (Per Calendar Year?)
Level | e Assessment: two total sessions (does not include Mental Health
Basic Services - Screen)
Recovery Maintenance and Health Individual, Group or Family Therapy: six total sessions
Management Medication Management: six total sessions
Level 11 e Assessment: (two assessments; does not include Mental Health
Low Intensity Community Based Screen)
Services Individual, Group or Family Therapy: 12 total sessions
Medication Management: eight total sessions

Level 1 e Assessment (two assessments; does not include Mental Health
High Intensity Community Based Screen)
Services e Individual, Group and Family therapy: 12 total sessions

e Medication Management: 12 total sessions

e |OP
Level IV e Assessment (two assessments; does not include Mental Health
Medically Monitored Non-Residential Screen)
Services e Individual, Group and Family Therapy: 16 total sessions

e Medication Management (12 sessions)

PHP

Level V e Assessment (two assessments; does not include Mental Health
Medically Monitored Residential Screen)
Services e Individual, Group and Family therapy: 18 total sessions

e Medication Management (12 sessions)

e PHP
Level VI All Level Five Services
Medically Managed Residential
Services

A prior authorization demonstrating medical necessity will be required and may be
requested from the QIO-like vendor for additional services above the service
limitations for all levels.

a. Service provision is based on the calendar year beginning on January 1.

b. Sessions indicate billable codes for this service may include occurrence-
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based codes, time-based or a combination of both. Session equals each time
this service occurs regardless of the duration of the service.

Non-Covered OMH Services

The following services are not covered under the OMH program for Nevada Medicaid
and NCU:

1. Services under this chapter for a recipient who does not have a covered, current ICD
diagnosis;

2. Therapy for marital problems without a covered, current ICD diagnosis;
3. Therapy for parenting skills without a covered, current ICD diagnosis;

4. Therapy for gambling disorders without a covered, current ICD diagnosis;
5. Custodial services, including room and board;

6. Support group services other than Peer Support Services;

7. More than one provider seeing the recipient in the same therapy session;

8. Services not authorized by the QIO-like vendor if an authorization is required
according to policy; and

9. Respite.

403.6 REHABILITATIVE MENTAL HEALTH (RMH) SERVICES

1

Scope of Service: RMH services must be recommended by a QMHP within the scope of
their practice under state law. RMH services are goal-oriented outpatient interventions that
target the maximum reduction of mental and/or behavioral health impairments and strive to
restore the recipients to their best possible mental and/or behavioral health functioning.
RMH services must be coordinated in a manner that is in the best interest of the recipient.
RMH services may be provided in a variety of community and/or professional settings. The
objective is to reduce the duration and scope of care to the least intrusive level of mental
and/or behavioral health care possible while sustaining the recipient’s overall health. All
RMH services must be directly and medically necessary. RMH services cannot be
reimbursed on the same day as Applied Behavior Analysis (ABA) services, refer to MSM
Chapter 3700.

Prior to providing RMH services, a QMHP must conduct a comprehensive assessment of
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an individual’s rehabilitation needs including the presence of a functional impairment in
daily living and a mental and/or behavioral health diagnosis. This assessment must be based
on accepted standards of practice and include a covered, current ICD diagnosis. The
assessing QMHP must approve a written Rehabilitation Plan. The rehabilitation strategy, as
documented in the Rehabilitation Plan, must be sufficient in the amount, duration, and scope
to achieve established rehabilitation goals and objectives. Simultaneously, RMH services
cannot be duplicative (redundant) of each other. Providers must ensure that the RMH
services they provide are coordinated with other servicing providers. Case records must be
maintained on recipients receiving RMH services. These case records must include and/or
indicate:

a. the recipient’s name;

b. progress notes must reflect the date and time of day that RMS services were
provided; the recipient’s progress toward functional improvement and the
attainment of established rehabilitation goals and objectives; the nature, content and
number of RMH service units provided; the name, credential(s) and signature of the
person who provided the RMH service(s). Progress notes must be completed after
each session and/or daily; progress notes are not required on days when RMH
services are not provided; a single progress note may include any/all the RMH
services provided during that day;

C. the recipients and their families/legal guardians (in the case of legal minors)
acknowledgement of their freedom to select a qualified Medicaid provider of their
choosing;

d. indications that the recipients and their families/legal guardians (in the case of legal
minors) were involved in all aspects care planning;

e. indications that the recipients and their families/legal guardians (in the case of legal
minors) are aware of the scope, goals, and objectives of the RMH services made
available; and

f. the recipients and their families/legal guardians (in the case of legal minors)
acknowledgement that RMH services are designed to reduce the duration and
intensity of care to the least intrusive LOC possible while sustaining the recipient’s
overall health.

Inclusive Services: RMH services include BST, Program for Assertive Community
Treatment (PACT), Day Treatment, Peer-to-Peer Support, Psychosocial Rehabilitation
(PSR), and Crisis Intervention (CI).

Provider Qualifications:

February 26, 2025
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a. QMHP: QMHPs may provide BST, PACT, Day Treatment, Peer-to-Peer Support,
PSR and Cl services.

b. QMHA: QMHAs may provide BST, PACT, Day Treatment, Peer-to-Peer Support,
PSR services under the Clinical Supervision of a QMHP.

C. QBA: QBAs may provide BST services under the Clinical Supervision of QMHP
and the Direct Supervision of a QMHP/QMHA. QBAs may provide Peer-to-Peer
Support services under the Clinical/Direct Supervision of a QMHP.

4, Therapeutic Design: RMH services are adjunct (enhancing) interventions designed to
complement more intensive mental health therapies and interventions. While some
rehabilitative models predominately utilize RMH services, these programs must
demonstrate the comprehensiveness and clinical appropriateness of their programs prior to
receiving prior authorization to provide RMH services. RMH services are time-limited
services, designed to be provided over the briefest and most effective period possible.
Service limitations are designed to help prevent rehabilitation diminishing return by
remaining within reasonable age and developmentally appropriate daily limits. Also taken
into consideration are other social, educational and intensive mental health obligations and
activities. RMH services are planned and coordinated services.

5. Non-Covered Services: RMH services do not include (from CMS 2261-P):

a. RMH services are not custodial care benefits for individuals with chronic conditions
but should result in a change in status;

b. custodial care and/or routine supervision: Age and developmentally appropriate
custodial care and/or routine supervision including monitoring for safety, teaching
or supervising hygiene skills, age appropriate social and self-care training and/or
other intrinsic parenting and/or care giver responsibilities;

C. maintaining level of functioning: Services provided primarily to maintain a level of
functioning in the absence of RMH goals and objectives, impromptu non-crisis
interventions and routine daily therapeutic milieus;

d. case management: Conducting and/or providing assessments, care planning/
coordination, referral and linkage and monitoring and follow-up;

e. habilitative services;

f. services provided to individuals with a primary diagnosis of intellectual disabilities
and related conditions (unless these conditions co-occur with a mental illness) and
which are not focused on rehabilitative mental and/or behavioral health;
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cognitive/intellectual functioning: Recipients with sub-average intellectual
functioning who would distinctly not therapeutically benefit from RMH services;

transportation: Transporting recipients to and from medical and other
appointments/services;

educational, vocational or academic services: General and advanced private, public
and compulsory educational programs; personal education not related to the
reduction of mental and/or behavioral health problem; and services intrinsically
provided through the Individuals with Disabilities Education Improvement Act
(IDEA);

inmates of public institutions: To include detention facilities, forestry camps,
training schools or any other facility operated primarily for the detention of children
who are determined to be delinquent;

room and board: Includes housing, food, non-medical transportation and other
miscellaneous expenses, as defined below:

1 Housing expenses include shelter (mortgage payments, rent, maintenance
and repairs, and insurance), utilities (gas, electricity, fuel, telephone, and
water), and housing furnishings and equipment (furniture, floor coverings,
major appliances, and small appliances);

2 Food expenses include food and nonalcoholic beverages purchased at
grocery, convenience, and specialty store;

3 Transportation expenses include the net outlay on purchase of new and used
vehicles, gasoline and motor oil, maintenance and repairs, and insurance;

4 Miscellaneous expenses include clothing, personal care items, entertainment
and reading materials;

5. Administrative costs associated with room and board;

non-medical programs: Intrinsic benefits and/or administrative elements of non-
medical programs, such as foster care, therapeutic foster care, child welfare,
education, childcare, vocational and prevocational training, housing, parole and
probation, and juvenile justice;

services under this chapter for a recipient who does not have a covered, current ICD
diagnosis;

therapy for marital problems without a covered, current ICD diagnosis;
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therapy for parenting skills without a covered, current ICD diagnosis;
therapy for gambling disorders without a covered, current ICD diagnosis;
support group services other than Peer Support services;

more than one provider seeing the recipient in the same RMH intervention with the
exception of Cl services;

respite care;

recreational activities: Recreational activities not focused on rehabilitative
outcomes;

personal care: Personal care services intrinsic to other social services and not related
to RMH goals and objectives; and/or

services not authorized by the QIO-like vendor if an authorization is required
according to policy.

Service Limitations: All RMH services require prior authorization by Medicaid’s QlO-Like
vendor. RMH services may be prior authorized up to 90-days.

a.

Intensity of Need Levels | and I1: Recipients may receive BST and/or Peer-to-Peer
services provided:

1 a covered, current ICD and CASII/LOCUS Levels | or Il; and clinical
judgment; and

2 the overall combination does not exceed a maximum of two hours per day;
and
3 the services provided in combination may not exceed the maximum

individual daily limits established for each RMH service.

Intensity of Need Level Il1: Recipients may receive any combination of BST, PSR,
Day Treatment, and/or Peer-to-Peer services provided:

1 a covered, current ICD and CASII/LOCUS Level Ill; and

2 SED or SMI determination; and

3 clinical judgment; and
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4,

5

the overall combination does not exceed a maximum of four hours per day;
and

the services provided in combination may not exceed the maximum
individual daily limits established for each RMH service.

Intensity of Need Level IV: Recipients may receive any combination of BST, PSR,
Day Treatment, and/or Peer-to-Peer services provided:

1

2

a covered, current ICD and CASII/LOCUS Level IV; and
SED or SMI determination; and
clinical judgment; and

the overall combination does not exceed a maximum of six hours per day;
and

the services provided in combination may not exceed the maximum
individual daily limits established for each RMH service.

Intensity of Need Levels V and VI: Recipients may receive any combination of
BST, PSR, Day Treatment, and/or Peer-to-Peer services provided:

1

2

a covered, current ICD and CASII/LOCUS Levels V or VI; and
SED or SMI determination; and
clinical judgment; and

the overall combination does not exceed a maximum of eight hours per day;
and

the services provided in combination may not exceed the maximum
individual daily limits established for each RMH service.

Additional RMH Service Authorizations: Recipients may receive any combination
of additional medically necessary RMH services beyond established daily
maximums. Additional RMH services must be prescribed on the recipient’s
rehabilitation plan and must be prior authorized by Medicaid’s QIO-like vendor.
Additional RMH services authorizations may only be authorized for 30-day periods.
These requests must include:

1

a lifetime history of the recipient’s inpatient psychiatric admissions; and
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2 a 90-day history of the recipient’s most recent outpatient psychiatric
services; and
3 progress notes for RMH services provided over the most current two-week
period.

7. Each authorization is for an independent period of time as indicated by the start and end
date of the service period. If a provider believes it is medically necessary for services to be
rendered beyond the scope (units, time period, or both), of the current authorization, the
provider is responsible for the submittal of a new PAR. It is recommended that the new
request be submitted 15 days prior to the end date of the existing service period, so an
interruption in services may be avoided for the recipient. In order to receive authorization
for RMH services all of the following must be demonstrated in the rehabilitation plan and
progress notes (if applicable).

a. The recipient will reasonably benefit from the RMH service or services requested;

b. The recipient meets the specific RMH service admission criteria;

C. The recipient possesses the ability to achieve established treatment goals and
objectives;

d. The recipient and/or their family/legal guardian (in the case of legal minors) desire
to continue the service;

e. The recipient’s condition and/or level of impairment does not require a more or less
intensive level of service;

f. The recipient does not require a level of structure, intensity and/or supervision
beyond the scope of the RMH service or services requested; and

g. The retention of the RMH service or services will reasonably help prevent the
discomposure of the recipient’s mental and/or behavioral health and overall well-
being.

8 Exclusion and Discharge Criteria: Prior authorization will not be given for RMH services
if any of the following apply:

a. The recipient will not reasonably benefit from the RMH service or services
requested,;
b. The recipient does not continue to meet the specific RMH service admission criteria;
. The recipient does not possess the ability to achieve established rehabilitation goals
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and objectives;

d. The recipient demonstrates changes in condition, which warrants a more or less
intensive level of services;

e. The recipient and/or their family/legal guardian (in the case of legal minors) do not
desire to continue the service;

f. The recipient presents a clear and imminent threat of serious harm to self and/or
others (recipient presents the intent, capability, and opportunity to harm themselves
and others); The recipient’s condition and/or level of impairment requires a more
intensive level of service; and

g. The retention of the RMH service or services will not reasonably help prevent the
discomposure of the recipient’s mental and/or behavioral health and overall
wellbeing.

403.6A RESERVED

403.6B RESERVED

403.6C BST SERVICES

1 Scope of Service: BST services are RMH interventions designed to reduce cognitive and

behavioral impairments and restore recipients to their highest level of functioning. BST
services are provided to recipients with age and developmentally inappropriate cognitive
and behavioral skills. BST services help recipients acquire (relearn) constructive cognitive
and behavioral skills through positive reinforcement, modeling, operant conditioning, and
other training techniques. BST services reteach recipients a variety of life skills. BST
services may include the following interventions:

a. Basic living and self-care skills: Recipients learn how to manage their daily lives;
recipients learn safe and appropriate behaviors;

b. Social skills: Recipients learn how to identify and comprehend the physical,
emotional and interpersonal needs of others-recipients learn how to interact with
others;

C. Communication skills: Recipients learn how to communicate their physical,
emotional, and interpersonal needs to others. Recipients learn how to listen and
identify the needs of others;

d. Parental training: Parental training teaches the recipient’s parent(s) and/or legal
guardian(s) BST techniques. The objective is to help parents continue the recipient’s
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RMH care in home and community-based settings. Parental training must target the
restoration of recipient’s cognitive and behavioral mental health impairment needs.
Parental training must be recipient centered;

e. Organization and time management skills: Recipients learn how to manage and
prioritize their daily activities; and/or

f. Transitional living skills: Recipients learn necessary skills to begin partial-
independent and/or fully independent lives.

Provider Qualifications:

a. QMHP: QMHPs may provide BST services. QMHA: QMHAs may provide BST
services under the clinical supervision of a QMHP.

b. QBA: QBAs may provide BST services under the clinical supervision of QMHP and
the direct supervision of a QMHP or QMHA.

Service Limitations: All BST services must be prior authorized. Up to two hours of BST
services per day for the first 90 consecutive days, one hour per day for the next 90
consecutive days and anything exceeding current service limitations above 180 consecutive
days would require a prior authorization meeting medical necessity. Any service limitations
may be exceeded with a prior authorization demonstrating medical necessity. Services are
based on a calendar year. Prior authorizations may not exceed 90-day intervals.

If a recipient has been receiving BST services for six consecutive months, the provider
must validate that continued services are reasonable and necessary. To be considered
reasonable and necessary, the following conditions must be met:

a. Expectation that the patient’s condition will improve significantly in a reasonable
and predictable period of time, or the services must be necessary for the
establishment of a safe and effective rehabilitative therapeutic design required in
connection with a specific disease state.

b. The amount, frequency and duration of BST must be reasonable under accepted
standards of practice.

C. If the rehabilitation plan goals have not been met, the re-evaluation of the
rehabilitation/Treatment Plan must reflect a change in the goal, objectives, services,
and methods and reflect the incorporation of other medically appropriate services
such as outpatient mental health services.

d. Documentation demonstrates a therapeutic benefit to the recipient by reflecting the
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downward titration in units of service. The reduction in services should demonstrate
the reduction in symptoms/behavioral impairment.

BST services are based on the below daily maximums:

Service Limitations Children: CASII

Adults: LOCUS

Levels I, 11, I, IV, V Maximum of two hours per day for|
the first 90 days. This service
limitation may be exceeded with a
prior authorization demonstrating
medical necessity.

Maximum of two hours per day for
the first 90 days. This service
limitation may be exceeded with a
prior authorization demonstrating
medical necessity.

Levels I, 11, I1I, IV, V Maximum of one hour per day for|
the next 90 days. This service
limitation may be exceeded with a
prior authorization demonstrating
medical necessity.

Maximum of one hour per day for the
next 90 days. This service limitation
may be exceeded with a prior
authorization demonstrating medical
necessity.

Levels I, I, 111, IV, V | Service limits exceeding two 90-
day intervals may be overridden
with a prior authorization meeting
medical necessity.

Service limits exceeding two 90-
day intervals may be overridden
with a prior authorization meeting
medical necessity.

4. Admission Criteria: The recipient and at least one parent and/or legal guardian (in the case
of legal minors) with whom the recipient is living must be willing to participate in home
and community-based services; and assessment documentation must indicate that the
recipient has substantial impairments in any combination of the following areas:

a. Basic living and self-care skills: Recipients are experiencing age-inappropriate
deficits in managing their daily lives and are engaging in unsafe and inappropriate
behaviors;

b. Social skills: Recipients are experiencing inappropriate deficits in identifying and
comprehending the physical, emotional and interpersonal needs of others;

C. Communication skills: Recipients are experiencing inappropriate deficits in
communicating their physical, emotional and interpersonal needs to others;

d. Organization and time management skills: Recipients are experiencing
inappropriate deficits managing and prioritizing their daily activities; and/or

e. Transitional living skills: Recipients lack the skills to begin partial-independent

and/or fully independent lives.
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403.6D PACT
1. A multi-disciplinary team-based approach of the direct delivering of comprehensive and

flexible treatment, support, and services within the community. The team must be
composed of at least one QMHP and one other QMHP, QMHA, or peer supporter.

PACT is for individuals who have the most serious and intractable symptoms of a severe
mental illness and who, consequently, have the greatest difficulty with basic daily
activities, keeping themselves safe, caring for their basic physical needs or maintaining a
safe and affordable place to live and require interventions that have not been effectively
addressed by traditional, less intensive services.

Services are available 24 hours a day, seven days per week. Team members may interact
with a person with acute needs multiple times a day. As the individual stabilizes, contacts
decrease. This team approach is facilitated by daily team meetings in which the team is
briefly updated on each individual. Activities for the day are organized and team members
are available to one another throughout the day to provide consultation or assistance. This
close monitoring allows the team to quickly adjust the nature and intensity of services in
response to individuals’ changing needs. PACT is reimbursed as unbundled services.

403.6E RESERVED

403.6F PEER-TO-PEER SERVICES

1

Scope of Service: Peer-to-Peer support services are RMH interventions designed to reduce
social and behavioral impairments and restore recipients to their highest level of
functioning. Peer-to-Peer supporters (e.g. peer supporters) help the recipient live, work,
learn and participate fully in their communities. Peer-to-Peer services must be delivered
directly to recipients and must directly contribute to the restoration of recipient’s diagnosis
mental and/or behavioral health condition. Peer-to-Peer services may include any
combination of the following:

a. Helping stabilize the recipient;

b. Helping the recipient access community based mental and/or behavioral health
services;

C. Assisting during crisis situations and interventions;
d. Providing preventative care assistance; and/or

Providing personal encouragement, self-advocacy, self-direction training, and peer
mentoring.
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Provider Qualifications: A peer supporter is a qualified individual who is currently or was
previously diagnosed with a mental and/or behavioral health disorder and who possessthe
skills and abilities to work collaboratively with and under the clinical and direct supervision
of a QMHP. The selection of the supporter is based on the best rehabilitation interest of the
recipient. A peer supporter cannot be the legal guardian or spouse of the recipient. At a
minimum, a peer supporter must meet the qualifications for a QBA. Peer supporters are
contractually affiliated with a BHCN, independent professional (Psychologists and
Psychiatrists), or individual RMH providers may provide services to any eligible Medicaid-
recipient, if determined appropriate in the Treatment Planning process.

3 Service Limitation: All Peer-to-Peer services are limited to 18 hours/72 units before prior
authorization is required by Medicaid’s QIO-like vendor. Prior authorizations may not
exceed 90-day intervals.

4. Admission Criteria: Clinical documentation must demonstrate that the recipient meets all
of the following:

a. The recipient would benefit from the peer supporter’s understanding of the skills
needed to manage their mental and/or behavioral health symptoms and for
utilization of community resources;

b. The recipient requires assistance to develop self-advocacy skills;

C. The recipient requires peer modeling in order to take increased responsibilities for
his/her own recovery; and

d. Peer-to-Peer support services would be in the best interest of the recipient and
would most likely improve recipient’s mental, behavioral and overall health.

403.6G PSR SERVICES

1. Scope of Service: PSR services are RMH interventions designed to reduce psychosocial

dysfunction (i.e., interpersonal, cognitive, behavioral, development, etc.) and restore
recipients to their highest level of functioning. PSR services target psychological
functioning within a variety of social settings.

PSR services may include any combination of the following interventions:

a Behavior management: Recipients learn how to manage their interpersonal,
emotional, cognitive, and behavioral responses to various situations. They learn how
to positively reflect anger, manage conflicts, and express their frustrations verbally.
They learn the dynamic relationship between actions and consequences;
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b. Social competency: Recipients learn interpersonal-social boundaries and gain
confidence in their interpersonal-social skills;

C. Problem identification and resolution: Recipients learn problem resolution
techniques and gain confidence in their problems solving skills;

d. Effective communication: Recipients learn how to genuinely listen to others and
make their personal, interpersonal, emotional and physical needs known;

e. Moral reasoning: Recipients learn culturally relevant moral guidelines and
judgment;

f. Identity and emotional intimacy: Recipients learn personal and interpersonal
acceptance. They learn healthy (appropriate) strategies to become emotionally and
interpersonally intimate with others;

g Self-sufficiency: Recipients learn to build self-trust, self-confidence and/or self-
reliance;

h. Life goals: Recipients learn how to set and achieve observable specific, measurable,
achievable, realistic, and time-limited life goals; and/or

. Sense of humor: Recipients develop humorous perspectives regarding life’s
challenges.

2. Provider Qualifications:

a QMHP: QMHPs may provide PSR services.

b. QMHA: QMHAs may provide PSR services under the Clinical Supervision of a
QMHP.

C. QBA: QBAs may not provide PSR services.

3. Service Limitations: All PSR services require prior authorization by Medicaid’s QIO-like

vendor. Prior authorizations may not exceed 90-day intervals. PSR services are based on
the below daily maximums:

Service Limitations Children: CASII Adults: LOCUS
Levels | & 11 No services authorized No services authorized
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Level 111

Maximum of two hours per day | Maximum of two hours per day

Levels IV &V

Maximum of three hours per day | Maximum of three hours per day

Level VI

Maximum of four hours per day | Maximum of four hours per day

Admission Criteria: At least one parent or a legal guardian (in the case of legal minors)
with whom the recipient is living must be willing to participate in home and community-
based services; and the recipient must have substantial deficiencies in any combination of
the following criteria:

a

Behavior management: Recipients are experiencing severe deficits managing their
responses (viz., interpersonal, emotional, cognitive, and behavioral) to various
situations. Recipients cannot age appropriately manage conflicts, positively
channel anger, or express frustration verbally. They do not understand the
relationship between actions and consequences;

Social competency: Recipients are experiencing severe deficits navigating
interpersonal-social boundaries. They lack confidence in their social skills;

Problem identification and resolution: Recipients are experiencing severe deficits
resolving personal and interpersonal problems;

Effective communication: Recipients need to learn how to listen to others and make
their needs known to others. They cannot effectively communicate their personal,
interpersonal, emotional and physical needs;

Moral reasoning: Recipients are experiencing severe deficits in culturally relevant
moral judgment;

Identity and emotional intimacy: Recipients are experiencing severe deficits with
personal and interpersonal acceptance. They avoid and/or lack the ability to become
emotionally and interpersonally intimate with other people;

Self-sufficiency: Recipients are experiencing severe deficits with self-confidence,
self-esteem, and self-reliance; recipients express feelings of hopelessness and
helplessness; dealing with anxiety: Recipients are experiencing severe deficits
managing and accepting anxiety, they are fearful of taking culturally normal and
healthy rehabilitative risks;

Establishing realistic life goals: Recipients are experiencing severe deficits setting
and achieving realistic life goals; and/or
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. Sense of humor: Recipients are experiencing severe deficits seeing or
understanding the various humorous perspectives regarding life’s challenges.

403.6H CRISIS INTERVENTION SERVICES

1

Scope of Services: Cl services are RMH interventions that target urgent situations where
recipients are experiencing acute psychiatric and/or personal distress. The goal of CI
services is to assess and stabilize situations (through brief and intense interventions) and
provide appropriate mental and behavioral health service referrals. The objective of ClI
services is to reduce psychiatric and personal distress, restore recipients to their highest
level of functioning and help prevent acute hospital admissions. CI interventions may be
provided in a variety of settings, including but not limited to psychiatric emergency
departments, emergency rooms, homes, foster homes, schools, homeless shelters, while in
transit and telephonically. CI services do not include care coordination, case management,
or targeted case management (TCM) services (see MSM Chapter 2500, TCM).

Cl services must include the following:

a. Immediate and intensive interventions designed to help stabilize the recipient and
prevent hospitalization;

b. Conduct situational risk-of-harm assessment;
C. Follow-up and de-briefing sessions to ensure stabilization, continuity of care, and

identification of referral resources for ongoing community mental and/or
behavioral health services.

2 Provider Qualifications: QMHPs may provide CI services. If a multidisciplinary team is
used, the team must be led by a QMHP. The team leader assumes professional liability
over the ClI services rendered.

3 Service Limitations: Recipients may receive a maximum of four hours per day over a three-
day period (one occurrence) without prior authorization. Recipients may receive a
maximum of three occurrences over a 90-day period without prior authorization.

Service Limitations Children: CASII Adults: LOCUS
Levels I to VI e Maximum of four hours per day| ¢ Maximum of four hours per day
over a three-day period (onel over a three-day period (one
occurrence) occurrence)
e Maximum of three occurrences| ¢ Maximum of three occurrences
over a 90-day period over a 90-day period
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4. Admission Criteria: Clinical documentation must demonstrate that the recipient meetsany
combination of the following:

a. Recipient’s behavior requires immediate and intensive interventions to help
stabilize the current situation and prevent hospitalization;

b. Recipient presents a moderate risk of danger to themselves and others (or to
deteriorate to this dysfunctional level);

C. Recipient’s immediate behavior is unmanageable by family and/or community
members; and/or

d. Recipient will benefit from the stabilization, continuity of care and the referrals for
ongoing community mental and/or behavioral health services.

MOBILE CRISIS RESPONSE DELIVERED BY DESIGNATED MOBILE CRISIS TEAM
(DMCT)

On September 17, 2021, per Section 9813 of the American Rescue Plan Act (ARPA), the Nevada
DHHS was awarded a state planning grant by the US CMS to assist in the development and
implementation of qualifying community-based mobile crisis intervention services under its
Medicaid state plan. In addition, Section 9813 of the ARPA established Section 1947 of the US
SSA, which authorizes optional state plan coverage and reimbursement for qualifying mobile crisis
intervention services with a temporarily enhanced 85 percent federal medical assistance percentage
(FMAP) for 12 quarters during the timeframe of April 2022 to March 2027. Section 1947 also
waives standard state plan requirements for state wideness, comparability, and provider choice, in
addition to providing definition for qualifying community-based mobile crisis services.

The following policy is contingent upon State Plan Amendment (SPA) approval by CMS.
1. Scope of Services

Nevada shall ensure that MCRT respond in person at the location in the community where
acrisis arises or a family’s location of choice. For individuals 18 years of age and younger,
responses in urban Clark and Washoe counties will be conducted face-to-face and in-
person, with an average response time within one hour; average response times for these
individuals in rural areas are within two hours. For adults, responses in urban areas shall
be within one hour and within two hours in rural areas. Telehealth responses in these
locations shall be initiated as soon as possible, within one hour, with face-to-face and in-
person team members arriving within one hour in urban areas and within two hours in rural
areas. Nevada identifies these MCRTs that comply with ARPA and the US SSA as DMCT.

The primary objective of this Mobile Crisis Response service is to offer “someone to come”
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in the crisis continuum, established through Senate Bill (SB) 390 (during the 81% Nevada
Legislative Session (2021)) and subsequent legislation that formulates a comprehensive
safety net of crisis services for all Nevadans. DMCTs will respond to an individual in crisis
at the individual’s location, 24/7/365.

While a crisis episode is not defined outside of the individual experiencing the crisis, the
dispatch of a DMCT indicates a higher LOC is needed through an in-person response for
the individual’s acute/emergent episode of crisis. An assessment, including the evaluation
of suicidality, is required to be delivered by a qualified and/or licensed behavioral health
professional. The resulting intervention and stabilization of the crisis by the DMCT
includes care coordination (through active engagement and “warm hand-off”) and follow-
up by providers. Care coordination is inclusive of coordinated transportation to other
locations when recipients are determined to need facility-based care.

DMCT Access and Accessibility

a. DMCT services shall be available 24/7/365 for in-person response and ensure 24
hour/seven days per week on-call coverage and back-up availability.

b. DMCT services shall not be restricted to certain locations or days/times within the
covered area. DMCTs shall:

1. Respond to wherever the recipient is in the community outside of a hospital
or other facility settings.

2. Never require the individual in crisis to travel to the DMCT.

3. Respond to the preferred location based on individual in crisis and/or
caregiver preference.

4. Respond with the least restrictive means possible, only involving public
safety personnel when necessary.

5. DMCTs are expected to respond to dispatch through a designated call center
and shall advise the designated call center of any changes to the DMCT’s
availability (i.e., in the event of self-dispatch to a crisis on-site).

C. DMCTs shall attempt to meet the needs of all Nevadans, with consideration given
to the providers’ identified catchment area and including specific populations (i.e.,
Tribal communities and multicultural communities, LGBTQ+, children and
adolescents, aging populations, individuals with disabilities, individuals
experiencing substance use, etc.).
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For all DMCT providers, the individual served does not have to be a previous or
existing client.

Continuity of operations and disaster plans shall comply with state standards and
DHCFP requirements for enrollment.

DMCTs shall have Global Positioning System (GPS) devices linked to the
designated call center(s) and a means of direct communication available at all times
with all partners (including the crisis call center, Emergency Medical Services, Law
Enforcement, Intensive Crisis Stabilization Service providers, and other
community partners), such as a cellular phone or radio for dispatch.

DMCTs shall not refuse a request for dispatch unless safety considerations warrant
involvement of public safety.

1. In such cases, DMCTs shall have established standardized safety protocols
for community response and when public safety involvement is needed
(e.g., in instances of serious injury, overdose, medical emergency, and
imminent risk of harm).

2. Policies shall appropriately balance a willingness to help those in crisis with
the team’s personal safety and not involve broad rules that would exclude
whole populations (i.e., individuals actively using substances or those with
a criminal history).

3. Ensure all interventions are offered in a clinically appropriate manner that
respects the preferences of the individual in crisis and their supportive
family systems while recognizing the need to maintain safety.

DMCTs shall accept all referrals from a designated call center and shall respond
without reassessing the individual on-site only if the designated call center has
completed an initial safety screen and provided the screening information to the
DMCT.

DMCTs shall use available technology to support care coordination activities and
to determine access to available post-crisis care options (e.g., through- health
information technology, prior treatment information through crisis including safety
plans, and psychiatric advance directive (PAD), hospital/provider bed availability,
and appointment availability/scheduling).

DMCTs shall provide culturally and linguistically appropriate care.
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K. Individuals with limited English proficiency or communication/language-based

disabilities shall have timely access to interpretation/translation service(s),
auxiliary aids, and Americans with Disabilities Act (ADA)-compliant services
(e.g., sign language interpreters, Telecommunications Device (TTY) lines).

I Services to children and youth up to 18 years old shall adhere to DHHS Division
of Child and Family Services (DCFS) System of Care core values and guiding
principles.

m. DMCTs shall provide timely services to individuals in crisis as defined by state and
federal regulations, policy, and/or guidance, including the DMCT Certification
Criteria.

3. DMCT OPERATIONAL REQUIREMENTS

a. Inclusive Services
1. Screening
a. DMCTs must establish policies and protocols to ensure:
1. Consistent screening of all individuals, and
2. Documentation of all screenings and screening findings, and

3. Screenings are conducted only by QMHPs and QMHASs who
have continuous access to a QMHP for consultation.

b. Selected screening tools must include use of adopted tools for
evaluation of risk, violence, and suicidality.

a. Tools chosen must be nationally accepted or evidenced-
based, peer-reviewed tools, and

b. Screening tools include the Columbia Suicide Screening
Tool (Columbia) and other tools that meet state
requirements.

2. Assessment

a. Mobile crisis teams must ensure a qualified team member (as outline
in MSM 403.61 Provider Qualifications) completed a behavioral
health assessment and documents the findings, when indicated.
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b. Selected assessments tools must be:
a. Nationally accepted or evidenced-based, peer reviewed
tools, and
b. Support evaluations necessary for an involuntary hold, when
a hold is initiated.
C. Selected assessment tools may include the Collaborative
Assessment and Management of Suicidality (CAMS) and other tools
that meet state requirements.
d. Mobile crisis teams shall establish policies and protocols to ensure:
a. Consistent application of assessment tools as appropriate to
the age of the individual receiving mobile crisis services and
the circumstances, and
b. Documentation of assessment results.
e. Crisis and Safety Plans

Crisis and safety plans shall be shared with the individual,
their supportive family system, and documented in their
clinical record, and

As part of the crisis and safety planning, DMCTs must either
complete an assessment indicating individual is able stay in
current placement/location or coordinate the transfer of the
individual to an appropriate higher LOC.

3. Medical Records

a.

Medical records shall be kept in accordance with documentation
standards set forth in MSM Chapter 100 and MSM Chapter 400, and

Shared with whomever is providing the services (the follow-up
provider where the individual is being discharged) to support
coordination of care (i.e., triggering words, specific circumstances
of individual, etc.)

4. Advance Directives
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a. DMCTs shall establish protocols regarding when to consider and
assist with the completion of a PAD, in accordance with state laws
and regulations, and

b. DMCTs must follow Nevada Medicaid guidance on advance
directives, as set forth in MSM Chapter 100.

5. Harm Reduction

a. When applicable, DMCTs shall educate individuals on harm
reduction practices,

b. DMCTs shall carry harm reduction supplies, including Fentanyl test
strips, and

C. Mobile crisis teams shall carry Naloxone and have team members
trained on its administration (as specified in MSM Chapter 400
Section 403.61 Provider Training).

6. Family Engagement

a. Mobile crisis teams shall establish protocols to allow family
members and other collateral contacts to represent an individual in
crisis, and

b. DMCTs shall follow Nevada Medicaid guidance on supported
decision-making, as set forth in MSM 100.

7. Coordination of Care

a. DMCT providers shall coordinate timely follow-up services and/or
referrals with providers, social supports, and other services as
needed, including but not limited to:

1. Assigned case managers
2. Primary Care Providers (PCP)
3. Existing (or referral) behavioral health providers/care teams,
including mental health and SUD support, where available
4. Harm-reduction resources, where available
5. Appropriately shared information with whomever is
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b.

8. Telehealth

a.

providing the services, the follow up provider, to where the
individual is being discharged — to support coordination of
care (i.e., triggering words, specific circumstances to
individual, etc.)

Discharge from episode of care

1.

DMCTs shall document discharge of the individual from the
crisis episode in situations where

a. Acute/emergent presentation of the crisis is resolved

b. Appropriate referral(s) and service engagement(s) to
stabilize the crisis are completed, including transfer
to a Crisis Stabilization Center (CSC) or other LOC

C. Ongoing or existing services, supports, and linkages
have been recommended and documented

d. Services provided (in-person or via telehealth) up to
72 hours following the initial engagement with the
DMCT are considered part of the crisis episode (i.e.,
pre-discharge)

e. DMCTs may continue to provide bridge services and
support to the individual for up to 45 days for
continued stabilization in an outpatient setting; these
covered services rendered after 72 hours shall be
billed to Medicaid by appropriately enrolled
providers. with the appropriate outpatient billing
codes

Reference MSM Chapter 3400 related to telehealth modality. The
use of telehealth shall be

1.

2.

Dictated by client preference

Utilized to include additional member(s) of the team not on-
site

Utilized to provide follow-up services to the individual
following an initial encounter with the DMCT
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4. Utilized to include highly trained members of the team, such

as psychiatrists, psychiatric nurse practitioners, or others
who can prescribe and/or administer medications

Best Practices

1.

An individual in crisis is to be represented in screening/assessment, crisis
planning, and follow-up by a family member or other collateral contact that
has knowledge of the individual’s capabilities and functioning, especially
when working with children and youth.

Reduce duplicative screening and assessments.

Access and review existing medical records/treatment information when
available to support crisis intervention activities (e.g., seeking and
leveraging clinical information from an existing crisis or safety plan, if
available).

Providers are expected to develop and maintain a strengths-based, person-
centered, trauma-informed, and culturally sensitive/respectful relationship
with the individual.

Co-creation of a safety/crisis plan, when applicable.
Education for the individual on harm reduction practices, when applicable.

Regarding Peer-to-Peer Support Services, it is the intent of policy that the
DMCT may include one team member who is a certified Peer Support
Specialist provider (per Nevada Certification Board), to the greatest extent
possible as recommended by Substance Abuse and Mental Health Services
Administration (SAMHSA).

Privacy and Confidentiality Protocols

1.

Policies

a. Providers shall have established/written policies in compliance with
State and Federal privacy and confidentiality laws (e.g., HIPAA), as
well as established protocols set forth in accordance with MSM
Chapter 100, Chapter 400, and Chapter 3300.

Training

a. DMCT Clinical Supervision is responsible for the initial and
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d.

a.

ongoing training of staff on privacy and confidentiality practices and
protocols.

Collaboration and Data Sharing

DMCTs shall establish and maintain privacy and confidentiality policies
and procedures to protect beneficiary information in accordance with State
and Federal requirements.

Address what can and cannot be shared, especially in emergency
situations.

Share screening and assessment information with the receiving
clinical/medical provider, including crisis plans and PADs.

Develop and implement appropriate data-sharing agreements with
partners, ensuring partners are also securing any data covered by
state and federal privacy regulations.

Develop data sharing protocols and member information release
authorizations to support collaboration practices in accordance with
state and federal requirements.

Have formal, written, collaborative protocols, memorandums of
understanding (MOU), and other agreements with community
partners, as necessary:

1. Local Law Enforcement agencies
2. Emergency Medical Services (EMS) providers

3. 988 crisis lines, designated crisis call centers, and dispatch
centers providing service coordination among respondents

4. Medicaid Managed Care Organizations (MCO), as
applicable in their catchment area.

Excluded Services

1. Services not eligible for reimbursement when rendered by a DMCT under
Nevada Medicaid include:

a.

b.

Crisis services delivered without a screening or assessment, and/or

Crisis services delivered solely via telehealth without the
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4.

availability of an in-person response to the individual in crisis,
and/or

C. Crisis services delivered by one-member teams or one individual
provider only, and/or

d. Crisis services delivered by a DMCT that is not enrolled under
Provider Type and Specialty in Nevada Medicaid at the time service
is rendered, and/or

e. Crisis services delivered by a Law Enforcement officer, and/or

f. Crisis services delivered within a hospital or nursing facility setting.

DMCT PROVIDER ELIGIBILITY REQUIREMENTS

a.

b.

DMCTs must be enrolled as a Nevada Medicaid provider

DMCTs must include at least two team members, one of which shall be able to
deliver the service at the location of the individual in crisis. DMCTs must be led by

a.

1.

2.

QMHP-level Independent Professional, or

QMHP-level Intern under Direct Supervision of a QMHP-level Independent
Professional, or

QMHA-level paraprofessional under the Direct Supervision of a QMHP-
level Independent Professional.

DMCT members shall fall into one of the following categories:

1.

2.

Physician

PA

APRN and Independent NP with a focus in psychiatric mental health
Psychologist

LMFT, LCSW, LCPC, and qualified Post-Graduate Interns (under clinical
supervision)

RN and QMHA-level
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7. SUD specialists: Licensed clinical alcohol and drug counselors (LCADCSs),
licensed alcohol and drug counselors (LADCs), certified alcohol and drug
counselor (CADCs), and/or associated interns of these specialties (under
supervision)
8. Certified Peer Support Specialist (per Nevada Certification Board) and
QBA-level
d. Provider Supervision
1. All clinical supervision expectations shall align with existing requirements
in MSM Chapter 400 Supervision Standards for an outpatient behavioral
health delivery model
2. All Chapter 400 Provider Eligibility Requirements shall be documented by
DMCTs and made available upon request
3. Real-time clinical consultation and supervision shall be available 24/7/365
to assist the DMCT
4, DMCTs shall have policies and procedures in place for Clinical

Supervision, including a staffing plan that identifies the supervisory
structure with the employees’ names and positions within the agency, and
must ensure:

a. Case records are kept updated in accordance with Chapter 400
Documentation standards; and

b. Protocols are regularly updated on when and how to engage the on-
call clinician in the crisis episode responded to by the DMCT; and

C. Supervisors review in-person or via telehealth the response to crisis
episode with all involved QMHP-level Intern and QMHA-level
staff, and shall appropriately document the time and content of that
supervisory discussion; and

d. The supervisor reviews and co-signs with the rendering QMHP-
level Intern and QMHA-level staff the documented screening within
24 hours or next business day; and

e. Documentation of supervisory contacts with all engaged DMCT
supervisee staff, including date of supervisor review, date of
observation of individual staff, log of indirect supervision contacts
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(e.g., paperwork reviewed), as well as date, agenda, and action plan
for all conferences with supervisee staff; and

f. Each engaged QMHP-level Intern and QMHA-level staff has the
documented necessary training, competencies, and skills to conduct
mental health screens.

e. Provider Training
1. DMCT providers must develop a staff training and competency plan to be

reviewed annually as requested.

a. The plan will include all required training listed in Chapter 400
Provider Eligibility Requirements and other core competencies
defined by the state.

b. The plan will outline the process for ongoing review of clinical skills
and supervision of staff.

2. All engaged DMCT staff shall receive training in the following areas prior

to participating in a mobile response to a crisis episode:

a.

Safety/risk screening

Training in safety and risk screening shall include methods

to:

a. Adapt to cultural and linguistic needs of individuals
during the screening process; and

b. Select the appropriate screening tool; and

C. Engage with supportive family system and collateral
contacts; and

d. Interpret screening tool results.

Stabilization and verbal de-escalation techniques shall be culturally
competent, including when and how to adjust response based on the
circumstances of the individual in crisis, the site of the crisis
response, and the severity of the situation.

Harm reduction strategies for individuals with SUD should include:
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1. Use of naloxone in the field; and/or
2. How to educate individuals at risk (and their supportive

5.

family system) about Naloxone use; and/or

3. How to educate individuals about harm reduction techniques

and resources.

d. Crisis/safety planning

e. Appropriate privacy and confidentiality policies and procedures
f. Use of Telehealth equipment
g. Electronic health record or other systems utilized in the provision,

documentation, and/or reporting of mobile crisis services.

3. All DMCT staff shall receive training on trauma-informed care within 90
days of employment as a DMCT staff.

4. All DMCT staff shall receive an

topics identified in this section.

nual refresher trainings on the training

5. All DMCT staff shall demonstrate competency on all post-tests, for each
topic in which they have been trained.

6. Each training topic shall be covered in separate training modules dedicated

to specific topics.

7. DMCTs shall maintain documentation to demonstrate satisfactory and
timely completion of all required trainings.

a. When requested by the state, DMCTs must submit training logs,
training schedules, and post-test results for monitoring purposes.

DMCT RECIPIENT ELIGIBILITY REQUIREMENTS

a.

DMCT services are available to all Medicaid eligible individuals who are: 1.
outside of a hospital or other facility setting, and 2. experiencing a behavioral health
crisis (including mental health and SUD-related crises).

Symptoms are indicative of a crisis which requires coordinated clinical response,
through the implementation of intervention and stabilization services, for the safety
and protection of the individual in crisis and others involved on-site (e.g., harm to
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6.

self, harm to others, inability to care for oneself).

C. Referral from a designated call center or self-referral by a DMCT.

AUTHORIZATION PROCESS AND CLINICAL DOCUMENTATION OF SERVICE

a. Documentation of DMCT service by 1. a QMHP-level Independent Professional
supervising and/or delivering service and 2. at least one additional team member
rendering the intervention/stabilization service on-site.

b. No prior authorization is required for the delivery of services by a DMCT, unless
an outpatient service requiring prior authorization (according to service limitations)
is delivered in association with but separate from the crisis episode lasting 72 hours.

C. DMCTs shall maintain a daily log of all DMCT responses, as dispatched by a crisis
call center and self-dispatched, within and outside of catchment area. Log will be
made available upon request. The log will include up to and including
1. HIPAA compliant identifier for the individual crisis response episode, and

2. Date of crisis response episode, and

3. Start and end time of crisis response episode (for the recipient on that day),
and

4. Mechanism of response (dispatch), and

5. Name and credentials of all team members involved in response and
supervising QMHP-level Independently Licensed provider.

403.6J CRISIS STABLIZATION CENTER (CSC)

1

Scope of Service: Crisis stabilization is an unplanned, expedited service, to, or on behalf
of, an individual to address an urgent condition requiring immediate attention that cannot
be adequately or safely addressed in a community setting. The goal of crisis stabilization
is to avoid the need for inpatient services, which, if the condition and symptoms are not
treated, present an imminent threat to the individual or others, or substantially increase the
risk of the individual becoming gravely disabled.

CSCs are considered an emergency healthcare alternative, providing persons with an acute
behavioral health problem (including co-occurring disorders) with prompt action, gentle
response, and effective support in a respectful environment. CSCs are a no-wrong-door
access. CSCs are a short-term, subacute care for recipients which support an individual’s
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stabilization and return to active participation in the community. Key elements include a
welcoming and accepting environment, which conveys hope, empowerment, choice, and
higher purpose. This model is traditionally meant to last 24 hours or less. If recipients
cannot be stabilized in this period, the next step would be to refer them to an appropriate
LOC at an inpatient facility. CSCs are part of a continuum of crisis services designed to
stabilize and improve symptoms of distress. Recipients who can be stabilized in a CSC are
anticipated to be discharged to a lower LOC.

The primary objective of the crisis stabilization service is to promptly conduct a
comprehensive assessment of the individual and to develop a Treatment Plan with
emphasis on crisis intervention services necessary to stabilize and restore the individual to
a level of functioning that can be managed at a lower LOC. Active
family/guardian/significant other/natural supports involvement is necessary unless
contraindicated. Crisis stabilization services mean behavioral health services designed to:

a. De-escalate or stabilize a behavioral health crisis, whether this is occurring
concurrently with a SUD; and

b. When appropriate, avoid admission of a patient to another inpatient mental health
facility or hospital and connect the patient with providers of ongoing care as
appropriate for the unique needs of the patient.

2. Requirements: CSCs must operate in accordance with established administrative
protocols, evidenced-based protocols for providing treatment and evidence-based
standards for documenting information concerning services rendered to recipients of such
services in accordance with best practices for providing crisis stabilization services. Has
a policy structure in place that establishes, including but not limited to:

a. Procedures to ensure that a mental health professional is on-site 24 hours a day,
seven days a week;

b. Procedures to ensure that a licensed physician, physician assistant, or psychiatric
APRN is available for consultation to direct care staff 24 hours a day, seven days
a week;

C. Procedures to ensure RNs, Licensed Practical Nurses (LPNs), social workers,
community health workers, and peer support specialists (as defined per Chapter
449 of the NRS) are available to adequately meet the needs of recipients;

d. Procedures to assure that restraint and seclusion are utilized only to the extent
necessary to ensure the safety of patients and others;

e. Delivers crisis stabilization services:
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3.

1.

To all persons who come in the door, whether as walk-ins or drop-offs
from law enforcement or a mobile crisis team.

Uses a data management tool to collect and maintain data relating to admissions,
discharges, diagnoses, and long-term outcomes for recipients of crisis stabilization
services;

Operating in accordance with best practices for the delivery of crisis stabilization
services, CSCs must include:

1.

5.

6.

Recovery Orientation

a. In a manner that promotes concepts that are integral to recovery for
persons with behavioral health issues, including, without
limitation, hope, personal empowerment, respect, social
connections, self-responsibility, and self-determination.

Trauma-informed care

a. Many individuals experiencing a behavioral health crisis or SUD
have experienced some sort of trauma in the past.

Significant use of peer staff

a. People with lived experience who have something in common with
the recipients needing help.

Commitment to Zero Suicide/Suicide Safer Care.
Strong commitments to safety for consumers/staff.

Collaboration with law enforcement.

Provider Responsibilities:

a.

An endorsement as a CSC must be renewed at the same time as the license to
which the endorsement applies. An application to renew an endorsement as a CSC
must include, without limitation:

1.

2.

Proof that the applicant meets the requirements per NRS 449.0915; and

Proof that the hospital is a rural hospital or is accredited by the
Commission on Accreditation of Rehabilitation Facilities, the Center for
Improvement in Healthcare Quality, DNV GL Healthcare, the
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Accreditation Commission for Health Care, or the Joint Commission, or
their successor organizations.

Medical Records: A medical record shall be maintained for each individual and
shall contain, including but not limited to the following. Please also consult
medical documentation requirements listed in 403.9B(2):

1.

An assessment for SUD and co-occurring mental health and SUD,
including a statement of the circumstances under which the person was
brought to the unit and the admission date and time;

An evaluation by a mental health professional to include at a minimum:
a. Mental status examination; and

b. Assessment of risk of harm to self, others, or property.

Review of the person’s current crisis plan;

The admission diagnosis and what information the determination was
based upon;

Coordination with the person's current treatment provider, if applicable;

A plan for discharge, including a plan for follow up that includes, but is
not limited to:

a. The name, address, and telephone number of the provider of
follow-up services; and

b. The follow up appointment date and time, if known.

The clinical record must contain a crisis stabilization plan developed
collaboratively with the individual and/or guardian that includes, but is not
limited to:

a. Strategies and interventions to resolve the crisis in the least
restrictive manner possible;

b. Language that is understandable to the individual and members of
the recipient's support system; and

C. Measurable goals for progress toward resolving the crisis and
returning to an optimal level of functioning.
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8. If antipsychotic medications are administered, the clinical record must
document:
a. The physician’s attempt to obtain informed consent for

antipsychotic medication; and

b. The reasons why any antipsychotic medication is administered
over the recipient's objection or lack of consent.

Admission Criteria: Accepts all patients, without regard to:

a. Race, ethnicity, gender, socioeconomic status, sexual orientation, or place of
residence of the patient;

b. Any social conditions that affect the patient;
C. The ability of the patient to pay; or

d. Whether the patient is admitted voluntarily to the hospital pursuant to NRS
433A.140 or admitted to the hospital under an emergency admission pursuant to
NRS 433A.150;

e. Performs an initial assessment on any patient who presents at the hospital,
regardless of the severity of the behavioral health issues that the patient is
experiencing.

1. All beneficiaries receiving Crisis Stabilization shall receive an assessment
of their physical and mental health. Assessment and stabilization services
will be provided by the appropriate staff. If outside services are needed, a
referral that corresponds with the recipient’s needs shall be made.

2. Has the equipment and personnel necessary to conduct a medical
examination of a patient pursuant to NRS 433A.165.

a. Medical backup services must be available either on site or by
written contract or agreement with a general acute care hospital.
Medical backup means immediate access within reasonable
proximity to health care for medical emergencies.

3. Considers whether each patient would be better served by another facility
and transfers a patient to another facility when appropriate.

f. Crisis stabilization services that may be provided include but are not limited to:
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1. Case management services, including, without limitation, such services to
assist patients to obtain housing, food, primary health care, and other basic
needs;
2. Services to intervene effectively when a behavioral health crisis occurs and

address underlying issues that lead to repeated behavioral health crises;
3. Treatment specific to the diagnosis of a patient; and

4, Coordination of aftercare for patients, including, without limitation, at
least one follow-up contact with a patient not later than 72 hours after the
patient is discharged.

Authorization Process:

a. All recipients in a CSC may be rolled over for inpatient admission any time the
patient requires acute care services.

b. When transitioning a recipient, documentation should include but is not limited to:
outreach efforts to inpatient hospitals including reasons for delays in transitioning
to an inpatient LOC, including any denial reasons and/or outreach efforts within the
community to establish appropriate aftercare services and reasons for any delay in
obtaining this. The CSC must make all efforts to stabilize the recipient’s condition
and discharge to an appropriate community setting with aftercare services or to a
psychiatric hospital or general hospital with a psychiatric unit as expeditiously as
possible.

C. Pursuant to federal law, Medicaid is payer of last resort whenever any other
resources may be responsible for payment. Prior resources include but are not
limited to: Medicare, labor unions, Worker’s Compensation Insurance Carriers,
private/group insurance, and CHAMPUS. Exceptions to this regulation are Bureau
of Family Health Services, Indian Health Services (IHS), Ryan White Act, and
Victims of Crime, when Medicaid is primary. Benefits available free of charge to
recipients from other sources must be provided free of charge to Nevada Medicaid
recipients.

403.7 PSYCHIATRIC RESIDENTIAL TREATMENT FACILITY (PRTF) SERVICES

A

Nevada Medicaid reimburses for services provided in a PRTF when rendered to eligible
recipients in accordance with this Section.

A PRTF is a psychiatric facility, other than a hospital, that provides active treatment, as
defined under 42 CFR 441.154, on an inpatient basis, seven days per week, under the
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direction of a physician.

C. PRTFs serve recipients under the age of 21 years with complex mental health needs and
their families, based on medical necessity. PRTF treatment is intended to help recipients
reach a level of functioning where less restrictive treatment will be possible in accordance
with 42 CFR 441.152(a)(3).

D. All Medicaid policies and requirements for PRTFs (such as prior authorization, etc.) are
the same for recipients covered by NCU, except where otherwise noted in the NCU
Manual, Chapter 1000.

403.7A COVERAGE AND LIMITATIONS
1. Covered Services

Nevada Medicaid’s all-inclusive PRTF daily payment rate includes the following:

a.

b.

Room and Board;

Active treatment including the development of the individual POC within 14 days
of admission with 30-day reviews and discharge planning in accordance with 42
CFR 441.155;

Psychiatric and Psychological services, including consultation with other
professionals, such as case managers, primary care professionals, community-
based providers, school staff, and other members of the recipient’s support
structure;

Therapeutic and behavioral modification services;

Daily therapy as described in the POC, including, but not limited to:

1. Individual therapy services;

2. Family therapy;

3. Group therapy; and

4. Recreation and milieu therapies.

Nursing services;

PRTF-sponsored quarterly family visits; and
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h. Psycho-educational services.

2. Non-Covered Services

Nevada Medicaid’s all-inclusive PRTF daily payment rate does not include:

a. General physician (non-psychiatric) services;
b. Neuropsychological services;

C. ABA services;

d. Medications;

e. Dental;

f. Optometry;
g. Durable medical equipment;
h. Radiology;

i. Lab services;

J. Physical, speech and occupational therapies; and
K. Formal educational services that may be provided to a recipient in a PRTF.
3. Arranged And Concurrent Services
a. Arranged and Concurrent services that are Medicaid benefits, not covered by the

all-inclusive PRTF daily rate, may be billed separately by a qualified service
provider and may require prior authorization.

1. Arranged Services — Professional services, arranged by and provided at the
facility, or a different location such as a dental office, by a licensed
professional. This must be included in the POC.

2. Concurrent Services — Services provided by another provider can be
provided at the facility that supports continuity of care and successful

discharge from a PRTF.

b. Concurrent services may occur on, but are not limited to, therapeutic leave days.
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C. Concurrent services may include ABA services (refer to MSM Chapter 3700 for

ABA coverage requirements).
d. Transportation

Nevada Medicaid may reimburse the following PRTF travel-related services for an
eligible recipient and attendant when determined to be medically necessary for:

1. Initial travel to the PRTF upon admission;
2. Travel for a PRTF Therapeutic Leave Day;
3. Travel upon discharge from the PRTF; and

4. Travel for transfer from one PRTF to another PRTF or Acute Inpatient
Services.

Transportation must be coordinated in accordance with MSM Chapter 1900.
Reimbursement

Reference MSM Chapter 700 and the Nevada Medicaid State Plan, Attachment 4.19-A,
describing the methods and standards for reimbursement of PRTFs for fee-for-service
(FFS) recipients.

If the recipient is enrolled in an MCO, the MCO is responsible for reimbursement of the
PRTF stay. Managed care entities will be responsible for the utilization management of
these recipients, including approving authorization and placement into a PRTF, as well as
continued stays at a PRTF. It is the PRTEF’s responsibility to contract with the MCOs to
become one of their participating providers. If a recipient has a MCO plan that is not
contracted with the PRTF, the PRTF must refer the recipient and the parent/guardian to the
MCO and instruct them to ask for assistance in finding an in-network provider who is
currently accepting new patients.

Non-Discrimination

The PRTF must assure that no recipient shall be excluded from participation, denied
benefits, or otherwise subjected to discrimination in the performance of the services or in
employment practices on the grounds of disability, age, race, color, religion, sex, national
origin, or any other classification protected by federal, Nevada State Constitutional, or
statutory law. Reference MSM Chapter 100 for further details.

PRTF Therapeutic Leave Days (TLD)
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PRTF TLD are to be utilized to facilitate a recipient’s discharge back to their home or a
less restrictive setting. PRTF recipients are allowed to utilize TLDs based on individualized
Treatment Planning needs and upon the recommendations of the PRTF clinical treatment
team.

The QIO-like vendor must be notified by the PRTF of all TLDs at least 14 days prior to
the pass being issued to the recipient. The notification form can be located on the QIO-like
vendor website.

TLDs include the day the pass begins and ends the day before the recipient returns (prior
to midnight, 12:00 AM).

Duration per pass is no greater than 72 hours unless there is a documented, medically

necessary reason for a longer-term pass. All passes which exceed 72 hours must be prior

authorized by the QIO- like vendor.

a. The following guidelines must be adhered to for reimbursement. Failure to follow
these guidelines will result in non-payment to PRTFs during the time the recipient
was away ona TLD.

1. A physician’s order is required for all TLDs. If it is clinically appropriate
for the recipient to travel alone, this must be specified in the physician’s
order.

2. The recipient must have demonstrated a series of successful incremental day
passes before the TLD occurs. The recipient must also be in the final phase
of treatment in the PRTF program.

3. TLD information which verifies days used must be documented in the
recipient’s case file and must include: date/time of check-out for each pass,
location of the pass, name(s) of the person(s) with whom the leave will be
spent, the recipient’s physical/emotional condition at the time of departure
(including vital signs), the types/amounts of medication being provided and
instructions (in lay terms) for taking them, treatment objectives to be met by
use of each pass and the total number of days to be used.

4. Documentation upon return from the TLD must include: the date/time of
check in, the recipient’s physical/emotional condition at the time of return
(including vital signs and notation of any physical injury or complaint),
whether or not any contraband was found, the types/amounts of medication
being returned, if any, an explanation of any missed doses, an explanation
of any early return from leave, and a brief report on the outcome of the leave
(were therapeutic goals achieved?).

5. In the event a recipient unexpectedly does not return to the PRTF from a
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TLD, and such an absence has been properly documented by the PRTF, the
PRTF may utilize the day the recipient was expected to return from leave as
the discharge date if the period does not exceed 72 hours, or 120 hours in the
case of a family emergency or an extended pass which has been approved
by the QIO-like vendor.

If the recipient leaves without issuance of a TLD, the recipient will be
considered discharged, and the QIO-like vendor must be notified of the
discharge and date the recipient left the facility.

Any recipient who is formally discharged from a PRTF and readmitted is a
new admission, regardless of the length of time away from the facility. A
new initial PAR must be submitted in accordance with the admission
process requirements in 403.7D.

403.7B PROVIDER REQUIREMENTS

1.

A PRTF must comply with the following requirements to be eligible to participate in the
Nevada Medicaid Program. The PRTF must remain in compliance with all licensing,
accreditation and certification requirements throughout their Medicaid enrollment:

a.

A PRTF that has more than one physical address shall have a separate Medicaid
provider number for each facility;

Be licensed as a PRTF or PRTF license equivalent by the state in which it is located:

1.

In-state facilities: A facility located in the state of Nevada must have a
license to operate as a PRTF from the Health Care Quality and Compliance
(HCQC) Bureau at the Nevada Division of Public and Behavioral Health
with the acronym being (DPBH), pursuant to NAC 449.4145.

Out-of-state facilities: A facility located outside the state of Nevada must
meet all licensing requirements for PRTFs in the state where the facility is
located to serve Title XIX (Medicaid) recipients in that state to receive
reimbursement from Nevada Medicaid.

a. If the PRTF designation is not clearly stated on the facility’s license,
the facility will be required to provide documentation from their
state’s licensing